LAMPIRAN

PRODI PENDIDIKAN PROFESI BIDAN
JURUSAN KEBIDANAN POLTEKKES KEMENKES YOGYAKARTA
Jalan Mangkuyudan MJ 111/304 Yogyakarta 55143 Telp (0274) 374331

ASUHAN KEBIDANAN KEHAMILAN PADA NY.ZS UMUR 31 TAHUN
G2P1A0 UK 38 MINGGU 2 HARI DENGAN KEHAMILAN NORMAL DI
PUSKESMAS NGAGLIK |

Hari, Tanggal : Rabu, 10 Januari 2024
Pukul : 10.00 WIB

No.RM s XXXXX

SUBJEKTIF (S)

1. Identitas
Istri Suami

Nama : Ny.ZS Tn. RK

Umur 31 tahun 42 tahun

Agama : Islam Islam

Pendidikan : SMK SMK

Pekerjaan : Swasta Swasta

Alamat . Ngepas Kidul, Donoharjo, Ngaglik

2. Data Subjektif

a. Keluhan Utama
Ny.ZS mengatakan ingin periksa hamil dan kadang perutnya terasa
kenceng.

b. Riwayat Menstruasi
Usia Menarche £14 tahun, lama £7 hari, siklus +28 hari, teratur, tidak ada
keputihan, tidak mengalami dismenore. Ganti pembalut 3-4x/ hari.
HPHT: 15-4-2023 HPL: 22-01-2024
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Riwayat menikah
Menikah 1x, umur pertama kali menikah 24 tahun, dengan suami sekarang
sudah %6 tahun. Status TT: TT5 pada saat caten.

Riwayat Obstetri
Tahun bersalin Berat Lahir JK Persalinan Penolong Kondisi
2017 3.100 gram L Normal Bidan Baik

Hamil sekarang

Riwayat Kontrasepsi

Ny.ZS mengatakan sebelumnya pernah menggunakan alat kontrasepsi
jenis IUD.

Riwayat Kesehatan Sekarang

Ny.ZS mengatakan saat ini tidak sedang menderita batuk atau pilek,
pusing, demam tinggi, diare dan penyakit seperti asma, TBC, hipertensi,
diabetes mellitus, jantung, hepatitis B dan HIV, dll.

Riwayat Kesehatan Keluarga

Ny.ZS mengatakan saat ini keluarganya tidak ada yang menderita batuk
atau pilek, pusing, demam tinggi, diare, dan tidak ada riwayat penyakit
asma, TBC, hipertensi, diabetes mellitus, jantung, hepatitis B dan HIV, dll.
. Pola Personal Hygiene

Ny.ZS mengatakan mandi 2 kali sehari, membersihkan daerah genetalia
setelah BAB, BAK dan saat mandi. Mengganti celana dalam setiap habis
mandi dan apabila dirasa lembab.

Pola Pemenuhan Nutrisi

Makan Minum

Frekuensi 3-4x/hari +10x/ hari

Porsi sedang gelas kecil

Macam nasi, lauk, sayur buah air putih, jus, teh
(1x sehari) (kadang)

Keluhan tidak ada keluhan tidak ada keluhan
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J. Pola Eliminasi

BAB BAK
Frekuensi 1-2 hari sekali 5-6x/hari
Tekstur lunak cair
Warna kecoklatan kuning jernih
Keluhan tidak ada keluhan tidak ada keluhan

k. Pola Aktivitas, Istirahat, dan Kebiasaan

Ny.ZS mengatakan aktivitas sehari-hari yaitu bekerja, melakukan
pekerjaan rumah seperti mencuci, memasak, membersihkan rumah,
dll.

Ny.ZS mengatakan pada siang hari jarang tidur, dan pada malam hari
tidur selama +7 jam akan tetapi akhir-akhir ini sulit untuk tidur dengan
nyenyak karena sudah mulai tidak enak.

Ny.ZS mengatakan pola seksualitasnya 1-2x per minggu saat sebelum
hamil dan jarang melakukan hubungan seksual saat hamil ini karena
takut.

Ny.ZS jarang sekali melakukan olahraga

Ny.ZS mengatakan tidak ada kebiasaan merokok, minum minuman

keras, jamu-jamuan, zat adiktif, dll.

OBJEKTIF (O)

1.
2.
3.

Keadaan Umum : Baik

Kesadaran : Composmentis
Tanda-Tanda Vital :

a. TD
b. N
c. R

d S

: 119/93 mmHg
: 94x/ menit

: 22x/ menit

: 36,5°C

Pemeriksaan Antropometri

a. BB

: 50 kg, BB sebelum hamil: 37,2 kg
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b. TB :149cm
c. Lila :21,5cm
d. IMT : 16,8 kg/m?

5. Pemeriksaan Fisik

a. Kepala : tidak ada oedema, terdapat hiperpigmentasi di sekitar pipi
b. Mata : Konjungtiva merah muda, sklera putih
c. Perut : membesar memanjang, terdapat hiperpigmentasi dan striae
alba
Leopoldl : TFU pertengahan px-pusat. Teraba bulat, lunak, tidak

melenting. Kesimpulan: bokong janin
Leopold Il : Kanan: teraba datar, tahanan kuat. Kesimpulan: punggung
janin. Kiri: teraba bulat kecil-kecil berbenjol. Kesimpulan: ekstremitas
Leopold Il : Teraba bulat, keras, tidak melenting. Kesimpulan: kepala
janin
Leopold IV : Posisi tangan pemeriksa divergen/ tidak bertemu.
Kesimpulan: bagian terendah janin sudah masuk panggul
Mc Donald :30cm
DJJ : 147 x/mnt

d. Ekstremitas : gerak aktif, tidak terdapat oedema

6. Pemeriksaan laboratorium (TM 3: 10-1-2024)
a. HB 13,3 gr/dL
b. Protein Urine: negatif

ANALISIS (A)
1. Diagnosis
Ny.ZS umur 31 tahun G2POAO UK 38 minggu 2 hari dengan KEK
2. Masalah
Cemas dan khawatir karena mendekati perkiraan persalinan
3. Kebutuhan
KIE support, KIE keluhan dan cara mengatasi, KIE pemicu kontraksi, KIE

pemantauan gerakan janin
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4. Diagnosis potensial
Perdarahan, partus lama
5. Antisipasi tindakan segera

KIE gizi seimbang, Pemantauan kesejahteraan janin

PENATALAKSANAAN (P)

1. Memberitahu Ny.ZS tentang hasil pemeriksaan bahwa keadaan Ny.ZS dan
janinnya dalam kondisi baik dan sehat.

Ny.ZS mengetahui dan merasa senang dengan kondisinya dan janin.

2. Memberitahu Ny.ZS tentang keluhan yang dialaminya yaitu perut kenceng
adalah salah satu tanda gejala akan terjadinya persalinan apabila kenceng
teratur disertai keluarnya lendir darah. Memberitahu ibu bahwa ada beberapa
cara induksi alami untuk memacu kontraksi rahim salah satunya yaitu dengan
berhubungan, karena salah satu kandungan dari sperma adalah prostaglandin
dimana hormon tersebut dapat meningkatkan kontraksi rahim. Dengan begitu
diharapkan ibu segera memasuki tahap persalinan.

Ny.ZS mengetahui penyebab keluhannya dan mengetahui cara induksi alami.

3. Memberikan KIE kepada ibu mengenai ketidaknyamanan yang dapat terjadi
pada kehamilan trimester 11l yaitu sering buang air kecil, pegal-pegal, sesak
napas, kram pada kaki dll. Ketidaknyamanan tersebut adalah normal apabila
tidak terjadi secara berlebihan atau yang dapat mengganggu ibu.

Ibu mengetahui ketidaknyamanan pada kehamilan trimester 11I.

4. Memberikan KIE kepada ibu mengenai tanda bahaya yang harus diwaspadai
pada kehamilan trimester 111 yaitu seperti perdarahan melalui jalan lahir, keluar
cairan dari jalan lahir, gerakan janin yang berkurang atau bahkan tidak
dirasakan lagi, nyeri perut hebat, dll. Apabila terjadi hal-hal tersebut maka ibu
dianjurkan untuk segera periksa ke fasilitas kesehatan agar mendapat
pertolongan segera.

Ibu mengerti dan akan memperhatikkan setiap tanda yang muncul selama

kehamilan
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Menganjurkan ibu untuk memantau kesejahteraan janinnya, dengan cara
menghitung gerakan janin. Apabila dalam 12 jam gerakan janin kurang dari 10
kali, maka ibu dianjurkan untuk merubah posisi tidurnya menjadi miring ke
Kiri. Apabila setelah tidur miring ke kiri gerakan janin masih <10 kali dalam
12 jam, maka ibu harus segera memeriksakan kehamilannya. Ibu bersedia
memantau gerakan janinnya.

Memberitahu Ny.ZS tentang tanda-tanda persalinan yaitu kenceng-kenceng
teratur 2-3x dalam 10 menit, keluar lendir darah dari jalan lahir, dan juga keluar
cairan dari jalan lahir/ketuban pecah. Jika mengalami tanda-tanda tersebut ibu
dianjurkan untuk segera datang ke tempat bersalin.

Ibu mengerti dan mengetahui tanda-tanda persalinan

Memberi KIE mengenai nutrisi. Ibu harus mengonsumsi makanan kaya serat
dan gizi seimbang agar janin mendapatkan nutrisi yang optimal. Minimal
minum air putih 3 liter sehari agar ibu tidak kekurangan cairan.

Ibu bersedia mengikuti anjuran yang diberikan.

Menganjurkan ibu untuk tidak melakukan aktifitas yang berat yang berlebih
dan memperbanyak istirahat. Ibu bersedia melakukan anjuran yang diberikan.
Memberitahu ibu untuk tetap meminum vitamin dengan rutin setiap harinya.

Ibu bersedia mengonsumsi vitamin dengan rutin.

10. Melakukan dokumentasi tindakan.

Tindakan telah didokumentasikan

Pembimbing Akademik Pembimbing Lahan Mahasiswa

Nur Djanah, S.SiT.,M.Kes  Bodro Purnomowati, S.ST.,Bdn  Afita Mega Alvionita
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ASUHAN KEBIDANAN

NY.ZS UMUR 31 TAHUN G2P0AO UK 38 MINGGU 2 HARI

DI PUSKESMAS NGAGLIK | SLEMAN

TANGGAL/JAM : 10 Januari 2024/ 10.00 WIB
Media

: WhatsApp

S

Ny.ZS mengatakan hanya kadang merasakan kenceng tetapi tidak sering
dan kadang sering hilang timbul.

O | Keadaan umum: baik
Kesadaran: composmentis
A | Ny.ZS umur 31 tahun G2POAO UK 39 minggu 2 hari dengan KEK masalah
cemas khawatir, kebutuhan KIE tanda-tanda persalinan, KIE rileksasi, KIE
support dan KIE pemantauan gerakan janin
P | 1. Menjelaskan kepada ibu bahwa ibu telah mengalami beberapa tanda-
tanda palsu persalinan seperti yang dikeluhkan
Ibu mnegetahui dan mengerti tentang keadannya
2. Menganjurkan ibu untuk tetap rileks saat terjadi kontraksi yaitu dengan
cara mengatur pernapasannya.
Ibu mengetahui cara mengatur napasnya agar tetap tenang dan rileks
3. Memberitahu ibu untuk segera datang ke tempat bersalin, dengan
membawa segala kebutuhan yang dibutuhkan untuk persiapan
persalinan, yaitu pakaian ibu, bayi, dan juga jarit, dll.
Ibu bersedia segera datang ke tempat rencana persalinan dan juga telah
mempersiapkan kebutuhan persalinannya.
4. Memberitahu ibu untuk tetap memantau gerakan janinnya untuk melihat
kesejahteraan janin dalam kandungan.
Ibu bersedia memantau gerakan janinnya
5. Memberikan support tepada ibu dan keluarga untuk tetap semangat dan
meyakinkan ibu bahwa ibu bisa melalui persalinan ini dengan lancar.
6. Melakukan dokumentasi tindakan.

Tindakan telah didokumentasikan
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ASUHAN KEBIDANAN PERSALINAN
Ny.ZS umur 31 tahun G2POAO UK 39 minggu dengan persalinan spontan

*(Pengkajian berdasarkan anamnesa dan dokumentasi pemeriksaan di buku KIA)

S | 15-01-2024/ Pukul 10.00 WIB
Ibu mengatakan keluar lendir darah, kenceng-kenceng 2-3 kali dalam 10

menit dengan durasi sekitar 30 detik

15-01-2024/ Pukul 11.20 WIB
Ibu mengatakan sudah di PMB dilakukan pemeriksaan dalam lagi dengan

hasil pembukaan 4 cm. Selaput ketuban utuh. Gerakan janin aktif

15-01-2024/ Pukul 16.30 WIB
Ibu mengatakan sudah dilakukan pemeriksaan dalam lagi dengan hasil

pembukaan 7 cm. Gerakan janin aktif

15-01-2024/ Pukul 17.50WIB

Ibu mengatakan bahwa pada 15-01-2024 pukul 17.50 WIB ketubannya
pecah kemudian pembukaan 10 cm dan mengejan beberapa kali kemudian
pada 15-01-2024 pukul 18.00 WIB anaknya lahir dan segera menangis.
Terdapat robekan dijalan lahir dan dijahit dengan anestesi lidocain 2%.
Selama pemantauan kala IV persalinan ibu mengatakan tidak ada

kegawatdaruratan apapun baik dirinya maupun bayinya.

O | Tidak dilakukan

A | Ny.ZS umur 31 tahun G2POAO UK 39 minggu dalam inpartu kala 1 fase
aktif dengan masalah cemas khawatir, kebutuhan KIE tanda-tanda
persalinan, KIE rileksasi, KIE support dan KIE pemantauan gerakan janin

dan kontraksi

P |1. Menganjurkan ibu untuk tetap rileks saat terjadi kontraksi yaitu dengan
cara mengatur pernapasannya. Ibu mengetahui cara mengatur napasnya
agar tetap tenang dan rileks

2. Memberitahu ibu untuk tetap memantau gerakan janinnya untuk melihat
kesejahteraan janin dalam kandungan. Ibu bersedia memantau gerakan

janinnya
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. Memberikan support tepada ibu dan keluarga untuk tetap semangat dan

meyakinkan ibu bahwa ibu bisa melalui persalinan ini dengan lancar.

. Menganjurkan ibu untuk tetap makan / minum di sela- sela his

. Melakukan dokumentasi tindakan. Tindakan telah didokumentasikan
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ASUHAN KEBIDANAN PADA NEONATUS
By. Ny.ZS umur 1 hari normal

Pengkajian Tanggal, Jam : 16-01-2024/ 08.50 WIB (KN 1)

Media

: WhatsApp

*(Pengkajian berdasarkan anamnesa dan dokumentasi pemeriksaan di buku KIA)

S | Nama: By. Ny.ZS
TTL: 15-01-2024/ 18.00 WIB
Umur: 1 hari
Jenis Kelamin: Perempuan
Riwayat Persalinan:
- Bayi lahir tanggal 15-01-2024 Jam 18.00 WIB, aterm, lahir spontan,
di tolong oleh dokter dan bidan, tidak ada komplikasi baik ibu maupun
bayi. BB lahir: 3.500 gr, PB: 50 cm, LK: 34 cm
Bayi mau menyusu, sudah BAK 2 kali, dan BAB 1 kali
a. KuU: baik d. Warna kulit: ibu mengatakan tidak kuning
b. Kesadaran: e. Pusat: ibu mengatakan masih basah, tidak
Composmentis ada kemerahan, tidak berbau, dan tidak
c. BB: 3.500 gram ada pengeluaran apapun.
O | Tidak dilakukan
A | By. Ny.ZS umur 1 hari normal membutuhkan asuhan neonatus 6-48 jam.
P |1. Memberitahu ibu bahwa dengan kondisi yang disampaikan ibu keadaan

bayinya sehat, dengan BB: 3.500 gram dan hasil pemeriksaan fisik dan
antropometri dalam batas normal.
Ibu mengetahui dan mengerti

2. Menyampaikan pada ibu bahwa penurunan BB bayi normal dalam 7
hari pertama selama penurunan BB <10% BB lahir. Ibu dianjurkan tetap
menyusui sehingga bayi tidak turun BB hingga 2.763 gr. Ibu merespon
dengan baik.

3. Memberitahu ibu untuk tetap menjaga kehangatan bayinya yaitu dengan
cara memakaikan topi, selimut, serta segera mengganti popok yang
sudah basah.

Ibu bersedia menjaga kehangatan bayinya

4. Memberitahu ibu untuk menyusui bayinya sesering mungkin minimal 2
jam sekali, atau semau bayi dan juga melakukan ASI ekslusif selama 6
bulan.

Ibu bersedia menyusui bayinya sesering mungkin dan ASI ekslusif

5. Menyampaikan cara perawatan tali pusat.

Ibu merespon dengan baik, ibu mengatakan sudah diajarkan oleh bidan
rumah sakit serta diajarkan cara memandikan bayi
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. Memberitahu ibu tanda bahaya yang dapat terjadi pada bayi yaitu bayi
tidak mau menyusu, bayi terlihat kuning, demam tinggi, tidak sadar, dan
memuntahkan ASI yang diberikan. Apabila mengalami hal tersebut
sebaiknya ibu segera memberitahu bidan untuk mendapatkan
pertolongan segera.

Ibu mengerti tanda bahaya yang dapat terjadi pada bayi

. Menganjurkan ibu untuk kontrol ulang sesuai dengan jadwal yang telah
ditentukan.

Ibu bersedia kontrol dengan bayinya pada tanggal 19-01-2024.
Imunisasi HBO telah diberikan pukul 07.00 WIB, vitamin K sudah
diberikan dan akan direncanakan pemeriksaan SHK pada kunjungan
selanjutnya yaitu tanggal 19 Januari 2024.

. Melanjutkan observasi dan melakukan dokumentasi tindakan
Tindakan telah didokumentasikan
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ASUHAN KEBIDANAN PADA NEONATUS
By. Ny.ZS umur 4 hari normal

Pengkajian Tanggal, Jam : 19-01-2024/ 14.30 WIB (KN 2)

Media

: Kunjungan rumah

*(Pengkajian berdasarkan anamnesa dan dokumentasi pemeriksaan di buku KIA)

S | Ibu mengatakan tidak ada keluhan, bayinya sehat, menyusu dengan baik.
a. KU: baik
b. Kesadaran: Composmentis
c. BB: 3.800 gram
d. Tali pusat: sudah lepas
O | Tidak dilakukan
A | By. Ny.ZS umur 4 hari normal membutuhkan asuhan neonatus 3-7 hari
P |1. Memberikan pujian dan support kepada ibu. Memberitahu ibu bahwa
dengan kondisi yang disampaikan ibu keadaan bayinya sehat, dengan
BB: 3.800 gram dan hasil pemeriksaan fisik dalam batas normal.
Ibu mengetahui dan mengerti
2. Memberitahu ibu untuk tetap menjaga kehangatan bayinya yaitu dengan
cara memakaikan topi, selimut, serta segera mengganti popok yang
sudah basah.
Ibu bersedia menjaga kehangatan bayinya
3. Memberitahu ibu untuk menyusui bayinya sesering mungkin minimal 2
jam sekali, atau semau bayi dan juga melakukan ASI ekslusif selama 6
bulan.
Ibu bersedia menyusui bayinya sesering mungkin dan ASI ekslusif
4. Memberitahu ibu tanda bahaya yang dapat terjadi pada bayi yaitu bayi
tidak mau menyusu, bayi terlihat kuning, demam tinggi, tidak sadar, dan
memuntahkan ASI yang diberikan. Apabila mengalami hal tersebut
sebaiknya ibu segera periksa ke bidan atau dokter untuk mendapatkan
pertolongan segera.
Ibu mengerti tanda bahaya yang dapat terjadi pada bayi
5. Menganjurkan ibu untuk kontrol menimbang BB dan mengukur PB
rutin setiap bulan di posyandu terdekat untuk memantau pertumbuhan
dan perkembangan anak.
Ibu bersedia mengikuti posyandu
6. Melanjutkan observasi dan melakukan dokumentasi tindakan

Tindakan telah didokumentasikan
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ASUHAN KEBIDANAN PADA NEONATUS
By. Ny.ZS umur 10 hari normal

Pengkajian Tanggal, Jam : 25-01-2024/ 14.30 WIB (KN 3)

Media : kunjungan rumah
S | Ibu mengatakan tidak ada keluhan, bayinya sehat, menyusu dengan baik.
O |a. KU: baik
b. Kesadaran: Composmentis
c. BB:4.000 gram
d. Kulit: kemerahan, tidak kuning
A | By. Ny.ZS umur 10 hari normal membutuhkan asuhan neonatus 8-28 hari
P |1. Memberikan pujian dan support kepada ibu dan keluarga. Memotivasi
ibu untuk tetap melakukan ASI ekslusif.
Ibu besedia
2. Memberikan KIE kepada ibu bahwa kenaikan BB yang harus dicapai
setiap bulan berdasar grafik KMS. Pada bulan pertama, kenaikan BB
yang dianjurkan adalah 800 gr dari BB lahir.
Ibu mengerti dan mengetahui
3. Memberitahu ibu untuk tetap menjaga kehangatan bayinya yaitu dengan
cara memakaikan topi, selimut, serta segera mengganti popok yang
sudah basah.
Ibu bersedia menjaga kehangatan bayinya
4. Memberitahu ibu tanda bahaya yang dapat terjadi pada bayi yaitu bayi
tidak mau menyusu, bayi terlihat kuning, demam tinggi, tidak sadar, dan
memuntahkan ASI yang diberikan. Apabila mengalami hal tersebut
sebaiknya ibu segera periksa ke bidan atau dokter untuk mendapatkan
pertolongan segera.
Ibu mengerti tanda bahaya yang dapat terjadi pada bayi
5. Menganjurkan ibu untuk kontrol menimbang BB dan mengukur PB
rutin setiap bulan di posyandu terdekat untuk memantau pertumbuhan
dan perkembangan anak.
Ibu bersedia mengikuti posyandu
6. Rencana pemberian imunisasi BCG dilakukan pada tanggal 28 Januari
2024 sesuai dengan jadwal imunisasi di PMB.
7. Melanjutkan observasi dan melakukan dokumentasi tindakan

Tindakan telah didokumentasikan
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ASUHAN KEBIDANAN PADA MASA NIFAS
NY.ZS UMUR 31 TAHUN P2A0 NIFAS NORMAL HARI KE 1
DI PUSKESMAS NGAGLIK 1 SLEMAN

TANGGAL/JAM : 16 Januari 2024/ 07.30 WIB (KF 1)
Media : WhatsApp

S

Ibu mengatakan jahitan agak nyeri, ibu mengaku bisa beristirahat, ibu dapat
duduk maupun berjalan ke kamar mandi tanpa keluhan, sudah BAK dan bisa
mandi sendiri, ganti pembalut 4-5 kali sehari, ASI sudah keluar sedikit, ibu
mengaku menyusui bayi 2 jam sekali, ibu makan 3 kali sehari dan minum
air putih 2 liter dalam sehari dengan tambahan jus dan sari kacang hijau.

Ibu juga mengatakan sangat senang dengan kelahiran anak pertamanya ini.

Keadaan umum: baik Lochea: rubra dbn, jahitan masih
Kesadaran: composmentis basah, tidak ada tanda infeksi

TD: dbn *dikaji berdasarkan anamnesa dan
ASI: + catatan buku KIA hasil pemeriksaan
Kontraksi: keras di rumah sakit

TFU: 3 jari di bawah pusat

O | Tidak dilakukan

A | Ny.ZS umur 31 tahun P2A0 pospartum spontan masa nifas hari ke-1 normal
membutuhkan asuhan nifas 6-48 jam

P | 1. Menganjurkan ibu mencukupi kebutuhan makan minum dengan gizi

seimbang. Protein membantu penyembuhan luka, proses kembalinya
organ kandungan seperti sebelum hamil dan produksi ASI.
Ibu bersedia, ibu tidak ada alergi.
2. Menganjurkan ibu menjaga kebersihan genetalia.
Ibu bersedia, ibu sudah dapat ke kamar mandi sendiri.
3. Menganjurkan ibu tetap menyusui bayi sesuai permintaan bayi atau
minimal 2 jam sekali dengan teknik menyusui yang benar.
Ibu bersedia, ibu mengaku sudah diajarkan cara menyusui yang benar.
4. Menganjurkan ibu kelola stress dan istirahat cukup.
Ibu bersedia.
5. Memberikan KIE tanda bahaya nifas seperti perdarahan berlebih,
demam, pusing, dll.
Ibu merespon dengan baik.
6. Menganjurkan ibu melanjutkan obat yang diberi dokter.
Ibu bersedia, ibu diberi tablet tambah darah, antibiotik, asam
mefenamat dan 2 kapsul vit A.
7. Menganjurkan ibu kontrol ulang sesuai jadwal. Ibu bersedia kontrol
tanggal 19-01-2024.
8. Melakukan dokumentasi asuhan. Asuhan telah didokumentasikan
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ASUHAN KEBIDANAN PADA MASA NIFAS
NY.ZS UMUR 31 TAHUN P2A0 NIFAS NORMAL HARI KE 4
DI PUSKESMAS NGAGLIK 1 SLEMAN

TANGGAL/JAM : 19 Januari 2024/ 14.30 WIB (KF 2)
Media : Kunjungan rumah

S

Ibu mengaku bisa beristirahat karena dibantu suami untuk mengurus
bayinya dan pekerjaan rumah lainnya, sudah BAK dan BAB tidak ada
keluhan, ganti pembalut 3-4 kali sehari, ASI sudah keluar lancar, ibu
mengaku menyusui bayi 2 jam sekali, ibu makan 3-4 kali sehari dan minum
air putih 2 liter dalam sehari kadang dengan tambahan jus. Ibu mengatakan
payudaranya agak lecet, tetapi masih bisa untuk menyusui

Keadaan umum: baik Lochea: serosa dbn, jahitan kering,

Kesadaran: composmentis tidak ada tanda infeksi

TD: dbn Esktremitas: tidak ada

ASI: + pembengkakan

Kontraksi: keras *dikaji berdasarkan anamnesa dan

TFU: 3 jari di atas simpisis catatan buku KIA hasil pemeriksaan
di rumah sakit

O | Tidak dilakukan

A | Ny.ZS umur 31 tahun P2A0 pospartum spontan masa nifas hari ke-4
membutuhkan asuhan nifas 3-7 hari

P | 1. Memberitahu ibu untuk tetap ke bayi secara on demand, KIE cara

menyusui yang baik dan benar untuk menghindari terjadinya puting
susu lecet.
Ibu memahami penjelasan yang diberikan

2.  Memotivasi ibu untuk pemberian ASI ekslusif.
Ibu bersedia.

3. Menganjurkan ibu menjaga pola makan gizi seimbang, jaga kebersihan
genetalia, kelola stress dan istirahat cukup.
Ibu bersedia.

4. Memberikan KIE tanda bahaya nifas seperti perdarahan berlebih,
demam, pusing, dll.
Ibu merespon dengan baik.

5. Menganjurkan ibu melanjutkan obat yang diberi dokter.
Ibu bersedia, ibu melanjutkan vitamin tambah darah yang diberikan

6. Menganjurkan ibu kontrol ulang sesuai jadwal.
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ASUHAN KEBIDANAN PADA MASA NIFAS
NY.ZS UMUR 31 TAHUN P2A0 NIFAS NORMAL HARI KE 10
DI PUSKESMAS NGAGLIK 1 SLEMAN

TANGGAL/JAM : 25 Januari 2023/ 14.30 WIB (KF 3)

Media : Kunjungan rumah

S | Ibu mengatakan tidak ada keluhan, ibu mengaku bisa beristirahat karena
dibantu suami untuk mengurus bayinya dan pekerjaan rumah lainnya.

O | Keadaan umum: baik Lochea: alba dbn, jahitan kering
Kesadaran: composmentis Payudara: puting bersih menonjol,
TD: 110/70 mmHg terdapat pengeluaran ASI
N: 85x/menit Esktremitas: tidak ada
R: 22x/menit pembengkakan
ASI: +
TFU: tidak teraba

A | Ny.ZS umur 31 tahun P2A0 pospartum spontan masa nifas hari ke-10
normal membutuhkan asuhan nifas 8-28 hari

P | 1. Memberitahu ibu hasil pemeriksaan dalam batas normal.

Ibu mengerti dan mengetahui serta merasa senang

2.  Memberikan dukungan kepada ibu dan keluarga untuk tetap melakukan
ASI ekslusif.

Ibu bersedia melakukan ASI ekslusif

3. Menganjurkan ibu tetap menjaga pola makan gizi seimbang, jaga
kebersihan genetalia, kelola stress dan istirahat cukup.
Ibu bersedia

4. Memberikan KIE tanda bahaya nifas
Ibu merespon dengan baik.

5. Memberikan KIE waktu memulainya hubungan seksual setelah nifas
selesai atau perdarahan telah berhenti, Ibu mengerti dan mengatakan
untuk berhubungan saat masa nifas sudah selesai karena masih takut..

6. Melakukan dokumentasi asuhan. Asuhan telah didokumentasikan
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ASUHAN KEBIDANAN PADA MASA NIFAS

NY.ZS UMUR 31 TAHUN P2A0 NIFAS NORMAL HARI KE 40

DI PUSKESMAS NGAGLIK 1 SLEMAN

TANGGAL/JAM : 20 Februari 2024/ 09.00 WIB (KF 4)

Media

: Whatsapp

S

Ibu mengatakan tidak ada keluhan, ASI lancar dan tidak ada masalah
menyusui, ibu mengaku bisa beristirahat cukup, ibu dapat melakukan
aktivitas rumah tangga seperti biasa, sudah BAK dan BAB tidak ada
keluhan, darah nifas sudah berhenti (tidak ada pengeluaran dari jalan lahir),
makan 3-4 kali sehari dengan makanan selingan, minum minimal 2 liter

sehari
O | Keadaan umum: baik Mata: sklera putih, konjungtiva

Kesadaran: composmentis merah muda

TD: 120/70 mmHg Payudara: bersih, puting menonjol,

N: 90 x./menit pengeluaran ASI, tidak ada lecet

R: 22 x/menit atau bendungan ASI

S: 36,8°C Genetalia: tidak ada pengeluaran

Ekstremitas: bergerak aktif tidak ada
oedema
A | Ny.ZS umur 31 tahun P2A0 pospartum spontan masa nifas hari ke-40
normal akseptor KB IUD membutuhkan asuhan nifas 29-42 hari
P | 1. Memberikan dukungan ibu untuk pemberian ASI ekslusif
Ibu bersedia.

2. Menganjurkan ibu tetap menjaga pola makan gizi seimbang, jaga
kebersihan genetalia, kelola stress dan istirahat cukup
Ibu bersedia.

3. Memberikan konseling tentang cara memeriksa sendiri benang ekor
IUD, efek samping yang sering timbul misalnya perdarahan haid yang
bertambah banyak atau lama, rasa sakit atau kram,segera mencari
pertolongan medis bila timbul gejala-gejala infeksi, jenis IUD yang
dipakai jangka waktu pemasangan, mengetahui tanda bahaya IUD :
terlambat haid, perdarahan abnormal, nyeri abdomen, dispareunia,
keputihan  abnormal, demam/menggigil, benang ekor 1UD
hilang/bertambah pendek/bertambah panjang dan seegra kontrol jika
mengalami tanda- tanda tersebut, IUD tidak memberi perlindungan
terhadap virus AIDS.

4. Melakukan dokumentasi asuhan. Asuhan telah didokumentasikan
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2. Informed Consent

INFORMED CONSENT (SURAT PERSETUJUAN)

Yang bertanda tangan di bawah ini:

S - Jahrodul Jopyanah  Wardha
TempatTanggal Lahir: Surabaga » |4 Januari /993
Alamat . Kgepar ko - donohanjo

Bersama ini menyatakan kesediaan sebagai subjek dalam praktik Continuity of Care (COC) pada
mahasiswa Prodi Pendidikan Profesi Bidan T.A. 2023/2024. Saya telah menerima penjelasan
sebagai berikut:

1. Setiap tindakan yang dipilih bertujuan uniuk memberikan asuhan kebidanan dalam rangka
meningkatkan dan mempertahankan kesehatan fisik, mental ibu dan bayi. Namun
demikian, setiap tindakan mempunyai risiko, baik yang telah diduga maupun yang tidak
diduga sebelumnya.

2. Pemberi asuhan telah menjelaskan bahwa ia akan berusaha sebaik mungkin untuk
melakukan asuhan kebidanan dan menghindarkan kemungkinan terjadinya risiko agar
diperoleh hasil yang optimal.

3. Semua penjelasan tersebut di atas sudah saya pahami dan dijelaskan dengan kalimat yang
jelas, sehingga saya mengerti arti asuhan dan tindakan yang diberikan kepada saya. Dengan
demikian terdapat kesepahaman antara pasien dan pemberi asuhan untuk mencegah
timbulnya masalah hukum dikemudian hari.

Demikian surat persetujuan ini saya buat tanpa paksaan dari pihak manapun dan agar
dipergunakan sebagaimana mestinya.

Mahasiswa Klien
' e
Apde Mesa. A Zohrobul Jopganah tw .
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3. Surat Keterangan telah Menyelesaikan COC

SURAT KETERANGAN

Yang bertanda tangan di bawah ini:

Nama Pembimbing Klinik  : Bedro Pumompwady SC.T. Rdn
Instansi : i
aiskcsmqs Naag it |

Dengan ini menerangkan bahwa:

Nama Mahasiswa  : Agta Mg, AVionita

NIM ¢ Rodraveanedo

Prodi D Pendidilean  Popes  Ridaw

Jurusan : k‘h‘aw« ?ﬂte\“’ei ‘ﬂngubi ﬁﬁh«h

Telah selesai melakukan asuhan kebidanan berkesinambungan dalam rangka praktik
kebidanan holistik Continuity of Care (COC, 2.
Asuhan dilaksanakan pada tanggal“/t:xw Sampai dengan 2’/’7

Mags Keamilan Samyas ketuarma Bevevican a
Vt'\gan K avetor Resiko  Veteu s o Evierg, kronis
Cutek) Di Puskesmas Ngaglle |

Demikian surat keterangan ini dibuat dengan sesungguhnya untuk dipergunakan

sebagaimana mestinya.
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4. Dokumentasi Foto Pelaksanaan COC

Pasien Ngaglik 1.. [ R

Assalamu'alaikum. Selamat pagi ibu Zahrotul,
mohon maaf mengganggu J,

Ibu perkenalkan sy Mega mahasiswa profesi
bidan dari Politeknik Kemenkes Yogyakarta

08:00 v
Ibu sy mendapatkan nomor ibu dari bu Bidan
Nurjanah. Mohon ijin melakukan kunjungan

rumah untuk melakukan pemeriksaan kesehatan
ibu dan si kecil. Apakah ibu berkenan njih bu?

)8:02

Boleh mbk

Alhamdulillah matur nuwun ibu 5.1
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Abstract

Background: I Mepal, 54% of women have an unmet need for family planning within the 2 years following a
birth. Provision of a long-acting and reversible contraceptive method at the time of birth in health facilities could
improve access to postparturn family planning for women who want to space or limit their births. This paper
examines the impact of an intervention that introduced postpartum contraceptive counseling in antenatal care and
immediate postparturn intra-uterine device (PPIUD) insertion services following institutional delivery, with the intent
to eventually integrate PFIUD counseling and insertion services as part of routine maternity care in Mepal.

Methods: This study took place in six large tertiary hospitals. All women who gave birth in these hospitals in the
18-manth period between September 2015 and March 2017 were asked to participate. A total of 75,587 women
[996% consent rate) gave consent to be interviewed while in postnatal ward after delivery and before discharge
from hospital. We use a stepped-wedge cluster randomized design with randomization of the intervention timing
at the hospital level. The baseline data collection began prior to the intervention in all hospitals and the
intervention was introduced into the hospitals in two steps, with first group of three hospitals implementing the
intervention 3 manths after the baseline had begun, and second group of three haspitals implementing the
intervention 9 months after the baseline had begun. We estimate the overall effect using a linear regression with a
wild bootstrap ta estimate valid standard emars given the duster randomized design. We also estimate the effect of
being counseled on PRIUD uptake.

Results: Our Intent-to-Treat analysis shows that being exposed to the intervention increassed PRIUD counseling
among women by 25 percentage paints (pp) [95% Ct 1440 ppl, and FRIUD uptake by four percentage paoints
[95% Cl: 3-6 pp]. Our adherence-adjusted estimate shows that, on average, being counseled due to the
intervention increased PPIUD uptake by about 17 percentage paoints [95% CI: 14—20 pp).

Condusions: The intervention increased PPIUD counseling rates and PRILUD uptake among women in the six study
hospitals. If counseling had covered all women in the sample, PPIUD uptake would have been higher. Our results
suggest that providing high quality counseling and insertion services generates higher demand for PPIUD services
and could reduce unmet need.

Trial registration: Trial registered on March 11, 2016 with ClinicalTrialgov, NCT02718222

Keywords: Mepal, Postparturm contraception, Counseling, IUD uptake, Impact evaluation
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Plain English summary

Intra-uterine contraceptive device (IUD) inserted soom
after delivery provides long-term protection against un-
intended pregnancy and can be a particularly suitable
option for women who visit hospitals for delivery, but
may not revisit because of distance or cost of transporta-
tion. Therefore, an intervention launched in Mepal: (1)
counseled women on family planning methods after de-
livery during their antenatal care visits, (2) trained med-
kcal staff to insert IUD following delivery, referred as the
postpartum period, and (3) thus aimed to integrate post-
partum family planning, and postpartum IUD (PPIULDY)
services into regular maternity services. We examine the
Impact of this intervention on contraceptive counseling
and PPIUD uptake. All women who gave birth in six ter-
tiary hospitals in the 18-manth period between Septem-
ber 2015 and March 2017 were asked to participate and
75,587 women who agreed were Interviewed after deliv-
ery and before discharge from hospital. Baseline data
were collected for 3 months in first group of hospitals
after which Intervention was launched in these hospitals,
and the second group of hospitals had 9 months of base-
line data collection before the intervention was
launched. Our analysis shows that the intervention in-
creased PPIUD counseling by 25 percentage points. It
also increased PPIUD uptake by four percentage points.
If all wemen were counseled by the program, PPIUD up-
take would have increased by 17 percentage points. Our
results suggest that providing high quality counseling
and Insertion services generates higher demand for
PPIUD services and could help women meet their fertl-
Ity desires to space or limit childbearing in Nepal and in
sirnilar contexts.

Background

Increased access to family planning in low-income coun-
tries is linked to redweed maternal morbldity and mortal-
Ity, and reduced infant and child morbidity and mortality
[1-4]. The International Conference on Population and
Development (ICPD) Programme of Action that was
adopted by 179 UN member states in 1994 advocated
the right to plan a family size and birth spacing as cen-
tral reasons for expanding family planning access |5, 8]
Globally, although there has been an impressive in-
crease in access to family planning in the last few de-
cades [7], much work remains in ensuring the 1CPD
goals of provision of universal access to reproductive
health services, including family planning.

In MNepal, contraceptive prevalence among married
women aged 15-49 years increased from 19 to 53% be-
tween 1990 and 2016, and while the unmet need for
family planning decreased from 34 to 24% over the same
period |7, 8], concerted efforts are still needed to in-
crease access, especially in the postpartum period. Only
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9% of the women are counseled on family planning dur-
ing their postpartum period in Mepal, and 54% have an
unmet need for family planning within the 2 years fol-
lowing a birth [8]. Despite the World Health Organiza-
tons (WHO) recommendation of waiting at least 2
years after a live birth before attempting the next preg-
nancy to reduce the risk of adverse maternal, perinatal
and infant outcomes [9], 25% of women in Nepal be-
come pregnant within 24 months postpartum [10]. Hence,
there Is a gap in postpartum family planning (PPFP) coun-
seling and uptake in Nepal, and with rising coverage of
antenatal care (ANC) and institutional delivery, an oppor-
tunity to understand whether an attempt to Integrate post-
parturn family planning services Into maternity care
would improve uptake of postpartum family planning
in Nepal.

Global rates of antenatal care visits and skilled birth
attendance have increased in the past decades [11], and
Mepal is no exception. In the period 2014-2016, 84% of
wonen who gave birth had at least one antenatal care
visit, and 57% of all births took place in a health facility
[skilled birth attendance was 58%) [8]. This is a sharp in-
crease from 2001 when only 9% of the women gave birth
in a health facility in Nepal [12].

For many women in Nepal who have limited access to
healthcare services, antenatal visits, facility delivery, and
postnatal visits present bmportant opportunities for coun-
seling and provision of family planning services, which may
emable them to meet their birth spacing or limiting desires
by offering a long-acting and reversible method [13].

Offering family planning counseling during antenatal
visits, and provision of an IUD in immediate postpartum
peried (PPIUD) to women undertaking delivery in a
health facility can be an effective way of reducing the
unmet need for family planning in the postpartum
period. IUDY is a safe, effective, long-lasting and revers-
ible method of contraception [14, 15]. PPIUD, inserted
in the immediate postpartum period: (1) is associated
with fewer side effects and discomfort during insertion
compared to an interval IUD {inserted after more than
4weeks postpartum), (2} has higher continuation rates
at bmonths [16], and (2] ks recommended by the WHO
as safe for use by all women, including breastfeeding
women of women who are HIV positive [15].

Previously published siudies on the impact of provision
af PPIUD services have been based on cross-sectiomal
and/or program data. One such recent study was a large
multi-country implementation program that Incorporated
prowision of PPIUD services into routine maternity care in
six countries—Guinea, India, Ethiopia, the Philippines,
Rwanda and Pakistan. This study showed that, among
women counseled, between 2.3 to 5.8% chose PPIUD, and
a median of about 2% of all women who gave birth in the
study Facilities took up PPIUD [13].
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We believe this is the first study that aims to investi-
gate the causal impact of provision of PPFP counseling
and PPIUD insertion services as a part of routine mater-
nity care. We use a randomized stepped-wedge duster
design to evaluate the causal impact of the provision of
these services by employing a hospital level randomized
rollout with hospitals adopting the intervention in two
waves that were 6 months apart This allows us to esti-
mate the impact of the intervention while controlling for
underlying trends in PPIUD use. The aim of this paper
Is to estimate the impact of the intervention on PPIUD
counseling and uptake using data collected from women
after delivery and before discharge from hospital—by
measuring the intervention uptake, we hope to under-
stand the feasibility of integrating PPFP counseling and
PPIUD insertion services Into facllity-based antenatal
and delivery care in Nepal

The intervention aimed to change provider knowledge
and behavior by training them on postpartum family
planning, including PPIUD counseling and insertion
techniques, and to change patient knowledge and behav-
lor through counseling by the trained providers. How-
ever, h e ¢ ints In health facilities
could attenuate the impact of the training program on
PPIUD counseling and uptake [17]. Since not all women
who delivered after the intervention began were coun-
seled, we also provide adherence-adjusted estimates of
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the effect of being counseled on PPIUD uptake. This
gives the causal effect of being counseled due to the
Intervention on PPIUD uptake, removing any selection
bias of targeting particular women. Moreover, It has
been shown that the quality of PPIUD counseling can
affect uptake of PPIUD [18]. We therefore estimate how
variations in the quality of counseling affected PPIUD
uptake.

Methods

This trial is registered with ClinicalTrials.gov with ID:
NCT02718222. Detailed study protocol has been pub-
lished elsewhere [19]. However, main features of the
study are described below.

Study population

This study took place in six tertiary hospitals: Bharatpur
Hospital, Bheri Zonal Hospital, BP Koirala Institute of
Health Sciences (BPKIHS), Koshi Zonal Hospital, Lum-
bini Zonal Hospital and Western Regional Hospital
Four of the study hospitals are in Teral region, and two
(BPKIHS and Western Regional Hospital) in Hill region.
Figure 1 shows a map with the location of these hospi-
tals. The inclusion criteria for hospital sites In this study
were: (i) high volume of obstetric caseloads (> 6000 a
year), (ii) large catchment area, and (i) not located in the
capital dity, with the intent to ascertain if the intervention

Fig. 1 Location of Study Haspitals

Koshi Zonal Hospital
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could = fully build Ity in hospitals outside of
Kathmandu valley. All women who gave birth in these six
hospitals in the 18-month period between Sth September
2015 and 8th March 2017 were eligible to be induded in
the study sample unless thelr primary residence was out-
shde of Nepal. Out of a total of 75,897 women eligible to
enroll in the research study during the enrollment period,
75587 (996%) consented to be interviewed, and inter-
views were conducted after delivery but prior to discharge
from hospital. The full sample used in this study consti-
tutes of 75,566 women with complete information among
those who consented to participate in the study.

Ethical approval for this study was obtained through
MNepal Health Research Councll, and the Harvard T. H
Chan School of Public Health Odfice of Human Research
Administration granted exempt status to the study as
Harvard only received de-identified data.

Study design

We use a stepped-wedge cluster randomized design. All
hospitals had at least 3 months of baseline data collec-
tion, and the intervention was introduced into the hospi-
tals in two steps. Six hospitals were placed in pairs
matched by geography (Hill versus Teral), and then by
the annual obstetric caseload. Each pair was randomized
Into either group 1 (early intervention) or group 2 (late
Intervention). The three pairs were: (I} Western Regional
and BPKIHS, (i} Lumbini Zonal and Bharatpur, and (i)
Koshi Zonal and Bheri Zonal. The three hospitals in
Group 1 (Lumbini Zonal, Koshi Zonal and Western Re-
glonal) were scheduled to start their intervention in the
fourth month after 3-month baseline data collection,
and Group 2 hospitals (BPKIHS, Bharatpur and Bheri
Zonal) were scheduled to start thelr intervention in
the tenth month after 9-month baseline data collection.
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Figure 2 shows the baseline and intervention period in
exch of the six hospitals. All hospital baseline data collec-
tion began on September 8, 2015, Actual timing of the
start of the intervention by hospitals in each group varied
slightly due to the need for trainers to move between hos-
pitals to provide training. Group 1 hospitals began the
Intervention a few weeks apart from each other, in De-
cernber 2015, whereas the intervention in Group 2 began
im the summer of 2006.

The Intervention

The intervention was designed and implemented by
International Federation of Gynecology and Ohbstetrics
(FIGO) in partnership with Nepal Society of Obstetri-
clans and Gynaecologists (NESOG). FIGD and NESOG
designed the intervention in adherence with the national
health systems and training guidelines and in coordin-
ation with the Ministry of Health and Population in
Nepal to ensure sustainability of any future scale-up of
the program.

The intervention comprised of: (1) informational wark-
shops for female community health volunteers and gen-
eral hospital staff, (2) training of maternity care providers
in postparium family planning counseling, PPIUD in-
sertion techniques and complication management, (3)
provisien of postpartum family planning leaflets to be dis-
teibuted during counseling, (4) an information wall chart
and video to be displayed in the hospital waiting area, (5)
provision of Kelleys forceps for vaginal PPIUD insertion
and IUDs to be provided to hospitals by the Ministry of
Health and Population (IUDs were free at point-of-care to
women), (&) one service provider in each hospital being
designated as facility coordinator for the program, and (7)
regular monitoring of counseling and insertion data by
NESDG and FIGO.

Feaspital group

eerons (21 | =i
—— RS
Bheri zonal ospital {2} | R = i
Lenbini Zenal Hospital {1} | DS oeeis
keshi 2onal ospital {1} | D SERSE S

Wastem Regional Hospital (1) _ Startls-Dec-15

a 100 20 200 400 504
Enroliment Period | in days)
WBasaling W Intervention
Fig. 2 intereention Timekne in Study Hospitaks. MNotes X-ads timedine is from 08 September 2015 so 08 March 2017, (1] or (2] indicates
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Provider training
Health professionals in the study hospitals who provide
obstetric services—senior and junlor doctors, nurses and
midwives—were tralned te provide postpartum family
planning counseling services during antenatal visits, and to
undertake PPIUD insertions. Each training workshop was
3 days long with six sessions, which included techniques
in providing counseling services along with lectures, vid-
eos, practice IUD insertion sessions in MAMA-U manne-
quin models for vaginal and intra-caecarlan procedures,
and discussion of Infection prevention, side-effects and
complication management. Pre-training and mid-training
knowledge assessments were also conducted along with
role plays and group discussions to facilitate the training.
The providers were also trained to utilize postpartum
family planning leaflets during counseling. These leaflets
contain information about benefits of birth spacing, and
Information on different contraceptives, with guidelines
on when to begin using them postpartum.

Counsefing and consent for insertion, and intervention
imelusion criteria

If a woman in the study was counseled on PPIUD, she
could have been counseled elther during her antenatal
visit If she visited the hospital for antenatal care (ANC),
or during her postnatal care (PNC) in a ward after deliv-
ery, or in antenatal wards if she arrived early for the
birth and was not in active labor. She could also be
counseled both during ANC and after admission to the
hospital for delivery.

If women chose to have a PPIUD inserted, consent for
Insertion was taken at the point of cholce (elther at ANC
or PNC), and confirmed and noted in maternity records
immediately before the insertion process. For literate
women, the consent was in written form, and thumb print
was taken if women were illiterate. Though the consent
form was In Nepall, women were explained the process
and eontent of the consent form in thelr own language by
providers. Note that IUDs are provided for free at
point-of-care based on national reproductive health policy
guidelines, and the IUDs used in the intervention sites
were non-hormonal IUDs that last 12 years.

In terms of the interventlon inclusion criteria, all preg-
nant warmnen who visited the hospital for antenatal coun-
seling or delivery services (vaginal or caesarean section)
were eligible for PPFP counseling services, and all those
who consented to PPIUD were eligible for IUD insertion
in the immediate postpartum period.

Data collection and cormposition of the questionnaire

Enumerators posted in the hospitals interviewed women
in the postnatal wards using structured questionnalres
and the data were recorded electronically on kand-held
tablets. The study questionmaire included questions about
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womens socio-demographic background. birth history,
ANC visits, previous contraceptive use, any family plan-
ning and PPIUD counseling received during the antenatal
or postnatal period, thelr satisfaction with these counsel-
Ing services, uptake of PPIUD, and future fertility desires.

Outcomes of interest and key treatment variable

PPIUD counseling 5 a binary variable that indicates
whether the woman reported receiving counseling for
PPIUD either during ANC or after admission to the hos-
pital for delivery. PPIUD uptake is also defined as an
Indicator variable for women who chose to accept inser-
tion of a PPIUD. There were 27 women in our study
who choose to accept PPIUD as postpartum contracep-
tion but did not receive a PPIUD because of complica-
tions during delivery and/or insertion. These women are
defined as having chosen PPIUD because we Intend to
measure demand for PPIUD as a result of the interven-
tion. Our key “treatment” variable Is exposure to the
intervention defined as delivering in a hospital after the
start of the intervention as set out in Fig. 2.

Analytic strategy

Chur Intention-to-treat analysis (ITT) estimates the impact
of the intervention on PPIUD counseling and PPIUD up-
take. This impact was analyzed using a lnear regression
explaining the outcome (whether counseled on PPILUD
and whether PPIUD was requested) with exposure to the
intervention controlling for hospital fived effects and
month fied effects to adjust for differences between hos-
pitals and any underlying time trends. The differential
timing of the interventlon across hospitals allows us to
Iidentify the effect of the intervention separately from pure
time effects. We provide estimates with just these
hospital-level and time dummy explanatory variables, and
with additional controls for the background characteristics
of the women.

While the outcome varlable ls binary, we have a fully
saturated model with discrete explanatory variables where
every individual s in one of a finite number of strata; in
this case, the prediction of the outcome given by the linear
probability model is simply the average outcome for the
stratum, and hence is a well-specified model for the binary
outcome of PPIUD uptake. We can therefore estimate the
Intention-to-treat effect using a simple linear regression
and the treatment effect ks simply the difference in out-
comes between the treatrnent and control groups [20].

Equation 1 below represents our basic ITT maodel,
where the dependent variable vy, is a dum.my vartabla
Indicating PPIUD counseling received, or PPIUD uptake,
by woman | who gave birth in hospital b, on day t. The
main explanatory varlable of interest Is Posty, which is
an indicator variable that takes the value one in hospital
h on day t after the start of the intervention and zero

115



Pradhan et ai. Reproductive Health (2015 1689

before the start of the intervention. The set of d) varl-
ables represents hospital fixed effects for hospitals (h) 1
through 5, with hospital 0 as reference. The set of 1,
variables represent month flved-effects dummies for
months 1 through 17 of the study with month (b as refer-
ence. The X, represents a vector of variables represent-
ing the characteristics of woman L We report results
with (1} only the hospital, and time fixed effects and
intervention effect, and (2) additional results where we
also include these additional woman level variables.
Our regression is therefore:

5 17
?M=¢+Mm—zd*+zrn+}‘xr'
W=t mel
+ &Y

Our prinary interest is in the coefficient § which is
the effect of the intervention. However, not all women in
the intervention hospitals were counseled. Women may
not have visited the siudy hospitals for antenatal care,
receiving care at local clinics nearer their homes, and
therefore may not have been exposed to the interven-
tion. We therefore also caloulate an adherence-adjusted
effect of the intervention on PPIUD uptake, or the im-
pact of being counseled due to the intervention on
accepting PPIUD, calculated using an instrumental vari-
able approach [21].

Outcomes for women who visit the same hospital are
likely to be correlated with each other due to unob-
served hospital level variables. Hence, inference needs to
be corrected for the potential correlation in the error
term across women In the same hospital. Since we only
have six hospitals, or six dusters, in our study, the
standard cluster robust varlance estimator based on a
large number of clusters may be invalid [22]. We use the
wild cluster bootstrap method with six-point bootstrap
welght distribution to estimate the statistical significance
of the effect size for all models. This approach has been
shown to have good properties with six clusters [23-25].

We also present results from a descriptive analysis on
how the quality of counseling affects PPIUD uptake
among women who were counseled. We look at how the
provision of a PPIUD information leaflet, the opportun-
ity o ask questions, and women’s knowledge of benefits
or disadvantages of PPIUD, are related to the likelihood
of accepting PPIUD.

Stata MP version 14.2 was used to perform all analyses
(StataCorp LLC, College Station TX, USA).

Results

Table 1 reposts the descriptive statisties of the women
level covariates used in the analysis. Column 1 shows
the mean of each variable for the full sample of 75.566
women. Columns 2 and 3 show the mean of each
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variable for the Group 1 and Group 2 hospitals during
the first 3months of data collection, and before the
intervention began in either group. With individual-level
randomization of the intervention, we would expect the
means of these covariates to be equal. Because we ran-
domized at the hospital-level, and there are few hospi-
tals, there may be systematic differences in the two
populations. Column 4 reports a test of the hypothesis
that the two groups of hospitals have the same mean
characteristics for women during the pre-intervention
period using the wild bootstrap method. We find that
Group 2 hospitals tended to have women who had lon-
ger travel times to reach the hospital. However, other co-
varlates appear to be balanced across the two groups of
hospitals.

Figure 3 shows the trends in PPIUD counseling rates
in the six hospitals. During the baseline period. all hospi-
tals had very low counseling rates and in all hospitals,
there was a clear rise in counseling rates immediately
after the intervention started. There is also some vari-
ability in counseling rates across the hospitals in the
same group. Rates in Western Regional hospital were
generally higher compared to the other hospitals. The
highest monthly counseling rate achieved during the
intervention period varied from 29 to 67% across the six
study hospitals.

The counseling on any method of family planning also
increased (Fig. 4) following the intervention. Cwverall,
counseling on any method increased by 23 percentage
points (pp) [C1: 53—41.0pp| following the intervention
compared to the pre-intervention period.

Table 2 shows the timing of PPIUD counseling, and
selected measures of counseling quality. Around 39% of
women were counseled in the antenatal period; 43%
were counseled only after admission for delivery: and
18% were counseled both before and after admission.
Ameng women who were counseled, only 50% reported
having given an opportunity to ask questions during
counseling sessions, and 58% reported receiving the
postpartum  family planning information leaflet. We
asked women to recall benefits and some disadvantages
of PPIUD and interviewers checked these responses
against a list of benefits and disadvantages the coun-
selors were trained to discuss with women. Among those
counseled, 52% could recall only benefits of PPIUD, 23%
could recall at least one benefit and one disadvantage,
and 24% could net recall any benefits or disadvantages
of the method, or could recall only disadvantages.

Figure 5 shows results for the uptake of PPIUD, with
very little uptake in any hospital during the baseline and
evidence of uptake starting immediately after the inter-
vention. There is high month-to-month variability with
peaks and troughs in PPIUD uptake. However, the rise
in PPIUD uptake is more pronounced after the training
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Table 1 Frequency and proportion of women in the first 3 months bassline period, by background and hospital group

Full Sample: First thee= months
Group 1 Group 2 Differeno="
Baruslire [aroup 2- Group 1)
Extimabe prealue
Panal A
Woman's age
< X years 10815 §14) N7 14 1137 {0.15) ast4 0581
024 yers 33560 {0145) 3061 (047 1267 {045) ~{Y 0512
2529 years 1,236 10.24) 1830 (025 1541 {026} - Qs 0561
» =30 pears 4516 1013) 735 011 06 (14} 4803 DA
Woman's schoalkng
Mo schaoling 6815 100 650 (010 Tid i) =003 0873
Sorme primary 637 10100 34 011 T34 4000h —0007 Dl
Some loweer sacondary 34,750 (0a6) 2886 (D44) 3306 (0.46) ame D47
Some higher secondary 16421 1022) 1368 (0.21) 1563 J021) 4003 088
Some colege 341 013 934 [014) 058 §0.13) —0513 0758
Time taken to traved from hame to hospital
<2h 9041 052 3972 (0A1) 3564 ({0.48) =014 000
p-1] 20373 37 2150 (033 2555 (0400 4072 045
»=fh 8252 1p11) A1 () BAT gl 1 Q062 0055
Parity
1 A3EH 105H) M (D5E) 4365 {55 s k]
2 24,112 033 2077 03 2251 (W031) =02 D3
Mo+ 634 10100 05 (010 TS0 0 —0003 [FI1ES
Ethnicity
Hill Brahmin 16329 i027) 1574 (0.24) 1357 (0.18) =057 0543
Chinetri 10653 §14) 831 013 1223 {047 a03% Rk
Jarujasti 28507 034) 2135 03%) 114 joad) o D55
Macdhe 4575 (0T 514 (DuE) A1 (006 =022 e ]
Dt 11,135 #115) 1200 (0.1 BO3 ¢t 1) —0075 [FREY)
Muslim: 2126 00T} 173 03 T p00d) ileit 0910
Others 1378 1002 106 (00 131 {002} iTEin DAR
Regian
Terai 53459 071) 3806 (D58) 6114 (08T 0247 D598
il 21419 10.28) 1709 (041) 1123 §0.15) =063 0555
Mountain 08 (001) 18 (00 129 §0.00) ants o418
Had aboetion(s) befoes 305946 (D04) 237 (D03 314 {00y O00E D578
Male child bom 4742 {154) 3528 (0.54) 4063 {.55) ant2 D545
Panel B
Feceived Any FF counssling 21678 025 544 [00E) 24 (.08} Q001 a7
Feveived PAUD courssling 15607 {1 a4 [B1) T ) 4003 OA73
FRIUD uptaks 1685 (00X ER L] 1o Q000 bk}
Total women 75566 6533 7366
“Signicance of differance tasted using wild Chater bootstrap mathod
Propoion of each categqory i parentheasic
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Table 3 shows estimates of the effect of the intervention
on PPIUD counseling in column 1 with the confidence
Interval in col 2. The esti in col 1 controls
only for hospital and month fixed effects, and we indude
results with additional characteristics of the women and
birth as controls in col 3 with confidence intervals of

these estimates given In column 4. On average, we find
that the intervention increased the counseling rate by 25
pp- [95%Cl: 14-40pp|. Our effect estimate for the inter-
vention does not depend on the inclusion of the individual
women level controls, which Is expected since these do
not change much between the baseline and Intervention
periods and are unlikely to explain the increase in the out-
come variable between the two periods.
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Tabde 2 Characteristics of PPILD counseling and FRILD
knowledge if counseled

n (prog)

Timing of PALD counseling

Before admizsion, during ANC 6124 {0397

After admission only G ({L426)

Bath 838 (0183)
PAUD kncwledge

can't recall any benefitudisadvantages, 775 0 0aq)

o recall disadsantages anly

recall any benefitis) only BT $522)

recall bath benefitis) and disadvantagels) 617 {L134)
Women given opportunity ta ask questions TEI3 0503
Woman green a leaflet duning courssling G012 j0578)
Tota 15,463

While the intervention increased counseling rates
overall, Table 3 shows that some subgroups of women
were more likely to be counseled. Women aged 20-29
years of age and more educated women were more likely
to receive PPIUD counseling. Madhesi and Muslim
women were less likely to recelve counseling, as were
those who had long travel distances to the hospital
Counseling rates were higher among women with high
parity, and among women who had previously had an
abortion. The distance variable may reflect a lack of coun-
seling in the hospital in the antenatal period and exposure
to staff trained in antenatal PPIUD counseling. The other
factors related to being counseled may reflect provider
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bias in the appropristeness of the method to certain
women, of some types of women refusing counseling.

We also estimate vardance inflation factor (VIF) of
the adjusted model to test for multicollinearity, and
find that there ks some collinearity with a mean VIF of
216, and a VIF of 375 for the treatment variable in
the first and the second model. We decided te keep
the model structure for both models as this level of
VIF is considered acceptable (< 5).

In Table 4 we report the results of a similar ITT model
for the effect of the intervention on PPIUD uptake.
We find the intervention increased PPIUD uptake by
44pp [95%CL 28-6.4 pp]. Again, the inclusion of the
women level varkables has little effect on our interven-
tion effect estimate. Uptake varies across different
groups of women, but this may reflect differences in
counseling rates or difference in uptake conditional on
being counseled.

The ITT estimates in Table 4 show the impact of the
Intervention on wptake of PFIUD. However, PPIUD coun-
seling coverage was very incomplete even during the inter-
vention period, and many more women might have
accepted PPIUD if they had been counseled. We therefore
wish to estimate the effect of being counseled on PPIUD
uptake; this would give us an estimate of how successful
the intervention could have been if all women had been
counseled. A simple estimate of the effect of counseling
on PPIUD uptake s likely to be biased if counseling
was targeted by providers to focus on women more
likely to accept PPIUD. Indeed, in Table 3 we see that
counseling is correlated with the characteristics of
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Fig. 5 Trends in FAILD Uptake. Note: Appraximaie intensention start-daies in geoup 1 and 2 hospitals shown by black and red wertical lines
respectively. For exact dates of intervention, phease see Fig. 2
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Table 3 Intent-to-Treat Effect of the intenention on PRIUD counseling
Deperdent varable: Counseled on PRLUD
Ext. et ] Ext. 950% Ci

Post-treatment (Ref: Pre-treatment) 0251 [0 1 36-0902] 0251 L i42-0.400]
Woman's sge Bef < 10 years)

20-24 years gz HD02-01035]

1520 years af2is oot -0041]

= M ymars 02 [0 F-u045)
Woman's schooling (Ref: Mo schadling)

Some primany af2gs 003-0045]

Some lowes secondary Qufagess 031 -0.06%]

Some higher secondary [ R [ O3Ge- D]

Some college or higher agsge HL2s-0091]
Time to trzrvel from home 1o hospital (Ref <2 h)

I6h — DEE** [ Qa0 - 0]

=6h — Bl [- (L1871 -00a5]
Parity (A= 1]

1 Q056+ H03E-0077]

3 or mare afags H0SE-0.113]
Ethinicity (Ref. Hill Brahiming

Chhetr 0008 [—0027-0.02)

lanajuati —0007 [~ Qa7 -0 022]

Madhesi - Q53 [- 00817 - 0ui30]

Dalit -0013 [—0.030-0.000)

Muslim: ~0061* [- 0110 - 0]

Others —0.008 [—0.004-0.00)
Region {Ref Teea)

il 00004 [—0075-0.10%)

Maurttain a0a? [0t 13-0.157)
Had an abartian befare afi5= H03-0.047]
Wiale child Born anoz [—0.008-0.01 1)
Coretant — 0030 [ 0 FR-DuraE] -00ag= [- 01E5 - -Duas]

Obserdations o565 74523

Fesguuared 0219 027

Al regression sodats adf usted for Feoopital and month faed affeos
Mot Ditfesernce from mems effoct teed wing vild duster beotamap mathed
== g 001, ** g 005, * o< 0]

women that suggests some targeting of counseling may
be eccurring. If this is the case, extending counseling to
additional women may have lower impact than in those
already being counseled.

In order to avold this problem of targeted counsel-
ing we estimate the "adherence-adjusted” effect of the
intervention, the effect of the intervention on PPIUD
among those counseled due purely to the intervention
and mot targeting. Fornally, this Is an instrumental vari-
able estimate where we use the predicted probability of
counseling from column 3 of Table 3 as the explanatory

variable in a two-stage procedure [21]. The results in
Table 5 show the effect of counseling on PPIUD uptake
using this approach to remove the effect of targeting. The
adherence-adjusted estimate implies that receiving coun-
seling due to the intervention Increases uptake of PPIUD
by around 17 percentage points [95% CI: 14—40 pp|.

Table & shows the determinants of PPIUD uptake
among women who were counseled. Women who were
counseled in the hospital after admission for delivery
were maore likely to take up PPIUD. Our measures of the
quality of counseling, in the form of having the
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Table & intent-to-Trear Efect of the intenention on PRIUD wptake
Dependent vanasble: PRIUD uptaks
Est. 95 O Est. 5% C1
Post-treatment Ref Pre-treatment) Dy 0270064 a4 [Cuia-0.064]
Woman's age fef: < Myears)
24 years —{00d* [— 00080t
35-2% pears — Q007 [-0Bi0 - —000d]
> 29 years —Qool [~ Q00800
Woman's schooling (Ref: Mo schooling)
Some primany Q000 [- Q1 F-0u01E
Some lovesr s=condany — {002 [~ - 0N
Some highes sscondany L IE] [~ 0030005
Some college - 003 [- 00013
Time to travel from home to hospital (Ref <2 h)
I-&h Q0006 [-0034-0007]
=&h ] [-0.014-0007]
Farity {Ref: 1]
2 afxz* [Eu012-0.034]
1 ar mare Q03 [0 18-0045]
Ethnicity (Ref. Hill Brahminy
Chhetn Jali ity [CuO00-0.007]
lanajzati [l [0 00008
Madhesi — 0002 [-0.010-0011]
DCualit itiia] [~ 0006]
Phuslim —D0iae [—0U0ES - 00T
Cibvers a0l [-0u07-0010]
Region Fef: Tea)
Hall —0001 [-0013-0011]
Mauntain aliiip [-0016-0018]
Had an abartion before g1 [ou0E-0018]
Male child borm Q00 [Cu001-0.0407]
‘Caoretant —DOE" 04 - -0001] —Qm3 [ 0Q031-0010
Cbservations 75566 F4523
R-squarsd o7 ey
Al regression modek adjusted for heagital and month fxed effects
Mot Ditfesesrse from nill teed wing wild duster bootarap mathiod
B85 e QUO1, g 005, p D]
opportunity to ask questions during counseling, and be-  Discussion

Ing able to remember benefits and disadvantages of
PPIUD are correlated with a higher rate of PPIUD up-
take. Being given a PPIUD information leaflet, however,
did not seem to be related to uptake. Women with sec-
ondary or higher education are less likely to take up
PPIUD, and Muslim women were less likely to choose
PFIUD compared to Hill Brahmin women. PPIUD up-
take was higher among women with more children, and
those who wanted to space or limit their future

pregnancies.

The results from this study show that the intervention
had a statistically significant impact on increasing PPIUD
counseling rates and PPIUD uptake among women in the
slx study hospitals. We further find that the impact of the
Intervention on PPIUD wptake was about four times larger
In wormen who were counseled.

However, we find that only a quarter of women were
counseled on family planning, and furthermore, nearly
one-third of those counseled were told of only one
contraceptive method. In addition, a substantial number

121



Pradhan et oi. Reproductive Health (015 1688 Page 12 of 15
Table 5 Adherence-adjusted Impact of the Intervention—Impact of PRUD cownseling on PPILUD uptake
Dependent varable: PPIUD uptake
Est wS5wd Est. 5% Cl

Counselsd on PPUD LA i0088-0246) LA DS 245]
Woman's age (Ref: < 200

0-14 years - Q0= [- 002 - -0001]

15-1% years — Q= [- i 4 - 0,004]

= X years -z [— Q0 20007
Woman's schooling (Ref: Mo schooling]

Some primary el it [- Qi a-0aoii]

Sorme lower sacondany - Qo [-0023-0.001]

Some higher sscondary L E [- Q027 - -0.004]

Some college - Qi 3= [- 028 - -0.003]
Time to ravel from home to hospital (Ref < 2h)

I-&h ool o0 0]

=&h a2 FD0a-0019]
Farity {Ref: 1]

2 aosia= H004-01021]

3 or mone LT Fo0a-0ua]
Ethinicity [Ref: Hill Brabming

Chhetn a0d [~ 003-0011]

lanajsat [l e P OO0-301 5]

Madhesi Qo0F [~ Cuba2-Q.0n8]

Chadit 000 [—0.003~0u007)

Muslim, 00003 [—0.006- 0005

Cithiers 004 [-0007 -0
Region Ref Teral)

Hall —{00 [-0.007 -0

Mauntain =0.007 - 0032-00149]
Had an abartion before LTk Ui FD0E-00018]
Maie child bom Qo= OO0 -0u004]
Caretant —0.0006 [-0023-0.003] -00003 (- 0u024-0024]
Disenmations 75,566 M50
R-squared 0053 ilet)

Al regresson sodet adjusted for Foapital and soeth fixed effecs

Mot Ditfeserecir from nill teed wng wild duster boorarap mathod. Second Stage Recuhs Shows, First Staege resuls in Tabke 3, Cokare (1) and (2]

se= g 00, = g 005, * g 01

of women were only counseled after admission to the
hospital for delivery, rather than in the antenatal period.
The interventlon focused on training in the hospital
delivery wards and their antenatal care facilities and
many women, particularly those living far from a hos-
pital, may have had their antenatal care elsewhere.
There is substantial varlation in counseling rates be-
tween different groups of women which may reflect
access o hospital-based antenatal services but which
may also reflect provider blas In the appropristeness
of the method for different groups.

122

Quality of care Is a critical factor that determines service
uptake and method continuation. We found that patients
who were likely offered higher quality care (women coun-
seled on both benefits and disadvantages of the method)
were more likely to take up PPIUD as compared to
women offered lower quality care (women who only
knew benefits or disadvantages). A paper that examined
adverse effects of PPIUD insertion across six countries
where this intervention was mplemented found 23% of
women with PPIUD reporting at least one adverse ef-
fect at 6-week follow-up, with 6.9% reporting vaginal
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Table 6 Determinants of PRILID wptake among women who
were counseled

Page 13 of 15

Table 6 Determinants of PRIUD uptake among women whao
were counseled (Conminued)

Dependert varisble: Deperdent warisble

PPIUD uptake PO uptake

Ext 45% Cl Est. 954 Cl
Woman given a leaflst during counssling  —0.008 [~ 050-010R3) {Constant -0a - OPa-0021]
PRUD Enowlsdge (Ref: Women can't recall any benefits/dissdvantages, Obsenations 15,241
or disacvantages aniy) Rsguared o112

racall benefitis) oniy Qs [LURe-000d]
recall both benefitls) and disacvantageis]  Q122%%  [001-0158]
Wipimen given opportunity bo ask questions. Q043% 001 2-0085]

Timing of PFAUD Counseling [Ref: Before Admissicn, duning AMC)

Afper Admission Only Qiag™  [D0E-0237]
Bath O0a3%*  [OOSS-0187]
Woman's Age Ref. < 20
20-24 years -0020"  [-0036-0.000]
215-2G ymars —O03E%  [- Qs - 0027]
> Myears -0015  [-0035-00a7)
Woman's Schocling (Ref: No schooling
Somme Primany s [-0d5a-00m
Some Lower Secondary -0042  [-0072-0013)
Somme Migher Secondary -0045  [-Q0P2-001 1]
Some College —-a051%  [-Q083-0012)
Time to tavel from home to hospital (Ref <2 h)
I-6h 0008 [— Qi 1 - Q)
=éh —-000E7  [-O04E-0074]
Parity {Ref: 1]
b a0aes*  [00711-04055]
3 ar mare liig [—OuEa3-0076]
Ethinicity (Ref: Hill Brahmin}
Chhetri a0z [-006-0029]
lanajsats afid [—0u04-0.036]
adhesi -0003 [ 0dai-0107)
Calit 0042 [-0026-0.004)
Kuslim —-0035* [ 0061-0003)
Cithers 0003 [— Qa2 -0ia)
Regon {Ref. Tesa)
il -0008  [-0057-0045
Mauntain afi? [0 1a5-0.144)
Had an abortion before [l Lo [—CuDa-0u0a]
Male child boen afia®=  [OO0S-04027]
Future Fertility Preference fief Unsure sbhout Limiting)
Want to Space 003%™ [DO05-0054]
Want to Limit O020%=  [00s-004g]
Undecided on Spacing 0008 [-0080-0017]
Can't get Pregnant —a118*  [-0240 - Q053]
Rty Chthomsr -0068%  [- 0182 - 0003

All Fegeession modek adjusted Tor hospital and month Teed efects
ez Difference feomn null testad wsing wild duser bootstean method
g 001, %% o QOS, gD

discharge, 4.4% abdominal pain, and 24% irregular blee-
ding [26]. The same study reported expulsion rate of 3.9%
by & weeks since PPIUD insertion in Mepal, as compared
to a minimum of 1.2% In Tanzania and 43% in Kenya,
and a removal rate of 7.4% In Nepal as compared to 26%
In Kenya and B3% In Tanzanla Note that for the study
above, the 6-week follow-up rate for Nepal was the high-
est at 84%, and was between (42-54) % for the remaining
five countries indicating that the expulsion and rercval
data were more complete for Nepal than for the other
countries. The high removal rate by women in Nepal sug-
gests a need for improvement in quality of counseling.
This may also reflect dynamics of an economy based on
large number of Nepalese men working abroad where
women often decide on contraceptive methods alone, and
husbands, when they come back for short periods of time
are not satisfied with the method as they do not receive
any information or counseling on the method. These re-
sults suggest a need for modified counseling approach in
Mepal catered to country-specific labor and household
power dynamics.

Another aspect of quality of care is the health system
readiness and provider's capacity to deliver care. A paper
examining provider perspectives on the FIGO-NESOG
intervention in Mepal finds that the providers in the
study hospitals were positive about implementing PPFP
counseling and PPIUD insertion services as a part of
routine maternity care, but identified several supply-side
issmes preventing them from providing high-quality care
Including: (1) shortage of human resources, (2) lack of
supplies and (3} lack of suppost from the hospital man-
agement [27]. Hence, improvements in health systems
readiness to deliver these services would not only bm-
prove provider morale, but could alse improve counsel-
Ing rates and method uptake.

Among those counseled, wemen who expressed their
desire to limit or space their future pregnancies were
mare likely to take up PPIUD compared to women whe
were unsure about limiting. As older women and wonten
with higher parity are more likely to want to space or
limit their future pregnancies [28], higher PPIUD uptake
by elder women, women with high parity births, or history
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of abortion might mean that the intervention enabled
women to meet their unmet need for family planning
This heterogeneity implies that these sub-populations
might be prioritized by policymakers during scale-up to
reach populations with the highest demand for postpar-
bumn contraception.

The nxain analytical strategy of the study was to exam-
Ine the intent-to-treat effect, and the lmpact on those
who were actually treated (that is, who were counseled).
However, there is also some heterogeneity in fidelity to
the intervention across the different hospital sites, where
counseling rates at some hospitals in some months were
as high as 67%. Examining key factors behind this het-
erogenecus uptake of the intervention at the hospital
and even at the provider level is an Important area of fu-
ture research.

The women in our study are not nationally representa-
tive. Om average, they are younger and have more years
of schooling than women of reproductive age in Nepal
[8]. In targeting tertiary hospitals with high obstetric
caseloads, our study excludes women who delivered at
home, or in smaller primary health care centers. The im-
plementation design also does not include adolescent
girls who also have a high unmet need for contraception
primarily to delay age at first childbirth |29, 30]. By de-
sign, the study was implemented in large tertiary hospi-
tals but in many rural areas, births either take place in
lower level district hospitals, primary health centers or
health posts, and it ks undear if the intervention could
be implemented in these smaller facilities. Implications
on program resources including costs and loglstics to ex-
pand PPFP and PPIUD services to the numerous district
hospitals, and other health facilities need to be weighed
against the benefits of expanded reach to women who
often have even more limited access to postpartum family
planning, and might benefit more from a long-acting and
reversible method given higher time, cost and distance
barriers to seeking care from health Gcilities.

High unmet need of postpartum family planning, and
contraceptive prevalence rate that has only moved from
48 to 52.6% In the last decade (2006 to 2016) requires
that the public health system in Nepal be introduced to
inmovative reproductive health interventions to ensure
universal access to high-guality reproductive and sexual
health services. This study aimed to understand the
feasibility of one such innovation, which was the attempt
to integrate postpartum family planning counseling and
PPIUD insertion service provision into routine maternity
care services in Nepal. Our evaluation demonstrates that
incorporating PPIUD  services into routine maternity
care is feasible, and there is a demand for the PPIUD
from women who have need for spacing or limiting their
births. The intervention had a reasonable impact on
PPIUD counseling rates, though it fell well short of full

Page 14 of 15

coverage of women delivering in the intervention hospi-
tals, and a smaller, but statistically significant impact on
PPIUD uptake, particularly among those who received
high-quality counseling. We conclude that the interven-
tion had a positive impact though its effectiveness might
be improved by expanding the coverage of counseling
and ensuring that the counseling is of high quality.

Conclusions

The intervention designed and impk ted by FIGO and
NESOG increased PPIUD counseling rates and PPIUDY
uptake among women, especially among  older
women, those with high parity, and those who recelved
better quality counseling. Had the counseling covered all
women who gave birth, PPIUD uptake would have been
four times higher. Our results suggest that the program
Impact could be improved further by: (1) expanding the
coverage of PPFP counseling during antenatal care, and
(2) improving quality of counseling. Increasing the cover-
age of high-quality counseling will likely require increased
human resources for health and a shift in emphasis to
counseling during the antenatal period in health centers
providing antenatal care and not just in hospital antenatal
clinics.
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6. Media Konseling
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PUSKESMAS PAKUALAMAN
Pendidikan Profesi Bidan Angkatan 4
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1.MAL (Metode Amenore Laktasi)

A

SA¢
S’
IIustr@ﬁﬁsupg/(eznopl
https://inspirasijatim.com/makanan-peningkat-kualitas-asi/
e MAL adaloh kontrasepsi yang mengandalkan
pemberian ASI secara ekslusif.
o Syarat: Menyusui secara penuh, > 8 kali sehari
o (ara kerjo: menunda/ menekan ovulasi
o Efek samping: tidak ada
o Keuntungan: tidak mengganggu senggama, tidak ada
biaya, tidak perlu obat/ alat, meningkatkan hubungan
psikologi ibu dan bayi, bayi mendapat ASI ekslusif.
2. Kondom

V.
5& 9};,“\‘ Sumber: Buku Panduan Praktis Pelayanan Kontrasepsi, Edisi
Ketiga 2014 (Affandi, dkk)

N

m

126

llustrasi kontrasepsi. iStockpho

T

to/Getty Images
tuk J

https://tirto.

iud-jenis-kontrasepsi-spiral fz2f

o |UD: adalah alat kontasepsi berbentuk T yang dipasang
di dalam rahim
o (ara kerjo: mencegah pembuahan sel telur oleh

sperma

o Keuntungan: tidak mengandung hormon, tidak
mempengaruhi ASI, metode jangka panjang, efektivitas

tinggi

o Kekurangan: tidak mencegah IMS, bergantung pada
tenaga kesehatan untuk pemsangan dan pelepasan

Sumber: Buku Panduan Praktis Pelayanan Kontrasepsi, Edisi

)

Ketiga 2014 (Affandi, dkk)
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5. Suntik 3 bulan 6. Pil Menyusui/ Mini Pil/ Pil Progestin

4. Implant

llustrasi: Alodokter

Implant adalah alat kontasepsi jangka panjang 3-5
tahun, berbentuk seperti susuk yang di pasang di
lengan tangan bagian atas.

Cara kerjo: mencegah ovulasi, mengentalkan lendir
serviks.

Keuntungan: tidak menggangqu produlsi ASI, tidak
mengganggu hubungan seksual, mencegah kanker
endometrium, kesuburan cepat kembali setelah
pencabutan

Kekurangan: perubahan BB, gangguan haid dan

S
;W G
“ 150 mg
s

llustrasi Hallo Sehat
(ara  kerjo: menekan  hormon  gonadrotopin,
mengentalkan lendir serviks
Keuntungan: tidak mengganggu produlsi ASI, tidak
mengganggu hubungan seksual, mencegah kanker
endometrium
Kekurangan: perubahan BB, gangguan haid dan
siklusnya, kesuburan kembali relatif lebih lama 4-6

bulan.

llustrasi Grid.ID

Pil harus diminum rutin setiap hari di jam yang sama.
Cara kerja: mengentalkan lendir serviks

Keuntungan:  tidak mengganggu  ASI, tidak
mengganggqu hubungan seksual, kesuburan segera
kembali

Kekurangan: mempengaruhi BB, gangguan siklus haid

7. Kontrasepsi Mantab (Vasektomi/
Tubektomi)

Kontrasepsi  permanen dengan  prosedur bedah
sukarela untuk menghentikan kesuburan wanita dan

siklusnya atau laki-laki. Caranya dengan memotong/ mengikat
saluran tuba fallopi (Wanita) dan Vas Deferens (Laki-
laki)
Sul : Buku Panduan Praktis Pelayanan Kontrasepsi, Edis| Sumber: Buku Panduan Praktis Pelayanan Kontrasepsi, Edisi Xl Su?nz%;r: T Ima—— ?du%ll 9,/,“

Ketiga 2014 (Affandi, dkk)
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Ketiga 2014 (Affandi, dkk)
Ketiga 2014 (Affandi, dkk)
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