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Director-General Foreword

[image: C:\Users\vmagomani\AppData\Local\Microsoft\Windows\INetCache\Content.Outlook\1CIHDMF1\Official photo - DG.jpg]The development of the revised National Contraception Clinical Guidelines (2019) and the associated South African Handbook for Contraceptive Method Provision (2019), builds on the two previous policy and guideline documents: National Contraception and Fertility Planning Policy and Service Delivery Guidelines (2012) and National Contraception Clinical Guidelines (2012). The guideline will form a basis for the implementation of the National Health Insurance. The guideline will respond to women’s needs on agency and choice in a rights-based approach.  

There are a number of changes and new additions to the 2019 revision. These are based on changes to the World Health Organization Medical Eligibility Criteria (WHO MEC), emerging global evidence and recommendations from DOH, contraception managers and healthcare providers. Significantly, the changes are to WHO MEC category for hormonal injectable from WHO MEC 1 to 2, and changes to guidelines for women who are breastfeeding –to start progestogen-only pills or implants at any time post-partum (changed from WHO MEC category 3 to 2). In addition, guidelines for new methods, which may be phased into the South African contraceptive method mix available at public health facilities have been included.

In keeping with the principle of integration and chronic care model, the previous separated HIV section (Chapter 4, National Contraception Clinical Guidelines DOH 2012) has been integrated into this document. This guideline revision is guided by national frameworks and policies, as outlined in the National Integrated Sexual and Reproductive Health and Rights Policy and National Contraception Clinical Guidelines (2019).

The provision of contraception is guided by the principles, policy framework, and counselling guidelines outlined in the National Integrated Sexual and Reproductive Health and Rights Policy and in this document, combined with sound clinical judgement and care. The goal of this guideline is to promote, through informed choice and with a rights-based approach, high quality and safer reproductive health services.

Ms MP Matsoso
Director-General: Health
October 2019







Table of Contents
List of Figures, Tables, and Boxes	iii
Acronyms	v
Introduction	1
What’s new in the National Contraception Clinical Guidelines 2019?	3
Scope	4
Section 1.	A framework for the clinical guidelines	5
1.1	Global practice/key documents used to develop these guidelines	5
1.2	WHO medical eligibility criteria	5
1.3	Long-acting reversible contraception, contraceptive effectiveness, and continuation rates	6
Section 2.	Important clinical issues in contraception service provision	8
2.1	Client assessment and screening	8
2.2	Follow-up visits	8
2.3	Initiating contraceptive methods in non-menstruating women	9
2.4	Management of side effects	9
2.5	Emergency contraception	9
2.6	Re-injection within the grace period for late injections	9
2.7	IUDs and antibiotics	10
2.8	Postpartum contraception	10
2.9	Post-miscarriage and post-TOP contraception	10
2.10	Combination prevention	10
2.11	Hormonal contraception and HIV risk	12
2.12	Fixed dose tenofovir/lamivudine/dolutegravir (TLD) and contraception for HIV-positive women	13
2.13	Drug-drug interactions between hormonal contraceptives and certain medications	15
2.14	Pharmacovigilance	18
Section 3.	Counselling in the context of contraception service provision	19
3.1	Important counselling themes	20
Section 4.	Method provision	24
4.1	Algorithm for method provision	24
4.2	Summary of processes for method provision	25
Section 5.	Postpartum, post-miscarriage, and post-abortion contraception	28
5.1	Postpartum contraception	28
5.2	Pregnancy testing and postpartum contraception	29
5.3	Postpartum method provision	29
5.4	Summary of method specific considerations for postpartum contraception	30
5.5	Post-abortion and post-miscarriage contraception	31

6.	Clients requiring special consideration	33
6.1	Adolescents and contraception	34
6.2	Women approaching menopause	40
6.3	Clients with physical and intellectual disabilities	43
6.4	LGBTQI	46
6.5	Men	48
Section 7.	Chronic medical disorders	50
Section 8.	Service delivery guidelines - key components	56
8.1	Integration	56
8.2	Service delivery guidelines for different levels of health care provision	57
8.3	Categories of staff and provision of contraception	65
Job Aids	66
Job Aid 1: Basic counselling skills	67
Job Aid 2: Counselling about informed decision making and choice	68
Job Aid 3: Ruling out pregnancy: Pregnancy checklist and pregnancy tests	69
Job Aid 4: Comprehensive history-taking checklist for contraceptive services	71
Job Aid 5: Routine screening	72
Job Aid 6: Integrated routine screening	73
Job Aid 7: Risk assessment, combination prevention and SRHR/HIV integration	74
Job Aid 8: Comparing contraceptive effectiveness	75
Job Aid 9. Drug-Drug interactions	78
Job Aid 10: Pharmacovigilance reporting	79
Job Aid 11. Contraceptive method considerations for clients with HIV including those on ART: Provider reference tool	80
Annex 1. WHO MEC criteria summary	81
Acknowledgments	93
References	95

[bookmark: _Toc521329684]



[bookmark: _Toc2870220][bookmark: _Toc4498457]List of Figures, Tables, and Boxes

Figure 1. Guidance for the provision of first line TLD and TLE for women	13
Figure 2. Contraceptive seeking reasons	24
Figure 3. Contraceptive processes and counselling	24
Figure 4. Postpartum contraception options: Timing of method initiation for all women, breastfeeding women, and for non-breastfeeding women	30
Figure 5. WHO MEC 2015: HIV and method specific guidance	55


Table 1. WHO MEC classification categories	5
Table 2a. Method failure rates 11	7
Table 3. Commonly used medications that can reduce blood levels of hormones and may reduce contraceptive effectiveness.	15
Table 4. Drug interaction effect on efficacy	16
Table 5. Important components underpinning contraceptive provision	19
Table 6. Method specific considerations for postpartum contraception	29
Table 7. Method specific considerations for postpartum contraception /cont.	30
Table 8. Method specific considerations for postpartum contraception /cont.	31
Table 9. Post-abortion and miscarriage – special considerations for contraception	32
Table 10. Key legislation affecting provision of SRHR and HIV services to young people in South Africa	34
Table 11. Key counselling points and issues relevant to adolescents and young women	37
Table 12. Contraception options for women approaching menopause	41
Table 13. Advice for women on stopping hormonal contraception 23	42
Table 14. Contraception options for clients with physical disabilities	44
Table 15. Contraception options for clients with intellectual disabilities	45
Table 16. Service delivery guidelines: Community, schools, workplaces, retail (community) pharmacies, and private practice	58
Table 17. Service delivery guidelines: Primary level of care – PHC clinics	62
Table 18. Service delivery guidelines: Primary level of care-mobile services	63
Table 19. Service delivery guidelines: Secondary level of care, including community health centre (CHC)	63
Table 20. Service delivery guidelines: District hospitals	64
Table 21. Service delivery guidelines: Tertiary level of care, including referral tertiary hospitals, academic and quaternary centres	64
Table 22. Categories of staff and provision of contraception	65


Box 1. What should healthcare providers counsel clients using or wanting to use DMPA	Error! Bookmark not defined.
Box 2. Important additional points for providers to be aware of with respect to HIV medications and contraception	17
Box 3. Method specific counselling:	25
Box 4. The importance of postpartum contraception	28
Box 5. A note on lactational amenorrhoea method	31
Box 6. Clarification of terminology – vulnerable, at risk, and special considerations	33
Box 7. Factors to take into account to meet the needs of adolescents	34
Box 8. Sexual consent and the law for minors 20	35
Box 9. Providing services sensitive and responsive to the needs of young people – essential components	36
Box 10. Summary of recommended contraceptive methods for young people	40
Box 11. What is supported decision making?	44
Box 12. Key issues to be aware of when working with disabled contraceptive clients	44



[bookmark: _Toc4498458]Acronyms

	ART
	Antiretroviral therapy

	BMD
	Bone mineral density

	CHC
	Combined hormonal contraception

	COC
	Combined oral contraceptive

	Cu IUD
	Copper intrauterine device

	DMPA
	Depot medroxyprogesterone acetate

	DMPA-IM
DMPA-SC
DOH
	Depot medroxyprogesterone acetate intramuscular

	
	Depot medroxyprogesterone acetate subcutaneous  Department of Health

	DTG
	Dolutegravir

	DVT/PE
	Deep vein thrombosis and pulmonary embolism

	EC
	Emergency contraception 

	ECP
	Emergency contraceptive pills

	ENG
	Etonogestrel

	FSH
	Follicle stimulating hormone 

	HIV
	Human Immunodeficiency Virus

	HRT
	Hormonal replacement therapy

	IEC
	Information, education, and communication

	IUD
	Intrauterine device

	LAM
	Lactational amenorrhea method 

	LARC
	Long-acting reversible contraception

	LGBTIQ
	Lesbian, Gay, Bisexual, Transgender, Intersex, Queer

	LNG
	Levonorgestrel

	LNG-IUS
	Levonorgestrel releasing intrauterine system 

	MEC
	Medical eligibility criteria

	NET-EN 
	Norethisterone enanthate

	NNRTI
	Non-nucleoside reverse transcriptase inhibitors

	PEP
	Post-exposure prophylaxis

	PMTCT
	Prevention of mother to child transmission

	POCs
	Progestogen-only contraceptives 

	POPs
	Progestogen-only pills 

	PPC
	Postpartum contraception

	PrEP
	Pre-exposure prophylaxis

	SRHR
	Sexual, reproductive health and rights

	STI
	Sexually transmitted infection

	TB
	Tuberculosis

	TLD
	Tenofovir 300mg / Lamivudine 300mg /Dolutegravir 50mg 

	TOP
	Termination of pregnancy

	T&T
	Test & treat

	VTE
	Venous thromboembolism

	WHO
	World Health Organization




v

[bookmark: _Toc521329686]

[bookmark: _Toc4498459]Introduction

The Department of Health (DOH) has developed a National Integrated Sexual and Reproductive Health and Rights (SRHR) Policy.1 This policy addresses the many cross cutting issues relating to SRH service provision, drawing together the principles, rights, and guidance for planning and implementation that underpin the provision of quality, integrated, comprehensive SRHR services in South Africa. The National Integrated SRHR Policy is supported by several clinical and service delivery guidelines covering related specific programmatic areas, including the National Contraception Clinical Guidelines.

Other documents include: 
· National Contraception Clinical Guidelines (2019)
· National Guideline for Implementation of Choice on Termination of Pregnancy Act (2019)
· National Clinical Guideline for Safe Conception and Infertility (2019)
· Sexually Transmitted Infections Management Guidelines (2015)
· National Guideline on the Management of Post-Exposure Prophylaxis (PEP) in Occupational and Non-Occupational Exposures (2019)
· National Clinical Guideline for Cervical Cancer Control and Management (2019)
· National Clinical Guideline for Breast Cancer Control and Management (2019)
· National Clinical Guidelines on Genetics Services (2018) 
· National Guideline for the Prevention of Mother to Child Transmission of Communicable Infections (HIV, Hepatitis, Listeriosis, Malaria, Syphilis and TB) (2019)

In addition, there are several other documents which are relevant to the healthcare provider:
· National guidelines for expanding combination prevention and treatment options: oral pre-exposure prophylaxis (PrEP) and test and treat (T&T) (2017)
· National Guideline for the Prevention of Mother to Child Transmission of Communicable Infections (HIV, Hepatitis, Listeriosis, Malaria, Syphilis and TB) (2019)
· Maternal and neonatal care guidelines (2016) (to be reviewed)
· The Ideal Clinic manual (2017)
· The Integrated Clinical Services Management (ICSM) [2017]
· National Adolescent and Youth Policy 2017-2021 (2017)
· National Adolescent SRHR framework strategy 2014-2019 (2014)


The development of the revised National Contraception Clinical Guidelines (2019) and the associated South African Handbook for Contraceptive Method Provision (2019), builds on the two previous policy and guideline documents: National Contraception and Fertility Planning Policy and Service Delivery Guidelines (2012) and National Contraception Clinical Guidelines (2012). 

The National Integrated Sexual and Reproductive Health and Rights Policy and National Contraception Clinical Guidelines (2019) and South African Handbook for Contraceptive Method Provision (2019) supersede all previous versions.

Note: 
These National Contraception Clinical Guidelines have been developed as a companion document to the South African Handbook for Contraceptive Method Provision.

Readers are urged to use the clinical guidelines in conjunction with the handbook.
The South African Handbook for Contraceptive Method Provision provides information on the following methods: 

1. Intrauterine contraception	
1.1	Copper intrauterine device (Cu IUD)	
1.2	Levonorgestrel releasing intrauterine system (LNG-IUS)	
2. Hormonal contraception: Progestogen-only contraception	
2.1	Subdermal implants	
2.2	Progestogen-only injectables	
2.3	DMPA by subcutaneous injection – DMPA-SC	
2.4	Progestogen-only pills	
2.5	Drug interactions and progestogen-only contraceptives	
3. Hormonal contraception: Combined hormonal contraceptives (CHCs)	
3.1	Combined hormonal methods	
3.1.1	Combined patch 	
3.1.2	Combined vaginal ring	
3.1.3	Monthly injectables	
3.1.4	Drug interactions and combined hormonal contraceptives with regards to 
              anti-retroviral therapy (ART)
4: Emergency contraception	
4.1 Emergency contraceptive pills	
4.2 Emergency Cu IUD insertion	
5: Barrier methods	
5.1 Male condom	
5.2 Female condom	
6: Voluntary sterilisation (voluntary surgical contraception)	
6.1 Female sterilisation	
6.2 Male sterilisation (vasectomy)	

The Job Aids and Annexures in the National Clinical Guidelines have been replicated in the Handbook for Contraceptive Method Provision for ease of reference. 
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There are a number of changes and new additions to the 2019 revision. These are based on changes to the World Health Organization Medical Eligibility Criteria (WHO MEC), emerging global evidence and recommendations from DOH, contraception managers and healthcare providers. These changes include:

New and expanded sections: 
· Contraceptive counselling
· Post-partum contraception
· Contraception guidelines for adolescents

New recommendations from WHO:
· A summary of key changes to the WHO MEC Category 
· Changes to the WHO MEC for women at high risk of HIV, and the concomitant changes to the WHO MEC categories, as summarised in Section 2.11 
· Changes to guidelines for women who are breast feeding – can start progestogen-only pills or implants at any time post-partum (changed from WHO MEC category 3 to 2)
· Annexures with WHO MEC have been updated 

Guidelines for new methods:
Guidelines for additional new methods, which may be phased into the South African contraceptive method mix available at public health facilities, include:  
· A lower dose depot medroxyprogesterone acetate injection given subcutaneously [DMPA-SC], which has the potential to be self-injected or given by trained lay workers 
· Intrauterine device (IUD): 
· New smaller LNG-IUS (containing 19.5 mgs LNG)
· Combined hormonal vaginal ring: Ethinylestradiol /etonogestrel
· Combined hormonal transdermal patch: Ethinylestradiol / norelgestromine
Recommendations to strengthen existing methods: 
· Encourage the procurement and use of the 10-year Copper T 
· Increased access to LNG-IUS (containing 52mgs LNG) at clinic level (e.g. Mirena)

Updated and expanded guidelines for current methods: 
· Includes expanded sections on IUD and implant insertions and removals
· Management of side effects for Cu IUDs and implants
· Revised guidelines on the use of prophylactic antibiotics and IUD insertion (Section 2.7)

HIV and contraception:
In keeping with the principle of integration and chronic care model, the previous separated HIV section (Chapter 4, National Contraception Clinical Guidelines DOH 2012) has been integrated into this document. Changes include guidance relating to women at high risk of HIV (Section 2.11), and drug interactions with contraception (Section 2.13). Shifts in HIV in South Africa since 2012 are also reflected – including universal test and treat, an emphasis on combination prevention, and the expanded provision of oral PrEP. 


IUD and antibiotics:
The National Contraception Clinical Guidelines (2012) recommended prophylactic antibiotic use at time of Cu IUD/LNG IUS insertion. After an expert review process, it is recommended to no longer provide routine prophylactic antibiotic use at the time of IUD/IUS insertion, but to strongly encourage routine follow up at 4-6 weeks post insertion, with a clear invitation to return to clinic anytime sooner if client experiences any symptoms suggestive of PID and ensure immediate access to services.

Alignment with national priorities and frameworks:
This policy revision is guided by national frameworks and policies, as outlined in the National Integrated Sexual and Reproductive Health and Rights Policy and National Contraception Clinical Guidelines (2019). 

[bookmark: _Toc521329688][bookmark: _Toc4498461]Scope

These guidelines cover modern methods of contraception. In step with contemporary thinking, modern methods of contraception are described as methods which use a product or medical procedure that interferes with reproduction from acts of sexual intercourse 2. Non-modern methods, also known as traditional or natural methods, are generally less reliable and effective than modern methods. In light of the high rates of unintended pregnancies, unmet need for contraception and HIV prevalence in South Africa, these methods are not actively promoted in these guidelines. 

[bookmark: _Toc521329689][bookmark: _Toc4498462]
A framework for the clinical guidelines

This section begins with an overview of the documents used to inform the clinical guidelines. A summary of the WHO MEC is provided. The importance and relevance of long-acting reversible contraception (LARC) is also explained, followed by a summary of contraceptive effectiveness and continuation rates. 

[bookmark: _Toc521329690][bookmark: _Toc4498463]Global practice/key documents used to develop these guidelines

These clinical guidelines are informed by global, evidence-guided practice, and use the WHO’s four cornerstones of family planning, the South Africa National Contraception Clinical Guidelines (2012)3 and the South Africa National Contraception and Fertility Planning Policy and Service Delivery Guidelines (2012).{Department of Health, 2012 #98}4

	The WHO’s four cornerstones of family planning 
· Medical Eligibility Criteria for Contraceptive Use (5th edition, 2015)5
· Family Planning: A Global Handbook for Providers (Revised 2018 Update)6
· Selected Practice recommendations for contraceptive use (Third Edition 2016){World Health Organization, 2016 #96}7
· Decision-making Tool for family planning clients and providers



[bookmark: _Toc521329691][bookmark: _Toc4498464]WHO medical eligibility criteria 

The WHO medical eligibility criteria for contraceptive use (WHO MEC)5 provide guidance for the safe use of contraceptives. Revised every five years, the WHO MEC are a product of a collaborative review of all clinical, epidemiological, and programmatic research on modern contraceptive methods. The suitability of using each method in the presence of specific factors, including medical conditions, are categorised by weighing the health risks against the benefits. The resulting medical eligibility criteria allow contraceptives to be prescribed in line with clients’ personal preferences while maintaining an adequate margin of safety. The WHO MEC are classified into 4 categories, as explained in Table 1, and provide the framework for these clinical guidelines.

	Healthcare providers are urged to familiarise themselves and utilise the WHO MEC to determine eligibility for respective methods, summarised by condition, in Annex 1. There are several quick reference tools available, including the WHO MEC wheel8 and a one page quick reference tool (Job Aid 11).



[bookmark: _Ref522715165][bookmark: _Toc4497872]Table 1. WHO MEC classification categories
	Category
	Classification
	With clinical judgement
	With limited clinical judgement

	Category 1
	A condition for which there is no restriction for the use of the contraceptive method.
	Use method in any
circumstances.
	Yes 
(Use the method)

	Category 2
	A condition for which the advantages of using the method generally outweigh the theoretical or proven risks.
	Generally use method.
	

	Category 3
	A condition for which the theoretical or proven risks usually outweigh the advantages of using the method.
	Use of method not usually
recommended unless
more appropriate methods
are not available or not
acceptable.
	No 
(Do not use the method)

	Category 4
	A condition that represents an unacceptable health risk if the contraceptive method is used.
	Method not to be used.
	


[bookmark: _Toc521329692][bookmark: _Toc4498465]Long-acting reversible contraception, contraceptive effectiveness, and continuation rates

Internationally, there has been increasing focus on LARCs which are among the most effective contraceptive methods and have the greatest potential to reduce unintended pregnancies. These guidelines refer to LARCs in terms of their relative effectiveness and higher continuation rates, as well as being reversible. These include:
· Intrauterine contraception: 
· Copper IUD (5 and 10 years, depending on type) 
· Levonorgestrel-releasing intrauterine system (LNG-IUS) (5 years)
· Subdermal progestogen implants (single-rod for 3 years; two-rods for 4 or 5 years, depending on type)

Key points about LARCs: 
· LARCs are highly effective (see Table 2) – they do not rely on regular compliance and correct use in the same way as pills or barrier methods.
· LARCs are reversible (as compared to effective, permanent methods - male and female sterilisation).
· Most LARCS result in immediate return to fertility when stopping. 
· LARC methods combine reversibility with highly effective contraception, they are not client-dependent nor do they require repeated visits to the clinic, as required by shorter-term methods such the injectable, pills, and barrier methods.
· LARC methods have superior continuation rates compared with short-term methods and, despite high initial costs (in particular with intrauterine systems and implants), are proven to be more cost effective in the long term in terms of costs of pregnancies averted, continuation rates, plus method, and service delivery costs.{National Collaborating Centre for Women’s and Children’s Health,  #101}9 
· Evidence has shown that expanding the number of method choices offered can lead to improved satisfaction, increased acceptance, and increased prevalence of contraceptive use.10

Counselling clients about effectiveness, return to fertility and whether methods are permanent or reversible form an important part of counselling and method selection. More information is provided in Section 3.1. 


Note about informed choice: While there are many advantages to LARCs, informed-decision making and balanced, unbiased counselling, looking at all methods – barrier, shorter and long acting reversible and permanent methods, in the context of the client’s life and needs, is of paramount importance. 

Table 2a shows failure rates for methods over a three year period. Table 2b provides a comparison of methods in relation to effectiveness and continuation rates, comparative charts are also provided in Job Aid 8.

[bookmark: _Ref525902187][bookmark: _Toc4497873]Table 2a. Method failure rates 11
	Median cumulative typical-use contraceptive failure rates by method across 43 countries, at 12, 24 and 36 months

	Method
	12 months
	24 months
	36 months

	Implant
	0.6
	1.0
	1.1

	IUD 
	1.4
	1.9
	2.1

	Injectable
	1.7
	3.6
	5.5

	Pill
	5.5
	10.8
	15.1

	Male condom
	5.4
	13.3
	16.0

	Withdrawal
	13.4
	27.4
	35.7

	Periodic abstinence
	13.9
	25.8
	32.4



Table 2b: Percentage of women experiencing an unintended pregnancy during the first year of typical use and the first year of perfect use of contraception, and the percentage continuing use at the end of the first year, United States. 7[image: ]

	Method

	Typical use

	Perfect use

	% of women continuing use at one year


	Male sterilization
	0.15
	0.10
	100

	Female sterilization
	0.5
	0.5
	100

	Implanon©
	0.05
	0.05
	84

	Intrauterine contraceptives
	
	
	

	     Mirena©
	0.2
	0.2
	80

	     ParaGard (copper T) ©
	0.8
	0.6
	78

	Depo-Provera
	6
	0.2
	56

	NuvaRing©
	9
	0.3
	67

	Evra patch
	9
	0.3
	67

	Combined pill and progestin-only pill
	9
	0.3
	67

	Diaphragm
	12
	6
	57

	Condom
	
	
	

	     Male
	18
	2
	43

	     Female
	21
	5
	41

	Sponge
	
	
	36

	     Nulliparous women
	12
	9
	

	     Parous women
	24
	20
	

	Withdrawal
	22
	4
	46

	Fertility awareness-based methods
	24
	
	47

	     Sympto-thermal method
	-
	0.4
	-

	     Ovulation Method
	
	3
	

	     TwoDay Method©
	
	4
	

	     Standard Days Method©
	
	5
	

	Spermicides
	28
	18
	42

	No method
	85
	85
	

	For more detailed table with footnotes - see Job Aid 8                                                                                                      
(Adapted from Trussell, 2011)
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The provision of contraception is guided by the principles, policy framework, and counselling guidelines outlined in the National Integrated Sexual and Reproductive Health and Rights Policy and in this document, combined with sound clinical judgement and care. In this section, selected clinical issues are highlighted in order to flag key clinical practice considerations underpinning contraceptive service provision. 

[bookmark: _Toc521329694][bookmark: _Toc4498467]Client assessment and screening

· History taking: It is important to take a comprehensive personal medical history particularly before clients select hormonal contraception, Cu IUD (copper intrauterine device), or sterilisation (see Job Aid 4 for an example of history taking checklist).
· HIV testing: HIV counselling and testing, and discussions relating to risk and prevention, should be provided as a routine part of the consultation. The frequency of an HIV test should be guided by possible exposure to HIV, for both the client and their sexual partners. Clients who test HIV-positive should be initiated onto antiretroviral treatment, as per national test and treat guidelines. 
· Sexually transmitted infection (STI) screening and management: Should be done as an integrated part of contraception service provision, as per national DOH guidelines.
· Tuberculosis (TB): Due to the high incidence of HIV and TB co-infection, the consultation is an opportunity to screen, provide information, treat, or refer, as per national DOH TB guidelines.
· Blood pressure: The measurement of blood pressure is essential for sterilisation. It is recommended that blood pressure is measured before and during the use of hormonal contraception. However, where this is not possible, hormonal methods should not be denied, providing there is no history of high blood pressure. (Where feasible, provision must be made to check blood pressure on a subsequent visit.)
· Pelvic examination: This is only essential before fitting an intrauterine contraceptive device/system or female sterilisation, unless the need for a pelvic examination is indicated in the history taking. This needs to be done sensitively and where privacy and dignity is ensured.
· Breast and cervical screening: Where possible, the consultation should serve as an opportunity to educate clients about breast self-examination and the purpose and value of cervical screening. Information should be provided concerning frequency of cervical screening, as per national guidelines. The actual screening, where appropriate, can be done on initiation of a contraceptive method or at a mutually agreed appointment. 
· For HIV-positive women -- cervical screening on HIV diagnosis, and then every 3 years. If there is an abnormal smear, manage according to national guidelines with annual checks recommended until resolved and thereafter every three years. 
· For HIV-negative women -- free cervical screenings from the age of thirty at ten year intervals are recommended.
· Screening for pregnancy: Ensuring a client is not pregnant is important when screening for contraception. It is especially recommended before starting hormonal contraceptives and before IUD insertion. There are several tools available for this (see Job Aid 3). 

[bookmark: _Toc521329695][bookmark: _Toc4498468]Follow-up visits

Follow-up visits should be scheduled according to sound medical reasoning; unnecessary, frequent follow-up visits should be discouraged. Recommendations for the timing of follow-up visits for each method are given in the method specific sections of the Handbook for Contraceptive Method Provision (2019), which are based on WHO Selected Practice Recommendations for Contraceptive Use 2016. Clients should always be encouraged to return if they have queries or are anxious or need support with the method, particularly with regards to the management of side effects. 

[bookmark: _Toc4498469][bookmark: _Toc521329696]Initiating contraceptive methods in non-menstruating women 

Generally, it is recommended to rule out pregnancy prior to initiation of most contraceptive methods. Traditionally, menstruation was considered to be a reliable indicator that a woman was not pregnant. However, it is not necessary to restrict initiation of the contraceptive method to menstruation. A woman can initiate contraception at any time in her menstrual cycle as long as the health care provider is reasonably sure that she is not pregnant.

In most cases pregnancy can be ruled out by asking a series of questions. Each of these questions describes a situation when pregnancy is highly unlikely (see Job Aid 3 for pregnancy checklist).

Women in whom pregnancy has not been completely ruled out should either wait until their next menses to insert an IUD/IUS or initiate hormonal methods of contraception; however, they may start hormonal methods immediately and have a pregnancy test done if they miss their next period. Those who want to initiate oral contraceptive pills can be given a pack to take home with instructions on how to start on the first day of their next menses. 5, 12

[bookmark: _Toc521329701][bookmark: _Toc4498470]Management of side effects

The client’s tolerance, understanding, and support with regards to side effects contributes significantly to method continuation and satisfaction. Understanding potential common side effects is an important aspect of informed decision-making when selecting a method. Healthcare providers should not avoid providing information about common side effects for fear of putting clients off a method as research shows that it is helpful and reassuring to know what to expect. 

Discontinuation is often due to a lack of tolerance and support with regards to side effects, and both counselling and the management of side effects is important. Key counselling messages about side effects is provided in Section 3. The specific management of side effects is provided under each method in the Handbook for Contraceptive Method Provision (2019).

[bookmark: _Toc521329702][bookmark: _Toc4498471]Emergency contraception

Emergency contraception (both emergency contraception pills and the Cu IUD) are effective within 120 hours (five days) after unprotected sex, but the sooner it is used, the more effective it is. This is addressed in more detail in the Handbook for Contraceptive Method Provision (2019).

[bookmark: _Toc521329697][bookmark: _Toc4498472]Re-injection within the grace period for late injections

In clients presenting late, the grace period for repeat injection (without the need to rule out pregnancy), is four weeks for DMPA (both IM and SC) and two weeks for NET-EN.12 This does not mean that injections of DMPA and NET-EN should be routinely scheduled for 16 and 10 weeks – clients should still be encouraged to come for re- injection on time. Reassure clients to come as soon as they can if they have missed an appointment, rather than staying away altogether.

[bookmark: _Ref525906736][bookmark: _Toc4498473]IUDs and antibiotics

The National Contraception Clinical Guidelines (2012)3 recommended prophylactic antibiotic use at time of Cu IUD/LNG IUS insertion. This was reviewed for these guidelines, and based on the lack of evidence of any significant benefits associated with prophylactic antibiotic cover for IUD insertion and the potential risks of increasing antibiotic drug resistance, the following is recommended:  

· Not to provide routine prophylactic antibiotic use at the time of IUD/IUS insertion, but to strongly encourage routine follow up at 4-6 weeks post insertion, with a clear invitation to return to clinic anytime sooner if client experiences any symptoms suggestive of PID and ensure immediate access to services.
· In addition, healthcare providers are encouraged to: 
· Promote awareness about the signs and symptoms of STIs across all methods, and not only Cu IUD (e.g. lower abdominal pain, offensive/ bad smelling discharge, fever, pain during intercourse or discomfort/burning urine) 
· Encourage clients to come back at any time and not wait for scheduled visit, if concerned
· Use the internal examination when screening and preparing for insertion of IUD to detect any symptoms of STIs and treat as per local protocols prior to insertion 
· Emphasise the importance of preventing infection at the time of insertion using a no touch technique, provide guidance about how to do insertion under aseptic conditions (using sterile water or saline or povidone iodine (betadine) for swabbing cervix prior to sounding uterus and IUD insertion, as detailed in the Handbook for Contraceptive Method Provision)

[bookmark: _Toc521329698][bookmark: _Toc4498474]Postpartum contraception 

Contraceptive counselling and services are important postpartum but is often a missed opportunity.  Postpartum contraception should be an integral part of antenatal and postnatal care - after delivery, at the six-week postpartum visit, and at subsequent visits for infant immunisation. This is discussed in Section 5. 

[bookmark: _Toc521329699][bookmark: _Toc4498475]Post-miscarriage and post-TOP contraception  

After miscarriage or termination of pregnancy (TOP) all women should be offered personalised counselling and be provided with a contraceptive method of their choice from the full range of available methods. Any method of the client’s choice may be initiated immediately following uncomplicated miscarriage or TOP (at any gestational stage), provided that the medical eligibility criteria are met. Early initiation of contraception is advisable because ovulation occurs as early as two weeks post-TOP/miscarriage, so a woman can become pregnant almost immediately afterwards. This is discussed in Section 5.

[bookmark: _Toc521329703][bookmark: _Toc4498476]Combination prevention  

HIV prevention needs to embrace several strategies including a risk discussion, HIV testing, STI management, PrEP (where available), PEP (where appropriate), as well as contraception and condom use (see Job Aid 7).






[bookmark: _Toc521329704][bookmark: _Toc4498477]Hormonal contraception and HIV risk 
· Over the last 20 years, researchers have examined the possible link between contraception and HIV. The WHO has met periodically with experts in the field to review evidence relating to this matter. In Dec 2016 it was decided, in view of emerging research, to revise the WHO Medical Eligibility Criteria from WHO MEC 1 to MEC 2 for both DMPA and NET-EN. 
· The Evidence for Contraceptive Options and HIV Outcomes (ECHO) Study took place between Dec 2015 and Sept 2017. It was an open-label randomised clinical trial, designed to evaluate whether there is a substantial difference in the risk of HIV acquisition among women using three methods of contraception[footnoteRef:2]. The study showed no statistically significant differences in HIV acquisition among women using intramuscular depot medroxyprogesterone acetate (DMPA-IM), copper IUDs, or levonorgestrel (LNG) implants. The study was designed to detect a difference in HIV risk of 50% or more between any two of the three methods investigated in the ECHO trial. It remains possible that smaller differences may exist which may be important in contraceptive and HIV prevention decision making for individual women at very high HIV risk.  [2:  See  http://echo-consortium.com/] 

(Note: The ECHO results also cannot be generalized to other hormonal contraceptives not included in the study)
· This new high-quality evidence supersedes the low to low-moderate quality evidence from observational studies that had been previously available to inform WHO’s guidance[footnoteRef:3]. [3:  WHO revises recommendations on hormonal contraceptive use for women at high HIV risk Press Release 29 August 2019] 

· In Aug 2019, the WHO Medical eligibility criteria for contraceptive use were reviewed. The WHO convened the Guideline Development Group to assess the ECHO study results[footnoteRef:4], all of the evidence on hormonal contraception and risk of HIV acquisition since the previous review in 2016, together with a systematic review of all published evidence on copper-bearing IUDs and HIV risk ([footnoteRef:5]).  [4:  Evidence for Contraceptive Options and HIV Outcomes (ECHO) Trial Consortium. HIV incidence among women using intramuscular depot medroxyprogesterone acetate, a copper intrauterine device, or a levonorgestrel implant for contraception: a randomised, multicentre, open-label trial. Lancet. 2019;394(10195):303–13. doi: 10.1016/S0140-6736(19)31288-7.]  [5:  World Health Organization. Contraceptive eligibility for women at high risk of HIV. Guidance statement: recommendations on contraceptive methods used by women at high risk of HIV. Geneva: World Health Organization; 2019. Licence: CC BY-NC-SA 3.0 IGO.] 


Below is a summary of the key recommendations[footnoteRef:6]:  [6:  Adapted from: World Health Organization. Implementing Best Practices (IBP) Initiative:   WHO updates recommendations for contraceptive eligibility for women at high risk of HIV. 29 August 2019. 
global@knowledge-gateway.org 
] 

· Women’s risk of HIV does not restrict their contraceptive choice. Women at risk of HIV are eligible to use the following, without restriction: 
· All progestogen-only contraceptive methods (MEC Category 1). This includes  progestogen-only pills (POPs), intramuscular and subcutaneous depot medroxyprogesterone acetate (DMPA-IM and DMPA-SC), norethisterone enanthate (NET-EN) injectables, and levonorgestrel (LNG) and etonogestrel (ETG) implants.
· Copper-bearing intrauterine devices (Cu-IUDs) and LNG IUDs (MEC Category 1). In considering the use of IUDs, many women at a high risk of HIV are also at risk of other sexually transmitted infections (STIs); for these women, providers should refer to the MEC recommendation on women at an increased risk of STIs, and the Selected Practice Recommendations for Contraceptive use: third edition ( section on STI screening before IUD insertion).
· All combined hormonal contraceptive methods (MEC Category 1).This includes combined oral contraceptives (COCs), combined injectable contraceptives (CICs), combined contraceptive patches and combined vaginal rings.
· Efforts to expand contraceptive method options and ensure full and equitable access to family planning services must continue. This needs to include the strengthening of:  
· HIV and STI prevention and management 
· Integration of contraceptive and HIV/STI services, combined with other sexual and reproductive health services, as appropriate
· The promotion of and improved access to combination prevention options, including PrEP
· Engagement and involvement of male partners and communities in contraceptive options, and HIV and STI prevention.  
[bookmark: _Toc521329705]
[bookmark: _Toc521329706][bookmark: _Toc4498478]Fixed dose tenofovir/lamivudine/dolutegravir (TLD) and contraception for HIV-positive women

TLD is a fixed-dose combination of tenofovir 300mg / lamivudine 300mg /dolutegravir 50mg (TLD), providing many benefits as a first line antiretroviral treatment, including improved tolerability, high effectiveness, lower rates of treatment discontinuation, a higher genetic barrier to resistance, and fewer drug interactions than with other ARV drugs.13

WHO recommends TLD as first-line ART for women and adolescent girls using effective contraception, or not of childbearing potential, as well as adolescent girls, breastfeeding women, and pregnant women, from eight weeks after conception.14 TLD may be teratogenic (increased risk of neural tube defects), with the most likely vulnerable time being at conception and within the first 28 days after conception. While it is not the scope of these guidelines to provide detailed information on ART management, initiating dolutegravir (DTG) in women wanting to conceive now or in the future may carry risks. The following algorithm provides guidance for first line TLD and TLE prescription for women (as per the DOH national ART guidelines): 

[image: ]
[bookmark: _Toc4497277]Figure 1. Guidance for the provision of first line TLD and TLE for women
Considerations include: 
1 15-49 years of age or sexually active (if outside this range) 
2 Any contraceptive modern method (condoms, IUCD, hormonal contraception, sterilization with dual therapy encouraged)
3 All HIV positive women should be counselled on the available contraceptive methods, choice of appropriate ARV regimen and advised on the possible effects of TLD on the pregnancy outcome and provide informed consent. 
4 TLD should be continued for pregnant women identified as receiving or starting ART later in the pregnancy (2nd and 3rd trimester), although the switch to TEE should be recommended after delivery in case the woman does not report use of reliable contraception. 
5 Report potential exposure to DTG in the peri-conception period to relevant authority (SAHPRA, pregnancy registry etc.)


[bookmark: _Toc4498479]Drug-drug interactions between hormonal contraceptives and certain medications

The following section provides guidance for healthcare providers on what is currently known about drug-drug interactions between hormonal contraceptives and certain medications that are commonly used by women of reproductive age in South Africa, and also provides some key practice and counselling points. 

Why is this an important issue for healthcare providers to know about?
· Certain medications commonly used by women of reproductive age can interact with some hormonal contraceptives in a woman’s body, either decreasing or increasing the contraceptive hormone levels. 
· These drug-drug interactions are not harmful to a woman’s health but may impact the effectiveness of her hormonal contraceptive method, thereby placing users at increased risk of unintended pregnancy. This requires additional counselling.  

Common DDIs
· Commonly used medications that have been shown to interact with hormonal contraceptives in a way that decreases contraceptive hormonal levels are typically referred to as enzyme inducing drugs (EIDs) or strong enzyme inducing drugs (SEIDs). These are listed in Table 3. 
· For more detailed information on hormonal contraceptive drug-drug interactions with specific medications and implications for contraceptive counselling and provision, see Table 4, and refer to Job Aid 9.

[bookmark: _Ref523852027][bookmark: _Toc4497874]Table 3. Commonly used medications that can reduce blood levels of hormones and may reduce contraceptive effectiveness.
	Certain HIV antiretroviral medications (ART)
	Non-nucleoside reverse transcriptase inhibitors (NNRTIs)
Efavirenz (EFV)
Nevirapine (NVP) 

Protease inhibitors (PIs)
Ritonavir-boosted atazanavir (ATV/r); 
Ritonavir-boosted lopinavir (LPV/r); 
Ritonavir-boosted darunavir (DRV/r); 
Ritonavir (RTV)

	Certain anticonvulsant medications
	Phenytoin, carbamazepine,
barbiturates, primidone, topiramate,
oxcarbazepine

	Certain antimicrobials medications
	Rifampicin 
Rifabutin 

	Note: not all medications that may interact with hormonal contraceptives are listed here





[bookmark: _Ref4497555][bookmark: _Toc4497875]Table 4. Drug interaction effect on efficacy
	Method
	Drug interaction

	Reduction in efficacy

	Oral contraceptive pills (both combined and progestogen only) 
	Adversely affected by drug-drug interactions with the enzyme inducing drugs (EIDs).

	Contraceptive vaginal ring

	Adversely affected by drug-drug interactions with the enzyme inducing drugs (EIDs).

	Contraceptive implant
	Adversely effected. Evidence to show that efficacy reduced in women taking efavirenz, (NNRTI), resulting in unintended pregnancies. Whilst effectiveness is reduced it remains better than most other methods of contraception in typical use.[footnoteRef:7] [7:  Patel RC et al. Concomitant contraceptive implant and efavirenz use in women living with HIV: perspectives on current evidence and policy implications for family planning and HIV treatment guidelines Journal of the International AIDS Society 2017, 20:21396 http://www.jiasociety.org/index.php/jias/article/view/21396 | https://doi.org/10.7448/IAS.20.1.21396] 


	Oral emergency contraceptive pills
	Effectiveness may be reduced by enzyme inducing drugs. The first choice emergency contraceptive method for clients on enzyme-inducing drugs is the Cu IUD. However, if this is not a suitable option, emergency contraceptive pills should be provided. Progestogen-only ECP (Two x 1.5mg tablets taken as a single dose, or if the dedicated product is not available, use COCs containing 30μg ethinyl estradiol + 150 μg levonorgestrel (e.g. Nordette/Oralcon). 6 tablets followed by 6 tablets 12 hours later.

	Progestogen-only injectable NET-EN
	Effectiveness may be reduced by drug-drug interactions although limited data available. 

	No effect

	Cu IUD
	Not affected by drug-drug interactions so remains very highly effective at preventing pregnancy.

	Progestogen-only injectable DMPA
	Not affected by drug-drug interactions so remains very highly effective at preventing pregnancy.

	No data

	Combined contraceptive patch
	Drug-drug interactions with the combined contraceptive patch have not been studied but these are expected to be similar to combined hormonal pills.

	Hormone-releasing IUD
	Drug-drug interactions with the hormone-releasing IUD have not been studied. But these are not expected to significantly affect method effectiveness.














	
[bookmark: _Toc4498271]Box 1. Important additional points for providers to be aware of with respect to HIV medications and contraception
· All contraceptive methods are medically safe to use with HIV medications (ART)
· Most HIV medications do not interact with hormonal contraceptive methods
· These interactions do not decrease the effectiveness of the HIV medications
· These interactions can potentially lead to decreased effectiveness of some hormonal contraceptive methods
· Providers should always ask which specific HIV medications a woman is taking in her ART regimen in order to appropriately advise her on interactions
· Efavirenz (NNRTI) has been clearly shown to compromise the effectiveness of several hormonal contraceptives, including the implant, and clients need to be advised of this 
· Dolutegravir (DTG) (integrase inhibitor) is unlikely to interact with hormonal contraception because it does not induce or inhibit the enzymes involved in hormonal contraceptive metabolism. Though not well-studied yet, it is thought that DTG can be effectively used with all hormonal contraceptives. The WHO MEC has not yet provided specific guidance on DTG and hormonal contraception, however other integrase inhibitors are WHO MEC Category 1 and the US CDC MEC classifies all hormonal contraceptives as MEC Category 1 for women using DTG. Therefore, we advise that DTG is unlikely to interact with or to decrease the effectiveness of hormonal contraceptives. Hormonal contraception with DTG is currently advised as an effective combination.
· The effectiveness of the Cu IUD and DMPA injectable are not affected by drug-drug interactions with HIV medications so remain very effective at preventing pregnancy for women using HIV medications.  


Counselling guidance for drug-drug interactions and contraception
· As part of quality contraceptive care, healthcare providers should always ask clients about their health conditions and medication use at every visit in order to counsel on appropriate contraceptive options.
· Healthcare providers need to be aware of the implications of drug-drug interactions between hormonal contraceptives and commonly used EIDs such as HIV and TB medications and anticonvulsants in order to counsel clients using such medications about possible reduced effectiveness, about alternative contraceptive methods that will be more effective at preventing pregnancy, and about the importance of additional correct and consistent condom use.
· Clients wanting highly effective reversible contraception and using medications known to interact with hormonal contraception, should be advised that the Cu IUD and DMPA injectable used correctly and consistently are the first choice methods for highly effective pregnancy prevention.
· If after thorough counselling about drug-drug interactions and the reduced contraceptive effectiveness, a woman still wishes to choose to use a contraceptive method that may interact with her medication, she should be given the contraceptive method of her choice. It is important to note that implants remain highly effective despite drug-drug interactions, and in some cases, they may even be the most effective method for a particular woman (if other methods are inappropriate or unacceptable to her or she cannot adhere well to other methods). In such cases the woman should be encouraged to use condoms correctly and consistently.

A summary of the WHO MEC for drug to drug interactions is provided in Job Aids 10 and 12.


[bookmark: _Toc4498480]Pharmacovigilance 

All adverse events related to contraceptive methods should be reported as per agreed national and provincial pharmacovigilance protocol. Report any adverse events related to contraceptive use, including contraceptive failures, drug to drug interactions, and delivery of the baby with congenital abnormalities following contraceptive failure. The form must be used as active surveillance (see Job Aid 10).




[bookmark: _Toc521329707][bookmark: _Toc4498481]Counselling in the context of contraception service provision

Counselling is an essential component of the client’s consultation. The investment in time for a thorough consultation is worth it - the client receives quality care, she has participated in the choice and management of her method, and she will ultimately be satisfied and continue on her method. Clients will also feel more comfortable returning should there be any concerns. Counselling complements sound clinical care and assists in ensuring that a rights-based, client-focused approach guides contraceptive provision.

Counselling should facilitate informed choice, provide ongoing support, and be a gateway to comprehensive SRHR and HIV health services. Table 5 summarises important components which need to frame effective counselling when providing contraceptive services.   

[bookmark: _Ref522715451][bookmark: _Toc4497876]Table 5. Important components underpinning contraceptive provision
	Quality of care
	· Ensure privacy for the consultation.
· Ensure providers are equipped with essential clinical and counselling skills.
· Provide methods guided by clinical and evidence-based competence: Assist clients to choose a contraceptive method that is appropriate to their personal circumstances and preferences BUT is clinically safe and takes into account drug interactions with ART, TB, and other medication, as well as their fertility desires.
· Ensure access: Provide information in a manner that clients understand.

	Rights-based service provision
	· Respect a rights-based approach as articulated in the SRHR Policy, which includes informed choice and decision making; the right to choose when to prevent pregnancy, plan for pregnancy, or terminate a pregnancy.
· Informed choice includes the decision to initiate, continue, discontinue, or switch to another method. This is particularly important with regards to provider- dependant methods requiring insertion or removal.
· Research has shown that HIV-positive women perceive healthcare providers’ attitudes to be a barrier when discussing sex, contraception, and the desire to become pregnant. Healthcare providers need to be sensitive to this perception.
· The right to plan, prevent, or express sexual desires and sexuality is applicable to all. 
· HIV services need to integrate SRHR services, including contraceptive services.

	Diversity
	· Be aware of and accommodate diversity in a non-judgmental manner. 
· Not all clients are part of a heterosexual couple – client may be single or non-heterosexual (e.g., lesbian, gay, bisexual, transgender, intersex, and questioning / queer persons). 
· Do not make assumptions: 
· Clients may have more than one sexual partner
· Clients may identify as male, female, X (non-binary), or transgender
· Clients may have vaginal or anal sex

	Balance between counselling and information giving 
	· Establish open, interactive communication.
· Explore what has motivated the client to attend the clinic.
· Encourage the client to express their needs, ask questions, and express concerns.

	Client centred
	· Provide impartial information on the contraceptive methods available without provider bias (i.e. convenience bias or personal opinion).
· Provide relevant information on the chosen method, including insertion process (if applicable), how to use it, re-supply or removal requirements, common side effects and how to deal with them, warning signs of complications, follow-up arrangements, and return to fertility.
· Provide information selectively according to the level and detail appropriate to the client.
· Check for the clients understanding.

	Integration: HIV and SRH
	· Seek opportunities for SRHR and HIV integration (see Section 8.1).
· HIV testing should be offered at each visit.
· Discuss the advantages of knowing one’s own and one’s partner’s status. 
· Re-testing after possible exposure to HIV needs to be emphasised.
· Emphasise the importance of correct and consistent condom use and dual protection for HIV and STI prevention, plus any other available prevention methods (PrEP - where available, PEP - where indicated).

	Continuity of care
	· Develop an integrated approach to prevention and planning for pregnancy.
· Encourage the client to keep appointments, to come back with any concerns, and to return even if scheduled appointment dates are missed.
· If a client wishes to discontinue with contraception to plan for pregnancy, provide information and counselling related to getting pregnant, such as PMTCT, HIV prevention, risk of transmission and acquisition, the importance of a healthy lifestyle and, where indicated and feasible, screening of common genetic disorders.

	Couple counselling and partner involvement
	· Where appropriate and desired by the woman, both partners should be involved in the decision-making process. Partner involvement has benefits in relation to supporting contraceptive use, the use of dual protection (condom use), and in considering contraception options for males such as vasectomy, where appropriate. 
· The decision to plan for a pregnancy should ideally involve both partners, as is the case for infertility investigations.
· In terms of couples and HIV, sensitivity needs to be exercised when asking if there has been disclosure of HIV status, and this needs to be discussed separately with the client, prior to the consultation with the client’s partner.
· The involvement of a male partner should never be a precondition for access to contraception for women.



[bookmark: _Toc521329708][bookmark: _Toc4498482]Important counselling themes

The following are important counselling themes, which need to complement clinical services and form part of the method of provision and management, as appropriate: 

· Fertility planning counselling: 

Preventing or planning for pregnancy? 
· There should be a discussion about the client’s future fertility plans, and a discussion about their desire to prevent pregnancy or plan to get pregnant. Clients should be encouraged to communicate about their fertility intentions and to understand the importance of planning for healthy pregnancies. 
· Information needs to be provided about the method in relation to the length of time it takes for a woman to return to fertility after using the selected method. This information is provided in the method-specific information. 
· Issues relating to the desire to get pregnant or prevent pregnancy need to be discussed with the client at the initial assessment and revisited during subsequent consultations. The desire to get pregnant is not always planned, and clients must be encouraged to feel free to discuss if they are wanting to stop their method for this reason.  

Healthy timing and spacing for pregnancy
Information on healthy timing and spacing of pregnancy needs to be communicated to clients. The time intervals recommended by the WHO6 are given below. 
· Spacing after a live birth: The recommended interval before attempting the next pregnancy is at least 24 months in order to reduce the risk of adverse maternal, perinatal, and infant outcomes.
· Spacing after a spontaneous miscarriage or induced termination of pregnancy: The recommended minimum interval to the next pregnancy should be at least six months in order to reduce the risk of adverse maternal and perinatal outcomes.
· Delay pregnancy till 18 years: Recommended that women should delay their first pregnancy until at least age 18.15

· Contraception method specific counselling: 

Counselling about effectiveness
The effectiveness of a contraceptive method is an important factor to take into account when deciding on a method. It is an integral part of informed decision-making and needs to be done in a way that is meaningful and clearly understood by the client. The chart shown in Job Aid 8 and Table 2 (comparing contraceptive effectiveness) are useful tools for this discussion. Correct method use contributes to effectiveness. Provider-dependent, long acting methods are more effective than client-dependent, shorter acting methods. 

Essential information about methods for informed choice
In counselling about choice, it is not possible or necessary to provide complete information about every method. Clients benefit from key information, as is relevant to them. The aim of counselling for informed decision-making is to assist the client choose a method appropriate to their needs and tolerance of side effects. Well-informed clients are more likely to be satisfied with their method. Clients need to understand:
· How the method works (mechanism of action)
· Effectiveness 
· How to use the method and maximise its effectiveness
· Possible side effects, what can be done to ameliorate symptoms and reassurance about safety
· Return to fertility 
· When to return for additional supplies/next dosage/removal/reinsertion
· Rights related to contraception use – in terms of choice, continuation and when to stop 

· Counselling about prevention and risk reduction

Combination prevention 
Counselling about HIV and STI prevention needs to be integrated into contraceptive services (see Job Aid 7). 


The provision of contraception provides an opportunity to engage in discussions about risk and
prevention. This includes, for example, the risk to HIV and STIs; exposure to gender-based or
intimate partner violence and sexual abuse / sexual exploitation. Job Aid 7 provides information on
how to implement a key risk assessment. The important part of this process is for clients to 
understand their risk and identify ways to reduce risk in the context of their lives (risk reduction). 
Additional key issues include: 
· Dealing with barriers to reducing risk. 
· Exploring strategies to reduce risk, including dual protection, HIV testing and knowing one’s own and one’s partner’s HIV status, re-testing if exposed to HIV after testing, adherence to ART if HIV-positive, PrEP (if available), and PEP where appropriate and contraception. Always emphasise consistent and proper condom use and the use of lubricants where necessary. 
· Discuss STIs (signs and symptoms), the importance of treating STIs for both the client and their partner and manage where indicated. 

· Counselling about side effects

It is important to be clear and honest about possible side effects to ensure clients can make an informed choice about methods and will know what to expect. Do not avoid mentioning side effects for fear of putting women off certain methods. It is better for women to know what to expect. 

On the other hand, contraception is more than side effects. Explain how the method works, and explore the benefits and advantages of each method to give a balanced perspective. Some points to emphasise to clients include: 
· All methods have advantages and possible drawbacks – we have to weigh risks vs the benefits.
· Different women tolerate side effects differently. Not all women experience side effects. For some women a side effect may be unacceptable; for others, it is not a problem.
· Many side effects diminish after time – the woman and her body need to adapt to the method. It is important to let a method settle before switching.
· Some women are happy to put up with side effects as the advantages outweigh the disadvantages.
· Reassure that side effects are not harmful. They may cause discomfort but they are not dangerous. 
· Some side effects can be managed with medication – encourage the client to come to the clinic to discuss any problems they may experience.
· Reassure clients it is their right to change to another method if they are dissatisfied, but to give the method a fair chance to assess if it is suitable before switching to another.
· While reported side effects must be taken seriously, explore: 
· whether the reported side effect is indeed related to the method
· whether there may be other possible causes - medical or personal
· Encourage discussion and questions.
· Deal with commonly held beliefs and myths.


Job Aid 1 provides a summary of basic counselling skills. 

A commonly used checklist is the GATHER approach – this is a useful way to remember the cycle of contraceptive counselling: 

	GATHER APPROACH
	

	Greet   
	Greet the client, welcome, and establish rapport

	Ask  
	Ask them about the purpose of their visit, their fertility desires (to plan or prevent, now and in the longer term) and contraceptive needs.

	Tell  
	Tell them about their options. Provide information to enable informed choices

	Help  
	Help and guide informed decision-making; weigh up advantages and disadvantages, including efficacy, convenience, side effects etc. in the context of their lives

	Explain 
	Explain how the method works and how to use it to maximise its efficacy; explain dual protection and HIV/STI prevention

	Return/Refer/Reassure
	Provide return date; referral details; reassure the importance of returning before scheduled visit if concerned. 


[bookmark: _Toc521329710]



[bookmark: _Toc4498483]Method provision 

[bookmark: _Toc4498484]Algorithm for method provision

Generally, there are several reasons for clients seeking contraceptive services. This is described in Figure 2 below. 

[image: ]
[bookmark: _Ref522715650][bookmark: _Ref522715627][bookmark: _Toc4497278]Figure 2. Contraceptive seeking reasons

A summary of the respective processes and key counselling issues are summarised in Figure 3 below.	Comment by Melanie Pleaner: Please see attached and see if we can get a better resolution
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[bookmark: _Ref525904477][bookmark: _Toc4497279]Figure 3. Contraceptive processes and counselling


[bookmark: _Toc4498485][bookmark: _Toc521329711]Summary of processes for method provision 

For those requiring a method, the following gives an overview of the key elements of method provision. These are not distinct steps and there may be an overlap and change in sequence, as the consultation unfolds.

History taking and screening
The primary purpose is to see if there are any conditions or issues which influence method selection.  Find out relevant details about the client’s personal circumstances, contraceptive, obstetric, menstrual, gynaecological, and basic medical history (including any medications that the client is currently taking, as well as any HIV-related issues). All of these may influence contraceptive use. Explain that this information is needed to help choose the best method. (see Job Aids 4, 5, 6, 7).

Risk discussion
A risk discussion enables the health care provider to address issues related to risk and vulnerability and provides the client an opportunity to assess their own risk and find ways to minimize risk. It provides an entry point for looking at combination prevention options and more holistic care, not only related to HIV and SRHR but also to the client’s well-being in general. See Job Aid 7 for more details about doing a risk assessment and examples of questions to ask the client.

Future reproductive intentions
This discussion will include her current and future desires to prevent pregnancy, or to get pregnant and how to plan for it. 

Informed decision-making 
Clients need to know about all available contraceptive methods in order to make an informed choice. The level of detail provided about different methods will depend on the clients’ interest in particular methods and their existing knowledge. See Job Aid 2 for a guide to informed decision making.

Ask the client which methods are of specific interest to them.
· Explore previous contraceptive methods used by the client, discuss the client’s experience with previous methods, including whether or not they were acceptable, their reasons for stopping, or for switching to another method, any side effects, etc.
· Check the client’s knowledge and ensure they are aware of all the available options. Check for any questions, doubts, rumours, or misperceptions.
· Briefly describe each available method of contraception that is of interest to the client and any other available methods that may be suitable. 

[bookmark: _Toc4498272]Box 2. Method specific counselling:
· How the method works
· Effectiveness (Job Aid 8) and benefits of the method
· Common side effects of the method
· Return to fertility 
· Any special considerations relating to the client’s circumstances
· Use appropriate educational aids (such as flip charts, models, diagrams) to assist understanding
· Inform the client about the availability of emergency contraception in cases of method failure
· Explain the importance of dual protection (barrier method plus other contraceptive method)
· See Job Aid 2 for a guide to informed decision making and Job Aid 9 for method effectiveness

Medical eligibility for the method of choice 
· Some methods are not medically safe for some clients. Recommended screening procedures (history taking and examination) for each available method are given within the relevant method-specific sections in the Handbook for Contraceptive Method Provision (2019). 
· WHO Medical Eligibility Criteria are summarised in Annex 1.
· See guidelines about comprehensive history taking (Job Aid 4) and examination checklists (Job Aid 7).
· Explain to the client the screening that is necessary to ensure the method can be used safely (Job Aids 5 and 6).
· If, as a result of screening, a method is not deemed safe, clearly and sensitively explain the reason/s to the client. Then help the client choose another method. Abnormal conditions that are identified during client screening (for example abnormal vaginal bleeding, STIs, or suspicious cervical lesions) should be appropriately managed or referred.

NOTE
In resource-limited settings, or in settings where there is a high demand for contraception, pre-contraceptive general examination and screening should not be a barrier to contraception initiation. While physical examination and laboratory tests may be part of good preventive medicine, very few contraceptive methods require specific tests or examinations prior to initiation. The method-specific assessment and pre-existing medical conditions that may exclude use of certain methods are detailed in the Method Specific Guidelines for Health Care Providers (2019) (See Job Aid 5).


Check that the client is not pregnant
· Establish that the client is not already pregnant. For the purpose of initiating certain contraceptive methods, a history-based checklist to rule out pregnancy (Job Aid 3) may be sufficiently accurate, with the knowledge that, in any case, hormonal contraceptives will not abort an established pregnancy. 
· Early urine pregnancy testing should be used for those clients for whom the checklist is unsuitable (for example women who have discontinued progestogen-only injectables and have not yet resumed regular menstruation).

Method provision 
· Provide the method or procedure for insertion
· Supply condoms to all clients who are at risk of exposure to HIV and STIs
· Provide appropriate IEC (information, education, and communication) materials for the client to take away
· Ensure client has her health card (client held record)
· Any other medication 

Concluding the consultation
Make arrangements for a follow-up visit. These should be scheduled for each contraceptive method as medically indicated. In addition, ensure that:
· Appropriate arrangements for follow-up visits should be scheduled with each client according to sound medical reasoning. (Recommendations for the timing of follow-up visits for each contraceptive method are given under the respective method-specific sections in Handbook for Contraceptive Method Provision (2019)).
· Clients should be encouraged to come back at any time if they have any health concerns. Clients who are dissatisfied with a method and wish to change methods should be free to do so and be given the necessary information and counselling.
· Have a mutually agreed plan in case the client cannot make the next appointment, and encourage the client to return, even if late, rather than not at all.
· All relevant findings are briefly recorded on the client’s card – these may be of particular clinical use when reviewing the client at future clinic visits.

Follow up visits 
Key counselling and clinical management points in follow up visits include: 
· Client feedback and counselling
· Ask the client if they have any questions. Find out whether they are happy with the method or have any concerns. Also ask if they have had any health problems or started any new medication since their last visit.
· Check method compliance and correct use as appropriate
· Remind clients about the availability of emergency contraception as a backup
· Check that the client is still wanting to prevent pregnancy and use this as an opportunity to discuss any intentions to get pregnant
· Provide integrated HIV and SRHR screening and discussion

Examination checks at follow up visits should be done as appropriate, and may include: 
· Any examinations and checks as indicated in the method specific sections of the Handbook for Contraceptive Method Provision (2019)
· Other examinations as indicated by the client’s history

Provision of contraceptive method:
· Provide adequate supplies of the method/s and condoms
· Provide appropriate IEC materials for the client to take away
· Any other medication

Make arrangements for the next follow-up visit:
· This should be done as medically indicated
· All relevant findings should be briefly recorded on the client’s card. These may be of particular clinical use when reviewing the client at future clinic visits.

Remember
Quality of care and client satisfaction is important. After each consultation, clients should:
· Feel respected and satisfied they have received the help they came for 
· Know how to use the method to maximize effectiveness
· Understand what side effects are, be reassured that they are harmless, understand that not all women get side effects, and that she can receive support should side effects result in discomfort or if she feels concerned
· Have an understanding of how to prevent HIV and STIs and the importance of dual protection (correct and consistent condom use) and other prevention options
· Feel reassured that they can return to the service for further support 
· Know when to return for follow-up appointments


[bookmark: _Toc521329712]

[bookmark: _Toc521329713][bookmark: _Toc4498486]Postpartum, post-miscarriage, and post-abortion contraception

[bookmark: _Toc4498487]Postpartum contraception 

Postpartum contraception (PPC) aims to prevent unintended pregnancy and closely spaced pregnancies after childbirth. PPC is often neglected due to misconceptions and lack of training and skills, resulting in missed opportunities for the provision of contraception at a time when women may be highly motivated to start using an effective contraceptive method. 

Key points to note regarding postpartum contraception: 
· Maternal and neonatal health outcomes improve with spacing between pregnancies – WHO recommends that after a live birth women wait at least 2 years before trying to get pregnant.6 (Note: Women who decide to get pregnant after a miscarriage or abortion should wait having at least one normal menstrual period or longer if there are any conditions (i.e. anaemia) requiring treatment16).
· The purpose of comprehensive postpartum contraceptive services is to help women choose a method, to be initiated onto the method, and to continue using the method for two years or longer, depending on their reproductive plans. 
· Opportunities to provide postpartum contraceptive services include antenatal, delivery, the postpartum period before discharge, as well as the 6-week postnatal visit, and well-baby and immunization services. 
· As with all contraception provision, postpartum contraception need to be framed by rights-based, client-centred, quality of care. This includes client based informed decision-making. Similarly, STI and HIV prevention, condom use, and other prevention options need to form part of postpartum contraception provision. 

 [bookmark: _Toc4498273]Box 3. The importance of postpartum contraception
Postpartum contraception saves lives:
· Worldwide, more than 9 out of 10 women want to avoid pregnancy for two years after having had a baby, but 1 in 7 of them is not using contraception.
· PPC can save mothers’ lives - contraception can prevent more than one-third of maternal deaths. PPC can also save babies lives - contraception can prevent 1 in 10 deaths among babies if couples space their pregnancies more than two years apart.
· Closely spaced pregnancies within the first year postpartum increase the risks of preterm birth, low birth weight, and small-for-gestational-age babies.
· The risk of child mortality is highest for very short birth-to-pregnancy intervals (i.e. less than 12 months).
· The timing of the return of fertility after childbirth is variable and unpredictable. Women can get pregnant before the return of menstruation.


Where possible, the chosen method of contraception should be started before the woman leaves the birthing facility.
· Ovulation and therefore pregnancy can occur before menstruation resumes. Therefore, a woman must not wait until menstruation returns to commence contraception.
· Some couples resume sexual activity before 6 weeks after the baby is born. 
· Pregnancy can occur by 6 weeks if a woman does not exclusively breastfeed, so it is important to make sure that a method is provided by 4 weeks postpartum. 
· Women who breastfeed have amenorrhea for varying lengths of time postpartum, depending on their breastfeeding practices, it is therefore difficult to predict ovulation and return to fertility for the individual. If not fully or nearly fully breastfeeding effective contraception should be commenced by 4 weeks postpartum at the latest.
· For women who are using the LAM as their contraceptive method, it is important to support them to choose and start another method of contraception by or before 6 months postpartum.

[bookmark: _Toc521329715][bookmark: _Toc4498488]Pregnancy testing and postpartum contraception 

If contraception is started:
· Within the first 4 weeks after delivery there is no need to check for pregnancy.
· After 4 weeks postpartum, particularly if menstrual cycles have returned, then an assessment of the risk of pregnancy should be made. 

Note: If pregnancy testing is not available, this should not be a barrier to starting a method. 

It is reasonably certain that a woman is not pregnant if she has no symptoms or signs of pregnancy and meets any one of the following WHO criteria (see Job Aid 3):
· Within 7 days of the start of normal menstruation
· Has not had sexual intercourse since the start of last normal menstruation
· Is fully or nearly fully breastfeeding (exclusively breastfeeding or the vast majority (at least 85%) of feeds are breastfeeds), is amenorrhoeic, and is no more than 6 months postpartum.

If a woman has had intercourse since the start of last menstruation, use of emergency contraception should be considered for prevention of unintended pregnancy.

[bookmark: _Toc521329716][bookmark: _Toc4498489]Postpartum method provision 

· There are many myths and misconceptions about which methods of contraception can be provided to women after childbirth. Both healthcare providers and clients need accurate information.  
· Counselling (Section 3), method provision (Section 4), informed decision-making (Job Aid 2), and information about contraceptive effectiveness (Job Aid 9) should be combined with medical eligibility, and appropriate history taking and screening (Job Aids 4 - 7). Healthcare providers need to be comfortable using the WHO Medical Eligibility Criteria (outlined in Section 1 and Annex 1) to assist women to choose safe and appropriate contraceptives.
· There is evidence that LARCs (subdermal contraceptive implants and IUDs) are much more likely to prevent early unintended pregnancy following childbirth and have superior continuation rates than all other methods.

Timing for postpartum provision is summarised in Figure 4.
[image: ]

(adapted from WHO Programming Strategies for Postpartum Family Planning, 2013)
[bookmark: _Toc4497280]Figure 4. Postpartum contraception options: Timing of method initiation for all women, breastfeeding women, and for non-breastfeeding women 

[bookmark: _Toc521329717][bookmark: _Toc4498490]Summary of method specific considerations for postpartum contraception 

Options for postpartum contraception are summarised in Table 6. For more detail, refer to the respective method specific guidelines in the Handbook for Contraceptive Method Provision (2019).

Note:  
· Provide information about emergency contraception, where there may be a risk of unintended pregnancy.  
· For all methods, counselling about risk reduction and HIV/STI protection need to be included. 
· In the case of unintended pregnancy, counsel about the risks, rights and options.  
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[bookmark: _Toc4497877]Table 6. Method specific considerations for postpartum contraception
	Method
	Specific considerations for postpartum contraception[footnoteRef:8] [8:  Midwives are ideally placed to provide postpartum IUDs. Midwives need to insert 10 PPIUDs under supervision before they can insert independently.] 

	Timing after childbirth

	Cu IUD; 
LNG-IUS

	· Can be inserted after expulsion of the placenta following vaginal delivery. It is most convenient and best practice to insert them immediately after the placenta has been delivered. This requires specially trained health care providers. 
· If this is not possible, it is good practice to insert the IUD before the woman leaves the labour ward. 
· Can be inserted at the time of caesarean section via the uterine incision once the placenta has been delivered. 
· While rates of IUD expulsion after postpartum insertion are higher than after interval or later insertion, the benefits of providing highly effective contraception immediately after delivery outweigh this disadvantage. For this reason, it is essential to stress the importance of a 6-week post insertion follow-up visit to ensure that the IUD is well positioned. 
· Rates of perforation and infection for postpartum IUD use appear to be similar to, or even lower than, those associated with interval insertion.
· Use of a Cu IUD postpartum does not interfere with breastfeeding. 
· Return of fertility is immediate after an IUD is removed. 
	Within 48 hours 

If not inserted within 48 hours, 4 weeks after the birth (referred to as ‘interval insertion’) to reduce the risk of uterine perforation. 


	Implants[footnoteRef:9] [9:  Midwives are ideally placed to insert subdermal contraceptive implants postpartum. Midwives require three insertions under supervision or until deemed competent.] 

	· As implants can be inserted immediately postpartum, it is recommended to have trained staff trained and commodity supply available at birthing facility.  
· If inserted before 3-weeks after delivery, there is no need to check for pregnancy. 
· Postpartum implant use does not interfere with lactation.
	Immediately

	Permanent methods: Voluntary female sterilisation (Tubal ligation)
	· Between 7 days and 6 weeks there is an increased risk of complications as the uterus has not fully involuted. 
· If a woman is scheduled for sterilization at a later date, she should be provided with an effective interim method of contraception (e.g. a hormonal method) that will protect her from pregnancy until she undergoes sterilization.
· It may be convenient to perform female sterilization at the time of elective caesarean section.

Note: Refer to the Handbook for Contraceptive Method Provision (2019) for further information, particularly relating to sterilisation, rights, and informed decision-making.
	Within 7 days, otherwise any time after 6 weeks





[bookmark: _Toc4497878]Table 7. Method specific considerations for postpartum contraception /cont.
	Method
	Specific considerations for postpartum contraception[footnoteRef:10] [10:  Midwives are ideally placed to provide postpartum IUDs. Midwives need to insert 10 PPIUDs under supervision before they can insert independently.] 

	Timing after childbirth

	Permanent methods: Male Sterilisation (Vasectomy)
	· A woman whose partner is planning to have a vasectomy should be provided with an effective interim method of contraception (e.g. a hormonal method) that will protect her from pregnancy until the vasectomy has been performed and is deemed to be effective.
· If the man has a vasectomy during the first 6 months of his partner’s pregnancy, it will be effective by the time she delivers her baby.

	Vasectomy can be performed at any time, including during the antenatal or postpartum period


	Progestogen-only injectable
	· Can be started immediately postpartum in both breastfeeding and non-breastfeeding women if no other method is acceptable or available (See Note 1 below)
· Postpartum POI contraceptives do not interfere with lactation.

	Fully or nearly full breast feeding: 6 weeks after childbirth but can be initiated immediately. (See Note 1 below)
Partially breast feeding or not breast feeding: Immediately if not breast feeding. 
6 weeks after childbirth if partially breast feeding but can be initiated immediately. (Earlier use is not recommended unless other more appropriate methods are not available or acceptable.

	Lactational amenorrhoea method (LAM)
	· Although an effective method of birth spacing when used correctly, LAM is time-limited as it cannot be used after 6 months postpartum and it requires women to be fully or nearly fully breastfeeding.
· Women who are breastfeeding their infants can rely on the contraceptive effects of lactation to prevent unintended pregnancy provided that they are: 
· amenorrhoeic
· fully or nearly fully breastfeeding
· less than 6 months postpartum
	Immediately

	Hormonal contraceptive pills: Progestogen-only (POP, mini pills)
	· POPs can be started immediately postpartum. 
· Postpartum POP use does not interfere with lactation.

	Immediately

	Note 1: Whilst WHO [MEC 5th edition 2015] consider immediate initiation of injections postpartum MEC 3 due to theoretical concerns about possible risks associated with exposure to hormone of the neonate under 6 weeks. Stating earlier use is not recommended unless other more appropriate methods are not available or acceptable. 

WHO also states that in many settings pregnancy-related morbidity and mortality risks are high, and access to services are limited. In such settings, DMPA/NET-EN may be among the few methods available and accessible to breast feeding women postpartum.  Direct evidence demonstrates no harmful effects of PICS on breastfeeding performance and generally demonstrates no harmful effects on infant growth, health or development. 

Despite counselling about the benefits of Implants and IUDs, many women in SA, still prefer to use injections and immediate initiation is most convenient. Therefore it has been decided to classify immediate postpartum Injection use as MEC 2 in these SA National service delivery guidelines; as the benefits of pregnancy prevention outweigh the real or theoretical risks of use of the method.


[bookmark: _Toc4497879]Table 8. Method specific considerations for postpartum contraception /cont.
	Method
	Specific considerations for postpartum contraception[footnoteRef:11] [11:  Midwives are ideally placed to provide postpartum IUDs. Midwives need to insert 10 PPIUDs under supervision before they can insert independently.] 

	Timing after childbirth

	Combined oral contraceptive (COC) pills; Combined patch; combined vaginal ring

	· COCs should not be used by breastfeeding women until the baby is 6 months old because they may interfere with breastfeeding. 
· Women who are not breastfeeding may start COCs at 3-weeks postpartum unless they have additional risk factors for venous thromboembolism (VTE), in which case they should not start COCs until 6 weeks postpartum.
· COCs are usually taken daily for 21 days followed by a 7 day break when withdrawal bleeding (menstruation) occurs.
	Fully or nearly full breast feeding: 6 months after birth*

Partially Breast feeding or not breast feeding: 
· 21 days after childbirth if not breast feeding*
· 6 weeks after childbirth if partially breast feeding*
* Earlier use is not recommended unless other more appropriate methods are not available or acceptable.

	Male and female condoms
	· Can be used during pregnancy and at any time after childbirth
· Does not interfere with breastfeeding
	



	[bookmark: _Toc4498274]Box 4. A note on lactational amenorrhoea method
Lactational amenorrhoea method (LAM) is not actively promoted in South Africa due to the high prevalence of HIV infection and the local practice of early weaning in many parts of the country, which carries the risk of transmitting the virus from mother to child through breast milk. However, healthcare providers should be well informed about LAM in order to counsel effectively women who wish to use the method.

Women who are known to be HIV-positive should be counselled about all infant feeding options and the risks/benefits involved, so they can make an informed choice; they should also be supported in their decision. Currently the DOH guidelines recommend exclusive breastfeeding for the first six months 3.



[bookmark: _Toc4498491]Post-abortion and post-miscarriage contraception[footnoteRef:12] [12:  Adapted from: Family Planning Global Handbook for providers 2018 edition, pages 357-359] 


Women who have just had an abortion, have been treated for post-abortion complications, or had a miscarriage need access to contraceptive services as soon as is appropriate. Unless there are other underlying problems, return to fertility resumes rapidly, and women need to start using a method almost immediately to avoid unintended pregnancies. It is therefore advantageous to integrate contraceptive services as an integral part of post-abortion care. Key counselling points:
· For post-abortion contraception counselling:
· Be non-judgmental and respectful
· Check-in with her feelings and experience
· For post-miscarriage counselling: 
· Explore feelings of loss and grieving; provide support 
· Provide information about return to fertility, and the need to use a contraception:
· Within 2 weeks after a first-trimester abortion or miscarriage
· Within 4 weeks after a second-trimester abortion or miscarriage
· Provide information about spacing before next pregnancy:  
· Spacing after miscarriage or induced abortion: recommended minimum interval to the next pregnancy should be at least 6 months to minimise the risk of low birth weight, premature birth, maternal anaemia, and other adverse maternal and perinatal outcomes
· Provide information to encourage informed decision-making:
· Provide relevant information about options
· Note: Methods that women should not use immediately after giving birth pose no special risks after treatment for abortion complications
· There should be no pressure/coercion to initiate immediately – but she should be encouraged to consider using a backup method in the meantime if she has sex
· If a woman decides not to use contraceptives at this time, providers can offer information on available methods and where to obtain them. Offer condoms, oral contraceptives, and emergency contraceptive pills for women to take home and use later.
· To avoid infection, she should not have sex until bleeding stops—about 5 to 7 days. If being treated for infection or vaginal or cervical injury, she should wait to have sex again until she has fully healed.

[bookmark: _Toc4497880]Table 9. Post-abortion and miscarriage – special considerations for contraception
	Methods
	Recommended time to start in relation to specific conditions/circumstances

	Combined oral contraceptives, progestogen-only pills, progestogen-only injectables, monthly injectables, combined patch, implants, male condoms, female condoms
	Immediately, even if the woman has injury to the genital tract or has a possible or confirmed infection

	IUDs, female sterilisation
	Can be started once infection is ruled out or resolved
Note: Female sterilisation must be discussed thoroughly, and not while a woman is sedated, under stress, or in pain.  Counsel carefully and be sure to mention available reversible methods as sterilisation is permanent

	IUDs, combined vaginal ring, female sterilisation 
	Can be started once any injury to the genital tract has healed

	IUD 
	IUD insertion immediately after a second-trimester abortion requires a specifically trained provider

	Combined vaginal ring
	Can be used immediately, even in cases of uncomplicated 
uterine perforation






[bookmark: _Toc521329718][bookmark: _Toc4498492]Clients requiring special consideration

South Africa has a statutory commitment to ensure that all people have access to health care, and in this case, SRHR services, as embodied by the Constitution of South Africa, the National Health Act, the Batho Pele Principles, and the Patients’ Rights Charter.

In term of access to contraceptive services there are certain groups of people that warrant special considerations. Barriers result in compromised quality of care and method utilisation, which in turn results in unintended and unwanted pregnancies, teenage pregnancies, unhealthy pregnancies (for either mother or baby), and increased vulnerability to STIs and HIV. 

Barriers to contraceptive services may arise from ambiguous legislation, discrimination and prejudice, and the attitudes of healthcare providers, resulting in staff being rude, judgemental, and prejudiced, with a disregard for their clients’ rights and dignity; or in assumptions being made about lifestyle and health needs – all of which impact on the quality of care delivered to clients, particularly those from ‘key populations’. 

[bookmark: _Toc4498275]Box 5. Clarification of terminology – vulnerable, at risk, and special considerations
In this context the term ‘key populations’ refers to vulnerable, at risk clients, who may have special needs that require careful consideration when rendering HIV and SRHR services.
· Vulnerable: Some people are more vulnerable than others to situations that result in unwanted or unplanned pregnancy and/or acquiring HIV. Such vulnerability is related to unequal opportunities, social exclusion, and other social, cultural, political, and economic factors. For example, social status, age, negotiating skills, poor service delivery, level of empowerment, exposure to discrimination, violence, abuse, and exploitation.
· At risk: Certain factors, such as lifestyle and sexual behaviour, significantly increase the possibility of a person acquiring or transmitting HIV, and/or having an unwanted or unplanned pregnancy. Certain behaviours create, increase, or perpetuate risk. The focus is on behaviour, rather than membership of a group, that increases the likelihood of exposure to HIV or unwanted/unplanned pregnancy.
· Special considerations: The term ‘special considerations’ implies that certain groups of clients require a more finely tuned service in order to accommodate specific needs as determined by their physical or mental ability, societal factors, age, sexual orientation, or specific medical condition.


For all these groups, considering special needs is about taking into account the specific needs of the individual, making services accessible, dismantling barriers that would prevent service utilisation, and providing appropriate contraceptive services, including counselling and clinical care. 

The section includes:
6.1 Special considerations for adolescents 
6.2 Women approaching menopause 
6.3 Clients with physical and intellectual disabilities 
6.4 LGBTQI 
6.5 Men


[bookmark: _Toc521329719][bookmark: _Toc4498493]Adolescents and contraception

The WHO defines adolescents as young people between the ages of 10-19 years. Adolescents are not a homogeneous group and their SRHR needs vary. When providing contraceptive services to adolescents there are several factors to take into account in order to effectively meet their needs and ensure services are accessible. 

[bookmark: _Toc4498276]Box 6. Factors to take into account to meet the needs of adolescents
· Adolescent factors: Age, physical and emotional development, HIV status, culture, life and economic circumstances, levels of risk
· Healthcare provider barriers: Attitudes/personal prejudice, lack of skills and knowledge as it relates to adolescents; poor communication and counselling skills, lack of rapport with adolescents
· Health facility barriers: Restricted opening times which clash with school, lack of dedicated and private space
· Legal barriers: Lack of enabling laws and policies


It is not the scope of these guidelines to deal with strategies to dismantle these barriers, but it is important to be cognisant of the need to ensure clinical services are sensitive to the needs of young people (see the National Integrated SRHR Policy for more information) and barriers dismantled as far as possible.  

Adolescence and the law in South Africa 
Key legislation that affects the provision of SRHR and HIV services to young people is outlined below.17, 18
[bookmark: _Toc4497881]Table 10. Key legislation affecting provision of SRHR and HIV services to young people in South Africa
	SRHR-related issues
	Age criteria
	Age restriction
	Source

	Condoms
	Age at which a child may be sold or provided with condoms.
	12
	Children’s Act 38 of 2005. Section 134(1).

	Contraception other than condoms)
	Age at which a child may be provided with contraceptives other than condoms
	12 (with proper clinical screening, advice  and management)
	Children’s Act 38 of 2005. Section 134(2).

	HIV counselling and testing
	Age at which a child can consent to an HIV test.
	12 
Under 12: If the child is mature enough to understand the benefits, risks and social implications of the test.
For children under 12 who are not mature enough to consent: Parental or caregiver consent is needed.
	Children’s Act 38 of 2005. Section 130

	Abortion
	Age at which a child may choose to terminate her pregnancy.

	No age restriction
	Choice on Termination of Pregnancy Act 92 of 1996. Sections 1, 5(2) and 5(3). Read with section 129(1) of the Children’s Act 38 of 2005.

	Sterilisation
	Age at which a person can consent to being sterilised.
	18
A person who is 18 and capable of consenting can be sterilised without the need for parental consent (See the Handbook for Contraceptive Method Provision (2019) for more information on voluntary sterilisation).
	Sterilisation Act 44 of 1998. Sections 2 and 3.



Confidentiality: A client who is a minor is entitled to confidentiality. However, this is subject to Section 110(1) of the Children’s Act, which obliges health professionals to report cases of physical or sexual abuse, or deliberate neglect of a child to the Department of Social Development, a designated child protection organisation, or the police. 

The health professional must always consider the child’s best interests before making a decision to breach the minor’s confidentiality by reporting the case. This is particularly important in the case of sexually active adolescents who are at risk of becoming pregnant or acquiring an STI or HIV if they cannot access contraception and sexual health services because they fear being reported 19.

Sexual consent, rape, and sexual abuse: The Sexual Offences and Related Matters Amendment Act (No. 32 of 2007) provides overarching protection for adolescents against rape and sexual abuse. 

	[bookmark: _Toc4498277]Box 7. Sexual consent and the law for minors 20
The age of consent in South Africa for all sexual acts is 16 years, as specified by sections 15 and 16 of the Criminal Law (Sexual Offences and Related Matters Amendment Act, 2007. Section 15 (statutory rape) prohibits an act of sexual penetration with a child who is 12 years of age or older but under the age of 16 years, while section 16 (statutory sexual assault) prohibits an act of sexual violation with a child who is 12 years of age or older but under the age of 16 years. However sexual acts between two children where both are between 12 and 16, or where one is under 16 and the other is less than two years older, do not constitute a criminal act.



Adolescent and youth-friendly services
The overarching public health imperative to prevent teenage pregnancy, HIV, and STIs needs to guide the provision of quality SRHR services for young people. Every effort should therefore be made to provide accessible and acceptable SRHR services that take into account young people’s vulnerability and psychosocial needs framed by a rights-based approach. Access, staff attitude, privacy, and services, which young people feel positive using are the basis for youth friendly services.21

Contraceptive services are very often the only entry point for a young person into the health care system. It is a useful opportunity to discuss other health issues and concerns. A risk discussion whereby young people both understand their own risk and are empowered with ways to reduce their risk is important. Counselling about combination prevention needs to be an integral part of the consultation.    

Some essential components of youth sensitive services are outlined in Box 9. 


	[bookmark: _Toc4498278]Box 8. Providing services sensitive and responsive to the needs of young people – essential components
Establish rapport
· Be warm and welcoming
· Personalise the consultation, take an interest in their life
· Show young people that you enjoy working with them

Show respect for the rights of the young person
· Counsel in private areas where you and the client cannot be seen or overheard. Explain and reassure about confidentiality (with the staff on a need to know basis).
· Check that a young woman’s choices are her own and are not pressured by her partner or her family. In particular, if she is being pressured to have sex, help a young woman think about what she can say and do to resist and reduce that pressure. Practice with her the skills to negotiate condom use.
· Be aware of young people’s norms about gender and gently encourage positive, healthful norms. In particular, you can help young women feel that they have the right and the power to make their own decisions about sex and contraception. You can help young men to understand the consequences of their sexual behaviour for themselves and for their partners.
· Discuss their desires to prevent and plan for pregnancy (contraception and healthy conception). 

Effective communication
· Listen carefully and ask open-ended questions such as “How can I help you?” and “What questions do you have?”
· Use simple language and avoid medical terms
· Use terms that suit young people. Avoid such terms as “family planning,” which may seem irrelevant to those who are not married
· Be aware of your attitude. Avoid expressing judgment, shock, or criticism (for example, say “You can” rather than “You should”)
· Take time to fully address questions, fears, and misinformation about sex, HIV, STIs, different forms of prevention and contraceptives. 
· Many young people want reassurance that the changes in their bodies and their feelings are normal. Be prepared to answer common questions about puberty, monthly bleeding, masturbation, night-time ejaculation, and genital hygiene

Contraceptive counselling
· Encourage informed decision-making
· Offer a range of contraceptive methods, starting with the most effective methods, including long-acting reversible methods.  Discuss benefits and possible side effects and drawbacks of each method in the context of the young person’s life and needs

Clinical management
· Discuss other health issues and concerns
· Discuss their individual behavioural risks and empower them to reduce this
· Screen for other conditions e.g. STIs
· Perform a clinical risk assessment on all clients to ensure chosen method is safe for them
· Follow up 
· Provide written information especially about side effects/ informative websites/ any social media platforms available




Contraception provision for young people

Young people can safely use any contraceptive method - the following must be taken into consideration:
· Age alone is not a reason for denying any method to adolescents (see WHO MEC for medical eligibility and any exclusions). 
· Non-medical factors need to be considered and addressed through counselling and the process of informed decision-making. 
· Medical factors need to be addressed through thorough risk assessment and physical examination, if appropriate, aligning with the WHO MEC. 
· Young clients are prone to erratic or inconsistent use – this must be addressed. 
· Young women are often less tolerant of side effects than older women. With counselling, however, they will know what to expect: the fact that symptoms improve with time, and this may result in them being less likely to stop using their methods.
· Reassure the adolescent client that they can return at any time should they have a problem and they can switch to another method should they not tolerate a specific method.  
· Do not make assumptions about sexuality, sexual identity, or sexual preferences and practices. Discuss risks relating to vaginal, anal, and oral sex. 

	IMPORTANT: Adolescent girls and young women are particularly vulnerable to HIV and STIs and so counselling for all methods needs to focus on prevention options, such as condoms (male and female) and PrEP, where available (see Box 8).



An overview of some key counselling points and any key issues to be taken into account for adolescents specifically are summarised in Table 11.  This needs to be used as per the WHO MEC. Refer to the Handbook for Contraceptive Method Provision (2019) for method specific details. 

[bookmark: _Ref525904975][bookmark: _Ref522794094][bookmark: _Toc4497882]Table 11. Key counselling points and issues relevant to adolescents and young women 	Comment by Melanie Pleaner: The layout in this table needs to be rectified, the headings should follow on the new pages
	Modern methods of contraception
	Key counselling points relevant to adolescents and young women
	Key issues to take into consideration for adolescents and young women

	Intrauterine contraception e.g.
Cu IUD, 
hormonal IUSs

	· Safe, highly effective, non-hormonal method.
· Counsel on side effects. 
· Provide ongoing support and management of side effects.
· Clients should be counselled that there is a small possibility of device expulsion and be encouraged to return for a follow-up visit 3–6 weeks after insertion to check that the device is in position and that there is no sign of infection.
· Encourage and promote dual protection and other methods of prevention where appropriate and available.
· Self-examinations are not essential unless client is comfortable with this.
· IUDs do not increase risk of infection, PID, ectopic pregnancy, or infertility – but high risk sexual behaviour does.

	· Nothing to remember, private, and requires no visits to the clinic for 5 or 10 years (depending on type) after initial check at 3-6 weeks after insertion – no supplies need to be kept at home.
· Pelvic examination and method of insertion requires sensitivity and reassurance – potentially embarrassing and uncomfortable for young people.
· Health providers are often reluctant to provide Cu IUDs in adolescents. Insertion requires confidence and technical competence, particularly for nulliparous adolescents on the part of the health providers (see the Handbook for Contraceptive Method Provision (2019))
Reassure that side effects are transient and not harmful, particularly changes in bleeding patterns, and encourage client to return if experiencing challenges.
· Young, nulliparous women may use Cu IUDs (WHO MEC Category 2 for <20 years).
· Smaller LNG-IUS may be particularly appropriate as it is smaller and is designed for the nulliparous uterus, it also tends to reduce menstrual bleeding.
· Immediate return to fertility.

	Subdermal contraceptive implants 
	· Safe, highly effective, and long acting method.
· Counsel on side effects; changes in bleeding patterns.
· Provide ongoing support and management of side effects.
· Encourage and promote dual protection and other methods of prevention where appropriate and available.

	· Nothing to remember, private, and requires no visits to the clinic for 3 or 5 years (depending on type) – no supplies need to be kept at home.
· Reassure that side effects are not harmful, particularly changes in bleeding patterns, and encourage client to return if experiencing challenges.
· Increased bleeding and spotting may be of concern in terms of sanitary pads – some facilities supply these; or counsel on cheaper options where available.
· Does not affect bone density.
· Immediate return to fertility.

	Condoms (male and female) 
	Counselling young people on condom use needs to focus on the following:
· Correct use (technically – how and when to put it on and take it off; fears and anxieties e.g. about losing their erection with male condoms, young women may feel uncomfortable about inserting the female condom); use of lubrication; and developing confidence.
· Communicating with a partner about condom use (including barriers, fears, and how to overcome these).
· Consistent use – only effective if used each and every time.
· Storage, expiration date, and disposal.
· The risk of pregnancy needs to be explained and the client should also be counselled on other less client-dependent and more effective methods of contraception and the benefits of dual method use.
	· Available without prescription, immediately effective, user-controlled, and only need to be used when required.
· Emergency contraception should be promoted and provided for backup in the event of incorrect/failed condom use.



	Progestogen-only injectables
	· Injectables often result in irregular bleeding, spotting, or amenorrhoea, which may worry some clients.
· Delay in return to fertility (6-9 months) – may be an issue if planning for pregnancy.
· Counselling about side effects.
· Encourage and promote dual protection and other methods of prevention where appropriate and available.
	· Only requires periodic visits to the clinic. 
· The link between DMPA and decrease in bone mineral density is of concern as this may affect young women achieving peak bone mass.  Evidence suggests that losses in bone mineral density (BMD) appear to be reversible.22 WHO considers injection use by adolescents to be generally safe (WHO MEC Category 2).
· Allows confidentiality – no supplies need to be kept at home.

	Oral contraceptive pills
	· Adherence may be a challenge for young women, particularly POPs, therefore need to focus on careful guidance.
· Adherence counselling includes: Linking pill taking to everyday activity (e.g. teeth brushing, cell phone reminders).
· Provide clear guidance on what to do if pills are missed.
· Stopping and starting pill taking results in suboptimal contraceptive cover and an increase in side effects. Adolescents should be advised to use them without interruptions even if they go through phases when they are not sexually active.
· Encourage and promote dual protection and other methods of prevention where appropriate and available.
	· COCs often results in menses that are lighter, regular, and less painful - may benefit young women who experience menstrual irregularities and menstrual cramps.
· COCs often reduce acne.
· Individualisation of contraception choice for adolescent requires that non-contraceptive benefits of oral contraceptives are considered.  If client has acne, currently available triphasic pills (e.g. Triphasil or Trigestrel) are preferable to the monophasic COC (e.g. Nordette/Oralcon) as these are more estrogenic; if pills containing desogestrel, gestodene or drospirinone are available, they are particularly skin-friendly having an antiandrogenic effect.  If client complains of premenstrual syndrome, bloating or water retention, a monophasic pill is preferable. If available a pill containing drospirinone which has antimineralocorticoid effect.
· POPs are less effective than COCs in non-breastfeeding women, require more rigid compliance, and are more likely to cause irregular bleeding-therefore should only be considered when oestrogen is contraindicated.
· Weight gain is not a side effect of either COCs or POPs.
· Many different pills on the market, encourage her to switch to a different pill if she has side effects on one. 
· Can use to postpone menses.

	Emergency contraception (EC)
	· An important method in terms of prevention of unintended pregnancy for adolescents.
· Must be taken as prescribed.
· It is safe but not recommended to use ECPs multiple times between monthly bleedings. However, client should be counselled that using a regular more reliable method is more effective.  Counsel about contraceptive options.
· Encourage and promote dual protection and other methods of prevention where appropriate and available.

	· Relatively effective if used within 120 hours (5 days) after unprotected sex, but the sooner the more effective.
· For many young people, sexual activity can be sporadic, unplanned, and possibly non-consensual. It is important for young people to know about, and have easy access to, emergency contraception. 
· Useful after contraceptive accidents, such as condom breakage or missed pills.
· Emergency contraception is not recommended as a regular contraceptive method, and does not protect against transmission of STIs and HIV.
· Condom use should be actively promoted.

	Voluntary sterilisation

	· Requires careful and sensitive counselling: explore their rights with regards to informed decision making, and ensure there is an understanding that it is permanent and irreversible.
· Counsel on alternative methods of contraception (including LARCs).
	· Seldom an appropriate method for adolescents or young adults because it is permanent and irreversible.



and remember…
[bookmark: _Toc4498279]Box 9. Summary of recommended contraceptive methods for young people
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[bookmark: _Toc521329720][bookmark: _Toc4498494]Women approaching menopause[footnoteRef:13] [13:  Adapted from Global Handbook 2017 and KwaZulu-Natal Department of Health. Contraception and Fertility Planning Counselling Tool for healthcare providers, KZN DOH/UNFPA/WRHI Nov 2016] 


As women mature their menstrual patterns change and become unpredictable.  Many women think they have reached menopause and do not use contraception because they assume they are no longer fertile and it is therefore a vulnerable age for unintended pregnancies.

Perimenopause describes the transitional phase about three to five years before menopause. The main changes during this phase are variations in the menstrual cycle – decreased or increased bleeding and menstrual irregularities. Due to intermittent ovulation and anovulation, sexually active women are at risk of getting pregnant until menopause has been reached.

Menopause usually occurs between the ages of 45 and 55. About half of women reach menopause by age 50. By age 55 some 96% of women have reached menopause. It is diagnosed after 12 consecutive months without any menstrual bleeding, while not on any hormonal therapy (including hormonal contraception), or if her follicle stimulating hormone (FSH) level is at the menopausal level specified by the laboratory.

Management of perimenopausal women
· Provide reassurance: Many women feel that the menopause is the end of their womanhood, so reassure and explain that it is only the end of her ability to bear children. It is the beginning of a new era without periods, without period cramps, and without the fear of getting pregnant! She can still be sexually active and enjoy sexual activity without the need for contraception.
· Healthy lifestyle: Encourage a healthy lifestyle to prevent medical conditions that she is at risk of at this age i.e. heart disease, stroke, osteoporosis, and diabetes. This includes watching her weight, regular exercise, eating a balanced diet, and regular health checks.
· Health checks and screening: 
· Encourage annual health checks - check blood pressure, weight, heart, cholesterol, and sugar levels.
· Screening for breast and cervical cancer remains important.
· Management of menopausal symptoms: 
· Encourage natural ways to overcome menopausal symptoms like wearing cool clothing, fans, and avoiding caffeine and smoking. 
· If a woman is severely debilitated, counsel about the availability of hormonal replacement therapy (HRT) and refer where possible. HRT has both benefits and disadvantages. 
· STI and HIV prevention: It is often assumed that older women are less at risk of STIs and HIV. However, perimenopausal and post-menopausal women may be at the same risk of STIs and HIV as women of any age and need to use condoms to prevent HIV and STIs (See Job Aid 7) unless they are in a mutually monogamous relationship with an HIV-negative partner. 
· Planning for healthy pregnancy: 
· Emphasise to women over 35 years old that pregnancy may have more complications and risks, and needs to be monitored by a healthcare provider.
· Fertility declines and it is often more difficult to conceive over 35 years of age. So if planning further pregnancies do not leave it too late.

Providing contraception to premenopausal women
· A woman approaching menopause can use any method to prevent pregnancy, providing she has no medical condition that limits its use. Age alone does not restrict a woman from using any contraceptive method.
· Seek opportunities to discuss this when women come in for other services – for example, for health problems, chronic conditions, and bringing children to the clinic.
· Providers should be aware that certain medical conditions that may make some methods unsuitable are more common in this age group (for example: hypertension and other cardiovascular risk factors).
· Combined hormonal contraception has non-contraceptive benefits that are worth considering.


[bookmark: _Ref522795426][bookmark: _Toc4497883]Table 12. Contraception options for women approaching menopause
	Combined hormonal methods (COCs, monthly injectables, combined patch, combined vaginal ring)
	· Women age 35 and older who smoke, regardless of how much, should not use COCs, the patch, or the combined vaginal ring.
· Women age 35 and older who smoke 15 or more cigarettes a day should not use monthly injectables.
· Women age 35 or older should not use COCs, monthly injectables, the patch, or the combined vaginal ring if they have migraine headaches (whether with migraine aura or not).

	Progestogen-only methods (POPs, progestogen-only injectables,
implants)
	· This is a good choice for women who cannot use methods with oestrogen.
· During use, DMPA decreases bone mineral density slightly. This may increase the risk of developing osteoporosis and possibly having bone fractures later, after menopause. WHO has concluded that this decrease in bone mineral density does not place age or time limits on use of DMPA.
· Little evidence available but NET-EN is possibly less likely to affect bone mineral density.

	Emergency contraceptive pills

	· Can be used by women of any age, including those who cannot use hormonal methods on a continuing basis.

	Female sterilization and vasectomy

	· May be a good choice for older women and their partners who know they will not want more children.
· Older women are more likely to have conditions that require delay, referral, or caution for female sterilization.

	Male and female condoms
	· Protection for HIV and STIs
· Affordable and convenient for women who may not have sex often.

	Intrauterine device (Cu IUDs, LNG-IUSs)

	· Expulsion rates fall as women grow older and are lowest in women over 40 years of age.
· Insertion may be more difficult due to tightening of the cervical canal.



Non-contraceptive benefits of hormonal contraception
There are certain benefits for women with the conditions listed below.
Vasomotor symptoms (hot flashes). Combined hormonal contraception may reduce symptoms.
Osteoporosis. Combined hormonal contraception may increase bone mineral density; while progestogen-only injectables can reduce bone mineral density.
Menstrual pain, bleeding, and irregularity. Combined hormonal contraception may reduce symptoms.
Menstrual pain. Progestogen-only methods may reduce symptoms.
Heavy menstrual bleeding. The LNG-IUS reduces menstrual bleeding and can cause amenorrhoea; COCs, injectables, and POPs may also reduce bleeding if there are no other contraindications for use of these methods.

When should contraception be stopped at menopause?
The Cu IUD and the LNG-IUS can be retained longer during the perimenopause. In addition:
Women who have any Cu IUD inserted at or after the age of 40 may retain the device until they no longer require contraception.
Women who have an intrauterine system inserted at or after the age of 45 may retain the device until they no longer require contraception.

[bookmark: _Toc4497884]Table 13. Advice for women on stopping hormonal contraception 23
	Contraceptive method
	Advice on stopping contraception

	
	Age <50 years
	Age ≥ 50 years

	Non-hormonal
	Stop contraception after 2 years of amenorrhoea
	Stop contraception after 1 year of amenorrhoea

	CHC
	Can be continued to age 50 years*
	Stop CHC at age 50 years and switch to a non-hormonal method or progestogen-only pill, then follow appropriate advice

	DMPA
	Can be continued to age 50 years*
	Stop DMPA at age 50 years and choose from options below:
· Switch to a non-hormonal method and stop after 2 years of amenorrhoea OR
· Switch to the POP, implant, or LNG-IUS and follow advice below

	Implant
POP
LNG-IUS
	Can be continued to age 50 years or longer*
	Continue method
If amenorrhoeic either:
· Check FSH levels and stop method after 1 year if serum FSH is ≥30 IU/L on two occasions 6 weeks apart OR
· Stop at age 55 years when natural loss of fertility can be assumed for most women

If not amenorrhoeic, consider investigating any abnormal bleeding or changes in bleeding pattern, and continue contraception beyond age 55 years until amenorrhoeic for 1 year

	* If a woman wishes to stop hormonal contraception before age 50 years she should be advised to switch to a non-hormonal method and to stop once she has been amenorrhoeic for 2 years (or 3 years if switched from DMPA due to the potential delay in return of ovulation).

CHC= combined hormonal contraception; DMPA= depot medroxyprogesterone acetate; FSH= follicle stimulating hormone; IU= international unit; LNG-IUS= levonorgestrel releasing intrauterine system; POP= progestogen-only pill



Relieving symptoms of menopause
Women may experience physical effects before, during, and after menopause, including: hot flushes, excess sweating, difficulty holding urine, vaginal dryness that can make sex painful, and difficulty sleeping.

Providers can suggest practical ways to reduce some of these symptoms:
Deep breathing from the diaphragm may make a hot flash go away fasterKegel exercises
· When urinating, stop mid-stream, then release. Focus on the muscles being used. 
· These are the muscles to strengthen by drawing them in several times a day – pull in and contract  the pelvic floor muscles for a few seconds then relax, then repeat. 
· Do this a few times a day to strengthen your pelvic floor muscles.

Eating foods containing soy or taking 800 international units per day of vitamin E
Eating foods rich in calcium (such as dairy products, beans, fish)
Exercising and engaging in physical activity to help slow the loss of bone density that comes with menopause
Using vaginal lubricants or moisturizers for vaginal dryness and irritation. During sex, use a commercially available vaginal lubricant, water, or saliva if vaginal dryness is a problem.
Finding ways to deal with difficulty in holding in urine:
· Urinate more frequently
· Practicing pelvic floor (Kegel) exercises to prevent difficulty in holding in urine

[bookmark: _Toc521329721][bookmark: _Toc4498495]Clients with physical and intellectual disabilities

People with physical or intellectual disabilities face many barriers to accessing SRHR services, particularly contraception and fertility planning. Healthcare providers, caretakers, and family members often make assumptions about the SRHR needs of the disabled in terms of, for example: their desires to become pregnant and have children, their ability to care for children, their sexual needs, their need for intimate partners, and their ability to make informed decisions.


Physical and intellectual disabilities vary enormously, and so it is vital that every client is treated as an individual, with respect for their dignity and rights. Their needs, capabilities, and aspirations should be assessed, together with the client, as far as is feasible. Where possible and appropriate, family, or caretaker involvement may be helpful; however, the client’s rights must be respected, consent must always be sought from the client, and the client’s privacy and confidentiality upheld at all times.

In order to do this effectively, one of the first principles is making services accessible. This includes transport to health services, physical access for people with disabilities, plus assistance with communication (for example sign language or other translation) plus an enabling, supportive attitude from all staff rendering the service.

Health care providers need to take into account the following factors when considering the contraceptive options for disabled clients:
· Immobility and possible increased risk of blood clotting, degree of lack of physical sensation, and limitation of manual dexterity.
· Whether the condition is stable, and any possible drug interactions with current medication.
· The mental health of the person (such as signs of depression).
· Problems the client has handling menstruation and menstrual hygiene.
· For the intellectually disabled, factors such as psychiatric condition, and ability to use a method correctly is important.
· Vulnerability to sexual abuse and exploitation.
· Respect for the rights of the client, and where necessary, supported decision-making (as described in Box 11 and 12).
· Adolescents with disabilities require the same information as their able-bodied counterparts. This includes information on sexuality, rights, prevention, and other SRHR services. Adolescents with disabilities may be at higher risk of sexual abuse or exploitation. 

	[bookmark: _Toc4498280]Box 10. What is supported decision making?
In supported decision making, supporters, advocates, or others help people with disabilities to make their own decisions, free of conflict of interest, or undue influence, and without giving decision making power to someone else. This process may include documenting informed consent.



	[bookmark: _Toc4498281]Box 11. Key issues to be aware of when working with disabled contraceptive clients
A rights-based approach needs to frame all services for disabled clients. This includes avoiding the following:
· The use of menstrual suppressant drugs as a form of forced contraception. This should only be used where it is medically indicated and where counselling and informed choice is not feasible with the client.
· Performing of abortions or sterilisations without informed consent, unless it is medically indicated and where counselling and informed choice is not feasible.
· The denial of sexual education and information, especially to women with learning disabilities.
· The infantilising and patronising of women with disabilities (talking down to a disabled client like a child).
· The assumption that women with disabilities are asexual without the same needs, aspirations, and desires as able bodied women.



Special considerations: Physical disabilities
Special considerations to guide contraceptive provision for the physically disabled are summarised in Table 14. Please refer to the Handbook for Contraceptive Method Provision (2019) together with the WHO MEC.  

[bookmark: _Ref4495874][bookmark: _Toc4497885]Table 14. Contraception options for clients with physical disabilities
	Hormonal contraception
	· Women with certain physical disabilities may find it difficult to use COCs correctly and consistently or return to the clinic on time for progestogen-only injectables.
· The increased risk of venous thromboembolism, associated with impaired circulation and/or immobility, is a consideration for women with some physical disabilities who wish to use COCs. Risk of venous thrombosis is not increased by progestogen-only methods (oral, injectables, implants or LNG-IUS). 
· Progestogen-induced amenorrhoea may be an extra benefit for those clients who have difficulty in coping with menstrual hygiene.

	Intrauterine contraception

	· Cu IUDs are appropriate - unless clients have difficulty in coping with menstrual hygiene. 
· Women who have severe anaemia may benefit from a method that reduces menstrual blood loss. 
· Women with lower-body sensory loss are at risk of being unaware of signs of Cu IUD-related complications (for example symptoms of infection or expulsion) and so routine follow-up at 4–6 weeks is important. 
· For some clients the LNG-IUS is a highly appropriate contraceptive option, particularly because of the reduced bleeding over time.

	Condoms

	· Condoms should be encouraged for all clients at risk of exposure to STI and HIV. 
· Correct condom use, however, may be difficult for people with poor coordination and/or lack of manual dexterity. 
· Where appropriate and possible, able-bodied partners should be encouraged to assist.

	Voluntary surgical contraception

	· Male or female sterilisation may be appropriate if an individual with a physical disability personally requests it. However, as with any client requesting sterilisation, careful counselling should be provided to ensure a thorough understanding of the procedure, especially its permanence and irreversibility, as well as of the equally effective long-acting reversible methods of contraception. 
· It is important to ensure that the client’s rights are respected, and that the client with a disability is not coerced into sterilisation.

Note: Health care providers should be aware of the necessary legal process that must be followed if the parents, guardian, or curator request/s sterilisation for a client who is not considered competent to consent to surgery. The legal requirements are set out in the Sterilisation Act (No. 44 of 1998) and the Sterilisation Amendment Act (No. 3 of 2005). A team of professionals need to consider each case individually.



Special considerations: Intellectual disabilities
People with intellectual disabilities, including psychiatric disturbances, require careful consideration regarding their contraceptive and fertility planning needs. The nature of their disability, level of function, ability to understand the consequences of sexual intercourse and make reproductive choices, as well as their long-term prognosis, must be taken into consideration. Key considerations are provided in Table 15. 

[bookmark: _Ref4495897][bookmark: _Toc4497886]Table 15. Contraception options for clients with intellectual disabilities
	Hormonal contraception
	Hormonal methods are highly effective, but for a mentally disabled client the following need to be considered:
· The client’s ability to comply with regular pill taking or ability to return for re-injection on time.
· The client’s ability to cope with the irregular bleeding often caused by progestogen-only methods, particularly injectable contraceptives.
· Benefits of progestogen-induced amenorrhoea for women unable to cope with menstrual hygiene (although it is important to remember that becoming amenorrhoeic may take time and clients should be able to cope with the irregular bleeding that frequently precedes amenorrhoea).

	Intrauterine contraception
	· Cu IUDs provide very effective contraception without need for client compliance.
· LNG-IUS may be a better option as it will also reduce menstrual bleeding.

	Condoms

	· Condoms should be promoted and made available whenever possible to protect against STIs and HIV. 
· Compliance may present a major problem; and clients where pregnancy is undesirable should be encouraged to use more effective, client-independent contraceptive methods in addition to condoms to ensure dual protection.

	Voluntary surgical contraception

	· Informed consent should be obtained if the client is capable of understanding the nature of the sterilisation procedure, and it is certain that they will not wish to conceive in the future.

Note: Health care providers should be aware of the necessary legal process that must be followed if the parents, guardian, or curator request/s sterilisation for a client who is not considered competent to consent to surgery. The legal requirements are set out in the Sterilisation Act (No. 44 of 1998) and the Sterilisation Amendment Act (No. 3 of 2005). A team of professionals need to consider each case individually.



[bookmark: _Toc521329722][bookmark: _Toc4498496]LGBTQI 

Although there are many differences between these groups, and further variation within the subgroups, lesbian, gay, bisexual, transgender, intersex, and queer/questioning persons (LGBTIQ) persons share common challenges. Their sexual orientation, gender identity, and gender expressions fall outside of the heteronormative culture in which service provision is offered. As such, these groups are often marginalised and in spite of being protected by the Constitution of South Africa, continue to face prejudice, discrimination and stigma, especially in the area of SRHR. 

In terms of health care, there are several barriers that limit access to services. Barriers include staff attitudes, together with stereotypical assumptions about the needs of LGBTIQ persons. These prevent an honest, open exchange about clients’ sexual orientation, gender identity, and the needs related to these. Even well-intentioned health care providers seldom have the required knowledge and skills to provide quality SRH care appropriate to the needs of all respective groups.

While it is not within the scope of this policy to provide expanded guidelines on health care for LGBTIQ clients, the following provides some basic considerations related to contraceptive and fertility counselling within a SRH and rights-based framework.

Issues to consider when working with LGBTQI 
Many LGBTQI clients will not feel comfortable disclosing their sexual orientation or gender identity for fear of judgement and prejudice. Health care providers need to be sensitive to this, and ask questions in a way that does not automatically assume that every client is heterosexual. For example, by asking ‘What form of contraception does your partner use?’ (rather than using the terms wife/girlfriend or husband/boyfriend). In this way questions can be asked in a gender- neutral manner and openings can be created to indicate that people can have sexual partners of either sex. Furthermore, asking which pronoun a person prefers (he or she or gender-neutral replacement) can create an environment that is affirming to different gender identities and expressions.
If a client discloses their sexual orientation or gender identity, then health care providers need to have a non-judgmental and accepting attitude. It is important to discuss issues relating to lifestyle, sexual health, risk, safe sex, HIV testing, fertility planning and, where appropriate, the need for contraception.  
A starting point is to ensure that all clients, including LGBTIQs, have access to services that foster informed decision-making and encourage healthy relationships based on shared responsibility and mutual respect, without sexual or physical abuse and violence.
LGBTIQ persons are at equal risk of acquiring or transmitting HIV as their heterosexual and cisgender[footnoteRef:14] counterparts. Discussion about risk and risk reduction, HIV prevention, and HIV testing needs to be part of every consultation. There are certain practices, such as anal sex, which increases the risk of HIV transmission, but these safer sex messages apply as much to LGBTIQ persons as they do to heterosexual persons. Furthermore, no assumptions should be made as to the sexual practices a person engages in or the type of body a person has (as this may be different from how they present themselves in terms of their gender identity). [14:  Cisgender (also known as gender normative) refers to a person whose gender identity is aligned with the gender assigned at birth, i.e. a person who is not transgender.
] 

The rights of LGBTIQ persons need to be safeguarded and promoted. This includes protection from violence and rape, including, notably, the worrying trend of rape perpetrated because of a person's sexual orientation and/or gender identity. Health care providers can assist in reducing stigma and work together with the communities, law enforcement, and human rights organisations to ensure that the rights of LGBTIQ persons are upheld.

Key considerations for contraception for LGBTIQ persons
Some factors to consider when providing contraceptive and fertility planning services for LGBTIQ persons are given below.
Throughout the public health system there needs to be a commitment to understanding the needs of transgender persons and developing strategies to meet those needs. Transgender men may still have to access services such as pap smears for example.  
Oral contraceptives should not be used by transwomen and health providers should discourage this practice.  
Lesbian and gender non-conforming persons may need contraception hormonal treatment to address conditions such polycystic ovary syndrome (PCOS), menstrual regulation or endometrioses and may not want to use the language of family planning and this should be avoided. Some trans men use DMPA to stop menstruation. 
The use of any hormonal therapy should be done under medical supervision. 24, 25
Where possible, transwomen and men should be referred to specialised transgender clinics, for assessment and hormonal therapy as indicated. The existing clinics (e.g. Steve Biko and Groote Schuur Hospitals) need to be replicated elsewhere.
Training of health care personnel should include sensitisation to the challenges and health needs of LGBTIQ persons, including the fact that they have similar desires to heterosexual couples, and may have similar aspirations in terms of having a family.
Lesbians and gender non-conforming persons may need contraception hormonal treatment to address health issues, other than pregnancy prevention (i.e. PCOS, menstrual regulation or endometriosis). 
Post-abortion contraception counselling with lesbian and gender non-conforming persons needs to be addressed with care, asking the client if and what services they may need as opposed to imposing contraception as an assumed option.

For further information, see https://www.fsrh.org/documents/fsrh-ceu-statement-contraceptive-choices-and-sexual-health-for/contraceptive-choices-and-sexual-health-for-transgender-non-binary-people-oct-2017.pdf

[bookmark: _Toc521329723][bookmark: _Toc4498497]Men 

Contraception is traditionally seen as a woman’s responsibility, and women predominantly use contraceptive services. However, male involvement is important for several reasons: a man has a vested interest and partnership in a woman’s decision to prevent or plan pregnancies; male partners play a vital role in terms of STI and HIV prevention – with regards to risk reduction, HIV testing, and condom use; and there are methods of contraception specifically for men, namely, condoms and vasectomy. It is also important for couples to know their partners’ HIV status in terms of planning for pregnancy and risk reduction. 

The following are ideas for how men can be encouraged to share responsibility and participate as partners in SRHR more broadly and in contraceptive services more specifically.
Encourage women to bring their male partners with them to the clinic and conduct a joint consultation that solicits a mutual commitment to both HIV and pregnancy planning or prevention.
Provide women with the confidence and skills to discuss with their partner’s fertility planning, sex, HIV and STI prevention.
Encourage both partners to be tested and offer couples counselling and testing, where appropriate.
Encourage HIV-positive, seroconcordant and serodiscordant couples to attend sessions for joint counselling, sessions related to pregnancy prevention and/or planning, PMTCT and HIV prevention, according to their needs.
Explore options for making women-dominated clinics more men friendly, for example hold sessions for men at specified times, promote the idea that men are welcome to attend the clinic, adapt opening hours to accommodate working men, and promote male-specific services.
Actively promote health services for men, which can include provision or referral of the following: condoms, vasectomy and counselling about other contraceptive methods; counselling and help for sexual problems; TB prevention and treatment; STI/HIV counselling, testing and treatment; infertility counselling; screening for penile, testicular, and prostate cancer; and voluntary medical male circumcision.
Develop outreach strategies and promote men’s SRHR, which includes issues such as: mutual respect; shared responsibility; contraception; STI prevention, treatment, and partner notification; HIV prevention, HIV testing, ART; discussion of gender issues that fuel violence against women, rape; the importance of reducing sexual partners; pregnancy prevention, pregnancy planning, pregnancy spacing, pregnancy care, and safe delivery; and infertility.
In order to encourage men to utilise contraceptive and fertility-planning services it is useful to integrate them with other aspects of male SRHR and other health issues. For example, HIV testing, medical male circumcision, TB, STIs, sexual health, prostate health, blood pressure, and diabetes screening.

Contraceptives specifically for men
Two contraceptives designed specifically for men are outlined below. Men can be encouraged to use these methods through integrating them with other services.
Condoms. Condoms provide protection against HIV, STIs, and prevention of pregnancy, if used correctly and consistently with all sexual partners during each and every event of sexual intercourse. Therefore, men need to know, in detail, how to use condoms correctly and consistently for each sexual act. Men who use condoms need to understand the importance of emergency contraception in the case of breakage, slippage, or incorrect use of the condom. They will also need to have an HIV test, and post-exposure prophylaxis may be necessary if either partner is HIV-positive.
Vasectomy. Vasectomy is a permanent choice of contraception and, as such, requires serious consideration. It has fewer side effects and complications than most contraceptive choices for women. It is therefore suitable for men who definitely do not want to have any more (biological) children. (See the Handbook for Contraceptive Method Provision (2019)). 

[bookmark: _Toc521329724][bookmark: _Toc4498498]Chronic medical disorders

For many women with serious chronic medical disorders, the prevention of unwanted pregnancy is very important, because pregnancy may pose a major health risk to the mother and/or the foetus. The pregnancy itself may cause deterioration in the medical condition, and/or the necessary drug treatment for the condition may be harmful to the foetus.

Counselling clients with medical conditions about their fertility and contraceptive options should include a careful weighing of the benefits, risks, safety, acceptability, and effectiveness of each method against the pregnancy-related risks for the client. So, for example, methods that have no or few side effects (such as barrier methods) but are less effective in typical use than other methods (such as voluntary sterilisation, COCs, Cu IUD, LNG-IUS, implants, and injectables) can expose the client to an unintended high-risk pregnancy.

The use of certain contraceptives that may exacerbate the medical disorder or cause additional risk of complications must also be avoided. In addition, when selecting a suitable method careful consideration must be given to potential drug interactions.

Some of the more common medical disorders that require special attention in terms of contraceptive method provision are discussed below. For more detailed information on a broader range of conditions, refer to the WHO MEC.

	The following conditions are discussed in this section: 
· Cardiovascular disease
· Venous thromboembolism
· Arterial disease 
· Valvular heart disease – uncomplicated cases
· Diabetes mellitus
· Epilepsy
· Tuberculosis
· Women with malignant disease
· Breast cancer
· Cervical and other genital-tract cancers 
· HIV



Cardiovascular disease
Cardiovascular disease includes a wide range of conditions with various implications for contraception, as discussed below.
If hypertension develops during COC use, the method should be discontinued and an alternative contraceptive method chosen. For women with blood pressure over 140/90 and those on antihypertensive treatment:
· Methods containing oestrogen (combined pills, patches, vaginal rings, and injectables) are not recommended because they increase the risk of serious complications, such as heart attacks and strokes.
· POPs, injectables, implants, Cu IUD, and LNG-IUS are safe alternative choices. However, injectables should not be initiated (or should be discontinued) in women with very high blood pressure levels (systolic ≥160 and/or diastolic ≥100).
Vasectomy is the preferred method of sterilisation if the couple is sure that they do not wish to have any more children. Tubal ligation under local anaesthesia can be considered if the service is available.
Venous thromboembolism
Venous thromboembolism includes deep vein thrombosis and pulmonary embolism (DVT/PE) with various implications for contraception, as discussed below.
Current or a past history of venous thromboembolism is an absolute contraindication to the use of oestrogen-containing contraceptives (combined oral, patch, vaginal ring, or combined injectables).
POPs, injectables, implants, and LNG-IUS are suitable choices for women with a history of DV/PE, but should not be initiated or used by women with acute DVT/PE until she is well established on anticoagulant therapy.
The Cu IUD may be used but concurrent use of anticoagulants may give rise to excessive bleeding. LNG-IUS may be more appropriate in these circumstances.
Female sterilisation should be delayed until the condition has been stabilised on anticoagulant therapy (and preferably after treatment has been discontinued)

Arterial disease 
Arterial disease includes acute myocardial infarction, angina, cerebral haemorrhage or thrombosis, and transient ischaemic attacks with various implications for contraception, as discussed below.
Arterial disease or high risk factors, including heavy smoking in women over 35 years of age, contraindicate the use of all oestrogen-containing methods (for example combined hormonal contraceptives, namely COCs, patches, vaginal rings, or combined injectables).
Progestogen-only injectables should not be used by women with these conditions. All other progestogen-only methods, including LNG-IUS, subdermal implants, and POPs, can be initiated or continued, but careful follow-up is required and the method should be discontinued if the condition worsens.
The Cu IUD is safe and highly effective.
There are associated anaesthetic risks with female sterilisation. Vasectomy should, therefore, be the sterilisation procedure of choice for couples who are sure that they do not wish to have any children in the future.

NOTE
Smoking increases the risk of cardiovascular disease for all ages and should be discouraged
· The use of CHCs is not recommended in smokers of 35 years or older
· Heavy smoking (more than 15 cigarettes per day) in women of 35 years or older is an absolute contraindication to oestrogen-containing contraceptives
· Smokers can safely use progestogen-only methods, Cu IUDs, and sterilisation


Valvular heart disease – uncomplicated cases
There are no absolute contraindications to the use of any contraceptive method, although combined hormonal contraceptives (WHO MEC Category 2) would require careful follow-up.
Combined hormonal contraceptives are absolutely contraindicated (WHO MEC Category 4) in the presence of complications, such as pulmonary hypertension, risk of fibrillation, or history of subacute bacterial endocarditis.
Progestogen-only methods can be used safely.
In the presence of complicated valvular heart disease, Cu IUD or LNG-IUS can be inserted (WHO MEC Category 2), prophylactic antibiotics to prevent bacterial endocarditis advised.



Diabetes mellitus
Women with diabetes (both non-insulin and insulin dependent) who do not have vascular complications can use any contraceptive method safely.
Women with long-standing disease (more than 20 years) or those with vascular complications (neuropathy, nephropathy, or retinopathy) should not use combined hormonal methods (COCs, patches, etc.) or progestogen-only injectables as they are in WHO MEC Category 4. They can safely use Cu IUDs, LNG-IUS, or other progestogen-only methods, such as POPs and implants.
Female sterilisation has associated anaesthetic and surgical risks. Therefore, vasectomy is the sterilisation procedure of choice for couples, who are sure that they do not wish to have any children in the future. When alternative, highly effective long-acting reversible methods are unacceptable, female sterilisation can generally be performed in women with complicated diabetes if specialised settings, with a trained surgical team and adequate support equipment, are available (WHO MEC Category S[footnoteRef:15]). [15:  WHO S = procedure should be undertaken with experienced surgeon and staff.] 


Epilepsy
Epilepsy itself does not preclude the use of any contraceptive method. But some of the commonly used anticonvulsant drugs (namely phenytoin, carbamazepine, ethosuxamide, phenobarbitone, and primidone) may reduce the efficacy of hormonal contraceptives and thus increase the risk of pregnancy.

Progestogen-only injectables are effective, injection intervals do not need to be shortened.
Cu IUDs, LNG-IUS or sterilisation may be a good choice for clients with epilepsy, if no specific contraindications to these methods are identified during appropriate screening.
POPs should not be used.
CHCs generally should not be used by women taking anticonvulsants long term (WHO MEC Category 3). For women taking anticonvulsants that are EIDs short term, higher dose preparations containing 50 µg oestradiol (to a maximum 70 µg, this may require taking two pills each day) may be considered to counteract the potential reduced effectiveness of COCs. Extended dosing regimens of monophasic pills, i.e. three or four packs of active pills (9–12 weeks) followed by a hormone-free interval of only four days are recommended.
Lamotrigine has no effect on contraceptive efficacy, but use of COCs are not recommended with this anticonvulsant in monotherapy as oestrogen reduces seizure control. If drug dose is increased to improve therapeutic effects, patients may then suffer lamotrigine toxicity during the placebo/ hormone-free week. However, when lamotrigine is used in combination with sodium valproate COCs do not seem to have the any negative effects and can be used. Progestogen-only methods are safe and effective as are IUD/IUS.
Women who are on anticonvulsants, or who took anticonvulsants that are enzyme-inducing drugs within 28 days of the act of unprotected sex, should be offered an intrauterine device for emergency and on-going contraception, if ECP is used the dose should be increased by 50%.

Tuberculosis
TB does not contraindicate the use of any method, except intrauterine devices in the presence of
pelvic TB.
If the potent enzyme-inducing drugs, rifampicin or rifabutin are used in treatment, hormone levels are dropped by >40%, reducing efficacy of POPs and CHCs (even high dose) significantly, therefore their use is not advised.
Progestogen-only injectables are suitable; injection intervals do not need to be shortened.
The Cu IUD, LNG-IUS, or sterilisation can be used safely in women with the non-pelvic form of TB. 
Female sterilisation in women with pelvic TB can be considered, but only if specialised settings, with a trained surgical team and adequate support equipment, are available as per WHO MEC Category S[footnoteRef:16]. [16:  WHO S = procedure should be undertaken with experienced surgeon and staff.] 


Women with malignant disease
Breast cancer: 
Pregnancy must be avoided for at least 5 years following diagnosis of breast cancer, as it may exacerbate the disease, therefore highly effective contraception is essential.
Hormonal methods are contraindicated for women with current breast cancer (WHO MEC Category 4 for all hormonal contraceptives). For women with a history of breast cancer (no evidence of current disease for at least five years) hormonal methods are not generally recommended, although if nothing else is available or acceptable, progestogen only methods may be allowed with approval from the attending oncologist and under careful medical supervision (WHO MEC Category 3 for all hormonal contraceptives).
The Cu IUD is a safe choice as it is highly effective and has no hormonal effects.
Voluntary sterilisation is appropriate for women who are certain that they do not want to have children in the future.
Other methods require careful counselling as they generally carry a greater risk of contraceptive failure.
Note: Benign breast disease, undiagnosed breast lumps, and a family history of breast cancer do not contraindicate the use of any specific method.

Cervical and other genital-tract cancers: 
HPV infection is the main cause of cervical cancer. The onset of sexual activity at a young age and multiple sexual partners increase risk of exposure to HPV and thus are associated with a higher risk of cervical cancer. Therefore, delay of sexual debut and safer sexual practices should be encouraged to reduce HPV infection. Introduction of HPV vaccines for adolescents should be considered as a strategy to reduce cancer of the cervix in South Africa.
Cervical intraepithelial neoplasia. If cervical intraepithelial neoplasia is diagnosed on the cervical (pap) smear, it must be managed appropriately. The condition does not preclude any form of contraception, including hormonal methods and intrauterine devices. Sterilisation would be suitable for women or couples who do not wish to have children in the future.
Invasive cervical and other genital tract cancers – for example ovarian and endometrial. These cancers require treatment that generally results in sterility. Any contraceptive method can be initiated if needed while the woman awaits treatment. The only exception is the insertion of Cu IUD or LNG-IUS in the presence of cervical and endometrial cancer (WHO MEC Category 4), or ovarian cancer (WHO MEC Category 3). If a Cu IUD or LNG-IUS user is diagnosed with cervical cancer, the device can be kept in place while she awaits treatment (WHO MEC Category 2).
Hormonal contraceptives provide protection from genital tract cancers. The use of hormonal contraceptives, both oral and injectables (and theoretically other hormone delivery systems, for example LNG-IUS, implants, patches, and vaginal rings) have been shown to significantly reduce the risk of developing endometrial and ovarian cancer by as much as 50%. This protective effect increases with duration of use and extends up to 15 years after discontinuing the method.


HIV

· Contraception and HIV progression: There is no evidence suggesting that any method contributes to HIV disease progression. 
· Drug interaction: There are certain enzyme-inducing TB and antiretroviral drugs which contribute to reduced efficacy of certain contraceptive methods – refer to 2.12 and 2.13 for drug to drug interactions.  Job Aid 11 provides a one-page summary of HIV, ART and contraception. 
· Contraception for HIV-positive women: HIV-positive women can use most methods – as guided by the WHO MEC, and outlined in  figure 5 below: 	Comment by Lutfiyya Khan: Please note requested change to Progestin-only injectables. 
Should the change be applied to the Copper and LNg IUD as well?	Comment by Melanie Pleaner: YES PLEASE –I have verified   with WHO
· HIV acquisition: See Section 2.11 where this is discussed in more detail. 

Note: South Africa has a high incidence of HIV, and as such, women of reproductive age are at
particularly high risk of acquiring HIV, irrespective of their contraceptive method.  Interventions
which reduce this risk include condom use (male and female), pre-exposure prophylaxis, post 
exposure prophylaxis, and an HIV-positive partner being fully adherent and with an undetectable
viral load.
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In this section, three components of service delivery are outlined, these are: 
1. Opportunities for integrating contraceptive services with other health services
2. Levels of service delivery within the tiers of primary health care delivery in South Africa 
3. Method provision as appropriate for respective cadre of staff in South Africa

[bookmark: _Toc521329726][bookmark: _Toc4498500]Integration

The framework for integration is provided by the National Integrated Sexual and Reproductive Health and Rights (SRHR) Policy.1


Contraceptive services need to be integrated into other health services, as appropriate. Linkages and integration need to be bilateral – opportunities need to be sought to offer contraception and discuss fertility planning at other SRH and health consultations, and the contraception consultation needs be used to promote relevant aspects of SRH, HIV, and general health promotion. 

Opportunities should be sought to provide contraceptive services (information, motivation, method provision, or referral) at the following, as appropriate:
· Planning for pregnancy: fertility planning and safer conception 
· SRH services (including STI, breast and cervical screening, termination of pregnancy services, rape and sexual assault, and PEP and PrEP provision)
· HIV care pathway (including HIV counselling and testing, PMTCT, HIV management, ART services)
· Maternal health services (including antenatal, postnatal, postpartum (including, for example, breastfeeding advisory sessions, well-baby clinics, increased access to postpartum voluntary sterilisation), and increased access to postpartum voluntary sterilisation)
· Integrated management of childhood illnesses and expanded programme on immunisation
· Other chronic services, such as diabetic and hypertension services for women in the fertile age group
· Centralised Chronic Medicines Dispensing and Distribution (CCMDD) – seek opportunities for the inclusion of contraceptive methods such as oral contraceptive pills
· Medical male circumcision, which provides an opportunity to engage men in terms of shared responsibility, and to provide information about dual protection (contraception and condom use) and male sterilisation
In order to increase access to contraceptive services for all those of reproductive age through additional channels, partnerships need to be formed and strengthened with other government sectors, the private sector, development partners and non-governmental organisations. These may include, for example:
· Non-clinic-based delivery systems, such as social marketing and community-based programmes
· Community health workers
· School-based clinics
· Workplace-based clinics
· Public–private partnerships. This should include, for example, a review of the enhanced role general practitioners and retail pharmacists could play in terms of contraception provision, especially within the context of National Health Insurance.
Contraceptive services need to be provided at different levels of care in accordance with the service delivery guidelines and scopes of practice.
Contraceptive services need to be provided within a framework of quality health care and supportive health systems, with attention paid to effective and responsive referral systems between all levels of care. 

NOTE
SRH and HIV services are intimately linked. HIV is primarily sexually transmitted or associated with pregnancy, childbirth and breastfeeding and sexually transmitted infections can increase the risk of HIV acquisition and transmission. In addition, sexual and reproductive ill-health and HIV share root causes, including poverty, gender inequality, and social marginalisation of the most vulnerable populations. Therefore, improving the integration of SRH and HIV programmes can better meet the complex and diverse SRH and HIV needs of women.


[bookmark: _Toc4498501]Service delivery guidelines for different levels of health care provision 

Tables 14-19 describe contraceptive and fertility-planning services for the following levels of
provision:
Community, schools, workplaces, and retail (community) pharmacies
Primary health care (PHC) – PHC clinics and mobile units
Secondary health care
District hospitals
Referral tertiary hospitals, academic and quaternary centres

For guidelines for levels of health care providers and method-specific service provision, see the following Tables.

NOTE
· Whatever the level of care, it is assumed that staff should:
· have appropriate training
· meet regulatory requirements
· have regular supervision
· The levels of care are framed by the package of SRH service delivery described in theNational Integrated Sexual and Reproductive Health and Rights (SRHR) Policy 1  
· The full package of screening is described in Job Aids 3-7
· Condoms include both male and female condoms




[bookmark: _Ref525905720][bookmark: _Toc4497887]Table 16. Service delivery guidelines: Community, schools, workplaces, retail (community) pharmacies, and private practice 
	Contraceptive Method
	Service
	Point of service delivery
	Service delivery personnel

	Community

	Male condoms
	Package of IEC and BCC initiatives
and provision of condoms
	· Community-based outlets (e.g. non-governmental organisations, community-based organisations, faith-based organisations)
· Specifically targeted outlets (e.g. workplace, public toilets, shebeens, brothels, truck stops, sport stadiums)
· Specifically targeted groups (e.g. sex workers, youth)
· Retail outlets (e.g. garages, pharmacies)
	· All – no special qualification required (e.g. community health workers, health promoters, peer educators, outreach workers)
· Ward-based PHC teams, community health workers

	Female condoms
	Package of IEC/BCC, provision of female condom with appropriate training
	· Community-based outlets
	· Trained personnel: community health workers, health promoters, peer educators, outreach workers
· Ward-based PHC teams: community health workers

	Natural family planning
	Information, teaching and support to people using this method
	· Selected community-based health organisations, faith- based organisations, outreach programmes
	· Personnel trained in natural family planning

	The three methods above, plus CHCs and Injections SC
and emergency contraceptive pills
	Package of IEC/BCC, provision of condoms, oral contraceptives, patches, vaginal rings, and SC Injections 
(repeats – initiation by nurse at PHC facility). Provision of emergency contraception and counselling / referral.
	· Health organisations/NGOs providing community- based sexual and reproductive health outreach services
	· Ward-based PHC teams: community health workers
· Legislative and scope of practice changes needed for trained CHW and enrolled nurses to give DMPA-SC.






	Contraceptive Method
	Service
	Point of service delivery
	Service delivery personnel
	Comments

	Schools

	· Condoms and emergency contraception
· Hormonal contraceptives (pills, patches, vaginal rings) and injectables  IM and SC (if qualified school nurse in attendance)
	· IEC/BCC
· Method provision or referral
	· School or referral to PHC facility
	· School health nurses for all methods listed under ‘Contraceptive method’
· Peer educators (condom only)
	· Because of the prevalence of teenage pregnancy, every effort needs to be placed on prevention of pregnancy and keeping school-age girls in education
· The interventions need to be aligned to relevant policies of the Department of Basic Education, Department of Health, local education authority, and School Governing Boards (e.g. Revised Policy Guidelines for Adolescent and Youth Health; National School Health Policy and Implementation Guidelines; Department of Basic Education: Integrated Strategy on HIV and AIDS, 2011–2015 Full Report)
· Needs to be closely linked with life skills / sexuality education interventions 
· Legislative and scope of practice changes needed for trained CHW and auxiliary nurses to give DMPA-SC

	Further education / tertiary education institutions 

	· Condoms and emergency contraception
· Hormonal contraceptives (pills, patches, vaginal rings), injectables IM and SC, Cu IUD/LNG-IUS, and implants (if qualified school nurse in attendance and suitable facilities available)

	· IEC/BCC
· Method provision or referral
	· Institution-based student health clinics
	· Qualified nurses and doctors
· Peer educators (condom only)
	· Legislative and scope of practice changes needed for trained CHW and auxiliary nurses to give DMPA-SC




	Contraceptive Method
	Service
	Point of service delivery
	Service delivery personnel
	Comments

	Workplace

	· Condoms and emergency contraception
· Hormonal contraceptives (pills, patches, vaginal rings), injectables IM and SC, Cu IUD/LNG-IUS, and implants (if qualified nurse in attendance and suitable facilities available)
	· IEC/BCC
· Method provision or referral
	· Workplace-based occupational health services
	· Occupational health nurses, doctors
· Peer educators (condom only)
	· Many working women have difficulty in accessing contraceptive services, workplaces should be encouraged to provide such services
· Legislative and scope of practice changes needed for trained CHW and auxiliary nurses to give DMPA-SC
· Where referrals are necessary, provision should be made for time off

	Retail (community) pharmacies

	· Condoms and emergency contraception
· Hormonal contraceptives (pills, patches, vaginal rings), injectables IM and SC, implants if suitably trained pharmacist or qualified nurse in attendance)

	· IEC/BCC
· Method provision and repeats
	· Pharmacies
	· Pharmacists, pharmacist’s assistants (post-basic), pharmacy technicians (new cadre introduced in 2013), nurses based at pharmacy-based clinics
	· Recommended regulatory change: down-scheduling of contraceptives to enable pharmacists to initiate hormonal contraception and amendment of legislation to enable pharmacist’s assistants (post-basic) and pharmacy technicians to provide repeats




	Contraceptive Method
	Service
	Point of service delivery
	Service delivery personnel
	Comments

	Private

	· Condoms and emergency contraception
· Hormonal contraceptives (pills, patches, vaginal rings), injectables IM and SC, Cu IUD/LNG-IUS, and implants (if qualified nurse/doctor in attendance)
	
	· Private practice; not for profit organisations
	· Doctors or nurses in private practice and /or on behalf of Department of Health
	· Legislative changes needed for nurses (CNPs, midwives, professional nurses) in private practice
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[bookmark: _Ref526106641][bookmark: _Toc4497888]Table 17. Service delivery guidelines: Primary level of care – PHC clinics
	Contraceptive method
	Service
	Point of service delivery
	Service delivery personnel

	· Male condoms 
	· Method provision and information on correct and consistent use
	· Accessible points within the facility and promoted at all services, including HIV, TB, STIs, contraception and antenatal services
	· All health care providers, community health workers, peer educators, HCT counsellors, ART adherence counsellors, community health workers, ward based outreach teams. 

	· Female condoms
	· Method provision and information on correct and consistent use
	· All services, including HIV, TB, STI, contraception and antenatal services
	· All health care providers trained in female condom insertion and use

	· Male and female condoms
· Combined hormonal contraceptives: oral and injectables
· Cu IUD
· Emergency contraception (pills and Cu IUD)
· Intrauterine system /implants
	· IEC/BCC
· Screening as appropriate
· Contraceptive and fertility-planning counselling and information
· Infertility counselling and referral
· Method provision or referral
Medical abortion under 12 weeks
· TOP counselling and referral
· HIV/PMTCT/NIMART
· Combination prevention including PrEP where available)
· SRH services (cervical and breast cancer screening; rape/sexual assault; STI management
· Other services as per PHC package for South Africa
	· Integration with other services, including SRH, HCT, ART, TB, STI, maternal and child health (PMTCT, postnatal, antenatal and EPI)
	· Refer to Table 22 for levels of health care providers and method service provision






[bookmark: _Toc4497889]Table 18. Service delivery guidelines: Primary level of care-mobile services 
NOTE: Mobile units provide PHC services to under-served and/ / or remote rural areas. They differ from district to district and vary according to space, staff levels and the range of services provided. In this table mobile services have been categorised as (a) limited and (b) expanded. Limited mobile services provide minimal, basic services. Expanded mobile services provide more services and have more resources, including space, equipment and staff levels.

	Level
	Contraceptive Method
	Service
	Point of service delivery
	Service delivery personnel

	Limited mobile services
	· Condoms – male and female
· Hormonal contraceptives (pills, patches, vaginal rings), and injectables IM and SC
· Emergency contraceptive pills
	· IEC/BCC
· Screening (as appropriate)
· Contraceptive and fertility-planning counselling and information
· Method provision
· Other services as per DOH service delivery guidelines
	· Mobile units
	· Refer to Table 22 for levels of health care providers and method service provision

	Expanded mobile services
	· As above, plus Cu IUD/LNG IUS
	As above, plus:
· Medical abortion under 12 weeks
· Other services as per DOH service delivery guidelines
	· Mobile units
	· Refer to Table 22 for levels of health care providers and method service provision
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	Level
	Contraceptive Method
	Service
	Point of service delivery
	Service delivery personnel

	Secondary level of care (including CHCs)
	As per PHC (Table 17) plus:
· Subdermal implants and LNG-IUS 
· Low risk tubal ligation and vasectomy
· Where not available, referral to district hospitals / tertiary level for intrauterine system/implants
	As per PHC plus:
· Maternal health: antenatal, maternity and post-natal
· TOP and medical abortion at designated sites, or referral
· Limited infertility investigation and referral
	· More specialised contraception services
· Maternity: PMTCT, antenatal and postnatal services
· HIV / ART service points
· TOP services
	· Refer to Table 22 for levels of health care providers and method service provision
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	Level
	Contraceptive Method
	Service
	Point of service delivery
	Service delivery personnel
	Comments

	District Hospitals
	As per CHC (Table 19) plus:
· Tubal ligation and vasectomy
· Infertility management
	· Specialist service for complications, referrals and problems beyond the capacity of PHC and CHC
· Provision of contraceptives to any patient attending the institution
· Provision of method – initiative and / or appropriate down referral to PHC facility
· Medical abortion and surgical abortion
· Management of infertility, endocrine-related problems

	Inpatients and outpatients: More specialised contraceptive services, referral methods, especially:
· Maternity: PMTCT, antenatal and postnatal services
· HIV/ART service points
· Obstetric and gynaecological outpatient services
	· Refer to Table 22 for levels of health care providers and method service provision
· As per department and area of specialisation
	· Initiation of a method, appropriate down referral and, where indicated, on-going care at district level
· Medical officers, obstetric and gynaecological specialist doctors (e.g. HIV Clinician)
· This level should play a key role in terms of support, training, and continuing professional development. Should also provide support for CHC and PHC services




[bookmark: _Ref525905728][bookmark: _Toc4497892]Table 21. Service delivery guidelines: Tertiary level of care, including referral tertiary hospitals, academic and quaternary centres
	Level
	Contraceptive Method
	Service
	Point of service delivery
	Service delivery personnel
	Comments

	Tertiary
	· As for district hospitals (

· Table 20)
	· Specialist service, referrals, and problems beyond the capacity of PHC/CHC/district hospital
	· As for district hospitals (Table 20)

	· As for district hospitals (Table 20)
	· Recommendation: academic teaching centres of excellence should be developed, focussing on contraception and fertility planning, and for referral of difficult cases.
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[bookmark: _Ref523898431][bookmark: _Toc4497893]Table 22. Categories of staff and provision of contraception
	Health care provider
	IEC/BCC*
	Counselling
	Oral contraceptive pills prescription and initiation
	Hormonal contraceptive pills, patches, and vaginal rings
	Progestogen- only injectables
	Cu IUD
	LNG-IUS
	Subdermal implant
	Voluntary sterilisation
	HCT

	Lay community outreach / 
peer educator /volunteer
	Y
	Y
	N
	N
	N
	N
	N
	N
	N
	N

	HCT Counsellor
	Y
	Y
	N
	Y Tr Rec
	N
	N
	N
	N
	N
	Y Tr

	Community Health Worker
	Y
	Y
	N
	Y Tr Rec
	Y†
	N
	N
	N
	N
	Y Tr

	Enrolled Nursing Assistant
	Y
	Y
	N
	Y
	Y†
	N
	N
	N
	N
	Y

	Enrolled Nurse
	Y
	Y
	N
	Y
	Y†
	N
	N
	N
	N
	Y

	Professional Nurse
Registered Midwife/Enrolled Midwife
Advanced Midwife†
	Y
	Y
	Y
	Y
	Y
	Y Tr
	Y Tr
	Y Tr
	N
	Y

	Clinical Nurse Practitioner
Advanced PHC Nurse
	Y
	Y
	Y
	Y
	Y
	Y Tr
	Y Tr
	Y Tr
	N
	Y

	Clinical Associate
	Y
	Y
	Y
	Y
	Y
	Y Tr
	Y Tr
	Y Tr
	Y Tr
	Y

	Medical Officer
	Y
	Y
	Y
	Y
	Y
	Y Tr
	Y Tr
	Y Tr
	Y Tr
	Y

	Family Physician/Doctor
	Y
	Y
	Y
	Y
	
	Y
	Y
	Y
	Y
	Y

	Medical Specialist
Obstetrician Gynaecologist
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y

	Pharmacist
	Y
	Y Tr
	Y Rec
	Y Rec
	N
	N
	N
	N
	N
	Y Tr

	Pharmacist with Family Planning Permit (Sect 22A(15) of Medicines Act)
	Y
	Y Tr
	Y Rec
	Y
	N
	N
	N
	N
	N
	Y Tr

	Pharmacist with Primary Care Drug Therapy Permit (Sect 22A(15) of Medicines Act)
	Y
	Y
	Y Rec
	Y
	N
	N
	N
	N
	N
	Y Tr

	Authorised Pharmacist Prescriber (new cadre)
	
	
	Y Rec
	Y Rec
	Y Rec
	N
	N
	N
	N
	Y Tr

	Pharmacist’s Assistant (post-basic)
	Y
	Y
	N
	Y Rec
	N
	N
	N
	N
	N
	Y Tr

	Pharmacy Technician (new cadre)
	Y
	Y
	N
	Y Rec
	N
	N
	N
	N
	N
	Y Tr

	KEY
Y: Yes – this category of personnel is required
N: No – this category of personnel is not required
Tr: requires additional clinical training	
Rec: recommended but needs legislative change

* IEC/BCC integrated package, including contraceptive choice/rights/HIV/STI/TB
†     Legislative changes needed for nurses (CNPs, midwives, prof nurses) in private practice (Section 56(6) of the Nursing Act)
Legislative and scope of practice changes needed for trained CHWs, enrolled nurses, and enrolled assistant nurses to give DMPA-SC


Table 4.7. Categories of staff and provision of contraception
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Job Aid 1: Basic counselling skills

Job Aid 2: Counselling about informed decision making and choice

Job Aid 3: Ruling out pregnancy: Pregnancy checklist and pregnancy tests

Job Aid 4: Comprehensive history-taking checklist for contraceptive services

Job Aid 5: Routine screening

Job Aid 6: Integrated routine screening

Job Aid 7:  Risk assessment, combination prevention, and SRHR/HIV integration

Job Aid 8: Comparing contraceptive effectiveness

Job Aid 9: Drug-Drug interactions

Job Aid 10: Pharmacovigilance reporting

Job Aid 11: Contraceptive method considerations for clients with HIV including those on ART: Provider reference tool
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A positive relationship with health care providers encourages the client to utilise and trust the health service and to discuss issues more openly, ask questions, adhere to advice and return for follow-up visits when required. A positive health encounter includes the following elements:

· Establish rapport with your client:
· Be welcoming: greet the client politely and respectfully
· Give your full attention to the client 
· Give positive feedback in terms of the client coming to the health service to seek a method

· Awareness of one’s own attitude. Be aware of how your own personal views influence your interaction with the client.

· Be empathetic, respectful, and non-judgemental towards all clients – regardless of their age, sex, race, religion, culture, disability, social status, sexual orientation, sexual preferences, and number of sexual partners.

· Effective communication: Communicate in a manner that encourages trust and openness, and fosters education and understanding. This includes:
· Being aware of body language: focusing on the client, maintaining eye contact
· Listening to the client and providing opportunities throughout the consultation for the client to ask questions, raise issues, and voice concerns without embarrassment or fear of ridicule
· Using simple, non-technical language

· Personalize the consultation and develop empathy with the client. Take an interest in the client as an individual and seek to understand their needs, concerns and barriers by stepping into their shoes.

· Respect the rights of the client:
· Accept the client’s right to make their own informed choice of contraceptive method. Clients should be given adequate information and counselling, without the influence of health-care provider biases, in order to assist them to make an informed and voluntary decision about contraception and method use
· Discuss confidentiality and the people who may be told about the consultation on a ‘need to know’ basis. This is especially important for adolescents who are often concerned that information will be disclosed to their parents or guardians.
· Counselling should be provided in a private and comfortable environment
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The purpose of informed decision-making is to:
Assist clients explore and consider their own needs (including their fertility intentions, health and life circumstances)
Provide information about options for clients to explore available methods in relation to their needs
Ensure that the client has a sense of ownership and agency concerning her selection of a method. 
Informed decision-making: key points

What are the options? To make an informed choice, one needs to know what the possibilities are.
· Discuss available methods and their advantages and disadvantages
· Encourage questions

Effectiveness: The relative effectiveness of respective methods may be of primary concern to clients, especially if getting pregnant is of major concern. This needs to be explained to clients in a way that is understandable. See Job Aid 8, which shows that long acting reversible provider dependent methods are more reliable than shorter acting, client-dependent methods.

Return to fertility: This may be a factor to take into account, so it is important for clients to understand how long after they stop using the method, fertility (the ability to get pregnant) returns. 

Permanent or reversible: This involves a discussion and careful counselling concerning their future desire to get pregnant.

Side effects: Side effects are tolerated by women differently, and contraceptive users need to weigh this up for themselves. Some women are happy to put up with side effects as the benefits outweigh the disadvantages.

Method specific factors: Indications, advantages/non-contraceptive benefits, the way the method is administered and removed (injection, insertion in the arm, vaginal insertion into the uterus, etc.) may influence a client’s decision.

Client or provider dependent: Some clients prefer to have control over their methods to start and stop, other prefer the fact that they do not have to remember to do anything for the method to be effective ( e.g. LARCs)
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Ruling out pregnancy is recommended before starting a hormonal contraceptive and before IUD insertion. There are three useful tools available for this routine task:
1. Medical history (often collected using the Pregnancy Checklist)
2. Pregnancy tests
3. Delaying the start of the method until the client’s next monthly bleeding

How and when to use the pregnancy checklist and pregnancy tests

[image: ]
1 Pregnancy Checklist on following page
2 For implants, counsel about the need to remove the implant if pregnancy is confirmed and she wishes to continue the pregnancy
* If the client presents with a late/missed menses, use a pregnancy test to rule out pregnancy. If using a highly sensitive pregnancy test (for example, 25 mIU/ml) and it is negative, provide her desired method. 
* If using a test with lower sensitivity (for example, 50 mIU/ml) and it is negative during the time of her missed period, wait until at least 10 days after expected date of menses and repeat the test. Advise the woman to use condoms or abstain in the meantime. If the test is still negative, provide her desired method. 
* If test sensitivity is not specified, assume lower sensitivity.

In cases where pregnancy cannot be ruled out, offer emergency contraception if the woman had unprotected sex within the last 5 days. 

Counsel all women to come back any time they have a reason to suspect pregnancy (for example, she misses a period).



NOTE:
· Unless the client has missed her monthly bleeding, ruling out pregnancy starts with the Pregnancy  Checklist. This checklist can provide reasonable certainty that a woman is not pregnant.
· Pregnancy tests are not likely to work before the first day of missed monthly bleeding. Using a test earlier is pointless and wasteful.
· The only contraceptive method known to pose a health risk if started during pregnancy is the IUD (either copper or hormonal). If the Pregnancy Checklist cannot rule out pregnancy, a provider should use another tool to rule out pregnancy before inserting an IUD.
· All hormonal methods, except the LNG-IUD, can be provided without delay even when uncertainty about pregnancy exists.
· Follow-up is required in some cases (see How and when to use the pregnancy checklist and pregnancy tests box above).
· Delaying the start of the method is the worst choice among the 3 tools for assessing pregnancy. She may become pregnant before her next monthly bleeding. The other tools should be used first whenever possible.
· Both the Pregnancy Checklist and a pregnancy test are highly accurate for ruling out pregnancy when used appropriately. When the checklist can be used, there is no reason to prefer a test.
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Adapt the questions in this checklist appropriately for male and female clients and according to each client’s needs.

	Personal details
	· How old are you?
· Do you have children?

	Reproductive goals
	· Are you planning to get pregnant? If yes: When?
· If no: Are you using a contraceptive method?

	Contraceptive history
	· Have you used contraception before?
· If yes: Which method(s) have you used? Did you have any side effects? How long did you use it/them for? Why did you stop using it/them?

	HIV
	· Have you been tested for HIV?
· If yes, and HIV-negative: When were you last tested? Would you consider re-testing?
· If HIV-positive: ART related questions –as per national HIV management guidelines
· Do you know your partner’s HIV status? 
· HIV prevention? Condom use? PrEP? 

	Obstetric history
	· How many pregnancies have you had? How many births have you had?
· When was your last pregnancy? Are you currently breastfeeding?
· How many living children do you have?
· Did you have any health problems during pregnancy, labour or after childbirth?
· Have you had any miscarriages?
· If yes: How many? At what stage of pregnancy did you miscarry? Were there known causes?
· Have you had a termination of pregnancy? 
· If yes: Why? At what stage of pregnancy?

	Reproductive goals
	· Are you planning further pregnancies? 
· If yes: When?

	Menstrual history
	· Are your periods regular?
· On average, how many days are there between the first day of one period and the first day of the next one?
· Are your periods heavy? Are your periods painful?
· How many days of bleeding do you have?
· When was your last period? 

	Gynaecological history
	· Have you experienced any abnormal vaginal bleeding (i.e. bleeding between periods and/or after sexual intercourse)?
· Have you had/do you have an abnormal vaginal discharge/pelvic infection?
· Have you ever had a pregnancy outside of the womb (ectopic pregnancy)?
· Have you had/do you have pain during sexual intercourse (i.e. dyspareunia)?
· Have you had a pap smear? When? 
· If yes: What was the result?

	Basic medical history
	· Have you ever had any serious illnesses or operations?
· Do you suffer from any diseases (such as diabetes, heart disease, serious liver disease, cancer, blood clots in your legs, anaemia, hypertension, tuberculosis or epilepsy)?
· Are you taking any medicines at the moment? If yes: Which ones
· Are you allergic to any medicines or anything else that you know of? If yes: Which ones?
· Do any close members of the family suffer from any serious illnesses? Ask specifically about early heart attack, stroke, hypertension, diabetes, and breast cancer
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Job Aid 5: Routine screening 

What examinations or tests should be done routinely before providing contraception?
While various types of examination, tests, and screening procedures may be desirable for optimal SRHR care, time and resources do not always allow for them. 

Various examination and screening procedures for different contraceptive methods are shown in the table below, classified according to three criteria.

Class A: Essential and mandatory in all circumstances for safe and effective use of the contraceptive method.
Class B: Contributes substantially to safe and effective use, but implementation may be considered within the public health and/or service context. The risk of not performing an examination or test should be balanced against the benefits of making the contraceptive method available.
Class C: Does not contribute substantially to safe and effective use of the contraceptive method.

This classification system applies only to the safe initiation of a contraceptive method. It is not meant to address the appropriateness of these examinations or tests in other circumstances, such as in the provision of preventive health care services or integrated SRHR services, or for diagnosing and assessing suspected medical conditions.

A classification system for examinations and screening procedures to assist in decision-making

	Situation
	Combined oral contraceptive
	Combined injectable contraceptive
	Progestogen-only injectables
	Implants
	Cu IUDs and LNG-IUD
	Condoms
	Female sterilisation
	Vasectomy

	Breast exam
	C
	C
	C
	C
	C
	C
	C
	N/A

	Pelvic or genital exam
	C
	C
	C
	C
	A
	C
	A
	A

	Cervical cancer screening
	C
	C
	C
	C
	C
	C
	C
	N/A

	Routine lab tests
	C
	C
	C
	C
	C
	C
	C
	C

	Haemoglobin test
	C
	C
	C
	C
	B
	C
	B
	C

	STI risk assessment
	C
	C
	C
	C
	A*
	C
	C
	C

	STI and HIV laboratory tests
	C
	C
	C
	C
	B*
	C
	C
	C

	Blood pressure screening
	‡
	‡
	‡
	‡
	C
	C
	A
	C§

	* If a woman has a very high individual likelihood of exposure to STIs, she should generally not have a Cu IUD inserted unless other methods are not available or not acceptable. If she has current purulent cervicitis, gonorrhoea or chlamydial infection, then she should not have an Cu IUD inserted until these conditions are resolved and she is otherwise medically eligible. Women who request IUD insertion and are at risk of exposure to STI/HIV infection should be counselled about the need for additional correct and consistent use of condoms. These guidelines also recommend the use of prophylactic antibiotics to cover women who may already have asymptomatic infections 

‡ It is desirable to have blood pressure measurements taken before initiation of combined oral contraceptive pills, combined injectable contraceptives, progestogen-only pills, progestogen-only injectables, and implants. However, in some settings, blood pressure measurements are unavailable. In many of these settings, pregnancy morbidity and mortality risks are high, and hormonal methods are among the few methods widely available. In such settings, women should not be denied use of hormonal methods simply because their blood pressure cannot be measured.

§  For procedures performed using local anaesthesia.
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For many women, contraceptive services are the entry point to other aspects of health care. Contraceptive services provide an opportunity for HIV, STI, TB, and gender-based violence screening.

A comprehensive screening package should include the following (as appropriate for the level of care and the qualifications of the health care provider, and according to the guidelines recommended by their respective policies: pregnancy test or pregnancy screening (see Job Aid 3) 
Measurement of blood pressure and weight
HIV – all clients requesting contraceptive services should be encouraged to be tested for HIV or re-tested depending on the likelihood of exposure after the last test, and initiated onto ART as per national HIV guidelines. Where possible this should be integrated into the package of care. 
TB screening should be done according to national guidelines and managed or referred, according to levels of care and provincial/local protocols
Specific tests, such as urine, blood, and STI screening tests, should be done as indicated (for example if diabetes mellitus, anaemia, and/or genital infection is suspected)
Cervical smear tests to detect pre-malignant lesions and early cancer of the cervix should be performed in line with national guidelines and local protocols for screening, or if specifically indicated. For example, if the client has post-coital bleeding, genital warts, previous atypia, and/or a suspicious lesion is seen on the cervix. Current guidelines make provision for the following:  
· Cervical cancer screening for all HIV-negative, asymptomatic women over the age of 30 at 10 year intervals (until age 50, three screenings, one every 10 years)
· All HIV-positive women screened for cervical cancer at diagnosis and subsequently every three years if the screening test is negative, and at annual intervals if the screening test is positive for disease. 
Breast examination to detect breast masses should be done, combined with the illustration and encouragement of breast self-examination.
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A risk assessment is a focused discussion with clients concerning aspects of their lives that may make them more vulnerable and susceptible to unwanted pregnancy, HIV, STI, sexual and/or physical violence, abuse, exploitation, and other medical or psychosocial problems. The questions below provide a loose framework for the kind of issues to explore. The questions are given in no particular order and may be asked whenever the opportunity arises during the consultation. The aim is to discuss and explore the issues, rather than follow a formal questionnaire.

· Explain why you would like to discuss some personal issues, and ask permission to do so.
· Ensure that you use sexual terms that the client understands. Get to know the terms that are used by clients in your area.
· Ask questions relevant to the person’s health requirements and circumstances.
· Be non-judgmental and empathetic – this is pivotal to a successful discussion.
· Do not make assumptions: 
· Clients may have more than one sexual partner
· Clients may identify as male, female, X (non-binary), or transgender
· Clients may have vaginal or anal sex


Risk discussion: Issues to explore

	HIV
· Are you worried about HIV?
· Do you know your HIV status? 
· If HIV-positive: Are you on ART?
· If HIV-negative: When were you last tested? Any possible exposure since your last HIV test? Would you consider a re-test?
· Do you know the HIV status of your sexual partner? 

	STIs
· Have you or your partner had an STI in the past six months? 
· Were you treated? 
· Was your partner treated?

	Lifestyle factors that may influence health /increase risk
· Explore drug and alcohol use/abuse
· Self? Partner? 

	Emotional health
· How is your relationship with your sexual partner/s?
· Gender based and intimate partner violence- explore 

	Other HIV prevention options- information, provision and adherence, as appropriate
· PEP? 
· PrEP? 
· Condom use – male or female? Consistent and correct use? Regularly? Occasionally?

	Cervical cancer screening 	
· Has the client been screened for cervical cancer as per DOH guidelines

	TB	
· Signs and symptoms
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Contraceptive effectiveness is an important aspect influencing choice. Method selection needs to incorporate effectiveness combined with medical eligibility and the client’s preferences, including, for example side effects, mode of delivery (how it is used, inserted, or provided), whether it is provider or client dependent, and return to fertility.

The following table shows contraceptive effectiveness in terms of the percentage of women who experience an unintended pregnancy during the first year of typical use and perfect use. This table is useful for healthcare provider training and information. 

The following figure is a simplified chart which can be useful for clients to see the relative effectiveness of methods. It categorises methods according to their effectiveness as commonly used, and how the user can maximise on effectiveness though correct use. 

[image: ]
Figure adapted from WHO Global handbook pp 442

Some points to note when explaining effectiveness using the job aid above 6: 

In general, methods that require little or no action by clients are the most effective. The four most effective methods—implants, IUDs, female sterilization, and vasectomy—are shown in the top row of the chart. All four methods need a health care provider’s help to get started, but then they need little or no action by the user. These methods are very effective for everyone who uses them—less than one pregnancy in 100 women in 1 year of use. Moreover, implants and IUDs are highly effective for 3 to 5 years or more, and female sterilization and vasectomy are permanent. 

Methods in the second row can be highly effective when used correctly and consistently. They require some repeated action by the user, however—some are seldom, such as getting 4 injections a year, and some are often, such as taking a pill every day, 365 days a year. As a result, they are less effective, on average, than methods in the top row, but still effective. Pregnancy rates for these methods range from 2 to 7 pregnancies in 100 women in a year.

The methods in the lower rows of the chart usually have much higher pregnancy rates—as high as 20 or more pregnancies in 100 women in 1 year of use for the least effective methods. The effectiveness of these methods depends greatly on the user taking correct action repeatedly, such as using a condom with every act of sexual intercourse. Particularly for these methods, some highly motivated couples are much more successful than average. Others make more mistakes and are more likely than average to get pregnant.

Women tend to underestimate the effectiveness of the methods on the upper rows of the chart and overestimate the effectiveness of the methods on the lower rows. This may lead them to make misinformed decisions and to choose a contraceptive method that does not meet their needs.

Percentage of women experiencing an unintended pregnancy during the first year of typical use and the first year of perfect use of contraception, and the percentage continuing use at the end of the first year, United States 7Most effective 
Highest continuation

Most effective 
Highest continuation
Least effective 
Lowest continuation

Least effective 
Lowest continuation

	Method
(1)
	Typical usea
(2)
	Perfect useb
(3)
	% of women continuing use at one yearc
(4)

	Male sterilization
	0.15
	0.10
	100

	Female sterilization
	0.5
	0.5
	100

	Implanon©
	0.05
	0.05
	84

	Intrauterine contraceptives
	
	
	

	     Mirena©
	0.2
	0.2
	80

	     ParaGard (copper T) ©
	0.8
	0.6
	78

	Depo-Provera
	6
	0.2
	56

	NuvaRing©
	9
	0.3
	67

	Evra patch
	9
	0.3
	67

	Combined pill and progestin-only pill
	9
	0.3
	67

	Diaphragmd
	12
	6
	57

	Condome
	
	
	

	     Male
	18
	2
	43

	     Female
	21
	5
	41

	Sponge
	
	
	36

	     Nulliparous women
	12
	9
	

	     Parous women
	24
	20
	

	Withdrawal
	22
	4
	46

	Fertility awareness-based methods
	24
	
	47

	     Sympto-thermal method
	-
	0.4
	-

	     Ovulation Methodf
	
	3
	

	     TwoDay Method©f
	
	4
	

	     Standard Days Method©f
	
	5
	

	Spermicidesg
	28
	18
	42

	No methodh
	85
	85
	

	Emergency contraceptives: Emergency contraceptive pills or insertion of a copper intrauterine contraceptive after unprotected intercourse substantially reduces the risk of pregnancy.
Lactational amenorrhoea method: LAM is a highly effective, temporary method of contraception.i
a Among typical couples who initiate use of a method (not necessarily for the first time), the percentage who experience an accidental pregnancy during the first year if they do not stop use for any other reason. Estimates of the probability of pregnancy during the first year of typical use for spermicides and the diaphragm are taken from the 1995 National Survey of Family Growth corrected for underreporting of abortion; estimates for fertility awareness-based methods, withdrawal, the male condom, the pill and Depo-Provera are taken from the 1995 and 2002 National Survey of Family Growth corrected for underreporting abortion. 
b Among couples who initiate use of a method (not necessarily for the first time) and who use it perfectly (both consistently and correctly), the percentage who experience an accidental pregnancy during the first year if they do not stop use for any other reason. 
c Among couples attempting to avoid pregnancy, the percentage who continue to use a method for one year. 
d With spermicidal cream or jelly.
e Without spermicides. 
f The Ovulation Method and Two Day Method© are based evaluation of cervical mucus. The Standard Days Method© avoids intercourse on cycle days 8-19. The symptom-thermal method is a double-check method based on evaluation of cervical mucous to determine the first fertile day and evaluation of cervical mucus and temperature to determine the last fertile day. 
g Foams, creams, gels, vaginal suppositories, and vaginal film.
h The percentages becoming pregnant in columns 2 and 3 are based on data from populations where contraception is not used and from women who cease using contraception in order to become pregnant. Among suck populations, about 89% become pregnant within one year. This estimate was lowered slightly (to 85%) to represent the percentage who would become pregnant within one year among women now relying on reversible methods of contraception if they abandoned contraception altogether. 
i However, to maintain effective protection against pregnancy, another method of contraception must be used as soon as menstruation resumes, the frequency or duration of breastfeeds is reduced, bottle feeds are introduced, or the baby reaches 6 months of age. 
Adapted from Trussell, 2011. 
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	COC/P/
CVR
	CIC
	POP
	DMPA/
NET-EN
	LNG/ETG/ IMPLANTS
	CU IUD
	LNG-IUD

	
	
	
	
	
	
	I
	C
	I
	C

	ANTIRETROVIRAL THERAPY (ART)

	Nucleoside reverse transcriptase inhibitors (NRTIs)

	Abacavir (ABC)
	1
	1
	1
	1
	1
	2/3a
	2a
	2/3a
	2a

	Tenofovir (TDF)
	1
	1
	1
	1
	1
	2/3a
	2a
	2/3a
	2a

	Zidovudine  (AZT)
	1
	1
	1
	1
	1
	2/3a
	2a
	2/3a
	2a

	Lamivudine  (3TC)
	1
	1
	1
	1
	1
	2/3a
	2a
	2/3a
	2a

	Didanosine (DDI)
	1
	1
	1
	1
	1
	2/3a
	2a
	2/3a
	2a

	Emtricitabine  (FTC)
	1
	1
	1
	1
	1
	2/3a
	2a
	2/3a
	2a

	Stavudine (D4T)
	1
	1
	1
	1
	1
	2/3a
	2a
	2/3a
	2a

	Non-nucleoside reverse transcriptase inhibitors (NNRTIs)

	Efavirenz  (EFV)
	2b
	2b
	2b
	DMPA=1,
NET-EN=2b
	2b
	2/3a
	2a
	2/3a
	2a

	Etravirine  (ETR)
	1
	1
	1
	1
	1
	2/3a
	2a
	2/3a
	2a

	Nevirapine  (NVP)
	2b
	2b
	2b
	DMPA=1,
NET-EN=2b
	2b
	2/3a
	2a
	2/3a
	2a

	Rilpirivine  (RPV)
	1
	1
	1
	1
	1
	2/3a
	2a
	2/3a
	2a

	Protease inhibitors  (PIs)

	Ritonavir-boosted atazanavir (ATV/r)
	2b
	2b
	2b
	DMPA=1,
NET-EN=2b
	2b
	2/3a
	2a
	2/3a
	2a

	Ritonavir-boosted lopinavir (LPV/r)
	2b
	2b
	2b
	DMPA=1,
NET-EN=2b
	2b
	2/3a
	2a
	2/3a
	2a

	Ritonavir-boosted darunavir (DRV/r)
	2b
	2b
	2b
	DMPA=1,
NET-EN=2b
	2b
	2/3a
	2a
	2/3a
	2a

	Ritonavir (RTV)
	2b
	2b
	2b
	DMPA=1,
NET-EN=2b
	2b
	2/3a
	2a
	2/3a
	2a

	Integrase inhibitors

	Raltegravir  (RAL)
	1
	1
	1
	1
	1
	2/3a
	2a
	2/3a
	2a



	
	COC/P/
CVR
	CIC
	POP
	DMPA/
NET-EN
	LNG/ETG/ IMPLANTS
	CU IUD
	LNG-IUD

	ANTICONVULSANT THERAPY

	Certain anticonvulsants
(phenytoin, carbamazepine, barbiturates, primidone, topiramate, oxcarbazepine)
	3b
	2
	3b
	DMPA=1,
NET-EN=2b
	2b
	1
	1

	Lamotrigine
	3b
	3
	1
	1
	1
	1
	1

	ANTIMICROBIAL THERAPY

	Broad-spectrum antibiotics
	1
	1
	1
	1
	1
	1
	1

	Antifungals
	1
	1
	1
	1
	1
	1
	1

	Antiparasitics
	1
	1
	1
	1
	1
	1
	1

	Rifampicin or rifabutin therapy
	3b
	2b
	3b
	DMPA=1,
NET-EN=2b
	2b
	1
	1

	Footnote (a)
There is no known interaction between ART and IUD use. However, severe or advanced HIV clinical disease (WHO stage 3 or 4) as a condition is classified as MEC Category 3 for initiation and Category 2 for continuation. 
Asymptomatic or mild HIV clinical disease (WHO stage 1 or 2) is classified as Category 2 for both initiation and continuation. 

Footnote (b) 
The interaction of enzyme inducing drugs (EIDs) and strong enzyme inducing drugs (SEIDs) with some ARVs (particularly NNRTIs and ritonavir–boosted PIs) as well as certain anticonvulsants and TB therapy (rifampicin or rifabutin) with CHCs, POPs, NET-EN and LNG/ETG implants, is likely to variably reduce the blood levels of steroid. Whilst this is not harmful to women, these interactions may reduce the effectiveness of the hormonal contraceptive. 

Use of other contraceptives, not affected by DDIs should be encouraged for women who are long-term users of any of these drugs. 
Use of DMPA is Category 1 because its effectiveness is not decreased by the use of EIDs or SEIDs 

A woman should not be denied use of the contraceptive method of her choice (i.e., particularly implants) if after thorough counselling about drug interactions and possibility of reduced effectiveness she chooses. Counselling should include information about more effective contraceptive options (i.e. Cu or LNG-IUD, DMPA or sterilisation) and the benefits of additional correct and consistent condom use to minimize unintended pregnancy.  
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Obtain forms at: National Pharmacovigilance Centre, HIV/AIDS Pharmacovigilance and Orientation Training Manual, September 2013. Available from:Mukesh.dheda@gmail.com

Chapter 8 Client’s consultation: contraception
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Extract from: WHO RHR and Johns Hopkins Bloomberg School of Public Health/Center for Communication Programs (CCP), Knowledge for Health Project. Family Planning: A Global Handbook for Providers (2018 update). Baltimore and Geneva: CCP and WHO, 2018.

Medical Eligibility Criteria for Contraceptive Use
The table on the following pages summarizes the World Health Organization Medical Eligibility Criteria for Contraceptive Use. These criteria are the basis for the Medical Eligibility Criteria checklists in most chapters of this handbook on family planning methods. These checklists are based on the 2-level system for providers with limited clinical judgment (see table below). The checklist questions address conditions in MEC categories 3 or 4 that the woman knows of. The boxes “Using Clinical Judgment in Special Cases” list conditions that are in MEC category 3: The method can be provided if other, more appropriate methods are not available or acceptable to the client, and a qualified provider can carefully assess the specific woman’s condition and situation.	Comment by Melanie Pleaner: CHECK!!
Check Age, this does not change.
Check HIV/AIDS High risk of HIV changes across form 2 to 1 
	Comment by Lutfiyya Khan: Please note requested change to Progestin-only injectables in HIV/AIDS High risk of HIV
Should the change be applied to the Copper and LNg IUD as well?

Please advise on changes required for Age.	Comment by Melanie Pleaner: NO CHANGES TO AGE
HIV/AIDS High risk of HIV
Change SHOULD be applied to the Copper and LNg IUD as well



Categories for Temporary Methods
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Note: In the table beginning on the next page, category 3 and 4 conditions are shaded to indicate that the method should not be provided where clinical judgment is limited. Categories that are new or changed since the 2011 edition of this handbook are shown in dark type.

Categories for Female Sterilization and Vasectomy
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Conditions relating to male and female condoms, spermicides, diaphragms, cervical caps, and the lactational amenorrhea method:
All other conditions listed on the previous pages that do not appear here are a category 1 or NA for male and female condoms, spermicides, diaphragms, and cervical caps, and not listed in the Medical Eligibility Criteria for the lactational amenorrhea method.
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#Pls include: ritonavir-boosted atazanavir (ATV/r), ritonavir-boosted lopinavir (LPV/r), ritonavir-boosted darunavir
(DRV/r), ritonavir (RTV).

+NRTIs include: abacavir (ABC), tenofovir (TDF), zidovudine (AZT), lamivudine (3TC), didanosine (DDI), emtricitabine
(FTC), stavudine (D4T).

™Treat PID using appropriate antibiotics. There is usually no need to remove the IUD if the client wishes to continue use.
" The condition is category 3 if a woman has a very high individual likelihood of STIs.
° Presence of an AIDS-related illness may require a delay in the procedure.

» Condition is category 2 for IUD insertion for asymptomatic or mild HIV clinical disease (WHO stage | or 2),
category 3 for severe or advanced HIV clinical disease (WHO stage 3 or 4).




image11.tiff
Client with amenorrhea
(postpartum or other type)

Implants, pills, 1UDs
ring, injectables, Copper
or patch or LNG

¥

Use Pregnancy Checklist.'
Pregnancy ruled out: Provide method.

¥

Pregnancy not ruled out:
Use a pregnancy test.

A A
Pregnancy test is Pregnancy test is
negative (or test negative (or test
is not immediately is not immediately
available): Provide available): Advise
the method now.? woman to use
COCs, DMPA, or
condoms or abstain
for 3—4 weeks,
then repeat the
pregnancy test.

Schedule a follow-
up pregnancy test in
34 weeks.

Second pregnancy
test is negative:
Provide the IUD.

Client between two regular
menses (monthly bleeding)

Implants, pills,
ring, injectables,
or patch

Use Pregnancy Checklist.'
Pregnancy ruled out: Provide method.
Do not use a pregnancy test
(in most cases it is too early for
the test to be effective).

Pregnancy not ruled out:
Do not provide method.

Pregnancy
not ruled out:
Provide the
method now.

Advise woman to return
for LNG-IUD insertion
within 7 days of onset
of her next menses,

or within 12 days for a
copper IUD; but in the
meantime, use COCs,
DMPA, or condoms or
abstain.

Return fora
pregnancy test
if next menses
are delayed.

Return for a preganancy
test if next menses are
delayed.





image110.tiff
Client with amenorrhea
(postpartum or other type)

Implants, pills, 1UDs
ring, injectables, Copper
or patch or LNG

¥

Use Pregnancy Checklist.'
Pregnancy ruled out: Provide method.

¥

Pregnancy not ruled out:
Use a pregnancy test.

A A
Pregnancy test is Pregnancy test is
negative (or test negative (or test
is not immediately is not immediately
available): Provide available): Advise
the method now.? woman to use
COCs, DMPA, or
condoms or abstain
for 3—4 weeks,
then repeat the
pregnancy test.

Schedule a follow-
up pregnancy test in
34 weeks.

Second pregnancy
test is negative:
Provide the IUD.

Client between two regular
menses (monthly bleeding)

Implants, pills,
ring, injectables,
or patch

Use Pregnancy Checklist.'
Pregnancy ruled out: Provide method.
Do not use a pregnancy test
(in most cases it is too early for
the test to be effective).

Pregnancy not ruled out:
Do not provide method.

Pregnancy
not ruled out:
Provide the
method now.

Advise woman to return
for LNG-IUD insertion
within 7 days of onset
of her next menses,

or within 12 days for a
copper IUD; but in the
meantime, use COCs,
DMPA, or condoms or
abstain.

Return fora
pregnancy test
if next menses
are delayed.

Return for a preganancy
test if next menses are
delayed.





image12.tiff
Pregnancy
Checklist

e 1 on et e 3 el th s i

e 7 dos”
v you saed o soml ercoise
i o e oy b, eer
prostiopbrmiity

[ ey b i i comracpre
thod contenty nd oty s o
Sy g b bordn, or

[@ ey vy e vk

Doy o o
ol o eyl rastecdng nd.
1o 141 oy g e h
e yo o i o portenin e
o et

} et 4

NGt ot TS et e
s ey e qorsouch o
ving b chckise. o prege

e
ter et





image13.tiff
More effective

Compa

Lss o 1 prgarcypor-
15 wmeh o e

11

A
\\ LT

Implns \ wo

g Effectiveness of Family Planning Methods

How to make your
method more effective

Implants, IUD, female sterlization:
Ater procédure, i or nodhing to do o
Femabar

‘Vasectomy: Use another method for st
3 monihs

Py

R
Y

ecasies

i

N
Pch Vgl
e

Injectables: Gt ropeat injoctions ontime

Lactational Amenorrhea Method (or
& monthe) Breaseed ofce,day and ight

Pill: Tke apil each day
Pateh, ring: Koep n plce,change on cime

Male condoms,diaphragm: Use correcty

N vy o you hve sex
G 2,/\/\ “N Fertiity awareness methods: Abscin
S or e Condons on e dov Nevar
e Ouptrign Rty Avaeness e (Sand oy Method 11
ondoms ethods ToDay Mathod) may be easor to use.
o g VZs Female candorms, withdrawal,
4 far permidis Ve ot ey
Less effective  femieCondoms  Wibdrwwal  Spermicies ime you have sex
Ao 20 rgrcsyer

o




image14.tiff
health NDGH Pharmacovigance Centr for Public HealthProgrammes (NPC)
Smmrer " Adverse Drug heutlon (A0R) raduct Quality Prblem eport Form
This report wil b shared with the Medicne ConrolCoune (MCC), 012 395 9133

)

Rporting Health Cars FacityPraciee

Tel: 0123959506 (NPQ) [ iy
Fax: 0862412473 Dot ]

Email: npe@health gov. proics T

Faint e

Paen s P e e ol

o o o k[ | s val | o em) rogrant o ot
e e simared G A

Sunpec WadRo] e

Trsie am (Genercome | Romost T e lma) | g0 T e | B b ]

Trade Name s unknown] | anutscurer and ntonal foruse | by

Al cther Madicinas Ptient s taking at time of resction _[1chuding over-th-<ountar and hesbsl products]

Trade ame [oenerichame | ameol o base(me) | oo o S sson | satch omber]
i rade Name s unknown] | Manufacurer and otevst red 00080 | foruse | tapiyOate

Raveres rug Remcion Frodoc Gusiey Probiem

Date andtime ofometof resction T e escton resoedfarton
s descrbeAbvers Rescton Podict Qo Prolen: (Gnly 34 33 ch el formaton 8 o)

ntrvnton_fkalih spon] Pt oucomes [kl thtspoh]
E— e R —.
Zienentn o =Pttt ecverng = Oucome o

<Pt coumahednon-medal st P Ouefdea

= Discontine e s, Rephced wit g w—

= Decessd spec ru Dosap; ew Do | =patent hosaledo hoititionprloged
R ——— = AR rsppssad s o et au e
Ot e e, s, rchsngel 5 5 = Notdone 3 Unknown
e

(S ey Tesoe bres et Tetome
oo e el Gk st ]

gt Dot st o WIS - e

Reporedby

Name et

oesanatin | hurs = st Dotor = e s e |

Teonone Saraure VERSION35 une 2016





image15.tiff
Contraceptive Method Considerations for Clients with HIV Including Those on ART: Provider Reference Tool DS 01/

P = st e T e |

. Wy e | e | Gare
HiV-related" Ritonauiror ifarn ‘Stage Il ik purudent
Treatmentsor Conditions > | s | s | ‘o | e |“Aborn SR | G
st | e e

RAC, TOR 42T, asymptomaric | severear KMMH

Prrm——— = O T R e s ot

e —

implns

[Er—

progestin onty o conacepies

Combined st 1 o)

conbines ptchor g

Copper U

ormons D (NG UDor NG ST

Tl gaton” B s .

gy contcepe il 1P

sy ot recormended unles inesmore et
b ot e o S o eepale, g3 1o i
[P [y

I Mo restricons(akihough ot formallycessied by WHO). g A 2 I el Bt

USAID P ———————





image16.tiff
Category

Use method in any circumstances

2

Generally use method

Use of method not usually recommended

unless other more appropriate methods
are not available or not acceptable

Method not to be used

Yes
(Use the method)

No
(Do not use the method)





image17.tiff
Accept (A)

There is no medical reason to deny the method to a person with this
condition or in this circumstance.

Caution (C) | The method is normally provided in a routine setting, but with extra
preparation and precautions.
Delay (D) | Use of the method should be delayed until the condition is evaluated

andlor corrected. Alternative, temporary methods of contraception
should be provided.

Special (S)

The procedure should be undertaken in a setting with an experienced
surgeon and staff, equipment needed to provide general anesthesia,
and other backup medical support. The capacity to decide on the
most appropriate procedure and anesthesia support also is needed.
Alternative, temporary methods of contraception should be provided
if referral s required or there s otherwise any delay.
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Emergency
contraceptive pi

Coy
Female sterilization*

Combined patch and
combined vaginal ring

H
5
&
£

>

Past ectopic pregnancy | | | |

|
Q

History of pelvic surgery | 1 | |

‘Smokdng

Age <35 years 22 [2 [ [ [ =] ]a

Age 35 years

<15 cigarettes/day 323 [ [—TrJr[a

215 cigaretresiday a s [a | [ =] T [a

Obesity

>30kgmibodymassindex| 2 | 2 [ 2 [ 1 [ [t [+ [ 1 [1]c

Blood pressure.
measurement NAS | NAC | NA® [ NAS | NA® [ NAS | — | NA | NA | NA
unavailable

CARDIOVASCULAR DISEASE

Multiple risk factors for
arterial cardiovascular

disease (older age, smokdng
diabetes, and hypertension)

gt [t 3wt | 2 |3 | 2| — |1 | 2|5

Hypertension®

History of ypertension.
where blood pressure
CANNOT beerkaed | 3 | 3 | 3 [ 2 | = |2 | —| 1|2 |
(incuding hypercension in

pregnancy)

Adequataly controlled
hypertension,whereblood | 3 [ 3 | 3 | 1 [ 2 | 1 | =] 1|1 |¢c
pressure CAN be evaluated

Elevated blood pressure (properly measured)

Systolic 140159 or

distolc 90-99 e R

Systolic 2 160or
distolc > 100 R

¥ From menarche 1 age <18 years, 530 kg body mass ndex Is cacegory 2 for DMPA,category | for NETEN.
In secings where pregnancy morbidiy and mortalty isks are high and this mechod s one offew widely avable:
ontraceptves, women should not be denled accesssimply because ther blood pressure camnot be measured.

“When muleple majo sk fctos exit,any of iich ko would subsanlly increse the rsk o cardiorssclar
isense, use of th mechod may cresseher ik o an uracceptaieleve However.smple sddiion of aegores for
muliie sk factors £ nat Iendec For ecample, combinacion o ctos ssgned 3 cxtegory 2 may no necessarly
warranca higher ctegory

* Aasaming no other ik actorsfo cardiorasculr disease eise. A s reading of blood pressure i ot sficien to
ey 3 o a¢ ypercanive

* Blevated blood pressure should be controlled befor the procedure and monitored during the procedure.
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Condition

dovice
Levonorgestrel

bles
Imphnts
r-bearing
intrauterine device

Emergency

contracepive pills*

_ Copper
intrauterine

‘Combined oral
Contraceptives
Monthly injectables
Progestin-only

e

H
Z
g
13
&

Combined patch and
combined vaginal ring

Female sterilization®

o
|

Vascular disease 4

History of high blood
pressure during
pregnancy (where 2 (2|2 | = '
current blood pressure Is

measurable and normal)

Deep venous thrombosis (DVT)/Pulmonary embolism (PE)

History of DVT/PE 4lalaf2ala]2a[]1 ]2

Acute DVT/PE 4|4 laf3fs]s[]1]3

DVT/PE and on

anticoagulant therapy . 2 4 2 2 2 ! 2

Famlly history of DVTPE
(first-degree relatives)

Major surgery

‘With projonged
immobilzation AR NN

‘Without prolonged
Immobllzation

Minor surgery without T T T
prolonged immobilization

Known thrombogenic
mutations (e, factor V
Leden,prothrombnmutsors | 4 | 4 | 4 | 2 | 2 | 2 | * 2
protein S, protein C, and

antithrombin deficiencies)t

‘Superficial venous disorders

Varicose veins T [ [ T =T

Superfical venous thrombosis] 2 | 2 | 2

Ischemic heart disease®

Current
History of

Stroke (history of
cerebrovasculr accident)®

Known dyslipidemias
without other known
cardiovascular risk
factors”

This condition my make pregnancy an unacceptabe heaichrisk. Women should be sdvised that because.
of relauvely higher pregrancy rates,as commonly used.spermicides, withdrawal, fecilty awreness
methods,cervial caps. diapivags,or female or male condoms may ot be the most appropriate cholce.

+Routine screening s not spproprise because ofthe rarity o the condition and the high cost o screening
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2E| = AR
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e | EE| 2 SE| § | BE| £ || & g2l s
a= ey 88| 5 |%5| B2 HEHEEN
Condition = |08~ o= £
Valvular heart disease
Uncomplicated 2 2 ! ! i — 1 | c
Complicated *& 4 4 4 | | | e 2 2 st
Syseemic upus eryiematones
Positive (or unknown)
antphospholipid antibodies d g d I — '3 s
Severs thrombooytopens | 2 | 2 | 2 | 2 [3]2] 2 | — [3]2] 2 | s
immunossppresvetresment | 2 | 2 | 2 | 2 [2]2] 2 | — [2]1] 2 | 5
None of the above I ENENENEE ENNENE

NEUROLOGICAL CONDITIONS
Headaches!

Normigrainous (mid or severs) | |

Migraine

Age <35 2[3]2[3]2]3]1]2]2]2]2

2| —

Age>35 34f3faf3]a]1]2]2]2

2| —

Withaura,atanyage | 4[4 |4 [4[4[4[2]3

Epilepsy I

al>|>|>

DEPRESSIVE DISORDERS

Depressive disorders [N

a

REPRODUCTIVE TRACT INFECTIONS AND DISORDERS

Vaginal bleeding patterns

imeguiar paernwinoue | [ [ [ 5 [ 5
heavy bleeding

Heavy or prolonged
bleeding (ncluding reguar | 1| 1 | 1 [ 2 | 2
and irregular patterns)

Unexplained vaginl bleeding
(suspicious for serious 2|2 2|23
condition), before evaluation

Endometriosis [ [

Banign ovarian tumors
(ncuding cse) R A A A

Severe dysmenorthea | | | 1 | | | | | 1

Pulmonary hypertension, sl ferllaion, oy of subacute baceril endocardis

* Propyactc ancbiotcs are advied before providing the method.
1 Category s for women withoutany ather ik factrs for sroke.

I king anciconvulanc, refe to section on drug Ineractions,p 9.

* Cerain medications may ineract with the medhod, making I fes efectve.
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Condition

vestin-onl)
eecble
Imphnts
Emergency
contraceptive pils*

Combined oral
Contraceptives
Copper-bearing

intrauterine device

Monthly injectables
P

Progestin-only pils

Combined patch and
Fermale ster

combined vaginal

Gestational trophoblastic diseas

Decreasing or undetectable | | | | ,
B-hCG levels

|
>

Persistanty elevated B-hCG
levels or malignant disease

Cervical ectroplon e e e T =TT A

Cervical intracpithelial
neoplasia (CIN)

Cervical cancer

(awatting treatment) alalala

Breast disease

Undiagnosed mass 22 f2[af2[a]=T 1 [2a]a

Benign breast disease e e = [ A

Family history of cancer = A

Breast cancer

Currentt aala[afa]a] -] 1]4a]c

Past,no evdence of
desstoratiesSyears | 2 | 3| 3| 3|33~ 13 A

Endometrial cancert [ O T I O I

Ovarian cancer? P [ e [T T—15

Uterine fibrolds

‘Without distortion of the
uterine cavity

‘With distortion of the
uterine cavity

Anatomical abnormalities.

Distorweduterinecaviy | — | — | — | — | — | —[— ] 4| 4]~

Other abnormalites not
distorting the uterine cavity
or Interfering with IUD. — == =]==]=]2]|2|=
Insertion (including carvical

stenosis or lacerations)

Pelvic inflammatory disease (PID)

Y ———

Wehsubsequencpregrny | 1 | 1 | 1 | 1 | 1 [ 1 [ — [t[i[i[i] A

‘Without subsequent

oo vl e | = 2|2]2]2| €
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NA = Not applicable 08 H 'g'g 1 HEEIE g .E
Condition og| * of = -
Current PID | I | | | I — |4|2"|4[2*| D
Sexually transmitted infections (STls)
Current purulent cervicitls,
chlamydia, or gonorrhea | 1 1 1 1 1| — [4|2]4]|2| D
Other STls (excluding HIV
and hepatitis) I I 1 1 I I — |2|2|2|2| A
Vaginitis (Including
trichomonas vaginalis and I 1 1 1 I 1 — (2]2|2]|2| A
bacterial vaginosis)
Increased risk of STIs [ N T T A B B £ P Y AN
HIV/AIDS?
I €1 C
High risk of HIV I 1 1 1 I 1 — [2(2|2|2] A
Asymptomatic or mild
HIV clinical disease (WHO I I 1 1 | I — |2(2|2|2] A
stage | or 2)
Severe or advanced HIV
clinical disease (WHO I I 1 | I I — [3]2|3]|2] s°
stage 3 or 4)
Antiretroviral therapy
Treated with nucleoside 2 2
reverse transcriptase 1 1 1 1 1 1 - |3¥ 2 3 2| —
inhibitors (NRTIs)**
Treated with non-nucleoside reverse transcriptase Inhibitors (NNRTIs)
Efavrenz (EFV) ™ 2/, |2
renz or
nevirapine (NVP) 2222 e 2 — 3l 2 2] —
Etravirine (ETR) or 252
riphiring (RPV) 1 1 1 1 1 V| — 3|22 ] —
Treated with u‘l"l 2] 2]
reated wi
protease Inhibitors (Pls)t 2 2 2 2 ";9‘ 2 kL 2 3° 2| —

HPls include: ritonavir-boosted atazanavir (ATV/r), ritonavir-boosted lopinavir (LPV/r), ritonavir-boosted darunavir
(DRVIr), ritonavir (RTV).

“NRTIs Include: abacavir (ABC), tenofovir (TDF), zidovudine (AZT), lamivudine (3TC), didanosine (DDI), emtricitabine
(FTC), savudine (DAT).

™Treat PID using appropriate antibiotics. There is usually no need to remove the IUD i the client wishes to continue use.

* The condition is category 3 if a woman has a very high individual likelihood of STis.

* Presence of anAIDS-related liness may require a delay in the procedure.

# Condition is category 2 for IUD insertion for asymptomatic or mild HIV cinical disease (WHO stage | or 2),
category 3 for severe or advanced HIV clinical disease (WHO stage 3 or 4).
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Condition

Combined oral
contraceptives

Monthiy injectables

combined vaginal ring

Combined patch and
Progestin-only pills

Implants

s+

Copper-bearing
device

Emergency

contracepive pil
Levonorgestrel

intrauterine device

intrauterine

Treated with Integrase
Inhibitors (raltegravir [RAL))

OTHER INFECTIONS

Schistosomiasis

Uncomplicated [N

Firosis of Iver (1 severe, | |
s0e cirthosis nex page)t

Tuberculosis?

Non-pelvic R

Known pelvic K

Malaria [N

ENDOCRINE CONDITIONS

Diabetes

History of gestational
diabetes

A

Non-vascular diabetes

Non-insuln dependent | 2 | 2

Insulin dependent® 2|2

Wi kdoyem.ornenve | o 3

3

Other vascular disease.
or disbetes of >0 years' | 34 | 347
duration®

3¢

Thyroid disorders

Simple goiter [N

Hyperthyrold K

Hypothyroid [N

GASTROINTESTINAL CONDITIONS

Gallbladder disease

Symptomatic

Treated by
cholacystectomy

Medically treated 3|2

Current 3 |2

1ifblood ghcose i not wellcontrolled,eferal 1o higherdeve faciy s recommended

* Assess according o severy of conditon.
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Condition

jectables

Implants
Emergency
contraceptive pills*

er-bearir
ntrauterne deviee

contraceptives.

‘Combined oral
Progestin-onl
fectables |

Coy
intrauterine device

Monthly i
Combined patch and

combined vaginal ring
Progestin-only pills

> | Female sterilization®

Asymptomatic 2

History of cholestasis
Prognancy.-related 2] 2

Past combined oral
contraceptives-related

Viral hepatitis

|
>

Acute or flare

Carrier
Chronic T = A

Cirrhosis

Mild (compensated) Ve [T =T [ Ta
Severe (decompensavedt | 4 | 3 | 4 [3 [ 3|3 -] 1 [3]s

Liver tumors
Foalnoduarmyperplisa | 2 | 2 | 2 [ 2 [ 2 [ 2 [—[ 1 ]2]a
Hepatocelluaradenoma | 4 | 3 | 4 [ 3 [ 3 [ 3 [ -] 1 |3 ]

Malignant (hepatoma)t 4| 43|33 [ -] 1 |3]c
ANEMIAS
Thalassemia o[ [=T2 ] e
Sickle cell disease’ 2 (22 [ [ [ [=T2]1]¢c
tron-deficiencyanemia | 1 | 1 | 1 [ [ [ [—]2 |1 Jor
DRUG INTERACTIONS (for antiretroviral drugs,see HIVIAIDS)

Anticonvulsant therapy

Certain anticonvulsants
(barblurates,
carbamazepine, N O N P L=
oxcarbazepine, phenytoin, 2
primidone, topiramate)

Lamotrigine e =

Antimicrobial therapy

Broad-spectrumanebioves | | | 1 [ 1+ [ 1 [ [ [=[ [ [ =

*In women with symptomatic viral hepatis, wichhold these methods uncl lver funccion recurns o normal or 3 months
ater she becomes asymptomatic, whichever Is earler.

©Lverfunction shouid be evaated.
For hemoglobin <7 gid. delay.For emoglobi 27 to <10 gl caudon.
5 Combined hormoral contraceptives may reduce the eflectiveness of hmotrghne.
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NA = Noc spplcable 88 PG HEH 3E|E
Condition LH e
Anttngalsandanegarasoes | 1 | 1 | 1 | 1 | ([ 1 | — [ 1 | 1| —
Riamplcn or risbutn |
G R R N S
*Additional conditions relating to emergency contraceptive pills:

Category I: Repeated use; rape; CYP3A4 inducers (e.g, rifampicin, phenytoi
phenobarbital, carbamazepine, efavirenz, fosphenytoin, nevirapine, oxcarbazepine,
primidone, rifabutin, St. John's wort/Hypericum perforatum).

Category 2: History of severe cardiovascular complications (ischemic heart disease,
cerebrovascular attack, or other thromboembolic conditions,and angina pectoralis).

*Additional conditions relating to female sterilization:
Caution: Diaphragmatic hernia; kidney disease; severe nutritional deficiencies; previous
abdominal or pelvic surgery; concurrent with elective surgery.

Deloy: Abdominal skin infection; acute respiratory disease (bronchitis, pneumonta);
systemic infection or gastroenteritis; emergency surgery (without previous counseling);
surgery for an infectious condition; certain postpartum conditions (7 to 41 days

after childbirth); severe pre-eclampsia/eclampsia; prolonged rupture of membranes

(24 hours or more); fever during or immediately after delivery; sepsis after delivery;
severe hemorrhage; severe trauma to the genital tract; cervical or vaginal tear at time.
of delivery); certain postabortion conditions (sepsis, fever,or severe hemorrhage;
severe trauma to the genital tract;cervical or vaginal tear at time of abortion; acute
hematometra); subacute bacterial endocardits; unmanaged atral fibrilltion.

Special armangements: Coagulation disorders; chronic asthma, bronchitis, emphysema,
or lung infection; fixed uterus due to previous surgery or infection; abdominal wall
or umbilical hernia; postpartum uterine rupture or perforation; postabortion uterine
perforation.

Conditions relating to vasectomy:
No special considerations: High risk of HIV,asymptomatic or mild HIV clinical disease,
sickle cell disease.

Caution: Young age; depressive disorders; diabetes; previous scrotal injury; large
varicocele or hydrocele; cryptorchidism (may require referral); lupus with positive (or
unknown) antiphospholipid antibodies; lupus and on immunosuppressive treatment.
Deloy: Active STls (excluding HIV and hepatitis): scrotal skin infection balanitis;
epididymitis or orchitis; systemic infection or gastroenterits; filariasis; elephantiasis;
intrascrotal mass.

Special arrangements: Severe or advanced HIV clinical disease may require delay;
coagulation disorders; inguinal hernia; lupus with severe thrombocytoper
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Male and
fomale
condoms

Condition

Spermicides

Diaphragms

Cervical aps

amenorrhea
method*

Lactational

REPRODUCTIVE HISTORY.

Parity

Nullparous (has not given birth) '

Parous (has given birth) '

< 6 weeks postpartum |

NAY

NA"

CARDIOVASCULAR DISEASE

‘Complicated valvular
heart disease (pulmonary
hypertension, risk of atrial '
fbrilation, history of subacute

bactertal endocardits)®

REPRODUCTIVE TRACT INFECTIONS AND DISORDERS

Cervica intraepithelaal neoplasia |

Cervical cancer |

2

‘Anatomical sbrormalites ]

A

HIVIAIDS®

High rsk of HIV |

Asymptomatc or mid HIV cinal | |
dnesse (WHO stago | or 2)

Sevars or advanced HV clinical
disease (WHO stage 3 o 4

OTHERS

History of toxic shock syndrome '

Urinary tract Infection ]

Allergy to latex” 3

Wait o fiuse unel ueerine ivoluion s complece

 Disphrsgm camot b used incertain cases of uterine prolpie.
Cap use I ot sppropriatefor  clint wit severely disorted cervicdl sacory.
¥ Caution: Women ling with HIV should receive sppropriate ARY therapyand exclusively bresatfeed for the

frse 6 monchs of 2 baby’ Ife,incroduce approprisce complemenary foods at 6 months,and concinue breatesding
through 12 months. (See Macermal and Newborn Healh Preventing Mocher.o.ChildTransission of HIV p.352)

* Does not appy to plstc condoms,daphragms nd cervical aps.

HFor addiconal conditons relating to the actational amenorrhea mechod,see nex page.
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ns relating to the lactational amenorrhea

Conditions affecting the newborn that may make breastfeeding difficult: Congenital
deformities of the mouth, jaw, or palate; newborns who are small-for-date or
premature and needing intensive neonatal care;and certain metabolic disorders.
Medication used during breastfeeding: To protect infant health, breastfeeding is not
recommended for women using such drugs as anti-metabolites, bromocriptine,
certain anticoagulants, corticosteroids (high doses), cyclosporine, ergotamine,
lithium, mood-altering drugs, radicactive drugs, and reserpine.

Conditions relating to fertility awareness methods:
Accopt [DJ=0wr | Symptoms-based Calendar-based
Con. methods methods
Age: post menarche or perimenopause c c
Breastfeeding < 6 weeks postpartum D D=
Breastfeeding > 6 weeks postpartum ct D
Postpartum, not breastfeeding D= D=
Postabortion c ¥
Irregular vaginal bleeding D D
Vaginal discharge D A
Taking drugs that affect cycle regularity, Dice Dice
hormones, and/or fertility signs
Diseases that elevate body temperature
Acute D A
Chronic C A

# Delay until she has had 3 regular menstrual cycles.
B Use caution after monthy bleeding or normal secretions return (usually atleast 6 weeks after chidbirth).
€ Delay until monthy bleeding or normal secretions return (usuall < 4 weeks postpartum).

“ Delay unil she has had one regular menstrual cycle.

© Delay untll the drug’s efect has been determined, then use caution.

Conditions relating to the progesterone-releasing vaginal ring:

Pregnancy N/A

Breastfeeding >4 weeks postpartum '
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