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BLOCK 6 INTRODUCTION
In India, awareness regarding the need for and availablility of
contraceptives is nearly universal. Even though, the contraceptive care is
available free of charge to all citizens, there are problems regarding its
accessibility in some states. However, all surveys on contraceptive
prevalence indicate that only about 55 per cent of the couple use
contraceptives.

You, as a doctor and as a responsible citizen of the country have a role
to increase the awarneness of family planning amongst the people. Once
the people become aware, you have to make people adopt the various
family planning methods and ensure its continuing use. The gap between
the desired family size and actual family size has to be minimized to
contain our population growth. This block aims at providing a
comprehensive knowledge on family planning.

There are five units in this block. Unit 27 deals with family counselling,
while Unit 28 deals with conventional contraceptives. Unit 29 deals with
the hormonal contraceptives. It also deals with emergency contraceptive
pills. The Intrauterine Devices (IUD) and surgical methods have been dealt
separately in Unit 30 and Unit 31. Copper-T as emergency contraception
is also dealt along with the IUD.

After going through this block, you should be in a position to provide
some contraceptive advice to all the eligible couples. Your sincere
approach will not only benefit your clientele and the community that you
serve but also the natioal interest at large.
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a pregnancy. The risk of induced abortion even in trained hands is higher than
the risk of complications due to contraceptive use. Therefore, induced
abortion is to be used only as a backup for failed contraception and is not a
method of family planning.

Check Your Progress 1

1) List the benefits of family planning to the women?

..................................................................................................................

..................................................................................................................

..................................................................................................................

..................................................................................................................

..................................................................................................................

..................................................................................................................

2) Write True (T) or False (F):

i) Family planning increases child survival. (T/F)

ii) Induced abortion is a recommended method of
family planning. (T/F)

iii) Level of literacy in the community will improve
with family planning. (T/F)

27.3 COUNSELLING
Counselling is a process through which one person helps another by
purposeful conversation in an understanding atmosphere. It seeks to
establish a helping relationship which helps people to grow, to change
and to be capable of making their own decisions. Each person knows
his/her own situation and is best equipped to choose between various
alternatives.

However, there are times when it is difficult to decide on what to do,
especially when decisions have far reaching consequences on their lives.
Counselling helps in such situations. A counsellor never makes decisions
on behalf of the client (the person who is seeking help) but simply steers
the discussion in such a way that the client can take decision.

Counselling in family planning is an interactive relationship between the
Medical Officer /Health Paramedic and a client which helps the client to
decide whether to adopt a family planning method and if so, to make an
informed choice of a family planning method. Potential users of family planning
services benefit by discussing their anxieties, fears and doubts. Counselling
resolves these negative feelings.

27.3.1 Physical Setting for Counselling

The physical setting should have the following:

i) Privacy: Counselling is most effective when it is done in a separate
room/chamber where the couple/client feels free to discuss personal

Counselling
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matters like family planning. Physical privacy is ensured by restricting the
entry to others in the room, closing doors, using curtains etc. Social
privacy or confidentiality is ensured by not sharing a client’s experience
with anyone else, not even the spouse, unless the client agrees, keeping
records confidential, and talking softly so that no one else can hear.

ii) Comfort: The physical setting of the room should provide a friendly
atmosphere where the client can speak freely. Adequate sitting space be
available. The M.O. should also keep visual aids and literature such as
pamphlets, sample charts, leaflets, contraceptive samples, models etc. in
the room to explain various family planning techniques to the client.

27.3.2 Basic Steps of Counselling

Final goal of counselling is a satisfied client. This could be achieved by
following the suggested steps of counselling. The acronym GATHER could be
remembered easily.

G: Greet the client

A: Ask the client about herself/himself and the family

T: Tell the client about all available Family Planning methods, including
advantages, effectiveness and possible side effects

H: Help the client choose a method

E: Explain how to use the method (Demonstrate on dummies wherever
possible)

R: Return - tell the client to return to the clinic for follow up for any
doubts, problems and regular check-ups

27.3.3 Interpersonal Communication

Counselling is a face to face communication in which one person helps
another person make decisions and act upon them. This becomes possible
only when a relationship of mutual trust and confidence gets established.
Hence, good communication skill is essential.

Communication can be described as a process by which information and
understanding are exchanged between individuals by any effective means.
Effective means may be verbal, non-verbal or written. The objective of
communication is that the desired action on the part of the listener or receiver
is achieved.

Communication Process

The communication process involves five components i.e. communicator,
communicatee, message, media and interference.

1) Communicator: The communicator or sender first formulates the ideas,
translates it into meaningful codes which he thinks would bring desired
changes in the receiver and then transmits the codes through the most
effective media at his command at that time.
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a. Active Listening and Non-Verbal Communication

The counsellor shows interest in what the client is saying without words. It
allows the client to know that she/he is being heard and the counsellor is
interested in her/him. The appropriate use of silence is the key element of
active listening. It is the neutral response which opens communication and
permits the counsellor to find out what the client knows and needs. Tips for
active listening are:

i. Meet the client in a comfortable and private place.

ii. Respect the client, treat each person as an individual.

iii. Listen carefully to what the client says and the way she says it. Pay
attention to her tone of voice, choice of words and facial expression.

iv. Maintain eye contact without being rude.

v. Lean forward when listening nod your head.

vi. Make comments such as ‘uh huh’, ‘mmm’, ‘go on’, ‘yes’, ‘I see’, etc.

vii. Try to empathize with the client.

viii. Stop talking from time to time. Allow time for the client to talk and ask
questions.

ix. Listen carefully to the client instead of thinking about what you are to say
next.

b) Identifying and Reflecting Content (paraphrasing) and Feelings

For paraphrasing, the counsellor listens to what the client says, then repeats in
his/her own words the content of what the client has said. This helps the
client to clarify what she or he is thinking and allows the counsellor to check
if he/she has understood what the client said.

One can use beginning phrases like:

‘As I understand, what you are saying is .......’

‘Do you mean that.......?’

‘So, the point is that .......’

For identifying and reflecting feelings, the counsellor listens to what the client
says and identifies and reflects the client’s feelings back to her/him. This
empathetic response to what the client says, tells the client that the counsellor
has heard and understood what he/she is feeling and her/his situation.
Identifying and reflecting feelings tends to open communication. For example,
we can use the following phrases:

‘I suppose that must make you rather anxious.’

‘If that happened to me I’d be rather upset.’

‘Times when I’ve been in that sort of situation, I have really felt I could
use some help.’
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‘If I achieved that, I think I would be rather proud of myself.’

‘That must have been rather satisfying.’

In reflecting the underlying feelings, delicacy is required in order not to over
expose the speaker or press him/her to admit to more than he/she would like
to reveal.

c) Asking Questions

The counsellor asks questions to find out what the client wants, to get basic
social and medical information about the client, to find out what the client
knows about various contraceptives their advantages and disadvantages, any
myths or apprehension. Questions can be open or closed and they can be
used to elicit either information or feelings from the clients. Questions may fall
into two major categories:

i. Closed versus open questions

ii. Information versus emotional/feelings questions

i) Closed verses Open Questions

Closed questions are those which can usually be answered with a fact or a
“yes” or a “no” Examples are:

Closed (facts)

— How old are you?

— When did you have your IUCD inserted?

— How many children do you have?

— When did you start your last packet of pills?

Closed (Yes/No)

— Do you have children?

— Is your period regular?

— Are you satisfied with the pill?

— Are you concerned about AIDS?

— Call you feel the thread of your IUCD?

Open questions are those which usually seek thoughts, feelings and
explanations. The examples are:

— What do you know about AIDS?

— Can you tell me how you are taking the pill?

ii) Information versus Emotional/Feelings Questions

Informational questions are those which generally seek information
without asking for the client’s feelings. The examples are:

— How old are you?

Counselling
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— How many children do you have?

— When did you have your IUCD inserted?

— When did you start your last packet of pills?

— Is your period regular?

Emotional/feelings questions are those which generally seek a response about
the client’s emotions and feelings. The examples are:

— How do you feel about having more children?

— How do you feel about using the pill?

Open questions are preferred since they lead to more and more exposure of
the speaker without letting him or her know how the listener is receiving and
evaluating the communication.

of the speaker without letting him or her know how the listener is receiving
and evaluating the communication.

d) Validating the Client

When clients are expressing feelings that are common to a specific situation, it
is helpful for them to be told that. It is reassuring for the client to know that
what they are feeling is not exceptional.

e) Providing Information

The counsellor needs to find out from the client what she/he already knows or
has heard. The counsellor must gently counter wrong information and provide
additional new information clearly using language which the client can
understand. The counsellor provides the clients with facts and other
information so that the client can make an informed decision.

f) Summarizing

The counsellor should use this skill to summarize what has been discussed in
a session or to clarify what decision, if at all, the client has made because of
the counselling session. The technique of summarizing helps the client clarify
the topics discussed during the sessions which may include medical or
personal information, important facts and a clarification of the feeling which the
client had expressed. If the client did not decide during the session and needs
more time and information, then the resources to do so are provided to the
client and they are offered an opportunity to return for follow up sessions.

Self-Assessment in Counselling

As a counsellor you can ask the following questions to yourself. This will act
as a check list for your preparedness for counselling.

1. How do you act with clients?

— Are you relaxed?

— Do you smile occasionally?

— Do you avoid wrinkling your brow or raising an eyebrow in a
judgemental way?
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— Do you avoid expressing nervous habits?

— Do you avoid playing with something in your hands while you are
listening to client (e.g., pens, paperclips)?

2. How does the area in which you are speaking with the client look?

— Is it clean and orderly?

— Is it pleasant and attractive?

— Is there privacy?

— Is there a comfortable space available for the client?

3. What is your body language like?

— Do you avoid reading the medical history or doing other work while
you are speaking with client?

— Do you avoid looking frequently and obviously at your watch?

— Do you avoid yawning during the interview?

— Do you avoid being distracted and staring at the wall or out of the
window?

— Do you avoid shifting positions frequently?

4. How does your voice sound?

— Do you use a smooth and gentle tone of voice during the counselling
session?

— Do you avoid expressing judgement, disapproval or negative
thoughts through your tone of voice?

— Do your respect silences and allow time for the client to express
her/himself?

— Do you avoid filling silences with your voice?

27.4 COUNSELLING IN FAMILY PLANNING
Counselling is an essential skill for providing quality family planning
services. Currently most of the service providers do not have the skills to
provide the family planning counselling. You will learn the essential
components of counselling in this section.

27.4.1 Types of Clients Seeking Counselling in Family
Planning

Clients seek counselling sessions for various reasons. During these sessions,
various other health information is sought. The important situations in which
family planning counselling is usually practicedis:

1) Married couples seeking information and help for the first time.

2) Continuing client: When counselling a continuing client, it is important to
check correct usage, any difficulty in procuring supplies of condoms,

Counselling
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change of IUD/Implant, time for the next shot of injectable contraceptive
etc.

If a client wants to try out another method (method switching), tell the
client about other methods again and help the client to choose another
suitable method. Remember changing methods is not bad and is normal.
No one really can decide on a method without trying it. Also, a person’s
situation may change, whereby another method may become more
suitable. Even if the client is not satisfied with a method, he/she should
able to return to the same service provider for another method. To make
this possible, the provider must be sympathetic, approachable and who
will not be “disappointed” or “unhappy” that the client has not continued
with the initially decided method.

3) Premarital counselling: People wanting to know how to prevent
pregnancy when they are married.

4) Clients desiring termination of pregnancy: When clients come for
MTP, counselling involves dealing with their fears about the procedure,
expectations of pain and guilt at terminating a pregnancy. The M.O. must
be sensitive to religious sentiments and value systems, however different
and unusual they may seem. Counselling in contraception is essential to
avoid another unwanted pregnancy.

5) Adolescents and youth: Adolescents need a special approach as this is
the period when they are discovering their sexuality, feel curious and at
the same time embarrassed about many areas of sexual function. They
need accurate information about the reproductive system, function of
various organs and changes of puberty. They have misconceptions about
menstruation, masturbation and nocturnal emissions, all of which are
natural processes. In many cases, their only sources of information are
their peers; who are likely to be misinformed. It is necessary to be
approachable, non-judgmental and non-threatening when dealing with
adolescents. The M.O. should not be moralistic with adolescents, as in
that case they will never return and will lose their only way of obtaining
accurate information that would enable them to practice safer sex
behaviour.

27.4.2 Method of Counselling

Following the spirit of GATHER, greet the client with pleasant gesture and
offer to sit, if place available. If already talking with some other client/patient
or staff, intermittently watch the waiting client, smile. Give a feeling to the
waiting client that she/he is as important as the one being already attended by
you.

Enquire the purpose of the client’s visit, i.e., whether the client has come for
information, for a method of family planning or for any other reason.

a) Counselling for Information

Present balanced information about the contraceptive choices available at the
clinic. The focus should be on the advantages, possible discomforts/side-
effects, both short-term and long-term. Conclude with-what generally Indian
women/men have experienced with methods. Encourages the client to ask for
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UNIT 28 CONVENTIONAL AND
ORAL NON-HORMONAL
CONTRACEPTIVE
METHODS

Structure

28.0 Objectives

28.1 Introduction

28.2 Guidelines for Dealing with Clients

28.3 Conventional Methods of Contraception

28.4 Barrier Contraception
28.4.1 Condom
28.4.2 Vaginal Contraceptives
28.4.3 Vaginal Contraceptive Sponge (Today)
28.4.4 Diaphragm

28.4.5 Cervical Vault/Cap

28.5 Non-hormonal Oral Contraception (Centchroman)
28.5.1 Pharmacology of Centchroman
28.5.2 Counselling
28.5.3 Client Selection

28.5.4 Guidelines for Instructions and Follow Up

28.6 Factors Affecting Contraceptive Efficacy

28.7 Let Us Sum Up

28.8 Answers to Check Your Progress

28.9 Further Readings

28.0 OBJECTIVES
After reading this unit, you should be able to:

● follow the general guidelines for the counselling a client for family planning;

● enumerate various methods of conventional contraception and non-hormonal
oral contraceptive;

● describe the mode of action, advantages, disadvantages and side effects of
above methods;

● advise on how to effectively use the above methods;

● schedule follow up visits and do follow up of clients; and

● treat side effects/change to other methods if required.
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28.1 INTRODUCTION
The risk associated with contraception is much less compared to risk of
pregnancy and childbirth. The risk of medical termination of pregnancy (MTP)
is more than that of the contraception, but lesser than pregnancy and childbirth.
Many women who have completed their desired family size do not practice
contraception despite awareness about various contraceptive methods possibly
due to lack of access to health facilities, poor quality of services offered or
due to socio-cultural reasons. Some of these problems can be tackled at your
level to enable these women to avoid unwanted pregnancies by using
contraceptive method of their choice. This will alsoprevent these women to
use medical termination of pregnancy as a contraceptive method.

Contraception includes methods used to prevent conception and thus regulate
fertility. These methods can be broadly classified into:

a) Reversible for delaying first pregnancy or spacing

b) Irreversible for permanent contraception after achieving the desired family
size

You have already learnt the benefits of family planning in Unit 24 of
this block. In this unit, we will discuss how conventional methods of birth
control works, their advantages and disadvantages and effectiveness.
Conventional methods include natural methods and barrier methods. For
the sake of convenience non-hormonal oral contraceptive is also included in
this unit.

28.2 GUIDELINES FOR DEALING WITH
CLIENTS

You may follow the steps explained below during the client’s first family
planning visit or any time the client wishes to change her contraceptive
methods.

The general steps to be followed are summarized below:

● Greet the client, offer her a seat, make her comfortable, tell your name
and ask for her name.

● Establish rapport, show concern, respect privacy and confidentiality.

● Let her get the feeling that you are there to help her.

● Ask what MCH/FP services she/he is seeking.

● Explain what will happen from beginning to the end of the visit.

● Discuss all available methods so the client can make an informed choice.

● Follow procedures for the specific method chosen.

Subsequent steps, once the client has chosen any of the methods are as
follows:

Step 1 Ask if the client has any previous experience with the method. If
she has no experience with the method, ask what the client knows

Conventional and Oral
Non-Hormonal
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about the method and clarify any myths the client may have about the
method.

Step 2 Explain in detail what the method is and how it works. If appropriate,
a sample can be provided. She may examine it and handle it.
Encourage her to ask questions or any clarification about any
information you have provided.

Step 3 Describe the advantages and disadvantages of the method both
contraceptive and non-contraceptive. Encourage her to clear any
doubts about disadvantages.

Step 4 Assess the appropriateness of the method for the client through
history and physical examination.

After history and examination, if the method is not appropriate,
inform her of the reason. Help the client make an informed choice
of another appropriate method.

Step 5 Insert, fit or inject the method.

Be sure that the timing is correct. If the timing is not appropriate,
explain the problems that can arise. Prepare the necessary equipment,
explain to the client what will be done. Observe aseptic techniques
and reassure to the client after completing the procedure that
everything has gone as per the plans.

Step 6 Explain the instructions to the client for use of the method. Encourage
to repeat the instructions in their own words. If she has
misunderstood or omitted any instruction, go over the information
again with her.

Step 7 Plan for a return visit. Explain and schedule the next visit. Remind
client about warning signals and tell them to return sooner than
planned in case of development of warning signals.

Step 8 Follow procedures for the return visit.

Ask during the follow up visit, whether they are happy with their chosen
method.

l. For satisfied clients.

— Ensure that the instructions are being followed correctly for
the use of the method

— Remind of the warning signals again

— Dispense supplies where appropriate

— Plan for next follow up visit

● For dissatisfied clients, manage the side effects as necessary or
remove the method and help the client to make an informed
choice of another method.
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28.3 CONVENTIONAL METHODS OF
CONTRACEPTION

These are also known as natural methods of contraception. The following methods
are included in the natural methods of contraception:

a) Breastfeeding

b) Abstinence

c) Sex without penile vaginal intercourse

d) Coitus interruptus (Withdrawal method)

e) Fertility awareness methods

a) Breastfeeding

Breastfeeding can be used as an effective method of contraception for 6 months
provided the woman practices exclusive breastfeeding i.e. no substitute breast
milk and interval between feeds not more than 6 hours and menstrual period has
not returned. Bleeding in the first 56 days postpartum is not considered menstrual
bleeding.

Mechanism of action: Frequent sucking causes high level of prolactin secretion
in the mother. High level of prolactin is associated with suppression of ovulation.
After 6 months, many women will begin to ovulate even if their menses have not
returned. Hence breastfeeding is not effective contraceptive after 6 months
postpartum.

Effectiveness: It is 98% effective during first 6 months postpartum if menses
have not resumed and if the woman is exclusively breastfeeding.

Advantages: Economical, effective if used properly, promotes bonding
between mother and baby. Decreases the postpartum blood loss and helps in
involution of uterus. It is also helpful in postpartum weight loss.

Disadvantages: Effectiveness greatly decreases in following situations:

● When breastfeeding is no longer exclusive i.e. when breast feed is
substituted by liquids or food or any two breastfeeds are more than 6
hours apart.

● After 6 months postpartum even if the woman is amenorrhoeic.

● When menses returns.

b) Abstinence

In certain communities, separation of marital partners after birth of baby for
varying periods of time is a social norm and prevents pregnancy.

Effectiveness: 100%

Advantages: Mother can devote more time to baby and regain her strength.
The baby develops greater closeness to mother.

Disadvantages: May not be conducive to modern pattern of living. May
disrupt marital relationship.

Conventional and Oral
Non-Hormonal
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c) Sex without penile vaginal intercourse

Expression of caring and fondness of partners without penetration of vagina with
penis e.g. touching, hugging, masturbating etc can provide sexual gratification
without the risk of pregnancy.

Mechanism of action: Sperms cannot reach the vagina.

Effectiveness: 100%

Advantages: No possibility of pregnancy if ejaculation does not occur in or near
the vagina that is between thighs. This method can be practiced when there is
dyspareunia, vaginal infection or after surgery. It offers protection against STDs
and AIDS.

Disadvantages: May not be acceptable to one or both the partners.

d) Coitus Interruptus (Withdrawal Method)

During sexual intercourse, erect penis is withdrawn just before ejaculation by the
partner. Semen is discharged outside the vagina. It is a widely practiced method
all over the world, in all cultures and by people of all regions.

Mechanism of action: It works by depositing the sperms outside the vagina.

Effectiveness: It is 70-85% effective. High failure rate is due to deposition of
sperm through pre-ejaculate secretions or occasionally deposition of small quantity
of semen in vagina before withdrawal.

Advantages: Acceptable to many religious groups and societies, cost effective
and used widely all over the world. Responsibility for contraception is shared by
the male partner. There are no side effects.

Disadvantages: Not suitable for those with premature ejaculation, who cannot
control their build up to ejaculate and adolescents. It does not offer protection
against STD, AIDS.

e) Fertility Awareness Methods

Women learn to recognize the fertile days of the menstrual cycle over several
months and avoid intercourse or use the barrier methods on those days.
Fertility awareness methods include the following:

i. Calendar method

ii. BBT (Basal Body Temperature)

iii. Cervical mucous method

iv. Sympto-thermal method.

Mechanism of Action: Fertilization is avoided by abstinence or by use of barrier
method preventing the sperm from entering the cervix and uterus during the fertile
phase of the cycle.

Effectiveness: It is 80-90% effective increasing up to 98% if intercourse is
avoided during first half of cycle and until 48 hours after ovulation.

Advantages: No physical side effects; free and inexpensive, responsibility
is shared by both partners, acceptable to all religions and cultures;
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Check Your Progress 1

1. List three natural methods of contraception.

.................................................................................................................

.................................................................................................................

.................................................................................................................

2. Name the fertility awareness methods.

.................................................................................................................

.................................................................................................................

.................................................................................................................

3. Under what conditions can breastfeeding be used as an effective contraceptive
method?

.................................................................................................................

.................................................................................................................

.................................................................................................................

.................................................................................................................

28.4 BARRIER CONTRACEPTION

You may be already aware that the most important non-contraceptive benefit of
family planning is reducing the spread of HIV transmission. Prevention of HIV
transmission is important for reducing spread of AIDS. Barrier methods of
contraception especially condoms and spermicides help preventing HIV transmission
during intercourse. Barrier contraceptives are safe and provide protection against
STD and AIDS. They prevent complications of STDs like infertility, ectopic
pregnancy and cervical cancer.

Barrier contraceptives that will be described in this section include the following:

a. Condom (Male and female barrier contraception)

b. Vaginal contraceptives

c. Vaginal contraceptive sponge (today)

d. Diaphragm

28.4.1 Condom

Male condom is a sheet of rubber which is put on the hard-erect penis immediately
before intercourse. It collects the semen and prevents the sperm from entering the
women’s vagina. About 1 cm. of condom is left slack at the tip to hold the semen
(condom with a teat). After ejaculation, as penis is withdrawn, the condom is held
at the base of the penis to prevent it from slipping off and spilling the semen. A
new condom must be used during each act of intercourse.
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Outer Ring

Inner Ring

Fig. 28.1 : Female Condom

Steps to use a female condom

i) Step 1 (Open Package):Remove the female condom from the package and
rub it between two fingers to be sure the lubricant is evenly spread inside the
sheath. If you need more lubrication, squeeze two drops of the extra lubricant
included in the package into the condom sheath.

ii) Step 2 (Put it in): The closed end of the female condom will go inside your
vagina. Squeeze the inner ring between your thumb and middle finger.

iii) Step 3 (Assure right position): Insert the ring into your vagina. Using your
index finger, push the sheath all the way into your vagina as far as it will go.
It is in the right place when you cannot feel it. Do not worry, it can’t go too
far. (Note: The lubrication on the female condom will make it slippery, so
take your time to insert it.)

iv) Step 4 (During sex): The ring at the open end of the female condom should
stay outside your vagina and rest against your labia (the outer lip of the
vagina). Be sure the condom is not twisted.

Once you begin to engage in intercourse, you may have to guide the penis
into the female condom. If you do not, be aware that the penis could enter
the vagina outside of the condom’s sheath. If this happens, you will not be
protected.

v) Step5 (Dispose of condom): You can safely remove the female condom at
any time after intercourse. If you are lying down, remove the condom before
you stand to avoid spillage. Throw the female condom away. Do not reuse
it.

Note: During intercourse remember to remove and insert a new female condom
if condom rips or tears during insertion or use, the outer ring is pushed inside, the
penis enters outside the pouch, the condom bunches inside the vagina, or you
have sex again.

Mechanism of action: It prevents deposition of sperms in the vagina.

Female condoms are also available. They are made of latex and are pre-lubricated
with silicon. With these condoms women do not have to depend on men for using
condom for protection against STDs and AIDS. Female condoms are not
recommended for reuse. They are costly as compared to male condom. It has 2
rings one small and one big attached to each other by a latex sleeve. The smaller
ring goes into the vagina where as the outer ring stays on the introitus. The
intercourse takes place in the sleeve hence semen is prevented from entering the
vagina.
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Effectiveness: It is 88-98% but increases to 98% if used with a spermicide.
Female condoms have higher failure rates.

Advantages: It is easily available, easy to carry, cheap, protects against STD
and AIDS, ensures male participation, requires no prescription, has no systemic
side effects, help men with premature ejaculation and helps in prevention of
cancer cervix in female partner.

One advantage of female condom over the male condom is that its size and shape
enable it to cover wider surface area including some of the external genitalia, thus
it may offer additional protection against infections that can be transmitted by
contact with skin normally not covered by a male condom.

Disadvantages: Use of male condom interrupts sexual intercourse as condom
must be put on an erect penis. Penile sensitivity sometimes decreases unless
it is used with a water-based lubricant. It may tear or slip during intercourse
and can fail if not removed correctly. Latex condoms are damaged by any
oil-based lubricants. Condom may be damaged if exposed to too much heat
or light or if stored for more than 3 years.

Female condoms have higher failure rates due to higher slippage rates, are
costlier and more cumbersome to use.

Selection of condom: Male condoms are available in many sizes, thickness,
colors, textures and may be lubricated or non-lubricated. Sometimes the user
may be allergic to latex or lubricants manifested as local irritation to either
partner.

Condom is best indicated under the following conditions:

● Partners at risk of exposure to STDs and AIDS.

● As a backup method, when pills are forgotten for more than 2 days.

● When other effective methods are contraindicated as in a woman with
heart disease, liver disease, or if the woman is unwilling to use other
effective methods.

● Woman who is breastfeeding and needs a contraceptive.

28.4.2 Vaginal Contraceptives

All the vaginal contraceptives i.e. foam, creams, jellies, tablets and
suppositories are chemical substances containing spermicides. Before
intercourse, the contraceptive is inserted into the vagina where it spreads
over vagina and cervix. They inactivate sperms and mechanically prevent
sperms from entering cervix and uterus.

Mechanism of action: Spermicides used in vaginal contraceptives is
Nonoxynol-9,which inactivates the sperms and mechanically prevents sperms
from entering uterus.

Effectiveness: It is about 79-97% effective.

Advantages: Being chemical agents, they protect against certain STDs and
AIDS, inexpensive, can be used by most women and do not require
prescription.
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Disadvantages: Vaginal contraception is a relatively unreliable method which
must be used 10-15 minutes before each act of intercourse, may interrupt
spontaneity of sexual intercourse and in rare cases cause genital irritation.
Some clients complain about the messiness of the method. If not used exactly as
directed, the products may not form a good barrier to the cervix and uterus.

Selection of procedure: Foams are considered less messy and slightly more
reliable than jellies and creams. Tablets and suppositories are reliable but must be
used 10-15 minutes before each intercourse. Genital irritation in either partner
may indicate an allergic reaction.

28.4.3 Vaginal Contraceptive Sponge (Today)

Vaginal contraceptive sponge is soft, round, about 2" in diameter and made of a
synthetic substance impregnated with spermicide. Before intercourse, the sponge
is moistened with water to activate the spermicide and inserted in the vagina to
cover the cervix. The spermicide halts sperm activity and sponge acts as a barrier
to block sperm from entering the uterus. It is for one time use only and effective
over a 24-hour period. It is never reused or used during menstruation.

Mechanism of action: Spermicide halts sperm activity and sponge acts as a
barrier to sperm from entering cervix and uterus.

Effectiveness: It is 72-97% effective.

Advantages: Sponge is easy to insert and may be inserted immediately prior to
intercourse. Intercourse may be repeated within a 24-hour period. It may protect
against certain STDs. No fitting is required. It can be purchased without
prescription.

Disadvantages: Sponge can cause an allergic reaction which disappears when
sponge is discontinued. There can be a problem in removing it especially if the
loop cannot be located or if the sponge cannot be found or removed or if it
breaks, it should be removed by a health care provider. Sponge is never left in
the vagina for more than 24 hours and is never used during menstruation.

Selection of client: Any woman who can use a tampon can use sponge. Women
with short fingers may have problem in insertion and removal. Local irritation may
occur in some women. Risk of pregnancy is high in women with lax vaginal walls
and pelvic relaxation.

Selection of method: Only one brand of sponge is available by the name of
Today. User should know is that medical care should be sought if local
irritation occurs or there is persistent unpleasant odour or unusual discharge from
vagina.

28.4.4 Diaphragm

It is a soft rubber cap with a stiff but flexible rim around the edge. Contraceptive
cream or jelly is put on the surface which surrounds the cervix. Diaphragm is
inserted in the woman’s vagina before intercourse. Diaphragm covers the entrance
to uterus and the cream/jelly halt sperm movement. The user must be carefully fit
the diaphragm and should be trained to place it in the vagina and take it out. It
should remain in place at least 6 hours after sex. If sex is repeated after 6 hours,
additional jelly/cream is to be applied without removing the diaphragm. It should
not be worn for more than 24 hours. Diaphragm must be periodically checked
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to determine that the rubber has not deteriorated or ripped, and the size is
correct. The size of the diaphragm may change after delivery, late abortions,
pelvic surgery and increase in weight of the woman of more than 10 lbs.

Mechanism of action: Diaphragm lies diagonally across the cervix, vaginal vault
and muscles of anterior vaginal wall. It acts as a barrier to the receptive alkaline
cervical mucous and the cream/jelly block the sperm movement. Thus, preventing
sperms from entering the uterus.

Effectiveness: It is 72-97%.

Advantages: The diaphragm has no dangerous side effects; can be inserted well
in advance of the beginning of sexual activity; is reliable if used conscientiously
and properly. It appears to protect against certain STDs and cervical cancer.

Disadvantages: Some women who use diaphragm are more prone to urinary
infection. Allergic reaction to rubber, cream/jelly can occur. Women with
short finger may need an insertion. The diaphragm may become dislodged
during intercourse if woman is on top or if she has a lax vagina due to prior
childbirth. The diaphragm must be cleaned and checked for weak spots or
pinholes regularly and must be periodically replaced. Cultural aversion to
touching genital area may limit its popularity.

Selection of client: Diaphragm should not be recommended to women with
poor vaginal muscle tone, relaxed vaginal walls, uterine prolapse and vaginal
obstruction.

Selection of procedure: Diaphragm requires fitting and concomitant use of
spermicide. User can have local irritation due to allergy to rubber, cream or
jelly and may develop symptoms of urinary tract infection.

28.4.5 Cervical Vault/Caps

The cervical vault/caps are meant to stay in place by suction which makes
it possible for their barrier effect to be more important to their contraceptive
action than diaphragm. They can be used for woman with poor muscle tone.
They are unlikely to produce urinary symptoms. Fitting is unaffected by
changes in size of vagina or due to change is body weight. The cervix must
be healthy and not torn. Cervical/Vault caps are also used after applying
spermicidal jelly/cream around the inner side and along the rim. The cervical
cap should remain in place for at least 8 hours after sex and cap can remain
in place up to 48 hours. Wearing diaphragm and cervical/vault cap are no
longer recommended because of possible risk of toxic shock syndrome.

Check Your Progress 2

1. List the names of various barrier contraceptive methods.

.................................................................................................................

.................................................................................................................

.................................................................................................................

.................................................................................................................

.................................................................................................................
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2. List four important advantages of condom.

.................................................................................................................

.................................................................................................................

3. Name the spermicidal agent used in contraceptive creams, jelly and sponge.

.................................................................................................................

.................................................................................................................

28.5 NON-HORMONAL ORAL CONTRACEPTION
(CENTCHROMAN)

28.5.1 Pharmacology of Centchroman

Centchroman or Ormeloxifene is a non-steroidal, nonhormonal once-a-week
contraceptive developed by the Central Drug Research Institute, Lucknow.
It acts as selective estrogen receptor modulator (SERM). In some tissues/
organs of the body, it has weak oestrogenic action (e.g., bones) while in others
it has strong anti-estrogenic action (e.g., uterus, breasts etc).

Many years of research has shown that the drug is very effective in preventing
pregnancy and has minimal side effects. The product was made available in
the market at a subsidized price by Hindustan Latex Limited, a public-sector
undertaking, under the trade name “Saheli”. The product is one of the socially
marketed contraceptives of the Government of India. It is now provided free
of cost by the Government of India by the name Chhaya.

Mechanism of Action

Centchroman acts by inhibition of implantation of embryo in the uterus.
Synchrony between the development of embryo and its movement into uterine
cavity and the changes in the endometrium is essential for implantation of
the embryo.

Centchroman acts by:

i) Suppression of endometrial proliferation and decidualization, and
alteration of biochemical parameters of implantation

ii) Mild acceleration in tubal transport of embryoand blastocyst
development, and delayed shedding of Zona Pellucida (the covering of
the ovum) causes the embryo to move into the uterine cavity before it
is ready to receive it.

The above changes cause asynchrony between the embryo and preparedness
of the uterine cavity critical for nidation or embedding of the blastocyst.

Effectiveness

It is very effective when taken correctly and consistently. The failure rate is 1-2
per 100 women years of use.
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Advantages of Centchroman

i. It is a non-steroidal contraceptive

ii. It is very effective

iii. It has minimal side effects as it is non-steroidal, has no effect on ovulation
and does not cause any hormonal change

Disadvantages

i. Once-a-week pill, hence the chances of forgetting the pill are higher

ii. Menstrual changes such as delayed menses are common

iii. Fertility returns only after six months of stopping the pill

28.5.2 Counselling

a) Method-specific Counselling

Once a client has chosen Centchroman for family planning, then method specific
counselling is done as follows. Counselling is done every time a client comes for
re- supply. Ensure that privacy and confidentiality are always maintained. Wherever
possible spouse/ partners should be counselled.

i. Establish rapport with the client.

ii. Ask the client whether she has heard about Centchroman (Chhaya). If she
knows about Centchroman, ask about her opinion and any experience with
Centchroman in case of clients who have used the pill.

iii. Provide relevant information and clarify doubts. If the client is new, show her
a packet of Centchroman, repeat the information on the following lines.

● Mechanism of action

● Advantages, disadvantages

● Effectiveness

● When to start taking the pill in relation to menstrual period

● The importance of taking the pill regularly

iv. If the client is convinced about the decision to use Centchroman, assess the
client for medical eligibility as detailed in Section 4. Record history and
findings.

v. If found eligible as described in Section 3, demonstrate the use of the pill as
advised in Section 5. Ask the client to repeat instructions. Record the supply
of the pill.

vi. Tell the client about likely side effects and what to do in such situations.

vii. Tell the client to use condoms (by spouse/partner) if the pill is, missed, in
case of severe vomiting or diarrhoea and if there is any chance of exposure
to STDs and demonstrate how to use condoms. Ask the client to repeat the
instructions.

viii. Tell the client how to store the pill.
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ix. Tell the client to return for follow up in a month’s time (before the last pill
is over and to bring the packet of pills).

x. Tell the client where to get the pills and the price.

xi. Provide a packet of condoms for use in conditions listed above (vii).

b) Counselling on Return Visit

General Guidelines

Every time a client comes for follow-up, it is important to counsel the client to
ensure continuation of the method.

i. Ask the client whether she and her spouse/partner are satisfied with the
method.

ii. Ask about problems and reassure as required.

iii. Ask about any history of pelvic pain or discharge per vagina or any history
suggestive of STDs in the spouse/partner.

iv. Assess the client (history and examination) to confirm problems or for any
new conditions that are contra-indications for use.

v. Manage problems as discussed under Section 6.

vi. If the client has developed conditions that are contra-indications for
Centchroman use, counsel for other methods of family planning.

vii. If the client is still eligible for continuing with Centchroman, ask to repeat
how to take the pill.

xii. Repeat reasons for contacting the health worker and when to return for
follow up.

Guidelines for Second Follow Up Visit (After Three Months of Starting the
Pill)

In addition to the above, tell the client to take the pill once-a- week, on a specific
day instead of twice-a-week.

Counselling Clients who want to stop using the Centchroman

It is important to counsel clients who wants to stop using the Centchroman,
because of request by the client or because of contra-indications.

i. If the client wants another child, tell that the fertility will return only after six
months. Provide information on antenatal care, care during delivery and
about postpartum family planning.

ii. If the client is stopping the Centchroman due to delayed menses, reassure the
client. If not reassured, advise to discontinue the Centchroman. Counsel
about other methods of family planning.

iii. If the client is stopping the Centchroman because of dissatisfaction with the
method, counsel (repeat benefits, side effects and their duration). If still not
convinced, counsel about other methods of family planning.
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iv. If the client develops conditions that are contra-indications for use of
Centchroman, counsel about other methods of family planning,

28.5.3 Client Selection

a) Eligibility Criteria for Use of Centchroman

Indications

Appropriate for:

i) Any woman in the reproductive age group, who desires a highly effective
contraceptive with minimal side effects,

ii) Immediately after abortion or delivery

Precautions

Absolute Contraindications:

Centchroman should not be given in the following conditions:

i) History of jaundice or diseases of liver now or in the last 6 months

ii) History of polycystic ovarian disease

iii) Cervical dysplasia

Relative Contraindications:

Centchroman should be considered carefully in the following conditions:

i) History of tuberculosis

ii) History of kidney disease

iii) Lactating mothers in the first six months postpartum

b) Client Assessment

i) History Taking

History should be taken very carefully. History should include the following:

● Date of last menstrual period and details of menstrual cycle

● Parity, date of last child birth/abortion

● Whether breast feeding (if breast feeding, age of the child and whether
breast feeding is full or partial)

● History of jaundice and liver disease currently or in the last six months

● History of kidney problems

● Any swelling of the face and feet currently or in the past

● History of cancer of the cervix

● Any bleeding between periods or after intercourse

● Whether on treatment for tuberculosis or convulsions or taking antibiotics
for long
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If any contraindication, confirm by relevant physical and pelvic examination. Do
not provide Centchroman.

ii) General and Systemic Examination

General physical: Weight, pallor, jaundice, oedema, blood pressure Abdomen:
Liver (whether enlarged, tender), any mass, tenderness in the lower abdomen,
check for renal tenderness and mass.

iii) Pelvic Examination

Conduct the following examinations as described in Annexure IV.

● Examination of external genitalia for evidence of STDs

● Speculum examination for evidence of vaginal and cervical infection, and
cervical growth/ulcers

● Bimanual examination for determining the uterine size, consistency, adenexal
mass (ovarian cyst/cancer) and for ruling out PID

iv) Laboratory Examination

It is advisable to get the haemoglobin and urine for sugar, albumin and
microscopy checked.

Do a Pap smear if possible and a vaginal smear for infections if indicated.

v) Records

Record the findings.

28.5.4 Guidelines for Instruction and Follow Up

a) Guidelines for Instructing a Client on Use of Centchroman

Steps for Instructing a Client

i. Show the packet of Centchroman to the client as instructions are being
given.

ii. Explain the timing of starting the pill and the schedule to be followed.

● Take the first tablet on the first day of the menstrual period.

● Take the second tablet on the fourth day.

● Take the subsequent tablets twice a week on the same days of the
week (recommend Wednesday and Sunday) for the first 3 months.

● After the first 3 months, take the tablet once a week on the same
day of the week.

iii. Explain that the periods may be delayed.

iv. Explain what to do if the pill is forgotten.

● If one pill is forgotten, take it the next day as soon as you remember
it.

● If you forget it for 2 or more days, but less than 7 days, continue
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The Contraceptive Dilemma

Maximum safety Maximum effectiveness

Less effectiveness Maximum independence from intercourse

Less independence from intercourse Less safety

Examples in order of safety Example in order of efficacy:
(freedom from health risk):

Coitus interruptus ● Injectables/Implants

● Fertility awareness ● Combined pill

● Condoms* ● Intrauterine device

● Diaphragm* ● Progesterone only pill

● Sponge*

*These also provide some protection against STDs including AIDS.

28.7 LET US SUM UP
In this unit, the general guidelines for family planning visit have been outlined.
Natural methods, barrier methods, and oral non-hormonal methods of
contraception are dealt in detail. After reading this unit, you will be able to
help your clients in choosing any conventional method suitable to them.

28.8 ANSWERS TO CHECK YOUR PROGRESS
Check Your Progress 1

1. ● Breastfeeding;

● Coitus interruptus (withdrawal method);

● Fertility awareness method

2. Fertility awareness methods are:

● Rhythm (Calendar) method

● Cervical mucous method

● BBT

● Symptothermal method

3. Breastfeeding can be used under following conditions:

● Mother is exclusively breastfeeding (no extra substitute meal is given to
baby).

● She is amenorrhoic

● For 6 months post-partum

Check Your Progress 2

1. Barrier contraceptives are:
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● Men: Condom

l. Women:

— Vaginal contraceptive jelly/cream

— Vaginal sponge

— Diaphragm

— Female condom

2. Advantages of condom are:

● Provides protection against STDs and AIDS

● No systematic side effects

● Help men with premature ejaculation

● Help prevent cancer cervix in female partner

3. Non oxynol

Check Your Progress 3

1. Advantages of Centchroman:

i. Non-steroidal contraceptive

ii. Very effective

iii. Minimal side effect as it is non-steroidal; has no effect on ovulation and
does not cause any hormonal change.

2. First tablet is taken on Day 1 of cycle and the second tablet on Day 4 of
cycle. Subsequent tablets are taken—one tablet twice weekly for 3 months
followed by one tablet once a week till contraception is desired. Tablets
should be taken at fixed time (e.g. bedtime).

3. Absolute contraindications for Centchroman

i. History of jaundice or diseases of liver now or in the last 6 months.

ii. History of polycystic ovarian disease

iii. Cervical dysplasia.

28.9 FURTHER READINGS
1. Reference Manual for Oral contraceptive pills March 2016 Family Planning

Division Ministry of Health and Family Welfare Government of India.

2. Hand Book for Reproductive, Maternal, Neonatal and Child Health RMNCH
Counsellors Oct 2012 Family Planning Division Ministry of Health and Family
Welfare Government of India.
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UNIT 29 HORMONAL
CONTRACEPTION

Structure

29.0 Objectives

29.1 Introduction

29.2 Methods of Hormonal Contraception
29.2.1 Oral Contraceptive Pills (OCPs)
29.2.2 Injectables
29.2.3 Progesterone Containing IUCDs

29.2.4 Implants

29.3 Emergency Contraceptive Pills (ECP)
29.3.1 Pharmacology of ECP
29.3.2 Counselling for ECP
29.3.3 Client Selection

29.3.4 Guidelines for Instruction and Follow Up

29.4 Newer Methods of Hormonal Contraception

29.5 Methods Under Special Circumstances

29.6 Let Us Sum Up

29.7 Key Words

29.8 Answers to Check Your Progress

29.9 Further Readings

29.0 OBJECTIVES
After reading this unit, you will be able to:

● list the various methods of hormonal contraception;

● describe the mode of action, advantages and disadvantages of above
methods;

● select the client and provide the chosen method;

● schedule follow up visits and provide follow up services;

● treat side effects/change to other methods if required; and

● select appropriate method for special circumstances.

29.1 INTRODUCTION
One of the widely used methods of contraception is hormonal and the
synthetic version of two female sex hormones i.e. oestrogen and
progesterone. Hormones can be given through many routes, the most
common being oral pills. The selection of clients, advantages and
disadvantages, mode of action, side effects and their management and
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providing various methods of hormonal contraception are discussed in this
unit.

29.2 METHODS OF HORMONAL
CONTRACEPTION

Contraception is provided by synthetic version of two female sex
hormones; oestrogen and progesterone. Hormonal contraception
includes:

● Oral Contraceptive Pills

● Injectables

● Hormone containing IUCD

● Vaginal rings

● Implants

29.2.1 Oral Contraceptive Pills (OCPs)

In oral pills, the doses of the hormones have been progressively
decreased over the last 20 years to the minimum needed to prevent
pregnancy so as to reduce the side effects. Oral pills are of two types:

1) Combined Oral Contraceptive Pills (COC): These pills contain
combination of both hormones oestrogen and progestogen.

2) Progestin only pill (POP or Minipill): Pills contain only progestogen.

The birth control pill (COC or OCP) is an effective reversible method
of contraception and has been used for the last 30 years. It is
extensively used in developed countries and is a suitable method for
developing countries too.

1) Combined Oral Contraceptive Pills (COC)

The COCs have been part of the National Family Welfare Programme
since early 1960. Despite safety and high efficacy, the percentage of
currently married women using ‘the pill’ is low. The National Family
Health Survey (NFHS) IV (2015-2016) showed that only 4.1% of
currently married women, aged 15-45 years, are using ‘the pill’. The
rumours and myths about ‘the pill’ and the side effects of ‘the pill’
are reported to be the two major reasons for such low acceptance of
this method. To promote the sustained use of the COC, it is important
to counsel clients to clarify their myths and to provide reassurance/
treatment in case of side effects. Proper selection of clients is another
important factor in ensuring sustained use of the method. Considering
the advantages of the method, it is important to improve the quality
of care to increase the acceptability and continuation of the method
especially when the felt need for spacing among the younger age
group is increasing.

A) Pharmacology of Combined Oral Contraceptive

Based on the results of several clinical trials conducted in India and
elsewhere, the National Family Welfare Programme introduced the

Hormonal Contraception
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low dose COC in the eighties. The COC used in the National Family
Welfare Programme contains:

● Norgestrel 0.30 mg per tablet

● Ethinyl Estradiol 0.03 mg per tablet

The COCs used in the National Family Welfare Programme are available
under two brand names: Mala N under the free distribution scheme and
Mala D under the social marketing programme at a subsidized price.
These are monophasic combination pills containing the same amount of
oestrogen and progestogen in each pill. Each packet of Mala N and Mala
D contains 21 contraceptive pills and 7 iron tablets. Other types of COCs
are commercially available.

Mechanism of Action

COCs provide effective protection against pregnancy by:

i. Inhibition of ovulation by suppressing Follicular Stimulating Hormone
(FSH), thus suppressing the development and release of ovum from
ovaries

ii. Preventing implantation by altering endometrium so that it is not
conducive for implantation

iii. Hampering transportation of sperms by making cervical mucous thick.

● Continuous intake of the COC for 7 days is critical for suppressing
the ovulation.

● Effect of each tablet lasts only for 48 hours.

Effectiveness

It is very effective when taken correctly and consistently and the failure
rate is 0.2-1 per 100 women years of use. Failure rate with typical use is
8 per 100 women year of use

Advantages of COC

a) Contraceptive Benefits

i. Very effective when taken correctly and consistently and protects
against both intrauterine and ectopic pregnancy.

ii. Safe for most women

iii. Easy to use

iv. Reversible (can stop the COC whenever desired by the client on
her own and immediate return of fertility is experienced)

v. Non-invasive

vi. Unrelated to sexual activity

b) Health Benefits

i. Menstrual cycle related
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● Decreases menstrual blood loss and the duration

● Decreases menstrual cramps and pre-menstrual tension as cycles are
anovulatory due to suppression of ovulation

● Eliminates mid-cycle ovulation pain as no ovulation takes place

● Ensures regular 28-day menstrual cycle

ii. Does not worsen anaemia due to less menstrual blood loss

iii. Reduces incidence of severe Pelvic Inflammatory Disease (PID) as
compared to nonusers. The mechanisms contributing to less severity
of PID in women who are COC users are the following: Decreased
chances of growth of micro-organisms due to decreased menstrual
blood, reduced chances of the organisms entering the uterus through
thickening of cervical mucous and reduced chances of spread due to less
strong uterine contractions.

Although the COC reduces the chances of severe PID, it does not offer
protection against all types of PID such as that caused by Chlamydia.

iv. Protection from ovarian and endometrial cancers and functional ovarian
cysts

v). Protection from benign breast tumors such as fibroadenoma and
fibrocystic disease

vi. Used in treatment of endometriosis and abnormal bleeding

vii. Relief from acne especially pre-menstrual type due to the oestrogen
induced increase in sex hormone binding globulin

viii. Decreases incidence of rheumatoid arthritis

Disadvantages

a) Limitations

i. Has to be taken every day and depends on the motivation of the
user

ii. Does not protect against Sexually Transmitted Diseases (STDs)/
HIV/AIDS

iii. Not appropriate for mothers who are breastfeeding infants less than
six months old

iv. Effectiveness of the COC may be decreased in women who are
taking the following drugs:

● Antiepileptic

● Antitubercular

● Antibacterial

● Antifungal

Hormonal Contraception



Family Planning

44

It also interferes with the effectiveness of certain drugs. The list of drugs
that affect the effectiveness of COC and those affected by the COC are
given in Annexure 1.

b) Side Effects

i. Minor side effects listed below are most common during the first
three months of use of COC and these usually disappear with
continued use.

● Amenorrhoea

● Inter-menstrual bleeding or spotting (breakthrough bleeding)

● Nausea

● Headache

● High blood pressure

● Weight gain

● Breast tenderness

Minor side effects are most common in the first three months of
COC use. These disappear with continued use of the COC.

ii. Serious side effects such as heart attack or stroke are rare with low
dose COCs. However, the risk is high among women who smoke,
particularly those above 35 years, Women who smoke, irrespective
of whether they use COC are at increased risk for the above
complications.

B) Method-specific Counselling for COC

Once a client has chosen COCs for family planning, then method
specific counselling is done as follows. Counselling is done every
time a client comes for re-supply. Ensure that privacy and
confidentiality are maintained all the time.

i. Establish rapport with the client.

ii. Ask the client what she knows about COC, myths if any and
experience with COC in case of clients who have used ‘the
pill’. (Refer to Annexure 2 for common myths).

iii. Provide relevant information and clarify doubts. If the client is new,
show a packet of COCs and repeat the information on the following
points.

● Mechanism of action

● Advantages, disadvantages

● Effectiveness

● When to start taking COC pill (in relation to menstrual period)

● The importance of taking COC pill every day and what to do
if the pill is missed
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iv. If the client is still convinced about the decision to use COC, assess
the client for medical eligibility as detailed below. Record history and
findings in the client record.

v. If found eligible, demonstrate the use of COC pill as mentioned in
guidelines below. Ask the client to repeat instructions. Record the
supply of COC pills.

vi. Tell the client about likely problems /side effects in the first few
months and what to do in such situations.

vii. Tell the client about warning signs and emphasize the need to
contact the Medical Officer /health worker urgently and assure
that care will be provided.

viii. Tell the client to use condoms (by spouse/partner) if the COC is
missed, or there is severe vomiting or diarrhoea or if there is any
chance of exposure to STDs. Demonstrate the use of condoms.
Ask the client to repeat the instructions.

ix. Tell the client to inform the health provider if started on treatment
for tuberculosis or epilepsy.

x. Tell the client to inform the health provider about taking COC when
seeking any medical consultation.

xi. Tell the client how to store the COCs.

xii. Tell the client to return for follow up in a month’s time and to bring
the used packet of COC.

xiii. Provide three packets of COC. Tell the client about other sources
of COC, which she can use if needed.

xiv. Provide a packet of condoms for use in conditions listed above (see
viii).

Counselling on Return Visit

Every time a client comes for follow-up, it is important to counsel the
client to ensure continuation of the method.

i. Ask the client whether she and her spouse/partner are satisfied with the
method

ii. Ask about any problems and reassure her as required.

iii. Ask about any history of pelvic pain or discharge per vagina or any
history suggestive of STDs in the spouse/partner.

iv. Assess the client by history and examination to confirm problems or for
any new conditions that are contraindications for use of COC. Record
findings.

v. Manage problems as discussed later in this section.

vi. If the client has developed conditions that are contraindications for COC
use, counsel for other methods of family planning.
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vii. If the client is still eligible for continuing with COC, ask to repeat how to
take the COC.

viii) Repeat reasons for contacting the health worker and when to return for
follow up.

ix. Provide supplies of COC and record the same.

Counselling a Client Who Wants to Stop Using the COC

It is important to counsel a client who wants to stop using the COC
because of request by the client or because of contraindications/
complications. It is important to apprise clients about immediate
return of fertility after stopping the COC.

i. If the client wants another child, tell about immediate return of fertility.
Provide information on antenatal care, care during delivery and about
postpartum family planning.

ii. If the client is stopping the COC due to side effects, which have
persisted despite management of the problem, counsel for other
methods of family planning.

iii. If the client is stopping the COC because of dissatisfaction with the
method, counsel (repeat benefits, side effects and their duration). If
still not convinced, counsel about other methods of family planning.

iv. If the client develops conditions that are contra-indications for use of
COC, counsel about other methods of family planning.

v. Record findings, reasons for stopping the use of COC and advice.

C) Client Selection

Eligibility Criteria for Use of COC

a) Indications

Appropriate for:

i. Any woman in the reproductive age group, who desires a highly effective
contraceptive

ii. Immediately after abortions

iii. Women with menstrual problems such as severe cramps, heavy bleeding
or has irregular cycles COC decrease cramps, bleeding and regularize
cycles.

iv. Has moderate to severe anaemia

Less menstrual blood loss occurs with COC and, therefore, it improves
anaemia.

v. History of functional ovarian cysts and family history of ovarian cancer.
COCs provides protective effect against the above conditions.





Family Planning

48

the prognosis of the existing liver tumors. It may worsen the existing gall
bladder disease.

x. Breastfeeding less than six weeks postpartum

Estrogen increases the risk of thrombosis thus adds to the existing risk of
thrombosis during early postpartum period. There is also an increased
risk of neonates getting exposed to oestrogen through breast milk.

xi. Major surgery with prolonged immobilization

xii. SLE systemic lupus erthymatosus

Relative Contraindications

COC should be considered more carefully in the following conditions:

i. Breast feeding six weeks to six months postpartum

COC may decrease quantity of breast milk.

ii. Age >35 years and smoker < 15 cigarettes or bidis /day

iii. History of hypertension or current blood pressure above 140- 159 mm
Hg systolic or 90-99 mm Hg diastolic

It is advisable to consult a specialist before starting the COC in the
following conditions.

iv. Migraine without aura 35 yrs

v. On treatment for tuberculosis or epilepsy or on antibiotics for more than
a week

These drugs reduce the efficacy of COC.

Special Circumstances when COC should not given

i. Planned surgery: COC should be discontinued at least four weeks in
advance of the surgery because of its effect on increasing
coagulation of blood.

ii. Girls who have not attained menarche

Client Assessment

a) History taking

History should be taken very carefully. The history should include the
following:

● Age, smoker (if smoker: number of cigarettes per day)

● Date of last menstrual period and details of menstrual cycle

● Parity, date of last child birth/abortion

● Whether breastfeeding (if breastfeeding, age of the child and
whether breastfeeding is exclusive or partial)

● History of hypertension, heart problems, breathlessness, deep vein
thrombosis (severe pain and swelling in the calf) and stroke
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● History of severe headaches

● History of jaundice (including during pregnancy) and liver disease

● History of lumps in the breast or breast cancer

● Any bleeding between periods or after intercourse

● History of pelvic infections or sexually transmitted diseases
(abnormal vaginal discharge, lower abdominal pain)

● Whether on treatment for tuberculosis or convulsions or taking
antibiotics for long

b) General and Systemic Examination

General physical: Weight, pallor, jaundice, pulse, blood pressure.

Breast: Lumps, ulcer (see Annexure 3 for breast examination)

Abdomen: Liver (whether enlarged, tender), any mass or tenderness in
the lower abdomen

c) Pelvic Examination

Conduct the following examinations:

i. Examination of external genitalia for evidence of Reproductive Tract
Infections (RTIs)/STDs

ii. Speculum examination for evidence of vaginal and cervical infection, and
cervical growth/ulcers

iii. Bimanual examination for determining the uterine size, consistency,
mobility, tenderness and adnexal mass (ovarian cyst/cancer) and for
ruling out PID

Laboratory Examination

It is advisable to get the haemoglobin and urine for sugar checked.

Do a Pap smear if possible and a vaginal smear for infections if indicated.

If any contraindication present, do not provide COC.

D) Guidelines for Instruction and Follow Up

Guidelines for Instructing a Client on Use of COC

i. Show the packet of COC to the client as instructions are being given.

ii. Explain the timing of starting ‘the pill’.

Start ‘the pill’ on the fifth day of menstruation (explain that the first day
of menstruation is the day when bleeding/spotting starts). Explain that it is
important to start ‘the pill’ on day five as by then menstrual flow will be
full and one can be sure of not being pregnant.

iii. It can also be started on day 1 of MTP/abortion, 6 weeks postpartum if
not breastfeeding and 6 months after delivery for breastfeeding mothers.

iv. Explain how to take ‘the pill’
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● Show the client where to start ‘the pill’ (where it is marked START)
and to follow the arrow to decide which pill to take next and follow
the arrow till the last pill.

● Show how to take out the pill from the packet.

● Emphasize the importance of taking ‘the pill’ everyday even during
menstruation and even when there is no sexual intercourse.

● Explain that ‘the pill’ must be taken at a fixed time, preferably at
night before going to sleep. This will help to prevent the feeling of
nausea, which is common in the early months of taking the pill.

● Tell that the day after the packet is over, the next packet should be
started with ‘the pill’ where it is marked START.

● Explain that ‘the pill’ must be taken continuously for 7 days for it to
be effective in preventing pregnancy.

v. Explain that the client may suffer from spotting or bleeding between
periods and nausea during the first three months. Tell the client that
taking ‘the pill’ at night helps to avoid nausea. Emphasize that the
problems usually disappear after the first three months.

vi. Tell the client what to do in case ‘the pill’ is missed. Emphasize that each
day of missing ‘the pill’ increases the risk of pregnancy

● If one pill is missed, take it as soon as you remember it.

● Next pill should be taken at the same time as usual (two pills may
have to be taken on one day).

● If the pill is missed for two days or more:

— Take the pills as soon as possible and continue with the
packet. Two tablets should be taken for the number of days
the pill has been missed. (Although the pill is not effective
if missed for 48 hours (2 days) the continuation of the pill
is being advised to prevent withdrawal bleeding.

— Use condoms for 7 days, till the pill has been taken for 7
continuous days (for the pill to be effective).

vii. Advise use of condoms:

● If ‘the pill’ is missed for two or more days

● If the packet of COC is finished and she has no new packet

● If there is risk of exposure to STDs

● In case of diarrhea or vomiting when the chances of absorption of
the pill are less and the risk of pregnancy is increased

viii. Advise the client to contact for advice if started on treatment for
tuberculosis, epilepsy or on long term antibiotics as these drugs
decrease the effectiveness of the COC.

ix. Advise to keep the COC in a cool, dry place, away from the reach of
children.
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x. Give instructions for follow up.

● Return to the clinic within three months of starting the COC. Advise
to bring the used packets (even the empty ones to be sure that the
pills are being taken regularly).

● Return to the clinic before the scheduled date if:

● not satisfied with the method

● develop jaundice

● pregnancy suspected

● at risk of STD/HIV

● develop lump in the breast

● has inter-menstrual or post-coital bleeding

xi. Contact immediately if any of the following as they are life threatening
conditions:

● Severe abdominal pain suspect gall bladder disease, blood clot or
pancreatitis

● Severe chest pain, cough, breathlessness suspect blood clot in the
lungs or heart attack

● Severe headache, dizziness, weakness, numbness suspect stroke,
hypertension or migraine

● Eye problems like loss of vision or blurring or speech problem
suspect stroke or temporary vascular problem

● Severe pain in calf or thigh suspect blood clot in the leg

xii. Provide a packet of condoms. Demonstrate the use of condoms if the
client does not know and ask to repeat the same.

Warning signs

The acronym ACHES will help to remember the warning signs.

A—Abdominal pain

C—Chest pain

H—Headache

E—Eye problem

S—Severe leg pain

Follow up Schedule

During each follow up visit the client should be counselled.

The Medical Officer should instruct the HW(F) that during her routine
field visits she should enquire about any problems and advise clients for
follow-up if indicated.
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The recommended schedule for follow-up assessment is as follows:

● First visit - Within three months of prescribing the COC

● Subsequent visits - Yearly

Do a complete assessment during the yearly visits. Record findings.

Do haemoglobin and urine for sugar.

The client must be instructed about taking ‘the pill’ regularly.

Management of Side Effects and Other Complications

Always counsel clients who have side effects and other complications. If
the COC is stopped, counsel for other methods of family planning.

a) Amenorrhoea

i. Ask the client to explain how she has been taking ‘the pill’ see the
used packet if available, to be sure that no pill has been missed.

ii. Ask for any history of diarrhoea and vomiting and whether she has
started on treatment for tuberculosis, epilepsy or any antibiotics.

iii. Rule out pregnancy by history and examination.

● If pregnant and does not want to continue with the pregnancy,
refer for Medical Termination of Pregnancy (MTP).

● If pregnant and wants to continue with the pregnancy, ask her
to stop pills and reassure that ‘the pills’ taken so far won’t
affect the fetus. Advise about antenatal care.

iv. If ‘the pill’ is being taken regularly and if the client is not pregnant,
reassure the client. Explain that no menses is due to lack of buildup
of the uterine lining.

● If the client is reassured, advise to complete the second packet
of ‘the pill’ and report for follow up.

● If the amenorrhoea continues after the second packet is over,
refer to a specialist.

b) Spotting or bleeding between periods

i. Ask the client to explain how she has been taking ‘the pill’ see the
used packet if the client has brought it.

ii. Ask for any history of diarrhoea and vomiting or whether she has
started on treatment for tuberculosis, epilepsy or any antibiotics.

iii. Rule out pregnancy and other gynaecological problems such as
tumors, PID or cervical infection by history and examination.

iv. If pregnant, advise according to intentions of continuing with the
pregnancy

(see iii under Amenorrhoea as mentioned above).

● If evidence of infection, take smears and treat.
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● Take pap smear if possible and send it to an appropriate
facility for diagnosis and refer to a specialist if required.

v. If ‘the pill’ is being taken regularly and she is not pregnant, reassure
the client.

● If the client is reassured, advise to complete the second packet
and report for follow up.

● If the spotting persists even after the second cycle, refer to a
specialist.

c) Nausea

i. Ask the client to explain how she has been taking ‘the pill’ see the
used packet if the client has brought it.

ii. Find out the timing of taking ‘the pill’.

iii. Rule out pregnancy by history and examination.

If pregnant, advise according to intentions of continuing with the
pregnancy (see iii under Amenorhea).

iv. If ‘the pills’ are not taken at night, advise to do so.

v. If the client wants to continue with ‘the pill’, reassure and explain
that the symptoms generally disappear after three months.

vii. If on high dose oestrogen or progestogen, prescribe low dose pills.

d) Headaches

i. Rule out other causes of headache such as sinusitis and eye
problems. Treat accordingly and continue with the COC.

ii. Check blood pressure. If blood pressure is high. manage as
described under High Blood Pressure.

iii. Rule out migraine. Ask for history of blurring of vision, numbness
and speech problems. If history suggestive of migraine, stop the
COC and counsel for other methods of family planning.

e) High Blood Pressure

i. Ask for history of high blood pressure prior to starting ‘the pill’.

ii. If blood pressure is higher than 160/100, stop the COC. Advise for
treatment (if not already on treatment). Counsel for another method
of family planning.

iii. If between 140/90 and 160/100, counsel about the potential danger
of rise in blood pressure due to the pill. If wants to continue with
the pill, advise to get blood pressure checked every month and to
get treatment for high blood pressure (if not already on treatment).
Put on a low dose pill if on high dose pill.

f) Weight Gain

i. Check whether the weight gain is after the COC has been started.
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ii. Find out about eating habits.

iii. If no reason for weight gain, rule out pregnancy. If pregnant, advise
as in iii under Amenorrhoea.

iv). If not pregnant, reassure that hormonal contraceptives do cause
slight weight gain. If weight gain is not acceptable, stop the
COC and counsel for another method.

g) Breast Tenderness

i. Rule out pregnancy and advise accordingly.

ii. Rule out breast lumps and in case of lumps, rule out cancer of the
breast.

iii. If breastfeeding, rule out infection.

iv. Reassure. Put on low dose pill if on high dose or switch over to
progestogen pill.

v. Reassure.

The drug interaction, myths and facts about pills, COC screening and
follow up cards are given in Annexures 1, 2 and 3 respectively.

2) Progestin only Pill (Mini Pill, POP)

Progestin only pills contain synthetic progestogens but no oestrogen. These
pills are taken continuously. POP must be taken at the same time every
day. Because the dose of hormone is small, forgetting even one pill can
result in a failure. POPs are not a good choice for a client who is
unwilling or unable to obtain and consistently use them

Progestin only pill is available in India as Cerazette it contains desogestrel
0.75 mg. It is a costly preparation.

Mechanism of action: It causes cervical mucous to become thick and
impenetrable to sperms. The endometrial lining becomes thin and atrophic,
so not conducive to implantation. It suppresses ovulation in many cycles.

Effectiveness: The failure rate in breastfeeding women with perfect use is
0.3/100 women year of use and 1/100 women year of use with typical
use.

In women who are not breastfeeding with perfect use it is 0.9/ 100
women year of use and 3-10/ 100 women year of use with typical use.

Indication: Breastfeeding woman; woman with high BP; woman more
than 35 years and smoking; where neither COCs are suitable nor other
effective methods; women with sickle cell disease.

Advantages: Does not affect lactation; does not increase BP and
headache; theoretically less risk of cardiovascular side effects;
decreases painful menses; decreases menstrual blood loss there by
decrease anaemia; does not increase blood clotting; provides some
protection against pelvic inflammatory disease because of thick
cervical mucous.
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Disadvantages: POP has a high failure rate as compared to COCs;
relatively high rate of ectopic pregnancy and more likely to cause
menstrual irregularities and spotting/heavy bleeding. It does not protect
against development of ovarian cysts, STDs and AIDS. Occasional
conditions which mayor may not be related to the use of POP use are
headache, mood changes, weight gain, breast tenderness, nausea,
dizziness, acne and hirsutism.

Selection of clients: Can be given to women in whom COC is
contraindicated. It can be used by lactating women, women > 40 yrs,
women with varicose veins and should not be used by women who
experience abnormal genital bleeding and who have had ectopic
pregnancy. It is not a good choice for those women who are unable
or unwilling to obtain the pill and use it consistently.

Selection of drug: There is no important difference between mini pill
preparations. Warning signals that a client should know, is to seek
medical care to check for intrauterine pregnancy and ectopic
pregnancy if there is more than 45 days of amenorrhoea.

29.2.2 Injectables

Injectable contraceptives are long acting reversible contraceptives LARCs
containing synthetic hormones for injection into the muscle. These are
available as 2 or 3 monthly injections containing only synthetic
progesterone or Combined injectable contraceptives CIC containing both
oestrogen and progesterone monthly injections. CIC are not available in
India.

The products available are:

● DMPA (Depot medroxy progesterone acetate): Available as Depot
Provera, 150 mg, injected 1M every 3 months.It is provided free of
cost by Government of India by the name of Antara.

● NET-EN (Norethindrone enanthate): Available as Noristerat, 200 mg,
injected IM every 2 months.

● Cycloprovera/Cyclofem: A combination of 25 mg depot medroxy
progesterone acetate and 5 mg oestradiol cypionate injected monthly.

● Mesigyna: Available as HRP 102, a combination of 50 mg
norethindrone enanthate (NET-IN) and 5 mg estradiol valerate,
injected monthly.

Mechanism of action: It prevents pregnancy by making cervical mucous
thick and impenetrable to sperms and makes the endometrium thin and
atrophic making it non-conducive for implantation. It also suppresses
ovulation.

Effectiveness: With standard regimen the first-year effectiveness is99.7
% if used correctly. The perfect use failure rate is 0.3% comparable to
that of COCs but lower than 0.5% of female sterilization and 0.8% of
IUCD.

Advantages: It is an effective reversible contraceptive and easy to use;
convenient as it requires injections once every 1-3 months depending on
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the preparation; has no serious side effects; appeal to woman who feel
confident about injections and do not interfere with lactation. Although the
return of fertility is delayed by 4-6 months but not impaired. It may have
health benefits like oral contraceptives. It does not require action before
or after intercourse.

Disadvantages: It causes menstrual disturbances and up to 25%
discontinue it because of this. Heavy bleeding in uncommon but inter
menstrual bleeding and amenorrhoea after prolonged use occur in about
half of the users. Return of fertility delayed by 4-8 months after the last
dose.

Selection of clients: One should not use injectables if pregnancy is
suspected, in case of undiagnosed vaginal bleeding, history of
cardiovascular disease or known cancer breast.

It is indicated for those, for whom, the timing of return of fertility is not
important; those who do not desire more children and in whom OCPs are
contraindicated due to risk of cardiovascular complications. It is also
indicated where other methods requiring daily usage are difficult to use;
woman develops oestrogen related complications like headache, high BP
etc. with OCPs; amenorrhoea is acceptable and contact with service
provider on a regular basis is difficult.

When to take injections: Contraceptive effect starts immediately if
injection is given between day 1 and day 7 of menstrual cycle. If
injections are given after 7 days of last period additional protection with
abstinence or barrier method is advised for first 7 days after injection.

For client’s convenience, repeat injections can be given 2 weeks early or
2 weeks later than the exact scheduled date. Deep intramuscular injections
to be given in upper arm in deltoid muscle or buttocks in gluteal muscle
or anterior outer thigh. Deltoid is the usually preferred site. The site
should not be massaged after injection.

Selection of method: Of all injectables, DMPA is best tested, longer
lasting and more effective. Net-EN and monthly preparations have also
proven reliable. Warning signals that a user should know is that in case of
dizziness, headache and heavy bleeding, medical care is to be sought.

29.2.3 Progesterone Containing IUCDs

Progestasert or Mirenaare intrauterine devices impregnated with synthetic
progesterone. It is ‘T’ shaped and slowly releases progestogen locally.
Since it decreases menstrual bleeding, it is suitable for woman with heavy
vaginal bleeding. Progestasert needs to be replaced every year whereas
Mirena is effective for 4 years. The progestogen acts locally and makes
the endometrium non-conducive to implantation and makes cervical
mucous impenetrable to sperms. The disadvantages are intermenstrual
spotting and increased risk of ectopic pregnancy as with progestogen only
contraceptives.
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29.2.4 Implants (Norplant)

Norplant is currently the only contraceptive implant used. It consists of 6
tiny silicone rubber capsules containing the progestogen L Norgestrel.
They are surgically inserted under the skin on the inside of the upper arm
by some trained medical personnel. The tubes allow a steady diffusion of
drug into the blood stream. The implants must be surgically removed
when the steroid is used up (i.e. after 5 years) or when woman wishes
to discontinue the method. It is very effective in preventing pregnancy.

Mechanism of action: It makes the cervical mucous thick and thus
impenetrable to sperms. It makes the endometrium thin and atrophic, thus
not conducive to implantation and inhibits ovulation in many cycles. The
contraceptive effects start 24 hours after insertion if inserted within 7
days of menstrual cycle. Effect continue for 7 years and need to be
replaced if the woman wants to continue the method.

No contraceptive effect remains after the removal of implant. The woman
can become pregnant during the next menstrual cycle.

Effectiveness: 99.7%.

Advantages: As effective as surgical contraception but is reversible;
provides definite birth control for 5 years; decreases blood loss during
periods thus prevents and improves anaemia; does not interfere with
sexual intercourse and can be used in breastfeeding women. The
acceptors of implant do not have to remember dates except follow up
visits.

Disadvantages: Does not protect against STDs and AIDS; require
minor surgical procedure for insertion and removal; provider dependent;
very small risk of infection at the site of insertion; causes menstrual
irregularities and spotting. In occasional women, it causes heavy and
prolonged bleeding that decrease over time and amenorrhaea may occur
for several months.

Occasional conditions which may or may not be due to norplants are
headache, mood changes, weight gain or weight loss, breast tenderness,
nausea, dizziness, acne and hirsutism. It does not prevent ectopic
pregnancy, ovarian cysts and may not be quite effective for heavy weight
women.

Selection of clients: It should not be used in cases of suspected
pregnancy; abnormal genital bleeding; history of cardiovascular disease;
malignancy; suspected for breast cancer or if the client is taking drugs
like rifampicin or anticonvulsants.

It is indicated when no more children are desired: where a risk of
increased cardiovascular complications with COC’s is present and where
other methods requiring daily use are difficult to use. It is also indicated
when oestrogen related complications develop during COC use (high BP,
headache),if woman is more than 35 years and where contact with the
service provider on a regular basis is difficult.
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Selection of method: Norplant is the only implant available currently.
Warning signals that a user should know is to seek medical care in case
of dizziness; headache, heavy bleeding and infection at insertion site.

Check Your Progress 1

1. How does combined oral contraceptive pills act?

.................................................................................................................

.................................................................................................................

.................................................................................................................

2. List three important non-contraceptive health benefits of OC’s.

.................................................................................................................

.................................................................................................................

.................................................................................................................

3. What are the warning signals an OC user should know?

.................................................................................................................

.................................................................................................................

.................................................................................................................

.................................................................................................................

4. Name the drug used in injectable contraceptives.

.................................................................................................................

.................................................................................................................

.................................................................................................................

.................................................................................................................

29.3 EMERGENCY CONTRACEPTIVE PILLS
Emergency Contraceptive Pills (ECPs) are hormonal contraceptives that
can be used to prevent pregnancy following an unprotected act of sexual
intercourse within the past 72 hours. It provides an important option to
women who have had unprotected intercourse due to non-use or a
contraceptive accident. It is a very critical option for preventing an
unwanted pregnancy from sexual assault.

29.3.1 Pharmacology of ECP

All the hormonal oral contraceptive pills (combined as well as single) in
varying doses can be used as ECPs. However, the Drug Controller of
India has approved only levonorgestrel (LNG) (progestogen-only) for use
as ECP. LNG is available in 0.75 mg tablets. LNG is the ‘dedicated
product’ for emergency contraception as it is specially packaged at the
correct dosage for use as ECP. The guidelines are for administration of
LNG. Emergency contraceptive pill is provided free of cost by
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Government of India as ezy pill in public sector and is available in the
market as I pill,. These pills contain 1.5 mg of levonorgestrel.

Mechanism of Action

The precise mode of action of ECPs is uncertain and may be related to
the time it is used in a woman’s cycle. ECPs are thought to prevent
ovulation, fertilization and/or implantation, depending on the phase of
menstrual cycle, through the various mechanisms listed below:

i. Inhibition or delay of ovulation when used prior to ovulation

ii. Thickening of cervical mucous

iii. Direct inhibition of fertilization

iv. Histological and biochemical alteration in endometrium leading to impaired
endometrial receptivity to implantation of the fertilized egg

v. Alteration in transport of egg, sperm and embryo

vi. Interference with corpus luteum function and luteolysis

The mechanisms for prevention of pregnancy are thought to happen before
implantation takes place.

ECPs are not effective once the process of implantation has taken
place. ECPs will not cause an abortion.

Effectiveness

The efficacy of the ECP used correctly (time and dose as prescribed)
after a single act of unprotected sexual intercourse is about 98% (2%
failure rate).

Regular use of ECPs is not recommended due to the following
reasons:

● Overall ECPs are less effective than regular contraceptives.

● Since ECPs are used only once, it cannot be directly compared to
the failure rates of regular oral contraceptives which are calculated
based on use during a full year. With frequent use of ECPs, the failure
rate would be higher than of regular hormonal contraceptives.

Advantages and Disadvantages of LNG

a) Advantages

i. Effective if taken correctly as prescribed.

ii. Safe for all women including those who have conditions, that are
listed as precautions in case of other hormonal contraceptives.

iii. Does not affect lactation.

iv. Use not associated with foetal malformation or congenital defects.

v. Does not increase the risk of ectopic pregnancy.
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b) Disadvantages

Must be used within 72 hours of the first act of sexual intercourse:

i. Second dose after 12 hours in mandatory

ii. Effectiveness decreases with frequent use

iii. Does not protect from STDs/HIV

iv. Side effects: Nausea, Vomiting, irregular bleeding per vagina, breast
tenderness, headache, dizziness, fatigue.

29.3.2 Counselling for ECP

Counselling is one of the critical activities when administering ECPs for the
following reasons:

i. Counselling would help to provide emotional support to a client/couple
who is worried about a pregnancy due to unprotected sexual intercourse.

ii. It establishes rapport and confidence in the provider as the provider is
helping the client/couple to meet a critical need, which is prevention of
an unwanted pregnancy.

iii. It provides an opportunity to help the client/couple start using regularly a
contraceptive of their choice as well as ensure sustained correct use of
the same.

Every client should be counselled to help decide to plan her/his
family and to choose a method based on informed choice.
Wherever possible/spouse/partners should be counselled.

The following are the critical steps in counselling for emergency
contraceptive pills.

i. Building a rapport with the client by greeting the client as this is critical in
finding out accurate information for effective use of ECP such as the
timing of first unprotected intercourse. It is also important for acceptance
of a regular contraceptive.

ii. Make the client feel comfortable psychologically as well as physically.
The former is extremely important, as she may be very anxious. In case
of sexual assault, the effort must be greater as the woman would be
emotionally distraught.

iii. Be supportive and non-judgmental especially in cases of sexual assault.

iv. Identify the reason for wanting ECP and when the first unprotected
sexual intercourse happened. In case of a contraceptive accident, ask the
client to describe the use of the method.

v. Identify the client’s needs by asking relevant questions: personal, social,
family, medical, reproductive health including reproductive tract infections/
STDs, family planning goals and past/current use of family planning
methods (if not found out earlier).

vi. Using simple language, provide information on the following:

● What is ECP



61

● Timing of use

● Method of action

● Effectiveness in preventing pregnancy

● Effectiveness in causing abortion

● Effect on the fetus if pregnancy continues

● Advantages, side effects

● Effect on preventing future pregnancies

● Importance of regular use of a contraceptive

● Various contraceptive methods including mechanisms of action of
methods, their benefits and disadvantages and timing for initiation of
the method and where to obtain the services.

vii Once the client/couple is sure about using the ECP, do a client
assessment as described later, and if found eligible, provide the ECP.
Record in the client card.

viii. Instruct the client about taking the ECP, emphasizing the need for second
dose, likely side effects and what to do in such situations.

ix. Discuss when to return for follow up and for initiating the use of a
regular contraceptive.

x. Provide a packet of condoms in case of STDs/HIV if condoms have not
been chosen as the method.

xi. Maintain confidentiality and privacy must be ensured at all counselling
sessions.

Confidentiality and privacy should be maintained during counselling.

Counselling on Return Visit After ECP

Every time a client comes for follow-up, it is important to counsel the
client to ensure that she is not pregnant, and she accepts any regular
method of contraception.

i. Ask the client about any side effects

ii. Ask about her last menstrual period: flow, duration

iii. If not pregnant, counsel about family planning methods as described in
the earlier sections.

29.3.3 Client Selection

Eligibility Criteria for ECPs

a) Indications

Timing in relation to the first act of unprotected sexual intercourse is
critical for determining the eligibility for use of ECP.

Indicated in all cases within 72 hours of the first act of unprotected
intercourse in the following situations:
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i. Non-use of any contraceptive

ii. Inconsistent use of contraceptive

iii. Contraceptive accident due to:

● Rupture or slippage of condoms

● Failed coitus interruptus

● IUD expulsion

● Miscalculation of safe period days

● Failure to take oral pills for more than three days in a row

iv. Sexual assault

Timing of first act of unprotected sexual intercourse (within 72
hours) is critical in determining eligibility for use of ECP.

b) Precautions

There are no known medical conditions that are precautions for the use of
the ECP as only small doses of the hormone is used for single course.

ECPs must not be prescribed in suspected/confirmed pregnancies. The
reason is not because the ECP will cause any malformation in the
fetus, but because of its ineffectiveness in terminating the pregnancy.

Any client who has had the first act of unprotected sexual intercourse
more than 72 hours ago must not be prescribed ECPs as the failure
rate is very high.

ECPs should not be advised in suspected/confirmed pregnancies.
ECPs should not be prescribed in any client who had sexual
intercourse more than 72 hours ago.

Client Assessment

● Menstrual history should be taken carefully to exclude pregnancy
and include the date of last menstrual period, whether the flow and
duration was normal.

● Contraceptive history should be taken. If using any contraceptive, ask
about the method of use to find out whether it is correct and is being
used consistently. In case of Cu-T user, ask about any history of
expulsion.

● Ask carefully and sensitively questions to establish the timing of first act
of intercourse. Explain why the questions are being asked.

● Other health assessment such as laboratory tests or pelvic examination is
recommended to rule out a suspected pregnancy or other conditions.

29.3.4 Guidelines for Instruction and Follow Up

Steps for Instructing a Client

i. Make certain that the client does not want to become pregnant, but that
she understands that there is still a chance of pregnancy even after ECPs.
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Explain that the ECP should not cause any harm to the fetus if it fails to
prevent pregnancy.

ii. Ensure that the client understands the dosage schedule given below:

If single tablet (levonorgestrel 1.5 mg) it should be taken within 72 hrs.
of unprotected intercourse. If two tablets are there (levonorgestrel 0.75
mg) first dose is taken as early as possible within 72 hours of the first
act of sexual intercourse. Second tablet to be taken within 12 hours of
the first tablet.

Make sure that the client understands that the first tablet
should be taken as early as possible, within 72 hours of the
first act of sexual intercourse. The timing of the second tablet
within 12 hours is also important.

iii. Explain that the pills can be taken with sips of water. Also explain that
taking the pills with milk or with a snack helps to decrease the nausea
that may be felt.

iv. Explain that taking additional pills, more than the two prescribed, do not
increase its effectiveness, but increase the side effects.

Additional pills (more than the two prescribed) will not increase
effectiveness.

v. Explain the common side effects and what to do in such situations.

vi. Make sure that the client understands that if she vomits within two hours
of taking the pills, the dose must be repeated.

vii. Explain that contrary to common belief, a woman taking ECP does not
menstruate immediately after taking ECP.

viii. Make sure that the client understands that the ECPs will not protect her
from pregnancies resulting from future unprotected intercourse.

● Advise a method such as condom till her next menstrual cycle after
which a method of client’s choice can be provided.

● Demonstrate the use of condoms and ask the client to demonstrate
its use.

Make sure that the client understands that the ECPs do not
protect pregnancies because of future unprotected sexual
intercourse.

ix. Explain that ECPs do not protect from STDs/HIV and the need to use
condoms if the client or her partner is at risk.

x. Stress the importance of follow up:

● If delay in menstruation

● Immediately after menstruation for initiating regular use of a
contraceptive

● If side effects are not controlled after following the advice.
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2) Oral contraceptives If found eligible for use, with in five days
of onset of menstruation.

3) IUCD If found eligible for use, insert within 7
days of menstruation.

4) Female sterilization If found eligible for use, admit for
surgery within 7 days of menstruation.

5) Male sterilization If found eligible for use, husband can go
immediately for surgery.

Check Your Progress 2

1. What do you understand by emergency contraceptive pills?

.................................................................................................................

.................................................................................................................

.................................................................................................................

2. Name the drug approved for emergency contraceptive pills in India?

.................................................................................................................

.................................................................................................................

.................................................................................................................

3. How do you prescribe ECP?

.................................................................................................................

.................................................................................................................

.................................................................................................................

29.4 NEWER METHODS OF HORMONAL
CONTRACEPTION

The following newer methods are being tried for contraception.

1. Biodegradable Implants: Biodegradable implants deliver progestins
from a carrier that gradually dissolves in body tissue. Thus the carrier
never has to be removed. Once the carrier capsule starts getting
dissolved it cannot be removed. Two types of biodegradable implants are
tested i.e. Caproner and Norethindrone pellets.

● Caproner: It contains 30-50 mg are released daily and is effective for
18 months.

● Norethindrone pellets: Each pellet contains 35 mg norethindrone
and small amount of cholesterol. 2-4 pellets are used and is
effective for one year.

2. Newer COC pills: Oral contraceptive pills with third generation
progestins like desogestrel and norgestimate are available in market as
Femilon, Novelon. They have lower androgenic activity and lesser effect
on lipid and carbohydrate metabolism. Preparations are also available
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with progestin component having fourth generation progestins with
antiandrogenic effects like drosperinone, dinogest. Preparations with
shorter pill free period 4 days instead of 7 days are available to improve
efficacy. Extended cycle preparations containing 7 day placebo after
every 3 months are inserted compared to every 3 weeks in conventional
packs.

3. Hormonal Vaginal Rings: These are silicon rings impregnated with
estrogen and progesterone. Rings are placed in the vagina by the
client and removed by herself. Thus, it is not user dependent. The
action is same as other combined contraceptive methods. Expulsion
of ring is an added problem. These rings are used for 3 weeks
continuously followed by one-week gap. It is available as NOVA
ring in market containing 15 µg of Ethinyl estradiol and 120 µg of
etonogestrel.

4. Contraceptive patches:A transdermal patch containing oestrogen-
progestin is also available for contraception. It delivers 20 mcg of
ethinyl estradiol and 150 mcg of norelgestromin daily. The patch is
applied once a week for three weeks, followed by one patch free week.
Although the dose of ethinyl estradiol is lower than many COCs but this
is associated with 60 percent higher estrogen exposure as the first pass
through liver is avoided with transdermal preparations. Hence associated
with a small increased risk of venous thromboembolism compared with
pill users.

5. Ullipristal: It is a selective progesterone receptor modulator with
antiprogesterone activity. It is an effective emergency contraceptive if
used in a dose of 30 mg single dose with in 120 hrs of unprotected
intercourse.

29.5 METHODS UNDER SPECIAL
CIRCUMSTANCES

Suggested methods (even though all other options are available) for
different special circumstances are mentioned below:

a) Delaying first child: For delaying the first child after marriage, the first
choice is usually combined pill. This is very effective and not intercourse
related. Second choice is barrier methods which is dependent on
intercourse.

b) During breastfeeding: For first 6 months, exclusive breastfeeding alone
is adequate if periods have not returned. After 6 months of delivery/if
menstruation returns earlier/if exclusive breastfeeding not practiced, other
methods must be used. They are barrier method that could be used till
period returns, postpartum IUCD, progestogen only pills and
centchromen pills are other methods that can be initiated immediately
after delivery.

c) Spacing after breastfeeding: First choice is combined oral
contraceptive pills for greater effectiveness and regular periods. IUCD is
next choice.
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d) After the last child till decision on permanent method:

● IUCD

● Barrier methods

● Oral contraceptive pills

e) After family is completed: If the other methods are not acceptable,
then vasectomy/tubectomy be followed.

f) Adolescence: The best method is to say ‘No’ to sexual intercourse.
Choice depends on religious views, steadiness of relationship and
frequency of intercourse.

● Barrier methods or dual protection that is OCPs with barrier if
possibility of multiple partners or partners having other partners.
Offers protection from STD’s and HIV. It requires high degree of
motivation and adequate knowledge about the method.

● In steady relationships COCs are preferred if regular menstruation
has been established.

Check Your Progress 3

1. Name one antiprogestational agent.

...............................................................................................................

...............................................................................................................

2. Enumerate the contraceptive methods available for a breastfeeding
woman.

...............................................................................................................

...............................................................................................................

29.6 LET US SUM UP
After reading this unit, you should feel confident in providing hormonal
contraception especially oral contraceptive pills and injectable
contraceptives. Selection of patients, advantages, disadvantages, side
effects, complications and how to deal with them have been discussed in
this unit.

29.7 KEY WORDS
ECP : Emergency Contraceptive Pills

LNG : Levonorgestrel

Minipill : Progestogen only pill

Pill/OCP : Oral Contraceptive Pill

29.8 ANSWERS TO CHECK YOUR PROGRESS
Check Your Progress 1

1. Inhibits ovulation; Makes cervical mucous thick and impenetrable to
sperm; Induces changes in endometrium not conducive to implementation.
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Annexure 1

Drug Interactions

A. Drugs that may reduce the efficacy of COCs

Antibacterial Anticonvulsants Antifungals

Rifampicin Barbiturates Pheno- Griseofulvin

barbitone, Primidone

Penicillins

Chloramphenicol

Cephalosporins

Metronidazole

Sufonamides

Nitrofurantion

B. Drugs that are affected by COC

Antibacterials Anticonvulsants Anticoagulants

Trolengomycin Barbiturates:Phenytoin Warfarin
(increases toxicity) (increases toxicity) (decreases effect)

Antidepressants Antidiabetic agents Antihypertensive agents
Tricyclic:clomipramine, Insulin Methyl dopa
amitryptiline Oral hyoglycaemics (decreases effect)
(increases effect) (decreases effect) Beta blocking agents

(increases effect)

Antianxiety Theophylline preparations
Benzodiazepines: Aminophylline
Chlordiazepoxide, Theophylline
diazepam (increases risk of
(increaeses the effect toxicity)
of the above)
Lorazepam (decreases
effect)

Source :ICMR: Guidenes for family Planning Service including
Counselling. Screening, Procedure, Follow-up and Infection Control.
Module for PHC Medical Officers 1996.
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Annexure 2

Myths and Facts

One of the reasons for a smaller percentage of women using COC is the
myths about the COC. The following is a list of common myths and the
facts. It is important to be aware of these to effectively counsel the clients
who opt for COC.

Myths Facts

1) Pill causes cancer Pills offer protection against
cancers of the ovary and
endometrium. Some studies have
shown slight increase in breast
cancer but it is possible that it
was already there but diagnosed
sooner in users.

2) Pill causes infertility Pills do not lead to permanent
infertility. After stopping the
pill fertility returns immediately
in most women.

3) Pill causes weight gain Most women have no change in
weight. A few may have sudden
weight gain but it reverses after
pills are stopped .

4) Pill affects women’s health Low dose pills do not lead to
major complications, as the dose
of hormones is small.
Experiences from India and all
over the world have shown that
if the women are properly
screened and the pill is given
only to eligible users, then there
are no serious complications.

The risk of dying from
pregnancy and childbirth is
higher than the risk of dying
from complications of the pill.

5) Pills cause deformities There is no increased risk of
in babies. giving birth to deformed babies by

women who have taken COC.
Even when the pill is taken
accidentally during pregnancy,
there is no risk of the baby
being born deformed.

6) Pills must be discontinued The pills can be safely used
for 2-3 months as continued continuously if one desires
use may cause ovarian Fertility returns immediately
dysfunction after stopping the pill in.
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Discontinuation of use of pills
without using another method
can lead to an unwanted
pregnancy. There is no need to
advice few months of ‘no pill’.

7) Pills cause change in There is no evidence to support
mood or sex drive this. However some women

report an improvement in both
mood and sex drive with pills.

Hormonal Contraception
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Annexure 3

COC Screening and Follow-up Card

Name of Health Centre: District: State: Registration number:

Name of the client: Age:

Address:

Menstrual history

Age at menarche: Date of last menstrual period

Menstrual cycle: regular/irregular Flow:
Scanty/moderate/heavy

Duration: days Pain:

Obstetrical history

Total number of pregnancies: Total number of living children: female male

Number of abortions: Induced Spontaneous:

Date of last delivery/C-section/abortion:

History of jaundice during pregnancy:

History of ectopic pregnancy.

History of puerperal Infection after delivery or abortion:

Breastfeeding

Currently breast feeding: Duration:

Gynecological history

Inter-menstrual bleeding: Post-coital bleeding:

History of cancer of the cervix or uterus:

History of pelvic tuberculosis.

History of RTIs/STDs/HIV

Discharge per vagina: Colour of discharge:

Itching Ulcers of the genitalia: Swelling of the genitalia or groin:

Lower abdominal pain: Abdominal mass:

Medical history

History of smoking: (mention number of cigarettes or bidis)

History of stroke/severe pain in calf muscle (deep vein thrombosis)/
pulmonary embolism

History of breathlessness/heart disease:

History of hypertension:

History of severe headache/migraine

History of jaundice (specifically ask about jaundice during pregnancy)
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History of liver disease or gall bladder disease:

History of diabetes: Years since diagnosed: Complications:

History of chronic cough/tuberculosis:
On treatment:

History of epilepsy: On treatment:

History of lumps in the breast or cancer:

General and systemic examination

Weight: Pulse: BP: Presence of anaemia:

Signs of jaundice:

Breast: Lumps/ulcer

Heart:

Abdomen: Liver palpable: Any mass: Any tenderness:

Pelvic examination

External genitalia: Normal

Abnormal discharge/redness/patches/ulcer/growth/warts/swelling

Per speculum examination: Normal

Discharge/bleeding/ulcer/growth

Bimanual examination

Cervix: Pointing backwards/forwards Soft/firm/hard, tenderness on
movement/freely mobile, smooth/irregular surface, bleeds to touch

Uterus: Normal

Anteverted/retroverted

Normal/bulky/small, smooth/irregular surface, soft/firm, mobile/fixed

Adnexa: Normal

Tenderness, mass

Laboratory examination:

Hemoglobin: Urine sugar:

Vaginal smear: Pap smear:

Details of COC administration

Type of COC prescribed: Date of starting the COC:

Date advised for follow up:

Follow Up

Date Menstrual history BP Pelvic examinationRemarks
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UNIT 30 INTRA UTERINE
CONTRACEPTIVE DEVICES

Structure

30.0 Objectives

30.1 Introduction

30.2 Historical Perspective

30.3 Copper-T Devices
30.3.1 Mechanism of Action
30.3.2 Advantages and Disadvantages
30.3.3 Side Effects and Complications

30.3.4 Warning Signals

30.4 Insertion of IUD
30.4.1 Counselling for Copper-T
30.4.2 Eligibility Criteria
30.4.3 Client Assessment
30.4.4 Guidelines for Insertion of Cooper-T

30.5 After Care
30.5.1 Post Insertion Advice to the Client
30.5.2 Management of Side Effects and Complications

30.5.3 Removal and Replacement

30.6 Postpartum IUCD

30.7 Guidelines for Use of Copper-T for Emergency Contraception

30.8 Let Us Sum Up

30.9 Key Words

30.10 Answers to Check Your Progress

30.11 Further Readings

30.0 OBJECTIVES
At the end of the unit, you should be able to:

● counsel the client about IUD before insertion, during follow up visit and
at the time of removal;

● select the patient for insertion of intrauterine device (IUD);

● anticipate difficulties and complications during insertion;

● provide appropriate after care and follow up; and

● know the technique of Copper-T insertion and removal.

30.1 INTRODUCTION
In the previous units you have learnt the various methods of contraception in
details. In this unit, we will discuss various aspects of another method of
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Lippe’s loop was introduced in National family Welfare Programme by
Government of India in 1965, Cu T 200 B in 1970, Cu T 380A in 2002 and
Postpartum IUD was introduced in 2010. In 2012 Cu T 375 was introduced
so that the woman can now choose between Cu T 380 A effective for 10
yrs. and Cu T 375 effective for 5 yrs. as per her requirement.

Check Your Progress 1

1. Why are the IUDs impregnated with Barium Sulphate?

.................................................................................................................

.................................................................................................................

2. Name two commonly used IUDs in India.

.................................................................................................................

.................................................................................................................

30.3 COPPER-T DEVICES
Today the IUDs available in India are mainly copper devices. CuT-380A and
Cu T 375 are available free of cost at all government facilities where family
planning services are provided. Nova T, Multiload 250 and 375 are available
in the market.

Copper T-380 A is a ‘T’ shaped plastic device made of polyethylene and
impregnated with Barium Sulphate to make it radio opaque. It is 3.6 cm
in length and 3.2 cm in width. Copper is wound around its vertical stem
and copper sleeves on horizontal limbs. Its surface area is 380 mm2 and a
thin white polyethylene thread is attached to the lower end of the vertical
stem. It is effective for 10 years. Copper T 375 is made up of polyethylene
impregnated with barium sulphate with inverted U shaped flexible arms 3.5 cm
long 1.5 cm wide with 5 stubs on each arm. A copper wire is wound around
the vertical limb with a surface area of 375 mm2It has monofilament green
colored strings attached to its lower end. It is effective for 5 years.

Fig. 30.1: CuT-380 A Fig. 30.2: Cu T 375
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30.3.1 Mechanism of Action

The Cu T 380 A and Cu T 375 have same mechanism of action. It exerts
multiple anti-fertility effects on the reproductive tract:

i. It prevents fertilization as the copper ions decrease sperm motility and
function by altering the uterine and tubal fluid environment, thus
preventing sperm from reaching the fallopian tubes and fertilizing the egg

ii. It prevents implantation by stimulating foreign body reaction in the
endometrium and release of macrophages.

Effectiveness

It is highly effective. The failure rate is <1 per 100 women in first year of
use.

30.3.2 Advantages and Disadvantages

Advantages

Copper-T (both Cu T 380 A and Cu T 375) is a safe and reliable method of
contraception and it offers several advantages as listed below.

i. Highly effective

ii. Immediately effective after insertion

iii. Effective for long period (Cu T 375 for 5 years and Cu T 380 A for 10
years)

iv. Does not interfere with sexual intercourse

v. No continued effort to use the method regularly

vi. One-time insertion procedure and does not require supplies regularly

vii. Cost effective as no expenses for supplies

viii. Does not affect breastfeeding

ix. Does not interact with any medicines the client may be taking

x. Can be removed when required or desired by the client

xi. Return of fertility immediately after removal

xii. Can be used by women of any age who meet the eligibility criteria for
use

Disadvantages

i. Requires a pelvic examination before insertion and a skilled provider to
insert the device and remove it.

ii. Does not protect against Sexually Transmitted Diseases (STDs) including
HIV/AIDS.

iii. Cannot be used by women who suffer from active Reproductive Tract
Infections (RTIs)/STDs or by women with spouse/partner with STD.

Intra Uterine
Contraceptive Devices
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30.5.3 Removal and Replacement

Always counsel the client as described in sub-section 30.4.1.

Indications for Removal/Re-insertion

i. IUCD needs to be replaced: that is at the end of effective period after
five years with Cu T 375 and ten years with Cu T 380A. Ensure that
she has undergone complete assessment again and is eligible for Cu T
reinsertion. This should be done preferably during post-menstrual period.
Can be re-inserted at the same time if the client desires. Use a new
Copper-T for re-insertion.

ii. Wants another child: Provide information on antenatal care, care during
labour and delivery

iii. Medical reasons: Pregnancy or heavy periods

iv. Starting a different method: Ask about the LMP and help her choose
another method accordingly

v. Menopause (Cessation of periods for one year or more)

vi. Evidence of Copper-T displacement.

vii. Personal reasons (offers no reason): Woman has the right to discontinue
without any reason

In case of re-insertion, make sure that the client is not pregnant.

Procedure of removal is described in the Practical Manual. Copper-T can be
reinserted as described in the Practical Manual.

Do’s and Don’ts about Copper-T insertion

a) Do’s

i. Explain the safety of the Copper-T.

ii. Explain the reversibility of Copper-T.

iii. Counter the myths about Copper-T.

iv. Insert the Copper-T preferably within 7 days of last menstrual
period.

v. Follow strict infection prevention procedures while inserting/removing
Copper-T.

vi. Always do a pelvic examination before inserting the Copper-T.

vii. Use ‘No touch technique’ when loading the Copper-T.

viii. Uterine sound should be used to measure the length of the cavity of
the uterus and the blue flange must be adjusted accordingly.

ix. The blue flange should be in the same plane as the plane of the uterus.

x. Pull the plunger completely out of the inserter tube before removing
the tube from the uterus.
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sexual intercourse the Copper-T is displaced it may
cause some discomfort.

3) Copper-T causes cancer. There is no evidence to show that
Copper-T causes cancer.

Check Your Progress 4

1. How would you schedule the follow up visits of client after CuT
insertion?

.................................................................................................................

.................................................................................................................

.................................................................................................................

2. Enumerate 4 indications for CuT removal.

.................................................................................................................

.................................................................................................................

.................................................................................................................

30.6 POSTPARTUM IUCD (PPIUCD)
Immediate postpartum period is an ideal time to educate and counsel a
woman for contraception to promote spacing or limiting family.
Postpartum IUCD is an ideal method to fulfil any of the above
objectives. Both Cu T 380A and Cu T 375 are approved for this purpose.
Every woman should be counselled for various contraceptive options
available for her in postpartum period. Refer to Annexure 3. If she
chooses postpartum IUCD counsel her regarding the advantages,
limitations, effectiveness and side effects of it.

a) Timing of insertion

The correct timings are

i. Postplacental: Within 10 min of placental expulsion following vaginal
delivery

ii. Intracaesarean: During Caesarean after placental delivery before
closing the uterine incision

iii. Within 48 hours of vaginal delivery

IUCD should not be inserted from 48 hours to 6 weeks following
delivery due to the risk of infection and expulsion

b) Mechanism of Action

The mechanism of preventing pregnancy is the same as mentioned in sub-
section 30.3.1. The main action of Copper-T is in preventing fertilization
and implantation.

c) Advantages

The use of postpartum IUCD has advantages both for the client and the
service provider compared to interval insertion
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f) Eligibility Criteria for PPIUCD

g) Client Assessment for PPIUCD

It is done in 2 phases. In the first assessment carried out in the antenatal
clinic, the woman’s medical history is assessed to see if she is generally
eligible for IUCD as a method for contraception. Second assessment is
done immediately before insertion that is during CS, after delivery of
placenta or within 48 hours of delivery, to check for the criteria which
may change due to delivery.

If her condition makes her ineligible for IUCD she should be advised a
suitable alternative method. If she is keen on IUCD she can be advised
to get it inserted after 6 weeks.

h) Insertion of Copper-T

The steps of insertion are the same as mentioned in Practical Manual.

i) Post insertion Instructions and Care

The woman is told to report is the bleeding or cramping is more than
expected

She should watch out for spontaneous expulsion and adopt some other
method and or get another reinserted after 6 weeks

At 6 weeks she may be able to feel the threads however it is not
essential to check the threads

She is told about the warning signals as mentioned in sub-section
30.3.4. She should contact the service provider urgently in case of
warning signals

She is told that Copper-T does not protect against STI’s and HIV
infection and she need to use dual protection that is a condom
additionally for protection

She is informed that she can resume intercourse whenever she is ready

j) Management of Complications and Side effects

It is the same as for interval Copper-T insertion as described under sub-
section 30.5.2.

30.7 GUIDELINES FOR USE OF COPPER-T
FOR EMERGENCY CONTRACEPTION

A Copper-releasing IUCD can be used as a very effective method of
preventing pregnancy if used within five days of the ‘first’ episode of
unprotected sexual intercourse. It provides a highly effective option for
preventing pregnancy to women who have had unprotected intercourse due to
non-use of contraceptive or a contraceptive accident as well as to women
who have been sexually assaulted.

a) Mechanism of Action

The mechanism of preventing pregnancy is the same as mentioned in sub-
section 30.3.1. The main action of Copper-T is in preventing fertilization
and implantation.
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b) Advantages and Disadvantages

The use of Copper-T as an emergency contraception has certain
advantages compared to other methods of emergency contraception.

1. The time limit for effective post-coital use of the method for
preventing pregnancy is longer (72 hours in the case of
Emergency Contraceptive Pills and five days in the case of
Copper-T).

2. It is effective even in situations of multiple episodes of unprotected
sexual intercourse.

3. Besides preventing pregnancy effectively when used as an
emergency contraceptive, it provides an important option to
women to continue using it as a regular contraceptive and thus
contributes to improving reproductive health of women.

The other advantages of Copper-T and the disadvantages as
mentioned in sub-section 30.3.2 also apply when the Copper-T is
used for emergency contraception.

c) Counselling

Counselling is one of the critical activities when providing any
method of emergency contraception for the following reasons:

i. Counselling would help to provide emotional support to a client/
couple who is worried about a pregnancy due to unprotected sexual
intercourse.

ii. It establishes rapport and confidence in the provider as the provider
is helping the client/couple to meet a critical need, which is
prevention of an unwanted pregnancy.

iii. It provides an opportunity to help the client/couple start using
regularly a contraceptive of their choice as well as ensure
sustained correct use of the same.

Every client should be counselled to help planning her family and to
choose a method based on informed choice. Wherever possible
spouse/partner should be counselled.

The steps for counselling are the same as in sub-section 30.4.1.
Special attention should be paid to the following steps:

i. Building a rapport with the client is critical in finding out accurate
information about the timing of first unprotected intercourse.

ii. Making the client feel comfortable psychologically is important
because of the high level of anxiety particularly in the case of
sexual assault.

iii. Being supportive and non-judgemental especially in cases of sexual
assault.

iv. Identifying the reason for needing emergency contraception and if
contraceptive accident, finding out how the method was used.

Intra Uterine
Contraceptive Devices
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v) Providing information on all types of emergency contraceptive
methods available in the country and the comparative
advantages of each.

Once the client/couple is sure about using the Copper-T, follow the steps
in method specific counselling as listed under sub-section 30.4.1.

Confidentiality and privacy should be maintained during counselling.

d) Eligibility Criteria for Use

The eligibility criteria for use of Copper-T as listed in sub-section 30.4.2
also apply when it is used for emergency contraception. In situations of
rape where the risk of STI is high, the use of Copper-T as an
emergency contraceptive should be considered carefully as presence of
STIs increases the risk of PID.

e) Client Assessment

Client assessment is critical unlike in the case of other methods of
emergency contraception, as the insertion of Copper-T in clients who
are not eligible will worsen the existing conditions. In addition to
points listed under history taking in sub-section 30.4.3, it is
important to find out information on the first episode of unprotected
sexual intercourse and the frequency.

f) Insertion of Copper-T

Timing of insertion is critical (within 5 days of the first act of
unprotected sexual intercourse). The steps of insertion are the same
as mentioned in Practical Manual. Follow up of all women after the
first menstrual period is critical to be sure that the client is not
pregnant and to be sure that the Copper-T is in situ.

g) Management of Side Effects

Management of side effects is same as for routine Copper-T insertion.

30.8 LET US SUM UP

In this unit you have learnt all about intrauterine devices as a temporary
method of contraception. The physician must give as much importance to
counselling and selection of patients as to the technique of IUD insertion to
ensure continuation of this method. Patient compliance improves markedly if
she is aware of the advantages of using the device and side effects of the
IUD. Adequate attention to logistics, proper sterilization of instruments and
provision of drugs like antibiotics, antispasmodics and hematinic for the
patients where required, will ensure the confidence and support of the client.

30.9 KEY WORDS

Betadine : Povidone Iodine

ICMR : Indian Council of Medical Research
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Annexure 1

IUCD Screening and Follow-up Card

Name of Health Centre: District: State:

Registration number:

Name of the client: Age:

Address:

Menstrual history

Age at menarche: Date of last menstrual period

Menstrual cycle: regular/irregular Flow: Scanty/moderate/heavy

Duration: days Pain:

Obstetrical history

Total number of pregnancies. Total number of living children:
female male

Number of abortions. Induced Spontaneous:

Date of last delivery/C-section/abortion:

History of ectopic pregnancy.

History of puerperal Infection after delivery or abortion:

Breastfeeding

Currently breastfeeding: Duration:

Gynaecological history

Inter-menstrual bleeding: Post-coital bleeding

History of cancer of the cervix or uterus:

History of pelvic tuberculosis.

History of RTIs/STDs/HIV

Discharge per vagina: Colour of discharge:

Itching Ulcers of the genitalia: Swelling of the genitalia or groin:

Lower abdominal pain: Abdominal mass:

Medical history

History of heart disease:

History of chronic cough/tuberculosis:

Intra Uterine
Contraceptive Devices
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General and systemic examination

Pulse: BP: Presence of anaemia:

Heart:

Abdomen:

Pelvic examination

External genitalia: Normal

Abnormal discharge/redness/patches/ulcer/growth/warts/

Per speculum examination: Normal

Discharge/bleeding/ulcer/growth

Bimanual examination

Cervix: Pointing backwards/ forwards Soft/firm/hard, tenderness on
movement/freely mobile, smooth/irregular surface, bleeds to
touch

Uterus: Normal

Anteverted/retroverted :

Normal/bulky/small, smooth/irregular surface, soft/firm, mobile/fixed

Adenexa: Normal

Tenderness, mass

Laboratory examination:

Haemoglobin: Vaginal smear: Pap smear:

Details of IUCD insertion

Type of IUCD inserted: Date of insertion:

Any difficulty during insertion: Date advised for follow up:

Follow up

Date Menstrual history Pelvic Examination Remarks
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Consent for sterilization operation should not be obtained under coercion
or when the client is under physical or mental stress.

Consent should not be obtained when a woman is sedated or when she
experiences stress associated with some pregnancy-related events/problems.

Clients must sign or give a thumb impression on the consent form for
sterilization which is a legal authorization for sterilization procedure. It
should be signed in the presence of a neutral witness (Annexure I).

The written consent of spouse is not required for sterilization.
However, the partner should be encouraged to come for counselling.

31.3 FEMALE STERILIZATION
Eligibility of Providers to perform Female Sterilization

All the doctors performing sterilizations should be empaneled with the
state Government.

Prior to performing sterilization operation, a careful clinical assessment
of the clients should be made to ensure their fitness for surgery.
There are certain conditions which require doctors to be cautious,
delay the surgery, refer the client to a specially equipped center, or
counsel the client to go in for alternative contraception. There may be
situations when it is better to counsel the female client’s husband to
go in for vasectomy.

31.3.1 Medical Contraindications

There is no absolute contraindication to sterilization.

Client assessment for eligibility to undergo sterilization is a key factor in
minimizing complications. No medical condition prevents a woman from
undergoing sterilization but may limit when where and how the female
sterilization should be performed.

World Health Organization WHO has developed Medical Eligibility Criteria
(MEC) for female sterilization procedures. Government of India has
adapted it and divides clients in to 4 categories.

Category A accept: can be operated in most set ups

Category C caution: can be performed in a routine set up but with
caution

Category D delay: need to be delayed or postponed till the condition is
treated and resolved
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Category S special: the operation can be done in a special setup by an
experienced surgeon. The woman is offered a temporary method till the
procedure is performed

Surgical Methods
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Injury to urinary bladder - Must be closed in two layers and put
self-retaining catheter in the bladder for 7 days or as long as
necessary.

Injury to intra-abdominal viscera (i.e., small or large bowel) and
blood vessels - Must be repaired immediately and maintain I-V line.
If the operating surgeon is not confident of repairing, he/she must ask
for help from a surgical colleague.

Convulsions and toxic reactions to local anaesthesia - Administer
injection of diazepam 5-10 mg IV and oxygen inhalation
Administration of IV fluid is not generally required but may be given
if necessary. Surgery should be stopped, and the patient allowed to
recover. Further surgery should be performed at a center with full
range of services.

b) Immediate Post-Operative Complications

Wound sepsis - Small stitch abscess is to be treated with drainage
and dressings. However, severe sepsis needs opening of the incision
and drainage of the pus. Further treatment will be with dressing,
antibiotics, and analgesics.

Haematoma in the abdominal wall - A small non-expanding, non-
infected haematoma will resolve with no therapy, while a large one,
particularly if infected, may need drainage and treatment with
antibiotics.

Intestinal obstruction, paralytic ileus, and peritonitis - The client
should be hospitalized if she is not already in hospital. Keep the
patient on nil orally, put nasogastric suction, IV fluids and give
antibiotics and analgesics, as indicated.

Tetanus - A rare complication. If tetanus is detected, the patient must
be transferred to a proper center for treatment immediately.

c) Delayed Complications

Menstrual irregularities (for example, menorrhagia, scanty period)
sometimes occur but these are not complications of sterilization.
Reassurance and treatment according to the cause is required in most
cases.

Chronic pelvic inflammatory disease - It usually presents itself as
pelvic pain and requires treatment with bed rest, antibiotics and
analgesics.

Incisional hernia - A rare complication that needs surgical repair.

Psychological problems (e.g., depression) - Discussion of the problem,
clarification of the role of sterilization and answering questions are
important.

Failure of the operation, leading to pregnancy - This may be due to
either technical deficiency in the surgical procedure or spontaneous
recanalization. The patient should be offered MTP or be medically
supported throughout the pregnancy. She should be offered repeat surgery,
as indicated. Ectopic pregnancy must be ruled out as tubectomy
predisposes this condition.

Surgical Methods
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All complications, major or minor, arising during surgery or post-surgery
must be reported in recommended proformas in GOI manual on standards
of sterilization and Quality Assurance.3

Check Your Progress 1

1. Write True (T) or False (F):

a. The number of living children is a criteria for deciding
the eligibility for the acceptors of sterilization (T/F)

b. The female client is eligible for sterilization between
the age 22-25 years. (T/F)

c. There are no absolute contraindications for sterilization. (T/F)

2. Fill in the Blanks:

a. The ideal time for interval sterilization is............................phase of
menstrual cycle.

b. Post-partum sterilization is best done within.......................days
following normal delivery.

c. Pre-operative preparation for sterilization include nil orally
for..................hours prior to surgery.

d. The occlusion site in female sterilization procedure
is........................portion of fallopian tube.

3. List three complications of female sterilization during post-operative
period.

................................................................................................................

................................................................................................................

................................................................................................................

................................................................................................................

31.4 MALE STERILIZATION
The male sterilization procedure, either by conventional or no-scalpel
vasectomy (NSV), can be performed by a trained MBBS doctor. Prior
to performing the sterilization operation, a careful clinical assessment
of the clients must be done to ensure their fitness for the surgery. There
are certain conditions which require caution, delay or referral to a specially
equipped center. There may be situations when it is better to counsel the
client’s wife for tubectomy.

31.4.1 Medical Contraindications

There are no absolute contraindications to vasectomy. There are certain
conditions that require caution, delay or referral to a specially equipped
center. The Medical Eligibility Criteria for male surgical sterilization
procedure outlined by WHO 2011 serves as the guidance for case
selection based on clinical examination. The operating surgeon is required
to fill in the medical record and the checklist. (Annexure 2)
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respiration and blood pressure, and respond to an emergency. A full
record of any adverse event must be kept.

g) Surgical Techniques

Conventional Vasectomy

Incision - The vasectomy operation is to be performed either with two
incisions located just below the root of the scrotum on either side, or with
one incision on the midline. The length of each incision should not be
more than 2 cm. Smaller incisions will minimize chances of complication.

Site of vasectomy – Mid-scrotal part of vas should be removed. It must
not be cut close to the epididymis, over the convoluted part of vas
deferens.

Excision of vas - The vas must be separated from tissues and excised in
all cases. The portion excised, should not be more than 1 cm. in length.
Removal of excess length of vas may make recanalization operation
difficult, if it is required in future.

Tying of cut ends of vas - The cut ends of the vas must be tied with
non-absorbable suture material (preferably 2-0 silk), and the sheath of the
vas may be interposed between the two cut ends.

Skin wounds - The skin wound should be closed with non-absorbable
sutures and covered with a piece of sterile gauze. Use of tincture of
benzoin causes excoriation of the scrotal skin and should therefore be
avoided. Before closing the wound, all bleeding points must be tied to
ensure complete hemostasis and to prevent bleeding or haematoma
formation.

Scrotal support - The patient should wear a suspensory bandage for one
week, till stitches are removed.

No-scalpel Vasectomy (NSV)

The basic difference in NSV procedure over the conventional technique is
in the surgical approach to the vas, which is through a small puncture in
the scrotum rather than by a cut with a scalpel. Thereafter, the surgical
procedure of vas ligation is the same as in the conventional method. The
long-term clinical reports have shown that NSV is less invasive than the
conventional technique, causes fewer complications and takes much less
time.

Anaesthesia - NSV is performed using local anaesthesia. The preferred
anaesthesia is 1% lignocaine without adrenaline. The administration of
anaesthesia is done strictly perivasally and this is responsible for the
painlessness of the NSV procedure.

Fixation, puncture and delivery of vas - The site of fixation and
puncture of the vas will be at the junction of the upper and middle third
of the scrotum on the midline. The vas is fixed in the midline at the
junction of its upper one-third and lower two-third by a vas fixation
forceps. This is done by the three-finger technique. The skin is then
punctured with a vas dissection forceps, the vas is dissected’ out, the bare
vas is delivered out of the puncture hole, ligated and excised.

Surgical Methods
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Psychological problems - Uncommon, but discussion of the problem,
clarification of the role of sterilization and answering questions are
important. Appropriate referral should be given to the patient.

Failure of vasectomy - Incidences of failure is quite low but may occur
because of technical deficiencies in the surgical procedure or spontaneous
recanalization. The client’s wife should be offered MTP or be medically
supported throughout pregnancy. The client should be offered a repeat
surgery, as indicated.

There is no association of prostatic or testicular cancer, and
cardiovascular disorder with vasectomy.

All complications, major or minor, arising during surgery and/or post-
surgery must be reported.

Check Your Progress 2

1. List three complications of vasectomy in post-operative period.

................................................................................................................

................................................................................................................

................................................................................................................

................................................................................................................

2. When does a client become sterile after vasectomy?

................................................................................................................

................................................................................................................

................................................................................................................

................................................................................................................

31.5 LET US SUM UP
In this unit you have learnt all about female and male sterilization. Besides
selection of clients, pre and post-operative care, complications and
management, you also know the scheduling of follow up visits for them.
You have been provided with the standard consent form recommended by
Ministry of Health and Family Welfare, Government of India besides
Medical record and check list for male and female sterilization,
postoperative instructions and the sterilization certificate. For more details
please refer to the reference manuals of male and female sterilization
issued by the Family Planning Division Ministry of Health and Family
Welfare Government of India.1,2,3

31.6 ANSWERS TO CHECK YOUR PROGRESS
Check Your Progress 1

1. a. F

b. T

c. T
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2. a. proliferative (also known as Follicular phase/Preovulatory
phase)

b. 3-7

c. 6

d. isthmus

3. a. Haematoma in abdominal wall

b. Wound sepsis

c. Peritonitis.

Check Your Progress 2

1. a. Haematoma

b. Swelling, bruising and pain in scrotal tissue

c. Wound sepsis and Orchitis

2. 3 months or at least 20 ejaculations whichever is earlier.

31.7 FURTHER READINGS
1. Reference Manual for Female Sterilization November 2014 Family

Planning Division Ministry of Health and Family Welfare
Government of India.

2. Reference Manual for Male Sterilization October 2013 Family Planning
Division Ministry of Health and Family Welfare Government of India.

3. Standards and Quality Assurance in Sterilization Services November
2014 Family Planning Division Ministry of Health and Family Welfare
Government of India.

4. WHO Eligibility Criteria for Contraception 2011.
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