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Preface

Since the International Conference on Population and Development. held in Cairo in 1994, and
the Fourth World Conference on Women. held in Beijing in 1995, the international develop-
ment and public health communittes have embraced a more comprehensive reproductive health
agenda and have sought to provide an expanded range of services in a more integrated fashion.
This shift to integrated reproductive health has included heightened attention to the rights of
clients, the quality of care. informed choice. and gender SCNSIIVITY,

Equally important. the shift has brought increased recognition of clients’ broad. interrelated sex-
ual and reproductive health needs and of the changes required throughout the health care
svstem to meet them. If service programs are to seize all oppertunities to identify and mee
clients” reproductive health needs more holistically, thev must take a client-centered approach,
link services so as to offer comprehensive care that covers clients” interrelated needs. and en~ure
that their providers are sensitive to medical. behavioral. and social 1ssues that may underlie the
expressed reasons for the client’s visit,

Providers require training and institutional support to develop the skills. knowledge. and com-
fort they need to communicate effectively with their ctients about health care that relates to the
function of reproduction, the anatomy that supports that function. and the behaviors related o
sexuality and reproduction. This includes. for exampte. family planning. maternal health. seu-
ally transmitted infections. and related sexual practices. All of these services and subjects share
certain characteristics that make them particularly sensitive: They are Intensely personal and
command a high degree of privacy: thev are associated with strongly held beliefs: and they are
the subject of social. religious. political. and legal strictures. All zlso are significantiv attected
by sexual partners and behaviors. which bear directly on an individuat's choices. health status.
and treatment outcomes.

In 2001. a literature survey conducted by EngenderHealth noted a dearth of [Tl ming reseures
to help providers counsel clients about their reproductive health in a comprehensive manner.
Existing training materials on counseling largelyv ignored a discussion of sexual practices and
their relationship to health. Similarly, providers generally addressed the different areas of Tepro-
ductive health care separately, without regard for what these areas have in commen. for what
linkages there are among them. or for how interrelated clients’ repreductive health needs often
are. Discomfort and lack of information related to sexuality as a health issue remain widespread
among both clients and providers. posing a substantial barrier to effective client-oriented coun-
seling and good client-provider interaction. Opportunities for addressing the whole client and
all of his or her reproductive health needs too often are missed. producing a negative impact on
the public health of communities.

This curriculum responds to the identified gap in existing training materials and fills a field-

expressed need for help in developing knowledge about. skills in. attitudes toward. and comfor
with effective communication and counseling in all arcas of reproductive health. including sex-
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Preface

uality. It thus adopts the term sexual and reproductive health to describe the scope of health
issues sought by those who would receive integrated counschng.

This curriculum’s intended audiences are health care providers, their supervisors, and the man-
agers of the programs in which they work. The counseling skills addressed here are expected to
be relevant to the provision of both preventive and curative health services through the partici-
pants” national health systems. Finally, the curriculum’s participatory approach to defining
terms and to generating profiles of potential clients 1s desi gned to assist trainees in addressing
the realities of and exploring the reproductive health prioritics of their communities in a cultur-
ally appropriate manner.
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Part |

Principles and Approaches
for Client-Centered Communication
in Sexual and Reproductive Health

In this section. you will consider the context of sexual and
reproductive health (SRH), tdentify tvpical SRH problems
faced by people in their communities. and develop “client
profiles™ that will be used for case studics and role plavs
throughout the rest of the training. Since counszhng focuses on
tacilitating decision making. the waining sessions here explore
the client’s decision-making process from the perspeching
of sexual and reproductive rights. informed and voluntar
decision making. und the client’s rights in the service setng,
Principles of client-provider interaction and counseling
provide the foundation for developing key counseling skiix,

attitudes. and knowledge in the rest of the trammmy.
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Session 1
Welcome and Introduction

Course Goal and Obijectives

The goal of this workshop is to enable you to address clients’ comprehensive sexual and repro-
ductive health (SRH) needs by offering integrated SRH counseling services within vour own
particular service-delivery setting.

Integrated sexual and reproductive health counseling 1s defined as:

A two-way interaction between a client and 4 provider. 10 assess and address the
client’s overall SRH needs. knowledge. and concerns. regardless of what health
service the provider is working within or what service the client has requested.

The general objectives of this curriculum are 1o ensure that. by the end of the framing. vou wili

have the knowledge, attitudes. and skills fecessary to carry out the following kev counseling

tasks:

* Help clients assess their own needs for a range of SRH services. information. und emotional
support

* Provide information appropriate to clients’ identified problems and needs

* Assistchients in making their own voluntary and informed decisions

* Help clients develop the skills they will need to carry out those decisjons

Rationale: Why integrated SRH Counseling?

Clients typically seek SRH services for one particular need or problem. and <ervice providers
typically respond to that one particular need or problem. However. pcople mav have other
nceds or problems that contribute to their primary problem but that are never identitied or
addressed by a service provider. By not addressing those needs. providers may miss kev oppor-
tunities to improve clients” overall health status. This problem of missed opportunities is partic-
ularly serious in SRH services. given the social stigma associated with many SRH problems,
the embarrassment that many clients and providers feel about discussing these issues. und the
potentially life-threatening consequences of high-risk pregnancies. sexually transmitted infe-
tions (STIs). and HIV and AIDS.

By helping you take a broader perspective and integrate clients’ immediate needs or problems
nto their overall SRH status. this training can help vou resolve issues contributing to clients’
primary problems or prevent future SRH problems. as well as provide more comprehensive
care. By focusing on the client as an individual and by considering factors both inside and out-
side the clinic setting that influence client decision making about SRH. vou will be better ahle
(o assess and meet a client’s informational. decision-making. and emotional needs. This wil]
help the client make decisions that he or she is more likely to carry out and follow through
more effectively with plans to seek treatment or change behavior.

EngenderHeaith Comprehensive Counseling for Reproductive Heafth—Pamcipant's Handbaok
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Session 1

Participant Worksheet
You Are the Client

Imagine that you are a married woman who would like to begin a method of family planning,
and that you think you may have an infection that you got from your husband. You arrive at a
clinic, only to be told that today is rot the day for family ptanning counseling; today is antenatal
and postpartum care day, and you are told that you will have to return tomorrow. You ask why
they cannot talk with you today, and the response i3 that the providers already have t0o much
work. You leave, not knowing whether you will be able 1o find transportation to come back again
tomorrow, whether your husband will let you leave the house again, and whether you can come
herc again without anyone In your COTRMURItY Seeing you.

Three weeks later, you have another opportunity to return to the clinic. This time you make sure
it is on the family planning counseling day. While you are sitting with the provider discussing the
family planning methods that are available, you mention that you may have a sexually transmit-
ted infection (STI). The provider advises you to come back on Friday, when STI counseling
takes place.

If you were this woman:

¢ Would you return to this clinic for STI counscling? Why or why not?

s What opportunities did the provider miss to help meet your needs?

» How could the provider have met your needs better?

Note o participants: Participant Worksheets are provided in several places throughout this handbook, and may be
used in varying ways during and after the training. Mostly, they are mzant o telp reinferce key concepls of the train-
ing, to give you another way of thinking about what is presented and riscussed. So feel free to read and answer the
questions at any ime—now, oF even months from now, when you fook: back on what you learned. A

4 Comprehensive Counseling for Reproductive Health—Participant’s Hancdbook EngenderHealth




Session 2

Defining Sexual and Reproductive Health

By the end of this sess;

¢ Define the terms sex
tive health

and Integrated SRH Counseling

on. you should be able 1o:

> sexualiny, reproductive health, sevual health. and sexual and reprodyc-

* Explain when and where integrated SRH counseling can be offered und how it relates to inte-

grated SRH services

* Name at least four h

calth and social services that are Becessury to meet people’s SRH needs

and know where these services are provided in yvour community

Essential Ideas—Session 2

' * Sexual health and reproductive health are overlapping and intertwined concepts.
Thus. the combined term sexual and reproductive health has emerged to inchude
all aspects of health related 1o sexuality and reproduction.

H counseling is a tWo-way interaction hetween a client and 4

provider intended 1o assess and address the client's overall SRH needs. Know]-
edge. and concerns, regardless of what health service the provider i~ working

|

J

! * Integrated SR
|

! within or what
|

service the client has requested.

* Integrated SRH counseling 1s a critical component of integrated SRH services, in

that it helps cl

i SRH counselj

* A common un

* Although serv

lents make best use of the range of services wvailuble. However,

integrated SRH counsehing can bhe offered in any service-delivery setting. with
i clients being referred for services not provided on-site. In addition. integrated

Ng can be an important component of outreach services. as

. means of helping individuals identify their needs both for clinical care and for

nonclinical strategies for changing their behavior.

derstanding of these terms helps providers better address clients’

ice providers may be limited in their work to the services that

are offered at their service site, they should be aware of other services available

in the commu
that site.

N

nity. so they can help clients access services not provided at

1
! SRH needs and better communicate with colleagues about SRH.
l

|

e
. _—

EngenderHealth
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Session 2

Definitions

Sex
Sex can mean the biological characteristics {anatomical, physiological, and genetic) that make
us male or female.

Sex also can mean sexual activity, including sexual intcrcourse.

Sexuality

Sexuality is the way In which an individual experiences being male or female. This includes
physical and biological aspects of one’s life (¢.g., menstruating, having wet dreams, being preg-
nant, or having cexual intercourse), as well as emotional aspects (such as being attracted to
another person, including sexual orientation) and social aspects (such as behaving in ways that
are expected by one’s community, based on whether one s male or female; this includes gender
roles).

Sexuality:
e Involves the mind and the body

e TIs shaped by our values, attitudes, behaviors, physical appearance, beliefs, emotions, person-
ality, likes and dislikes, and ways in which we have heen socialized

e Ts influenced by social norms, culture, and religion
e Involves giving and receiving sexual pleasure, as well as enabling reproduction

* Spans our lifetimes

Gender

Gender is how an individual or society defincs “female™ or “male.” Gender roles are socially
and culturally defined attitudes, behaviors, expectations, and responsibilities for males and
females. Gender identity is the personal, private conviction each of us has about being male or
female: it defines the degree to which each person identifies bimself or herself as male, female,
or some combination of the two.

Sexual Orientation

Heterosexuality 1s an erotic or romantic attraction to people of the opposite sex. Homosexuality
is an erotic or romantic attraction (0 people of the same SeX. Bisexuality is an erotic or romantic
attraction to people of both sexes.

Reproductive Health

According to a definition agreed to at the International Conference on Population and
Development (ICPD), held in Cairo, Egypt, in 1994

Reproductive health is a state of complete physical, mental, and social well-being
and not merely the absence of disease or infirmity, in all matters relating to the
reproductive system and to its functions and processes. Reproductive health there-
fore implies that people are able to have a satisfying and safe sex life and that they
have the capability to reproduce and the freedom to decide if, when, and how often
to do so. Implicit in this last condition are the right of men and women to be
informed of and to have access 10 safe, effective, affordable, and acceptable meth-

6 Comprehensive Counseling for Reproductive Health—Participant's Handbook EngenderHealth



Session 2

ods of family planning of their choice . and the right of access 10 appropriate
health care services that will enable women to go safely through pregnancy and
childbirth and provide couples with the best chance of hiaving a healthy infant In
line with the above definition of reproductive health. reproductive health care i
defined as the constellation of methods. techniques. and services that contribute 1o
reproductive health and well-being through preventing and solving reproductive
health problems.

Source: UN, 19935,

Sexual Health

The term sexual health includes aspects of sexuality not necessarily related 10 reproduction. It
recognizes the fact that people may have sex for the purposes of pleasure. not just reproduction.
and that people have health needs related to such sexual activity,

According to the International Wormen's Health Coalition (IWHC):
Sexual health means having a responsible, satstving. and safe sex life. Achieving
sexual health requires a positive approach to human sexuality and mutual respect
between partners. By recognizing sexual health—and sexual rights—heulth and
education systems can help prevent and treat the consequences of sexual violence.
coercion, and discrimination. and cun cnsure that healthy human sexualiny is
enjoyed by all people and is accepted as part of their overall well-being,

The IWHC describes the basic elements of sexual health as:

* A sexual life free from discase. injury. violence. disability, URNCCENSAry pain. or risk of Jdouth
* A sexual life free from fear. shame. guilt. and false beliefs about sexualiy

* The capacity to enjoy and control one’s own sexuality and reproduction

Sonrce: TWHC. 2003.

Sexual and Reproductive Health

Definitions of sexual health and reproductive health overlap. To avoid confusion and 1o ensure
that all areas are covered. many providers. planners. and policy makers now use the term seves/
and reproductive health. which includes everything included in both sexual health wnd repro-
ductive health.

The term sexual and reproductive health can refer to a state of health and well-being. tvpes of
services, or an “approach” to service delivery. as follows:

A state of health and well-being:
* Physical, mental. and social well-being related to sexuality and reproduction

* Freedom to enjoy sexual relations without fear of pregnancy. disease. or abuse of POWET. fex-
ual coercion. or violence

* Equal balance of power in sexual relations

* Respect for bodily integrity and the right to control one’s own body

EngenderHealth Comprehensive Counseling tor Reproductive Health—Participant's Handhook 7



Session 2

Types of services:

e Pregnancy-related services (antenatal, postpartum, and emergency obstetric care)

L]

HIV and STI prevention and services

Family planning

Postabortion care

Integrated services (¢.8-, family planning and HIV and ST1 prevention)

Approach to services:

 The way in which services are provided

e The issues that are taken into account or addressed when services are provided
¢ New ways of providing existing services

e The mentality and attitude behind the way in which services are provided

Some examples of an “approach™ to services include:

« Taking a holistic, integrated approach to reproductive health and to service provision
e Focusing on partner involvement and communication

 Promoting sensitivity to gender 1s8ues

 Promoting awareness of sexuality

« Taking into account the context of people’s decision making (e.g., gender power dynamics,
poverty, domestic violence, and other vulnerabitities)

e Incorporating a human rights perspective in counseling and other services

+ Fostering community involvement

Components of SRH Care
According to the Programme of Action adopted at the [CPD in 1994 (Paragraphs 7.2, 7.3, and
7.6), the following are components of SRH care:

 Family planning information, counseling, and services

¢ Prevention and treatment of STIs and reproductive tract infections (RT1s)

* Diagnosis and treatment of HIV and AIDS

 Antenatal, postpartuim, and delivery care

» Health care for infants

» Management of abortion-related complications

» Prevention and treatment of infertility

e Information, education, and counseling on human sexuality, SRH, and parenthood

» Diagnosis and treatment of cancers of the reproductive system

8 Comprehensive Counseling for Reproductive Health—Participant's Handoook EngenderHealth



Session 2

Integrated SRH Counseling

Integrated SRH counseling is a two-way interaction between a client and a provider, to assess
and address the client’s overall SRH needs. knowledge. and concerns, regardless of what heulth
service they are working within or what service the client has requested.

In integrated SRH counseling. the provider’s tasks or responsibilitics are to:

* Help clients assess their own needs for a range of SRH services. information. and emotion:d
support

* Provide information appropriate to clients” identified problems and needs
* Assist clients in making their own voluntary and informed decisions

* Help clients develop the skills necessary to carrv out those decisions

How Does Integrated SRH Counseling Relate to integrated SRH Services?

Integrated SRH counseling differs from integrated SRH services in several ways:

* The goal of integrated SRH services is to provide comprehensive health care services on-site
and to promote Iinkages between these services. Integrated SRH counseling is a criticul com-
ponent of integrated SRH services that helps clients make best use of the range of services
available.

* However. integrated SRH counseling can be offered in any service-delivery setting. Thus. a
provider can discuss the full range of SRH issues about which the client may be concerned.
regardless of the tvpes of SRH services actually provided at that site. Meeting the client's
needs may require referring him or her to services off-site or may require problem-solving
determine what the client can do about a situation for which services simpiv do not exist
locallv.

* Integrated SRH counseling can be provided anywhere and at anv time. It does not even need
to be directly linked with a clinic setting. because many prevention strategies gL for pre-
venting transmission of HIV or STIs) involve behavior change rather than ¢linical care. Thus,
mtegrated SRH counseling can be a vital part of outreach services. as a means of helping
individuals identify their needs both for clinical care and for nonclinicul strategies for chang-
ing their behavior.

EngenderHealth Comprehensive Counseling for Reproductive Health—Participant's Handback 9



Session 3
Why Address Sexuality?

By the end of this session. you should be able 1o

* Explain how the quality of integrated SRH counseling und services can be improved hv
including a focus on sexuality issues and concerns

* Describe barriers or challenges for providers in addressing sexuality in integrated SRH
counseling

* Identify strategies for helping providers feel more comfortable about and be better cquipped
to address issues related to sexuality and sexual health

Essential Ideas—Session 3

* Sexuality issues are directly related to informed choice and continuation mn fami-
ly planning services. and 1o the etfectiveness of efforts to reduce the risk of HIV
and STls.

* Discussing sexuality may reveal underlying issucs and concerns that affect
clients” SRH-related needs and decisions.

* Discussing sexuality can improve the overall quality of care by fostering comfort
and trust between clients and providers.

* Providers often shy away from discussions of sexuality because of their own
discomfort or because thev fear that such discussions may be culturally inappro-
priate or may offend clicents.

* Providers musr take the initiative by introducing sexualitv-related issues in coun-
i seling,

* Providers can use many strategies to increase their comfort in discussing sexuuliny
concerns with clients.

Key Discussion Points
1. Why is it important to address sexuality as a part of integrated SRH counseling?
* Pregnancy and STIs are both outcomes of sexual activity,

* Reproductive health programs will have a limited impact if thev do not consider the con-
text in which people make decisions about their sexual lives and reproduction. Sexuality
and sexual practices can have implications for a client's decisions about contracepiive

EngenderHealth Comprehensive Counseting for Reproductive Health—Pamicipant's Handhoox
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Session 3

method use and HIV and STI risk reduction, as well as the client’s ability to make deci-
sions and to negotiate with his or her partner.

Clients may have underlying concerns about sexuality that are the real reason for a clinic
visit or that are more important than the stated reason.

Providers who make assumptions about the sexual practices of their clients may provide
inappropriate services. For example, they might promote family planning methods because
they incorrectly assume that a client is having sex with people of the opposite sex. They
may also assume that a woman only engages in vaginal sex and not apal sex, and therefore
may fail to provide sufficient information about the risks of HIV and STIs. They might
misdiagnose a vaginal infection as an RTI (i.e., an infection that was not transmitted sexu-
ally) when it is in fact an STI (i.e., one that was sexually transmitted).

Tt is difficult to discuss STI prevention without discussing the specific sexual practices that
place a person at risk, as well as the range of sexual practices that are safer.

A client’s needs may be related to sexual abuse or coercion, rape, or incest—issues that
need to be addressed to provide effective services.

People may stop using a contraceptive method if they perceive it to interfere with the sex-
ual act or if it decreases sexual pleasure.

Clients may feel reluctant to try a certain method (e.g., vasectomy or condoms) out of fear
that it will affect sexual pleasure or response (for themselves, their partner, or both).
Offering counseling about sexuality may help improve client satisfaction and help to
attract new clients.

2. What barriers or challenges might providers experience in discussing sexuality issues
with clients?

Providers may feel personally uncomfortable about discussing sexuality with anyone.
Providers may feel that it is culturally inappropriate to discuss sexuality with clients.

Providers may fear that clients will be offended if they arc asked about their sex life.

Providers may not know how to initiate a discussion about sexuality with clients.

Providers may feel that there is not enough time to address sexuality issues in a counsehng
session.

Providers may fear that clients will bring up topics or have questions that providers are
unprepared to address.

Clients may feel uncomfortable discussing sensitive subjects such as sexuality with
providers.

If the client and provider are of different sexes, or if there is a significant age difference, 1t
may be awkward for them to talk about sexuality.

3. How can providers feel more comfortable and better equipped to address issues related
to sexuality?

They can learn more about sexuality, to increase their comfort in talking about it.

They can talk with other providers about their experiences in speaking with clients about
sexuality.

12 Comprehensive Counseling for Reproductive Health—Participant’s Handbook EngenderHealth
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* They can explain to the client the reason for discussing sexuality 1ssues. by focusing on
the importance of sexuality 1o the client’s health and assuring the client that they are not
asking out of their own curiosity.

* They can use language (ie.. terminology) that is comfortable for them and understandable
to the client.

* If the provider is of the opposite sex of the client. they can ask another staff person of the
same sex to be present during the discussion.

* Focus groups or interviews with community members or clients can be conducted 1o better
inform providers about the sexuality concerns and service needs of the community.

EngenderHealth Comprehensive Counseling for Reproductive Health—Participant's Handbeok 13



Session 4
The Problem Tree—
Roots and Consequences of SRH Problems

By the end of this session. vou should be able 10:
* Identify the causes and consequences of at least three SRH problems

* Describe the provider’s role in addressing the causes and conscquences of SRH problems

Essential Ideas—Session 4 \

* The root causes of SRH problems are verv complex, with as manyv sociual factors
as medical ones. if not more.

* The consequences of SRH problems affect far more people than the clients seek-
ing services—they affect their children. other partners. and sometmes the com-
munity. These consequences are also both social and medical.

* Multiple or multitaceted interventions are needed to address both the social and
medical causes of these problems.

* Providers may think that they can only offer medical solutions. since their work
1s limited to the health care setting. However. through counscling. providers can
educate clients about their rights and options and help empower clients to make
changes in their lives. Providers can also use their role as health care profession-
als to reach out to communities and leaders. to educate them about the roor caus-
es of these problems and about the limitations and potential consequences of
relving only on medical interventions.

Note: The content of this session 1s adapted from HED. 2000,

EngenderHeaith Comprehensive Counseling tor Reproductive Health—Participant's Handbook 15
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Sample SRH Problem Tree: Maternal Health Care
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Session 5
Supporting Clients’
Informed and Voluntary Decision Making

By the end of this session. you should be able to:

* Explain the relationship between human rights and informed and voluntary decision making

* Name three sexual and reproductive rights recognized by international conventions

* Describe how sexual and reproductive rights apply w specitic SRH needs and services
VOur country

* Detine informed and voluntary decision making. and distuinguish it from informed consent

* [dentfy at least one example of an informed and voluntary decision that a client can make in
cach SRH service area

* Describe three levels of facters that influence informed and voluntary decision muking tor
SRH clients

Essential Ideas—Session 3 ™~

* People’s entitlement to make informied und voluntary decisions about their sexua!
and reproductive health is supported by several human rights that are recognized
by the international community.

* Reproductive rights are recognized by international conventions signed by most
countries of the world and include the right 10 decide on the number. spacing.
and timing of children: the right to have the information and means to do so: the
right to attain high standards of sexual and reproductive health: and the right o
make these decistons without discrimination. coercion, or violence.

* Including women’s “right to exercise control over their own sexualitv™ in our
understanding of sexual and reproductive rights is an important breakthrough,
since the right to decide about reproduction and the right "t attain the highest
standard of sexual and reproductive health™ have little meaning 1f women cannot
decide if, when. and with whom thev will have sex.

* Sexual and reproductive rights are only effective when people feel entitled

to these rights and empowered to exercise them. Yet. evervday constraints—e.g..
! power imbalances between social groups. or between men and women—cuan
' pose barriers to the exercise of these rights.

feoniinued

EngenderHealth Comprehensive Counseling for Reproductive Health—Participant's Handbook
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Essential Ideas—Session 5 (confinued)

e Individuals and couples can make key decisions that significantly affect their
health status in every area of SRH. The ability and means to make informed
decisions in each of these areas is a fundamental expression of one’s sexual and
reproductive rights.

e At the same time, rights related to access 10 information and services—e.g., the
right to information for unmarried people. the right of access to SRH Services
for adolescents, or the right to postabortion care without being forced to use a
method of contraception—must exist for individuals to be able to make and act
on their informed decisions.

e There are five basic elements necessary for informed and voluntary decision
making:
1. Service options are available.
2. The decision-making process is voluntary.
3. People have appropriate imformation.
4. Good client-provider interaction, including counscling, is cnsured.
5. The social and rights context supports avtonomous decision making.

e Each of these basic elements is influenced by facters that operate at three differ-
ent levels: the level of the individual in the community context; governmental,
legal, and SRH programming policics; and factors within the service-delivery

\ setting itself.

informed and Voluntary Decision Making in Sexual and

Reproductive Health

The concept of informed and voluntary decision making applies broadly to any health care
decision and assumes that individuals have both the right and the ability to make their own
health care decisions. How does this concept relate to other similar concepts, such as informed
consent and informed choice?

Informed consent is a medical, legal, and rights-based construct whereby the client agrees to
receive medical treatment, to use a family planning method. or to take part in a study (ideally)
as a result of the client’s informed choice. Unfortunately. there are many instances in which a
client signs an informed consent form without adequate information and without feeling that he
or she has had any choice in the matter.

Informed choice is an individual’s well-considered. voluntary decision based on options, infor-
mation, and understanding.

This term originally was associated with family planning. wherein an individual freely chooses
whether to use a contraceptive method and which one. hased on his or her awareness of and

18 Comprehensive Gounseling for Reproductive Health—Participant’s Handbook EngenderHealth



Session 5

understanding of accurate information about the methods. Although informed choce could
apply to any SRH service. some providers have difficulty understanding “intermed choice”
in non—family planning services. because there may be only one treatment option ¢.g.. oniy
one medication for syphilis. and thus no “choice™ or the individual's medical condition may
require the provider to make emergency decisions for a client (e.g.. in postabortion or emergen-
cy obstetric care).

We use the term informed and voluntary decision making, to underscore the importance of the
decisions that individuals do make in every area of SRH. even when optiens are himited and
their need is urgent. Examples of decisions that people make concerning their sexual and repro-
ductive health include:

e For STIs and HIV: whether to use a condom with every act of sexual intercourse. whether to
use a dual-protection strategy (to prevent both unintended pregnancy and STIs. whether to
limit the number of sexual partners. whether to seek treatment for appurent infection.
whether to inform partner{s) if an infection ix diagnosed. whether to defay sexual intercourse
until the infection is completely treated. and whether to be tested for HIV

* For maternal health care: whether to seek antenatal care during pregnancy. whether to
improve one’s nutrition during pregnancy. whether and when to have sex during pregnancy.
whether and when to go to a heaith care setting for assistance with delivers. whether to
breastfeed exclusively and for how long. and whether 1o use contraception ufter Jehverny and
when to start

o For postabortion care: what to do about an unitended pregnancy. wheiher and when to seek
care following signs of spontancous abortion. whether and when (o seek cure tor complica-
tions of abortion (either spontancous or induced). and whether to use contracepiien o pre-
vent or delav future pregnancies

s For familv planning: whether 1o use contraception to delay. space. or end childbearing,
whether to continue using contraception when side effects occur. whether to switch methods
when the current method is unsatisfactory. and whether to involve one’s partner i in deci-
sion making about family planning

The basic elements that support informed and voluntary SRH decision muking are thwt
* Service options are avatlable.
* The decision-making process is voluntary.

* People have appropriate information.

Good client-provider interaction. including counseling. 1s ensured.

The social and rights context supports autonomous decision making.

Source: EngenderHealth, 2003a.

Decision making about SRH is complex and individualized and is often influenced by an inter-
play of factors related to individual circumstances—the social and rights contexts in which an
individual lives; laws and policies affecting information and services: and practices 1n service
deliverv. Strategies to support clients’ rights to make informed and voluntary decistons about
SRH need to consider all five basic elements and the factors influencing those elements at the
community or individual level. the policy level. and the service-dehvery level.

EngenderHealth Comprehensive Counseling tor Reproductive Health—Partiz:pant's Handoook 19
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Community/individual

Individuals’ status (economic, education, gender, age. and marital) within their families and
their culture influences their awareness of and ability o ¢xcreise their sexual and reproductive
rights. Members of marginalized social groups, notably wornen and adolescents, are less able to
assert their rights than are more privileged and powerful members of their community.

Service delivery

Service providers should help give clients access to whatever SRH services they need and
should support them in making the decisions necessary to achieve SRH. Service providers also
need to understand sexual and reproductive rights, their role in supporting clients to exert these
rights, and the power imbalances inherent both in their culture and in the client-provider rela-
tionship that can impede clients’ ability to assert their rights.

Policy

Policy factors affecting informed and voluntary decision making include laws, governmental
goals, programming objectives, and service-delivery guidelines. Policies are meant to guide
program managers, scrvice providers, and clients themsclves, in terms of the quality of care to
be provided. However, the actual meaning and intent of many policies are not adequately com-
municated to the people who are to be guided by them.
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Participant Worksheet

Human Rights Supporting informed
and Voluntary Decision Making for Reproductive Health

I. In your opinion. what are the three most important human rights related to reproductive health for
people in your community or country?

2. Why did you choose these three?

3. What challenges (if any) stop people from practicing these particular rights?

| 4. Why do people sometimes not practice their rights, even though they have them?

5. What could you do as a service provider to help people overcome barriers and practice their rights
in support of their sexual and reproductive health?

Note to participants: Participant Worksheets are provided in several places throughout this handoook. and may 2
used in varying ways during and after the training. Mostly. they are meant 1o help reinforce kev conzaps ofma rar
ing. to give you another way of thinking about what is presented and discussed So feel tree 1o read ard ansn e e
guestions at any ime—now, or even months from now. when you iook back on wnat you leamas
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Session 6
Client Profiles for Sexual and Reproductive Health
Decision Making

By the end of this sessjon. ¥ou should be able to:

* Develop “client profiles™ that reflect each of the SRH-related topics to be addressed in this
training and the variety of backgrounds. needs. and concerns that clients present

* Identify the decisions that your “clients” will need to make (based on their defined needs. con-
cerns, and characteristics), the information that those clients will need if ey are 1o make
these decisions. and the emotional 1ssues raised by their situations

Essential Ideas—Session 6 ~

* Clients have a wide range ot needs and issues that they must deal with to get help
for their SRH problems. Each person has a unique combination of background,
socioeconomic and gender status. needs. concemns. and nformation. It is impor-
tant to consider all of this when helping clients to make SRH-related decrsions,

* There are few cases in which a cltent’s situation ultects only himselr or herselr:
someone else is almost alwavs involved in the problem or is affected by whatey-
i erdecsion. if any. the client makes.

* Since we cannot possibly learn about every client’s needs. we will focus on
a few profiles of “typical” clients throughout the remainder of this truining
| and will see how what we learn affects each client’s thoughus. feelings. and

5 decisions.
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Session 6

Participant Worksheet

T

SRH Decision Making

Imagine that you are & married 28-year-old man who is infected with HIV. While in the military,
you were diagnosed after a mandatory test. The military dismissed you, but it was close enough
to the end of your service that you were able to convince vour family that you had finished your
term of duty. You are married and have one 4-year-old danghter. Your wife is from a prominent
family, and her father is angry that you and your wife have not yet had a son. You do not want
anyone to know that you are HIV-positive, as you fear Josing cverything. You are sure that 1f your
father-in-law finds out, he will find another man to marry vour wife and he will take your daugh-
ter away from you. Also, your friends and others in the community are afraid of people with
HIV. They fear that they will contract the virus easily from just being near anyone who has it.
You know that you would losc your job, as you have heard of others losing their jobs due to
being HIV-positive. You fear that the military will let everyone know sooner of later. You do not
know how to handle this situation with your family, and vou have come to an SRH clinic 35

miles from your home, hoping that no one will recognize you. You are looking for counseling to
see if there is anything you can do medically to combat this virus.

If you were this man:

+ What would be your current SRH needs?

What decisions would you have to make? Who else would be involved in the decision making?

What information would you need to make your decisions? Where could you get that
information”?

Would you be comfortable seeking services for these SKH needs?

How would you feel about your sitnation? What concerns or worries would you have?

Note to participants: Participant Worksheets are provided in several places throughout this handpook, and may be
used in varying ways during and after the training. Mostly, they are meant help reinforce key concepts of the train-

ing, to give you another way of thinking about what is presented and tiscussed. 8o feel free to read and answer the
L questions at any time—now. o7 even months from now, when you look back on what you learned.

24 Comprehensive Counseling for Reproductive Haalth—Participant's Handbiook EngenderHealth




Session 7
Clients’ Rights, Client-Provider Interaction,
and Counseling

By the end of this session. you should be able to:

*

EngenderHeaith

List at least four of the seven “rights of clients” and explain how they applyv to SRH services

Explain how different types of health care workers—frontline staff. providers. and adminis-
trators and supervisors—can be involved in supporting clients’ rights

Define ciient-provider interaction

Describe strategies to tmprove client-provider interaction and to support clients” rights more
effectively in the clinic setting

Define counseling
Explain how counseling supports clients’ rights
Identify specific tasks that need to be carried out in counseling

Explain how various types of staff in vour work setting can carry out different counseling
tasks

Essential Ideas—Session 7

* The rights of the client are a subset of reproductive and sexual rights. Thev
describe the essential aspects of service delivery to ensure quality of care. once 4
person has chosen to seek health care services.

* There are many people in the clinic setting who play a role in supporting clients’
. rights—or in undermining them. It is important to consider the impact ot aff
people with whom the client comes into contact m the clinic setting and deter-
mine how to make the best use of these “human resources.”

* Client-provider interaction refers to nterpersonal communications (either verbal
or nonverbal) between health care staff and the peopie who seck health care ser-
vices. In this definition. “provider” includes everyone m the health care seuting
with whom the client interacts. This recognizes the importance of nonmedical
staff to clients’ impressions of and messages that they associate with the health
care setting.

interactions with frontline staff. The client’s sense of trust and confidence that

N

| * A client’s first impressions of a health care facility are usually made through

teontinued -
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Essential Ideas—Session 7 {continued)

he or she has made the right decision 10 seek SRH services can be reinforced or
completely undermined by frontline staff.

e Counseling is a special type of client-provider interaction. It is two-way commu-
nication between a health care worker and a client, for the purpose of confirming
or facilitating a decision by the client, or helping the client address problems or
concems.

s Counseling is the main safeguard for the client’s right to informed choice. In
addition, counseling can support each of the other clients’ rights.

s Although clinical providers arc usually responsible for the final stages of coun-
seling, frontline staff can perform many prelimimary steps, such as giving infor-
mation about the client’s options and gathering basic information about the
client’s condition.

+ Utilizing frontline staff to cover initial phases of counseling, such as informa-
tion-giving and information-gathering, allows providers to spend more time with
the client on individual considerations and the actual decision-making process.

The Rights of Clients

Information: Clients have a right to accurate, appropriate, understandable, and unambiguous
information related to reproductive health and sexuality, and to health overall. Educational
materials for clients nced to be available in all parts of the health care facility.

Access to services: Services must be affordable, available at times and places that are conve-
nient to clients, without physical barriers to the heulth care facility, without inappropriate
eligibility requirements for services, and without social barriers, including discrimination
based on gender, age, marital status, fertility, nationality or ethnicity, social class, caste, or SeX-
ual orientation.

Informed choice: A voluntary. well-considered decision that an individual makes on the basis
of options, information, and understanding represents his or her informed choice. The process
s 2 continuum that begins in the community, where people get information even before coming
to a facility for services. I is the provider’s responsibility cither to confirm a client’s informed
choice or to help him or her reach one.

Safety of services: Safe services require skilled providers, attention to infection prevention, and
appropriate and effective medical practices. This right also refers to the proper use of service-
delivery guidelines, the existence of quality assurance mechanisms within the facility, counseling
and instructions for clients, and recognition and management of complications related to medical
and surgical procedures.
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Privacy and confidentiality: Clients have a right to privacy and confidentiality during delivern
of services—for cxample. during counseling and physical examinations and in staff's handhing
of clients” medical records and other personal information.

Dignity, comfort, and expression of opinion: All clients have the right to be treated with
respect and consideration. Providers need to ensure that clients are as comfortable as possible
during procedures. Clients should be encouraged to express their views freely. especially when
their views differ from those of service providers.

Continuity of care: All clients have a right to continuity of services and supplies. follow-up,
and referral.

Source: AVSC International. 1999

Client-Provider Interaction

Definition

Client-provider interaction is PErson-1o person communication (verbal und nonverbal) between
clients and health care workers. ("Health care workers™ can include anvone assoclated with a
service sie—e.g.. medical and paramedical staff and ouwtreach staff. as well as FeCe PO,
cleaners, and drivers.)
Client-provider interaction occurs whether we pay attention to it or not—the client interacts
with people from the moment he or she enters aservice site. It is especiallv IMPOTTAN? 10 use
good client-provider interaction with clients who are skeptical or distrustful of sexual and
reproductive health services. Research has shown that clients are more satisfied and more likely
to continue using services when they are treated with respect.

Purposes
The purposes of positive client-provider interaction in SRH services are-

* To contribute to client satisfaction. to the effectiveness with which tamily planning methods

or other regimens are used. and to continuation with tamily planning and other regimens or
behaviors (e.g.. continuously using oral contraceptives. or taking a complete course of medi-
cation for an STI or partner referral. among others)

* To help ciients and SRH providers develop mutual respect. cooperation. and trust

* To help facilitate an appropriate free flow of information between and among SRH providers
and clients. and to assist providers in assessing cltents’ needs and concerns

* To implement high standards regarding one of the six crucial quality-of-care elements:
“interpersonal relations”

Note: Adapted from: INTRAH/PRIME. 1997,
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Principles
Key principles in client-provider interaction include the fellowing:
» Treat each client well
e Tailor the interaction to the individual client’s needs, circumstances, and concerns
o Interact; elicit the client’s active participation
* Avoid information overload

s Provide the client’s preferred method (for family planning) or address the client’s primary
concern (for other SRH issues)

e Use and provide memory aids

Note: Adapted from: USAID & WHO, 1997.

Counseling

Definition and Tasks

Definition. Counseling is two-way communication between a provider and client intended to
create awareness of and to facilitate or confirm informed and voluntary SRH decision making
by the client.

Tasks. When providing counseling, a health care worker is responsibie for:

» Helping clients to assess their own needs for a range of SRH services, information, and emao-
tional support

e Providing information appropriate (o clients’ identified problems and needs
* Assisting clients in making their own voluntary and informed decisions

* Helping clients develop the skills they will need to carry out those decisions

Essentials

Few SRH programs can afford to pay staff whose only responsibility is to be a “counselor.” In
addition, few sites have private spaces designated only for counseling. Thus, all providers need
to develop counseling skills and approaches to incorporate into all of their interactions with
clients, including the following essentials:

* (Compassion
s Common sense
» Communication skills

* Comprehensive, comprehensible information

Principles

Since counseling is a form of client-provider interaction. the key principles for client-provider
interaction also apply to counseling. In addition, the following can be considered key principles
or behaviors of the provider:

s Create an atmosphere of privacy, respect, and trust

* Engage in two-way communication with the client
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* Ensure confidentiality

* Remain nonjudgmental toward values. behaviors, and decisions that differ from vour own
* Show empathy for the client's needs

* Demonstrate comfort in addressing sexual and gender issucs

* Remain patient during the interaction with the client and express interest

* Provide reliable and factual information

* Support the client’s sexual and reproductive rights
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Participant Worksheet

Clients’ Rights and Client-Provider interaction

Potential client (teenage female) enters gate of clinic.

Negative interaction

Guard (who 1is the girl’s neighbor)
is shocked to see her
and gives her a mean look.

Receptionist asks the girl’s age
loudly and then
shakes her head in disgust.

The girl, ashamed. hurries out
of the clinic and
vows to never return.

Positive interaction

Guard (who is the girl’s neighbor)
does not say anything, as he does
not want to embarrass her, but nods

in greeting when she sees him.

y

Receptionist privately asks
(e girl a few questions and then
reassures her that she has come to
the right place and will be able to
talk to a provider soon.

{

The young girl, now comfortable

L

and somewhat relaxed, thinks
about the questions she has for the
provider.

| L

Which of the client’s rights were involved in these 1wo interactions?

Note to participants: Partic
used in varying ways during

[ guestions at any time—now,

ipant Worksheets are provided in several places throughout this handbook, and may be—]
and aftar the training. Mostly, they are meant to help reinforce key concepts of the train-
ing, to give you another way of thinking about what is presentad and discussed. 50 feal free to read and answer the

or aven months from now, when you look back on what you leamed.
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Session 8
Counseling Frameworks

Option A: REDI

By the end of this session. you should be able to:

Describe REDI. a framework for integrated SRH counseling

Identify which elements of this counseling framework vou are alrcady doing. which would
require more training. and which would encounter challenges at vour work sites

Explain the importance of applying counseling frameworks to each client’s unigue situation
Explain the importance of addressing the soctal context for decision making in integrated
SRH counseling

Describe how integrated SRH counseling supports informed und voluntary decision making
by clients

{If you are already familiar with GATHER.] identify similarities and ditterences between REDI
and GATHER

/ Essential Ideas—Session 8: Option A

* The REDI framework (which stands for Rapport-building. Exploration. Decision-
making. and Implementing the decision) is suitable for tegrated SRH counseling
in the following ways: It emphasizes the client’s responsibility for making a
decision and for carrying it out: it provides guidelines for considering the client’s
sexual relationships and soctal context: and it addresses the challenges that a client
may face in carrying out this decision and offers skills-development to help clients
meet these challenges.

* The most important thing to remember about counseling models is that the client is
more tmportant than the framework. Frameworks can be helpful to providers in giv-
ing you a structure for talking with the client. so that vou do not miss important
steps. Too often, though, the provider may focus more on following the steps than
on responding to what the client is saving. The bottom line m counseling is to first
figure out what the client needs and then how to help him or her meet those needs.

* Whatever framework is used for counseling. it is important to personalize counsel-
ing sessions by exploring each client’s individual sttuation. as opposed to talking
generally about family planning methods or HIV and STI transmussion and preven-
tion. By personalizing the discussion and applying it to the client’s specific situa-
tion. vou can help clients to perceive their own risks. rather than think of unintended
pregnancy or AIDS as “things that happen to other peopie.”

teonlinued)
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Essential Ideas—Session 8A (continued)

* During client-centered counseling, avoid overloading clients with unnecessary
information. To do this, you should first examine the client’s situation and then
tailor the session to meet his or her needs.

* Understanding and exploring the social context of decisions is critical to helping
clients determine their risk and make realistic decisions about pregnancy, HIV
and STI prevention, and safe motherhood. This context includes a client’s power
to make decisions about reproduction and sexuality and the people and factors
that influence a person’s decisions, such as partners. family members, or friends.
This also includes anticipating the outcomes of decisions, such as whether a
decision (like suggesting condom use with a husband) could lead to violence.

* With integrated SRH counseling, voluntary and informed decision making is
based on the client’s understanding and perceiving his or her own situation and
risks, and having enough knowledge about options and their consequences to
make decisions. It also involves considering the social and personal context for
decision making by the client, supporting clients’ rights to access information
and services and helping the client to figure out & way to make his or her own
decisions within that context.

* REDI provides a useful framework, but this does not mean that it must be fol-
lowed exactly or in sequential order during a counseling session. REDI is merely
a suggested guide of steps and topics to cover while the provider and client
engage in an interactive two-way discussion of the client’s needs and risks.

REDI (Short Version)

Phase 1: Rapport-building Phase 3: Pecision making
= Welcome the client » Identifv what decisions the client needs to make
« Make introductions in this session

Identifv the client’s options for each decision
Weigh the benefits, disadvantages, and conse-
quences of each option
Phase 2: Exploration « Assist the client to make his or her own realistic
+ Explore the client’s needs, risks, sexual life, decisions

social context, and circumstances . .
« Assess the client’s knowledge and give infor- Phase 4: Implementing the decision

mation, as needed + Make a concrete, specific plan for carrying out
the decision

» Introduce the subject of sexuality

= Assure confidentiality

+ Assist the client to perceive or determine his or

her own pregnancy or HIV and STT risk + Identify skills that the client will need to carry
out the decision

« Practice skills, as needed, with the provider’s help
e Make a plan for follow-up

Note: Adapted from: EngenderHealth, 2002; Pyakuryal, Bhatta, & Frey, no date; and Gordon & Gordon, 1992,
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REDI: Rapport-Building, Exploration, Decision Making,
and Implementing the Decision

Note: The bullets below are suggestions for areas to address in each phase of REDI They are
not meant as a checklist to follow in strict order. nor are they to be read or recited 10 the client.
The interaction should always be tailored to the client’s situation.

Phase 1: Rapport-Building
1. Welcome the client

* Greet the client warmly

* Help the client to feel comfortable and relaxed
2. Make introductions

* Identity the reason for the client’s visit

¢ Ask general questions. such as name. age. number of children. etc.
3. Introduce the subject of sexuality

* Explamn the reasons for asking questions about sexuality

* Putit in the context of HIV and STIs. and assure the client that vou discuss HIV and STIs
with all clients

* Explain that the client does not have to answer all of your questions
4. Assure confidentiality
* Explain the purpose of and the policy on confidentiality
* Create an atmosphere of privacy by ensuring that no one can overhear vour comeivation,
even if you are not able to use a separate room

Phase 2: Exploration
1. Explore the client’s needs. risks. sexual life. social context. and circumstances

* Assess what the client understands about his or her SRH condition or situation. what wor-
ries or concerns he or she might have. and what he or she specifically hopes to accomplish
through the visit

* Explore the context of the client’s sexual relationships:

» What sexual relationships is he or she in. what is the nature of the relationships rinclud-
ing any violence or abuse). and how does he or she feel about it?

» How does he or she communicate with partners about sexuality. family planning. and
HIV and STIs?

» What does he or she know about his or her partners’ sexual behavior outside of the rela-
tionship?
* Explore the client’s pregnancy history and knowledge of and use of famuly planning methonds.
including condoms

* Explore the client’s HIV and STI history. present symptoms. and knowledge of partners’
HIV and STI history
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Explore other factors about the client’s circumnstances that may limit his or her power or
control over decision making, such as financial dependence on partners, tensions within an
extended family, and fear of violence, among others

2. Assess the client’s knowledge and give information, as needed

Assess the client’s knowledge of pregnancy-related care (if appropriate), postabortion care
(if appropriate), family planning, HIV, and STIs

Correct misinformation and fill in gaps, as needed

3. Assist the client to perceive or determine his or her own pregnancy or HIV and STI risk

Ask the client if he or she feels at risk for unintended pregnancy or for HIV and STI trans-
mission, and explore why or why not

Ask the client if he or she thinks that his or her partners may be at risk for unintended
pregnancy or HIV and STI transmission, and explore the reasons

Explain HIV and STI transmission and pregnancy risks (as necessary), relating them to
the individual sexual practices of the client and his or her partners

Help the client to recognize and acknowledge his or her risks for HIV and STI transmis-
sion or unintended pregnancy

Phase 3: Decision Making
1. Identify what decisions the client needs to makKe in this session

Help the client to prioritize the decisions, to determine which are the most important to
address today

Explain the importance of the client’s making his or her own decisions

2. Identify the client’s options for each decision

Many providers and clients feel that in most arcas of SRH, the client’s decision-making options
are limited. An important role of the provider is to lay out the various decisions that a client
could make, to explore the consequences of each. This empowers the client to make his or her
own choice, which is a key element of supporting the client’s sexual and reproductive rights.

3. Weigh the benefits, disadvantages, and consequences of each option

Make sure the discussion centers on options that meet the clients” individual needs, taking
into account their preferences and concerns

Provide more detailed information, as necessary, on the options that the client is considering
Consider who else would be affected by each decision

Explore with the client how he or she thinks that partners or famly members may react to
the course of action (i.e., suggesting condom use or discussing sexuality with partners)

4. Assist the client to make his or her own realistic decisions

Ask the client what is his or her decision (i.e., what option he or she chooses)
Have the client explain in his or her own words why he or she is making this decision

Check to see that this decision is the choice of the client, free of pressure from spouse,
partner, family members, friends, or service providers

Help the client to assess whether his or her decision can actually be carried out, given his
or her relationships, family life, and economic situation, among other issues
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Phase 4: Implementing the Decision
1. Make a concrete, specific plan for carrying out the decision

* Be specific. If a client says that he or she is going to do something. find cut when. under
what circumstances. and what his or her next steps will be in each situation. Asking a
client “What will you do next?” is important in developing a plan to reduce rnsk. For
example. if a client says that he will start to use condoms. the provider should ask. "How
often”” “Where will you get the condoms?” "How will vou pay for them?” “How will vou
tell your partner that you want to use them?”” and “"Where will vou keep them so you will
have them with you when you need them?”

» Ask about possible consequences of the plan: “How will vour partner(s) react?” "Do vou
fear any negative consequences”” “How will the plan affect relationships with yvour
partners?” “Can you communicate directly about the plan with your partners”” and “Will
indirect communication be more effective at first?”

¢ Ask about social supports. Who in the client’s life can help the client carry out the plan?
Who might create obstacles? How will the client deal with a lack of support or with indi-
viduals who interfere with the client’s etforts to reduce risk”

 Make a ~“Plan B"—that is. if the plan does not work. then what can the client do?

2. Identify skills that the client will need to carry out the decision (sce number 3, below
3. Practice skills. as needed, with the provider’s help

* Partner communication and negotiation skills

> Discuss the client's fears or concerns about communicating and negotiaung with
partners about condom use, family planning. maternal health concerns. safer sex. or
sexuality. and offer ideas for improving communication and negotiation

» For a client who feels that it may be difficult to negotiate condom use for HIV und STI
prevention. discuss whether it might be easier to introduce condoms for pregnancy
prevention

» Role-play with the client possible communication and negotiation situations

* Condom-use skills
» Demonstrate correct condom use on a penis model. describe the steps. and ask the client
to repeat the demonstration to be sure that he or she understands

» Discuss strategies for making condom use more acceptable to partiers
» Provide samples of condoms (if possible) and make sure that the chient knows where
and how to obtain more
* Skills in using other family planning methods
> Make sure that the client understands how to use other family planning methods that he
or she has selected by asking the client to repeat back basic information and bv encour-
aging him or her to ask for clarification
4. Make a plan for follow-up
e Invite the client to return for a follow-up visit to provide ongoing suppen with decision
making, negotiation. and behavior change
* Explain timing for medical follow-up visit or contraceptive resupply

o Make referral for services not provided at your facility
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Discussion Summary
1. How does this framework ensure that the counseling is client-centered?

* The framework starts with the client’s situation and takes into account the client’s individual
cirecumstances. Each counseling session can then be tailored to the client’s needs.

2. How much time do providers in your facility generally spend counseling each client?
Do you think this framework helps providers to work within this time frame? Do you
think providers can save time with this framework? If yes, how? I no, why not?

* Providers can ultimately save time by learning first about the client’s situation and then
limiting the information-giving portion of the session to addressing what the client truly
needs to know, rather than providing detailed information on every option.

* At first, it might take longer for providers to follow the framework because they may need
to adjust to the new way of interacting with clients.

3. Why does the framework address the “‘social context” of clients’ decisions?

* It is important to address the “social context” of decisions, to help clients identify and
address potential barriers or obstacles to carrying out their decisions. This might include:

» Who has the decision-making power in the relationship and who influences decisions
(e.g.. partners, friends, or family members)

» Economic pressures that may affect decisions (e.g.. who will pay for contraceptive sup-
plies or treatment for STIs)

» Possible negative reactions of partner(s) or family rmembers

* Clients need to make realistic decisions that they cun carry out successfully and safely.
Examining the social context helps them understand rhe potential consequences of their
decisions (e.g., a partner’s potentially violent reaction if a client insists on condom use).

4. How does this framework ensure a client’s informed and voluntary decision making?

* The framework focuses on helping clients make their own informed decisions and develop
skills to carry out these decisions, rather than on steering the client to a particular decision.

* The framework helps clients understand and perceive their own risks for unintended preg-
nancy and HIV or STI transmission and provides them with knowledge about the various
options to protect themselves, allowing them to make informed decisions.
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Counseling Frameworks

Option B: GATHER

Note: This exercise is designed for providers who already use the GATHER model for family
planning. if they choose to continue using this model. It not. they can use the REDI framework.

By the end of this session, you should be able to:

* Incorporate sexuality, HIV and STI prevention, postabortion care. and maternal health care
into the GATHER counseling framework

* Explain the importance of applying counseling frameworks to each client’s unique sitnation

* Explain the importance of addressing the social contexi for decision making in integrated
SRH counseling

* Describe how integrated SRH counseling supports informed and voluntary decision making
by chients

Essential Ideas—Session 8: Option B \

* The GATHER approach can be an important tool to ensure that providers are
client-focused, since it emphasizes learning about the client and having a dia-
logue together. rather than talking «r the client. Ensuring informed choice is a
critical element of GATHER.

* Revising GATHER to address HIV and STI prevention. sexualitv, maternal
health care, postabortion care. and family planning involves thinking about
the whole client. Spectfically. this involves exploring the following: the chient'<
circumstances, the nature of his or her sexual relationships. how he or she per-
ceives risks (of pregnancy. HIV and STIs. pregnancy complications. or sexual
violence, among others), and how the provider can help the client to protect him-
self or herself and lead a healthy. satisfying sexual and reproducuve life.

* The most important thing to remember about counseling models is that the client
is more important than the framework. Frameworks can be helpful to providers
in giving you a structure for talking with the client. so that vou do not miss
important steps. Too often, though. the provider may focus more on following
the steps than on responding to what the client is saving. The bottom line in
counseling is to figure out first what the client needs and then how to help him

I

|

1

} or her meet those needs.
| {continued

N /
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Essential Ideas—Session 8B (continued)

» Whatever framework is used for counseling, it is important to personalize coun-
seling sessions by exploring each client’s individual situation, as opposed to
talking generally about family planning methods or about HIV and STI trans-
mission and prevention. By personalizing the information about pregnancy and
HIV and STI risks and applying it to the client’s specific situation, you can help
clients to perceive their own risks, rather than think of unintended pregnancy or
AIDS as “things that happen to other people.”

* During client-centered counseling, avoid overloading clients with unnecessary
information. To do this, you should first examine the client’s sitvation and then
tailor the session to meet his or her needs.

» GATHER provides a useful framework, but this does not mean that it must be
followed exactly or in sequential order during a counseling session. GATHER is
merely a suggested guide of steps and topics to cover while the provider and
client engage in an interactive two-way discussion of the client’s needs and risks.

* Understanding and exploring the social context of decisions is critical to helping
clients determine their risk and make realistic decisions about pregnancy, HIV
and STI prevention, and safe motherhood. This context includes a client’s power
to make decisions about reproduction and sexuality and the people and factors
that influence a person’s decisions, including partners, family members, and
friends. This also includes anticipating the outcomes of decisions, such as
whether a decision (like suggesting condom use with a husband) could lead to
violence.

* With integrated SRH counseling, voluntary and informed decision making is
based on the client’s understanding and perceiving his or her own situation and
risks, and knowing enough about options and their consequences to make deci-
sions. It also involves considering the social and personal context for decision
making by the client, supporting clients’ rights to access information and ser-
vices, and helping the client figure out a way to make his or her own decisions
within that context.

38 Comprehensive Gounseling for Reproductive Health—Participant's Handbounk EngenderHealth



Session 8B

The Dual-Protection GATHER Approach

Note: The Dual-Protection GATHER Approach is one example of how other SRH concemns
besides family planning can be woven into GATHER [n this case. the additional tssues are sex-
uality and prevention of HIV and STlIs. (Using strategies to prevent pregnancy and STIs at the
same time is called “dual protection.””} In vour training. you will also consider how 1o Integrate
maternal health care and postabortion care into the GATHER framework.

G = GREET the client politely and warmly. This includes praising the client for coming in and
explaining that the discussion is confidential. including the facility's confidentiality policy. if
applicable. These are both important parts of building “rapport™ with a client—developing
feelings of safety and trust so that clients will feel comtfortable talking with vou about their
SRH concerns. particularly issues related to HIV and STls. sexuality, and dual protection
(for HIV or STIs and for pregnancy ).

A = ASK the client about himself or herself. his or her family members. and his or her general
life circumstances. Ask the client why he or she has come o the facility. As the client gives
you information about why he or she has come in. ask probing questions as part of the
assessment process. (Make the client aware that vou ask these gquestions of all clients. to best
serve his or her SRH needs.) Ask about the client's current sexual life rund behaviors) and
sexual history, what he or she knows about his or her partner s sexual behaviors. about HIV
and STIs. about family planning. and about condoms. if he or she perceives himself or her-
self to be at risk of infection with HIV and ST, unintended pregnancy. or vielence. or it he
or she has other sexual health concerns.

T = TELL the client about what kinds of services the facility offers. options for famuly plan-
ning and dual protection, basic information about cach family planning methed rinciuding
how welt they prevent HIV and STIs as well ax pregnancy. and how they may impact sexual-
ity). and ways of preventing HIV and STIs. with an emphasis on condom use. The amount
and extent of the information will have 10 be determined by the provider on a case-by-case
basis. Apply information about HIV and STI transmission and risk as well as pregnancy to
the client’s individual situation and needs to help him or her perceive anv risks.

H = HELP the client make the decision that is best for him or her. including developing u plan
for reducing risk of HIV and STIs or unintended pregnancy. This does not mean making the
decision for the client: it means helping the client determine if he or she is at risk for HIV
and STIs or unintended pregnancy and helping the client decide what he or she will do to
reduce these risks. This may involve helping the client select a family planning method.
keeping in mind potential HIV and STI risk and the impact of the method on sexuality. It
also may involve working with the client to anticipate partner reaction 1o introducing con-
doms or discussing sexuality or STI risk behaviors. including a negative reaction or violence.
It may involve weighing the costs and benefits of introducing condoms, If male condom use
1s not feasible. it may include discussing other strategies isuch as using female condoms or
having the partner come for counseling),
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E = EXPLAIN whatever needs explanation or clarification: how the facility works, how a family
planning method works, how a method may affect sexuality, how condoms are effective for
dual protection, how STIs can be prevented, how any medication needs to be taken, or about
abstaining from sexual behaviors until an infection has cleared up. Demonstrate how to use a
condom using a penis model and have the client practice this. Explore how the client will fol-
fow through on a plan to reduce risk for HIV and STIs or unintended pregnancy. Explore how
the client will confront and address obstacles. 1t applicable, role-play ways to negotiate con-
dom use or to introduce discussions about sexuality, condom use, o STI risk reduction.

R = Schedule a RETURN visit. Whenever possible, schedule follow-up appointments with
clients to assess their ongoing progress in carrying out their plan for reducing risk and to
make changes in the plan, if necessary. Provide additional information, resources, or refer-
rals, as needed (for voluntary counseling and testing. HIV care and support, STI screening,
or STI treatment, among others).

Note: Adapted from: EngenderHealth, 2002.
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The Role of Providers’ Attitudes in Creating
a Good Climate for Communication

e ——— —

The provider’s attitude toward the client is a Key factor in
effective counseling. Yet many providers are personaliv
challenged by the necessity to discuss SRH needs. beliets,
and behaviors that may differ from their own. or mayv have
difficulties in addressing these issues with particular tvpes
of clients {e.g.. unmarried women. adolescents. or men .
These training sessions set the stage for discussions aghout
providers” attitudes, values, and belicfs and their rmpact on
clients—discussions that will be reinforced throughout the

training during group work. discussions. and rofe plavs,
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Rapport-Building—
Respect, Praise, and Encouragement

By the end of this session, you should be able 1o

* Name the four steps of the “rapport-building” phase of REDI (or the main purpose of the
“greet” step in GATHER)

* Explain the importance of showing respect for clients
* Describe at least two ways in which providers can show respect tor clients

* Explain how praise and encouragement can help to build rapport hetween providers and
clients

[ Essential Ideas—Session 9

* The four steps of “rapport-building” ure:
| » Welcome the client
I » Make introductions
f > Introduce the subject of sexuality
i > Assure confidentiality

* Aspects of welcoming the client include bemng friendly. nonjudgmental. and
respectful. and showing interest in the client's situation and needs.

|

|

|

| * Different cultures have different customs for showing respect between individu-
Cals Ttis important for providers 10 consider how thev show respect for their
clients. They should also consider the power umbalances that may exist between
themselves and clients. due to socioeconomic status or education. and how such
imbalances may affect communicitions between providers and clientx.

* Praise and encouragement can be useful in establishing rapport with clients.
Genuine praise and encouragement for clients will show respect tor their efforts
as individuals to trv to deal with health problems. no matter how misguided or
uninformed their efforts may be.
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Praise and Encouragement

Showing respect
cultures, genuine praise and encouragemen
individuals to try to deal with health problems, ro matier how
past efforts may have been. In addition, praise and encourageme

supports clients’ right to dignity in their interactions with providers. In many
t for clients will show respect for their efforts as
misguided or uninformed their

nt are usually effective in help-

ing clients to acknowledge and solve their problems.

Praise

Praise means the expression of approval or admiratio
means reinforeing good behavior—i.e., identifying an

done. Examples include:

n. [n the health care setting, to give praise
d supporting the good things clients have

* Showing that you respect their concern for their health

» Acknowledging difficulties they may have overcome 1o be at the facility

s Looking for something to approve of rather than to criticize

Encouragement

Encouragement means giv
encouragement means letting clients know th

ing courage, confidence, and hope. In the health care setting, to give
at vou believe they can overcome their problems

and helping them find ways Lo do so. Examples include:

Pointing out hopeful possibilities

» Focusing on what is good about what they have done and urging them to continue

s Telling them they are already helping themselves by coming to the health facility

Note: Adapted from: Tabbutt. 1995.

Praise and Encouragement: Client Situations and Provider Responses

Client’s situation and statement

Provider’s response

Woman whose first antenatal visit is in the ninth
month of pregnancy: “l wanted to come for
antenatal care before now, but | could not fing
anyone to look aiter my other children.”

“| know that can be hard. It is good that you
made the effort to come now.”

Woman who arrives at the hospital in difficult
tabor: “I hope you can help me-—my mother-in-
1aw did not think it was necessary for me to
come.”

“It must have been difficult for you to decide to
come to the hospital. It is good that you came
now. Let us see what we can do to help you.”

Parent of an adolescent: “My teenage daughter
has been sleeping with her boyfriend because
of pills she got from this health center!”

“ can understand your concern, and | am glad

| you came to discuss this.”

Husband comes with wife, who has a vaginal
discharge: “My wite telts me | should come, but
this is her problem, not mine.”

“| know it may not seem necessary 1o you, but it
is good that you came anyway. It shows that
you care about your wife’s health.”
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Participant Worksheet

Contract of Respect
As a provider, you have probably found skills that help vou to talk to diverse peopie about vari-
ous problems. However. have vou thought about how vou do this and how vou can do 1t better”

An essential aspect of establishing rapport and building trust is to show respect.

Answer the following questions. Your responses will constitute a “contract of respect.” This con-
tract wiil highlight your promise of respect for vour clients.

* How do you demonstrate respect for clients and their decisions?

* How do you establish rapport with clients?

* How do you assure clients that discussions are confidential?

* How do you maintain a trusting relationship with clients?

3

How do you support clients” right and ability to make decisions?

How do you respond respectfully to clients whose values or decisions vou do not agree with?

Note to participants: Participant Worksheets are provided in several places throughout tris Fando oK. and may &g ¢
used in varying ways during and after the training. Mostly, they are meant to haip teintorze Key corcepis o metra e
ing, to give you another way of thinking about what is presented and discussad. Sofael free 2 road ard ansazt ™
——— | questions at any tme—now, or even monihs from now. whan you fook back on what you leamad —

i
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Provider Beliefs and Attitudes

By the end of this session, vou should be able to:

* Explain how providers beliefs and attitudes can affecct their interactions with chents. both
positively and negatively

* Explain the importance of being aware of vour own beliefs and attitudes. 1o avoid imposing
them on clients or having them become barriers to communication

Essential Ideas—Session 10 -

* Our beliefs shape our artitudes. or the way that we think about and act toward
particular people and ideas. However, our beliefs and attitudes are often o
ingrained that we may be unaware of them until we are confronted with a situa-
tion that challenges them.

* Everyone has a right to his or her own beliefs. However. health care providers
| have a professional obligation to provide health care and to do <o in a respecitul
and nonjudgmental manner. Being aware of your persenal behiefs and how they
affect others—both positively and negatively—will help vou do just that.,

* How we communicate our beliefs and attitudes (both verbally and nonverbullv)
1s &an important aspect of our interactions with clients. Eveny interaction between
health care staff and a client. from the moment he or she enters the health cure
setting until he or she leaves. affects the client by having an impact on his or her;
» Willingness to trust and to share personal information and concerns

> Ability to listen and to retain important information

» Capacity to make decisions that accurately reflect his or her sttuation. needs.
and concerns

» Commitment to comply with treatment and to develop new health-related

behaviors

Beliefs and Attitudes in Integrated SRH Counseling

Beliefs are important to individuals. They help us to explain how things “work™ in the world—
what is right and what is wrong. They usually reflect our values. which are influenced by reh-
gion. education. culture. and family and personal experiences.
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Our beliefs and values shape our aftifudes, or the way that we think about and act toward
particular people or ideas. Consider the following statements. which reflect a range of opinions
about SRH (but not necessarily those of EngenderHealth or your trainers). How these state-
ments make you feel, and what you believe about these topics, can affect the way you provide
services to clients. In this way, your attitudes and beliefs may have both positive and negative
impacts on clients and on their decision making regarding SRH. However, our beliefs and
attitudes often are so ingrained that we may be unaware of them until we are confronted with a
situation that challenges them.

" A woman who knows she is infected with HIV
should not have a baby.”

“AIDS is mostly a problem
*“Homosexuails can change of prostitutes.”
if they really womnt to.”

“Celibacy goes against human nature.”

“CHILDREN SHOULD BE TAUGHT ABOUT
HIV AND OTHER STIS IN SCHOOL.”

How we communicate our beliefs and attitudes (both verbally and nonverbally) is an important
part of our interactions with clients. Qur attitudes, feelings, biases, and values affect how we
treat a client’s problems, needs, and concerns. For example, our private reaction to the client’s
looks. social class, reason for seeking health care. or sexual behavior may affect our tone of
voice and ability to make eye contact, the gentleness or harshness with which we perform pro-
cedures, the delay that we may impose on clients, and whether we consider the full range of
health care needs of each client.

Every interaction between health care staff and clients——from the time they enter the health
care system until they leave—affects clients’ comfort and their satisfaction with the care they
received, how well they carry out decisions made during the counseling session, and whether
they come back for follow-up or if problems arise. Regardless of your personal beliefs, as a
health care provider you have a professional responsibility to offer SRH care in a respectiul and
nonjudgmental manner. Being aware of your own beliefs can help you identify the potential for
being judgmental and alter your behavior, so as to avoid it and the negative effects that this can
have on clients.
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Sexuality

By the end of this session. vou should be able to:

Identify (to vourself) how vour personal experiences of sexual development und lzwming can
affect vour current views and feelings about sexuality issues

Explain how your own views and feelings about sexuality might intluence vour approach to
counseling clients on these 1ssues

List four elements of sexuality and describe how they encompass much of our life experience

Describe milestones in sexual and social development

Essential Ideas—Session 11

Part A: Reflections on How We Learned about Sexuality

* Qur own beliefs and attitudes about sexuality and sexual practices mav affedt
how we talk to our clicnts about sexuality, as well as our comfort in domy <o
Perceiving where our own feetings and beliefs came from can help us empathize
with the experiences of clients and understand the difficubties we all have in talk-
ing about our sexuality.

* Sexual practices and relationships are affected by the wav we tecl about sex,
what we think is proper and improper. and what 1t ineans to relate to snother per-
son in a sexual way. These types of thoughts and feelings are often filied with
emotions. including pleasure and sometimes fear. guilt. shame, or embarrass-
ment. These feelings come from our personal experiences and also from the
meanings that our society and culture attach to sex.

* This exercise alone might not help us to feel more comfortable discussing sexu-
ality with our clients. but it can be a helpful step in the process.

Part B: Aspects of Sexuality
* Four aspects of sexuality—sensuality, intimacy and relationships. sexual identiy,
and sexual health—encompass much of our life experience. Being able to appre-
ciate the complexity of sexuality in our clients” Jtves may help us 1o be
able to address sexuality in a more understanding way and to address sexuality-
related issues bevond sexual behaviors and intercourse. These issues plav an
important role in how our clients make SRH-related decisions,
icontinued

s

-

/
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Essential Ideas—Session 11 (continued)

Part C: Sexual and Social Development

* Sexual development is a lifelong process, combining our bodies’ changing needs
with the messages that we constantly receive from our social environment about
what is “normal” and about how to fulill our needs for physical and emotional
closeness.

* Early influences in a client’s life may result in unhealthy behaviors as an adulr. Tt
is important to help the client understand how or why he or she is unhealthy and to
find acceptable ways of changing those behaviors. We can also acknowledge the
needs of young people for information and reassurarce about SRH, as well as the
needs of older adults for information, reassurance, and health care services that
support their continuing sexual expression and health beyond the reproductive
years.
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Participant Worksheet

Reflections on How We Learned about Sexuality

Spend the next 60 seconds writing down {on a separate piece of paper) all of the words that come
to mind when you think of how you learned about sexuality. Write whatever comes to mind.
Keep your pen to the paper and write for the entire 60 seconds. [t will be for vour eves onlv. and
you can destroy it when you have finished.

Now do the same for beliefs and attitudes that vou have about sexuality and sexual practices

Then, think about the following questions to see how this relates to vour work in integrated SRH
counseling:

* How do vour experiences, beliefs. and attitudes concerning sexuality atfect the wav vou talk
with clients?

* How do you think clienzs” experiences. beliefs. and attitudes concerning sexuality affect the;
ability to talk with you?

* How do you feel when discussing sexuality or sexual practices with clients?

* How do you think clients feel when discussing these topics with vou?

* What can you do to make yourself or your clients more comfortable with discussing sexuality
or sexual practices in the clinic setting”?

Note to participants: Paricipant Worksheets are provided in several ptaces throughout this handbook. ans May be

used in varying ways dunng and after the training. Mostly. they are meant to heip reinforce key concepts of ms van.

ing. to give you another way of thinking about what is presented and discussed. So feel free to reax and arsnzr s
questions at any time—now, or even months from now, when YOu look back on what you ieamed. -_—
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Background Materials

Aspects of Sexuality

Sexuality is an expression of who we are as human beings. Sexuality includes all of the feel-
ings, thoughts, and behaviors related to being male or fernaie. to being attractive and being n
love, as well as to being in relationships that include intimacy and physical sexual activity.

Sexuality begins before bitth and lasts throughout a person’s life span. Our sexuality is shaped
by our values, attitudes, behaviors, physical appearance, belicls, emotions, personality. likes
and dislikes, spirituality, and all of the ways in which we have been socialized. Consequently,
the ways in which an individual expresses his or her sexuality are influenced by ethical, spiritu-
al. cultural, and moral factors.

Four Aspects of Sexuality

1. Sensuality is how our bodies derive pleasure. It is the part of our cxperience that deals with
the five senses: touch, sight, hearing. smell, and taste. Any of these senscs, when enjoyed,
can be “sensual” Scnsuality is also part of the sexual response cycle, because it is the mecha-
nism that enables us to enjoy and respond to sexual pleasire.

Our body image is part of our sensuality. Whether we feel attractive and proud of our body
influences many aspects of our lives.

Our need to be touched and held by others in loving and caring ways is called skin hunger.
Adolescents typically receive less touch from family members than do young children.
Therefore, many teenagers satisty their skin hunger through close physical contact with a
peer. Sexual intercourse may result from a teenager’s need to be held, rather than from sexual
desire.

2. Intimacy is the part of sexuality that deals with the emotional aspect of relationships. Our
ability to love, trust, and care for others is based on our fevels of intimacy. We learn about
intimacy from those rel ationships around us, particularly those within our families.

Emotional risk-taking is part of infimacy. To have true intimacy with others, a person must
open up and share feelings and personal information. We take a risk when we do this, but
intimacy is not possible otherwise.

3. Every individual has his or her own personal sexual identity. This can be divided into four
main elements:

« Biological sex is based on our physical status of beiny either male or female.

o Gender identiry is how we fecl about being male or female. Gender identity starts to form
around age 2, when a little boy or girl realizes that he or she is different from people of the
opposite sex.

e Gender roles are society’s expectations of us, based on our biological sex. What behaviors
do we expect of men and what behaviors do we expect of women? And when did we learn
to expect these behaviors? These expectations are sender roles, and they begin to form
very early in life.

o Sexual orientation is the final element of sexual identity. Sexnal orientation refers to the
biological sex to which we are attracted romantically. Our oricntation can be heterosexual
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(attracted to the opposite sex). bisexual (attracted to both sexes). or homosexual vattracted
to the same sexi. People often confuse sexual orientation and gender reles For example, if
aman is very feminine or a woman is very masculine. people often assume that these indi-
viduals are homosexual. However. they actually are expressing dJifferent fender roles:
Their masculine or feminine behavior has nothing to do with their sexual orientation. A
homosexual man may be very feminine. very masculine. or neither: the <ame applies 10
heterosexual men. Also. a person may engage 1n same-sex behavior and not consider him-
self or herself homosexual.

4. Sexual health involves our behavior related to producing children. enjoving sexuad relation-
ships. and maintaining our sexual and reproductive organs. Issues Like sexual intercourse.
pregnancy. and STIs are part of our sexual health. It also refers to the right to exercise control
over one's sexuality free of coercion or violence (see Session 2 for more INtOrMation on sexual
health).

Note: This section was adapted from: EngenderHealth, 2003k,

Sexual and Social Development

Worldwide. people reach many milestones in sexual and social development at generally the
same age. although they may follow patterns that vary from culture to culture.

When you review the following information. it is Iportant o remember that some of these
milestones arc indications of normal physical development. some are common behavioral reac-
tions to physiological development. and some are culturally determined nerms. In evers culture.
a great many individuals have experiences that do not conform to their soctety's norms and
mores. In your dealings with clients, be careful not to assume that all clicnie behaviors will
adhere to the societal norm.

Milestones in Male and Female Sexual and Social Development

* Begins 1o have sexual responses. Qceurs before birth. A male fetus achieves genital erections
In utero: some males are even born with erections. Sexual responses i females are also
believed to occur before birth.

* Explores one'’s own genituls {masturbatesi for the first time. Occurs between ages & monghs
and T year. As soon as babies can touch their genttals, they begin to explore their bodies.

* Shows an understanding of gender identiry, Occurs by age 2. Children are aware of their bio-
logical sex.

* Shows an undersianding of gender roles. Occurs between agex 3 and 5. Children begin to
conform to society’s messages about how males and females should act.

* Asks questions about where babies come from. Occurs between ages 3 and 5.

* Begins to show romantic interest. Occurs by ages 5 to 12. although this may vary by culture.
Al this stage. children show the first signs of sexual orientation (scxual preference toward
males or females).

* Shows the first physical signs of puberty (the transition from childhood 1o maturation .
Occurs by ages 8 to 12. This usually occurs slightly earlier for girls than for bovs.
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* Begins to produce sperm {boys). Occurs between ages 11 and 18, This milestone depends in
part on the child’s nutrition and may be delayed where nutrition is severely compromised.

* Begins to menstruate (girls). Occurs between ages 9 and 16. This milestone depends in part
on the child’s nutrition and may be delayed where putriticn is severely compromised.

e Begins to engage in romantic acfivity. Occurs by ages 10 10 15. This milestone depends heav-
ily on cultural factors.

 Has sex for the first time. This varies greatly by culture. but mid-to-late adolescence 1s fairly
common across cultures. Many societies have cultural taboos against sexual experience out-
side of a traditional heterosexual marriage; in other cullures, a couple is expected to have
sex—or even conceive a first child—before marriage; an:d in other cultures, same-sex sexual
experiences are common. An individual’s first sexual experience may not be consistent with
what society condones. For example, in many societies, girls would be disgraced by having
premarital or casual sex, whereas young men in the same culture may be expected or encour-
aged to have sex before marriage. This does not mean thal some—or even many—girls m
these cultures do not have premarital sex, but it does mean that they may be afraid to disclose
any sexual experience they have had to health care workers or to others.

» Gets married. Timing varies greatly by culture. In some caltures, girls and boys are married
very young; in others, young girls are married to older men. In some parts of the world, com-
mon-law unions are the predominant pattern. However, these retationships, like marriage, are
a proxy for age at initiation of sexual activity.

e Begins to bear children. Many factors determine when and if a person has a first child. First
childbirth varies by community and by individual. In some communities, the first child is
expected to be born before marriage (as a proof of fertility} or without marriage. In other cul-
tures, first childbirth is expected to occur after marriage, while in others, pregnancy may lead
people to marry. In some cultures, couples increasingly are choosing to delay childbirth or to
have no children at all, a change made possible by the availability of effective contraception
and, in some cases, induced abortion.

o Experiences menopause/male climacteric. Menopause occurs in women at around age 50 (it
can start in the late 30s or early 40s as well); male climacteric occurs between ages 45 and
65. Menopause occurs when a woman goes through a process of physiological changes char-
acterized by the end of ovulation, menstruation, and the capacity to reproduce. Male climac-
teric is characterized by a decrease in testosterone production. For both sexes, this midlife
process of transition results in changes in a person’s physical structure, hormonal profile, and
sexual functioning.

» Experiences sexuality in later life. Older adults (those aged 50 to 60 or beyond) can remain
sexually active to the end of their life. Though some age-related changes in sexuality take
place, the total loss of sexual functioning is not a part of the normal aging process.
Biological changes, illnesses, therapies for those illnesses, and psychological and social fac-
tors can affect sexuality and sexual functioning.

Note: This section was adapted from: EngenderHealth, 2000, pp. 3.6-3.77.
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Participant Worksheet
Sexual and Social Development

Throughout the world. people develop sexually and socially throughout their lives. Please num-
ber the following milestones from first to last (] for the first milestone to occur in a person’'s life,
2 for the second. etc.). Then compare vour answers with the milestones described on page 54
Your answers could be somewhat different. due to variations in individual eXperience or o varia-
tions in cultural norms. However. the basic developmental steps seem to be remarkably stmnilar
across cultures.

Begins to menstruate {girls)

Begins to show romantic interest
Shows an understanding of gender identiy
Has sex for the first time
Begins to bear children
Explores one’s own genitals (masturbates) for the first time
Experiences sexuality in later life
Experiences menopause/male climacteric
Begins to have sexual responses
Asks questions about where babies come from
Shows an understanding ot gender roles
Gets marrned
__ Begins to engage in romantic activity
Shows the first physical signs of puberty (the transition from childhood to maturation:

Begins to produce sperm (bovs)

Note to participants: Participant Worksheets are provided in several places throughout this harabook, 22 may o8
used in varying ways during and after the training. Mostly, they are meant ‘o help reinlorca Key Coniepts of e tran
ing. to give you another way of thinking about what is presented and discussed So feel frea to raad ant ansa
questions at any time-—now. or even months from now, when you ook bask on what you izarmed
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Variations in Sexual Behavior

By the end of this session. vou should be able to-
* Identify your own biases and judgments related to various sexual behaviors

* Recognize differences in individual and cultural perspectives about sexual behavior, inelud-
ing differences in what is considered “normal” or “acceptable™

* Explain why it is important to be nonjudgmental about sexual behaviors when counseling
clients about SRH

* Be more comfortable when discussing a range of sexual hehaviors with clients

/ Essential Ideas—Session 12 \

I

L. Although reproductive heulth providers have offered services for many vears,
i rarely do they discuss sexual practices with clients. HIV and AIDS have hejght-
( ened providers’ awareness of the need to address sexual beuhaviors more tfrankly
| and directly.

|
{
i

| This exercise is meant to help us understand how providers” biuses about sexuyl
| behaviors might affect a client's feelings about discussing such intimate jssues.

* We all make value judgments regarding sexual behaviors and the circumstances
under which people engage in sexual practices. but 1o be effective providers we
must not impose our own values on clients as we cxplore their individual needs
and situations.

* The term sex is often thought to refer to penile-vaginal mniercourse oniy. but sex-
| ual behaviors can be defined much meore broadly. [f yYou assume that “sex”
means penile-vaginal intercourse. ¥ou may miss important information.

* If a provider does not address the issue of sexual practices. clients Mma\ receive
inadequate or inappropriate information and may engage in behaviors that
increase their risk of infection or unintended pregnancy. Assumptions and
misunderstandings about clients’ sexual practices can leave them without the
information, skills. or methods they need to protect themselves.

AN S
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Session 13
Building Rapport with Male Clients
and with Adolescent Clients

By the end of this session, you should be able to:
* Describe the special needs and concerns of two tvpes of clients—men and adolescents
* Explain the importance of building rapport immediately with male clients and adolescents

* Describe how providers can build rapport with male clients and adolescents

Essential Ideas—Session 13 ™

* In providing integrated SRH counseling, it is important to be able to meet the

needs of all individuals. Most providers are accustomed to dealing with onh

[ married. female clients. and may feel awkward talking with men or with unmur-

ried adolescents. In addition. cultural barriers may makc it even more difficult 1o

discuss sexuality concerns with someone of the Oppostte sex or with an unmar-
ried youth,

* These communication barriers make men’s and adolescents needs for integrated
SRH counseling more acute, as thev often cannot get information or services
that they need to prevent unintended pregnancy or HIV and STIs and mav be
accessing services only because they already have a serious problem.

* The purpose of this session is to help you to appreciate the needs and special
concerns of these clients. to take the first step toward making such clients fee]
welcome and comfortable.

Understanding Men’s Needs and Roles

Providers who are about to start working with men often report wanting more training on how o
talk to men in counseling sessions. Many are aware that there may be differences between how
to talk with men about sexuality issues and how they work with women in traditional tamily
planning counseling. While it is impossible to generalize communication approaches that work
best for all men, an understanding of men’s needs and roles might help providers engage men

more successfully in discussions of sexuality and sexual health.

The following are some characteristics of men that have been identified through cross-cultural
research on men'’s needs and roles. Again. these characteristics do not define all men. but rather
provide a framework for considering approaches to communicating with men.
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Session 13
Building Rapport with Male Clients
and with Adolescent Clients

By the end of this session. you should be able to:
* Describe the special needs and concerns of two types of clients—men and adolescents
* Explain the importance of building rapport immediately with male clients and adolescenis

* Describe how providers can build rapport with male clients and adolescents

Essential Ideas—Session 13 AN

* In providing integrated SRH counseling. it 1s important to be able to meet the
needs of all individuals, Most providers are accustomed to dealing with only
married. female clients. and may feel awkward talking with men or with unmur-
ried adolescents. In addition. cultural barriers may make it even more ditficult to
discuss sexuality concerns with someone of the opposite sex or with an unmar-
ried youth.

'« These communication barriers make men’s and adolescents” needs for integrated
. SRH counseling more acute. as they often cannot get information Or servies
that they need to prevent unintended pregnancy or HIV and STIs and may be
accessing services only because they already have a serious problem.

* The purpose of this session is to help you to appreciate the needs and special
concerns of these clients. to take the first step toward making such clients feel
welcome and comtortable.

Understanding Men’s Needs and Roles

Providers who are about to start working with men often report wanting more training on how o
talk to men in counseling sessions. Many are aware that there may be differences between how
to talk with men about sexuality issues and how they work with women n traditional famuly
planning counseling. While it is impossible to generalize communication approaches that work
best for all men. an understanding of men's needs and roles might help providers engage men
more successfully in discussions of sexuality and sexual health.

The following are some characteristics of men that have been identified through cross-cultural

research on men's needs and roles. Again, these characteristics do not define all men. but rather
provide a framework for considering approaches to communicating with men.
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Men Are Decision Makers

Men are usually socialized to act decisively and to be in control. This can cause conflict when a
man visits a health facility, either alone or with his partner. and essentially 1s told what to do.
Men are generally more comfortable if they can make their own decisions. A provider can help
facilitate this process by affirming that a man’s health-secking behavior (i.e., coming to the
clinic} is appropriate and then by probing about what decisions he is considering. If he is not
sure, the provider can help affirm his ability to make decisions by asking the client how he has
handled other problematic sitvations in his life. If he is still not sure, the provider can suggest a
number of decisions he could make in this situation, rather than telling him or giving orders.

Scenario

A man has come to your health facility because he had unprotected sex and is concerned he may
have contracted an STL

What might not work: The provider might simply tell the man that unprotected sex puts him at risk
for STls, show him how 1o use a condom, give him condoms, and then tell him that he needs to use
one every time he has sex.

What might work: The provider might say: “You made a really good decision to come here today
for help. You have told me that there are times you have successfully used condoms in the past.
What do you think worked for you when you used condoms? How might you make sure you use
condoms every time in the futare?”

Men May Be Reluctant to Appear Ignorant

Men are often socialized to know it all when it comes to scx. Admitting that they might not
know something, especially something related to sex, creatcs anxtety for men who are con-
cerned about their sense of manhood. In a counseling session, this may be a problem if the
provider is expecting a man to ask questions or ask for clarification on issues, or if the provider
asks men questions such as “Do you have any questions about that?”’ or “Do you understand
what I am saying?” Men are not likely to ask questions or 1o admit that they do not understand.

One technique providers can use to address this is to make it okay for men not to know. Instead
of asking men to acknowledge what they do not know, providers can take the burden off a man
by proactively giving him information without making him appear ignorant.

Scenario
A provider is about to do a condom demonstration for 4 man.
What might not work: The provider might ask the man if he knows how to correctly put on a con-

dom, the man might reply “yes,” and the provider would not do the demonstration. Or the provider
might do a condom demonstration and then ask, “Do you have any questions?”

What might work: The provider might say: “I am sure you already know how to put on a condom
correctly, but why don’t I just review a few important points about what some men struggle with.. .
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Men May Be More Comfortable with Thoughts and Actions Than with Emotions

In general. men are more comfortable with concrete. cognitive thinking. and are less comtort-
able than women are with discussing feelings. In a counscling session. the provider might tocus
on thoughts and decision-making steps rather than on a discussion of emotions. If yvou ask a
man how he felt when he found out that his partner was pregnant. he might not be quick to
describe his feelings, but if you ask him what thoughts were going through his mind. he muy be
more likely to begin discussing this. He will likely be more comfortable with talking about
what he thinks he should do in relation to the unintended pregnancy than with discussing how
he feels.

Scenario

A man comes to a health facility to be tested for an STL During the screening provess, the man
reveals that his partner has just found out that she is pregnant. It 1s an unintended pregnancy.

What might not work: The provider might ask the man: “Your partner just found out ~she 1s preg-
nant? How do vou feel about that™

What might work: The provider might say: “I really appreciate your sharing this news about your
partner’s pregnancy. That is not an easy thing to do. but it was a good idea to boingatup. [t sounds as
if you have been thinking about this a lot. What have you been thinking”? What do you want e do to
help her?”

Men Like to Know That Other Men Share Their Fears and Concerns

A man may be more comfortable with discussing his feelings if the provider vahdutes that s
fears or concerns are normal and that other men have shared similar sentiments. It the provider
suspects that a man has a concern that he is not communicating. the provider can ik about that
issue in terms of what other men like him have shared in the past. In addition. a man i~ likeh 1o
be more comfortable. confident. and open to discussing confusion. fear. or other fechngs arrer
his immediate needs have been met.

Scenario

A man has come to a health facility for STI screening. After his examination 1s completed. he seems
to be looking through a brochure on erectile dyvsfunction on the desk.

What might not work: The provider might ask the man: “Are you looking at thut brochure on erec-
tile dysfunction? Is there something you want to talk about””

What might work: The provider might say: “T see you are looking at our most popular brochure
You know. mamy men are concerned about erectile dvstunction. There was a man in here the other
day who asked me about treatment. and [ told him that a ot of men have been having <uccess
using...."
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Sample Phrases to Use When Addressing Men, Based on Their Needs and Roles

Need or role

Sample phrase

Men are decision makers
and want to solve their
own problems

“You made a really good decision to come here for help today.”
“¥ou made a good decision 1o use a condom that time.”

“It was a good decisicn to talk to your partner about
contraception.”

“How will you let the people you have had sex with know that they
need toc come in to be checked for this infection?”

“How do you plan to talk to your partner about this problem?”

Men are supposed to know it all
when it comes to sex

“You may already know this, but...”

“You have probably heard this before, but | have to tell all of my
clients that...”

“I am sure you already know how to put on a condom correctly,
but why don't we just review a few important points about...”

“L.et me just point out a few tips for you.”

“I would like to be sure you understand how you got that disease.”

Men might not ask guestions
about sex

“There was a man in here the other day, and he asked me about
erectile dysfunction, and let me tell you what | told him.”

“Even when we have dealt effectively with a problem, we
sometimes have a few remaining doubts afterward. Is there
anything more you would like to discuss with me?”

“You seem to understand in general how to use condoms, but
are there any points you would like to know a little more about?”

“As long as you are here today, are there any things you would
like to ask or tell me about?”

Men want to know that they are
“normal” and as good as or better
than other men

"Many men are concerned about the same thing.”
“You know, many men have asked that question before.”

“A lot of men wonder about that.”

Men may need validation for
asking questions about sex

“That is a really good question.”
“I am glad you asked about that.”
“You are really brave to ask that.”

“It is great that you came here to get more information about that.”

Adapied from: EngenderHealth, 2003b.
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SRH Services and Counseling for Adolescents

The two main reasons why SRH programs should offer counscling and clinical services o
adolescents are:

Young people have a right to quality reproductive health services.

Young people need reproductive health services.

Reasons why adolescents may be at risk for SRH problems include:

Lack of knowledge and information
Lack of access to services and programs

Psychological and social barriers to accessing services

SRH services and counseling can help adolescents:

Protect and improve their current health

Understand their sexuality and SRH needs

Learn to take active responsibility for their reproductive heualth
Prevent unintended pregnancies

Prevent serious health problems and premature death duee to complications from o presnuncy
that occurs too early or from an unsafe abortion

Avoid STls
Make informed chotces about SRH

Ensure a healthy future

When counseling young people. providers have a responsibility to:

Be a reliable. factual source of information about SRH. including pregnancy and STI
prevention

Create an atmosphere of privacy, respect, and trust. so that voung people will feel free 1o ask
questions, voice concerns, and discuss intimate sexual issues

Engage in a dialogue or open discussion with the voung person

Offer choices. not judge the voung person’s decision. and accept his or her right to choose
and the choices made

Note: Adapted from: Barnett & Schuelier. 2000, Chapters 1. 2. and 6.

EngenderHealth
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Communication Skills

Good counseling requires good communication skills. The
abilities to establish rapport. to elicit information. and to
provide information cffectively are necessary to support
clients informed and voluntary decision making. To effecuvely
assess clients’ needs. providers need 1o couple open-ended
questions that encourage clients to talk about themselves with
active listening skills and effective paraphrasing. to ensure
comprehension. To give appropriate information, providers
must be able to communicate their knowledge about SRH
issues effectively. This requires the ability to explam things 1n
language and terms the client understands cwith or without the
help of visual aids). and comfort in talking about issues related
to sexuality. Developing rapport was introduced 10 Session 9.
The training sessions that follow introduce the other essential

communication skibs,
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Session 14
Asking Open-Ended Questions

By the end of this session. vou should be able to-

Describe two basic types of questions used when communicating with SRH clients

Explain the importance of open-ended (and feeling/opinion) questions in assessing clients
needs and knowledge

Reformulate closed-ended questions into open-ended questions

Identify open-ended questions with which to explore sexuality issues related to HIV and STI
risk. antenatal. postpartum. and family planning concerns. and other SRH issues

Essential Ideas—Session 14

* Asking questions is important if a provider is to accurately assess a client’~ SR
needs and knowledge early in the counsehng and to activelv involve the client
| throughout the session.

* There arc two categories of questions. based on the kind of answer that thev
bring forth. Closed-ended questions usually require only a very short response,
often just one word. Open-ended questions allow the possibility of longer
responses and often involve the client's opinion or teelings.

* Both types of questions have important roles in integrated SRH counseling.
However, providers have historically relied much too heavily on closed-ended
questions and thus have limited clients’ involvement in information sharing and
decision making. Being able to ask more open-ended guestions will muake it cusier
for vou to help clients explore their options and feclings.

Why Do We Ask Questions during Integrated SRH Counseling?

To assess the client’s SRH needs and knowledge

To involve the client as an active partner and elicit his or her needs. concerns. and preferences
To establish a good relationship by showing concern and interest

To prioritize the key issues to target during the (normally) brief time available for counseling
To determine what educationat or language level will be best understood by the client

To avoid repeating information that the client already knows

To identify areas of misinformation to correct

Nore: Adapted from: Tabbutt. 1993,
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Types of Questions

Closed-ended questions usually will be answered with a very short response, often just one
word. A closed-ended question calls for a brief, exact reply. such as “yes,” “no,” or a number or
fact. These are good questions for gathering important medical and background information
quickly. Examples include:

* How old are you?
 How many children do you have?
* When was your last menstrual period?

¢ When did the bleeding start? (for postabortion care chents)

Open-ended questions are useful for exploring the client’s opinions and feelings and usually
require Jonger responses. These guestions are more effective in determining what the client
needs (in terms of information or emotional support} and what he or she already knows.
Examptes include:

« How can we help you today?
» What do you think could have caused this problem?
» What have you heard abont this family planning method?

» [For postabortion care clients] How did you fecl when you first found out you were preg-
nant? How do you feel now?

e What questions or concerns does your husband/partner have about your condition?

e What do you plan to do te protect yourself from getting a sexually transmitted infection
again?

» What made you decide to use the same method as your sister?

Note: Adapted from: EngenderHealth, 2003¢.
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Participant Worksheet
Asking Open-Ended Questions about SRH Concerns

Instructions: For each area below. identify questions to ask the client to get information or to
determine the client’s concerns about the topic. This fist of issues should nor be used ax a check-
list; it is merely a guide to help you remember some of the points that are important to cover,
Remember to use open-ended questions as much as possible,

Family Planning
What questions would you ask clients about:

* Reproductive intentions (t.e.. plans for number and timmg of pregnancies)

* Feelings about the possibility of becoming pregnant

* Knowledge of contraceptive methods

* Previous contraceptive use. if any

* The impact on sexual pleasure of contraceptive methods (¢.g.. condoms or other barrier methods
* Partner’s attitudes about contraception in general and about spectfic methods

* Fear of specific methods because of rumors or the experiences of others

HIV and STIs
What questions would you ask clients about:

* Knowledge about HIV and sexually transmitted infections (STIs), including how thev ure
transmitted and the symptoms or s1gns that someone has an ST or HIV

* Knowledge about how to avoid getting an STI or HIV

* History of STIs or other infections

* Number (and gender) of sexual partners currently and in the past
* Knowledge of partner's sexual practices and other partners

* Condom use

* Sexwnal practices and behaviors

Antenatal and Postpartum
What questions would you ask an antenatal or postpartum client about:

* Previous pregnancy and delivery experience (if any)
* Physical changes during normal pregnancy
* Diet and nutrition during pregnancy and breastfeeding

Work and activity leve] during pregnancy

-

Danger signs during pregnancy
* Sexual activity during pregnancy
* Contraception after pregnancy

fContinmued
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»

Participant Worksheet

Asking Open-Ended Questions about SRH Concerns (continued)

Antenatal and Postpartum (continued)

Plans for delivery, including emergency situations
Breastfeeding

Sexual activity after delivery

Postpartum danger $1gns

Immunization for the newborn

Postabortion
What questions would you ask a postabortion care client about:

Her current physical condition

Her current emotional condition

Her understanding of what is happening to her body
What to expect during the procedure

Possible side effects and complications

Return to fertility

Her plans for conception or contraception after procedure
Her exposure to HIV or other STIs

Her need for other health or social services

Sexuality Issues for Any Client
What guestions would you ask any client about:

Past surgery or diseases rejevant to sexual functioning

Infertility concerns '

Breast self-examination (for women) or prostate examination (for men)
Sexual concerns with the onset of menopause (if appropriate)

Problems with sexual activity (¢-g., sexual dysfunction in the client or hi

Impact of drug or alcohol use on sexual activity and risks
Experience with female genital mutilation

Experience of recent or past sexual coercion or violence

s or her partner, pain
during sex, insufficient lubrication [for women], or lack of desire, orgasm, or sexual satisfaction)

Note to participants: Participant Worksheets are provided in several piaces throughout this handbook, and may be
used in varying ways during and after the training. Mosily, they are meant 1o help reinforce key concepts of the train-
ing, to give you another way of thinking about what is presented and discussed. So feel free to read and answer the
questions at any time—naw, o aven months from now, when you took back on what you learned.
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Listening and Paraphrasing

By the end of this session. you should be able to-

Describe at least two purposes of listening as a kev communication skill for counschng

List at least three indicators of effective listening

Name at least two purposes of paraphrasing in counseling

Demonstrate paraphrasing

/

* Effective listening is a primary tool for showing respect and establishing rappornt

N,

Essential Ideas—Session 15 AN

with the client. When a provider does not listen well. it Is casy for a clhient to
assume that his or her situation is not important to the provider. or thut he or <he
as an individual is not important 1o the provider. Thus, it i~ hard 1o develop the
trust necessary for good counseling if the provider is not listening effectively.

Effective listening is also a kev communication skill for counseling. 1t < impor-
tant for most efficiently determining what the client needs, what the chient's real
concerns are, and what the client already knows about his or her sHuution.

Listening skills can be tmproved by:

» Maintaining eyve contact with the speaker (within cultural norms)

» Being attentive to the speaker (e.2.. not doing other tasks at the same time:
» Not interrupting

> Showing interest by nodding. leaning toward the client. and smiling

FParaphrasing means restating the client's message simply and in vour own words.
The purposes of paraphrasing are to:

» Make sure you have understood the client correctly

» Let the client know that you are tryving to understand his or her basic messages

» Summarize or clarify what the client is trying to say

EngenderHeaith Comprehensive Counseling for Reproductive Health—Faricipant's Handbook
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Effective Listening

Listening skills can be improved by:

Maintaining eye contact with the speaker (within cultural norms)

Demonstrating interest by nodding, leaning toward the ¢lient, and smiling

Sitting comfortably and avoiding distracting movements

Paying atlention to the speaker (e.g.. not doing other tasks at the same time, not talking to
other people, not interrupting, and not allowing others to interrupt)

Listening to your client carefully, instead of thinking about other things or about what you
are going to say next

Listening to what your clients say and how they say it, and noticing the client’s tone of voice,
choice of words, facial expressions, and gestures

Imagining yourself in your client’s situation as you listen

Keeping silent sometimes, and thus giving your client ime (o think, ask questions, and talk

Note: Adapted from: EngenderHealth. 2003¢: and Rinchart. Rudy, & Drennan, 1998,
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Participant Worksheet
Listening and Paraphrasing

You are a female client who is married. You know that vour husband has other sexual partners
and you have recently had an unusual discharge from vour vagina. You have come to the clinic
for family planning counseling. but you hope to be able to ask about the discharge. When it 1s
your turn to meet with the provider. you are surprised to find that others are around and can easi-
ly hear your conversation. During the counseling session, the provider s verv distracted. She
| looks everywhere but at you. She talks with other health care staff and dees not seem 1o hear or
care about what you are saying.

After you say that you have come for family planning. the provider asks only for vour age and
how many children vou have. She does not ask vou any questions pertaining to vour personal sit-
uation and does not listen when vou try to explain about the discharge. You decide that the
provider must know more than vou do and that vour opinion must not be worth expressing. <o
you stop talking. The provider ends the counseling session bv telling vou that orul contraceptives
would be best for your needs and to pick them up from the receplionist On v our Wl out,

It you were this client. how wouid you answer the tollowing questions !

* How did you feel about this counseling session?

* What made you think that the provider was not listening to vou?

¢ How did you feel when the provider did not listen to vou?

* What could the provider have done to assess vour needs better?

Note to participants: Participant Worksheets are providad i several places throughowt tres nana
used in varying ways during and after the traming. Mostly, they are mzant to help reinforce key coroepis 24
ing. to give you another way of thinking about what is presented and discussad. So feal free 15 read ard arsasr rma
guestions at any time—now. or even months from now. when you Jook back on what vou leameg
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Using Language That Clients Can Understand

By the end of this session. you should be able to:

* Be more comfortable using sexual terminology with clients

* Refer to local words for sexual acts and body parts, to make the link between the words that
the client understands and words that vou are comfortable using

* Demonstrate the use of simple language to explain sexual and reproductive anastomy and
physiology to clients

Essential Ideas—Session 16

Part A: Language and Sexuality

* One challenge that peopie confront in discussing matters related 1o sexuahity and
SRH 1s in choosing the words to use. Sometimes the words that come to mind
seem either too clinical or too offensive. However. to communicate effectivelv,
you as a provider must know the words that a client would understand.

* You should not feel obliged to use throughout the counsching sesston words that
you consider offensive. However. it is important to be able to identify the word &
client uses for a particular body part or activity and then explamn to the client
that. when a particular medical term is used. it is referring to that.

* If vou are comfortable enough to use local words as a bridge for understanding,
1t will help the client to overcome his or her own embarrassment at discussing
these subjects. An important part of this tralning process 1s for vou to ~av the
words out loud. so you begin to feel more comfortable about using them or hear-
ing them from clients.

 Part B: Using Simple Language

* For effective communication. it is essential 10 explain issues of SRH in w ays that
. clients understand. Even when we feel that we know something very well. it can
| be hard to find simple ways to explain. This gets casier with practice.

fcontinued:
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Essential Ideas—Session 16 (continued) \

* Asking what the client already knows 1s essential. It lets us know what level of
terminology—e.g.. slang, common words, or medical terms—the chent will
understand. This also gives you a starting point, by reinforcing the client’s cur-
rent knowledge and correcting inaccuracies.

e Not finding out first what the client already knows can lead to two common errors:
explaining at a level beyond his or her comprchension, or wasting time explaining
what he or she already knows (perhaps insulting the client in the process).

« There is rarely enough time in counseling to adequately explain everything that
the client needs to know. This process is much more efficient if the basic infor-
mation about anatomy and physiology and key medical terms are explained in
group-education sessions prior to counseling. Then, during counscling, you can
quickly review the information to see what the client did or did not understand

and what questions he or she might have. J

Sexual and Reproductive Anatomy and Physiology:

Using Language Clients Can Understand
Female Anatomy and Physiology

The ovaries produce eggs and female hormones. Female hormones give women their female
characteristics (like breasts and the way their voices sound) and their sex drive. The woman’s
ovaries release an egg once a month (ovulation).

The fallopian tubes connect cach ovary with the uteras, or womb. When the egg leaves the
ovary after ovulation, it travels through one of the fallopian tubes to the uterus. Fertilization
(conception) is when the man’s sperm (“seed”) enters the egg; this usually happens in the fal-
lopian tube.

Pregnancy occurs when a fertilized egg travels down the fallopian tube and attaches itself to
the wall of the uterus. This is where the fertilized egg grows into a baby, over the course of
nine months.

When a woman of reproductive age is not pregnant. cvery month the uterus sheds its lining,
which is mostly blood. This is called menstruation.

The cervix is the narrow neck of the uterus that connects the uterus with the vagina. The vagina
is the passage that connects the uterus with the outside of the body. Menstrual blood and babies
are expelled from the woman's body through the cervix and then through the vagina. The cervix
has to widen to let a baby through, which is what happens when a pregnant woman goes into
labor. To start a pregnancy, a man and a woman have sexual intercourse and the man ejaculates
in the woman’s vagina. The sperm then travel from the vagina through the cervix and the uterus
until it reaches the fallopian tubes.
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The clitoris is a small bud of tissue. covered with a soft fold of skin. that 13 located above the
urinary opening. which is just above the opening to the vagina. [t is very sensitive 10 tuch.
During sexual arousal. the clitoris swells and becomes erect. It plays an important role in a
woman's sexual pleasure and climax (orgasm). The vulva is the area around the opening of the
vagina, including the folds of skin (labia). the clitoris. the urinary opening. and the opening to
the vagina itself.

Male Anatomy and Physiology
The scrotum is the sack of skin that holds the two testicles.

The testicles produce sperm and male hormones. Male hormones give men their masculine
characteristics (such as facial hair and muscles) and their sex drive (desire for sexual
Intercourse).

Sperm are the man’s “seeds.” the cells that need to join with a woman's egg for fertilization.
After being produced in the testicles, the sperm are stored in the epididymis. o fong curled-up
tube above each testicle.

When the man’s body is ready to reiease sperm. the sperm Jeave the epididvmis and traved
through the vas deferens. (Onc vas deferens leads from cach testicle ) Each vas deferens loops
over the bladder and joins the seminal vesicles. two pouches located on either side ot the
prostate gland. These add a fluid that energizes the sperm.

The prostate gland is located at the base of the bladder. It produces the majority of the fiud
that makes up semen. The prostate fluid s alkaline tbastcr. which is needed to protect the
sperm from the acid environment in the WOImAn s vagina,

Semen is the liquid that comes out of the pents when a man climaxes. It contains sperm and fiu-
ids from the seminal vesicles and the prostate gland. Sperm make up onlv a tiny amount of the
cemen. After a man has a vasectomy. the semen 1s still produced but it no longer contains sperm.

The semen passes from the prostate gland. through the urethra. and out through the penis
During sexual intercourse. the man puts his penis into the woman's vagina and semen -
released (ejacuiation). The urethra is also the tube that carries urine from the pladder when a
(nan urinates. However. when a man ejaculates. a valve at the base of the bladder closes, ~o that
no urine can come out with the semen.

Cowper’s glands are two small glands that release clear fluid into the penis just before ciaculi-
tion. Their purpose is probably to help clean out the acid in the urethra (from urine) before the
sperm pass through. This flud could also contain some sperm or infectious MICTOOTZAnINmS.
Since the man cannot feel or control this fluid when it comes out. 1t is important for him 10 use
1 condom for all contact between his partner and his pents. it there is anv concern about protec-

tion against pregnancy or disease.
Other Terms

When a couple has sex but the man or woman (or both) do something to stop the man's seed
from joining the egg. this is known as contraception.
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The genitals are the external sexual organs, usuaily considered to include the penis, scrotum,
vagina, labia, or clitoris.

Oral sex is when one pariner uses his or her mouth, lips. or tongue to stimulate the other part-
ner’s genitals. Anal sex is when one partner stimulates his or her partner’s anus with his or her
fingers, penis, lips, tongue, or other objects. Oral sex and anal sex carry no risk of pregnancy.
However, sexual infections, including HIV, can be passed in this way, because body fluids and
the germs or microorganisms that cause infections can be shared between partners. (Adapted
from: EngenderHealth, 2000.)

A miscarriage occurs when a woman is pregnant but the Iming of the womb comes out of the
womb, along with the developing baby, before the developing haby is old enough to survive
outside the womb. This ends the pregnancy.

An abortion is when a pregnancy is ended prematurety {before survival outside the uterus is
possible). Abortions may be spontaneous (i.e., a miscarriage) or induced (when the woman
does something to end the pregnancy).

In countries where female genital cutting is practiced, some women may have either the cli-
toris, or the clitoris and labia, removed. In some cases. the labia may be sewn together.
Sometimes this is called female genital mutilation or female circamcision. (Adapted from:
Arkutu, 1995))

Sexually transmitted infections (STIs) are infections passed from person to person, primarily
by sexual contact. They are also known as sexually transrnitted diseases (STDs) or venereal dis-
ease (VD). Some STIs can be passed to a baby during pregnancy, delivery, or breastfeeding.
Others can be passed through unclean surgical instruments, injection needles, and skin-cutting
tools, as well as through blood transfusions.

Discharge is anything moist that comes from the vagina or penis, not including urine. There is
“normal” discharge, such as blood during a woman’s menstruation and a clear, slippery or
sticky wetness that she might feel around the time of ovulation. However, when the wetness
looks or smells different, this may be a sign of an STI: this applies to both men and women.
The discharge might be white, yellow, or slightly greenish; it might smell like yeast or cheese.

Note: Except where otherwise noted, information presented here is adapted from: AVSC International, 1995.
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Using Visual Aids to Explain
Reproductive Anatomy and Physiology

By the end of this session. vou should be able to:
* Develop vour own simple visual aids to use to explain the reproductive systemn to clients

* Explain the importance of being able to draw the reproductive systeni. even if you never do
this with clients

Essential Ideas—Session {7 ~

* The idea behind this session is that if vou can draw the reproductive system. veu
will be much better able to explain it in simple and clear terms. There are several
reasons why this might be true:

» Drawing makes you focus and remember the organs and what they do

» Having more knowledge makes vou more confident ubout explaining to others
and encouraging their questions

» Learning to draw the “private purts™ helps to overcome one’s own cibarmuss-
ment about discussing them

s Talking about sexual body parts and processes makes a lot of people very ner-
vous, and many people show nervousness by laughing. This is normal and goed
for relieving some of the tension. However. training and counseling must be con-
ducted in a respectful manner. Just as making sexual jokes s not appropriate in
the training setting. it should not be allowed between clients and providers either.

» Remembering how vou or some of vour colleagues felt wien vou had to draw
the reproductive system here in the training may help you to empathize with
how clients feel when we use visual aids without proper introduction and
explanation.

¢ This exercise is not about developing “artistic” skills. but by the end most partic-
ipants should be able to do a simple drawing of the male and temale reproduc-
tive systems. Those who feel confident with their drawings may find it easier to
explain complex internal systems to clients. particularly the male anatomy. by
doing a drawing with the client. starting with the simple body outline and then.
as each organ is added to the drawing. describing it and how it works, This tech-
nique may also be useful for training other health workers.

tconlinued

%
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Essential Ideas—Session 17 (continued)

* Having visual aids around the clinic space is good, but not enough to be
considered “education.” Clients may be embuarrassed by anatomy drawings
or may be confused by the representation of internal systems. To be effec-
tive, visual aids need to be explained to clients. The first step is to ask the
client what the picture tooks like to him or her, to understand what the client
is seeing and perceiving in the drawing. The next step is to identify organs
that the client knows and then go on to those that he or she may not know.
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Female Reproductive System
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Male Reproductive System
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Part IV

Helping Clients Assess
Their Comprehensive SRH Needs

and Providing Appropriate Information

In these sessions. vou will begin to apply attitudes and
communication skills to carry out the counseling tasks that
comprise the four general objectives for this training.
Helping clients to assess their own comprehensive SRH
needs requires two-way communication between the client
and the provider. The provider begins by asking appropriate
questions: the client responds and the provider listens: the
provider gives information that the client is lacking or comrects
misinformation related to the client’s needs: and then the
provider helps the client consider how the information
applies to him or her and his or her level of risk. This crucial
phase of counscling thus is a combination of the first two
general objectives—helping clients assess their need for a
range of SRH services, information. and emotional support,
and providing information appropriate to their problems and

needs.
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Introducing the Subject of Sexuality with Clients

By the end of this session. vou should be able to-

* Explain to clients why you will be discussing sensitive and person

Ing. such as STIs and sexual relattonships and behaviors

* List key points to cover with clients to help put them at ease in these discussions

Essential Ideas—Session 18

It is the provider's responsibility to be comfortable with mtroducing the subject
of sexuality and to help the client feel comfortable ahout responding to guestions
concerning their sexual behavior.

Talking about sexuality should never be the first thing that a provider addresses
with the client.

There are important points to explain to clients. to help them understand w hy
you need to ask personal und sensitive questions and to help clicnts fee! more at
ease 1n answering them. When initiating a discussion about sexuality:

» Explain the reasons for asking questions about sexualiny

» Explain the importance of discussing HIV and STIs. and assure the client thut
you discuss this topic with all clients
> Note that what is shared in counseling is confidential. and then ensure privacy

» Explain that the client does not have to answer all questions

When working with clients. frow a counselor or provider asks questions i< just as
tmportant as whar he or she asks. If a provider appears to be nervous or upcom-
fortable. the client is more likely to feel the same way. You should be aware that
nonverbal communication (vour body language. facial expressions. wnd tone of
VoICe) can convey messages as easily as language can.

al Issuex dunng counsel-

N

/!

Introducing the Subject of Sexuality with Clients

When counseling clients on SRH issues. providers often need to ask verv pe
questions. This can be challenging for the client. who may not be
such personal things with someone other than a family member or with
also be challenging for providers. since they too are probably not

such issues. and may fear embarrassing themselves and the client.

EngenderHealth
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Session 18
Introducing the Subject of Sexuality with Clients

By the end of this session. you should be able to:

* Explain to clients why vou will be discussing sensitive and personal issues during counsel-

Ing. such as STIs and sexyy] relationships and behaviors

* List key points to cover with clients to help put them at ease in these discussions

Essential ldeas—Session 1 8

* It is the provider's responsibility to be comfortable with introducing the subject
of sexuality and to help the client fee comfortable about responding to questions
concerning their sexual behavior.

* Talking about sexuality should never he the first thing thar 4 provider addresses
with the client.

* There are important points 1o explain to clients. 1o help them understand w hy
you need to ask personal and SENsHive questions and 1o help clients feel more o
ease mn answering them. When Initiating a discussion about sexuality:
> Explain the reasons for asking questions about sexualiy
> Explain the importance of discussing HIV and STIs. and assure the client thas

you discuss this topic with al] clients
» Note that what is shared in counsehng is confidential. and then ensure privacy

» Explain that the client does not have to answer a] questions

* When working with clients, fiow a counselor or provider ;isks Guestions i« JUST s
Important as whar he or she asks. If a provider dppears o be nervous or uncon-
fortable. the client is more likely to feel the same way. You should be aware tha
nonverbal communication (your body language. fucial expressions. and tone of
voice) can convey messages as easily as language can.

Introducing the Subject of Sexuality with Clients

When counseling clients on SRH Issues, providers often need to ask very personal. <ensitive
questions, This can be challenging for the client, who may not be sccustomed 10 discussing
such personal things with someone other than 4 family member or with anvone at ail. It can
also be challenging for providers. since they too are probably not accustomed 1o discussing

such issues, and may fear embarrassing themselves and the client.
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Talking about sexuality should never be the first thing @ provider addresses with the client. tis
always best to start with general, open-ended questions to eutiblish rapport or to get the conver-
sation rolling. Specifically, the providey should ask open-cnded guestions to determine the
client’s reason for the visit, his or her general health, and bis or her particular cOnCeTNs. This
will help pave the way for the more sensitive questions that you will ask later.

There are important points 1o explain to clients, 10 help them understand why you need to ask
personal and sensitive questions, and 1o help clients feel more di case in answering them. You
and the clients may never be totally comfortable with these discusstons, but, as a provider, it
is important for you 1o get key information about behaviors and relationships that may put
the client at risk of unintended pregnancy, HIV or STIs, and other SRH problems. Your own
comfort and confidence in asking such questions 15 & crucial factor in helping the client to feel
comfortable, t00.

The sample statements on page 87 arc provided merely 10 give you guidelines. You should
introduce the discussion in your owhn way, depending on what is appropriate for your culture,
the service-delivery setting, the chient. and the type of service that the client is seeKing oF the
complaint that the client presents with.
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Session 18

Points to explain

Sample statements

To put the client at ease. explain why you are
asking sensitive questiens. Explain that this
discussion may require asking personal ques-
tions about the client’s sexual behavior and
relationships. Assure the client that the ques-
tions have a direct bearing on the client's health
care and the decisions made during the visit.

“I'will need 1o ask personal questions because
sexual behaviors and relationships may have
something to do with vour health concems or
contraceptive chotces. [t is important for me to
ask y ou these types of questions so I can help
you make health decisions that are right for vou”

Explain that. given the serious nature of HIV
and STIs, it is the policy of vour facility to dis-
cuss HIV and STIs with everyone. Reassure
the client that the questions are routine and that
evervone is asked the same questions.

“Ax vou may know, HIV and other sexually
transmitted imfections iSTIs) are oveurring more
and more in this area. We discuss this with all of
our clients. so we cun make sure that even one
gets the information and services that best mee
their needs. And, 1 it is not relevant to you per-
sonallyv, vou may be able 1o share this informa-
tion with someone else who needs it”

What is shared in counseling should be
confidential. Explain your facility’s confiden-
tiality policy (if applicable) to the client. If vour
facility does not have a confidentiality policy. the
general standard m counseling is that you share
the client's information only with other health
staff and only when necessary (e.g.. for a second
opinion from a colleague). Note that confiden-
tiality is meaningless if other people can heuar
what vou are discussing with the client. and that
ensuring privacy is the first step for maintaining
contfidentiality.

"I want vou to know that what s ou share with me
will stay with me only. [t need to ask another
staff member about xomething. T will ask sou if
thut 1~ okav”

The client does not have to answer all ques-
tions, If the client is not comfortable answering
a particular question. he or she has the right not
LO answer.

"It there are any particular questions vou do net
feel comfortable answering. feel free to let me
know and be aware that vou do not have to
answer all questions.”

Note: Adapted from: EngenderHealth, 20031
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19

The Risk Continuum

By the end of this session. vou should be able to:

* Identify risk for pregnancy. transmission of HIV,

practices

* Explain how one behavior can be high-risk for one condition and low-risk tor another

* Identify ways to lower the risk for some behaviors

¢ Explain in simple terms which behaviors put people at risk for pregnancs, HIV, and other

/

I

|

Essential Ideas—Session 19

* The risk for pregrancy and for transmission of HIV or STls depends not onlv on

sexual practices, but also on factors such as the difficulty of Knowing o pasiner's
sexual history, current practices with other people. and infection status,

Behaviors that may be low-risk in one relationship could be high-risk in unother.
For example. a “tvpicallv™ high-risk behavior such as anul sex would carm oo
risk at all tor HIV or STI transmission if neither pariner were miecied: o also
carries no risk for pregnancy. This makes the concept of risk contusing to
providers as well as to clients.

As a result of this confusion. it is especially importunt in counseling o use ~im-

ple explanations to help clients better understand the risk for pregnancy und

infection with HIV or an STI. Here are some examples:

» Risk for pregnancy: any behavior that atlows the MU'~ ~emen o enter the
WOman's vagina

» Risk for STI: any behavior (not Just sexual) that allows contact between the
infected area of one person and another persoen

» Risk for HIV: any behavior (such as sexual contact. blood contact, and moth-
er-child contact) that exposes one person to the body fluids rhlood. semen.
vagmal fluid. or breast milk) of an infected person

It may not be possible to eliminate risk altogether. but risk reduction can have 4
significant positive impact on the client's health. This i~ why we think of risk as
a continten, in which clients can be ercouraged to consider behaviors that are
in a fower-risk category. even if that behavior is not entirelv risk-free,

EngenderHeaith Comprehensive Counseling for Reproductive Heaith—Partzipant
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Session 19
The Risk Continuum

By the end of this session. vou should be able to:

* Identify risk for pregnancy. transmission of HIV. and transmission of other STIs for various
practices

* Explain how one behavior can be high-risk for one condition and low-risk for another
* Identify ways to lower the risk for some behaviors

* Explain in simple terms which behaviors put people at risk for pregnancy, HIV, and other STI

/ Essential Ideas—Session 19 N

* The risk for pregnancy and for transmission of HIV or STIs depends not only on
sexual practices. but also on factors such as the ditficulty of knowing u partner '~
w sexual history. current practices with other people. and infection status.

* Behaviors that may be low-risk in one relationship could be high-risk in another,
For example. u “tvpically™ high-risk behavior such as anal ex would Carrsy ne
risk at all for HIV or STI transmission if neither partner were ntected; it alwo
carries no risk for pregnancy. This mukes the concept of sk confusing to
providers as well as to clients.

* As aresult of this confusion. it is especially important in counseling to use im-
l ple explanations to help clients better understand the risk for pregnancy and
infection with HIV or an STI. Here are some examples:

» Risk for pregnancy: any behavior that allows the nun’s semen woenter the

| WOman's vagina

» Risk for STI: any behavior (not just sexualy that allows contact between the
infected area of one person and another person

> Risk for HIV: any behavior (such as sexual contact. blood contact. and moth-
er-child contact) that exposes one person to the body fluids tblood. semen.
vaginal fluid. or breast milk) of an infected person

* It may not be possible to eliminate risk altogether. but nsk reduction can have 4
significant positive impact on the client’s health. This is why we think of risk as
a continuum, in which clients can be encouraged to consider behaviors that are
in a lower-risk category, even if that behavior is not entirely risk-tree.

EngenderHealth Comprehensive Counseling for Reproduclive Health—Participant's Handbook
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Session 19

Discussion Summary

Relationship Factors for Risk

How does an individual’s role in a sexual relationship and the context of the relationship affect

risk? (In other words, how s risk affected if one partner his more power, of if onc person has

other partners, or if one person engages in some specifiz behavior with the other?)

e If one person in the relationship has less power, he or she may not be able to negotiate risk
reduction with a partner, whether for pregnancy. HIV. or STls.

* The “receptive” partner in vaginal and anal sex is usually at higher risk for HIV or STls than
the “giver,” and the partner who performs oral sex is af higher risk than the partner who
receives it.

o If one or both partners in a relationship have other sexual partners, their risk for HIV or STIs
increases.

Biological Factors for Risk for HIV and STlis

What are some biological factors that may increase the risk for HIV and STI transmission,

either through sorne sexual acts or through mother-to-chiid rransmission?

e Persons with open sores. lesions, or abrasions ou “he vagina, mouth, anus, or penis are at
higher risk for HIV or 5TI infection it they are exposed during unprotected sex. (Nofe:
“Bxposed” means having had sexual intercourse-—yvaginal, oral, or anal—with someone who
has HIV or an STI; “unprotected sex™ means having had vaginal, oral, or anal sex without
using either a male or female condom.)

¢ The tissue lining the rectum is very susceptible Lo microlesions and tears during anal
sex, thus creating entry points for HEV and other STIs to enter the bloodstream if sex 1s
unprotected.

¢ Adolescent girls whose vaginal tissue is not fully matured can develop microlesions during
intercourse and are thus at higher risk of becoming infected with HIV and other STIs when
exposed during unprotected sex.

¢ Someone with an STI. particularly an ulcerative ST1 such as syphilis or chancroid, 1s more
likely 1o become intected with HIV if exposed.

¢ Men who are uncircumcised are more likely to become infected with HIV if exposed during
unprotected vaginal sex than are men who are circumcised.

* A person with advanced HIV discase o AIDS has a higher viral load and 1s thus more likely
to pass the infection on during unprotected sex than an HIV-positive person who is healthy.

o An HIV-infected pregnant woman who 1s healthy and well-nourished, and who thus has a
lower viral load. is less likely to transmit the virus to her baby during pregnancy, labor, or
breastfeeding.

s An HIV-infected breastfeeding mother is more likely to transmit the virus to her baby while
breastfeeding if she bas cracked and bleeding nipples (as a result of mastitis, breast abscess,
or nipple fissure).
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Pregnancy

No risk

* Abstinence

* Masturbation

* Oral sex on a man

* Oralsexona womarn

* Deep (tongue) kissing

* Anal sex using a condom

* Anal sex without using a
condorn

Hiv * Abslinence
* Masturbation
* Silting on a public
tollet seat
Unpretected vaginal sex with
a menogamous, uninfected
panner
Other STis Abstinence
* Masturbation
* Sitting on a public toilet seat
* Unprotected vaginal sex with
a4 Mmonogamous, uninfectod
parner
Note: This continuum i climge dependumg on soe

soncher fertale pane (o Prernaney sk,

amony arf

—

Risk Continuum for Pregnancy, HIV, and Other STis

Medium ﬁgk_ﬁ

Low risk

Vaginal sex using a condom

Rubbing genitals together
without penetration,
unclothed

* Vaginal sex with multipte
partners, always using
a condom

* Vaginal sex using a condom |+ Anal sex using a condom

Deep (tongue) kissing * Orat sex on a man

Rubbing genitals together * Oral sex on a woman
without penetration,

unclothed

* Vaginal sex with multiple
parners, always using
a condom

* Deep (tongue) kissing

* Vaginal sex with multiple
partners, always using
a condom

|
aband mdividual i lorssuch s mvolverment wil other ey (for HIY

ISR

High risk
—_—
* Unprotected vaginal sex with

your spouse

* Unprotected vaginal sex with
a monogamous, uninfected
partner

* Anal sex without using a
condom

* Unprotected vaginal sex with
your spouse

* Oral sex on a man

* Oral sex on a woman

* Vaginal sex usIng a condom
* Anal sex using a condom

* Anal sex without using a
condom

* Unprotected vaqginal sex with
your spouse

* Rubbing goritals together
withou! penetration, unclotheg

and STk or whether the wam,
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Session 20
Exploring the Context of Clients’
Sexual Relationships

By the end of this session. you should be able to:

* Explain why you need to ask questions about clients” sexual relationsinps

* List at least three questions that you can use to help clients explore their sexual lives. inciud-
ing soctal context and the circumstances under which they have sexual intercourse

Essential Ideas—Session 20 N

* To help clients accurately perceive where they are on the “risk continuum.” vou
| need to ask questions to determine what kind of sexual relationships and behay-
10rs clients are experiencing.

* For most providers. asking questions about a clicni's sexual relationships is one
of the most difficult parts of counseling. It helps to think in advance about wht

‘ questions you can ask. to make both vourself and vour clients feel comtortable.
while still gathering the personal and sensitive Information necessary o help

f clients accurately assess their own risk Jevel. These questions mav chunge from
i client to client and over time. as you vourself become more comfortuable with
‘, this process or as the communiy becomes more aware of the need 1o discuss

| such issues with providers.
k y
/
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Session 20

Participant Worksheet

Note: This worksheet is for writing some of the questions that were devel jped in small-group work for this session.
You can, of course, add your own ideas for questions that you would be more comfortable asking your clients.

Sample Questions to Explore the Context
of a Client’s Sexual Relationships

Questions from the RED! framework Questions you could ask your clients

* What sexual relationships are you in? |

« What is the nature of your relationship
(including violence or abuse)?

* How do you feel about it?

* How do you communicate with your partner
about sexuality, family planning, and HIV
and ST1s?

* What do you know about your pariner's
sexual behavior outside of your relationship?
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Session 21
Information-Giving in Integrated SRH Counseling

By the end of this session. you should be able to-

* Identify basic information that clients need about SRH. regardless of the service th

request

i
|
|
|
|

EngenderHealth Comprehensive Counseling for Reproductive Health-—Participant's Handbook
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* Providing “integrated™ SRH counseling reflects the fact that one's sexual and

reproductive life is nor separated into unrelated units of contraception. disease
prevention and treatment. reproduction. and experience with intimacy and plea-
sure. For individuals and couples. all of these clements are woven together into
sexual and social relationships. interactions. and consequences—npersonal. medi-
cal. and social. Since these issues are integrated n the client's hie. 1t makes
sense 1o provide information about them in an mtegrated manner when chents
seek SRH services,

In an integrated approach. we attempt 1o identify these 1ssues in a comprehen-
sive assessment of the individual's SRH status and need for information. regard-
less of the reason for the visit. In many cases. subsequent visits will have 1o he
scheduled or referrals will have to be made to other SCEVICe sites or to other ser-
vices within the same site. The most important thing. though. is that the client's
needs have been identified and addressed in some concrete. comprehensive way.

There are key “facts™ about each area of SRH that every client should know,
regardless of the reason for their visit. The purpose of this session i to identity
those key facts and help vou practice explatning them to clients.

atl thev
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Key Messages in Integrated SRH Counseling

What do clients need to know in these areas':’m

Family planning
» Benefits of family planning

« What family planning meth-
ods are available

For methods of interest:
+« Effectiveness

* Side effects and complica-
tions

Advantages and disadvan-
tages

» How to use
HIV/STI prevention
» \When to return

For specific information
on each method, see:
Appendix A,

HIV/STIs

For all clients:

« Transmission of HIV/STls
» Prevention of HIV/STIs

* Safer sex

« Assessment of client's own
ievel of risk

* Signs and symptoms of
HIV/STIs

Basic health education mes-

sages for ST clients (the 4 Cs):

« Compliance with treatment
» Counseling for prevention
* Condoms

» Contact tracing and treat-
ment

For specific information
on HIV and 5Tls, see:
Appendix D.

Pregnancy-related care

Antenatal care

* Diet during pregnancy

* Rest and activities

* Personal hygiene

* jmmunization

« Danger signs of pregnancy
s Contraception after delivery

Messages for family
» Preparation for delivery
» Access to emergency ohstetric care

Postpartum care

» Diet and supplementary food
« Rest and activities

s Personal hygiene

* Breastfeeding

» Immunizations for newbom

* Postparium dangar signs

+ Contraception

For specific information on postpartum care, See. Appendix C.

Postabortion care

+ Explanation of what is happening to her body

» What to expect during the procedure

+ Possibie side effects and complications

e How to iake care of herself during recovery

* Return to fertility {11 days after procedure)

+ Use of family planning to prevent or delay future pregnancies
o Risk of HIV/STls, with referral if needed

+ Referral for other services, if needed

For specific information on postabortion care, see! Appendix B.

Other considerations

Adolescent sexuality

Women's sexuality
concerns

Men’s SRH concerns
Infertility

Mencpause

Reproductive tract cancers
Breast cancer
Gender-based violence
Female genital cutting

Which of these areas do you need to cover with your client?
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Session 22
Risk Assessment—
Improving Clients’ Perception of Risk

By the end of this session, you should be able to:

* Define risk assessment and explain why and how 1t is used in counseling

* Idenufy three reasons why it is difficult for people to perceive their own risks

* Describe two ways in which they can help clients perceive and understand their own risks for
HIV and STI transmission and for unintended pregnancy

/ Essential Ideas—Session 22

* Risk assessment is a counseling process to help clients understand the risk
associated with sexual practices that they or their partners are engaging 1n. and
how this level of risk may change depending on changes in therr circumstances.

* We help clients to assess their own risk so they can use this understanding 1o
reduce their risk. with a focus on hehavior change. This is an ongoing process
that begins with the exploration stage and continues through decision making
and planning to implement the decision.

* In counseling. we must respect that people have different understandings about
what risk means in their life. For a variety of reasons, people tend to underesti-
mate their risk and perceive themselves 1o be at less risk than they actually are.
Given this reatity. providers need to develop skiils to help clients perceive and
understand their risks.

* Self-perception of risk is an essential step in behavior change. People who per-
ceive themselves to be at risk will be more motivated to make changes to protect

J themselves from unintended pregnancy or from the transmission of HIV and

[ STIs than will people who do not see themselves as being at risk.

|

* You can help clients to better perceive and acknowledge their own risks by relat-
ing risk to the client’s individual circumstances and by using examples of how

\ the client may have protected his or her health by reducing risk in other arcas.
Y
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Session 22

Risk Assessment

What is it?

Risk assessment is a counseling process to help clients understand the risk (i.e., the chance of
getting pregnant or becoming infected) that is associated with sexual practices in which they or
their partners are engaging, and how this level of risk mav increase or decrease depending on
changes in circumstances. For example, your risk could increave it

* Your uninfected partner becomes infected

» You had one partner and now you have more than one

 You have a new partner and you do not know his or her sexual history

* Your partner changes his or her mind and decides that he or she does not want to use condoms

* You develop side cffects to a contraceptive method and discontinue its use

Why do we do it?
We help clients assess their own risk so they can usc this understanding to reduce their risk,
with a focus on behavior change.

How do we use it in REDI?

Exploration

We use exploration as a guide for asking questions, to learn about clients’ relationships and sex-
ual behaviors and other factors that may put them at risk, and for providing
information that clients will need to make a dectsion about reducing risk.

Decision making
We use decision making to belp clients choose behaviors. family planning methods, or medical
treatments that will reduce their risk.

Implementing the decision

We use implementation to help clients make a plan for how they will change behaviors, how
they will communicate with partners, how they will cope with the problems or challenges they
might encounter, and how they will deal with changes in thetr life circumstances.

Barriers to Clients’ Perception of Risk

Whether the client perceives that he or she is actually at risk for unintended pregnancy or HIV
and STI infection is a crucial starting point in helping the client to be willing to take some steps
toward reducing risk. Tn many cases, people perceive themnselves to be at less risk than they
actually are. People have many reasons for underestimating their own risk.

Some reasons why people underestimate their risk inclade:

« Stereotyped beliefs about who is at risk. Many people still mistakenly believe that truck
drivers, migrant workers, homosexuals, sex workers, and intravenous drug users are the only
people who are at risk for HIV. They think that just because they are in a heterosexual rela-
tionship, they are safe from risk—or that because they are in a marriage or monogamous
relationship, they can trust that their partner will not have any other partners. For many
women, in particular, messages about “being faithful” may give a false sense of safety,
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Session 22

since they are most often at nisk due to the behavior of their partners rather than thewr
own behavior.

* The illusion of invulnerability. Some people may have a personal belief that thev are
immune to risk regardless ot their behaviors. People generally tend to underestimute their
own personal risk in comparison to the risk faced by others who are engaging in the vers
same behaviors. An example would be an adolescent girl who thinks she wili not get pres-
nant cven 1f she has sex without using a method of family planming: "It will not happen to
me.” Adolescents. in particular. as part of their emotional development, often think of them-
selves as invulnerable to many things.

* Fatalism. Fatalism is a belief that circumstances are hevond one’s control: Nothing a person
does will change what is going to happen anywav. An example of this would be a person
who believes that spiritual forces determine how many children vou will have. and that there-
fore it is not necessary to use family planming.

* Bigger or more urgent problems. A person mayv have other concerns that need immediate
atiention and that put the threat of HIV and STIs or unintended pregnancy into the back-
ground. People who live in communities where hunger. violence. or poverty is widespread.
for example. are more likely to prioritize other issues, such ax feeding and proteciing their
children from harm.

* Misconceptions about risk. Mistaken beliefs may interfere with a per<on’s understanding of
what is actually riskv. For example. a person might not have a clear understanding of how
HIV is spread (i.e.. they might believe that HIV can be transmitted through contact with tor-
let seats, or through the sharing of eating utensils. etc.y. Another example would be a vouny
woman who mistakenly believes that she cannot get pregnant the first ime she has sex.

* Traditional gender roles and societal expectations. Different societal expectations and
social norms often influence clients” behavior. For example. a woman might suspect that her
husband is having extramarital relattonships. but it may not be acceptable within her social
or cultural role to bring this to his attention. Therefore. it 15 casier for her to not acknowledge
or to minimize the potential risk. when there is little or nothing she feels she can do ubout it

Note: Adapted from: STD/HIV Prevention Training Center, 1998,

Discussion Summary

Why is a client’s perception of his or her own risk so important?

* Most people will not be able to make a behavior change unless they perceive that they are at
risk. If a client does not perceive sufficient risk, then he or she will not be mouvated to make
health-related changes.

* In most cases people need to feel “ownership™ of a plan to change behavior if thev are to carmy it
out. If the provider simply tells the client what to do without working together to develop a plan
that is both meaningful and realistic for the client. it 1s unlikelv that the chent will follow it.

What are some of the ways in which providers can help clients to perceive and understand
their own risks?

* Ask the client to relate risks to the specifics of his or her circumstances. For example. 1t
client acknowledges that her husband has other partners and does not use condoms. highlight
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that particular risk to her. To make it less threatening, vou might say that “many women find
themselves in similar situations.”

» Try to personalize clients’ risk by providing information that is specific to the client. For exam-
ple, if an adolescent girl does not wish to get pregnant but is not using contraception, you
could provide her with brochures or comic-style booklels specifically designed for adolescents
that discuss the risks and realities of adolescent pregnancy.

* Try to look for ways that clients have protected their health in the past and draw their atten-
tion to these successes. For example, if a client has used the pill to prevent unintended preg-
nancy, acknowledge that she perceived a risk of getting pregnant and took positive action to
prevent the risk. Gently suggest that there may be other health risks that she might address as
well. For example, if her partner recently was treated for an STI, point out that any sex part-
ner of a person with an STI is at risk.

Note: Adapted from: STD/HIV Prevention Training Center, 1993,
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Session 23
Counseling Practice |

By the end of this session, you should be able to:

* Demonstrate the Rapport-building step of REDI (or the Greet step of GATHER

* Demonstrate how to use open-ended questions to explore the client’s needs. risks. sexual life.
social context. and circumstances (REDI: Exploration. Step 1: or GATHER: Assess)

* Demonstrate how to assess the client’s knowledge and to give information to fil] TP, AN
needed (REDI: Exploration. Step 2 or GATHER: Assess and Telh)

* Demonstrate how to help the client to perceive his or her own risk for HIV: and STT ransmix-
sion or unintended pregnancy (REDI: Exploration. Step 3: or GATHER: Assess and Tells

™
/ Essential Ideas—Session 23 N

* This session allows you to demonstrate the attitudes fecessary tor mtegrated SRH
counseling. and to practice the skills and apply the Knowledge that vou have
gained so far in this course.

* It is important to recognize that new skills can be mastered only through prac-
tice. and that proficiency comes with expericnce. Thus. these practice sessions
are an important first step in that process.

e
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PartV

Assisting Clients in Making Their Own
Voluntary and Informed Decisions

Assisting clients in making voluntary and informed decisions
sometimes may be a matter of confrrming a decision that the
chent made before he or she even entered the clinic and
sometimes may involve helping the client welgh several
options to reach his or her decision. While 4 provider’s
objective may be to help individuals make their deciston,
often the decision-making process is heavily intluenced by
gender expectations in the client's social seting or by power
imbalances in personal relationships that mav himit the
client’s decision-making capuacity. Counseling can and

should address all of these factors,
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PREVIOUS PAGE BLANK



Session 24
Gender Roles

By the end of this session. you should be able to-

* Define gender and gender roles

* Describe how gender roles can affect communication between SRH clients

between clients and their partners

* Describe how gender roles can have a negative impact on SRH

EngenderHealth

Essential Ideas—Session 24

Gender is how an individual or soctety defines “male™ or “female”

Gender roles are sociallv or culturally defined attitudes. behaviors, expecti-
tions. and responsibilities that are considered appropriate for women and men.
Gender roles may vary according to culture. class, and ethnicity.

Gender roles can affect communications about SRH hoth between clients and
their partners and between clients und providers.

Gender roles may limit women's ability to gain access o information and ~er-
vices and their ability to make their own decisions about their sexual and repro-
ductive health. In addition. gender roles may hmtt a woman's controf over when
and with whom she has sexual intercourse or whether she is protected against
pregnancy or STIs.

Gender roles can also have a negative tmpact on men, by making them reluctant
to ask questions about sexuality and show that they do not know evervthing. A
man may also be limited in his access to information and services that are con-
sidered to be “only for women.” Also. gender roles that put pressure on 4 man to
be sexually experienced can iead to his being exposed to infection and causing
unintended pregnancy.

Exploring your own sense of gender roles. and how vou leamed them. is usefu] for
helping you become more sensitive to assumptions that vou make about clients
and to the impact of your own gender on vour communications with clients.

PREVIOUS PAGE BLANK
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Session 25
The Effect of Power Imbalances
on SRH Decision Making

By the end of this session. vou should be able to:

* Identify four categories of behavior that peopie use to control their partnersin ditterent types
of sexual relationships

* Describe how such behaviors can affect the ability of partners to make and carny out decisions

regarding SRH

* Explain the concept of social vulnerability to HIV and STIs or 1o unintended pregnancy

Essential Ideas—Session 25

| * When we think of “power” or “power imbalances™ in relationships. we muv think

| - ~

[’ of physical force. However, physical force. or abuse. is not the only tvpe of con-
trolling behavior that people experience in relationships. Such behavior comes in

many forms—emotional or psychological. financial, and sexual

and can be just

as damaging as or even more damaging than physical abuse. Many people who
are not physically abused do not even realize that they are being abused.

thoughts of men using their power to control women. This is not aiwavs the
case. However. in many cultures. “normal™ gender relations and a lack of power
in sexual decision making prevent women from protecting themselves from HIV
or STIs and unintended pregnancy. even if they are aware that their partner’s
behavior is putting them at risk. Because of their soctal and economic depen-

| * Consideration of power or power imbalances in relationships usually leads 1o
|
|

dence on men. women frequently have liule POWET 10 Tefuse sex or o insist on
the use of barrier methods, such as condoms. This session focuses on such gen-
der-related power imbalances, since they are more common.

* Factors that contribute 1o “social vulnerability” to HIV or STI« and unintepded
pregnancy include gender. economic power. vouth, stigmatization of some
groups in society, and government policies that create barriers to SRH informa-
tion and services for women and vouth.

EngenderHealth
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Session 25

Examples of Behaviors Used to Control a Partner

e |

Physical Emotional/psychological
« Hitting « Criticizing a person constantly, especially in
. Kicking front of other people
‘ - i
. Biting i Caliing a person names
« Punching « Questoning a person’s intelligence
- Choking . Accusing a person of being a bad parent,

cook, or lover

+ Restraining e ,
. Criticizing a person’s appearance

* Pushing !« Threatening to hurt & person of his or her
« Pulling hair childrer

» Burning « Following a person around town

« Comering a person and not letting him or « Accusing a person of infidelity

r leave a room A .
her enter or leave & reom » Threatening ‘o destroy a persons property

» Throwing objects at a persen « Not allowing a person 1o sleep at night

* Cutting « Threatening a person with weapons without
« Not aliowing & person 1o go 10 the doctor using them
+ Preventing a person from taking medication « Threatening to leave the relationship

« Sending a person out to run an errand and
timirg her departure and return

— e —— T ,___.—‘___T—- e — e fﬂ) -
rrF—inancial Sexual 1

» Not allowing a person 10 oOwn anything in * Rape
his or her own name

« Forcing a person to do something sexual that
« Not allowing a person to handie money oOr : he ar she does not want to do

m decisions ut ndin I . .
ake decisions about spending « Forcing a person to have sex with another

+ Stealing money that a person had from his person in front of his or her partner
or her family or from working

. Forcing a person to have sex for money

. veniin erson from worki : . .
Preventing & per king + Forcing a person te view pornographic

. Not allowing a person to attend or to finish material

school L ,
« (rificizing a person’s sexual performance

» Forcing a person to work several jobs
I e

Adapted from: EngenderHeaith, 2002
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Social Vulnerabilities and HIV and STI Risk
Some factors that affect social vulnerability are:

* Gender

* Economic power

* Youth

¢ Culture

* Policies (for example. those related to the legal status of sex work, condom avalability, <ex
education. and laws regarding homosexuality. among others)

Why Are Women More Vuinerable than Men to HIV and STi Infection?

Biologically

* They have a larger mucosal surtace in the vagina: microlesions that can occur in the vuging
during intercourse may be entry points for the VIrus: very yYoung women are even more
vulnerable in this respect.

* Viral concentration is higher in sperm than in vaginal secretions,.

* As with STIs. women are at least four times more vulnerable to infection: the nresence of
untreated STIs is a risk factor for HIV.

* Coerced sex increases risk of microlesions. due to the lack of vaginal lubrication.

Economically

* Financial or material dependence on men means that women cannot control when, with
whom, and under what circumstances they have sex.

* Many women have to cxchange sex for materiu] tavors. for dailv survival, In addinon 1o
formal sex work, there ts also this vpe of exchange. which in poor settings may represen:
Mmany women’s only way of providing for themselves and for their children.

Socially and culturally

* Women are not expected to discuss or make decisions about sexuahty.

* Women cannot fequest (or msist on) use of a condom or any form of protection.

* If women refuse sex or fequest condom use, they often risk abusc. as there ix g stspicton of
infidelity.

* The many forms of violence against women mean that sex Is often coerced. which iselt 4
risk factor for HIV infection.

* Women are sometimes expected to have relations with or marry older men. who are more
sexually experienced and are thus more likely to be infected. In some places. men seck
younger and younger partners so as to avoid infection or in the helief that sex with 4 VIrgin
cures AIDS and other diseases,

Note: This section was adapted from: WHO, 2000,
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Why Are Young People More Vulnerable to HIV and STI Infection?

e Younger people, especially children and adolescents. end to have less power L0 resist the
demands of an older person.

e Younger people may he cocrced into sexual behavior with older people through manipulation

or threats (e.g., 1 will tell your family that you wanted .

» Because older people (particularly men) tend to be more sexually experienced, they are more
likely to have been exposed to HIV or STTs and therefore are MOre fikely to pass them on to
the younger person (e.g., In many countries, older men seck younger women as sex partners,
and therefore women become infected with HIV at much vounger ages than do men).

What Policies Make People More Vulnerable to HIV and STl Infection?

» If governments make certain practiccs or hehaviors illegal (such as commercial sex work or
sex between people of the same sex), this may place neople at greater risk if they do not have
access to information on how to protect themselves and arc afraid to seek health care.

e Government policies that limit women’s access to cducation, property, money. and other
resources may make women mote vulnerable to HIV and STI infection because they must
depend on men, siving them less power to negotiate saler seX.

« Government pelicies that restrict sex education (including information on HIV and STI pre-
vention) in public schools keep younger peopic unaware of their risks and ignorant about
how to protect themselves from infection with HIV or STIs and from unintended pregnancy.
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Participant Worksheet

Case Studies on Power Imbalances in SRH Decision Making
(Note: A sample answer for cach case study is found on pages 115 und 116,

Case Study 1
Susheela is a I5-vear-old secondary school student. Her family is verv poor and often does not
have enough money 1o pay for school fees, books. and uniforms. Lately. Rumesh. a 33-vear-old
small-business owner. has been paying special attention to Susheela, He has offered her rides in
his car and taken her out for meals. Ramesh is married and has two young children. Ramesh tells
Susheela that if she s his “special friend.” he will give her money 10 pay tor school expenses. so
Susheela has sex with Ramesh. Ramesh is the firs person that Susheela has had ey with. She has
never discussed sexuality or contraception with her family. nor has she been offered sex education
i school. Ramesh tells her oL to worry about getting pregnant. because he will muke sure iy does
not happen. He also makes fun of condoms, saying that real men would never use them Susheely
never knows in advance when she will see Ramesh. When Ramesh does fingd Susheela, he picks
her up in his car and takes her to a remote arey for sex. When the sex i« over. Ramesh rells
Susheela he will give her some money for school only if she promises not 1o tell anvone abour
what they have just done. He also threatens to hurt her if anvone finds our.

* What factors contribute 1o Susheela’s vulnerabitity to unintended pregnancy und intection?

* If vou were counseling Susheela. what strategies would vou fecommend to enshle her to
protect herself against pregnancy and infectjon?

teoninued,

ces throughout this hangbook, angd may ba
{0 help reinforce key concepis of ire tra.r.
of thinking about what is presented and discussed. 5o feal tree 1o read ard answar tha

EngenderHealth Comprehensive Counseling for Reproductive Health—Participant's Handbook 111



Session 25

-

Participant Worksheet

Case Studies on Power imbalances in SRH Decision Making (continued)

Case Study 2
Rosa is 25 and married to Carlos; they have four children. Rosa married at age 16 and never
completed her education. In the past year, there have been strains on their marriage. Carlos main-
tains strict control over the household money, yet he fas rot been able to find steady employ-
ment as a laborer. When there is work, Carlos seems happy 10 provide for the family, but when
he is out of work, he spends what little money there 1s on alcohol and, as Rosa suspects, on other
women. When Carlos is out of work, he often comes home drunk and demands sex from Rosa.
Rosa complies with his demands cven when she does aol feel like having sex, because she
believes that it is her obligation as a wife. She has been to a health clinic to get a method of con-
traception. Carlos agreed that 1t would be a good idea for her 1o use the pill. About six months
ago, when she went for a follow-up visit. the clinic doctor noticed an unusual vaginal discharge
and diagnosed Rosa with an STI. She took medicine to e it but did not tell Carlos, for fear of
his reaction. She knows that she must have gotten it fromn Carlos. Rosa has heard that condoms
can prevent §TIs, but she knows that Carlos would never us¢ one. In fact, if she asked him to, she
fears that he might even leave her, as he has threatened to do before. While they have their prob-
lems, Rosa loves Carlos. He is a good father, especially when he is working. If he left, she does
not know how she and the children would survive.

» What factors contribute to Rosa’s vulnerability to infection?

» If you were counseling Rosa, what strategies would you recommend to enable her to protect
herself against infection?

(continued)

___4__._4_—f__________r———-—,______‘___

112 Comprehensive Counseling for Reproductive Health—Participant’s Handbook EngenderHealth



Session 25

Participant Worksheet

Case Studies on Power Imbalances in SRH Decision Making (continued)

Case Study 3

Zanela is 30 years old. a mother of three children, and a widow from a VEry poor countn. Her
husband recently died in a mining accident. She sells vegetables in the market hut makes barely
enough to feed her children and maintain the household. To supplement her income. she hax
begun to go out on the road at night to have sex for money with the truck drivers whe come
through her village. She has some condoms that she got from 3 clinic once and sometimes she
asks the men to use them. Some men do. by others offer her more money for not using a condom,
Given her financial situation. she aceepts additional money and forgoes condom use. As far as she
IS concerned, feeding her children right now is her immediate concern. and this priority s much
more important than insisting on condom use to prevent the possibility that she could el pregnan
or contract HIV or some other STI.

* What factors contribute to Zanela's vulnerability to unintended pregnancy and infection?

* I you were counseling Zanela. whar strategies would vou recommend to enable her to proe,t
herself against unintended Pregnancy and infection?

tCOntned
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Participant Worksheet

Case Studies on Power Imbalances in SRH Decision Making (continued)

Case Study 4

Christopher is a 28-year-okd man living in a big city. He is married to Virginia, who is 24, and they
have three young children. Christopher loves bis family and is 2 good father and a good provider,
and he works hard to give his children a better chance for a good education and a better future. As
long as he can remetnber, Christopher has always felt a sexual attraction for other men, but he has
had to hide it all of s life hecause he knows that this is not accepted in his culure, Christopher
knows that there are lots of other men like him, and most ol them get married and live a second
life like he does. Christopher does not have a regular male sexual partoer, because he is too afraid
that people might find! out, so he goes to several places where men meet other men to have casual
sex. None of the men use condoms. Christopher, like mosl people in his community, has heard
about HIV and STIs. He knows that the local health center has information about HIV and ST1s,
but the people there seem to be concerned with women, and he feels that it would look strange if
he were to go there. In addition, he fears that the health practitioners would find out about his hav-
ing sex with other men and would shame him and tell other people in the community. Meanwhile,
Christopher continues to have unprotected sex with Virginia, and she does not suspect anything.

« What factors contribute o Christopher’s vulnerability to infection and risk of transmitting the
infection to his wife?

o If you were counseling Christopher, what strategies would you recommend to enable him
to protect himself (and his partners) against infection and his wife against unintended
pregnancy?

(continued)
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Participant Worksheet

Case Studies on Power Imbalances in SRH Decision Making (continued)

Sample answer for Case Study 1:

Susheela is at risk for a variety of reasons. Her poverty makes her vulnerable 1o exchanging sex for
money and supplies for school. The age disparity between Susheela and Ramesh makes her vulner-
able. because she may have been taught 1o “show respect” and trust for older people. Her voung
age places her at risk biologically. because her vaginal tissues are less mature and more likelv to
tear. making it easier for infection to occur. Her lack of knowledge related 1o Sexuality. contracep-
tion. and infection places her at risk. because she 15 unable 10 perceive her own risk and
unequipped to protect herself. Cultural taboos against discussing issues refated 1o sexuality at home
or in school perpetuate myths about STIs that increase her risk. The gender-related factors include
Ramesh’s refusal to use condoms because “real men™ do not wear them. which stems from society
attitudes about masculinity. Socialization for wormen to be compliant and submisaive about <ex and
for men to be ageressive and in control about sex affects the dvnamic between Susheela und
Ramesh. His threat of violence and control of economic resources are also related 1o gender rolex.

Sample answer for Case Study 2:

Many factors place Rosa at risk of infection. Carlos and Rosy ure N an uneguul relationship. wiih
Carlos controlling the resources, determining the nature and timing of their sexual activity, and
threatening to teave if Rosa defies him. Prevailing attitudes ahout masculinity and femininity
perpetuate a situation in which Carlos demands sex from Rosa and she feels that <he must com-
ply. even when she does not want to. Other attitudes about gender roles have influenced this sifu-
ation. such as expectations that men be “good providers.” expectations that men have multiple
SEX partners. the notion that drinking makes men “manly.” and the idea that it is 4 wife's obliga-
tion to provide sex whenever her husband wants jt.

Given that Rosa has already experienced one STI. she Is at risk of reinfection or infection with
another STI, espectally because Carlos was not treated. The fuct that there are positive elements
in their relationship further complicates the situation. because Rosa is even more willing to place
herself in risky situations for the “good of the relationship.”™ However. this also shows that Row
may be able to talk with Carlos about the STL 1f she can choose 2 good ume. Despite all of the
tactors against her, Rosa has had the insight and means 1o visir a family planning clinic and i<
aware that condoms could protect her. She would greatly benefit from counsehing to help her
develop a risk-reduction plan and to build skills to foljow it through.

Sample answer for Case Study 3:
The primary risk for Zanela is her poverty and her status as 4 single mother struggling to provide
for her children. Because she is from a poor country. the gcovernment has not prioritized pensions
or financial subsidies for widows. Because she is poor. she needs to supplement her income
through sex work. Poverty places her at additional nisk when she is offered extra money 1o forgo
condom use. When she has sex with truck dnivers, they have the financial resources to influence
the nature of their sexual activity (Le.. whether to use condoms). Despite these factors against
. her. Zanela has obtained condoms and has asked clients to use them. She could benefit from

counseling and support to insist on condom use at all times, ,

‘conttnued

L
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Session 25

Participant Worksheet

Case Studies on Power imbalances in SRH Decision Making (continued)

Sample answer for Case Study 4:

The fear of becoming an outcast and of shaming his family 18 @ very powerful force that places
Christopher in a vulnerable situation. He and the other men who are leading “double lives” are at
risk because the denial and secrecy surrounding their sexual relationships makes it difficult for
them to acknowledge their risk and to take steps to protect themselves. Christopber perceives the
local health center as a place that is not equipped to respond to the needs of men like him. His
fear of disclosing his sexuality may be based on the assumption that the staff at the center proba-
bly share the same views as the rest of the community on men who have sex with other men. He
feels that seeking help there would only worsen his situation, and this increases his isolation and
further undermines his ability 1o seek help and to discover wiys to protect himself and others.
Christopher continues to have unprotected sex with Virginia. so she too may be at increased risk
of infection. Christopher’s children are also affected by the situation, because their future would
be in jeopardy if one of both of their parents became ill.

e
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Session 26
Helping Clients Make Decisions—
Counseling Practice |}

By the end of this session. you should be able 1o

Identify the steps in the dectsion-making phase of integrated SRH counseling (REDI—Physe
3, Decision making: GATHER: Help)

List at least one open-ended question to ask clients tor each of the four sleps

Describe the role of the provider in helping the client to make his or her own informed dect-
sions and in supporting the client’s sexual and feproductive rights

Demonstrate helping a client to make his or her own decision

Essential ldeas—Session 26

* In the decision-making phase of integrated SRH counseling. the provider helps the
client to;
' > Focus on the key decisions he or she needs to make
> Identify options
> Weigh the benefits, disadvantages. and consequences of each option
> Reach his or her own decision
* The decision—making phase of counscling is Key to supporting the rights of
individuals to make their own decisions regarding SRH. without pressure or coer-
, cton. One role of the provider is to determine if other people are trving 1o make the
client do something that he or she does not want to do and to help the client reach
| his or her own decision.

* At the same time. the provider must be aware that he or she may be putting pre..-
sure on the client to make the decision that seems medically “correct.” While the
provider’s medical opinion needs to be considered as a factor in the decision mak-

’ ing, the client should feel that he or she has come to that choice for his or her own
reasons.

* Power imbalances may exist between clients and providers. due to differences in
education, social status, age. or gender. Providers need 1o be aware that their
greater power can resuit in barriers to communication, as well as perceived pres-

sure on decision making by the client.
! feontinued .
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————

Essential Ideas—Session 26 (continued)

e Achieving the balance of helping a client tO make a decision, without putting
undue pressure on the client, has been a major challenge for providers. Providers
typically either tell the client what to do or give information and leave the chent on
his or her own to figure out what to decide. The approach taken in this training is
somewhere between those two extremes. An additional challenge is that every
client will differ in terms of how much input and guidance they will need from the
provider. This is why the “client-centered” apprczmch—ﬁireating each client as an
individual and basing your input on the client’s unique needs and concerns—is

considered the best guidance for this step.

Discussion Summary

Research has consistently shown that helping clients to make decisions is one of the weakest
areas of counseling. Why might this be true?

Fear of “motivating ’—AlleT yeurs of promoting family planning methods or “motivating”
clients to meet program targets, some providers have breome reluctant to get involved in the
client’s decision making. Instead, they give all of the ‘wformation that they think the client
needs and then let the client make his or her own choice. without questioning the client’s rea-
soning about the decision. The result is that clients may in fact be making their own “choices.”
but it is hard to know how well-informed they are. if the provider does not clarify how ot why

the client reached that decision.

Embarrassment about discussing sexual issues—Decision making can be a very personal mat-
ter, particularly 1 areas of sexuality. Until recently, famtly planning providers have had little
guidance for helping a client make decisions about reducing risk for HIV and STIs. Rather than
embarrass themselves by asking questions about the client’s sexual behavior, in some situations
providers have instead chosen to give information about HIV and STI risk and then let the
client choose whether to use condoms, without quest_ioning his or her choice.

Time pressures—FinaHy, busy providers are sometimes happy to see that a client arrives at the
facility with a decision already made. Rather than take the time to explore whether the client 1s
well-informed about the choice as well as about the alternatives and to find out if the client has
been pressured in any way. they simply go ahead and provide the requested service.

Respecting the clients’ preference—In family planning. research has shown that clients who
receive the contraceptive method that they wanted when they came to the clinic are more satis-
fied with their method and use it for longer than those who receive a different method. Providers
may interpret this finding as a guidance t0 give the client what he or she wants, without checking
the client’s awareness, knowledge, and reasons.
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Part VI

Helping Clients Develop the Skills
to Carry Out Their Decisions

Making a decision about an SRH problem or need is oniv
the first step toward the client’s meeting his or her need.
The client then must leave the clinic and carry out this
decision on his or her own. Some decisions 1 for example.
condom use) will require consistent action on the part of
the client and partners. Other decisions (for example. 1o
have a partner tested for STIs or HIV) require the chient 1o
influence someone else’s behavior, These sessions exarnine
ways i which the provider can help prepare a client to
carry out his or her decision, including helping the client

develop communication strategies and <kilis.
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Session 27
Helping Clients Develop an Implementation Plan—
Counseling Practice Il

By the end of this session. you should be able to:
s Identify practical ways for helping clients make a plan to carry out their SRH d

« List the skilis that clients might need to develop to carry out their plan

eo1sion

/ Fssential Ideas—Session 27

considerations, to be sure that the plan fits into the realities of the ¢l
and is one that he or she feels confident trying.

deal with them.

and think through the sequence.

e Skills that clients may need to develop if they are o implement their
include partner communication and negotiation skills, condom-use ~
how to use other family planning methods.

AN

» When a provider and a client work on a plan for carrying out a decision. the plan
must come from the client. The provider’s role ix to help the client address Key

ient’s hife

* Another important role of a provider 1s 10 help a client anticipate the consc-
quences of his or her decision and implementation plan. and how he or she wiil

* Any plans involving behavior chunge must be specitic. This means that when a
client says that he or she will take a particular step to change a behavior, vou
need to ask questions that will allow this client to say the specific steps out loud

decisvions

kills. and
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Helping Clients Make Implementation Plans

Note: This is a sample format for helping a client develop a plan to reduce

risk. In most

settings, it will not be feasible to fill out a form such s the one below. Rather, this form is

provided for reference purposes only.

Personal Information

* Client background information
Yashira, age 21, married. Arranged marriage.
Three-month-old baby.

Came to clinic for TUD.

Husband, age 40, not working ri ght now (sea-
sonal laborer); drinks alcohot. Occasionally
yells when he is drunk, but has never hit her or
their baby.

* Social supports
Has one sister who lives in next village, a two-
hour walk away; parents are dead. Has a close
friend who lives nearby.

Client’s Knowledge

* Knowledge of HIV and STI transmission
Believes that HIV is transmitted by promiscu-
ous people, homosexuals, sex workers, and
foreigners. Has heard that HIV and STIs can
be spread by mosquito bites and by sharing
cups end utensils. Believes that people with
H1V look very thin and have a certain color to
their eves, and that people with STIs get very
serious sores, their genitals dry up, and they
can 1o longer have or make babies.

* Knowledge of family planning
Has heard of oral contraceptives, the JUD,
condors, and sterilization. Sister uses TUD and
likes it.

Behavioral History

* Client sexual history and cuvrent sexual
behaviors (including condom use)
Played kissing games as an adolescent: was a
virgin when married. Has never used con-
doms. Husband was married before; suspects
that he probably has other partners. Has no
idea about his past or current condom use.

* Family planning history
Has never used a method of family planning.
Not sure if her husband has.

Perceptions of Risk

* Perceived risk for HIV and STIs
Believes that it is possible her husband is at
risk, but assumes that he will be able to tell
which women do and do not have HIV and
choese carcfully,

* Perceived risk for unintended pregnancy
Stopped having sex with husband right after
birth of baby. Now that the baby is three months
old, her husband wants to have sex again,
Afraid of 4 pregnancy too soon. Wants IUD.

* Perceived risk for other concerns fe.g.,
violence)
Worned about husband’s drinking and potential
for violence, especially when he is out of work.

To reduce my risk for HIV/STIs, pregnancy, and violence, I will:

* Talk with my husband about using family planning and tell him that I would like to use the
IUD to prevent pregnancy for a couple of years, until our baby is older.

* Tell my husband that the health care provider recommends also usi

ng condoems for dual pro-

tection against both unintended pregnancy and STIs.
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* Talk with my husband about my spending the night at a friend’s house the nights he goes out
drinking because "1 feel scared to be alone™ (This will protect me if he comes home drunk
and violent.)

* Bring home literature from the clinic on family planning and HIV and STI preventuon so my
husband can read the material and explain it to me. (This is a strategy to imform him without
confronting him.)

This plan will work if my husband:
* Is willing to talk with me about family planning and HIV and STI prevention
* Allows me to spend the night at a friend’s house when he goes out

* Agrees to our using a method of family planning to prevent pregnancy. plus condoms to
prevent HIV and STIs (or condoms alone to do both)

The people who will be able to help me with this plan include:
* Provider

* Husband

* Myself

* Friend

I will come back for a follow-up visit to see how well the plan is going on:

* 30 days from today

Note: Adapted from: EngenderHealth. 2002,
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Session 28
Helping Clients Develop Skills
in Partner Communication and Negotiation

By the end of this session. you should be able to:

e Identify reasons that clients may have for not talking with their partners about SRH concerns

* Recognize deeper personal and social issues behind clients” ditficulties in discussing SRH
1ssues with partners

* Help clients discuss SRH issues more effectively with pariners. even in relationships in
which there is violence or a power imbalance between partners

Essential Ideas—Session 28

* There are many reasons why clients may feel that they cannot discuss SRH con-
cerns with their partners: identifving these is an important first step i helping
clients to determine whether they can move past these blocks and find wayvs
start these important conversations.

o It is equally important 10 address the deeper fears or soctal issues behind clients
reasons for not talking with their partners. Identifying these root factors can help
clients understand their fears and anxicties related to talking with their partners
and develop strategies for overcoming them.

s Clients reasons for not feeling they can discuss sexuality openly can be real or
perceived. A provider needs to respect the chient’s reasons, even if the perception
does not fit the provider’s view of the actual situation.

e If a client does not feel that she is able to discuss condoms, do not force her. Ty
to encourage her to come back for further discussion. In the end. however, she
knows her relationship best. Urging her to press this issue when there is 4 power
imbalance. especially when violence or abuse have occurred. could end up plac-
ing the woman's health and life in danger.

* Even when there is a power imbalance or violence in a relationship. a woman has
options for negotiating safer sex and contraception. This often [CQUITSs some Cre- |
ativity and a willingness to adapt to the partner’s needs. Many of these options |
can be considered “survival strategies.” as they are options of last resort and serve
to reduce harm. While you may find this frustrating or even challenging. 1t i
important to work within the client's situation without being judgmental.

teontinued |
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realistic option.

Essential Ideas—Session 28 (continued)

* Do not criticize the partner or spouse. Also, do not simply suggest to a woman
that she leave her partner. Abusive or controliing relationships are rarely
resolved by suggesting that the woman leave, nor is that always her best or most

* You should be aware of any services available in their community for women
who are in abusive relationships or who live with gender-based violence, and
you should put into place mechanisms for referral.

Barriers to Talking with Partners about SRH Concerns

Clients’ reasons

Deeper personal and social factors

My pariner will think | am cheating if | ask him to use
condoms.

Fear of losing the relationship

We love each other, so why should we use condoms?

Denial

We do not talk about things like that.

Folicwing social norms and values; fear of
. change

People like me do not get HIV or STls.

" Misinformation about how HIV and STls
| are transmitted; denial; lack of rigk-
i perception

My partner will think | have HIV or an STI if | ask to
use condoms, and he will kick me out of the house
and tell everyone about it.

Fear of retribution, loss of support, etc.

I do not want my partner to know that | have other
sexual partners.

Fear of a negative reaction

i cannot tell him that | am unhappy with our sex life—
he will find someone else.

Fear of abandonment

| cannot tell him that it hurts because it is a woman’s
obligation to have sex with her husband any way that
he wants.

Following social norms and values

| cannot tell her that | have an ST| because then she
will know that | cheat on her.

Fear of a negative reaction

I cannot tell him that | want to use family planning
because he thinks that it goes against our religion.

Following social norms and values

| cannot ask him about his smelly discharge because
he will get embarrassed.

Fear of hurting feelings, embarrassing
partner

Note: Adapted from: EngenderHealth, 2002,
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Session 28

Discussion Summary

Women face challenges to discussing SRH concerns with their partners under the best of cir-

cumstances. How 1s this further complicated when there is 4 power imbalance. violence. or

abuse in the relationship?

* Fewer options are available to a woman who is controlled or abused by her partner.

* She feels greater pressure to “fix” what is wrong with the relationship.

* The woman may be suffering from depression or a sense of hopelessness. and therefore mayv
care less about taking care of herself through safer sex or family planning.

What suggestions can you. as providers, make to vour clients for discussing sexuahty ixsues
and SRH concerns with their partners?

The client could:

* Identfy areas of family life or relationships that they do talk about. See if there is some w ay
that these issues can be included in those discussions.

* Start the conversation by saying that this is something that she heard about in a wlk at the
clinic and by wondering if the partner knows anyvthing about these 1ssues.

* Compliment the partner or use another tactic 1o make him realize thut he s st exercising
his power by using condoms. (Note: This could be considered a Usurvival strategv’h

* Say that she has some health issues that the provider wants to discuss with him fappreciating
his role in the family) or some decisions that he needs to make with her.

* Identify family members (his family or hers) who may be supportive and wsk them o hely
her communicate about these issues with her partner.

Notes to the provider:

* Use role-playing with the client to practice these strategies. Sometimes it is helpful at first
for the client to practice being the partner and for vou to play the role of the client. to model
how these issucs can be discussed. Then switch roles. to give the client a chance to practice
saying these things herself.

* Be nonjudgmental, of the partner as well as of the ¢lient. Criticizing the woman's partner may
threaten her sense of well-being and end your counseling relationship.

* Respect the client’s willingness and ability to negotiate with her partner. If she savs that she
cannot discuss this with her partner. explore other options. If there are truly no other options,
schedule a follow-up visit and address the topic again.
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Part Vii

Final Steps in Implementing
Integrated SRH Counseling

The final sessions in this curriculum will help vou actually
practice or apply integrated SRH counseling by putting all
of the components together. You will receive the oppuortunity
to practice a complete counseling session in counseling role
plays or in a clinical practicum. using skills and approaches

covered in previous sessions and receiving feedhack.

It is important for all to recognize that applving new
counseling skills acquired in training requires more than
training itself: Administrators and supervisors need to he
supportive of new practices and approaches. to help vou and
your co-workers adjust to and sustain uny changes that
are required. Also. you will need follow-up from trainers
and supervisors to help you overcome problems. continue
to improve your skills. and mantain vour commitment to

providing integrated SRH counseling.
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Session 29
Counseling Practice—Final

By the end of this session. you should be able to:

* Demonstrate integrated SRH counseling skills in role plays (or in a practicum . assessing the
chient’s needs and risks. addressing content issues and counseling concerns. and applving
the principles and approaches discussed in this training

™,

Essential Ideas—Session 29 N

* This counseling practice is the culmination of all of the shorter practice sessions
conducted throughout the training. As vou try to "put it all together.” vou may
find it hard to remember specific steps or questions. Thix is normal when learsn-
ing a new skill; it is even harder when trving to “relearn™ an arca in which vou
already have some skills and habits established.

! * Remember that. whatever counseling framework vou dre using. the most impor-
| tant thing is to focus on the client’s needs and how you can help him or her.

- * As with any new skill, integrated SRH counseling gets easter with pracrice.
| After this workshop. you should continue to practice these counseling ~Kkills und
discuss these subjects with co-workers. with friends. and with family members.
You may laugh about how awkward you and others may feel. but keep ralking
about sexuality issues and about how important they are to vour work. and one
day doing so will no longer be awkward.

* Time 15 a major concern tor most providers who are developing counseling
skiils, worrying that they will not have enough time to do “good” counschny.
This. too. gets easter with practice. For this session. we ask vou to think abou!
ways that time could be saved in the role plays. and include vour ideas in the

i feedback. (This will be discussed in more detail in Session 30.)

Observation and Feedback Guide for Counseling Practice

Rapport-building:
How did the provider build rapport with the client?

Introducing the subject of sexuality:

How did the “provider” let the “client” know that sensitive and personal questions mught be
asked? How did the “provider™ try to make the “client” comfortable about this? Did the
“provider” seem comfortable?
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Accurate assessment:

How did the “provider” assess the “client’s” risk for HIV and STIs or for unintended pregnancy?
How did the “provider” help the “client” explain any other concerns about his or her sexuality or
reproductive health? What could the “provider” have done differently?

Did the “provider” miss any important cues or pieces of information from the “client”?

Information giving:
What specific information did the “provider” offer? What other information should have been
given? What level of language was used? How did the “provider” talk about sexuality issues?

Decision making:
How did the “provider” assist the “client” to make his or her own decision?

Implementing the decision:
How did the “provider” help the “client” to develop a plan of action? Did the plan include reduc-
ing the risk of HIV and STI infection? If not, why not?

Referral/revisit:
Did the “provider” make referrals to services that could support the “client” in implementing
his or her plans (for example. a referral to voluntary counseling and testing services)?

Saving time:

What could the “provider” have done to save time? What information could have been left out
or covered by someone else?
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Session 30
Meeting Providers’ Needs and Overcoming Barriers
to Offering Integrated SRH Counseling

By the end of this session, you should be able to:

* Describe three areas of the needs of health care staff and give examples of how these appiv
to integrated SRH counseling

* Identity barriers to providing integrated SRH counseling in the work setting and strategies
for overcoming those barriers

* Name at least two strategies for saving time in counseling and explain how these can be
applied in vour own work setting

/ Essential Ideas—Session 30

Needs of Health Care Staff

* The general needs of health care staff have been described in three categories:
» Facilitative supervision and management
» Information. training. and development
» Supplies. equipment. and infrastructure

. Barriers

| * The most common barriers to providing integrated SRH counseling that are cited

- bv health care staff are:

» Lack of sufficient time to properly counsel individual clients

» Lack of space 1o ensure privacy during counseling and confidentiality during
staff discussions

» Lack of support from co-workers and supervisors for changes (e.g.. in space
and time) that may be required for counseling to be provided cffectively

» Lack of awareness among other staff about the importance of counseling

» Embarrassment about raising with clients issues of sexual relationships and
behaviors

» Reluctance to identify the SRH needs of clients that cannot be met on-site or
for which a referral site is not known (or for which services do not exist

Strategies for Saving Time

* Accurate assessment: The key to reducing counseling time is 1o accurately
assess the client’s needs. knowledge. and concerns and then to prioritize which
need to be addressed now and which can be taken care of luter or elsewhere.

i

-\ 1 [-(-mm:m.-,/
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Essential Ideas—Session 30 (continued}

Tailoring information-giving to the client’s needs: Tt is critical not to waste time by
providing information that the client does not neec. or already knows. A good rule
of thumb is that the client should do most of the talking at the beginning of the ses-
sion, until you are clear about what the issues arz and what decisions the client
needs to make.

Group education prior to counseling: As we saw in the session on using simple
language, a lot of time can be saved in counseling "y having group education tatks
prior to counseling. Also, if an intake worker or receptionist can gather basic infor-
mation about the client, then the provider needs only to review this information,

Use of other staff In some health settings, nonmedical staff can handle basic levels
of counseling, with clinical stalf addressing diagnosis and treatment. In short, a
team approach to counseling can be used to cover different aspects of a client’s
needs.

Referral and revisit: Another important strategy to muke counseling more efficient
is referring clients to other services for specialized counseling or SRH
services not provided in this setting. Also, a client can be asked to come back for a
revisit on issues that are less urgent. The provider then can focus for that day on
the highest-priority issues. However, requiring the client to return for additional
services may create an unnecessary burden. Since 2 client may nof follow up on a
referral or show up for a revisit, it is important (o be clear about priority needs and
concerns and make sure that these are addressed while the client is with the
provider.

The Needs of Health Care Staff

Facilitative supervision and management

Health care staff function best in a supportive working environment in which they receive facili-
tative management and supervision that provides clear performance expectations, motivates staff,

enables them to perform their tasks well, and helps them better meet the needs of their clients.

Information, training, and development

For a facility to provide quality health care services, statf must possess and continuously

acquire the knowledge, skills, and attitudes needed to provide the best services possible.

Supplies, equipment, and infrastructure

For health workers to provide quality health care services. staff need reliable and sufficient sup-

plies, equipment in working order, and adequate infrastructure.

Note: Adapted from: Huezo & Diaz, 1993.

134 Comprehensive Counseling for Reproductive Health—Participant's Handbook

EngenderHealth



Session 31
Individual Plans for Applying
What Was Learned in This Training

By the end of this session, vou should be able to:

* Identify three changes that vou want to make in vour work immediately to implement what
vou have learned in this training. and explain why

* Make action plans listing specific activites. barriers that might be encountered. and strate-
gies for overcoming them

Essential Ideas—Session 31 N

* Some of what was covered in this workshop may not huve been new to vou:
some of it may have been completely new. Some of it may have made vou ree!
good about your work, while some of it mayv have made vou teel that vou will

© never be able to do integrated SRH counseling (or perhaps that vou do not even

i want to). As these ideas settle in. you may try out and reject some strategies and

! try out and keep others. Some ideas vou may share with colleagues or friends or

| perhaps even sexual partners: others you might not have heen ahle 1o accept and

may bother you for weeks or months to come.

* All of this is okay. You are learning how to help people deal with hte-und-deuth
decisions affecting the most important. and vet the most private, part of their
lives—their sexuality. This work is not easy. If it were, people would have fig-
ured out how to do this effectively a long time ago, and we would not have th
rates of maternal mortality. teenage pregnancy. and HIV infection that are Int.ml
today in the world.

* No kind of lasting change happens overnight. or even in the course of a six- -day
workshop. In the individual action plans. focus on « few kev w avs of applving what
you have leamned to your work setting. as soon as vou get there. These concrete

© and probably small changes will give you a chance to practice what vou have

learned and to see how it works for you. Bigger changes will take more time. but
they have to start with someone-—and right now. that “someone” is vou.

* During the Daily Wrap-Ups. vou selected one activity that vou could implement as
s00n as you return to work. This session is meant to remind vou of those ideus and
to give you a framework for implementing them.

feontinied)
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FEssential Ideas—Session 31 (continued)

* Being clear about why you are carrying out these action plans will be very
helpful if you encounter people who are curious or concerned about the changes
they see or whose work is also affected by the changes you are making.
Knowing why you want to make a change also gives you an idea of the desired
“outcome’—e.g., to make clients more comfortable discussing these issues,
to be able to cover more information with clients, to be able to address needs
more accurately-—and these point you toward concrete indicators for outcome
evaluation.

s These action plans will be reexamined during follow-up visits after the training
(see Session 32). We encourage you to share your plan with your superviser
\ when you return to your work site.
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Session 32
Training Follow-Up

By the end of this session. vou should be able to-

* Describe the follow-up plans of the host institution. of your own institutions, and of the trainers

/ Essential Ideas—Session 32

Presumably. you already had some counseling skills before vou started this
1 workshop. Skills development comes with practice. and vou will get better at
this if you keep trving—and if vou can receive feedback on how vou are doing.

i * One training does not make vou an expert at integrated SRH counseling.
|

|+ A common failing of trainings like this is a lack of follow- -up. Making changes on

i your own in vour work setting can be difficult. and many people give up after a

| while. no matier how enthusiastic they were after the training. That 1s w hy the
trainers and the host institution are committed to providing follow-on trunings
and site visits. so vou will have the needed technical and cenotionil support 1o
change the wav vou work.
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Appendix A

Family Planning Resource Materials

Key Elements of GATHER

Greeting

Make 4 Good Connection and Keep It ... .. B R
Asking

Why and How to Ask Questiens ... . B N
Responding to Clients’ Feelings . ... . Ce 14T
Can You Talk about Sex?> .. ... = S 148
Guiding without Controlling ... ...... . . . . S 149
How to "Listen Acuvely™ ... ... T A1
Countering False Rumors ... . T

Telling Clients Information

Talloredand Personal ... ... ... .. .. BN
Counseling Starts in the Community. .. : 1SS
Effecuveness of Family Planning Methods. .. 156
Telling Clients about Family Planming Methods. . CIET
Helping
Key Help from a Few Questions. . ... . A 1Y
Is She Pregnant? Ask Questions to Find Owt ... 163
Tips on Counseling Young Aduls. ... .. . R T
Helptng Clients Choose a Family Planning Methed .. oL les
Explaining
Explaming So Clients Remember . ... . . 17
2 Tips to Help Clients Remember .. ... .. . 171
Explaining How to Use the Chosen Method . ... 174
Returning
The Returning Client Deserves Attention. Toa. ... -
Return Visits Help Clients Continue .. ... . o 131
Supplements
A: Misconceptions about Family Planning Methods . .. 185
B: Talking about Side Effeces .. ... .. ... RN
C:Stepsin UsingaCondom .. ... ... . .. . ST
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Appendix A

Key Elements of GATHER

GREETING

Make a Good Connection and Keep It

In good counseling. providers and their clients often go through a series of connected and over-
lapping steps. These steps can be remembered by the letters in the word "GATHER." G stands
for “Greet.”

The provider's friendly. respectful greeting makes the client feel welcome. It makes « so0d
connection between provider and client nght from the start. A good connection builds trust, and
clients rely on providers that they trust.

This good connection should be kept up. Throughout every visit. all chients deserve understand-
ing. respect. and honesty from evervone thev meet.

How to Make Clients Feel Welcome

* Make sure each client is grected in a triendly. respectful way as soon s he or <he Comes .
The staff member who first greets clients should understand how important this job is

* Try to have places for clients to sit while they wait.

* Make the waiting area cheerful and tnteresting. For example. vou can find or make posters
that give useful health information.

* Have brochures and pamphlets for clients to look at.

* Tell newcomers what to expect during their visit. This can be done in person. with pamphicts
or signs. and perhaps even with a videotape. Invite clients to speak up and ask Gquestions
whenever they want.

* If a client will be examined or underge a procedure. explain what will happen cleariv and
with reassurance.

* Point out the staff member who can help if a waiting client needs something or has 4 YU s-
tion.

* Be sure every client has privacy from being seen or heard by others during counseling and
during any physical examination or procedure.

* Tell clients that information about them and what they say will not be repeated 1o others
{confidentiality).

* Reassure and comfort clients if needed.

Suggested exercise: Try to name at least two more ways to make clients feel welcome.

Note: This description of the elements of GATHER iy adapted from: Rinchart. Rudy. & Drennan. 199s.
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Appendix A
GREETING

Key Words for Greeting

Experienced health care providers know “key words.” These words and
phrases help put clients at case. They help clients tecognize and express
their needs. They help clients make good decisions for themselves. Key
words save time. 100: They go quickly to the heart of the matter.

Here are some providers’ key words for greeting clients. Of course, the
right words may be different in different cultures.

“Welcome to [name of health care facility or organization]. My name
is [give name/. I am pleased that you have conte.”’

“How can we help you today?” (Respond to the client’s answer by
explaining whut will happen ncxt. For example. you might say, “Have
you visited us before? Please tell me your name so that we can give
your records to the nurse.” OR: “Please have a seat here. We will
be able to help you in about [state how many minutes].’”)

Suggested exercise: What key words do you know? You can share them
with your colleagues. Also, you can ask your colleagues for key words
that they use.

L
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Appendix A
ASKING

Why and How to Ask Questions
In GATHER. A stands for “Ask.” The provider questions effectively and listens actively to the
client’s answers.

Why Ask Questions?
* To learn why the client has come

* To lean about the client’s circumstances. needs, and concerns

* To help the client express needs and wants

* To encourage the client to actively participate

* To help the client express feelings and attitudes. and so to learn how the client feels

* To help the client think clearly about choices

* To show the client that vou care and are interested

* To learn the client’s knowledge and experience with farmily planning and other reproductive
health

* To learn about behavior and situations that could atfect the client’s reproductive health and
health choices

You may need to ask all clients certain questions for your records. But the most impostant ques-
tions bring cut what clients really want and how they feel. The best questions lead to unswers
that suggest more questions—Iike conversation between friends. No list of standard guestions
suits all clients.

How Can You “Question Effectively”?
* Use atone of voice that shows interest. concern, and friendliness.

* Use words that clients understand.

* Ask only one question at a time. Wait with interest for the answer.

* Ask questions that encourage chents to express their needs, Examples are: "How would vou
feel if you became pregnant soon” “"How do vou think vour spouse feels about family plan-
ning?”

* Use words such as “then?” “and”" and “oh?" These words encourage chents to keep talking.

* When vou must ask a delicate question. explain whyv—{or cxample. asking about number of
sexual partners to find out about sexually transmitted infection (STD risk.

* Avoid starting questions with “why.” Sometimes “why™ sounds as if vou are finding fault.

* Ask the same question tn other wavs if the client has not understood.
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ASKING
Open-Ended Questions Work Better!
The questions below are open-ended questions. They invite clients to
give full, honest answers. They help clients think about their choices.
The answer to an open-ended question often suggests the next question.
* “Could you please tell me your reasons for coming?”
* “What have you heard about this method?”
* “What questions do you have about family planning?”
* “How do vou feel about that?”
The questions below are closed-ended questions. They require a specif-
ic answer, often just “yes” or “no.” They cut off discussion. Some of
these are also leading questions. They push the client to answer in the
way that the questioner wants.
* “Are you here for family planning?”
* “Have vou heard of this method?”
* “Don’t you prefer this method?”
. * “Don’t you think young women should avoid sex before they are
- marrted?”
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ASKING

Responding to Clients’ Feelings

Family planning and other reproductive health Reflecting Feelings
concerns can be a very private matter for clients.

When they talk about these subjects. they may Example 1

feel embarrassed, confused. worried. or afraid.
These feelings affect their decisions. Some feel-
ings may make choices difficult. Some feelings
may lead to choices that clients regret later.

| WaNT TO USE
FAMILY PLANKIWG.
BUT I'VE HEARD BAD
THINGS ABOUT THE
PIFCERENT METHOPS.

YOU SOLVD wiRR'E
ABOLT POSS i
SWE EFFELCTS OF
SOWE METHOPS

How can you help clients deal with their feel-
ings? First, ask about feelings and help clients
talk about them. Give your full attention. Listen
actively and question effectivelv. Watch clients’
body movements and expressions. These can help
you learn what clients feel.

Once vou recognize clients” feelings. let them
know in clear and simple words that you under-
stand. This is called “reflecting feelings.” At right
are two examples.

Example 2

YOU SEE* LAWSURE
ABOUT YOLR C~O'CE.

MY HUSBAND WANTS
wME TO USE PiLus

You cannot change clients’ feelings. Only they
SO | SUPPOSE | Wi,

can do that. But when vou retlect feelings. vou
are showing that vou understand. You also are
saying that it 1s all right to feel that way.

As clients talk about their feelings. they under-
stand themselves better. Then they may find 1t
casier to make wise and healthy choices.
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Can You Talk about Sex?

Even for experienced health care providers, discussing sex can be difficult. Using sexual terms
or slang can be embarrassing. As a result, providers may not volunteer important information,
answer clients” questions fully, or ask important questions about sexual behavior. Providers
may even try to influence a client’s choice of methods t¢ avoid explaining use of condoms or
vaginal methods (e.g., diaphragms or spermicide), for example.

But reproductive health and sex cannot be separated. To make healthy decisions, clients often
need to discuss sexual behavior. Therefore, providers need to be comfortable with hearing and
using sexual terms and also with using pictures or models of the body. Here are suggested exer-
cises that can make discussing sex easier:

L. Make a list of terms and stang related to sex. Discuss how you feel about hearing and using
these words. Compare the words for men with those for women. Do these words avoid nega-
tive meanings? Which words would you rather use? Do your clients understand these words?

2. When alone, look at your face in a mirror and say the words that make you uncomfortable.
With practice, you will be more at ease and confident.

3. Practice using pictures or a model to show clearly how to put a condom on a penis.

Clients, too, often find it hard to talk about sex. Here are some tips for helping them:

* Give clients sensitive information in other forms. Then they can take it into account even
if they do not want to discuss it openly. For example, posters, pamphlets, videos, radio, and
TV can explain the risks of having more than one sex partner, the signs of STIs, or the need
for condoms.

* Starting discussion about sex is often the most difficult step. How can you gently let clients
know that you are willing to discuss sex but will not force them to do s0? You might
ask, “Did you see the wall chart about STIs in the waiting area? Did it raise any questions?”
or “Some women say they worry that their husbands have other sex partners, but they do not
know how to talk with their husbands about it. How do you think you would handle that
situation?” From here, vou can lead gradually to a more personal discussion if the client is
willing,

148 Comprehensive Counseling for Reproductive Health-—Participant's Handbook EngenderHealth



ASKING

Appendix A

Guiding without Controlling

Most clients want to make their own decisions with some guidance from the provider. Two prin-

ciples are important to giving guidance:

* Each client’s wishes—and not the provider’s wishes—determine how much guidance to gnve.
Different clients will want more or less guidance.

* Good guidance helps clients make their own decisions. Good guidance should not be control-
ling—that 1s, it should not make decisions for clients.

A provider can give guidance and protect the client’s right to informed choice at the same time.
(Hint: Asking questions instead of making statements can help to avord controlling

Guiding (Try This!)

Controelling (Avoid This)

Telting the client clearly that the decision 1s his
or hers. while offering help. too:
“Together we can think through vour
decision. bui the choice is yours.”

Helping clients think about the cffects ot therr
choices—both good and bad:
"The pill gives some women upset stomachs
at first. What if this happened to you?”

Helping clients think about their own hves:
“With vour schedule. what might remind
you to take a pill everv dav’?”

Taking cues from the client:
“You said that vou had several sex partners
in the lust vear This makes me think that vou
may need to protect vourself from STis.”

Mentioning common experiences of other peo-
ple like the client. Be balanced:
“With injeciables. some women are happy
when monthly bleeding stops. hwt other
women aveid injectables for this reuson.”

Respecting each client’s decisions about thetr
own lives:
“I understand thar vou must leave home and
waork in the citv most of the time. Since that
isso....0"

Griving advice when not asked:
“Well of vou want my opimion..

Substituting veur decision for the client's:
I Dwere vou, Twould 7

Expressing personal judgments or cnticism
about the chient’s behavior:
“Doing that is wrong, You showld krosw

hemer”

Demanding a gquick deciston with no time to
consider:
“That is the list of methods we have Now,
which do vor want?”

Stating the chient’s deciston for her ror himie
o sure voud do not want this metiod.”

Instead. ask the client to state his or her own

choice or wishes, and then reflect them back.

Using the words should, alwavs, must and

never

Cutting off the client:
“Time Is short. Lel us move on. ..

Assuming that all similar people have exactls
the same needs:
“You are not married. and <l unmarried

people need condoms for STI prozecron”

EngenderHealth

Comprehensive Counseiing for Reproductive Health—Parucipant’'s Handbooa

149



Appendix A

ASKING

How to “Listen Actively”

Accept your clients as thev are. Treat each as an individual.

Listen to what your clients say and also how they say 1t. Notice tone of voice, choice of
words, facial expressions, and gestures.

Put yourself in your client’s place as vou listen.

Keep silent sometimes. Give your clients time to think. ask questions, and talk. Move at the
client’s speed.

Listen to your client carefully instead of thinking what vou are going to say next.

Every now and then repeat what you have heard. Then both you and your client know
whether you have understood.

Sit comfortably. Avoid distracting movements. Look directly at your clients when they speak,
not at your papers or out of the window.

Countering False Rumors

Asking clients what they have heard about family planning methods or STIs often turns up
FUmors.

What Are Rumors?

Rumors are misinformation passed around the community, mostly by word of mouth. Rumors
become widely known and are belicved to be true, but often they are inaccurate or false. The
original source is usually forgotten.

Where Do Rumors about Reproductive Health Start?

Unintended mistakes when a person passes on what he or she has heard
Traditional beliefs about the body and health
Exaggerations to make a story more entertaining

Lack of correct information due to unclear explanations from health care providers—or no
explanation at all

People trying to explain something that has no obvious explanation, such as an unexpected
side effect

Errors or exaggerations in news reports or mass-media entertainment

Someone trying to hurt the reputation of family planning. other reproductive health care, or
health care providers

Tips for Dealing with False Rumors That Clients Have Heard

Clearly ask all new family planning clients what they have heard and what concerns they
have about methods. These questions may bring out rumors,

Explain politely why the rumor is not true. Also explain what is true in ways that the client
understands.
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* Find out what the client needs to know to have confidence in the famuly planning method.
other reproductive health care. or the provider. Find out who the client will believe.

* Be aware of traditional beliefs about health. This awareness can help vou understand rumors.
It also can help vou explain health matters in wayvs that clients can easily understand.

* Encourage clients to check with a health care provider if thev are not sure about what thes
hear.

Tips for Dealing with False Rumors in the Community

* Find a credible. respected person who can tell people the truth and counter the rumor.
Community leaders and satisfied users can be especially good.

* Try to figure out why the rumor started. Perhaps a real event needs to be explained.

* If rumors are circulating or perhaps even appear in the news. vour director can contact
reperters and editors and help them learn the true story. Your director could ofter to be inter-
viewed or to make a broadecast. Also, your director could offer 10 help reporters check out
any future rumors,

* Encourage people to check first with health care providers before thev repeat rumors.

* Prepare a simple handout or poster with correct information.

[Note: See Supplement A, page 185, for further tips on dealing with rumors and misconcep-
tions about family planning methods.|
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Tailored and Personalized

In GATHER. T stands for “Tell.” The provider responds to the client’s sitation. concerns. and
needs. The provider tells the client information that helps the client reach a decision and muke
an informed choice.

To make wise choices. clients need useful. understandable tnformation. This information
should describe the client’s various options and explain possible results. To help with under-
standing. vou can make information both tailored and personalized.

Tailored information is information that helps the client make a specific decision. In the “Ask™
step of GATHER. you can learn what decisions the client is facing and what his or her prefer-
ences and concerns are. Then. in the “Tell” step. vou can give specific information that helps
the client make those decisions. You can skip information that makex ne difference to the client
to avoid overloading and confusing the client.

Personalized information is information put i terms of the client’s own situation. Person-
alizing information helps the client understand what the information means 1o him or her
personally. {See example in box below.)

Example

Information for a Man Deciding How to Protect Himself
against HIV/AIDS

Good: “Having certain other STIs can raise the chances of getting
HIV/AIDS ™

Better (tailored): ~For a person with more than one sex partner. the bext
protection against getting STIs during sex is using & condom everv
time.”

Best (tailored and personalized): “You mentioned that vou have mwo

girlfriends now. The best way to protect vourself and vour girlfriends i~
using a condoim every time vou have sex with either of them.”

Suggested exercise: Imagine a specific client. Then tailor and personahize an important ract
about reproductive health for that client.

Tailoring Information for Method Choice

Family planning clients should have access to full information about all available methods. At

the same time. describing every method in equal detall can be confusing to a client trying to

choose a method. Here is an easy wav to find out what the client needs to know:

* Ask what method the client wants. Most clients aircady have a method in mind. Unies
there is a medical contraindication. it is best if clients ger the method thev want. They will
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use it longer and more effectively. Make sure the client (13 understands the method, (2) has
no medical reason to avoid it (see chart, “Helping Clicnts Choose a Family Planning
Method,” page 165), and (3) knows other methods are available when he or she wants to
switch.

» What if the client cannoi use that method? Ask wha! the client likes about that method,
and then describe similar methods. For example, a woman wants an TUD because it is long-
acting, very effective, and reversible. But she cannot use an [UD for medical reasons. You
can tell her about Norplant implants or injectables becuuse these also are long-acting, very
effective, and reversible.

Key Words for Telling

“Do you have a method in mind?”

Most new family planning clients already have & method in mind. The
“Tell” step in good counseling about method choice starts with that
method.

“And what is it about this method that you like?”
This question helps check whether the client really understands the
method. Any mistaken ideas can be gently corrected. Also, the provider
can mention other available methods with the same advantages—in
case the client does not know these other methocds.

Clients should receive the method that they want so long as they
understand the method and there is no medical reason for them not
to use it.

Find more ways to tell people about family planning methods. Counseling is important, but
providers also can tell people about methods in many other ways—for example, radio, televi-
sion, newspapers, community and clinic presentations, pamphlets, and wall charts. Clients who
Know more about methods before counseling can make better decisions during counseling.
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Counseling Starts in the Community

Informing the community and counseling clients go hand-in-hand. The beter that peaple are
informed before counseling. the better that counseling can help clients make informed choices that
meet their needs.

Why Give Community Talks and Hold Group Discussions?

* To inform many people at once. This saves time.

* To establish a link between the community and the service providers.

* To tell the community about services.

* To start people thinking about their choices even before they meet with a heulth care provider.

* To save time during counseling for addressing each client’s needs and helping the client learn
mstructions.

* To answer questions that people are too shy to ask.

* To start a continuing discussion in the community,

* Tocreate 2 common understanding among people. This helps avoid rumors.

* To make people aware of risky reproductive health behavior and to encourage safer hehavior,
* To help people share their experiences and support each other’s healthy decisions,

When and Where?

* When community groups meet.

* At workplaces and schoaols.

* Atspecially planned public gatherings,

* Atother public events such as sports matches. fairs. and exhibitions.
* While clients wait in clinics.

Tips for Talks and Discussions

* Find out in advance who the audience will be. what they know, and what they want to know,

* Preparc. Know vour goals, main points. and a few discussion guestions. Plun vour time.

* To begin. introduce yourself and the topic.

* Help people feel at ease. In a small group. vou could start a shor game or ask people to introduce
themselves.

* Start the discussion with clear. simple information.

* Use words that evervone understands.

* Use audiovisual materials. including sample contraceptives if Appropriate.

* Help keep discussion going. Keep eve contact. Encourage people to comment and ask questions.
Ask “what” and “how™ questions in a respectful way.

* Invite people 1o taik about their own experiences.

* If the discussion strays from the topic. gently lead it back with an appropriate guestion,

* Summarize important points during the discussion and again at the end.

* Suggest one important action that every person there can take—for example. each person can tel}
one other person in the community something important that they have learned.
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Effectiveness of Family Planning Methods

This table shows how many women in every 100 women beccme pregnant during the first 12 months
of using major family planning methods. Two rates are shown for each method. The rate shown under
“As Commonly Used” is a typical, or average, rate. Some couples do better than this, and others do
worse. The rate under “Used Correctly and Consistently” applies 1¢ couples who follow the use instruc-
tions exactly and make no mistakes. For both categories, the pregnancy rate associated with the use

of no method is assumed to be 85 per 100.

Pregnancies per 100 women in first 12 months of use

' Used correctly

Family planning method As commonly used and consistently
Norplant implants Less than 1 Less than 1
Vasectomy Less than 1 Less than 1
Long-acting injectable contraceptives Less than 1 [Less than 1
Female sterilization Less than 1 Less than 1
Intrauterine device (TCu-380A) Less than 1 Less than 1
Progestin-only oral contraceptives 1 Less than 1
during breastfeeding
LAM (for 6 months only) - 3 Less than 1
Combined oral contraceptives 6-8 ' Less than 1
Male condoms _ 3

: Diaphragm with spermicide 6
Fertility awareness—based methods 1:9
Female condoms 5
Spermicides 6 J
Key:

D = very effective (0—1 failures per 100)

S = effective (2-9 failures per 100)

— somewhat effective (10-30 failures per 100)

For sources and further explanation, see: Hatcher et al., 1997, pp. 4-18 and 4-19.
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Telling Clients about Family Planning Methods

Clients need to know about family planning methods before choosing one. Here is basic information about
nine methods. You can mention all available methods, but tell clients most about the metnods that interes:
them. (Remember that clients may already know something about some methods.) Then. with the checkiists
on pages 165 to 169, you can help your clients choose a method. (Note: Most methods do not protect agans:
STls, including HIV/AIDS. During sex. condoms are the best protection against STIs.}

HOW IT WORKS ADVANTAGES ‘ DISADVANTAGES
[ Combined oral contraceptives (the pill)
I :
When a woman swatlows a pill | = No need to do anything at the i * Some wcmen have upset
each day, her ovaries stop F time of sex. 1 stomach {especiany in first
|

three months) and or spothing
or bleeding between merstruai
periods. missed persds. m:ld
headaches, breas* ta~de-res
* Helps prevent iron deficiency and’or stight weight gam,
anemia, ectopic pregnancy,
ovarian and uterine cancer, and
pelvic inflammatory disease
L (PID). * Inrare cases. the o cagses
stroke, hean atac«. or ©'a22
clots deep in the i2g. especaly
mwomenwinn o ooood
pressure and in wamen wna
smoke and alsaa-e 35 or 2ider.

t;eleasmg €ggs. Sthe_t(;]anr;ot i *» Monthly penods are regular.
ecome pregnant without an egg. | light, short: cramps are milder

Effectiveness: Very effective if | and fewer.

taken every day. Effeclive as

usually used.” No STi protection.

Also can be used for emergency

contraception.

[#1]

= Some women cannat remem-
bertotake a p i every day.

L Maie condom
. _ i
A very thin, flexible sheath that * Only method proved to prevent | » Must take the * me 12 oyt con-
covers the man’s erect penis dur- STls. including HIV/AIDS, and ‘ dom on erect penis before sex
i . regn n r-
| ing sexl It kee_ps sperm out of the alsop egnancy when used co '+ May decrease sensatan,
| woman's vagina. It also prevents rectly with every act of sexual
many STls from passing between | intercourse. | « May cause ltchung fa- 3 fep
| sex partners. | people who are atersyz 1o latex

* Helps prevent conditions

caused by STIs, such as PID in | 'UDPET

Effectiveness: Effective if used

correctly and every time. Only + women and infertility in both
somewhat effective as usuaily women and men,
used.” Best methed for STI

* No need to see a health care

prevention. provider befcre using.

(contnued)

“For more information on method effectiveness, see the chart on page 156.
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Telling Clients about Family Planning Methods {continued)

HOW IT WORKS

ADVANTAGES ‘

DISADVANTAGES

Female sterilization

A specially-trained health care
provider makes a small surgical
opening in the woman’s abdomen
and closes off both tubes that
carry eggs from the ovaries

ioc the womb. Then these eggs
cannot meet the man's sperm.
The woman stitl has menstrual
periods.

Effectiveness: Very effective and
permanent.* No ST| protection.

A single procedure leads to
effective, lifelong family plan- |
ning.

« Nothing to remember and no
repeated clinic visits needed.

» No known ong-term side
effects or health risks.

« A woman can still have sex as
usual.

Usually painful for a few days
after the procedure. Shight
chance of infection or bleeding
at incision, internal infection or
bleeding, or injury to internal
organs.

Usually not reversible.

Vasectomy

A specially-trained health care
provider makes a small surgical
opening in the man's scrotum
(the sac of skin that holds the tes-
tictes) and closes off both tubes
that carry sperm from his testi-
cles. The man stilt produces
semen, but it has no spermin it
to make a woman pregnant.

Effectiveness: Very effective
and permanent.* No STI
protection.

s A single, quick procedure leads {
to effective, litelong family |
planning.

+ A man can still ejacutate and
have sex as usual.

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

Not effective at once. Couple
must use another method for at
least three months.

Usually some discomtort for a
few days after the procedure.
Possibly also some pain,
swelling, and bruising in the
scrotum.

Usually not reversible.

Long-acting injectable contraceptives

Injectables Depo-Provera
(DMPA) and Noristerat (NET-EN)
stop ovaries from releasing eggs.
A woman cannot become
pregnant without an egg. They
also thicken cervical mucus so
sperm cannot pass.

Effectivenass: Very effective
when spaced three months apart
(for DMPA) or two months apart
(for NET-EN).* No STI protection.

= Private. No one else can tell
that the woman is using contra-
ception.

+ Long-term yet reversible. Each
injection lasts at least three
months {(DMPA) or two months
{NET-ENj).

+ The woman has to remember ,
only to return for her next
injection.

Changes in menstrual bleed-
ing, such as light spotting at
first and no periods after

the first year of use. (Some
women consider no periods
an advantage.)

Some women gain some
weight. (Some women consider
this an advantage.)

if stopping to become pregnant,
average four months longer
wait before pregnancy than
after other methods.

*For more information on method effectiveness, see the chart on page 156.
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Telling Clients about Family Planning Methods (continued)

HOW IT WORKS

ADVANTAGES

DISADVANTAGES

Norplant implants

Small, plastic capsules placed
under the skin of a woman's
arm slowly release a hormene.
The hormone thickens cervical
Mucus s¢ sperm cannot pass.
Scmetimes also stop ovaries
from releasing eqggs.

© Effectiveness: Very effective.*
\ No STl protection.
[

i ¢ Lasts at least seven years; fer-

Lo
tility returns when capsules are |
taken out. i

« Nothing to remember. No need
to do anything at the time of
sex.

: * Helps grevent iron deficiency

anemia and ectopic pregnancy.

Changes in menstrual bleed-
Ing. especiaily spotting or
bleeding between pencds.
Some women have no periods,
(Some women cons:der no
periods an agvantage.)

Clhimicai procedure s needed
1o start or siop use.

Intrauterine device (IUD)

A small, flexible plastic frame,
often with copper wire or sleeves
on it. A health care provider
inserts the {UD into the woman's
. womb through her vagina. The
IUD stops egg and sperm from
meeting.

Effectiveness: Very effective.”
No STt protection.

» Effective prevention ¢f preg- .

nancy for as long as 10 years. |
Ferility returns when 1UD 15
taken out.

* No need to do anything at the
time of sex, .

* Can be inserted just alter
childbirth. e

Many women at st nave
longer, neavrer me"st'ual
perigds.
between per mdb. or more
mensifua: crarps or pDain.,

Climcal procedure is neeged
10 start or stcp use.

PID s more Lkely t5 ‘oliow STI
infection i @ woman 1s using
an |UD.

Fertility awareness—based methods (including periodic abstinence)

A woman learns to recognize the

fertile time of her menstrual cycle.

To prevent pregnancy. a couple
avoids vaginal sex during the
fertile time or else uses a barner
method or withdrawal.

Effectiveness: Effective if used
correctly. Only somewhat effec-
tive as usually used.” No ST1
protection,

i

* No physical side effects. .
* Very little or no cost.

* Most couples can use thesa
methods f committed to them. !
|
+ Acceptable to some religious \
groups that object to other

methods.

More effective meinods take
two or three months to leam.
Calendar method takes six
months of recorcding cyc'e
length before it can pe used.

* Long abstinence may cause

tension.

Scme methods may be iess
reliable or difficu't to use i

woman is sick. has a vaginal
infection, or is breastfeeding.

“For more information on method effectiveness, see the chart on page 156,
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Telling Clients about Family Planning Methods (continued)

HOW IT WORKS ADVANTAGES DISADVANTAGES
|

Vaginal methods {spermicides, diaphragm, cervical cap)

A woman places a spermicide, + Woman-controiled method for + May cause irritation. Can make
or a diaphragm or cap with use when needed. urinary tract infections more
spermicide, in her vagina before common.

sex. Spermicides kill sperm
or stop their movement,

« May help prevent some STls
and conditions caused by STIs. * *» Woman must put method in
vagina before every act of

Diaphragms and caps keep = No need to see a heaith care .
. . sexual intercourse.
sperm out of the womb. provider before using
spermicides.

Effectiveness: Effective when
used correctly and every time.
Only sormewhat effective as
usually used.” Help prevent STls.

*For more information on method effectiveness, see the chart on page 156.
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Key Help from a Few Questions

In GATHER. H stands for "Help.” The client and provider discuss the choices. their different
implications for the client. and how the client would feel about these. In this wav, the provider
helps the client consider key issues to help him or her reach a decision. Often. the choice 1s
what family planning method to use. Other choices could be how to protect oneself from ST
or. for a young person, whether to begin having sex.

Choosing a Family Planning Method

First, ask the client if she or he already has a method in mind (~ce “Telhing Clients Infor-
mation.” page 153). Then. with a few more questions. vou can learn important information
that will help you advise many of vour clients. You can choose the best words 1o ask tor this
information.

Most clients who answer "no” to all three questions below can consider any avatlable famihy
planning method. Ask further questions as nceded to help each client choose.

[f a client answers “yes™ to any of these three questions. see the advice below:
1. Is the client breastfeeding a baby? If so, for how long?
* Breasifeeding less than siv weeks:
> Avoid hormonal methods. Combined oral contraceptives and monthly injectables can
reduce mulk supply. Progestin-only eral contraceptives, long-acting intectebles. and
Norplant implants in theory might aftect the new baby's growth.
» All other methods can be considered. Fertihty signs. used for feruhty avwareness-hased
methods. may be hard to interpret.
» Between seven and 42 davs after childbirth. postpone female sterilization.
* Breastfeeding siv weeks to six months.
» Avoid combined oral contraceptives and monthly injectables.
> All other methods can be considered. including progestin-only oral contraceptives.
Ferulity signs may be hard to interpret.
* Breastfeeding more than six meonths:
» Can no longer use lactational amenorrhea method (LLAM).
» All other methods can be considered, but combined oral contraceptives and menthly
injectables are not the best choices. Ferulity signs may be hard to interpret.

2. Do the client and his or her partner want any (more) children?
* Ifso:
» Couple should not choose vasectomy or female sterilization. These methods are permanent.

3. Does the client or his or her sex partner have sex with anyone else?

* If so. the client:
» Should always use condoms to protect against STIs
» Can also use another method at the same time for extra protection against pre2nancy
> Should avotd the [UD
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Note: All three questions are important. For example, a woman who has been breastfeeding for
less than six months and who also has more than one sex partner should avoid combined oral
contraceptives and should always use condoms.

Other Good Questions

You may need to ask more questions to find out: Will the method that interests the client really
suit the client’s needs and way of life? Will the client be abie to use the method effectively?
Does the client have any medical condition that makes another choice better? The chart entitled
“Helping Clients Choose a Family Planning Method” (page 165) helps answer these questions.

Key Words for Helping

“What have you decided to do?”

After the client has considered all of his or her options, it is very tmpor-
tant to ask the client this question. This is why:

* The question makes clear that a decision is needed.

* The question makes clear that the decision belongs to the client.

* By answering out loud, clients make a commitment to carry out their
own decisions—or else recognize that they are not ready to decide.

* The client’s answer tells you what the clicnt wants—no need to
guess or assume.

* If the client’s answer is not clear or s out cof keeping with previous
discussion, you can ask more guestions to be sure, and you can dis-
cuss the choice further.

¢ If the client’s answer either is medically coniraindicated or is based
on unrealistic expectations, you can guide him or her to understand
why it is not an appropriate choice.

“So, you have decided 10...”
Reflect back the client’s decision. Then the client can agree or disagree.
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Is She Pregnant? Ask Questions to Find Out
A woman should try not to start certain family planning methods while pregnant.

Asking questions usually is enough to find out if a woman might be pregnant. Pregnancy tests
and physical examinations usually are not needed. and they dixcourage clients.

If the woman answers “yes’” to any of these six questions. it i~ rcasonably certain that she is

not pregnant. (Once she answers “ves” (o a question. vou can skip the other questions.)

1. Did she give birth in the last six months, and 1= breastfeeding often. und hax not vet
had a menstrual period?

_IJ

Has she abstained from vaginal sex since her last menstrual period?

7S]

Did her menstrual period start in the last seven days?

4. Has she been using family planning effectively and wus her last menstrual period
less than five weeks ago?

5. Did she give birth in the last four weeks?

6. Did she have an abortion or miscarriage in the last seven days?

If the client answers “no™ to all of these questions. shc might be pregnant: pregnancy cannot
be ruled out. Has she noticed signs of pregnancy? If so. try to confirm by physical examination.

If her answers cannot rule out pregnancy, the client should cither have u Luborators pregnan-
cy test or wait until her next menstrual period before starting combined or progestuin-oniy oral
contraceptives, injectables. Norplant implants. an IUD. or female stenthization. She can use con-
doms or spermicide until then. If she wishes, she can be given oral contruceptives. too. with
instructions to start them when her menstrual period begins.

Tips on Counseling Young Adults

Often voung adults face different reproductive health issues than older clients. Young adults

often are less knowledgeable and may lack the maturity to make well-considered decisions and

carry them out responsibly. Thus. counseling young adults requires being even more open.

more tolerant, more flexible. more knowledgeable. and more understanding. Counscling voung

adults can be challenging. but it can be very rewarding to help voung people make wise and

healthy decisions.

* Be open. Let voung people know that no gquestion is wrong. and that even embarrassing top-
ics can be discussed.

* Be flexible. Talk about whatever issues the voung person wants to discuss,

* Give simple, direct answers in plain words. Learn to discuss puberty and sex comfortably.

* Be trustworthy. Honesty is crucial to voung clients. You—and the mtormation you give—
need to be believable. If vou do not know an answer. say so. Then find out.

* Stress confidentiality. Make clear that vou will not tell anyone else about the client’s vt
the discussion. or the client’s decisions.
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* Be approachable. Do not get upset or excited. Keep cool.

* Show respect, as vou do for other clients. Do not talk down to young clients.

* Be understanding. Recall how you felt when you were young. Avoid judgments.

* Be patient. Young people may take time to get to the point or to reach a decision
several meetings are needed.

. Sometimes

Young Adults Are Special Clients. Keep This in Mind:

Young adults often need skills as much as lacts. They need to learn
how to deal with other people--including older people. For good
reproductive health, important skills are knowing how to say no, how
to negotiate, and how to make decisions.

Young peoplc often want to know how social relationships and
sexual relauonships fit together. Often, this 13 more important to
them than facts about reproductive health.

Young people often focus on the present. They find it hard to make
long-range plans or to prepare for the distani future.

Young people often find it hard to understand the idea of risk or risky
behavior,

Sexually active young adults often face a greater STI risk than older
clients.

A young person’s sexual behavior may be forced or pressured—
possibly by an older person.

A young person may have sex only once in @ while.

A young person may plan not to have sex again but still do so.

Young adults of the same age may have very different levels of
knowledge and different sexual attitudes, behavior, and experiences.

young adults?

Suggested discussion: How do these points affect how you counsel
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Helping Clients Choose a Family Planning Method

1. Help Clients Think About Their Needs

These questions help clients think about their needs.
Discuss only methods that interest the client.
Can you think of more questions?

2. Consider These Medical Conditions

For the client's preferred method. ask about these
conditions and explain that they rule out s use.
If needed, heip the client choose ancthar method.

Combined oral con

traceptives (the pill)

+ Do you want an effective method that you can
stop at any time?

» Do you especially want to postpone or to
space births?

* Do you want a method that needs n¢ action
during sex?

» Do you have heavy, painful menstrual periods
or anemia?

If so, the pill may be a good choice for you.

* Do you dislike taking pills or do you forget
them?

» Would it be hard far you to get more pilis?

* Would you stop the pill if it made your stomach
upset at first?

iIf so, the pill may be a poor choice for you.

Should not be used by women who:
= Smoke cigarettes and alsg are over age 35

*» Have blood pressure (bp) over 160 100 mm
Hg: report high bp but cannot be checkez

« Are breastfeeding a baby less thar 6 months
old

» Have had stroke or problems with neart or
bicod vessels due to blockages

* Have or had breast cancer

« Have active hver disease

» Get bad headaches with blurred vision
« Might be pregnant

« Have unusual vaginal bleed ng tnal
disease (unlil diagnosea)

« Have long-term. severe diabetes

Male condom

» Do you or your sex partner{s) need protection
from STis?

= Do you have more than one sex partner? Does
your pariner?

+ Are you a man who wanis respensibility for
family planning?
If so, condoms may be a good choice for you.

» Would you or your partner find it difficult to use
a condom with every sex act?

Even so, you should use condoms if you
need STl protection or have more than one
sex partner. Can use another method, too.

Generally should not be used by someone:

* As the only method i pregnancy waould ser-
ously threaten the woman's hea®th. For mos?
couples, condom use is only scmewnat efac-
tive. Can use condoms for STi protection and
another method at the same time. for greater
protection from pregnancy.

= Who has severe allergic react:on 10 ‘atex.

EngenderHeaith
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Helping Clients Choose a Family Planning Method (continued)

1. Help Clients Think About Their Needs

These questions help clients think about their needs,
Discuss only methods that interest the client.
Can you think of more questions?

2. Consider These Medical Conditions

For the client's preferred method, ask about these con-
ditions and explain that they rule out its use.
H needed, help the client choose ancther method.

Female sterilization

= Are you sure you will want no more children?
Is your husband?

« Do you want a very effective, permanent
method with no upkeep?

If so, female sterilization may be a good
choice for you.

* Are you single or have no children?
» Are you having marriage problems?

* Are you worried about surgery?

if so, female sterilization may be a poor
choice for you.

No medical conditions restrict female steril-
ization, but some conditions call for delay,
special care, or a special facility. These
include:

* Gynrecologic or obstetric conditions, such as
pregnarcy, infection, cancer

» Certain heart or blood vessei problems, such
as high blood pressure

= Long-term diabetes
» Severe ron deficiency anemia

* Between seven days and six weeks after
giving b rth

Vasectomy

= Are you sure you will want no more children?
Is your wite?

» Do you want to take responsibility for family
planning?

» Do you want an effective, permanent method
with no upkeep?

If so, vasectomy may be a good choice for

you.

= Are you single or do you have no children?

» Are you having marriage problems?

If so, vasectomy may be a poor choice for
youl.

No medical conditions restrict the use of va-
sectomy, but some conditions call for delay,
special care, or a special facility. These
include:

* Infection {including STIs), swelling, or lumps in
penis ¢r scrotum

* Undescended testicle

+ Diabetes
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Helping Clients Choose a Family Planning Method (continued)

1. Help Clients Think About Their Needs 2. Consider These Medical Conditions
These questions help clients think about their needs. For the client's preferred method. ask about these

Discuss only methods that interest the client. conditions and explain that they rule out s use
Can you think of more questions? if needed. help the client choose another meammod

Long-acting injectable contraceptives

* Do you want to keep your family planning Should not be used by women who:

rivate? _
P * Are breastfeeding a baby less than 6 weeks

« Do you want a long-fasting, very effective, old

reversible method? ‘
* Have heart or blood vessel protlems due iz

* Do you prefer injections? blockages. or have had a stroke
if so, an injectable may be a good choice » Have of have had breast cancer
for you.

= Have active liver disease

» Might be pregnant
« Would yocu mind if menstrual bleeding changes

or stops? . Lo
P disease (until diagnosed)

» Would you mind some gradual weight gain?
* Would ycu want to become pregnant quickly
after stopping?

If so, an injectable may be a poor choice
for you.

Norplant implants

* Do you want a long-lasting. very effective, Should not be used by women who:

rsible method with no upkeep? _
reversible preep * Are breastfeeding a baby less than & weeks

If so, Norplant implants may be a good old

choice for you. S .
» Have active liver disease

« Have or have had breast cancer
» Would you mind changes in menstruat .

bleeding? Might be pregnant
* Have unusual vaginal bieeding that sugges's

» Are you worried about minor surgery? . I
y gery disease (until diagnosed) i

if so, Norplant implants may be a poor
choice for you.

P

F

{continued)
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Helping Clients Choose a Family Planning Method (continued)

1. Help Clients Think About Their Needs

These questions help clients think about their needs.
Ciscuss only methods that interest the client.
Can you think of more questions?

2. Consider These Medical Conditions

For the client’s preferred method, ask about these
conditions and explain that they rule out its use.
If needzd, help the client choose another method.

intrauterine

device (IUD)

* Do you want a long-lasting, very effective,
reversible method with little upkeep?

* Are you in a mutually faithfu! sexual relation-
ship?
If s0, the IUD may be a good choice for you.

* Do you have more than one sex partner? Does
your partner?

= Do you have painful or long menstrual peri-
ods?

= Would you mind touching your genitals to
check the IUD strings?

If so, the IUD may be a poor choice for you.

Should ot be used by women who:

* Have or might get STls, including HIV/AIDS;
had an S1i or PID in the last three months

Might be pregnant

Have uzual vaginal bleeding that suggests
disease funtil diagnosed)

Gave birth more than 48 hours but less than
four wesks ago

Have infection following childbirth or abortion

Have cancer of a female organ or pelvic
tuberculosis

Fertility awareness—based methods (including periodic abstinence)

+ Can you and your partner agree to avoid vagi-
nal sex during the fertile time, or else to use a
barrier method or withdrawal?

* Do your religious or moral beliefs forbid other
methods?

= Do you worry about side effects with other
methods?

If so, these methods may be a good choice
for you.

* Would charting cycles or noticing fertility signs
be difficult?

* Would abstinence be difficult for you or your
partner?

+ Would you be very upset if you became preg-
nant?

If so, these methods may be a poor choice for
you.

Generally should not be used by women:

= |If pregnancy would seriously threatened their
health, 1inless other metheds are not accept-
able. For most couples, these methods are
only somewhat effective.

No medical conditions restrict the use of
these methods, but some conditions can
make fertility signs harder to recognize:

* Recent childbirth or abortion, breastfeeding, or
other conditions affecting the ovaries, such as
stroke, serious liver disease, thyroid conditions,
cervical cancer

* STls or PID in the last three months; vaginal
infection {These affect cervical mucus.)

* Irregular menstrual periods (These may make
the calendar method difficult or ineffective.)
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Appendix A

Helping Clients Choose a Family Planning Method (continued)

1. Help Clients Think About Their Needs

These questions help clients think about their needs.
Discuss only methods that interest the client.
Can you think of more questions?

2. Consider These Medical Conditions
For the client's preferred method. ask abou! these
conditions and explain that they rule out its use.
If needed. help the client choose another method

[ Vaginal methods (spermicid

es, diaphragm, cervical cap)

* Do you want a method a worman controis and

can use when needed?

If so, vaginal methods might be a good
choice for you.

* Do you want a very effective method?
* Do you dislike touching your genitals?

« Would you sometimes forget the method or
choose 1o ignore it?

_ If so, vaginal methods may be a poor choice

for you. i

i

Generally, should not be used by women:

* It pregnancy wouid seriously threaten their
heaith (For most coupies, vaginal metnods are
only somewnhat effective.)

The diaphragm or cap should not be used by
women who:

* Gave birth up to six to 12 weeks ago
(Proper fitting can be difficult.)

» Are allergic to latex

{ » Have an unusually shaped cervix or vagina

that keeps a diaphragm or cap from { ing

* Have had toxic shock syndrome

[Note: See Supplement B. page 186, for ideas on talking with clients about side effects.}

EngenderHealth
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Explaining So Clients Remember

In GATHER, E stands for “Explain” The provider explains to the client how to carrv out the
client’s decision. Often the provider gives instructions. (See the chart “Explaming How to Use
the Chosen Method™ [page 174] for instructions about family planning methods<.: When
explaining. the provider tries to tailor and personalize instructions 1o suit the individua! client's
way of life (see “Telling Clients Information.” page 153).

Key Words for Explaining

“Do you think you can do this? What might stop you?"
If the client sees problems. vou and the client can discuss wavs to
overcome them.

] .

12 Tips to Help Clients Remember

The way you give information—-especially instructions—can help clients remember theme

1. Keep it short. Choose the few most important paints that clients must remember.
2. Keep it simple. Use short sentences and common words that ¢licnts understand.

3. Keep it separate. Keep important instructions separate from information that does not need
to be remembered.

4. Point out what to remember. For example, “These three poInts are IMPOrtant o remem-
ber:...." Then list the three points. Most important to remember is whar to do and swhen.

5. Put first things first. Give the most important information first. It will be remembered hest.

6. Organize. Put information in categories. For example: “There are four medical reasons 1o
come back to the clinic.”

7. Repeat. The last thing vou say can remind clients of the most IMPOrtant imstruction.

8. Show as well as speak. Sample contraceptives, flipcharts. wall charts. and other pICtures
remforce the spoken word. (See “Tips on Using Audiovisual Materials.” page 1720

9. Be specific. For example. “check the IUD strings regularly™ is not clear and not cany to fol-
low. It is clearer to say, “Just after a menstrual period. wash vour hands. Then put vour fin-
ger high up in your vagina and feel the IUD strings. If the strings seem longer. shorter. or
missing. or you feel something hard. come back to see us.”

10. Make links. Help clients find a routine event that reminds them to act—for example.
“When you first eat something each day. think about taking vour pill at that ttme.” or
“Please come back for your next injection in the week after the summer festival.”

11. Check understanding. Ask clients to repeat important instructions. This helps them
remember. Also. you can gently correct any errors.

12. Send it home. Give clients simple print materials to tuke home. Review this material with
them first.
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Suggested Exercises

+ Without looking at the list on the preceding page, sec how many of these 12 points you
remember. What does this show?

o Think of an instruction that you often give to clients. Now try to say it again more simply.

* If you do not have pictures to show clients, make your own.

Should Counselors Explain Side Effects? Yes!

Does explaining side effects of a family planning method scare away clients? Does it make them

worry needlessly? Or does explaining help chients handle side effects if they occur? Research

shows that clients nse their method longer when counselors explain side effects in advance.

Possible side effects shouid be explained honestly and without alarm. Important messages are:

+ Many people do not have any side effects.

« The most common side effects are not dangerous. Make this clear when explaining these side
effects, Examples include nausea with combined oral contraceptives (the pill) and amenorrhea
(no menstrual bleeding) with injectables.

» Many side effects go away without treatment. Many side cffects can be treated.

+ For most methods, there is a small risk of a serious complication. Explain the WAarning signs
of such complications separately from side effects that are not dangerous.

« Clients are always welcome to come back with any concerns oF questions or to change methods.

Tips on Using Audiovisual Materials

Audiovisual materials help clients learn and remember. These include sample contraceptives, wall
charts, take-home pamphlets and wallet cards, flipcharts, audiotapes, videotapes, drawings, and
diagrams such as those on page 173. Even simple, handmade audiovisual materials are better than
none at all. Here are some tips on using audiovisual materials:

» Make sure clients can clearly see the visual materials.
« Explain pictures, and point to them as you talk.
» Look mostly at the client, not at the flipchart or poster.

* Change the wall charts and posters in the waiting room from time to time. Then clients can
learn something new cach time they come.

« Invite clicats to tonch and hold sample contraceptives.

» Use sample contraceptives when explaining how to use methods. Clients can practice putting a
condom on a model penis. a stick, or a banana. Clients may want privacy for this.

+ If possible, give clients pamphlets or instruction sheets to tuke home. These print materials can
remind clients what to do. Be sure to go over the materials with the client. You can mention
information, and the client will remernber it when he or she Tooks at the print material later.

+ Suggest that the client show take-home materials to other people.
» Order more take-home materials before they run out.
- Make your own materials if you cannot order them or if they run out.
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- BLADDER
s T
Vasectomy
You can use this picture to help telt clients :’;}fi‘;ﬁiﬁ%’g SEMINAL VESICLE
how vasectomy is done. |t shows how
the man’s tubes are cut to prevent sperm URETHRA At oW
from leaving his body. For more description
of the vasectomy procedure, see the chart PEMIS = < TESTICLE
"Explaining How to Use the Chosen Method.”
page 174,
I SCROTUM

Female sterilization
(tubali ligation)

You can use these pictures to help tell clients
how tubal ligation is done. The large picture
shows where the tubes are blocked. The two
small pictures show where the incision in
the skin is made. The upper picture shows
an incision for 'aparoscopy. The lower picture
shows an incision for minilaparotormy. For
mare description of female sterilization proce-
dures, see the chart “Explaining How to Use
the Chosen Method” page 174,

Note: Courtesy of Associagio Brasileira de Entidades de
Planejamento Famiiiar

;

IUD (intrauterine device)

You can use this picture to show clients
where the |UD is placed in the womb.

Note: Courtesy of Associagdo Brasileira de Entidades de
Planejamento Famifiar
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Explaining How 1o Use the Chosen Method

Once your client has chosen a method, explain how to use it correctly. Explain only the method that the
client has chosen. These explanations also can help remind returning clients about using their methods

correctly.
Combined oral contraceptives (the pill) l

+ You can start the pill any time it is reasonably sure that you are not pregnant—for example, during
the first seven days after your menstrual period stars.

Take one pili each day until the packet is empty.

« Then start the next packet. For 28-pill packets: Take the tirst pill from the new packet the next day.
For 21-pill packets: Wait no more than seven days and then take the first pifl.

it you miss a pill, take it as so0N as you can. Then take the next pill at the regular time, even if you
take two pilis at once or cn the same day.

« Side effects sometimas OCCUT, such as upset stomach, light bleeding between periods, very light
menstrual periods, oocasional missed periods, mild headaches, tender breasts, and moodiness.
These side effects are not signs of serious sickness. They generally become jess or stop in a few
months. Keep taking one pil each day. Skipping pills makes some of these side effects worse.

Warning Signs: See a nurse or doctor if you have severe, constant pain in the beily, chest, or
leg; if you start to get very bad headaches; if you see flashing lights or zigzag lines; or if
your skin or eyes become unusually yellow.

r Male condom J

« Put a condom on the erect penis before it touches the vagina.

« Put the condom on the tip of the penis with the rolled rim up (away from the body). The condom
should unroll easily to the base of the penis.

« When withdrawing your penis after sex, hold the rim of the condom so that semen does not spill.

» Use each condom only once. Throw the used condom in & pit latrine or bury it.

Warning: Do not use {ubricants with oil in them, such as Vaseline or butter. Oil weakens
condoms.

(Note: See Supplement ¢, page 187, for further tips on proper condor use.]

(continued)
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Explaining How to Use the Chosen Method (continued)

Long-acting injectable contraceptives

* Try not to rub the injection site. This coutd shorten the protection.

* Try to come back for another injection in three months (for Depo-Provera) or two months (for
NET-EN). But come back even if you must come early or you are late. Jf YOu are mgre than swo
weeks late, use condoms or a vaginal method until you can have another injection.

* Most women have changes in menstrual bleeding. and their periods may stop after a vear This is
normat. It is not dangerous and does not mean YOu are pregnant.

Warning Signs: See a nurse or doctor if menstrual bleeding is twice as fong or twice as heavy
as usual for you; if you start to get very bad headaches: or if your skin or eyes become
unusuaily yellow.

[ Norplant impiants

* A speciaily-trained health care provider will place six small, plastic capsules under tne skn of your
upper arm. You will get medicine to prevent pain.

w
(M

* Keep this area dry for four days. You can take off the gauze after two days and the tanzage
five days.

* Most women have changes in menstryal bleeding, especially spotting or hight tleeding panwaen
periods. This is normal. It is not dangerous and not a sign of danger.

Warning Signs: Come back if your arm is sore for more than a few days; if your arm becomes
painful, hot, or red: it capsules come out: if very bad headaches start or become worse: if you
might be pregnant (especially if you also have bad pain or tenderness in the belly or you teel
faint); if you have very heavy vaginal bleeding; or if your skin or eyes become unusually yellow,

* You can have the capsules taken out any time you want. After seven years. you shoud have tnem
taken out; you can get new capsules then if yOou want.

1Contnien

el
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Explain How to Use the Chosenﬁl\{l_gt_rﬁd (continued)

e
‘ intrauterine device {1uD)

s A specially-trained health care provider will insert your 1UD. Buring the procedure, please tefl the
provider if you feel discomtort or pain. You may feel some cramps for a short time afterward.

« To make sure the IUD is still in piace, check the lUD strings cnce a week for the first month and
then from time to time after a menstrual period. Wash your hands, sit in a squatting position, and
insert one or two fingers into your vagina until you feel the strings. Come back if you cannot feel the
strings, if the strings feel longer or shorter, or it you feel something hard.

. Some women have longer, heavier menstrual bleading, bleeding or spotting between pericds, Of
more cramps. These are not danger signs. {

« Plan to come back for a check-up in three 1o siX weeks—for example, after a menstrual period.

Warning Signs: Come pack if you miss a menstrual pericd or you think you might be preg-
nant; if you might get or have an STi, including HIV or AIDS; or if you have a very bad pain in
the belly, especially pain with fever or with bleeding between menstrual periods (signs of PID).

« You can have the 1UD taken out any time you want.

« You will get a written record of your type of JUD, when it was put in, and when you should have it
removed. You can get a new IUD once this one has heen removed.

r Fertility awareness-based methods (inc!udi;\g periodic abstinence)

Be aware of body changes. Remember these rules:

. Cervical secretions: Avoid unprotected sex from the first day of any cervical secretions of feeling of
vaginal wetness untit the fourth day after the peak day of slippery secretions, :

« Basal body temperature (BBT): Avoid unprotected sex from the first day of menstrual bleeding until
the body temperature has risen and stayed up for three full days.

« Cervical secretions plus BBT: Avoid unprotected sex from the first day of cervical secretions until
both the fourth day after the peak day of slippery secretions and the third full day after the rise in
body temperature.

. Calendar, or rhythm: Avoid sex during the fertile time as figured from calculations based on Six
months of menstrual calendar records.

Warning: Providers not trained to teach these imethods should refer clients.

\7 Vaginal methods (spermicides, diaphragm, cervical cap) J

« Put spermicide, of diaphragm or cap with ptenty of spermicide, into your vagina before sex.

« Spermicide aione can be put in up to an hour before sex. Put in foaming tablets, films, or supposito-
ries at least 10 minutes before sex.

. Do not douche for at jeast six hours after sex. Leave 2 diaphragm or cap in place for at least 5iX
hours, but not longer than 24 hours for a diaphragm of 48 hours for a cap.

Warning: Providers should fit a diaphragm or cap, explain how to put it in and take it out, let
the client try putting it in, and check that it is in place.

e

(continued)
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Sterilization Procedures

Explaining How to Use the Chosen Method (continued) B

L

Female sterilization

Procedure:
Anesthetic {medicine
to stop pain) is injiected
into the abdomen.

f There are two female steriiization procedures,
Describe only what is available.

You may also be given |

medicine to help you
relax. (Tell the client
whether she s going
to be awake or asleep.
Full sleep—general
, anesthesia—usually is
| not needed.} The pro-
| cedure takes less than
20 minutes. Most
women can leave the

clinicin a few hours.

Procedure:
Anesthetic is injected

pain. One or two small
openings are made in
the scrotum. The two

tubes that carry sperm

ends are tied or closed
off. The openings are

sewn shut or bandaged

i The procedure takes
[ about 15 minutas,

5
—_—

EngenderHealth

into the scrotum to stop

|

I tube to the opening.

|

to the penis are cut. The

Minilaparotomy:
The provider makes a J
small incision in the
belly just above the
pubic hair. He or she
moves the womb to
bring each fallopian

This may cause dis-

comfort. The provider .
ties and cuts both fal- f'
lopian tubes or closes {
them with a clip or ring. |
Then the incision is .'
sewn closed. i

| After the procedure:
i
I
|
|

|
!

* It possible, put cold com
reduce swelling. Swellin

* Keep the incision clean and
mol (Panedol or Tylenol) for pain, if needed,

Laparoscopy:
The doctor makes a

i small incision just
+ under the navel and
inserts a thin tube. The :

doctor puts an instry-
ment inside this tube
and uses it to close off

i or block both fallopian

tubes. After taking out
the instrument ang
tube, the doctor sews
the incision shut or

' bandages .

p.

dry for two to three

f: After the procedure:

I' Restfor two of three

. days. Do not It any-
- thing heavy for a week
" Take paracetam=:
. (Panedo! or Tylenal)

for pamn, if needeq.

: Warning Signs: Come

back if you have
fever; bleeding or
Pus in the wound:
pain, heat, swelling,

- orredness of the
- wound that becomes

worse or does not
stop: abdominal pain
or cramping that
becomes worse

or does not stop;

E diarrhea; fainting or
- extreme dizziness.

presses on the scrotum for four hours ¢
g and discomfort may last two or three days.

days. Take paraceta-

Il * Rest for two days and do not do heavy work or exercise for g few days.

* Use another effective method for at least three months. ;

Warning Signs: Come back if you ha
| from the wound; or pain, heat, swelli
| that becomes worse or does not sto

ve high fever; bleeding or pus
ng, or redness at the wound
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The Returning Client Deserves Attention, Too
In GATHER, R stands for “Return.™ All clients should be invited to return to their reproductive
health care provider whenever they wish. for any reason.

At the same time, clients should not be made 1o come back when not necessary. For example.
providers should give clients plenty of supplies and not schedule unneeded follow-upa.

Care for Continuing Clients
All returning clients deserve attention. whatever their reason for returning. Retuming clients
deserve just as much attention as new clients,

Counseling a returning client should be flexible. It should be ailored to meet cach cfient's rey-
$0ns for returning. The returning client should not be made 10 go through fuj] method-choice
counseling again.

Here are two general rujes for counseling returning clients:
1. Find out what the client wants,
10 find our what the clieny WA, You can ask:
* “How can we help you todav? What would you tike to discuss?
* “What has been your experience with your family Planning method tor other care’
Satistied? Any problems? Do Youwant to switch methods

* “Any new health problems since vour last visit?” (For the monst Part. 4 health condinon
that rules our a family planning method in the first place also means the chent should
switch methods if that condition develops during use.)

* "Any changes in sexua] relationships or circumstances that would affect vour risk for
STIs?

2. Respond to what the client wants.

* If the client has problems, help resolve them. This can include offering 4 new method or
addressing a different SRH need.

* Ifthe client has questions, answer them.

* Ifthe client needs more supplies, provide them generousiy.

* If appropriate. check whether the client is using the method correctly. and offer adyvice
if not.

See the chart “Return Visits Help Clients Continue™ (page 181 for counseling returning users
about their specific methods.
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RETURNING

e

Key Words for Returning
«please come back any time, for any reason.”
“I hope we see you again.”

Making the client feel welcome back 1s s important as making the
client feel welcome the first time.

Reasons to Return

There are many good reasons for clients to return. For example, the

client:

» Has guestions or problems or wants advice

» Needs mote supplies, another injection, or [UD or implants replaced

» Needs emergency contraception

o+ Needs a follow-up check after TUD insertion. female sterilization, or
vascctomy

» Wants a difterent method—-for any reason

» Wants an [UD or Norplant implants taken out

« Wants help with side effects

e Has noticed a specific medical reason to return (a “warning sign”)

* Brings a spouse, friend, or relative for services or information

e Wants to check on a rumot

s Needs condoms for ST1 protection

e Thinks he or she might have an STI

Thinks she might be pregnant
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Return Visits Help Clients Continue

Clients are always welcome 1o return, for any reason—such as needing more supplies. seeking helo
with a question or problem, wanting an 1UD or Norplant implants removed. or wanting te change
methods for any reason. Returning clients deserve the same care and attention as new clients.

Return visits are good times to ask if clients are satisfied with their family planning chcices ang 15
answer questions or solve problems. Listen carefully. especially if clients have concems about side
effects. Do not dismiss a client's concerns or take them lightly. Here are suggestions to help clierts
who have problems with their methods If a client is not satisfied after treatment and counsefing, he'n

the client choose another method.

’7 Combined oral contraceptives (the pill)

Forgetting pills: Suggest taking each pitt at the same time every day—each morning upon WaKing,
for example. Suggest that a famity member help remind her.

Note: Urge the client to keep taking the pill even if she has any ot the common side effects tsted
below. Skipping pills can make some side effects worse. In the first three months of use. mention that
i these side effects usually go away or become less after three months.

Nausea (common, not a sign of serious illness): Suggest taking the piil at night or with food

Slight headaches {common, not a sign of serious iliness): Suggest taking ibuprofen, aspirn. of
paracetamol.

Spotting or bleeding (common, not harmiul, but may bother the client); Missing piils 15 some: mes
the cause of spotting or bleeding between periods, Encourage her 1o take a pill every day.

Common side effects lasting longer than three months that bother the client: Suggest a difgr-
ent low-dose combined oral contraceptive or a progestin-only pill. An alternative is to help tre woman
choose a different method.

Amenorrhea (no menstrual period) (common, usually not a sign of pregnancy). She probabiy i3 nar
pregnant if:

* She has had even a little bleeding

* She has taken a pill each day

* She missed the seven-day break between 21 -pill packs

But if she has missed more than one active pili in a row. check for pregnancy. If she may be preg-
nant, teli her so, ask her to stop taking oral contraceptives, and give her cendoms and or spermicide
to use until it is clear whether or not she is pregnant.

{continued)
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Return Visits Help Clients Continue (continued)

r Male condom

ltching: Recommend a dry condom or one withoul spermicide; suggest water if lubricant is needed. If
itching continues, examine the client for infection. If no infection and itching continues, help the client
choose another method unless he or she is at risk for catching or transmitting an STI. If so, urge con-
tinuing condoms despite #ching.

Cannot use condoms consistently: Discuss ways to make condoms part of each sex act. Remind
the client that condoms are the only method proved to prevant both pregnancy and STls, including
HIV/AIDS. Give the ciient plenty of condoms so that supply is not a concern. If problems continue,
discuss other methods. The client with high STl risk should think about using condoms and another
famity pianning method together.

Female sterilization

Note: Follow-up within seven days after the procedure is strengly recommended.

Infection: Clean the site with soap and water or antiseptic. Give oral antibiotics for seven days and
check again.

Abscess (pus present): Ciean site with antiseptic. Incise, drain pus, and treat the wound. Fever and
chills may require hospitalization.

Vasectomy

Note: Foliow-up within seven days after the procedure is strongly recommended.

A man can come back any time after three months if he wants his semen checked to make sure the
vasectomy is working.

Pain: Check for biood clots in the scrotum. Smali, uninfected clots require rest and pain-relief medi-
cation such as paracetamol. Large blood clots may neec to be surgically drained. Infected clots
require antibiotics and hospitalization.

Infection: Clean the site with scap and water of antiseptic. Give oral antibiotics for seven days and
check again.

Abscess (pus present): Clean the site with antiseptic. Incise, drain pus, and treat the wound. Fever
and chills may require hospitalization.

Fear of impotence: Assure the man that vasectomy does not physically change sexual desire, func-
tion, or pleasure. J

(continued)
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Appendix A

Return Visits Help Clients Continue {continued)

Long-acting injectable contraceptives

More than two weeks late for injection and sexually active: If the woman might e pregnant,
check for pregnancy. Unless she might be pregnant, give another injection if she wants it.

Often late for injections: Discuss ways for her to remember her next injection. such as linking the
date to a holiday or change of season. Give the woman condoms to use if she cannot come far an

injection on time.

Spotting or bleeding: Reassure her that this is normal and VEry common. especiaily in the first few
months. It is not harmiul. If this bleeding continues and still bothers the client. encourage her to retum
and discuss other family planning methods.

Amenorrhea (no menstrual bleeding): Reassure her that this Is normat and common. I© does nat
mean she is sterile. pregnant, or ill, or that menstrual blood is building up It does nof mean she wii
be unable to get pregnant when she $tops using family olanning. It amenorrhea continues to bother
the client, discuss other methods.

Norplant implants

Note: If a woman seems unha with her implants afler discussion. akvays ask c'eany oam
PRy p y )
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~
N
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not she wants the tmplants removed, and do as she asks.

Amenorrhea: Reassure ner that this is normal. It does not mean she is sterle, pregnant, or v, or 1nat
menstrual blood is building up. it does not mean she will be unable to get pregnant when she stops
using family planning. If amenorrhea continues to bother the client. remaove the implants or refar fo-
removal. Heip her choose another method.

Spotting and bleeding between periods; Reassure her that this is normal and very common, ESDE-
cially in the first three to six manths. It is not harmful,

Infection at insertion site: If there is no abscess (no pus present), do not remove capsuyles. Clean
the site with soap and water or antiseptic. Give orat antibiotics for seven days and check again. If tha
site is abscessed, clean it with antiseptic, drain pus. remove capsules, and treat the wound inser a
fw set of capsules in the other arm, or heip her choose another method it she prefers,

EngenderHealth
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Appendix A
RETURNING

Return Visits Help Clients Continue (continued)

Intrauterine device (IUD) ]

Note: At the time of IUD insertion, plan a retum visit for three to six weeks later. At that visit, ask if the

woman has noticed:

« Signs of infection (increasing or severe pain in lower abdomen, especially if also fever andfor
bleeding between menstrual periods)

« Signs that the IUD is out of place (strings seem shorter, longer, or missing, or she feels something
hard in her vagina or at the cervix}

If either is suspected, arrange a pelvic examination.

Irregular bleeding, or prolonged or heavy bleeding:
If signs of infection or other abnormality: Arrange a pelvic exam and, if needed, appropriate care.

if no signs of infection: Ask whether she wants to keep her 1UD or to have it removed, and do as she
wishes.

If no infection and less than three months since insertion: Reassure the woman that changes in her
menstrual bleeding are normal and will probably fessen cver time. Encourage her to return if bleeding
WOoTSEns.

If no infection but very heavy bleeding more than three months since insertion: Check for signs of
severe anemia—pale under fingernails and inside eyelids. If she is anemic, recommend [UD removal
and give iron tablets for three months. Help her choose another method.

Lower abdominal pain that suggests PID: Arrange for abdominal and pelvic exams. It symptoms
suggest PID, treat as appropriate or refer for treatment. Generally, remove the IUD and help her
choose another method. If another serious condition is found, such as ectopic pregnhancy or pelvic
mass, treat appropriately.

Active STi infection: A woman can keep her IUD if her clin:cian approves, if she has been or can be
successfully treated, and if she is not likely to get an ST! again. Otherwise, ask her to consider other
methods, and recommend condoms.

Ciient’s or her partner’s high-risk sexual behavior: Ask the woman 10 consider other methods,
and recommend condoms.

Pregnancy less than 13 weeks: Best to remove the 1UD.

Fertility awareness—based methods (including periodic abstinence)

Frustration andfor difficulty with abstaining from sex: Discuss possible sexual interactions with-
out vaginal intercourse that the couple can enjoy during the fertile time. If appropriate, suggest using
condoms or spermicide instead of trying to avoid sex during the fertile time. If the problem cannot be
resolved and leads to disputes, discuss whether another method would be better.

Vaginal methods (spermicides, diaphragm, cervical cap)

Allergic reaction or sensitivity: Check for signs of infection {abnormal vaginal discharge, redness
and/or swelling of the vagina, itching of the vulva). Treat or refer. if no infection, suggest a different
spermicide.

Too messy: Explain again how 10 insert spermicide, inciuding the correct amount to use. If this con-
wues to bother the client, help her choose another method.
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Appendix A

Common Misconceptions about Family Planning Methods

The pill (both combined and progestin-only
pills}
* The pill causes cancer.

* A woman should take a break from the pill after
some time.

* The pill will cause deformed babies.
* The pill can make a woman sterile.

* A woman should not take the pill if she has not
had a baby.

= The pill can make a woman weak.

= If a woman takes the pill for a iong time, she
will stifl be protected from pregnancy after she
stops taking it.

Injectables
« Women without children cannot use DMPA.

» DMPA causes cancer.

. » DMPA causes miscarriage.

« DMPA makes a woman sterile.

Norplant implants
= Norplant implants cause cancer.

* Norplant implants can break and move around
within a woman's body.

Female sterilization

*» Sterilization will change a woman’s monthly
periods.

» Sterilization will make menstrual bleeding stop.

» Sterilization will make a woman lose her sexual
ability.

s Sterilization will make a woman weak.

» Sterilization will make a woman fat.

s Stertlization involves inverting the uferus,

« Sterilization can be undone at will.

Vasectomy

* Vasectomy will make a man lose his sexual
ability.

* Vasectomy will make a man weak.

Condoms
+ Condoms are mostly used by prostitutes.
« Condoms will make a man weak and :mpotent.

» Condoms often break during sex.

IUD

« An iUD can travel from the woman's dierus .o
other parts of her body. such as her heart or
her brain,

+ An IUD will prevent a woman from having
babies after it is removed.

+ A woman who has never had a baby cannsot
use the IUD.

. » A worman should have a “rest periogd” after

using an lUD for several years.

¢« An UD will cause discomfort tc the womanr's
partner during sex.

Spermicides
= Spermicides will cause birth defects.

« Spermicides cause cancer.

Diaphragm

= The diaphragm is uncomfortable for the
woman,

LAM

* LAM is not an effective family planning method.

= Any type of breastfeeding can protect a woman

frorm pregnancy.

Note: Information in this chart was adapted from Wells, 1¢95; Hatcher et al., 1997. and FHI. 2002.
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Appendix A
Suppiement B

Talking about Side Effects

Many service providers believe that explaining side effects of family planning methods
scares away clients. Research shows the contrary: Cliznts use their method longer when
counselors explain side effects in advance.

With new clients:
* Always explain side effects

* Tell clients that many people do not have side cffects

With method users:
* Always acknowledge their complaint of side effects
* Take complaints seriously

* Understand what the exact complaint is

Tell and reassure:

* Why and how side effects occur

* Many side effects are harmless and not signs of danger

* Many side effects go away without treatment and many others can be treated

* In case of specific medical reasons (such as complications) to see a doctor or a nurse,
explain these separately from side effects

* They are always welcome to come back with any concerns or questions

* They are always welcome to change methods

Note: Information in this chart was adapted from AVSC International, [995; Hatcher et al., 1997, and Rinchart,
Rudy, & Drennan, 1998.
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Appendix A
Supplement C

Steps in Using a Male Condom

( Hint: Make sure condoms are stored properly
and obtained from a good source.

|

1. Check the manufacture or expiration date on the package.

[

- Remove the condom from its package.

Hint: Do not use your tecth or a sharp object
to open the condom package.

3. Unroll the condom slightly to make sure it unrolls properiv,

4. Place the condom on the tip of the erect penix.

Hint: If a condom is initially placed on the penis 1
backwards, do not turn it around: throw it away and
start with a new one.

tn

Squeeze the air out of the tip of the condom.
Unroll the condom down the penis.
Smooth out air bubbles.

With the condom on. insert the penis for intercourse.

wox o Noo

After ejaculation. hold onto the condom at the hase
of the penis while withdrawing the penis.

10. Withdraw the penis while it is still erect.
I'1. Remove the condom from the penis.
12. Tie the condom to prevent spills or leuks.

13. Dispose of the condom safely.

Source: EngenderHealth. 2002.
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Postabortion Counseling

Postabortion counseling:

Appendix B

* Focuses on helping individuals to make choices and to manage the emotons raised by their
situation

* Goes beyond just giving facts: it enables clients to apply information to their particul

stances and to make informed choices

* Includes a discussion of feelings and concerns. since they are relev

particularly regarding sexual behavior. reproductive health. and fertility

G- CICUIT-

ant to the chent's choices,

Counseling alwavs involves two-way communication between the client wnd the provider. in
which each spends time talking, listening. and asking questons.

According to the World Health Organization:

“Counselling—face-to-face communication in which a counsellor assisis the
woman in making her own decisions and acting on them—must he a patrt of
all abortion care....Ideally, the same counsellor should provide support
before. during. and after treatment: however. this is often difficult in a health
care factiity with limited staff and high cascloads. Nevertheless, i supportise
and caring staft can do much to meet the psvchological and emotional needs
of women secking emergency abortion care or elective abortion,

Counselling in abortion care can be provided by a variety of staff members.
mcluding nurses. midwives, physicians, social workers or nurse aides. [Nore.
This list of providers will vary. depending upon the country.] Volunteers have
been used successfully in some situations. A professional counsellor i~ not
necessary: however, training in counselling technigues should he provided for
any staff functioning as counsellors.

Staff who provide counsclling must be non-judeemental. extremely sensiive
2 Juag b

i to and respectful of the woman's emotions and teeling<. in order to adapt the

session to the woman's specific needs. Counsellors should be knowledgeable.
well-trained. and able to give accurate information. Counselling staff must
always be aware of the need for privacy. confidentiality, and. in some cases.
anonymity....Critical elements of all good counselling include the ability of

the counsellor to elicit and listen to a woman's needs. concerns. and ques-

tions. and to inform, educate. and reassure. using tunguage and terms that the
woman understands. ...It is also useful to augment verbal explanations with
written and pictorial materials (o reinforce what has been suid in the coun-
selling sessions.”

—WHO, 1995

Note: The

EngenderHealth

materials presented here are reprinted from EngenderHealth, 2003¢.
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Appendix B

Counseling the Postabortion Client

Preprocedure

Assess the client’s ability or capacity to give or receive information

Explore the client's needs and feelings

Examine the client’s values and life plans
Based on the client’s condition, provide information about the ollowing, as appropriate:

» Exams and findings
» Treatment procedure/anesthesia
» Possible side effects, complications, and risks

» Human reproductive processes

» Available contraceptive methods

‘ During the procedure

‘ Maintain emctional support by providing:
» Positive, empathstic verbal and nonverbal communication

| « Gentleness while performing the procedure

Postprocedure
» Explore the client’s feelings, guestions, and concerns after the procedure—provide support and
encouragement

« Remind the client of possinle side effects, risks, and warning signs, and that she should return if
warning signs occur

« Tell the client how to take care of herself at home

» Give her written postprocedure information

« Remind the client of the importance of follow-up

« Discuss avaitable contraceptive methods, as appropriate

» Discuss reproductive tract infections and sexually transmitted infections

+ Assess the need for additional counseling or referral for other reproductive health needs or non-
medical issues
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Appendix B

Counseling Guidelines for the Provider

Before the PAC Procedure

I 1s important to obtain sufficient medical information to make an accurate diagnosis and devel-
op a treatment plan. Assure the client that these questions are being asked to get the informuation
needed to best treat her medical condition. Examples of questions that should be asked are-

* When did the bleeding start? Is it a lot or a little?

* How did the bleeding start? Was something done 10 start the bleeding? (Ask these questions
with sensitivity and discretion )

* Have vou passed anything from the vagina besides blood? Did it took like <kin or clotted
blood with tissue?

* Do you have pain? Where? When did it start? How bad is 1t?

* Have vou had a fever? Chills?

* Have vou felt weak? Fainted” Collapsed?

All women being treated for abortion complications have a right 1 information about their con-
dition, including:

* Their overall physical condition

* Results of physical and pelvic examinations and lab tests
* The time frame for treatment

* The need for referral and transport to another facility

* Procedures to be used. as well as risks and benetits

Providers must have the client’s consent for treatment or. if she 1s unable to give jt. that of
family member or other responsible adult.

Be sensitive to the client’s physical and emotional condition when providing information; fore-
ing her to listen when she is not ready will just be a waste of vour time and hers.

Abhwvays ask the client if she has any questions tor vou.
Explore her needs and feelings about her situatton. and future plans, if her condition permits.

Note: Adapted from: Winkler. Oliveras. & McIntosh, 1995
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After the PAC Procedure
Once the surgical procedure has been completed:

Approach the client when she is already calm and recovering from the procedure. Be sensi-
tive to her physical and emotional condition; forcing her to listen when she 1s not ready will
just be a waste of your time and hers.

Be flexible about where you conduct counseling. Sometimes clients may feel strong enough
to get up and talk to the provider in a separate room; others may prefer to remain in bed and
be counseled while still in the recovery room.

Be aware that the important thing is to provide the clicnt with useful information that is suit-
able to her needs.

If others have accompanied the client to the service site, ask if she would like to include
them in the discussion.

Start the counseling by exploring the client’s feelings, questions, and concerns after the
postabortion procedurc.

Follow the postabortion counseling diagram (page 192) to check what information may be
given to the client.

Explore the client’s postprocedure plans.

Provide the client with the Postprocedure Informatien Sheet (page 195) and review it with
her (and with others, as appropriate).

Offer to help her with whatever she needs, as appropriate, before saying good-bye.
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Postprocedure Information Sheet

How to Take Care of Yourself

* Resume normal aciivities only when you feel comfortable enough to do so.
* Take the medications you have been given correctly and completely:

> is an antibiotic to prevent or treat infection.
Take pills timesadayfor ____ days unti all piis are gone.

> ts for discomfort.
Take  _pillsevery ___ hours, as needed.

» |ron tablets will make your blood normal and healthy again.

Take tablets times a day.

* Keep vour follow-up appointment as scheduled on - Retumn at any time 1f
you have concerns.

* If vou are interested in using a family planning method. tlk to a provider about startmg one
right away. It is possible to become pregnant as soon as vou resume sexual relations.

Avoid:
* Strenuous activity for two to three days
* Sexual relations until the bleeding has stopped

What Is Normal:

* Bleeding and cramping similar to a normal period for up to one week
* Mild fatigue for a few davs

* Mild depression or sadness for several days

What Is Abnormal:

* Fever

* Dizziness, lightheadedness. or fainting

* Abdominal pain

* Severe cramping

* Nausea or vomiting

* Bleeding that is twice as heavy as a normal period
* Vaginal discharge that smells bad

Return immediately if you experience any of these symptoms!

Special Instructions:
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Simple Answers to Clients’ Questions about Postabortion Family Planning

PO 2R 2R 2R

Q:
A

When can I resume sexual activity?

After your bleeding has stopped.

: How soon can I become pregnant?

Almost immediately—even before your next peried.

: How can I avoid becoming pregnant again?

Start using a family planning method now.

: Which methods can I use right away?

Ask your family planning counselor which methods may be right for you. The family plan-
ning methods that can be safely used immediately after abortion include:

* Condoms

¢ QOral contraceptives (the pill)

* Injectables {DMPA, NET-EN)

* Norplaat implants

¢ Spermicidal foams, jellies, tablets, sponge, or film
* Diaphragm or cervical cap

» TUD (The IUD should not be inserted following possible infection, injury to the genital
tract, or severe bleeding with ancmia.)

* Female or male sterilization

Which methods protect against STIs and HIV?

. Only condoms and abstinence offer protection against STIs and HIV.

Note: If you have intercourse without using a family planning method, ask your provider about
emergency contraception. If you take a special dose of birth control pills within 72 hours (three

day

s} after intercourse, vou have a much ower chance of becoming pregnant.

Note: Adapted from: Winkler, Oliveras, & Melntosh, 1995,
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Appendix B
Statements on Contraception, Informed Choice, and Postabortion Care

“Free and informed choice means that the patient/family planning client chooses
a contraceptive method voluntarily. and without pressure or coercion. It is based
on a clear understanding of the benefits and limitations of the methods that are
available. The patient/client should understand that almost all methods can he
used safely and effectively immediately after treatment of an incomplete ahor-
tion and that she can choose another method later if she wishes to chunge
[except in the case of sterilization].”

—Winkler. Otiveras. & Mclntash, 1995,

“Remember: Acceptance of contraception or of a particular contraceptive
method should never be a prerequisite for obtaining emergency postabortion
care.”

—Winkler. Oliveras. & MclIntosh, 1993,

“The provision of emergency abortion care or ¢lective abortion procedures must
not be made conditional on the acceptance of family planning in general. or of a
specific method of contraception. Women need information on a wide range of
contraceptive methods in order to make their own selection. 1n consultation with
clinic staff. Managers can ensure that coercion is not being used in methed
selection by monitoring trends in contraceptive distnbution to women after abor-
tion.”

—WHO. 1995

“Service providers should establish mechanisms 10 assure women the opportunt-
ty to make informed. voluntary choices about post-abortion fumily plunning use.
Provision of abortion care should never be contingent on acceptance of a famuly
planning method. and a woeman should never be given a method to which she
does not consent. Furthermore. no woman should leave a service setting without
all the information necessary to enable her to continue or discontinue use of the
method she has chosen. Adherence to these principles s particularly importunt
where long-term or provider-dependent methods are concerned and in the crisis
context of emergency care scttings.”

—Wolif & Benson. 1994,
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individual Factors for Family Planning Counseling during Postabortion Care

Factors

Recommendations

Rationales

1. If the woman does

not want to be
pregnant soon

Consider all temporary methods.

Her seeking treatment for abortion
complications suggests that she does
not want to be pregnant.

2. i the woman is

under stress or is
in pain

Consider all temporary methods. Do not
encourage use of permanent methods
at this time.

Provide referral for continued
contraceptive care.

Stress and pain interfere with making
free, informed decisions.

The time of treatment for abortion
complications is not a geed time for a
woman 1o make a permanent decision.

3. If the woman was

using a contracep-
tive method when
she became
pregnant

Assess why contraception failed and what
problems the woman might have had using
the method effectively.

Help the woman choose a method that she
will be able to use effectively.

Make sure she understands how to use the
method, get follow-up care and

resupply, discontinue use, and change
methods.

Method failure, unacceptability, ineffec-
tive use, or lack of access to supplies
may have led to the unwanted
pregnancy.

These factors may still be present
and may lead to another unwanted
pregnancy.

. If the woman had
stopped using a
contraceptive
method

Assess why the woman stopped using
contraception (e.g., side effects, lack of

access to resupply).

Help the woman choose a method that
she will be able to use effectively.

Make sure she understands how to use the
method, get follow-up care and resupply,
discontinue use, and change methods.

Unacceptability or lack of access may
have led to the unwanted pregnancy.

These factors may still be present
and may lead to ancther unwanted
pregnancy.

. If the woman has
a partner who is
unwilling to use
condoms or will
pravent use of
another method

if the woman wishes, inciude her partner
in counseling.

Pratect the woman’s confidentiality (even
if she does not involve her partner).

Discuss methods that the woman can
use without her partner's knowledge
{e.g.. injectables).

Do not recommend metheds that the
woman will not be able to use effectively.

In some instances, involving the part-
ner in counseling will lead to his use of
and support for contraception; however,
if the woman, for whatever reasons,
does not want to involve her partner,
her wishes should be respected.

6. If the woman was

the victim of sexual
abuse or rape

infarm her about emergency contra-
ception {or other contraception, if
appropriate).

The worman may be at risk for repeat
assault or rape, and may have
continuing need for emergency or other
contraception.

7. If the woman

wants to become
pregnant soon

Do not try to persuade her to accept
a method.

Provide information or a referral if the
woman needs other reproductive health
services.

If the woman has had repeated sponta-
necus abortions, she may need to be
referred for infertility treatment.

Note: Adapted from: Winkler, Oliveras,& Mclntosh, 1995,
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Appendix B

Guidelines for Contraceptive Use, by Clinical Condition

Clinical Condition

Recommendations

Precautions

No complications
after treatment of
incomplete abortion

Consider all temporary methods.

Norplant implants: Can be used immediatety.

injectables (DMPA, NET-EN): Can be used immediately.

{UD: Can be used immediately.

Oral contraceptives (combined or progestin-only): Can
be used immed:ately.

Condoms (male/fermale): Can be used when sexual
activity is resumed.

Spermicidal foams, jellies. tablets, sponge. or film: Can
be used when sexual activity is resumead.

Diaphragm or cervical cap: Can be used when saxual
activity is resumed.

Natural farm:dy planning: Do
not recommrend unti a regutar
menstrual pattern returns.

Fernale steniizat:on Tna time of
boruon comphica- |

tions usuaily is not the best time

treatment for

for clients to maks Jdelisions
about methods that are perma-
nent.

Diaphragm or cervical cap:
Should be refit atter a secong-
trimester aboruon.

Confirmed or pre-
sumptive diagnosis
of infection:

« Signs and
symptoms of
sepsis/infection

* Signs of unsafe or
unclean induced
abortion

+ Unable to rute out
infection

- Norplant implants: Can be used immediately.

injectables (DMPA, NET-EN). Can be used immediately.

Oral contraceptives {combined or progestin-oniyi: Can
ba used immediately.

Condoms {malefemale). Can be used when sexual
activity is resumed.

Spermicidal foams. jellies. tablels. spongs. or flm-Can
be wused when sexual activity is resumed.

Diaphragm or cervical cap: Can be used when sexual
activity is resumed.

Femals sterzaron: D2 not
perform unzlinfection is fully
resolved fapproximataly thres
maomths) of unil 13« of Infe2i o0
is ruled owt

JUD: Do not insart unulinfecton
is fully resoived saporoxmatsly
thrag mortns: oy unt! nsk o

infaction is ruted oul

Injury to genital tract:
« Uterine perforation
(with or without

bowel injury)

= Serious vaginal or
cervicai injury,
inciuding chemical
burns

Norplant implants: Can be used immediately.

Injectables (DMPA, NET-EN). Can be used immediately.

Oral contraceptives (combined or progestin-only): Can
be used immediately.

Condoms {malesfemale): Can be used when sexual
activity is resumed.

Spermicidal foams. jeliies. tablets. sponge. or film: Can

" be used when sexuai activity is resumed (can be used
! following uncomplicated uterine perforation).

Diaphragm or cervical cap- Can be used when sexual
activity is resumed {can be used following uncomplicated
uterine perforation).

Female voiuniary signizalon
Do not per'arm unt  serious
injury is healed.

U0 Do not insert unil s2n.0uUs
injury is heated

Sparmicidal foams. jelhes.
tablets. sponge, or fm. Do not
begin use until vaginal or cenvi-
cal injury 15 heaied.

Diaphragm or cervical cap.
Do not begin use unti vaginal or
cervical inury is heaied.

EngenderHealth
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Appendix B

Guidelines for Contraceptive Use, by Clinical Condition (continued)

Clinical Condition

Recommendations

Precautions

Severe bleeding
{hemorrhage)

and related

severe anemia (Hb
<7 g/dL or Hct <20)

IUD (progestin-releasing): Can be used
with severe anemia (decreases menstrual blood ioss).

Combined oral contraceptives: Can be used
immediately (beneficial when hemoglobin is low).

Condoms {maleffemale): Can be used when =exual
activity is resumed.

Spermicidal foams, jellies. tablets, spongs, or film: Can
be used when sexual activity is resumed.

Diaphragm or cervical cap: Can be used when sexual
activity is resumed.

Female sterilization: Do not
perform procedure until the
cause of hemorrhage or anemia
is resolved,

Progestin-only pills: Use with
caution until acute anemia
improves.

Norplant implants: Delay
insertion untit acute anemia
improves.

Infectables (DMPA, NET-EN):
Delay starting until acute anemia
improves.

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

Second-trimester
abortion

Norplant implants: Can be used immediately.

Injectables (DMPA, NET-EN): Can be used
immediately.

Oral contraceptives (combined or progestin-onfy): Can
be used immediataly,

Condoms (male/female): Can be used when sexual
activity is resumed.

Spermicidal foams, jellies, tablets, sponge, or film: Can
be used when sexual activity is resumed.

Female sterilization: Use post-
partum minilaparotomy. If this
technigue is not possible, delay
procedure until uterus returns to
prepregnancy size (four to six
weeks),

HUD: Use postpartum insertion
technique with high fundai
placement. if an experienced
provider is not available, delay
insertion four to six weeks.

Diaphragm or cervical cap:
Should be refit when uterus
returns to prepregnancy size
{four to six weeks).
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Guidelines for Selecting Contraception, by Method

Method

Timing postabortion

|

Advantages

Remarks

! jelly, or film)

| suppositories

Nonfitted

barrier methods:
latex and vinyl
male/fermale con-
doms; and vagi-
nal sponge and

{foaming tablets,

These methods may be
used as soon as sexual
intercourse is resumed.

i
i
;
|
|
|

Are inexpensive

Are good interim method
if use of another method
must be postponed

Require no medicai
supervision

In the case of condoms
(latex and vinyt}. provide
protection against sexually
transmitted infections
(STis). including HIV

Are easily discontinued

Are effective immediately

Fitted barriers
used with spermi-
cides: diaphragm
or cervical cap
with foam or jelly

The diaphragm can be fit-
ted immediately after first-

trimester abortion: after

second-trimester abortion.

fitting shou!d be delayed
untii uterus returns to
prepregnancy size (four
to six weeks).

Fitting the cervical cap
shouid be delayed until

bleeding has stopped and :
the uterus has returned to

its prepregnancy size (four

to six weeks).

Are inexpensive

Require no medical super-
vision for use

Provide some protection
against STls. including
HIV

Are easily discontinued

= Are elfective immediately

* Requira rasurciv iz o

Are less etective than
IUD or hormanai |
methods

Reguire use with each
episode of ntercourse |
Require continuad
motvation

Require resupply to be
available

+ May interfere with

intergourse

* Are less efizctive than

IUD or hormona:
methods

Reguire use win gazn
episode of mtercourse

Regquire contrued
motivaton

3§

avalabie

Are associatzsd with
aurinary tract infectiors
in some users

Require fittng by tramned
service proviger

Oral contracep-
tives: combined
and progestin-
only

Pill use may begin imme-
diately, preferably on the
day of treatment.

Are highly effective

* Can be started immedi-

ately. even if infection s
present

Can be prowided by
nonphysicians

Do not interfere with
intercourse

Require continued math-
vauon and daly usa

Reauire resupply to be
available

May have reduced effec-

tiveness if client has used
certain medications {e.g., |
nfampin. ditantin, or '
griseofulviny long-term

i
Necessitate concom use !
if chent s at risk for STls. i
including HIV ;

EngenderHealth
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Guidelines for Selecting Contraception, by Method (continued)

Method may be appropri-
ate for use if a woman
wants to delay choice of
long-term method.

ately, even if infection is
present

Can be provided by non-
physicians

Do not interfere with
intercourse

Are not user-dependent
(except for injection every
two ar three months)

Do not require client 1o
obtain supglies

Method Timing postabortion Advantages Remarks
Injectables: Injection may be given Are highly effective May cause irregular
DMPA and immediately after first- or Can be started immedi- bleeding, especially
NET-EN second-trimester abortion. e start amenorrhea {excessive

bleeding may occur in
rare instances)

May cause delayed
return to fertility

Regquire injections every
two or three months

Necessitate condom use
if client is at risk for STis,
including HIV

Progestin-only
implants:
Norplant implants

Implants may be inserted
immediatsaly after abor-
tion. If adequate counsel-
ing and informed decision
making cannot be guaran-
teed, insertiocn must be
delayed and an interim
method provided.

Are highly effective

Provide long-term contra-
ceptive protection (effec-
tive for at least seven
years)

Allow immediate return to
fertility upon removal

Do not interfere with
intercourse

Do not require client to
obtain supplies

May cause irregular
bleeding (especially spot-
ting} or amenorrhea

Require a trained
provider to insert and
remove

Are cost-effective only if
used long-term

Necessitate condom use
if client is at risk for STls,
including HIV

D

_ insertion should be
: delayed until serious injury
i is healed, hemorrhage is |

- can be ruled out.

- Second-trimester abor-

controlled, or acute
anemia improves.

Insertion should be
delayed until infection has
been resolved (three
months).

First-trimester abortion:
IUD can be inserted if risk
or presence of infection

tion: Insertion should be
delayed for six weeks
unless equipment and
expertise for immediate
postabortal insertion are
available. i

Is highly effaciive

Provides long-term con-
traceptive protection

Allows immediate return
to fertility upon removal

Does not interfere with
intercourse

Does not require client to
obtain supplies

Requires only monthly
checking for strings (by
client)

Requires only one
follow-up visit, unless
there are problems

May increase menstrual
bleeding and cramping
during the first few
months

Can result in uterine per-
foration during insertion

May increase risk of PID
and subsequent infertility
for women who have
chlamydia or gonorrhea
infection at the time of
insertion

Necessitates condom
use if client is at risk for
STls, including HIV

Requires a trained
provider to insert and
remove
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Guidelines for Selecting Contraception, by Method (continued)

Method Timing postabortion I Advantages Remarks
Female Sterilization after a first- l * s a permanent method Reguires adequate coun-
sterilization trimester abortion is similar ! . seling and fully informea
. ) * Is the most effective :
to an interval procedure: r female method consent before being
sterilization after a second- | performed. which often 1s
trimester abortion is more ! « Requires no further not possib'e at the time
similar to a pastpartum l action once completed of emergency care
procedure. "+ Does not interfere with Has slight possibiity of
Technically, sterilization pro- ! intercourse surgical complications
e oy st | * Procss o changen + ecuras ranas s
treatment of postabortion ! sexual functioning and appropriate equip-
compiications, unless infec- | « Causes no long-term ment
tion or severe blood loss are | side effects Necessitates condom
present. ; i : use if chertis at risk for
N * s immediately effective STts. including HIv
Sterilization should not be ST e
performed until an infection
is fully resolved (three
¢+ months) or an injury healed.

L :

‘ Natural family Natural family planning is * |s associated with no is chfficuit 10 use Imume-

' planning not recommended far imme- cost diately aftar abortion

diate postabortion use. The

. first ovulation after an abor-

i tion will be difficult to predict,
*and the method is unreliable
untii after a regular menstru-
al pattern has returned.

Produces no change in
sexual function

Has ro long-term side
effects

Necessitates use of
alternative methads urti
normal cycies nava
resumeds

Requires extensive
Instruction and counsei ng

Necessitates condom
use if client s at risk or
STls. incluging HIV

Requires the woman ard
her partner to have con-
tinued motivation and a
thorough understandirg
of how 1o use the method

EngenderHealth
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Guidelines for Selecting Contraception, by Method (continued)

Method Timing postabortion Advantages Remarks

Vasectomy Vasectomy may be + |s a permanent method + Requires adequate coun-
performed at any time. seling and fully informed
consent before being
performed

+ is the most effective male
method

» Requires no further

action once completed « Has slight possibility of

surgical complications
« Does nct interfera with

. » Requires trained staff
intercourse

and appropriate
* Produces no change in equipment

sexual functioning « Necessitates condom

» Causes ng long-term use if client is at risk for
side effects STls, including HIV

* |s effective after 12 » |s not effective until after
weeks follewing the 12 weaks following the
procedure procedure

Note: Adapted from: Winkler, Oliveras, & Mcintosh, 1995.
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Appendix C
Counseling during Maternal Health Care

Antenatal Counseling Approaches for the Customer, Family, and Community

Some information and counseling is targeted to the pregnant woman individually for her per-
sonal knowledge and behavioral change (“customer approach™}. Other intormation needs to be
delivered to important decision-making family members. like the husband or mother-in-law, as
well as to the pregnant woman, for effective implementation (“*family approach™). In addition
such messages are to be delivered to all strata of the COmmUMNty 1o raise awareness and cooper-

ation (“community approach™),

Customer Approach: information for the Pregnant Woman
Diet during Pregnancy

* From the daily normal diet list, eat an extra handful of food at every meal or eat one add;-
tional meal every day. Additional food should include fruits und vegetables und foods rich in
iron, such as beans. fish, meat. liver. kidney. eggs. and dark green. teafv vegetables, Drink
plenty of clean (boiled) water.

Rest and Activities
* Rest after lunch and sleep at least six to eight hours at night.

* Avoid long and tiresome Journeys and avoid work that requires prolonged periods of stand-
Ing or sitting (i.€.. more than four to five hours),

* Make regular antenatal care visits to the health clinic.

* Besides routine checkups. come to the health clinic at any time during the Pregnancy or post-
delivery period if vou feel unwell.

Personal Hygiene

* Keep yourself adequately clean. Maintain your personal hygiene. including a daily shower,
brushing your teeth, and breast care (i.e.. in case of cracked or inverted nipples),

* Avoud tight-fitting clothes during this time.

Immunization
* Take tetanus-typhoid immunization at an appropriate time.

Danger Signs during Pregnancy

Pregnancy can cause some serious complications. On the other hand. a woman also may
already have had a disease that is aggravated by the pregnancy. It is essential that vou and vour
family know the signs of serious complications and what to do if they arise.

Note: The material presented here is adapted from: Bangladesh Ministry of Health and Family Welfure. NIPHP
1999

=ngenderHealth Comprehensive Counseling for Reproductive Health—Participant's Handbosk 207

FREVIOUS PagE BLANK



Appendix C

T — 1

Danger Signs during Pregnancy

If the following signs are seen in a pregnant woman. <he should be immediately taken to a
health care center or hospital:

* Pale eyelids, tongue, gums, OF palms, or a constant feeling of tiredness and shortness of
breath (signs of severe anemia)

« Any vaginal blecding before delivery, with or withoat pain
* High blood pressure equal to or more than 140/90 mm Hg
s Severe headache, blurred vision, or spots before the cyes

e Swollen hands, ankles. and especially face

« (Convulsion or fits

e Jaundice (yellow coioration of the eyes) and dark urine

* Excessive vomiting

« High fever (persistent fever more than 40 degrees )

+ Insufficient weight gain (less than 2 kg every month after the first trimester)
s 1eakage of fluid through the vagina

¢ Rupture of the membrane three weeks or more be fore the due date (i.e., before the 37th
week of pregnancy)

L

Family Approach: Information to Be Shared with Key Decision Makers in the Family

Danger Signs during Pregnancy
Close relatives should be aware of danger signs during pregnancy, so that when these signs
appear, the family member can immediately take the pregnant woman to a hospital or clinic.

Preparation for Delivery
Some preparation for delivery ‘s essential. The tfollowing things should be discussed and
arranged as the delivery date gets closer:

e Choose the site of delivery—home or institution
e Choose a delivery care provider—a (raditional birth attendant, a nurse, or a doctor

e Make contact with centers with facilities offering comprehensive emergency obstetric care,
and identify potential blood donors, if necessary

* Arrange transport to the health clinic, hospital, or emergency obstetric care site (even if using
a traditional birth attendant)

¢ Arrange sufficient money

 Arrange for care of other children (if any) while the mother 1s away (if needed)

Regular Antenatal Care Checkups

The pregnant woman <hould be sure to receive checkups at regular intervals, as advised by the

health ¢linic statf.
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Sexual Intercourse
There are no restrictions to sexual intercourse except when there is a threat of Miscarriage or 4
previous historv of abortion during the first trimester.

Activities to Avoid
* Doing heavy work and lifting heavy items te.g.. carrving or lifung filled buckets or pitchers
* Smoking. drinking alcohol. and taking medicines without appropriate medical consultation

* Visiting people who have communicable diseases such as chicken pox and meusles

Safe Delivery

Safe delivery should be ensured by the resence of a traditional birth attendant or 4 SCIVICE
3 3 P

provider during delivery. Hospitals or institutions with dehvery facilities are alvo recommended.

Pianning for after the Birth

* Exclusive breastfeeding has important bencfits for both the mother and the child up 1o ~Ix

chi
months after delivery. including feeding of the colostrum immediately after hirth,
* Plans should be made for a family planning strategy after childbirth,
* The new mother should £o to the clinic for postpartum care services.

* The baby should be given immunization regularly as o preventive measure agamst discases.

* The baby should be taken to the nearest health facility for any Kind of sickness.

Community Approach: Messages to Be Delivered to the Community

Emergency Obstetric Care
Advocate for taking women to emergency obstetric care fucilities in CIMCIZCNCY NUalons and
for making more such facilities available. where needed.

All Other Messages from the “Family Approach”

Use community outreach to get all of the important messages included in the tamily approach
(above) to familv members in general and to community leaders. to build MOre awareness and
comumunity-based support for antenatal and postpartum care for women.
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Phases of Counseling for Pregnant Women and Families

The content of information and counseling shoutd vary during the antenatal period, in order to
help the woman and her family to focus on key 1ssues and to remember vital information. By
dividing the messages into threc “phases” (for each trimester), it is hoped that the message-giving
will be easier for providers, and the pregnant woman and her family will better understand, mem-
orize, and follow the messages.

First-trimester Messages
» Emphasize diet, rest, and personal hygiene
* Explain the danger signs of pregnancy

+ Discuss the plan for delivery (birth plan)

Second-trimester Messages

* Repeat the dangert signs of pregnancy, with emphasis on:
» Whether weight is gained at a certain rate
» Leakage of fluid through vagina

» Discuss the birth plan again

« Ask about tetanus-typhoid vaccination

* Explain the importance of feeding colostrum and of breastfeeding exclusively, and discuss
correct method of breastfeeding

e Discuss care of the newborn baby

e Discuss the importance of family planning after delivery

Third-trimester Messages
* Finalize the birth plan

 Discuss the importance of postpartum visits and what to do if postpartum danger signs
appear (see next section)

» Discuss danger signs during pregnancy, with emphasis on tabor and delivery

» Repeat discussions about breastfeeding and the importance of feeding the colostrum to the
newborn

* Discuss again the care of the newborn and family planning after delivery

Postpartum Counseling Approaches for the Customer, Family, and
Community

Customer Approach: information for the Postpartum Woman

Diet and Supplementary Food

» Consume plenty of water and green, leafy vegetables, vegetables with a high water content,
fresh fruits, eggs, fish, meat, and milk or milk products (Sour fruits should also be caten.)

e Eat one extra handful of rice and one extra handful of beans (pulses) every day, one teaspoon
of oil, and any seasonal fruit
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* Take iron. folic acid. and calcium. as prescribed
* Take one vitamin A capsule (200,000 IU) within two weeks of delivery
* Use iodized salt in cooking: avoid taking excess salt

* Avoid drugs (without prior consultation with a doctor), cigarettes. chewing tobacco. and alcohol

Rest, Exercise, and Other Actlivities
* Get adequate rest

* For two months after delivery. avoid performing heavy physical activity and lifting heavy
objects (such as lifting heavy baskets. buckets. or pitchers. or husking rice. among others»

* Gently exercise the perineum and lower abdominal muscles

* Allow the baby to breastfeed on demand. to prevent breast engorgement

Personal Hygiene
* Take a bath every day
* Clean your breasts and genitalia

* Use sanitary pads or clean cloths

Newborn Care
* Breastfeed only for up to six months (or tollowing local health care guidelines)
* Immunize the newbomn as per the immunization schedule provided by the health center

* Seck care for the baby immediately if he or she shows signs of diarrhea or acute rcspér;::ur).
infection

Postpartum Danger Signs
See box on page 212.

Family Approach: Information to Be Shared with Key Decision Makers in the Family

Newborn Care
* Encourage the mother to breastfeed only for up to six months (or following locul health cure
guidelines)

* Immunize the newborn as per the immunization schedule provided by the health center

* Seek care for the baby immediatelv it he or she shows signs of diarrhea or acute respiratory
infection

For the Mother’s Health
* Encourage the mother to take extra food
* Ensure vitamin A supplementation for the mother

* Be supportive of the couples adopting a contraceptive method

Help the mother to attend to the general needs of the baby

L ]

Seek immediate medical care for the mother if she has any postpartum danger s1gn
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—

If
1o

]
Postpartun Danger 5igns

the following signs are seen in a woman after delivery, she should be taken immediately
a health care center ot hospital:

Fever (>38 degrees C)

Bleeding that increases rather than decreases or large blood clots or pieces of placental
tissue being passed

Foul-smelling vaginal discharge

Severe pain in the abdomen or pain that keeps increasing

Signs of severe anemia (Hb <7 g per 100, breathlessness, palpitation, tiredness)

Fainting, fits, or convulsions

Severe pain in the chest or shortness of breath

Pain, swelling, or redness in the breast

Pain, swelling, redness, or discharge at the site of an incision (if the woman had a cesare-
an section or an episiotomy)

Vonmiting and diarthea
Urine or feces leaking out of the vagina

Trritation or pain during urination
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HIV and STI Resource Materials

What Are STlsand RTWY ... .. 215
Seriousness of STURTI Complications ... ... .. . 216
Why Should Reproductive Health Services

Focuson RTisand STIs? .00 o0 21°
Special Concerns for Women ... ... 21u
Common STIs and RTIs ... ... ... .. e 219
Critical Components of STI and RTI Management. ... . oo 2oz
What Are HIVand AIDS?. ... ... 12
How HIV Is Transmitted ... ... ... .. S22
How HIV Is Not Transmitted . .. ... .. . 223
Modes of Transmission ... ... ... .0 o o 226
HIV Risk and Vulperabilinv ... ... . . ... ... 224
HIV Testing .. ... o o . .. . ... R
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What Are STis and RTIs?

Sexually transmitted infections (STIs)—also known as sexualiy transmutted diseases (STDw i —
are infections passed from person to person primarily by sexual contact.

Some STIs can be passed to a baby during pregnancy. delivery. or breastfecding. causing seri-
ous complications. Some STIs. including human itnmunodeficiency virus (HIV), the \irus tha
causes acquired immunodeficiency syndrome (AIDS), can also be passed through unclean sur-
gical instruments, injection needles. and skin-cutting tools. as well as through transfusions of
infected blood.

STIs are part of a broader group of infections known as reproductive tract infections (RTIs).
RTIs include infections of the reproductive svstem that:

* Are not caused by sexual contact. including infections caused by an imbalunce of normul
reproductive tract microorganisms (such as veast infections)

* Are acquired during medical procedures (often when there is o failure in aseptic technigue:
g ]

STIs can be divided into two broad categories: curable and incurable.

* Curable STIs can be treated with medications. such as antibiotics or antimicrobidls. These
STls include syphilis. gonorrhea. chlamydia. trichomonas, fymphogranuloma venereum
(LGV). chancroid. granuloma inguinale, pubic lice. and scabies. If not diagnoszed and treated
in time. some of these curable STIs can have serious—even fatal—consequences.

* Incurable STIs, such as HIV and AIDS. hepatitis B. genital herpes, and human papiiloma ires
{HPV). are caused by viruses. While these diseases cannot be cured. in some setings thev ¢un
be managed by preventing. relieving. or reducing their symptoms. (HPV infection can ofien he
treated with no recurrence.)

Infection with an STI might lead to symptoms in the reproduciive organs themsehves, in the
skin around the genitals or anus. or in the throat or mouth. Some STI- may fead 1o svstemic
symptoms that cause problems in other parts of the body or throughout the body. while others
may cause no symptoms at all. Common STI symptoms include:

* Abnormal discharge from the vagina or penis

* Pain or burning with urination

* liching or irritation of the genitals

* Sores, blisters. or bumps on the genitals

* Rashes. including rashes on the palms of hands and soles of feet

* Pelvic pain

It is important to remember that the symptoms associated with STIs and other RTI~ can vary

from none to minor to severe. You cannot always tell if a person has an STL and people withour
symptoms often transmit the infection to others unknowingly.

STIs and other RTIs can lead to serious complications. including infertility. chronic pain. and
even death. especially if they are not detected and treated carly. No cure exists for HIV infee.
tion or AIDS, and infection usually results in death. STI infection significantly increases the
risk of acquiring or transmitting HIV.
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Seriousness of STI/RTI Complications

Millions of men, women, and children all over the world arc affected by the long-term compli-
cations of STIs and RTIs.

These infections can lead to numerous serious, long-term, and sometimes deadly complica-
tions, particularly in women. Some STIs/RTIs can also lead to pregnancy-related complications
or congenital infections. Unfortunately, symptoms and sizns of many infections may not appear
until it is too late to prevent serious consequences and damage 1o the reproductive organs.

Even curable STIs can causc serious complications if lcft untreated. If they are not diagnosed
and treated in time, some of these infections can cause infertility, chronic pelvic pain, prema-
ture labor and delivery, spontaneous abortion, ectopic pregnancy, inflammation of the testicles,
cardiovascular or neurological complications, or ever death. Some infections can also lead to
pneumonia, respiratory infections, and eye infections in infants.

In addition, the complications of STIs and RTIs affect even more than an individual's health.
The morbidity associated with them has a profoundly adverse effect on the quality of life
and economic productivity of many women and men, their families, and, consequently, entire
communities.

Some of the most common complications of STIs/RTIs include:

* Pelvic inflammatory disease (PID), which can lead to cctopic pregnancy, infertility, and
chronic pelvic pain

« Increased susceptibility to opportunistic infections

* Infertility, early labor and delivery, stillbirth, and spontaneous abortion

* Neurological, cardiovascular, and other systemic conditions

* Chronic pain and discomfort

PID is an infection of the internal reproductive organs in women, involving inflammation, irri-
tation, and swelling of the uterus (womb), fallopian tubes. ovaries, and surrounding pelvic tis-
sues, PID is caused by STIs (most commonly chlamydia and gonorrhea) that have been left
untreated. Other types of bacteria may also play a role in the disease.

The primary symptom of PID is lower abdominal {pelvic) pain. In mild cases, women may
have no symptoms or may experience only slight cramping. In severe cases, the pain may be
constant and very intense. Physical activity, and especially sexual intercourse, may greatly
increase the pain.

Other symptoms of PID include:

¢ Abnormal vaginal discharge

L

Abnormal or heavy vaginal bleeding

Bleeding between periods

Fever and chills

Nausea and vomiting
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PID. the most serious infection of the reproductive tract in women. can lead to infertihiy and
chronic pelvic pain. PID can also place women at increased risk for ectopic pregnancy ta preg-
nancy that occurs outside the uterus, most commonly in the fallopran tubes). which can lead o
life-threatening complications. If a client who has PID is pregnant at the ume ot diagnosis. it
may be necessary for her to receive treatment in a hospital. It she becomes pregnant after
acquiring PID. it is important to make sure early on that the pregnancy is not ectopic.

Why Should Reproductive Health Services Focus on STIs and RTIs?

STIs and other RTIs are a rapidly growing problem throughout the world. Although the mpact

of STIs is serious in both developed and developing countries. it 1s most profound in the devel-

oping world:

* Every year. approximately 400 million adults worldwide become infected with an ST

* In the year 2000, approximately 3.3 million people 1including 600.000 children under the
age of 13) were infected with HIV.

* As of November 2000. an estimated 36.1 million adults and children worldwide are Inmg
with AIDS or HIV infection. and 25.3 million of these are in Sub-Saharan Africa.

* In some developing countries, STI prevalence rates of 5% o 52 have been reported among
women attending antenatal and family planning clinics.

* Today. STIs and other RTIs are among the most common problems for which people n the
developing world se=k health care services.

The human costs of HIV and other STIs are incalculable. Premature deaths and disabilities not
only devastate famtlies. but also threaten the cultural and economic stability of communitios.
countries. and whole continents.

Links to HIV/AIDS
STI treatment and prevention can be an important tool in iimiting the spread of HIV intection,
since:

* A person with an ST has a much higher risk for acguiring HIV from an infected partner
* A person infected with both HIV and another STI has a much higher risk for transmiting
HIV to an uninfected partner

For example. a person who has chancroid. chlamydia. gonorrhea. syphilis. or trichomonas
infection can have as much as nine times the risk for getting HIV from a sexual partner as a
person who is not infected with one of these STIs. An uleerative STI fsuch us genital herpex,
syphilis. or chancroid) increases the risk for HIV transmission per exposure significantly more
than a nonulcerative STI (such as gonorrhea or chlamydiay. since HIV can pass more casily
through genital ulcers. But STIs that do not cause ulcers also increase risk. hecause they
increase the number of white blood cells (which have receptor sttes tor HIV) in the genital tract
and because genital inflammation mav result in damage that can allow HIV to enter the bady
more easily.

In addition. HIV infection may complicate the diagnosts and treatment of other STIs. because
HIV may change the patterns of disease or clinical munifestations of certain infections and mayv
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affect laboratory tests. In people with HIV infection, STI symptoms may be more severe, the
period of infectivity may be increased, and normal treatments may fail.

Family Planning Methods and STIs/RTls

Contraceptive methods other than male or female condoms are not effective against the trans-
mission of STIs, including HIV. While spermicides and barrier methods, such as the
diaphragm, may ofter some increased protection against bacterial STIs (e.g., against gonorrhea
or chlamydia), the level of protection is fairly low.

Recent research results indicate that women who use some hormonal contraceptives {(oral con-
traceptives or Depo-Provera) have an increased risk for contracting some STIs or RTIs, but a
decreased risk for contracting others. For example, women using oral contraceptives were at
increased risk for chlamydia and vaginal yeast infections. but at decreased risk for bacterial
vaginosis, rclative to women not using family planning. This altered susceptibility to STIs
could influence the transmission of HIV. There has also been some concern about the possibili-
ty that hormonal contraceptives might increase women's susceptibility to HIV as a result of
endometrial, cervical mucus, or bleeding changes that can occur when these methods are used.
Some evidence suggests that methods with higher levels ot progestins may increase risk; how-
ever, other studies have found mixed results. Additional research on this topic is needed.

Wormen who use hormonal methods are less likely to use condoms, so it is tmportant to target
these worren with counseling messages promoting dual protection (i.e.. hormonal methods for
pregnancy prevention and condom use for disease prevention).

Intrauterine devices (IUDs) have been considered an inappropriate method for women at risk
for STIs because of concerns about the potentially increased risk for PID tfollowing TUD inser-
tion in women with cervical infections (gonorthea, chlamydia, or both). The risks associated
with TUD use may have been overstated in the past. Based on current evidence, it appears that
PID rates associated with 1UD insertion in women with cervical infections fall within or below
the range of rates reported in infected women who do not have an IUD inserted. There is an
inherent risk for PID in women who have an STI, even if they do not have an [UD inserted.

The level of risk for PID depends on the prevalence of gonorrhea and chlamydia in the popula-
tion seeking family planning. In many settings, the prevalence is low. Symptomatic PID caused
by IUD use is actually quite uncommon, cven where STI prevalence is quite high. The vast
majority of women with cervical infection who receive an TUD do not develop PID. Asking
screening questions related to STT risk could greatly reduce risk by screening out a high percent-
age of those likely to be infected. IUD use may be unnecessarily restricted in many settings.

No Missed Opportunities
Because STIs and other RTIs are a widespread global problem, it 1s important for health care
providers to take advantage of all opportunities to communicate prevention messages. In addi-
tion to discussing STI and RTI prevention with clients, providers can address clients’ concerns
and answer clients’ questions.

218 Comprehensive Counseling for Reproductive Health—Participant’s Hancbook EngenderHealth



Appendix D

For many women. family planning and antenatal care visits are their only contact with the
health care system and are the only opportunity for them to receive information about the
prevention of and the potential impact of HIV. other STIs. and RTIs on their sexual and repro-
ductive health.

Special Concerns for Women

Although STIs affect both women and men. research shows that women are more susceptible to
infection and are less likely to seek treatment than are men. The potential comphceations of
untreated RTIs are more serious in women. and infections can be transmitted to the offspring
of pregnant women as well,

Although infection rates vary tremendously among and within countries. the World Bank

reports that STIs are the second most important cause of healthy life-vears lost among women

of childbearing age (after pregnancy-related problems). It is important to recognize that biolog-

wally, women are more vulnerable to discuses of the genital tract than are men. since:

* The lining of the vagina is a mucous membrane more permeable to infection than the skin on
the outside of the penis

* Women'’s genitals have more surface area through which infection can occur

* Lack of lubrication during mtercourse or changes in the cervix during the menstrual cyvole can
tacilitate more efficient transmission of infection to women

* Younger women are particuiarly vulnerable because their cervical tssues may be fess maiure
and more readily penetrated by organisms such as chlamydia and gonococcus

* Older women are more likely to get small abrasions in the vagina during sexual sty
because of the thinning of the tissues and dryness that occur with age

Women who already have an infection (particularlv one that causes genital lestonsy are more
likely 10 get or transmit HIV. and since women are often asymptomatic when they become
infected with an STI, they often are not aware of this increased risk.

Other risks for women include the use of vaginal douches (which increase the ri<k for PID and
the influence of hormonal contraceptives on acquiring or transmutting STIs. although this rela-
tionship is not yet fully understood.

Many women are at risk for infection. particularly when their primary partners have other part-
ners. Soctal and economic vulnerability amplify women's risk for infection. For example. many
women lack the economic resources to live by themselves and are fearful of their male partner’s
abandonment or violence. Therefore. they have little control over how and when thev have sex.
which in turn hampers their ability to protect themselves from infection.

Common STls and RTIs

Any individual can become infected with an STI or an RTI. regardless of age. background. or
socioeconomic class. The World Health Organization (WHO) estimates that there are more than 340
million new cases of curable STIs each vear. and UNAIDS calculates that in 2000 alone. 5.3 million
people became infected with HIV. RTIs that are not sexually transmitted are even more common.
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The STIs and RTIs that providers are most likely to encounter during client visits include the
tollowing:

Bacterial vaginosis—aAn RTI in women caused by an upset of the vagina’s normal environ-
ment and overgrowth of bacteria in the vagina

Chancroid—aAn STI that causes swelling of the lymph nodes and painful ulcers in the genital
area

Chlamydia—An STI in both men and women that often is asymptomatic
Genital herpes—An STT that causes painful genital ulcers

Genital warts, or human papillomavirus (HPV)—Bumps in the genital area caused by some
forms of HPV (Other types of HPV can lead to cervical cancer.)

Gonorrthea—An STI that can cause infertility in both men and women

Hepatitis B—A. virus that can cause liver damage and possibly even liver failure
Hepatitis C—A virus that can cause liver damage and possibly even liver failure
HIV infection—A retrovirus that weakens the immune system and causes AIDS

Syphilis—An STI that initially causes sores that will heal on their own but that if left untreat-
ed can cause serious complications or even death

Trichomonas infection—An STT in both men and women that is often asymptomatic

Vaginal yeast infection—An RTI in women that occurs when the normal environment in the
vagina changes

Note: Nongonococcal urethritis (NGU) is a term used to describe discharge from the penis that is
not due to gonorrhea. Tt is usually caused by chlamydia and sometimes by trichomenas infection.

Less common STTIs and RT1s include:

Cytomegalovirus (CMV)—A common virus (a membcer of the herpes family) that can cause
serious infections in people with compromised immune systems and can be transmitted sexu-

ally

Donovanosis—aAn STI that can cause serious ulcers at the site of infection, ulcers that can
grow together and cause permanent scarring and genital destruction

Lymphogranuloma venereum (LGV)—An STI that causes inflammation of and prevents
drainage of the lymph nodes in the genital area, and thal can cause destruction and scarring
of surrounding tissue

Molluscum contagiosum-—An STI that causes relatively benign skin infections and that can
lead to secondary bacterial infections
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Signs and Symptoms of Common STIs and RTls

To effectively manage STIs and RTIs. health care providers must be able to recognize the vari-
ous signs and symptoms of infection. However. different infectious agents can cause very simi-
lar symptoms.

The following list identifies signs and symptoms of the most common STIs and RTIx:

In men
* Urethral discharge—chlamydia. gonorrhea. trichomonas infection
* Urethral itching-—chlamyvdia. gonorrhea. trichomonas infection

* Swollen or painful testicles—chlamydia. gonorrhea

I women

* Unusual vaginal discharge—bacterial vaginosis, chlamyvdia. gonorrhea. trichomonas infec-
tion. vaginal yeast infection

* Genital itching—bacterial vaginosts. trichomonas infection. vaginal veast infection

Abnormal or heavy vaginal bleeding—chlamyvdia. gonorrhea
(Note: This symptom is often caused by factors other thun STls

Bleeding after intercourse-—chtamydia. gonorrhea
* Lower abdominal pain (pain below the belly button or pelvic paini—chlamvdia. ronorrhea

* Persistent vaginal yeast infections—HIV/AIDS

I men or women

* Blisters or ulcers (sores) on the mouth. lips. genitals. anus. or surrounding arcus—chancrosd.
genital herpes. syphilis

* Bumning or pain during urination—chlamydia. genital herpes, trichomonas infection. gonorrhea

* ltching or tingling in the genital arca—genital herpes

* Jaundice (yellowing of the eves and skin) or fever. headache. muscle ache. dark urine—hepa-
titis B, hepatitis C

L

Warts or bumps on the genitals. anus. or surrounding areas—HPV (genital warts

The following list identifies symptoms of some of the less common STIs and RTIs:

* Flu-like syndromes (fever. fatigue. hcadaches. and muscle aches). mild liver inflammation—
CMV

* Small. dimpled bumps or lesions on the skin that usualiy do not hurt or itch and are tlesh col-
ored. but can vary from white to yellow to pink—molluscum contagiosum

* Small. red bumps or ulcers in the genital or anal area. or iymph node swelling in the eenial
area, or chronic ulcers on the genitals or anus— LGV

* Red nodules or bumps under the skin on the mouth. genitals. or anus that ulcerate. become
tender, and often bleed easilv—donovanoxis
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Asymptomatic Infections

Some STIs (for example, chlamydia, gonorrhea, HPV, hepatitis B, and genital herpes) often
cause infections that are asymptomatic. This means that although the person has an infection,
he or she has no symptoms of infection and thus may not realize that he or she is infected.

For example, some studies have shown that gonorrhea is asymptomatic in as many as 50% to
70% and chlamydia in as many as 80% to 90% of infected women. Additionally, the majority
of HPV infections in women and men cannot be recognized clinically, and up to 75% of pri-
mary episodes (i.e., initial infections) of herpes are asymptomatic or produce only mild or
unrecognized symptoms.

With asymptomatic infections, there is no evidence of infection on clinical exam: therefore,
these infections can be diagnosed using laboratory tests only—a particular problem in parts of
the developing world where testing resources are scarce or nonexistent.

Asymptomatic infections can be transmitted to others and can cause serious complications,
particularly for women. For example, if left untreated. some infections can lead to PID and
infertility in women. Therefore, it is critically important to test or treat female sexual partners
of symptomatic men whenever possible, even if they show no signs and symptoms of infection.

Safer Sex

Safer sex refers to practices that allow couples to reduce their sexual health risks and lower the
likelihood of STT transmission. Generally, safer sex practices prevent contact with genital sores
and prevent the exchange of body fluids, such as semen, blood, and vaginal secretions.

While some use the term safe sex, here we use the word “safer” in recognition of the fact that
all sexual practices can have consequences—whether in terms of emotional consequences or in
terms of disease and pregnancy—and that very few practices are without any risk of infection
transmission.

Remember: RTIs refer to all infections of the reproductive tract, including STIs. STIs refer to
infections transmitted primarily through sexual contact, including HIV infection.

Critical Components of STi and RTI Management

The objectives of STI and RTT management are to diagnose the infection, treat it, encourage
change in sexual behaviors and other risk-reduction strategies, and ensure that sexual partners
are appropriately treated. High-quality management of STIs is important because it:

* Prevents the development of long-term complications

e Reduces the length of time during which a person is infected, and therefore reduces the fur-
ther spread of STIs :

* Reduces the level in the poputation of STIs that present an increased risk for sexual transmis-
sion of HIV

« Allows for education and counseling on risk reduction and health-seeking behaviors

* Generally improves the quality of people’s lives
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Management of STIs and RTIs involves more than simply diagnosis and treatment of the infec-

tion. It also consists of;

* Counseling and education. Client-centered counseling helps prevent the spread of infection
and reduce clients’ risk of infection and reinfection. Counseling and education alvo provide
clients with information on potential complications. as well as strategies to change risky sex-
ual behaviors.

* Condom promotion. Demonstration or instruction in the correct use of condoms and access
to an adequate supply of condoms are essential parts of STI management. Programs <hould
help clients understand the importance of consistent and correct condom use and the steps of
proper condom use. as well as help them develop skills for negoliating condom use.

* Adherence with treatment. Providers must educate clients about the importance of tollowing
and completing treatment regimens. even after all symptoms have disappeared. Providers
should explore ways that clients can successfully adhere to treatment regimens by identfy-
ing potential barriers to adherence (¢.g.. costs. schedule, or famuly or partner finding out) and
strategize wayvs to overcome these barriers.

* Partner notification. When feasible. sexual partners of clients with STIs should be notified
and encouraged to seek appropriate care. (However. strict confidentiality is critical. and issues
of domestic violence or potential harm to the client must also be addressed. ; Treating pantners
prevents the further spread of the infection and reinfection of the client. There are three
options for notifying partners:

» Clients can be counseled about talking to their partners on their own
» Providers can tell partners in conjunction with clients

» If resources permit. providers or public health workers can inform partners

These four components are sometimes referred to as the “Four Cs™
1. Counseling and education

2. Condom promotion
3. Compliance with treatment

4. Contacting partners

Note: The preceding material is adapted from: EngenderHealth. VRS
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What Are HIV and AIDS?

HIV, which stands for human immunodeficiency virus, 1s the virus that causes AIDS. HIV
destroys certain types of blood ceils (known as T-cells or CD4 cells) that help the body fight off
infection.

A person can be infected with HIV for many years before uny symptoms occur, and during this
time an infected person can unknowingly pass the infection on to others. HIV can be transmit-
ted through some forms of sexual contact, through contact with infected blood and other body
fluids (such as during the shared use of injection needles, through the use of contaminated skin-
cuiting tools, by means of needlestick injuries in health care settings, or via transfusions of
infected blood), and through mother-to-child transmission during pregnancy, delivery, or
breastfeeding.

AIDS is acquired immunodeficiency syndrome, an advanced stage of HIV infection that
occurs when the immune svstem cannot fight off infections that the body is normally able to
withstand. At this stage, the infected person becomes more susceptible to a variety of nfec-
tions, known as epportunistic infections, and other conditions (e.g., cancer). Some examples
include chronic cryptosporida diarrhea, cytomegalovirus cye infection, invasive cervical cancer,
Kaposi’s sarcoma, lymphoma, mycobacterium aviem complex, preumocystis pneumonia, toxo-
plasmosis, and tuberculosis.

At present, there is no cure for AIDS, and it is believed that most people with HIV infection
will eventually die from an AIDS-rclated illness. However, with advances in HIV/AIDS thera-
pies, including those that fight the virus itself as well as those that prevent or treat opportunistic
infections, the lives of some people with HIV or AIDS-—mostly in developed countries—have
been dramatically extended and improved. Unfortunately, these therapies are rarely available in
resource-poor countries, where the majority of those with HIV or AIDS live.

How HIV is Transmitted

HIV is spread through three main modes. These modes of transmission are as a result of expo-
sure to body fluids (biood, semen, vaginal fluids, and breast milk) of infected individuals.
Specifically, HIV can be transmitted through:
1. Sexual contact:

* Vaginal sex

* Anal sex

* Oral sex

2. Blood contact:

* Injections or needles (sharing needles, mtravenous drugs, and drug paraphenalia, or suffer-
ing an injury from contaminated needles or other sharp objects)

* Cutting tools (using contaminated skin-piercing instruments, such as scalpels, needles,
razor blades, tattoo needles, or circumcision instraments)

« Transfusions (receiving infected blood or blood products) or transplants using infected
organs

« Contact with broken skin (exposure to blood through cuts or lesions)
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3. Mother-to-child transmission:
* Pregnancy
* Delivery
* Breastfeeding

Although any exposure through one of these methods can lead to HIV infection. not eveny
exposure results in transmission of the infection.

How HIV Is Not Transmitted

Many myths exist about how HIV is transmitted. and many myths are culturally specific. It s
important that people realize that HIV is actually quite difficult to transmiut. It is far less trans-
missible than hepatitis B or some other STIs. tor example. HIV 15 not transmitted by

* Having ordinary social or casual contact
* Donating blood

* Sharing clothing

* Touching

* Sharing food or dishes

* Drv kissing

* Shaking hands

* Having contact with toilet seats

* Experiencing insect bites

* Massaging another person

* Sexually stimulating a partner using vour hand talthough a risk may existif bloed. semen. or
vaginal fluids come in contact with broken skin)

* Masturbating

* Living with a person with HIV

In addition. HIV is not transmitted through tears, sweat, saliva, vomit. feces, or urine. Atthough
these substances can contain HIV. they do not contain the virus in amounts significant encugh
to cause infection. Extensive. continuing studies of new HIV infections over the last 20 years in
many countries have not uncovered any cases of infection through these substances. To date.
there is no documentation of HIV transmission via these substances. Blood. semen. viginal
secretions, and breast milk are the only body fluids through which HIV transmission has been
documented.

It is theoretically possible to transmit the virus through deep Kissing if the gums have open

sores or are bleeding. but this is highly uniikely. Even so. transmission 1n this case would be
through blood rather than through saliva.
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Modes of Transmission

Transmission through Sexual Contact

One of the most common ways in which HIV is transmitted is through sexual contact, primarily
through unprotected vaginal or anal intercourse. In every act of sexual penetration, there is an
inserter and a receiver. The receiver is generally at greater tisk than the inserter, although if the
penis of the inserter has open cuts, sores, or ulcers, then the inserter’s risk is increased.

Unprotected anal sex (penetration of the anus by the penis) between two men or between a man
and a woman 1s particularly risky because the chance of damage (small tears and lesions) to the
thin lining of the rectum is high. This facilitates HIV transmission by enabling the virus in
semen to quickly enter the bloodstream.

With penile-vaginal sex, the female partner 1s generally at higher risk because of the greater
exposed surface arca in the female genital tract than in the male genital tract, the higher con-
centrations of HIV in seminal fluids than in vaginal fluids, and the larger amount of semen than
vaginal fluids exchanged during intercourse.

Although HIV transmission can occur through unprotected oral sex—cunnilingus (oral-vulval
contact) or fellatio (oral-penile contact}—the risk is much lower than for unprotected vaginal or
anal sex. But this behavior is not free of risk: With oral sex. the person at greater risk is the one
using his or her mouth to stimulate the other person’s genitals. The risk is increased when that
person has open sores in the mouth or bleeding gums. The risk is also increased when that per-
son receives semen in the mouth or swallows any secretions.

HIV transmission has also been reported through infected semen used for artificial insemina-
tion. Reputable sperm banks now test all samples before using them.

Remember: If both partners in a relationship know that they are not infected and they are
monogamous (which 1s difficult to know), there is no risk of HIV transmission during unpro-
tected sex.

Transmission through Blood and Blood Products

Sharing Injection Drug Works

The sharing of HIV-contaminated needles, syringes, drugs, and other drug paraphernalia can
transmit HIV. Even if syringes and needles are sterile, drugs that are mixed in containers
(includmg spoons or bottle caps) and are shared or drugs that are shared from a common con-
tainer make for very risky injections.

While intravenous injections hold the greatest risk for infection, it is possible to be infected
from subcutaneous and intramuscular injections as well. In many countries, injectable medica-
tions, syringes, and needles are available to the general public without a prescription. If multi-
ple people use these. the risk for HIV transmission will increase.

Transfusions and Organ Transplants

Transfusions or treatments with infected blood or blood products can lead to HIV transmission.
Many parts of the world now routinely test donated blood for HIV before approving its use, but
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some countries lack the resources to do so. Organs or tissues taken from individuals with HIV
can also transmit the virus to the people receiving them.

Sharing Skin-Cutting or Skin-Piercing Tools

HIV can be transmitted by skin-piercing. skin-cutting. and tattooing mstruments ineedlex. razor
blades, or circumcision instruments) that have been in contact with infected blood or body flu-
ids and have not been properly processed betore reuse.

Transmission in Health Care Settings

Health care workers. inciuding cleaners and fab technicians. are at risk for hecoming infected
with HIV if they are exposed to blood and other body fluids of infected individuais during their
work.

One type of exposure among workers in health care settings is necdlestick injuries with HIV-
contaminated needles. The risk for HIV transmission to chients durng chinical or surgeal pro-
cedures exists when clients are exposed to blood or body flulds containing HIV from other
clients.

Following appropriate infection prevention practices can drastically reduce the risk for oveupa-
tiona! exposure and HIV transmission to clients. The best wav to prevent infections at a heaith
facility is by following standard precautions. These are a set of recommendations desgned to
help minimize the risk for both clients and staff being exposed to infectious matenals.

Providers should follow standard precautions with every client. regardless of whether they
believe the client might have an infection. This is important because it s anposable ol
whether someone is infected with HIV. and often the infected persons themselves do not knew
that theyv are infected. (For detailed information on infection prevention in health care setuings.
see EngenderHealth. 2003e.}

Remember: It is safer to act as if every client is infected. rather than to apply standard precau-
tions to some clients and not others.

Mother-to-Child Transmission
A woman infected with HIV can pass the virus to her buby during pregnancy. jabor and deliv-
ery, or through breastfeeding.

Roughly 15% to 30% of newboms of untreated HIV-positive women will become infected with
HIV during pregnancy and delivery. and an additional 105 to 20% will become infected during
breastfeeding. The risk varies by region. with transnission rates of 15% 1o 253% in the industrial-
ized countries of Western Europe and in the United States. but rates of 253¢% 1o 35% 1n developing
countries. Some studies have found rates as high as 43¢ in Sub-Saharan Africa. These rates rep-
resent the risk for transmission without preventive intervention. Treatment options that can greai-
ly reduce the rate of HIV transmission from mother to child are now available in some setungs.

The risk for HIV transmission through breastfeeding. which has been estimated 1o be between
10% and 20% . increases with a longer duration of breastfeeding. This risk appears to be great-
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est in the first few months of life and is lower among infants who are fed breast milk exclusive-
ly (exclusive breastfeeding) than among those who arc breastfed and also receive supplemental
foods or liquids (mixed feeding). In a recent study in South Africa, babies who were exclusive-
ly breastfed were significantly less likely to have become infected in the first three months than
were those fed both breast mitk and other food.

The risk for HIV transmission from an individual woman to her child is affected by a variety of
factors, including:

* Stage of infection. If a woman is further along in her infection, she has a higher viral load
and is more likely to transmit the virus to the child. Also. if she becomes infected during or
Just before pregnancy, the initial spike in viral load at the time of infection may increase the
risk for mother-to-child transmission.

* Breastfeeding pattern. Exclusive breastfeeding has been found to present a decreased risk
over mixed feeding, which is the norm in many countries.
* Duration of breastfeeding. Risk increases with the duration of breastfeeding.

* Oral or breast lesions. Lesions in the baby’s mouth or on the mother’s breasts mcrease the
risk for transmission, because of the increased number of portals of entry for the virus.

* Gastrointestinal illness. When the virus is found in breast milk, a weakened gut may increasc
portals of entry in a baby who is breastfeeding.

* Antiretroviral therapy. This can significantly reduce the risk for mother-to-child transmission
during pregnancy and labor and delivery.

* Cesarean section. This can significantly reduce the risk for mother-to-child transmission, but it
is not necessarily realistic in resource-poor scttings because of its technical demands and cost.

* Invasive procedures. Avoidance of invasive procedures during delivery can significantly
reduce the risk for mother-to-child transmission.

It is important to note that all children born to HIV-positive women will test positive for HIV
antibodies at birth, regardless of whether they are actually infected. This is because of the pres-
ence of the mothers™ antibodies in the children’s blood. Antibody testing can accurately deter-
mine infection after the age of 18 months.

Facts about Mother-to-Child Transmission

* The risk for HIV transmission is estimated at 5% to 0% during pregnancy, at 10% to 20%
during labor and delivery, and at 10% to 20% during breastfeeding.

* When no preventive measures are taken, the overall visk for transmission among women with
HIV is estimated at approximatcly 15% to 35%.

* The risk for transmission increases if a woman becomes infected or is reinfected with HIV
during pregnancy or while breastfeeding, or if she develops AIDS, because of the higher
viral loads. Viral, bacterial, or parasitic placental infections may also increase the risk for
transmission.

* If a woman becomes infected with HIV while breastfeeding, the risk for mother-to-child
transmission will increase.

Note: More information on mother-to-child transmission and interventions appears in the “Preventing HIV
Transmission” module of EngenderHealth, 2003d.
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HIV Risk and Vulnerability

A variety of demographic. behavioral. and social factors place people at nisk for becominy infected
with HIV and other STIs. Traditionally cited risk tactors include. for example. age. multiple sexual
partners, partners with multiple sexual partners. a history of STIs, and drug and alcohol use. Eariv
in the AIDS epidemic, there was a tendency to refer to “high-risk groups™—those groups of people
who have historically contracted the infection in large numbers. This ofien included. for example.
sex workers and homosexuals. These types of categorizations may lead some people to assume
that they are not at risk for infection if thev do not belong to these groups.

Risk “Behaviors,” Not Risk “Groups”

Over time, experience has taught that risk 1s not based on who you are. but rather on whar vou

do. The idea of risk behaviors is that HIV and AIDS do not discriminate. Anvone who engages

in a behavior that exposes himself or herself to HIV is at risk for infection. This includes:

* Anyone of any age who engages in unprotected vaginal. oral. or anal intercourse with anvone
other than an uninfected. mutually monogamous partner

* Anyone whose partner engages in unprotected intercourse with others

* Drug users who share needles and other drug works

* Anyone who receives an injection with a potentially contaminated needle or svringe

* The sexual partner(s) of an injection drug user

* Recipients of transfusions or those treated with blood or blood products in regions where
reliable screening of the blood supply does not oceur

* Anyone who uses potentially contaminated tattoo necdles or other skin-piercing instruments

* Any workers or clients at health care facilities who come in contact with bloed. blood prod-
ucts. unclean needles. or surgical instruments

* A fetus or nursing child of a mother who is infected with HIV

This understanding, along with the experience that identifying groups of people us “high risk”
leads to unjust stigma and discrimination. has led to a shift in the language from “risk groups”
to “risk behaviors.” The distinction between risk groups and risk behaviors is imporant.

Vulnerability

More recently. there has been a growing recognition that in addition to individual behaviors or
characteristics. certain social. economic. and political forces make people or groups of people
vulnerable to infection. In a sense. HIV and AIDS do discriminate. Some factors that affec
social vulnerability include gender inequalities. economic power. vouth. cultural constructs,
and government policies. The following sections consider the particular vulnerabilities of
women. men, and children and youth.

Women’s Vuinerability and Risk

The number of women living with HIV and AIDS has been steadily increasing over the past
decade. AIDS now ranks as one of the leading causes of death for women between the ages of
20 and 40 in parts of Europe. North America. and Sub-Saharan Africa. In Sub-Saharan Africa.
infection rates among women have now surpassed those among men: Women now account for
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55% of all infections, and rates of infection among pregnant women are extremely high in many
couniries, Women are vulnerable to infection for biclogical. social, and economic reasons.

Women may be particularly vulnerable to infection because of gender inequalities and lack of
power within sexual relationships, which make it difficult. if not impossible, for them to negoti-
ate safer sex with partners. Lack of economic power can tead to vulnerability as some women
are forced to enter into sex work or to form temporary partnerships to barter sex for economic
survival. Furthermore, because of women’s greater biological vulnerability to infection trans-
mission, they face greater risk for infection.

Biologically, the risk for transmission from male to female is greater than the risk from female
to male, for several reasons. These include:

* There is a more exposed surface area in the female genital tract than in the male genital tract.
e HIV is in higher concentrations in semen than in vaginal fluids.
* More semen than vaginal fluid is exchanged during intercourse.

» Coercive or forced sex might Iead to microlesions in the genital tract that facilitate entry of
the virus.

* Traditional practices such as female genital cutting can expose women to risk if the cutting
instruments are not properly cleaned.

» Women often have STIs that are left untreated, which increases their vulnerability to HIV,

All over the world, social factors stemming from gender inequalities also make women particu-
larly vulnerable to HIV infection caused not by their own behavior, but by that of their partner.
These factors include that:

» Women are often expected to remain monogamous, yet being married often places them at
high risk for infection (because men are not often expected to be monogamous, and in some
cases, are even encouraged to have multiple partners).

* Women lack the social power to reduce their risk for infection.

*» The threat of physical violence, the fear of abandonment, or the loss of economic support
can act as significant barriers inhibiting women from negotiating condom use, discussing
fidelity with their partners, or leaving relationships they perceive to be risky.

¢ Cultural norms often deny women knowledge of sexual health.

» When women possess knowledge of sexual health, society often considers it inappropriate for
them to reveal this knowledge, making partner communication about risk and safety impossible.

* Women often have little control over their bodies and little decision-making power, with men
making most decisions about when, where, and how to have sex.

e Social pressure to bear children may also affect women’s choices concerning the relative
importance of pregnancy versus protection from disease.

* Women are at greater risk than men for being raped, for being coerced into sex, or for being
forced into sex work or sexual slavery.

Lack of economic power can also lead to vulnerability for several reasons, including that:

* Some women are forced to enter into sex work or multiple temporary partnerships so they
can barter sex for economic gain or survival, including food, shelter, and safety.
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* Many women are at risk simply because they arc economically dependent on their hushands
tor survival and support, which limits their decision-making and negotiating POWCT.

* Sex workers in general are at an exiremely high risk for infection. particularly when thev do
not have the ability to negotiate with clients who refuse to wear a condom or when they are
in settings where commercial sex work is illegal.

Risks for Men

A variety of social factors also put men at risk for infection. Sociallv ingrained concepts of
mascuhnity and common attitudes and behaviors can transiate into risk behaviors that threaten
men's health and the health of their partners.

For example. cultural norms of ~“masculinity™ that expect men to be experienced and knowl-
edgeable about sex may place men (particularly young men) at risk because thev are fess likely
to seck information about risk reduction. for fear of admitting a lack of knowledge. Attitudes
about masculinity encourage men to demonstrate sexual prowess by having multiple partners
and by consuming alcohol or other substances that may contribute to risk-taking behavior. Men
are often sociahzed to be self-reliant. to not show emotion. and to not seck assistance 1n times
of need or stress—ideas that do not support men in protective or health-seeking behaviors. Men
are also more likely to use injection drugs.

In many cultures. communities deny the existence of men who have sex with other men. which
results in a lack of prevention. care. and health information directed to men who mav be at risk.
Discrimination and stigmatization against men who have sex with other men contribute to
denial and secrecy. making it difficult to reach these men with HIV-prevention interventions.

To safeguard men’s health and the health of their female partners and their children. health care
services and providers must address the relationship between men’s behavior and HIV trans-
mission. to encourage men and boys to make a strong commitment to prevenung the spread of
the infection and to promote programs that respond to the needs of both men and women.

Risk and Vulnerability of Children and Youth

ALDS is very much a disease of the young. Although comprehensive data are lacking. there is
evidence that more children and young people vounger than 18 are living with HIV and AIDS
than ever before. UNAIDS and WHO estimate that more than 4 million children vounger than
15 have been infected with HIV since the beginning of the epidemic. and that in 2000 alone.
500,000 children younger than 15 died an AIDS-related death.

The vast majority of infected children—well over 90 -—live in developing-world countries;
morgover. in the regions most affected by the epidemic. 1f current infection rates remain
unchecked, AIDS may increase infant mortality by as much as 75% and mortality of children
vounger than 5 by more than [00%. HIV infection leads to AIDS and death much faster in chil-
dren than in adults, and pediatric AIDS results in death more guickly in developing countries.
because of widespread poverty. poor nutrition. and other contributing factors.

Most infected children younger than 14 acquire the virus from their mothers. either hefore or
during birth or through breastfeeding. As more women of childbearing age have become infect-
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ed, the number of children infected has also risen. Aside from the risk for mother-to-child trans-
mission, children and adolescents are also extremely vulnerable to infection through blood
transmission, sex (including incest, other sexual abuse, and commercial exploitation), and
injection drug use.

In many countries, the first consensual sexual experience occurs before age 8, and young peo-
ple may not have the knowledge or experience to reduce their risk for exposure to HIV and
AIDS. Adolescents may lack knowledge about pregnancy and about STI and HIV transmission,
and they may be less likely to recognize potentially risky situations or to negotiate safer sex
behaviors. In addition, peer pressurc, drug and alcohol use, and other factors may increase ado-
lescents’ likelihood of engaging in high-risk behaviors.

Young people of both sexes are vulnerable to infection for many reasons, including social, bio-
logical, behavioral, and demographic factors. For example, young men often face tremendous
pressure to be sexually active and are, therefore, less likely to seek information about how to
protect themselves and their partners, for fear of appearing inexperienced. Young women, on
the other hand, may be particularly vulnerable for biological reasons (for example, less mature
tissues may be more readily permeated or damaged) and for social reasons, including lack of
economic resources and negotiating power.

Young women are often forced into relationships with older men for economic survival, and
anecdotal reports from some high-prevalence countries indicate that older men may seek
younger women and girls for sexual relations, believing that they are less likely to be infected.
Wide age disparities in infection rates substantiate these social patterns, with young women in
many places having infection rates equal to those among men 10 years older.

HIV Testing

The most frequently used HIV tests detect the presence of antibodies to HIV, not the actual
virus. A positive HIV antibody test indicates the presence of antibodies to the virus, while a
negative test result indicates either no antibodies or an undetectable level of them. It is possible
that these tests can miss infection in a person who was recently infected with HIV and has not
yet developed enough antibodies to show a positive result.

The period of time from infection with HIV until the body has developed detectable antibody
levels is called the window period. The window period is approximately three months long. on
average. A person who is worried that he or she may have been exposed to infection should be
encouraged to seek testing, and the counselor should explain that if the test comes back nega-
tive, it should be repeated after three months to confirm the result, since the person could have
been infected but still may be in the window period. During this period, a person may not test
positive even if he or she is infected with HIV.

Rationale for Testing

HIV testing should always be done voluntarily and should never be mandated or coerced.
People who desire to know whether they are infected have a right to know. It is strongly recom-
mended that clients be counseled both before and after testing. Where testing is readily avail-
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able, a person who thinks that he or she might have been exposed 1o HIV should consider being
tested for a number of reasons:

* A person who knows that he or she is HIV-infected can take steps to avoid transmitting the
infection to others.

* In settings where medications are available to combat opportunistic infections and keep peo-
ple healthy longer. it is best for people to know they are infected as soon as possible. so they
can begin treatment and schedule regular checkups right away.

* Women who know that they are infected can make informed decisions about family plan-
ning, pregnancy, and breastfeeding. In some settings. treatment can greatly reduce a pregnant
woman's risk for transmitting HIV to her child.

* Some people want to know their HIV status so that if they are infected with HIV. they can
make lifestyle changes that will preserve their health to live longer or betier hives.

HIV counseling and testing can be important decision-making tools tor clients and service
providers and can help even uninfected clients understand their risk for HIV. In addition. tesing
enables health care providers to offer information to infected clients about living with HIV
infection and assist them in obtaining any available support services. including treatment. emo-
tional and practical support. prevention of mother-to-child transmission. and legal services.

Voluntary Counseling and Testing

Voluntary counseling and testing (VCT) is a combination of two activittes—counseling and
testing—into a single service that can amplify the benefits of both. In its ideal form. VCT cun
be used as a form of prevention rather than strictly for diagnostic purposes. or to facilitule entn
into HIV care services.

The “gold standard™ for VCT incorporates pretest counseling and posttest counseling. Helping
clients understand and perceive their own risk (and the risks that their behavior may pose o
others) and reduce that risk are integral components of the counseling in VCT.

Voluntary Counseling and Testing :
as an Entry Peint for HIV Prevention and Care ;
Promotes: Encourages acceptanca !
B Planning lor future  of serostatus Facilitates behavioral f
W Crphan care and coping change and involverment ‘
& Will making \ | / of othars 3
|
Voluntary Faciiilates access
! . to prevention
Nor{nallzes Cou nseling of mother-to-chiid
HIV/AIDS and transmission {PMTCT) i
Testing inferventions
Encourages / Promoles earty managemant
referral to | of opportunistc infections
social and and HiV {e.g.. 7B STi efc.
peer support Eases access to preventive and atcess to antretrovrals:
therapy (TB and bacterermia)
and contraceptive advice

Source: WHO. 1999,
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VCT is an important entry point for other HIV and AIDS services, which can benefit clients
with either positive or negative test results. For example. clients with negative results can still
be encouraged to adopt behaviors that may reduce their risk of being exposed to HIV and other
STIs, making VCT an important strategy for prevention. When they are well implemented,
VCT services offer the possibility of benefiting the community by “pormalizing” the existence
of HIV and AIDS-—that is, reducing stigma and promoting awareness (see chart, page 233).

VCT is an essential component of programs intended to prevent mother-to-child transmission,
because such programs cannot be implemented if women do not know their HIV status,
Programs should not focus only on identifying HIV-positive women for intervention, however;
they should also focus on reducing women’s risks and on helping those who test negative
remain that way. VCT programs for pregnant women can benefit from men’s involvement:
Some studies have shown that when women test positive for HIV and their male partners are
not tested, the women are often blamed for introducing the infection into the couple. Such
unfounded blame can lead to conflict, abandonment, and cven violence.

Note: The preceding material is adapted from: EngenderHealth. 20103d.
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