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“Contraception is every health care workers 
responsibility”#

• SOMSA Congress: Quality and Respectful Care in SRMCAH

• Saving mothers recommendations: 5H’s and 5C’s

• TOPIC: The VITAL role of midwives in contraception:
• WHY
• WHAT
• HOW

# Patel M. Contraception: Everyone’s responsibility. SAMJ 
2014. 104(9):644-6



If couples aim to space their children 
more than 2 years apart:

3 in 10 maternal deaths

and 1 in 10 child deaths

could be avoided

Achieving inter-birth intervals of 2 years or more is 
most likely with contraceptive methods which last 15 
months or more



Family planning methods which last for 2 years – LARC



WHY don’t women use PPFP?

I didn’t know I 
needed to use it

I can’t afford it
I don’t know where 

or how to get it

The health provider 
didn’t tell me about it

Health providers don’t 
know about it

My husband or mother-in-law 
does not want me to use it

I’m relying on 
breastfeeding but I’m not 
sure how to use it for FP

How long can I use 
breastfeeding for FP?



When should family planning start?

For most women, ovulation returns before first menses so they have no warning that they 
are at risk of pregnancy

So it is vital that contraception is started before first ovulation

AND THAT IS BEFORE THE 6-WEEK POSTNATAL VISIT



Leading Safe Choices 

Develop and disseminate Best Practice Papers on PPFP and CAC / 

CPAC which can be adapted to local country contexts

Conduct training programmes for health care providers in South 

Africa to increase the quality of service providers

Establish an accreditation process that recognises competence 

and raises the professional standing of health care providers 

working in women’s health. 



GATHER approach to FP counselling

G – Greet the client respectfully

A – Ask them about their family planning needs

T – Tell them about different contraceptive options and methods

H – Help them to make decisions about choice of method

E – Explain and demonstrate how to use the method

R – Return/refer; schedule return visit for follow-up





History taking to ensure the most appropriate and safe  
method of PPFP

• Age

• Methods used in the past and experience of them

• Any methods the woman has in mind – and why

• Any methods the woman would not like to use and why

• Desired family size (is FP for spacing or for limiting?)

• Infant feeding intentions (and previous experience)

• Past medical history including HIV status

• Current health

• Views of partner or other family members



The WHO medical eligibility criteria (MEC) wheel



Category Definition

1
A condition for which there is no restriction for the use of the contraceptive 
method

2
A condition where the advantages of using the method generally outweigh 
the theoretical or proven risks

3
A condition where the theoretical or proven risks usually outweigh the 
advantages of using the method

4
A condition that represents an unacceptable health risk if the contraceptive 
method is used



Who can provide the method?

Category With clinical judgement With limited clinical judgement

1 Use the method in any circumstances
Yes
(Use the method)

2 Generally use the method
Yes
(Use the method)

3
Not usually recommended unless no 
other more appropriate methods 
available or acceptable

No 
(Don’t use the method)

4 Do not use
No 
(Don’t use the method)



Breastfeeding women

Condition

Postpartum breastfeeding POP POI Implant COC

< 6 weeks postpartum 2 2 2 4

≥ 6 weeks to < 6 months 1 1 1 3

≥ 6 months 1 1 1 2

POI = progestogen-only injectable (i.e. Depo-Provera or NET-EN)



Who cannot have an IUD inserted postpartum?

• A woman with postpartum sepsis

• A woman at high risk of postpartum sepsis (e.g. with prolonged rupture of membranes)

• A woman having a PPH



Who cannot use an implant?

• A woman with breast cancer



So it is not difficult to determine which methods can be 
safely used even if someone has a pre-existing medical 
condition. Remember that in settings where maternal 
mortality is high, all methods are safer than getting pregnant 
again until a pregnancy is wanted



Advantages of Post Partum IUD insertion

• Does not require separate post part visit = convenient

• Return for IUD low in those who desired an IUD (27–60%)$

• Assurance patient not pregnant

• Lower costs 

• Safe =  WHO MEC category 1 for <48 hours

• Risks not more than interval insertion 
• Infection rate low
• Perforation is rare
• Vaginal bleeding post partum same as none IUD users

$Whitaker AK, Chen BA. Society of Family Planning Guidelines: Post placental insertion of intrauterine devices. 
Contraception. 2018;97(1):2–13. Available from: https://doi.org/10.1016/j.contraception.2017.09.014
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Results from a postpartum IUD 
programme: what factors influence 

retention and expulsion
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Percent distribution of FP methods received by all NVD 
& C-section patients July 2016 - September 2017  
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Time of NVD-PPIUD Insertion

Time category
Post partum - NVD

N %

0-10 minutes 174 8.4

11min - 2 hours 856 41.6

>2 hours - ≤ 24 hours 743 36.1

>24 hours - ≤ 48 hours 106 5.1

More than 48 hours 18 0.9
Total patients 2060 100

Missing data 163
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Successful /Unsuccessful insertions
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Post partum

N %

Successful IUD insertion 2017 97.9

Not successful 43 2.1

Total patients 2060 100



IUD outcome at 6 weeks – health facility visits 

Continuation of IUD at 6 weeks Post partum
(N=418)

N %

Continuation of IUD 216 51.7

Discontinuation of IUD 202 48.3

Expelled IUD 172 85.1

Removed IUD 30 14.9

• 23% attended for follow up at the 6 pilot facilities
• PPIUD discontinuation (202) as percent of total insertions (1911) – 11%
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IUD outcome at 6 weeks – all sources (facility, telephonic, home visits)

• 677 (35%) of the 1911 NVD-PPIUD patients were successfully followed up

• PPIUD expulsion (297) as percentage of 1911 insertions – 16%

IUD outcome
Post partum

N %

IUD still in place 334 50.7

IUD expelled <6 weeks 297 43.9

IUD removed < 6 weeks 37 5.5

Total followed up 677 100.0
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Summary of practical training

• 5 insertion on models (3 + 2 insertions)

• 5 + 5 (or more) on mothers

• Assessed by master trainer/supervisor

• Independent practice

• Supportive supervision

• Update/advanced training



LSC Data Summary as at July 2018
(excluding CAC)

TOTAL SITES -10 MOU – 4 
HOSPITALS – 6 

Total Trained in PPFP 366

Total certified competent 131

Total Trained in PPFP Counselling 378

PPIUD insertions to NVD patients 3898



HOW – Leading Safe Choices dissemination 
• Leading Safe Choices Best Practice Papers 

• Evidence based recommendations
• Included in Provincial and National Guidelines
• Available on-line

• ESMOE Module
• Postpartum Family Planning
• Introduction
• Outline of training program
• Videos of PPIUD insertion

• Dissemination of PPIUD training to ALL Health Districts
• 52 PPIUD sets
• Mama-U model
• Kelly placenta forceps, etc. 



Dissemination next steps
• Leading Safe Choices program ends in December 2018

• Training material available to all Provinces 

• Access through Provincial MCH Directorates

• Access through SOMSA

• Coordination of PPFP implementation:
• Training of master trainers
• Training of counsellors
• Training of Midwives
• In-service training

• Accreditation
• Mentorship

• Workshop TODAY



Remember that we healthcare providers can prevent 
maternal and infant deaths and morbidity by providing 

postpartum contraception in a timely manner


