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What are High Impact Practices (HIPs)?
• Evidence-based family planning practices
vetted by experts and documented in an easyto-use format.
• HIP briefs can be used for advocacy, strategic
planning, program design, looking at research
gaps, to inform policies and guidelines, and to
support implementation.

HIP CATEGORIES
HIPs briefs are grouped into three primary categories:

Immediate Postpartum Family Planning:
Offer contraceptive counseling and services as
part of facility-based childbirth care prior to
discharge from the health facility.

Immediate Postpartum Family Planning (IPPFP):
Background

-

Unintended and closely spaced births are associated
with increased maternal, newborn, and child
morbidity.

-

Over 60% of women are not using effective
contraception within 24 months postpartum to avoid
an unintended pregnancy.

Immediate Postpartum Family Planning (IPPFP):
Why is this practice important?
-

Raises awareness of postpartum contraceptive options

-

An increasing number of women and their partners can be
reached through facility-based childbirth

-

Women have more contraceptive options during the
immediate postpartum period

Immediate Postpartum Family Planning (IPPFP):
What is the impact?

IPPFP has led to
significant increases in
percentage of women
giving birth at a
facility leaving with a
modern contraceptive
method.

Percentage of Women Giving Birth Leaving the Facility With a
Modern Contraceptive Method, Before and After Introduction of
Contraceptive Counseling and Services During Childbirth Care

IPPFP Indicators
-

Number/percent of women who delivered in a facility and
received counseling on family planning prior to discharge

-

Number/percent of women who deliver in a facility and
initiate or leave with a modern contraceptive method prior
to discharge

-

See MEASURE Evaluation FP/RH Indicators Database
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Key facts about Family Planning /Contraception


As of 2017, 1.6 billion women of
reproductive age (15–49) live in
developing regions.
– 885 million women want to avoid
a pregnancy;
– Of this, about three-quarters (671
million) are using modern
contraceptives



214 million women of
reproductive age in developing
regions who want to avoid
pregnancy are not using a
modern contraceptive method.
– 155 million who use no method
of contraception
– 59 million who rely on traditional
methods.
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Importance of Immediate PPFP
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Offering modern contraception services as part of care provided during
childbirth increases postpartum contraceptive use and is likely to reduce both
unintended pregnancies and pregnancies that are too closely spaced.
Unintended and closely spaced births are a public health concern as they are
associated with increased maternal, newborn, and child morbidity and
mortality.
After a live birth, the recommended interval before attempting the next
pregnancy is at least 24 months, based on a consultation convened by the
World Health Organization (WHO), in order to reduce the risk of adverse
maternal, perinatal, and infant outcomes.
Despite this evidence, 61% of women are not using effective contraception
within 24 months postpartum to avoid an unintended pregnancy.

Filename

Immediate Post Partum FP


Reasons why women do not use
effective postpartum contraception,
– sociocultural and gender norms that guide
postnatal practices,
– timing of return to sexual activity,
– breastfeeding practices and misconceptions
of conditions for lactational amenorrhea, and
– lack of access to contraceptive services
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WHO recommends that women receive
information on family planning and the health
and social benefits of birth spacing during
antenatal care, immediately after birth, and
during postpartum and well-baby care, including
immunization and growth monitoring.12
Each visit to a health professional offers a unique
opportunity to screen for, counsel, and offer
family planning services.

Immediate Post Partum Family Planning






20

Filename

The postpartum woman is still
considered at risk for an unplanned
pregnancy and a pregnancy which may
come sooner than the recommended 2
year space.
There are many options for
contraception in this period depending
on her health status and if
breastfeeding.
These options may be provided before
she is discharged from a facility
(immediate) or when she and her
newborn are seen for follow up (later).
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Medical eligibility criteria for
contraceptive use (MEC)

Selected practices recommendation
for contraceptive use (SPR)

https://www.who.int/reproductive
health/publications/family_plannin
g/MEC-5/en/

https://www.who.int/reproductiveh
ealth/publications/family_planning/
SPR-3/en/

Implementation guide for MEC and SPR
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Development of tools for counselling and
job aids




MEC Wheel/App/ Online
Contains key information from the MEC for starting/
continuing use of contraceptive methods

WHEEL:https://www.who.int/reproductivehealth/publications/fam
ily_planning/mec-wheel-5th/en/
ONLINE: http://srhr.org/mecwheel/ (online tool)
APPS: https://www.who.int/reproductivehealth/mec-app/en/ (Android
and Apple)
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http://srhr.org
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http://srhr.org
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Why is the practice important?






Providing family planning
counseling as part of childbirth
care raises awareness of the
importance of birth spacing and
postpartum contraceptive
options.
An increasing number of women
and their partners can be reached
through facility-based childbirth
services.
Women now have more
contraceptive options during the
immediate postpartum period.
Offering modern contraception
as part of childbirth services
increases postpartum
contraceptive use.
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Framework of the WHO health system and
its six building blocks
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How to do it:
Tips from implementation experience
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Invest in good documentation and monitoring to help ensure
voluntarism and informed choice.
Update national service delivery guidelines and clarify the role of
service providers.
Conduct formative assessments to guide social and behavior change
strategies.
Consider home visits if targeting PPFP adoption among first-time, young
parents.
Offer the broadest range of contraceptive methods possible and make
them available prior to maternity discharge.
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How to do it:
Tips from implementation experience
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Consider leveraging antenatal care visits to educate clients on
contraception.
Do not forget men.
Plan for contraceptive uptake later during the postpartum period.
Ensure adequate staff, equipment, and supplies, and if possible ensure
their availability 24 hours a day, 7 days a week.
Encourage facility leadership and adjust management practices based
on facility size.

Filename

https://www.fphighimpactpractices.org/
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Saswati Das, Jhpiego India
In her 25 years of experience in public health, Dr. Saswati Das has provided
technical and managerial leadership in maternal and child health, FP,
reproductive health, HIV prevention, quality of care, curriculum development,
and transfer of learning through responsive participatory training and posttraining supportive supervision. She has been working with Jhpiego for nine
years. Prior to Jhpiego, she worked with Population Services International as
Director of Medical Services and Training and IntraHealth as Country Clinical
Manager, and was involved in major programs on sexual and reproductive health
in India.

Sharing experiences of scaling-up of
post-partum IUCD (PPIUCD) services in India
Saswati Das
Director, Program & Clinical Services,
Jhpiego, India

Rationale for adding PPFP/PPIUCD in FP basket
• Huge unmet FP need:
› 65% women in 1st year postpartum period have unmet need
› 26% using any contraceptive (USAID, India, 2009)

• WHO recommends at least 3 year birth interval: 58.8% of births
< 36 months since preceding birth (NFHS 4, 2015-16)
• Increased institutional deliveries: Opportunity for PPFP services
• IUCD an opportunity for long-acting reversible contraceptive
› Increased interest in IUCD
› PPIUCD insertion convenient
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PPIUCD Update: 2010-2018
19 States, 320 Districts, 2000 Govt. Facilities

Rapid scale up of PPIUCD Services: India
(2010 to 2018)
States – 4
Di s tricts – 170
Fa ci lities – 1627

83 Govt. Training sites strengthened

States – 4
Di s tricts – 158
Fa ci lities – 1243

Sta tes – 11
Di s tricts – 262
Fa ci lities – 805

5,184 Doctors & 15,146 Nurses Trained
2,075,358
(Jhpiego)
[8 million (GoI) PPIUCD insertions cumulative]
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Sta tes – 18
Di s tricts – 222
Fa ci lities – 417

Sta tes -17
Di s tricts – 27
Fa ci lities-35

States -18
Di s tricts – 54
Fa ci lities-84

States -19
Di s tricts – 119
Fa ci lities - 211

States – 10
Di s tricts – 264
Fa ci lities – 1135

Sta tes – 4
Di s tricts – 172
Fa ci lities – 1633

Proportion of PPIUCD Acceptors among Institutional Deliveries (Jan’ 2011 – Dec’ 2018)
2%

Andhra Pradesh

3%

Meghalaya
Karnataka

4%

Gujarat

4%

West Bengal

4%

Maharashtra

4%

Intracesarean
9%

Total Deliveries=16,088,217
Total PPIUCD insertion =2,075,358
Acceptance Rate- 13%

Postpartum
(within 48
hrs)
28%

5%

Rajasthan

Postplacental
(within 10
min)
63%

7%

Jharkhand

8%

Delhi

10%

BIHAR

10%

Punjab

11%

Haryana

11%

Tamilnadu

13%

India

15%

Uttar Pradesh

16%

Uttarakhand

17%

Odisha

22%

Madhya Pradesh

22%

Chhattisgarh

25%

Assam

0%
Source: PPIUCD Monthly reports
*Till Dec 2018
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Post-insertion follow-up findings of PPIUCD clients
(Jan’2011 – Dec’2018)

Total PPIUCD insertion =2,075,358
Total Follow up=1,171,541
Follow Up rate- 57%
• 89% PPIUCD clients have no reported
complaints
• Expulsion and infection depend on
providers competency (insertiontechnique and aseptic measures during
insertion)

Expulsion,
3.2%

Infection, 1.4%

No complaint,
88.7%

Source: PPIUCD Monthly reports
*Till Dec 2018

Expulsion rates have remained at acceptable level even
after rapid scale-up and withdrawal of external TA from
many states of India

• Removal needs further exploration to
understand reasons

Continuation at 1 year of insertion: Findings from Jhpiego’s study at 12 district
hospitals across 6 high focus states of India
(Published in Contraception, Vol. 99, Issue 4, p212 – 216. Published online: April, 2019)

•
•

Removal, 6.7%

62.8% PPIUCD clients were continuing the method at 1 year follow up.
Removal and expulsion rates at 1 year were 29.7% and 7.5%, respectively

Key programmatic interventions in system based approach
to ensure quality of PPIUCD services

Aggressive,
continued and
inclusive advocacy

Decentralizing
institutional
training capacity

Implementation
through the system
Using NHM Funds

System
Based
Approach

Standardization of
processes (SOPs)
for each program
component
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Policy shifts
FP as MNCH
intervention
Focus on spacing

Contextualization of
program strategies

Task shifting
Insertion: Drs to SNs
Dedicated counsellors

1. Building Competency of
Providers
2. Use of performance
standards
3. Strengthening of
counselling

4. Analysis of data and
follow-up findings

1. Building competency of providers

2. Use of performance standards
•

To initiate
services in
new facilities

Within 3 weeks

To provide handholding support for
rolling –out services

Onsite
Training
Centralized
Training
Within 3 weeks

Supportive
Supervision
Visit (SSV)

Minimum Performance standards: Set by stakeholders,
implemented at facilities and assessed quarterly
 15 Standards for service delivery sites; Additional 13
standards for training sites
Achievement of service delivery standards at project
facilities
Family planning
counselling, method
specific councelling
on IUCD

•
•
•
•
•
•

Providers performed insertions on model; and supervised
insertion in clients during training
Post-training SSVs to work-sites conducted by program staff
Objectively Structured Clinical Examination (OSCE) of clinical
skills of providers in training and SSVs
Total Number of Govt. Providers Trained (2010-2018): 5,184
Doctors & 15,146 Nurses Trained
Training sites established: 83 (for centralized training)
Average no. of post-training SSVs per facility/per year: 3-7 SSVs

Management of IUCD
services at facility

40%
47%

Screening and
73%provision of PAIUCD
services

55% 72%

81%
The Provider
performs postinsertion tasks

Baseline (2015)
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59%

17%
17% 29%

50%
The provider
manages
69%
return/follow-up
clients of PPIUCD
appropriately

Screening and
88% provision of general
IUCD services

66%

Overall
69%

Screening and
83% provision of PPIUCD
services

3rd Assessment (2017)

3. Strengthening of counselling
• Dedicated counsellors (in high delivery load facilities)

4. Data management & analysis of
clients’ follow-up findings
Data Review

• Training and job-aids for counsellors and nursing staff

Program Monitoring using data

Jhpiego State
Team

Other
Users

• Establishment of counseling corner with IEC posters on the
wall, at the facilities

www.eaisi.in

Client

% Facilities* with counseling corners

Govt
Officials

Provider

Facility

Follow-up
Registers

*sub-district level facilities

• Routing of ANC clients through counselling corner: client’s
choice of FP method for PPFP, is marked on ANC card

Service
registers

Data Entry
Operator

Data Flow of IUCD Services

•

Instituted follow-up of clients and data-analysis

•

Follow-up findings provided constructive feedback for quality


Expulsion and infection depend on providers competency on
insertion and infection prevention



Provider-wise tracking for identifying gaps and planning required
support

Challenges that remain to be addressed
• Preventing unnecessary removals by strengthening counselling on side-effects and management
• Sustaining post-insertion client follow up after withdrawal of TA
• Establishing system of supportive supervision within govt health system

Program implications & lessons
• System based approach with focused interventions during rapid scale-up led to significant number
of PPIUCD acceptors, low expulsion and premature removals; and low adverse events of infection
• Post-insertion follow-up, data-analysis and findings are important for constructive feedback on
quality of PPIUCD services

Key messages
• India’s experience is an evidence that integration of FP services with maternal health can
increase uptake of long acting reversible contraceptive
• Instituted quality PPIUCD services at public health facilities opens opportunities for adding
newer methods as postpartum family planning options for women

Michael Mwiti, Jhpiego Kenya
Michael Mwiti works with Jhpiego Kenya as a Senior Technical Officer in the
PostPregnancy Family Planning Project. He is responsible for providing technical
guidance in the implementation of PPFP choices project in Jhpiego Kenya. He holds
a Bachelor of Science in Nursing and currently pursuing a Master’s of Science in
public health. He has over 10 years’ experience in implementing reproductive health
programs working with international and local implementing organizations, Ministry
of health, private health care service providers and the community. Michael
previously worked with the Tupange project, part of the Urban Reproductive Health
Initiative to strengthen family planning services in Kenya.

Feasibility of immediate
post-pregnancy FP provision in
the context of a broad method
mix: Lessons from Kenya
Presenter:

Michael Mwiti, Jhpiego Kenya
25th September 2019
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Background: Why iPPFP now?
• Post-pregnancy Family Planning (PPFP) protects and empowers post pregnant women
• The two components of PPFP
› Post-partum FP use
› Post-loss-of-pregnancy FP use

• Need for post-partum FP in Kenya

63%

of women
have an unmet
need for FP

23%

of births occur at less
than 24 months after
previous childbirth

19%

19% of women
begin FP within 6
months post partum
(Moore, Z. (2013)

• Release and country adoption of guidelines may not necessarily translate to change in
service delivery practices
43

Background: PPFP Choices Study
Study period: 3 Years
Implementing countries: Kenya and Indonesia
Study design: Quasi-experimental design with an intervention and control
Number of health facilities: 23 per arm per country (16 public, 7 Private)

Research Question:
What are the key determinants at service
delivery, provider level and client level that
influence the uptake of post pregnancy
family planning in the public and private
health care sectors in Indonesia and Kenya?
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Goal:
Generate actionable evidence to be
used to improve programmatic
activities to address post-pregnancy
family planning in the public and
private-for-profit sectors.

Is it feasible to provide
immediate PPFP in the context
of an expanded method mix?
Data Source:
Service statistics data from 23 facilities
between November 2017 to June 2019

7 tested strategies for scaling up iPPFP
7. ENSURING IPPFP TAKES ROOT

4. COMMODITY AVAILABILITY

1. PROVIDER CAPACITY

• It takes effort to introduce a new service
• Leadership Development program
• Facility quality improvement teams

•
•
•

•
•
•
•
•
•
•

Refresher on commodity management
Monitor availability at end user
Accurate and timely reporting

6. SERVICE REORGANIZATION
•
•
•
•
•

Identify iPPFP Champions
Create space for provision
Equip the service delivery points
Provide and manage commodities
Integrate iPPFP with other services

03

04

02

Include PPFP in national curriculum
Whole site orientation
Clinical training
Equip the facility
Train a critical mass
Ensure skill retention
For PPIUCD, focus on few interested

2. DEMAND GENERATION
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•
•
•
•

Local media
Update and engage CHVs
Posters
Audio/Video messages

5. IPPFP COUNSELING
•
•
•
•

General FP counseling is not iPPFP counseling
iPPFP counseling Flipchart
Audio messages supplement counseling
Counseling during ANC and immediate
postpartum

01

06
07

3. DATA MANAGEMENT
•
•
•
•

Advocate for iPPFP in the HMIS
Stamping of the registers
Supplementary monthly
summary tool
Data for decision making

Pictorial Summary
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FP timing in FP register

PPFP Counseling Flipchart

Media engagement

Audio
messages

PPFP Posters

Percentage of postpartum women taking up any iPPFP excluding LAM
100%
90%
80%
70%
60%
50%
40%

21.6%
0.43%

30%
20%
10%
0%

% of clients receiving iPPFP Excluding LAM_Conrol
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% of clients taking any method excluding LAM_Intervention

Number of clients taking up any iPPFP in 23 facilities in the
intervention county (Nov 2017-Jun 2019)
IUCDs

IMPLANTS

POPs

BTL

LAM

101

4,882

99

200

5,314

Percentage uptake of iPPFP Ex. LAM in the private sector
INTERVENTION

(Jan “18 – June 2019)

16.3%

Private Sector Intervention Package
•
•
•
•

CONTROL

(Jan “18 – June 2019)

0.3%

Public sector intervention
Business management skills
Improve collaboration with
the public sector
Empanelment with
National Insurance

Acknowledgement
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Riaz Mobaracaly, Pathfinder International, Mozambique
Riaz is the Country Director for Pathfinder International-Mozambique where he
leads a broad portfolio including integrated family planning projects. Dr.
Mobaracaly is the co-chair of the National FP Technical Working Group where he
helped to develop the national family planning integration guidelines. Prior to
joining Pathfinder, Dr. Mobaracaly worked extensively with the Mozambican
Ministry of Health at levels including roles as district and provincial health
director. Dr. Mobaracaly holds a BS in Medicine from Eduardo Mondlane
University and a certificate in epidemiology from Johns Hopkins University.

Immediate Postpartum Family Planning
Mozambique
Dr. Mahomed Riaz Mobaracaly
September, 25th

OUTLINE
• Mozambique context
• Brief overview of the National FP Integration Guidelines
• Sharing Pathfinder’s PPFP approach & experience
– Demand
– Supply side
• Some results
• PPFP reflections

MOZAMBIQUE CONTEXT
• Population: 28.9 million (Census 2017)
 Urban population: 32%
 Population ages 10-24 years: 33%
• TFR: 5.3 births per woman
 (3.6 urban)
• MMR: 408 per 100,000 live births
 Due to unsafe abortion - 11%
• mCPR: 25.3%
 Unmet need for FP: 23.1%
*Source: IMASIDA, 2015

MOZAMBIQUE FP IN THE REGION
One of The Lowest Crontraceptive Prevalence Rate in Southern Africa
64.0
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54.7

25.3

30
20
10
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Fonte: Global
Report, 2015

MOZAMBIQUE FP INTEGRATION GUIDELINES
Work of multiple projects and organizations which provided body of evidence to MoH and created an
enabling environment by highlighting opportunities.
MCHIP (JHPIEGO & JSI): Post-partum systematic

SCIP & EDS/FPI (Pathfinder): Integrated service

screening tools 2013-14

delivery

 Facility-based systematic screening tool studied

 Community-based outreach services

 Increased uptake of FP method by mothers coming

 Supported integrated service delivery of FP and

to facility with child for immunization and post-natal

Immunization in the community during national

care

health weeks and routine mobile brigades

 Introducing postpartum FP services did not have

 Facilitated and tested FP Integration within the

negative effects on the uptake of immunization or

HIV-C&T

consultations

postnatal care services

Inhambane, Cabo Delgado)

(Gaza,

Nampula,

MOZAMBIQUE FP INTEGRATION GUIDELINES
2013-2015

• Partners evidences &
documentation
• Introduced in NHW incl. LARC
• Approved late 2015

2016

• Phased approach
implementation
(1HF/district)

2017

• 30 pages guideline
document
• 8 page circular

• Scale-up to
all eligible
HFs

Contents
• Rationale, goals and objectives
• Resource & training recommendations
• Logistical considerations
• Service/referral flowcharts, and data
flow recommendations
• Documentation, Monitoring and
Evaluation specifications
• Responsibility, Coordination and Role of
Partners
• Workplan and Implementation Schedule

PATHFINDER’S PPFP APPROACH & EXPERIENCE (1)
Phased implementation approach
– National health system engagement
– Assessment

– Training
– Mentoring
– Provision of commodities, medical equipment, and supplies
– Renovations

PATHFINDER’S PPFP APPROACH & EXPERIENCE (2)
Support national implementation in urban & rural areas of 6
provinces;








Technical updates & review meetings
Commodities assurance
Train & mentorship for HF staff/CHW
Demand generation through community activities
Collaborate w/other partners
Two approaches for integrating the service:
 health provider trained, providing FP services
 CHW trained, providing proper counseling and referrals

SOME RESULTS (MAIS PROJECT JAN 2015 – FEB 2019)

Percentage of LARC uptake of New Users

SOME RESULTS
(MAIS PROJECT JAN 2015 – FEB
2019)

IUD Interval
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PPFP REFLECTIONS
1. Hospital managers accountability in the process of maintenance
and sustainability of these services within the hospitals
2. Access to information and opportunities on PF (providers and
users)
3. Providers competencies

4. Providers attitude and initiative
5. Long-term contraceptive methods management
6. Elective BTL: referral mechanisms and access to service

7. Data registration, collection and analysis

Thank you
twitter.com/PathfinderInt
facebook.com/PathfinderInternational
Youtube/user/PathfinderInt

Questions
&
Answers

Before we close:
Recording available here:
https://www.fphighimpactpractices.org/immediate-postpartumfamily-planning-a-key-component-of-childbirth-care-webinar/

Presentation available here:
https://www.fphighimpactpractices.org/immediate-postpartumfamily-planning-a-key-component-of-childbirth-care-webinar/

For more information, please visit:
www.fphighimpactpractices.org
www.ibpinitiative.org
www.familyplanning2020.org
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