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Learning Objectives
By the end of the training, the participants will be able to:
 Identify the important elements of Healthy Timing and Spacing of Pregnancy
(HTSP)
 Counsel clients focusing on HTSP in helping clients select a method
 Enumerate various methods of birth control
 Discuss pros and cons of each method of birth control
 Analyze the case of unprotected intercourse and suggest treatment
 Analyze the history of FP client and suggest appropriate method
 Demonstrate effective communication skills for birth spacing, emergency
contraception methods, dispelling myths and birth spacing in special
situations
 Insert and remove IUCD using pelvic model and then on actual client
 Discuss Post abortion Care and counsel a client on PAC
 Practice use of MVA Kit
Training/Learning Methods
 Illustrated lectures and group discussions
 Individual and group exercises, including case studies, role plays,
brainstorming and small group discussions
 Demonstration and practice activities in simulation
Clinical Placement/Practical Experience
The trainer should make the arrangements for placement of students in the
family planning clinics.

During clinical placement, it is expected that participants will:
 Observe the material of contraception methods like pills, injection, condom
IUDs.

Counsel clients on contraceptive methods. For screening a client for IUCD,
take history.
 Each participant should insert at least 2 IUCD on actual client.

Methods of Evaluation
 Checklists for skill assessment
 Pre-post test
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Sessions
TOPIC
I.

METHODOLOGY

Family planning and Islam




•

Healthy Timing and
Spacing of Pregnancy




•

Counseling on HTSP

•

Contraceptive Methods



•

Dispelling Myths



•

Post partum
planning

Family




TIME (APPROXIMATELY)

Interactive Lecture
Discussion

1 hour

Interactive Lecture
Discussion

5 hours

Interactive Lecture
Discussion
Group Work
Practice on dummy

1 hours

3 hours
II. Medical Eligibility Criteria
for use of contraceptive
(use of wheel card)
III. Skill Development

IV. Post Abortion Care and
use of MVA Kit




Group Discussion
Role Play

Suggested activities:
To improve their knowledge and
skill of inserting IUCD, the
participants
will
spend
appropriate time in RHS-A
Center






Interactive Lecture
Discussion
Group Work
Practice on dummy
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1 hour

7 hours

3hours

Comprehensive Training for Healthcare Providers on HTSP, FP/RH and PAC

Introduction and overview
It is increasingly clear that family planning (FP) helps save women's and
children's lives.
Family planning:

 prevents untimely and unintended pregnancies;
 reduces women's exposure to the health risks of unsafe childbirth and
abortion; and
 Reduces the risks associated with pregnancies that are early, closely spaced,
late or high parity.
All couples and individuals have the right to decide freely and responsibly the
number and spacing of their children and to have access to the information,
education, and the means to do so.

Multiple studies have shown that adverse maternal and peri-natal outcomes are
associated with early, late, closely spaced, and high parity pregnancies.
Improved use of family planning to ensure healthy timing and spacing of
pregnancy can significantly improve the health of mothers and babies.

 Healthy Timing and Spacing of Pregnancy
Healthy timing and spacing of pregnancy (HTSP) is an intervention to:
 helps women and families delay, space or limit their pregnancies;
 helps achieve the healthiest outcomes for women, newborns, infants, and
children;
 works within the context of free and informed contraceptive choice; and
 takes into account fertility intentions and desired family size.
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Over the past few years, a series of studies on pregnancy spacing and health
outcomes were carried out. The research objective was to assess, from the best
available evidence, the effects of pregnancy spacing on maternal, newborn and
child health outcomes.
In an effort to consolidate research findings and to suggest a way to apply the
evidence in programs and services, in June 2005, the World Health Organization
(WHO) convened a panel of 30 technical experts to review six Meta studies on
timing and spacing of pregnancy. Based on their review of the evidence, the
technical experts made recommendations to WHO (below) on pregnancy spacing
following a live birth as well as a spontaneous or induced abortion.
The technical experts’ recommendations were published by WHO in a report and
a 2006 policy brief.

Recommendations by who technical experts


Preamble

Individuals and couples should consider health risks and benefits along with
other circumstances such as their age, fecundity, fertility aspirations, access to
health services, child-rearing support, social and economic circumstances, and
personal preferences in making choices for the timing of the next pregnancy.


Recommendation for spacing after a live birth

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


Recommendation for spacing after a miscarriage or induced abortion

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

Benefits of healthy timing and spacing for infants and mothers
Benefits of HTSP for Newborns and Infants

 Lower risk of stillbirth
6
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Lower risk of neonatal death
Lower risk of preterm birth
Lower risk of low birth weight
Lower risk of being small for gestational age
Extended interval of breastfeeding associated with improved nutrition

Benefits of HTSP for Mothers









Lower risk of maternal death
Lower incidence of induced abortion
Lower risk of third trimester bleeding and premature rupture of membranes
Lower risk of postpartum endometritis
Lower risk of miscarriage
Lower risk of anaemia
Allows for 2 years of breastfeeding, which is linked with a reduced risk of breast
and ovarian cancer

Benefits of HTSP for Delaying Early Childbearing among Adolescents

 Lower risk of maternal death
 Lower incidence of induced abortion
 Lower incidence of pregnancy- and delivery-related complications such as premature
labour, low birth weight new-borns, pre-eclampsia, and fistula
Risks involved for infants and mothers if recommendations for healthy timing and
spacing are not followed
Risk for Newborns and Infants






Risk of newborn and infant mortality is higher.
There may be a greater chance of a pre-term low-birth-weight baby
The baby may be born too small for its gestational age.
When breastfeeding stops before six months, the newborn does not experience the
health and nutritional benefits of breast milk and the mother-baby bond may be
diminished, which may affect the baby’s development.
Risk for Mothers

 At increased risk of miscarriage
 Are more likely to experience iron-deficiency anaemia
7
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 Are more likely to experience pre-eclampsia
 More likely to induce an abortion
 Women with birth to pregnancy intervals of five years or more are more likely to
experience pre-eclampsia.
Risk for Adolescents

 Adolescents ages 15–19 are twice as likely to die during pregnancy or childbirth as
those over 20; and girls below the age of 15 are five times more likely to die
 Higher incidence of pregnancy and delivery related complications such as premature
labour, low birth weight new-borns, pre-eclampsia, and fistula

Most healthy women can use any method of contraception to practice HTSP. It is the
role of the health care provider to inform, educate and counsel women and couples on
the best options that are available to them. It is important to reiterate, however, that
women and couples must understand that they can freely choose whether or not to use
an FP method, and that they can freely decide which method they would like to use.
Furthermore, counseling on FP and HTSP should consider and respond to the
particular needs of women given her age, marital status, parity and stage of life.

To help women and couples effectively practice HTSP, the following three sets of
messages should be incorporated by health service providers into their information,
education and counseling of clients.
Health worker must always keep in mind that the messages should be delivered within
the context of informed contraceptive choice, fertility intention and desired family size.

Three sets of messages of HTSP:


For couples who desire a next pregnancy after a live birth,
the messages are:
For the health of the mother and the baby, wait at least 24 months, but not more than 5
years, before trying to become pregnant again.
Consider using an effective family planning method of your choice during that time.
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For couples who decide to have a child after a miscarriage or abortion, the
messages are:
For the health of the mother and the baby, wait at least six months before trying to
become pregnant again.
Consider using an effective family planning method of your choice during that time.

•

For adolescents, the messages are:
For your health and your baby’s health, wait until you are at least 18 years of age,
before trying to become pregnant.
Consider using an effective family planning method of your choice during that time.
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Counselling skills for Healthy timing and spacing of pregnancy
Counseling provides clients with the necessary information and opportunity to make an
informed choice about their health. Informed choice is a client’s decision which is
based on accurate understanding of the full range of options and their possible results.
Through counseling, health workers give clients accurate and truthful information and
help them apply this information to their own situation and needs.

 Proving Counselling on HTSP Using the GATHER Method
Providing counseling on HTSP will help women, their families, and communities
understand that a woman should wait until her youngest child is at least two years old
before she gets pregnant again. When HTSP is practiced through the use of FP,
women and their infants will enjoy better health and have fewer chances of adverse
health outcomes. HTSP counseling should provide up-to-date information, correct
rumors and misinformation and help clients learn how to use an FP method correctly
and consistently to effectively space pregnancies.

When counseling a client, the provider should begin by informing the client about the
benefits of HTSP, and how the use of FP can help her maximize that benefit. Next, the
provider should explore if there are any obstacles that the client might face that would
prevent her from using FP to practice HTSP, as well as whether or not there is support
from her husband and/or family for her desire to space her children. The provider
should keep in mind that the timing and spacing of women’s pregnancies may be
dictated by traditional norms and practices while still providing accurate information
and counseling.

The provider can better consider the personal characteristics and situation of the client
that will influence her ability to effectively use FP for HTSP by using GATHER method
of counseling on HTSP.
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 Principles and Elements of Good Counselling
Counseling on FP and HTSP can be done by using the GATHER (Greet, Ask, Tell,
Help, Explain, and Return) approach to counseling.
Counseling, however, should always be tailored to the client. Not all clients need to be
counseled following the steps of GATHER in exactly the same sequence. For example,
with some clients, the
Counselor may need to repeat one or more steps. The counselor can change the order
of the steps of GATHER according to the needs of the client, but it is good practice to
follow the established GATHER sequence to avoid leaving out important steps.

The elements of GATHER, which has been adapted for HTSP, are presented on the
following pages.
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GATHER APPROACH

G Greet the client in a friendly way
Be polite: greet them, introduce yourself, and offer them a seat.
Conduct counselling where no one else can hear.
Inform clients that you will not share their information with others.
In clinics, explain what will happen during the visit. Describe physical
examinations and laboratory tests, if any.
 If counselling is taking place at home, ensure that the client has some private
time and/or place to participate in the counselling.






A

Ask the client why she has come in for a visit

Is she interested in hearing how to delay space or limit a pregnancy?
If the client is new, obtain a history
Probe for fertility intentions
Keep questions simple and brief.
Help clients talk about their needs, wants, doubts, concerns, or questions
they may have about HTSP, FP and pregnancy
 Ensure that the client understands what you have to say. Encourage clients
to ask questions.






T Tell the client about the benefits of HTSP and the FP methods that are
available meet her specific needs for spacing or limiting
 Explain the potential risks of not practicing HTSP.
 If the client is interested in HTSP, discuss available modern and fertility
awareness based methods of family planning
 Correct any misinformation.
 Use samples and other audiovisual materials, if available.
 If client is not interested in HTSP and wants to become pregnant again,
provide counselling on the importance of antenatal care.
 If client is undecided, probe reasons for not spacing and discuss further

H

Help client choose a method that best suits her current situation,
fertility intentions and desired family size
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 Help each client match her needs and preferences with a family planning
method.
 Ask the client about her fertility intentions desired family size, and any future
plans. Reinforce the benefits of HTSP and the use of FP.
 Ask client what her partner wants. What method would her partner like to
use?
 Ask clients if there is anything they do not understand. Repeat and clarify
information when necessary.
 Some methods are not safe for some clients. When a method is not safe,
inform the client and explain clearly why it is not safe. Then help the client
choose another method.

E

Explain how to use the method.

 Describe the use of selected method in detail, any possible side effects and
warning signs
 If possible, give the client printed material about the method.
 If the method cannot be given immediately, tell the client how, when, and
where it will be provided. Provide a back up method, such as condoms
 Inform the client when to come back for a follow-up visit as needed
 Remind the client that she should use the method for at least two years after
the birth of her last child (for postpartum women); or for at least six months
following a miscarriage or abortion; or until she is at least 18 years old.
 Ask the client to repeat this information and clarify as needed

R

Return for follow-up

 Set up a date with the client for the follow up visit.
 At the follow-up visit ask the client if she is still using the method. If yes, ask
the client if she has any problems with the method.
 Ask how the client is using the method to be sure she is using it correctly.
 Ask if the client has any questions.
 If the client has experienced any side effects, find out how severe they are.
Reassure clients with minor side effects that they are not dangerous, and
often resolve on their own after a few months Suggest some ways to relieve
side effects. If side effects are severe, refer them for treatment.
 If a client wants to switch to another method, inform the client about other
available methods and help the client to choose another method
 Reinforce the benefits of HTSP.
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Contraceptive methods
The trainer will ask the participants about birth spacing concept in their
communities. It is the responsibility of service providers to help the couple
choose and continue to use correctly the best method for them, and refer them to
family planning center. The best method is the most effective one (has best
chance of always preventing pregnancy) that is safe for them and they want to
use.
Table 1: Summary of Contraceptive Methods

Natural Methods






Fertility awareness method(FAM)
–
Natural
family
planning
(NFP)
(abstinence)
–
Billings or ovulation method (cervical
secretions)
–
Basal body (Waking) temperature
Lactational Amenorrhea(LAM)
Standard Days Method(SDM)
Withdrawal

Hormonal Methods

Combined Oral Contraceptives Pills

Combined Injectable Contraceptives

Progestin-Only Contraceptives
–
Norplant Implants
–
Progestin-Only
Injectable
Contraceptives
–
Progestin-Only Pills

Intrauterine Devices

Intrauterine Devices—Basic

Barrier Methods





Male Condoms
Female Condoms
Spermicides
Diaphragms and cervical cap

Voluntary Sterilization



Female: Tubal Ligation
Male: Vasectomy

Natural Methods

Fertility Awareness Methods (FAM)
Group Work

The class will be
divided into 3
groups. One
group will prepare
presentation on
physiological
principle of safe
period, other will
prepare
presentation on
lactational
amenorrhoea and
third group will
prepare the
presentation on

Natural Family Planning (NFP) or Safe Period
Not having sex at all (abstinence) during the fertile time. It is the surest way to
prevent pregnancy. However, it is impractical for married couples, so they have
to use alternate methods to prevent pregnancy. The midwife should explain to
the woman that this method depends upon the physiological changes in the body
during menstruation.

Physiological Principle
The teacher should remind the students that as discussed in the Module 3.1:
Introduction to Human Reproduction, the ovulation in a regular normal menstrual
cycle (28 + 2 days), takes place around 14 + 2 (12–16) days before the onset of
next menstruation. Once the egg (ovum) is shed from follicle, it is viable for 24
hours. The fertilization of the ovum must take place within this period. If fertilization
fails to occur soon after ovulation then it does not take place during the menstrual
cycle. The sperm can survive for 5 days in the female genital track, so if coitus
takes place up to 5 days before the ovulation there is a possibility of fertilization.
14
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Women are able to get pregnant for about 12 days in a month. These 12 days start
th
from 8 day from the beginning of the menstrual cycle (if the periods’ cycle is of 28
th
days) to the 19 day. The rest of the days she usually cannot get pregnant even if
she has sex.
Billings or Ovulation Method (Cervical Secretions)
To determine fertile period, both to avoid getting pregnant or in case one wants
to have a baby, a woman can know when she has had ovulation.
The midwife should explain to the woman that to find out this period, the woman
has to take out a little mucus from the vagina every day with a clean finger (after
washing her hand thoroughly with soap and clean water). She then checks the
stickiness of the mucus between her finger and thumb. Normally the mucus does
not stretch between a finger and thumb.
•
If it gets slippery, then the woman is approaching her fertile period
•
If the mucus can be stretched to form a thread, then the woman is most
likely in her fertile period
This method may not work in the following conditions:
•
If the woman has heavy vaginal discharge
•
If she has an STI
Basal Body (Waking) Temperature
The midwife should ask the woman to take her temperature immediately on
waking every day. After ovulation, the temperature rises by about
0.20 c and to remains at the higher level until the next menstruation. Therefore
infertile phase of menstrual cycle begins on the third day after the temperature
shift has been observed.

Clinical Visit

The teacher will
take the class to
family planning
clinic to see the
different methods

Lactational Amenorrhea Method (LAM)
Many women do not have menstruation due to increased level of prolactin
hormones during breastfeeding (lactation). Absence of menstruation is called
amenorrhea. Therefore exclusive breastfeeding can delay the next pregnancy for
a while, if all of the following are present:
•
Baby is less than 6 months old and mother is giving only breast milk
(exclusive breastfeeding during day and night)
•
The mother is not having her menstrual cycle returned
•
The mother breastfeeds the baby frequently minimum 8–12 times during
day and night
Under the effect of prolactin ovaries do not release an egg so ovulation does not
take place. The midwife should explain to the woman that in exclusive
breastfeeding ovulation starts after 6 months as other foods are also introduced
into the baby’s diet and baby feeds less frequently at the breast. At this time,
another birth spacing method is needed.
15

If woman starts having menstruation during exclusive breastfeeding a baby under
6 months, than the midwife should tell the woman that it means that ovulation
has returned may be because the mother was not feeding her baby frequently
enough during day and night. Therefore she should use another birth spacing
method. Advantages of LAM
When practiced correctly, LAM is very effective. It is reliable to use immediately
after childbirth without having to seek medical attention. It gives time to the
mother to decide on another method for birth spacing after 6 months of exclusive
breastfeeding (as long as she has not begun to menstruate).

Withdrawal (Coitus Interrupts)
In this method the man withdraws his penis from inside the woman before
ejaculation. The midwife should tell the couple that this is a natural method which
can be practiced without any medical checkup or visit to a medical clinic. This
method is well accepted by clients. However, it has a higher failure rate, woman
can get pregnant. Sometimes a man is not able to pull out before he ejaculates
and even a very little amount of fluid containing sperm leaked out in vagina can
cause pregnancy.
Barrier Method
Barrier methods prevent sperm coming into contact with the ovum. They
comprise male and female condoms, cups and diaphragms, which are usually
used with spermicides (chemical substance which kills the sperm).
Ensure that anyone choosing a barrier method is made aware of
emergency contraception and how to access it if required.

Condoms
Male Condom
A condom is a balloon like sheath that a man
wears over his penis during intercourse. This
balloon traps the sperm and does not let it
enter the vagina. Condoms also prevent the
transmission
of
Sexually
Transmitted
Infections (STIs). Condoms are easily
available in the market. A male of any age can
use it. The midwife should teach the clients
couple the correct use of condoms.
How to use a Condom
The midwife should tell the couple that:
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•

•

•

•

•

•

•

•

•

Condoms are usually rolled up into a ring. A new condom is in an
unopened thin plastic foil. Open the packet carefully. Do not use the
condom if it is stiff, sticky or torn.
Put on the condom when the penis is hard (erect), but before it touches
the vagina.
Figure 2: Correct use of the
Make sure the rim of the condom is
Male Condom
on the outside, away from the
penis. It is easier to roll down.
Place the condom over the end of
the
hard penis with a space for the
sperm to collect.
Squeeze the air out of this space
by
pinching between your finger and
thumb. This will prevent tearing of
the
condom.
Then slowly unroll the condom
over the penis, until it is covered.
Right after the man has ejaculated, he should pull out the penis from the
vagina before it gets soft.
Check the condom for tears before disposing it off. If it is torn, apply
spermicidal foam in the vagina.
Tie a condom in a knot and dispose it off. Use a condom only once.

Side Effects
Figure 3: Female Condom
The condoms have no side effects except for
people who are allergic to latex; they may use
plastic male condoms instead. It is not as effective
as LAM. It interrupts sex (it has to be put on the
penis before going into vagina). It may become
weak if kept in a warm humid place and can
rupture during use.
Female Condom
The female condom is a reversible barrier method
of birth control. These are not available in
Pakistan.
Spermicidal
Creams,
Foams,
Jelly
or
Suppositories
A spermicide is a chemical that kills sperms. It must
be inserted in the vagina prior to intercourse

Diaphragms and Cervical Caps
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Figure 4: Diaphragms

Figure 5: Technique of
Inserting the Female
Condom
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The diaphragm and cervical cap is worn over the cervix during intercourse. It must
be worn prior to the intercourse and used with some spermicidal jelly or foam.
These are not common in Pakistan.
Contraceptive Sponges
Sometimes contraceptive sponges are available. They also work like the cervical
cap soaked with spermicidal chemicals.
Hormonal Methods
A hormonal method contains hormones either estrogen and progesterone or only
progesterone. This method prevents the ovary from releasing an egg. The
hormones also make the mucus at the opening of the uterus (cervical os) thick so
that the sperm cannot penetrate it and enter the uterus.

Combined Oral Contraceptive Pills (PILLS)
There are two type available, in a packet of 21 or 28 tablets. The packet of 28
tablets contains 21 white contraceptive tablets and 7 brown tablets of iron.
•
Low dose Combined Oral Contraceptives (COCs), Lofeminol
•
0.3 mg norgestrel with 0.03 mg ethinyl estrodiol in hormonal tablets and
75 mg ferrous fumarate as placebo.
•
Combined oral pills are not recommended for lactating mothers during
the first six months because it may interface with milk production
Role Play

The two students
will take part in the
role play. One will
act as a midwife
and other as a
woman who wants
to know the pros
and cons of the
use of oral
contraceptive pills.
After the role play
the class will
discuss the points
missed by the
midwife and her
communication

Indications
The midwife should know that the woman who
•
•

Needs short term birth spacing or
Has completed family but does not want sterilization, can use this
method

Contraindications
It is important for the midwife to know the conditions in which this
method cannot be used so that she can refer the woman to family
planning clinic for Counseling on other methods. The conditions
are:
•

Pregnancy/suspected pregnancy

•

Fully breastfeeding a baby under 6 months old (COCs only)

•

Breastfeeding a baby under 6 weeks old (POCs only)

•

Active liver disease like hepatitis

•

Has breast cancer

•

Abnormal uterine bleeding (POCs only)

18

Comprehensive Training for Healthcare Providers on HTSP, FP/RH and PAC

•

Woman taking anti tuberculosis or antiepileptic drugs

•

Heavy smoking and over 35

•

Has cardiovascular diseases

•
•

•
•

Diabetes with vascular complications
History of disseminated venous thrombosis (DVT), blood clotting, stroke,
heart attack, migraine and epilepsy
High blood pressure
Diabetes Mellitus for more than 20 years or with system damage

Advantages
The midwife should be able to explain to the woman the
advantages as mentioned below:
•

•
•

A newly married woman who has not conceived and does not want to
become pregnant (nulliparous) can use combined oral contraceptive
(COC), as fertility return is immediate on discontinuation of pills
COC helps to regulate the menstrual cycle
Women can switch to any other method or quit any time but midwife
should recommend to finish the pill pack and if necessary, use back up
until new method becomes effective

Disadvantages
The midwife should be able to explain to the woman that
•
•
•
•

Menstrual irregularities can occur except for COC
A pill has to be taken every day
A pill has to be obtained from the clinic or chemist
Some woman may have side effects

Side effects
The midwife should inform the woman that she may experience
•
•
•
•
•

Pregnancy like symptoms
Menstrual irregularities
Weight gain
Mild reversible rise in BP
Acne, pigmentation of skin, generalize loss of hair, depression, irritability,
loss of libido

Initiating COCs
Oral contraceptives can be given any time but provider should make sure that
woman is not pregnant. The midwife should explain to the woman that she
should have complete physical examination in the hospital especially:
•
Weight: to compare the weight before and after the initiation of tablets
•
Breast: for any swelling, lump or nodule
•
B.P.: should be in the normal range
19
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•
•

Urine Test: there should be no sugar or proteins in the urine
Vaginal Examination: to assess the condition of the uterus

She should start taking white pills on the first day of menstruation. On finishing
the white pills, start brown pills on very next day, and on finishing the brown pills,
start taking the second packet without any delay. The midwife should know that
during postpartum if woman is not breastfeeding delay the use of COCs for 3
weeks and if woman is breastfeeding delay the use for 6 months or till
breastfeeding is discontinued.
The midwife should inform the woman that the COCs schedule is as follows:
•
Take one pill each day
•
21 days packs 7 day break
•
28 days packs no break
If packet has arrows, follow the order of the arrows.

Missed Pill
Key message: Take a missed hormonal pill as soon as possible. The midwife
should advise the woman that if she forgets to take the tablet than follow as given
below:
Missed one Active Pill
Take missed pill as soon as remembered, even if she takes two pills at the same
time, keep taking other pills on schedule and no back up is needed.
Missed Two or Active Pills
Take hormonal pill as soon as possible, as soon as remembered and keep taking
other pills on schedule. Little or no risk of pregnancy.
Missed Three or More Pills
First or second week: Take hormonal pill as soon as possible. Use a back up
method for 7 days; consider emergency contraception in case of history of sex in
the last 5 days.
In Third Week: Take hormonal pill as soon as possible. Finish all the hormonal
pills in the pack. Throw away the non hormonal pills in the 28-day pack, start a
new pack the next day. Use a back up method for the next 7 days; consider
emergency contraception in case of history of sex in the last 5 days.
If Forget to Take Brown Tablet
These are iron tablets, so missed tablets do not affect on the contraception. Throw
away the missed pill and start the new pack on schedule.
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CAUTION NOTE
The midwife should tell the women to stop taking the pills and seek medical advice if she develops:






Sudden, Severe chest pain and shortness of breath
Sudden, breathlessness
Severe, one sided calf pain
Weakness and numbness in arms and legs
Unusual, severe, prolong headache with blurred vision

Group Work

The class will be
divided into 3
groups. One
group will prepare
presentation on
indications
contraindications,
and advantages of
oral
contraceptives,
other will prepare
presentation on
indications,
contraindications
and side effects of
injections and
third group will
prepare the

Progestin only Contraceptives for example:
•
Exluton (Lynestrenol 0.5 mg)
•
Postinor (levonorgestrel) 0.75 mg (this should be replaced at this is not
for contraception rather for emergency contraception)
Progesterone pills can be used during breastfeeding. Oral contraceptive pills act
by inhabiting ovulation, causing thickening of cervical mucus and by making
endometrium less suitable for implantation of fertilized ovum.

Injections
The midwife should know that the injections work for one or three
months depending upon the brand and dose.
•
•

Progestin Only
Depo Provera (DPMA) 150 mg of Depomedoroxy, progesterone
acetate effective for 12 weeks. The midwife should inform the woman
that the lactating woman can safely use it. It is safe to start them as
early as 6 weeks after delivery.





Noristerat (Net-N) 200 mg of norethindrone enanthate effective for 8
weeks. Lactating woman can safely use it. It is safe to start them as early
as 6 weeks after delivery.
Combined Injectable
Mesigyna (50 mg NET-EN) 5 mg estradiol valerate effective for
4 weeks

The high dose of progesterone inhibits ovulation. Bleeding changes are common,
but not harmful-usually irregular bleeding for several months and then no
bleeding. This is seen as an advantage for many women. Menstrual bleeding
changes are a common reason for discontinuation, but proper Counseling
regarding expected side effects can decrease discontinuation rates. Delay in
return of fertility on discontinuation is a disadvantage. A woman requires visiting
the clinic to have injection.
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Indications

The midwife should know that the woman who
•
•
•
•

wants long term birth spacing
Has completed family but does not want sterilization
Is breastfeeding
Is having side effects with estrogen can use injections

Contraindication
Same as for oral contraceptive pills. (This is not right the contraindications of pills
are different from injections)
Side Effects
The midwife should inform the woman that she may experience
•
Menstrual irregularity like abnormal vaginal bleeding, usually no
menstruation after the first year
•
Breast discomforts
•
Nausea vomiting
•
Depression or mood swings
•
Weight gain

REMEMBER
Preconception Consideration: Return of fertility is slow once the injection is stopped. It may
take five to 7 months. Therefore, it is not recommended for women who plan to conceive
soon after its use.
Postpartum Consideration: Early postpartum use increases the possibility of heavy, prolong
bleeding. Immediately refer to the hospital if a woman starts having:

Continuous heavy vaginal bleeding

Excessive weight gain

Anxiety and stress
Using Injectable progesterone
The initial injection is given within the first 7 days of the menstrual period. If given
on Day 1 the contraceptive effect is immediate; however, if given at any other
time then additional contraception like condoms should be used for the next 7
days.
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Implants
Implants are slow release hormone devices placed under the skin usually in the
forearm. They also act like the depot injections, but can be removed whenever
needed, e.g. Norplant. There are several types:
Jadelle: 2 rods, effective for 5 years
•
Sinoplant: 2 rods, effective for 5 years
•
Implanon: 1 rod, effective for 3 years
•
Norplant: 6 capsules, labeled for 5 years, effective for 7

Figure 6: Copper-T

Intrauterine Contraceptive Devices (IUCDs)
The IUCDs are the small devices that are inserted into the uterus. Evidence
shows that IUDs work by:
•
Preventing fertilization primarily by interfering with the ability of sperm to
survive and to ascend the fallopian tubes where fertilization occurs.
•
Alters or inhabits sperm migration, ovum transport and fertilization.
•
Stimulates a sterile foreign body reaction in the endometrium which is
potentiated by copper.
There are various shapes like copper ‘T’. A trained person has to insert it in the
clinic, hospital or family planning centre. The midwife should refer those women
who opt for this method for examination and Counseling. The midwife should
advise the woman who has IUCD in her uterus that she can check the strings the
first few months but does not need to continually do so.
Medicated IUCDs
 Copper Releasing
 Copper T380 effective for 12 years,
 Multi load 375 effective for 5 years
 Progestin Releasing
 Mirena effective for 5 years
 Nova T
 Progestasert


The midwife should know that the IUCDs act by preventing the:
•
Sperm transportation through women’s reproductive tract
•
Fertilization of ovum by reducing the mobility of sperm
(Uterine washings have not recovered fertilized ovum from IUD-wearing
women—there is no evidence to support the prevention of implantation)
Indications
The woman of any reproductive age and parity who is suitable for this
contraceptive method should be referred to family planning clinic.
The women who:
23

Comprehensive Training for Healthcare Providers on HTSP, FP/RH and PAC

•
•
•
•
•
•
•
•
•

Want highly effective, long term contraception
Are breastfeeding
Are postpartum and not breastfeeding
Are post-abortion
Are at low individual risk of having an active STIs
Can not remember to take a pill every day
Prefer not to use hormonal methods or should not use them
Are in need of emergency contraception can use this method
Are HIV positive or have AIDS but are well and on ARV therapy

Contraindications
It is important for the midwife that she should know the conditions in which this
method can not be used so that she can refer the woman to family planning clinic
for Counseling on other methods. IUD should not be used if woman:
•
Is pregnant (known or suspected)
•
Has unexplained vaginal bleeding until the cause is determined and any
serious problem is detected
•
Has current pelvic inflammatory disease (PID)
•
Has current very high individual risk of having gonorrhea or chlamydia
•
Has acute purulent (pus like) vaginal discharge
•
Has distorted uterine cavity
•
Has malignant trophoblast disease
•
Has known pelvic TB
•
Has genital tract cancer
•
Has an active genital tract infection e.g. cervicitis, vaginitis
•
Has AIDS and is not clinically well
Advantages
The midwife should be able to explain to the woman the advantages of this
method as mentioned below:
•
IUCDs are highly effective, they help to prevent ectopic pregnancies and
have no interactions with any medicines. IUCDs provide long term protection
up to 12 years with copper T380 A. There is immediate return to fertility after
its removal. They do not affect breastfeeding.
•
An IUD can be taken out whenever a woman wants to get pregnant, or
whenever she wants it out.
Disadvantages
The disadvantages are:
•
The woman may have increased menstrual bleeding and cramping during
the first few months (copper releasing only).
Side Effects
The midwife should inform the woman that she may experience some side
effects with Copper releasing IUCDs for example:
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Changes in bleeding patterns (for the first 3–6 months):
 Prolonged and heavier menstrual bleeding
 Irregular or heavy vaginal bleeding
 Increased menstrual cramping or pain

Progestin Releasing IUCDs may cause amenorrhea or very slight menstrual
bleeding/spotting.
Insertion of an IUCD
The midwife should explain to the woman that a skilled person will insert the
IUCD after her full examination in a clinic.
IUCD can be inserted any time during the menstrual cycle, preferably days 1 to 7
of the menstrual cycle, when the health care provider is reasonable sure that the
client is not pregnant.
During postpartum it can be inserted immediately following delivery, during first
48 hours or after 4–6 weeks, or after 6 months if using LAM. IUCD can be
inserted
Post-abortion
immediately
or
within
the
first
7 days, provided there is no evidence of pelvic infection.
How to Check the String
If the woman wants, she can check her strings, especially the first few months.
The midwife should teach the woman that to check the string of IUD, she should
follow these steps:
•
Wash her hands with soap
•
Sit in a squatting position or stand with one foot up on step
•
Gently insert a finger into the vagina. Feel for the cervix. It feels firm like
the tip of a nose
•
Feel for the string but do not pull it (pulling the string might move the IUD
or cause it to come out)

Clinical Visit

The class will be
taken to the family
planning clinic to
observe the
counseling on
contraceptive
methods and will

Sterilization (Surgical Contraception)
Sterilization is a permanent surgical procedure where the fallopian tubes in a
woman or the vas deferens in a man are cut and tied. They lead to permanent
inability to conceive. Couples need thorough and careful counseling to ensure
that they accept the permanence of the procedure. The midwife should refer the
couple to the clinic for Counseling and safe procedure.
Vasectomy
It is safe, simple and quick surgical procedure which ties the men’s tubes (vas
deferens) and prevents the sperm joining the semen. The man still ejaculates but
the semen does not have sperm. It does not affect the sexual activity of the man
in any way, except that he cannot impregnate a woman. A proper informed and
written consent is essential. Vasectomy is an easier and less complicated than
tubal ligation in woman.
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Precautions
Although the couple receive counseling before and after the procedure in the
clinic but the role of midwife in counseling in the community is very important. The midwife should
counsel the couple and tell them the precautions they have to take:
•
Some sperms are usually left in the semen. Therefore it is advisable for
man to use condoms for three months after the surgery to prevent pregnancy
•
The operation takes 15 minutes and man can leave the hospital in
1–2 hours. He should take rest at home for two days and not do hard work for a week
•
In case of any bleeding from the cut, fever or swelling of scrotum, he
should consult the doctor
The midwife should make clear to man or couples that this procedure does not
affect the general health of the man, diminishes sexual desire or can not result in sexual impotency.
Tubal ligation
It is a procedure that consists of tying or cutting the ovarian (fallopian) tubes. This
stops the sperm and eggs from meeting, thus prevents pregnancy. The procedure can be done by minilaparotomy or through an operating laparoscope. Consent of the client is voluntary informed. Woman
should be counseled about risks and failure of procedure and alternatives available. She should be
asked about reason for request for sterilization over and above other long term reversible methods of
contraception.
She should be asked about possibility of wanting more children. Previous
methods of contraception used, and current method of contraception she is using should be enquired.
The midwife should specifically ask about any problems with previous and current contraceptive
methods assess the stability of marriage by asking about relationship with partner in a careful manner to
exclude any possibility of breakdown. The midwife should ascertain that she is sure that her family is
complete and the request for sterilization is not under any coercion or in reaction to a sudden loss (death
of partner, dissolution of relationship).
Alternative forms of long term contraception should be discussed, including
advantages and disadvantages. The midwife will explain that the recommended method is
laparoscopically with the application of clips or rings. Sterilization can be done via a mini-laparotomy but
the laparoscopic approach has a shorter operating time and quicker recovery. This is done under
general anesthesia (GA) usually and is a day case procedure. She should be advised to continue her
current method of contraception or offered a short term reliable form of contraception, until the operation
date.
Sterilization can be done at any time in the menstrual cycle provided the client
has been on a reliable form of contraception. Other wise it should be avoided in the luteal phase. A
preoperative urine pregnancy test should be done and even if it is negative, it should be explained to the
woman that a luteal phase pregnancy may be present (if patient not on any contraception) and the
procedure deferred. The midwife should refer the woman to the family planning clinic.
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Indications
The midwife should know that she can refer the woman for tubal legation in the
following conditions.
•
Decision is in the best interest of the client and when becoming pregnant
would cause a health risk for woman or a baby
•
When the couple agrees that they do not want more children
•
Woman has three or more children

Contraindications
It is important for the midwife that she should know the conditions in which this
method cannot be used so that she can refer the woman to family planning clinic for counseling on other
methods.
•
Delay: pregnancy
•
Use caution: past PID since LAST pregnancy, breast cancer, uterine
fibroids, previous abdominal or pelvic surgery
•
Use caution: respiratory disease, T.B. chest infection, hypertension,
diabetes, renal impairment, severe nutritional deficiencies, severe anaemias, psychiatric disorders,
umbilical hernia, obesity, recent injuries (to eliminate tetanus)
Advantages
The midwife should be able to explain to the woman that it is very effective,
permanent, life long method. There is no need for repeated hospitals visits. It has no interference with
sex, no long term side effects or health risks and minilaprotomy can be performed just after a woman
gives birth.
Disadvantages
The midwife should be able to explain to the woman that it is usually painful,
requires trained providers. The reversal is difficult, expensive and not available in most areas. It is more
risky as compared to vasectomy. Rarely bleeding or infection during or soon after the procedure can
occur.
Side Effects: None
Very rarely there may be complications of surgery: such as infection, bleeding
abscess or death.
In case the tubal ligation fails, there is a risk of ectopic pregnancy. She should be
told to seek medical advice in case there is abnormal abdominal pain or vaginal bleeding. The midwife
should remove woman’s doubts about this procedure. She should ensure the woman that it does not
interfere with sexual pleasure of a woman. There is no risk or fear of a new pregnancy. So couple can
relax and their sexual relationship may be more satisfying. The sterilization does not affect menstruation.
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Recovery Period
The service providers should tell the woman that she should rest for
two days after the procedure. She should not have sex or hard
work for one week and if she has severe pain or fever within a
month after procedure, she should consult her doctor.
Emergency or postcoital contraception (pcc)
PCC is reserve for use when contraception was not used, used
incorrectly or failed. It can prevent pregnancy in about 3/4th of the
cases; the sooner they are used the better it is. It should not be
used in place of family planning methods. The midwife should
inform the couple that emergency contraception will not cause an
abortion. PCC does not continue to prevent pregnancy during the
rest of the cycle; other methods of birth control must be used. It is
provided in two ways:
Role Play

The two students
will take part in the
role play. One will
act as a midwife
and other will act
as a woman who
complains that the
condom was
leaked inside her
and she does not
want to be
pregnant. She
wants to know that
what could be
done to prevent
pregnancy. The
midwife will tell
her about ECP
and counsel her.
After the role play
the class will
discuss the points
missed by the
midwife and her

Emergency Contraception Pills (ECPs)
•
COC—4 tablets within 120 hours and 4 after 12 hours
•
EC/ECP/Emkit/Postinar—1 tablet within 120 hours and 1 after
12 hours
The Copper Intrauterine Device
If it is inserted within five days of the unprotected intercourse,
almost any woman can safely use emergency contraceptive pills,
which give her a second chance to prevent pregnancy after sex.
This option is especially important given that there is a high fraction
of women who get pregnant each year when they are not trying to
have a baby (“unintended pregnancy”). Unfortunately, very few
women use emergency contraception when their contraception
fails, they have sex without using regular contraception.
Side Effects
Emergency contraceptive pills have no long-term or serious side
effects, and emergency contraception is safe for almost every
woman to use. In general, progestin-only emergency contraceptive
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pills have fewer
contraceptive pills.

side

effects

than

combined

emergency

The midwife should explain to the woman that she might find
herself feeling having nausea and some women complaint of
vomiting after taking emergency contraceptive pills. She might also
get a headache, feel tired or dizzy, have some lower abdominal
pain, or find that the breasts are more tender than usual. The
midwife should advise her that if she feels this way, it should be
stopped within a day or two. Some women also find that the female
hormones in the pills (either progestin alone or a combination of
progestin and estrogen) cause unexpected bleeding; this is not
dangerous and should clear up by the time she has her next period.
The pills might also cause next period to come early or late.
Emergency contraceptive pills (“morning after pills”) have no long
term or serious side effects.
Contraindications
The only time emergency contraception is “contraindicated”
meaning should not use it is confirmed pregnancy. Emergency
contraceptive pills won’t work then, and using an IUD as
emergency contraception could increase the risk of infection during
pregnancy.
The Risk of Pregnancy
Progestin only pills reduce the risk of pregnancy by 89% and if
used within the first 24 hours after sex, they reduce the risk of
pregnancy by up to 95%. Emergency contraceptive pills containing
both progestin and estrogen (known as “combined” pills) reduce the
risk of pregnancy by 75%. In other words, if 100 women use this
type of pill after having unprotected sex, only two of them will get
pregnant. Emergency insertion of a copper-T IUD reduces the risk
of pregnancy by more than 99%.
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Counseling
The midwife should counsel the lactating woman that using
emergency contraceptive pills once will probably not affect either
the quantity or quality of the milk the breasts are producing.
Although some hormones may be passed on through a mother’s
breast milk, child is not likely to experience any adverse effects
from it. Emergency contraceptive pills do not appear to cause any
birth defects. There is no evidence to suggest that emergency
contraceptive pills increase the risk of having an ectopic pregnancy.
Because emergency contraceptive pills reduce the risk of
pregnancy, so they also reduce the risk of having an ectopic
pregnancy. Making emergency contraception available and
informing women about it can help them prevent an unintended
pregnancy and reduce the need for abortion.
DISPELLING MYTHS
The midwife has a great responsibility in dispelling myths in the
community and to raise awareness and use of contraceptive
methods. There are some misconceptions about different
contraceptive methods, the midwife should give the correct
information and counsel the couples.
Community Visit

The class will be
taken to the
community with
LHW to observe
the Counseling

Oral Contraceptive Pills
•
Do not cause birth defects, infertility or build up in a women’s
body
•
Women do not need to take rest from using oral contraceptive
pills
•
Generally pills do not decrease female sex drive
IUCDs
•
Are not abortifacients
•
Are not too large for small women
•
Do not cause infertility, discomfort for the male partner or travel
to distant parts of the body
Vasectomy
•
Is not castration
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•
•
•

No loss of sexual desire, male physical traits or strength
No effect on urination, quantity of ejaculation
Sperms do not build up in body

Tube Ligation
•
No loss of femininity or sexual desire
•
Does not cause weight gain, heart disease
•
Menstruation occur but no longer signals fertility
•
Eggs do not build up in body
Family planning in special circumstances
The midwife has to look after all the woman in reproductive age and
to take appropriate action in special circumstances; therefore she
should know how to handle special situations for family planning.
Role Play

Two students will assume
roles. One will be the
midwife, the other a client.
The students taking part in
the role play should spend
a few minutes reading the
background information
and preparing for the
exercise. The observers in
the class should also read
the background information
so that they can participate
in the discussion following
the role play.

The midwife is an
experienced family
planning service provider.
She does not, however,
believe that adolescents
should use any family
planning method other than
condoms.

Client: The client is an 18year-old girl. She got
married recently. They

Adolescent
Young married girls less 20 years of age or young couples can use
fertility awareness methods, combined oral contraceptive, injections
or barrier methods.
Post-abortion Contraception
Combined oral contraceptive pills (COCs), progestin-only pills
(POPs), and progestin-only injectables contraceptives (PICs) can
be started immediately. The midwife should tell the couple that they
should use any method suitable for them for at least 6 months after
abortion.
First Trimester Abortion
IUCDs can be inserted immediately if risk or presence of infection
can be ruled out.
Second Trimester Abortion
Delay for 4–6 weeks. There is some concerns about the risk of
expulsion and perforation if infection suspected, delay insertion until
the infection has been resolved for 3 months.
Postpartum Contraception
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For Lactating Mothers
Lactational Amenorrhea Method (LAM) can be used from delivery of
baby to 6 months. IUCDs can be inserted just after delivery or after 6
weeks. Progestin only contraceptives, combined oral contraceptives
(COCs), combined injectable contraceptives (CICs) and natural
methods can be used after 6 weeks. Sterilization can be performed
just after delivery or after 6 weeks.
For Non Lactating Mothers
IUCDs can be inserted just after delivery or after 6 weeks.
Progestin–only contraceptives can be used just after delivery,
combined oral contraceptives (COCs) should be used after 6 weeks.
Sterilization can be performed just after delivery or after 6 weeks.
For woman > 35 years old
IUD are safely used by older women if not at risk for STIs possibly
preferred method because it is long term and effective. Condoms
can be used best used with predictable intimacy acts; protecting
against STIs. Surgical contraception is appropriate for clients or
couples who are certain about limiting pregnancies

Clinical practice
 IUCD Insertion
Procedure of Insertion of IUCD
The intrauterine Contraceptive device (IUCD) is an effective contraceptive for many
women. The copper-releasing IUCD can be used for 10 years
before replacement and is a good choice for women who cannot,
or choose not to, use hormone-releasing contraceptive s.
• The copper-releasing IUCD is a T-shaped polyethylene
device with 380 mm of exposed surface area of copper on its
arms and stem.
• The released copper ions interfere with sperm mobility and
incite a foreign-body reaction that results in a spermicidal
environment.
• A 3-mm plastic ball is located at the base of the IUCD,
through which the monofilament thread passes. Once inserted,
the IUCD can remain in place for up to 10 years.
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Patient Preparation
•
•
•
•

•

The physician should discuss with the patient the risks and benefits of the IUCD.
Informed consent may be obtained after these steps are completed.
Administration of a non steroidal anti-inflammatory drug (e.g., 600 to 800 mg of
ibuprofen [Motrin]) one hour before insertion may alleviate discomfort.
The physician should instruct the patient about how to locate the IUCD threads. It
is necessary for the woman to locate the threads to verify the position of the
IUCD after each menstruation.
The patient should be told to call her physician’s office if she is ever unable to
locate the IUCD threads.

Insertion
Equipment for IUCD Insertion device
•
•
•
•
•
•
•

Cervical tenaculum
Cotton balls moistened with antiseptic solution
Long suture scissors
Ring forceps
Sterile and non sterile examination gloves
Sterile IUCD package with IUCD Sterile tray for the procedure
Sterile vaginal speculum Uterine sound

Technique of fixing IUCD
•

The arms of the IUCD are to be folded
insertion tube far enough to retain
This can be done before the start of the
procedure, working through the sterile
package.

•

The arms of the intrauterine device are folded into the insertion tube.
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Procedure of IUCD Insertion
• The cervix and adjacent vaginal fornices should be cleansed liberally with an
antiseptic solution.
• A sterile uterine sound should be used to determine the depth of the uterine cavity.
Contact with the vagina or speculum blades should be avoided. The uterine sound
has a bulbous tip to help prevent perforation. An alternative to the uterine sound is an
endometrial aspirator such as those used for
endometrial biopsy sampling. An adequate uterine
depth is between 6 and 9 cm and should be
documented in the patient’s record. An IUCD should
not
be inserted if the depth of the uterus is less than 6
cm.
• The physician should use sterile gloves to remove
the
IUCD from the sterile package. The blue flange
should be aligned with the IUCD arms and set at the distance the uterus was
sounded. The white inserter rod should then be placed into the insertion tube at the
end opposite the arms of the IUCD and approximated against the ball at the base of
the IUCD.
• The physician should then insert the IUCD into the uterus until the flange is against
the cervical os.
• The clear inserter tube should be pulled back on the insertion rod approximately 2
cm so that the arms can spread to the “T” position The tube should be advanced
slowly to ensure a correct positioning of the IUCD
• The physician should remove the insertion
rod by holding the insertion tube in place
and then remove the insertion tube and the
tenaculum. Finally, the threads emerging
from the cervical os should be cut to a
length of 3 cm. The length of the threads in
the vagina should be noted in the patient’s
record for further reference.
• The
arms
of
the
copper-releasing
intrauterine device are released. The
insertion tube is advanced for placement of the copper-releasing intrauterine
device.
• The insertion rod of the copper-releasing intrauterine device is withdrawn.
Precautions
If the IUCD threads are not present, a pregnancy test should be performed. When the
results are negative, a cytobrush can be inserted gently into the cervical canal to locate
the threads. If this method is unsuccessful, radiography or ultra sonography may be
used to locate the IUCD. Uterine perforation, which is more likely to occur during
insertion of the device, ranges from 0.1 to 0.3 percentWhen the results of the pregnancy
34

Comprehensive Training for Healthcare Providers on HTSP, FP/RH and PAC

test are positive, an ectopic implantation must be ruled out. If the strings are visible and
the pregnancy is early, the IUCD can be removed but with a risk of pregnancy loss. If
the strings are not visible, ultrasonography should be performed to identify the IUCD for
removal.
Removal
An IUCD should be removed:
o
o
o
o
•
•
•

At the expiration date
When the patient develops a contraindication
When adverse effects do not resolve
On patient request

The IUCD is removed by securely grasping the threads at the external Os with ring
forceps. Traction should be applied away from the cervix.
If resistance is met, the removal should be abandoned until it is determined why the
IUCD is not moving.
A deeply embedded IUCD may have to be removed hysteroscopically.

 Infection Control Practices
Infection Prevention Practices
Hand Washing and Wearing Surgical gloves
The procedure for the timed five minute scrub
consists of:
Remove all jewelry (rings, watches,
bracelets).
•
Wash hands and arms with anitmicrobial soap. Excessively hot water is
harder on the skin, dries the skin, and is too uncomfortable to wash with for the
recommended amount of time.
•
However, because cold water prevents soap from lathering properly, soil
and germs may not be washed away.
•
Clean subungual areas with a nail file.
•
Start timing. Scrub each side of each
finger, between the fingers, and the back and
front of the hand for two minutes.
•
Proceed to scrub the arms, keeping
the
hand higher than the arm at all times. This
prevents bacteria-laden soap and water from
contaminating the hand.
•
Wash each side of the arm to three
•
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inches above the elbow for one minute.
•
Repeat the process on the other hand and arm, keeping hands above
elbows at all times. If the hand touches anything except the brush at any time,
the scrub must be lengthened by one minute for the area that has been
contaminated.

Rinse hands and arms by passing them through the water in one direction
only, from fingertips to elbow. Do not move the arm back and forth through the
water.
•
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Putting on Sterile Surgical Gloves
Preparation for putting on surgical gloves
Gloves are cuffed to make it easier to put them on without contaminating them. When
putting on sterile gloves, remember that the first glove should be picked up by the cuff
only. The second glove should then be touched only by the other sterile glove.
Step1
Prepare a large, clean, dry area for opening the package of gloves. Either open the
outer glove package and then perform a surgical scrub or perform a surgical scrub and
ask someone else to open the package of gloves for
you.
Step2
Open the inner glove wrapper, exposing the cuffed
gloves with the palms up.

Step 3
Pick up the first glove by the cuff, touching only the inside
portion of the cuff (the inside is the side that will be touching
your skin when the glove is on).

Step 4
While holding the cuff in one hand, slip your other hand into the
glove. (Pointing the fingers of the glove toward the floor will keep
the fingers open.) Be careful not to touch anything, and hold the
gloves above your waist level.
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NOTE: If the first glove is not fitted correctly, wait to make any adjustment until the
second glove is on. Then use the sterile fingers of one glove to adjust the sterile portion
of the other glove.
Step 5
Pick up the second glove by sliding the fingers of the gloved
hand under the cuff of the second glove. Be careful not to
contaminate the gloved hand with the ungloved hand as the
second glove is being put on.

Step 6
Put the second glove on the ungloved hand by maintaining a
steady pull through the cuff.

Step 7
Adjust the glove fingers until the gloves fit comfortably.
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Post abortion care
Background
Unsafe abortion continues to be a major public health problem in many countries. A
woman dies every eighth minute somewhere in a developing country due to
complications arising from unsafe abortion. Every year over 600,000 maternal deaths
occur worldwide, mostly in the developing countries. These women leave behind
millions of motherless children whose survival is precarious due to lack of emotional
support and maternal care. In Kenya, the maternal mortality rate stands at 590/100,000
live births. Maternal deaths represent 27 percent of all deaths to women aged 15 – 49
years. Among these deaths, abortion-related complications contribute one third of all the
maternal deaths. Abortion-related deaths can be prevented by using strategies such as
capacity building for management of complications of abortion by training paramedics in
PAC, upgrading rural health facilities to provide PAC services and providing support
supervision to rural health workers trained in PAC.
Women seek abortion care services for a wide range of reasons. Spontaneous abortion,
also known as miscarriage and women seeking to induce abortion, or seeking treatment
for the management of unsafe abortion, all have a need for good quality services,
provided by non-judgmental service providers. To ensure women have access to postabortion care (PAC), services should be available at the lowest level health facility
possible. Misoprostol can be provided in a simple health post, as long as manual
vacuum aspiration (MVA) is available nearby.1 MVA can be performed at health centre
level, by trained mid-level providers. Surgery, for example to repair a ruptured uterus,
should be performed at the referral hospital, with blood transfusion available.
Women have the right to seek PAC services. Providers should treat all clients with
empathy and respect. A woman should be provided with services whatever her age,
parity or marital status. Good quality PAC services utilize internationally recognized
methods to manage complications of abortion. MVA is the most widely used
recommended method of uterus evacuation. Recently, the use of misoprostol has been
recognized as a safe, non-invasive method to achieve the same. Good infection
prevention (IP) practices, effective pain management and management of complications
are essential components of good quality PAC services.
The international health community contains a wealth of resources that, if coordinated,
could have an immediate and significant impact in reducing global levels of maternal
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mortality and morbidity stemming from the complications of unsafe abortion. Deaths and
injuries from incomplete abortion are almost wholly preventable through existing means.
In order to reduce the risk of long-term illness or disability, and death, to women
presenting with the complications of incomplete abortion, healthcare systems must
provide easily accessible, quality post abortion care at all service levels.
The ICPD Programme of Action (POA) called attention to the health consequences for
women of unsafe abortion and called for actions to address this critical public health
issue(United Nations 1994).
•

Paragraph 7.6 states that abortion care should be an integral part of primary
health care.

•

Paragraph 8.25 declares that “In circumstances where abortion is not against the
law, such abortion should be safe.”

•

In 1999, the United Nations’ five-year review of POA implementation
strengthened this call to action: “In circumstances where abortion is not against
the law, health systems should train and equip health-service providers and
should take other measures to ensure that such abortion is safe and
accessible.”(United Nations 1999)

Millennium Development Goal (MDG) 5, “Improve maternal health,” seeks a 75 percent
reduction of maternal mortality between 1990 and 2015 and includes a target of
achieving universal access to reproductive health care.MDG 5 can be met only if unsafe
abortion is effectively addressed.

Magnitude of the Problem: Global
Of the 205 million pregnancies each year worldwide, 80 million are unplanned. Of these,
42 million are terminated – 22 million legally and 20 million illegally.1, 2, 3 Unsafe
abortion accounts for 13% of maternal deaths worldwide and as much as 25% in some
countries.
Women usually seek abortion for a variety of reasons, including limiting family size,
delaying childbearing or contraceptive failure, lack of access to contraceptives, or as a
result of rape.4 Unmet need for family planning is the root cause for induced abortion,
legal or illegal.5 Women who have had an induced abortion are at special risk of repeat
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induced abortions.6 For these and all women, family planning should be voluntary,
readily available, and information should be comprehensible and concise

Abortions in Asia
•
3/4th of the abortions in South Asia and 2/3rd in South East Asia are Unsafe.
•
Estimated 10.5 million unsafe abortions in the year 2000 (Åhman and Shah,
2002).

Number of Unsafe Abortions

Abortion Situation in Pakistan
Incidence of Abortion in Pakistan1
•
According to the only national study on abortion incidence in Pakistan, an
estimated
890,000 induced abortions occurred in 2002, and the abortion rate was 29
per 1,000
women of reproductive age.
•

Of every 100 pregnancies, 14 ended in induced abortion.

1www.guttmacher.org
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•

Abortion rates in the North West Frontier Province (NWFP) and Baluchistan were
substantially higher (at 37–38 abortions per 1,000 women) than rates in the
Punjab
and Sindh provinces (at 25 and 31, respectively).
•
Nearly one in four births in Pakistan (24%) are unplanned, according to the
2006– 2007 national Demographic and Health Survey.
•

Abortion is highly stigmatized in Pakistan, and women are reluctant to talk about
their experiences when directly asked. Thus, studies estimating the incidence
of abortion must employ indirect methods.
•

A 1997–1998 hospital survey in Karachi found that only 7% of women with
postabortion complications acknowledged that their abortions were induced.

Who has abortion and why?
•
Almost all women treated for abortion complications—a group likely to be very
similar to
women who resort to induced abortion overall—are married, and their
average age is
about 30.
•
This pattern is consistent with many other Asian countries, where women who
have induced abortions are typically older and married, rather than young and
unmarried, as is
more common in regions such as Sub-Saharan Africa.
•
Most Pakistani women who are treated for complications are already mothers
and have an average of four children.
•

Pakistani women want to have about three children, suggesting that most women
obtaining abortions have already surpassed their desired family size.

•
Level of education does not seem to influence the decision to have an induced
abortion. The
educational profile of women who have an abortion is similar to that
of the female
population at large.
•
Women cite poverty and having had all the children they want as the two most
common
factors in deciding to have an abortion.
•
In 2002, a study carried out in three of the four provinces of Pakistan reported
that 55%
of
women having an abortion stated that they “had enough children,”
54% said they
couldn’t
afford to have another child, & 25% felt it was “too
soon” to have another
child.
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•
A study of post-abortion cases at a Karachi hospital found that 43% of the
abortions
occurred within the first eight weeks of pregnancy and another 39% took
place during weeks 9–14, suggesting that most abortions take place at a fairly early
gestational age.
However, 18% occurred at 15 weeks or later, when the risk for
severe health
consequences is higher.
Abortion Services Providers in Pakistan
•
In Pakistan, abortion procedures are provided by a wide variety of personnel,
from medical doctors to traditional practitioners, and often under unsafe conditions.
•
Post-abortion patients at a large Karachi hospital reported they had procured
abortions
from doctors (30%) and nurses or lady health visitors (36%); dais
(traditional birth
attendants) had been the abortion providers for 32% of the women.
Only 2% of the
women had had a self-induced abortion.
•
A national study of health professionals estimated that, on average, only 7% of
poor rural
women obtained abortions from doctors; 42% went to dais. Among non
poor urban women, 49% had doctors perform their abortions, and 9% went to dais.
Among poor urban women, 34% went to dais.
•
Although most clinics in a 1997 study employed trained personnel, only seven
out of 32
were properly equipped to carry out safe abortions.
•
Typically, dilation and curettage procedures were performed. Manual vacuum
aspiration, which is safer and less invasive, was virtually never used.

Contraceptive use
•
One-quarter of currently married women—an estimated 6.6 million women in
2007—
have an unmet need for contraception. That is, they either do not want any
more children
or
do not want a child at the present time, but are fecund and
are not using contraception.
•
Only about 30% of married Pakistani women of reproductive age are currently
using a
contraceptive method.
•
More than a quarter of these women use low-efficacy traditional methods, such
as
withdrawal or periodic abstinence. Reasons women give for not using
contraceptives
include fatalistic views, for example, “up to god” (28% of women);
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opposition by the respondent, her husband or others (23%); perceptions that they are
not at risk of pregnancy (25%); and concerns about side effects or lack of knowledge
about contraception(15%)• While high compared with most developed countries,
Pakistan’s fertility rate is lower than would be predicted (four births per woman
overall and three births for urban women),
considering that contraceptive use is
30%.
•
The relatively low level of fertility in spite of low levels of contraceptive use
suggests that
induced abortion is likely to be an important contributing factor in
controlling fertility.
•
The fact that contraceptive prevalence is lower and abortion rates are higher in
Baluchistan and NWFP than in the more developed provinces supports this
interpretation.
Consequences of unsafe abortions in Pakistan
•
A national 2002 study estimated that 197,000 Pakistani women were hospitalized
for
complications of unsafe abortion. That equals 6.4 such hospitalizations per 1,000
women
aged 15–49.
•
Only about 50% of poor women who need treatment for severe abortion
complications
receive hospital-based care.
•
Women experiencing complications of unsafe abortion commonly suffer from
incomplete abortion, excessive bleeding, trauma to the reproductive tract or adjacent
anatomical areas, infection or a combination of these complications.
•
A study in a large Karachi hospital over a 21-month period reported that 10% of
women
admitted for post-abortion care died of serious complications; sepsis was
the most
frequent cause.
•
Little is known about the fate of women who need treatment but do not receive it
or about
other consequences of unsafe abortion, such as long term disability,
infertility and the
economic costs to individuals, families, the health care system and
society.
Abortion Law in Pakistan
•
with

In 1990, the Pakistan government revised the colonial-era Penal Code of 1860
respect to abortion to better conform to Islamic teachings.
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•
Under the 1990 revision, the conditions for legal abortion depend on the
developmental
stage of the fetus.
•
Abortions are allowed in order to save the women’s life or in order to provide
“necessary treatment” before the fetus’s organs are formed; afterwards, abortions are
permitted only to save the woman’s life.
•
Islamic scholars have usually considered that organs are formed by the fourth
month of
gestation.
•

The penalty for illegal abortion depends on the fetus’s developmental stage when
the abortion took place. Before any organs are formed, the offense requires
penalties under civil law (imprisonment for three to 10 years). After organs are
formed, compensation (diyat)is required from the offender, and imprisonment
may be prescribed as well

Types of Abortion

1. Abortion
It is the premature exit of the products of conception (the fetus, fetal membranes, and
placenta) from the uterus. It is the loss of a pregnancy and does not refer to why that
pregnancy was lost.
2. Spontaneous: Occurs without deliberate measures, can be complete or
incomplete.
3. Induced: Occurs through a deliberate intervention, can be safe or unsafe.

Worldwide about 133 million births occur annually of these
experts estimate about 33 million (one-fourth) are
unintended.

Spontaneous Abortion
It is the loss of pregnancy before foetal viability.
A large percentage of the product of the union of an egg and a sperm does not get
implanted in the uterus and therefore the uterus often has to expel it. This may occur
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very early on with the woman only experiencing a larger than usual blood flow around
the time of her expected menstrual period, or it may occur later.
When it occurs later, the event is commonly called a miscarriage, but technically it is a
spontaneous abortion if it occurs before twenty weeks of conception Spontaneous
abortions can be the body’s way of preventing the birth of a defective child. Sometimes
they may also occur due to maternal health problems.
The types of Spontaneous abortion include:
Threatened abortion – the client may experience bleeding and cramping. On
examination, the cervical os is closed. The pregnancy may continue.
Inevitable abortion - pregnancy will not continue, bleeding and cramping lead to
expulsion of products of conception (POC).

Incomplete abortion - POC have been partially expelled. May be spontaneous or
induced abortion. Bleeding may continue and become life threatening.
Complete abortion - POC have been completely expelled. May not require medical
intervention.

Induced abortion
Termination of pregnancy through a deliberate intervention intended to end the
pregnancy, which may be medical, surgical or result from the use of herbal preparations
or other traditional practices that cause the uterus to expel or partly expel its contents2.
Septic Abortion
Abortion complicated by infection. May occur following any kind of abortion but is more
common following illegal abortion and incomplete abortion. Sepsis may result from the
infection if microorganisms ascend from the lower genital tract following either
spontaneous or unsafe abortion
Reasons for Unwanted Pregnancy

•
•

Inappropriate time for pregnancy
Unprotected intercourse

2World Health Organization. Safe abortion: technical and policy guidance for health systems. Geneva 2003.
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• Unavailability & inaccessibility of contraceptive
• Contraceptive failure
• Ignorance about fertility & reproductive health
• Economic hardship leads to sex for income
• Pregnancy socially unacceptable
• Breakdown of traditional family & societal values
Unsafe abortion
•
•

Procedure performed either by persons lacking in necessary skills or in an
environment lacking in minimal medical standards or both3.
Unsafe abortions lead to various complications. It is therefore necessary that the
patients are provided with necessary services to help them to combat the various
problems. In light of this, various elements of Post Care have been identified
which will help the health care providers in managing such cases.

Elements of Post Abortion Care
The PAC Consortium's expanded and updated Post abortion Care Model 2002. The
PAC Consortium's five essential elements of PAC are:

1 Community and service provider partnerships for prevention (of unwanted
pregnancies
and unsafe abortion), mobilization of resources (to help women
receive appropriate and timely care for complications from abortion), and ensuring
that health services reflect and meet community expectations and needs;
2 Counseling to identify and respond to women's emotional and physical health needs
and other concerns;
3 Treatment of incomplete and unsafe abortion and complications that are potentially
life- threatening;
4 Contraceptive and family planning services to help women prevent an unwanted
pregnancy or practice birth spacing; and

3Alberman E. Spontaneous abortion: epidemiology. In: Stabile S, Grudzinkas G, Chard T, editors. Spontaneous
Abortion: Diagnosis and Treatment. London: Springer- Verlag. 1992. pp. 9–20.
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5 Reproductive and other health services that are preferably provided on-site or via
referrals to other accessible facilities in providers' networks.
Initial Assessment:
The goal of initial assessment is to:
1. Make accurate diagnoses.
a)

Identify life-threatening conditions

b)

Confirm presence of incomplete/inevitable abortion

c)

Determine the size of the uterus.

2. Detect presence of complications
3. Determine need for appropriate treatment including
a)
Appropriate treatment for evacuation of the uterus (misoprostol, MVA,
dilation and
evacuation)
b)

Antibiotic drug therapy.

4. Identify constraints with respect to treatment or contraindications:
a)

Allergic reactions

b)

Chronic illnesses

c)

Bleeding disorders

 History Taking
Specific reproductive health information needed include:
1. Menstruation history, including irregularity as well as history of amenorrhea from
first day of last menstrual period (LM P)
2. Pregnancy history, including delivery and loss
3. Previous or current reproductive tract infection
4. Current and previous use of contraception
5. Vaginal bleeding (duration and amount)
6. Cramping (duration and severity)
7. Fainting (syncope) and blackouts
8. Fever, chills or general malaise
9. Abdominal or shoulder pain
10. Tetanus vaccination status
11. Possible exposure to tetanus
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 Physical Examination
As part of the initial assessment, it is necessary to conduct a physical examination.
Explain to the client what will happen. Be sure to keep her covered with a sheet or towel
during the examination to protect her dignity. During a physical examination:
1
Check and record the client’s vital signs (temperature, pulse, respirations and
blood pressure).
2

Note the general health status of the woman (nutritional, anaemia).

3

Do systemic examination (lungs, heart, extremities, and nervous system).

4

During abdominal examination check for:
**

Masses, palpable uterus or gross abnormalities

**

Distended abdomen with decreased bowel sounds

**

Rebound tenderness with guarding

**

Suprapubic or pelvic tenderness.

i) Pelvic Examination
Prior to the pelvic examination, explain the purpose of the examination to the client and
be sure she has emptied her bladder. For the examination, the client should lie on an
examination couch and she should be covered with a cloth or drape to protect her
dignity and privacy. The clinician should wear clean undamaged gloves during pelvic
examination. The purpose of the pelvic digital examination is to:
1

determine the size, consistency and position of the uterus

2

check for tenderness

3

determine the degree of cervical dilation

4

carefully assess the vagina and cervix to check for tears and bleeding.

If the uterine size is difficult to assess, it may be because the uterus is tilted backward
retroversion), the client is overweight or has abdominal guarding (not relaxing the
abdomen enough for the uterus to be felt). It is important not to begin MVA procedure
for incomplete abortion until the size of the uterus has been determined. If problems in
determining the size orposition of the uterus are encountered, have a more experienced
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clinician (if available) assess the uterine size. If there is any doubt, treat the woman as if
the pregnancy was more advanced than suspected initially.
ii) Speculum Examination
1

Before inserting the speculum:

o
o
2
Insert
vaginal

Look at the genital area to see if there is bleeding and assess the amount.
Check the odor and color of the vaginal blood or discharge.
the speculum to visualize the cervix. Remove any visible POC from the
canal or cervical os and keep the tissue for examination.

3
Note any abnormal smelling discharge, the amount of bleeding and whether the
cervix is
open (dilated) or not. Check for cervical or vaginal tears, lacerations or
perforations. Check for pus in the cervix. Cervical infection increases the chance of
post-operative
uterine infections. This includes acute pelvic inflammatory disease
(PID). If infection is present or suspected, take samples for bacteriological culture if
possible. Begin antibiotic treatment with broad spectrum antibiotics before performing
MVA.

Management







i) Management of Threatened Abortion
Medical treatment is usually not necessary.
Advise the woman to avoid strenuous activity and sexual intercourse. Bed rest
may be
necessary.
If bleeding stops, encourage the woman to attend antenatal clinic. Reassess if
bleeding
recurs.
If bleeding persists, assess for foetal viability using pregnancy test or ultrasound
if
available or ectopic pregnancy.
Do not give medications such as hormones (e.g., oestrogens or progestins) or
tocolyticagents(e.g., salbutamol or indomethacin) as they will not prevent
miscarriage.

Methods of Uterine Evacuation
-

MVA (up to 12 weeks gestation)
Misoprostol (up to 12 weeks gestation for management of
incomplete abortion)
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ii) Management of Incomplete Abortion
Incomplete abortion can be managed both medically and surgically depending upon the
condition of patient.







If pregnancy is less than 12 weeks and abortion is spontaneous, discuss with
client preference for expectant management of evacuation of uterine
contents. If expectant management is the preference, provide her with
information as to what to expect during the process and warning signs which
indicate she should return to the health facility.
If bleeding is light to moderate and pregnancy is less than 16 weeks, use
fingers or ring (or sponge) forceps to remove POC protruding through the
cervix.
If client prefers evacuation of uterine contents or this is the chosen option due
to induced abortion, give misoprostol 600mcg by mouth4
If history of foreign objects inserted into vagina or uterus to induce abortion or
if signs of infection, give prophylactic antibiotics. For all women presenting
with incomplete abortion, provide family planning Counseling and method as
appropriate.

 Medical Management of incomplete abortion:
Developments in drug therapy mean that surgical aspiration is no longer the only
method of safely removing retained POC. Misoprostol is a synthetic prostaglandin E1
analogue which primes the cervix and causes contractions of the uterus. It is relatively
cheap, has a long shelf life and is stable at room temperature, making it ideal for low
resource settings. It can be administered by non-surgically trained healthcare workers at
primary healthcare facilities.
Misoprostol has also been shown to be effective in PAC.
Regimen
A single dose of 600mcg orally is indicated for treatment of incomplete abortion for
women presenting with an open cervical os and uterine size equivalent to 12 weeks
gestation. It is possible to ascertain gestation from the client history and clinical
examination. Eligibility of use of misoprostol should also be assessed.

4Blum J, Winikoff B, Gemzell-Danielsson K, Ho PC, Schiavon R, Weeks A. Treatment of incomplete abortion and miscarriage with
misoprostol. International Journal of Gynecology& Obstetrics 2007; 99: Supplement, pp.186-89.
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A woman should not be given misoprostol if she has:
1. suspected ectopic pregnancy
2. signs of pelvis infection and/or sepsis
3. known allergy prostaglandins
4. IUD in situ.
Misoprostol can be provided in a simple health post, as long as manual vacuum
aspiration (MVA) is available nearby2.
Treatment and Follow-up
Treatment is simple and involves two visits to health centre. At the first visit, the provider
assesses pregnancy status and explores options with the client for management of
incomplete abortion. The options for expectant management, surgical or medical
intervention are explained. The woman, with help from the health provider, chooses the
course of treatment which is most suitable for her.
The course of treatment is brief and usually involves two out-patient visits. At the first
visit, the incomplete abortion status should be confirmed by history and clinical exam
and eligibility for misoprostol assessed. The woman takes the single dose of
misoprostol either at the health centre or at home.
At the second visit, 7 to 14 days after the administration of misoprostol, the healthcare
worker checks that the abortion is complete. Routine provision of antibiotics is not
necessary. However, if there are signs or symptoms of infection, the healthcare worker
may provide appropriate antibiotics. Contraceptive advice and methods are provided at
the follow-up visit. Women are informed of the process and what to expect. Side effects
are minimal and short-lived. She is also informed of the success rate and the possible
need to undergo MVA to surgically empty the uterus.
Bleeding
Bleeding is a desired effect after administration of misoprostol and therefore is not
considered a side effect. Bleeding may be heavy for three to four days before becoming
moderate. This will typically lasts up to two weeks with additional days of spotting that
can continue until the next menstrual period. Women are instructed to contact a
healthcare provider if they:
1. Soak one or more large pads per hour for two consecutive hours
2. Suddenly experience heavy bleeding after bleeding has slowed or stopped for
several days
52

Comprehensive Training for Healthcare Providers on HTSP, FP/RH and PAC

3. Have a bleed that is like a normal period, but continues for two weeks
4. Begin to feel dizzy or light-headed.
The unsafe abortion claim the lives of many women who do not have access to life
saving post abortion care services.
 Surgical Management of Incomplete Abortion

Manual Vacuum Aspiration (MVA)
Safe and effective technology for treating complications related to abortion.
Rationale for the use of MVA
The treatment of incomplete abortion almost always requires removal of retained
products of conception (POC) from the uterus. Dilatation and curettage (D&C), the
traditional method of removing tissue from the uterus, is accomplished by scraping the
uterine walls with a metal Curette. Vacuum aspiration uses suction to remove uterine
tissue through a cannula without scraping the uterine walls.
Use of MVA for treatment of complications is the recommended practice for treating
incomplete abortion in most of the developing and developed countries,
Mechanism of Action
•
•

MVA acts via vacuum evacuation of uterine contents through a cannula, attached
to a hand-held vacuum syringe.
The vacuum evacuates/extracts the contents of the uterus without damaging the
lining of the uterus.

Indications for MVA:
•
•
•
•
•
•

Inevitable abortion
Incomplete abortion
Septic abortion
Missed abortion
Retained placental products
Endometrial sampling
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Dilatation and Curettage (D and C)
This can be done by dilating the Os and do the curettage of uterus for removing the
products of conception. However the MVA is better compared to D and C.
MVA vs. D&C
• Lesser incidence of haemorrhage, cervical injury, lacerations, uterine perforation
• Less dilatation required and hence less painful and lesser chances of vagal
reactions
• Less pain medication and anesthesia
• Less hospital stay
• No major O.T. set up required
• This technique requires single visit and is completed in 5-10 minutes with no
hospitalization expense.
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PRE/POST TEST FOR HCPs
Time Allowed= 30 Minutes

Name_____________________________

Encircle Whether True OR False

General family planning services questions

2. The healthcare provider should prescribe Family Planning method as per his/her T

F

best judgment
T

F

4. Recommended interval before attempting the next pregnancy is at least 24 T

F

3. Pregnancy before the age of 18 years has no adverse effects on the clients health
months in order to reduce the health risks to mother and the child

5. Vasectomy is effective immediately after the surgery

T

F

6. It is preferable to lubricate condoms before use

T

F

7. Condoms protects from sexually transmitted infections

T

F

Counseling and assessment

8. The best way to correct a Family Planning rumor is to ignore it

T

F

9. Once the method has been chosen by the client, the provider is supposed to

T

F

T

F

T

F

T

F

provide detailed information about that method

10. The woman’s spouse should always be present during family planning
counseling

11. It is not necessary to take the client’s history before providing a contraceptive
method

12. During assessment of a family planning client, pregnancy can be ruled out only
if a pregnancy test is done.
WHO medical eligibility criteria

13. Low dose Combined oral contraceptives can be given to client with HIV/AIDS

T

F

14. Nulliparous woman can use the IUCD as a method of contraception

T

F
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Emergency contraception
14. Emergency contraceptive pills (ECPs) are effective if taken within 120 hours of
unprotected intercourse

T

F

15.Emergency Contraceptive Pills should be used if the client forgot to take the
Oral contraceptive (brown Pills) on the 24th day of menstrual cycle

T

F

16.After the use of ECP, menstrual cycle gets 1 week late

T

F

T

F

T

F

T

F

T

F

T

F

T

F

T

F

T

F

T

F

T

F

T

F

Oral contraceptives

17. Oral contraceptive method is the best method of contraception for a woman who
is breastfeeding her infant age 3 months.

18. Oral contraceptive Pills are also used as emergency contraception
19. Combined oral contraceptive Pills regularize the menstrual period
20. Combined Oral contraceptive Pills have protective effect on ovarian cancer
21. COCs decreases menstrual cramps
22. COCs is the combination of estrogen and progesterone
23. The mechanism of action of COCs is to prevent the release of the ovum (or
egg)
24. COC pills can be started only during the menstrual period
25. COCs benefit the breast feeding mothers by increasing the quantity of milk
26. Excessive bleeding is the most common side effect experienced by the pill
users
Injectables

27. If the client is on injectable contraceptive (3 months), she comes one week
later than the schedule time, she should be given second injection
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T

F

T

F

T

F

T

F

32. Decontamination of instruments makes the instruments safer to handle by staff who T

F

28. If women are familiar with injections, they do not need to have counseling.
29. If the patient develops bleeding P/V following Contraceptive injection,
next injection should not be given.
30. Changes in bleeding pattern is the major reason of the discontinuation of
injectables
31. Injectable contraceptives prevent pregnancy for 1 year.
Infection prevention
clean them

B. Encircle the correct answer

1. Family planning saves lives by reducing the risk of death related to
a) Girls who are not fully mature and become pregnant
b) Unsafe abortions
c) Pregnancies that are spaced two years or less apart
d) All of the above

2. Family planning improves the health of mothers and children because
a) It helps young married girls attain full growth by delaying pregnancy until after 18 years of age
b) It decreases the risk of having a low birth weight baby
c) Spacing pregnancies allows more time for the mother to take care of the youngest baby and
allows the mother to breastfeed her last infant for up to two years.
d) All of the above

3. Women should have access to family planning services because
a) Family planning is a basic human right
b) Family planning helps women control their fertility
c) Controlling fertility widens opportunities for employment outside the home
d) All of the above
4. Contraception counseling includes:
a) Introducing self, providing privacy and making the client feel comfortable
b) Asking the client what her intentions are about having children and benefits of pregnancy spacing
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c) Ask her if she has any previous experience with contraception, knows what method she’d like to
use and any concerns about methods
d) All of the above

5. Post-abortion clients’ fertility returns:
a) Right after the abortion
b) At 6 weeks after the abortion
c) After her next menses
d) 11–14 days after her abortion
6. When is an appropriate time or times to counsel clients on postpartum family planning?
a) 6 weeks postpartum
b) While in the postpartum ward
c) Antenatal
d) a) and c)
e) All of the above

7. Although it is hard to know exactly when a postpartum woman’s fertility returns, on average, if she is
not breastfeeding her fertility returns
a) In 3 months
b) In 45 days
c) Immediately
d) After her first menses
8. What is the best contraception for a woman who is 4 months postpartum, only breastfeeding and her
menses has not resumed?
a) Condoms
b) Combined oral contraception
c) Lactation amenorrhea method
d) Withdrawal
9. Postpartum family planning is important because:
a) Women are not interested in family planning at that time
b) The maternities have limited capacity and unable to accommodate more deliveries
c) Can help prevent pregnancies that may occur in the next 24 months and promote healthy spacing
of pregnancies
d) All of the above
10. Healthy Spacing of Spacing means
a) That couples need to work hard to provide for the next child.
b) That mothers need to eat well and space their meals to cover all the nutrients
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c) For the healthiest outcome to mother and baby, couples should wait until their last baby is at least
2 years old before they try to get pregnant again
d) All of the above
11. The criteria for LAM are:
a) Fully or nearly fully breastfeeding, less than 4 months postpartum, menses has not returned, and
baby still feeds at least once during the night
b) Fully or nearly fully breastfeeding, less than 6 months postpartum, and menses has not returned
c) Fully or nearly fully breastfeeding, less than 4 months postpartum, and menses has not returned
d) Fully breastfeeding infant who is 6 weeks or less

12. Inject able contraceptives are effective
a) Only if taken weekly
b) Within 24 hours of having the injection
c) Within 48 hours of having the injection
d) Within one week of having the injection

13. Which one of the following is WHO criterion 3 for insertion, risks usually outweigh the benefits of
providing the method?
a) Woman is a diabetic
b) Woman has rheumatic heart disease
c) Woman has AIDS
d) Woman has active chlamydia infection
14. Following removal of the Copper T intrauterine device, fertility returns
a) In one month
b) In two months
c) Immediately
d) Very slowly
15. Following the insertion of the IUCD, the woman should return to the clinic:
a) After her next period or at least within 3 months
b) Every 6 months
c) Only if she is having a problem or wants to have it removed
d) In 10 years to have it removed or replaced

16. Which of the following is TRUE about the IUCD?
a) The IUCD itself does not increase the risk of pelvic infections
b) An IUCD must be removed if a pelvic infection occurs
c) The IUCD prevents pregnancy by causing abortion
d) The IUCD may never be used in women who are HIV-positive
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17. Surgical (metal) instruments that have been decontaminated and thoroughly cleaned can be
sterilized by:
a) Heat (autoclave or dry heat sterilizer)
b) Soaking them for 30 minutes in fresh 1B3% iodine solution
c) Boiling them for 20 minutes
d) Exposure to ultraviolet light for 1 hour
18. During counseling using the GATHER approach, it is important to:
a) Tell the woman about every contraceptive method available
b) Find out which method the woman is interested in
c) Tell the woman not to worry about side effects
d) Choose a method for the woman based on information gathered

19. Method-specific counseling involves
a) Telling the client which method she should use
b) Telling the client which methods are available
c) Providing information about the method chosen by the client
d) None of the above

20. Post-abortion clients’ fertility returns:
e) Right after the abortion
f) At 6 weeks after the abortion
g) After her next menses
h) 11–14 days after her abortion
21. When is an appropriate time or times to counsel clients on postpartum family planning?
f) 6 weeks postpartum
g) While in the postpartum ward
h) Antenatal
i) a) and c)
j) All of the above
22. Although it is hard to know exactly when a postpartum woman’s fertility returns, on average, if she is
not breastfeeding her fertility returns
e) In 3 months
f) In 45 days
g) Immediately
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h) After her first menses
23. What is the best contraception for a woman who is 4 months postpartum, only breastfeeding and her
menses has not resumed?
e) Condoms
f) Combined oral contraception
g) Lactation amenorrhea method
h) Withdrawal
24. Contraceptive counseling is important because
a) The client will like you
b) Increases the chances that she will take the method effectively and continuously
c) The client doesn’t know what she wants and you must tell her
d) You must tell the client about the bad personal experience you had with oral contraception

25. Which of the following statements about young mothers (i.e., those lessthan-18 years of
age) is TRUE:
a. They are physically and emotionally prepared to deliver a baby
b. They and their babies are at greater risk for death or disability from complications, such
as obstructed labor, fistula, premature birth or low birth weight than women over 20
c. Younger mothers are healthier mothers
d. All of the above statements are true.

26. Which of the following statements are true?
e. HTSP promotes the best health outcomes for women, newborns, and infants, through the
practice of recommended pregnancy spacing
f. HTSP promotes healthier families.
g. HTSP helps reduce death and illness in mothers and infants
h. All of the above

27. How old should a woman be before she has her first pregnancy?
i. At least 18 years old
j. At least 12 years old
k. No more than 15 years old
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l.

20 years old

28. How long should a couple wait from their last birth before attempting another pregnancy?
m.
n.
o.
p.

At least two years
Six months
One year
There is no need to wait

29. Postpartum family planning counseling can be provided as part of which following services?
q.
r.
s.
t.

Antenatal care
Postpartum care
Family planning services
All of the above

30. Following delivery, non-breastfeeding women experience a period of infertility:
u.
v.
w.
x.

which may last up to four weeks
which may last for over one year
which lasts exactly six weeks
which lasts about six months

31. The type of contraceptive method that a postpartum woman can use depends upon:
y.
z.
aa.
bb.
cc.

The mother's age
Her health
When the mother regains her health after the delivery
A woman's breastfeeding status and the length of time since delivery
The age of the baby
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