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Injectable Contraceptives
Suggested Narrative

Introductory note to the presenter: The purpose of this
presentation is to familiarize providers of family planning
with information on injectable contraceptives, including
progestin-only and combined injectables, as well as
information about providing this contraceptive method.

Depending on the background and needs of your audience,
you may decide to use some or all of the slides or supplement
them with information relevant to your local situation.

Items found in shaded boxes like this are suggestions for
activities and discussion questions that you may wish to use
with your audience. Including some or all of these elements
can help your presentation become more interactive, thereby
increasing the likelihood of behavior change on the part of
the participants. In some cases when activities are used, you
may find that slides covering the same material may be
eliminated.

Regardless of whether or not you include the participatory
activities, be sure to familiarize yourself with the contents in
advance. Make sure you understand the information and know
the correct pronunciation of the technical terms.

In addition, inform your audience about how your presentation
is organized and how you would like to structure the
discussion (i.e., take questions during the presentation or
wait until the end). Depending on how much information you
decide to use, you may want to break the presentation into
two or more sessions. In its entirety, the presentation takes 90
to 120 minutes to complete without the participatory activities,
and 3 to 3.5 hours when they are included. Throughout the
narrative, there are notes to the presenter, similar to this one,
that may enhance your presentation.
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Injectable Contraceptives

Activity I – The Question Tree
Before you begin: Draw a picture of a tree on a piece of flip
chart paper and hang it on a nearby wall with pins or tape.
Prepare small pieces of paper for participants to write their
questions on.

•  Tell participants that before you begin the session you
   would like to create a Question Tree.

•  Point to the image of the tree that you drew before the
   session. Tell them that this is the Question Tree. The
   Question Tree is where participants will place questions
   they have about injectable contraceptives. Tell participants
   that at the end of the session they will answer the questions
   on the Question Tree together.

•  Hand out the small pieces of paper so that everyone has at
   least two pieces.

•  Ask participants to write down one or two questions they
   have about injectable contraceptives. They do not need to
   write their names on the question. They should use a new
   piece of paper for each question. When they are finished,
   they should hang their questions on the Question Tree.

•  Give participants enough time to finish writing and hanging
   their questions.

•  Place the Question Tree on a wall out of the way. Explain
   that they will return to it later to see if the session helped
   answer their questions.  ■
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Activity II – Agree/Disagree Game
Before you begin: Create a sign that says AGREE and place
it on one side of the room. Create another sign that says
DISAGREE and place it on the other side of the room.

•  Tell participants you would like to begin the session with an activity.

•  Ask participants to stand in the middle of the room

•  Tell them that you will read a list of statements. Point to the
   AGREE and DISAGREE signs on the wall. People who
   agree with the statement should go to the “agree” side of the
   room. People who disagree with the statement should go to
   the “disagree” side of the room.

•  After participants choose a side of the room, ask someone
   from each group to explain why they agree or disagree.
   Explain that the exercise is not about being right or wrong,
   rather it is meant to start a discussion.

•  If the group is shy about participating, the facilitator can go
   to the side of the room with the least number of people. This
   will help encourage conversation.

Examples of possible statements:

“I would prescribe injectables for sexually active adolescent girls.”

“I have concerns about the safety of injectables.”

“I am hesitant to offer injectables to my clients because of the
unpleasant side effects.”

“I would offer DMPA to breastfeeding women.”

“I think that amenorrhea in women using progestin-only injectables
is an indication of pregnancy.”

“I would suggest injectables to a woman who does not want her
husband to know she is using contraception.”

•  At the end of the session tell participants:
— There are clearly many different opinions in the
     room about injectables.

— Sometimes it is difficult to distinguish truth despite
     good intentions.

— The purpose of this session on injectable
     contraceptives is to shed light on some of these
     confusing issues.

•  Ask participants if they have any questions.  ■
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Injectable Contraceptives
This presentation is part of Family Health
International’s Contraceptive Technology Update
Series.  It will focus on injectable contraceptives —
commonly called “injectables” — which are long-
acting hormonal contraceptives administered by deep
intramuscular injection.  ■

Topics to be Covered
We will start with an overview of the types of
injectable contraceptives currently available, their
effectiveness, and their mechanisms of action.  Then
we will describe in more detail the characteristics of
the two basic types of injectable contraceptives:

•  progestin-only injectables

•  combined injectables

We will discuss potential side effects, and
management of these side effects, safety, and medical
eligibility for use.  We will conclude by discussing
issues related to providing injectable contraceptives,
including counseling, injection procedures, and
programmatic issues. ■

Types of Injectables
Injectable contraceptives contain female sex
hormones that are injected into muscle and released
into the blood gradually, thereby providing
contraception over a period of time.  How long each
type of injectable remains effective after an injection
depends mainly on the types and amounts of
hormones it contains.

There are two types of injectable contraceptives:

•  Progestin-only injectables contain only progestin
(which is a synthetic form of the female sex hormone
progesterone).  They are administered every two  ➔
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or three months, depending on the product.

•  Combined injectables contain both progestin and
estrogen.  They are administered once a month.  ■

Use of Injectables
Injectable contraceptives are safe and highly effective.
Progestin-only injectables are more widely used and
have few known contraindications to use.  Combined
injectables have more contraindications, because they
contain estrogen.

Providers find that injectables are easy to administer,
and many women find that they are convenient to use.
To prevent pregnancy, a woman does not need to take
any action other than to receive her injections on
schedule.

Only 2% of contraceptive users worldwide used
injectables as of 1994, the most recent year for which
data are available.  However, injectables are an
important method in some countries.  In 1994, they
were used by as many as 17% of contraceptive users
in sub-Saharan Africa and southeastern Asia.  The use
of injectables is increasing rapidly.  ■

Injectables: Effectiveness
Injectables are among the most effective methods of
contraception.  Typical one-year pregnancy rates in
clinical trials are 0.4% or lower for both progestin-
only and combined injectables.

This slide compares the pregnancy rates for
injectables with the rates for other contraceptive
methods.  The yellow rectangles show pregnancy rates
for “correct and consistent” use, which reflect how
often a contraceptive fails when it is used both
correctly and consistently.  The red rectangles show
pregnancy rates for “typical” use, which reflect how
often a contraceptive fails in real-life situations,  ➔
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when it may not always be used correctly and
consistently.

In the case of injectables, there is almost no difference
between pregnancy rates for correct and consistent
use and typical use.  As the slide shows, other
reversible contraceptive methods, such as barrier
methods, may have low pregnancy rates with correct
and consistent use but much higher rates with typical
use.

With injectables, all a woman needs to do is receive
her next injection on time.  Because the effectiveness
of injectables does not depend on daily user
compliance, the pregnancy rates for injectables are
quite low even with typical use.

Use of injectables results in about the same pregnancy
rate as sterilization, a nonreversible method.  The only
other reversible methods with similar effectiveness in
typical use are intrauterine devices (or IUDs) and
Norplant (which is a progestin-only subdermal
implant). ■

Injectables: Mechanisms of Action
Both types of injectable contraceptives prevent
pregnancy in at least two ways.  Their primary
mechanism of action is to suppress ovulation.  The
hormones in injectable contraceptives act at the level
of the brain.  They cause the hypothalamus and the
pituitary gland to reduce production of the hormones
that are necessary for ovulation.

In addition, injectable contraceptives cause the
cervical mucus to become thicker.  The thicker mucus
acts as a barrier to sperm, making it more difficult for
sperm to enter the uterine cavity.  In the unlikely
event that a woman does ovulate, this mucus barrier
greatly reduces the chance that the egg will be
fertilized.  ➔

Slide 6
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Slide 7

Slide 8

Injectables also affect the endometrium, causing it to
become thin.  Theoretically, this could reduce the
chance that a fertilized egg would be implanted.
However, injectable contraceptives are so effective in
preventing ovulation and fertilization that there is
little chance a fertilized egg will be present in the
uterus.  Thus, thinning of the endometrium is unlikely
to play a role in the contraceptive effectiveness of
injectables.  ■

Progestin-Only Injectables
Next, we will discuss in more detail the
characteristics of the progestin-only injectables.  Two
progestin-only injectables are currently available:

•  Depot-medroxyprogesterone acetate (or DMPA),
which is administered once every three months.

•  Norethisterone enanthate (or NET-EN), which is
administered once every two months.

DMPA and NET-EN share similar effectiveness,
safety, advantages, disadvantages, and
contraindications.  They differ mainly in the
frequency of side effects, as well as their injection
schedules.

Because DMPA is the most widely used and widely
studied injectable contraceptive, we will describe its
characteristics first.  Then, we will look at the
differences between DMPA and NET-EN.  ■

DMPA: Most Widely Used Injectable
DMPA, best known commercially as Depo-Provera,
is used by an estimated 14 million women worldwide.
Women using DMPA receive a deep intramuscular
injection once every three months at a dose of
150 milligrams.  Following an injection, the hormone
level remains high enough to prevent pregnancy for at
least three months.  ■
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Slide 9 Activity

DMPA: Advantages

•  Ask participants to share what they think are some of the
   advantages of DMPA.
•  Write their answers on flip chart paper.
•  Put the flip chart paper aside for the moment.
•  Tell participants that you will return to this list later.  ■

DMPA: Advantages
DMPA offers a number of advantages.  It can be used
safely by most women, and it is among the most
effective contraceptives available.  It is easy to use
correctly and consistently, in part because it requires
no daily routine.

DMPA is long-acting.  It is a reversible method of
contraception, and it can be discontinued without the
provider’s help.  To discontinue, a woman simply
stops receiving injections, and the level of DMPA in
her blood gradually decreases.  ■

DMPA: Advantages (cont.)
DMPA can be provided at convenient locations, such
as at pharmacies or in homes, so its use need not
require regular clinic visits.

Use of DMPA requires no action at the time of sexual
intercourse.  Because no supplies are kept at home, its
use can be private.

DMPA has no effect on lactation, so it can be used by
women who are breastfeeding.  Another advantage is
that it provides health benefits in addition to
contraception.  ■

Slide 9
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DMPA: Noncontraceptive Health Benefits
In addition to preventing pregnancy, DMPA provides
these health benefits to users:

•  reduced risk of endometrial cancer

•  reduced risk of ectopic pregnancy

•  reduced risk of acute pelvic inflammatory disease
(or PID)

•  reduced frequency and severity of sickle cell
disease crises

•  reduced frequency of epileptic seizures

•  reduced symptoms of endometriosis

•  reduced risk of vaginal yeast infections

DMPA is believed to have other health benefits, but
these have not yet been confirmed by research.
Because DMPA suppresses ovulation, it is thought to
prevent ovarian cysts.  It also is thought to suppress
existing benign breast lumps and uterine fibroids.  ■

Slide 12 Activity

DMPA: Disadvantages

•  Ask participants to share what they think are some of the
    disadvantages of DMPA.
•  Write their answers on flip chart paper.
•  Put the flip chart paper aside for the moment (next to the list
    of advantages).
•  Tell participants that you will also return to this list later.  ■

DMPA: Disadvantages
The main disadvantage of DMPA is that it has side
effects — in particular, it causes menstrual changes in
most users.  These changes include prolonged or
irregular bleeding or amenorrhea, which is the
absence of menses.  ➔
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Because DMPA is long-acting, its action cannot be
stopped immediately if side effects develop or if the
user wishes to become pregnant.  After a woman’s
last injection of DMPA, its level in the blood
decreases gradually.  For this reason, it takes longer
for fertility to return after discontinuation of DMPA
than after discontinuation of other contraceptive
methods.

Like other hormonal methods, DMPA offers no
protection against sexually transmitted diseases,
including HIV infection.  ■

Slides 9 and 12 Activity Conclusion

Return to the list of advantages and disadvantages. Read each
point and ask participants if they think it was addressed during
the session. Correct any misconceptions.  ■

Slide 13 Activity

DMPA: Side Effects

•  Post flip chart paper in three or more areas of the room.
•  Ask participants to go to one of the pieces of paper and
   write down some of the DMPA side effects they have seen
   or heard about.
•  Read aloud the lists of side effects posted.
•  After showing the next slide, be certain to correct any
   misinformation about side effects that were posted.  ■

DMPA: Side Effects
The most commonly reported side effects of DMPA
are menstrual changes, including prolonged, heavy, or
irregular bleeding, spotting, and amenorrhea.  DMPA
users also commonly report weight gain.  Less
commonly reported side effects are headaches,
dizziness, and mood changes, such as anxiety.
Typically, over 90% of DMPA users report at least
one side effect during the first year of use.

None of these side effects results in health risks,  ➔

Slide 13
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in most cases.  Nonetheless, some side effects, such
as changes in bleeding, may have serious practical
and social consequences for women.

In a large multinational study conducted by the World
Health Organization (WHO), about one third of
DMPA users discontinued this method in the first year
because of side effects.  The side effects that most
commonly led to discontinuation were menstrual
changes:  15% of users discontinued because of
prolonged, heavy, or irregular bleeding, and about
12% discontinued because of amenorrhea.  About 2%
discontinued because of weight gain, and about 5%
because of other side effects.

Because so many DMPA users experience menstrual
changes and weight gain, we will discuss these side
effects in more detail.  ■

DMPA: Menstrual Changes
Most women who use DMPA experience menstrual
changes.  Some have prolonged or heavy bleeding,
others have irregular bleeding and spotting
throughout the cycle, and many eventually become
amenorrheic.  This slide shows the typical pattern of
menstrual changes over the first two years of DMPA
use.

After the first DMPA injection, over 40% of users
experience prolonged or irregular bleeding.
Following subsequent injections, these bleeding
changes become less common, and after the first year
of DMPA use, they are relatively uncommon.

In contrast, infrequent bleeding and amenorrhea
become more common as the duration of DMPA use
increases.  Amenorrhea is a normal response to the
progestin in DMPA, which causes the endometrium to
become thin, resulting in little or no menstrual bleed-
ing.  Nearly half of women are amenorrheic  ➔

Slide 14
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after one year of DMPA use, and about 80% are
amenorrheic after two years of use.  After women
stop using DMPA, normal menses return.  ■

DMPA: Management of Bleeding Through
Counseling
Counseling is the most important tool for the
management of prolonged, irregular, or heavy
bleeding resulting from DMPA use.  Women who are
considering using DMPA should be counseled that
such changes in bleeding are normal and expected,
and that they are not signs of disease or health
problems.  After injections begin, counseling and
reassurance should be provided as needed.

Women’s concerns over prolonged or heavy bleeding
should never be disregarded or considered
unimportant. Counseling often may be the only
intervention necessary. However, if the user continues
to be concerned, or if the bleeding is severe, medical
treatment or discontinuation of DMPA may be
necessary, especially in cases where the woman has
pre-existing anemia.  ■

DMPA: Management of Bleeding Through
Treatment
If, despite counseling and reassurance, a woman or
provider still find prolonged or heavy bleeding to be
unacceptable, but the woman wants to continue using
DMPA, treatment should be considered.  Several
medical options are available to manage prolonged or
heavy bleeding until it diminishes with continued
DMPA use.

One treatment option is to administer a low-dose
combined oral contraceptive for seven to 21 days, if
estrogen is not contraindicated.  The recommended
dose is one pill a day or, in more severe cases, one
pill every 12 hours.  If prolonged or heavy  ➔
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bleeding persists, this regimen may be tried two or
three times before the next injection.

Another approach is to administer a nonsteroidal anti-
inflammatory drug, such as ibuprofen, to decrease
uterine bleeding.  The most commonly recommended
dose is 200 milligrams three or four times a day until
bleeding diminishes.  Aspirin should not be used,
because its anticoagulant effect can promote bleeding.

One more approach is to administer the next DMPA
injection sooner than it would normally be scheduled.
This may reduce bleeding and accelerate the onset of
amenorrhea.  The early injection should be given no
sooner than four weeks after the previous injection.

Women experiencing prolonged or heavy bleeding
may be given iron supplements to prevent anemia.  ■

DMPA: Management of Bleeding Through
Treatment  (cont.)
Providers should be aware that uterine evacuation,
such as dilatation and curettage (or D&C), is not
indicated or necessary for DMPA-related bleeding.

Very heavy bleeding occurs in 1.5% to 2% of DMPA
users.  If a woman experiences very heavy bleeding,
it is important for the provider to rule out pregnancy,
miscarriage, or gynecological problems (such as
fibroids).  Providers must recognize that they may
need to refer such women to higher levels of health
care, especially if injections are being provided in a
nonclinical setting.  ■

DMPA: Management of Amenorrhea
Some women consider amenorrhea to be an
advantage of using DMPA, but others may be
concerned about this side effect.  Amenorrhea
associated with DMPA use does not present a health
risk or require medical treatment.  ➔
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If the provider has no reason to suspect pregnancy,
counseling and reassurance are the only tools needed
for management of amenorrhea.  Women need to be
reassured that amenorrhea is normal for DMPA users
and does not indicate pregnancy.  Women also may
need to be reassured that the absence of menses does
not mean that toxic blood is building up inside their
bodies, that they have become infertile, or that they
have reached premature menopause.

However, if a woman becomes amenorrheic soon
after her first injection, the provider may need to rule
out pregnancy.  The woman may already have been
pregnant when she received her first injection.  It also
may be necessary to rule out pregnancy if a woman
experiencing amenorrhea was more than four weeks
late for an injection.  ■

DMPA: Weight Gain
Many women who use DMPA gain weight.  The
WHO clinical trials found an average weight gain of
1.5 to 2 kilograms in the first year of use.  After
several years of using DMPA, typically more than
80% of women have gained weight.

However, many of the studies reporting weight gain
have not included comparison groups of non-users or
considered other factors that could contribute to
weight gain, such as age or parity.  Some studies that
have considered these factors have found no effect of
DMPA on weight during the first year of use.

Only 2% of women stop using DMPA because of
weight gain.  Some DMPA users may view weight
gain as desirable, while others may consider it
disadvantageous or unacceptable.  Women should be
counseled that modifications in diet and exercise may
help control weight.

If, despite counseling and reassurance or  ➔
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appropriate treatment, a woman still is unhappy
about menstrual changes, weight gain, or any other
side effects of DMPA, the provider should help her
choose another contraceptive method.  ■

DMPA: Return to Fertility
DMPA does not permanently reduce fertility.
However, it usually takes about four months longer
for a woman to achieve pregnancy after
discontinuing DMPA than after discontinuing other
reversible contraceptive methods.

This slide compares return to fertility after
discontinuation of DMPA and combined oral
contraceptives.  Note that on the graph,
discontinuation of DMPA is counted as 15 weeks
after the last injection of DMPA.  Keep in mind also
that the percent of women having conceived will
never reach 100%, because in any population, some
women are unable to conceive.

The length of time a woman has used DMPA makes
no difference in return to fertility.  How long it takes
for fertility to return depends on how long it takes
the woman to metabolize fully the DMPA from her
last injection.  Because women differ in how they
metabolize DMPA, there is considerable variability
in how long it takes to become pregnant after
discontinuation.

On average, women can become pregnant 9 to
10 months after their last DMPA injection.  Some
women may become pregnant as soon as 4 months
after their last injection, but a small percentage may
take as long as 18 months.  As the slide shows, the
difference in fertility between former DMPA users
and former users of combined oral contraceptives
disappears within 16 months after discontinuation.

Because of the delay in return to fertility, women  ➔
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should be counseled to consider discontinuing DMPA
several months before the time they want to conceive.
They should be reassured that DMPA does not cause
permanent infertility.  ■

Slide 21 Activity

DMPA: Safety  Concerns

•  Ask participants to share some of the safety concerns they
   have heard about DMPA.
•  Ask participants which of these concerns are myths.
•  Ask participants how safety concerns can best be addressed
   with clients.
•  Tell participants that they will talk more about how best to
   address these concerns when they talk about counseling
   later in the session.  Now you want to consider four issues
   related to the safety of DMPA that commonly concern
   women and their providers.

DMPA: Safety Concerns
Next, we will consider four issues related to the
safety of DMPA that have caused concern among
women and providers:

•  the relationship between DMPA and the risk of
cancer

•  exposure of the fetus to DMPA

•  exposure of breastfeeding infants to DMPA

•  the effect of DMPA on bone density  ■

No Overall Increased Risk of Breast Cancer
with DMPA
The concern that DMPA might increase the risk of
breast cancer arose from the results of experiments on
beagle dogs in the early 1970s.  More recently, two
large and well-designed studies — the WHO
multinational study and a study in New Zealand —
examined breast cancer risk in women using  ➔
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DMPA.  These studies both concluded that use of
DMPA does not affect the overall risk of breast
cancer.

These studies also showed that DMPA users had a
somewhat increased risk of breast cancer during their
first five years of DMPA use.  Women who had used
DMPA for longer than five years had no increased
risk of cancer.  One possible explanation for the
increased risk during the first five years of DMPA use
is detection bias, meaning that since these women see
their doctors more frequently than non-users, it is
likely that their cancer would be identified earlier.
Another possible explanation is that DMPA may
accelerate the growth of pre-existing tumors, again
resulting in an earlier diagnosis.

Women in their first five years of DMPA use tend to
be younger women, whose risk of breast cancer
without DMPA use is very low.  So even with the
increased risk associated with DMPA, their risk of
breast cancer is still quite low.   ■

No Increased Risk of Invasive Cervical
Cancer with DMPA
The large WHO multinational study and several
smaller studies have found no increased risk of
invasive cervical cancer in women who have used
DMPA.  This is true regardless of how long or how
recently a woman has used DMPA.

The WHO study also showed that DMPA users have a
slightly increased risk of developing cervical
carcinoma in situ, which is a noninvasive cancer
limited to the epithelium of the cervix.  The risk
seems to increase with duration of DMPA use, but
declines after 10 years. It also may be attributable to
detection bias.  ■

Slide 23
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DMPA Protects Against Endometrial Cancer
DMPA use significantly reduces the risk of
endometrial cancer.  The WHO multinational study
found that DMPA had at least as strong a protective
effect as combined oral contraceptives.  Overall,
women who use DMPA are 60% less likely to
develop endometrial cancer than women who never
have used DMPA.  The protective effect lasts for at
least eight years after women stop using DMPA.  ■

No Link Between DMPA and Other Cancers
Although it has been thought that DMPA might have
some protective effect against ovarian cancer, as
observed with oral contraceptives, the WHO
multinational study found no such effect.  The results
suggested that use of DMPA has no effect on the risk
of ovarian cancer.

The WHO multinational study also found no
association between DMPA use and any type of liver
cancer.  No relationship was found between liver
cancer risk and either duration of DMPA use, time
since last use or time since first use.  ■

Fetal Exposure to DMPA
DMPA has no known harmful effects on the fetus.

In fact, DMPA has been used in large doses as a
treatment during pregnancy to prevent spontaneous
abortion and premature delivery.  Fetal exposure to
DMPA does not increase the risk of congenital
malformation.  Long-term studies of children exposed
to DMPA in utero have found no adverse effects on
growth or development, including sexual and
intellectual development.

If a woman using DMPA is found to be pregnant, she
should discontinue use of DMPA, but she may
continue the pregnancy if she wishes.  ■

Slide 25
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Exposure of Breastfeeding Infants to DMPA
DMPA has been used extensively by women who are
breastfeeding.  Studies have shown that DMPA has no
adverse effects on:

•  the onset or duration of lactation

•  the quantity or quality of breast milk

•  the health and development of nursing infants

DMPA is excreted through breast milk.  A
breastfeeding infant swallows a small amount of
DMPA, which enters the child’s circulatory system.
In newborn infants, the liver may not yet be mature
enough to metabolize the DMPA received through
breastmilk.  Therefore, as a precaution, it is
recommended that a woman who is breastfeeding
wait until her child is six weeks old before using
DMPA.

However, some providers prefer to initiate DMPA use
immediately postpartum in cases where it would be
difficult for the woman to return for the injection at
the appropriate time.  ■

Slide 28 Activity

The Effect of DMPA on Bone Density

•  Ask participants: “Would you offer DMPA to an unmarried
   15-year-old girl?”
•  Facilitate a brief discussion about participants’ responses.  ■

Effect of DMPA on Bone Density
Most studies have found that DMPA users have lower
bone density than non-users, especially women age
21 or younger.  A woman’s bones normally reach
their maximum density during the teen years, but use
of DMPA during adolescence prevents this.

Women who start using DMPA as adults appear to
regain most of the lost bone after they stop using  ➔
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DMPA.  However, it is not yet known whether bone
loss in adolescents and young women is completely
reversible.  If not, young women who use DMPA
could have an increased risk of developing
osteoporosis later in life.

Long-term studies are needed to determine whether
DMPA use increases the risk of osteoporosis,
especially in women who begin using DMPA at a
young age.  Currently, DMPA use is considered to be
generally acceptable for young clients, because the
benefits of using the method outweigh the theoretical
risk of osteoporosis.  ■

WHO Eligibility Criteria for Contraceptive Use
The World Health Organization has developed
medical eligibility criteria for the safe use of various
contraceptive methods.  Providers use these criteria in
deciding whether it is appropriate for a woman with a
particular medical condition to use the contraceptive
method in question.  For each contraceptive method,
medical conditions are classified into four categories
based on the risks and benefits associated with use of
that method by women having those medical
conditions.

The WHO eligibility criteria use the following four
categories to classify medical conditions:

•  Category 1:  For women with these conditions, the
method presents no risks and can be used without
restriction.

•  Category 2:  For women with these conditions, the
benefits of using the method generally outweigh the
theoretical or proven risks.  Women with these
conditions generally can use the method, but
monitoring by the provider may be appropriate in
some cases.  ➔
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•  Category 3:  For women with these conditions, the
risks of the method generally outweigh the benefits.
Women with these conditions generally should not
use the method.  However, if no better options for
contraception are available or acceptable, the health-
care provider may judge that the method is
appropriate, depending on the severity of the
condition.  In such cases, careful monitoring by the
provider is essential.

•  Category 4:  For women with these conditions, the
method presents an unacceptable health risk and
should not be used.

In some cases, a particular condition is assigned to
one category for initiation and another for
continuation of the method.  In other words, for
certain conditions, the category depends on whether a
woman with the condition wishes to initiate the
contraceptive method, or whether a woman already
using that method develops the condition.

Under circumstances where clinical judgment is
limited, as when DMPA is distributed by community
health workers, these categories may be further
simplified, as shown on the slide:

•  Women with conditions classified as Category
1 or 2 can use the method.

•  Women with conditions classified as Category
3 or 4 should not use the method. ■

DMPA: WHO Eligibility Criteria
The next two slides show some of the WHO
eligibility criteria for DMPA.  The conditions
mentioned are examples, not complete lists.

This slide shows Category 4 and Category 3
conditions:

•  Category 4:  Women should not use DMPA if  ➔
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they have breast cancer because it could accelerate
growth of this hormone-sensitive tumor.  Also, if they
have suspicious unexplained vaginal bleeding, they
should not initiate DMPA use until the bleeding has
been evaluated, because DMPA’s effects on bleeding
could mask a potentially serious underlying
condition.

•  Category 3:  DMPA is not recommended for
women with blood pressure higher than 180/110,
because high blood pressure is an important risk
factor for cardiovascular disease, and there is concern
that DMPA could affect the progression of this
disease.  Similarly, DMPA is not recommended for
women who have diabetes with vascular
complications.

DMPA also is not recommended for women
with active hepatitis, because of concern that the
disease reduces the liver’s ability to metabolize the
hormone.   ■

DMPA: WHO Eligibility Criteria (cont.)
This slide shows Category 2 and Category 1
conditions:

•  Category 2:  DMPA generally is acceptable for
women with mild to moderate hypertension, history
of hypertension, or diabetes without vascular
complications.

•  Category 1:  Use of DMPA is acceptable without
restriction for women who are heavy smokers and for
women with deep venous thrombosis or pulmonary
embolism, because DMPA does not increase the risk
of thrombosis.  DMPA also is acceptable for women
with biliary tract disease, or sexually transmitted
diseases (including HIV and AIDS), as its effects are
not relevant to these conditions.  ■
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Initiate DMPA When Reasonably Sure a
Woman is Not Pregnant
Before initiating DMPA, the provider should be
reasonably sure the woman is not pregnant, because
pregnant women should avoid unnecessary use of
medication.  One can be reasonably sure a woman is
not pregnant if she has no signs or symptoms of
pregnancy and if any one of these criteria is met:

•  She is within the first seven days after onset of
menses.

•  She has not had intercourse since her last menses.

•  She is using contraception correctly and
consistently.

•  She is within seven days postabortion.

•  She is within four weeks postpartum, if she is not
breastfeeding.

•  She is within six months postpartum, if she is fully
breastfeeding and is amenorrheic.

If the provider cannot be reasonably sure the woman
is not pregnant, she should be given a backup
contraceptive method and asked to return for her first
injection during her next menses.  ■

DMPA: When to Begin
DMPA can be initiated at any time during the
menstrual cycle.  If DMPA is initiated during the first
seven days of the menstrual cycle (where day one is
the first day of bleeding), no backup contraceptive
method is necessary.  If the first injection is given at
any other time, use of a backup contraceptive method
for seven days following the injection should be
considered.

DMPA can be initiated immediately postpartum if the
woman is not breastfeeding.  Ideally, women who  ➔
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are breastfeeding should not start using DMPA until
six weeks postpartum, because of the theoretical
concern that newborn infants may not be able to
metabolize DMPA received in breast milk.

DMPA can be initiated immediately postabortion.  ■

DMPA: Injection Schedule
A woman should receive an injection of DMPA once
every three months (or 90 days).

The window for subsequent injections — in other
words, how early or late the injection can be given,
while maintaining effective contraception — is up to
four weeks early or four weeks late.

If a woman returns more than four weeks late, she can
receive an injection if the provider is reasonably sure
she is not pregnant.  The use of backup contraception
for seven days should be considered, and the woman
should be counseled that delaying injections increases
the risk of pregnancy.  ■

Slide 35 Activity

NET-EN

•  Tell participants that in this section they will talk about
   NET-EN.
•  Ask participants if any of them prescribe NET-EN.
•  If some participants do prescribe NET-EN, ask them for
   their opinion on the similarities and differences between
   NET-EN and DMPA.
•  Be certain to correct any misinformation by the end of the
   section.
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NET-EN
Next, we will discuss the characteristics of NET-EN,
another progestin-only injectable contraceptive,
known commercially as Noristerat or Norigest.
Women using NET-EN receive a deep intramuscular
injection once every two months at a dose of
200 milligrams.

NET-EN is less widely used and less widely studied
than DMPA.  However, its characteristics are very
similar to those of DMPA.  We will first summarize
the ways in which NET-EN and DMPA are similar,
and then describe the ways in which they differ.  ■

NET-EN: Similarities to DMPA
Both progestin-only injectables — DMPA and
NET-EN — are about equally effective when used
according to the recommended schedule.  Their safety
and mechanisms of action are the same.  They also
share the same advantages and disadvantages of use
and the same indications and contraindications for use
(or eligibility criteria).  ■

NET-EN: Differences from DMPA
NET-EN differs from DMPA mainly in having a
shorter duration of effectiveness, and thus a different
injection schedule. Both progestin-only injectables
have major effects on bleeding, but NET-EN has
somewhat less effect than DMPA. NET-EN generally
is more expensive than DMPA per month of use
because it requires more frequent injections.  ■
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NET-EN: Side Effects
NET-EN and DMPA users experience similar types of
side effects.  As with DMPA, most NET-EN users
experience changes in bleeding.  However, NET-EN
has somewhat less effect on bleeding than DMPA
during the first six months of use.

In particular, NET-EN users are less likely to
experience prolonged bleeding or spotting during the
first six months.  After six months, bleeding patterns
in NET-EN and DMPA users are similar.  ➔

Amenorrhea also is less common in NET-EN users.
After one year, about a third of women using NET-
EN have developed amenorrhea, compared with
about half of DMPA users.

These differences in the frequency of side effects may
cause some users to find one of the progestin-only
injectables more acceptable than the other.  For
example, in the WHO clinical trials, NET-EN users
were less likely to discontinue because of amenorrhea
in the first year.  ■

NET-EN: When to Begin
As with DMPA, NET-EN can be initiated at any time
during the menstrual cycle if the woman is not
pregnant.  If the injection is given at any time other
than the first seven days of the cycle, use of a backup
contraceptive method for seven days following the
injection should be considered.

As with DMPA, NET-EN can be initiated
immediately postpartum if the woman is not
breastfeeding, and preferably no sooner than six
weeks postpartum if she is breastfeeding.

NET-EN can be initiated immediately postabortion. ■
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NET-EN: Injection Schedule
A woman should receive an injection of NET-EN
once every two months (or 60 days).

The window for subsequent injections is up to two
weeks early or two weeks late.  Thus, the injection
schedule is more rigid for NET-EN than for DMPA.

If a woman returns more than two weeks late, she can
receive an injection if the provider can be reasonably
sure she is not pregnant.  ■

Slide 41 Activity

Combined Injectables

•  Tell participants that in this next section they will talk about
   combined progestin and estrogen injectable contraceptives.
•  Ask participants if they prescribe combined injectable
   contraceptives.
•  If some participants do prescribe combined injectable
   contraceptives, ask them for their opinion on the similarities
   and differences between combined and progestin-only
   contraceptives.
•  Be certain to correct any misinformation by the end of the
   section.  ■

Combined Injectable Contraceptives
Next, we will discuss the characteristics of combined
injectable contraceptives, which, like combined oral
contraceptives, contain both progestin and estrogen.
Combined injectables currently are used by an
estimated one million women worldwide.

Combined injectables are administered as a deep
intramuscular injection once a month (or every
30 days).  Because combined injectables include
estrogen and are administered on a monthly schedule,
users have more regular bleeding than with progestin-
only injectables.  However, the presence of estrogen
may result in a variety of estrogen-related side
effects, such as nausea or headaches.  ■
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Combined Injectables: Older Products
Two combined injectables have been in use for many
years.

One, most commonly known as Deladroxate, is a
combination of 150 milligrams of
dihydroxyprogesterone acetophenide and
10 milligrams of estradiol enanthate.  It currently is
sold in some Latin American countries under a variety
of trade names, including Perlutal, Perlutan, and
Topasel.

Deladroxate continues to be widely used in some
Latin American countries, primarily because it
provides more regular bleeding cycles than the lower-
estrogen products.  However, questions remain about
its safety, because of its high doses of hormones,
especially estrogen.  A lower-dose formulation,
containing 90 milligrams of dihydroxyprogesterone
acetophenide and 6 milligrams of estradiol enanthate,
is being tested.

The other older combined injectable, known as
Chinese Injectable Number 1, is a combination of
250 milligrams of hydroxyprogesterone caproate and
5 milligrams of estradiol valerate.  This product is
used mainly in China.

Clinical trials have shown Chinese Injectable
Number 1 to be slightly less effective than other
combined injectables.  It must be administered twice
during the first month to achieve a pregnancy rate of
less than 1%.  Also, users experience more frequent
bleeding than with the other combined injectables.  ■

Combined Injectables: Newer Products
Two newer combined injectables have been
extensively studied by the World Health Organization:

•  A combination of 25 milligrams of DMPA and
5 milligrams of estradiol cypionate, known  ➔
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commercially as Cyclofem or Cyclo-Provera.

•  A combination of 50 milligrams of NET-EN and
5 milligrams of estradiol valerate, known
commercially as Mesigyna or Norigynon.

These newer combined injectables have been more
thoroughly studied than the older products.  They are
considered better alternatives, because their estrogen
content is lower than that of Deladroxate, and the
safety of their progestins (DMPA and NET-EN) is
well established.

In this presentation, we will discuss only these two
newer combined injectables.  For convenience, we
will refer to them by their most widely used names —
Cyclofem and Mesigyna.  ■

Slide 44 Activity

Combined Injectables: Advantages

•  Return to the list of DMPA advantages.
•  Ask participants to identify if combined injectables have any
   similar advantages.  ■

Combined Injectables: Advantages
Combined injectables offer many of the same
advantages as progestin-only injectables.  They are
safe and highly effective, and they are easy to use
correctly and consistently.

Combined injectables are reversible, and they can be
discontinued without the provider’s help.  They can
be provided at locations other than clinics.

The use of combined injectables requires no action at
the time of sexual intercourse.  Their use can be kept
private more successfully than use of progestin-only
injectables because bleeding is more regular.

Also, combined injectables are presumed to provide
health benefits similar to those of combined oral  ➔
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contraceptives.  However, because combined
injectables are newer than combined oral
contraceptives, their benefits have not yet been
confirmed by research.  ■

Slide 45 Activity

Combined Injectables: Disadvantages

•  Return to the list of DMPA disadvantages.
•  Ask participants to identify if combined injectables have any
   similar disadvantages.  ■

Combined Injectables: Disadvantages
Combined injectables have some of the same
disadvantages as progestin-only injectables.  They
have side effects, including bleeding irregularities,
and they offer no protection against sexually
transmitted diseases, including HIV infection.  The
action of combined injectables cannot be stopped
immediately; after a woman’s last injection, the
hormone levels in her blood decrease gradually.

Also, combined injectables must be administered
more frequently than progestin-only injectables.  ■

Combined Injectables: Menstrual Changes
The most common side effects of combined
injectables are menstrual changes — specifically,
prolonged or irregular bleeding or spotting.
However, menstrual changes are much less frequent
with combined injectables than with progestin-only
injectables.

This slide compares first-year menstrual changes in
users of the combined injectable Cyclofem and the
progestin-only injectable DMPA.

With both types of injectables, irregular and
prolonged bleeding are most common in the first
months of use, then decrease over time.  ➔
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However, these bleeding changes are less common
with Cyclofem than with DMPA.  At the end of the
first year, fewer than a third of women using
combined injectables experience irregular or
prolonged bleeding, compared with about half of
DMPA users.

Amenorrhea also is much less common with
Cyclofem than with DMPA.  Fewer than 3% of
women using Cyclofem are amenorrheic by the end
of the first year,  compared with about 40% of DMPA
users.

Many women who use combined injectables have
regular bleeding, starting about 15 days after each
injection.  At the end of the first year, nearly three
quarters of users experience regular bleeding.  In
general, users of combined injectables are less likely
than users of progestin-only injectables to discontinue
the method because of menstrual changes.  ■

Combined Injectables: Less Common
Side Effects
Users of combined injectables also report weight gain
and estrogen-related side effects, including
headaches, dizziness, and breast tenderness.  Each of
these side effects is less common than menstrual
changes.  Nevertheless, they can result in
discontinuation.

In the WHO clinical trials, women using combined
injectables gained an average of about 1 kilogram in a
year — somewhat less than the average weight gain
with DMPA.  The one-year discontinuation rates were
2% for weight gain and 3.5% for headaches and
dizziness.  Studies have shown that if these side
effects are not addressed through counseling,
discontinuation rates are higher.  ■
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Combined Injectables: Management of
Menstrual Changes
Bleeding-related side effects usually can be managed
through counseling.  Before the first injection, women
should be told to expect bleeding 12 to 15 days after
each injection.  They should be counseled that
menstrual changes are common with combined
injectables, especially during the first three months,
and that these changes are not a sign of disease.

If, despite counseling and reassurance, a woman finds
irregular or prolonged bleeding to be unacceptable,
but wants to continue using a combined injectable,
treatment should be considered.  Administration of
ibuprofen or a short course of a combined oral
contraceptive, as described for progestin-only
injectables, may reduce the bleeding.  In the rare
cases where women experience very heavy bleeding,
they should be evaluated for anemia.

As with progestin-only injectables, amenorrhea is
managed through counseling.  Women should be
reassured that amenorrhea does not indicate
pregnancy if they have been receiving their injections
on time.

If a woman still is unhappy about any of these side
effects of combined injectables even after counseling
or appropriate treatment, the provider should help her
choose another contraceptive method.  ■

Combined Injectables: Return to Fertility
Because combined injectables are effective for a
shorter period than progestin-only injectables, their
effect is more rapidly reversible.  This slide shows the
return to fertility after discontinuation of the
combined injectable Cyclofem.  The time of
discontinuation is counted as one month after the last
injection.  ➔
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Women who stop using combined injectables may
become pregnant as soon as six weeks after their last
injection.  The fertility rate is over 50% at six months
after the last injection and over 80% after one year.
Again, remember that the percentage of women
having conceived will never reach 100% because, in
any population, some women are unable to conceive. ■

Combined Injectables: Safety
As we have discussed, the safety of the progestins in
Cyclofem and Mesigyna is well established, and there
are relatively few contraindications to the use of these
progestins.

Users of combined injectables are at no greater risk of
developing cardiovascular diseases than non-users,
acccording to one study. In fact, Cyclofem and
Mesigyna contain natural estrogens, which may have
beneficial effects on lipid metabolism and
cardiovascular function.  The daily dose of estrogen
in combined injectables is small, similar to normal
estrogen levels in the first half of the menstrual cycle.
Thus, estrogen-related side effects are expected to be
minimal.

However, long-term information on health effects is
not yet available for combined injectables.  Therefore,
the current contraindications to their use are based on
safety information for combined oral contraceptives,
and combined injectables are not recommended for
women with conditions that could be affected by
estrogen.  ■

Combined Injectables: WHO Eligibility
Criteria
The next two slides show some of the WHO
eligibility criteria for combined injectables.  Because
long-term safety information is limited for combined
injectables, their eligibility criteria are based  ➔
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mainly on the conservative assumptions made for
combined oral contraceptives.  The conditions
mentioned here are examples, not complete lists.

This slide shows Category 4 and Category 3
conditions.  As we mentioned earlier, women with
conditions in Category 4 should not use the method,
and the method is not recommended for women with
conditions in Category 3.

•  Category 4:  Women should not use combined
injectables if they have breast cancer, because it could
accelerate growth of this hormone-sensitive tumor.

Women should not use combined injectables if
they have blood pressure of 180/110 or higher,
because of theoretical concerns about increased risk
of cardiovascular disease.

Also, women should not use combined
injectables if they have current or past deep venous
thrombosis or pulmonary embolism, because of
concern about possible increased risk of thrombosis
due to estrogen.  This is an example of a condition
that falls in very different categories for combined
and progestin-only injectables.  As we mentioned
earlier, women with deep venous thrombosis or
pulmonary embolism can use progestin-only
injectables without restriction, as they do not contain
estrogen.

•  Category 3:  Initiation of combined injectables is
not recommended for women with moderate
hypertension.

Also, combined injectables are not
recommended for heavy smokers over 35 years of
age, because of concern about possible increased
risks of cardiovascular disease and thrombosis.  In
contrast, heavy smokers can use progestin-only
injectables without restriction.  ■
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Combined Injectables: WHO Eligibility
Criteria (cont.)
This slide shows Category 2 and Category 1
conditions.  As we have discussed, women with
conditions in Category 2 generally can use the
method, and women with conditions in Category 1
can use it without restriction.

•  Category 2:  Combined injectables generally are
acceptable for women who have diabetes without
vascular complications.  They also generally are
acceptable for women with biliary tract disease,
although there is theoretical concern based on studies
of combined oral contraceptives.  Combined
injectables generally are acceptable for women over
40 years of age, although there is concern about the
possible increased risk of cardiovascular disease.

•  Category 1:  Use of combined injectables is
acceptable without restriction for women with
varicose veins, thyroid disorders, or sexually
transmitted diseases.  ■

Combined Injectables:  When to Begin
As with progestin-only injectables, combined
injectables can be started at any time during the
menstrual cycle, as long as the provider is reasonably
sure the woman is not pregnant.

If the first injection is given during the first seven
days of the menstrual cycle, no backup contraceptive
method is necessary.  If the injection is given at any
other time, use of a backup contraceptive method for
seven days following the injection should be
considered.

Combined injectables can be initiated three weeks
postpartum if the woman is not breastfeeding.  The
delay is because the estrogen in combined injectables
may promote blood clotting in the early postpartum
period.  ➔
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If the woman is breastfeeding, a delay of six months
is recommended.  There are no clinical data on the
effects of combined injectables on lactation; rather,
this recommendation is based on the fact that estrogen
in combined oral contraceptives decreases the amount
of breast milk produced.

Combined injectables can be initiated immediately
postabortion.  ■

Combined Injectables: Injection Schedule
A woman should receive an injection of a combined
injectable once a month (or every 30 days).

The window for subsequent injections is up to three
days early or three days late.  Thus, combined
injectables require a more rigid injection schedule
than progestin-only injectables.

If a woman returns more than three days late, she can
receive an injection if the provider is reasonably sure
that she is not pregnant.  ■

Activity III – Patient Scenarios

Before you begin: prepare copies of FHI's Quick Reference
Chart for the Medical Eligibility of the WHO and the patient
scenarios in the Presenter Tools section of the module.
•  Tell participants that they will now consider some common
   patient scenarios related to injectable contraceptives. In
   each of these scenarios clients have a condition or question
   that makes their situation unique.  At this point it is not
   necessary to cover basic counseling points. Participants
   will do that during the next activity. The point of this
   exercise is to address the one specific issue related to the
   use of injectables which is arises from each situation.
•  Divide participants into groups of two or three people
   (there are enough scenarios for 12 groups).
•  Give each group a patient scenario.
•  Ask them to come up with a solution using the WHO
   guidelines and the technical information they received
   during this session.
•  Give them five to 10 minutes to discuss their solutions.  ➔
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•  Each group should then present their solution and discuss
   it with the entire group.
•  Correct any misinformation presented.  ■

Providing Injectables
Now that we have reviewed the characteristics of
injectable contraceptives, we will consider three
issues related to providing injectables:  counseling,
injection procedures, and programmatic issues.  ■

Counseling About Injectables
A client’s satisfaction with any contraceptive method
depends greatly on counseling.  This is especially true
with injectables.  For programs offering more than
one type of injectable, counseling can help each
woman choose the product she will find most
acceptable.

When a woman chooses an injectable contraceptive,
the provider must be sure that she has carefully
considered these factors:

•  all available contraceptive options

•  the advantages and disadvantages of the injectable
and how its use may affect her lifestyle

•  anticipated menstrual changes and other potential
side effects

•  the timing of return to fertility after injections are
discontinued

•  the need for regular, timely injections  ■

Counseling About Injectables (cont.)
Once a woman has decided to use an injectable
contraceptive, it is important that she be counseled on
these points:   ➔
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•  She should not massage the injection site after an
injection.

•  She should expect bleeding to occur 12 to 15 days
after the injection.

•  She should return if problems arise.

•  She should keep in mind that injectables do not
protect against sexually transmitted diseases,
including HIV.

A woman at high risk for sexually transmitted
diseases should not be counseled against using
injectables for contraceptive purposes.  Rather, if she
chooses to use an injectable contraceptive, she
should be encouraged to use condoms in addition, to
prevent infection.  ■

Counseling Reduces Discontinuation
With injectable contraceptives, the quality of
counseling has an especially large effect on whether
women discontinue the method because of side
effects.  As we have mentioned, menstrual changes
are the most common reason for discontinuation of
injectables.  Women are much more likely to
continue using injectables if they have received
adequate counseling about the possibility and
meaning of side effects.

For example, in one study with DMPA, women who
had been counseled about side effects were more
than three times as likely to continue using the
method as women who had not been counseled.  In
studies with Cyclofem, first-year discontinuation
rates were up to ten times as high at some sites than
at others.  The sites that provided better counseling
had lower discontinuation rates.  ■
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Activity IV – Counseling Role-Play

•  Tell participants that they will use their patient scenerios
   to role-play counseling clients about injectable
   contraceptives.
•  Remind participants that it is extremely important to
   address side effects. Clients may also have other concerns.
   For example, a client may be concerned about cancer risks,
   and participants will need to counsel the client about this.
•  Ask participants to stay in their groups of two or three
   people.  If there are two people, one person should play the
   role of the client and the other should play the role of the
   provider.  If there are three people in the group, the third
   person should watch and then help provide feedback.
•  Give the groups 10 minutes to complete their first role-play.
   At the end of the 10 minutes ask participants to switch roles
   and do the role-play again.
•  At the end of the second role-play ask participants if they
   felt that the information they learned during this
   presentation changed their counseling session.  If yes, ask
   them how.
•  Correct any misinformation presented.  ■

Injection Technique
Injectable contraceptives are administered by deep
intramuscular injection.  Their effectiveness depends
in part on correct injection technique.

Injections may be given in the deltoid muscle of the
upper arm or the gluteus muscle of the buttocks.  The
deltoid is generally more accepted by women and is
more easily accessed by the provider.  The choice
should depend mainly on the woman’s preference.

The active ingredients in DMPA and Cyclofem are
suspended in water, so the vial must be lightly shaken
to dissolve any sediment at the bottom.  NET-EN and
Mesigyna are thick oil-based solutions, so special
care is needed to draw all of the solution into the
syringe.

The injection site should not be massaged after the
injection because that causes the hormone(s) to be
absorbed more rapidly than desired.  ■
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Sterile Injection Procedures
An important requirement for any program offering
injectable contraceptives is to ensure that injections
are provided under sterile conditions, to prevent
infection or disease transmission.  Providers must use
aseptic injection technique, following these steps:

•  Wash hands before each injection.

•  Clean the injection site, using a new piece of
 cotton for each client.

•  Use a sterile needle and syringe for each injection.

• Dispose of waste, such as used cotton swabs or
gauze, in a leak-proof container with a tight-fitting lid
or in a plastic bag, kept separate from the general
trash.

Single-use needles and syringes are preferred.  Where
single-use needles or syringes are used, providers
must ensure that they are not reused and are disposed
of safely.  Where reusable needles or syringes are
used, providers must ensure that adequate sterilization
procedures are used.  ■

Programmatic Issues: Delivery Options
Injectable contraceptives can, of course, be
administered in clinics.  However, with proper
planning and monitoring, they can be provided at
alternative locations, such as pharmacies or clients’
homes.

Injectables can be provided safely by health workers
of any type — including nurses, midwives,
pharmacists, or community-based workers — if they
receive appropriate training in injection technique and
counseling.  The use of these alternative providers
can increase the acceptability and continued use of
injectables.  ➔
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Providers should advise women to return if they have
questions or concerns or if they experience health
problems.  Alternative providers must be able to
recognize when they need to refer clients to a higher
level of care.

All providers should devise a mechanism to help
women remember when to come for their next
injection, such as providing appointment cards or
making reminder telephone calls.  ■

Programmatic Issues: Program
Requirements
Given their established safety, ease of use, and
options for delivery, injectable contraceptives can be
offered by virtually any family planning service.

Introducing injectables as a new contraceptive
method requires that providers be trained to give
injections and to counsel clients effectively.  In both
clinical and nonclinical settings, effective supervision
must be established, with supervisors overseeing both
the technical and the counseling aspects of providing
injectables.  The need to refer clients to a higher level
of care must be considered, especially when
injections are provided in nonclinical settings.

The program must be able to reliably obtain adequate
supplies of injectables, needles, and syringes, provide
adequate storage facilities for the supplies, distribute
them to providers, and ensure that products are not
used after their expiration date.

If there is any question about whether adequate
supplies of contraceptives can be maintained, the
program may want to consider offering only one type
of injectable, rather than trying to maintain steady
supplies of several products.  It is not advisable to
switch women from one injectable to another on a
regular basis.  ■
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Programmatic Issues: Training
Health workers who are to provide injectable
contraceptives need to be trained in both technical
skills and counseling skills.  As we have discussed,
effective counseling is especially important to ensure
continued use of injectable contraceptives.

Providers should be trained in the following topics
and procedures:

•  clinical characteristics of injectables, including
eligibility criteria

•  key counseling points

•  sterile injection technique

•  management of side effects

•  recognition of problems, such as anemia or
excessive bleeding

•  referral procedures

•  record keeping

As part of the training program, trainees should be
required to demonstrate the skills needed to provide
injectables.  ■

Injectables: Conclusion
In conclusion, injectables have characteristics that
make them a desirable method for many women:

•  They are safe.

•  They are as effective as sterilization.

•  They are easy to use correctly.

•  They can be delivered in nonclinical settings.

Appropriate counseling plays a key role in the
provision of injectable contraceptives.  It is  ➔
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relatively simple to train providers to administer
injectables correctly.  However, providers also need to
be trained to counsel clients about the characteristics
of each type of injectable contraceptive, with special
attention paid to side effects.

Family planning programs that offer injectable
contraceptives benefit their clients by increasing their
options for contraception.  ■

Activity V – Return to the Question Tree
•  Have two or three participants walk over to the Question
   Tree that was posted on the wall during Activity I.
•  Ask them to pull questions off the tree and read them to the
   group.  Ask members of the group to volunteer the answers
   if they know them.  If they don’t know the answers you can
   answer the questions for them.  Be certain to correct false
   statements.
•  Congratulate the group on their new knowledge.  ■


