
Guidance for 
Implementation Roll-out of 
Empathetic Counselling for 
Self-Injection Clients 



Empathetic Counselling For Self-Injection

Is a form of counselling that supports health providers to 

appreciate client fears regarding self-injection (SI), and 

coaches them in the role they can play to help clients 

overcome these fears.

Is a combination of provider empathy training and 

supportive supervision, grounded in emotional 

intelligence and self-care evidence and practice 

to support providers to effectively build clients’ own self-

efficacy to self-inject.

It enables women, providers, and the health system to 
join each other as accountable partners in advancing 
contraceptive care coverage and improving health 
outcomes.
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Key Elements For Successful 
Training Roll-Out

Empathetic Counselling

Commodity Availability

Community Mobilisation

Supportive Supervision & Provider 
Reporting Capacity
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Three Emerging Recommendations

Re-emphasize counselling for choice

Adapt the modules as appropriate to suit 
the local context

1

2

3
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→ Empathy training has been shown to increase 
SI uptake, and it offers the potential to improve 
counselling across a range of other methods. It 
is critical for SI empathy training to be used 
only in the context of informed choice.

→ These materials are proven to work across multiple 
markets, but it’s recommended to gather feedback 
from local stakeholders to ensure comprehensibility 
and relevancy.

Implement a comprehensive set of interventions, 
including demand generation, commodity 
security, data reporting, and supportive 
supervision (SSV).

→ These materials are proven to work across 
multiple markets, but it’s recommended to 
gather feedback from local stakeholders to 
ensure comprehensibility and relevancy.
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Empathetic Counselling Roll-Out Guide

Secure government buy-in and approval for:

→ Empathetic Counselling Curriculum;

→ Training & training materials;

→ Providers that will be selected for the training;

→ Supportive supervision framework;

→ SI demand generation materials and activities;

→ Data collection plans; and

→ Stock ringfencing and allocation to support 
training and uninterrupted service delivery post-
training

PRE-TRAINING DURING TRAINING POST-TRAINING

Train community-based demand generation 
personnel to drive demand for the training and 
post-training.

Manage stock coordination:

→ Conduct stock audits at national, district and
facility levels;

→ Work with facilities and districts to update 
forecasts to reflect scale-up activities.

Pre-Training
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Empathetic Counselling Roll-Out Guide

PRE-TRAINING DURING TRAINING POST-TRAINING

Training

Empathetic Counselling Training

→ Facilitate Training of Trainers (TOT);

→ Schedule Training of Providers (TOP) 
trainings;

→ Schedule an after-action review (AAR) after 
the first two TOP trainings; and 

→ Document key insights and lessons learned 
and scale to other trainings. 
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Empathetic Counselling Roll-Out Guide

PRE-TRAINING DURING TRAINING POST-TRAINING

Post-Training

→ Schedule post training supportive 
supervision visits (SSV) within 1 month of 
training;

→ Track SSV data and use it to schedule 
subsequent SSV;

→ Schedule and review community-based 
demand generation event; and

→ Document and share weekly updates on 
emerging insights and progress. 
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Training of
Health Providers

1



Things to remember when organizing a 
Training

→ Ensure all trainees received 
complete training in SI.

Provider selection

→ Ensure the necessary 
supplies are available.

Availability of commodities

→ Ensure a positive rapport 
between the facilitator and the 
providers, and between the 
providers themselves. 

Development of rapport and safe 
learning environment

→ Ensure all trainees receive a pre-training assessment 
to assess their knowledge and capacity regarding 
client-facing SI counselling, client fears, and SI data 
reporting (Refer to the Pre-Training Assessment). 

Pre-training assessments

→ Ensure all trainees receive the assessment again 
at the end of the training to assess the 
competency of providers prior to ‘graduation’ 
from the training.

Post-training assessment

9  |  G U I D A N C E  F O R  I M P L E M E N T A T I O N  R O L L - O U T



Things to remember when 
organizing a Training

→ Ensure all ToP sessions are completed within two 
days, with the first date dedicated to class-based 
learning and the second day dedicated to the live 
practicum. 

Training duration

→ Ensure providers receive refresher training on self-injection 
as included in the ToP trainings (Refer to the DMPA-SC SI 
refresher section) however this section can be skipped if 
the providers have recently (3 months) been trained on SI 
and have experience training women to self-inject.

→ Ensure facilitators refer to the providers’ programme 
records on previous FP training, to assess whether 
refresher time will need to be built into their agenda.

DMPA-SC refresher gap-filling
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Training health providers

→ This module helps providers to consider how to first 
inform the client about SI as something the 
provider can support her with to learn how to 
safely use, before offering other forms of DMPA.

→ Providers learn phrases that they can say to help 
women understand the potential value of using SI 
and self-managing their own care. 

Positioning SI first when 
counselling on DMPA 

→ The module orients providers to appreciate the 
responsibility they hold and the role they should play in 
supporting clients to overcome their fears. 

→ Providers are led through self-reflection, considering their 
own service delivery experience, on the possible reasons 
why women may not decide to adopt SI during 
contraceptive counselling.

→ Providers are encouraged to use open-ended questions 
to better understand what types of barriers the client 
may face in initiating self-injection and the type of 
experience they desire. 

The provider’s role in learning about and 
addressing client fears 
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This component of implementation is 
essential for implementation fidelity.



Training health providers

→ The module informs trainees about messages 
they can use to support clients to uncover, 
address and overcome their fears.

→ Trainees are organized into groups of three for 
the role-play sessions in which each trainee 
plays a different role: the provider (providing 
empathic counselling); the client 
(demonstrating verbal and non-verbal signs of 
fear/hesitation); and the observer (active 
observation and documentation).

→ Each trainee plays each of the three roles once 
before the module ends.

Empathetic SI counselling discussion and 
role play to address client fears → The practicum (recommended as a half-day, on-site 

exercise) provides an opportunity for the trained providers 
to put their knowledge and the skills they have gathered 
during the training into real-life practice by providing 
training on how to self-inject DMPA-SC to clients who have 
already received comprehensive contraceptive counselling, 
and have indicated a desire to receive this training.

Practicum

→ Facilitators break up participants into groups of three to 
discuss why capturing accurate SI data may be important. In 
plenary following small group work, the facilitator explains 
how SI data is used nationally and its importance.

SI Data reporting and practice session
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This component of implementation is 
essential for implementation fidelity.



Quality of Care Standards

→ All interventions must uphold MoH 
clinical quality standards.

Clinical Quality

→ All health providers should uphold and 
emphasise the importance of providers’ 
counselling and service provision that align 
with informed choice and voluntarism for the 
clients.

Informed choice and voluntarism

→ To the best of providers’ ability, a basket of 
contraceptive options must be available to 
clients at the time of counselling and service 
delivery.

If a client’s method of choice is not available, 
providers should establish a good referral system to 
ensure they can refer clients who want a method 
they don't have.

Method mix

→ Interventions must uphold providers’ responsibility to 
provide contraceptive services equitably, without bias 
or ‘gatekeeping’.

→ Counselling and services should be provided regardless 
of a client’s socioeconomic profile.

Equitable care

→ All interventions explain the role of empathetic and 
respectful care in SI counselling and service provision and 
emphasises providers’ responsibility to deliver this as part of 
alignment with Self Care Quality of Care standards.

→ Key to this is client-centred care that involves rapport 
building, provision of care that is clear and understandable to 
the client, and an openness to client questions and having 
them addressed. 

Empathetic and Respectful Care
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This component of implementation is 
essential for implementation fidelity.



Supportive Supervision
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Supportive Supervision

→ Supportive Supervision Officers conduct supportive supervision 
visits (SSV) to observe and assess provider-trainees’ competency 
within one month of taking the ToP training (Refer to the DMPA-
SC Self-Injection Programme: Supportive Supervision Checklist). 

Supportive Supervision

→ During these visits, officers assess key competency areas using 
the DMPA-SC Self-Injection Programme: Supportive 
Supervision Checklist. The checklist includes assessing 
providers on the following:
o Facility readiness to offer self-injection;
o Managing service delivery and continuity of care;
o Data collection; and
o Demand creation.

SI Support Supervision Checklists and 
Scoring
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This component of implementation is 
essential for implementation fidelity.



Supportive Supervision

→ After the first SSV, subsequent SSVs are conducted within the first quarter following each provider’s 
training. Follow-up supportive supervision visits are scheduled according to the following criteria:
o Providers who demonstrate quality and empathetic SI counselling at the first SSV may receive one 

additional monthly SSV visit before the visits concludes. 
o Providers who demonstrate the need for continuing skills development at the first SSV will receive 

SSV every two weeks. As SSV scores improve to the required level, these providers will receive one 
additional monthly SSV visit before their SSV concludes.

o This criterion is carried on until all trained providers demonstrate competency in empathetic and 
quality SI counselling and service delivery.

Site visit scheduling & duration to ensure competency
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This component of implementation is 
essential for implementation fidelity.



Community Mobilisation and 
Commodity Availability
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Community Mobilisation

→ Client mobilisers should be recruited with 
particular attention to individuals and/or cadres 
with:

→ Prior training on FP messaging and/or FP short-
term service provision

→ Pre-existing positive relationships in the 
communities in which they will be mobilising and 
health facility providers

Recruitment of client mobilisers

→ Training for client mobilisers includes approaches for 
discrete mobilisation, for women who need to be covert 
in seeking counselling and SI initiation.

→ Client mobilisers who are trained to initiate women in 
self-injection should have the necessary resources to 
support women interested in SI and receive the same 
post-training support supervision as health providers.

Client Mobiliser Training

→ Community events, such as dialogues, 
meetings, women’s groups; 

→ Mass media such as radio and television;

→ Digital media including social media 
advertising, search adverts, chat bots;

→ Community radio; 

→ Megaphones and public address systems;

→ Opinion leaders within communities;

→ Outreach model to raise awareness while 
meeting demand.

Other demand creation strategies
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This component of implementation is 
essential for implementation fidelity.



Client Mobilisation

→ Community events, such as dialogues, meetings, women’s groups; 

→ Mass media such as radio and television;

→ Digital media including social media advertising, search adverts, chat 
bots;

→ Community radio; 

→ Megaphones and public address systems;

→ Opinion leaders within communities;

→ Outreach model to raise awareness while meeting demand.

A ’multi-channel’ demand creation strategy is recommended, which can include: 

This component of implementation is 
essential for implementation fidelity.



Commodity Availability

→ Trainees are oriented to commodities forecasting skills and 
practices to ensure FP commodity availability including 
DMPA-SC. This includes:
o Instructions on how to forecast for SI units
o Ensuring availability of DMPA-SC doses during the 

training, the training practicum, and post-training.
o Conducting prior facility readiness assessments for 

implementation.
o Reviewing available stock at facilities and resolving  

potential commodity security issues
o Conducting stock audits at national, district, facility 

levels

→ Working with facilities & districts to update forecasts to 
reflect scale up activities during quantification and 
forecasting processes.

Commodity Tracking

→ Ensure that every facility visit includes a reporting 
tools check.

→ Ensure emphasis is made on the importance of 
accurate, complete and timely reporting such as 
ensuring reporting is: 
o Disaggregated between provider-administered 

and self-injected DMPA-SC and between the 
number of clients served and the number of 
doses dispensed.

SI Data reporting and practice session
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This component of implementation is 
essential for implementation fidelity.



Annex
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Supportive Supervision:
Tools to address gaps identified 

WHO Medical Eligibility Criteria (MEC) Wheels to 
support providers on medical eligibility
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Supportive Supervision:
Tools to address gaps identified 

[Include any available supportive supervision 
tools relevant to your country’s context] 
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Supportive Supervision:
Tools to address gaps identified 
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