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A supplement to A Decision Framewo
for antiretroviral therapy delivery

This supplement to A Decision Framework for antiretroviral therapy delivery outlines how models of differentiated
antiretroviral therapy (ART) delivery can be leveraged towards strengthening family planning. The aim is to provide:

« Anoverview of differentiated service delivery (DSD)
» Anoverview of family planning (FP)
« Key principles for family planning in the context of differentiated ART delivery

» Guidance on how family planning could be integrated into differentiated ART delivery models using the DSD
building blocks

» Case studies and examples of how family planning has been integrated into differentiated ART delivery models

» Take-home messages for leveraging differentiated ART delivery models to strengthen family planning care.

This supplement is intended for the use of national and district ART programme managers, implementing partners,
community partners and donors. It should be read in conjunction with the comprehensive A Decision Framework for
antiretroviral therapy delivery.

INTRODUCTION

o Out-of-facility individual models, where individuals
collect their ART refills from mobile ART services,
fixed community distribution points or community

Differentiated service delivery (DSD) is a client-centred pharmacies.
approach that simplifies and adapts HIV services across
the cascade in ways that both serve the needs of people
living with HIV and reduce unnecessary burdens on

the health system. For clients on antiretroviral therapy
(ART), ministries of health have scaled up four models

of differentiated ART delivery. Further details of these
models can be found in the published A Decision
Framework for antiretroviral therapy delivery. The models

e Healthcare worker-managed groups in facilities or
communities, such as adherence clubs, ART refill
support groups or teen clubs. These are 10-30 clients
booked to collect their ART at the same time as a
group, usually within a health facility. A nurse, lay
worker or peer facilitates the group with the aim
of providing education, support and distributing

are:

« Facility-based individual models, such as fast-track,
where individuals collect their ART refills at the
health facility without queuing or seeing a clinician.

medication (often pre-packed).

Client-managed groups, such as community ART
groups (CAGs). These are usually groups of 4-12 clients
who meet in the community. Each group nominates a
group leader and one member to collect medication
for the rest of the group.



ART Antiretroviral therapy

CAGs Community ART groups
DSD Differentiated service delivery
FP Family planning

According to the World Health Organization (WHO), family
planning is defined as “the ability of individuals and couples
to anticipate and attain their desired number of children
and the spacing and timing of their births” [1]. Family
planning (FP) helps couples avoid unintended pregnancies,
reduces the spread of sexually transmitted infections

(STls) and decreases morbidity and mortality related to
unintended pregnancy [2,3]. It is achieved primarily through
the use of contraception. All women and girls, including
those living with HIV, should have access to voluntary,
effective contraception as a health and human right

[4-6]. For women and girls living with HIV, using effective
contraception also reduces mother-to-child transmission
of HIV by preventing unintended pregnancies and enabling
the planning and safer conception of desired pregnancies
[7-9].

Healthcare providers should encourage clients living with
HIV to speak openly about their reproductive plans and
desires and assist them to make well-informed decisions
regarding pregnancy prevention or planning. HIV-affected
women, men and couples should be asked regularly, in a
non-judgemental and sensitive way, about their desires and
plans for future childbearing and pregnancy prevention
(this is called “provider-initiated discussions”). If clients
would like to become pregnant, then comprehensive safer
conception and pregnancy planning advice should be
given. If they choose pregnancy prevention, they should
be offered comprehensive counselling and provision of
contraception.

{6]D) Intrauterine device

LARC Long-acting reversible contraception
STI Sexually transmitted infection

WHO World Health Organization

To improve access to family planning, WHO recommends
the integration of family planning services into HIV care
settings (Box 1) [10]. This recommendation has been poorly
and unevenly implemented. Ensuring easy access to highly
effective long-acting reversible contraceptive (LARC)
methods, such as implants and intrauterine devices (IUDs),
has been particularly challenging.

BOX 1: WHO recommendation on
FP/HIV integration

dam\
vy

|\ 72

Sexually transmitted infection and family
planning services can be integrated within HIV
care settings.

Source: WHO. Consolidated guidelines on the use of
antiretroviral drugs for treating and preventing HIV
infection 2016 [10].

A quality-of-care approach to family planning, as presented
in WHO’s 2017 Quality of care in contraceptive information
and services, based on human rights standards [11],
emphasizes the importance of putting the client and their
experience at the centre of care. Key elements of high-
quality care in family planning services are outlined in

Box 2.
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BOX 2: Key elements of high-quality care in family planning services

e Grounding in a human rights-based framework
o Respectful relationships between providers and clients
» Each client’s autonomous choice among a wide range of contraceptive methods

o Client access to evidence-based information on the advantages and disadvantages of various
contraceptive methods

« Client decision making without coercion or judgement
o Client privacy and confidentiality

e Technically competent health workers for counselling and provision of a wide range of contraceptive
methods

» An appropriate constellation of services (including follow up and ongoing support) and contraceptive
methods that are available in the same locality

Sources: WHO. Consolidated guideline on sexual and reproductive health and rights of women living with HIV 2017 [4];
WHO. Quality of care in contraceptive information and services, based on human rights standards: a checklist for health
care providers 2017 [11]; WHO. Ensuring human rights in the provision of contraceptive information and services 2014 [12].

Ensuring that a range of contraceptive
methods are available

BOX 3: WHO guidance on women
and girls living with HIV and
contraceptive methods

According to WHO, the range of contraceptive methods
available should include LARCs (implants and 1UDs),

injectable contraception, combined and progestin-only e 0 A o p——

safely and effectively use all available
contraceptive methods.

oral contraceptive pills, male and female condoms, and
emergency contraception. Referral for clients wanting
a permanent method of contraception (that is, female

sterilization or vasectomy) should also be available. In Sources: World Health Organization. Providing

some settings, the contraceptive ring and patch may contraceptive services in the context of HIV treatment

be available as well. WHO states that all women and programmes. Implementation Tool 2019 [2], World Health

Organization. Medical eligibility criteria for contraceptive

girls should have access to emergency contraception use. 5th ed. 2015 [14]

through national family planning programmes [13]. Annex
1 provides details on contraceptive methods, including
duration and level of effectiveness.

dam\ ,
BOX 4: WHO guidance on LARCs
WHO advises that women and girls living with HIV ‘SZ' 9

can generally safely and effectively use all available
contraceptive methods (Box 3) and should be Long-acting reversible methods (implants and
encouraged to use dual methods, that is, use of condoms IUDs) are very effective because:

in addition to another effective method of contraception
to also prevent transmission of HIV and other STls.
Guidance can be found in the WHO publications,

Of the level of protection afforded by the
method itself

Providing contraceptive services in the context of HIV They can be used for a long time (5-10 years for
treatment programmes (2019) [2] and Medical eligibility IUDs and 3-5 years for implants)
for contraceptive use, Fifth edition (2015) [14].

Once they are started, they require little or no
While not necessarily the right method for all clients, action for continued use and do not require
LARCs, such as implants and 1UDs, should be promoted. frequent resupply
Box 4 outlines some of the medical and programmatic
advantages of LARCs. LARCs are also the most cost-
effective options [15].

Source: World Health Organization. Providing
contraceptive services in the context of HIV treatment
programmes. Implementation Tool 2019. [2]
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Two categories of contraceptive methods

When thinking about how the different contraceptive
methods may be integrated into differentiated ART
delivery models, there are two categories of contraceptive
methods that must be considered:

1. Those that, once started, do not require any further
interaction with the health system until pregnancy is
desired, their duration of contraceptive effectiveness
ends, or the user chooses to discontinue them
(these are the LARCs - implants and IUDs). The non-
reversible permanent methods also do not require
further interaction with the health system.

2. Those that need ongoing interaction with health
services, ongoing supplies and/or medical intervention
for continued use (these include condoms,
contraceptive pills, patches, rings and injectables).

Unmet family planning need among
women living with HIV

Despite the positive clinical and social impact of family
planning, the unmet need for contraception remains high
among women and girls living with HIV. Among women
living with HIV in low- and middle-income countries, over
half of the 1.5 million annual pregnancies are unintended
[16-20]. Recent data from across the African region
illustrates that a significant unmet contraceptive need
remains among women living with HIV [20-22], with use
of shorter-acting methods and condoms outweighing the
use of more effective LARC methods and low levels of
dual method use [23-25]. Unmet need for contraception is
highest among the most vulnerable, including adolescent
girls and young women, women and girls postpartum, and
key populations, including female sex workers [26].

Why focus on family planning in

differentiated ART delivery models?

People living with HIV have health needs beyond just HIV.
Providing person-centred care means addressing other
health needs, which may include treatment of other acute
or chronic co-morbidities and the provision of family
planning and other sexual and reproductive health services.

People living with HIV who visit health facilities every
three to six months to collect their ART do not maximize
the benefit of their differentiated ART delivery model if
they need to return to the facility more frequently for
management of these other medical needs, including
family planning.

Differentiated ART delivery has been scaled up in many
countries in recent years. Many people living with HIV are
now seen by clinicians or visit health facilities every six

or 12 months. Concurrently, there is renewed emphasis
on ensuring that all women and girls living with HIV have
access to high-quality family planning care as part of their
HIV care and as an essential pillar in the prevention of
mother-to-child transmission of HIV. The need for high-
quality family planning care has been re-emphasized given
the current scale up of dolutegravir-based ART [27,28].

However, family planning has not been systematically
integrated within differentiated ART delivery models.
Clients in differentiated ART delivery models should be
supported to use the contraceptive method of their choice
and, where ongoing commodities are required, be able to
obtain these through their differentiated ART model.

Leveraging differentiated ART delivery models to strengthen family planning care



KEY PRINCIPLES FOR INTEGRATION OF FAMILY PLANNING
INTO DIFFERENTIATED ART DELIVERY

There are five key principles in strengthening family
planning integration within differentiated ART delivery.

1. Engage women and girls living
with HIV

Designing a service delivery model for family planning
within a DSD model for ART should be done in consultation
and collaboration with the service users. The goal should
be to address clients’ needs and ensure the provision of a
quality service.

Involving women and girls living with HIV as active
participants in developing, delivering and evaluating
these services is important for programmes to build
trust and deliver services that fully benefit individuals and
communities.

2. Utilize DSD referral and follow up
as an opportunity for continuity of

family planning care

Differentiated ART delivery models should be leveraged
to strengthen family planning care — and there are

components of this that should happen at entry into
differentiated ART delivery models and during follow up.

At referral to differentiated ART delivery, a quality family
planning consultation should be offered. As part of

this consultation, both counselling and contraceptive
commodities should be provided. Given that entry into
most differentiated ART delivery models involves reducing
the frequency of clinical consultations and health facility
visits, there should be a discussion on contraceptive
options and which option can best align with the client’s
needs and preferences, and HIV care. This discussion
should be documented in an ongoing way at each follow-up
clinical interaction (Figure 1).

At ART refill visits, clients should have the option to receive
their contraceptive care with their ART. This should be
provided in an integrated manner considering the building
blocks of “When”, “Where” and “Who” as discussed on

pages 9-15.

Figure 1. Family planning care throughout differentiated service delivery of ART
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most effective contraceptive methods available. They are
highly effective at preventing pregnancy and they provide
contraception for an extended period, from three to 10
years, without requiring user action (that is, no follow-up
visits to a clinic, no refills and no user adherence required)
or interaction with the facility until the user wishes to

LARCs should be easily accessible and positively become pregnant, the method has reached its expiry date
promoted for women and girls in DSD models. The and needs replacing or the user chooses to discontinue for
contraceptive implant and the IUD - long-acting, fully- another reason.

reversible contraceptive methods - are some of the

% Case study 1: Discussing family planning, including LARCs, for women in
differentiated ART delivery models, Lilongwe, Malawi

In Lilongwe, Malawi, LARC use was negligible among women living with HIV. In response, contraception
services were integrated into the ART clinic, and HIV healthcare workers received training on delivery of all
available contraceptive methods, including LARCs. Since the intervention was implemented, contraceptive
uptake has substantially increased: 55% of clients are using the three-monthly injectable, 19% a copper IUD,
14% oral contraceptive pills and 12% a contraceptive implant.

The most common differentiated ART delivery model in Malawi is facility fast-track with clients receiving
three- to six-month ART refills. To improve uptake of LARCs, all women have their contraceptive needs and
preferences assessed at the time of referral to differentiated ART delivery.

Leveraging differentiated ART delivery models to strengthen family planning care



Resupplies of contraception and ART should be aligned to
benefit clients and health services (Box 5). The duration
of contraception pill refills should be aligned with the
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maximum duration of ART refill available (for example,
three months, six months). WHO supports giving a one-
year supply of contraceptive pills for continuing users. For
injectable contraceptives, the reinjection schedule should
be safely adapted to align with ART refills and minimize the
number of facility visits.

BOX 5: WHO advice on pill refills and reinjection windows

WHO advises the following to help continuing users of combined oral contraceptive and progestin-only pills:
“Give her more pill packs—a full year’s supply (13 packs), if possible.”

Further, “injections can be as much as 4 weeks late for DMPA or 2 weeks late for NET-EN” and still be
effective. This leeway in the reinjection window may be helpful in initially aligning reinjection and ART refills

when a client enters a DSD model.

Source: World Health Organization Department of Reproductive Health and Research (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 edition) 2018 [30]

As much as possible, family planning and ART care should
be provided at the same time (see “When”, page 10), in the
same place (see “Where”, page 12) and, where appropriate
and possible, by the same provider (see “Who”, page 14).

In facilities, this can be achieved through different
approaches, including multi-skilled HIV and FP providers
and a one-stop service within the ART clinic site offering
HIV and family planning services under one roof [29]. A
referral system for certain contraceptive methods, such as
IUDs and sterilization, or for implant removals, may have to
be in place.

Community-based distribution and task sharing, as well
as provision directly to clients through methods such as
the self-adminstered injectable should be implemented
to facilitate services in out-of-facility and client-managed
group DSD models.
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AMAYI

é Case study 2: Aligning the duration of injectable contraception and contraceptive
pill with ART, Chiradzulu, Malawi

In Chiradzulu, Malawi, nurses facilitate teen clubs for adolescents living with HIV. Teen clubs meet every three
months at the health facility, and participants receive group adherence counselling, peer support and three-
monthly ART refills. LARCs are available at the facility, but 83% of those needing contraception currently use
injectable contraception. For contraceptive methods requiring ongoing resupply (e.g., injectable and pill), three
months of pills are provided or the three-monthly injection is given during the teen club visit. This alignment
ensures uninterrupted supply of contraceptives and ART while minimizing visits to the health facility.

=] Case study 3: Integrating ART and FP provision in a community outreach model,
Uganda

In Uganda, one of the DSD models offered is an outreach model. An outreach team attends a designated site
every month and delivers ART, providing a three-month supply. Clients requiring resupply of oral contraceptive
pills and injectable contraception receive these services at the same time as collecting their ART, with the
duration of the contraceptive supplies aligned with their ART.

Leveraging differentiated ART delivery models to strengthen family planning care



BUILDING BLOCKS OF FAMILY PLANNING INTEGRATION
INTO DIFFERENTIATED ART DELIVERY

Differentiated ART delivery models are built by adapting services described in the section, “What is family planning
the “building blocks” of “When” (service frequency and why is it important?” (pages 2-4), and in Annex 1. The
and timing), “Where” (service location), “Who” (service online Annex 2 provides a tool to assess local policies
provider; cadre of personnel delivering the service) and and facility-level implementation for each of the building
“What” (service package; what services are being delivered)  blocks of service delivery related to family planning
(Figure 2). The “What” building block of family planning (https://bit.ly/2zZWWLFI ).

and DSD is the package of contraceptive commodities and

Figure 2: Integrating the building blocks of family planning into differentiated
ART delivery

Client
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B WHEN

Family planning care should be offered
throughout the cycle of differentiated
ART delivery

A high-quality family planning consultation, with access to a
complete range of contraceptive methods, including LARC
methods, such as implants and IUDs, should be offered
routinely before women and girls living with HIV enter

a differentiated ART delivery model and at subsequent
clinical visits [4].

ART and family planning should be provided at
the same appointment time

Family planning and ART should be provided at the same
appointment time to provide client-centred services. A
quality family planning discussion should be offered at entry
into a DSD model and at each clinical visit. For continuity
of family planning care, it is important to maintain routine

check in with all clients at clinical follow-up visits to
assess contraceptive need and reproductive plans and to
support continued contraceptive method use, switch or
discontinuation, as needed.

ART and family planning resupplies should
be aligned

For women choosing a contraceptive method requiring
regular resupply, such as pills or injectables, duration
of contraceptive resupply should be aligned with the
duration of ART refill. For example, if six-monthly
supplies of ART are given, six months or more of oral
contraception should be provided. Reinjection visits
and ART refills should be structured in such a way that
they can coincide. For community models, assessment
of contraceptive needs should be a routine part of the
client’s assessment at the individual drug pickup or
community group meeting.

Leveraging differentiated ART delivery models to strengthen family planning care



Example 1: Family planning integration in an individual facility model, Uganda

In Uganda, a facility-based fast-track differentiated The majority of women use the three-monthly

ART delivery model is offered, among other models. DMPA injectable. Injectable contraceptive users
Clients are seen for a clinical visit every six months can get their reinjection when they visit the clinic
and receive a three-monthly ART refill directly from to collect their ART through a family planning fast-
the facility pharmacy in between visits. Contraceptive track mechanism. For clients using pills, resupplies
options offered to clients in this model are LARCs, can be collected via the fast-track window at the
injectables, oral contraceptive pills and condoms. same time, and duration of pill refill is aligned to the

Nearly all the healthcare workers in the ART clinic give ~ ART refill (that is, three months of pills are provided
family planning health education. Counselling on family  at a time).

planning is done at every clinical visit and is recorded

on the client ART care card.

Figure 3: Building blocks of family planning care in an individual facility-based
model in Uganda

IUD
- .
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d WHERE

ART and family planning should be provided in
the same location

Differentiated ART delivery models can facilitate the better
integration of HIV and family planning care by enabling

the client to receive their family planning services at the
same place as their ART. DSD models can be delivered at
the facility or in the community, and options for co-located
family planning care should be provided in each setting.

At facility level, ideally, family planning services should be
administered in the same place or near the location where
group ART sessions are held, with the necessary privacy

Example 2: Family planning
integration in a client-led,
community-based group model,
Kenya

In Ndhiwa, Kenya, the community ART group (CAG) is
one of the differentiated ART delivery models offered.
Four to 12 people living with HIV form a group and
meet in @ community setting every three months. They
nominate one group member to collect ART for the
group, from the facility, every three months. Every six
months, the group members attend together for their
individual clinical visits.

When first implemented, clients had to make additional
clinic visits for family planning and contraceptives.
Family planning options in this setting include
contraceptive implants, the three-monthly injectable
and oral contraceptive pills. IlUDs are available but are
rarely taken up; the vast majority of women use the
injectable.

To reduce clinic visits, the CAG members requested
that resupplies for members needing reinjections
or pills be dispensed when ART is collected. On the
community CAG refill form used during the CAG
meetings, members’ family planning use is part

of the routine documentation. Any CAG member
who requires reinjection or needs to collect oral
contraception resupplies from the clinic is selected
to collect ART for the group, and thus can receive
their contraception at the same time. Duration of
contraceptive pill refill is aligned with the ART refill
(three monthly).

provided. Likewise, clients in facility-based fast-track
models should be able to collect their family planning
commodities and their ART from the same pharmacy.

To facilitate provision of family planning services at the
community level, issues of task sharing may have to

be addressed (see the section, “Who”). Where ART is
delivered through community outreach, family planning
services may be delivered at the same location. Similarly,
for community group models, provision of family planning
through community distribution of commodities should
be facilitated.

Leveraging differentiated ART delivery models to strengthen family planning care



Figure 4: Building blocks of family planning care in a client-led, community-
based group model in Kenya
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*In Kenya, only the three-monthly injectable is available.

Leveraging differentiated ART delivery models to strengthen family planning care




14

WHO

The same healthcare worker should provide ART
and family planning

Differentiated ART delivery models can strengthen the
integration of HIV and family planning care by ensuring
that clients can receive their family planning commodities
and their ART from the same healthcare worker. Policy and
training considerations for who can provide counselling,
prescribe, dispense, administer or insert various
contraceptive methods will be key to providing successful
models of integrated family planning and ART.

Task sharing supports integration of ART and
family planning

Expanding regulations around who can provide implants
and IlUDs may be needed in some settings where currently
this is allowed only by nurse-midwives and doctors. Task
sharing to enable community health workers or, where
possible, lay workers or clients themselves to distribute
oral contraceptives and administer injectables may
enable faster delivery of services at facility level and allow
provision of pills and injectables in community-based
models. There are several examples of where such task
sharing has been done successfully, increasing access to
family planning [31-35].

Self-management of contraception supports
ART and family planning integration

Increased availability of subcutaneous DMPA injectable
(DMPA-SC) (a form of the three-monthly injectable that

can be self-injected by the user or injected by healthcare
cadres, such as community health workers) may expand
options for family planning service provision in DSD
models and enhance women’s self-management of their
contraception [5,36,37]. This is supported by a new
WHO recommendation (Box 6). Supporting women to
self-manage their sexual and reproductive health and
contraceptive needs is empowering and DMPA-SC can
be more readily integrated into community-based models
where clinical visits have been reduced to every six or

12 months. DMPA-SC is currently available in at least 20
Family Planning 2020 countries, many of which are scaling
up differentiated ART delivery models [5,38].

K/

Ad8A BOX 6: WHO recommendation on

v self-injectable contraception

Self-administered injectable contraception should
be made available as an additional approach to
deliver injectable contraception for individuals of
reproductive age.

Source: World Health Organization. Consolidated
guideline on sexual and reproductive health and rights
of women living with HIV 2017 [4]
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Example 3: Family planning integration for postnatal women and
girls through a healthcare worker-led group model (postnatal clubs),
South Africa

In Khayelitsha, South Africa, postnatal clubs are run ART refills are provided at the club setting, along with
at a health facility for breastfeeding women and their provision of FP and services for the exposed infants
HIV-exposed infants. Groups of three to 15 women (such as prophylaxis and immunizations), all provided
and their babies attend at the same time and meet in by the same nurse-midwife. Presently, most women

a “club room” at the facility where they receive both in this model use injectable contraception. Both the
their ART and contraception. In the first six months two- and three-monthly injectables are available, and
post delivery, the mothers, with their babies, meet reinjections are aligned to ART refills. Few women
monthly (with clinical follow up by a nurse-midwife). use oral contraceptive pills, but for those who do, the
Thereafter, they meet every three months until 18 duration of pills provided is aligned with the ART refill
months after delivery. (up to three months). LARCs are available, but uptake

is low.

Figure 5: Building blocks of family planning care in a healthcare worker-led
group model for postnatal women and girls in South Africa
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CONSIDERATIONS FOR SPECIFIC POPULATIONS

Adolescent girls living with HIV are eligible to use all the
same methods of contraception as adult women and have
the right to access the full range of contraceptive options,
including long-acting reversible methods and emergency
contraception [6]. Long-acting reversible contraceptive
methods are safe and appropriate for adolescent girls,
including nulliparous adolescent girls [14]. Adolescent girls,
compared with adult women, often have poorer adherence
and/or higher discontinuation rates when using short-acting
methods and, therefore, LARC methods may be more
convenient and effective [6,39]. One of the most common
differentiated ART delivery models for adolescents is the
teen club. Integration of family planning provision into
teen clubs should be a priority to meet the sexual and
reproductive health needs of this vulnerable group.

Women older than 40 years who are sexually active
and want to avoid an unintended pregnancy should use

contraception until they reach menopause. Women in this
population may be interested in long-acting reversible

or permanent methods; however, contraceptive method
choice from the range of options should be supported.

Postpartum women and girls are among those with the
greatest unmet need for contraception [2]. There are some
unique considerations for providing contraceptive services
to women and girls during the postpartum period and while
breastfeeding. See the WHO Postpartum Family Planning
Compendium [40] and Family Planning: A Global Handbook
for Providers [30] for more information. The postnatal
clubs in Example 3 demonstrate how such integration has
been implemented in South Africa.
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CONCLUSION

Strengthening access to and use of contraception, including the highly effective, longer-acting methods, is a key

strategy for improving health and well-being outcomes of people living with HIV and for preventing mother-to-child HIV
transmission. Leveraging differentiated ART delivery models for women and girls living with HIV presents an opportunity to
increase coverage and improve the quality of family planning care. Advocacy for this to happen must address investment in
- and access to - the commodities, along with national policies to overcome policy barriers related to how family planning
care is delivered. This should include assessment of policies and guidelines, greater task sharing and decentralization of
family planning services in order to more effectively integrate family planning care into differentiated ART delivery models.

Using a rights-based, client-centred approach, all women and girls living with HIV in differentiated
ART delivery models should be offered family planning counselling and information in an ongoing
way, with a choice from the full range of contraceptive methods and easy access to the method

of their choice. HIV and family planning policies, programmes and services should be aligned to

enable this.
1. Engage women and girls living with HIV.
Utilize DSD referral and follow up as an opportunity for continuity of family planning care.

Promote the use of long-acting reversible contraceptives among clients in differentiated ART delivery

models.

Align contraceptive and ART resupplies in differentiated ART delivery models.

Integrate family planning and ART care in differentiated ART delivery models in facilities and

communities.

it

[
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ANNEX 1: OVERVIEW OF CONTRACEPTIVE METHOD
OPTIONS

Contraceptive methods that may be available in countries and programmes

LONG-ACTING REVERSIBLE CONTRACEPTIVES (LARCs) AND PERMANENT
METHODS OF CONTRACEPTION

Oncein place, LARCs do not require any further interaction with the heath system until pregnancy is desired, their
duration of contraceptive effectiveness ends or the user wants to discontinue for another reason. The nonreversible
permanent methods also do not require further interaction with the health system.

Long-acting reversible contraceptives

o These methods provide very effective contraception for an extended period of time without requiring user action
(i.e., no regular clinic visits, refills or remembering required).

» These methods are fully reversible, meaning that future pregnancies are possible.

o These methods do not have to be used long term. The user can, and has the right to, discontinue them at any time
they choose.

» LARGs are intrauterine devices (IUDs) and contraceptive implants.

Duration of How effective as
effectiveness? commonly used*?

Contraceptive implants (LNG and ETG implants) 3-5years Very effective

Small plastic rods, each about the size of a matchstick, that release a
progestin. Inserted by specifically trained healthcare providers who place one
or two rods under the skin on the inside of a woman’s upper arm.

Hormonal intrauterine device (LNG-1UD) 3-5years Very effective

Small, flexible, plastic frame, which releases a small amount of the progestin,
levonorgestrel. Inserted by specifically trained healthcare providers into a
woman’s uterus through her vagina and cervix.

Copper-bearing intrauterine device (Cu-1UD) 5-10 years Very effective

Small, flexible, plastic frame with copper around it. Inserted by specifically
trained healthcare providers into a woman’s uterus through her vagina and
cervix.

Permanent methods of contraception
e These methods provide very effective contraception permanently.
» These methods are not reversible.

» Permanent methods are safe, suitable and appropriate for women and couples only if they want no further
pregnancies, have received counselling on the irreversible nature of the methods, have decided on a permanent
method in a voluntary way, and have given full, free and informed consent.

Duration of How effective as
effectiveness? commonly used*?
Male sterilization (vasectomy) Permanent Very effective
Permanent surgical sterilization for men who do not want more children. The
two tubes that carry sperm to the penis are cut or blocked through a small
puncture or incision in the scrotum.
Female sterilization (tubal ligation) Permanent Very effective
Permanent surgical sterilization for women who do not want more children.
The two fallopian tubes that carry eggs from the ovaries to meet sperm are
cut or blocked through a surgical procedure.
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OTHER REVERSIBLE METHODS (SHORTER-ACTING METHODS)

These methods need ongoing interaction with health services, ongoing medical supplies and/or medical interventions

for continued use.

o These methods can provide effective contraception but require user action, such as regular clinic visits,

remembering, correct and consistent use, and resupply of commodities.

o These methods are reversible, meaning that future pregnancies are possible.

o These methods can also be used long term for preventing pregnancy.

Duration of
effectiveness?

How effective as
commonly used*?

Monthly combined injectable contraceptive (CIC) Injection every Effective

This injection contains two hormones, a progestin and an oestrogen, and is month

given into the muscle every month.

Progestin-only injectables: 3-monthly depot medroxyprogesterone acetate Injection every Effective

(DMPA) injectable, intramuscular or subcutaneous (DMPA SC; Sayana Press); | 2 or 3 months

2-monthly norethisterone enanthate (NET-EN) injectable, intramuscular.

These injections, which contain a progestin hormone, are administered into

the muscle. With a new formulation of DMPA SC, the injection is given just

under the skin.

Combined oral contraceptive (COC) pills Take pill daily Effective

Pills that contain low doses of two hormones, a progestin and an oestrogen.

Progestin-only oral contraceptive pills (POP) Take pill daily Effective

Pills that contain very low doses of a progestin hormone.

Contraceptive vaginal ring New ring needed Effective

A flexible ring that a woman places in her vagina, which continuously releases | €very 4 weeks

two hormones, a progestin and an oestrogen. She leaves the ring in place for

3 weeks and then removes it for the fourth week.

Contraceptive patch New patch Effective

A small, thin square of flexible plastic worn on the body, which continuously needed every

releases two hormones, a progestin and an oestrogen. The woman puts on a week

new patch every week for 3 weeks and then no patch for the fourth week.

Condoms, male and female Must be used Moderately

Sheaths that fit over a man’s erect penis, usually made of latex. Sheaths with consistently and effective to less
correctly with effective

flexible rings at both ends that fit loosely inside a woman’s vagina, made from
various materials, such as latex and polyurethane. Male and female condoms
help protect against sexually transmitted infections, as well as pregnancy.

each sex act

EMERGENCY CONTRACEPTION

Oral emergency contraceptive pills (ECPs)

Sometimes called post-coital contraception, ECPs can help prevent pregnancy when taken up to 5 days after
unprotected sex. Several options can be used as ECPs: dedicated EC products, progestin-only pills and combined oral

contraceptives.

Emergency Cu-1UD

Highly effective as emergency contraception. Can provide ongoing long-term pregnancy protection if inserted for

emergency contraception.

Source: adapted from WHO Family planning/contraception (2018) [30,41]

* “As commonly used” means how the method is used under real-life, day-to-day conditions experienced by average users (assuming

occasional non-use and/or incorrect use).
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