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This guide was originally developed to reflect findings from PATH's Self-Injection Best Practices (SIBP) project, conducted 

in Uganda from 2016 through 2019. Under this project, self-injection (SI) was introduced and rigorously evaluated across 

different delivery channels (public-sector clinics, community health workers, adolescent safe spaces, private clinics, drug 

shops, and pharmacies). Findings from the SIBP project informed the SI guidelines from the Uganda Ministry of Health 

(MOH). PATH would like to acknowledge the critical partnership and support of the Uganda MOH throughout the project. 

• More information on this project can be found in the following fact sheets: project brief and evidence brief.

With the expansion of SI into many countries, the guide has been updated and revised to reflect subsequent learnings 

from the DMPA-SC Access Collaborative, led by PATH in partnership with JSI and funded by the Bill & Melinda Gates 

Foundation and the Children’s Investment Fund Foundation.

Subcutaneous DMPA (DMPA-SC, brand name Sayana® Press) is an innovative injectable contraceptive that can 

dramatically expand access and choice for women. The DMPA-SC Access Collaborative provides data-driven technical 

assistance, coordination, and tools to ensure that women in Family Planning 2030 countries have increased access to SI 

as one contraceptive option, delivered through informed choice programming

• We have acknowledged additional partners throughout the guide when they have contributed data, insights, or resources on specific 

sections. 

Introduction

DMPA-SC stands for subcutaneous depot medroxyprogesterone acetate; DMPA-IM stands for intramuscular depot medroxyprogesterone acetate.

https://www.path.org/resources/dmpa-sc-self-injection-best-practices/
https://path.box.com/s/xfva1o387tmrmeoce31jvdphj5eieghl
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The World Health Organization (WHO) recommends making self-injection available as an additional 

contraceptive option, as described in these documents:

• WHO Consolidated Guideline on Self-Care Interventions for Health: Sexual and Reproductive Health and Rights 

• Family Planning: A Global Handbook for Providers

• Health Worker Roles in Providing Safe Abortion Care and Post-abortion Contraception

Key evidence that self-injection is feasible and acceptable and can increase contraceptive continuation and 

reduce costs:

• Feasibility and acceptability studies from Senegal and Uganda; results summarized in this research brief.

• Continuation of DMPA when self-injected versus health worker administered: studies from Malawi, Senegal, 

Uganda, and the United States.

• Cost-effectiveness of self-injected DMPA-SC compared to health worker administered: DMPA-IM studies in 

Senegal and Uganda.

• Advocacy brief with a summary of evidence: Self-injected subcutaneous DMPA: A new frontier in advancing 

contraceptive access and use for women.

• Feasibility and acceptability of offering self-injection through private providers in Zambia. 

Background: Self-injection global policy and evidence

Contributors: John Snow, Inc. (Zambia information), FHI 360 (Malawi information), Planned Parenthood Federation of America (United States information). 

https://apps.who.int/iris/handle/10665/325480
http://www.fphandbook.org/
https://apps.who.int/iris/handle/10665/181043
https://www.sciencedirect.com/science/article/pii/S0010782417301841?via%3Dihub
https://www.sciencedirect.com/science/article/pii/S0010782416304590
https://www.path.org/resources/self-injection-feasibility-and-acceptability/
https://www.thelancet.com/journals/langlo/article/PIIS2214-109X(18)30061-5/fulltext
https://www.sciencedirect.com/science/article/pii/S0010782418304827?via%3Dihub
https://www.sciencedirect.com/science/article/pii/S0010782418301331
https://www.contraceptionjournal.org/article/S0010-7824(17)30526-7/fulltext
https://www.sciencedirect.com/science/article/pii/S2590151619300115?via%3Dihub
https://www.sciencedirect.com/science/article/pii/S0010782418303901?via%3Dihub
https://www.rhsupplies.org/fileadmin/uploads/rhsc/Tools/DMPA_Kit/Files/Handouts_for_decision_makers/DMPA-SC_advocacy_handouts_8_self-injection_2019.pdf
https://www.jsi.com/resource/a-next-generation-approach-introducing-dmpa-sc-self-injection-through-private-providers-in-zambia/?filters=W3sicGxvY2F0aW9uIjoid29ybGR3aWRlIn0seyJwc3ViX2xvY2F0aW9uIjoiemFtYmlhIn0seyJwZXhwZXJ0aXNlIjoiZmFtaWx5LXBsYW5uaW5nLXJlcHJvZHVjdGl2ZS1oZWFsdGgifSx7InBhdXRvbG9hZCI6MX1d
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The Program Design Guide is a resource for stakeholders planning the introduction of a DMPA-SC 

self-injection program. 

This guide will:

• Walk users through each step of a self-injection program, including all program components related to 

health workers and clients.

• Highlight essential evidence on self-injection program design.

• Establish areas where more research is needed.

• Draw attention to key moments for program design decision-making.

• Link users to additional resources and tools for program development.

Purpose of the Program Design Guide

1. Purpose of Program Design Guide
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Who is the Program Design 

Guide for?

• Ministry of Health policy- and decision-makers 

and program managers

• Implementing partners, public and private 

service-delivery partners, and social marketing 

organizations

• Subnational government policy- and decision-

makers and program managers

• Local/grassroots civil society organizations

• Advocates

• Donors

1. Purpose of Program Design Guide
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Developing a self-injection scale-up plan

• The Program Design Guide can be used to inform development of a national self-injection 

introduction and scale-up plan.

• A template is available for users wishing to develop an evidence-based scale-up plan, based on the 

best practices for program design as reviewed in this guide [link available on slide 25].

• The design guide and template, when used together, provide users with the evidence, context, and 

structure for a self-injection program based on recommended practices.

• An evidence brief summarizing essential findings from the Uganda SIBP project is a useful 

supplemental resource to this design guide [link available on slide 25].

1. Purpose of Program Design Guide
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• Training multiple cadres of health workers to offer self-injection, including community health workers and private-sector 

providers, expands access to the option and enables more opportunities for follow-up support.

• To maximize women’s ability to master self-injection, client self-injection training approaches should: 

• Cover essential topics: the four critical injection steps, how to calculate reinjection dates, storage and disposal, and what to do in case 

of questions or problems.

• Allow flexibility for health workers to offer either group or one-on-one trainings. Group training should always include time and 

space for confidential client counseling, and group size should be limited to 10 or fewer clients. 

• Include injection demonstration during the training. Clients are more successful with self-injection if they observe a health worker 

demonstrating the steps. It may also help clients to follow along and mimic certain steps, even if they do not practice with a device. Client 

practice on an injection model is not always necessary and providing additional units for practice can be challenging from a cost and 

logistics standpoint. However, some clients will benefit from the opportunity to practice.

• Use a job aid for clients. Guide clients on how to interpret the job aid during training and provide a copy to take home for independent 

self-injection. 

• Train women on how to use a calendar to calculate reinjection dates. Also provide a one-page calendar to take home.

• Employ approaches that improve adoption among those who lack self-confidence. For example, train one-on-one, use a job aid, 

do a provider demonstration, cover all five recommended topics, and allow practice if she still lacks confidence.

• Supervise a client’s first self-injection and confirm competence before she is given units to take home. This helps prepare her for 

independent self-injection and has been shown to be highly acceptable to clients. 

• Instruct clients to store used units at home in a puncture-proof container and return them to a health worker for disposal at a 

convenient time (e.g., a resupply visit). This has been shown to be feasible and acceptable for most women. Alternative solutions are still 

needed in contexts like private-sector sites, where returning used units for disposal is challenging.

Summary: Key insights from the Uganda SIBP project
1. Purpose of Program Design Guide



Components of a self-injection program: 

Health worker and client journeys

Reference materials

Purpose of the Program Design Guide

Initial program design considerations

1

2

3

4



10

Initial program design considerations overview

The following structural decisions need to be made early in the self-injection program design process: 

• Whether to introduce health worker administration and self-injection of DMPA-SC at the same time or to use a 

staggered approach.

• Which channels, service-delivery sites, and health worker cadres will offer self-injection training.

• Whether self-injection monitoring will be incorporated into routine monitoring from the beginning, or through 

separate data collection. 

• How supply management will incorporate self-injection.

This section will put forward key questions for decision-making on each of these considerations. It is 

also worth noting that decisions may vary for different service-delivery points across the public and 

private sectors, ranging from clinics to more peripheral channels like community health workers and 

pharmacies, drug shops, and/or chemical sellers.

2. Initial considerations
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Two-step or joint product roll-out strategies 

Additional considerations

• No comparative evidence available on outcomes of the two strategies: cost, time, health worker competencies, client demand, and program results.

• Different strategies might work best for different cadres of health workers.

• With either strategy, supportive supervision and monitoring are important in reinforcing providers’ ability to deliver high-quality SI programming.

Description Pros Cons

Two-step roll-out process

• DMPA-SC administered by health 

workers is first introduced in the 

country. At a later date, self-injection 

is offered as an option (potentially 

across all the same or a subset of 

channels, and/or different channels). 

• More focus and time for each new 

practice (i.e., giving injections, 

training clients to self-inject). 

• Women may be more likely to try 

self-injection if they are already 

familiar with DMPA-SC injections 

from health workers.

• Increased overall costs.

• Increased time required for rollout.

Joint roll-out process

• Health worker injections and self-

injection introduced, at the same 

time, in the country. 

• Decreased overall costs.

• Shorter time required for rollout.

• Self-injection may benefit different 

populations.

• Health workers, especially less 

experienced health workers, may be 

overwhelmed.

2. Initial considerations
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Service-delivery access points

• At what levels of the health system will self-injection be introduced (tertiary, secondary, primary, 

community)? Are there humanitarian settings in the country where self-injection could expand access 

and options for vulnerable populations? 

• In what sectors will self-injection be introduced?

• Public sector (i.e., hospitals, clinics, community health workers).

• Nongovernmental organization sector/franchised health workers (i.e., hospitals, clinics, community health 

workers).

• Commercial/for-profit sector (i.e., hospitals, clinics, 

pharmacies, drug shops, community health workers).

• Which geographies will implement the self-injection program 

(nationwide or in phases by subnational geography)?

• Which cadres of health workers will participate in the self-

injection program (doctors, nurses, midwives, community 

health workers, drug shop staff, pharmacists)?

2. Initial considerations

Evidence from the Self-Injection Best 

Practices project: All cadres of health 

workers, including community health 

workers and those in the private sector, can 

train women to self-inject. In Uganda, clients 

trained by Village Health Team workers 

demonstrated equivalent self-injection 

competency as women trained in facilities. 

Women trained by pharmacists and drug 

shop workers also had comparable 

competency. 
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Monitoring and evaluation 

• What information is critical to collect in order to monitor the program? 

• Note: Recommended and optional indicators are described in slides 80 and 81.

• Will self-injection monitoring be integrated into the health management information system 

immediately, or will separate data collection efforts be introduced initially?

• If separate data collection efforts are to be introduced, what is the realistic timeline for integrating indicators into 

the health management information system? 

• How will data be used for decision-making and what is the timeline for utilizing data to adjust 

programming? 

• What additional action or support is needed to ensure that data from the private sector are integrated 

into overall programmatic data—for self-injection and family planning in general?

2. Initial considerations
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• Quantification 

• Forecasting that takes self-injection with advance provision into account is needed for more accurate quantification.

• In addition to estimating quantities of DMPA-SC needed for client consumption, plan for sufficient quantities for health worker and 

client training (including training on self-injection).

• Plan for the number of units that self-injection clients will take home with them (slide 74)—for example, for self-injection programs 

at scale with many clients, more units will be needed at service sites sooner.

• Plan for the number of job aids that providers will need to supply each self-injection client with a copy.

• Distribution to service-delivery sites/administrators

• How will DMPA-SC for self-injection be integrated into the contraceptive distribution plan, including the system to replenish 

supplies?

• Logistics management information system

• Are there different requirements for recording and reporting DMPA-SC units used for self-injection, including for client training and 

demonstration or practice injections? 

• Inventory management

• The shelf-life of DMPA-SC is shorter than DMPA-IM and will require close monitoring to ensure self-injection clients are supplied 

with units that will not expire before their scheduled reinjection date(s).

Supply management

2. Initial considerations

Contributor: John Snow, Inc. 



Recommended practice: 

Establish a clear mechanism for 

coordinating introduction



Establish clear mechanisms for coordinating introduction

When planning to introduce contraceptive methods to expand choice, a 

country's leadership should establish clear mechanisms to coordinate the 

introduction. This can be done either by integration of new method 

introduction activities into existing technical working groups or by creating 

dedicated, time-limited task forces linked with broader mechanisms.1

Programmatic learnings from multiple health areas underscore the 

importance of mechanisms to coordinate across stakeholders and sectors 

to plan, carry out, and monitor the implementation of interventions and 

products.

• Coordination platforms play a crucial role in prioritizing actions and 

interventions.2

• Approach can vary by context, however lessons from vaccine 

introduction in Cameroon, Kenya, and Nigeria underscore the 

importance of a formal coordination body to ensure that progress does 

not stagnate.3

2. Initial considerations

What bodies are coordinating 
DMPA-SC SI scale-up in 2022?

DRC
Guinea
Liberia
Madagascar

Nigeria
Senegal
Togo

DEDICATED TASK FORCE

Benin
Burkina Faso
Cote d’Ivoire 
Ghana
Kenya
Malawi

Mali
Mauritania
Myanmar
Niger
Uganda 
Zambia

EXISTING COMMITTEE



• All 19 countries in Access Collaborative’s analysis indicate there is a temporary or permanent structure with authority, 

resources, and information that coordinates scale-up. However, the effectiveness of these coordinating bodies has 

not been equal.

• Some key levers for successful scale-up coordination:

• Buy-in from and active involvement of the MOH in the coordination mechanism is critical to give the body 

legitimacy and credibility and to provide clear leadership for decision-making.

• Integrate coordination into existing structures where possible to improve prioritization and engagement.4

• Involve the subnational level or consider coordination bodies at subnational level as well.

• Create opportunities for implementation planning and tracking through regular partner and planning meetings 

to maintain momentum, identify gaps in program coverage, avoid duplication of efforts, and support partner 

coordination of interventions.

• Prioritize review and use of self-injection data for decision-making.

Recommendations for coordination mechanisms for 

introduction

2. Initial considerations

A key indicator for achieving sustainable scale is that a coordination mechanism is either firmly established or no 

longer required



Recommended practice: Task 
sharing family planning, including 
DMPA-SC administration and self-
injection with community health 
workers



Integrating trained, equipped, and supported community health workers (CHWs) into the health system is a 

proven family planning high-impact practice.1,2,3

Task sharing family planning, including DMPA-SC and self-
injection with community health workers 

2. Initial considerations

• Provision of provider-administered injectable contraceptives through 

CHWs increases access to contraceptives.4

• CHWs can also mobilize uptake and use of clinic-based methods—

including the uptake and use of methods they do not provide 

directly—through counseling and referrals.1

• Evidence suggests that women may be more likely to continue 

DMPA -SC and -IM injections if they are able to visit a nearby CHW 

for their injections.5

• Continuation rates for DMPA-SC and -IM clients were higher 

through CHWs than facilities in studies in Burkina Faso, Ethiopia, 

and Uganda.5, 6, 7

Benin
Burkina Faso
Cote d’Ivoire*
DRC*
Ghana*
Guinea
Madagascar

Malawi*
Mali*
Mauritania
Mozambique
Myanmar
Niger
Nigeria*

Pakistan
Senegal*
Togo
Uganda*
Zambia

Where do CHWs offer DMPA-SC 
and SI in 2022? 

*provider-administered and self-injected

• CHW programs in Uganda and Malawi show that expanding into rural locations, particularly where CHWs do 

not currently offer injectables, is likely to extend self-care to new users.8



WHO recommends that CHWs can safely and effectively provide education and counseling and administer injectable 

contraceptives. 9

Emerging lessons from Nigeria and Uganda on task sharing DMPA-SC 
administration and self-injection training with community health 
workers 

2. Initial considerations

• Evidence shows that clients trained in self-injection by CHWs demonstrate 

competence equivalent to facility-based providers. 3

• Clients and CHWs report high rates of satisfaction with the community-based 

provision of DMPA. 3,10

• In an observational study of medical students acting as CHWs to provide SI services 

in Kinshasa, DRC, close to 90 percent of acceptors were very satisfied with the 

information and counseling they received; 95.9 percent of acceptors would “strongly 

recommend” or “somewhat recommend” DMPA-SC self-injection to others.11

WHO recommends that clients who 

choose self-injection can be trained 

to do so anywhere that can provide 

appropriate information and training, 

offer strong referral linkages to 

health care providers, and ensure 

monitoring and follow-up.13

• Compared with clinic providers, CHWs in Uganda were significantly less likely to report an inability to offer SI training due to

workload.6

• CHWs in Uganda reported high satisfaction with their SI program, with 78 percent “very satisfied” with the program, as compared 

with 63 percent of clinic providers.6

• Over three years in 10 states in Nigeria, facility-based providers reached 65 percent of DMPA-SC clients, however uptake of SI was 

greater among DMPA-SC clients who accessed FP services through community health volunteers, called Community Outreach 

Resource Persons: 63 percent of clients opted for SI through CHWs, vs 37 percent of clients using facility providers.12



• Advocate for policies that enable CHWs to administer DMPA-SC and train clients on self-

injection, as part of the family planning methods they provide.

• Emphasize contraceptive counseling for informed choice during CHW training, because 

CHWs often lack training in counseling skills. 6, 7

• Consider refresher training for CHWs to reinforce basic FP knowledge. 

• Support strong linkages with facilities to help ensure supply chain management for CHWs, 

data collection and reporting that reflects CHW activities, supportive supervision, and 

sustainability. 12, 13, 14 Ensure that the CHW supervisor is trained and that CHW activities are 

supported and supervised within the health system.

• MOH and health systems should sustainably employ both monetary and non-monetary 

incentives to retain CHWs and integrate them into the health system.1, 15

Recommendations for self-injection provision through 

community health workers

2. Initial considerations

CHWs should be SKILLED, SALARIED, and SUPERVISED



Recommended practice: Expand access 

to DMPA-SC, including self-injection, 

through private sector delivery channels 

by training and supporting pharmacy 

and drug shop staff 



Task sharing family planning, including DMPA-SC administration 

and self-injection with pharmacies and drug shops 
Training and supporting pharmacies and drug shops to provide family planning (FP) information and a 

broad range of quality contraceptive methods has been identified as a promising high-impact practice 

that can expand access to a wide spectrum of women.1, 2, 3 Across 36 countries, 41 percent of women 

who go to private-sector sources for contraception obtain their method from a pharmacy or drug 

shop.4 The provision of self-injection (SI) through pharmacies and drug shops is essential for scale-

up, and limited studies to date suggest room for optimism. 

• Pharmacies and drug shops already serve as a common source for other short-acting 

contraceptives, and studies show that obtaining injectable contraceptives from pharmacies and 

drug shops is preferred by many clients, particularly in urban and peri-urban areas. 3,5

• Clients receiving both DMPA-SC and -IM injections are satisfied with drug shop provision of 

services. DMPA-SC and SI clients in an assessment of Zambia’s initial introduction in the 

pharmacy sector reported satisfaction with the services provided.7

• Clients value the convenience of receiving contraceptive injections, including DMPA-SC, from 

pharmacies and drug shops, and this supports continuation. 1, 3,5 In a study conducted in the 

Democratic Republic of the Congo, 75 percent of SI clients who continued using DMPA-SC at 

three months and resupplied at pharmacies. 8

2. Initial considerations

Where is DMPA-SC offered 
through pharmacies and drug 

shops in 2022? 

PHARMACIES
DRC*
Cote d’Ivoire*
Guinea
Kenya
Niger
Nigeria
Togo
Uganda
Zambia*

DRUG SHOPS
Guinea
Liberia
Nigeria
Togo
Uganda*

*provider-administered 
and self-injected

• Quality training can equip providers with the necessary knowledge and skills to administer DMPA-SC, regardless of their prior health facility 

experience.9, 10, 11, 12 In Uganda, SI clients trained in private clinics, pharmacies, and drug shops had similar competency to those trained in 

the public sector.13

• Expansion of DMPA-SC and SI services to the private sector has the potential to reduce pressure on public-sector resources. 



• Enable pharmacy and drug shop staff to administer DMPA-SC as part of the family planning methods they provide.  

• Enable pharmacists and drug shop staff to train clients on SI. This should be accompanied by evaluation, or implementation 

research, to identify the most feasible implementation strategies for self-injection service delivery through these channels. 

• Training on counseling is key when introducing DMPA-SC and SI.9, 14, 15

• Standard job aids can reinforce and support pharmacy and drug shop providers to retain knowledge longer term following 

training.9,16

• Using a video for client training can cut down on the length of time required for training and standardizes the SI training content, 

ensuring all key concepts are communicated.

• Ensure supply chain management for PDS, data collection, and reporting integrated into national systems that reflect PDS activities.

Recommendations for provision of DMPA-SC including self-

injection in pharmacies and drug shops

2. Initial considerations

Initial private-sector scale-up efforts in Nigeria 

revealed that the quality of counseling can 

influence a woman’s decision to start 

contraception or switch to DMPA-SC from 

another method.

WHO recommends that clients who choose SI can be 

trained to do so anywhere that can provide appropriate 

information and training, offer strong referral linkages to 

health care providers, and ensure monitoring and follow-

up.17



25

Initial considerations: 

Resources and tools

• Recommendations for Contraceptive Self-

Injection: Evidence and Implications from the 

Uganda Self-Injection Best Practices Project

• Country template: National Plan for the Scale-

Up of DMPA-SC Self-Injection

• Country template: Monitoring Introduction and 

Scale-Up of DMPA-SC

• Advocacy Pack for Subcutaneous DMPA

(specific resource of note: Self-injected DMPA-

SC brief)

• How to Introduce and Scale Up DMPA-SC

• Quantification of Health Commodities: DMPA-

SC Companion Guide

2. Initial considerations

https://path.box.com/s/xfva1o387tmrmeoce31jvdphj5eieghl
https://path.box.com/s/cy5ca0196l3ocegzfpiupd4k66qsfqbc
https://path.box.com/s/6tdmixsshi76p0t9mpgg3ibmf7kq843q
https://www.rhsupplies.org/activities-resources/tools/advocacy-pack-for-subcutaneous-dmpa/
https://www.rhsupplies.org/fileadmin/uploads/rhsc/Tools/DMPA_Kit/Files/Handouts_for_decision_makers/DMPA-SC_advocacy_handouts_8_self-injection_2019.pdf
https://www.path.org/resources/how-to-introduce-scale-up-dmpa-sc/
https://www.jsi.com/resource/quantification-of-health-commodities-dmpa-sc-companion-guide/
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“Journey maps” were developed in Uganda to portray each 

component, or step, of a self-injection program for health 

workers and clients.

• The journey maps include feedback from stakeholder groups in Uganda: 

clients, facility-based health workers, community health workers, 

pharmacists, drug shop workers, subnational and national Ministry of 

Health leadership, and implementing partners.

In this section of the Program Design Guide, we will walk through the 

journey maps, focusing on the following questions for each step in 

the journey: what is essential, what is flexible, what not to do, 

and what countries have learned so far.

After completing this section, users should have a solid 

understanding of the recommended practices and current evidence 

in self-injection programming.

Journey steps we will review:  

• Health worker training

• Generating awareness and 

demand

• Client orientation

• Client training

• First self-injection

• Collecting and submitting 

data

• Storage at home

• Reinjection

• Waste disposal

• Follow-up

• Resupply

Health worker and client journeys

3. Health worker and client journeys
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Self-injection journey

Demand 

generation

Client 

orientation 

Client training 1st self-injection Collect and 

submit data

Storage

Follow-upReinjection Disposal Resupply

Color legend

Outreach and orientation

Client and health worker engagement on self-injection

Client at home

Client at home and with health worker
Health worker 

training
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Journey maps 

available online

It will be useful to reference the full 

journey maps available online as you 

read this section. 

https://path.box.com/s/k8ms04xz2i14yh03wreei7679nc0qsda
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Health worker training

3. Health worker and client journeys



33

Health worker training: 

Overview

In this section, we will explore content and formats 

for health worker trainings. 

It is important to define the appropriate roles for 

each cadre of health workers before implementing 

training. 

Roles include: 

• Training women to do self-injection.

• Training and/or supervising other health workers to 

offer self-injection (e.g., as trainers or master 

trainers).

• Resupplying DMPA-SC to self-injection clients.

• Providing counseling or follow-up to ongoing self-

injection clients who have questions or concerns.

• Referring for self-injection.

• Accepting used DMPA-SC units in medical waste.

• Collecting routine data on clients (in family planning 

and/or self-injection registers).



34 Advancing Contraceptive Options

Health worker training: 

What is essential?

• A training curriculum that covers:
• Links with general family planning and informed choice content, 

depending on baseline health worker knowledge capacity.

• Screening clients for DMPA eligibility. 

• How to give a DMPA-SC injection. 

• How to calculate the reinjection date.

• How to counsel clients on DMPA-SC self-injection. 

• Conducting follow-up visits.

• Completing appropriate health management information system 

and/or logistics management information system records or reports.

• See curriculum and training tools on slide 45.

• Minimum package of supplies for training: 
• Injection models: Condoms filled with salt or sugar can be used to 

make demonstration and practice models. Assume four to five 

injections per model before the condom becomes inelastic and 

difficult to use.

• DMPA-SC units.

• Client job aid.

• A calendar to teach women to calculate and track their reinjection 

dates at home.

• Examples of puncture-proof containers for storage of used DMPA-

SC units.

• A supervision plan for health workers. 

https://fpoptions.org/wp-content/uploads/DMPA-SC-self-injection-client-job-aid-PATH-2018.pdf
https://fpoptions.org/resource/si-job-aid-calendar/
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Health worker training: 

What is flexible?

• Training format (see table).

• Breadth of content, including 

revisiting topics from previous trainings, 

as time and resources allow (e.g., 

family planning counseling on informed 

choice, HIV prevention and linkages). 

May vary by health worker experience. 

• Structure; i.e., stand-alone training or 

integration into ongoing training/

continuing education.

Pros Cons

Centralized • Health workers from multiple service-

delivery points can be trained at once.

• Supports more accelerated rollout.

• Higher costs incurred by trainee travel.

• Service-delivery disruptions due to health 

worker travel.

• Fewer staff per service-delivery site trained; 

assumption that training will cascade to other staff.

On the job

(Trainers or supervisors visit a 

site to train all FP providers)

• Multiple staff at one facility can be trained 

to ensure knowledge is retained and SI 

services are sustained.

• Allows for general site visits and 

supervision, including check-in on family 

planning product inventory and recording of 

monitoring data.

• Can take longer to roll out across sites.

• Trainings may be interrupted due to health 

worker duties.

Distance learning/

e-learning (e.g., using full 

online curriculum, training 

video, or paper job aid)

• Reduces costs and time.

• Downloadable onto a mobile phone or 

other device.

• Appropriate for experienced family planning 

providers.

• Does not allow for supervised practice.

• Little experience with this approach in many 

settings.

• Little to no interaction with a trainer.

• Requires literacy and access to and comfort 

with technology.

• Presumes strong foundation of family planning 

experience.

Hybrid

(Training is done in multiple 

forums—for example, both in-

person and e-learning training 

approaches)

• Combines the benefits of two or more 

training types.

• Offers more flexibility.

• Needs to be combined appropriately to ensure 

that trainees are achieving all of the training 

outcomes, including practice.

Cascade

(A representative from a facility 

attends a formal centralized 

training, with the expectation 

that they will 'cascade' the 

training to their peers) 

• Cost-effective and efficient way to train a 

large number of geographically dispersed 

health workers.

• There is no guarantee that formally trained 

providers will follow through with training their 

peers.

• Training provided to peers may be of varying 

quality. Post-training supportive supervision is 

needed to ensure training has been done well.1

Pros and cons of different health worker training formats for self-injection

Note: Every training approach should be coupled with post-training supportive supervision.
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Health worker training: 

What not to do

Do not:

• Underestimate the time or budget required.

• Underestimate the need to review key topics 

(e.g., informed choice).

• Assume all health workers have mastered the 

family planning basics.

• Assume linkages with HIV prevention in high-

prevalence settings. 

• Design an expensive approach that is difficult 

to adequately resource.



Recommended practice: 

On-the-job training



On-the-job training
The global health community has done much to identify effective approaches for training health workers. 
Conducting training within a provider’s workspace (a trainer or supervisor makes a visit to the facility to 
conduct training for all staff), with opportunities for practice, has been identified in the global body of 
evidence as an effective training approach that leads to greater improvements in knowledge, skill, 
behavior, and attitude compared to offsite training.1,2 Applying this practice to train facility-based providers 
to offer self-injection of DMPA-SC can be a lower-cost approach to rapid scale-up than traditional 
centralized training and more effective than cascade training that relies on formally trained providers to 
relay the information to providers at their facility. 3 While evidence specific to DMPA-SC and self-injection 
is extremely limited, lessons from ongoing scale-up in many countries are being shared by implementing 
partners.

On-the-job training (OJT) can provide savings, even compared 

to other low-cost approaches: An analysis of OJT conducted by 

PATH in Uganda reported an average cost of $42.44 for facility-

based providers. By comparison, a cost-efficient model for 

centralized training carried out by the Clinton Health Access 

Initiative (CHAI) in Uganda cost an average of $57 per facility-

based provider.4

Where is on-the-job training 

happening in 2022? 

Burkina Faso

Cote d'Ivoire

Ghana 

Kenya

Malawi

Senegal

Zambia



Recommendations for implementing on-the-job training on 

DMPA-SC and self-injection

• Be flexible. Because the training is taking place at a facility, providers may be called away during 

training to attend to urgent care situations. Anticipate and accommodate that possibility in your training 

schedule.

• Integrating clinical practice and simulations such as roleplaying are effective to increase provider 

knowledge and confidence.2,5,6

• On-the-job training conducted by a trainer can reach more staff at a single facility than would typically 

attend a centralized training.

• If utilizing the cascade approach to carry out OJT, provide resources with standardized content and 

clear guidelines for cascading the training (timeline, content, etc.), and ensure post-training follow-up 

supervision is included in the training plan and budget.3

• Onsite training provides opportunity for general site visits and supervision, including checking in on FP 

product inventory, recording of monitoring data, etc.

• Onsite training may be preferred by private-sector service delivery points (SDPs), where closing shop 

to attend a centralized training means lost income.7



Recommended practice: 

Post-training supportive supervision



Post-training supportive supervision is critical

Quality supportive supervision plays a critical role to ensure high-performing health 
workers have the appropriate knowledge, skills, and motivation to deliver quality FP 
services and informed choice counseling. Supportive supervision reinforces and 
cements knowledge and skills more effectively than training alone, leading to improved 
program outcomes.1,2,3,4

Implementing a post-training supervision visit serves to fortify knowledge learned during 
training and reinforce provider confidence.5,6 It serves as a monitoring and quality 
assurance lever to address weaknesses in knowledge or service delivery to ensure that 
providers are able to deliver high-quality SI programming.7 Best practices for supportive 
supervision include record reviews, observations, constructive feedback, and focused 
education.8 Particularly when using a cascade approach, post-training supportive 
supervision can ensure that formally trained providers who attended a centralized 
training have, in turn, trained their colleagues, and done so effectively and 
comprehensively.

During rollout of SI eLearning in 
Senegal, the proportion of 
eLearners that felt “very 

prepared” to offer SI after 
finishing the course nearly 
doubled from 56% before 

supervision to almost 99% after.

Meta-analysis shows that training plus 

supervision leads to knowledge and skills that 

are sustained over time; training alone results 

in lower retention over a two-year period.4

Guinea

Liberia

Madagascar

Malawi

Mali

Mauritania

Niger

Nigeria

Senegal

Togo

Benin

Burkina Faso

Cote d’Ivoire

DRC

Ghana

Where is post-training supervision happening in 2022? 

Uganda

Zambia



• Leverage the systems and structures already existing in the country.

• Find out what is working best locally and adapt the supportive supervision (SS) accordingly.

• Use post-training supportive supervision as an opportunity (and deadline) to confirm that any 'cascade style' 

training has occurred.

• Use a checklist or other instrument to guide the visit and make sure that key elements of the training were 

understood and are being implemented.

• After the post-training supportive supervision, ensure that essential elements of SS for SI are incorporated 

into the standard instrument used for routine FP program supervision.

• If CHWs are involved in the SI program, engage with FP providers in advance to make sure CHWs are 

present for the post-training supportive supervision. Subsequent supportive supervision of CHWs can be 

managed by the FP provider at the clinic who is responsible for CHW engagement.

Recommendations for post-training supportive supervision

Integrating SI into regular supportive supervision is a key indicator for sustainable scale. See the Access 

Collaborative’s observation checklist to assess health worker counseling on self-injection.

https://fpoptions.org/resource/supervision-toolkit/
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Health worker training: Country experience spotlight (Uganda*)
Training format Duration of 

training

Avg. number 

trained per 

site

Did the providers have 

previous experience 

with DMPA-SC?

Training topics covered Follow-up/

supportive 

supervision 

Public sector 

(including 

community 

health workers: 

Village Health 

Teams)

• On-the-job (OTJ) 

training with 2-3 

trainers per facility

• 4-5 hours 5-15 trainees • Facility providers: Yes

• Village Health Teams: 

Some but not all

All available staff were 

considered for the training; 

however, persons directly 

involved in providing family 

planning were given 

priority.

• Conducting health education/family planning talks (30 mins)

• Providing youth-friendly services (10 mins)

• Conducting client training on self-injection (30 mins)

• Counseling/coaching clients on their first self-injection 

(30 mins)

• Collecting monitoring data using the self-injection registry (40 mins)

• Supply management (15 mins)

All sites were 

followed up 3-4 

weeks after 

training. 

Conduct post-

training supportive 

supervision in 

tandem with district 

supervisors.

Subsequently, 

include items 

related to SI in the 

supportive 

supervision 

checklist (or 

procedures 

normally used) to 

monitor FP 

program quality.

Drug shops • Central-level training: 

1  trainer per facility 

• Then OTJ with 1-2 

facility trainers**

• Central: 

5-7 hours

• OTJ: 4-5 hours

2 trainees • 50% had no previous 

experience

• All private-sector sites:

• Overview of course and family planning (30 mins)

• Review of the female reproductive system and the menstrual cycle 

(40 mins)

• Review of family planning method mix in Uganda (90 mins)

• Effective interpersonal communication and youth-friendly services 

(30 mins)

• How to give an injection with DMPA-SC (60 mins)

• Review of previous sessions and conducting client training on 

self-injection (90 mins)

• Collecting monitoring data using the self-injection registry (60 mins)

• Supply management (30 mins)

Pharmacies • Central-level training: 

1 trainer per facility 

• Then OTJ with 1-2 

facility trainers

• Central: 

5-7 hours

• OTJ: 4-5 hours

2 trainees • No previous experience

Private clinics • Central-level training: 

1 trainer per facility

• Then OTJ with 2-3 

facility trainers

• Central: 

5-7 hours

• OTJ: 4-5 hours

2-8 trainees • No previous experience

*Uganda introduced self-injection in the public and private sectors through the Self-Injection Best Practices project. Evidence and lessons learned from this project are 

referenced throughout the Program Design Guide.

**Onsite training may be preferred by private-sector SDPs, where closing shop to attend a centralized training means lost income.
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Health worker training: Country evidence spotlight (Uganda)

Although health workers were trained to cover all these topics during self-injection training, not all health workers report doing so when 

training clients to self-inject. Supportive supervision is important to ensure health workers cover essential topics when training clients. 

88.6%
85.7%

68.6% 68.6%

42.9%

75.6%

60.0%

64.4%

53.3%

26.7%

87.2%

71.8%

48.7%

25.6%

20.5%

96.4%
92.9%

64.3%

57.1%

43.6%

0.0%

10.0%

20.0%

30.0%

40.0%

50.0%

60.0%

70.0%

80.0%

90.0%

100.0%

How to self-inject When to reinject How to dispose How to store Follow-up procedures

Health worker reports of topics they cover with clients during self-injection training

Public sector: Clinic-based health workers (n=35) Public sector: Village Health Teams in community (n=45)

Adolescent-friendly program: Clinic and safe space based (n=39) Private sector: pharmacists, drug shop workers, clinic provider (n=28)
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Health worker training: 

Resources and tools

• DMPA-SC training curriculum, available in English and 

French 

• Lesson on how to counsel clients on Sayana Press self-injection

• Also includes other lessons on health worker–administered 

DMPA-SC injections

• Pre-/post-test for DMPA-SC and self-injection knowledge

• DMPA-SC training videos for health workers and clients, 

available in English and French 

• DMPA-SC digital training resources for health workers 

and clients, available in English and French

• DMPA-SC supportive supervision toolkit including an 

observation checklist to assess health workers 

counseling clients on self-injection

• Training supply recommendations for DMPA-SC rollout

• Family Planning: A Global Handbook for Providers 

• The World Health Organization’s updated guidance on providing 

contraceptive methods, including new selected practice 

recommendations for DMPA-SC and self-injection

• Important chapters to review include: 

• Giving the Injection with Subcutaneous DMPA in Uniject 

(Sayana Press)

• Teaching Clients to Self-Inject

https://www.path.org/resources/dmpa-sc-training-materials/
https://fpoptions.org/dmpa-sc-pre-post-test-path-2022/
https://fpoptions.org/resource/training-videos/
https://fpoptions.org/resource/digital-training/
https://fpoptions.org/resource/supervision-toolkit/
https://www.path.org/resources/DMPA-SC_training_supply_recs/
http://www.fphandbook.org/
https://www.fphandbook.org/node/3111
http://www.fphandbook.org/node/3116


46

Generate awareness 

and demand

3. Health worker and client journeys
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Generate awareness and demand: Overview

Generating awareness and demand is an important step 

for any new product or intervention. This section will 

explore content and channels for demand-generation 

activities. 

Key questions to consider for this section:

• Which segments of women are most likely to want to 

use self-injection?

• Which channels of communication are best suited 

(and allowed) to raise women's awareness of self-

injection as a contraceptive option?“

• How can you create an enabling environment for them 

to initiate and sustain family planning use according to 

their needs and preferences, including the option of self-

injection?

Who has chosen self-injection across countries?*

• Women familiar with DMPA-SC (Ghana, Senegal, 

Uganda research studies)

• New family planning and injectable users (Uganda 

Self-Injection Best Practices project/routine delivery)

• Women with less needle anxiety (Senegal, Uganda 

research studies)

• Women more receptive to new ideas, practices

(Senegal research study)

• Women with higher socioeconomic status (Senegal, 

Uganda research studies)

• Women who live far from a clinic (Democratic Republic 

of the Congo)

• Younger women (Uganda Self-Injection Best Practices 

project/routine delivery)

*Note: some of these patterns may be a reflection of program approaches—e.g., programs that prioritize outreach to younger or rural women are more likely to see adoption 

by younger or rural women.

Contributors: Tulane University (Democratic Republic of the Congo information), Population Council (Ghana information).
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Generate awareness and 

demand: What is essential?

• When generating awareness and demand 

for self-injection, it is important to do so in 

the context of informed choice. 

• Messages and materials should reinforce the 

importance and benefits of contraception 

overall. 

• Where possible, look for ways to integrate 

into existing, relevant initiatives.

• Check with your country’s local regulatory 

guidance to ensure the product is 

registered and can be marketed before 

implementing demand-creation initiatives.

• In settings where clients pay for 

commodities, raising awareness of the 

option of self-injection in advance can help 

to ensure clients bring enough money to 

their visit to cover the cost of units to take 

home for future, independent self-injections.
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Multiple channels can be used for sharing information on 

self-injection.* For example:

• Health worker outreaches

• Posters, leaflets, and other printed communication materials

• Radio or television advertisements

• Social media campaigns

• Community awareness, such as through religious leaders or 

certified users

• School curriculum on family planning

• Word of mouth

Messaging around self-injection should be differentiated 

for adolescents.

• What resonates with adolescents and youth in messaging is 

different from what resonates with older women. 

• Highlight the benefits of learning a new skill.

Generate awareness and 

demand: What is flexible?

*Note: Regulations on the marketing of pharmaceutical products vary by country. It is important to ensure you use only the communication channels and approaches that are authorized by local authorities.
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Do not only promote self-injection—

support clients to choose the contraceptive 

method(s) and mode of delivery best suited to 

their needs. 

• Promoting self-injection alone can pressure 

women into adopting a method or practice that 

might not be the best fit for them. 

Generate awareness and 

demand: What not to do
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Generate awareness 

and demand: Country 

evidence spotlight 

(Uganda)

How did you hear 

that women could 

learn to self-inject?

Clients 

accessing 

services via 

public facilities 

and Village 

Health Teams

(n=958)

Adolescents 

accessing 

services via 

public 

facilities and 

safe spaces

(n=99)

Clients 

accessing 

services via 

private clinics, 

pharmacies, or 

drug shops 

(n=123)

During a visit to the 

clinic

61.0% 59.5% 51.2%

From a Village Health 

Team in the 

community

42.3% 12.1% 3.3%

From a different 

service-delivery site

— Safe space: 

21.2%

Pharmacy: 

5.7%

Drug shop: 

30.9%

Word of mouth 

through friends, 

family

15.3% 28.3% 11.4%

Radio* 14.0% 15.2% 1.6%

Community 

announcement, 

dialogue, drama, or 

‘activation’*

6.6% 12.2% 9.8%

• A sample of self-injection clients 

participated in client interviews, where 

they were asked how they first learned 

about self-injection. Results from the 

survey are listed at right.

• Some findings of note:
• Adolescents are less likely to learn about SI 

from Village Health Teams (VHTs) and more 

likely to learn by word of mouth.1

• Qualitative interviews found some resistance to 

serving adolescent clients among VHTs.

*Radio and community announcements were implemented for a short time period in targeted areas, so not all clients interviewed were exposed to these activities. 
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Generate awareness and demand: Special considerations 

for adolescents

Effective demand generation for adolescents 

may look different than for adult women.

Adolescents may have different motivations for 

self-injecting. A higher percentage of adolescent 

clients (under the age of 20) reported wanting to 

learn self-injection to learn a new skill or because 

they prefer self-care, compared to adult women 

(table at right).

As seen in the previous slide, adolescent clients 

are more likely to learn about self-injection by 

word of mouth or through friends and family, 

compared to adult women.

Adolescents are also more likely to be single. 

More than half (53%) of adolescent clients were 

single, whereas only 12% of public and 31% of 

private clients were single.1

Why did you choose to 

participate in self-

injection training?

Clients 

accessing 

services via 

public facilities 

and Village 

Health Teams

(n=958)

Adolescents 

accessing 

services via 

public facilities 

and safe spaces

(n=99)

Clients 

accessing 

services via 

private clinics, 

pharmacies, or 

drug shops 

(n=123)

Convenience/save time 75.9% 49.5% 51.2%

Save money on transport 53.0% 40.4% 30.9%

Prefer self-care/ 

manage it herself/ 

empowering

35.2% 43.4% 34.2%

Avoid future stockouts 27.7% 2.0% 6.5%

Like learning new 

things

8.7% 30.3% 26.0%

Provider recommended it 8.3% 16.2% 9.8%

More discreet 3.8% 21.2% 9.8%

Husband/partner 

recommended it

2.8% 6.1% <1.0%

Friends, family 

recommended it

2.1% 8.1% 1.6%
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Generate awareness and 

demand: Resources and 

tools

• Communications Guidance for Introducing 

Sayana® Press

• DMPA-SC Introduction: Practical 

Guidance from PATH—Chapter 8: 

Generating demand

These documents focus on DMPA-SC 

introduction more broadly, but also include 

specific information on self-injection. 

Sayana Press is a registered trademark of Pfizer Inc.

https://www.path.org/resources/dmpa-sc-communications-guidance/
https://fpoptions.org/wp-content/uploads/RH_DMPA-SC_guidance_8_Generating_demand_2018.pdf
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Client orientation

3. Health worker and client journeys
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Clients can be introduced to self-injection at 

multiple places along their journey, including 

during client orientation, or the process of 

introducing clients to SI as an option and 

following up if they’re interested.

Not all clients will choose self-injection the 

first time they hear about it. 

Health workers should be equipped to 

understand when/how to discuss self-

injection with clients seeking family planning 

services, injectables, or self-injection 

specifically.

This section will cover when and how clients 

are introduced to self-injection. 

Client orientation: Overview

Women 
seeking 
family 
planning 

Women 
seeking 
DMPA 
injectable 
contraception

Women 
seeking self-
injection

Women 
trained in 
self-injection
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Client orientation: 

What is essential?
Women 
seeking 
family 
planning 

Women 
seeking 
DMPA 
injectable 
contraception

Women 
seeking self-
injection

Women 
trained in 
self-injection

1.

2.

3.

4.

Health workers will need to 

assess where their clients are in 

terms of readiness for self-

injection, and decide what 

information and services to 

provide. 

The figure at right describes 

actions to take for each client. 

Actions health workers should employ at the service site for each client

1. Women seeking family planning: Counsel women on available methods, including 

injectable contraceptives, so they can choose the method most appropriate for their needs. 

Make sure the information you share aligns with the woman’s needs and interests, including 

HIV prevention.

2. Women seeking DMPA injectable contraception: Screen for DMPA eligibility and counsel 

on DMPA (including self-injection) and potential side effects (as well as HIV if relevant). 

3. Women seeking self-injection: If a woman is not already a DMPA user, screen for eligibility 

and counsel on DMPA and potential side effects (as well as HIV if relevant). Train clients to 

self-inject and calculate reinjection dates (see slides 44–51).

4. Women who have been trained in self-injection: Provide follow-up support and follow 

reinjection visit requirements (see slides 72–78 and 88–94).
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Client orientation: 

What is flexible?

• Clients can be introduced to self-injection one 

on one or via a group health talk.

• Different cadres of health workers (e.g., 

doctors, nurses, community health workers, 

drug shop staff, or pharmacists) may conduct 

the orientation depending on the setting and 

program design. 
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Client orientation: 

What not to do

Do not:

• Promote self-injection (or anything else) 

over other contraceptive methods or 

pressure a client to self-inject if she is not 

interested in doing so. 

• It is important that health workers explain the 

benefits of self-injection while also respecting 

women’s choices if they prefer provider 

administration or another method.
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Client orientation: Country evidence spotlight (Uganda)

In addition, through a mystery client activity,* we 

observed that about one-quarter of our mystery clients 

were directed to a particular method, often long-acting 

reversable contraceptives in the public sector and 

injectables in the private sector. 

Intention to learn self-injection 

among non-adopters

Public 

sector 

(n=200)

Private 

sector 

(n=78)

Client chose to learn self-injection 68.0% 75.6%

Provider decided client should 

learn self-injection

32.0% 24.4%

Routine monitoring of the program showed that 44% of 

women in the public sector and 85% of women in the 

private sector who were trained to self-inject were 

“non-adopters” (did not self-inject at the end of their 

training).

After interviewing a sample of non-adopters, we 

learned that, in some cases, the woman did not choose 

to participate in self-injection training; rather, the health 

worker decided she should be trained. 

Experience of mystery 

clients (at public-sector 

facilities)

Public sector

(n=54)

Private sector

(n=36) 

Provider directed client 

toward a particular method
27.7% 19.4%

Provider recommended*

Intrauterine device

Implant

DMPA-SC

DMPA-IM

Oral contraceptives

n=15

4

7

6

—

1

n=7

—

—

7

2

1

*Trained research assistants visited health facilities, posing as women seeking family planning services, specifically self-injection. These “mystery clients” were trained to 

observe health worker practices and were interviewed directly after the visit about their experience. 
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Client orientation: Special 

considerations for 

adolescents
There is no one-size-fits-all adolescent services 

approach.

Services offered in adolescent spaces are difficult to 

sustain and scale; thus, it is critical to organize health 

services through a variety of formats to fit diverse client 

preferences.

Importantly, health services managers can ensure that 

groups are age sensitive (e.g., adolescents are not 

mixed with older women) and that, when providers offer 

group training, they also provide private one-on-one time 

with clients afterward. 

31%

16% 13%
8%

55%

37%

30%

27%

14%

47%
57%

65%

0%

20%

40%

60%

80%

100%

Safe space clients
(n=1,337)

Facility clients
(n=3,369)

Village Health
Team clients

(n=2,349)

Private-sector
clients (n=161)

Age categories for self-injection clients trained at 
different sites

<20 20-24 ≥25
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Client orientation: 

Resources and tools

• DMPA-SC training curriculum, available in 

English and French: 

• Lesson 5: Counseling Clients about DMPA and 

Sayana Press

• Lesson 9: How to Counsel Clients on Sayana 

Press Self-Injection

https://www.path.org/resources/dmpa-sc-training-materials/
https://media.path.org/documents/RH_sp_training_lesson_5-int.pdf?_gl=1*d0k0t8*_ga*MTIwNzY4ODM4My4xNjYxNTM4MDA5*_ga_YBSE7ZKDQM*MTY2NzMxMzIyNy4xNC4xLjE2NjczMTQxNDcuMC4wLjA.
https://media.path.org/documents/RH_sp_training_lesson_9-in.pdf?_gl=1*zjqm6v*_ga*MTIwNzY4ODM4My4xNjYxNTM4MDA5*_ga_YBSE7ZKDQM*MTY2NzMxMzIyNy4xNC4xLjE2NjczMTQxNTcuMC4wLjA.
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Client training

3. Health worker and client journeys
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Client training: 

Overview

Client training is a core component of self-injection 

program design. Care should be taken to develop a 

high-quality client training program that will equip 

women to competently self-inject. 

In this section, we will describe the critical components 

of a client self-injection training program. 
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Client training: 

What is essential?

• Cover key topics (e.g., reinjection timing, storage and 

disposal, what to do in case of problems) and emphasize 

the four critical injection steps, which can be remembered 

with the acronym, “MAPS”:

• Mix the solution by shaking vigorously for 30 seconds. 

• Activate the device by pushing the needle cap and port together.

• Pinch the skin to form a “tent” and insert the needle. 

• Squeeze the reservoir slowly, for 5 to 7 seconds, to inject the contraceptive.

• Allow flexibility for health workers to offer either group or one-

on-one approaches, including time and space for confidential 

client counseling.

• Include injection demonstration during the training—clients are 

more successful with self-injection if they witness a health worker 

demonstrate the steps. It may also help them to follow along and 

mimic certain steps, even if they do not “practice”.

• Conduct training with a client job aid and calendar that clients 

can take home, which will reinforce the training and help women 

inject independently and on time.
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Training completeness

• Those who received a complete training (not abbreviated) were more likely to be competent as well as to take up self-injection. 

Training format: One-on-one

• Benefits: Facilitates more in-depth discussion of DMPA eligibility, client counseling, self-injection competence, and calculating 

reinjections.

• Considerations: Requires more time—a median of 25 minutes per client (Uganda). Those who learned SI in a group setting were just as 

competent as those who learned one-on-one. 

Training format: Small group (ten clients or fewer)

• Benefits: Results from Uganda indicate this is a promising approach, especially in clinics. Requires less time per client—a median of 

7 minutes per client (Uganda). Some youth see benefits from peer support during group training. 

• Considerations: Plan for how clients move from informed choice counseling to group training. May not be as feasible in pharmacies and 

drug shops, due to smaller volume of clients and space constraints. Although some youth clients prefer group training, others have 

concerns about confidentiality: ensure space for one-on-one interaction. 

Trainer profile 

• Clients trained by CHWs were just as able to demonstrate proficiency as those trained at the clinic.

Practice injections

• Benefits: Clients appreciate opportunity to practice with real units and a model that imitates the injection site; it also helps those who lack 

confidence overcome their anxieties; it is predictive of becoming an SI client vs. being a non-adopter. 

• Considerations: Requires use of extra units and additional time for clients to practice. In settings where clients pay for commodities, they 

will bear the additional cost of practice units; where commodities are free to clients, health systems will bear the cost. Note that practice is 

not necessary for clients to achieve injection proficiency—demonstrations are often adequate. 

Two-page highly visual printed job aid

• Benefits: Low cost, cost-effective, tested extensively with positive results. Job aids are associated with SI proficiency and higher odds of a 

woman becoming an SI client.

• Considerations: Requires reprinting, resupply, and often local language translation; may be harder to follow than a video or higher-cost 

job aid.

Self-injection video

• Benefits: Fewer supply chain requirements; promising client competency results; more effective for low-literacy audiences, especially 

when translated into a local language. 

• Considerations: Requires phone/computer/internet access for health workers and clients.

Client 

training: 

What is 

flexible?

Type of 

job aid

Injection 

practice

Training 

context

Training 

content
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Group vs. one-on-one trainings

• Because training is time-consuming, health workers need flexibility to offer either 

group or one-on-one approaches, including time and space for confidential client 

counseling.

Injection practice vs. demonstration

• Demonstrations given by the trainer are often adequate and minimize costs and 

logistics, and practice is not necessary for clients to achieve injection proficiency. 

However, clients may benefit from the opportunity to practice, and it can help those 

who lack confidence overcome their anxieties and promote adoption of SI.

Printed vs. video job aid

• A two-page visual job aid for clients is low cost, cost-effective, and promotes client 

competency, but requires reprinting and resupply. 

• Training videos have fewer supply chain requirements, promising client competency 

results, and are more effective for low-literacy audiences. However, they require 

phone/computer/internet access for health workers and clients, which might be 

challenging in some contexts.

Client training: 

What is 

flexible?

(short version)
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Client training: 

What not to do

Do not:

• Use an expensive job aid that is challenging to supply 

sustainably, such as a full-color booklet. 

• Require health workers to only train in groups or 

one-on-one, which may not be feasible due to varying 

client flows.

• Train large groups; instead, ensure training quality by 

limiting group trainings to a maximum of ten clients. 

• Train women who have not chosen self-injection as 

their preferred contraceptive option.

• Use water-filled Uniject™ units for client practice 

injections; for more guidance, see: Training supply 

recommendations for DMPA-SC rollout

Uniject is a trademark of BD.

https://www.path.org/resources/DMPA-SC_training_supply_recs/


Client demonstrated self-injection proficiency four months after training was based 

on successfully completing all four critical steps:

1. Mix solution and check device. 

2. Activate the device by closing the gap.

3. Gently pinch skin and insert needle. 

4. Press the reservoir slowly.

Self-injection proficiency was used to assess the success of different program components. 

Results from the public sector are listed below: 

Training format

Practical 

component

Training aid 

One-on-one

70%

Group

75%

Combined

85%

Client practice

73%

Health worker 

demonstration

75%

Neither

68%

Trained to use job aid

74%

Given job aid to take home 

75%

NOT trained to use job aid

33%

NOT given job aid to take home 

57%

Key takeaways: 

• Group training is just as effective as 
individual training. However, always provide 
time and space for confidential one-on-one 
client interaction. 

• Clients are more successful with self-
injection if they witness a health worker 
demonstrate the steps. It may also 
help them to follow along and mimic certain 
steps, even if they do not “practice.”

• Job aids greatly increase SI competence. 

• Clients of CHWs were just as competent as 
clients trained at clinics. 

Client training: Country 

evidence spotlight 

(Uganda)

https://path.azureedge.net/media/documents/PATH_DMPA-SC_self-injection_job_aid_2018.pdf


69

Client training: Special considerations for adolescents

Adolescents are just as capable of learning self-

injection as adult women. There were no significant 

differences in self-injection competency between 

women under the age of 20 versus older women in 

Uganda.

Adolescents need full and accurate counseling on 

DMPA-SC, including side effects and safety. 

• Adolescents who discontinued were more likely to say they 

wanted to stop using DMPA-SC entirely.

• More adolescents (about 20%) sought help for side effects, 

compared to about 3% of women in the public sector. 

Through in-depth interviews, we also learned there are still 

many myths and misperceptions around use of injectables, 

particularly among adolescents. 

If adolescents prefer to discontinue use of DMPA-SC and 

self-injection due to side effects or other concerns, health 

workers should support them to choose a different option. 

Why have you not 

self-injected since 

training?

Public sector

(n=55)

Adolescent 

channel

(n=20)

Do not want to continue 

Sayana Press

34.6% (19) 70.0% (14)

Tried but was unable to 

self-inject

21.8% (12) 10.0% (2)

Fearful of self-injecting 18.2% (10) 15.0% (3)

Not given units for at-

home injection

10.9% (6) —

Want more training first 9.1% (5) 10.0% (2)

Husband disapproves 9.1% (5) 10.0% (2)

Women who discontinued self-injection
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Client training: 

Resources and tools

• Training video

• Client job aid

• Calendar

https://www.path.org/resources/dmpa-sc-training-videos/
https://fpoptions.org/wp-content/uploads/DMPA-SC-self-injection-client-job-aid-PATH-2018.pdf
https://fpoptions.org/resource/si-job-aid-calendar/
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First self-injection

3. Health worker and client journeys
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First self-injection: 

Overview

A client’s first self-injection should happen under the 

supervision of a health worker, after being trained. 

This approach yielded high acceptability among 

clients in Uganda, who reported feeling better 

prepared after supervised self-injection.

In this section, we will cover:

• How to evaluate competency.

• What additional information and supplies women 

should be given after they successfully self-inject. 



73 Advancing Contraceptive Options

First self-injection: 

What is essential?

• Health workers should supervise women during their first 

self-injection. Specifically, they should:

• Encourage women to use the job aid for guidance. 

• Allow women to inject when they are ready. 

• Assess competency while the client injects, using the four critical 

steps, and make corrections in a supportive way where needed. This 

is a great opportunity for clients to have hands-on experience!

• Ask women if they have questions or concerns. 

• Women who are ready for independent self-injection should be 

given information on:

• How to calculate their reinjection dates using a calendar (slides 91–

99).

• How to follow up with a health worker (slides 108–114).

• How to store devices (slides 85–90).

• Women who are ready for independent self-injection should be 

given the following materials: 

• DMPA-SC units. Health workers should check the expiration dates of 

all units they give clients, to ensure the units will not expire before the 

client’s next resupply visit. 

• Training aid (e.g., a job aid or video) to use for reinjection at home.

• Reminder system for future injection timing (calendar, appointment 

card).
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First self-injection: What is flexible?

The format for assessing competency and the number of units to take home can vary. Pros and cons of different options: 

Options Pros Cons

Format for 

assessing 

competency

Observation 

checklist

• Clear step-by-step instructions to 

determine and document client 

proficiency.

• Needs to be printed and distributed to all 

health workers.

• Health workers need guidance on 

expectations for how the checklists would be 

stored, documented, and tracked.

• Health workers in Uganda tended not to use.

Pictorial client job 

aid, with emphasis 

on four critical steps

• Already a critical part of the self-injection 

program, so not an extra document.

• Relatively easy for health workers and 

clients to internalize the four critical steps.

• Requires program to accept lack of 

documentation of injection proficiency; less 

formal process.

Number of units 

given to take home

Fewer units 

(e.g., 1–2)

• Clients are required to visit a health 

worker more frequently and can ensure 

ongoing DMPA eligibility.

• Discourages women who live far from a 

DMPA-SC distribution point from 

initiating/continuing self-injection as it 

reduces the benefit.

• Compromises benefits of self-injection for the 

health system due to more frequent client 

visits for resupply.

More units 

(e.g., 3–4)

• Women have more autonomy and 

independence from the health system.

• Fewer visits to a distribution point.

• Less certainty a woman remains eligible for 

DMPA.

• Higher up-front cost for clients where they 

have to pay for commodities.
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First self-injection: 

What not to do

Lack of sufficient understanding and support may 

make it more difficult for clients to initiate and 

continue self-injection successfully. To avoid this, 

do not:

• Have women self-inject for the first time 

unsupervised.

• Allow clients to take units home without 

demonstrating competency. 
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First self-injection: Country evidence spotlight (Uganda)

• Programs may consider giving women up to a full year of DMPA-SC supply.

• Less than 2% of units dispensed to women in the public sector were “wasted” (13/761), 

meaning they were not injected. 

• Some women returned their unused units to the health worker; others still had them at home. 

• Women who discontinued often did so when they finished their units (either their originally 

dispensed units or resupply units), which led to the low “wastage.”

• During resupply visits, women took home an average of 2.4 units (range 1–4), though they 

would prefer to take home 3.3 units (range 1–6).  
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First self-injection: 

Resources and tools

• Observation checklist

• Client job aid

• Calendar

https://media.path.org/documents/RH_sp_training_handouts_checklist.pdf?_gl=1*2r06ty*_ga*MTIwNzY4ODM4My4xNjYxNTM4MDA5*_ga_YBSE7ZKDQM*MTY2NzMxMzIyNy4xNC4xLjE2NjczMTQxNzcuMC4wLjA.
https://fpoptions.org/wp-content/uploads/DMPA-SC-self-injection-client-job-aid-PATH-2018.pdf
https://fpoptions.org/resource/si-job-aid-calendar/
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Collect and submit data

3. Health worker and client journeys
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Collect and submit 

data: Overview

Tracking self-injection programs at scale is possible by 

leveraging existing systems but will require revisions to data 

collection tools, such as:

• District supportive supervision visit checklists

• Facility and district reports

• Family planning registers

• Health management information system (HMIS) and logistics 

management information system (LMIS) tools

Incorporating self-injection consumption into the HMIS is 

important for assessing uptake of self-injection; integration into 

the LMIS is important for tracking dispensing and informing 

resupply. Including self-injection in these tools will take time and 

training. 

• In some cases, it may not be possible to incorporate self-injection 

into family planning registries immediately. In these cases, data will 

need to be collected separately and subsequently entered into the 

HMIS.

This section will describe the recommended monitoring indicators for 

self-injection. 
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Collect and submit data: 

What is essential?

• Decisions about self-injection monitoring must 

be made prior to any rollout of the program. 

• A supportive supervision plan should be 

developed to monitor program quality and 

address any challenges. 

Recommended indicators to include in monitoring 

plan:

• Number and percentage of health personnel trained 

in self-injection in the current year (and full period of 

costed introduction plan) against projected.

• Consumption of DMPA-SC for self-injection (e.g., for 

health management information system).

• Percentage of DMPA-SC client visits that are for 

self-injection.

Contributor: John Snow, Inc. 
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Collect and submit data: 

What is flexible?

• In some settings (such as a pilot or phased roll-

out approach), implementers may wish to collect 

more robust data on their self-injection program 

to inform decision-making about program design 

at scale. 

• The optional self-injection monitoring 

indicators listed at right require parallel, primary 

data collection efforts and are not generally 

feasible to track using routine systems at scale. 

• Therefore, an implementing partner or the ministry of health 

would need to resource and manage a primary data 

collection effort for these optional indicators.

Optional self-injection monitoring indicators: 

• Total number of DMPA-SC client visits.

• Number of client visits that are for self-

injection.

• Percentage of all DMPA-SC client visits that 

are for self-injection. 

• Number and percentage of client visits that 

are for self-injection disaggregated by client 

age group.

• Number and percentage of self-injection 

clients who are first-time users of modern 

contraception.

• Percentage of current contraceptive method 

users who are self-injecting (population-based 

survey).

Contributor: John Snow, Inc.
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Collect and submit data: 

What not to do?

Do not:

• Develop overly complex indicators or data 

collection plans that will be resource 

prohibitive. 
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Collect and submit data: Country experience spotlight 

(Uganda)

• New monitoring indicators should always be checked for accuracy and understanding. 

• In Uganda, a newly introduced monitoring indicator (the percentage of clients trained in self-injection who 

were competent at self-injection) in the public sector did not produce reliable data. 

• Through supportive supervision visits, the implementing team discovered that health workers had different 

views on what constituted “trained in self-injection” (with some classifying health talks or orientations as 

training). 

• Despite providing ongoing guidance to health workers, there continued to be variability in the definition of a 

“trained client.” 

• Lack of indicator clarity complicated interpretation, and the indicator could not be used to measure training 

quality. 

• Supportive supervision checklists and small-scale evaluations are recommended for assessing the quality 

of programs, rather than relying on monitoring indicators alone. 

• Supportive supervision checklists ask health workers about their practices, such as what content they cover 

during training and whether they assess women’s competency. 

• Whenever possible, direct observation of training should be included in supportive supervision.

• Small-scale evaluations may allow follow-up with clients to ask them about their experience and assess their 

competency at independent self-injection. 
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Collect and submit data: 

Resources and tools

• Global Monitoring Guide for the Introduction of 

Subcutaneous DMPA (DMPA-SC) (self-

injection not included)

• Country Template: Monitoring Introduction and 

Scale-Up of DMPA-SC (self-injection included)

• Toolkit for DMPA-SC Monitoring, Learning, and 

Evaluation (self-injection included)

Contributor: John Snow, Inc.

https://fpoptions.org/resource/monitoring-dmpa-sc-intro/
https://path.box.com/s/6tdmixsshi76p0t9mpgg3ibmf7kq843q
https://fpoptions.org/resource/mle-toolkit/
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3. Health worker and client journeys

Storage at home
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Storage at home: 

Overview

The ability to safely store DMPA-SC units at home 

is an important component that will impact 

women’s experiences with self-injection. 

This section will cover guidance on what health 

workers should discuss with women when it comes 

to storing their units. 
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Storage at home: 

What is essential?

• Clients should be advised to store their take-

home DMPA-SC units:

• Safely.

• At room temperature (out of the sun, away from 

extreme heat/cold).

• Out of reach of children and animals.

• Health workers should:

• Provide a container for safe storage of used units 

or guidance on how to obtain an appropriate 

container.

• Discuss storage options with their clients and 

ensure clients can safely store their units.  

• Ensure that clients are supplied with units that will 

not expire before their scheduled reinjection 

date(s).
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Storage at home: 

What is flexible?

• Type of disposal container: 

• The self-injection program may choose to provide 

puncture-proof containers to clients. In our experience 

across studies, women who were given a container 

were more likely to store their units in a container prior 

to disposal. However, this adds cost and complexity 

that many programs cannot afford.

• Have women return their units to the facility (or a CHW) 

when they are due for resupply.

• If not providing a container, health workers should discuss 

options.

• Examples of appropriate containers include a wide-mouth 

soda bottle with a lid or a petroleum jelly container with a 

lid.

• Suggestions on storage locations include: 

• In a suitcase stored out of reach of children or animals.

• On a high shelf or cabinet out of reach of children or 

animals.
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Storage at home: Country evidence spotlight (Uganda) 

• DMPA-SC is stable at room temperature and nearly all women who self-injected in research studies 

reported that they were able to keep the device secure until it was time to reinject.

• In Uganda, when women were given a disposal container, they were more likely to use it.

• In the feasibility and acceptability study, when women were not given a storage container, 71% stored their used 

device in an impermeable household container prior to disposal. 

• When provided a storage container in routine public-sector delivery, 93% of clients followed up at 4 months post-

training and 97% of clients followed up at around 14 months post-training reported that they stored their used 

devices in an impermeable container prior to disposal.  

https://www.sciencedirect.com/science/article/pii/S0010782416304590
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Storage at home: 

Resources and tools

• Women’s satisfaction, use, storage, and 

disposal of DMPA-SC during a randomized 

controlled trial in Malawi

• Feasibility and acceptability of self-injection 

studies: 

• Uganda

• Senegal

• Democratic Republic of the Congo

https://www.sciencedirect.com/science/article/pii/S0010782418301719
https://www.sciencedirect.com/science/article/pii/S0010782416304590
https://www.sciencedirect.com/science/article/pii/S0010782417301841?via%3Dihub
https://www.sciencedirect.com/science/article/pii/S0010782418303950
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3. Health worker and client journeys

Reinjection
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Reinjection: Overview Most of the time, reinjection will happen away from 

the health worker. If the program has been 

implemented as planned, women should have 

several resources to help them with their 

reinjection. 

In this section, we will revisit those resources, and 

explore the reinjection process. 
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Reinjection: 

What is essential?

• Clients should be taught how to use a job aid to reinject and 

should receive one to take home; this will help them remember 

the four critical steps.

• Clients should be taught how to calculate reinjection dates.

• Although it might seem easier for health workers to calculate 

reinjection dates for clients, it is better to empower clients to 

calculate their reinjection dates to help ensure pregnancy 

protection if their injection dates change.

• Specifically, health workers should discuss with clients:

• How to calculate their dates using the calendar.

• Ways to remember their reinjection dates; clients should also be 

given a reminder system (see next slide for examples).

• The reinjection window and how to recalculate dates if they miss 

their scheduled date but are still within the window.

• When not to self-inject (outside the reinjection window; i.e., 

too early or too late).

• If a client is not confident or decides she does not want to 

self-inject, she should know to return to the facility or 

community health worker for retraining, reinjection, or a different 

contraceptive method.



Public sector: Women trained 

to use the job aid, and given one 

to take home, were better able 

to demonstrate competence

• About three-quarters of those receiving training with 

a job aid demonstrated competence, compared with 

about one-half of those trained without a job aid.

• Women provided with a job aid to take home were 

significantly better able to demonstrate competence 

than those who didn’t receive one.
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Reinjection: 

What is flexible?

The type of reminder system and training aid can 

vary. 

• Reminder system options:

• A calendar, which comes with the self-injection 

training curriculum.

• An appointment card.

• Mobile-based reminder system, if available.

• Training aid options:

• Printed job aid. 

• Training video. 
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Reinjection: 

What not to do

Do not:

• Enroll any women in mobile-based reminder 

systems or conduct home visits without 

their consent.

• Develop a new, resource-intensive mobile-

based reminder system for self-injection 

alone.  
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Reinjection: Country evidence spotlight (Uganda) 

In Uganda, a sample of 958 public-sector 

clients were followed up four months after 

their training. 

Clients were asked if they had reinjected 

independently, and if so, when. 

• On-time reinjection was more likely if 

women were provided with a calendar and 

trained to use it (see figure at right, p<.05).
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Reinjection: Country evidence spotlight (Uganda)

• In Uganda, very few women 

(5%) required follow-up 

support to self-inject. 

• More than 93% were able to 

reinject.

Flow diagram from training through subsequent 

contraceptive outcome
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Reinjection: 

Resources and tools

• Training videos

• Client job aid

• Calendar

https://www.path.org/resources/dmpa-sc-training-videos/
https://fpoptions.org/wp-content/uploads/DMPA-SC-self-injection-client-job-aid-PATH-2018.pdf
https://fpoptions.org/resource/si-job-aid-calendar/
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3. Health worker and client journeys

Waste disposal
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Waste disposal: 

Overview 

While health care waste management is included in infection control 

procedures, many countries lack standard guidelines or policies 

regulating household-level sharps disposal. 

Waste disposal is an integral component of the design and 

planning process for DMPA-SC programs.

Disposal options for DMPA-SC units should:

• Align with national health care waste management rules and 

regulations, including any guidance on household-level waste 

management for self-administered medicines. 

• Minimize risk of needlestick injuries and infection transmission.

• Consider cost implications for both client and health system.

• Consider scalability of practice.

• Reflect emerging evidence.

• Be described in client materials and discussed by health workers 

during training and follow-up.

This section will share resources on appropriate sharps disposal, 

present current evidence on disposal from DMPA-SC self-injection 

studies/projects, and offer disposal options and considerations. 

Contributor: John Snow, Inc. 
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Waste disposal: 

What is essential?

• Health workers provide disposal guidance to clients.

• Medical waste should not be thrown out with the trash. 

• Other options (such as burn and bury or latrine disposal) may 

be acceptable in some contexts, depending on country 

guidelines. 

• Current needle disposal guidance for self-injectors in the United 

Kingdom and the United States include:

• Use of dedicated, puncture-resistant sharps containers.

• Disposal of sharps containers in designated areas or via 

community or national services (e.g., drop-off collection sites, 

syringe exchange programs, mail-back services).

• These options are based on injection safety best practices and 

serve as a model for household-level containment and drop-off, 

or containment and collection.

• Disposal should be addressed in self-injection program plans, 

health worker training, and client training.

• Furthermore, community and other health workers who are not 

authorized or not trained to provide DMPA-SC or self-injection, 

but who have access to medical waste receptacles, should be 

briefed on self-injection waste disposal practices in case women 

come to them to dispose of used DMPA-SC units.

Contributor: John Snow, Inc. 
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• Disposal options (e.g., return to designated disposal site, burn, 

bury), which may depend on the provider and context; see next 

slide for pros/cons of different disposal options.

• Emerging disposal innovations that have not yet been 

implemented or evaluated:

• Incentivized return of needles, with potential discount voucher 

for future contraceptive purchases (similar to soda bottle return 

campaign; may be especially relevant for private commercial 

outlets).

• Linkages with waste handling firms.

• Wall calendars for self-injectors with secure disposal container 

attached.

• Mandatory fee for waste disposal at procurement stage; 

national regulatory agencies could collect as part of compliance 

fees.

Waste disposal: 

What is flexible?

Contributor: John Snow, Inc. 
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Pros and cons of common disposal options for used DMPA-SC units

Disposal method Pros Cons

Drop-off or 

collection for final 

disposal

• Shifts final disposal from household back to health 

system where practices are more established.

• Can be inconvenient for client to return used devices.

• Drop-off or collection options all have cost implications for clients or health 

systems.

• If transferring units from the container to health worker’s or facility’s 

sharps box: some needlestick risk.

• If disposing of container with units inside: containers can add to waste 

volume; client must be given or source a new container.

Burning

• Common practice for household waste, especially in 

rural areas.

• Destroys biological hazard.

• Private (if the client is the trash burner).

• Temperature may not be high enough to fully destroy/cover needle (e.g., 

with melted plastic).

• Environmental considerations that have not been quantified (e.g., toxicity 

from burning plastic).

Burying

• Many units can be buried.

• Removes from circulation.

• Requires availability of land.

• May be accidentally excavated or exposed by runoff during rainy seasons.

• Labor intensive, especially to strictly follow guidelines.

• Environmental considerations that have not been quantified (e.g., plastic 

chemicals or residual drug in reservoir leach into soil).

Pit latrine
(not composting toilet)

• Accessible in rural areas.

• Removes from circulation.

• Private.

• Less available in urban areas.

• Environmental considerations that have not been quantified (e.g., plastic 

chemicals, needles in fecal sludge).

Household 

garbage

• Urban households may have garbage collection 

services.

• Questionable waste handling practices in many areas.

• Spent units and uncapped needles may end up in landfills accessible to 

people and animals.

Contributor: John Snow, Inc. 
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Waste disposal:

Requiring the following can 

lead to high noncompliance

Do not:

• Advise women to use disposal options that 

are not reviewed and approved by local 

authorities (e.g., discarding in pit latrines, 

burning devices).

• Introduce disposal practices that are not 

feasible for women and lead to high 

noncompliance. 

• Require women to return their used units in 

order to obtain new ones, which can limit 

flexibility and accessibility (e.g., they may 

prefer to dispose of units with a community 

health worker and obtain units for resupply 

elsewhere).

Contributor: John Snow, Inc. 
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Waste disposal: Country evidence spotlight (Uganda 

public sector)

In Uganda, 200 self-injection clients in the public 

sector (100 trained by Village Health Teams, 100 

trained at facilities) were asked how they disposed of 

each used SI unit.

• Most used units had been returned to the health 

worker, often during a resupply visit.

• Units given to VHT clients were more often 

returned to the health system (via VHTs), as 

compared with units given to facility clients.
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• World Health Organization (WHO). Safe 

Management of Wastes from Health-Care Activities. 

Chartier Y, Emmanuel J, Ute P, et al., eds. Geneva, 

Switzerland: WHO; 2014.

• USAID | DELIVER PROJECT, Task Order 4. Guide 

to Health Care Waste Management for the 

Community Health Worker. Arlington, VA, USA: 

USAID | DELIVER PROJECT, Task Order 4; 2011.

• USAID | DELIVER PROJECT, Task Order 1.  

Logistics of Health Care Waste Management: 

Information and Approaches for Developing Country 

Settings. Eberle J, Allain L, Nersesian P. Arlington, 

VA, USA: USAID | DELIVER PROJECT, Task Order 

1; 2009.

• PATH. Training Health Workers in the Management 

of Sharps Waste. Version 1. Seattle, WA, USA: 

PATH; 2005. 

• Secretariat of the Basel Convention and World 

Health Organization (WHO). Preparation of National 

Health-Care Waste Management Plans in Sub-

Saharan Countries: Guidance Manual. Geneva, 

Switzerland: WHO; 2005.

Waste disposal: 

Resources 

and references

https://www.euro.who.int/__data/assets/pdf_file/0012/268779/Safe-management-of-wastes-from-health-care-activities-Eng.pdf
https://toolkits.knowledgesuccess.org/sites/default/files/chw_guide_.pdf
https://www.psmtoolbox.org/wp-content/uploads/2017/11/LogiHealtWastMgmt.pdf
https://www.path.org/resources/training-health-workers-in-the-management-of-sharps-waste/
https://apps.who.int/iris/handle/10665/43118
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3. Health worker and client journeys

Follow-up
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Follow-up: 

Overview

Although studies have found that most women are 

confident in self-injecting independently after being 

trained, some women will return to the health worker 

for injection support, management of side effects, or 

other questions. 

A plan for how women should follow up with any 

questions or concerns is key to ensuring women have 

a positive and safe experience with self-injection. 

This section will discuss what guidance should be 

given to women about follow-up practices, and what 

options have been tested. 
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Follow-up: 

What is essential?

Women need to be given clear guidance up 

front about how and when to follow up with a 

health worker. 
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Follow-up: 

What is flexible?

Several methods of follow-up 

can be used. Pros and cons of 

each method are listed in the 

table. 

Method Pros Cons

Client returns to health 

worker as needed

• Client initiated.

• Less burden on health 

worker.

• Client may not recognize when 

she needs follow-up.

• Client may not prioritize her 

own follow-up.

• Health worker may be some 

distance away.

Health worker/client 

schedule follow-up 

interaction/visit

• Systematic way to ensure 

follow-up.

• Scheduling a visit may not be a 

typical practice.

• Not client initiated if client does 

not want a follow-up visit.

• Could compromise client 

confidentiality.

• Client and health worker could 

incur additional travel/time 

costs.

Short message service 

(SMS; i.e., text 

messaging), hotline

• Convenient for client.

• Not dependent on health 

worker remembering to 

follow up.

• Requires client to have access 

to a mobile phone.

• SMS could compromise 

confidentiality if phone is 

shared.

• Cost incurred to set up these 

systems.
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Follow-up: 

What not to do

Follow-up procedures should be simple and not 

undermine the benefits of self-injection 

(convenience, privacy). To ensure this, do not:

• Require burdensome follow-up procedures, 

such as making women return to the health 

worker for every reinjection. 
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Follow-up: Country evidence spotlight (Uganda)

• During program evaluation, a sample of 

more than 1,000 women were interviewed 

four months after their self-injection training. 

• Only 8% of public-sector clients sought help 

post-training. 

• A higher percentage (24%) of adolescent 

channel clients sought help. 

• Most women who followed up visited their 

health worker in person. 

• Reasons for follow-up are listed in the 

table at right. 

Note: Women could give more than one response, so percentages do not sum to 100.

Clients accessing 

services via public 

facilities and Village 

Health Teams

(n=958)

Adolescents 

accessing services 

via public facilities 

and safe spaces

(n=99)

Reasons for seeking 

follow-up assistance

n=80 n=24

Needed help giving the 

injection

50.0% 12.5%

Needed side effects 

advice or treatment

41.3% 79.2%

Needed help with 

reinjection timing

10.0% 4.2%

Needed more units 

(resupply)

1.3% 4.2%

Disposal of used units 1.3% —
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Follow-up: 

Resources and tools

• DMPA-SC training curriculum, available in 

English and French 

• Lesson 8: Conducting Reinjection Visits

https://www.path.org/resources/dmpa-sc-training-materials/
https://media.path.org/documents/RH_sp_training_lesson_8.pdf?_gl=1*x6fcbh*_ga*MTIwNzY4ODM4My4xNjYxNTM4MDA5*_ga_YBSE7ZKDQM*MTY2NzMxMzIyNy4xNC4xLjE2NjczMTQzNDcuMC4wLjA.
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3. Health worker and client journeys

Resupply
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Resupply: Overview Over time, women who continue self-injecting will need 

to obtain more DMPA-SC units. 

This section will cover different options for resupply 

locations and how health workers can confirm women’s 

self-injection competency.
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Resupply: 

What is essential?

• Confirm whether women want to continue with self-

injection. 

• If a client confirms she would like to continue self-

injection as her practice of choice, the health worker 

should:

• Ask if the client had any problems reinjecting and whether 

she reinjected on time.

• Check the client’s eligibility to continue DMPA. 

• Offer additional self-injection training if needed or desired by 

client. 

• Assist with scheduling upcoming injection dates.

• Provide supplies for next injections.

• Record relevant data in the registry.

• Women who choose to not continue with self-injection

but who want to continue using family planning should be 

counseled so that they can make an informed choice.
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Resupply: 

What is flexible?

• There are a few options for how health workers can 

check women’s competency with self-injection: 

• Health workers can ask clients to describe the four critical 

injection steps. 

• Health workers can ask clients to demonstrate an injection on 

an injection model (note this option has additional supply/cost 

implications).

• Health workers can ask clients to self-inject under their 

supervision, if they are due for injection at the time of resupply.
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Resupply: 

What not to do

Do not:

• Introduce resupply requirements that will 

potentially become access obstacles for women. 

• For example: requiring clients to return used units or 

requiring clients to demonstrate the technique if 

demonstration materials are not available. 

• Assume that all clients returning for resupply:

• Are competent at self-injection.

• Would like to continue self-injecting or continue with 

DMPA. 

• Are still eligible for DMPA. 



Resupply: Country evidence spotlight 
(Uganda public sector)

Clients visiting Village Health Teams were:

1. More likely to be supervised doing self-

injection at their resupply visit.

2. More likely to obtain additional units.

3. More likely to receive additional self-

injection training. 

Programs may consider giving women three units to take home with them, for one year of contraceptive protection, given client

preferences and low observed wastage (see slide 76). 
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Resupply: 

Resources and tools

• Client job aid

• Client training video 

• DMPA-SC training curriculum, available in 

English and French 

• Lesson 4: Screening Clients Who Wish to 

Continue Using DMPA

https://fpoptions.org/wp-content/uploads/DMPA-SC-self-injection-client-job-aid-PATH-2018.pdf
https://www.path.org/resources/dmpa-sc-training-videos/
https://www.path.org/resources/dmpa-sc-training-materials/
https://media.path.org/documents/RH_sp_training_lesson_4.pdf?_gl=1*1kqci31*_ga*MTIwNzY4ODM4My4xNjYxNTM4MDA5*_ga_YBSE7ZKDQM*MTY2NzMxMzIyNy4xNC4xLjE2NjczMTQ0MDAuMC4wLjA.
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Essential reference materials: Self-injection program 

design and evidence

The evidence presented in this guide is an introduction to the rich and rigorous research findings and 

resource materials available to support the development of a self-injection program. Following are 

essential references, including the studies and tools already mentioned in this guide, as well as 

additional useful content.  

• Country Template: National Plan for the [Introduction and] Scale-Up of DMPA-SC Self-Injection

• DMPA-SC self-injection journey maps 

• Recommendations for Contraceptive Self-Injection: Evidence and Implications from the Uganda Self-

Injection Best Practices Project

• Country Template: Monitoring Introduction and Scale-Up of DMPA-SC

• DMPA-SC Advocacy Pack

• Self-injected subcutaneous DMPA: A new frontier in advancing contraceptive access and use for women 

• Resources: A list of references about subcutaneous DMPA

4. Reference materials

https://path.box.com/s/cy5ca0196l3ocegzfpiupd4k66qsfqbc
https://path.box.com/s/k8ms04xz2i14yh03wreei7679nc0qsda
https://path.box.com/s/xfva1o387tmrmeoce31jvdphj5eieghl
https://path.box.com/s/6tdmixsshi76p0t9mpgg3ibmf7kq843q
https://fpoptions.org/resource/advo-pack/
https://fpoptions.org/resource/si-frontier/
https://fpoptions.org/resource/resource-list/
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