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PREFACE

Pakistan has committed 2012LondonSummit onFamily Planning t@address barriefsiced by
women when trying to access family planning. Untles coordinated ammitmentreferred
broadly as FP 2020.under this commitment, to increase its CPR to 50 percent by 2020.But
unfortunately, according to recent Pakistan Demographic and Health S®Dei520118) it
dropped from 35 to 34 in the past five years with only 2Z8ples using modern contraceptive
method of family planningTheunmet need is P4. nearlyhalf of all pregnancies are unintended
andof 25 percent end as abortions while 15% resunltmwantedirths. According to an estimate

15 percent abortions takéape in Pakistaannually. PDHS 2001718)

The goal of the Strengtheni®&gSustainingPost pregnancyamily Planning ServiceBroject,

fundad by UNFPAis to empower women and couples to fulfill their reproductive desires,
contributing to abroad rangeof positive health and development outcomes. The project will
strategically focus on addressing unmet need for familynphgn(FP) during the post pregnancy
period by integrating PPFP into existing public and private maternal and neonatal health services.
Additionally, the Strengthening Post pregnanEamily Planning Services Project, through
Jhpiego will support training and quality assurance of PPFP services in the public and private
sectors.

The initiative to expand access to leilegm, costeffective contraceptive methods supports the
development of this learning resource packagecdonprehensiveost pregnancgontraceptive
methods The PPFP methods enall®men to leave the birth facility with a safe and extremely
effective, longacting, reversibleontraceptive method already in place.
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Six Days Agenda of Training of Trainers on Post Pregnancy
Family Planning

DAY 1 DAY 2 DAY 3 DAY 4 Day 5 Day 6
09:00am- (09:00am - (09:00am - (09:00am - (09:00am - (9:00am -
04:00pm) 04:00pm) 04:00pm) 04pm) 4:00pm) 2:30pm)
Opening Reflection of | Reflection of| Reflection of | Reflection of| Reflection
Activities: the day the day the day the day of the day
Welcome/ln | Warm Up Warm Up | Warm Up Warm Up
troduction -Facilitation
-Workshop -Side effect | skills
objectives & | -Overview of | -Visit clinical| -Medical & presentatior
Goals Contraceptig | site for Eligibility managemen| s by
Implants insertion of | Criteria of IUCD Participants
-Norms and Implants and (MEC Whegl and
Expectationsg - PPIUD on - facilitators
Demonstratig Clients Introductio | sign out
-PreCourse | n on the -Visit clinical n to the Checkilist
Questionnain RITA Model site for| Training
es for Implant | -Roleplay |insertion of Skills -Post
Insertion for FP Implants anq Course Course
Counseling | PPIUD Presentation Questionna
- by /discussion | res
Practice/Sim | Participants
ulation
session by -Course
paticipants Evaluation

Tea Break(11:0011:15)
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- Principles |- FP -Infection - Side effect | -Facilitation | - Final Skill
of Family Counseling | Prevention |& Process assessment
Planning followed by | Protocols management Presentation| on
services Role Play of Implant | /discussion | PPIUCD,
- (Using Review key | Implant and
-Over view | - Demonstrati | PPFP concepts. Interval
of Post Introduction | on on Manual) Small group | Insertions
Partum of PPIUCD | Decontaming work using
Family (Presentation tion & IP (Demonstratj Checklist
Planning s/discussions Protocols - Divide into | on, Coaching
-Video on groups for | Skills)
- Healthy PPIUCD - PPIUCD and
Timing and | Insertion Demonstrati | Implant Skill | Small group | --
Spacing of | /removal on on Practice rotae and | Certificate
Pregnancy Interval /Simulations | practice Distribution
IUCD using presentation
- Insertion Checklists Wind up
Demonstratig on Zoe| followed by followed by
n on Mama U Model IP Probcols Lunch
for Insertion
and Removal -Divide into
of PPIUCD | Groupsand
Practice
simulations
on Models
using Skill
Checklist
Lunch Break 1:3®2:15
-Facilitator
Warm Up | Warm Up Warm Up | Warm Up will assigned
topics for
--Videos on | -Divide in -Roleplay for| Facilitation
Short Acting| Implant groups for | FP Skill
Contraceptiv| Insertion and| Practice of | Counseling b| presentation
es Removal IUD Loading and
( Participants
PICs,COCs)| -Divide into prepare
groups for Presentation
PPIUCD, for final
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Permanent

Wrap Up
with assigne
tasks to
Participants

Implant Skill
Practice
/Simulations
using
Checklists

-Wrap Up
with assigne
tasks tg
Participants

Wrap Up
with assigne
tasks tg

Participants

Wrap Up with
assigned tas
to
Participants

assessments

Wrap Up
with assigne
tasks tg

Participants
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INTRODUCTION

During the postparturperiod, many women are not aware of their risk for pregnamaygh may

occur as early as 4 to 6 weelteabirth. Although post pregnaneyomen may want to either

space or limit subsequent births and would like to use contraception, most in developimnigso

are not. Mothers are often fitoo busyaddmaywki ng
mistakenly believe that they cannot get pregnant as long as they are breastfeeding. Some may be
unsure of their contraceptive options or where they can access services, if avaidiphe next

time they go to the health facility, it is often tade:they are pregnant agailh.may also be too

soon.

When pregnancies are spaced too closely together (<24 months, from birth to next pregnancy),
mothers and babies are at increased risk from adverse health outcomes. Family phetunciivogy

post pegnancyfamily planning (PPFP), saves lives by enabling women to delay or limit their
pregnancies. As such, family planning/PPFP has the potential to dramatically decrease maternal
and child mortality and morbidity rates.

The most successful PPFP programisfocus on providing PPFP counseling to women at every
opportunity. Ideally, counseling would be initiated during pregnancy, such as at an antenatal care
(ANC) visit. Services shuld continue into th@ost pregnancperiod, for routine followup and
management of potential problems.

Thegoal of PPFP services is threefold: to

1. Assistwomen and couples in understanding their risk of unintended pregnancy and the benefits
of healthy spacing of pregnancies (or limiting, if desired); clarifying tleeitlity intentions; and
choosing a contraceptive method that is wgeited to them;

2. Provide the chosen method, in adherence with international global standards and local
protocols;

3. Support the woman and couple throughout the progesgh kindnessand respect, uppo date
information, quality care and, when needed, reassudatcéelp ensure continued use of the
method or smooth transition to another method of their choosing if appropriate.

Before Starting the Course

Welcome to the PPFé&linical skils training course! You may benefit from understanding a few
things about the course before getting started.

First, it will be conducted in a way that is very different from traditional training coéirbased
on the assumption that you are here becaose y
1 Areinterestedin providing PPFRervices;
1 Wish toimprove your knowledge and skills in PPHrvice delivery, and thus your job
performance; and
1 Desire to beactively involved in course activitiesTherefore, the course will be very
participatory andnteractive, helping to create an environment that is more conducive to
learning.

Providing Post Pregnandyamily Planning Clinical Services 1



Second the development and assessment of your skills throughout the course will focus more on
your performane than on what you know or haweemorized. This is because clerdeserve
providerswho are able to providsafe and effective servicamt just knowledgeablagbout them.

Third, a variety of ducational technologies will besed to maximize the effectiveness and
efficiency of course activities, enhancing your leagnexperience while conserving valuable
resources. The training approach to be used is discussed in more detail on$agad 2.

Course Design

This clinical skills course is designed to prepare qualified service providers (primarily maternal,
newbornand child health [MNCH] providers [e.g., midwives, numsiglwives, doctors] and other
clinicians) who are capabld delivering highquality PPFPservices to womeh beginning with
counseling when they are pregnant (ideally) and naitg through their fst PPFP method
follow-up at 4 to 6 weeks. Throughout the course, the trainer will use a variety of approaches to
develop the |l earnersodo skills and to assess
performance assessment methods and processes areetkEbaefly below.

Knowledge Update

1 During the morning of the first day, learners are introduced to the key features of the course
and are briefly assessed (using Brecourse Knowledge Assessmena standardized
written test) to determine their indiwidl and group knoledge of the provision of PPFP
services. Based on the results of this sssent.

1 The trainer and learners identify their collective strengths and weaknesses, and decide what
adjustments should be made to the course schedule/duitinterms of time allotted to
topics and activities.

1 Each learner developsRersonal Learning Planto articulate how she/he will use the
course to achieve tHePFP Performance Standards

1 The knowledge component of the course includes interactive presentations, discussions
and other activities designed to help learners develaplang understandingf the latest,
evidencebased informationk@out the PPFP methods.

Skills Development and Asessment

1 Classroom and clinic sessions focus kay aspects of PPFRservice delivery (e.g.,
counseling and screening of clisnperforming thgrocedurs in the context of routine
obstetric services, managing side effects and other potential problengs fdllow-up).

T Learners will first practice skills #fAin si
step bystepCounseling GuideandClinical Skills Checklists, which list the key steps in
counseling and screening clients qaaforming the procedas In this way, they learn the
skills needed to provide PPBBrvices more quickly and in a standardized manner, without
placing clients at risk.

1 Once the trainer determines that a learner has achieved an adequate level of skill with
anatomic models, or in simulation, s/he will be able to practice the new skills in the clinical
setting with actual clients. Progress in learning new skills is ass¢f&setally and
informally) and documented throughout the course usin@tunseling Guide, Clinical
Skills, Checklists and Skills Tracking Sheet.

Qualification
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Although qualificationis a statement by the trainer that the learner has met the requirehents
the course, the responsibility for becoming qualified is shared by the learner and the trainer.
Quialification is based on demonstrated mastery of, or competency in, the folbreasy
1 Knowledge: A score of at least 85% on the Midcourse Knowledge gssaent
1 Skills: Saisfactory performance of PPFP methottsunseling and clinical skills (as
outlined in thechecklists)
1 Provision of Services (Practice)Demonstrated ability to provide safe and effective
PPFPservices in the clinical setting
Atruedet ermination of a |l earnerd6s competency cCa
learner applies all that s/he has learned with actual clients.

After the Course

It is recommended that within 1 to 2 months of qualification, the learners be observedessid

at their workplace by a course trainer, using the same counseling and clinical skills checklists used
in the course. (At the very least, learners should be observed by a skilled provider soon after
completing training.) This posburse assessmaatimportant for several reasons.

First, it not only gives the newly trained providers direct feedback on their performance (so that
they can work on further strengthening their skills, from competency to proficiency), but also
Qualification does not implycertification. Providers can be certified only by specifically
designated organizations.

PPFP Course Notebook for Learnersprovides the opportunity for them to discuss any start
problems or constraints implementing the new skills in service deliyde.g., due to lack of
instruments, supplies or support staff). Second, and equally important, it provides the training
center, via the clinical trainer, key information on the adequacy of the training and its
appropriateness to local conditions. Withsthype of feedback, programs can be improved in a
targeted manner to better meet the needs providers and communities. Without this type of
feedback, training easily can become routine, stagnant and irrelevant to service delivery needs.

Course Syllabus
Course Description
Thisthreeday clinical training course is designed to prepare the learner to become competent in:
1 Counseling women/coumebout PPFP contraceptive method best accepted by the clients.
1 Screening women to ensure that they do not havechasacteristics or calitions that
would make the methaah unsuitable option for them;
Providing wide range of options in postpartum period
Managing side effects and other potential problems associated with thdiffesent
methods
Course Goals
1 To influence in a positive way the attitudes of the learner toward the benefits and
appropriate use of PPFP methaldsing thepost pregnancperiod
1 To provide the learner with the knowledge, skills and a@l#itunecessary to provide PPFP
services

1
T

Learning Objectives
By the end of the course, the learner will be able to:
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1 Discuss the importance of healthy spacing (or limiting)refgnancies and the benefits of
postpregnancyamily planning.
Explain the steps of Active Management of Third Stage of labor (BMT
Explain basic information about theethod mix approachiis effectiveness, safety
mechanism of action, advantages and limitations, ahdrajeneral attributes; and the
medical eligibility criteria and other client assessment catesed to determine whether
thechosen methot$ agood option for the woman.
1 Demonstrate appropriate counseling and assessmentishtht®omen for PPFRRethods

in general

T
T

Training/Learning Methods

lllustrated lectures and group discussion

Individual and group exercises

Role plays

Simulated practice with anatomic (pelvic) models

Guided clinical activities (focusing on counseling, screening and PPIUCD insertion)
Learner Selection Criteria

= =4 =4 -8 8 19

Learners for this course should be providers who are:

Workingin a health <care facility (clinic or hos,|
including antenatal care, laband childbirth, and pogiregnancycare, including family planning

Familiar with providing different contraceptivassertion and removal services (if learners are not
proficient in these services, the course may be lengthened to allow for sufficient clinical practice)
willing to update their knowledge and acquire the skills andudtg essential to provid&PFP

senices
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MODULET 1

POSTP-REGNANCY
FAMILY PLANNING
(PPFP)
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NEED FOR POST-PREGNANCY FAMILY PLANNING

Multiple studies performed around the world have shown that adverse maternal, perinatal and
infant outcomes are related to pregnancies spaced too closely together. The risks are particularly
high for women who become pregnant very soon after a previogagrey, miscarriage or
abortion. Table 1 presents a summary of findings.

The good news is that family planning/PPFP enables women/couples to achieve healthy intervals
between birthd potentially averting 25% to 40% of maternal deadinsl reducing child ortality
by an estimated 10%.

Tablel. Risks of Adverse Health Outcomes aftevery Short Interval Pregnancy

Increased Risks when Pregnancy Occurs 6 Months after a Live Birth

Increased Risks when Pregnancy Occurs Less than 6 Months after an Abortion «

Adverse Outcome Increased Risk
Induced abortion 650%
Miscarriage 230%
Newborn death (<9 months) 170%
Maternal death 150%
Preterm birth 70%
Stillborn 60%
Low birth weight 60%

Miscarriage

Increased Risk With 172 Month With 375 Month
Interval Interval

Low birth weight 170% 140%

Maternal anemia 160% 120%

Preterm birth 80% 40%

Healthy Spacing of Pregnancies

In June 2005, the World Health Organization (WHO) brought together over 30 technical experts
to review the available global scientiBeidence regarding healthy intervals between pregnancies.
The following recommendations are based on the results of this technical consultation:

After a live birth, a woman shouldvait at least 24 months(but not more than 5 years) before
attempting the next pregnancy to reduce the risk of adverse maternal, perinatal and infant
outcomes. Women should plan a healthy kictbirth interval of about 36 months, or 3 years,
between children.

After a miscarriage or induced abortion,a woman shouldvait at least 6 monthsbefore
attempting the next pregnancy to reduce the risk of adverse maternal, perinatal and infant
outcomes.
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Adolescents should delay first pregnancy until at least 18ears of age to reduce thisk of
adverse maternal, perinatal and infant outcoBesry woman and every maternal/newborn health

or family planning worker should know and understand the key recommendations for healthy
spacing of pregnancies. (Specific messages related to thé@yheplicing of pregnancies are
presented in Appendix A.)

Unmet Need for PPFP

Despite the adverse health outcomes associated with short birth intervals, a significant proportion

of births are spaced too closely together. Family planning during the first year postpartum has the
potential to reduce a significant proportion of thesmt@nded pregnancies because, as research

has demonstrated, women experience a | arge AfAu
Loosely defined, unmet need refers to the percentage of women who do not wish to become
pregnant but are not currently using a contraceptive.

Factors That Contribute to Short Birth Intervals

Given the unmet need for family planning and prevalence of skibeerecommended birth
intervals, women and their health care providers should understand the factors that edotribut
the high risk of unintended pregnancy among postpartum women.

Return to Fertility

Postpartum women are frequently fertile again before they realize itA woman will ovulate
before she begins regularly menstruating agai
before menstruation resumes increases as the postpartum period extends.

An individual womandés r et urMog hoobrehstfaeding ivamery ¢ an |
experience menses return within 4 to 6 weeks. Breastfeeding delays the resumption of ovulation and

the return of menses, but it cannot be relied upon for contraceptive protection unless the woman is
practicing LAM (further discugsl on the following page).

Women often initiate family planning after their menstruation resumes.Individual studies
appear to draw a correlation between return of menses and initiation of contraceptive use and
suggest that family plannidgif used at allduring the postpartum peridds most likely to be
initiated in the month following the return of menses, which is often tooAai in one study,

8% 10% of women who were still experiencing postpartum amenorrhea conceived.

Resumption of Sexual Activity

Reported return to sexual activity after a birth varies greatly. A recent study of 17 developing
countries looked at percentages of couples returning to sexual activity by 3 to 5.9 months. At one end
of the range is Guinea, where about 10% of women hesamed sexual activity within that
timeframe; at the other end are Bangladesh and Rwanda, where almost 90% of redraeimg sex

again by 6 months

Postpartum abstinence, in countries that practice it, is not always strictly observed.
Qualitative research has indicated that even among those countries practicing postpartum
abstinence, sexual activity may occur irregularly early on, gradually progressing to more regular
activity.

Providing Post Pregnandyamily Planning Clinical Services 8



Women may be unwilling t o aftekbirth. of a wommanmesumasc e pt i «
sexual activity sooner after the birth than is deemed appropriate in her culture, she may assume
that the provider will judge her if she asks for contraception. As a result, the woman may forego
contraception even thoughstwill put her at risk for unintended pregnancy.

Breastfeeding versus LAM

Breast f eediTo grevdnt uhiiedded pregnancy, breastfeeding women must use a
method of contraception (breastfeeding is not a contraceptive). One option is LAM, which is
98.5% effectve for up to 6 monthpost pregnancy) provided that the woman exclusively
breastfeeds her baby on demand (whenever the baby wants, day or night; no other food or other
fluids in between), and her menses have not returned. As effective andieahasnLAM is, it

still is not widely practiced.

LAM is effective only for 6 months.For women using LAM, it is likely their fertility will return

(often before menstruation resumes) after 6 months, even if they continue to breastfeed. This is
why women practicing LAM must transition to another method as soon as any of the three LAM
criteria is no longer being met.

Exclusive breastfeeding drops off after 3 monthsAlthough many women exclusively
breastfeed their babies in the first few months following delivery, the rate drops off significantly
after 3 month& which leads to return of felity.

Implications for Family Planning Programming

In addition to ensuring that higiuality PPFP services are available, the objective of PPFP

programs is to help women and couples understand their risk of unintended pregnancy, as well as

the maternal and newborn benefits of spacing pregnancies at hedkhyals (orlimiting
pregnancy, if desired). Linkage of MNCH and family planning services is critical to achieving
pregnancyspacingecommendationand to addressing unmet need for family planning.

Information on healthy spacing of pregnancies shdagddincorporated into health education,

counseling and service delivery for women and their families wherever they receive medical care.

Suggested service delivery approaches include:

1 Giving clients complete information about the benefits of and recommensldor healthy
spacing of pregnancies as a part of routine family planning services, during both general and
methodspecific education and counseling.

1 Emphasizing the importance of timely initiation of a family planning method after childbirth,
miscarrage or abortion (and a nt ofaontsd ahténatal, postme t h o
pregnancyand postabortion care.

1 Providing family planning services to women while they are still in the health care facility,
following a facility-based delivery.

1 Integrating family planning services with other health services, such as immunization and
newborn or child care services.

1 Helping clients to exercise their right to make a free and informed choice regarding family
size, fertility goals and contraceptiogtions.

Remember: The right contraceptive for a womas the one she chooses for hersg
provided there are no medical reasons why the method should be withheld. As provig
can give the woman the information she needs to make a suitable choittes bloice ig
hers to make.
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POST-PREGNANCY FAMILY PLANNING
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Overview of Postpartum
Family Planning

Objectives

= Define PPFP and its importance.

= Discuss methods of Postpartum Family Planning

= Describe the specific situation of postpartum women
= Discuss breastfeeding and LAM

= List opportunities and mechanisms for post partum FP
integration

Postpartum Family Planning?

* Postpartum family planning (PPFP) is the
prevention of unintended and closely spaced
pregnancies through the first 12 months
following childbirth.

* Not only do pregnancies during this period
hold the greatest risk for mother and baby, the
first 12 months after childbirth also present
the greatest opportunities in terms of number
of contacts with health care services.

3

PPFP Importance

* According to an analysis of Demographic and
Health Survey data from 27 countries, 65% of
women who are 0—12 months postpartum
want to avoid a pregnancy in the next |2
months but are not using contraception.This
is unmet need.

* 40% Unplanned Pregnancies World wide and
45% pregnancies ends with unsafe abortions

» Contraceptive Prevalence rate ( CPR) of
Pakistan 34.2%

* Fertility rate 3.6% o4

Contd.

* . Closely spaced pregnancies within the first
year postpartum are the riskiest for mother
and baby, resulting in increased risks for
adverse outcomes such as preterm, low birth
weight and small for gestational age. Pregnancy
occurring within six months of the last
delivery holds a 7.5-fold increased risk for
induced abortion and a |.6-fold increased risk
of stillbirth.

5

Strategies to Address Unmet Need for PPFP

* Raise Awareness of FP Needs of Postpartum VWomen
Providers, women, their families and communities, as well as
policymakers and program managers, are often unaware of the
need for PPFP

* Ensure No Missed Opportunities across the Continuum of
Care |,e maternal, newborn and child health (MNCH) services
including antenatal, birth, newborn, immunization, nutrition
and community health care

* Organize Services

» Expand the Range of Options offered to the PP clients

Providing Post Pregnandyamily Planning Clinical Services 10




Considerations with Postpartum Family
Planning

* Through the first year postpartum

* Timing of return to fertility

* Return to sexual activity

* Breastfeeding and use of various methods

« Timing of various methods

* LAM, concurrent use and transition to other methods
* Underlying factors

* Healthy spacing of the next pregnancy

* Integration of FP into other service opportunities

Return to Fertility
* Non breastfeeding:

* As early as 3 weeks postpartum — 2| days postpartum

* Breastfeeding
» Using LAM accurately:
* some time after 6 months — variable
* Breastfeeding without using LAM:
* possibly even before 6 months, but again, variable.
* average is 45 days

* 5—10% of breastfeeding women get pregnant in first year PP

o : Fertility returns before menses returns!

8

Return to sexual activity

* Physiologically women can resume intercourse
when the perineum is fully healed

* But she should do so when she is ready

* Typically, sexual activity resumes before a
woman is on a effective FP method

* Therefore, the woman is at risk of pregnancy

*9

|
iz
5

Comparing Typical Effectiveness of Contraceptive Methods

Most effective How to make your method

.
g \ more effective

One-time procedures; nothing to do of
remember

1 of fewer o n
100 women
bt el 2 Need 1,20r3
" repeat injections every
3 | Must take a pill or wear a patch or ring
| Vaginat every day
pas Patch Ring
[ J—
a9 Must follow LAM instructions.
:?'{ " Method (LAM)
ot
“ N7 condoms requires partner’s cooperation

Must use every time you have sex

Must use every time you have sex

About 30 .

Require partner’s cooperation; for FABS.
must abstain or use condoms on fertile days

per
100 women in
one year

Least effective

Must use every time you have sex

Source: WHO 2006

10

FP Methods for Breastfeeding Mothers

delivery 48 hr 3 weeks 4 weeks 6 weeks 6 months 9 months
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B ]
All DIAPHRAGM/ CERVICAL CAP

Women FEMALE STERILIZATION
F———

EMERGENCY CONTRACEPTION
[S=ssve B [, —

] MALE STERILIZATION

Breast-
feeding
Women

FP Methods for Non-Breastfeeding Mothers

delivery

Women

48 hr 3 weeks 4 weeks

| conboms, sPERMICIDES

 —
wf |

I [
0

6 weeks 6 months 9 months

L —r——_re—r————
DIAPHRAGM / CERVICAL CAP

L ———
FEMALE STERILIZATION

e ——
EMERGENCY CONTRACEPTION
I

Ml MALE STERILIZATION

NCURIEEETSE W PROGESTIN-ONLY METHODS

feeding
Women L

L —_——
COMBINED ESTROGEN-PROGESTIN
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Timing of Initiating FP Methods Postpartum

* LAM — immediately
* Condoms — when intercourse resumes
* Progestin-only methods —
+ BF:when good milk supply and BF going well — 6 weeks
* Non-BF - right away
* Combined Oral Pills (Estrogen + Progestin)
+ BF:when there is no risk if quantity of milk decreases — 6 months
+ Non-BF: when risk of thrombosis is reduced — 3 weeks
* IUCD — when risk of infection and perforation is low
« First 48 hours or after 4-6 weeks
* Tubectomy — when tubal inflammation and risk of infection
low:
+ First 7 days or after 6 weeks

13

LAM Mechanism of Action

* Stimulation of nipple causes
release of prolactin

* Prolactin and oxytocin result in
increased milk production
(which encourages suckling)

* Prolactin reduces estrogen

and suppresses ovulation

Baby is being only breastfed

* Why is this condition important?
* When baby receives any food, water, or other
liquid:

* The baby becomes full and will not want the
breast milk as often.

* The mother will not produce as much milk.

* Infrequent suckling will reduce prolactin and lead
to ovulation make the mother’s fertility return

17

IMPORTANT!

* BREASTFEEDING
IS NOT THE SAME
AS LAM!

LAM Ciriteria: |
* Baby is being only breastfed

* The baby is not receiving any other solid food or
liquids; only breast milk

* Breastfeeding on demand
* Breastfeeding at least every 4 hours
* No more than 4 hours between feeds during day

* No more than 6 hours between feeds at night

16

Effectiveness of LAM

* LAM is 99.5% effective with consistent and
correct use and more than 98% effective as
typically used

* Effectiveness rates comparable to those of
other modern methods

Providing Post Pregnandyamily Planning Clinical Services 12



LAM Criteria: 2

* Amenorrhea — Menstruation has not returned

since the birth of the child

* Bleeding during the first 2 months post-partum
does not count as menstruation

* Bleeding after 2 months post-partum can be an
indication of the return of ovulation and the
return of fertility

LAM: Use and Transition

If a woman is using LAM, when should she transition
to another FP method?
If all components are met:

* Help a woman transition to use another method by é
months

If any component of LAM is not met:
* Help her transition as soon as component not met
Help a woman add another method whenever she is
ready
LAM can be seen as a “gateway” to use of a modern
method (OCPs, Progestin-only methods, IUCD)

21

Timings and types of integration:
Extended postpartum period

|- 6 weeks postpartum consultation(s)

* Opportunities during mother/baby checks

* Counseling on reproductive intentions, return to fertility
* Reinforce LAM, plan transition to other modern methods
* If ending LAM, transition to |UD, pills, injectable, implant

» Strong association with FP use

Child health consultations

* Opportunities during health / immunization visits
* Referral or provision of method

* Some evidence of association with FP use

LAM Ciriteria: 3

The baby is less than 6 months old
* Biologically appropriate cut-off point.

* WHO recommends supplementing after 6
months.

* Supplemental food will decrease suckling.

20

Timings and types of integration

* During ANC

+ Recommended within FANC

* Counseling on reproductive intentions, LAM, return to fertility, timing for
starting contraception

* Counseling for PPIUCD or sterilization
» Limited association with postpartum FP use

* Immediate post-delivery

oV kW

= Opportunities during mother/baby checks/discharge

= Counseling on reproductive intentions, return to fertility, timing for
starting contraception

« PPIUD and sterilization

* Progestin-only for non-breastfeeding women

* LAM

« Stronger association with starting FP use by offering methods

200

Advantages of post partum IUDs

. Readily accessible for women who deliver at

a health facility

No effect on breastfeeding
Safe in HIV positive women
Immediately reversible
Cost effective

Long acting

24
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Postpartum Family Planning Summary

* There are a variety of postpartum family planning

methods:

* LAM, hormonal methods, IUCD, condom, tubectomy
 Considerations of the postpartum woman:

* Return to fertility, resumption of intercourse

* Use of LAM and changes due to breastfeeding
* Starting FP postpartum

* Counsel early and often — begin during ANC

* Provide numerous opportunities

* Make it part of routine care

Providing Post Pregnandyamily Planning Clinical Services
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PPFP OPTIONS THAT CAN BE PROVIDED AT DIF FERENT STAGES AFTER

DELIVERY

1. FAMILY PLANNING
METHOD OPTIONS

2. FULLY OR NEARLY
FULLY
BREASTFEEDING*

3. PARTIALY
BREASTFEEDING OR
NOT
BREASTFEEDING

Lactational Amenorrhea
Method(LAM)

This option can be exercisg
immediately after delivery

Not applicable

IUCD

Options are:

1 Post placental insertiomithin 10 minutes of delivery
1 ImmediatePost pregnancysertion within 48 hours of

delivery(PPIUCD)

1 Post pregnancinsertion aé - 6 weeks of delivery
interval) or any time after excluding Pregnancy

Female Sterilization

Options are:

1 AbdominalTubectomy (Minilap) within 7 days of

delivery

1 Laproscopic and Abdominal (Minilap)Tubectomy aft

6 weeks

ProgestirOnly Pills,
Progestin only Injectables,
Implants

This option can be exercised
months after childbirth

This option can be exercised
immediately if not
breastfeeding or 6 weeks aft
childbirth if partially
breastfeeding

Combined Oral
Contraceptives and
Combined Injectables

This option can be exercised
months

This option can be exercised
21 days after childbirth if the
mother is nobreastfeeding

Male Condom

This option can be exercised whenever sex is resumed

Vasectomy

This option can be exercised at anytime.

*at least 75% of the feeds

Providing Post Pregnandyamily Planning Clinical Services
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MODULE T 2

LONG ACTING
REVERSABLE
CONTRACEPTIVES




Providing Post Pregnandyamily Planning Clinical Services

18



INTRAUTERINE CONTRACEPTIVE DEVICE (IUCD)

Introduction

The IUCD is one of the most highly effective methods of {anting, reversible contraception.

Its effectiveness is essentially equivalent to the effectiveness of hormonal implants or male or
female sterilization. For example, if 1,000 women use the CApf80A IUCD, only six to

eight would become pregnant over the first year of use, meaning it is more than 99% effective.
While the effectiveness of the Copper T wethrrect useis the same, whether it is used as a
PPFP method or as an interval method typeal -useeffectiveness is influenced by a slightly
higher expulsion rate dUCDs inserted in the post pregnamsriod. Several factors appear to
influencethe risk of expulsion pogtregnancyProper insertion to achieve high fundal placement
of thelUCD (more eaily done immediatelpost pregnancyis essential to ensuring [UCD
retention.

Timings of IUCD Insertion

IUCD insertion refers to those IUCDs placed during the immediate or early postpartum period

(within 10 minutes or up to 48 hours afterth) and after 4 weeks postpartutdCDs inserted

during the immediate post pregnancyperiod (i.e., post placentaland intracesarean) have

the highest ratesof retention, but the IUCD can be safely inserted at any time during the early

postpartum periodhat is, within the first 48 hours after the birth.

The types of IUCD insertion are:

1 Post placental Immediatelyfollowing the delivery of the placenta (active management of
the third stage of labor [AMTSL]) in a vaginal birth, the IUCD is inserted witmatrument
or manually before the woman leaves the delivery room.

1 Intracesarean: Immediatelfollowing the removal of the placenta during a cesarean
section,the IUCD is inserted manually before closure of the uterine incision, before the
woman leaves theperating theater.

1 Early postpregnancy: Not immediately following the delivery/removal of the placenta but
within 2 days/48 hours of the birth (preferably within 24 hours, sisabn the morning of
postpregnancyDay 1), the IUCD is inserted with an instrument during a separate procedure.

Interval IUCD : IUCD is placed after 4 weeks post pregnaaoglonwards The technique of
interval IUCD is quite diférent from the PPIUCD insertiomhe IUCD should not be inserted
between 48 hours and 4 weeks postpartutrecause of aroverall increase in the risk of
complications, especially infection and expulsion. IUCDimiserted at 4 weeks post
pregnancyand beyond are considered interval IUCDs, rather than PPIUCDs.

PPIUCD SERVICES| A New Intervention

As part of a comprehensive family planning/PPFP program, PPIUCD services should be fully
integrated with MNCH servicésfrom ANC, through intrapartum and postpartum/newborn care.
Done correctly, insertion of ddCD post pregnancwill not interfere with the conduct of

routine care. And the PPIUCD must never take precedence over prompt, proper treatment of life
threatening conditions that may arise durifgpla delivery and the post pregnarogwborn

period because insertion caagly be deferred until an appropriate time when the mother and
newborn are medically stable.
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Basic Attributes of the IUCD and PPIUCD

Basic Attributes Messages
What it is The IUCD is a small plastic device that is inserted intautieeus.
Effectiveness The IUCD is more than 99% effective at preventing pregnancy, which makes it

of the most effective contraceptive methods currently available.

Mechanism of

The IUCD prevents pregnancy by preventing the sperm festitizing the egg.

For interval IUCD insertion, the device can be inserted any time it is reasonablyf
certain the woman is not pregndnncluding during menstruation.

The PPIUCD can be inserted either immediately after the placenta comes out (4
vaginal birth or during a cesarean section) or in the early postpartum periog
immediate but up to 48 hours after delivery).

Postplacental/immediate IUCD insertiompieferred because it has a lower rate of
expulsion than early postpartum (not immediate but up to 48 hours) insertid
and it is easier/more convenient for both the woman and provider.

action
S | Whenitis inserted
o
z
o
£
©
()
c
5}
O
Duration of
protection

The IUCD begins to work immediately and thepper T is effective for up to 12
years.

It can be removed at any time, for any reason, with immediate return to fértility
which means it is a longcting but reversible method of family planning.

Women who have the IUCD inserted postpartum will have aoaftive protection
in place even before they leave the birth facility.

Who can use it

Most women can use the IUCD, including those who are young/ nulliparous, are
postpartum and breastfeeding or do hard wor& as well athose who have
certain medical conditions such as HIV or diabetes. It is especiallysuigdd to
women who think they are finished having children, but want to delay
sterilization until they are certain.

Who cannot use it

ScreeningRelated Information

Some women who should not use the IUCD include those who have a misshap
uterus (e.g., from fibroids), a high personal risk of STIs or current pelvic
infection, PID, gonorrhea or chlamydia.

Sometimes women develop an infection during the time of bifiths& women
should wait until after the infection has been treated to have the IUCD inse

Key points are
Chorioamnionitis
Postpregnancyendometritis/metritis (Category 4)
Puerperal sepsis (Category 4)
More than 18 hours from rupture of membranes to delivery of the baby
Unresolved postpartum hemorrhage
Extensive genital trauma, the repair of which would be disrupted by
postpartum placement of the [IUCD

= =4 =4 A -A

Breastfeeding

Women who are breastfeeding aafely use the IUCD. Using the IUCD postpartu
will not affect the amount or quality of breast milk.

Protection against
HIV and other
STls

The IUCD offers no protection against HIV or other STls. Only barrier methods
(e.g., the condom) help proteagainst exposure to HIV and other STls. If a
woman thinks she has a fivery high
not use the IUCD.
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Basic Attributes

Messages

Limitations and
risks

The IUCD must be inserted and removed by a skilled provider. The PPIUCD is
convenient than interval [IUCD because it will not require a separate visit or
postplacental) a separate procedure.

The IUCD has some associated risks/complications butateesare and few, all of
which can be virtually eliminated through proper screening and insertion
technique:

Uterine perforation is a rare occurrence and infection occurs in less than 1% o
(both risks may be even lower in PPIUCI

Although it is nd a problem for most women, expulsion of the IUCD is the main
Risk of expulsion is higher for PPIUCD insertion than for interval IUCD inser
Whenthe IUCD is inserted post pregnanapout 5 to 10 women out of 100 w
find that the IUCD has fa#h out during the first 3 months. (Fewer IUCDs inse
during the immediate postpartum period [postplacental, intracesarean] are e
than those inserted within 24 to 48 hours after birth.) If the IUCD is expelleg
woman should return to the clinend have another IUCD inserted to contii
protection against pregnancy.

Strings may not be visible initially after postpartum insertion, which might requir
some additional followup or investigation to ensure that the IUCD has not fall
out.

Advantages and
benefits

Other Considerations

Safe and effectiveThe IUCD is safe and effective, with a very low rate of
complications.

Cost-effective and convenientOnce it is inserted until it must be removed, it
requires no additional actions, supplies or costs on theptre woman. In most
cases, only one followp visit to the clinic is required (at 4 to 6 weekSgtting
a PPIUCD is especially coseffective and convenient. The device will be
placed before the woman leaves the health care facility (will not require a
separate vsit nor [if immediate post preghancy] a separate procedure).

Versatile and quick-acting: It is both longacting and reversibiean be used to
prevent pregnancy for a short time or as long as 12 years, and fertility return
soon as it is repved. It also begins preventing pregnancy immediately upon
insertion.

Reduces overall risk of ectopic preghancy (IUCD users are much less likely to h
an ectopic pregnancy than roantraceptive users); however, if a woman
becomes pregnant with an IUCD place, she has an increased risk of ectopic
pregnancy.
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Basic Attributes

Messages

Side effects

Coppetbearing I UCDs (e.g., the Copper
those associated with DMPA injections, implants, the pill), but sometimes ca
an increase in the amount, duration and painfulness of menstrual periods. T
symptoms usuly lessen or go away during the first few months after insertior|

Often these symptoms are not noticed by postpartum women because they are
recovering from pregnancy and childbirth. And women who are breastfeedin
may not yet have resumed theienstrual periods.

If side effects become very bothersome to the woman, she should return to the
for care.

Warning signs

User Information/Instructions

Warning signs for IUCD users, as follows, indicate that the woshanld return to
the facility as soon as possible fmgent attention and care:

Foulsmelling vaginal discharge (different from the usual postpartum lochia)

Lower abdominal pain, especially if accompanied by not feeling well, fever or ch
Concerns that the IUCD has fallen &igns of pregnancy

Removal

The woman can have the IUCD removed at any time for any reason by a skilled
provider. She should return to the facility to have it removed no later than 1
years after insertion. A new IUCD can be inserted at this time, if the womar
desires.
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Postplacental (nstrumental) Insertion of the IUCD (Copper T 380A)
(To Be Used by Learners and Trainers)

Learners: Study this tool together with the appropriate chapter in the Reference Manual to learn ab
practice the correct steps needed to provide this clinical skill. Ask your colleagues to use this tool t
along as you practice with anatomic modeld gain experience with clients. Your colleagues should ¢
specific feedback using this tool to guide their observations.

Trainers: Use this tool when the learner is ready for assessment of competency in this clinical skill.
Place &ilio in case box ifask/activity is performedatisfactorily, anfitio if it is not performedsatisfactorily,
or N/O if not observed.

Satisfactory: Performs the step or task according to the standard procedure or guidelines
Unsatisfactory: Unable to perform the step or taskaaing to the standard procedure or guidelines

Not Observed: Step, task or skill not performed by learner during evaluation by trainer

Learner

Date Observed

Postplacental Insertion of the IUCD Using Forceps

Tasks to Perform beforeActive Labor and Delivery

No.

Step

Explanation/Additional Guidance

Steps 1

Ensure that the woman has chosen to have an IUCD inserted immediately postpartum, and that it

appropriate method for her.

Review the womanbod
to ensure that she has chosen the
PPIUCD.

Ensure that she has been
appropriately counseledand screened
for PPIUCD insertion.

oaching the wom

Before appr
6 s rohasenthd PPIUCHensure e

the woman
that she has been:

Educated/counseled regarding PPFP and providddpth
information abouthe PPIUCD.

Screened for characteristics and conditions that would mak
the IUCD a poor contraceptive choice for her (i.e.,
according to the WHO MEC).

Greet thewoman with kindness and
respect.

Explain that you will insert the IUCD
immediately following delivery of the
baby and placenta (if needed, remind
her that this is the best time). Confirm
with the woman that she still wants the
PPIUCD.

Providing Post Pregnandyamily Planning Clinical Services
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Tasks to Perform beforeActive Labor and Delivery

No. Step Explanation/Additional Guidance

5. Answer any questionghe woman F
might have; provide reassurance, as | |
needed. (Provide counseling, as
needed)

Note: Key messages that may be

appropriate at this time are:

Immediate insertion is best.

She can change her mind at any time,

The IUCD can be removed at any time

with immediate return to fertility.

Talking to the woman about her choice allows her to ask
questions. Women who feel supported in their decision are
more likely to use the method correctly and for a longer tim

?teps 6, Ensure that supplies/equipment and sealed IUCD are available and ready to use.

6. Once the woman has confirmed that st The provider should ensure that all of the items needed ar¢
wants the PPIUCDybtain a PPIUCD available and ready to use so that there is no unnecessary
kit/tray (or gather the correct sterile delay after the placenta is delivered. Keeptthg
instruments, supplies, light source) for | wrapped/covered until after the birth of the baby.
the procedure.

7. Obtain a sterile IUCD; keep the The package should be kept sealed to maintain its sterility |
package sealed until immediately priol it is absolutely certain the IUCD will be inserted (i.e., after t|
to insertion. womands second screening a

ieps 8 Perform AMTSL and the second screening.

8. After labor and delivery (including

performing AMTSL-Oxytocic is given
within one minute of the delivery after
excluding the second twin, cord is
clamped, placenta delivered by
controlled cord traction (CCT) with
countertraction on the fundus followed
by fundal massagej}creen for
delivery-related conditions that
preclude insertionof IUCD now:

Prolonged rupture of membranes for
more than 18 hours

Chorioamnionitis
Unresolved postpartum hemorrhage

[Further discussed on pages 26, 27; s

also Appendix G.]

Remember: AMTSL should be performed as usual to prev
postpartum hemorrhageThe processes of AMTSL an
postplacental [IUCD insertion do not interfere with each othe

1 1f the woman has not received an initial screening, she can still have a PPIUCD. If the woman has an uneventful pregnancy and
birth, it is unlikely that she has any of the conditions that would exclude the IUCD as an option. The second screening addresses the
most critical concerns.

Providing Post Pregnandyamily Planning Clinical Services
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Tasks to Perform beforeActive Labor and Delivery

No. Step Explanation/Additional Guidance

9. Before continuing with the second If the same provider does the delivery and the IUCD inserti
screeningperform infection new gloves are not needed because the IUCD is grasped v
prevention measuresas appropriate: | the Kelly forceps inside therapper; therefore, the provider
The provider who manages the bitha hever touches t Heoulcth®@D t(eic.h

inserts the IUCD does not need to | Used).

change gloves. . ) ] . )
The provider who did not manage the However, if a different/new provider does the IUCD insertio

P : g that provider should perform hand hygiene and put on a ne|

birth but inserts the IUCBhould air of sterile or HLD gloves

ensure that AMTSL has been P 9 '

completed, then perform hand

hygiene and put on sterile or HLD

gloves.

10. Inspect perineum, labia and vaginal \ =
walls for lacerations. 4 <
If there are lacerations and theyare | i

bleeding,apply a clamp to the )
bleeding areas to stop the bleeding - "f\ ‘
andproceed with the IUCD \ | #
insertion procedure. \ /i
Repair lacerations, if needed, after the ' Y
procedure. 4
[Further discussed on pages 26, 27.] . e
The provider does not need to delay insertion to repair m
lacerations.

11. If any of the conditions existsspeak | Women who cannot receive the [IUCD now may be able to
with the woman and explain that now | receive it on postpartum Day 1 or 2. Otherwise, advise the
not a safe time for insertion of the woman to return at 4 weeks postpartum foeraluation and
IUCD. Counsel her and offer her possible IUCD insertion; and/or assist her in choosing anot
another PPFP method as appropriate| PPFP method.

Stepsl2, | Let the woman know that you are about to insert the IUCD, if that is acceptable to her, and arr;

13 instruments/supplies.

Providing Post Pregnandyamily Planning Clinical Services

25



Tasks to Perform beforeActive Labor and Delivery
No. Step Explanation/Additional Guidance
12. If the second screening has revealed |
conditions that contraindicate insertior| |
of the IUCD at this timeensure that
the woman is ready to have an IUCD
inserted. Answer any questions the
woman might have; provide
reassurance, as needed.
Just as the woman should be talked to and supported durir]
labor and delivery, it is important continue these behaviors
throughout the UCD insertion procedure.
13. Open the PPIUCD kit/tray aratrange
insertion instruments and suppliesn
a sterile field. Keep the IUCD in its
sterile package to side of the sterile
field.
Place a dry, sterile cloth on the
womanbés abdomen.
To preventinfection, it is critical that all instruments and suppli
have been properly processed and are protected in a sterile 1
The IUCD should be to the side because it is in a package wi
exterior is not sterile. Mh
wi || protect the providerds
fel evatingd the uterus.
St?ps Prepare the womands vagina and cervix for in
14i 16
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Tasks to Perform beforeActive Labor and Delivery

No.

Step

14.

Gentlyinsert the Simms speculum

and visualize the cervixby depressing
the posterior wall of the vagina. (Note;
If the cervix is not easily seen, gently
apply fundal pressure so that the cervi
descends and can be seen.)

Explanation/Additional Guidance

The provider holds the Simms or other appropriate speculun|
her/his left (or nondominant) hand and uses it to visualize thy
cervix.

It is usually not necessary to have an assistant hold the
speculum in place, but if the provider is having difficulty, a
assistant may use the retractor to gently visualize the cervi,

15.

Clean the cervix and vaginawith
antiseptic solution two times, using twi

gauzes (a separate gauze each time).

Using betadine or chlorhexadinte gently clean the cervix an
edges of the vagina helps to prevent infection.
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Tasks to Perform beforeActive Labor and Delivery

No. Step Explanation/Additional Guidance
16. Gently grasp the anterior lip of the \\ —
cervix with the ring forceps. (The >
speculum may be removed at this timg
if necessary.) Let the forceps out of
your hand, keeping them attached to t| -
cervix.
The same ring forceps that was used to clean the cervix an
edges of vagina can be used to graspathierior lip of the
cervix and apply gentle traction.
f;,egg Open the IUCD package and remove IUCD.
17. Open the sterile package of the IUCD

from the bottom, by pulling back the
plastic cover approximately one third ¢
the way.

technique for re

-tAwc h o
package (Steps 17 to 19) helps to ensure that the IUCD

The

remains perfectly sterile throughout the insertion procedure

Providing Post Pregnandyamily Planning Clinical Services
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Tasks to Perform beforeActive Labor and Delivery

No. Step Explanation/Additional Guidance
18. Remove everything except the IUCD
from the package:
Holding the IUCD package at the clos:
end with the nondominant hand,
stabilize the IUCD in the package t
pressing it between the fingers ang
thumb of the nondominant haid
through the package.
With the other hand, remove the
plunger rod, inserter tube drcard
from the package.
The plunger rod and inserter tube are not needed for the
postpartum insertion of the IUCD. The card will not be neec
until later.
f;.egg Open the IUCD package and remove IUCD. (cont.)
19. With your dominant hand, use the
placental forceps tgrasp the IUCD
inside the sterile package.
As shown below, the IUCD should be held just at the edge
the placental forceps so that the IUCD will be easily releasg
from the forceps when they aspened at the uterine fundus.
giepszo, I nsert the | UCD yenthyg,tashnggube fino
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Tasks to Perform beforeActive Labor and Delivery

No.

Step

Explanation/Additional Guidance

20.

Gently lift the anterior lip of the
cervix using the ring forceps, adjusted
to one notch.

Lifting the anterior lip opens the cervical wsallow the IUCD
to pass through.

21.

While avoiding touching the walls of
the vagina insert the placental
forcep® which are holding the
IUCDd through the cervix and into
the lower uterine cavity.

Gently move the IUCD further into
the uterus, toward the point where
slight resistance is felt against the
back wall of the lower segment of
the uterusBe sure to keep the
placental forceps firmly closed

Lower the ring forceps and gently
remove them from the cervix; leave
them in the sterile field

Limiting the extent to which the IUCD comes in contact with t
vaginal wallshelps to prevent infection. Keeping the placental
forceps firmly closed helps avoid dropping the [IUCD midcavi
during insertion. Forceps are placed in the sterile field in case
they are needed again.

Steps
22124

AEl evated the uterus and advanced tohegotigid tre wvaginot
uterine anglé until the fundus is reached.
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Tasks to Perform beforeActive Labor and Delivery

No. Step Explanation/Additional Guidance
22. AEl evat ed t he ut el Thismaneuver, elevating the uterus, is done to smooth out
Place the base of your nondominant | angle between the uterasd the vagina so that the instrumel
hand on the lower segment of the | can easily move upward toward the uterine fundus.
uterus (midline, just above the pub -
bone with the fingers toward the
fundus). .
Through the abdominal wall, push the|
entire uterus superiorly (in the
direction of the
Maintain this position to stabilize the
uterus during insertion.
Steps AEl evated the uterus and advancedd tohegotigid tre vaginot
2224 uterine anglé until the fundus is reached(cont.)
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Tasks to Perform beforeActive Labor and Delivery

No. Step Explanation/Additional Guidance
23. Keeping the forceps closed, advance T -
the IUCD by:
Gently moving the IUCD upward
toward fundus, in an angle toward
the umbilicus.
Lowering the dominant hand (the
IUCD/forcepsholding hand), so thal
the forceps can pass easily througt
the vagineuterine angle.
Following the contour of the uterine
cavity. 2
If significant resistance is felt
before the fundus is reached
the provider shald try The provider moves the instrument upward in the uterus,
repositioning the uterus (agair| following an arc toward the umbilicus, to negotiate the angl
by gently pushing it upward) | between the vagina and uterus more easily. Even though tf
and reattempt to advancethel angl e has been | essened by
instrument. insertion stillrequires careful technique.
Note: Throughout this part of the procedure, the provider
should (1) take care not to apply excessive fditaot careful,
the provider could perforate the back wall of the uterus);@d
always keep the instrument closed that the IUCD is not
inadvertently dropped in the midportion of the uterine cavity.
24. Continue gently advancing the o—
forceps until the uterine fundus is
reached when you will feel a
resistanceConfirm that the end of the
forceps has reached thendus.
P y
N 4
/
When the instrument reaches the uterine fundus, the provic
will feel resistance. She/he may also be able to feel the
instrument at the fundus with her/his nondominant hand
through the abdominal wall.
Note: An added advantage of the Kelly placental forceps is
that the broad ring at the distal end makes it extremely unlil
that the forceps will perforate the uterine fundus.
gg‘?g? Release the IUCD at the fundus and withdraw the forceps, being caneftlito dislodge the IUCD.
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Tasks to Perform beforeActive Labor and Delivery

No. Step Explanation/Additional Guidance
25. While continuing to stabilize the uterus ki
open the forcepstilting them slightly
toward midline, to release the IUCD al
the fundus.
/'J
Keep the nondominant hand in position to maintain
26. Keeping the forceps slightly open, stabilization of the uterus. This aidsproper placement of the
slowly remove them from the uterine | IUCD.
cavity, being careful not to dislodge thi
IUCD. Do this by:
Sweeping the forceps the side wall of
the uterus, and
Sliding the instrumerdgainst the side
of the uterine wall.
If the forceps close and/or catch the strings of the IUtOB
forceps can inadvertently pull the IUCD down from its fund:
position, and increase the risk of expulsion.
27. Keep stabilizing the uterus until the o
forceps are completely withdrawn.
Place the forceps aside,thre sterile
field.
Forceps are returned to the sterile field in case they are ne:
again.
g;eps 28, Examine the cervix and begin processing instruments.
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Tasks to Perform beforeActive Labor and Delivery

No. Step Explanation/Additional Guidance

28. Examine the cervixto seewhether ay | Itis important to check that the IUCD is not visible at the
portion of the IUCD or the IUCD cervical os. If it is visible, or if the strings appear to be very
strings are protruding from the cervix. | long, then the IUCD hasot been adequately placed at the

fundus and the chance of spontaneous expulsion is higher,

If the IUCD or the IUCD strings are
seen protruding from cervix: The same IUCD can be reinserted if it has not been
Remove the IUCD using the same contaminated.

forceps used for the first insertion;
Position the same IUCD in the forceps

inside the sterile package (as in

Steps 18 and 19); and
Reinsert the device (repeating Steps Z

27).

29. Remove all instruments and place This is the first step imfection prevention processing.
them in a 0.5% chlorine solution. Forceps should be fopeno;

submerged.

Steps hile th . infect .

30133 While the woman rests, continue infection prevention measures.

30. Allow the woman to rest for a few The woman should rest on the table for several moments
minutes. Support the initiation of following the insertion procedure. Routine care for the motk
routine postpartum care, including and baby become the provid
immediate breastfeeding as appropria

31. Dispose of wastenaterials in the Because this insertion has taken place immediately after a
appropriate container(s). vaginal delivery, the provider should follow all routine

32 Process gloves prior to removal and gellvg[)yrglate? mfectﬂpn [:r)]reventlon practices, as well as thi
disposal escribed earlier in this chaer.

Immerse both gloved hands in 0.5%
chlorine solution.

Remove gloves by turning them inside
out and properly dispose of them.

33. Perform hand hygiene.

Steps . ! . i

341 36 Provide postnsertion counseling and update records.
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Tasks to Perform beforeActive Labor and Delivery

No. Step Explanation/Additional Guidance

34. Tell the woman that the [UCD has
been successfully placed and provide
her with post-insertion counseling
including IUCD instructions. Tell her
these instructions will be provided agg
prior to discharge.

Reassure herand answer any
questions that she may have.

IUCD instructions should be provided again by the staff of 1
postpartum unit to the woman, and perhaps to her family, t
certain that the instructions are understood. If possible,
instructions should atsbe provided to the woman in writing,
for her to take home.

35. Record infor mat i of Including essential information regarding the IUCD insertiol
chart or record. Attach an [IUCD in the womandés record (and
card to the chart/record, for the womal helps facilitate appropriate clinical followp, including

to take home with her upon discharge| proper timing for removing the IUCD and inserting a new ol
or switching toa different family planning method, as the
woman desires.

36. Record information in the procedure | Basic information should also be recorded, along with conti
room register. information, in a PPIUCD register to ensure that the
PPFP/PPIUCD program i®eing successfully implemented.

Intracesarean Insertion

For intracesareaimsertion, the woman has been counseled and prepared prior to the start of the
operation, preferably during the antenatal period. She will still be in the operating theater, in the
lithotomy position on the operating table. Typically, manual insertisafficient (as opposed to
instrumental insertion) because the provider can easily reach the uterine fundus. After the
placenta is removed, the provider:

Holds the IUCD between the index and middle fingers of the hand, passes it through the uterine
incisionand places it at the uterine fundus;

Slowly withdraws the hand, ensuring that the IUCD remains properly placed; and

Closes the uterine incision, taking special care not to incorporate the IUCD strings into the
suture.
Note: The strings can be pointed tamd the cervix but should NOT be pushed through the cervical canal

helps prevent both uterine infection (caused by contamination of the uterine cavity with vaginal flo
displacement of the IUCD from the fundus (caused by drawing the stringsw@od/toward the cervical cana
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PPIUCD Insertion Reqister

Name of Health Facility: Period of (Month/Year):
- x Types Gest. Age at © Time of
o * . c O .
S e of e Delivery g & | Counseling
— 8 8 IUCD Tlmlng of o 3
3 S | 4| B IUCD =5 :
c O g = S L
o | S
f 21y £ sl 2 = | & Sl vl | o > 8
Name Client Address Contact No. | 2 g:’ < 2| 7 8| 8 O 2| x| X _| 2 a
— o Tl S — c S| »n S|l 0| Q o © )
= (@)] o Q (] (] (] o c
5 2 28> = |8 50 R 2=|=2 AR
2 S| g ©| 2 @ S| D o 2 g o (2> a| @] 2
8 Elal™ 2] & |S]2a s g8 8|F|7%%2|e|d
J| » 5 8 8 .‘g — "(;; — — — Lﬁ g
a Q| a ARMEERS o
-
*** Service Provider: A) B) C)
** Previously using FP Method: 1) Condom 2) Pills 3) Injectable 4) Implant 5) IUCD 6) None
* Type of IUCD Insertion: 1) Post Placental 2) Post Partum 3) Trans CS
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PPIUCD Follow-Up Reqister

Period of (Month/Year):

Name of Health Facility:

(N/A) uonoejsies walD

loreuBisaq /ubIS JapInCId B2INIBS

If removed,
Reason

(SN) uaas 10N / (S)uasss sbuis

N/A Sin2opAoueubald J

N/A uonosju]

N/A uoisindx3

(AAywiwypp) dnarojjo4 Jo areq

SUIUON €

Follow-UP
Type

S¥edM 9 1 ¥

(AAjwwypp) uomiasu jo sreq

S/ uelL
=
= e
w Aoueubald
= 1sod
)
O
= ulw QT UIYHAA
5 lelusde|d 1sod
(]
o
>
T
uonoqy 1sod
Aoueubalid
o 1s0d
5
©
® Joqe Aleg
ol
(%)
c
>
8 ae)
[ereuUdIUY
(4]
[ g
i
o
%)
(%]
o
o
©
<
o
€
[
zZ
g. o
i
S. [e]

N

C)

B)

Service Provider. A)

37

Providing Post Pregnandyamily Planning Clinical Services



PRACTICE CHECKLIST F OR
IJUCD COUNSELING AND CLINICAL SKILLS

(ADAPTED FOR THEREGULAR COPPER T 380A)
(To be used bYrarticipants for practice)

PIaceVéa iin case box of step/taskUbsiperiitorirBe

satisfactorily, or N/O if not observed.
Satisfactory: Performs the step or task according to the standard procedure or guidelines

Unsatisfactory: Unable to perform the step or task according to the standard procedure or guidelines

Not Observed: Step, task or skill not performed by participant during evaluation by trainer

STEP/TASK

Greet client respectfully and with kindness.

. Ask woman about her reproductive goals and need for protection against sexually transmitte

infections.

If IUCD counseling not done, arrange for counseling prigreidorming procedure.

Determine that the womands contraceptive

Review Client Assessment Checklist (gggendix A) to determine if the IUCD is an appropriat
choice for the client.

. Assess womands KkinUoOa desd gnea j aolro usti dteheef f ect s

Be responsive to clientds needs and conce

Describe insertion procedure and what to expect.

Obtain or review brief medical and reproductive health history.

Check that client has recentynptied her bladder and washed and rinsed her genital area, if

necessary.

Tell client what is going to be done and encourage her to ask questions.

Palpate abdomen and check for lower abdominal, especially suprapubic, tenderness and m

other abnormalities.

. Wash hands thoroughly and dry them.

Put new examination or higkvel disinfected surgical gloves on both hands.

. Arrange instruments and supplies on Kigvel disinfected or sterile tray.
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STEP/TASK

8.

I nspect external genitalia and pal pate SK

9.

Perform bimanual exam (séiote above).

9a.

Perform rectovaginal exam only if indicated.

9b.

If rectovaginal exam is performed immerse both gloved hands in 0.5% solutimmove gloves

by turning inside out and dispose of properly; and put on new examination gloves.

10.

Perform speculum examination (ddete above).

11.

Collect vaginal and cervical (urethral) specimens if indicated.

12.

Perform microscopiexamination if indicated.

13.

If microscopic exam done, wash hands thoroughly and dry them.

14.

If gloves need to be changed, dispose of contaminated gloves in 0.5% bleach solution and |
examination or higlevel disinfected surgical gloves bioth hands.

15.

Insert vaginal speculum to see cervix.

16.

Apply antiseptic solution two times to cervix, especially the os, and vagina.

17.

Gently grasp cervix with tenaculum (or vulsellum).

18.

Sound uterus without touching vaginal wallsspeculum (neouch technique).

19.

Load Copper T 380A in sterile package.

20.

Set gauge depth and insert the Copper T 380A IUCD usingithdrawal technique.

21.

Carefully push the inserter tube upward toward the fundus and insert the IUCD.

22.

Withdraw the white solid rod while holding the inserter tube stationary, and then remove the

inserter tube.

23.

Cut IUCD strings to B4 cm in length.

24.

Gently remove tenaculum (or vulsellum) and speculum and place in 0.5% chlorine solution f

minutes for decontamination.

25.

Before removing gloves, place all instruments in 0.5% chlorine solution for

10 minutes for decontamination.

26.

Dispose of waste materials in leakproof container or plastic bag.
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STEP/TASK

27. Immerse both gloved hands in 0.8¥lorine solution and removes gloves by turning inside out
If disposing of gloves, place in leakproof container or plastic bag.
If reusing surgical gloves, submerge in 0.5% chlorine solution for

10 minutes for decontamination.

28. Wash hands thoroughind dry them.

29. Complete client record.

1. Discuss type of IUCD, years of effectiveness, and immediate effectiveness.

2. Instruct client when to return for followup.

3. Discuss possible side effects or cautions.

4. Discuss use of condoms foual protection against STls.

5. Explain to client when the IUCD should be removed.

6. Observe client for at least 15 to 20 minutes before sending her home.

1. Greet woman respectfully and with kindness.

2. Ask client her reason for removal aadswer any questions.

3. Review clientds reproductive goals and ne

4. Describe the removal procedure and what to expect.

1. Check to be sure client has emptied her bladder and washed and ringedita¢area, if

necessary.

2. Tell client what is going to be done and encourage her to ask questions.

3. Wash hands thoroughly and dry them.

4. Put new examination or higavel disinfected surgical gloves on both hands.

5. Perform bimanual exam.

6. Insert vaginal speculum to see cervix and IUCD strings.

7. Apply antiseptic solution two times to the cervix, especially the os, and vagina.

8. Grasp strings close to cervix and pull slowly but firmly to remove IUCD.

9. Show IUCD to client.
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STEP/TASK

10.

Immerse IUCD in 0.5% chlorine solution and dispose of in leakproof container or plastic bag

11.

Gently remove speculum and place in 0.5% chlorine solution for 10 minutes for decontamin

12.

Before removing gloves, place all instrument8.5% chlorine solution for 10 minutes for

decontamination.

13.

Dispose of waste materials in leakproof container or plastic bag.

14.

Immerse both gloved hands in 0.5% chlorine solution. Remove gloves by turning inside out.
If disposing of gloves, place in leakproof container or plastic bag.
If reusing surgical gloves, submerge in 0.5% chlorine solution for 10 minutes for

decontamination.

15.

Wash hands thoroughly and dry them.

16.

Record IUCD removal in client record.

17.

Discuss what to do if client experiences any problems, and answer any questions.

18.

Counsel client regarding new contraceptive method, if desired.

19.

Help client obtain new contraceptive method or provide temporary (barrier) method until me

of choice can be started.
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co0 g J 1 el . N
0@ et @ B oM Objectives
* By the end of this presentation, participants
will be able to

* List the clinical criteria for provision of the
IUCD in the postpartum setting
Post Partum Intrauterine * Describe the key characteristics of the [IUCD
Contraceptive Devices when provided postpartum
* Discuss the advantages and limitations

* Discuss the key elements of postpartum
IUCD service provision

"2
The Context for Postpartum IUCD
The Context for Postpartum IUCD P
. * The postpartum IUCD is a potential
* We accept that pregnancy spacing of at least .
. answer to issues of:
24 months is recommended ] _
* We recognize that there is large unmet need * Variety of different methods
for postpartum FP * More choices increases satisfaction
« We see that the new focus on Skilled * Possibility of a long term- reversible method
Attendance at Birth gives us a unique and new * IUCD may be an alternative to tubectomy for
. . . some couples
opportunity to provide women with
postpartum FP, then.... * Access
* Immediate postpartum insertion is convenient
.3 for women 4
IUCDs — the Basics Copper T 380A
* Mechanism of action * Comes ir.1 a regular and Safe  norizontat ams
Load varieties
» Effectiveness and length of use vertieal stem
* Monofilament string
* Advantages and limitations
* Effective for up to 12 years;
approved for 10 years of use
strings
L15) =6
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Mechanisms of Action Effectiveness

* Effectiveness: > 99% effective
* 6 — 8 pregnancies per | 000 women in first year

* Effective immediately upon insertion

Decreases sperm motility
and function

N
Interferes with / ]

ability of sperm to
pass through
uterine cavity

* Immediate return to fertility once removed

Effective for 12 years

Alters the uterine and tubal
environment

Can be used as short-term method

L4 =8
Postpartum Insertion Expulsion Dilemma :Weigh Convenience and
Advantages and Limitations Expulsion for Public Health Impact
Advantages: Limitations: 0%
= Very effective, reversible, . zvlzo _ Expulsion
‘omen recelive —_—

long-term method * Changes in monthly / PPIUCD
« Safe, convenient and no bleeding pattern .

increased risk perforation or * Slightly higher rate postpartum women

infection of expulsion who choose

. 88— 14% PPIUCD

* Requires special
training of providers

* Does not affect the quantity
or quality of breast milk

720 1%
‘Women receive —.B(PUISion

* Greater coverage of Eesttion Interval IUCD

population

=g =10 1

Timing of Postpartum IUCD Insertion Anatomy of Postpartum Uterus

* IUCDs can be inserted postpartum b

« Right after birth = Postplacental (10 minutes after : Z
placenta) ; Uterine
fundus

* Soon after birth = Immediate postpartum ( < 48 hours

after delivery) Vagina
* During cesarean section = Transcesarean

Postpartum IUD Insertion Timeline J)

Md‘i:::‘“’” e e S Bt
__~ Vagino-uterine —

Ideal — st Increased risk of safe
postplacental safe parforation and axpililon angle
insertion

Uterine cavity
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Postpartum IUD Post placental insertion

. < 2 = Gently moves IUCD upward toward
fundus

SR Keep Kelly's placental forceps closed
== | 5 so IUCD does not become
) \ \ displaced.

Confirm that end of placental

forceps has reached the fundus.

Open forceps and releases IUCD at
fundus.

Sweep Kelly's placental forceps to
side wall of uterus.

Transcaesarean Insertion Management of Strings

* Do not cut strings while placing [IUCD postpartum,

P— postplacental or transcesarean
& Insert IUCD through uterine incision and

* During cesarean section, do NOT pass the strings

to fundus of uterus. through cervix; leave in lower uterine segment

Release IUCD at fundus of uterus. * Strings will typically descend during involution and curl
in posterior vaginal fornix

* Sometimes they may remain in the uterus, but this is

Slowly remove hand from uterus. Take
not usually a problem

particular care not to dislodge IUCD as

* Strings can be cut at follow-up visit

hand is removed. . . )
* Strings should be cut if the woman complains or they

protrude from introitus

-15 “16

Risk of Expulsion and Timing of Insertion

Expulsion Rates Are Related to Provider
Postpartum

* To reduce expulsion:

. i _ o,
Expulsion rates vary from 3 — 37%. « Use correct technique

* place all the way at fundus
* sweep instrument to the side

* take care that IUCD does NOT
come out during withdrawal

* In general, expulsion rates for PPIUCD range
between 10 — 14%

¢ Use correct instrument
* Postplacental expulsion rates are lower than * Kelly placental forceps (curved,

postpartum expulsion rates longer) may be better than ring
forceps

* |nsert at the correct time
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Myths and Misconceptions IUCDs are safe and effective

* We must work to correct misunderstandings: o Contraception OPtiOI"I for postpartum women

* |UCDs: : S i 5
: who wish to space or limit subsequent births.
* Rarely cause PID
* Do not increase the risk of contracting STls, including HIV * When combined with elements of hlgh quallt)'
* Do not make a woman infertile care:
* Do not increase the risk of miscarriage when a woman é appropriate screening

becomes pregnant after the IUCD is removed

o . .
* Do not cause birth defects informative counsellng

+ Do not cause cancer * adequate infection prevention measures and
* Do not move to the heart or brain careful insertion
* Do not cause pain or discomfort for the woman during sex * proper follow-up care
» Substantially reduce the risk of ectopic pregnancy
=19 =20
Review of Safety of Postpartum IUCD Review of Safety of Postpartum IUCD
Cochrane database review, 2010 Cochrane database review, 2010
* Main results et e et et Authors' conclusions
+ No randomized controlled trials that o * Immediate post-partum insertion of IUDs appeared safe and
directly compared immediate post- : effective.
partum insertion with either delayed & * Advantages: high motivation, assurance that the woman is not
post-partum or interval insertion. Iieconme pregnant, and convenience.
* Most studies showed no important [ + Few contraindications to method

differences between insertions done by

. * Expulsion rates appear to be higher than with interval
hand or by instruments. P PP g

insertion.

* Expulsi highl iable.
Xpulsion rates are highly variable * The popularity of immediate post-partum IUD insertion in

* Lippes Loops and Progestasert devices ?{:{:ﬁ;&iﬁiﬁ%@,‘;ﬂ?"’ countries as diverse as China, Mexico, and Egypt support the
i i um inse of intrauterine
did not perform as well as did copper Govices. The Cochrane Database of feasibility of this approach in identifying spontaneous IUD
devices (CuT380A). Sysiematc Reviens J002. fasusd i
pulsions
=21 =22

PPIUCD Experience in India
Data from |8 States (Jan-11 to Aug-11)

Follow-up of PPIUCD Acceptors-India

Expulsion_ Infection  Missing
AN

§

§oF R BB o3

§

N=11,168 =24
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Postpartum IUCDs Summary

Safe and convenient way to provide an
effective long term method

Part of a re-focus on health benefits of FP

Limitations of the method are few, especially
postpartum precautions

Insertion times include postplacental,
postpartum and transcesarean

Expulsion rates are related to provider skill

=25

PPIUDs: Summary (cont.)

* Insertion times include immediate postpartum
(postplacental, intracesarean) and early (<48 hours)
postpartum—immediate postpartum insertion has a
higher retention rate

* The main disadvantage of PPIUD versus interval
IUD—higher expulsion rates—is related to provider
skill... and this is why we are here.

* We must work together to correct myths and
misinformation about the I[UD/PPIUD!

=26
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IMPLANON

CHECK LIST ON INSERTION OF IMPLANON

Clinical Skills Checklists

Insertion of the Implant (Implanon)
(To Be Used by Learneend Trainers)

Learners: Study this tool together with the appropriate chapter in the Reference Manual to learn about and
practice the correct steps needed to provide this clinical skill. Ask your colleagues to use this tool to follow along
as you practice with anatomic models and gain experience with clients. Your colleagues should offer specific
feedback using this tool to guide their observations.

Trainers: Use this tool when the learner is ready for assessment of competency in this clinical skill.
Place a fiV 0 in case box if task/activity is performed satisfactorily, an fiUo if it is not performed satisfactorily,
or N/O if not observed.

Satisfactory: Performs the step or task according to the standard procedure or guidelines
Unsatisfactory: Unable to perform the step or task according to the standard procedure or guidelines

Not Observed: Step, task or skill not performed by learner during evaluation by trainer

Learner Date Observe:

CHECKLIST FOR INSERT ION OF THE IMPLANON

STEP/TASK CASES

Pre-Insertion Tasks

1. Revi ews the womandés record to en

2. Checks that she has been appropriatelynseled and screenefbr Implants
insertion.

3. Greetghe woman with kindness and respect.

4. Confirms that woman still wants Implant.

Equipment needed

5. A blister pack of IMPLANON.
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CHECKLIST FOR INSERT ION OF THE IMPLANON

STEP/TASK CASES

6. The following equipment is needed for IMPLANON insertion/removal:
examination table for the patient to lie on

sterile surgical 12x12 inch drape with hole in the center
2 mosquito forcep

Small steel bowl

Kidney tray (small )

Sponge holding forcep (small size )

Sterile gloves

BP Knife handle

Pyodine solution

Sterile marker (optional)

local anesthetic (lidocaine 1%4th no epinephrine)

2 cc disposable syringe with needle

sterile gauze, Saniplast , gauze bandage

=44 -a-_8_-8_-5_9_9_49_-2°_-4_-=°_-2

7. Keep the implanon ready

=———2= needle shield y applicator seal

Grogved tip

needle
[ ™ T[MEET"""| cannula
S— (2
location of IMPLANON \

= [MIPLANON obturator support :’\ \\\

m"’:ﬂ__ obturator SR A

Insertion procedure

8. Confirm that the patient does not have allergies to IMPLANON, as well as the
antiseptic anénesthetic to be used during insertion.
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CHECKLIST FOR INSERT ION OF THE IMPLANON

STEP/TASK CASES

9. Have the patient lie on her back on the examination table with her non
dominant arm flexed at the elbow and externally rotated so that her wrist
parallel to her ear or her hand is positioned next to her head

10. Wash boththe hands with soap using the hand washing protocols. Air dry
use clean individual towel

Identify the insertion site, which is at the inner side of theagmminant upper arm
about 810 cm (3 4 inches) above the medial epicondyle of the humerus
IMPLANON should be inserted subdermally just under the skin to avoid the larg
blood vessels and nerves that lie deeper in the subcutaneous tissusutdubéhis

is a surface marking a hollow between the between biceps and triceps muscles)

Guiding Mark
Insertion
Site

8-

>

Medial Epicondyle

11. Now wear sterile gloves in both hands.

12. Mark the insertion site with a sterile marker. Make two marks: first, mark
spot where the IMPLANON rod will be inserted, and second, mark a spo
few centimeters proximal to the first mark (see above image). This secor
mark will later serve as a dogon guide during IMPLANON
insertion(OPTIONAL)

13. Clean the insertion site two times with an antiseptic solution i.e; Povidon
iodine (Pyodene).
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CHECKLIST FOR INSERT ION OF THE IMPLANON

STEP/TASK

CASES

13.Anesthetize the insertion area (for example, with anesthetic spray or by
injecting 2 cc of 1%idocaine just under the skin along the planned insertion
tunnel)

14.

Set up the insertion kit or ask the assistant to open the pack and drop th
applicator into the sterile area.

15.

Look for the IMPLANON rod, seen as a white cylinder insiderthedle tip.

16.

Following visual confirmation, lower the IMPLANON rod back into the
needle by tapping it back into the needle tip. Then remove the needle sh
while holding the applicator upright.

17.

Note that IMPLANON can fall out of the needle.Therefore, after you
remove the needle shield, keep the applicator in the upright position unti
moment of insertion.

18.

Keep the IMPLANON needle and rod sterile. If contamination occurs, us|
new package of IMPLANON with a new sterile applicator.

19.

Apply countertraction to the skin around the proposed insertion

20.

At a slight angle (not greater than 20°), insert only the tip of the needle W
the beveled side up into the insertion site
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CHECKLIST FOR INSERT ION OF THE IMPLANON

STEP/TASK

CASES

21. Lower the applicator to a horizontal position. Lift the skin up with the tip of the
needle, bukeep the needle in the subdermal connective tissue.

22. While "tenting"” (lifting) the skin, gently insert the needle to its full length. Keep tt
needleparallel to the surface of the skin during insertion

23. If IMPLANON is placed too deeply, the removal process can be difficult or
impossible. If the needle is not inserted to its full length, the implant may protrud

from the insertion site and falut.

24. Break the seal of the applicator by pressing the obturator support
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CHECKLIST FOR INSERT ION OF THE IMPLANON

STEP/TASK

CASES

25. Turn the obturator 90° in either direction with respect to the needle

26. While holding the obturator fixed in place on the arm, fully retract the
cannulaNote: This procedure is opposite from an injection. Do not push
the obturator. By holding the obturator fixed in place on the arm and
fully retracting the cannula, IMPLANON will be left in its correct
subdermal position. Do not simultaneously retract the obturatr and
cannula from the patient's arm

27. Confirm that IMPLANON has been inserted by checking the tip of needle for the
absence of IMPLANON. After IMPLANON insertion, the grooved tip of the
obturator will be visible inside the needle

28. Always verify the presence of IMPLANON in the patient's arm
immediately after insertion by palpation. By palpating both ends of the
implant, you should be able to confirm the presence of the 40 mm rod.

29. Apply small bandage/adhesive tape (Saniplast) ovensegtion site for threg
to five days.
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CHECKLIST FOR INSERT ION OF THE IMPLANON

STEP/TASK

CASES

30. Apply a pressure bandage with sterile gauze to minimize bruising. The p
may remove the pressure bandage in 24 hours

PostInsertion Tasks

31. The applicator is for single use only. Dispose ofapplicatorin sharp
container box

32. Immerses both gloved hands in 0.5% chlorine solution. Removes gloves
turning them inside out and disposing of them.

33. Performs hand hygiene.

34. Complete the USER CARD and give it to the client to kédgo, complete
the client's medical record

35. Reinforce the warning signs

36. Explains client when to remove the adhesive tape and how to keep dry t
incision area

37. Discusses what to do if the client experiences any side effects or probler,
(e.g. pain, swelling, expulsion of rods)
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CHECK LIST ON REMOVAL OF IMPLANON

Clinical Skills Checklists

Insertion of the Implant (Implanon)

(To Be Used by Learners and Trainers)
Learners: Study this tool together with the appropriate chapter in the Reference Manual to learn ab
practice the correct steps needed to provide this clinical skill. Ask your colleagues to use this tool t

along as you practice with anatomic modeld gain experience with clients. Your colleagues should q
specific feedback using this tool to guide their observations.

Trainers: Use this tool when the learner is ready for assessment of competency in this clinical skill.
Place &ilio in case box ifask/activity is performedatisfactorily, anfitio if it is not performedsatisfactorily,
or N/O if not observed.

Satisfactory: Performs the step or task according to the standard procedure or guidelines

Unsatisfactory: Unable to perform the step or task according to the standard procedure or guidelines

Not Observed: Step, task or skill not performed by learner during evaluation by trainer

Learner Date Observed

CHECKLIST FOR REMOVA L OF THE IMPLANON

STEP/TASK CASES

Pre-Removal Tasks

1. Consult the USER CARD that is kept by the patient. The arm in which
IMPLANON is located should be indicated on the USER CARD

2. Ask her about her reproductive intentions, if sleeds continuing protectior]
to make sure that she gets one before leaving the facility

3. Find IMPLANON by palpation. If IMPLANON cannot be palpated, use
either ultrasound with a higinequency linear array transducer (10 MHz of

greater) or magnetic resonance imagintptalize the implantConsider

conducting difficult removals with ultrasound guidance. Only remove a

palpable implant once the location of IMPLANON has been established

Equipment needed

4. Remove IMPLANON under aseptic conditions.

REMOVAL PROCEDURE
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http://www.implanon-usa.com/en/HCP/learn-about-it/insertion-and-removal/localization-guidance/index.asp

CHECKLIST FOR REMOVA L OF THE IMPLANON

STEP/TASK

CASES

5.After confirming that the patient does not have any allergies to the
antiseptic, wash the patient's arm and apply an antiseptic. Locate
IMPLANON by palpation and mark the end closedth® elbow, for

example, with a sterile marker

6. After determining the absence of allergies to the anesthetic agent or
related drugs, anesthetize the arm, for example, with 0.5 to 1 cc 1%
lidocaine at the site where the incision will be made (rfeatip of
IMPLANON that is closest to the elbow). Be sure to inject the local
anesthetieinder IMPLANON to keep the implant close to the skin

surface.
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CHECKLIST FOR REMOVA L OF THE IMPLANON

STEP/TASK

CASES

7. Make a 23 mm incision in the longitudinal direction of the arm at the

tip of the implantlosest to the elbow

8. Gently push IMPLANON toward the incision until the tip is visible.
Grasp the implant with forceps (preferably curved mosquito forceps) and

pull it out gently.
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CHECKLIST FOR REMOVA L OF THE IMPLANON

STEP/TASK

CASES

9. If IMPLANON is encapsulated, make an incision into tissue sheath
and then remove IMPLANON with the forceps.

10.1f the tip of the implant is still not visible after gently pushing it towards
the incision, gently insert a forceps into the incision and grasp the implant.
Turn the forceps around.
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CHECKLIST FOR REMOVA L OF THE IMPLANON

STEP/TASK

CASES

11. With a second forceps, carefully dissect the tissue around IMPLANON
and then remove IMPLANON. Be sure to remove the IMPLANON rod
entirely. Confirm that the entire rod, which is 40 mm long, has been removed
by measuring its length.

12.1f the patient would like to continue using IMPLANON, insert a new
IMPLANON rod immediately after the old IMPLANON rod is removed.
The new IMPLANON can be inserted in the same arm, and through the
same incision, or a new IMPLANON can be inserted in the @timer

13. After removing IMPLANON, close the incision with a butterfly closure
and apply an adhesive bandage

14. Apply a pressure bandage with sterile gauze to minimize bruising.

POST INSERTION TASKS

15. Dispose of the removed implagpropriately in 0.5% chlorine solution
before disposal in the dustbin.

16.Immerses both gloved hands in 0.5% chlorine solution. Removes gloves
turning them inside out and disposing of them.

17.Performs hand hygiene.
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Management ofcommon side effects

Thorough counseling about bleeding changes and other side effects is an important part of
providing the method. Counseling about bleeding changes may be the most important help a
woman needs to keep using the method.

SIDE EFFECT MANAG EMENT

1 Reassure her that many women using implants experience irreguld
Irregular bleeding bleeding. It is not harmful and usually becomes less or stops after
(bleeding at first year of use.
unexpected times thal {1 For modest shoitierm relief, she can take 800 mg ibuprofen or 500
bothers the client) mefenamic acid 3 times daily after meals for 5 days, beginning wh

irregular bleeding starts.

1 If these drugs do not help her, she can try one of the following,
beginning when irreguldrleeding starts:

o Combined oral contraceptives with the progestin levonorgeg
Ask her to take one pill daily for 21 days.
0 50 ug ethinyl estradiol daily for 21 days.

1 Ifirregular bleeding continues or starts after several months of nor
or no monthy bleeding, or you suspect that something may be wror
for other reasons, consider underlying conditions unrelated to metl
use

No monthly bleeding ! Reassure her that some women stop having monthly bleeding whe
using implants, and this is nibarmful. It is similar to not having
monthly bleeding during pregnancy. She is not infertile. Blood is nq
building up inside her. (Some women are happy to be free from m(
bleeding.

1 Exclude pregnancy

Heavy or prolonged 1 Reassure her that some women using implants experience heavy

bleeding prolonged bleeding. It is generally not harmful and usually become
or stops after a few months.

1 For modest shotterm relief, she can try any of the treatments for
irregular bleeding, laove, beginning when heavy bleeding starts.
Combined oral contraceptives with 50 pg of ethinyl estradiol may w
better than lowedose pills.

1 To help prevent anemia, suggest she take iron tablets and tell her
important to eat foods containing ir@uch as meat and poultry
(especially beef and chicken liver), fish, green leafy vegetables, an
legumes (beans, bean curd, lentils, and peas).

1 If heavy or prolonged bleeding continues or starts after several mo
of normal or no monthly bleeding, ooy suspect that something may
wrong for other reasons, consider underlying conditions unrelated
method use
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SIDE EFFECT

MANAG EMENT

Ordinary headaches
(non migrainous)

Suggest aspirin (32550 mg), ibuprofen (20G@100 mg), paracetamol
(3251000 mg), or other pain reliever.

Any headaches that get worse or occur more often during use of
implants should be evaluated.

Mild abdominal pain

Suggest aspirin (32550 mg), ibuprofen (20G@100 mg), paracetamol
(3251000 mg), or other pain reliever.

1 Consider locally availableemedies
Acne 1 If client wants to stop using implants because of acne, she can cor
switching to COCs. Many women(
71 Consider locally available remedies.
Breast tenderness 1 Recommend that she wear a supportive bra (including during strer

activity and sleep).

Try hot or cold compresses.

Suggest aspirin (32550 mg), ibuprofen (20@100 mg), paracetamol
(3251000 mg), or other pain reliever.

Consider locally available resdies

Mood changesor
changes in sex drive

Ask about changes in her life that could affect her mood or sex dri
including changes in her relationship with her partner. Give her su]
as appropriate.

Clients who have serious mood changes such as major depressiol
should be referred for care.

Consider locally available remedies.

Weight changes

1 Weight gain of more than 2 kg /month is alarming
1Slight weight change needs reassurance and

- Need to review dietary habits
- Advise physical exercise

Pain after insertion or
removal

For pain after insertion, check that the bandage or gauze on her aj
not too tight.

Put a new bandage on the arm and advise her to avoid pressing on
for a few days.
Give her aspirin (32%50 mg), ibuprofen (20@00 mg), paracetamol
(3251000 mgq), or other pain reliever
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SIDE EFFECT

MANAG EMENT

Infection at the 1 Do not remove the implants.
insertion site(redness|  § Clean the infected area with soap and water or antiseptic.
heat, pain, pus) 1 Give oral antibiotics for 7 to 10 days.

1 Ask the client to return after taking all antibiotics if the infection dog
not clear. If infection has not cleared, remove the implants or refer
removal.

1 Expulsion or partial expulsion often follows infection. Ask the client
return if she noticean implant coming out.

Abscesgpocket of pug T Clean the area with antiseptic.
under the skindue to|  § Cut open (incise) and drain the abscess.
infection) 1 Treat the wound.

1 Give oral antibiotics for 7 to 10 days.

1 Ask the client to return after taking all antibiotics if she has heat,
redness, pain, or drainage of the wound. If infection is present whe
returns, remove the implants or refer for removal.

Expulsion (when one 1 Rare. Usually occurs with infection.
or more implants 1 If no infection is present, replace the expelled rod or capsule.
begins to come out off
the arm)
Severe pain in lower 1 Many conditions can cause severe abdonpaal. Be particularly aler
abdomen (suspected for additional signs or symptoms of ectopic pregnancy, which is ra
ectopic pregnancy or can be lifethreatening.
enlarged ovarian 1 Inthe early stages of ectopic pregnancy, symptoms may be absen|
follicles orcysts) mild, but eventually they will become severe. A combinatibthese
signs or symptoms should increase suspicion of ectopic pregnancy
0 Unusual abdominal pain or tenderness
o Abnormal vaginal bleeding or no monthly bleedingspecially
if this is a change from her usual bleeding pattern
o Light-headedness or dizziness
o Fainting

1 If ectopic pregnancy or other serious health condition is suspected
at once for immediate diagnosis and care.

1 Abdominal pain may be due to other problems, such as enlarged ¢

follicles or cysts.

o0 A woman can continue to use impladtging evaluation.

o There is no need to treat enlarged ovarian follicles or cysts
unless they grow abnormally large, twist, or burst. Reassurg
client that they usually disappear on their own. To be sure ti
problem is resolving, see the client agaibiweeks, if possiblg
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IMPLANON Data Collection Form
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Overview of Contraceptive Implants

What Are Contraceptive Implants?

* Hormonal implants are a progestin-only product;
they contain no estrogen.

* The rods are inserted just under the skin
(subdermally) on the inner side of a woman’s upper
arm by means of a minor surgical procedure with
local anesthetic.

* They come in one-rod and two-rod variations,
depending on the product.The main difference
between products is their effective life, and the way
in which you insert the rods.

Effective Life
Effective Life

* Should be inserted anytime before the expiration
date (shelf life),

* The rods should be removed by the end of the final
year of effective life.

* If desired, a new set of rods may be inserted in the
same location immediately following removal.
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What Are Contraceptive Implants?

= Long acting reversible contraceptive method

Types of Implants?

, ] * Progestin-filled rods or capsules that
) are inserted under the skin
* First generation implant
Ml * Norplant: 6-rod system,
’ effective for at least 5 years

* Second generation implants
* Jadelle, Sinoplant.Femplant : 2-rod

¢ system,
effective for 4/5 years
/7/7//),, Third generation implants
=== .
& == * Implanon: |-rod system,
[ , effective for 3 years

* NXT Implanon | rod for 3 years

How do pregnancy prevent pregnancy

Mode ofAction

- prevents ovulation by
suppressing the LH surge

- Increases thickness of -
cervical mucus, reducing
sperm penetration and
motility S

- Thins out endometrium
where fertilized ovum
gets implanted




How Effective Are They? RELEASE OF HORMONE

* One of the most effective and long-lasting methods:

* Less than | pregnancy per 100 women using implants over
the first year (5 per 10,000 women).

* Implants start to lose effectiveness sooner for heavier women:

* For women weighing 80 kg or more, Jadelle implants
become less effective after 4 years of use.These users may

* The release of the hormone is steady, with slightly
higher serum levels seen in the first few weeks.

* There is a very gradual fall in serum levels over the

want to replace their implants sooner. three years of use.

» One can extrapolate the same of other implants, and may ) )
elect to remove them one year earlier than their effective * Serum levels are reduced in women who are taking
life. liver enzyme inducing drugs such as Rifampicin,

(Note that the protection afforded by the final year of a contraceptive implant
in a heavier woman is still much more effective than most other methods.)

* Return of fertility after implants are removed: No delay.

Phenytoin Sodium oral antibiotics or by
gastrointestinal upsets

10
What Are the Advantages of Contraceptive
Implants and STls )
Implants?

Note: Because implants do not protect women from * Very effective

» Easy to use
hepatitis B, AIDS, and other sexually transmitted * Provide continuous protection for up to 3-5 years (depending
infections (STls), clients at risk for STls should be on product)

* Convenient, comfortable, and reversible
encouraged to use a condoms in addition to their « Immediate return to fertility
hormonal contraception method.This combination of * Side effects resolve immediately after removal

* Few complications
barrier and hormonal contraception constitutes “dual + Suitable for nearly all women
protection” against unplanned pregnancy and STIs/HIV. * High continuation rates

12
When to Begin
Who Can and Cannot Use Implants

Women can begin using implants:
Nearly all women can use * Smoke, regardless of age or « Without a pelvic examination
implants safely and effectively, number of cigarettes
including women who: *  Are breastfeeding (soon after = Without any blood tests or other routine laborator

Y Y
* Have or have not had children childbirth) tests
* Are not married * Have anemia now or in the
« Are of any age, including past + Without cervical cancer screening
adolescents and women over * Have varicose veins ) S
40 years old Are livi IV +« Without a breast examination
. re living wi

* Have just had an abortion,
miscarriage, or ectopic
pregnancy

* Even when a woman is not having monthly bleeding at
the time, if it is reasonably certain she is not pregnant
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Determining pregnancy

* Pregnancy can be ruled out if any of these situations apply:
I. s fully breastfeeding and has no menses and baby is less than 6 months
2. Abstained from intercourse since last menses or delivery

3. Had a baby in the past 4 weeks

When to Initiate Implants

* First 7 days of menstrual cycle (5 days for
Implanon/ Implanon NXT)

* After 7t day of menstrual cycle (5% for
Implanon/Implanon NXT), rule out pregnancy
and use backup method for 7 days

* Postpartum:

* Immediately (for both breastfeeding and non-
breastfeeding women)

Client records

Each implant client record should include the following:
* The date of the consultation and the name of the provider

= The medical and menstrual history (anything unusual
should be noted)

* A record of the physical examination (anything unusual
should be noted)

* Any laboratory tests performed

« A record of the counseling session and information
provided

= A record of the procedure including anesthetic, technique,
arm placement, and any complications

* Any medications given
*+ Detailed notes of the follow-up visit

Determining pregnancy (continued)

4.  Started monthly bleeding within the past 7 days (5 days for Implanen/Implanon
NXT)

5. Had miscarriage or abortion in past 7 days (5 days for Implanon/Implanon NXT)
6. Is using a reliable contraceptive method consistently and correctly

7. Negative pregnancy test or pelvic exam (if none of the above apply)

When to initiate implants (continued)

+ Post abortion or miscarriage:
+  Immediately; without backup
+  Switching from another hormonal method:
* Immediately if it was used consistently and correctly

+  After using emergency contraceptive pills:
+ Insert within 7 days after start of next menstrual period (5 days for Implanon/Implanon NXT)
Provide with backup method during interim

18
Common Side Effect: Irregular Vaginal Bleeding
First several months:

After about | year:

+ Lighter bleeding and fewer
days of bleeding
* Irregular bleeding

* Lighter bleeding and fewer
days of bleeding

* Irregular bleeding
* Infrequent bleeding * Infrequent bleeding

* No monthly bleeding
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Side Effects of Contraceptive Implants

Cumulative Percentage of

Method Women

Jadelle

(n = 600)
Vaginal discharge 243
Headache 235
Pelvic pain 16.7
Weight increase 12.0
Dizziness 10.7
Breast pain 83
Genital itching 82
Nervousness 77
Cervicitis 7.5
MNausea 6.7

Nofe Women reported more than ane condition.

Source: Sivin et al. 1997a

Bleeding Side effects (continued)

Side Effect

Type of implant

Levonorgestrel Implants
(Jadelle or Sino-implant [II])

irregular bleeding and/or
frequent bleeding

Etonogestrel Implants
(Implanon or Implanon NXT)

Amenorrhea and/or infrequent
bleeding

Non-bleeding side effects

Problem Action/Management

Common headaches | Reassure and suggest
painkillers; evaluate headaches
that worsened since implant
initiation

If side effects persist
and are unacceptable
to the client, counsel
Recommend a supportive bra, about non-hormonal
compresses, or painkillers methods

Reassure; suggest pain- killers;
follow-up if needed

Mild abdominal pain

Breast tenderness

VWeight change Inform about healthy eating

habits and exercise

Bleeding side effects

* Changes in menstrual bleeding patterns are most commonly
reported side effect

* Bleeding side effects:
Vary for each woman and over time (e.g. irregular episodes of bleeding or spotting that
may last longer than 8 days, less frequent bleeding, or no bleeding)
Are hard to predict
Are more common in the first months of use and tend to diminish over time.

* Counseling about bleeding changes is critical for continuation

How would you
feel about these
side effects?

Bleeding Side Effects

Problem Action/Management

Irregular bleeding | Reassure the client that this is
common and not harmful

Recommend a 5-day course of

ibuprofen (up to 800 mg If side effects persist
3 times per day for 5 days) and are

If no relief, offer COCs for unacceptable to the
3 weeks client, help her

choose another

If bleeding is heavy, iron tablets
g il method

may pI'EVEI'It anemia

Reassure the client: no medical
treatment necessary

Amenorrhea

Non-bleeding side effects (continued)

Problem

Action/Management

Enlarged ovarian follicles or cysts No treatment needed (unless they

grow abnormally large, twist or burst)

Sever abdominal pain Refer for immediate diagnosis and
care especially if it occurs with signs of
ectopic pregnancy such as abnormal
vaginal bleeding, light headedness,

dizziness, or fainting
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