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ABBREVIATIONS 

AIDS: acquireu immune deticiency syndrome 
BBT: basal body temperature 
BP: blood pressure 
B1PM: beats per minuce 
B'FB/S: breaktlrlogh bleeding/spotting 
CNS: central nervous system 
COC: combiiied oral contraceptive
 
CVD: cardiovascular disease
 

D.MPA: depot-taedroxyrog esterone acetate 
EE: ethinyl estradiol 
F11: familial hvperlipidenfia 
GNIDs: ( ai negative intraccllular diplococci 
GTI: gei :al trct infection 
llb/lIct: licinoglhinihei atocrit 
IIBV: hepatitis B 
HI)L: high denSitV lipoprotein 
ltlV: human imtnuP~de tic iency virus 
IliA): high level dikinfection 
IUD: intrauterinu device 
IV: intravenous 
LAM: Lactational Amenorrhea Method 
LNG: levotircestrel 
NE'-EN: noretlidrone enathate 
NFl': natural famnily planning 
NSAI): nonstcroidal anti-infla:nmamory drug 
PID: pelvic inllammatory disease 
PNI Ns: polymorphtnuclear ncutrophil iieukocytes 
POC: Progestin-only contraceptive 
POPs: Progestin-only pills (minipiils) 
STI): Sexually transmittCd disease 
TSS: Toxic shock syndrome 
UT: urinary tract infection 
VL)RI.: (ie standard notmerponeinal antigen serologic test for syphilis 
WBC: white blood cells 

iv 



PREFACE 

The locketGuide for Family Planning Service Providers is designed to 

provide clinicians with easily accessible, clinically-oriented information for 

use in family planning service provision. It is intended to be used by 

anyone whe. needs answers to questions about a client's condition or a 

contraceptive method but who cannot afford to wait for an answer until 

getting to a library or reference manual. 

1HOW TO USE TIlE POCKETGUIDE 

The information in the PocketGuide is organized according to two types of 

clinical situations: 

* 	 When faced with a client with special needs, such as a woman with 

a Iedical problem (e.g., diabetes) or who may need emergency 

contraception. (For each situation, guidance is provided for commonly 

encountered clinical conditions as well as rare medical problems.) 

" 	 When information about a specific contraceptive nmetlioc4 is required. 

(For each method, informatimon such as the mechanism of action, 

hencfits, limitations and precautions for I:se is followed by instructions 

(or IMnaK|'ee1uLtet of LonIIonll side effects and k-fher problells.) 

In addition, brief chaptcrs oL counseling, client assessment and client 

instructioms provide the user with supplemental information which s/he 

needs when working in the clinic or Office. 

Finally, essential data have bcen included for reference when providing 

services which involve: 

* 	 management of genital tract infections (GTIs), or 

* 	 use of rccommCndCd infection prevention practices. 

DESIGN OF TIHE POCKETGUIDE 

More informatiom exists on family planning methods, especially oral 

contraceptive pills and IUIs, than for almost any medical subject. 

UnfOrtunately, this information is not always available nor is it written and 

arranged in a "user friendly" manner. To overcome these problems, we 

(the authors) have limited the information in the PocketGuide to the 

essentials and have used a format called center-indexing to make it easier 
to find what is needed when it is needed. The center index and icons 



idirect tile user to tile appropriate section for a given clinical situation and 

cross-re fcrencing guides the user to additional information. Other features 
include: 

" 	 Alphabetical listing of diseases in the Medical Problems chapter for 
ease in locating the ln 

* 	 The material in each contraceptive method section is organized in the 
same sequence, starting with general infoirmation and ending with 
managcetent of' side effects and other problems 

Furthermore, to increase understanding and miake problem solving easier, 
a brief explanation provides the rationale for: 

* 	 the indications and precautions for use (contraceptive method and 
clients with special itecds chapte s), and 

* 	 tile course o!' action (nanagentent o f side effects and other problems 
in the contraceptive method chapters). 

MEI)ICAL CRITERIA FOR USE OF CONTRACEPTIVE METHODS 

In March 1994, a scicntific working group consisting of 26 participants 
from 16 countries net at the World IIeallh Organization (WI-1O) to review 
niedic :l criteri,: for selected methods of contraception. Included in the 
initial rcvicw process were: 

* 	 Low-dose (< 35 jig estrogen) combined oral contraceptives 

IProgestin-only contrac,.ptives 
" minipills (POPs) 
• depot-medroxyproigestcrone acetate (DMPA)
 
" levonorgestrel implants (Norplant implants)
 

* 	 Copper-releasing IliDs 

These cotitractptivt: methods were selected because of their wide 
availability an d the va::t anmoun, o f epidemiological and clinical data 
available. It is plaited that other contraceptive methods will be covered in 
subsequclt review mmietings. At the initial meeting, the group only 
reconmended appropriate eligibility criteria for the initiation of specific 
contraceptive methods. It is planned that future meetings also will address 
issues of medical cri:ria fOr continuation of all methods. 

In the WHO classification system, the suitability of different contraceptive 
methods isdetertmined by weighing the health risks and benefits relative to 
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specific "conditions." (A condition is defined to include both a woman's 
biologic characteristics such as age or reproductive history and any 
known, pre-existing medical condition(s) such as diabetes or 
hypertension.) 

The presence of a specific condition affecting eligibility for using a 

contraceptive nethod falls into one of four categories: 

Class 1: A condition for which there is no restriction for the use of the 

contraceptive method. (Use the method in any circunstance.) 

Class 2: A condition where the benefits of using the method generally 

outweigh the theoretical or proven risks. (Generally use the method.) 

(lass 3: A i:todition where the theoretical or proven risks tisially 
outweigh the benefits of using the method. (I se Of iethodi1ot usually 

rec OnnCnde iLi nore appropriate not available orunlcss otiter Iethods are 

acceptable.) 

Class 4: A condition which represents an unacceptable health risk 

associated with the use of the contraceptive method. (Method should not 

be used.) 

Serious pathologic problenis (tumors and cancer) are uncommon in vonen 

of reproductive age, especially those younger than age 35. For example, 

unexplained vaginal bleeding iin women of this age group is most often 

due to pregnancy or a functional disorder such as anovulation. Therefore, 

on ly wolneln with unnexplai ned vaginal bleeding which the clinician strongly 

feels could be caused by a serious problem need to be evaluated before 

starting any contraceptive method (WlO class 4 or 3, depending on the 

method). Women with irregular menstrual bleeding patterns, which are 
not suspected of being serious, can use any contraceptive method without 

restriction (WlO class 1). 

Harmonizing the I'ocketGuide with International Medical Criteria 

'File WHtO classification system complements the one used in this 

PocketGuide. For example, like the WHO system, the PocketGuide 
include!; a brief rationale for iwhy a particular condition is assigned to one 

of the four categories. (Fcr the reader's convenience, the WHO 

classifi,.'ation for each condition is included throughout the Pocke;Guide.) 

The rationales included in this PocketGuide, however, are adapted not only 
from those presented in the W!IO document but also from those provided 

in the manual Reconmnendations for Updating Selected Practices in 
Contraceptive Use, produced by the Technical Guidance Working Group 

vii 



E(November
1994) and selected references from the international literature 
on contrace pti\'e technology. 

Throughout the I'ocketGuide, every effort has been made to harmonize the 
existing information in order to provide clear guidance to the clinician on 

the provision of family planning services and management of side effects 
and other problems. By providing updated knowledge and consistency 
between different sources of information, it is hoped that: 

" 	 the competence and confidence of service providers will iti~prove 
when assisting clients in mak.,ng contraceptive choices, 

* 	 the quality of family planniig will improve (e.g., increased client 
satisfaction), and 

* 	 access to quality contraceptive services will increase. 

Viii 



COUNSELING
 

Counseling is a vital, though often poorly perforned, part of family 

planning that helps clients arrive at an inforned choice of reproductive 

options. If tie client chooses to use a family planning method, 

counseling also should help the client select a method s/he is satisfied 

with and prepare the client to use the method safely and effectively. 

Counseling is one person talking with another to share info rmation. 

Good counseling focuses on the individual client's needs and situation, 

and good counselors are willing to listen to the client's questions and 

concerns. To he effective, counseling must be based on the 
the client and counselor.establishment of trust and respect between 

In serving clients, it is important to remember that they have the right 

to decide whether or not to practice famlily phanning and the freedom 

to chose which method to Ise. At the same ti tte, clients often look to 

While a method should never be forced on a 

client, carefully considered guidance often is appropriate. 
the counselor for advice. 

The client also has a right to privacy and confidentiality. When 

receiving counseling or undergoing a physical examination or 

procedure, the client should be inIrmed about the role of each person 

in the room as well as what \will take place during the examination. 

Furthermore, the client Ias the ri',It to refuse any type f examination 

if s/he does not feel comfortable with it. 

In this section, inforlmation is provided ill the form of tables, figures 

and charts to help the clinician in educating and counseling clients 

about all contraceptive methods. 



COUNSELING
 

TABLE: RANGE OF PREGNANCY RATES PER 100 WOMEN
 
DURING FIRST YEAR OF USE
 

METIOD PREGNANCY RATES 
(TYPICAL USE) 

Vasectomy 0.15-1 

Tubal Occlusitn 0.2-1 

Progcstin-Only Implants 0.2-1 

Injectables 0.3-1 

IIl)s (cofypcr- ,id 0.5-1 
hormione-releasing) 

Combined Oral 1-8 
Contraceptives (COCs) 

Lactational Amenorrhea 2-3 
Method (LAM) 

Progestin-Only Pills (POPs) 3-10 

)iaphragnis with Spermicides 5-25 

Coitus Interruptus 5-25 
(Withdrawal) 

Condoms 10-30 

Spermicides 10-30 

Natural Family Planning 10-30 
(Periodic Abstinence) 

.1hdaptedfrom Population Action International 1991; Institute for 
Reproductive lahth 1994. 
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GRAPH: RANGE OF PREGNANCY RATES PER 100 WOMEN
 
DURING FIRST YEAR OF USE
 

IU
 
I PANI'S
 

IVAS ('TI
 

' I1'l1I [l
'it. OCC ' ,OIN 

EI't* SIN(, xI'l I) INRI:I.i SIN2 ('011I iiL i I N . ; 1i) 

IN I(" i .t1's 

I
CO.,III M INII O ) R li ('01,) II 1% 

ll 1.0 P1)%IINilrv Hl%11. i 

I i(" DO\'I 

1 ' "'t I S ..PI LS 

Nx HAix l iiDE''. 

I I I I ING I I I I I I 

0 2 4 6 8 10 12 14 16 18 20 22 24 26 28 30 

Percentage of sexually active women becoming pregnant in a year 

3
 



COUNSELING
 

E MECHANISMS OF ACTION 

11 DsInterfeC iil l ' hlt 
ITTpansthu')U" utclaw tJ~t 

Lind tertIic (isLIT') 


I( 'ppcr-uCvc'12 t It
 
Thicken ctccI.,11 IT.-J,U' a','~taioa
 
change vnti IctrJi 


C0('. 

Injectables. -~tILtIbt',: 

%orpAnt'linpanIhO 

io presenit .Thc-u
 

prneitatiii. -1ter 


Condoms
 
Present sperm hfont
 
gaining access to the 

female reprod~uctise trac 

Blocks %asdctercis Lii 

prevents spenit frin 
being ejaculated 

FEMALE 
Tubal Occlusion 

Blok 'alp.:.tubes and 
pret! spvr-r from 

reCJhIute I-%urn 

C0 Am-Xnorrhea Metchod 

1,1N.Speriiides 
II btiCM)L 

tcl/ Ivlce' 

Dliaphragtm% 

j gaI~iing ac(CNesLIt 

upper rcpri sluc icra' 

MALE 



CLIENT ASSESSMENT 

The primary purpose of client assessment is to determine: 

* 	 that the client is not pregnant, 

* 	 whether an. conditions requiring preca',itions exist for a particular 

method, and Uwhether there are any special problems that require further assessment 
or regular followup. 

For most clients, this can be accomplished by asking a few key questions. 

Unless specific probeims are identified. the safe provision of most 

contraceptive methods, except RIDs and voluntary sterilization, does not 

require perlorming a physical or pelvic examination because: 

* 	 The currently available low-dose ( < 35 jig estrogen) combined 

(estrogen and progestin) oral contraceptives (COCs) are much safem 

than the older products (i.e.. tney have te ver serious side effects and 

rarely make existing medical problems worse). 

" 	 Progzestin-only pills, injectables and implants are free of estrogen­

related effects and the amount of progestin delivered per day is lower 
than with COCs. 

Where the demand for famil\ planning is high and resources limited, 

requiring medical evaluation and/or lab'iratory testing before the provision 

of modern contraceptiv,: inelhods is not justifiable. Moreover, screening, 

treatment and followup activities that are not essential to the provision of 

specific contraceptives (e.g., 7:., smears and routine hemoglobins) act as 

barriers to contraceptive choice and access to services. 

To enable clients to obtain the contraceptive method of their choice, client 

assessment should be limited only to those procedures that are necessary 

for all clients in all settings. During the assessment process, however, 
every attempt should be made to be sure the client is not pregnant. 
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CLIENT ASSESSMENT
 

HOW TO BE REASONABLY SURE A CLIENT IS NOT 
PREGNANT'
 

You cat; be reasonably sure a client is not pregnant if she has no signs or 
symptoims of pregnancy (e.g., breast tenderness or nausea) and: 
O has not had intercourse since her last menses, or 
" has been ,:orrectlN and consistently using a rel;able contraceptive

method, or 

" is within the first 7 days after the start of her menses (day' 1-7), or 
Do is within 4 weeks postpartum (l.r women who are not breastfieeding), 

or 
" is within tite first 7 da's postabortion, or 
" is fully breastfceding, less than 6 months postpartum and has had no 

menstrual bleeding (see LAM below). 

Physical examination is seloin necessary, except to rule out pregnancy 
of greater than 6 weeks, measured from the last menstrual period (LMFP). 

Pregnancy testing is not necessary except in cases where it is difficult to 
confirm pregnatcy (i.e., 6 weeks or less from the LM P) or the results of 
the pelvic examinatimn are equivocal (e.g.. client weighs over 70-80 kg or 
has a retroverted uterus). In these situations, a highly sensitive pregnancy 
test (positive within 10 days after conception-detects < 50 Mli hCG) 
may be helpful, if readily available and inexpensive. If pregnancy testing 
is not avaiable, coUnsul tite ,:lient to use a barrier method until her menses 
occur or the possibility of pregnancy is confirmed. 

Lactational Arnenorrhea Method (see LAM chapter). 

The Lactational Ainenorrhea Method (LAM) is a highly effective 
contraceptive (98 protection during the first 6 nmonths postpartum). A 
service provider can be reasonably sure that a fully or nearly fully 
breastfeeding woto an is not pregnant if she is still within the first 6 months 
postpartum and has remained amenorrheic. The effectiveness of LAM in 
the second 6 months postpartum is under study. 

Adapted from Technical Guidance Working Group 1994. 
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When a womnan is rnore than 6 months postpartum you can be icasonably 

sure she is not pregnant it she has kept her breastfeeding frequency high, 

is still anienorrheic and has no clinical signs or symptoms of 

pregnancy. 

The 	fOllox ,ing tables provide: 

* 	 sample Client Assessiment Checklists for reversible methods r 

(hlirnionals and lUl)s),IC 

guidelines tor the suitability of clients to have voluntary sterilization
 
in ambulatory health care facilities, and
 

0 	 a suimiary of :init assessne nt requirements for al methods. 

In addition, special int'Orniation is proviced at the end of this section to 

help clinicians: 

* 	 kino% the standard definitions of terms used to describe menstrual 
bleeding patterns, and 

* 	 better understand the changes in the menstrual bleeding pattern 
associated with the use of hormonal contraceptives and IUDs. 

2 Although for IUD use it is very important to rule out pregnancy, women 

using LAM should not be denied other long-term methods because of the 
possibility of pregnancy. 
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CLIENT ASSESSMENT
 

USING TIlE CIAEINT ASSESSMENT CHlECKLISTS 

It all of the Client Assessment Checklist items are negative (NO) and 
pregnancy is int suspected, the client can have method-specitic counseling, 
pelvic examination (Il)s and voluntary sterilization only) and provision 
of the contraceptive. Any positive response (YES), however, means that 
the client should be further evalhated before making a final decision. 

Note: Clients may tlit always have exact intormation about or recall 
the answers to the conditions listed in the Client Assessment 
Checklists. I'o be as certain as possible about the accuracy of 
information, it may be necessary to restate the question(s) in several 
different ways. Also, it is imunportant to take into account any social, 
cultural or religious factors that might influence how tie client 
responds. 

The findings from the Client Assessment Checklist determine whether a 
physica! examination is necessary (i.e., it the client's response suggests a 
precautiol, a brief physical examination or additional questions may be 
necessary). 
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CLIENT ASSESSMENT 

REVERSIBLE METHODS: ItORMONALS 

CIJENT ASSESSMENT CIHECKLIST 

HORMONAL METHODS (COCs, POPs, YES NO' 
implants and injectables) 

First day of menses more than 7 days ago 

Breastfeeding and less than 6 weeks postpartum 

Bleeding/spotting between periods or after 
intercourse 

Jaundice (abnormal ycllow skin or eyes) 

Severe headaches or blurred vision 

Smiioker over age 35' 

Severe pain in .-alves, thighs or chest, or swollen 
legs (edema)' 

Blood pressure alove 180 mm (systolic) or 
-105 mm (diastolic)

Breast cancer or suspicious (firm, nontender or 
fixed) lump in the breast 

Taking drugs for epilepsy (seizures) or rifampin 
(for tuberculosis) 

If client answ- -No- to all questions, physical and pelvic 
eallintltilS ate oit Ilecessary for the safe provision of tie contraceptive 
method. 

2 COCs are the mtId of last choice for brea stfeeding women, 

especially in the first 6 weks postpartum. 

Does not apply to progestin-only contraceptives. 

Does not apply to injectables (DMPA or NET-EN). 
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REVERSIBLE METHODS: IUDs 

CLIENT ASSESSMENT CHECKLIST 

IUDs YES NO 

First day of menses more than 7 days ago 

Client (or partner) has other sex partners 

Sexually transm itted genital tract infections (GTIs) 
or other STI)s (e.g., 1113V. IIIV/AIDS) 

Pelvic infection (I'll)) or ectopic pregnancy 

Ileavv menstrual bleeding (> 2 pads, cloths or 

tampons per ht ur
 

Prolonged menstrual bleeding ( > 8 days)'
 

Severe menstrual cramping (dvsmenorrhea) 
requiring aallesics and/or bed rest 

Bleeding/spotting between periods or after 

intercourse 

Symptomiatic valvular heart disease2 

Does not apply to progestin-releasing IUDs. 

2 Give prophylactic antibiotics if not on long-term antibiotics at the time 

of 1U) insertion. 
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CLIENT ASSESSMENT 

PERMANENT METHODS: TUBAL OCCLUSION' 

Category 

S General health (assessed by history and limited physical examination) 

Enotional state
 

Blood pressur,
 

Ileight/weight ([1/W)
 

Previous abdorminal/pelvic surgery 

Previous pelvic disease (PII), ectopic pregnancy) or ruptured
 
appendix
 

Anemia (optional) 

Guidelines are for perlorming the procedure in an ambulatory health care 
Iacility. Not acceptable indicates that the procedure probably should be 
performed in a facility where additional assistance and backup services are 
available (i.e., more experienced physician, general anesthesia and capability 
to perform abdominal laparotomy). 
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Selection Criteria 

Acceptable Not Acceptable 

Negative history and no Unconti olled diabctes or his.ory 
current symptomatic heart, of bleeding disorder; current 

lung or kidney disease symptomatic heart, lung or kidney 
disease 

Calm, stable Unresolved liar and anxiety 

___180/105 nun/I, > 180/105 nmm/Htg 

Normal I I/W ratio 
Mlximnum weight: 75 kg > 75 kg 
(165 I1) 
MinimumU weight: 35 kg < 35 kg 
(77 Ib) 

C-sections mily with mobile Other abdominal surgery, fixed 
abdominal ;car and nri nal scar or abnormal pelvic 
pelvic exaniination examination 

Negative history and normal Abnormal abdoIminal/pelvic 
abdominal and pelvic examinatioln 
examination 

ig _ 9g/dl ltg < 9 g/dl 
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CLIENT ASSESSMENT 

PERMANENT METHODS: VASECTOMY' 

Category 

General health (assessed by history and limited physical examination) 

Emotional state 

Blood pressure 

Anemia (optional) 

Scrotal/inguinal infection or abnormalities (undescended testes, 
hernia) 

Guidelines are for performing the procedure in an ambulatory health care 

facility. Not acceptable indicates that the procedure probably should be 
performed in a facility where additional assistance and backup services are 
avaiable (i.e., more experienced physician and capability to manage medical 
problems). 
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Selection Criteria 

Acceptable Not Acceptable 

Negative history and no Uncontrolled diabetes or history of 

current symptomatic heart, blccding disorder; current 
lung or kidney disease symptomatic heart, lung or kidney 

disease 

Cal i, stable Unresolved fear and anxiety 

___180/105 mim/fIg > 180/105 mm/lIg 

Itg __.9 g/dl lig < 9 g/dl 

Negative examination Infection of scrotal or inguinal 
area, balanitis or anatomic 

abnormalities 
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CLIENT ASSESSMENT 

SUMMARY: CLIENT ASSESSMENT REQUIREMENTS FOR ALL 
CONTRACEPTIVE METHODS 

Assessment NFP or LAM Barrier Methods 
(Condom/ 

_Diaphragm) 

Reproductive No No 
History 

GTIs/STDs No No 
History I 

Physical Examination 

Female No No 
General 
(including 131)) 

Abdominal No No 

Pelvic Spect ,urn No No 

Pelvic Binia'ual No Yes' 

Male (groin, No No 
penis, testes 
and scrotum) 

Required to size/fit diaphragm. 

2 If screening checklist all negative ("No"), examination is not necessary. 

3 Only necessary if pregnancy is suspected and pregnancy test is not available. 
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Hormonal Methods 
(COCs/IOPs/ 

Injectables/Implants) 

Yes 
(See Client 

Assessment
Checklist) 

No 

No 2 

No2 

No' 

No' 

NA 

IUDs 

Yes 

(See Client 


Assessment

Checklist) 


Yes 


Yes 

Yes 

Yes 

Yes 

NA 

Voluntary 
Sterilization 

(Female/Malel 

Yes
 
(See Guidelines
 

for Assessing

Clients)
 

Yes
 

Yes 

Yes 

Yes 

Yes 

Yes 
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CLIENT ASSESSMENT 

MENSTRUAL BI,EEI)ING PATTERNS WITH HORMONAL 
CONTRACEPTIVES AND IUDS 

All modern contraceptiNe methods (hormonal pills, injectables, implarts 

and IUlDs affect 1te menstrual bleeding pattern. In -,niteral, methods in 
, v hich the b!ceding pattern closelv mimics those of noncontracepting 
wom en are inre acceptable to the majority of women. Unfortunately, all 

of the reversible, modern inethod: alter the menstrual bleeding pattern in 
terms off: 

" 	 the numhcr of blcedingspotting days, 

" 	 the number 4fbleeding/spotting periods, or 

* 	 a combination of the wo. 

Vaginal Bleeding: Definitions 

Throughout the I'oketGuide. in describing changes in menstrual bleeding 
patterns Ior each contraceptive method, the characteristics of vaginal 
bleeding have becn defi-ed as follows: 

Bleeding: Any bloody vaginal di charge requiring use of sanitary 
protection (pads. cloths or lampons) 3 

* 	 Heavy: More than 2 pads, cloths or tampons per hour 

* 	 Prolonged: More than 8 day (duriition) 

Spotting: Minimal pink, brown or red discharge which requires no .aanitary 
protection 

Prolonged: More than 8 days duration 

Amenorrhea: 

* 	 Primary (10): No uterine bleeding/spotting by age 16 (no 2' :;exual 
development) or age 18 (if 2' sexual development) 

* 	 Secondary (2): No uterine bleeding/spotting for at least 3consecutive 
months 

The amount of blood lost during a normal menstrual period is 50-80 ml. 
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Oligomenorrhea: Menstrual interval > 35 days but < 90 days (may or 
may not be ovulatory in noncontracepting women) 

Iolymenorrhea: Menstrual interval 21 days or less (strongly suggests 

anovulation in noncontracepting won n) 

Becailse of the direct association between vaginal bleeding patterns and 

reasons for stopping a contraceptive, a clear understanding of the types U
of bleeding changes is important to adequately counsel clients and t) better 

manage bleeding problems in continuing users. 

To hcl, clinicians better appreciate tile impact modern contraceptive 

methods have on menstrual bleeding patterns, their varying effects are 

illustrated in the following figure. For this figure, the 5 types of clinically 

import.it bleeding changes (amenorrhea, infiequent bleeding, frequent 

bleeding, irregular bleeding and prolonged bleeding) for each nmethod were 

compared to those of nearly 4000 noncontracepting, menstruating women 

(controls). 

Betwveen 85 and 90,, of the control group had an -acceptable" bleeding 

pattern (cycle control) whereas for DMPA users only 8-9% had an 

'acceptable" bleeding pattern during the first year of use.' It is important 

to note that some patterns considered unacceptable (e.g., amenorrhea or 

infrequent bleeding) iay be considered acceptable, and even desirable to 

some wonln. For instance, as shown in tile figure. by the fourth reference 

period the bleeding patterns fDM PA users were amenorrhea or infrequent 

bleeding (50-60%) rather than irregular or prolonged bleeding which 

characterized the blecding during the first 90 day reference period. 

Therefore, understanding the effect of each contraceptive method on cycle 

control is important, and sharing this information with clients permits better 

selection of an appropriatc method and increases client satisfaction. 

' An acceptable cycle was defined as the absence of the clinically important 

bleeding changes during consecutive 90 day reference periods. 
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CLIENT ASSESSMENT
 

Women with Acceptable Bleeding Patterns 
First and Fourth 90 Day Reference Periods
 

Percent
 
100 

60 

40 

20 

0 ]I 
Control COCs IUD Cyclofem Implants Inlectable 

(EEDG) (Cu T380A)(CE/DMPA) (LNG) DM PA) 

iFlrst 90 day reference perlod-Fourth 90 day reference pedod 

COCs (30 pg EE and 150 mg desogestrel); Cyclofem 5 nig estradiol cypionate 
and 25 mg DMPA); Levonorgestrel (LNG); DMPA (150 ing) 

Adaptedj'omn Fraser 1994; Walling 1994 and Sastrawinata et al 1991. 
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MEDICAL PROBLEMS 

some of whichIt must be remembered that women with medical problems, 


are chronic or quite serious, also may need contraception. Providing a
 

contraceptive method under these circumstances canl be complicated
 

because the underlying medical problem may limit the number of methods
 

that are appropriate for use. As a consequence, special knowledge about
 

the interaction between the medical problem and the various contraceptive
 

methods is required on the part of the provider. Although many of the
 

are uncommon , they are included t)problems included in this chapter 

provide clinicians with tile most up-to-date and complete information 
medical problemns bepossiblz Only in this way can clients with these 

helped in choosing safe and effective contraception. 

Wolen with medical problems need special counseling to guide them in 

chroesing :i appropriate contraceptive method. It is important for providers 

to remember that sometimes the most dangerous contraceptive is no 

contraceptive, especially in the presence of serious medical problems that 

make pregnancy dangerous (e.g., symptonatic valvular heart disease). 

Thus, the risk of pregnancy to such a patient must always be weighed 
against the low risk associated with using a particular contraceptive.' 

Finally, postpartum women with serious medical problemis should be 

encouraged to fully breastfeed their infants. Clearly, breastfeeding 

according to LAN/I is ain effective, short term method of contraception and 

it may be the safest method for a mnother with medical problems. 

The following pages outline key factors relevant to contraceptive use ill 

clients with medical problems. 

For women with life-threatening health problems, who are in a mutually 

faithful relationship, vasectomy often is the safest long-term method for the 

couple. 
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MEDICAL PROBLEMS
 

PROBLEM 

Cancer 

Breast 

Cervical 

Endometrial and 
Ovarian (prior to 
treatment) 

METHODS WHICH
 
SHOULD BE USED
 

WITH CAUTION
 

COCs: Women with breast cancer should 
not use COCs. (WHO class 4) 

POPs, Implants and Injectables: Women 
with breast cance: should avoid using these 
methods unless other more appropriate 
methods are not available or acceptable. 
(WHO class 3) 

IUD: Women awaiting or undergoing 
treatment should not use an IUD. (WHO 
class 4) 

IUD: Women awaiting or undergoing 
treatment should not use an IUD. (WHO 
class 4) 
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APPROPRIATE 
CONTRACEPTIVE 

METHODS2 

(WHOClass I, 2) 

" LAM 
* IUD 
" Barriers 
" Spermicides 
" NI-P 
" Voluntary 

sterilization 

" LAM 
* COCs 
* POPs 
* Implants 
" Injectables 
" Barriers 
* Spermicides 
* NF-1 

" LAM 
* COCs 
" POPs 
• Implants 
" Injectables 
" Barriers 
* Spernlicides 
" NFP 

COMMENTS
 

Although there is no evidence that estrogens 
or progestins (COCs and POCs) cause breast 
cancer, this cancer is a hormonally sensitive 
tumor. WII10 recommends that women with a 
history of but no evidence of current disease 
avoid COCs and progestin-only contraceptives 
(POCs). 

IUDs may increase the risk of infection or 
excessive bleeding which may make the 
condition appear worse. 

There is little concern that COCs or POCs 
increase the risk of progression of carcinoma­
in-situ (CIS) to invasive cancer. 

In general, treatment of cervical cancer causes 
the woman to be sterile. 

IUDs may increase the risk of infection or 
excessive bleeding which may make the 
condition appear worse. 

COC use reduces the risk of developing either 
endometrial or ovarian cancer while POCs 
reduce the risk of endometrial cancer. 

In general, treatment of endometrial and 
ovarian cancers causes the woman to be 
sterile. 

' Most appropriate method(s) are boldfaced. 
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MEDICAL PROBLEMS 

PROBLEM METHODS WHICH 
SHOULD BE USED 

WITH CAUTION 

Depression (history, 	 COCs and POCs: Women with a history of 

U 
severe or recurrent) depression, especially if severe or 

recurrent, should use these methods with 
caution. 

Diabetes 	 COCs: Only women with diabetes of long­
standing (> 20 years), who have vascular 
problems (neuropathy, nephropathy or 
retinopathy), need to avoid using COCs. 
(WHO class 3/4) 
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APPROPRIATE 
CONTRACEPTIVE COMMENTS 

METHODS2 

(WHO Class 1, 2) 

e LAM 
0 COCs 
* POPs 
* Implants 
* Injectables 
0 I1) 
9 Barriers 
e Spermicides 
e NFP 
e Voluntary 

sterilization 

e LAM 
* COCs 
* POPs 
* Implants 
* Injectabes 
• U) 
* Barric'rs 
* Spermicides 
e NFP 
e Voluntary 

sterilization 

Depression may be related to the progestin in 
COCs and POCs. If a women thinks 
depression has worsened while using COCs or 
POCs, help her choose another method. 

For women with a history of' severe or 
recurrent episodes of depression, a trial of 
POPs may he prcferable befire giving 
injectables (I)MPA) or implants because these 
methods cannot be stopped easily. 

POPs and implants are recommended because 
they do 1ot pose an additional risk of blood 
clotting problems (estrogen effect). 

Although carbohydrate tolcrancc may change 
(slight decrease in glucose tolerance and 
increased insulin levels), COCs can be used 
safely. It is the progestin component (type and 
dose) of COCs that mainly is responsible for 
the effects on carbohydrate metabolism. 
Fortunately, the small changes induced by 
low-dose COCs and POCs are not thought to 
be clinically significant. 
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MEDICAL PROBLEMS
 

PROBLEM METHODS WHICH 
SHOULD BE USED 

WITH CAUTION 

Drug Interactions 

Anticoagulants COCs: Women with problems requiring 
use of anticoagulants should avoid using 
COCs unless other more appropriate 
methods are not available or acceptable. 
(WHO class 3) 

Antiseizure drugs COCs, POPs and Implants: Women using 
(barbiturates, antiseizure drugs should avoid using these 
carbamazepine and methods unless other more appropriate 
phenytoin but not methods are not available or acceptable. 
valproic acid) (WHO class 3) 
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APPROPRIATE
 
CONTRACEPTIVE 


METHODS'
 
(WIlO Class I, 2) 

" 	 LAM 
* POPs 
" Implants 
* 	 Injectables 
" IUI) 
" Barriers 
" Spermicides 
" NF 
" 	 Voluntary

sterilization 

" 	 L.AM 
* Injectables 
" IUI) 
" Barriers 
" Spermicides 
" 	 NI'l 

" 	 Voluntary 
sterilization 

COMMENTS 

The use of COCs in these women poses an 

additional risk of blood clotting problems 

(estrogen effect). 

Long-term use (if drugs for epilepsy (except 

valproic acid) causes the liver to metabolize 

estrogens and progestins more rapidly and 

may decrease the effectiveness of all hormonal 

methods except injectables. Overall, COCs do 
not appear to alter seizure activity and can be 

provided with caution. 

Development of internienstrual spotting or 

bleeding may indicate a decreased level of sex 

steroid hormones (estrogens and progestin) 

due to interactions with antiseizure drugs. If 

this occurs, consider using a COC with a 

higher estrogen level (50 jig I-E) or help the 

client choose another method. 

The effectiveness of injectables (DMPA and 

NET-EN) is not decreased because blood 

levels of both are sufficient to compensate for 

the increased metabolism. 

27 



MEDICAL PROBLEMS
 

PROBLEM 

Familial 
hyperlipidemia (FH) 

A 
Gall bladder problems 
(biliary tract disease) 

Headaches (migraine) 

METHODS WHICH
 
SHOULD BE USED
 

WITH CAUTION
 

COCs: Women with diagnosed FH should 
avoid using COCs unless other more 
appropriate methods are not available or 
acceptable. (WHO class 3) 

COCs: Women with gall bladder disease, 
including those being treated medically, 
should avoid using COCs unless other more 
appropriate methods are not available or 
acceptable. (WHO class 3) 

COCs: Only women with migraine 
headaches and focal neurologic symptoms 
should not use COCs. (WHO class 4) 

28
 



APPROPRIATE
 
CONTRACEPTIVE 


METHODS2
 

(WI10 Class 1, 2)
 

* 	 LAM 
* POPs 
" Implants 
" Injectables 
* 	 IUD 
" Barriers 
" Spermicides 
,,NFP 
" 	 Voluntary 

sterilization 

" 	 LAM 
" 	 POPs 
" 	 Implants 
• Injectables 
" IUD 
" Barriers 
" Spermicides 
" NI 
* 	 Voluntary
 

sterilization
 

" LAM 

" POPs 

" Implants 

" Injectables 

" 	IUD 
* Barriers 

" Sperinicides
 
" NIP 

" Voluntary 


sterilization 


COMMENTS
 

Although Fl-I is a risk factor for vascular 
disease, routine screening is not indicated 
because of the rarity of this disease. 

Risk of vascular problenvi (heart attack, 
stroke, blood clotting disorders) is increased iti 
COCs are used by patients with 1Fi. 

Although COCs do not appear to cause gall 
bladder disease, they may shorten the time 
until the onset of disease in women with 
subclinical cases. This is most likely to occur 
within the first year of use. 

In 	 women with severe, recurrent vascular 
(migraine) headaches who also have focal 
neurological symptoms (e.g., unable to speak 
for short intervals, temporary weakness or 
blurred vision), use of COCs may pose an 
additional risk for stroke (estrogen effect). 

For women with severe headaches, POPs are 
recommended over implants (can not be easily 
stopped) and injectables (effect persists for 
several months after injection). 
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MEDICAL PROBLEMS 

PROBLEM METHODS WHICH 
SHOULD BE USED 

WITH CAUTION 

Hepatitis/Cirrhosis 	 COCs: Women with active (symptonatic) 
hepatitis should n+ot use COCs. (WHO class 
4) 

Implants and DMPA: Women with active 
(symptomatic) hepatitis should avoid using 
implants and l)MPA unless other more 
appropriate methods are not available or 
acceptable. (WlO class 3) 

High blood pressure 	 COCs: Women with blood pressure (BP) 
:< 180/105 (mild hypertension) can use 
COCs. (WIIO class 2) 

If BP > 180/105 (moderate or severe 
hypertension), they should use COCs only 
if other more appropriate methods are not 
available or acceptabie. (WHO class 3) 

If they have vascular disease as well, they 
should not use COCs. (WHO class 4) 
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APPROPRIATE 
CONTRACEPTIVE COMMENTS 

METHODS' 
(WHO Class 1, 2) 

" 	 LAM 
* 	 POPs 
* 	 IUD 
* Barriers 
" Spermicides 
* 	 NFP 
" 	 Voluntary 

sterilization 

" 	 LAM 
* PO1s 
" Implants 
" Injectables 
" IUD 
" Barriers 
" Spermicides 
* 	NFP 
* 	Voluntary 

sterilization 

POPs may be used because they may be easily 
stopped, (he dose is lower than with 
injectables and their effect does not persist. 

COCs may be used by women who are 
asymptomatic (i.e., liver junction has beca 
normal for 3 months) or are carriers. 

Low-dose COCs cause little or no BP change 
in healthy clients, and it is reasonable to 
consider their use in women who already have 
high BP. (Use should be stopped if 
monitoring during the first few months reveals 
a marked increase in BP or vascular disease 
develops.) 

In hypertensive women with underlying 
vascular disease, COC use poses an 
additional risk for blood clotting problems 
(estrogen effect). 
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MEDICAL PROBLEMS
 

PROBLEM METHODS WHICH 
SHOULD BE USED 

WITH CAUTION 

HIV/AIDS IUD: Women with HIV/AIDS should avoid 
using an IUD unless other more appropriate 
methods are not available or acceptable. 
(WHO class 3) 

Ischeinic heart disease COCs: In women with underlying arterial 
and Stroke (current or vascular disease, COCs should not be used. 
history) (WHO class 4) 

Implants and Injectables: Because these 
methods theoretically pose an additional 
risk, their use should be avoided unless 
other more appropriate mzthods are not 
available or acceptable. (WHO class 3) 

Liver tumors (adenoma COCs: Women with liver tumors should 
and hepatoma) not use COCs. (WHO class 4) 

POPs, Implants and Injectables: Women 
with liver tumors should avoid using these 
methods unless other more appropriate 
methods are not available or acceptable. 
(WHO class 3) 
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APPROPRIATE
 
CONTRACEPTIVE 


METHODS'
 
(WHO Class 1, 2)
 

* 	LAM 
* POPs 
" Implants 
* injectables 
" Barriers 
• 	Spermicides 
" 	NFP 
* 	Voluntary 

sterilization 

" 	 LAM 
* POPs 
" IUD 
" Barriers 
" Spermicides 
* 	NFP 
" 	 Voluntary 

sterilization 

" LAM 
" IUD 
" Barriers 
" 	Spermicides 
* 	NFP 
" 	Voluntary 

sterilization 

COMMENTS
 

WHO recommends not using an IUD because 
of the concern that these women, who already 
are immunosuppressed, theoretically may be 
at more risk of getting GTIs and other STDs 
(e.g., IBV, HIV/AIDS) with an IUD in 
place. 

Women with documented arterial vascular 
disease (heart attack or stroke) should not use 
COCs because they pose an additional risk of 
blood clotting problems (estrogen effect). 

With POCs, especially DMPA, some studies 
have reported decreased high-density 
lipoprotein (HDL). The clinical significance 
of these findings is not known at present. 

COCs may increase the risk of benign liver 
tumors and substantially increase the risk of 
hepatonia. However, becaLse liver tumors 

(benign and malignant) are rare in women of 
reproductive age, routine screening (e.g., 
ultrasound) is not needed. 

According to WHO,progestins (POCs) do not 
increase the risk of benign liver tumors; 
however, it is not clear whether progestins 
increase the risk of hepatoma. 

Women/men seropositive for IIV, or who have AIDS, always should 

use a condom (male or Female) to reduce the chance of sprtading the 
disease. 

33
 



MEDICAL PROBLEMS 

PROBLEM METHODS WHICH
 
SHOULD BE USED
 

WITH CALTION
 

Malaria (acute) 

A 
Schistosomiasis (acute) 
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APPROPRIATE
 
CONTRACEPrIVE 


METHODS2
 

(WHO Class 1, 2) 

" 	 LANI 
* COCs 
" POPs 
* 	 Implants 

lnjcctahles 

Barriers 
* 	 Spermicides

•NFP 

LAM 
* 	 COCs 
* 	 POPs 
* 	 Implants 
• 	 Injectables 
SlIUD 

* 	 Barriers 
* 	 Spermicides 
* 	 NFP 

COMMENTS 

For malaria, a serious and increasingly 

prevalent disease in many countries, all 

reversible contraceptive methods can be used. 

Voluntary sterilization should be delayed until 

client is asymptomatic. 

Although there is theoretical concern about an 

increase in blood loss during initial months of 
I'UD and POC use, no reversible contraceptive 

methods pose an increased risk. Voluntary 

sterilization should be delayed until the client 
is asymptomatic. 
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MEDICAL PROBLEMS 

PROBLEM METHODS WHICH 
SHOULD BE USED 

WITH CAUTION 

Seizure disorders 	 COCs, POPs and Implants: Women using 
(Epilepsy) 	 antiseizure drugs should avoid using these 

methods unless other more appropriate 
methods are not available or acceptable. 
(WHO class 3) 

Sickle cell disease and COCs: Women with sickle cell disease 
trait should avoid using COCs unless other more 

appropriate methods are not available or 
acceptable. (WHO class 3) Women with 
sickle cell trait may use COCs. 
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APPROPRIATE
 
CONTRACEPTIVE 


METHODS2
 

(WHO Class 1, 2)
 

" LAM 
" Injectables 
* IUD 
" Barriers 
" Spermicides 
" NFP 
" Voluntary 

sterilization 

" LAM 
" POPs 
* Implants 
" Injectables 
" IUD 
" Barriers 
" Spermicides 
" NFP 
* 	Voluntary 

sterilization 

COMMENTS 

Long-term use of antiseizure drugs causes the 
liver to metabolize estrogens and progestins 
more rapidly and may decrease the 
effectiveness of all hormonal methods except 
injectables. 

Development of intermenstrual spotting or 
bleeding may indicate a decreased level of sex 
steroids (estrogen and progestin) hormones 
due to interactions with antiseizure drugs. If 
this occurs, consider using a COC with a 
higher estrogen level (50 jg EE) or help client 
choose another method. 

The effectiveness of injectables (DMPA and 
NET-EN) is not decreased because blood 
levels of both are sufficient to compensate for 
the increased metabolism. 

For women with sickle cell disease trait, 
prevention of unwanted pregnancy is very 
important for health reasons. 

POCs are recommended. Implants and 
injectables are preferred over POPs, especially 
if the woman frequently is ill and not eating or 
drinking regularly. (Use of injectables and 
possibly implants also may decrease the 
frequency of attacks.) 

Women with sickle cell disease already are at 
risk of vascular problems, and use of COCs 
should be avoided because it poses an 
additional risk for blood clotting problems 
(estrogen effect). 
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MEDICAL PROBLEMS
 

PROBLEM 

Smoker and age 35 
years or older 

U 
Symptomatic valvular 
heart disease 
(rheumatic or 
congenital) 

Thromboembolic 
disorders (e.g., blood 
clots in legs, lungs or 
eyes) 

METHODS WHICH
 
SHOULD BE USED
 

WITH CAUTION
 

COCs: Client should use another 
(nonestrogen) contraceptive method. (WHO 
class 4) 

COCs: Client should use another 
(nonestrogen) contraceptive method. (WHO 
class 4) 

IUD: Prior to inserting an IUD, 
prophylactic antibiotics are advised if the 
woman is not already receiving long acting 
antibiotics. 

COCs: Women with thromboembolic 
disorders should not use COCs. (WHO 
class 4) 
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APPROPRIATE
 
CONTRACEPTIVE 


METHODS2
 

(WHO Class 1, 2)
 

" 	LAM 
* 	 POPs 
* 	 Implants 
* Injectables 
" IUD 
* Barriers 
" Spermicides
" 	NFP 

" 	Voluntary 
sterilization 

* LAM 
" POPs 
* 	 IUD 
* Barriers
 
" Spermicides 

* 	NFP 
" 	Voluntary 


sterilization 


" 	LAM 
" 	POPs 
* 	 Implants 
* Injectables 

" IUD 

• Barriers 

" Spermicides 

* 	NFP 
" 	Voluntary 


sterilization 


COMMENTS 

Women 35 years or older who are heavy 

smokers (20 cigarettes or more per day4) 

already are at increased risk of heart attack, 

stroke and other clotting problems. Use of 

COCs by these women poses an additional 

risk of blood clotting problems (estrogen 

effect). 

Use of COCs with symptomatic valvular heart 

disease poses an additional risk for blood 

clotting problems (estrogen effect). 

Clients with Class IllI-IN' heart disease should 

considcr voluntary sterilization. Even if one 

pregnancy has been successful, further 

pregnancies are extremely risky. 

The use 	 of antibiotics reduces the risk of 

and possible subacute endocarditisinfection 
(SBE) during IUD insertion. 

While COCs only slightly increase the risk of 

blood clotting problems in healthy women, 

this increased risk may have substantial impact 

on women already at risk for venous 
women with currentthromboembolism (e.g., 


or past blood clots or following major surgery
 

with prolonged bed rest).
 

POPs and other POCs do not increase a 

woman's risk for blood clotting problems. 

Definitions of heavy smoking vary internationally. Throughout 	this 
is used.PocketGuide the WHO definition, 20 cigarettes or more per day, 
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MEDICAL PROBLEMS
 

PROBLEM METHODS WHICH 
SHOULD BE USED 

WITH CAUTION 

Tuberculosis 	 COCs, POPs and Implants: Women using 
rifampin for tuberculosis should avoid using 
these methods unless other more 
appropriate methods are not available or 
acceptable. (WHO class 3) 

Uterine fibroids 
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APPROPRIATE
 
CONTRACEPTIVE 


METHODS2
 

(WHO Class 1, 2) 

" LAM 
* Injectables 
" IUD 
* Barriers 
" Spermicides" NFP 
" Voluntary 

sterilization 

" LAM 
* COCs 
* POPs 
" Implants 
" Injectables 
* IUD 
" Barriers 
" Spermicides 
" NFP 
" Voluntary 

sterilization 

COMMENTS 

Long-term use of rifampin for tuberculosis 
causes the liver to metabolize estrogens and 
progestins more rapidly and may decrease the 

effectiveness of all hormonal methods except 

injectables. 
Development of interinenstrual spotting or 

bleeding may indicate a decreased level of sex 

steroid (estrogen and progestin) hormones duz 

to interactions with rifampin. If this occurs, 
consider using a COC with a higher estrogen 
level (50 pg EE) or help client choose another 
method. 

The effectiveness of injectables (DMPA and 
NET-EN) is not decreased because blood 

levels of both are sufficient to compensate for 

the increased metabolism. 

Although estrogens can stimulate growth of
 

uterine fibroids, low-dose COCs (< 50 pg EE)
 
do not appear to cause them to grow.
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POSTPARTUM CONTRACEPTION
 

Many women want no more children or would like to delay pregnancy for 

at least 2 years after delivery. Only a small percentage of postpartum 

women, however, leave obstetrical delivery services having received 

family planning or with a contraceptive method.counseling about 
Postpartum women should be provided with family planning options. The 

Internatit.:al Planned Parenthood Federation (IPPT) recommends the 

following guidelines for service providers: 

* 	 Encourage full breastfeeding for all women. 

* 	 Do not discontinue breastfeeding to begin use of a contraceptive 

method. 

Contraceptive methods used by breastfeeding women should not 

adversely affect breastfeeding or the health of the infant. 

Even for women who do not breastfeed, there are special recommendations 

for the postpartum period. In particular, it is important to note that the 

timing for beginning a method varies among contraceptives, even for non­

breastfeeding mothers. 

Timing of Method Initiation for Breastfeeding Women 
Delivery 6weeks 6months 

IUD 

Lactational Amenorrhea Method 

Voluntary Sterilization1 

,Barriers and Spermlidds 

Diaphragm 

Progestin-Onty Contraceptives 

Natural Family Planning2 

Combined Oral Contraceptlves> 

Vasectomy can be performed at any time. 

2 NFP may be harder for breastfeeding women to use because reduced ovarian 

change, basal body temperature)function makes fertility signs (e.g., mucus 
more difficult to interpret. As a result, NFP can require prolonged periods of 

abstinence during breastfeeding. 
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POSTPARTUM CONTRACEPTION 

Timing of Method Initiation for Nonbreastfeeding Women 

Delivery 6 weeks 6 months 

Vountary Sterilization1 

Barlers and Spermicides -\" 

Diaphragm-L--zn71 

Progestin-Only Contra'ptives 

Natural
Family Planning 

Combid Oral Contraceptivas 

Vasectomy can be performed at any time. 

Source: Family Health International 1994. 

The following pages outline information about contraceptive methods for 
postpartum women, including timing after delivery, method characteristics 
and safety. 
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POSTPARTUM CONTRACEPTION 

COUNSELING OUTLINE 

METHO) TIMING AFTER 
DELIVERY 

Lactational Amenorrhea Should begin breastfeeding im~nediately 
Method (LAM) after delivery. 

(Also see Lactational Highly effective for tip to 6 nonths if 
Amenorrhea Method fully brea:stfeeding and amenorrheic. 
chapter) 

Combined Oral If not breast feeding, can be started after 
Contraceptives 3 weeks postpartum. 

(AFo see COCs chapter) 	 During the first 6 weeks postpartum, 
COCs should not be used. (WHO class 
4) 

From 6 weeks to 6 months postpartum, 
COCs should be used by breastfeeding 
women only if other methods are not 
available or acceptable. (WHO class 3) 

If fully breastfeeding and amenorrheic, 
delay For 6 months. Start COCs when 
weaning begins. (WIHO class 2) 

If client has resumed menses and sexual 
activity, start COCs only if reasonably 
sure she is not pregnant. 
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RELATED METHOD 
CHARACTERISTICS 

Considerable health benelit; for 
both umother and infant. 

Gives time to choose and arrange 
for surgical or other contraceptive 
methods. 

During the first 2 to 3 weeks 
postpartum, the estrogen in COCs 
siightly increases the risk ofblood 
clotting problemi.;. 

During the first 6 wet ,s 

p! !partum, COCs decreTase the 
aminou nt of breastinilk and imiay 

a ffect the healthy growth of the 
infant. (This effect may continue 
for tip to 6 mth tis.) 

REMARKS 

For greatest effectiveness, must be 
fully breast feeding. 

Flffectiveness declines as weaninb 
takes place or breastfeeding is 
supplemented. 

There is no increased risk of 
blood clotting beyond the third 
week postpartum. 

COCs should be the last choice 
for breastfeeding cliens. 

COCs may be given for women 
who were pre-eclamptic or had 
hypertension during pregnancy as 
long as BP is in normal range 

when starting COCs. 
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POSTPARTUM CONTRACEPTION 

CGUNSELING OUTLINE 

NIETI-OI) TIMING AFTER 
DELIVERY 

Progestin-Only If not breastfeeding, can be started 
Contraceptives immediately. 

(Also see Progestin-Only If not breastfeeding and more than 6 
Contraceptives 
chapters) 

and IUD weeks postpartum 
menstruating, start 

or 
POC 

already 
only if 

reasonably sure the woman is not 
pregnant. (WHO class 1) 

If fully breastfeeding, l1OC may be 
delayed until 6 months postpartum if she 
follows LAM (see LANI chapter). 
(WHO class 1 

IUD 	 May be inserted postplacental, 

postcesarean section or postpartum 

(Also see IUDs chapter) 	 (within 48 hours of delivery). (WIIO
class 1) 

If not inserted pastplacentally or within 
48 hours postpartum, insertion should 
be delayed until 4 to 6 weeks 
postpartum. (WIIO class I) 

If fully breastfeeding and amenorrheic, 
insertion should be delayed until 4 to 6 
weeks postpartum. 

If breastfceding and menses have 
resumed, insert only if reasonably sure 
the client is not pregnant. 
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RELATED METHOD REMARKS 
CHARACTERISTICS 

Do not affect breastfeeding Irregular bleeding may occur with 
quantity, quality or health of POCs, even in lactating women. 
infant. 

U 
Do not affect breastfeeding Requires provider trained in 

qu:ality, quality or health of postplacental or postpartum 
infant. insertion. 

Less pain during insertion fbr Clients should he screened and 
hreastfeeding women. counseled during prenatal period 

for postplacental insertion. 

Fewer postinsertion side effects 
(bleeding, pain) when IUD First year IUI) remomal rates are 
inserted in breastleeding women, lower among breastfeedin 

women. 

Expulsions less likely if inserted 
within 10 minutes after placenta is 
delivered. 

After 4 to 6 weeks postpartum, 
the provider does not have to be 
trained in postparturn IUD 

insertion (technique same as for 
interval client). 
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POSTPARTUM CONTRACEPTION 

COUNSELING OUTLINE 

METHOD TIMING AFTER 
DELIVERY 

Nonfitted Barriers May be used any time postpartum.
 
and Spermicides
 
(condoms, sponge, foam,
 
cream, film, jelly,
 
suppositories, tablets)
 

(Also see Barriers and
 
Spermicides chapter)
 

Fitted Barriers Used with It is best to wait until the immediate 
Spermicides (diaphragm postpartum period is over (6 weeks 
with foam, cream or .illy) postpartum) before fitting diaphragm. 

(Also see Barriers and
 
Spermicides chapter)
 

Natural Family Planning Not recommended until resumption of 
regular menses. Client may begin 

(Also see Natural Family charting at 6 weeks postpartum but 
Planning chapter) should continue to use LAM. 
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RELATED METIOD REMARKS 

CHARACTERISTICS 

Do not affect breastfeeding. Lubricated condonis and 

spermicides help overcome 

U se'ul as interim methods it vaginal dryness during intercourse 
in breastfeedinginitiation of another chosen (common 

llethod Imlust be postporned. 

Do not affect breastfeeding. 

Does not affect breastfeeding. 

W,,onlc). 

Requires fitting (pelvic exam) by 

service provider. Diaphragm fitted 

prior to pregnancy may ie too 

small due to changes illvaginal 
tissue or cervix after delivery. 

Use of spermicides helps 
overcome vaginal dryness during 
intercourse (on ill ill 

breastfecdinlg women). 

Cervical mucus difficult to "read" 

until menses have resumed and 

are regular (ovulatory). 

Basal body temperature fluctuates 

when tn tlher awsvakens at niglit to 
breastfced. Thus, "early 

morning" basal body temperature 
elevation after ovulation munay not 
be reliable. 
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POSTPARTUM CONTRACEPTION 

COUNSELING OUTLINE 

METHlOD TIMING AFTER 
DELIVERY 

Abstinence May be used any time. 

Tubal Occlusion May be performed immediately 
postpartum or within 48 hours. 

(See Tubal Occlusion 
chapter) If not performed within 48 hours, 

should be delayed until 6 weeks 
postpartum. 

Ideal timing: After recovery from 
delivery and ,nce health and survival of 
infant are more certain. 

Vasectomy Can be perfbrmed anytime after 
delivery. 

(See Vasectomy chapter) 
Ideal timing: After recovery from 
delivery and once health and survival of 
infant are more certain. 
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RELATED METHOD 
CHARACTERISTICS 

Does not affect breastfeeding. 

100% effective 

Does not affect breastfeeding 
quantity, quality or health of 

infant. 

Postpartum iini iniaparotolmy is 

easier to perform within first 48 

hours of delivery because the 

position of the uierus make the 

Fallopian tubes easier to find and 

see. 

REMARKS 

Some couples find long periods 

of postpartum abstinence 
difficult. 

Acceptable in cultures in which 

postpartum abstinence is 
traditional. 

Perform using local anesthesia/ 
sedation. This minimizes risk to 

the mother and possible prolonged 
separation of nother and child due 

to complications. 

Counseling and informed consent 

should take place during prenatal 

period. 

In cultures in which postpartum 
abstinence is traditional, 
vasectomy performed at this time 

leads to less disruption of 

intercourse for the couple. 

Partner's contact with health care 

system may be a good time for 

man to use services. 
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POSTABORTION CONTRACEPTION 

Many clients come into contact with a family planning provider only when 

management of miscarriage (spontaneous or incomplete abortion) is 

These clients, who already may have experienced unwantednecessary. 

pregnancy either as a result of nonuse of contraccption or method failure,
 

may be in need of effective contraception.
 

Because ovulation and the subsequent risk of pregnancy return rapidly
 

following an abortion, postabortion family planning services need to be
 

initiated immediately. Following first trimester pregnancy loss, ovulation
 

may occur as early as day 11 and it most often occurs before the first 

menstrual bleeding. In contrast to postpartum womew, who may delay the 

return of ovulation (fertility) by breastfeeding, women who have 

or induced abortion face an immediate risk ofexperienced spontaneous 
pregnancy. 

In general, all methods of contraception are appropriate for use 

immediately after postabortion care, provided: 

there are no complications requiring further treatment (i.e., severe 

bleeding, 	anemia or infection), and 

* 	 the provider screens for any precautions for use of a particular 

method. 

that women not have intercourse until postabortalIt is recommended 
bleeding stops. 

Recommendations for contraceptive use after first trimester abortion (up to 

similar to those for interval use (i.e., women14 weeks from LMP) are 
who have not been pregnant within the last 4 to 6 weeks and are not 

breastfceding). Recommendations for contraceptive use after late second 
totrimester spontaneous or incomplete abortion are more similar the 

postpartum period. In either case, thorough counseling is essential so that 

the client freely chooses a method that meets her needs and that she can use 

safely and effectively. 

The following pages (adapted from !'ostaboflion Care:A ReferenceManual 

of Care) outline the factors relevant to thefi)r Improving Quality 
postabortal use of various contraceptive methods. 
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POSTABORTION CONTRACEPTION 

COUNSELING OUTLINE 

METHOD TIMING AFIFER ABORTION 

Oral Contraceptives (COCs Start COC or POP use immediately, 
and POPs) preferably on the day of treatment. 

(Also see COCs and
 
Progestin-Only Contraceptives
 
chapters)
 

Injectables (DMPA, NET-EN) May be given immediately. 

(Also see Progestin-Only
 
Contraceptives chapter)
 

EImplants(Norplant) May be given immediately. 

(Also see Progestin-Only
 
Contraceptives chapter)
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RELATED METHOD 
CHARACTERISTICS 

Can be started immediately even 

if infection is present. 

Can be started immediately even 

if infection is present. 

Can be started immediately even 

if infection is present. 

REMARKS 

lHighly effective. 

Immediately effective. 

Minimizes blood loss (i.e., 
improves anemia). 

If adequate counseling and 

informed decision-making cannot 

be guaranteed, delay first injection 

and provide a temporary interim 

method. 

If adequate counseling and 

informed decision-making cannot 
be guaranteed, delay insertion and 

provide a temporary interim 

method. 

Access to a provider skilled in 

insertion and removal is 

necessary.
 

57 



POSTABORTION CONTRACEPTION
 

COUNSELING OUTLINE
 

METHOD 

IJD 

(Also see IUDs chapter) 

Nonfitted Barriers 
and Spermicides (condoms, 
sponge, foam, cream, film, 
jelly, suppositories, tablets) 

(Also see Barriers and 
Spermicides chapter) 

TIMING AFTER ABORTION 

First Trimester: 

IUDs can be inserted if risk or 
presence of infection can be ruled 
out. 

Delay insertion until serious injury 
is healed, hemorrhage is controlled 
and acute anemia improves. 

Second Trimester: 

Delay for 4 to 6 weeks unless 
equipment and expertise is available 
for immediate postabortal insertion. 
Be sure there is no uterine 
infection. (If infection suspected, 
delay insertion until the infection 
has been resolved.) 

Start use as soon as intercourse is 
resumed. 
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RELATED METHOD REMARKS 

CHARACTERISTICS 

Uterine perforation can occur 

during insertion. 

If adequate counseling and 

informed decision-making cannot 
be guaranteed, delay insertion and 

provide a temporary interim 

method. 

Access to a provider skilled in 

insertion and removal is 

necessary. 

Good interim methods if initiation Intercourse should be delayed 

of another method must be until bleeding has stopped (5 to 7 

postponed. days). 
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POSTABORTION CONTRACEPTION
 

COUNSELING OUTLINE 

METlO) 

Fitted Barriers Used 

with Spermicides 

(diaphragm with foam, cream 

or jelly) 


(Also see Barriers and 
Sperinicides chapter) 

Natural Family Planning 

(Also see Natural Family
 
Planning chapter)
 

Tubal Occlusion 

(Also see Tubal Occlusion 

chapter) 


Vasectomy 

(Also see Vasectomy chapter) 

TIMING AFrTER ABORTION 

Diaphragm can be fitted 
immediately after first trimester 
abortion. After second trimester 
abortion, fitting should be delayed 
until uterus returns to prepregnancy 
size (4 to 6 weeks). 

Not recommended for immediate 
postabortion use. 

Tec hnically, tubal occlusion 
(minilaparotomy or laparoscopy) 
can be performed immediately after 
treatnient of abortion complications 
unless infection or severe blood loss 
is present. 

Do not perform until infection is 
fully resolved (3 months) or injury 
healed. 

May be performed at any time. 

Timing is not related to abortion. 
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RELATED METHOD 
CHARACTERISTICS 

Performing tubal occlusion after a 
first trimester incomplete abortion 
is similar to an interval procedure; 
aft er a second trimester 

incomplete abortion it is similar to 
a postpartum procedure. 

Not immediately effective; 
therelore, interim contraceptive 
method must be used. 

REMARKS 

Diaphragm fitted prior to a second 
trimester pregnancy loss may be 
too small due to change in the 
vaginal tissue or cervix. 

The first ovulation after ar, 
abortion will be difficult to predict 
and the method is unreliable until 
after a regular menstrual pattern 
has resumed. 

Adequate counseling and informed 
dtlcision-aking and consent must 
precede voluntary sterilization 
procedures (tubal occlusion or 

vasectomy); this often is not 
possible at the time of emergency 
care. 
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POSTABORTION CONTRACEPTION 

GUIDELINES FOR CONTRACEPTIVE USE BY 
CLINICAL CONDITION 

CLINICAL CONDITION 

Confirmed or Presumptive 
Diagnosis of Infection 

Signs and symptoms of' 
sepsis/infection 

Signs of unsafe or unclean 
induced abortion 

Unable to rule out infection 

Injury to Genital Tract 

Uterine perflration (with or 
without bowel injury) 

Serious vaginal or cervical 

injury, including chemical 
burns 

PRECAUTIONS 

IUD: Do not insert until risk of 
infection ruled out or infection fully 
resolved (approximately 3 months). 

Fetnale volntary sterilization: Do 
not perform procedure until risk of 
infection ruled out or infection fully 
resolved (approximately 3 months). 

IUD: Do not insert until serious 
injury healed. 

Diaphragm: Do not use until 
vaginal or cervical injury healed. 

Spermicides: Do not use until 
vaginal or cervical injury healed. 

Female voluntary sterilization: Do 
not perform procedure until serious 
injury healed. 
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RECOMMEN)ATIONS 

Oral contraceptives (COCs and POPs): can begin use immediately.
 

Implants (Norplant): can begin use immediately.
 

lnjectables ()NIPA, NFt''-IN): can begin use imime.liately.
 

(ondomn: Call be used :Wn sexual ictivily is resumed. 

)iaphragm: can be used when sexual activity is resumed. 

Spermicides: can be used when sexual activity is resumed. 

can immediately.Oral contraceptives (COCs and POl's): begin use 

Implants (Norplant): can begin use immediately. 

Injectahlcs (DMIPA, NFT-lEN): can begin use immediately. 

acti%ily is resumed.('ondo: can ble used when sexual 

)iaplhragm: call be Used when sexual activity is resumed (can be used 

with uncomplicated uterine p,,.rforation). 

Spermicides: can b," used when sexual activity is rcmed (can he used 

with uncolmplicated uterine perforation). 
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POSTABORTION CONTRACEPTION 

GUIDELINES FOR CONTRACErIIVE USE BY 
CLINICAL CONDITION 

C(1INI('AI1 (()NI)ITION PRI'ECAUTIONS 

Severe Bleeding (hemorrhage) 
and Related 
(lib < 7 gm/

Severe Aneinia 
dl or IIct < 20) 

Implants (Norplant): Delay insertion 
until acute anenia improves. 

Injectables: Delay ini.jection until 
acute anemia improves. 

POPs: Use with caution until acute 
anemiai improves. 

IUD (inert or copper-hearing): Delay 
insertion until acute anemia 
improves. 

Female voluntary sterilization: Do 
not perform procedure until the cause 
of hemorrhage or anemia resolved. 
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RECOMMENI)ATIONS 

COC:i: can begin use immediately (beneficial when hemoglobin is 

low). 

can be used with severe anemia (decreasesIUD (progestinl-relcasing): 

menstrual blood loss).
 

Condom: can he used when sexual activity is resumed.
 

l)iaphragm: can he used when sexual activity is resumed.
 

Spermicides: can be used when sexual activity is resumed.
 

A 
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EMERGENCY CONTRACEPTION 

When intercourse occurs without contraceptive protection, unplanned and 

undesired pregnancy can result. Fortunately, there are means available to 

prevent pregnancy when unprotected intercourse occurs, and clients need 

not be turned away to anxiously await their menstrual period. 

Before providing emergency contraception be sure the client is not already 
previous month).pregnant (i.e., she might have become pregnant in the 

Symptoms of early pregnancy may include: 

" 	 Breast tenderness 
* 	 Nausea
 

Change in the last menses (light flow, short duration, etc.)
" 
* 	 Urinary frequency 

In addition, wonen who are at increased risk of vascular problems (current 

or past blood clotting problems, heart attack or stroke) should be advised 

that the risk of a serious complication may be increased if they use the 

high-dose estrogen regimen. 

severalWhile meost contraceptives are app;opriate before intercourse, 

methods also can be used within a short time after unprotected intercourse. 

Often called "morning after pills," these regimens are better named 

secondary contraceptives or emergency contraceptives to remove the idea 

that the user must wait until the morning after intercourse to start 

treatment-or that she will be too late if she cannot ohbtain the pills until the 

afternoon or night after intercourse. The name emtergency contraception 

also stresses that these methods, while better than nothing in the event of 
useunprotected intercourse, typically are less effective than the ongoing 

of modern contraceptive methods. Currently there are 2 types ofemergency 

For example, when inserted upcontraceptives: mnechalnical and h rlnonal. 

to 7 days after unprotected intertLourse, coppcr-releasing ItiDs can prevent 

a pregnancy from becoming established. Although over 15 regimens using 

said to exist, only 4 have been adequately studiedhornmonal methods are 


for widespread use.
 

' COCs taken lbr a short duration (2 days) in a physically active client are 

unlikely to cause a serious problem even in women with these problems; 

therefore, do not withhold treatment if client requests it. 
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EMERGENCY CONTRACEPTION
 

If pregnancy is suspected, counsel client regarding options and the small 
risk of a problem before providing emergency contraception.2 

RISK OF BECOMING PREGNANT 

The risk of pregnancy (expected probability) for a given day of the 

menstrual cycle, as measured by the number of days before or after mid­

cycle, is shown in the following figure. 

Probability of Conception by Cycle Day' 
0.2 

.15 

Risk 
of 0.1 

Conception 

.05 

0F­
8 -7 *6 -5 -4 .3 -2 -1 02 1 2 3 4 5 

Day of Coitus 

E The number of pregnancies calculated using this chart represents the lower 

limit of expected pregnancies because it was derived from couples seeking 
pregnancy using artificial insemination with sperm. 

' Day 0 (mid-cycle) is defined as 14 days before or after the expected onset 

of the next menses. 

Adaptedfromn Dixon et al 1980. 

2 Although there are no known teratogenic effects of using the emergency 

contraceptives described in this chapter, too few births resulting from failure 

of a method have been observed to rule out this possibility. 
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figure, the risk of becoming pregnant depends on whatAs shown in the 
day of the menstrual cycle the woln.1ll was j.t the time of intercourse. 

During the most fertile days, midway between 2 menstrual periods (days 

as 30%. By using one of the emergency12-15), the risk could be as high 

contraceptive methods recommended, the risk of pregnancy is reduced by 

at least 75%. For example, a 30% risk would be reduced to about 8%. 

U
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EMERGENCY CONTRACEPTION
 

METHOD 

COCs (Morning After Pills) 

Minimum Daily Dose: 100 jg EE 
plus 500 mg LNG 

Minimum Total Dose: 200 ing EE 
plus 1000 ing LNG 

(Also see COCs chapter) 

Progestin-Only Pills (POPs) 

Minimum Daily Dose: 750 jg LNG 

Minimum Total Dose: 1500 pg 
LNG 

(Also see Progestin-Only 
Contraceptives chapter) 

TIMING IN RELATION
 
TO UNPROTECTED
 

INTERCOURSE
 

Should be taken within 72 
hours of unprotected 
intercourse. 

Should be taken within 48 
hours of unprotected 
intercourse. 

70
 



REMARKS 	 INSTRUCTIONS 

Very effective (< 3% failure Take 4 COCs containing 30-35 tig 

rate) EE (e.g., Lo-Femnenal) orally 
followed by 4 more in 12 hours 
(total = 8 pills).-Side effects: 

* 	 Nausea (temporary, day or 
so) Alternatively, take 2 COCs 

* 	 Vomiting (if within I hour containing 50 pg 1-1- orally 

after taking first or second followed by 2 more in 12 hours 
dose of COCs, client may (total = 4 pills). 
need to repeat the drug) 

If no menses within 14 days, 
If history indicates possible pre- consult clinic or service provider 
existing pregnancy, it should be to check For possible pregnancy. 
ruled out before giving COCs. 

If pregnancy not prevented, 
counsel client regarding options 
(see COCs chapter). 

Very effective (< 3% failure Take 10 POPs, containing at least 
rate) 37.5 jig levonorgestrel (75 ptg 

norgestrel), orally thllowed by 10 
Fewer side effects than with more in 12 hours (total = 20 
COCs or high-dose estrogen pills). 

Minimal side effects: If no menses within 14 days, 
" Nausea (temporary, day or consult clinic or service provider 

so) to check For possible pregnancy. 
* 	 Vomiting (if within 1 hour
 

after taking first or second
 

dose of POs, client may
 
need tt repeat the drug)
 

2 	 If available, high-dose esirogen can be substituted for COCs. The 

recommended dose of each medication (2.5 mg EE, 10 mg conjugated 

estrogens or 5 tug esterone) must be taken twice daily (e.g., 5 mg EE) 

lor 5 consecutive days. 
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EMERGENCY CONTRACEPTION
 

TIMING IN RELATION 
METHOD TO UNPROTECTED 

INTERCOURSE 

Antiprogestins (mifepristone) Should be taken within 72 
hours of unprotected 
intercourse. 

IUD Should be inserted within 5 
days of unprotected inter­

(Also see IUDs chapter) course. 

U
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REMARKS INSTRUCTIONS 

Very effective (< 1% failure Take 600 mg mifepristone. 

rate) 
If no menses within 21 days, 

Same side effects as with high- consult clinic or service provider 

dose estrogen but less severe to check for possible pregnancy. 

Menses delayed in > 50% 
(delayed ovulation) 

Very 
rate) 

effective (< I% failure If pregnancy not prevented, 
counsel client regarding options. 
Remove IUD (see IUDs chapter 

Few side effects for rationale). 

Failure increases with longer 
interval between unprotected 
intercourse and insertion. 

Requires minor procedure to 
insert, performed by trained 
provider 

Provides long-term contraception U 
Should not be inserted for 
women at risk for GTIs and 
other STDs (e.g., HIBV, 
IIIV/AIDS). 

May not be advisable for 
nulliparous clients. 
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ADOLESCENTS 

Sexually active adolescents are in need of safe and effective contraception. 

show that large numbers of teens are sexually active, at leastStudies 
which revolveoccasionally. Teens tend to have unpredictable lifestyles 

around such issues as assertion of independence, convenience and 

acceptance among their peers. Because of this, their relationships often are 

are likely. Furthermore, manytemporary and multiple sexual partnurs 

teens do not use effective contraceptives, and those who do are likely to 

their lifestyles may expose them to use them infrequently. Additionally, 

considerable risk tor contracting GTIs and other STI)s (e.g., 13IBV, 

ItlV/AIDS). Finally, early childbearing is associated with the poor health 

of both mothers and infants. 

Although parents would prefer teenagers not to be sexually active until they 
family, often this doesare able to fully consider starting and caring for a 

not happen. Because teens frequently have unplanned, unprotected 
to emergencyintercourse, it is important that they have access 

services (see Emergency Contraception chapter).contraceptive 
Furthermore, adolescents need access to family planning services regardless 

of their martial status and these services should avoid unnecessary clinical 

procedures that may discourage teens ft:mi using services (e.g., pelvic 

examinations for teens requesting COCs). 

In the iollowing pages, only factors relevant to the use of pecific 

contraceptive methods by ado!escents are provided. 

U 
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ADOLESCENTS 

COUNSELING OUTLINE 

METHOD REMARKS 

Oral Contraceptives (COCs Conditions requiring precautions 
and POPs) are rare in teens. 

(Also see COCs and Progestin- Forgetfulness increases failure 
Only Contraceptives chapters) (common imiong teens). 

Most popular method among 
teens. 

Although there has been concern 
about the use of COCs by young 
adolescents (theoretical effect on 
growth), they may be safely used 
once a teen has started 
menstruating. 

Implants (Norplant) Side effects such as irregular 
bleeding/spotting, acne and weight 

(Also see Progestin-Only gain may be particularly 
Contraceptives chapter) bothersome to teens. Thorough 

counseling is required. 

Implants may be in place for 
periods of time when teen is 
temporarily not sexually active. 

Highly recommended for teens 
who want long-term contra­
ception, especially if client had 
trouble using another method. 
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COUNSELING OUTLINE 

METHOD 


Injectables 


(Also see Progestin-Only 

Contraceptives chapter) 


IUD 

(Also see IUDs chapter) 

REMARKS 

Side effects such as irregular 
bleeding/spotting, acne and 
weight gain, ma,' be particularly 
bothersome to teens. Thorough 
counseling is required. 

Delayed return of fertility 
Coinlflon. 

No need for supplies and non­
visibility make this attractive to 
teens. 

Highly recommended for teens 
who require intermediate­
duration contraception. 

Some studies show that use of 
DMPA in teens within 2 years of 
menarc.ie may pose an additional 
long term risk for osteoporosis. 

Not recommended for teens at 
risk for GTIs and other STDs 
(e.g., H3V, HI V/AIDS). 

May be used by nulliparous or 
parous teenager if not at risk for 
STDs. 
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ADOLESCENTS 

COUNSELING OUTLINE 

METIIOI) REMARKS 

Condom 

(Also 
Sperm

see 
icid

Barriers and 
chapter)es 

Immediate protection but requires 
planning (coitus-related). 

Should be easily available as teens 
are likely to have unplanned 
intercourse. 

Only method that protects against 
GTIs and other STDs (e.g., IlBV, 
IIIV/AIDS). 

Diaphragm 	 Generally not recommended for 
teens. 

(Also see Barriers and 
Spermicides chapter) Requires contiiued motivation and 

use with each act of intercourse. 

Best accepted by mature woman 
who can predict acts of 
intercourse and who is highly 
motivated to avoid pregnancy. 

Offers sonme protection against 
GTIs and other STI)s (e.g., HIBV, 
HI V/AI)S). 

Emergency Contraception 	 Should be available as teens are 
likely to have unplanned,

(Also, see Emergency 	 unprotected intercourse. 

Contraception chapter) 

Withdrawal 	 May '-. only method available to 
teens. Be sure they are fully 
informed about technique. 

Voluntary Sterilization (tubal Not appropriate for adolescents in 
occlusion and vasectomy) nost circumstances. 
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WOMEN OVER 35 
Women over 35 may experience life events, such as divorce and 

remarriage, that place them at increased reproductive health risk. Women 

over the age of 35 are in need of safe and effective contraception and also 

may need protection against GTIs and other STDs (e.g., HBV, 

HlIV/AII)S). 

In the past, because the dose ofestrogen in COCs was high ( 50 jig EE), 

women over 35 were considered to be at increased risk for serious 
Recentcomplications (heart attack, stroke and blood clotting problems). 

data, howcver, based on women using the newer low-dose COCs ( < 35 jig 

t'F) show that older wNvonien call safely use COCs until they are inctnopausal 

and beyond, it they have no additional risk factors. 

Although sone wo nii arecConcerned about the risk of breast cancer if they 

e age 35, current data show nocontinue to use lior nti mthods after 

overall association between breast cancer and increasing duration ot COC 

use. In fact. stulies suggest that COC use may lead to decreased levels of 

breast cancer aiig older women. Moreover, long-term use oft COCs (5­

10 years) leads to decreas-d risk of both cndotnetrial and ovarian cancer 

and offers other health hei eftits. 

Finally, while womet ovo.r 3. who are heavy smokers ( > 20 cigarettes 

per day) shotld becoth:g~ d to stop smoking for hcalth reasons, they cati 

still use POCs. 

Because wome n over 35 can cotinUe to use most contraceptive methods, 

in flit fOllowing pages only those factors relevant to their use of specific 

contraceptives are provided. 
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WOMEN OVER 35
 

COUNSELING OUTLINE
 

METHOD 

COCs 

(Also see COCs chapter) 

POCs (implants, injectables and 
POPs) 

(Also see Progestin-Only 
Contraceptives chapter) 

IUD 

(Also see IUDs chapter) 

REMARKS 

Should not be used by women 
over 35 who are heavy smokers 
(> 20 cigarettes per day'). (WHO 
class 4) 

Low-dose COCs may be a source 
of estrogen replacement during 
perilnenopause. 

lighly recommended for women 
over 35 who want long-term 
contraception, especially if client 
has had trouble using another 
method or does not want 
voluntary sterilization. 

POCs can be used in the 
perimnenopausal years (40-50s). 

POCs can be used safely by 
women over 35, even if they are 
heavy smokers. (WHO class 1) 

May be used safely by older 
woman if not at risk fr GTIs and 
other STDs (e.g., HBV, 
HIV/AIDS). 

May be the preferred me!',od in 
older women because newer IUDs 
(copper- and progestin-releasing): 
" are highly effective 
&require no followup care unless 

there are problems 
" are long-term methods (TCu 

380A effective up to 10 years) 

Definitions of heavy smoking vary internationally. Throughout this 
PocketGuide the WHO definition, 20 cigarettes or more per day, is used. 
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COUNSELING OUTLINE 

METHOI) 

Condom 

(Also see Barriers and 

Spermicides chapter)
 

Diaphragm 

(Also see Barriers and 

Spermicides chapter) 


Voluntary Sterilization (tubal 
occlusion and vasectomy) 

(Also see Tubal Occlusion and 
Vasectomy chapters) 

REMARKS 

Only method that protects against 
GFIs and other STI)s (e.g., IIBV, 
HIV/AII)S). 

Best used by mati're womien who 
can predict acts of' intercourse in 
advance a1nd who are highly 
motivated to avoid pregnancy. 

Best used by mature women who 
can predict acts of intercourse in 
advance and who are highly 
motivated to avoid pregnancy. 

Offers some protection against 
GTls and other STI)s (e.g., 3IBV, 
lIlV/AIDS). 

Appropriate for mature 
clients/couples who are certain 
about desire for permanent 

contraception. 
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LACTATIONAL AMENORRHEA METHOD 

(LAM) 

COUNSELING OUTLINE 

METHOD 	 APPROPRIATE FOR 

Method that utilizes the temporary LAM is effective for woaen who: 
infertility that occurs during 
breastfeeding * are filly or nearly filly 

breastfeeding, 
Mechanisn of Action 

* have not had return of menses, 
Suppresses ovulation and 

" 	are less than 6 months 
postpartum. 

Fully breastfeeding is 
characterized by: 

* 	Breastfeeding whenever baby 
desires (at least every 4 hours 
during the day) 

" 	 Night time feedings (at least 
every 6 hours) 

" 	Not substituting other food or 
liquids for a breastmilk meal 
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METHOD CHARACTERISTICS 

BENEFITS 	 LIMITA FIONS 

Effective (pregnancy rate 2-3 % in User dependent: requires 
first 6 months postpartum) following instructions regarding 

breastfeeding practices 

Ea.isy to use 
Fully or nearly fully breastfeeding 

-ffective immediately may te difficult for some women 
due i) social circumistances. 

Free 
Short-term protectim (limited to 6 

Does not interfere with months) 

intercourse 
No protection against GTIs and 

Reduces postpartum bleeding other STDs (e.g., HBV, 
IIIV/AIIDS) 

No physical side effects 

No medical supervision required 

No supplies needed 

llealth BeneFits 

Fc,r child:
 
" Passive immunization
 

* 	 Best source of nutrition 

" 	Decreased exposure to 
pathlogen in water or other 
milk 
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LACTATIONAL AMENORRHEA METHOD 

PROBLEMS REQUIRING ACTION 

PROBLEM 

Client has resuned her menses 

Client's baby suckles 
infrequently, less than 6 times a 
day on both breasts, or her baby 
sleeps through thte ;light 

Client has added supplemental 
foods or liquids to her baby's 
diet 

Client's baby is 6 months old or 
older 

ACTION 

Counsel about ieed for another 
method.' 

Counsel about need for another 
method.I 

Counsel about need for another 
unethod., 

Counsel about need for another 
method. I 

Even if another method is required, client should be encouraged 
to continue breastfeeding. 
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RATIONALE 

Menses indicate resumption of ovulation and return of fertility. 
Pregnancy is likely if another contraceptive method is not used. 

Decreased breastfeeding frequency allows ovaries to resume 
nornal functioning; ovulation is no longer suppressed. 

Decreased breastfeeding frequency allows ovaries to resume 
normal functioning; ovulation is no longer suppressed. 

Note: "SupplemCntil" does not include tiny amounts of ritual or 
medicinal liquids or tbO; "'np leme ntal" refers to liquid or food 
that substitutes for brL:astfeeding. 

At 6 months, supplementary fx ' are introduced into the baby's 
diet. This reduces the likelihod that breastleding alone will 
effectively prevent pregnancy (see above). 
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LACTATIONAL AMENORRHEA METHOD
 

Ask the mother, or advis hier to sk herself 
these 3 questions: 

1. Have your inenses 
returned? 

IYES 

4. t'ie iother's chance of 
pregriancy is increased. 

2. Are you supplementing For continued protection, 
regularh (or allning -- YES advise the mother to begin 
long periods "ithoot using a complementary 
breastreeding, either ramily planning method 

dai or night? and to Continlue bre ,sfceding 
br the child's health. 

N(1 

YES 

3. Istour haby more 
than 6 tmmthsold? 

There is olt I-2r 
cti~llcell lreritic) at this tne.. 

Whein the alss ir to' s onle il 

t1es. queluuuus hecoime, YES... 

* hiss vecr.tie iiihoutcim chose t use L imethod it/uny tine.it etuipmlenttary 

Source: histilute fbr Reproductive Health 1994. 
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NOTES
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COMBINED ORAL 
(COCs) 

COUNSELING OUTLINE 

M11Ti()I) 

Combined oral contraceptive pills 
(COCs) contain both an estrogen 
(E)and progestin (P) 

Types 

Monophasic: All 21 active pills 
contain sane amount 1-/li 

Biplhasic: 2 different EP 
combitnations (1(11) ol' 21 active 
pills 

Triphasic: 3 diffIerCelt -/P 

combinatioms (6/5/10) of 21 

active pills
 

Mechanism of Action 

* 	 Suppress ovn latioi 
* 	 Thicken cervical mucus 


(prevents sperm peim-etration) 

• 	Change endomnctrium 

(makint iniplanmltion less 
likely) 

* 	 Reduce sperm transport in
 

upper genital tract (fallopian
 
tubes)
 

CONTRACEPTIVES
 

APPROPRIATE FOR 

Women of any reproductive age 
or parity who want highly 
effective protection against 
pregnancy 

lPostabortion clients (may begin 
use at any time) 

Women with history of'anemia 

Women with severe menstrual 
cramping 

Women with irregular menstrual 
cycles 

Women with histlry of' ectopic 

pregnancy 

Breastfleeding mothers (6 months 
or more postpartum) or when 
suPplevCme ntation (1'infant's diet 
begins (if before 6 months) 
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METHOD CHARACTERISTICS
 

BENEFITS 

Highly effective (pregnancy rate I-8 
per 100 women during first year of 
use) 

F-ffective immnediatCly if started by day 
7 of cycle 

Pelvic examination not required prior 
to use 

Few method-related health risks 

Do not interfere with intercourse 

Convenient, easy it)use and can be 
provided by nomedical staff 

Can stop use easily 

Health Benefits 

Lighter, shorter periods 

Decreased menstrual cramps 

Improved anemia 

Protection against ovarian and 
endometrial cancer 

Decreased benign breast disease 

Prevention of ectopic pregnancy 

Protection against sone causes of PID 

LIMITATIONS 

User dependent: require 
continued motivation and 
daily use 

Forgetfulness increases 
failure 

Resupply must be available 

Effectiveness may be 
lowered when certain drugs 
are taken (see table COC 
Interactions with Other 
Drugs itt this chapter) 

Can delay return to fertility 

Serious side effects possible 
(rare): myocardial infar­
ction, stroke, venous throm­
bosis (1, 3 and II per 
100,000 women on COCs, 
respectively); also rarely 
benign and malignant liver 
tutnors 

No protection against GTIs 
and other STDs (e.g., I-BV, 
HIV/AIDS) 
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COMBINED ORAL CONTRACEPTIVES
 

MOST READILY AVAILABLE 

PILL NAME 

Nionophasic 

Eugynon
 

Lo-Femenal (LJSAID)
 

Microgynon
 

Neogynon
 

Noriday (USAID)
 

Norminest (USAID) 

Norquest (USAID) 

Triphasic 

Logy non 

6 brown tablets
 
5 white tablets
 

10 yellow tablets
 

Trinordiol 

6 brown tablets
 
5 white tablets
 

10 yellow tablets
 

Most readily available COCs (monophasic), so called "low-dose" pills, 
contain 30-35 ug ethinyl estradiol (EE). "High-dose" COCs are those 
containing 50 iAgEE or more. 
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HORMONAL COMPOSITION'
 

ESTROGEN CONTENT PROGESTIN CONTENT 

Ethinyl cstradiol 50 Norgestrel 500
 

Ethinyl estradiol 30 Norgestrcl 300
 

Ethinyl estradiol 30 Lvonorgcsircl 150
 

Ethinyl estradiol 50 1.evmonrgestrel 250
 

Mestranol 50 Norcthindronc 1,000
 

Etihinyl estradiol 35 Norethindrone 500
 

Ethinyl estradi l 35 Norethindrone 1,000
 

Ethinyl estradiol 30 Lcvonorgestrel 50
 
Ethinyl estradiol 40 Levonorgestrcl 75
 
Ethinyl estradiol 30 Levonorgestrel 125
 

Ethinyl estradiol 30 Lcvonorgestrci 50
 
Ethinyl estradiol 40 Levoorgcstrel 75
 
Ethinyl estradiol 30 Levonorgestrel 125
 

2 50 pig mestranol has the biologic potency of 30-35 /tg EE; therefore, it
 

should not be considered a high-dose COC.
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COMBINED ORAL CONTRACEPTIVES 

CONDITIONS REQUIRING PRECAUTIONS 

CONDITION 

Pregnancy (known or suspected) 

Breastfeeding 

Unexplained vaginal bleeding 
(only if serious problem 
suspected) 

PRECAUTION 

COCs should not be used during 
pregnancy and should be stopped 
if intrauterine pregnancy is 
confirmed and will be carried to 
term. (WHO class 4) 

If the possibility of preginancy 
cannot be excluded by 
examination or pregnancy testing, 
use of COCs should be delayed 
until the next menstrual period. 
In the interim, help the client 
choose another method (e.g., 
condoms and sperinicide). 

Women less than 6 weeks 
postpartum should not use COCs. 
(WHO class 4) 

Fully breastfeeding mothers (6 
weeks to 6 months postpartum) 
should use COCs only if other 
more appropriate methods (e.g., 
IUD or POCs) are not available 
or acceptable. (W1HO class 3) 

Women with unexplained vaginal 
bleeding, which could be due to 
pregnancy or caused by a serious 
problem, should not use COCs 
unless other more appropriate 
methods are not available or 
acceptable. (WHO class 3) 
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RATIONALE
 

There is no reported harm to the woman or developing fetus 
from the small amount of estrogen and progestin in current (low­
dose) COCs. It is, however, unwise for a woman to take any 
drugs in early pregnancy unless absolutely necessary. 

During the first 6 weeks postpartum, the estrogen in COCs 
slightly increases the risk of blood clotting problems (estrogen 
effect). In addition, during the first 6 Months postpartum, COC. 
decrease the amount of breastmilk and ,may affect the healthy 
growth of the infant. Finally, fully brcastfeeding mothers less 
than 6 mortihs postpartum are at low risk of pregnancy (< 2% 
failure ratc, see LAM chapter). 

Because COCs sometimes can cause intermenstrual spotting or 
bleeding, an underlying problem (i.e., normal or ectopic 
pregnancy, cervicitis, other pelvic pathology and, rarely, cancer 
of the genital tract) may be masked. Ideally, the cause of any 
persistent, unexplained vaginal bleeding or spotting (e.g., 
between menses or after intercourse) should be determined and, 
it' possible, treated before COCs are prescribed. None of the 
above conditions, however, are worsened--and sotnle are 
prevented-by use of COCs. 
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COMBINED ORAL CONTRACEPTIVES 

CONDITIONS REQUIRING PRECAUTIONS 

CONDITION PRECAUTION 

Jaundice (symptomatic, viral COCs should not be used until 
hepatitis) clients have fully recovered from 

hepatitis 
months 
tomatic 
returns). 

(i.e., until either 3 
after becoming asymp­
or normal liver function 

Help client choose 
another method. (WHO class 4) 

For women with symptomatic gall 
bladder disease, COCs are not 
recommended unless other more 
appropriate methods are not 
available or acceptable. (WHO 
class 3) 

Smoker and age 35 years or Client should use another 
older (nonestrogen) contraceptive 

method. (WHO class 4) 

Diabetes (> 20 years duration; Women with advanced or long­
vascular problems, or CNS, standing diabetes sl,,ould not use 
kidney or visual disease) COCs. (WHO class 4) 

Insulin and noninsulin dependent 
diabetics without serious problems 
generally can use COCs. (WHO 
class 2) 
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RATIONALE 

The hormones in COCs (especially the estrogen) may be poorly 
metabolized in women with impaired liver function; therefore, 
their use may affect the health of these women. In addition, 
COCs may accelerate development of symptoms of gall bladder 
disease in asymptomatic women. 

Women 35 years or older who are heavy smokers (> 20 
cigarettes per day3) already are at increased risk of heart attack, 
stroke and other blood clotting problems. Use of COCs by these 
women poses an additional risk of' blood clotting problems 
(estrogen effoct). 

Women 35 years or older who stop smoking and have no other 
risk factors may use COCs. 

Use of COCs by women with advanced or long-stanuing (> 20 
years) diabetes may worsen vascular problems and possibly 
accelerate the risk of blood clotting problems (estrogen effect). 

Definitions of heavy smoking vary internationally. Throughout this
 
PocketGuide the WHO definition, 20 cigarettes or more per day, is used.
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COMBINED ORAL CONTRACEPTIVES 

CONDITIONS REQUIRING PRECAUTIONS 

CONDITiON 

Headaches (migraine) 

High blood pressure 
(hypertension, severe with or 
without vascular problems) 

Breast cancer (current) 

Breast cancer (a history and no 
current evidence of disease) 

Breast lumps 

Liver tumors (adenoma and 
hepatoma) 

PRECAUTION 

Women with migraine and focal 
neurologic symptoms should not 
use COCs, (WHO class 4) 

Women with BP > 180/105 
(moderate or severe hypertension) 
should use COCs only if other 
more appropriate methods are not 
available or acceptable. (WItO 
class 3; if vascular disease as 
well, then WIHO class 4.) 

Women with breast cancer should 
not use COCs. (WIHO class 4) 

COCs are not recommended 
unless other more appropriate 
methods are not available or 
acceptable. (WHO class 3) 

COCs can be used safely by 
women with benign breast disease 
or a family history of breast 
cancer. (WHO class 1) 

Women with liver tumors should 
not use COCs. (WHO class 4) 
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RATIONALE
 

in women with severe, recurrent vascular (migraine) headaches 
who also have ftocal neurological symptoms (e.g., unable to 
speak for short intervals, tcntporary weakness or blurred vision), 
use of COCs may po:ie an additional risk for stroke. 

Although COC use causes only snall changes in BIl Of healthy 
women, in hypertensive women with underlying vascular disease, 
their use poses an additional risk for blood clotting problems 
(estrogen effect). 

There is no evidence that COCs cause breast cancer; however, 
breast cancer is a hormonally-sensitive tumor. 

Because breast cancer is a hormonally-sensitive tumor, clients 
with suspicious breast lumps (e.g., firm, nontender or fixed and 
which do not change during the menstrual cycle) need to be 
evaluated before using COCs. 

COCs may increase the risk of benign liver tumors and 
substantially increase the risk of hepatoma. Because liver tumors 
(benign and malignant) are rare in women of reproductive age, 
routine screening (ultrasound) is not needed. 
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COMBINED ORAL CONTRACEPTIVES 

CONDITIONS REQUIRING PRECAUTIONS 
. CONDITION PRECAUTION 

Taking drugs for epilepsy Clients taking drugs for these 
(seizure disorder) or disorders should be counseled 
tuberculosis (rifampin) about the potential reduction in 

the effectiveness of COCs. (WHO 
class 3) 
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RATIONALE 

Long-term use of drugs for epilepsy (except valproic acid) and 
for tuberculosis causes the liver to metabolize estrogens and 
progestins more rapidly and may decrease the effectivnmwss of all 
hormonal me.hdiods except injectables. 4 Overall, COCs do not 
appear to alter seizure activity and can be provided With caution. 

Developmient of intcremnstrual spotting or bleeding in ay indicate 
a decrcased level of' sex steroid hirnones (estrogen and 
progestin) due to interactions with ritampin or antiscizure drugs. 
It"this occurs, consider switching to a COC with a higher 
estrogen level (50 jig Eli) or ielp client choose another method. 

' Because griseofulvin, which increases estrogen and progestin 
metabolism, usually is used only for a short period of time (2 1o 4 
weeks), wornen taking it for fungal infections can continue to use COCs. 
They should use a backup method while taking griseofulvin and until the 
start of the next menstrual period after stopping the antibiotic. 
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COMBINED ORAL CONTRACEPTIVES 

CONDITIONS FOR WHICH THERE ARE 
NO RESTRICTIONS 

CONDITION 

Age 

Diabetes (uncomplicated or < 20 years duration) 

Genital tract cancers (cervical, endometrial or ovarian) 

High blood pressure (mild hypertension) 

Pregnancy-related benign jaundice (cholestasis) 
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RATIONALE 

Sexually active adolescents are at risk of pregnancy, regardless of 
how young they are, and may safely use COCs (see Adolescents 
chapter). 

Us, 	 of COCs does not increase in risk with age (> 35) if there 
are 	none of the foll,wing risk factors: 
* 	 smoking, 
* 	 diabetes, 
* 	 a mother, father, sister or brother who had a heart attack or 

stroke before age 50, or 
* 	 family history of increased lipids (hyperlipiCism).' 

Although glucose: (carbohydrate) tolerance (aiiU insulin 
requirements) may change slightly, both insulin dependent and 
noninsulin dependent diabetics can use COCs (WHO class 2) 
unless they have or develop vascular disease or have had diabetes 
for more than 20 ye'trs. (WHO class 4) 

There is little concern that COCs affect the course ofendonetrial 
and ovarian cancici,, and there is oily theoretical concern that 
they may increase the risk of progression of carcinoma-in-situ 
(CIS) to invasive cancer. 

Current (low-dome) COCs cause little or no BP change in healthy 
clients, and it is reasonable to c,,,'"!er their use in women who 
already have high fl. Women with liP < 180/105 (mild 
hypertension) 'an use COCs. (WIIO class 2) (Use should be 
stopped if' monitoring during the first few months reveals a 
marked increase in BP or vascular disease develops.) 

Although a history of pregnancy-related benign jaundice 
(cholestasis) may predict an increased risk of developing COC­
related cholestasi., there is no known risk for using COCs in 
clients with this history. 

Although Fl-I is a risk factor for vascular disease, routine screening is 
not indicated because of the rarity of this &--ease. 
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COMBINED ORAL CONTRACEPTIVES
 

MANAGEMENT OF SIDE EFFECTS
 

SIDE EFFECT ASSESSMENT 

Amenorrhea 
(absence of vaginal bleeding or 
spotting) 

Ask how 
pills. Has she 
the cycle? 

she has been 
missed any 

taking her 
pills in 

Check for pregnancy by history, 
checking symptoms and performing 
a physical examination (speculuin 
and bimanual) or a pregnancy test, if 
indicated and available. 

Is she using a low-dose pill (35 pg
EE)? 

Has she stopped taking the pill? 
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MANAGEMENT 

Missed pills or pills taken late increase risk of pregnancy. 
Clients on 21-day packets may forget to leave a pill-free week for 
menses. If pills are taken continuously, anenorrhea may result. 
This is not harmful. 

If intrauterine pregnancy is confirmed, counsel client regarding 
options.' If pregnancy will be continued, stop use of COCs and 
assure her that the small dose of estrogen and progestin in the 
COCs will have no harmful effect oi the fetus. 

If client is taking COCs correctly, reassure. Explain that absent 
menses are most likely due to lack of buildup of uterine lining. 
If the client is unsatisfied, try a high-dose estrogen (50 p g EE) 
pill if available and no conditions requiring precaution exist. 

If not pregnant, no treatment is renuired except counseling and 
reassurance. If she continuzs COCs, amenorrhea usually will 
persist. Advise client to return to clinic if amenorrhea continues 
to be a concern. 

6 If pregnancy cannot be confirmed by pelvic exam (and pregnancy 

testing is not available), either refer the client for a pregnancy test or 
ask her to return in 2 to 4 weeks for repeat examination. 
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COMBINED ORAL CONTRACEPTIVES 

MANAGEMENT OF SIDE EFFECTS 

SIDE EFFECT 

Bleeding/Spotting 

(See Flowchart Mamagemcent of 
Bleeding/Spotting for COCs and 
definitions of bleeding and 
spotting in this chapter) 

High blood pressure 

ASSESSMENT 

Has client recently begun COCs? 

Ask if she has missed I or mnor" 

pills, or if she takes pills at 
different time every day. 

Check for gynecological condition! 
(e.g., intrauterine or ectopic 
pregnancy, incomplete abortion 
PID). 

Is client taking new medicine (e.g. 
rifamnpin)? 

Ask if this is the first time anyonri 
has told her that she has high loo1L 
pressure.
 

Allow 15 minutes rest then repeal 
BP reading. 

If possible, recheck BP on 2 visits, 
I week apart: 
• 	 Assess systolic BP. If > 180 oil 

one visit, or > 160 mm Hg on 2 
more visits I week apart, stop 
COCs. 

" 	 Assess diastolic 1P. If > 105 
mm lig on one visit, or > 90 
mm Hg on 2 more visits I week 
apart, stop COCs. 
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MANAG EMENT 

Ifyes, reassure. Advise that bre:Athrough bleeding/spotting 
(l1TB/S) is common during the Iirst 3 nolnths oI"COC use and 
decreases markedly illmo si wonmen by the fi wrth month of use 
If BIB/S persists and is bothersome, switch to another COC or 
help client choose another method. 

If yes, review instructions. If she continues to miss pills, she 
may need to switch methods to minimize risk of pregnancy. (See 
Missed Pills illIhis chapter.) 

If gynecologic problems are present, refer or manage according 
to clinic practice. 

If yes, give client a higher dose COC (50 Itg FE) or help her 
choo se another method. 

If 1P increases in a client with normal 13P who is using COCs, 
follow closely. If any warning signs (severe headache,., chest 
pain, blurred vision) occur or BP > 180/105, COCs ,.iould be 
stopped. 

If COCs are stopped help client choose another (nonestrogen) 
method. Tell her that high BP due to COCs usually goes away 
within I to 3 months. Take BP monthly to be sure it returns to 
normal. If after 3 months it has not, refer for further evaluation. 
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COMBINED ORAL CONTRACEPTIVES 

MANAGEMENT OF SIDE EFFECTS 

SIDE EFFECT 	 ASSESSMENT 

Nausea/Dizziness/Nervousness 	 Find out if pills are taken ii 
morning or on an empty stomach. 

Check for pregnancy. 

If no cause found. 

MANAGEMENT OF OTHER PROBLEMS 

PROBLEM 	 ASSESSMENT 

Acne 	 Ask how and how often she cleans
 
her face. Ask if she is currently
 
under great stress.
 

Breast fullness or tenderness Check for pregnancy.
 
(mastalgia)
 

Check breasts for: 
" Lumps or cysts 
* 	 Discharge or galactorrhea 

(leakage of milk-like fluid) 

Ask whether client notices fullness 
only at a certain time of the 
month. 

Chest pain (especially if it Assess for possible cardiovascular
 
occurs with exercise, uncommon) disease (CVD). Check:
 

* 	 blood pressure and 
* 	 heart for irregular beats 

(arrhythmias). 
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MANAGEMENT 

Advise client to take pill with evening meal or before bed time. 

If pregnant, manage as above (see Amenorrhea). 

Counsel that it will probably decrease over the first 3 months of 
COC use or switch to a lower estrogen pill (20 jtg EE) if 
available, or a POC it problei is intolerable. 

MANAG EMENT 

Acne usually is improved vith COCs, however, in some clients 
it can worsen. Recommend cleaning face twice a t' y with an
astringent, like lemont, and avoid using heavy facial creams. 

Cotunsel ,as appr opriate. If condilion is not tolerable, help client 
choose antotlher (ntnhortntinal) nmethod. 

I' pregnant, manage as above (see A nenorrhea). 

If not pregnant, usually improves within 3 months of starting 
COCs. 

)o not stop, COC unless client requests it after counseling. 

If physical exanination shows lump or discharge suspicious for 
cancer (e.g.. firm, nontender or Iixed and which dtnt change 
during the menstrual cycle), refer to appropriate stource for 
diagnosis. If to abinormality, reassure. 

Switch tti lower estrogetn pill if not already oti lowcst estrogen 
COC. Advise client to avoid caffeiie, chocolate, etc. If the 
lowest dtose pill is ntacceptable, and symiptot at ic mila nagemelnt 
noIt helpfl, li elp client clt se anitther mcthod. 

If strong evidence tf' CVD, refer fbr evaluation. Consider 
stopping COCs and lieip client chotse antther method 
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COMBINED ORAL CONTRACEPTIVES
 

MANAGEMENT OF OTHER PROBLEMS
 

PROBLEM 

Depression (mood change or 
loss of libido) 

Headache (especially with 
blurred vision) 

Jaundice 

ASSESSMENT 

Discuss changes in mood. 

Ask if there has been a change in
 
pattern or severity of headaches
 
since beginning the COC.
 

Perform physical exa,ination,
 
measure blood pressure.
 

Examine as appropriate:
 
" Eyes (fundoscopic)
 
" Neurologic system
 

Acute jaundice occurring after
 
starting COC use begins is not
 
method-related.
 

Check for:
 
" Active liver disease (hepatitis)
 
* Gall bladder disease 
• Benign or malignant tumors 
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MANAGEMENT
 

Depression may be related to the progestin in COCs; therefore, it 
client thinks her depression has worsened while using COCs, 
help her choose another method. If COCs have not caused 
depression to worsen, they can be continued. 

If headaches arc mild, treat with analgesics and reassure. Re­
evaluate aiter 1 monlth if mild headachies persist.
 

I1headaches have changed since starting COC (i.e., numbness, 
tingling or loss of speech; visual changes or blurred vision) stop 
COC and help client choose another (nonhormonal) method. 

The hormones (estrogen and progestin) in COCs have little effect 
on liver function and do not increase the risk of gall bladder 
disease. If client has jaundice due to viral hepatitis, stop COCs 
and help client choose another method until she is fully recovered 
(i.e., until either 3 months after becoming asymptomatic or 
noirmal liver ltlinction returns). 

If jaundice is due to gall bladder disease, help client select 
another method unless other methods are not available or 
acceptable. 

If jaundice is due to liver tumor or cirrhosis, stop COCs and 
refer for further evaluation. Ilelp client choose another method. 
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COMBINED ORAL CONTRACEPTIVES
 

MANAGEMENT OF OTHER PROBLEMS 

PROBLEM ASSESSMENT 

Missed active pills Has client missed only I pill? 

Has client missed 2 or more 
consecutive pills? 

Mis3ed inactive ("reminder") Has client missed reminder pills 
pills in week 4? 

Starting COCs after day 7 of Check for pregnancy by 
menstrual cycle symptoms, physical examination 

or pregnancy test, if indicated 
and available. 
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MANAGEMENT
 

Advise client to take 2 pills when she remembers, even if it 
means taking 2 pills in the same day, and complete pack as 
usual. No backup method necessary. 

Advise client to take 2 pills per day until she catches up. Use 
backup method if she has sex during the next 7 days. (If she has 
started bleeding, advise her to stop taking pills and start a new 
pack 7 days later.) 

Advise client to throw away missed pills and complete pack as 
usual. No backup method is necessary for clients who miss any 
of the "reminder" pills in week 4 (28 day packs only). 

Advise client that her regular bleeding pattern may be altered. 
Use backup method if she has sex during the next 7 days. Seven 
days of pill use are necessary for suppression of follicular 
development. 

111
 



COMBINED ORAL CONTRACEPTIVES 

COC INTERACTIONS WITH OTHER DRUGS 

COMMONLY USED OR PRESCRIBED DRUGS 

Analgesics 
Acetaminophen (Tylenol, Paracetamol and others) 

Antibiotics'-Griseofulvio and Rifampin
 
. No documnented clinical effect 
or significance has been established 
for penicillins, tetracyclines, cephalosporins and other commonly used 
antibiotics. COCs or other hormonal method may be used and no 
backup method routinely necessary with these antibiotics. 

Antidepressants
 
(Elavil, Norpramin, Tofianil and others)
 

Antihypertensives
 
Methyldopa (Aldoclor, Aldomet and others)
 

Antiseizure
 
Barbiturates (Phenobarbitol and others)
 
Carbaniazepine (Tegretol)
 
Phenytoin (Dilantin)
 
Primidone (Mysoline)
 

Beta-blockers
 
(Corgard, Inderal, Lopressor, Tenormin)
 

Bronchodilators 
Theophylline (Bronkotabs, Marax, Primatene, Quibron Tedral, Theor-
Dur and others) 

Ilypoglycemics
 
(Diabinese, Orinase, Tolbutanide, Tolinase)
 

Tranquilizers 
Benzodiazepine (Ativan, Librium, Serax, Tranxene, Valium, Xanax and 
others) 

Adaptedfrom Rizack and Hillman 1985. 
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ADVERSE EFFECTS COMMENTS AND 
RECOMMENI)ATIONS 

Possible decreased pain-relieving 
effect (increased drug excretion) 

Decreased contraceptive effect, 
especially with low-dose COCs, 
< 35 jig cthinyl estradiol (El) 

Possible increased antidepressant 
effect 

Possible decreased 
antihypertensive effect 

)ecre ased contraceptive effect, 
especially if lowest dose COC 

Possible increased phenytoin 
eIfCct 

Possible increased beta-blocker 
effect 

Increased theophylline effect 

Possible decreased hypoglyceinic 
effect 

Possible increased or dccreased 
tranquilizer effects including 
psychomotor impairment 

Monitor pain-relieving response. 

IHelp client choose another method 
or use higher estrogen pill (50 jig 
IE) or backup method (e.g., 
condoms).' 

tUse with caution. Low (loses are 
probably safe. 

Use COCs with caution, nmonitor 
P. 

lHelp client choose another inethod 
or use higher dose pill (50 jig EE) 
or backup method (e.g., condoms). 

Monitor cardiovascular status. 

Monitor for symptonis if 
theophylline overdose. 

Monitor blood glucose as Ior any 
diabetic patient. 

Use with caution. Colnmionly 
prescribed dosages are unlikely to 
result in significant effects. 

Because grjseofulvin usually is used only for a short period of time (2 
to 4 weeks). vomen taking it for fungal infections can continue to use 
COCs. They should use a backup method while taking griscofulvin and 
until the start of the next menstrual period after stopping the antibiotic. 
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COMBINED ORAL CONTRACEPTIVES
 

Management of Bleeding/Spotting for COCs 

Prc'efrts'A,'ill]h tc ig/, tn 

Nii app..eiii genital trat prohlcut.
 
Ih"" '"og has client hxtt on tile pill'!
 

lIe ,ttre clheillthas Iecl takillg thepill Iriprl .
 

F- t,--- I I 

IIhcedigi. or .%poir Itplig 11)Rts'uand hleditg, rei,te. IfKeeptnetisllru al calendar. 
keep Ittsietrual ca€lkidr. 

Relurn ill Inioilhis. 

Ircbhlen resolved 

Y|'S NO 

hl Swiltch Io higher estrogen p-li]
(or lowcr progestitl pill). 

(hbeck mllenstrual valeid(ar. 
Rctimtoclinic il 3,-4 mnlt. 

c
Prohleni restol v. i! 

YES NOI I 
Foillow oin higher (ose pill. 'onsidter loppitg pill and 
("omtider sw itching hack choo st atnother iellufitd if 
to low dos ill ( ritt)nt0%. bleeding too incinOlnietit. 
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PROGESTIN-ONLY CONTRACEPTIVES 
(POCs) 

COUNSELING OUTLINE - All Types 

METHOD 	 APPROPRIATE FOR 

All progestin-only contraceptives Women of any reproductive 
(POCs) 	 age or parity who want 

highly effective protection 
Types 	 against pregnancy 

Subdermal implants: Levonorgestrel Breastfeeding mothers (6 
(Norplant ® implants) 	 weeks or more postpartum) 

who need contraception 
Injectables: Depot­
niedroxyprogesterone acetate Postpartum women who are 
(DMPA) and norethindrrne enanthate not breastfeeding (may start 
(NET-EN) 	 immediately) 

Progestin-only pills (minipills, Postabortion clients (may 
POPs): Levomorgestrel, ,lorgestrel or start immediately) 
norethindr ne 

Women with moderate to 
IUDs: Progesterone- and severe menstrual cramping 
levonorgestrel-releasing 

Women who smoke (any age) 
Mechanisms of Action 

* 	 Suppress ovulation 

" 	 Thickei cervical mucus (prevents
 
sperm penetration)
 

• 	 Change endometriurn making
 
implantation less likely
 

* 	 Reduce sperm transport in upper
 
genita' tract (fallopian tubes)
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METHOD CHARACTERISTICS A 
BENEFITS 

Rapidly effective (< 24 hours) if 
started by day 7 of cycle 

Pelvic examination not required 
prior to use (except progestin-
releasing IUDs) 

Few method-related health risks 

Do not interfere with intercourse 

Do not affect breastfeeding 

Health Benefits 

May decrease menstrual cramps 

May improve anemia 

Protection against endometrial 
cancer 

Decreased benign breast disease 

Prevention of ectopic pregnancy 

Protection against some causes of 
PID 

LIMITATIONS 

Cause changes in menstrual 
bleeding patterns 
* 	 Irregular bleeding/spotting (60­

70%) 
0 	 Amenorrhea (injectables 50­

80%, implants < 10%, 
POPs rarely) 

Weight gain common with 
injectable users; some weight gain 
or loss may occur with implants 
and POPs 

Effectiveness may be lowered when 
certain drugs are taken (see Taking 
drugs for epilepsy or tuberculosis 
in this chapter) 

No protection against GTIs and 
other STDs (e.g., 1-BV, 
HIV/AIDS) 
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PROGESTIN-ONLY CONTRACEPTIVES
 

COUNSELING OUTLINE 
METHOD 

Implants 

Examples 

Subdermal Implants (e.g., 
Norplant ® implants): 6 thin, flexible 
capsules filled with levonorgestrel 
(LNG) which are inserted just under 
the skin of a woman's upper arm 

- Implants 
APPROPRIATE FOR 

Women of any reproductive 
age or parity who want long­
term, highly effective, 
reversible contraception that 
does not require daily action 

Women with desired family 
size who do not want 
voluntary sterilization 

Women with sickle cell 
disease or trait 
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METHOD CHARACTERISTICS
 

BENEFITS 

1lighly effective (pregnancy rates 
of 0.2-1.0 per 100 women 
during first year of use) 

Not user dependent (return to 
clinic every 5 years unless 
problems) 

No supplies needed by client 

Long-term protection (up to 5 
years) 

Can be provided by trained 
nonphysician 

Immediate return of fertility on 
removal
 

Usually not visible to the casual 
observer 

LIMITATIONS 

Requires minor surgical procedure, 
performed by trained provider, for 
insertion and removal 

Woman must return to health care 
provider or clinic for insertion of 
another set of capsules or removal 

Woman cannot stop whenever she 
wants (provider depCndent) 

Cost effectiveness dependent on 
length of use (i.e., more cost 
effective if used for 3 or more 
years) 
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PROGESTIN-ONLY CONTRACEPTIVES 

COUNSELING OUTLINE - Injectables 

METHOD APPROPRIATE FOR 

Injectables Women of any reproductive 
age or parity who want long-

Examples term, highly effective, 
reversible contraception that 

DMPA (Depo-Provera3): 150 mg of does not require daily action 
dupot-miedroxyprogesterone acetate 
injected every 3 months Women with desired family 

size who do not want 

NET-EN (Noristerat®): 200 mg of voluntary sterilization 
norethindrone enanthate injected 
every 2 months Women with sickle cell 

disease or trait 
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METHOD CHARACTERISTICS U 
BENEFITS LIMITATIONS 

Highly effective (pregnancy rate Must return to clinic for next 
of 0.3-1.0 per 100 women during injection (every 2 or 3 months) 
tirst year of use) 

Delay in return to fertility (with 
Not user dependent DMPA, average of 7 to 9 months) 

No supplies needed by client Woman cannot discontinue 
whenever she wants (provider 

Intermediate-term protection (2 dependent) 
or 3 months per injection) 

-xcessive vaginal bleeding in rare 
Can he provided by nonphysician instances (less than I per 1000 

users) 
May ble provided even if'client is 
late for her return visit (up to 2 
weeks, NET-E.N; up to 4 weeks, 
I)MPA) 
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PROGESTIN-ONLY CONTRACEPTIVES 

COUNSELING OUTLINE - Progestin-Releasing IUDs 

METHOD APPROPRIATE FOR 

Progestin-Releasing IUDs Women of any reproductive 
age or parity who want long-

Evamples term, highly effective, 
reversible contraception that 

Progesterone-releasing (Progestasert ®) does not require daily action 

Levonorgestrel-releasing Women with desired family 
(LevoNova3) size who do not want 

voluntary sterilization 
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METHOD CHARACTERISTICS 

BENEFITS LIMITATIONS 

LevoNova: Highly effective Pelvic examination required and 
(pregnancy rate 0.2-0.5 per 100 GTI screening recommended prior 
women during the first year of to insertion 
use) 

Available only in a few countries 
Progestasert: Effective (preg­
nancy rate 2-6 per 100 women Expensive 
during the first year of use) 

Progestasert only effective for 1 
LevoNova is effective Ir 5 year 
years 

Iligher ectopic pregnancy rate with 
Jor additional inftrmation on Progestasert 
Benefits, see IUDs chapter 

For additional information on 
Limitations, see IUDs chapter 
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PROGESTIN-ONLY CONTRACEPTIVES
 

COUNSELING OUTLINE 

METHOD 

Progestin-Only Pills (minipills, 
POPs) 

Examples 

Levonorgestrel (Microlut ®) 

Norethindrone (Micronor®) 

Norgestrel (Ovrette ®) 

HORMONAL CONTRACEPTIVE 

PROGESTIN-ONLY PILLS 

Microlut 35 pills 

Micronor 35 pills 

Ovrette (USAID) 28 pills 

- Progestin-Only Pills 

APPROPRIATE FOR 

Women who want a POC but 
do not want injections or 
implants or should not use 
IUDs (high risk for GTIs and 
other STDs) 

COMPOSITION CHART 

PROGESTIN CONTENT 

1_g 

Levonorgestrel 300 

Norethindrone 350 

Norgestrel 75 
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UMETHOD CHARACTERISTICS 

BENEFITS LIMITATIONS 

Effective (pregnancy rate of 3-10 User dependent: require continued 
per 100 women during first year motivation and daily use 
of use) 

Must be taken at the same time 
Can be provided by nonmedical every day 
staff 

Forgetfulness increases failure 
Convenient and easy to use 

Resupply must be available 
Immediate return of fertility 
when discontinued 

Can stop use easily 
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PROGESTIN-ONLY CONTRACEPTIVES 

CONDITIONS REQUIRING PRECAUTIONS 

CONDITION 

Pregnancy (known or suspected) 

Unexplained vaginal bleeding 
(only if serious problem is 
suspected) 

PRECAUTION 

POCs should not be used during 
pregnancy and should be stopped 
if intrauterine pregnancy is 
confirmed and will be carried to 
term. (WHO class 4) 

If the possibility of pregnancy 
cannot be excluded by history, 
examination or pregnancy testing, 
use of a POC should be delayed 
until the next menstrual period. In 

the interim, help the client choose 
another method (e.g., condoms 
and spermicide). 

Women with unexplained vaginal 
bleeding, which could be due to 
pregnancy or caused by a serious 
problem, should not use POPs 
unless other more appropriate 
methods are not available or 
acceptable. (WHO class 3) 

Until the cause of the unexplained 
bleeding is determined and any 
serious problems treated, the 
client should not use DMPA or 
implants. (WHO class 4) 
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RATIONALE 

Current data show that the low dose of progestin in injectables, 
implants, POPs and progestin-releasing IJl)s does not cause any 
significantly increased risk ot birth defects, spontaneotus abortion 
or stillbirths. Although the aniouint of progestin is small, it is 
unwise for a voman to take any drugs in early pregnancy unless 
absolutely necessary. 

Because POCs can cause intermenstrual spotting or bleeding, an 
underlying problem (i.e., normal or ectopic pregnancy, 
cervicitis, other pelvic pathology and, rarely, cancer of the 
genital tract) inmay be masked. None of the above cionditions, 
however, are worsend-and sonic are prevented--by use of a 
POC. 

It isonly because DNI P' and inplants cannot be easily stopped, 
that WIO recommends not starting them if' a scrius problem is 
suspected. 

1 At present, WITO has not assessed eligibility criteria for NET-EN; 
therefore these classifications apply only to DMPA. 
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PROGESTIN-ONLY CONTRACEPTIVES 

CONDITIONS REQUIRING PRECAUTIONS 

CONDITION PRECAUTION 

Jaundice (symptomatic, 
hepatitis) 

,iral POCs should be used only if more 
appropriate methods are not 
available or acceptable. (WHO 
class 3) 

Progestin-only pills (POPs) 
generally may be used because 
they can be readily stopped if 
there is a problem. (WHO class 
2) 

Breast cancer (current or pa';t For women with current or past 
with no current evidence of breast cancer, POCs are not 
disease) recommended unless other more 

appropriate methods are not 
available or acceptable. (WHO 
class 3) 

Breast lumps 	 POCs can be used safely by 
women with benign breast disease 
or a family history of breast 
cancer. (WHO class 1) 
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RATIONALE 

There is no evidence that progestins cause liver disease (e.g., 
benign or malignant tumors or cirrhosis), viral hepatitis or gall 
bladder problems (see Conditions for Which There Are No 
Restrictions in this chapter). Although progestins may be poorly 
metabolized in women with impaired liver function, POCs 
(especially POPs) arc not likely to clinically worsen the liver 
disease and are safer than pregnancy in women with active 
hepatitis. 

Note: For women who are asymptomritic (fully recovered or 
carriers), there is no restriction on the use of POCs. (WHO class 
1) 

There is no evidence that low-dose progestins cause breast 
cancer; however, breast cancer is a hornionally-sensitive tumor. 

Only clients with suspicious breast lumps (e.g., firm, nontender 
or tixed and which do not change during the menstrual cycle) 
need to be evaluated befbre using a POC. 
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PROGESTIN-ONLY CONTRACEPTIVES 

CONDITIONS REQUIRING PRECAUTIONS 

CONDITION 

Taking drugs for epilepsy 
(seizure disorder) or tuberculosis 
(rifampin) 

Women who cannot tolerate any 
changes in their menstrual 
bleeding pattern 

Unable to remember to take pills 
every day at the same time (for 
POPs only). 

PRECAUTION 

Clients taking drugs for these 
disorders should be counseled 
about the potential reduction in 
the effectiveness of POCs. (WHO 
class 3) 

Injectables generally may be used 
because they deliver a higher dose 
of progestin. (WHO class 2) 

Women who express concern 
regarding changes in their 
menstrual pattern (irregular or 
more frequent bleeding) may want 
to consider trial use of POPs (3 
months) before using another 
POC or they may choose another 
method. 

Counsel about the importance of 
taking one pill, at the same time, 
each day. 

If the POP is taken more than 3 
hours late, its protective benefits 
are greatly decreased and a 
backup method of contraception 
must be used for the next 48 
hours. 
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I 

RATIONALE 

Long-term use of drugs for epilepsy (except valproic acid) and 
rifampin for tuberculosis causes the liver to metabolize progestins 
more rapidly and may decrease the effectiveness of all hormonal 
methods except injectables.' 

Development of intermenstrual spotting or bleeding may indicate 
a decreased level of progestin. Because blood levels of progestins 
with use of implants and IUDs are quite low to begin with, 
women using these drugs may require more frequent followup 
and/or a backup method. The effectiveness of injectables is not 
reduced because they deliver higher doses of progestins. 

(See COC Interactions with Other Drugs in COCs chapter.) 

Changes in the menstrual pattern are the most frequent reason for 
stopping POCs. 

POPs reach their peak effect on cervical mucus within 3 to 4 
hours after being taken, and it is almost gone within 24 hours. 

" Because griseofulvin, which increases progestin metabolism, usually is 
used only for a short period of time (2 to 4 weeks), women taking it for 
fungal infections can continue to use POCs. They should use a backup 
method while taking griseofulvin and until the start of the next menstrual 
period after stopping the antibiotic. 
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PROGESTIN-ONLY CONTRACEPTIVES
 

CONDITIONS REQUIRING MORE FREQUENT
 
FOLLOWUP CARE 

CONDITION 

Diabetes mellitus 

High blood pressure (mild 
hypertension) 

High blood pressure 
(hypertension, moderate to 
severe with or without vascular 
problems) 

ACTION 

Diabetics who choose a POC 
should be followed to be sure the 
disease is controlled. (WHO class 
2) 

Women with blood pressure (BP) 
< 180/105 (mild hypertension) 
can use POCs but should be 
followed to be sure their 
hypertension is controlled. (WHO 
class 1) 

Even in women with BP 
> 180/105 (moderate or severe 
hypertension), the benefits of 
using a POC generally outweigh 
the risks (i.e., pregnancy). (WHO 
class 2) 

POPs may be used because they 
can be readily stopped. (WHO 
class 1) 
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RATIONALE U2
 
Although POCs (POPs and implants) slightly affect carbohydrate 
metabolism, they do not pose an additional risk of thrombosis 
(estrogen effect) in noninsulin or insulin dependent diabetics, 
even those with vascular problems. (Their use can, however, 
require more medication or insulin to maintain control of 
diabetes.) 

DMPA is not recommended for use in diabetics with vascular 
problems because of a theoretical concern about their effect on 
lipid metabolism and therefore, the progression of the vascular 
disease.' (WHO class 3) 

• 	There have been no statistically significant trends of increased 
blood pressure in POC users. 

• 	POCs may lower high-density lipoproteins (HDLs) and (here is 
only a theoretical concern in women with underlying vascular 
problems (e.g., neuropathy or retinopathy). 

At present, WHO has not assessed eligibility criteria for NET-EN; 
therefore these classifications apply only to DMPA. 
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PROGESTIN-ONLY CONTRACEPTIVES
 

CONDITIONS REQUIRING MORE FREQUENT 
FOLLOWUP CARE 

CONDITION 	 ACTION 

Headaches (severe, recurrent 	 Women with a history of severe 
vascular or migraine) 	 vascular or migraine headaches 

should be followed to be sure 
their headaches do not worsen 
with use of POCs. (WHO class 2) 

POPs may be used because they 
can be readily stopped. (WHO 
class 1) 

Depression 	 Women with a history of 
depression should be followed 
when using POCs. Help the client 
choose another method if 
depression worsens or recurs to a 
serious degree. 
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I RATIONALE 

Little or no information is available on changes in severe 
headaches when POCs are used. If headaches worsen (c._tm., are 
more frequent, last longer or cause blurred vision) help the client 
choose another method. 

Depression may be related to the progestin in POCs. 
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PROGESTIN-ONLY CONTRACEPTIVES 

CONDITIONS FOR WHICH THERE ARE 
NO RESTRICTIONS 

CONDITION 

Gall bladder disease (symptomatic or asymptomatic) 

Pre-eclampsia (history) 

Smoking (any age, any amount) 

Surgery (with or without prolonged bed rest) 

Thromboembolic disorders (e.g., blood clots in the legs, lungs or 
eyes), superficial thrombophlebitis and varicose veins 

Valvular heart disease (symptomatic or asymptomatic) 
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RATIONALE U2
 
POCs have no effect on the development of gall bladder disease 
or the clinical coutse of women with symptoms. (WHO class 1) 

In the absence of any pre-existing vascular disease, POCs may be 
used. (WHO class 1) 

• 	 Because progestins do not increase the risk of cardiovascular 
disease, w\omen (of any age) who are smokers and have no other 
risk tactor, can use POCs. (WHO class 1) 

• 	 Because POCs do not increase the risk of blood clotting 
problems, there is no restriction for use. (WHlO class 1) 

Most experts now believe it is estrogens, not progestins, that 
cause blood clotting; therefore, women with current or past 
thrombocinbolic disordecs can safely use all types of POCs. 
(WHO class 1) 

Because POCs do not increase the risk of blood clotting 
problems, including embolism, even women with complications 
such as pulmonary hypertension, irregular heart rhythm 
(fibrillation) or history of subacute bacterial endocarditis (SBE) 
can use POCs. (WHO class 1) 
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PROGESTIN-ONLY CONTRACEPTIVES 

MANAGEMENT OF SIDE EFFECTS 

SIDE EFFECT ASSESSMENT 

Amenorrhea If taking POPs, ask how she has 
(absence of vaginal bleeding or been taking her pills. Ilas she 
spotting) missed any pills in the cycle'? Has 

she stopped taking the pills'? 

Check for pregnancy (intrauterine 
or ectopic) by history, checking 
symptoms and performing a pelvic 
examination (speculum and 
bimanual) or a pregnancy test, if 
indicated and available. 
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MANAGEMENT 

Amenorrhea, thouth less cnulnon in implant users (about 7%), 
occurs in up to 50% of iiEjectahle users by the end of the lirst 
year of use. It is rare it. POP users. Amenorrhea for 6 weeks or 
more, especially after a pattern of regular menses, may signal 
pregnancy and should be evaluated regardless of the 
contraceptive method used.' 

If not pregnant, no treatment is required except counseling and 
reassurance. Explain that blood dICs not build up inside tile 
uterus with amenorrhea. The continued action of small atmounts 
of a progestin shrinks the endomctritim, leading to decreased 
menstrual bleeding and, in soie women, no bleeding at all. 
Finally, advise client to return to clinic it amcnorrlica continues 
to be a coiicern. 

If intrauterine pregnancy is confirmed, counsel client regarding 
options. If pregnancy will be continued, stop use of the POC 
and assure her that the small dose of progestin in the POC will 
have no on tileharmful effect fetus. 

If miscarriage (spontaneous abortion) occurs, it is not necessary 
to stop POCs. 

If ectopic pregnancy is suspected, refer at once for complete 
evaluation. 

Do not give hormonal treatment (COCs) to induce withdrawal 
bleeding. It is not necessary and usually is not successful unless 
2 or 3 cycles of COCs are given. 

4 If pregnancy cannot be confirmed by pelvic exam (and pregnancy 
testing is not available), either refer the client for a pregnancy test or ask 
her to return in 2 to 4 weeks for repeat examination. 
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PROGESTIN-ONLY CONTRACEPTIVES 

MANAGEMENT OF SIDE EFFECTS 

SIDE EFFECT 

Bieding/Spotting (prolonged 
spotting or moderate bleeding) 

prolonged spotting: 
> 8 days 

Moderate bleeding: 
same as normal menses (50-80 
ml per menses) 

ASSESSMENT 

Perform pelvic examination 
(speculum and binianual) to be 
sure bleeding is not due to other 
causes (e.g. genital tract lesions 
such as vaginitis, cervicitis, 
cervical polyps or uterine 
fibroids). 

If pregnancy (intrauterine or 
ectopic) or incomplete abortion is 
suspected, examine and perform 
pregnancy test if indicated and 
available. 
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MANAGEMENT 

If an abnormality of the genital tract is found, treat the problem 
and counsel the client or refer for further evaluation. Do not 
stop use of POC. Advise client to return for additional 
counseling after management of problem(s). 

See Amenorrhea for management of pregnancy-rclated 
conditions. 

Reassure client that light, intermenstrual bleeding or spotting 
occurs in a large percentage of' women using POCs (15-20% of 
POP users during the first few cycles of use and 50-80% of 
injectables and implants users). It is not serious and usually does 
not require treatment. Most womncr can expect the altered 
bleeding pattern (or amenorrhea with I)MPA) to become more 
regular after 6 to 12 months. 

If the client is not satisfied after counseling and reassurance, but 
wants to continue using POCs, two treatment options are 
recoim mended: 
* 	 a cycle of' COCs (30-35 1g EE), or 
* 	 ibuprofen (tip to 800 rug 3 times daily for 5 days) or other 

NSAID. 

Be sure to tell the client to expect bleeding during the week after 
completing the COCs (21 pill pack) or during the last 7 pills if 
28 pill pack. 
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PROGESTIN-ONLY CONTRACEPTIVES 

MANAGEMENT OF SIDE EFFECTS 

SII)E EFFECT 

Bleeding 

(prolonged or heavy bleeding) 


Prolonged bleeding: 
> 8 days 

I	leavy bleeding: 
> normal menses 

ASSESSMENT 

Perform pelvic examination 
(speculum and binanual) to be 
sure bleeding is not due to other 
causes (e.g., genitil tract lesions 
such as vaginitis, cervicitis, 
cervical polyps or uterine 
fibroids). 

If pregnancy (intrauterine or 
ectopic) or incomplete abortion is 
suspected, examine and perlorm 
pregnancy test if indicated and 
available. 

If no genital tract abn ormality 
noted, check for significant 
anemia (pale conjunctiva or nail 
beds, low I:unatoc rii or 
hemoglobin). 

No other cause found, but client 
has prolonged bleeding or amount 
is more than normil menses. 

No other cause FOUnd, but 
bleeding is: 
* 	 not reduced in 3 to 5 days, or 
" 	 much heavier (1-2 pads per 

hour) 
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MANAGEMENT
 

If an abnormality of the genital tract is tund, treat the problem 
and counsel the client or refer for Further evaluation. Do not stop 
use of POC. Advise client to return for additional counseling 
after management of problem(s). 

See Amenorrhea For management of pregnancy-related 
conditions. 

For hematocrit < 27 or hemoglobin < 9 g/dl, give iron (FcSO4, 
I tablet daily fIr I to 3 months) auid nutritional counseling. If 
anemia persists or client requests, stop use of POC and help 
client choose another method. 

Note: Despite increased frt-quency of bleeding in sonC women, 
mo tlly bhod loss in I'OC users tusually is less thall with normal 
mtenises in noncontracepting wonic;i. In some users, hemoglobin 
levels increase over time. (More women have increases than 
decreases in hemoglobin.) 

Ifthe client is not satisfied after counseling and reassurance, but 
wants to continue using POCs, two treatment options are 
recolmClded; 
* 	 a cycle of C()Cs (30-35 jtg EE), or 
* 	 ibuprofen (tip to 800 nig 3 times daily for 5 days) or other 

NSAID. 

lie sure to tell the client to expect bleeding during the week after 
completing the C()Cs (2 1 pill pack) or during the last 7 pills if 
28 pill pack. 

If client wants to contintte using a POC give: 
* 	 2 COC pills per day for the rcmaiwcr of the cycle (at least 

3 to 7 days) I'0lowcd by I cycle (I pill per day) of C%.Cs. 
* 	 Altern:;tively (if av'ailable), switch to 50 pg EE-containing 

tOC or 50 ptg I or 1.25 mug conjugated estrogen 
(Premnarin) for 14-21 days. 

Note: Check to be sure bleeding has decreased within 3 days. 

143
 



PROGEST!N-ONLY CONTRACEPTIVES 

MANAGEMENT OF SIDE EFFECTS 

SIDE EIFFECT ASSESSMENT 

Implants: Capsule expulsion Check for partial or complete 
expulsion of capsule(s). 

Implants: Infection at insertion Check area of insertion for 
site infection (pain, heat and redness), 

pus or abscess. 

Implants: "Missing" capsules 	 Usually due to capsules being 
inserted too deeply (subcu­
taneously) or, rarely, to less than 
6 inserted or capsule expelled and 
forgotten by client. 
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MANAGEMENT 

Remove partially expelled capsule(s). Check to determine if 
remaining capsules are in place. 
* 	 If area of insertion is not infected (no pain, heat and 

redness), replace capsule(s). 
* 	 If area of insertion is infected: 

remove cmnaining capsules and insert a new set in the 
other armu, or 
help the client choose another method. 

If infection (not abscess), cleanse area (soap and water or 
antiseptic) and give appropriate oral antibiotic for 7 days. 

Do not remove capsules. Ask client to return after I week. If 
no improvement, remove capsules and insert a new set in the 
other arm or help client choose another method. 

If abscess: 
Prep with amtiseptic 

• 	 Incise and drain 
* 	 Remove capsules 
* 	 Perform wound care 
* 	 Give oral antibiotics for 7 days 

Can almost always be detected by x-ray or sonography. If 
regular sonography used, focal length needs to be increased to 
about 15 cm to accurately focus. Capsules best seen in cross­
section (transverse) as a shadow (echo-free area) under each 
capsule. If 6 capsules are present, do nothing until removal. At 
that time, special studies/tests may need to be repeated to localize 
capsules, and an expert in implants removal consulted, 
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PROGESTIN-ONLY CONTRACEPTIVES 

MANAGEMENT OF SIDE EFFECTS 

SIDE EFFECT 

Lower albdeminal/pe'ic pain 
(with or without symptoms of 
pregnancy) 

Weight gain or loss (change in 
appetite) 

ASSESSMENT 

Take history, perl'orn abdominal 
and pelvic (speculum and 
bimanual) examinations. 

Check vital signs: 
* Pulse 
" Blood pressure 
" Temperature 

Examine to rule out: 
* Ectopic pregnancy 
* PID 
" Appendicitis 
* Ovarian cysts 

Do lab tests Ior llb/lict and 
pregnancy test if indicated and 
available. 

Compare weight prior to POC use 
(if known) and current weight. 

Check fbr pregnancy. 

Check that the client is eating and 
exercising properly. 
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MANAGEMENT 

Refer immediately if the client has any of the following: 
* 	 Moderate to severe lower abdominal tenderness (rebound) 
* 	 Elevated resting pulse (> 100 BPM) 
* 	 Decreased blood pressure (< 90/60) 
* 	 Elevated temperature (> 38.3°C) 
* 	 Suspected/confirmed pregnancy and acute anemia (e.g., < 9 

g/dl lib or < 27 lict) 

In some wonen using POCs, ovarian follicles develop and their 
shrinkage (atresia) is sometimes delayed. In these instances, the 
follicle may continue to grow beyond the size it would attain in a 
normal cycle. These enlarged follicles cannot be distinguished 
from ovarian cysts. They usually occur during the first 6 months 
of use, generally are asyiptotnatic and often are palpable. 

In meost cases the enlarged follicles disappear spontaneously and 
should not require treatment or stopping use of POC. Rarely, 
they may twist or rupture, sometimes causing abdominal pain, 
and surgical interventioni may be required. 

Counsel client that fluctuations of 1-2 kg (2-4 Ibs) may occur, 
especially with use of injectables. 

Review diet if weight change is excessive (±2 kg or more). If 
weight gain (or loss) is unacceptable, even after counseling, stop 
use and help client choose another method. 
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PROGESTIN-ONLY CONTRACEPTIVES 

MANAGEMENT OF OTHER PROBLEMS 

PROBLEM 

Acne 

Breast fullness or 
tenderness (mastalgia) 

Chest pain (especially if it 
occurs with exercise, 
uncolmnl1ll) 

Depression (mood changes 
or loss of libido) 

Excess hair growth 
(hirsutism) or hair loss 

ASSESSMENT 

Ask how and how often she cleans her 
face. Ask if she is currently under 
great stress. 

Check for pregnancy. 

Check breasts for: 
* 	 Lumps or cysts 
* 	 Discharge orgalactorrhea (leakage 

of milk-like fluid), if not 
breastfeeding 

If she is breastfeeding and breast(s) is 
tender, examine For breast infection. 

Assess for possible cardiovascular 
disease (CVD). Check: 
& Blood pressure 
* 	 fleart for irregular beats 

(arrhythmias) 

Discuss changes in mood. 

Review history, before and after 
beginning use of POC. 
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MANAGEMENT 

Acne can worsen with POC use. Recommend cleaning face 
twice a day with an astringent, like lemon, and avoid using 
heavy facial creams. Counsel as appropriate. If condition is not 
tolerable, help client choose another (nonhormonal) method. 

If pregnant, manage as above (see Amenorrhea). 

If not pregnant, usually improves within 3 months of starting 
POCs. 

Do not stop POC unless client requests it after counseling. 

If physical examination shows lump or discharge suspicious for 
cancer (e.g., firm, nontender or fixed and which do not change 
during the menstrual cycle), refer to appropriate source for 
diagnosis. If no abnormality, reassure. 

If breast(s) is not infected, recortmend appropriate clothing for 
additional support. 

If breast infection, use warm compresses, advise to continue 
breastfeeding and give antibiotics as appropriate. 

If strong evidence for CVD, refer for evaluation. low-dose 
progestins do not increase the risk of CVD; therefore, stopping 
the POC is not necessary unless client requests it. 

Depression may be related to the progestin in POCs; therefore, if 
client thinks her depression has worsened while using a PCC, 
help her choose another method. If the POC has not caused 
depression to worsen, it can be continued. 

Pre-existing conditions such as excess facial or body hair might 
be worsened. Changes usually are not excessive, may improve 
over time, and do not require stopping POCs unless client 
requests it after counseling. 
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PROGESTIN-ONLY CONTRACEPTIVES
 

MANAGEMENT OF OTHER PROBLEMS 

PROBLEM 	 ASSESSMENT 

Headache (especially with Ask it there has been a change in 
blurred vision) pattern or severity of headaches since 

beginning the POC. 

Perform physicalexamination, measure 
blood pressure. 

Examine as appropriate: 
* 	 Eyes (fundoscopic) 
* 	 Neurologic system 

High blood pressure 	 Check blood pressure. 

Confirm that BP is truly elevated: 
* 	 > 180/105 on 1 visit, or 
* 	 > 160/90 on 2 more visits 1 week 

apart. 

Jaundice 	 Acute jaundice occurring after starting 
POC use begins is not method-related. 

Check for: 
* Active liver disease (hepatitis) 
" Gall bladder disease 
" Benign or malignant liver tumors 

NauseafDizziness/ 	 Check for pregnancy by checking 
Nervousness 	 symptoms, performing a pelvic 

examination (speculum and bimanual) 
and pregnancy test (if indicated and 
available). 
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MANAGEMENT g 

If headaches are mild, treat with analgesics and reassure. Re­
evaluate after I month if mild headaches persist.
 

If headaches have changed since starting POC (i.e., numbness,
 
tingling or loss of speech; visual changes or blurred vision) stop
 
POC and help client choose another (nonhormonal) method.
 

Counsel client that a mild increase in blood pressure (< 160/90) 
does not require stopping the POC unless she requests it. If 
blood pressure is truly elevated, help the client choose another 
method. In addition, tell her that high BP usually goes away 
within I to 3 months. Take BP monthly to be sure it returns to 
normal. If after 3 months it has not returned to normal, refer for 
further evaluaticn. 

If 1P > 180! 105 or she has ;'ascular problems (neuropathy or 
retinopathy), the POC should be stopped. Ilelp client choose 
another method. 

The progestins in POCs (e.g., levonorgestrel and norethindrone) 
have little effect on liver function: and do not increase the risk of 
gall bladder disease or liver tumors. If the client has jaundice due 
to viral hepatitis and does not want to stop using the POC, it is 
unlikely that the POC will worsen liver disease and its use is 
safer than pregnancy. 

If pregnant, manage as above (see Amenorrhea). 

If not pregnant, reassure that this is not a serious problem(s) and 
usually disappears with time. 
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PROGESTIN-ONLY CONTRACEPTIVES 

MANAGEMENT OF OTHER PROBLEMS 

PROBLEM 

Thromboembolic disorder 
(including blood clots in 
legs, lungs or eyes) 

Injectables: Presents early 
for next injection 

Injectables: Presents late 
for next injection 

POPs: Late or missed pills 

Starting POPs after the 
second day of menstrual 
,,ycle 

ASSESSMENT 

Assess for active blood clotting 
problem. 

Is she more than I month early 
(DMPA) or 2 weeks early (NET-EN)? 

Is she more than I month late 
(DMPA) or 2 weeks late (NET-EN)? 

Has the client taken a pill less than 3 
hours late? 

Has the client taken a pill more than 
3 hours late? 

Has the client missed 1 or more pills? 

Check tbr pregnancy by history, 
checking symptoms and performing a 
pelvic examination (speculum and 
bimanual) and a pregnancy test (if 
indicated and available). 
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MANAGEMENT 

Low-dose progestins do not increase the risk of blood clotting 
problems; therefore, stop only at client's request. If there is 
strong evidence of blood clotting disorder, refer for further 
evaluation. 

Giving injections early is not ideal but can be done when 
necessary. Reschedule the next injection for 3 months (DMPA) 
or 2 months (NET-EN) from current injection. 

It is acceptable to give DMPA up to 4 weeks (1 month) late and 
NET-EN up to 2 weeks late. If the client is more than 1 month 
late (DMPA) or 2 weeks (NET-EN), check for pregnancy by 
pelvic examination or, if available, by pregnancy tes.. If 
examination is equivocal (and pregnancy test not available), ask 
the client to use a nonhormonal method for the next month and 
return for a repeat pelvic examination. If the examination is still 
negative, the client may receive her injection that day. 

Have client take the late pill as soon as possible, then continue 
on normal pill schedule. Backup contraception is not needed. 

[lave client take the late pill as soon a:, possible, then continue 
on normal pill schedule. Remind her to use a backup method 
(e.g., condom and spermicide) if she has intercourse during the 
next 48 hours. 

The more pills missed, the more likely it is that pregnancy will 
occur. Have client take the next pill as soon as possible, then 
continue on normal pill schedule. Remind her to use a backup 
method if ihe has sex during the next 48 hours. If unprotected 
intercourse occurred, consider recommending emergency 
contraception (see Emergency Contraception chapter). 

A backup method of contraception (e.g., condom and 
spermicide) should be used if the client has intercourse during 
the next 48 hours. Although there is evidence that the effect of 
progestins on cervical mucus occurs within a few hours after 
taking the pill, there is a small chance of conception. 
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PROGESTIN-ONLY CONTRACEPTIVES 

MANAGEMENT OF OTHER PROBLEMS 

PROBLEM ASSESSMENT
 

Stopping POPs
 

Switching from POPs to
 
COCs 

Switching to POPs from 
COCs 
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MANAGEMENT 

POPs can be stopped at any time during the menstrual cycle. 

• 	 Start COCs on the first day of menses to be sure ovulation does 
not occur. 

• 	 Start POPs on the day after taking the 21st pill (last active pill in 
28 pill pack). 
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INTRAUTERINE DEVICES (IUDs)
 

COUNSELING OUTLINE
 

METHOD 

Small flexible device inserted into 
the uterine cavity. Newer types 
are made of plastic and are 
medicated (slowly release small 
aniounts of copper or progestin). 

Types 

Copper-rel&sing: Copper T 
380A, Nova T and Multiload 375 

Progeslin-releasing: Progestasert® 

and LevoNova" 

Inert: Lippes IooO 

Mechanisms of Action 
" 	 Interfere with ability of sperm 

to pass through uterine cavity 
(copper-releasing IUDs) 

" 	 Interfere with the reproductive 
process before ova reach 
uterine cavity 

" Thicken cervical mucus
 
(progestin-releasing lIUDs)
 

" Change endonietrial lining
 
(progestin-releasing IUDs)
 

APPROPRIATE FOR 

Women of any reproductive age 
or parity who want highly 
effective, long-term contraception 
that does not require daily action 

Women who have used an IUD 
successfully before 

Breastftlediig mothers who need 
contraception 

1ostabortion clients who do not 
have evidence of infection (may 
be inserted immediately) 

Women who prefer not to use 
hormonal methods or should not 
use them (e.g., heavy smokers 
over 35 years of age) 

Women at low risk for GTIs and 
other STDs (e.g., I-BV, 
HIV/AIDS) 
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METHOD CHARACTERISTICS
 

BENEFITS 

Highly effective (pregnancy rate 
of 0.5-1.0 per 100 womnen during 
first year of use fbr Copper T 

Effective immediately 

No supplies needed by client 

Long-term protection (up to 10 
years with Copper T 380A) 

Immediate return to fertility on 
removal 

Few method-related side effects 

Do not interfere with intercourse 

Do not affect breastfeeding 

Only I followup visit needed 
unless there are problems 

Inexpensive (copper-releasing) 

Health Benefits 

Decrease menstrual cramps 
(progestin-releasing) 

LIMITATIONS 

Pelvic examination required and 
GTI screening recommended prior 
to insertion 
May increase risk of PID and 
subsequent infertility in women at 
risk for GTIs and other STDs 
(e.g., B113V,1llV/AIDS) 

Require minor procedure, 
performed by trained provider, for 
insertion and removal 

Need to check for strings after 
every menstrual period 

Woman cannot stop use whenever 
she wants (provider dependent) 

Increased menstrual bleeding and 
cramping during first fiew months 

(For specific effects of progestin­
releasing IUDs, see Progestin-
Only Contraceptives chapter.) 

First year effectiveness: LevoNova 0.2-0.5; Lippes Loop (size D only) 
1.0-2.0; Progestasert 2-6. 
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INTRAUTERINE DEVICES
 

CONDITIONS REQUIRING PRECAUTIONS
 

CONDITION 

Pregnancy (known or suspected) 

Unexplained vaginal bleeding 
(only if a serious problem is 
suspected) 

PID (current, recent or recurrent 
within the past 3 months) 

Acute purulent (pus-like) 
discharge from the cervical canal 
(gonorrheal or chlamydial 
cervicitis) 

Distorted uterine cavity (large 
fibroids or abnormal uterine 
anatomy such as double uterus) 

Genital tract cancer (cervical, 
endometrial or ovarian) 

PRECAUTION 

IUDs should not be used during 
pregnancy and should be removed 
if intrauterine pregnancy is 
confirned and will be carried to 
term. (WHO class 4) 

Women with unexplained vaginal 
bleeding, which could be due to 
pregnancy or caused by a serious 
problem, should not use an IUD. 
(WHO class 4) 

Women with PID (current, recent 
or recurrent) should not use an 
IUD. (WHO class 4) 

Women with a past history of PID 
and no current risk lr STDs can 
safely use an IUD. (WHO class 1) 

Women with acute purulent 
discharge should not an IUD. 
(WHO class 4) 

Women with a distorted uterine 
cavity should not use an IUD. 
(WHO class 4) 

Women with genital tract cancer 
should not use an [UD prior to 
treatment. (WHO class 4) 
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RATIONALE 

If a woman is pregnant at the time an IUD is inserted, she is at 
increased risk for spontaneous abortion (miscarriage) and 
premature birth as well as serious uterine infection 
(endometritis). 

If the possibility of pregnancy cannot be excluded by history, 
examination or pregnancy testing, insertion of an I1D should be 
delayed until the next menstrual period. In the interim, help the 
client choose another method (e.g., condons and spermicide). 

Because IUDs can cause intermenstrual spotting or bleeding, al 
underlying problem (i.e., normalt or ectopic pregnancy, cervicitis, 
other pelvic pathology and, rarely, cancer of the genital tract) 
may be masked. The cause of any persistent, unexplained vaginal 
bleeding or spotting (e.g., between menses or after intercourse) 
should be determined and treated before an ItJl) is inserted. 

A history of" recent or recurrent PID not associated with 
pregnancy or abortion strongly suggests the woman is at risk for 
GTIs and other STDs (e.g., IIBV, IIIV/AIDS). 

Sexually transmitted GTIs, with the exception of trichomoniasis, 
can increase a woman's risk for PID and subsequent infertility. 

Distortions of the uterine cavity (anly congenital or acquired 
uterine abnormality) can cause difficulties in insertion, increase 
the possibility of IUI) expulsion and decrease effectiveness. 

Although genital tract cancers, especially ovaiian and 
endonletrial, are very uncommon in women of rtiroductive age, 
use of an IUD prior to treatment may increase the risk of PID 
and bleeding which could make the condition worse. 

159 



INTRAUTERINE DEVICES 

CONDITIONS REQUIRING PRECAUTIONS 

CONDITION PRECAUTION 

A woman who has more than Use of an IUD is not 
one sexual partner or whose recommended unless other more 
partner has more than one sexual appropriate methods are not 
partner available or acceptable. (WHO 

class 3) 

If she elects to use an IUD, she 
(or her partner) should use a 
barrier method as well. 

PROBLEMS REQUIRING ACTION 

PROBLEM 

Cervical stenosis 

Marked anenia (hemoglobin 
<9 grams/d or hematocrit <27) 

Painful menstrual periods 

ACTION 

Counsel the client about this 
problem. (If indicated, refer client 
to a ctnter where cervical dilation 
with local anesthesia is available if 
client chooses to have an IUD.) 
(WHO class 2) 

Choose IUD only if it is the best 
overall method for the client. If, 
after counseling, a copper­
releasing IUD is still client's 
choice, she will require treatment 
for anemia. (WHO class 2) 

Counsel client to be certain she 
understands potential prohlems 
with having an IUD. IUDs 
(exceptprogestin-releasing)should 
not be the first choice. %WHO 
class 2) 
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RATIONALE
 

Women at risk of GTIs and other STDs (e.g., tlBV, IlIV/AIDS) 
are more likely to develop PID if they have an IUD. 

RATIONALE 

Severe narrowing of the cervical canal (entrance into the uterus) 
may make IUD insertion and removal more difficult and painful. 

If client requests an IUD, local anesthesia (paracervical block) 
may be required and only an experienced and skilled provider 
should attempt insertion. 

The slightly increased menstrual blood loss from the copper­
releasing IUD usually will not worsen anemia. (Conditions such 
as thalassemia and sickle cell disease, and treatment with 
anticoagulants may increase blood loss during the first few 
months making anemia worse.) 

Note: Progestin-releasing IUDs can be used as they reduce blood 
loss. 2 

In the presence of an IUD, menstrual cramping (dysmenorlhea) 
may be increased due to the release of prostaglandin. 

Note: Progestin-releasing IUDs can he used as they reduce 
menstrual cramping. 

: Blood loss is increased by 50% with inert IUDs such as the 
Lippes Loop (Size D) 
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INTRAUTERINE DEVICES 

PROBLEMS REQUIRING ACTION 

PROBLEM ACTION 

Previous ectopic pregnancy 	 If, after counseling, the IUD is 
still the client's chosen method, 
she should be taught the warning 
signs for ectopic pregnancy. 
(WHO class 2) 

Simple vaginal infection If a simple vaginal infection is 
(candidiasis or bacterial present, treat and recheck before 
vaginosis) without cervicitis IUD is inserted. (WHO class 2) 

Symptomatic valvular heart 	 Women with symptomatic 
disease 	 valvular disease should receive 

antibiotic prophylaxis at the time 
of insertion.' (WHO class 2) 

Appropriate prophylactic antibiotics include: 
" 	Amoxicillin 3.0 g orally 1 hour before procedure, then 1.5 g 

6 hours after the initial dose 
• 	 Erythromycin stearate 1.0 g orally 2 hours before the procedure, 

then 500 mg 6 hours after the initial dose (for persons allergic 
to amoxicillins) 

Note: Tetracyclines, including doxycycline, are not effective. 
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RATIONALE 

IUDs do not prevent all ectopic pregnancies. Women who have 
had prior ectopic pregnancies are at increased ris Ior another 
and should use a very efTective contraceptive method, pieferably 
one that blocks ovulation (e.g., COCs or injectables). 
Furthermore, a history of cc topic pregnancy may suggest ciell! is 
at high risk for GTIs and other STI)s (e.g.. IlIV, IIIV/AIDS). 

During IUD insertion, the 111) can carry microorganisns fronn 
tle vagina into the uterine cavity. Womlneln with aln untreated 
vaginal infcciom can be more likely to dCvlop pelvic iiitection 
during the first month after IUI) insertion. (Use of 
recommended inlection prevention practices can minimize this 
risk. See Infection Prevention chapter.) 

)uring insertion, the IIlD can carry microorganisms from the 
vagina into the uterine cavity. Women with symptomatic 
rheumatic heart disease shmold he treated with antibiotics beire 
insertion to prevent infection. 

Neither IUI) insertion ntor removal, however, cause sufficient 
bacteremia to promote endocarditis along Vomnenl with 
asymptomatic congenital or rheumatic valvular disease. 
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INTRAUTERINE DEVICES 

MANAGEMENT OF SIDE EFFECTS 

SIDE EFFECT ASSESSMENT 

Amenorrhea 
(absence of vaginal blee
spotting)4 

ding or 
Ask client: 
* when she had her last menstr

period (LMP), 
0 when she last felt IUD strin

and 
0 if she has symptoms 

ual 

gs, 

of 
pregnancy. 

Check for pregnancy (intrauterine or 
ectopic) by history, checking 
symptoms, and performing a pelvic 
examination (speculum and 
bimanual) or a pregnancy test, if 
indicated and available. 

Perform pelvic (speculumn and 
bimanual) examination to check for 
strings. 

Irregular bleeding (with or Perform abdominal and pelvic 
without symptoms of (speculum and bimanual) 
pregnancy) examinations to check for infection, 

pelvic pain or tenderness, palpable 
adnexal mass or enlarged uterus 
(consistent with pregnancy). 

Oligomenorrhea (menstrual interval > 35 days) and secondary 
amenorrhea (menstrual interval greater than 3 months) can occur with 
progestin-releasing IUDs (Progestasert and LevoNova). Therefore, be 
sure to ask the client what type of IUD she has. 
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MANAGEMENT
 

Ifclient is over 45, explain that amenorrhea could be related to 
menopause. 

If client has progestin-releasing IUD, explain that amenorrhea 
can occur and blood does not build up inside the uterus. 

If not pregnant, no treatment is required except counseling and 
reassurance. Explain that blood does not build up inside the 
uterus. Advise the client to return to the clinic if amenorrhea 
remains a concern. 

It pregnancy less than 13 weeks (by LMP or examination) and 
strings visible, explain that IUD should be removed to minimize 
risk of pelvic infection. If client agrees, remove IUD. Advise 
her tt)return to clinic it sh,: has excessive bleeding, cramping, 
foul discharge or fever (possible threatened or incomplete 
abortion). 

Do not attempt to remove IUD if: 
* strings are not visible, or 
o pregnancy greater than 13 weeks (by LMP or examination). 

If client is pregnant and wishes to continue pregnancy but does 
not want IUD "emoved, advise her of increased risk of 
miscarriage (spontaneous abortion) and infection and that 
pregnancy should he followed closely. 

Ifectopic pregnancy is suspected refer for complete evaluation. 
LEctopic pregnancy must be suspected in clients with irregular 
bleeding or abdominal pain. 

If infection suspected, see Pelvic Infection in this chapter. 

U
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INTRAUTERINE DEVICES 

MANAGEMENT OF SIDE EFFECTS 

SIDE EFFECT 	 ASSESSMENT 

Bleeding 	 Perform pelvic examination
(prolo__ged or heavy bleeding) 	 (speculum and bimanual) to be sure 

client does not have: 

Prolonged bleeding: 0 Intrauterine or ectopic pregnancy 
> 8 days e Incomplete abortion 

* Vaginal, cervical or pelvic 
Heavy bleeding: infection 
> 	normal menses 

Ask client how much she has bled. 
* 	 Check for signs of marked 

anemia (pale conjunctiva or nail 
beds, low hemoglobin/hematocrit 
1< 9 g/dl Hb or < 27 Hct]). 
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MANAGEMENT 

Client has had IUD less than 3 months: 

" 	 If examination is normal, reassure and give iron tablets (1 
tablet daily for 1 to 3 months). Ask client to return in 3 
months for another check. Use locally approved drugs, such 
as ibuprofen (800 mg 3 times daily for 1 week), during 
bleeding episode, if available, to decrease bleeding. 

* 	 If examination is normial and bleeding interval short (less than 
3 weeks), suspect anovulation; if longer intervals (more than 
6 weeks) suspect delayed ovulation or if hot flashes, suspect 
menopause (age over 45) or other gynecologic endocrine 
problem. Refer to specialist for further evaluation. 

* 	 If bimanual examination shows enlarged or irregular uterus 
due to tbroids, tell client of the problem and refer for 
evaluation. Remove the IUD if bleeding worsens and client is 
anemic or requests removal, and help client choose another 
method. 

Client has had IUD more than 3 months: 

Recommend removal if marked anemia present and help client 
choose another method. If IUD is inert (Lippes Loop) and IUD 
is still client's choice, remove current IUD and insert a copper­
or progestin-releasing IUD; give 3 moret months of iron tablets 
and re-examine in 3 months. If client already has copper IUD 
(and progestin-releasing IUD not available), remove IUD, and 
help client choose another method. 
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INTRAUTERINE DEVICES 

MANAGEMENT OF SIDE EFFECTS 

SIDE EFFECT ASSESSMENT 

Cramping Perform abdominal and pelvic 
(speculum and bitnanual) 
examinations to check f; PID and 
other causes of cramping, such as 
partial expulsion of the IUD, 
cervical or uterine perforation or 
ectopic pregnancy. 

Partner complains about Check to be sure that IUD is in 
strings place (i.e., not partially expelled). 
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MANAGEMENT 

Client has had IUD less than 3 months: 

" 	 If cause found. treat accordingly. Remove IUD if indicated 
and help client choose another method. 

" 	 If no cause found and cramping not severe, reassure client 

and provide analgesic, such as ibuprofen. 

Itf"no cause found but cramping severe, remove the IUD. If 
there is no evidence of infection, replace with a new IUD 
(progestin-releasing, if available) or help client choose another 
method. 

Client has had IU) more than 3 months: 

" 	 If cramping is new and cause found (such as PID), remove the 
IUD and treat accordingly. 

" 	 If no cause found and cramping not severe, reassure client 
and provide analgesic, such as ibuprofen. 

" 	 If no causc found but cramping severe, remove the IUD. If 
there is no evidence of iufection, replace with a new IUD 
(progestin-releasing, if available) or help client choose another 
method. 

Counsel client that one option is to cut strings even with cervical 
os and inform client that she will no longer be able to feel 
strings. Record in chart that strings have been cut even with 
cervix for future removal. 
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INTRAUTERINE DEVICES 

MANAGEMENT OF PROBLEMS 

PROBLEM ASSESSMENT 

Missing strings Ask the client whether she knows if 
the IUD has come out (been 
expelled). 

If client does not know if IUD was 
expelled, ask her: 
" When she had her LMP 
* 	 When she last felt tie strings 
* 	 If she has any symptoms of 

pregnancy 
" If she used a backup method 

(e.g., condom) from the time she 
noticed the missing strings 

Rule out pregnancy by symptoms, 
physical examination or pregnancy 
test, if indicated and available. 

If she returns with delayed (> 4 
weeks) menses, check for 
pregnancy. 

If she returns while menstruating 
and strings still are not visible, rule 
out lost IUD or perfiration. 
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MANAGENIENT
 

If client knows the IUD fell check It notout, for pregnancy. 
pregnant, insert new IUI), or provide backup method and insert 
new IJD during her next period. 

If examination reveals possible ectopic pregnancy, refer to 

appropriate facility fo r complete CvaIuat ril. 

If cxaination reve'alis pregnancy, see Inmanagenment under 
Anieiiorrhlea above. 

If strings are not tound by carefully probing the cervical canal, 
cliint should use a 110l1hornio llalcontraceptive method atnd return 
with mcnses or in 4 weeks if her period docs not start. Strings 
may come down with menses. If strings are seen at that tinic, 
reassure client and help her feel them. 

Ifclient is nat pregnant and 1o strings ,re seen on vaginal 
examination, it may mean that the IU) has fallen out, perforated 
the uterus (i.e., is outside the uterine cavity) or the strings arc tip 
inside the uterine cavity. Check i r location of' I11D either by 
careflly sounding the Uterus, x-ray or ultrasonogriph. 

IfIUI) not fiund, it may have been expelled without bc.ng seen. 
Insert a nother IUI) or lielp clicnit choose anothcr method. 

IfIUDlfound to be inthe uterine cavity and client Wan1lts to 
continue using anI IJI), reassure client and cither arrange Cor 
yearly followup, attempt to retrieve just the strings frot the 
uterine cavity or remove the IUI) (using an alligator ficeps or 
Kelly clamp) anid insert a new one. 

If IUD found to lie outside uterine cavity, decision to remove 
should be based oti clinic guidelines (how long IUD inplace, 
type of IUD, etc.). 
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INTRAUTERINE DEVICES
 

MANAGEMENT OF PROBLEMS 

PROBLEM 	 ASSESSMENT 

Pelvic infection Perform abdominal and pelvic 
(cramping accompanied by (speculum and bimanual) exam­
abdominal tenderness, fever, inations and GTI testing if available 
flu-like symptoms, headache, (see GTI chapter). 
chills, nausea or vomiting, 
vaginal discharge, painful 
intercourse, palpable pelvic 
mass.) 

Vaginal discharge 	 Check history fir exposure to GTIs 
and other STDs (e.g., HBV, 
HIV/AIDS) and examine for 
vaginitis, purulent cervicitisor beefy 
red cervix. 

Examine saline and KOIH wet 
mounts of vaginal discharge for 
trichomonas, monilia (candida) and 
gardnerella (see GTI chapter). 

Prepare Grain stain of vaginal or 
cervical discharge. Observe for 
Grain negative intracellular 
diplococc (GNIDs) and WBC 
(PMNs) (see GTI chapter). 
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MANAGEMENT 

If abdominal and pelvic examinations confirm uterine or adnexal 
tenderness or microscopic testing supports diagnosis of PID, 
remove the IUD and treat with antibiotics. 

If diagnosis equivocal, treat with antibiotics without removing 

IUD. Observe carefully for results of antibiotic treatment. 

If diagnosis equivocal but client followup is not possible, remove 
IUD and treat with antibiotics. 

If ureiritis suspected, check Gram stain of urethral discharge. 

Obtaining accurate history will flacilitate diagnosis and treatment. 

If saline or KOII wet mounts are positive, treat appropriately for 
specific organism. 

If cervicitis (mucopus or beefy red cervix), check Gram stain tbr 
cervical discharge. 

If positive lor GNIDs, treat for gonorrhea. If negative tbr 
GNIDs and purulent crvicitis or beefy red cervix, treat fbr 
chlamydia. Obtain GC culture if available. Remove ItJD ift 
gonorrhea or chlainydia is confirmed or strongly suspected. 
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INTRAUTERINE DEVICES
 

MANAGEMENT OF PROBLEMS DURING 
INSERTION OR REMOVAL 

PROBLEM 

Fainting (syncope), slow heart 
rate (bradycardia) or 
vasovagal episode during iUD 
insertion or removal 

ASSESSMENT 

Is woman extremely anxious? 

Does she have a small uterus or 
cervical stenosis? 

(These characteristics increase risk 
for fainting and/or vasovagal 
reaction.) 
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MANAGEMENT 

Every step of IUD insertion and removal should be done slowly 
and gently, with an explanation of each step to the client. Other 
suggestions include: 

* 	 If available, an analgesic (aspirin, acetaminophen or 
ibuprofen) may reduce pain associated with IUD insertion or 
removal. Provide 30 minutes prior to procedure and for 24 
hours afterwards. 

" 	 Maintain a calm, relaxed, unhurried atmosphere and a gently 
reassuring approach to the client. 

* 	 At the earliest sign of fainting, stop the insertion and put a 
cool, wet cloth to the client's fbrehead. 

" 	 If severe pain occurs as the UD .s being inserted through the 
cervical canal, leave the IUv in place and allow the client to 
rest. Keep the client laying lown with her head lowered and 
legs elevated to ensure adequate blood flow. 

* 	 Remove IUD if pain persists and is not relieved by analgesics 
or if client requests removal. Help her choose another 
method. 

If fainting occurs: 

" 	 Turn client's head and shoulders to one side so that if she 
vomits she will not inhale any material. 

" 	 Maintain a clear airway by supporting the chin. (Do no. 
hyperextend the neck.) Loosen any tight clothing, especially 
around the neck. 

" 	 Avoid overtreatment; observation and support usually are all 
that are required. Use analgesics for abdominal pain/ 
cramping. 
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INTRAUTERINE DEVICES 

MANAGEMENT OF PROBLEMS DURING 
INSERTION OR REMOVAL 

PROBLEM ASSESSMENT 

Suspected uterine perforati
(during uterine sounding or 
IUD insertion) 

on Client complains of su
significant pain during proce

(Uterine sound or loaded 
inserter tube passes into 
beyond 9-10 cm without 
resistance being felt.) 

ddenly 
dure. 

IUD 
uterus 
fundal 
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MANAGEMENT 

Stop the procedure (and remove the IUD if inserted). Observe 
for signs of intra-abdorninal bleeding (i.e., falling BP, rising 
pulse, severe abdominal pain, tenderness, guarding and rigidity).' 

Take BP and pulse every 15 minutes for 90 minutes. -ave 
client sit up rapidly from a resting position. Observe for 
syncope or pulse greater than 120/min. 

If negative after 2 hours, discharge with instructions for warning 
signs which require immediate return to clinic. Return after 1 
week for checkup (see Client instructions chapter). 

Provide backup contraceptive method and help client choose 
another method. 

' If intra-abdominal bleeding is suspected, stabilize (IVs) and reier 
(if necessary) for further evaluation and possible surgery. 
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BARRIERS AND SPERMICIDES 

THE CONDOM (MALE) 

COUNSELING OUTLINE 

METHOD 

C A thin sheath made of rubber 
(latex), vinyl or natural (animal) 
products which may be treated 
with a spermicide for added 
protection. It is placed on an erect 
penis. 

Types 

Latex (plain, treated with 
spermicide) 

Plastic (vinyl) 

Natural (animal products) 

Mechanism ofAction 

Prevents sperm from gaining 
access to female reproductive tract 
and microorganisms (GTIs and 
other STDs) from passing from 
one partner to another. 

APPROPRIATE FOR 

Men who wish to actively 
participate in family planning 

Couples needing a temporary 
method while waiting for a long­
term method (e.g., IUD, implants 
or voluntary sterilization) or 
wanting a backup method 

Couples who need a method 
immediately 

Couples in which either partner 
has more than one sexual 
partner, even if using another 
method 

Couples who have intercourse 
infrequently 

Women/men at rist. for GTIs and 
other STDs (e.g., HBV, 
HIV/AIDS) 
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METHOD CHARACTERISTICS
 

BENEFITS 

No method-related health risks 

Effective immediately 

No medical supervision required 
Inexpnsivefor

Inexpensivei 

Available outside the health care 
system 

Pelvic examination not required 
prior to use 

May prolong erection and time to 
ejaculation 

Health Benefits 

Latex and vinyl condoms (but not 
natural) provide protection against 
GTIs and other STDs (e.g., -IBV, 
HIVIAIDS) 

LIMITATIONS 

High failure rate (pregnancy rate 
10-30 per 100 women during first 
year of use) 

Not advised for clients at high risk 
pregnancy 

User dependent: requires 
continued motivation and use with 
each act of intercourse 

Resupply must be available 

Supplies must be readily available 
before intercourse occurs 

Adequate storage may not be 
available at client's home 

May reduce penile sensitivity 

Maintaining an erection may be 
difficult 

Proper disposal of used condotns 
may be a problem 
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BARRIERS AND SPERMICIDES 

THE CONDOM (MALE) 

PROBLEMS REQUIRING ACTION 

PROBLEM 

Allergy to rubber or spermicides 

Couple/woman wants more 
effective protection against 
pregnancy 

Couple/woman wants a method 
not related to intercourse 

Not willing to use consistently 

ACTION 

Help client with documented 
allergy choose another method. 

Help client choose another 
method. 

Help client choose a noncoitus­
related method, such as pills, 
implants, injectables, IUD or 
voluntary sterilization. 

Counsel about importance of 
consistent use. Help client choose 
another method. 

MANAGEMENT OF SIDE EFFECTS
 

SIDE EFFECT 

Condom breaks or slips off 
during intercourse 

Condom broken or breakage 
suspected (before intercourse) 

Local irritation to the penis 

Diminishes sexual pleasure 

ASSESSMENT 

Check condom for a hole or 
demonstrable leak. 

Check condom for a hole or 
demonstrable leak. 

Determine whether allergic or 
mechanical reaction present. Check 
for infection. 

One or both partners complain(s) of 
decreased pleasure or sensation 
during intercourse. 
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RATIONALE 

Allergic reactions, although uncommon, can be uncomfortable 
and possibly dangerous. 

Condoms, when used alone, are only about 80-95% effective. If 
the couple considers this risk of pregnancy too high, help them 
choose another method. 

Method is both coitus-related and user-dependent. If client not 
willing to use with each intercourse, the method will fail. 

Method is both coitus-related and user-dependent. If not used 
with each intercourse, the method will fral. 

MANAGEMENT
 

If condom breaks or leakage is suspected, consider a method of 
emergency contraception (see Emergency Contraception 
chapter). 

Discard and use new condom or use spermnicidu in conjunction 
with condom. 

If allergic reaction apparent, insure that condom is not 
medicated. If reaction persists, then consider natural condoms 
(lambskin or gut) or another method. 

Note: Natural condomns do not provide protection against GTIs 
and other STDs (e.g., HIBV, HIV/AIDS) and should not be used 
by those at risk. 

If decreased sensitivity is not acceptable, help client choose 
another method. 
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BARRIERS AND SPERMICIDES
 

THE DIAPHRAGM 

COUNSELING OUTLINE 

METHOD 

A dome-shaped rubber cup 
attached to a flexible ring which is 
inserted into the vagina before 
intercourse 

Flat spring 


Coil spring 


Arching spring
 

Mechanismn of Action 

Prevents sperm from gaining 
access to upper reproductive tract 
(uterus and fallopian tubes) 

APPROPRIATE FOR 

Women who prefer not to use 
hormonal methods or IUDs or 
who should not use them (e.g., 
heavy smokers over 35 years of 
age) 
Breastfeeding mothers who need 
contraception 

Couples who have intercourse 
infrequently 

Women wanting protection from 
GTIs and other STDs (e.g., 
HBV, HIV/AIDS) and whose 
partner will not use a condom. 
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METHOD CHARACTERISTICS
 

BENEFITS 

No method-related health risks 

Effective immediately 

Contains menstrual flow when 
used during menstrual period 

Spermicide increases wetness 
(lubrication) during intercourse 

Health Benefits 

Some protection against GTIs and 
other STDs (e.g., HBV, 
HIV/AIDS) especially when used 
with spermicide 

LIMITATIONS 

High failure rate (pregnancy rate 
5-25 per 100 women during first 
year of use) 

Pelvic examination required for 
initial fitting by trained service 
provider 

Not advised for clients at high risk 
for pregnancy 

User dependent: requires 
continued motivation and use with 
each act of intercourse 

Resupply must be available 
(spermicide required with each 
use) 

Supplies must be readily available 
before intercourse occurs 

Must be left in place for 6 hours 
after intercourse 

Associated with urinary tract 
infections in some users 
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BARRIERS AND SPERMICIDES 

TIE DIAPHRAGM 

CONDITIONS REQUIRING PRECAUTIONS 

CONI)TIHONS 

Repe-atd urinary tract 
infections II 

\V.tan 'Aith physical disability 
,r fhiilinds it unpleasant to 

touch herself 

Uterine prolapse luterus 
protruding InT the vai 13 

Severe cvstocele or rectocele 
(buline (f the ,alls , thf 
bladder ior rectum into the 
vagila) 

Vaginal stenosis (narrowing of 
the vaginal canal) 

PRECAUTION 

Ad\i c iA%5mIo xkid (urinae) 
i diaitel after inlerci ur e. 

Cirmider <,ind ,d,, prophylactic 
ntib iii s ith intI!ur~e. I"thi' 

do,.' 1, h . then help ito 
an t I eLthodIJwi),L 

Ci iunrl - pxplrt problem. 
Inure thJi Jtm am insert 

diaphr'ein nrprly. It aversion 
(i, disc'1i ort C ,. t . help 

client chi''. aillthel iltt od 

lelp cIijt chle another 
meht )J. 

Determine tlic extelt Of deCfect. 

Examin caretull\ afm- totIettii! 
insurt: that the: diaphrao-m can be 
retained. A,k clent to0 'train 
(push down) %withthe diaphragm 
in place to st: if it is displaced. 

E-xamine carefullk alter titing to 
see that client can inWert the 

diaphragm properly. Client may 
need to cLhoose another method. 
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RATIONALE 

the diaphragm causes urinary tract infectionsOccasionally, 
clients. Thi mav be due to urethral compression(UTIs) in some 

produced by lhe dcvi :e during mertiom renval. Often the 

s mptoms (urinar\ trcqucnc\ and burning) are not due to a UTI 

but to urethral irritaitm 

Diaphragm u'c requires confidence in manipulating and palpating 

Cenitals (vulva and vagina). If diaphragm cannwt be inserted 

pro pcrly. the method ,,ill fail. 

Uterine prolapsc can cause difficulties in insertion and correct 

positioning of the diaphragm. incr ase the polssibility of expulsion 

and d Weceaseits ellectivenesv 

Pelvic relaxatiom may prevent proper placement of the 

diaphragm. increase the possibility of expulsion and decrease its 

effec,iyeness. 

Vaginal stenosis (acquired or congenital) may make proper fitting 

and placement of the diaphragm aifficult, increase the possibility 

of expulsion and decrease its effectiveness. 
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BARRIERS AND SPERMICIDES 

THE DIAPHRAGM 

PROBLEMS REQUIRING 	ACTION 

PROBLEMS ACTION 

Allergy to rubber or spermicides 	 Help client with documented 

allergy choose another method. 

Couple/woman who wants more 	 Help client choose another 
effective protection against method. 
pregnancy 

Woman does not want any Help client choose another 
inconenience method. 

Not willing to use consistently 	 Counsel about importance of 
consistent use. lelp client choose 
another method. 

Soap and water not easily Inquire whether facilities for 
available cleaning the diaphragm will he 

available. 

Repeated intercourse over several Apply more spermicide with each 
hours sexual act (do not remove 

diaphragm). 
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RATIONALE 

Allergic reactions, although uncommon, can be uncomfortable 
and possibly dangerous. 

Diaphragm, even when used with spermicide, is only about 75­
95 % effective. If the couple considers tiis risk of pregnancy too 
high, help them choose another method. 

Method is both coitus-related and user-dependent. 
used with each intcrcourse, the method will fail. 

It it is not 

Method is both coitus-related and user-dependent. 
used with each intercourse, the method will fail. 

It' it is not 

It' no facilities ifr cleanine are available, help client choose 
another method. 

Each application of spermicide is only effective for I to 2 hours. 
(Check instructions with each spermicide preparation for specific 
information on the duration of effectiveness and re-application.) 
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BARRIERS AND SPERMICIDES 

THE DIAPHRAGM 

MANAGEMENT OF SIDE EFFECTS 

SIDE EFFECT 

Toxic shock syndrome (TSS) 

Urinary tract infections (UTIs) 

Suspected allergic reaction 

Pain front pressure on bladder/ 
rectum 

Vaginal discharge and odor if 
left in place for more than 24 
hours 

ASSESSMENT 

Examine for signs/symptoms of 
toxic shock syndrome (e.g., fever, 

rash, nausea, vomiting, diarrhea, 
conjunctivitis, weakness, 

decreased blood pressure and 
shock). 

Urinaly,is: > 10 WBC/high 
power field in unconcentrated 
specimen 

Culture: > 100,000organisms/ml 

Symptoms of vaginal irritation, 
especially postintercourse and no 
evidence of' GTI 

Client complains of vaginal 
discomfort. Vaginal ulcerations 
are noted on examination. 

Check for GTI or foreign body in 
vagina (tampon, sponge, etc.). 

188 



MANAGEMENT
 

When used properly, the risk of toxic shock syndrome among 
diaphragm users is insignificant. Client should know how to 

use method properly and be aware of warning signs. 

Clients with history of toxic shock sy nJrome should avoid female 

barrier methods. (Does not apply to female co rdonI.) 

If toxic shock svNldr onec is suspected, refer client to center where 

intravenous fluids and antibiotics are available. Give ora! 

rehydration as needed and a non-narcotic analgesic (NSAID or 

aspirin) itfever is high. 

Treat with appropriatc antibiotic. If frequent UTIs are suspected 

and diaphragn is best or most desired option, advise voiding 

immediately after intercourse. Offer client postcoital prophylactic 

(single dlose) antibiotics. Otherwise, help client choose another 

rle thod.
 

Provide another spernicides or help client choose another 

method. Allergic reactions, although uncommon, can be 

uncomfortable and possibly dangerous. 

Assess diaiphragri fit. If current device is too large, fitwith 

smaller device. Followup for resolution of symptoms. 

If no genital tract infection is present, instruct client to remove 

diaphragm as early as is convenient after intercourse, but not less 

than 6 hours after last episode. If symptoms recur, gentle 

douching with a mild solution is appropriate. Diaphragtn should 

be gently cleanred with mild soap and water after removal. 

Powder or talc should not be used when storing diaphragm. 
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BARRIERS AND SPERMICIDES
 

SPERMICIDES 

COUNSELING OUTLINE 

METHOD 

Chemicals (e.g., nonoxynol 9) 
that inactivate and/or kill sperm 

Types 

Aerosol foan 
Creams 

Film 

Jellies
 
Vaginal suppositories 

Vaginal tablets 

Mechanism of Action 

Cause the sperm cell membrane 
to break, which affects sperm 
nifovement (motility and imobility) 
and ability to fertilize the egg. 

APPROPRIATE FOR 

Couples needing a temporary 
method while waiting for a long­
term method (e.g., IUD, implants 
or voluntary sterilization) or 
wanting a backup method 

Couples who have intercourse 
infrequently 

Breastfeeding mothers who need 
contraception 
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METHOD CHARACTERISTICS
 

BENEFITS 

No me:hod-related health risks 

Rapidly effective 

No medical supervision required 

Available without medical 

prescription 

Simple to use 

No systemic side effects 

Increases wetness (lubrication) 
during intercourse 

Health Benefits 

Some protection against GTIs and 
other STDs (e.g., I-BV, 
IlV/AIDS) 

LIM ITATIONS 

lligh failure rate (pregnancy rate 
10-30 per 100 women during first 
year of use) 

Not advised for clients at high risk 
for pregnancy 

User dependent: requires 
continued motivation and use with 
each act of intercourse 

Resupply ntust be available 

Supplies must be readily available 
before intercourse occurs 

Must wait 7 to 10 minutes after 
application before intercourse 
(foaming tablets) 

Each application is only effective 
for 1 to 2 hours. (Check 
instructions with each spermicide 
preparation for specific 

inform3tion on the duration of 
effectiveness and re-application.) 
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BARRIERS AND SPERMICIDES 

SPERMICIDES 

CONDITIONS REQUIRING PRECAUTIONS 

PROBLEM ACTION 

Woman with physical disability Counsel to explore problem. 
or who finds it unpleasant to Insure that client can apply 
touch herself spermicide. If aversion or 

discomfort is severe, help client 
choose another method. 

Genital anomalies or other Insure that anomaly does not 
abnormalities interfere with administration. I lelp 

client choose another method. 

PROBLEMS REQUIRING ACTION 

PROBLEM ACTION 

Allergy to spermicidal agents Help clients with documented 
allergy choose another method. 

Woman who does not want any Htelp client choose another 
inconvenience method. 

Couple/womatn who wants more Ilelp client choose another 
effective protection against method. 
pregnancy 

Couple/woman not willing to Counsel about importance of 
use consistently consistent use. Ilelp client choose 

another method. 

Repeated intercourse over Apply more spermicide with each 
several hours intercourse. 
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RATIONALE 

Spermicide use requires touching the genitals (vulva and vagina).
 

If sperinicide is not placed deep in the vagina, the mtethod will
 

fail.
 

Vaginal stenosis (narrowin! of vaginal canal) is luncommnloll and 

other congenital abnormalities (double vagina) are rare. It 
application of' sperinicide difficult. If'present, they miay make 


spermicide is not placed dCCp in the vagina, the method will tail.
 

RATIONALE 

Allergic reactions, although ction mini*, caln be uncomfortable 

and possibly dangerous. 

Metho d is both co iius-rclated and uicr-dcpetdent. It it is not 

used with each intercourse, the Method will tail. 

Spermicide, when used a lon1e is only. about 75-80% effective. 

MethOd is both coitus-related and user-dcpendelt. If it is not 

used with each intercourse, the method will fail. 

Lach application of spermicide is only effective for I to 2 

itours. (Check instructions with each spermicide preparation for 

specific information otheoi durationif' effectiveness and re­

application.) 

193
 



BARRIERS AND SPERMICIDES 

SPERMICIDES 

MANAGEMENT OF SIDE EFFECTS 

SIDE EFFECT ASSESSMENT 

Vaginal irritation Check for vaginitis and GTIs. 

Penile irritation and discomfort Check for GTIs. 

Ileat sensation in the vagina is Check for allergic or inflain­
bothersome matory reaction. 

Tablets fail to melt 
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MANAGEMENT 

If caused by spermicide, switch to another spermicide with a 
different chenical compound or help client choose another 
method. 

If caused by spermicide, switch to another spermicide with a
 
different chemical co mpound or help client choose another
 

fIe tho L.
 

It' caused by spernicide, switch to another spermicide with a
 
different chemical compound or help client choose another
 
method.
 

Select another type of spermicide with different chemical
 
composition or help client choose another method.
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NATURAL FAMILY PLANNING (NFP)
 

COUNSELING OUTLINE 

NIETHOD 

A couple voluntarily avoids or 
interrupts sexual intercourse during 
the fertile phase of the woman's 
cycle (time when the woman can 
become pregnant) 

Methods
 

Coitus interruptus (withdrawal) 

Calendar Method
 
Basal Body Temperature (BBT) 

Cervical Mucus Method 

Syniptothermal (BBT + cervical 

mLucus)
 

Mechanism of Action 

For Contraception 

Intercourse is avoided or the penis 
is withdrawn from the vagina prior 
to ejaculation during the phase of 
the menstrual cycle when 
conception is most likely. 

For Conception 

Intercourse is planned for near the 
mid-cycle (usually days 10-15) 
when conception is most likely. 

APPROPRIATE FOR 

Couples willing and motivated to 
learn the woman's menstrual 
cycle 

Women unable to use other 
methods 

Women with regular menstrual 
cycles 

Couples with religious or 
philosophical reasons not to use 
other methods 

Couples willing to abstain from 
intercourse for more than I week 
each ycle 

Couples in situations where no 
modern contraceptive methods 
are available or where supplies 
are likely to run out 

Women/couples who have the 
ability and willingness to 
observe, record and interpret 
fertility signs 
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METHOD CHARACTERISTICS 

BENEFITS 

Can le used to avoid or achievye 

pregnancy 

No physical side effects 

Free 

Increases involvement of' nale 

partner 

Increases knowledge of female 

reproductive system 

Iontediate return to fertility 

LIMITATIONS 

lih failure rate (preg nancy rate 

of 10-30 [periodic abstinence] and 

5-25 [withdrawal] per 100 women 

during first year of use) 

May be difficult fIOr women/ 
couples to detect fertile phase 

Effectiveness is dependent on 

willing ness to follow instructions 

Requires up tto3 months of 

instruction anti counseling 

Must abstain or withdraw during 

fertile phase 

Requires daily record keeping 

Ovulatory mucus is difficult to 

discern in the presence of vaginal 

infections 

No protection against GTIs and 

other STDs (e.g., HBV, 

HIV/AIDS) 
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NATURAL FAMILY PLANNING 

PROBLEMS REQUIRING ACTION 

PROBLEM 

Couple desires a highly elffctive 

imethod 

\ri~an's age. parity or health 
problems make pregnancy a high 
risk 

Woman with irregular menstrual 
cycles 

Couple unwilling to limit 
interc ourse to certain times in the 
cycle: woman whose partner will 
lot cooperate 

Couple with por omnmunicaion 
or Msho is having problems wkith 
their relationship 

Couple in which either parmer has 
more than one sexual partner 

Woman who have persistent 
vaginal discharge 

Woman who finds it unpleasant to 
touch herself and/or examine her 
mucus 

ACTION 

lelp client choose another 
method. 

Ilelp client choose another 
method. 

Counsel client that the risk of 
pregnancy is higher. If this is not 
acceptable. help her choose 
anlother method. 

Help client choose another 
method. 

IHelp client choose another 
method. 

Use condoms to protect against 
GTIs and other STI)s (e.g., I113V, 
IliIV/AIDS). 

Counsel client that it will be more 
dficult to predict fertility using 
the cervical mucus method. If 
client wishes, help her choose 
another method. 

Counsel client and help tier 
choose another method, if 
appropriate. 
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RATIONALE 

Requires strict adherence to pr'tol i. If protocol is not 

fOllmed, failure rates ighdare er. 

If pregslaliL. 'ill c\po,'e the lient to higher risks, th n a more 

leetive tcthd hould bc cowtidcrcd or tilecoLuple inmulstIrCt.e
 

it ver\ ,,rict adherellsc. 

i irrc.stlar. pirCictitl Ot 

phme i,diificuht Cervi,:al IIiiticu. tenipcraturc (1-14) must 
If the mt t tn ] l\c\:le Ohwn the fertile 

and 

b,:hlolh\ d Ch',l\ atnd ,mha.L:, tttj\ be hard it interpret. 

Requires CeHttplAte coopcration of both partners. 

Requires good C0 inmunlieat ihl,cit,peration and commitnent. 

sexual partner are at high\tmnc and lin with nore than one 

risk 11,i- GI,and oitlcr ST.). (c.g. I113V. IIIV/AI1)S). NFP 

providcs no protection. 

For omn whto have persistent vaginal discharge, prediction of 

the fertile phase is difficult. Temperature (BBT) must be 

changes may be difficult tofollowed closely as '"':.i,, mucus 


interpret.
 

For maximum effectiveness, the Cervical Mucus and 

Symptothertnal methods require that the client is comfortable in 
If not, reliance on cycle length (calendarexamining herself. 

method) and temperature (BBT) is possible but effectiveness may 

be reduced. 
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NATURAL FAMILY PLANNING 

MANAGEMENT OF SIDE EFFECTS
 

SIDE EFFECT ASSESSMENT
 

Use of NFP causes a problem in Couple complains about prolonged 
the couple's relationship periods of abstinence 

Couple finds withdrawal during 
intercourse difficult 
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MANAGEMENT
 

Help the couple identify alternative forms of sexual gratification 
(e.g., masturbation) to use during times of abstinence. If 
neither abstinence nor alternative forms of sexual gratification are 
tolerable for them, help them choose another method. 

-ftectiveness of coitus interruptus may be enhanced by 
combitnatiom with sexual abstinence during the woman's fertile 
period or ,another method may be chosen. 
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9 

VOLUNTARY STERILIZATION 

TUBAL OCCLUSION 

COUNSELING OUTLINE 
METHOD APPROPRIATE FOR 

Voluntary surgical procedure for Couples certain they want no 
permanently terminating fertility more children 
in women 

Women whose age or health 
Methods problems might cause high-risk 

pregnancy
 
Minilaparatony (interval or 
postpartum) Couples who understand and 

voluntarily give informed consent 

Laparoscopy (interval only) for the procedure 

Mechanism of Action 

By blocking the fallopian tubes 
(cutting, cautery. rings or clips) 
sperm are prevented from 
reaching ovum 
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METHOD CHARACTERISTICS
 

BENEFITS 

Highly effective (pregnancy rate 
0.2-1 per 100 women during first 
year of use) 

Fftcctiye immediately 

Permanent 

Simple surgery, usually done 
under local anesthesia (see Client 
Assessment chapter) 

No further expense or worry 
about contraception 

No long-term side effects 

Does not interfere with 
intercourse or sexual function (no 
effect on hormone production by 
ovaries) 

LIMITATIONS 

May regret later; therefore, 
counseling is important (reversal 
requires major surgery, is 
expensive and often is available 
only on a limited basis) 

Risks and side effects of surgery 

Iligh initial cost (more costly than 
vasectomy) 

Short-term pain/discomfort 
following procedure 

Requires train:d provider 

No protecti(Ii against GTIs and 

other STDs (e.g., IBV, 
HI V/AIDS) 
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VOLUNTARY STERILIZATION 

TUBAL OCCLUSION 

CONDITIONS REQUIRING PRECAUTIONS 

CONDITION 	 PRECAUTION 

Pregnancy (known or suspected) 	 Rule out pregnancy prior to 
procedure. Best performed in 
follicular phase of cycle (days 5 to 
10). 

Active pelvic infection or other Delay procedure until infection 
serious infection treated and resolved. 

Acute systemic infection (e.g., Delay procedure until infection 
cold, flu) treated and resolved. 

PROBLEMS REQUIRING 	ACTION 

PROBLEM 

Client has: 
* 	 Diabetes 

" 	 Symptomatic heart disease or 
clotting disorders 

" 	 Is overweight (over 75 
kg/165 lb if not normal It/W 
ratio) 

• 	 PID (current, recent or 
recurrent within the last 3 
months) 

" 	 Multiple lower abdominal 
incisions/scars 

ACTION 

Should only be performed by 
skilled clinician in an approved 
facility. 

Note: Diabetes should be under 
control before surgery. 
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RATIONALE 

Procedure performed early in pregnancy may be confused with 

failure. Use of uterine elevator may cause disruption of 
pregnancy and possible miscarriage (spontaneous abortion). In 

addition, the fallopian tubes in pregnancy are thickened and may 
not fitinto sleeve of falope ring applicator used ill laparoscopy. 

If procedure is perfOrmed in presence of uterine, tubal or 

peritoncal infection, abscess fornation or increased severity of 

infection may result. 

Although tubal occlusion is a minor surgical procedure, it should 
not be perlormed when illness is pres, it. 

RATIONALE 

Clients with significant medical problems may need special 

surgical and followup management (e.g., general anesthesia) for 

voluntary sterilization. Only those clients who meet the 

acceptable criteria should have their surgery in ambulatory 

facilities (see Client Assessment chapter). Attempting to 

perforn tile in women who do not meet these criteriaprocedure 
(e.g., overwe;glt women or those with extensive pelvic 

adhesions) invariably necessitates: 
* more sedation/analgesia for patient comfort, 
* larger incision, 
* longer operating time, and 
* prolonged recovery. 

As a consequence, there is an increased risk of complications, 
especially infections, in this high-risk group. 
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VOLUNTARY STERILIZATION 

TUBAL OCCLUSION 

PROBLEMS REQUIRING ACTION 

PROBLEM 

Desire for more children 

Excessive interest in 
reversal 

Disagrees with or does not want 
to sign inforrmed consent form 

Pressure from someone else 

Depression 

Marital problems 

Is single 

Has no children 

ACTION 

Further assess concerns and, if 
appropriate, help client choose 
another method. 

Further assess concerns and, it' 
appropriate, help client choose 
another method. 

Determine if concerns represent 
misunderstanding about method 
(e.g., rumor, myth). If so 
provide additional counseling. It 
client still does not wish to sign, 
help her choose anotier method. 

Further assess concerns and, if 
appropriate, help client choose 
another nethod. 

Further assess concerns and, if 
appropriate, help client choose 
another method. 

Further assess concerns and, if 
appropriate, help client choose 
another method. 

Further assess situation and, if 
appropriate, help client choose 
another method. 

Further assess situation and, if 
appropriate, help client choose 
another method. 
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RATIONALE 

Tubal occlusion is permanent. I lelp couples considering more 

children choose another method. 

Tubal ,cclUSiOn is permanent. Ilelp couples who might be 

interested in more children choose another method. 

Clients often have misconceptions about a procedure, even after 

cOmIselmg. Informed consent must be obtained before performing 

surgicHl procedures. 

Voluntary sterilization regret is higher when the decision was 

made is a result of undue pressure. 

Tubal occlusion is permanent. If emotional instability is present, 

the decision should be postponed. 

Because tubal occlusion is permanent, the decision to have tIle 

procedure is best made with both partners in accord. 

Tubal occlusion is permanent. Regret and request for reversal are 

higher in single wonmen, especially young single women, than in 

older married woneni. 

Tubal occlusion is permanent. Regret and request for reversal are 

higher in nulliparous women, especially young nulliparous 

women, than in older mnultiparous women. 

207
 



VOLUNTARY STERILIZATION 

TUBAL OCCLUSION 

MANAGEMENT 

PROBLEM 

Wound infection 

Postoperative fever 

OF PROBLEMS
 

Bladder, intestinal injuries 
(rare) 

1lematona (subcutaneous) 

Gas embolism (very rare) 

Pain at incision site 

Superficial bleeding (skin edges 
or subcutaneously) 

ASSESSMENT 

Confirm presence of infection or 
abscess. 

Determine source of infection. 

Determine presence of heniaturia 
or other signs of internal injury. 

Determine presence of infection 
or abscess. 

Check for increased respiration 
and pulse, decreased blood 
pressure, evidence of hemo­
dynamic instability. 

Determine presence of infection 
or abscess. 

Determine presence of infection 
or abscess. 
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MANAGEMENT 

If skin infection is present, treat %% antibiotics.tli If abscess is 
present, drain and treat as indicated. 

Treat infection based on findings. 

Diagnose problem and manage appropriately. If bladder or 
bowel are injured and recognized intraoperatively, perform 

primary repair. Ifdiscovered postoperatively, refer to appropriate 
center as necessary. 

Apply wairm, moist packs to site. Observe-usually will resolve 
over time but may require drainage if extensive. 

Intensive resuscitation may be necessary, including: 
* intravenous fluids, 
* CPR, and
 
, other life support measures.
 

Treat based on findings. 

Treat based on findings. 
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VOLUNTARY STERILIZATION 

VASECTOMY 

COUNSELING OUTLINE 

METHOD APPROPRIATE FOR 

Voluntary surgical procedure for Couples certain they want no 
permanently terminating fertility more children 
in men 

Age or health problems of wife 
Mechanism of Action might cause high-risk pregnancy 

By blocking the vas deferens Couples who understand and 
(ejaculatory duct) sperm are not voluntarily give informed consent 
present in the ejaculate for the procedure 
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METHOD CHARACTERISTICS
 

BENEFITS 

llighly effective (pregnancy rate 
0.15-1.0 per 100 women during 
first ye,,r of use) 

Permanent 

Simple surgery done under local 
a nesthesia (see Client 
Assessment chapter) 

l.ess surgical risk and expense 
than with female voluntary 
sterilization 

No further expense or worry 
about contraception 

No long-term side effects 

Does not interfere with 
intercourse or sexual function 
(no effect on hormone or sperm 
production by testes) 

LIMITATIONS 

May regret later; therefore, 
counseling is important (reversal 
requires special surgery, is 
expensive and is often available 
only on a limited basis) 

Delayed effectiveness (requires 
time and up to 20 ejaculations) 

Risks and side effects of minor 
surgery 

Short-term pai n/d i scom fort 
following procedure9 

Requires trained provider 

No protection against GTIs and 
other STDs (e.g., HBV, 
IIV/AIDS) 
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VOLUNTARY STERILIZATION 

VASECTOMY 

CONDITIONS REQUIRING PRECAUTION 
CONDITION PRECAUTION 

Local skin or scrotal infection Delay procedure until infection is 
resolved. 

Genhal infection (e.g., Delay procedure until infection is
gonorrhea or syphilis) resolved. 

Other Problems: With any of these conditions, the* Large varicocele procedure must be performed by a* Inguinal hernia provider with extensive experience
* Filariasis and skill iilperforming vasectomy. 
" Scar tissue 
• Previous scrotal surgery
 
" In rascrotal mass
 

PROBLEMS REQUIRING ACTION 
IROBLEM ACTION 

(lient has: Should only be performnd by* Diabetcs skilled clinician in an approved 

facility.
* Severe anemia (< 7 g/dl) 

Note: f-thetes should be under* Symptomatic heart disease or control belbore surgery.
 
clotting disorders (rare)
 

Desire for more children Further assess concerns and, if 
appropriate, help client choose 
anolther method. 

Excessive interest in reversal Further assess cotcerns and, if 
appropriate, help client choose 
another method. 
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RATIONALE 

These conditions may increase risk for complications such as 

postoperative injection. 

These conditions may increase risk For complications such as 

postoperative injection. 

These conditions can make the operation more dit'ficult to 

perform and increase the risk of infection. 

RATIONALE 

Clients with significant medical problems may need special 

surgical and f'ollowup management (e.g., general anesthesia) for 

voluntary sterilization. There is an increased risk of 
complications, especially injections, in this high-risk group 

Vasectomy is permanent. Ifelp couples considering more 
children choose another method. 

Vasectomy is permanent. Ilelp couples who might be interested 

in more children choose another method. 
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VOLUNTARY STERILIZATION 

VASECTOMY 

PROBLEMS REQUIRING 	ACTION 

PROBLEM ACTION 

Disagrees with or does not want Determine if concerns represent
to sign informed consent form 	 misunderstanding about method 

(e.g., rumor, myth). If so, 
provide additional counseling. If 
client still does not wish to sign, 
help him choose another method. 

Pressure from someone else Further assess concerns and, if 
appropriate, help client choose 
another method. 

Depression Furtner assess concerns and, if 
appropriate, help client choose 
another method. 

Marital problems Further assess concerns and, if 
appropriate, help client choose 
another method. 

MANAGEMENT OF PROBLEMS 

PROBLEM ASSESSMENT 

Wound infection Confirm presence of infection or 
abscess. 

liematomna (sc;otal) Determine presence of infection 
or abscess.
 

Granuloma Check for possible problem 
(infection, hematonia). 

Excessive swelling Check for swollen scrotum. 

Check tor possible problem 
(infection, hematoma). 

Pain at incision site 	 Check fom infection, granuloma or 
epididym itis. 
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RATIONALE 

Clients often have misconceptions about a procedure, even after 

Informed consent must be obtained before pertoriningcounseling. 

surgical procedures.
 

wasVoluntary sterilization regret is higher when the decision 

made as a result of undue pressure. 

Vasectomy is permanent. If emotional instability is present, the 

decision should be postpomed. 

Because vasectomy is permanent, the decision to have the 

procedure is best made with both partners in accord. 

MANAGEMENT 

If skin infection is present, treat with antibiotics. If abscess is 

present, drain and treat as indicated.
 

Apply warm. noist packs to site and provide scrotal support.
 

Observe-will resolve over time.
 

Observe--rare ( < 0.4% cases), usually self-limited and resolve
 

spontaneously.
 

If large and painful, may require surgical management.
 

Observe-usually resolves spontaneously within I to 3 weeks.
 

Provide scrotal support as needed.
 

If no infcctim, treat symptomatically with scrotal support and 

Pain usually will resolve spontaneously.analgesics as needed. 
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CLIENT INSTRUCTIONS 

defined as satisfied clients and high continuationLong-term success, 
will occur only if clinic staff recognize the importance ofrates, 

providing both followup care and prompt management of side effects 

and other problems. Explaining the common side effects to the client, 

as well as what to do if certain problems occur, promotes safe, 

effective and continued contraceptive use. Health care providers also 

need to ensure that clients know how to use a contraceptive method. 

In particular a client should know: 

* When to come back for a followup visit 
, What are common side effects of the method 
* What are the warning, signs of possible problems 
* What to do if there are changes in her menstrual periods
 
" [low soon the method is effective
 
* How to protect against GTIs and other STDs (e.g., HBV, 

HiV/AIDS)
 
" How to care for wounds (implants, vasectomy, tubal occlusion)
 
* When and where the method should be removed (IUDs or 

implants) 

To help a client understand and remember the most important points,
 

be sure to explain them clearly and simply. Have the client repeat them
 

so 
 it is certain that s/he clearly understands the method. If possible, 

also give written instructions to the client or her/his spouse. For some 

contraceptive methods (e.g., injectables), an appointment card should Rx 

be given as a reminder unless privacy is an issue. Clients should be 

instructed about warning signs and told to return to the clinic _ 

immediately if any occur. 

This section contains sample instructions that may be given to clients. 
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CLIENT INSTRUCTIONS 

BREASTFEEDING/LAM 

How Often to Breastfeed 

l3reastfeed your baby on demand from both breasts, about 6 to 10 times per 
day. 

Breastfeed your baby at least once during the night (no more than 6 hours 
should pass between any 2 feedings). 

Note: Breastfeeding is primarily used for inhmInt nutrition and health. Your 
baby may not want to breastfeed 6 to 10 times per day, or your baby may 
choose to sleep hrthrugh the night. If either occurs, breastfeeding will be 
less effective as a contraceptive method. 

When to Start Solid Foods 

As long as the baby is growing well and gaining weight, and as long as 
you are eating a balanced diet and resting in order to have a good milk 
supply, the baby doesn't need any other toods until s/he is 6 months old. 

Once you substitute other ftood or drink fbr breastfeeding meals, the baby 
will suckle less, and breastleeding will no longer be an effective 
contraceptive method. 

RMenstrual Periods 

When your menstrual period returns it is very likely that you are fertile 
again and you should begin using a contraceptive method immediately. 

For Contraception: 

* 	 Breastfced fully, without supplementation other than ritual drinks or 
such, and oll deminand. 

* 	 You will need a contraceptive method if you have amenstrual period, 
if you no longer breastfeed fully, and/or when your baby is 6 months 
old. 

• 	 Consult your health care provider or clinic before starting another 
contraceptive method. 
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What To Do When You Are Not Fully Breastfeeding or Stop 

Breastfeeding 

" 	 You need to have a temporary supply of lubricated condoms or 

another method of contraception at home for use when you stop fully 

breastfeeding your baby. 

" 	 Return to the family planniig clinic tr help in finding a suitable 

contraceptive method. 

Use condoms and/or spermicides until you can obtain the contraceptive 

method of your choice. 
* 

RX 
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CLIENT INSTRUCTIONS 

COMBINED ORAL CONTRACEPTIVES 
(COCs) 

" 	 Take I pill each day, preferably at the same time of day. 

* Take the first pill on the first to the seventh day (first day is preferred) 
after the beginning of your menstrual period. 

* 	 Some pill packets have 28 pills. Others have 21 pills. When the 28 
day )acket is empty, you should immediately start taking pills from a 
new packet. When the 21 day packet is empty, wait one week (7 
days) and then begin taking pills frn i a new pac:et. 

* 	 If you forget to tak.: I pill, take it as soon as you remember, even if 
it means taking 2 pills on I day. 

" 	 If yo'u flrget to take tpill 2 or more days inia row, you should take 
2 pills every day until you catch up. Use a backup method (e.g., 
condoims and spermicidc) or else do not have sex until you have 
finished that packet of' pills. 

] 
* Ifyou miss 2 or more menstrual periods, you should conic to the 

clinic to check to see if you are pregnant. 

Backup Method 

"lThe pill may not be fully protective during the first month unless it is 
started by the seventh day of the menstrual cycle. A backup contraceptive 

rmethod (e.g., conidoms or spermicide) should be used for 7 days during the 
first cycle if pills are started after the seventh day. 

Starting a New Pack 

After you take the last pill of the first cycle (28 day pill packages), start a 
new packet of pills the very next day and continue to follow the 
instructions on the packet. If the packet contains only 21 pills, you should 
wait I week before starting the next packet. 
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WARNING SIGNS
 
FOR ORAL CONTRACEPTIVE USERS
 

* Chest pain or shortness of breath 
* Severe headaches (blurred vision) 
* Severe leg pain 
" Absence of any bleeding or spotting during pill free week (21 

day pack) or after taking 7 inactive pills (28 day pack)-may be 

a sign of pregnancy. 

Contact health care provider or clinic if you develop any of the 

above problems. 
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CLIENT INSTRUCTIONS 

PROGESTIN-ONLY PILLS (POPs) 

" 	 Take I pill at the same time each day. 

* 	 Take the first pill ol the first day of your menstrual period. If you 
start POPs after the first day of your period, but before the seventh 
day, use a backup method for the next 48 hours. 

* 	 Take all 28 pills in the pack. Start the next packet on the next day 
after the last pill. 

* 	 If you take a pill less than 3 hours late, take the next pill a soon as 
you remember. 

* 	 If you take a pill more than 3 hours late, take it as soon as you 
remember. Use a backup method if you have sex during the next 48 
hours. 

" 	 If you forget to take I or more pills, you should take the next pill 
when you remember. Use a backup mnethod if you have sex during the 
next 48 hours. If you had sex before taking the next pill, contact your 
health care provider or clinic. 

* 	 If you miss 2 or more menstrual periods, you should come to the 
clinic to check to see if you aire pregnant. Do not stop taking the pills 

R unless you know you are pregnant. 

j If you have trouble remembering to take a pill at the same time every 
11X day, contact your health care provider or clinic. 

* 	 If you vomit soon after taking your pill, use a backup method if you 
have sex during the next 48 hours. 

* 	 Always have a backup method (e.g., condoms or sperrnicide) ready to 
use in case you take a pill more than 3 hours late or forget to take a 
pill. 

222 



WARNING SIGNS
 
FOR PROGESTIN-ONLY PILLS
 

* 	 Delayed menstrual period after several months of regular cycles 

(may be a sign of pregnancy) 
" Severe lower abdominal pain (may be a symptom of ectopic 

pregnancy) 
" 	 Heavy bleeding (more than 2 pads, cloths or tampons per hour) 

or prolonged bleeding (more than 8 days duration) 
* 	 Migraine (vascular) headaches, repeated very painful headaches 

or blurred vision 

Contact health care provider or clinic if you develop any of the 

above problems. 

Ix 
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CLIENT INSTRUCTIONS 

IMPLANTS (Norplant®Implants) 

Wound Care at Itome 

" Keep the area dry and clean lbr at least 48 hours. The incision could 
become infected if the area gets wet while bathing. 

" Leave the gauze pressure bandage in place for 48 hours and the 
bandaid in place until the incision heals (about 3 to 5 days).

" There will be bruising, swelling or tenderness at the insertion site for 
a few days. This is normal. 

* 	 Routine work can be done immediately. Avoid bumping the area 
carrying heavy loads or applying unusual pressure to the site. 

* 	 After healing, the area can be touched and washed with normal 
pressure.
 

Return Visit 

There is no medical reason for you to return for removal earlier than 5 
years from insertion unless you are concerned about side effects or other 
health problents. You are, however, encouraged to return for routine 
preventive reproductive health care, including provision of condons as 
necessary. 

WARNING SIGNS FOR 
NORPLANT IMPLANT USERS 

R* Delayed menstrual period after several months of regular cycles 
(may be a sign of pregnancy) 

* 	 Severe lower abdominal pain (may be a symptom of ectopic 
pregnancy)
 

* 	 Heavy bleeding (more than 2 pads, cloths or tampons per hour) 
or prolonged bleeding (more than 8 days duration) 

* 	 Pus or bleeding at the insertion site (may indicate infection) 
* 	 Expulsion of a capsule (this rarely occurs with proper 

placement) 
* 	 Migraine (vascular) headaches, repeated very painful headaches 

or blurred vision 

Contact health care provider or clinic if you develop any of the 
above problems. 
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INJECTABLE CONTRACEPTIVES 

Injections 

Return to the health clinic for an injection every 3 months (DMPA) or 

every 2 months (NET-EN). 

WARNING SIGNS 
FOR INJECTABLE CONTRACEPTIVES 

* 	 Delayed menstrual period after several months of regular cycles
 

(may be a sign of pregnancy)
 
" 	 Severe lower abdominal pain (may be a symptom of ectopic
 

pregnancy)
 
• 	 Heavy bleeding (more than 2 pads, cloths or tampons per hour) 

or prolonged bleeding (more than 8 days in duration)
 
" Pus or bleeding at the injection site (may indicate infection)
 
* 	 Migraine (vascular) headaches, repeated very painful headaches
 

or blurred vision
 

Contact health care provider or clinic if you develop any of the
 

above problems.
 
R,
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CLIENT INSTRUCTIONS 

THE IUD 

* 	 The JUD is effective immediately. 

* 	 There may he some bleeding or spotting the first few days after 
insertion. 

* 	 Return for chuckup after the trst postinsertion menses, 3 to 6 weeks 
after insertion. 

* 	 During the first nmionth after insertion, check the strings several times, 
particularly after your next menstrual period. After the first month, 
you only need to check the strings after menses if you have: 
" cramping in tlL lower part of the abdomen, 
* 	 spotting between periods or after intercourse, or 
* 	 pain after intercourse (or if your partner experiences discomfort 

during sex). 

Return Visit 

There is no medical reason for you to return after your postinserti)in 
checkup unless you are concerned about side effects or complications. You 
are, however, encouraged to return f'or routine preventive reproductive 
health care, including provision of :ondoms as necessary. 

WARNING SIGNS FOR
 
IUD USERS
 

* 	 Period late with pregnancy symptoms (nausea, breast 
tenderness, etc.) 

* 	 Persistent or cranipy lower abdominal pain, especially if 
accompanied by not feeling well, fever or chills (these 
symptoms suggest possible pelvic infection) 

* 	 Strings missing or the plastic tip of the IUD can be felt when 
checking for the strings 

* 	 Either you or your partner begin having sexual relations with 
more than one partner; IUDs do not protect women from GTIs 
and other STDs (e.g., HBV, 1IV/AIDS). 

Contact health car, provider or clinic if you develop any of the 
above problems. 
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CONDOMS (MALE) 

* 	 Use the condom every time you have intercourse. 

0 	 The condom should be unrolled onto tie erect penis before the 
penis enters the vagina, because the pre-ejaculatory semen 
contains active spermn. 

0 	 If the condom does not have inenlarged end (reservoir tip), 
ablout 1-2 cm should be left at the tip for the ejaculate. 

* 	 While holding on to the base (ring) of the condom, withdraw tile 
penis hefore losing the erection. This prevents the condom from 
slipping off, and spilling scitet. 

0 	 Each conidoim should be used only once and discarded. 

0 	 Keep an extri SUl)ply of condolis on land. D~o Itstore ihcmi ill 
a warm place or they will tlCtcriorate and 1tav leak during use. 

& 	 The date oltthe comthon p)alLkagC is the date that the CotdL01 WaS 
manufacturCd, not the Cxpiration date IUnder proper storage 
conditions, the condotmn should e sale for 5 years. 

0 	 Do not use mineral oil, cooking oils, baby oil or petroleum jelly 
islubricants for a condolmn. They case deterioration of condolls Rx 

ill sCcottds. iflubricationl is required, use K-Y Jelly, surgical 
lubricant. saliva or vaginal secretions. 

0 	 It Isrecommnended that condoms be used ita person or sexual 
partner has More thtan 0ne sexual partner illorder to prevent GTIs 
and other S'll)s (e.g., 111V, 1IIV/AIDS). 
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CLIENT INSTRUCTIONS 

THE DIAPHRAGM 

" 	 Use the diaphragm every time you have intercourse. 

" 	 First, empty your bladder and wash your hands. 

* 	 Check the diaphragm for holes by pressing the rubber and holding it 
up to the light or filling it with water. 

" 	 Squeeze a small amounto contraceptive cream or jelly into the cup 
of the diaphragm. (To make insertion easier, a small amount of 
cream/jelly can be placed oil the leading edge of the diaphragm or in 
the openinv, to the vagina.) Squeeze til rim together. 

" 	 The following positions may be used for inserting the diaphragm: 
" One foot raised up on a chair or toilet seat 
* Lying down
 
" Squatting
 

* 	 Spread the lips of the vagina apart. 

* 	 Insert the diaphragm and cream/jelly back in the vagina and push the 
front rim up behind the pubic bone. 

* 	 Put your finger in the vagina and feel the cervix (feels like your nose) 
through the rubber to make sure it is covered. 

IX * 	 The dihmphragni can be placed in the vagina up to 6 hours before 
having intercourse. If intercourse occurs more than 6 hours 
afterwards, another application of spermicide must be put in the 
vagina. Additional cream or jelly is needed for each repeated 
intercourse. 

* 	 Leave the diaphragm in for at least 6 hours after the last time 
intercourse occurs. Do not leave it in more than 24 hours befbre 
removal. Vaginl douching is not reconmended at any time. If done, 
vaginal douchin g should be delayed for 6 hours after intercourse. 

Remove diaphragm by hooking finger behind the front rim and pulling it 
out. If necessary, put your finger between the diaphragm and the pubic 
bone to break the suction before pulling it out. Wash the diaphragm with 
Mild soap and water and dry it thoroughly prior to returning it to container. 
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SPERMICIDES 

Foam 

* 	 Shake tile container 20-30 times heftre using it. 

" 	 Place container in upright position, and put applicator over valve.
 
Press applicator to side so it fills with foarn.
 

" 	 While lyine down. insert applicator into the vagina until the tip is at
 
or near the cervix. Ptush the plunger and release the foam. There is
 
no need to wait fi r the Iban to work.
 

o 	 lhe it all applicator slht tld he washed with soap and warnmt water, 
rinsed and dried. It can he taken apart [br easier cleaning. 1)o not 
share these applicators with others. 

* 	 Keep an extra supply of' foam on hand, especially if you cannot see
 
whether the container is empty.
 

Crean/iJellv 

" 	 "Toinsert contraceptive cream/jelly, squeeze into applicator until full.
 
Insert the applicator into the vagina until the tip is at or near the
 
cervix. Push the plungCr .nd release the crean. There is no need to
 
wait for tile cream/jelly to work. 


" 	 The creain/jelly applicair sluld he washed with soap and warm* 
water, rinsed and dried. It can he taken apart for easier cleaning. Do 
not share these applicators with others. 

" 	 Keep an extra supply tf cream/jelly ott hand, especially if you cannot 
see whether tie citaincr is empty. 

Spermicides are etTctive whren they are used correctly each time. They 
are much less effective than COCs, implants, injectables, POPs and IUDs. 
SpCrmicidcs ca he utsed while hrcastfeeding. 
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CLIENT INSTRUCTIONS 

NATURAL FAMILY PLANNING 

CERVICAL MUCUS METHOD 

You can determine your fertilephase by monitoring your cervical mucus. 

A simple, accurate record is the key to success. 

.4 series of codes is used to complete the record. These codes should be 
both approprliate to the l.)cal culture and widely available to NFP users. 

In some areas, colored stamps or inks are used; in others, it is more 

convenient to develop symbols that ore written by hand; while in still 

others, both methods are combined resulting in handwritten symbols that 
are recorded with colored pens. Evantples of the two qstems are given 
below. 

Examples of Codes Used in Fertility Record Keeping 

D or * Use red or the symbol * to show bleeding. 

D or I)Use green or the letter D to show dryness. 

Lior /O Use white or the letter M with a circle around it to show___"_7 wet, clear, slippery, fertile mucus. 

or N Use yellow rthe letter : to show sticky, white, cloudy, 

infertile mucus.
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CERVICAL MUCUS METHOD (continued) 

Definitions 

" 	 Dry Days: After menstrual bleeding ends, most women have 1 to a 

few days in which no iluCu1s is observed and the vaginal area feels 

dry. These are called dry days. 

* 	 Fertile Days: When any type of mucus is observed before ovukltion, 
you are considered to be fertile. Whenever mucus is seen, even if the 
mucus is of a sticky, pasty type, the wet fertile mucus may be present 

in the cervix and the fertile days have started. 

" 	 Peak Day: The last day of slippery and wet mucus is called the peak 
day; it indicates that ovulation is near or has just taken place. 

For Conception 

* 	 lave intercourse during each cycle on the days when your vaginal 
discharge feels elastic, wet and slippery. 
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CLIENT INSTRUCTIONS 

NATURAL FAMILY PLANNING 

CERVICAL MUCUS METHOD (continued) 

For Contraception 

0 	 As mucus may change during the day, observe it several times 
throughout the day. Every night before you go to bed, determine your 
highest level of fertility (see list of codes) and mark the chart with the 
appropriate symbol. 

* 	 Abstain from sexual intercourse fi r at least I cycle so that you will 
know the mucus days. 

* 	 Avoid intercourse during your menstrual period. These days are not 
safe; in short cycles, ovulation can occur during your period. 

0 	 During the dry days after your period, it is safe to have intercourse 
every other night (Alternate Dry Day Rule). This will keep you from 
confusing semen with cervical mucus. 

* 	 As soon as any mucus or sensation of wetness appears, avoid 

intercoursc or scxual contact. Mucus days, especially fertile mucus 
days, are not safe (Early Mucus Rule). 

xa 	 Nlark the last day ofclear, slippery, stretchy mucus with an X. This 
is the peak day. It is the most fertile time. 

After the peak day, avoid intercourse for the next 3 dry days and 
nights. These days are not safe (Peak Day Rule). 

0 	 Beginning on the morning of the fourth dry day, it is safe to have 
intercourse until your menstrual period begins again. 
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BASAL BODY TEMPERATURE (BBT) METHOD 

You can deterbie vourfrih'phase hy taking accurate nmasurementsIwith 

a specialtheuflne'ter to detect even (1slight increase in yoiur temperature. 

Use the Thermal Shift Rule 

" 	 Take your tcmperatre at abut the same tinlc each lorn ing (betore 

rising) and record the tetnperatlirc on the chart provided by the NFP 

instructor. (See Completed Basal Body Temperature Chart on the 
next page.) 

* 	 Uise the temperatures recorded on the chart [or the first 10 days of 

von r mcuistrua cycle to the "normal, low"ide ntify' highest of' the 

temperatures (i.e., daily temperatures chtarted in the typical pattern 

without any unu stial Disregard any temperatures that arecondititos). 


abnormally high due to fever or other disruptions.
 

* 	 )raw a line 0.05-0.1 'Cabove the highest of these 10 temperatures. 

This line is called a cover line or temperature line. 

The inftvrtile phase begins on the evening of the third consecutive day* 
that the temperature stays above the cover line (Thermal Shift Rule). 
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CLIENT INSTRUCTIONS
 

NATURAL FAMILY PLANNING 

Completed Basal Body Temperature Chart 

99037.1 1 1 1 
98.8 37.01 
98.6 1 36.9 	 1 
98.4 1 35.8 	 INERILE 
98.21 36.7 	 1 
98.0 36.6 ­97.8 I 36.5 

97.6 36.4 
97.2 36.2 FOVE. IE 
97.0 36.1 h-	 ­96.8 36.0 	 /- -

DAY 1 23 8 9 0 1112 4151617181920212223 24 252627 

MUCUS ..... D D DMMM_ M MMMD D DDDD 

fI213123 INFERTILE' 
For Contraception 

Abstain from sexual intercourse fron the beginning of the menstrual period 
until the evening of the third consecutive day that the temperature stays 
above the cover line. 

Notes: 

• 	 If any ofthe 3 temperatures falls on or below the cover line during tile 
3 day count, this may be a sign that ovulation has not yet taken place. 
To avoid pregnancy, wait until 3 consecutive temperatures are 
recorded above the cover line before resuming intercourse. 

E • After the infertile phase begins, it is not necessary to keep taking your 
- temperature. You may stop until the next menstrual cycle begins and 

continue to have intercourse until the first day of the next menstrual 
period. 
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- You should have instructions for both
SYMIPTO'uIERMAL INET!IO1) 


the Cervical Nl|ilcus and Basal Body Temperature methols.
 

t ,lnilnfin,' both VoIr temrtllflrt'vour.iC'rlil' da'vs b 
1l1ld)-w c~l"tervical I11l1CUl,\. 
YOu ctll deter tnit' 

may have intercourse on 'he
" After menstrual bleed inisitops, yo 

of every other dry day duriig the infertile days before
evcni, 


Dry Da' Rule, the same rule usedovulation. This is the Alternate 


with tie Cervical Mucus Method.
 

The ferti!c piase begins when wet vaginal sen satitins or any mucus is
* 

experienced. This is the Early Mucus Rule, the same rule used with 

Abstain from intercourse until the fertilethe Cervical Mucus Nethod. 


phase Cndls.
 

)ay and Thermal Shift .Abstain trom intercourse until hoth the Peak 


Rules have been ipplied.
 

IiOt idelti'fy the sa inc day as the cid of the fertile* Whe these rules riO 

phase, 	 a;wavs follow the most conservative rule, that is, the rule that 

phase.identities the longest fertile 

The f!o"lbwing cxamnple refers to the Completed Basal Body Temperature I 
Rule, the woman is ___

Chart (see aibovc). :ollwing tileThermal Shift 

infertile after day 16. If. however, she follows the Peak I)ay Rule, she
 

is not infertile until the 18th day. Therefore, she should use the
 

comscrv:ttive rule. the Peak )ay Rule, and wait until the I8th day before
 

resuminig intercourse.
 

Note: YOU iiMna have intercoursC during the first 5 days of the menstrual
 

cycle beginning with the first day of menstrual bleeding, if the Peak Day
 

applicd during the previous cycle. This is

and Thermal Shift Rules were 


ensures 
 that this is truly menstrualreferred to is the Menses Rule and 


not due to sole other caluse.
bleCdilg and 
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CLIENT INSTRUCTIONS 

NATURAL FAMILY PLANNING 

CALENDAR METHOD 

You can determine yourfertile period by monitoringyour menstrual cycles. 

For Contraception 

Calculate Your Fertile Period: 

0 	 Monitor the length of at least 6 menstrual cycles. Then calculate 
when the fertile days occur following the instructions below. 

* 	 From the number of days in your longest cycle, subtract 11. This
identifies the last fertile day of your cycle.
 

* 
 From the number of days in your shortest cycle, subtract 18. This 
identifies the first fertile day of your cycle. 

Example: Longest cycle: 30 days minus 11 = 19 
Shortest cycle: 26 days minus 18 = 8 

* Your fertile period is calculated to be days 8 through 19 ofyour cycle
(12 days of abstinence needed to avoid pregnancy). 

_Abstain from sexual intercourse during the fertile days. 

For Conception 

lave intercourse during the fertile days. 
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TUBAL OCCLUSION
 

* 	 Keep the operative site dry for 2 days. Resume normal activities as 

(You should be able to return to normal activitiesis comfortable. 

within 7 days after surgery.)
 

" 	 Avoid sem:il intercourse for I week. After resuming intercourse, stop 

if it is tic unfortable. 

* 	 Avoid heavy lifting for I week. 

Return to or contact the health care provider or clinic immediately if* 
any of the fiolowing develop: 

* Fever (greater than 38' C or 100.4' F)
 
" 1)izziticss with fainiting
 
* 	 Persistent or increasing abdominal pain 
" Bleeding or fluid coming from the incision
 
" Signs or symptoms of pregnancy
 

" 	 For pain, take I or 2 analgesic tablets (acetami nophen, ibuprofen or 

paraceta mol) everv 4 to 6 hours. 

* 	 Schedule a routine followup visit between 7 and 14 days from time of 

surgery. 
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CLIENT INSTRUCTIONS 

VASECTOMY 

* 	 Wear a scrotal support, keep the operative site d~v and rest for 2 days. 

* 	 If comfortable, you may resume sexual intercourse in 2 or 3 days, but 
delay sexual activity if you are uncomfortable. Remember to use 
condoms or another family planAing method until you have 
ejaculated at least 20 times. 

* 	 Avoid heavy lifting and hard work for 3 days. 

* 	 Return to the health care provider or clinic if any of the following 
develop: 

" 	 Bleeding or fluid coming from the incision area 
* A very painful or swollen scrotum
 
" Fever (greater than 380 C or 100.40 F)
 

* 	 For pain, take I or 2 analgesic tablets (acetaminophen, ibuprofen or 
paracetamol) every 4 to 6 hours and apply ice packs. 

* 	 Return after I week fOr removal of nonabsorbable stitches. (If no 
stitches or absorbable stitche; were used to close the skin, there is no 
need to return unless there are problems.) 

• Conmc back for a semen test 3 months after the operation if you wish 
to have proof that the vasectomy is completely effective. 
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INFECTION PREVENTION 

in family planning and health care facilities hasInfection prevention (11) 

two primary objectives: 

* 	 to minimize infections due to microorganisms that cause serious 

or scrotal abscesses, pelvic inflammatorywound infections, abdominal 


disease, gangrene and tetanus, and
 

of serious diseases such as hepatitis B" to prevent the transmission 
and AIDS.' 

The infection prevention practices described in this chapter are intended for 

use in all types of inedical and health care facilities-from large urban 

They are designed to minimize costs andhospitals to small rural clinics. 


the need for ioth expensive aid fragile equipment, while at the same time
 

a,su ring a high level if infection prevention.
 

Fotr additional inftornmation iut infection prevention as well as detailed
 

instructions on preparing chemical solutions and specific IP guidelines for
 
Infectionthe surgical contraceptive mCthods currently provided, see 


Prevention.for FailyV Planning Senice Programns (Tietjen et al 1995).
 

Throughout this manual, when hepatitis B (HBV) is mentioned, hepatitis C 

also are referred to because their occurrence(HCV) and Delta hepatitis (IDV) 


is worldwide and their modes of transmission/prevention are similar.
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INFECTION PREVENTION 

HANDWASHING 

Handwashing may be the single most important procedure for 
preventing infection. 

Ilandwashing is indicated before: 

* 	 Examining (direct contact with) a client 
* 	 Putting on sterile or high level disinfected gloves for surgical 

procedures 

landwashing is indicatcd after: 

• 	 Any situation in whici ha nds may he containinated, such as: 
* Ilanuling soiled instruments and other items 
* Touching mucous membranes, blood or other body fluids 

* 	 Removing gloves. (Wash hands after removing gloves because gloves 
may have invisible holes or tears.) 

For most activities, a brief hatdwashing with plain soap (an antiseptic 
agent is not nece.sary) for about 15 to 30 seconds followed by rinsing in 
a stream of water is sufficient. 

SURGICAL IIANI)SCRUB 

)uring surgical procedures such as minilaparotomny or vasectomy, sterile 
or high level disinfected gioVs s must be worn. A 3-to-5-minute handscrub 
With a solution containing clihlcrhexidine or an iodoplor is recommended. 
(Chlorhexidine has bee0shown to be less irritating than iodophors.)
Alie rna ivy, su rgical staff can wash hands vit plain soap, then apply
alcohol solution cottainig,,n emollient and rub until dry. (See below 'or 
directionis on hmv to make an alcolol solution for surgical scrub.) 

Applying an antiseptic prior to putting on gloves minimizes the nmiber of 
microorganisms on hands under the gloves. Thiis is important because 
gloves may have invisible holes or tears, or may be nicked during surgery. 
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Note: Skin damage caused hy allergic reactions provides al ideal 

place for microorganisms to multiply and should I be avoided. 

Personnel with allergies to anttiseptics or detergents may use plain 

soap followed by an alcohol rub. 

Alcohol Solution for Surgical Scrub 

A nc.i-irritaitio, alcohol solution for surgical scrub can be made by addiag 
" to the alcohol (2 ml in 100eifltcr lvccriiie, propylcne glycol or Sorbitol 

alcohol solution). Use 3 to 5 ml for each application andml 6)-90,' 
over the hands for about 2 minutes, using aCutinue rubbiiig the solution 

total of () to 1) lli per scrub. 

Supplies 

* Soap 	 (plain) or antistptic, which is preferred, as provided by the 

facility
 
Running water
 

* Stick 	or brush for cleaning tile fingernails
 
* Soft brush ior sponge for cleaning tile skin
 
" Towels (sterile towels sh Id be provided ill the operating room)
 

Preparation 
The Surgi-oCn, scrubnurse or technician should wvear it short sleeved shirt or 

to thescrub suit 	 to perform this procedure because it involves scrubbing 

elbows. 

Instructions
 
STEP I : Remove all jewelry.
 

STEP 2: 	 Adiust water to a confit table temperature. 

STE P 3: 	 lhoiding I: mds above the level of the elbows, wet hands 

h ri tigh ly. Apply siap and clean under each fingernail using 

a brush. 

STIEP 4: 	 13cginning at tile fingertips, lather and wash with a soft brush or 

sponge, usiing t circular miitiln. Wash between all fingers. 

Move frontlfingertipS to tiL elbhow of one arm and repeat for the 

second arm. 

STEP 5: 	 Wash usiig a soft brush n- sponge for 3 to 5 minutes (when 

using alcohol, pour or rub for 2 minutes). 
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INFECTION PREVENTION 

STEP 6: 	 Rinse each arm separately, fingertips first, holding hands above 
the level of elbows. 

STEP 7: 	 Using a separate towel for each hand, wipe from the fingertips 
to the elbow, and then discard the towel. 

STEP 8: 	 Before putting on sterile gloves (and gown): hold hands above 
the level of the waist and do not touch anything. 

STEP 9: 	 If scrubbed hands touch any "dirty" (nonsterile or high-level 
disinfected) object (luring the procedure, steps 3 through 8 must 
be repeated. 

SKIN PREPARATION PRIOR TO SURGICAL PROCEDURES 

Although skin cannot be sterilized, skin preparation with antiseptic 
solutions minimizes the number of microorganisms that may contaminate 
the surgical wound and cause infection. Antiseptics should be used for 
skin preparation prior to injections, surgical procedures (e.g., 
minilaparotomy) and for vaginal preparation prior to IUD insertion. 

Instructions for Skin and Mucous Membrane Preparation 

STEP 1: 	 Do not shave hair at the operative site. Shaving increases the 
risk of infection as the tiny nicks in the skin provide an ideal 
setting for microorganisms to grow and multiply. If the hair 
must be cut, trim the hair close to the skin surface immediately 
before surgery. 

STEP 2: 	 Ask the client about allergic reactions (e.g., to iodine 
preparations) before selecting an antiseptic solution. 

STEP 3: 	 If visibly soiled, thoroughly clean the client's skin or external 
genital area with soap and water before applying an antiseptic. 

STEP 4: 	 Apply antiseptic. Select antiseptic from the following 
recommended products: 

* 	 Alcohols (60-90% isopropyl, ethyl alcohol or "nethylated 
spirit") (do not use on mucous membranes such as the 
vagina) 

* 	 Chlorhexidine gluconate 4% (e.g., I-libitanu, llibiclens) 
• 	 Chlorhexidine gluconate and cetrimide, various 

concentrations (e.g., Savlon) 
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* 	 Iodine preparation (1-3%); aqueous iodine and alcohol 

(tincture of iodine) 
* 	 lodophors, various concentrations (e.g., Betadine) 

or 

concentrations (e.g., Dettol) 
* 	 Parachlorometaxylenol (PCMX chloroxylenol), various 

STEP 5: 	 Using dry, high-level disinfected forceps and cotton soaked in 

antiseptic, thoroughly clean the skin by gently scrubbing. Work 

from the operative site outward for several inches. (A circular 

motion from the center out helps to prevent recontamination of 

the operative site with local skin bacteria.) 

STEP 6: 	 Allow the antiseptic enough time to be effective before 

beginning tileprocedure. For example, when iodophors are 

used, allow I to 2 minutes, before proceeding. 

to inserting a uterine elevator forFor cervical and vaginal preps, prio)r 
aqueous (water­minilaparotomy or IUD insertion or removal, select an 

based) antiseptic, such as an iodophor or chlorhexidine gluconate (e.g., 

Do not use alcohols or alcohol-containingllibiclens or Savlhn). 
Alcohols burn; they also dry andprcparations (e.g., tincture of iodine). 

irritate mucous memnibranes, which in turn, promotes the growth of 

Follow STEPS 1-3 above, then:microorgaiisms. 

After inserting the speculum, apply antiseptic solution liberallySTEP 4: 
to the cervix and vagina (2 or 3 times). (It is not necessary to 

It' heavilyprep the external genital ar:a ifit appears clean. 
wash areasoiled, it is better to have the client her genital 

thoroughly with soap and water before starting the procedure.) 

used, time minutes) beforeSTEP 5: 	 If iodophors are a!low (I to 2 


proceeding.
 

Instructions for Skin Preparation for Injections 

Skin preparation is done before injections (e.g., injectable contraceptives 

such as I)MPA) to remove as many microorganisms as possible from the 

client's skin in order to prevent superficial infetion at the injection site or 

possibly an abscess. 
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INFECTION PREVENTION 

Steps for Skin Preparation Prior to Injection 

STEP 1: 	 Before cleaning the skin with an antiseptic, be sure to remove 
all visible soil from the proposed injection site. 

STEP 2: 	 With antiseptic applied to a fresh cotton swab, wipe the 
injection site thoroughly using a circular, overlapping motion 
starting at the center. 

STEP 3: 	 Allow to dry before giving the injection. 

PROCESSING INSTRUMENTS, SURGICAL GLOVES AND OTHER 
ITEMS 

The basic infection prevention processes that should be used to reduce 
disease transmission from contaminated instruments, gloves and other items 
are: 

* waste disposal and decontamination, 

" cleaning and rinsing, 

* sterilization, or 

" high-level disinfection. 
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DECONTAMINATION, IlGHI-LEVEL 
STERILIZATION 

How to make 

instrmunents/ 

iteim safer t)
 
contact:
 

hItact (unbro~ken) 
skill 


Intact nrcou, 
membratnes or 
broken skill 

Blood vessels or 
tissue beneath 
the skin 

Infection 

Prevention Process
 

Decontamination destroys 
viruses (such as IIBV and 
IIIV). bacteria, fungi and 
parasites. 

IHigh-level disinfection 
(l1.)) destroys all 
nmicroorgantistims except 
soie endispores., il1l) 
shoulld be preceded liy 

decotnautinat 10rr and 
cleaning. 

Sterilization destro,,sall 
microorganisms, including 
endirspores. Sterilization 

should be preceded by 
decontamitnatiton and 
cleanitre." 

DISINFECTION AND
 

Examples 

Contaminated instnrments 
and surgical gloves prior to 
cleaning: pelvic exam 
tables or other surfaces 
cintantinated by body 
fluids 

Uterine sotunds, vaginal 
specula 

Surgical instnnments such 
as needles and syringes. 
scalpels, trocars for 
itP-sertion/removal of 
Norplani implants and 
surgical gloves 

kill because of their coating and can beBacterial endospores are "ers, difficult to 

killed reliably only by sterilization. 

! Ifsteriliza on is ntot available, high-level disinfection is tileonly acceptable 

alternative. 

AIaptedftot Spaulding 1968. 

245
 



INFECTION PREVENTION 

INFECTIOUS WASTE DISPOSAL 

* 	 Wearing utility gloves, transport solid infectious waste to disposal site 
in covered containers. 

" 	 Dispose of all sharp items in a puncture-resistant container. 

* 	 Carefully pour liquid waste down a utility drain or flushable toilet. 

* 	 Contaminated waste should be burned or buried. 

* 	 Wash hands, gloves and containers after disposal of infectious waste. 

INSTRUCTIONS FOR PREPARING DILUTE CHLORINE 
SOLUTIONS 

Formula for Making a Dilute Solution from a Concentrated One 

Total Parts (TP) (11,0) . Concentrate­" [% Dilute 

Example: 	 Make a dilute solution (0.1 %) from 5% concentrated 
solution 

1.Calculate TP(,) 5.0%j - I = 50-1 =49
 
0.1%
 

2. Take I part concentrated solution and add to 49 parts HO. 
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Formula for Making a Dilute Chlorine Solution from Dry Powder 

Grams/Liter = [ % Dilute ] 1000
 
% Concentrate
 

Example: Make a dilute chlorine-releasing solution (0.5%) 

from a concentrated powder (35 %). 

1. Calculate [0.5% 1, 1 14.2 g I
 
grams/liter: 35%
 

2. Add 14.2 grams (= 14 g) to 1 liter of water. 
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INFECTION PREVENTION 

GLOVE REQUIREMENTS FOR COMMON PROCEDURES IN 
FAMILY PLANNING SEITINGS 

Task or Activity 

Blood pressure check
 

Temperature check
 

Injection
 

Blood drawing
 

Pelvic examination
 

IUD insertion (loaded in sterile package and inserted using "no­
touch te.lnique") 

IUD removal (using "no-touch technique") 

Norplaint implants insertion and removal 

Surgery (ini laparotomy, laparoscopy, vasectomy) 

NIVA (using "n-touch tc hnique ") 

I-niergency childbirth 

Handling and cleaning instruments 

Hlandling contaminated waste 

Cleaning blood or body fluid spills 

AlthougLi sterile gloves may be used for any surgical procedure, they 
are not always required. In some cases exam or high-level disinfected 
gloves are preferred because they are equally sate to use and less 
expensive. 

"Fhis includes "never used" 
!ong as boxes are stored properly). 

T new individual or bulk-packaged gloves (as 
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Are Gloves 

Needed? 


no
 

n0 

110 

yes 

yes 

yes 

yes 

yes 

yes 

yes 

yes 

yes 

yes 

yes 

Preferred Gloves' 

Exam2 

Exam 

Exam 

Exam 


Sterile Surgical' 


Sterile Surgical' 


Exam 


Sterile Surgical' 


Utility 


Utility 


Utility 


Acceptable
 
Gloves
 

1ILD Surgical 

IILD Surgical 

HLD Surgical 

-ILD Surgical 

HLD Surgical 

-ILD Surgical 

HLD Surgical 

HLD Surgical 

Exam or Surgical' 

Exam or Surgical' 

Exam or Surgical5 

If IULDs are supplied in bulk (e.g., Lippes loop), they must be 

chemically sterilized or high-level disinfected before insertion. The 

choice of glove used for loading and inserting the IUD will be based on 

the final processing used (sterilization or high-level disinfection) because 

the IUD will need to be loaded into the inserter tube after final 

processing and before insertion. 

When sterilization equipment (autoclave) is not available, high-level 

disinfection is the only acceptable alternative. 

Reprocessed surgical gloves. 

249
 



NOTES
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GENITAL TRACT INFECTIONS (GTIs) 

One of the most neglected areas in health care is the management of 
sexually transmitted genital tract infections (GTls)-particularly 
vaginitis and cervicitis. Pelvic inflannatory disease (PID) is a serious 
problem in all countries. In view of the enormous health problems due 
to sexually transmitted GTIs, coupled with the limited resources 
availab.. in developing countries, reducing the incidence of GTls is 
unrealistic. A more realistic aim is to reduce the number of GTI 
complications, such as PID, urethral stricture and both male and 
female infertility. 

Because family planning and GTI clinic services overlap substantially, 
it is important to provide GTI screening for family planning 
clients-even if the likelihood of GTl acquisition is low. GTIs are 
encountered frequently in family planning clients, especially in certain 
high-risk groups (e.g., clients who have more than 1 sexual partner). 
Effective screening does not require the use of complicated protocols 
or costly labcrarory tests. lealth care providers may provide GTI 
screening for large client populations by: 

* 	 Being aware of the signs and symptoms of GTIs 
* 	 Being aware of which GTIs are particularly common in their client 

population 
* 	 Carefully evaluating clients in whom GTIs are suspected, based on 

the medical history or physical examination findings 

In primary health care facilities diagnosis usually rests solely on 
clinical findings (signs/symptoms). For secondary health care 
facilities, however, where pelvic examinations can be done and a 

microscop, and simple laboratory testing are available, greater 
accuracy in managing the most frequently encountered sexually 
transmitted GlIs often is possible. 

The clinical features of specific GTIs are summarized in this section. 
To assist the clinician in determining the cause of the client's problem, 
the following table provides specific information on the clinical 

findings, diagnosis and treatment of GTIs. Before use, tile treatment 
regimens should be reviewed and adapted to the local conditions, 
as necessary. 
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GENITAL TRACT INFECTIONS 

GTI CLINICAL FINDINGS 
(signs/symptoms) 

Vaginal/Urethral Discharge 

Bacterial Vaginal discharge with fishy odor, grayish in 
vaginosis color 

Not necessarily sexually transmitted 

Yeast Women 
(candidiasis) 0 Curd-like vaginal discharge, whitish in 

color 
* Moderate to intense vaginal or vulvar 

itching (pruritus) 

Men 
* Itchy penile irritation (balanitis) 

Frequently not sexually transmitted 

U
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DIAGNOSIS 

> 20% -clue cells" 
(vaginal epithelial cells 
covered with bacteria) on 
saline wet mount (or Grain 

stain); elevated vaginal pHl 
(> 5) and positive "whitf" 

test for fishy smell 

lresumptive diagnosis by 
symptoms; confirmed bI 

microscop ic examination of 
saline or KOII wet mount 

prLparatiohl 

TREATMENT 

M 400 mg orallyNetronidazole, 
twice daily for 7 days 

[or pregnant woinen requiring 
treatment: 
* 	 Ampicillin, 500 tug orally 

4 times daily for 7 days 

For 	Females: 

Vaginal: antifungal inserted into the 

vagina as directed (e.g., 2 nystatin 
suppositories, each containing 
100,000 units, or other antlifungal 

drug each night for 7 nights) 

V ulvar: anti'Ulngal cream, ointment 

or lotion applied to vulva twice daily 

for 10 days 

Alternatively, paint vagina with 
aqueous solution ot gentian violet. 
Client should be encouraged to 

continue treatment for at least 1 
week. 

In niales with candida balanitis, 
topical application of a gentian violet 
solution or nystatin cream is advised. 

U 
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GENITAL TRACT INFECTTONS 

GTI CLINICAL FINDINGS 
I__ (signs/symptoms) 

Vaginal/Urethral Discharge (continued) 

Trichomoniasis May produce few symptoms in either sex 

Women often will have a frothy (bubbly), 
Fbul-smielling, greenish vaginal discharge. 

Men may have a urethral discharge. 

Gonorrhea Women 
("clap" or • Purulent (containing mucopus) vaginal 
"drip") discharge 

* 	 Pain (or burning) on passing urine 
(dysuria) 
Infialed (red and tender) urethra 

70% of women are asymptornatic in initial 
stages. 

If left untreated, can result in: 
* 	 infection of the pelvic organs (1Il)), 
* 	 infertility due to tubal blockage, or 
* 	 increased risk of ectopic pregnancy (tubal 

scarring). 

Men 
• 	 Pain (ir burning) on passing urine 

(dysuria) 
* 	 Purulent (containing mucopus) urethral 

discharge (drip) 

If left untreated, can result in: 
* 	 infection of the epididymis (coiled tube 

lead it g fro i thle testis to the spe rnat ic 
cord), 

" 	 urethral abscess or narrowing (stricture), 
or 

* 	 infertility ,blockage of the epididytnis). 
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DIAGNOSIS 

In both sexes, diagnosis is 
Made easily by observing 
microscopically the 

whipping motion 
(flagellating) of the parasite 
on saline v'Ct mount. 

WVomen 
40-60 % positive Gram-
negative intracellular 
diplococci (GNII)s) on 
Gram stain ot cervical 
smear 

Men
 

Up to 98% positive GNIDs 

microscopically on Gram 
stain of urcthral smear 

TREATMENT 

Metronidazole 2 g, single oral 

dose (8x250 ing tablets) 

Alternatives: 
0 Tinidazole, 2 g. single oral dosL 

e Nimorazole, 2 1, single oral dose 

Occasionally, retreatmnt may be 

necessary aftcr 14 days, especially in 
inalies. 

Oral Regimens 
• 	Amoxicillin, 3 g with clavulaniC 

acid 250 mg, plus probcnecid 
1 g, as a single dose for males; 
given on 2 consecutive days for 

females 
* 	 Norfloxacin, 80(0 mg in a single 

dose 
* 	 Thiamphenicol, 2.5 g,daily for 

2 days 
* 	 Trimethoprim (80 mg)/ 

sulfametrol (400 mug), 10 tablets 
daily for 2 days 

IntramuscularRegimens 
Aqueous procaine penicillin G, 

4.8 million units plus probenecid 
I g orally, plus amoxicillin 250 
ig with clavulanic acid 125 mg 
orally 

* 	 Ceftriaxone, 250 mg 
* 	 Kanamycin, 2 g 

* 	 Spectinomycin, 2 g 

_2___ii 
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GENITAL TRACT INFECTIONS 

GTI CLINICAL FINDINGS 
(signs/symptoms) 

Vaginal/Urethral Discharge (continued) 

Chlamydia Women 
Produces few symptoms, even with upper 
genital tract infection ("silent PID"); on 
examination, purulent vaginal or cervical 
discharge, frequently a "bccfy" red cervix 
which is friable (bleeds easily) 

Men 
Most frequent cause (50%) of nongonococcal 
urethritis (NGU) 

Genital Ulcers and Buboes 

Chancroid Painful, "dirty" ulcers located anywhere on 
(soft chancre) the external genitalia 

In 25-60% of cases, an enlarged lymph node 
(bubo) develops in the groin. 

Most common cause of genital ulcers in 
many parts of tie world 
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DIAGNOSIS 

Presumlptive di:lgnosis 
based oil n ucipus and/or 

friable (easily bleeding) 
cervix and negative 
GNII)s 

l)etinitive diagtnosis by 
setoloiic tests or culture 

P'resumptive diagnosis 
often rests on clinical 
featurcs (syphilitic 
chancres umally are not 
painftl) anild aitnegative 
darkfield (microscopic) 
examination or serology 
(RPR or VI)RI.). 

Confirmation sometimes 
cali be taLdC it' the 
causative bacteria are scen 

(Gram-negative 
cccobacilli in chains--the 
so-called "school of fish"). 

TREATMENT 

* 	 Tetracycline hydrochloride, 
500 mg orally. 4 times a day for 

7 days, or 
* 	 l)oxycycline 100 mg orally twice 

daily for 7 days 
As 	 an alternative and in pregnancy: 

Elrythroyncin, 500) tg orally 4 

times a day for 7 days. Some 
experts believe it may be better to 

extend the trcatment course to 10 
or even 14 days. 

Oral Regimens: 
• 	 Co-trimoxazole (triniethoprim, 

80 nig/ sulfamethoxazolc, 
400 tug), 8 tablets daily for 2 
day s 

* 	 Trimethoprim, 250 ing/sulfa­

methopyrazine, 200 ing, 

4 tablets in a single oral dose 

Trimethoprim, 80 tug! 
sulfametrol, 400 tug, 8 tablets in 

a single oral dose 
Thiamlipellnicol ?5 g by mouth 

daily for 2 da\ 
0 	 Erythromycin. 5() tug orally 

every 6 hours for 7 days 
Intramuscular Reginens: 
* 	 Ceftriaxone, 250 tig by 

intramuscular injection, single 
dose
 

" Spe.-tinomycin, 2 g by
 
intramscular inJctio, single 
dose 
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GENITAL TRACT INFECTIONS 

GTI CLINICAL FINDINGS 
(signs/symptoms) 

Genital Ulcers and Buboes (continued) 

Syphilis Occurs in 2 forms-early (primary and 
secondary) and late. 

Early syphilis 
* 	 Initially, painless ulcer (chancre): in 

women on the external genitalia (labia), 
in men on the penis; and enlarged 
rubbery, lymph nodes 

* 	 Later (several months): non-itchy body 
rash 

Both types of lesions disappear 
spontaneously. 

Late syphilis develops in about 25 %of 
untreated cases and is often fatal due to 
involvement of the heart, great vessels and 
brain. 

Lymphogranuloma e Small, usually painless papules (like 
venereumn pimples) on the penis or vulva, f'ollowed 
(LGV) by 

• 	 buboes in the groin which ultimately 
break down forming many fistula 
(draining openings) 

If untreated, the lymphatic system may 
become blocked, producing elephantiasis 
(swelling of the genitals or extremities). 
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DIAGNOSIS 

Definitive diagnosis nade 
by darklield microscopy of 
secretions from a primary 
or secondary lesion or 
serology (RPIR or VI)RI.) 
in equivocal cases or when 
there arc no signs or 
symptoms (latent stage). 

Clinical findings may not 
be helpful, 

Microscopic diagnosis rests 
on seeing inclusion bodies 
in) white cells (PNINs) of 
bubo aspirate. 

TREATM ENT
 

Early: Beuzathine penicill'n, 2.4 
million units in a single dose by 
intramuscular injectio0n 

In clients allergic to penicillin, 
tetracycline or rythromycin, 500 rag, 
orally 4 times a day for 15 days. 

Late: Aqueous procaine penicillin 
G, 600,000 units, by intraTmuscular 
injection daily for 21 days, or 
tetracycline or crythromycin, 500 rag, 
orally 4 times a day for 28 days 

, 	 Tetracycline, 500 rag, orally 4 
times daily for 14 days 

Alternatives: 
0 Doxycycline, 100 mag, orally 

twice daily for 14 days or 
, 1 rythromycin, 500 mg, orally 4 

times a day for 14 days 

U 
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GENITAL TRACT INFECTIONS 

GTI 	 CLINICAL FINDINGS 
(signs/symptomns) 

Genital Ulcers and Buboes (continued) 

Granuloma An uncommon cause of ulccrative GTIs 
inguinale 
(l)onovanosis) Typically, the infected person develops lumps 

under the skin which break down to forin 
"beef'" red, painless ulcers. 

Genital herpes 	 Multiple, painful, shallow ulcers which clear 
in 2 to 4 weeks (first attack) and may be 
accompanied by watery vaginal discharge in 
womnen; recurrent (multiple bouts) more than 
50% of the time 

U
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TREATMENTDIAGNOSIS 

Diagnosis rests on 
identifying ")onovan 
bodies" inside the cell in 
Gienisa-stained smear from 
the groin or perineal 
buboes. 

Presumptive diagnosis by 

signs and symptoms and, 
often, by exclusion 

0 	 Trimethoprim, 80 nag/ 
sulft.methoxazole, 100 rug, 2 

tablets by mouth twice daily for 
10 days, or 

0 	 Tetracycline, 500 ing orally 4 

tincs a day for 10 days with 
streptomycin, 750 ing by 

intramuscular injection daily for 

10 days 

Client Instructions: 
* 	 Keep lesions clean. 
• 	 Wash affected sites with soap and 

wa'er and dry carefully. 
* 	 Avoid sexual contact while 

lesions are present. 
* 	 Use a condom (male or female) 

after lesions are healed. 

If lesions become secondarily 
infected, treat for 5 days with 
trimethoprim, 80 mag/ 
sulfamethoxazole, 400 rg, 2 tablets 

orally twice daily. 

U
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GENITAL TRACT INFECTIONS 

GTI CLINICAL FINDINGS 
(signs/symptoms) 

Genital Ulcers and Buboes (continued) 

Genital warts Single or multiple soft, painless, 
(condyloma *cauliflower" growths which appear around 
acuminata) the anus, vulvo-vaginal area, penis, urethra 

and perineum 

Lower Abdominal 	Pain 

Pelvic Acute: lower abdominal tenderness, cervical 
inflammatory montion tenderness (CMT) on pelvic 
disease (PID) 	 examination and one or more of the 

following: 
" purulent (containing mucopus) vaginal/ 

cervical discharge, 
* temperature > 	38°C, 
* GNII)s on cervical smear, orJpresence of a pelvic mass 
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J
DIAGNOSIS TREATMENT 

Presumptive diagnosis by Prelrred treatment, if available: 
signs and syniptonly. Cryotherapy with liquid nitrogen, 
Exclude syphilis by solid carbon dioxide, or cryoprobe 
darkfield examination or 
serology. Treat warts on the penile shaft or 

perivulval skin (since they will not 
respond to podophyllin) with glacial 
trichloracetic acid (TCA 75% 
solution). Treat recurrences as 
above, making sure that partner(s) is 
examined. 

Alternatively, apply podophylllin 
solution (20%) carefully to warts, 
leave on for 4 hours and then wash. 
Repeat treatment weekly. 
Podophyllin should not be used 
during pregnancy and should not 
be applied to lesions on the cervix 
or inside the urethra. 

GNIDs on cervical smear For acute P11D, treat for gonorrhea 
(Kanamycin), chlamydia 
(Tetracycline) and anaerobic 
(Metronidazole) infections as follows: 
* Kanamycin, 2 g by 

intramuscular injection 
" Tetracycline, 500 tug orally 4 

times daily for 10 days 
" Metronidazole, 400 tug orally 3 

times daily for 10 days 
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GENITAL TRACT INFECTIONS
 

GT! CLINICAL FINDINGS 
(signs/symptoms) 

Acute Scrotal Pain and/or Swollen Scrotum 

Epididyrnitis/ Acute: Severe pain in one or both testes, 
Orchitis suddcn swelling of the testes 

U
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DIAGNOSIS TREATMENT 

May include urethral If acute, treat for gonorrhea 

discharge (or past history) (Kanamycin) and chlamydia 
(tetracycline) as follows: 

* Kanamycin, 2 g by 
intramuscular injection, or 

" Tetracycline, 500 ing orally 4 
times daily for 10 days 

If urinary tract infection with 

Gram-negative bacilli such as E. 
coli or pseudomonas species, treat 
with trimethoprim and 
sulphanlethoxazole as follows: 

* Trimethoprim, 80 mg/ 
sulphanethoxazole, 400 rag, 2 

tablets twice daily for 10 days 

265
 



NOTES
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