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Subject 10. “Family planning.”
I. Scientific and methodical support of the theme 
Family planning is the planning of when to have children, and the use of birth control and other techniques to implement such plans. Other techniques commonly used include sexuality education, prevention and management of sexually transmitted infections, pre-conception counseling and management, and infertility management. Family planning is sometimes used as a synonym for the use of birth control, though it often includes more. It is most usually applied to a female-male couple who wish to limit the number of children they have and/or to control the timing of pregnancy (also known as spacing children). Family planning may encompass sterilization, as well as pregnancy termination. Family planning services are defined as "educational, comprehensive medical or social activities which enable individuals, including minors, to determine freely the number and spacing of their children and to select the means by which this may be achieved.
II. Training and educational goals
To acquaint (ɑ = 1) To acquaint the students with the issues of family planning, contraceptives.

To know the kinds of contraceptives.
Learn  (ɑ = II):
1. Consultation on family planning: directions, advantages, consulting process.

2. Methods of contraception: COCs, vaginal ring, contraceptive patch, POPs, injections, IUD, barrier methods, spermicides, voluntary surgical sterilization, emergency contraception.

3. Methods of fertility evaluation.

4. Necessary examination prior to deciding upon usage of a specific contraceptive method.

5. Family planning in HIV-positive patients.
Learn and improve skills (ɑ = III):
1. Consult on question in family planning;

2. Demonstrate knowledge in modern contraceptive methods;

3. Make examination plan prior to contraception usage.
4. Contraindications for using oral contraceptives.

5. Side effects of contraceptives.
6. Perform necessary medical manipulations 
To be able to (ɑ = ІV):
1. Survey methods in gynecology.
2. Collect general and special history, an allocation of a typical case-patient data. 
2. Interpret data from a survey of case-patients. 
3. Formulate a diagnosis of thematic patient, the differential diagnosis, to appoint a treatment plan. 
III. Interdisciplinary integration.
	Subjects
	Know
	Be able to

	Anatomy
	external and internal anatomy of the female genital organs, blood supply, innervation and lymph supply.
	show phantom structural features of the female genitals

	Physiology
	effect of hormones on target organs
	sketch physiology hierarchical structure of the neuro-endocrine regulation of female genital mutilation.

	Histology
	features histological structure of the endometrium depending on the phases of the menstrual cycle
	identify normal and pathologically 

	 Pathological physiology


	the level of abuse neuroendocrine regulation of female reproductive function.
	schematically depict  defeat neuro-endocrine regulation of female genitals.

	Pharmacology

	drugs, the mechanism of action
	appointment of oral contraceptives

	Interdiscipline integratio
Curation of patients
	plan examination and treatment of patients thematic


	make a differential diagnosis, plan to appoint examination and treatment of patients thematic


IV. The content of educational material
Consultation on family planning: directions, advantages, consulting process. 
Family Planning - as defined by the World Health Organization, includes a range of activities that contribute to the solution of several problems simultaneously:

· avoid unwanted pregnancies

- have only wanted children

- adjust the spacing between pregnancies

- control the timing of the birth of the child, depending on the age of the parents

- to establish the number of children in the family 
Having a baby is one of the most important moments in the life of any woman. Only the prospect of healthy, physically and mentally full baby will not spoil during his expectations. This is the main purpose of family planning.
Pregnancy planning is necessary in order to give birth to a healthy baby and how you can easily transfer all the burdens associated with his birth. Incubation child is stressful for the mother's body, so you should be well prepared for it.
The first step should be a visit to the doctor, and a medical examination is necessary to pass both prospective parents. At the reception, the gynecologist asks in detail about the presence of chronic and hereditary diseases, previous pregnancies, contraceptive methods, peculiarities of work and lifestyle.
Aside from the gynecologist to the future parents should consult a physician, dentist, ENT doctors and other professionals. In case of detection of any pathology of the internal organs it must be cured before the moment of conception, as it can have a negative impact on the course of pregnancy and your baby. In chronic diseases it is important to achieve stable remission.
Comprehensive examination must include delivery of the analysis of urine and blood, including nainfektsii sexually transmitted. In the absence of treatment they can lead ksamoproizvolnomu abortion (miscarriage), malformations, infection of the fetus or fetal development time of passage through the birth canal.

Diagnostics
Plan of complex inspection before planning pregnancy:
1. Survey of the gynecologist.
2. Inspection of the therapist.
3. Blood tests:
· blood group and Rh factor of both spouses;

· study titer antibodies to the Rh factor (in rhesus-negative women even if umuzha too negative Rh factor);

· clinical blood test;

· biochemical studies: total bilirubin, ALT, AST, alkaline phosphatase, alpha-amylase, blood sugar, urea, creatinine, total protein, albumin, globulin, total cholesterol, glycosylated hemoglobin;

· test for syphilis;

· analysis for hepatitis B and C;

· analysis for rubella;

· antibodies to herpes type II;

· antibodies to CMV;

· antibodies to Toxoplasma (toxoplasmosis);

- antibodies to chlamydia. 
4. Urina analysis.
5. The study of hormones.
6. Hemostasiogram.
7. Pelvic ultrasound. kidneys, bladder, abdominal cavity, thyroid, mammary glands.
8. Study of the cervix uteri.
9. colposcopy and cytology.
10. smears, bacteriological tests.
11. PCR diagnostics.
General orientation in contraceptive methods:  COCs, vaginal ring, contraceptive patch, POPs, injections, IUD, barrier methods, spermicides. Methods of fertility evaluation, voluntary surgical sterilization, emergency contraception. 
Contraceptives are devices, drugs, or methods for preventing pregnancy, either by preventing the fertilization of the female egg by the male sperm or by preventing implantation of the fertilized egg.

CONTRACEPTIVE OPTIONS

Choosing the appropriate contraceptive is a personal decision. Contraceptive options include:

· Hormonal contraceptives (oral contraceptives, skin patch, vaginal ring, implant, injection)

· Intrauterine devices (IUDs), which contain either a hormone or copper

· Barrier devices with or without spermicides (diaphragm, cervical cap, sponge, condom)

· Fertility awareness methods (temperature, cervical mucus, calendar, symptothermal)

· Female sterilization (tubal ligation, Essure)

· Vasectomy

The condom is the only birth control method that provides protection against sexually transmitted diseases (STDs).
Oral Contraception and Combination Hormonal Methods

Oral contraceptives (birth control pills) are available only by prescription and come in either a combination of estrogen and progestin or progestin alone. Many brands of each form are available. Although both are equally effective with typical use, the combined pill is more effective with perfect use, and most women choose this form.

Some women, however, experience severe headaches or high blood pressure from the estrogen in the combined pill and must take the progestin-only pill. Not all combined pills or progestin-only pills are alike, and brands differ in the amount of estrogen or progestin they contain. Many oral contraceptive combined brands now use lower estrogen doses and have fewer side effects than earlier oral contraceptives.

For all oral contraceptive users, a check-up at least once a year is essential. It is also important for women to have their blood pressure checked 3 months after beginning the pill. Once woman stop taking oral contraceptives they usually regain fertility within 3 - 6 months, but some women may regain it even sooner.

HORMONES USED IN CONTRACEPTIVES

Estrogen (Estradiol)

Estrogen is the major female hormone and is responsible for female characteristics. The estrogen compound used in most oral contraceptives is estradiol , which is always used with a progestin.

Effects on Reproduction. When used throughout a menstrual cycle with progesterone, estrogen suppresses the actions of other reproductive hormones (luteinizing hormone, or LH, and follicle stimulating hormone, or FSH) and prevents ovulation.

Progesterone (Progestin)
When used in contraception, progesterone is referred to by one of several names:

· Progesterone is the name for the natural hormone.

· Progestogen is a synthetic form.

· Progestin is the term for any hormone, natural or synthetic, that causes progesterone effects; it is used as

the general term in this report.

Progestins may be used alone or with estrogen in oral contraceptives. In addition, certain specific progestins are used in other kinds of contraceptives, such as etonogestrel in the Implanon implant and depo-medroxyprogesterone acetate in the injectable contraceptive Depo-Provera.

Progesterone can prevent pregnancy by itself in several ways:

· Blocking luteinizing hormone (LH) and preventing ovulation

· Maintaining a powerful barrier against the entry of sperm into the uterus by keeping the cervical mucus thick and sticky

Progestins used in contraceptives are referred to as:

· Second generation (levonorgestrel, norethisterone).

· Third generation (desogestrel, gestodene, norgestimate, drospirenone). The third-generation progestins tend to have fewer side effects. Some studies suggest, however, they may pose a slightly higher risk for blood clots than the older progestins.
COMBINATION ESTROGEN-PROGESTIN CONTRACEPTIVE PILLS

Oral contraceptives that contain both estrogen and progestin are the more common type of oral contraceptive. At least 10 million American women and 100 million women worldwide use combination oral contraceptives. When they were first marketed in the early 1960s, oral contraceptives contained as much as 5 times the amount of estrogen and up to 10 times the amount of progestin currently used. After reports of severe complications (stroke, heart attack, and pulmonary embolisms) in young women, the hormone amounts were significantly reduced.

The estrogen compound used in most oral contraceptives is ethinyl estradiol (also called estradiol, or EE). Fifty micrograms of estradiol is considered high dose, 30 - 35 micrograms are considered average dose, and 20 micrograms or fewer is low-dose. (The high doses found in current oral contraceptives are still much lower than earlier forms of the pill.) Doctors recommend using the lowest possible progestin and estrogen doses. Estrogen doses should not exceed 50 micrograms, as higher doses increase the risk for complications.

Many different types of progestins are used in combination with estradiol. Some common types of progestin, and popular combination oral contraceptive brands, include:

- Desogestrel is the progestrin used in Mircette. Approved in 1998, Mircette was the first oral contraceptive to offer a low estrogen dose and a new type of dosing regimen. Some studies suggest an increased risk for blood clots with desogesterel.

- Drospirenone is used in Yasmin and Yaz. (Yaz contains a lower dose of estrogen than Yasmin.) Because drospirenone increases blood levels of potassium, women should not use Yasmin or Yaz if they have kidney, liver, or adrenal diseases.

Levonorgestrel is used in Seasonale and Seasonique, as well as many other oral and non-oral contraceptives.

Norethindrone is used in Loestrin and Loestrin 24 Fe (which adds iron supplements to the placebo pills).

Norgestrel is used in various generic and brand contraceptives.

Types of Regimens . Combination pills are sold in 21-day or 28-day packs:
- Each pill in a 21-day pack contains estrogen and progestin. Women take 1 pill a day for 21 days, and then wait 7 days before starting a new 21-day pack.

28-day packs typically start with 21 hormone pills and add 7 placebo pills that do not contain hormones. After taking hormone pills for 21 days, a woman takes the inactive pills for 7 days. Some newer brands, like Yaz, use 24 days of active pills and 4 days of inactive pills. Mircette uses 21 days of low-dose progestin and estrogen, followed by 2 placebo days, and then 5 days of very low-dose estrogen. Loestrin 24 Fe uses 24 days of active pills followed by 4 days of iron-containing placebo pills.

Oral contraceptives may be taken in cycles that include pills of the same or different strengths. These are categorized as monophasic (one-phase), biphasic (two-phase), or triphasic (three-phase). Monophasic pills contain the same amount of hormones in each dose. Biphasic and triphasic pills contain different dosages of hormones within the pill packs. Because monophasic pills have a consistent amount of hormones, they tend to cause fewer hormone-fluctuating side effects than biphasic or triphasic pills. Research shows little difference in effectiveness between these three types of oral contraceptives. Monophasic pills are often recommended as the best first-choice for birth control pills.
Taking the Pills. A woman usually takes the first pill either on the Sunday after her period starts or during the first 24 hours of her period. (The first pill can be started at any time during the menstrual cycle without affecting the bleeding patterns. Ovulation can occur that month, however.) The remaining pills are taken once a day, ideally at the same time of day, until the pack is used up. If a woman has a 21-day pack, she waits 7 days before starting a new pack. If she is on the 28-day pack, she takes the 7 inactive pills. Women should use another method of birth control during the first month taking the pill.

If you skip one or more pills, take the following precautions: - Missing the first pill in a new cycle. Take a tablet as soon as you remember and the next one at the usual time. Two tablets can be taken in one day. Use barrier contraception for 7 days after the missed dose.

Missing a pill 2 days in a row. Take 2 pills as soon as you remember and then 2 more the following day. Also use back-up barrier contraception until the next pill cycle.

Missing more than 2 days. Discard the pack, use a back-up birth control method, and begin a new cycle on the following Sunday, even if you have started bleeding.

ADVANTAGES OF ORAL CONTRACEPTIVES

Oral contraceptives are the choice of most American women who use birth control, making them the most popular reversible contraceptives in the U.S. Oral contraceptives are among the most effective contraceptives. Failure rates are relatively low (9% with typical use) and are usually due to noncompliance.

Oral contraceptives also have the following advantages, which may vary depending on the type and brand used: -  Reduce menorrhagia (heavy menstrual bleeding) and, therefore, reduce the risk of anemia.

        - Reduce dysmenorrhea (severe menstrual pain)

       - May help reduce symptoms of premenstrual syndrome. Yaz is specifically approved for treating premenstrual dysphoric disorder (premenstrual depression).

       - Improve acne

       - Improve symptoms of endometriosis.

       - Reduce risks of ovarian cysts

       - Possible protection against bone loss with estrogen-containing oral contraceptives

       - Reduce risks of ovarian and endometrial (uterine) cancers with long-term use (more than 3 years)
DISADVANTAGES OF ORAL CONTRACEPTIVES

Common Side Effects. Many women experience some side effects during the first 2 - 3 months of birth control use. These side effects usually subside. Estrogen and progesterone have different side effects, and women on the combined pill may experience different effects from those on the progestin-only pill.

Common side effects of oral contraceptives include:

Nausea and vomiting (can often be controlled by taking the pill during a meal or at bedtime)

Headaches (in women with a history of migraines, they may worsen)

Dizziness

Breast tenderness and enlargement

Irregular bleeding or bleeding between periods

Weight gain

Newer formulations of combination pills that use low-dose estrogen, and newer progestins, may reduce and even lower the risk of many of these side effects, including weight gain.

Serious Side Effects . Symptoms of serious problems may include severe abdominal pain, chest pain, unusual headaches, visual disturbances, or severe pain or swelling in the legs. If you experience any of these symptoms, you should immediately contact your doctor.

Potential Risks . Combination birth control pills can increase the risk of developing or worsening certain serious medical conditions. The risks depend in part on a woman’s medical history. You should discuss your health history with your doctor to determine if combination oral contraceptives are safe for you. This is especially important for women who are age 35 or older, smoke, or have a history of high blood pressure, high cholesterol or unhealthy blood lipid profile, diabetes, or migraine headaches.

Serious risks of birth control pills may include:

Heart and Circulation Problems. Combination birth control pills contain estrogen, which can increase the risk for stroke, heart attack, and blood clots in some women. The risk is highest for women who smoke or have a history of heart disease risk factors (such as high blood pressure or unhealthy cholesterol/lipid levels) or cardiac events. Women who have certain metabolic disorders, such as polycystic ovary syndrome (PCOS), are also at higher risk for heart-related complications associated with these pills. Women who have migraines may possibly be at increased risk for stroke and may need to consider progestin-only pills or other contraceptive methods in place of combination oral contraceptives.

Venous Thromboembolism. All combination estrogen/progestin birth control products carry an increased risk for blood clots in the veins (venous thromboembolism), which can lead to blood clots in the arteries of the leg or lung (pulmonary embolism). The risk is lower for oral contraceptives than for the birth control patch (Ortho Evra) or the ring (NuvaRing), which expose women to higher levels of estrogen than birth control pills. Women who smoke, who are obese, or who have heart disease risk factors may want to consider using alternatives to estrogen-containing contraceptives, such as progestin-only oral contraceptives ("mini-pills"), intrauterine devices, or barrier contraceptive methods.

Diabetes. Women who have diabetes, and high blood pressure, vascular disease, kidney disease, or other diabetes-related health problems, should not take birth control pills.

Cancer Risks. Several studies have reported a strong association between increased risk of cervical cancer and long-term use of oral contraception. Women who take oral contraceptives for more than 10 years appear to have a much higher risk of human papilloma virus (HPV) infection than those who do not use oral contraceptives. Women taking oral contraceptives for less than 5 years have no significantly higher risk. Although studies have been conflicting about whether estrogen in oral contraception increases the chances for breast cancer, the most recent research indicates that oral contraceptive use does not significantly increase breast cancer risk. Women who have used oral contraceptives may have slightly more risk for breast cancer than women who have never used them, but this risk declines once a woman stops using birth control pills. Long-term use of birth control pills reduces the risk for ovarian and uterine cancers.

Liver Problems. In rare cases, oral contraceptives have been associated with liver tumors, gallstones, or jaundice. Women with a history of liver disease, such as hepatitis, should consider other contraceptive options.

Interactions with Other Medications. Certain types of medications can interact with and decrease the effectiveness of oral contraceptives. These medications include anticonvulsants, antibiotics, antifungals, and antiretrovirals. The herbal remedy St. John’s wort can also interfere with birth control pills’ effectiveness. Make sure your doctor is aware of any drugs, vitamins, or herbal supplements that you take.
OTHER METHODS FOR ADMINISTERING COMBINATION HORMONES (PATCH AND RING)

New methods of administering the combination of progestin and estrogen are now available. Failure rates with perfect use (0.1 - 0.6%) are similar to those of combined oral contraceptives.

Skin Patch. Ortho Evra is a birth control skin patch. It contains a progestin (norelgestromin) and estrogen. The patch is placed on the lower abdomen, buttocks, or upper body (but not on the breasts). Each patch is worn continuously for a week and reapplied on the same day of each week. After three weekly patches, the fourth week is patch-free, which allows menstruation. (The patch remains effective for 9 days, so being slightly late in changing it should not increase the risk for pregnancy.)

The Ortho patch exposes women to higher levels of estrogen than most birth control pills, and therefore increases the risk for blood clots in the veins (venous thromboembolism). Venous thromboembolism can cause blockage in lung arteries and other serious side effects. Older women (over age 40) and women with risk factors for blood clots (such as cigarette smoking) may find other birth control products to be a safer choice. Discuss with your doctor whether the patch is appropriate for you.

Vaginal Ring. NuvaRing is a 2-inch flexible ring that contains both estrogen and progestin (etonogestrel). It is inserted into the vagina. Women can insert the ring by themselves once a month and take it out at the end of the third week to allow menstruation. It works well and may cause less irregular bleeding than oral contraceptives. Some women find it uncomfortable, and a few have reported vaginal irritation and discharge, but such problems rarely cause a woman to discontinue use. As with the patch, NuvaRing may put women who take it at higher risk for blood clots than oral contraceptives.

Implant Contraception

Implant contraception involves inserting a rod under the skin. The rod releases into the bloodstream tiny amounts of the hormone progestin. Implanon uses one rod, not six. It is not inserted as deeply into the skin. It uses etonogestrel, a different type of progestin than the levonorgestrel used in Norplant.

Only specially trained health care providers are allowed to insert and remove Implanon. Implanon insertion takes about a minute and is performed with a local anesthetic in a doctor’s office. The rod remains in place for 3 years, although it can be removed at any time. (The removal procedure takes a few minutes longer than insertion.) After the rod is removed, a new one can be inserted.

Studies indicate that Implanon is safe. Irregular bleeding and headaches are the main side effects. However, some doctors are concerned that Implanon may have some of the same risks as Norplant.

Injected contraceptives are given once every 3 months. Most injectables are progestin-only. In the United States, depo-medroxyprogesterone acetate (Depo-Provera) is the only approved injected contraceptive. Depo-Provera (also called Depo, or DMPA) uses a progestin called medroxyprogesterone.

Depo-Provera is very effective in preventing pregnancies. About 3 in 100 women who use it become pregnant. However, Depo also carries the risk for many mild and serious side effects. The most serious side effect is loss of bone density (see "Disadvantages"). Because of this complication, Depo-Provera should not be used for longer than 2 years.

Administering Injections :

A physical examination is necessary before beginning the injections.

Depo is injected into a muscle in the patient's arm or buttock. During months between injections, the hormone slowly diffuses out of the muscle into the bloodstream.

Depo requires an injection by the doctor once every 3 months.

If more than 2 weeks pass beyond the regular injection schedules, the woman should have a pregnancy test before receiving the next injection.

Depo-Provera should not be given to women who have a history of:

· Current or past breast cancer

· Stroke or blood clots

· Liver disease

· Epilepsy, migraine, asthma, heart failure, or kidney disease (due to the fact that the drug causes fluid retention)

· Unexplained vaginal bleeding

· Risk for osteoporosis

Because of the long lag time between ending treatments and restoration of fertility, Depo-Provera is not recommended for women who are thinking of becoming pregnant within 2 years.

ADVANTAGES OF DEPO-PROVERA

Provides highly effective reversible protection against pregnancy without placing heavy demands on the user's time or memory.

Does not increase risk for breast, ovarian, or cervical cancer. May protect against endometrial cancer.

May be useful for women with painful periods, heavy bleeding (including heavy bleeding caused by fibroids), premenstrual syndrome, and endometriosis.

DISADVANTAGES AND COMPLICATIONS OF DEPO-PROVERA

Weight gain. Most women gain an average of 5 - 8 pounds.

Other common side effects include menstrual irregularities (bleeding or cessation of periods), abdominal pain and discomfort, dizziness, headache, fatigue, nervousness.

Most users of Depo-Provera stop menstruating altogether after a year. Depo can cause persistent infertility for up to 22 months after the last injection, although the average is 10 months.

Long-term (more than 2 years) use of Depo-Provera can cause loss of bone density. Depo-Provera’s label warns that the decline in bone density increases with duration of use and may not be completely reversible even after the drug is discontinued. The FDA recommends that Depo-Provera should not be used for longer than 2 years unless other birth control methods are inadequate. Some studies indicate that this bone loss may be reversible once Depo-Provera use is discontinued. Some doctors recommend that women take calcium and vitamin D supplements while on Depo-Provera.

The injections do not provide protection against sexually transmitted diseases.

Intrauterine Devices (IUDs)

The intrauterine device (IUD) is a small plastic T-shaped device that is inserted into the uterus. An IUD's contraceptive action begins as soon as the device is placed in the uterus and stops as soon as it is removed. IUDs have an effectiveness rate of close to 100%. They are also a reversible form of contraception. Once the device is removed, a woman regains her fertility.
NTRAUTERINE DEVICE FORMS

Two types of intrauterine devices (IUDs) are available in the United States:

Copper-Releasing (ParaGard). This type of IUD can remain in the uterus for up to 10 years. Copper ions released by the IUD are toxic to sperm, thus preventing fertilization.

Progestin-Releasing (Mirena). This type of IUD can remain in the uterus for up to 5 years. Mirena is also known as a levonorgestrel-releasing intrauterine system, or LNG-IUS. Levonorgestrel impairs sperm motility and viability, thus preventing fertilization. LNG-IUS is long-acting, safe, very effective in preventing heavy bleeding, and helps reduce cramps. In fact, some doctors describe it as a nearly ideal contraceptive. In addition to being a contraceptive, it is approved as a treatment for heavy menstrual bleeding.
INSERTING AN INTRAUTERINE DEVICE

With some exceptions, an intrauterine device (IUD) can be inserted at any time, except during pregnancy or when an infection is present. It may be inserted immediately postpartum or after elective or spontaneous miscarriage. It is typically inserted in the following manner by a trained health professional:

A plastic tube containing the IUD (the inserter) is slid through the cervical canal into the uterus.

A plunger in the tube pushes the IUD into the uterus.

Attached to the base of the IUD are two thin but strong plastic strings. After the instruments are removed, the health care provider cuts the strings so that about an inch of each dangles outside the cervix within the vagina.

The strings have two purposes: - They enable the user or health care provider to check that the IUD is properly positioned. (Because the IUD has a higher rate of expulsion during menstruation, the woman should also check for the strings after each period, especially if she has heavy cramps.)

- They are used for pulling the IUD out of the uterus when removal is warranted.

The insertion procedure can be painful and sometimes causes cramps, but for many women it is painless or only slightly uncomfortable. Patients are often advised to take an over-the-counter painkiller ahead of time. They can also ask for a local anesthetic to be applied to the cervix if they are sensitive to pain in that area. Occasionally a woman will feel dizzy or light-headed during insertion. Some women may have cramps and backaches for 1 - 2 days after insertion, and others may suffer cramps and backaches for weeks or months. Over-the-counter painkillers can usually moderate this discomfort.

CANDIDATES FOR THE INTRAUTERINE DEVICE

Intrauterine devices are an excellent choice of contraception for women who are seeking a long-term and effective birth control method, particularly those wishing to avoid risks and side effects of contraceptive hormones. The LNG-IUS may be better suited for women with heavy or regular menstrual flow.

Around the time of insertion and shortly afterwards, women should be considered at low risk for sexually transmitted disease (mutually monogamous relationship, using condoms, or not currently sexually active).

Women with risk factors that preclude hormonal contraceptives should probably avoid progestin-releasing IUDs, although the progestin doses are much lower with LNG-IUS and probably do not pose the same risks.

Women with the following history or conditions may be poor candidates for IUDs:

Current or recent history of pelvic infection (the risk of pelvic inflammatory disease is higher for all women who have multiple sex partners or who are in non-monogamous relationships--not just those with IUDs)

Current pregnancy

Abnormal Pap tests

Cervical or uterine cancer

A very large or very small uterus

IUDs have the following advantages:

The IUD is more effective than oral contraceptives at preventing pregnancy, and it is reversible. Once it is removed, fertility returns. (Studies have found no adverse effects on fertility with the current IUDs.)

Unlike the pill, there is no daily routine to follow.

Unlike the barrier methods (spermicides, diaphragm, cervical cap, and the male or female condom), there is no insertion procedure to cope with before or during sex.

Intercourse can resume at any time, and, as long as the IUD is properly positioned, neither the user nor her partner typically feels the IUD or its strings during sexual activity.

It is the least expensive form of contraception over the long term.

Additional advantages, depending on the specific IUD, include:

The progestin-releasing LNG-IUS (Mirena) is now considered to be one of the best options for treating menorrhagia (heavy menstrual bleeding). (However, irregular breakthrough bleeding can occur during the first 6 months.)

The copper-releasing IUDs do not have hormonal side effects and may help protect against endometrial (uterine) cancer.

COMPLICATIONS OF SPECIFIC INTRAUTERINE DEVICES

Menstrual Bleeding. Both intrauterine device (IUD) forms have effects on menstruation, although they differ significantly by type: - Copper releasing IUDs can cause cramps, longer and heavier menstrual periods, and spotting between periods. Prescription medications are available to control the bleeding and pain, which, in any event, usually subside after a few months.

Progestin-releasing IUDs produce irregular bleeding and spotting during the first few months. Bleeding may disappear altogether. (This characteristic is a major advantage for women who suffer from heavy menstrual bleeding but may be perceived as a problem for others.)

Ovarian Cysts . The LNG-IUS may increase the risk for benign ovarian cysts, but such cysts usually do not cause symptoms and resolve on their own.

Expulsion. About 2 - 8% of IUDs are expelled from the uterus within the first year. Expulsion is most likely to occur during the first 3 months after insertion. Expulsion rates may be higher than average if the IUD is inserted immediately after delivery of a child. In 1 in 5 cases, the woman fails to notice that the device is gone, and thus faces the risk of unintended pregnancy. The risk for expulsion is highest during menstruation, so women should be sure to check the strings to make sure the IUD is in place.

Effects on Pregnancy.

None of the current IUDs increase the risk for infertility. Women with a history of using an IUD are no more likely to be diagnosed with infertility than those who have not used IUDs. This seems to be true both for women who have never been pregnant or women who have been pregnant previously.

In the very unlikely event that a woman conceives with an IUD in place, however, there is a higher risk of an ectopic pregnancy or miscarriage. Ectopic pregnancy is when the fertilized egg implants outside of the uterus. Most ectopic pregnancies occur in the fallopian tubes. However, overall, women who use IUDs have a significantly lower rate of ectopic pregnancies than women who do not use any contraception. Even for women who have a history of ectopic pregnancies when not using contraception, the IUD is considered safe and may even lower their risk for another one.

If the IUD is removed right after conception, the risk for miscarriage is close to average (about 20%). There is no evidence that the IUD in a pregnant woman increases the risk for birth defects in the infant.

Perforation. A potentially serious complication of the IUD is the accidental perforation of the uterus during insertion or later perforation if the IUD shifts position. Such an occurrence is very rare, particularly if the doctor is experienced with insertion.

Spermicidal and Barrier Contraception

Barrier contraceptives are devices that provide a physical barrier between the sperm and the egg. Examples of barrier contraceptives include the male condom, female condom, diaphragm, cervical cap, and sponge. The condom is the only contraceptive method that helps prevent sexually transmitted diseases (STDs).

SPERMICIDES

Vaginal spermicides are sperm-killing substances available as foams, creams, gels, films, or suppositories, and are often used in female contraception with barrier and other devices. Spermicides are usually available without a prescription or medical examination.

The active ingredient in U.S.-made spermicides is usually nonoxynol-9, which attacks the surface of the sperm cell. Nonoxynol-9, however, does not provide any protection against sexually-transmitted diseases or HIV (the virus that causes AIDS). Research indicates that frequent use can cause vaginal and rectal irritation and abrasions that may actually increase the risk for HIV transmission in women. In addition, use of a spermicide with a barrier device may increase the risk for a urinary tract infection in women, regardless of whether the device is a condom or diaphragm. (Non-spermicidal lubricated condoms are safe to use.)

In general, spermicides may be an appropriate choice for women who have intercourse only once in a while, or need backup protection against pregnancy (for instance, if they forget to take their birth control pills). Spermicides should not be used alone as the primary method of birth control.

THE MALE CONDOM

The condom is still the only reversible form of male contraception currently available.

Pregnancy Protection . The condom should be put on before intercourse when the penis is erect, since the male can discharge sufficient semen to cause pregnancy before ejaculation occurs. With typical use, the average rate of pregnancy for couples that rely only on condoms for protection is high -- about 17%. For those who use a condom correctly each time, the annual risk for pregnancy is 2%.

Prevention of Sexually Transmitted Diseases . Condoms are important in the prevention of sexually transmitted disease including gonorrhea, Chlamydia , syphilis, herpes, trichomoniasis, and HIV.

Most condoms come pre-lubricated. Lubricants can also be purchased and applied separately. Only water-based lubricants (K-Y Jelly, Astroglide, AquaLube, glycerin) should be used with latex condoms. Do not use petroleum jelly or other oil-based lubricant products as these can damage the condom. In general, it's best to use a pre-lubricated condom or to apply a water-based lubricant. Unlubricated condoms may injure vaginal tissue and make it vulnerable to infections.

FEMALE CONDOM

The female condom (Reality, Femidom) is a lubricated, loose-fitting pouch that lines the vagina. It is designed to create a physical barrier against sperm and sexually transmitted diseases by surrounding the penis during intercourse. The failure rate for the female condom is about the same as for the diaphragm and cervical cap. It is available without a prescription but may be hard to find. The female condom may be a good option for women at risk for sexually transmitted diseases and who are not certain that their male partner will use a condom.

Use and Insertion of the Female Condom. The female condom is about 3 inches wide and 6 - 7 inches long (larger than a male condom), with a flexible ring at both ends. Current products are made of polyurethane.

The ring at the closed end is used to insert the device into the vagina and hold it in place over the cervix.

The ring at the open end remains outside the vagina and partly covers the labia (lips).

The insertion process may seem difficult at first but becomes much easier with practice:

The female condom is inserted by hand into the vagina up to 8 hours before intercourse. (It should never be used in combination with a male condom.)

Although the female condom is prelubricated, extra lubricant is sometimes needed while inserting the device or during intercourse. (It is not made of latex, so oil lubricants will not harm it.)

During intercourse, the woman checks to be sure that the outer ring is lying flat against her labia and then guides her partner's penis into the ring.

The female condom should be removed in the following circumstances:

· If it tears during insertion or use

· If the outer ring is pushed inside

· If it bunches up inside the vagina

Advantages of the Female Condom. The female condom is an effective barrier to viruses, including HIV, and other sexually transmitted organisms, particularly since it covers a large area, including external genitals. However, it does not completely protect against sexually transmitted diseases.

The standard female condom is made of polyurethane, which is thin and soft but at the same time stronger than the latex male condoms. Polyurethane is not damaged by lubricating oils, as latex is and is also less likely to cause an allergic reaction. It transmits body heat better than latex, providing a more "natural" sensation.

The man does not have to withdraw his penis immediately after ejaculation, as is the case with the male condom, but can, if he wishes, withdraw after he has lost his erection.

Disadvantages and Complications of the Female Condom. Compliance rates are low for many reasons. About 25% of women have difficulty on the first attempt at self-insertion. Some women are distressed by self-insertion. The inner ring may be uncomfortable for some women (in which case it can be removed). Some couples complain that the female condom is unpleasant to look at and can be noisy during intercourse. Without sufficient lubrication, it can also be pushed out of place by the penis. Using more lubricant can help keep the female condom in place and reduce the noise. Female condoms are also expensive, and some women wash them out and reuse them to save money. (In such cases, they should be disinfected first and then washed carefully.) Repeated washings can increase the risk for damage and holes.

DIAPHRAGM

The diaphragm is a small dome-shaped latex cup with a flexible ring that fits over the cervix. The cup acts as a physical barrier against the entry of sperm into the uterus. A diaphragm is usually used along with a spermicide, although whether spermicide is necessary is an issue of some debate.
Diaphragms come in different sizes and require a fitting by a trained health care provider. Some women will need to be refitted with a different-sized diaphragm after pregnancy, abdominal or pelvic surgery, or weight loss or gain of 10 pounds or more. As a general rule, diaphragms should be replaced every 1 - 2 years.

Although the diaphragm has a relatively high failure rate, even with perfect use, it is considered a good choice for women whose health or lifestyle prevents them from using more effective hormonal contraceptives. Certain conditions of the vagina and uterus, a history of toxic shock syndrome, or a history of recurrent urinary tract infections, may disqualify a woman from using the device. The diaphragm should not be used if either partner is allergic to latex or spermicides.

Using and Inserting the Diaphragm. The diaphragm can be placed in the vagina up to 1 hour before intercourse. The following are general guidelines for insertion:

Before or after each use, the woman should hold the diaphragm up to the light and fill it with water to check for holes, tears, or leaks.

A small amount of spermicide (about 1 tablespoon) is usually placed inside the cup, and some is smeared around the lip of the cup. The device is then folded in half and inserted into the vagina by hand or with the assistance of a plastic inserter. The diaphragm should fit over the cervix, blocking entry to the womb.

If more than 6 hours pass before repeat intercourse occurs, the diaphragm is left in place and extra spermicide is inserted into the vagina using an applicator.

The diaphragm must remain in the vagina for 6 - 8 hours after the final act of intercourse, and can safely stay there up to 24 hours after insertion.

The diaphragm should be washed with soap and warm water after each use and then dried and stored in its original container, which should be kept in a cool dry place.

Advantages of the Diaphragm. The diaphragm can be carried in a purse, can be inserted up to an hour before intercourse begins, and usually (although not always) cannot be felt by either partner. It does not interfere with a woman’s hormones.

Disadvantages and Complications of the Diaphragm. Some disadvantages or complications are as follows:

Failure rates are high, about 16% with typical use.

Some women dislike having to insert the device every time intercourse occurs or have trouble mastering the insertion and removal process.

The diaphragm can be dislodged during sex.

Frequent urinary tract infections and vaginal infections are a problem for some women. This difficulty can sometimes be resolved by a refitting, by urinating before inserting the device, or by urinating after intercourse.

Some women may have allergic reactions to the latex or spermicides.

Although rare, cases of toxic shock syndrome have been reported among diaphragm users. To be safe, the diaphragm should not stay in place for more than 24 hours and should not be used during menstrual periods. (For pregnancy protection, however, the diaphragm should stay in place for 6 - 8 hours after intercourse.)

CERVICAL CAP

The cervical cap (FemCap) is a thimble-shaped latex cup that fits over the cervix. It is always used with a spermicidal cream or gel. It is similar to a diaphragm, but smaller, and is available in only four sizes. The cap is sold by prescription and requires a pelvic examination, Pap test, and fitting by a health care provider.

Insertion and Use of the Cervical Cap. After a small amount of spermicide is placed in the cap, the device is inserted by hand. As in diaphragm use, instruction and practice is required. The cap must be kept in the vagina for 8 hours after the final act of intercourse. Caps wear out and should be replaced every 1 - 2 years. A refitting may also be needed when a woman experiences certain changes in her health or physical status.

Candidacy for the Cervical Cap. Because of the restricted range of available sizes, about 1 in 5 women will not be able to be fitted for the cap. The cap is not widely used, and some women, particularly those who live in sparsely populated areas, may not have access to health care professionals who are trained in fitting this device. Other conditions that can preclude cap use include:

An abnormal Pap test

A history of toxic shock syndrome

A sexually transmitted or reproductive tract infection

Inflammation of the cervix

The cap has little value for women who have had children, because the stretching of the vagina and cervix makes a proper fit more difficult and failure rates are high.

Advantages of the Cervical Cap. Among women who have never given birth, the cap's failure rate is similar to that of the diaphragm. The cap in general is also similar to the diaphragm in terms of cost, ease of use, and also the potential for latex or spermicidal allergies. But unlike the diaphragm, the cap can safely remain in the vagina for up to 48 hours (twice the time limit for a diaphragm), so it can be inserted well in advance of intercourse. The cap is rarely associated with urinary tract infections.

Disadvantages of the Cervical Cap. The following are disadvantages of the cervical cap:

May be difficult to insert

May be pushed out of place during sex

Cannot be used during menstruation

High failure rates (32% typical use) for women who have given birth

Lea’s Shield . Approved in 2002, Lea’s shield is similar to a cervical cap but contains an air valve that helps it stick to the vaginal walls and allow for the passage of cervical mucus. Unlike cervical caps, it is available in only one size and does not need to be fitted. Lea’s shield is made of silicone, and its cup-shaped bowl completely surrounds the cervix without resting on it. The shield is as effective as the diaphragm and cap when used with spermicide. Its advantages are:

One size fits all

Can be left for 48 hours after intercourse

Reusable for 6 months

THE SPONGE

The sponge is a disposable form of barrier contraception. It is made of soft polyurethane foam coated with spermicide, is round in shape, and fits over the cervix like a diaphragm, but is smaller and easily portable. The Today sponge is the only brand of contraceptive sponge available in the United States.

Use and Insertion . To use the sponge, the woman first wets it with water, then inserts it into the vagina with a finger, using a nylon cord loop attachment. It can be inserted up to 6 hours before intercourse and should be left in place for at least 6 hours following intercourse. The sponge provides protection for up to 12 hours. It should not be left in for more than 30 hours from time of insertion.

The sponge should not be used during menstruation, after childbirth, miscarriage, or termination of pregnancy, or by women with a history of toxic shock syndrome.

Advantages and Disadvantages. The sponge is easy to use, is not felt during intercourse, and can be inserted up to 6 hours before intercourse. However, because it contains the spermicide nonoxynol-9, it does not protect against sexually transmitted diseases and may increase the risk for vaginal irritation and transmission of HIV.

Fertility Awareness Methods

Fertility awareness methods, also called natural family planning, do not use drugs, physical devices, or surgery to prevent pregnancy. Instead, these cycle-based methods rely on tracking the changes in the body that signal fertility. A woman is only fertile during part of her menstrual cycle. By monitoring certain changes in her body, a woman can more or less predict the fertile phase and abstain from sexual intercourse during that time. She can also use barrier methods if they are not prohibited by religious beliefs.

Fertility awareness methods include:

· Temperature

· Cervical mucus (ovulation)

· Calendar

· Symptothermal

Temperature Method. To determine the most likely time of ovulation and therefore the time of fertility, a woman is instructed to take her body temperature, called her basal body temperature. This is the body's temperature as it rises and falls in accord with hormonal fluctuations.

Each morning before rising, the woman takes her temperature with a specialized basal body thermometer and marks the result on a graph-paper chart.

She also notes the days of menstruation and sexual activity.

The so-called "fertile window" is 6 days long. It starts 5 days before ovulation and ends the day of ovulation. The chances for fertility are considered to be highest between days 10 - 17 in the menstrual cycle (with day 1 being the first day of the period and ovulation occurring about 2 weeks later). However, not all women are fertile within that period of time. Women who have a longer or shorter menstrual cycle may have different time periods of fertility.

Immediately after ovulation, the body temperature increases sharply in about 80% of cases. (Some women can be ovulating normally yet not show this temperature pattern.)

By studying the temperature patterns over a few months, couples can begin to anticipate ovulation and plan their sexual activity accordingly. To avoid losing spontaneity, couples should try to avoid becoming fixated on the chart in scheduling their sexual activity.

Cervical Mucus Method. The cervical mucus method (also called the ovulation method) requires a woman to take a sample (by hand) of her cervical mucus every day for a least a month and to record its quantity, appearance, feel, and to note other physical signs connected with the reproductive system. Cervical mucus changes in predictable ways over the course of each menstrual cycle:

Six days before ovulation, mucus is affected by estrogen and becomes clear and elastic. Ovulation is likely to occur the last day that mucus has these properties.

Right after ovulation, mucus is affected by progesterone and is thick, sticky, and opaque.

Once a woman's individual pattern is understood, analyzing cervical mucus can provide a highly accurate guide to fertility.

Calendar Method. The calendar (rhythm method) is considered the least reliable of fertility awareness methods. Women who have very irregular periods may have even less success with this method. In the calendar method, the woman first keeps a record of her menstrual periods for about 6 - 12 months. She then subtracts 18 days from the shortest and 11 days from the longest of the previous menstrual cycles. For example, if a woman's shortest cycle was 26 days and her longest cycle was 30 days, she must abstain from intercourse from day 8 through day 19 of each cycle.

Symptothermal Method . This method combines the temperature, cervical mucus, and calendar methods and is considered the most effective fertility awareness method. In addition, the woman tracks symptoms that may identify her fertile period. These symptoms include changes in the shape of the cervix, breast tenderness, and cramping pain.

Emergency Contraception

Emergency contraception is a birth control method to prevent pregnancy in women:

· After a sexual assault or rape

· When a condom breaks or a diaphragm slips out of place

· When a woman forgets to take birth control pills

· When you have sex and do not use any birth control

BASICS OF EMERGENCY CONTRACEPTION

Emergency contraception most likely works by preventing or delaying the release of an egg from a woman's ovaries. This method prevents pregnancy in the same way as regular birth control pills.

TYPES OF EMERGENCY CONTRACEPTION

Two emergency contraceptive pills may be bought without a prescription:

Plan B One-Step is a single tablet that contains 1.5 mg of levonorgestrel.

Next Choice is taken as two doses, which each contain 0.75 mg of levonorgestrel. Both pills can be taken at the same time or as two separate doses 12 hours apart.

Either may be taken for up to 5 days after unprotected intercourse.

Ulipristal acetate (ella) is a new type of emergency contraception pill that requires a prescription from a health care provider.

Ulipristal is taken as a single tablet.

It may be taken up to 5 days after unprotected sex.

Two other methods that may be used to prevent pregnancy after unprotected sex are:

Birth control pills. Talk to your health care provider about the correct dosage. In general, you must take 2 - 5 birth control pills at the same time to have the same protection.

A copper-releasing intrauterine device (IUD) may be used as an alternative emergency contraception method. It must be inserted by your health care provider within 5 days of having unprotected sex. Your doctor can remove it after your next period, or you may choose to leave it in place to provide ongoing birth control.
OTHER IMPORTANT FACTS

You should not use emergency contraception if:

You think you have been pregnant for several days

You have vaginal bleeding for an unknown reason (talk to your health care provider first)

You may be able to use emergency contraception even if you cannot regularly take birth control pills. Talk to your health care provider about your options.

Emergency contraception should not be used as a routine birth control method. It is less effective at preventing pregnancies than most types of birth control.

Female Sterilization

Female surgical sterilization (also called tubal sterilization, tubal ligation, and tubal occlusion) is a low-risk, highly effective one-time procedure that offers lifelong protection against pregnancy. About 700,000 women undergo this procedure each year in the United States.

BASICS OF FEMALE STERILIZATION

Female surgical sterilization procedures block the fallopian tubes and thereby prevent sperm from reaching and fertilizing the eggs. The ovaries continue to function normally, but the eggs they release break up and are harmlessly absorbed by the body. Tubal sterilization is performed in a hospital or outpatient clinic under local or general anesthesia.

Sterilization does not cause menopause. Menstruation continues as before, with usually very little difference in length, regularity, flow, or cramping. Sterilization does not offer protection against sexually transmitted diseases.

SPECIFIC TUBAL STERILIZATION TECHNIQUES

Laparoscopy. Laparoscopy is the most common surgical approach for tubal sterilization:

The procedure begins with a tiny incision in the abdomen in or near the navel. The surgeon inserts a narrow viewing scope called a laparoscope through the incision.

A second small incision is made just above the pubic hairline, and a probe is inserted.

Once the tubes are found, the surgeon closes them using different methods: clips, tubal rings, or electrocoagulation (using an electric current to cauterize and destroy a portion of the tube).

Laparoscopy usually takes 20 - 30 minutes and causes minimal scarring. The patient is often able to go home the same day and can resume intercourse as soon as she feels ready.

Minilaparotomy. Minilaparotomy does not use a viewing instrument and requires an abdominal incision, but it is small -- about 2 inches long. The tubes are tied and cut. Generally speaking, minilaparotomy is preferred for women who choose to be sterilized right after childbirth, while laparoscopy is preferred at other times. Minilaparotomy usually takes approximately 30 minutes to perform. Women who undergo minilaparotomy typically need a few days to recover and can resume intercourse after consulting their doctor.

Essure . The Essure method uses a small spiral-like device to block the fallopian tube. Unlike tubal ligation, the Essure procedure does not require incisions or general anesthesia. It can be performed in a doctor’s office and takes about 45 minutes. A specially trained doctor uses a viewing instrument called a hysteroscope to insert the device through the vagina and into the uterus, and then up into the fallopian tube. Once the device is in place, it expands inside the fallopian tubes. During the next 3 months, scar tissue forms around the device and blocks the tubes. This results in permanent sterilization.

CANDIDACY FOR FEMALE STERILIZATION

Before undergoing sterilization, a woman must be sure that she no longer wants to bear children and will not want to bear children in the future, even if the circumstances of her life change drastically. She must also be aware of the many effective contraceptive choices available. Possible reasons for choosing female sterilization procedures over reversible forms of contraception include:

Not wanting children and being unable to use other methods of contraception

Health problems that make pregnancy unsafe

Genetic disorders

If married, both partners should completely agree that they no longer want to have children and should also have ruled out vasectomy for the man. Vasectomy is a simple procedure that has a lower failure rate than female surgical sterilization, carries fewer risks, and is less expensive.

Even if all these factors are present, a woman must consider her options carefully before proceeding. Women at highest risk for regretting sterilization include:

Women who are younger at the time of sterilization

Women who had the procedure immediately after a vaginal delivery

Women who had the procedure within 7 years of having their youngest child

Women in lower income groups

If a woman changes her mind and wants to become pregnant, a reversal procedure is available, but it is very difficult to perform and requires an experienced surgeon. Subsequent pregnancy rates after reversal depend on the surgeon’s skill, the age of the woman, and, to a lesser degree, her weight and the length of time between the tubal ligation and the reversal procedure. Not all insurance carriers cover the cost of reversal.

ADVANTAGES OF FEMALE STERILIZATION

Women who choose sterilization no longer need to worry about pregnancy or cope with the distractions and possible side effects of contraceptives. Sterilization does not impair sexual desire or pleasure, and many people say that it actually enhances sex by removing the fear of unwanted pregnancy.

DISADVANTAGES AND COMPLICATIONS OF FEMALE STERILIZATION

Failure is rare, less than 1%, but can occur. More than half of these pregnancies are ectopic, which require surgical treatment.

After any of the procedures, a woman may feel tired, dizzy, nauseous, bloated, or gassy, and may have minor abdominal and shoulder pain. Usually these symptoms go away in 1 - 3 days.

Serious complications from female surgical sterilization are uncommon and are most likely to occur with abdominal procedures. These rare complications include bleeding, infection, or reaction to the anesthetic.

Family planning in HIV-positive persons.
While having children is definitely an option for HIV-positive women (and men), it requires careful planning with a health care provider. This includes "preconception" planning—exploring available options to help you conceive—and taking necessary steps during pregnancy (whether its planned or unplanned) to protect your health and your baby's.With a significant spread of HIV, it can play a significant role in the morbidity and mortality.Medical aid sick requires significant costs for diagnosis and treatment, but the disease is still incurable. Therefore, the most essential elements of the epidemic are prevention and control measures.
Indications and contraindications to the use of the method
Indications for use of the method is:
- HIV-infected women - pregnancy for more than 13 weeks or birth;
- For a child born to an HIV-infected mother:

- Age not more than 72 hours (3 days) in the absence of life-feeding mother's milk;
- If feeding mother's milk (regardless of duration) - a period of no more than 72 hours (3 days) after the last feeding mother's milk.
Contraindications for use of the method is a pregnancy of less than 14 weeks.

Application method
· Following antiretroviral drugs can be used with the aim of chemoprophylaxis: AZT (AZT) = Retrovir (state registration number R-8-242-N 008 440) = Timazid (N 2000/54/9) = Nevirapine Viramune (R-8-242-N 011046) Phosphazide (F-AZT) = Nikavir (N 99/358/4)
· The introduction of methods of HIV transmission from mother to child chemoprophylaxis reduces the probability of infection of the child is 3 - 5 times.

· For the purpose of prevention of HIV transmission from mother to child to all pregnant women who are planning to keep the pregnancy should be offered an HIV test.

· It is necessary to carry out testing of pregnant twice: in the primary treatment for pregnancy and if the infection has not been identified at the first testing in the third trimester of pregnancy (34 - 36 weeks).

· Women who have not been tested for HIV during pregnancy, it is recommended to get tested at admission to the maternity hospital to give birth.

· In an emergency, if you can not waiting for the results of the standard HIV test, the decision to hold chemoprophylaxis taken upon detection of HIV antibodies using rapid test kits, approved by Ministry of Health of Russia. However, to establish a woman HIV diagnosis results obtained by using only rapid test is insufficient - it is necessary to confirm the diagnosis by ELISA and immune blotting.

· Testing accompanied by counseling, which includes pre- and post-test parts. Counselling should be conducted by professionals who have been trained. In pre-test counseling, in addition to the standard questions asked in any HIV testing (what HIV is, how to prevent HIV infection, which is carried out the test, which can be test results), a pregnant woman should discuss specific issues:

- The risk of transmitting HIV to your baby during pregnancy, childbirth and breastfeeding;
- The possibility of HIV transmission to the child;

- The possible outcomes of pregnancy;
- The need for follow-up of mother and child;

- The possibility of informing about the test results of the sexual partner (s), family.
During the post-test counseling is necessary to repeat the information provided by the patient prior to testing. At post-test counseling of pregnant women were HIV-positive, you should elaborate on the issues of the relationship of HIV and pregnancy, the risk of transmission of HIV from mother to child, and how to prevent it, feeding the newborn, the diagnosis of HIV in children, women of reproductive behavior.

Features of follow-up and delivery in pregnant women with HIV

· Beremennye women with a diagnosis of HIV infection occur together infektsionistom Territorial Center for Prevention and Control of AIDS and Infectious Diseases (hereinafter - the HIV / AIDS Center), and obstetrician-gynecologist (depending on the circumstances of each administrative territory - in the HIV / AIDS Center in the antenatal clinic in the community, in a specialized antenatal clinic or in a specialized reception, etc.).

· During the period of follow-up of HIV-infected pregnant and giving birth it is recommended to avoid any procedure that violated the integrity of the skin, mucous membranes and increases the baby's contact with the mother's blood (amniocentesis, chorionic villus sampling, etc.).

· During labor undesirable prolonged rupture of membranes (more than 4 hours), since a child's risk of infection, according to research, increased by 2 times. When conducting birth vaginally recommended vaginal treatment of 0.25% aqueous solution of chlorhexidine when applying for a birth (in the first vaginal examination), and in the presence of vaginitis - at each subsequent vaginal examination. Newborn baby held hygienic bath with 0.25% chlorhexidine solution (50 ml of 0.25% chlorhexidine solution for 10 liters of water).

· All obstetric manipulation (procedure) should be strictly justified. When a live fetus is not recommended for labor induction, rodousilenie, perineo (Scenes) tomy, forceps, vacuum extraction of the fetus, etc. All of these procedures increase the risk of infection of the fetus and their purpose is possible only for health reasons.

· Planned caesarean section before the onset of labor and rupture of membranes (after reaching 38 weeks of gestation) to prevent fetal exposure to infected maternal secrets of the body and therefore may be a method to prevent HIV transmission from mother to child. If unable to chemoprophylaxis elective caesarean section can be used as an independent method of prophylaxis during labor. However, HIV infection is not an absolute indication for cesarean section. The decision on the method of delivery is taken on an individual basis, taking into account the interests of the mother and fetus, comparing the situation in a particular benefit from the likely reduce the risk of infection of the child during cesarean section with the risk of complications after surgery (pathological blood loss and the development of septic complications).
Chemoprevention of HIV transmission from mother to child

1. Transmission of HIV from mother to child is possible during pregnancy, particularly in the later stages (15 - 25% of the number of cases of infection of the child) during childbirth (60 - 85%) and milk-feeding mothers (12 - 25%). The risk of infection increases the child, if the mother was infected during the six months prior to pregnancy and during pregnancy, or if the pregnancy is in the later stages of HIV infection (stage 4B - 4B of the Russian Classification of HIV infection).

2. Chemoprevention of HIV transmission from mother to child includes:

- Chemoprophylaxis during pregnancy;

- Chemoprophylaxis during childbirth;

- Chemoprophylaxis newborn.

The most successful results occur during all three components of chemoprophylaxis. However, if any of the components can not hold chemoprophylaxis, it is not a reason for refusal of the next stage.

3. Before the appointment of chemoprophylaxis doctor, appointing her conversation (counseling) is conducted with a woman, in which a pregnant informed about the purpose of chemoprophylaxis, explains the probability of the birth of HIV-infected children during the prevention or abandon it, given information about possible side effects from the drugs. The patient is asked to sign an informed consent for chemoprophylaxis.

4.  If pregnant HIV-infected woman is under medical supervision during pregnancy, chemoprophylaxis it appoints doctor infectious diseases HIV / AIDS Center, or an infectious diseases doctor health facilities (depending on the conditions of the territory), which give recommendations for chemoprophylaxis during labor (it holds the doctor obstetrician-gynecologist, a leading childbirth) and newborn (it assigns the neonatologist or pediatrician). If HIV infection detected during childbirth, maternity chemoprophylaxis prescribed and conducted by an obstetrician-gynecologist doctor, a leading childbirth (see chart), and the newborn child - Neonatologist or Pediatrician (see diagram).

5.  To prevent infection of the newborn to be children born to HIV-infected women do not apply to the chest and not to feed the mother's milk, and immediately after birth transfer to artificial feeding.

6. The use of chemoprophylaxis full in all three stages significantly reduces the risk of infection of the child - with 28 - 50% 3 - 8%. Such efficiency with sufficient safety for the mother and the fetus proved only for circuits with AZT and / or nevirapine.

7. If the patient is pregnant, there are indications for antiretroviral therapy, it should be administered in view of the need to prevent HIV transmission from mother to fetus and maximum safety for the fetus - the section "Features of antiretroviral therapy in pregnant women."

Drugs used for chemoprophylaxis of HIV transmission from mother to child

· AZT (Zidovudine, ZDV, AZT, AZT, ZDV) - antiretroviral drugs from the group consisting of reverse transcriptase inhibitors, nucleoside analogues. Commercial name: Timazid - capsules of 0.1 g .; Retrovir - Capsules and 0.3 to 0.1 g .; Retrovir in solution / injection (vials 20 ml - 0.01 ml / g, 0.2 g in a vial AZT); Retrovir - syrup for children (200 ml vial, 0.01 g / ml, 2 g vial AZT).

Major complications arising from the use of AZT drugs - nausea (most common complication), anemia, granulocytopenia. Rare, but more serious complication - lactic acidosis. AZT drugs are not recommended for use in conjunction with Phosphazide (P-AZT) and stavudine (d4T), since they reduce the effectiveness of mutually.

· Phosphazide (F-AZT, Phosphazide) - antiretroviral drugs from the group consisting of reverse transcriptase inhibitors, nucleoside analogues. It is phosphorylated derivatives of AZT.

Commercial name Nikavir, the release form - tablets of 0.2, the main complication - nausea.

When using Phosphazide complications occur much less frequently than with AZT. It can be used in case of intolerance to AZT and the development of resistance to it. Not available in conjunction with AZT and d4T (mutually reduce efficiency).

· NVP (Nevirapine, NVP) - antiretroviral drugs from the group consisting of reverse transcriptase inhibitors, nucleoside analogues do not.

Commercial name Viramune, dosage form - tablets of 0.2 g and a suspension for oral use containing 0.01 g in 1 ml, 240 ml vial. When using nevirapine most severe complication is Stevens-Johnson syndrome, so the appearance of urticaria, maculopapular rash, erythema multiforme, and especially with the appearance of blisters, edema, arthralgia, fever, conjunctivitis, weakness, rash on the mucous membranes of nevirapine should be immediately terminated.
Chemoprevention of HIV infection to the newborn

· Chemoprevention of HIV to a child born to HIV-infected women should be appointed regardless of whether carried out or not chemoprophylaxis of mother during pregnancy and childbirth.
· Chemoprevention newborn held by epidemilogicheskim testimony if:

- HIV status of the mother is unknown, but she used parenteral psychoactive drugs or had sex with an HIV-infected partner;
- With a negative result, the mother tested for HIV during the last 12 weeks (time from infection to the appearance of antibodies in the blood of more than 90% of persons infected with HIV) is parenterally used drugs or had sex with an HIV-infected partner.

· Optimal initiation of chemoprophylaxis newborn - with eight hours of life (before this time in the body of the child acting preparation obtained from the mother during pregnancy and childbirth). A later initiation of chemoprophylaxis reduces its effectiveness.
· If the infection of the child during childbirth occurred in the period from 0 to 72 hours of life the human immunodeficiency virus is circulating in his blood, but perhaps not yet penetrated into the DNA of newborn cells in the body. In this case, contamination can still be prevented. After 72 hours of a child's life the virus has already penetrated into the DNA of the cells of his body, and prevent the reproduction of HIV is no longer possible.

Therefore initiation of chemoprophylaxis after 72 hours of neonatal life, even if it is not fed on mother's milk, ineffective.
· If the child was applied to the mother's breast or fed her expressed milk (ie epidemic had significant contact for HIV after birth), then, regardless of the duration of the breastfeeding mother's milk, you should immediately stop taking breast milk and the child start HIV chemoprophylaxis by the usual method of infection (as it is likely that the child has not yet had time to become infected). However, if after the last feeding mother's milk has been more than 72 hours to start chemoprophylaxis of HIV infection ineffective child.
· In order chemoprevention newborn HIV applied liquid oral forms of AZT and / or nevirapine.
Scheme 1 N AZT orally in the form of syrup 0.002 g of product (corresponding to 0.2 ml of syrup) per 1 kg of body weight every child strictly 6 hours within 6 weeks. The required single dose is metered by a syringe attached to the bottle. The first reception of a drug within 8 hours after birth because later treatment less effective. Weekly dose is recalculated depending on the child's weight. For example, a child with a weight of 3,500.0 g (3.5 kg) single dose AZT syrup is 0.7 ml (0.2 X 3,5 ml kg).

N Scheme 2 nevirapine in the form of a suspension for oral administration is based on 0,002 g of the preparation (0.2 ml suspension) for 1 kg baby weight 1 times a day for 3 days at intervals of 24 hours. Calculation of a single dose of nevirapine suspension similar to the calculation of a single dose of syrup azidotimina. The first reception of a drug within 8 hours after birth because later treatment less effective.

Both of these schemes may be considered to be essential. The scheme N 2 has an advantage in cases where there is reasonable assurance that the child will be able to receive regular chemoprophylaxis for 6 weeks.

· In order to prevent infection of the newborn human immunodeficiency virus through breast milk:
- Children born to HIV-infected mothers should not be applied to the chest and fed breast milk, and immediately after birth is necessary to transfer to artificial feeding; - Children born to women who were not tested for HIV, it is recommended with the consent of the mother is not applied to the chest and not to nurse him with expressed breast milk until negative results of a survey on HIV mother (the maternal lactation is stored - it is expressing breast).

· A child born of HIV-infected mother can be removed from the dispensary for HIV at the age of 18 months, while the presence of the following three conditions:
- A negative test result for HIV antibodies by ELISA
- Absence of hypogammaglobulinemia
- The absence of clinical manifestations of HIV infection.
V. Materials on methodological support classes.
VI. Materials for the preparatory phase control sessions: questions, tasks, testy.
Questions
1. Consult on question in family planning;

2. Demonstrate knowledge in modern contraceptive methods;

3. Make examination plan prior to contraception usage.

4. Contraindications for using oral contraceptives.

5. Side effects of contraceptives.

6. Perform necessary medical manipulations 
Situational tasks:

1. Patient, 20 years old, addressed women's health clinic with complaints on menstruations delay for 10 days. From anamnesis: no disorders of menstrual cycle previously. Sexual life is regular, she doesn’t use contraceptives. 

On examination: general condition is satisfactory, BP - 120/80mm Hg, pulse - 72 bpm. Abdomen is soft, painless on palpation. The symptoms of peritoneum irritation are negative.
Establish preliminary diagnosis. Make plan of the further examination of the patient.
2. Woman, 32 years old, visited family doctor with complaints of infertility. She has regular sexual life without contraception for 7 years.
From anamnesis: chronic bilateral adnexitis for 5 years, for whih she was treated in hospital and ambulatory services. She has no history of previous pregnancies. Menstruations started at the age of 13, usually regular, but for the last 2 years it is irregular.

On speculum examination: cervical epithelium is intact.

On bimanual examination: limited mobility of the uterus was revealed.

Husband’s spermiogram: asthenospermia- and oligozoospermia of II degree.

Establish preliminary diagnosis. Make plan of the further examination of the patient.
3. Patient, 29 years old, has arrived at gynecological department with complaints on infertility during 5 years, general weakness, sweating, increase of body temperature up to 37,2°C, pain in the lower abdomen.

From anamnesis: tonsillectomy at the age of 18. She had a contact at work with a person infected with tuberculosis. Menstruations since 13 years old (for 5-6 days, cycle interval - 28 days), regular, moderate, painless. During the last 3 years, menstruations duration became 5-10 days. She had no pregnancies, doesn’t use contraceptives. 

Objectively: general condition is satisfactory. Temperature - 37,0°C, pulse - 78 beats/min, of satisfactory properties. Skin and visible mucous membranes are pale. Patient is of normosthenic constitution with malnutrition. Abdomen is soft and painless on palpation. 

Examination in specula: mucous of vagina is pink, cervix of uterus is conic, os is closed, and discharge is light.

Bimanual examination: vagina of nullipara. Cervix and body of uterus are normal, their shift is painless. In the area of uterine appendages on both sides are defined dense formations. Vaginal vaults are deep and painless.

The preliminary diagnosis: chronic bilateral salpingitis (specific etiology?). Primary infertility.

Microbiological examination: in analysis of microflora of vagina, cervical canal and urethra – leucocytes and mixed microflora. 

Metrosalpingography: fallopian tubes are impassable, of various shape on X-ray.

Which additional methods of examination are necessary to perform for the establishment of the final diagnosis? Define prognosis for infertility treatment

Tests:

1. What method of contraception should be advised married woman 35, having one sexual partner suffers from chronic thrombophlebitis veins of the lower extremities?

+ A.  Intrauterine contraception.

   V. Oral contraceptives.

   C. Hyrurhichna sterilization husband.

   D. Mechanical contraception.

   E. Сoitus interruptus.
2. Patient '25 entered the gynecological department with complaints of fever up to 38.7 ° C, abdominal pain, purulent vaginal discharge. From history: 6 years ago introduced the intrauterine device. If bimanual examination, the cervix is ​​cylindrical with symptoms эndotservitsyta, discharge from the cervical canal pus, mustache palpable spiral. Painful body of the uterus normal size. Appendages painful on both sides. Parametriyi free. Select tactics:
   A. Hysteroscopy, antibiotic.

   B. Anti-inflammatory treatment.

   C. Separate scraping the uterine lining.

+ D. Removal intrauterine device, antibiotic.

   E. Analysis vaginal discharge, antibiotic.
 3. The patient '27 detected chlamydia. Designed for couples therapy. What method of contraception has been shown?

   A. Use of condoms.

+ B. Abstinence from sexual activity before full treatment.

   C. Using spermicide.

   D. Navy.

   E. Surgical sterilization.
4. The gynecologist for prophylactic examinations approached a woman 25 years of history knows that it often changes sexual partners. The doctor asked her to use a drug that is both spermicidal and bactericidal effect of a wide spectrum. What preparation was offered a gynecologist?

+ A. Erotex.

   B. Polizhinaks.

   C. Terzhinan.

   D. Klion-D.

   E. Pimafucin.

5. Woman 35 years, normal build, extragenital were found. Menstruation at age 14, 3-4 / 24, heavy, irregular. Three pregnancies, two births, abortions - one. In pregnancy occurs in the next 2-3 years are not interested. Ask the patient contraceptive method:

   A. Intrauterine tool.

   B. Barrier method.

+ C. The combined oral contraceptive.

   D. injectables.

   E. postcoital contraceptive.

6. Female 24, the right build, satisfying food. Menstruation at age 14, 3-5 / 28 days, mild, painless, regular. First Pregnancy, childbirth first. Since the birth took 2 weeks.

Assign a contraceptive method:

   A. Intrauterine tool.

   B. Barrier method.

   C. postcoital contraception.

   D. injectables.

+ E. lactation amenorrhea.

7. A woman of 30 years. Sex life in marriage. Smoking 25 cigarettes a day. The menstrual cycle is normal. In the history of two sorts, one abortion.

In order to assign contraception mainly:

+ A. Intrauterine tool.

   B. Barrier method.

   S. oral contraceptives.

   D. injectables.

   E. spermicide.

8. Woman 42 years, normal build, without bad habits. The menstrual cycle is normal. In the history of the two births by caesarean section. Assign a preferred method of contraception:

   A. Intrauterine tool.

   B. Barrier method.

   C. Oral contraceptive.

+ D. injectables.

   E. spermicide.

9. Patient 40 years, has three children in marriage, appealed to the gynecologist with a view to the selection method of contraception. Healthy.

For the purpose of contraception most reasonably purpose:

   A. Intrauterine product.

   B. spermicides.

   S. oral contraceptives.

+ D. Surgical sterilization.

   E. rhythm method
VII. Materials methodological support basic stage of employment: profesiyni algorithms, orienting map for formation of practical skills and navychok, educational tasks.      
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