
A companion to the 

2012



 

Published by the Department of Health 
Private Bag X828 
Pretoria 0001 
South Africa 
December 2012

Copyright: © Department of Health, Republic of South Africa 2012

or more informa on:
Department of Health 
Dr Nathaniel Khaole 
email: KhaolN@health.gov.za
www.doh.gov.za    



Contents

on Cont e on C n e nes    Department of Health 1

Foreword from the Minister of Health 02

Acknowledgements 04

Abbrevia ons 0

e e  06

C te 1  ntroduc on to clinical guidelines for contracep on 0

C te 2 Clinical guidelines for method provision 1

C te Contracep on for special needs adolescents, menopausal women, 
disabled women and women with chronic condi ons  

C te Contracep on and H  1

nne e 

en es 

e e en es   101

hese contracep on clinical guidelines are a companion to the 
 which include the following sec ons:

Sec on A: Background and Conte t
Chapter 1: The bigger picture
Chapter 2: Contracep on in South Africa: An overview

Sec on B: Policy Framework
Chapter : uiding principles, ob ec ves and priority ac vi es

Sec on C: Service Delivery uidelines 
Chapter 4: Levels of service delivery
Chapter : uality of care 
Chapter 6: Special considera ons for service delivery adolescents, migrants, se  workers, L BT , men

Sec on D: The Client s Consulta on: Contracep on or concep on
Chapter : Client s consulta on: Fer lity choices and planning
Chapter 8: Client s consulta on: Contracep on
Chapter : Client s consulta on: Towards healthy concep on

C
on Cont e on C n e nes



2

Foreword from the Minister of Health

a onal Contra e on Clini al idelines     Department of Health

Foreword  the Minister of Health

The Na onal Contracep on and Fer lity Planning Policy and Service Delivery uidelines and Na onal 
Contracep on Clinical uidelines are e tremely important documents aimed at repriori sing 
contracep on and fer lity planning in South Africa, with an emphasis on dual protec on.  

Contracep on is one of the most powerful public health tools for any country. Providing women with 
access to safe and e ec ve contracep on is a cri cal element of women s health. nabling women 
to make choices about their fer lity is empowering and o ers women be er economic and social 
opportuni es. Birth spacing also improves the opportuni es for children to thrive physically and 
emo onally. ngaging men in se ual and reproduc ve health encourages shared responsibility in their 
roles as partners and parents. 

The adop on of the revised Contracep on Policy takes place within the conte t of renewed 
interna onal focus  at the 2012 global Family Planning Summit held in London, the importance of 
contracep on to human development, gender empowerment, H  and se ual and reproduc ve health 
was once again emphasised. 

Against this background  am delighted to release the revised policy on contracep on and fer lity 
planning. t is being launched during an e ci ng period in the history of health care in South 
Africa, with the re engineering of primary health care, emphasis on health systems strengthening, 
implementa on of the Na onal Core Standards, and closely linked to this, the introduc on of the 
Na onal Health nsurance. 

n addi on, the policy has been developed against the background of the H  epidemic. About one 
third of young South African women are H  posi ve, and contracep ve provision and fer lity advice 
must take this into account. Similarly, two thirds of South Africa s young women are H  nega ve but 
are at risk of H  infec on, and their counseling and choices need to take issues related to risk and 
preven on into considera on. 

No ng the above, much depends on the successful implementa on of this policy. Contracep on is 
one of the orld Health rganiza on s four strategic prongs for the preven on of mother to child 
transmission of H . Contracep on and planning for concep on contributes to the reduc on of H  
transmission, thereby suppor ng the Na onal Strategic Plan on H , ST s and TB 2012 2016 . t 
has enormous poten al to contribute to South Africa achieving its Millennium Development oals, 
par cularly MD s 4 and . t is also an important part of the strategy to ensure the successful 
implementa on of the African nion s Campaign for the Accelerated Reduc on of Maternal, Neonatal 
and Child Mortality in Africa CARMMA , to which South Africa is a signatory. 

The revision of the contracep on policy was deemed necessary to ensure up to date prac ce in South 
Africa, and re ects the changes over the last decade in the elds of H , contracep ve technology and 
related research.  ne of the most signi cant changes has been the e panded scope of the policy to 
embrace both the preven on of pregnancy contracep on  and the planning for a healthy pregnancy 
concep on . The policy also re ects the Department of Health s focus on human rights, uality and 

integra on. Drawing on the e per se of scien sts, clinicians, health workers and prac oners, the 
revised policy provides a framework for a broad, forward looking contracep on and fer lity planning 
programme, with an emphasis on improved access as well as e panded contracep ve choice.
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Now, more than ever, the successful implementa on of this policy is of cri cal importance. e 
urgently need to deal more e ec vely with the challenges facing our country in terms of unacceptably 
high rates of H , teenage pregnancy, unintended pregnancies, infant and maternal mortality, and the 
elimina on of mother to child transmission of H . mproved access to and use of contracep on will 
result in a decreased demand for termina on of pregnancies. ncouraging women to plan for healthy 
pregnancies, including ming and spacing, will improve health outcomes for both mothers and babies. 

However, the realisa on of a sound, innova ve policy can only be measured by its successful 
implementa on. To ensure that this happens,  call upon all health workers to priori se the following 

ve key ac ons:

i  he ro ision of alit  ontra e e health ser i es: We need to ensure that we have a robust 
health system so that we can provide the contracep ves and services we promise  this involves 
improved access, e panded choice, uality care, sta  training and con nuous and e cient commodity 
supply.

ii  m la n  omm nit  awareness and demand: We need to ensure that our communi es 
understand the importance of contracep on and planning for healthy pregnancies, the range of 
methods available and where they can be obtained  this re uires advocacy and demand crea on, 
underpinned by e ec ve communica on strategies which encourage informed decision making and 
contracep ve use.  

iii  n  inte ra on into ra e  We need to deal with the dual challenges of H  and unwanted 
pregnancies, through the promo on of condom use and dual contracep on as well as through 
the ac ve promo on of integrated H  and se ual and reproduc ve health services  we need 
commitment, crea vity and e ibility to ac vely opera onalise integra on. 

i  trate i  m l  se toral olla ora on: We need to e pand access beyond tradi onal clinical 
se ngs and strengthen provision. To this end, we need vibrant, responsive partnerships  with civil 
society, the private sector, and development and implemen ng partners. 

 iden e ided lannin  and ro ision: We need to ensure that the implementa on of the policy 
is monitored, evaluated, and that interna onal and local research informs decisions and planning.
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A re ia ons

A DS  Ac uired immunode ciency syndrome

ART An retroviral therapy or treatment

AR  An retroviral drugs treatment 

CHC Combined hormonal contracep on

C C  Combined in ectable contracep on 

C Cs  Combined oral contracep ve pills 

Cu D Copper intrauterine device

DMPA  Depot medro yprogesterone acetate 

DOH  Department of Health 

D T Deep vein thrombosis

CP  mergency contracep ve pill 

T  tonogestrel implants 

FAB  Fer lity awareness based methods

HCT  H  counselling and tes ng

H   Human immunode ciency virus

H RNA   H ribonucleic acid viral load

HP   Human papillomavirus 

C  nforma on, educa on and    
 communica on 

D ntrauterine device

S ntrauterine system

LAM  Lacta onal amenorrhoea method 

L BT  Lesbians, gay, bise ual, transgender and  
 interse  persons

LN S Levonorgestrel releasing intrauterine   
 system

LARC  Long ac ng reversible contracep on 

N T N Norethisterone enanthate 

NNRT   Non nucleoside reverse transcriptase   
 inhibitors 

NSA D  Non steroidal an in ammatory drug 

P   Pulmonary embolism

PI Protease inhibitor

PID Pelvic in ammatory disease

PMTCT Preven on of mother to child    
 transmission of HI

POP  Progestogen only pill 

POC Progestogen only contracep ve

SL  Systemic lupus erythematosus

STI Se ually transmi ed infec on

TB  Tuberculosis 

TOP  Termina on of pregnancy

NFPA              nited Na ons Popula on Fund

SAID  nited States Agency for Interna onal   
 Development 

T  enous thromboembolism

WHO World Health Organiza on

WHO M C World Health Organiza on medical   
 eligibility criteria for contracep ve use

WRHI  Wits Reproduc ve Health and HI    
 Ins tute

μg microgram

mg milligram
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The Na onal Contracep on Clinical uidelines consists of four chapters rela ng to the clinical 
provision of contracep ve services.

 Cha ter 1 gives an overview of the World Health Organiza on s medical eligibility criteria on which 
the Clinical uidelines are based, and outlines key clinical prac ce issues within the South African 
conte t. Long ac ng reversible contracep on LARC  is e plained, and a summary of contracep ve 
e ec veness and con nua on rates is presented.

 Cha ter 2 provides method speci c guidelines for contracep on. Implicit in the guidelines is the 
concept that method provision includes contracep ve and fer lity informa on and counselling, 
o ered as part of a comprehensive HI  and se ual and reproduc ve health care package.

 Cha ter  provides guidelines for the provision of services for people with special needs: 
adolescents, menopausal women, women with physical and intellectual disabili es, and women 
with chronic condi ons.

 Cha ter  considers issues rela ng to contracep on and   HI , including HI  ac uisi on, 
transmission, disease progression and drug interac on. uidance for the provision of speci c 
methods within the conte t of HI  is provided. 

Anne es 1 10 outline the medical eligibility criteria for speci c methods, based on the 
, , published by the World Health 

Organiza on in 2010.

These contracep on clinical guidelines are a companion to the 
 which include the following sec ons:

ec on A  ackgro nd and Conte t
Chapter 1: The bigger picture
Chapter 2: Contracep on in South Africa: An overview

ec on  olic  Framework
Chapter 3: uiding principles, ob ec ves and priority ac vi es

ec on C  ervice eliver  idelines 
Chapter 4: Levels of service delivery
Chapter : uality of care 
Chapter 6: Special considera ons for service delivery adolescents, migrants, se  workers, L BTI, men

ec on  he Client s Cons lta on  Contrace on or conce on
Chapter : Client s consulta on: Fer lity choices and planning
Chapter 8: Client s consulta on: Contracep on
Chapter : Client s consulta on: Towards healthy concep on

Overview
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This chapter begins with an overview of the World Health Organiza on Medical ligibility Criteria 
WHO M C  on which the clinical guidelines are based. This is followed by an outline of key clinical 

prac ce issues within the speci c conte t of South Africa. The importance and relevance of long
ac ng reversible contracep on LARC  is also e plained, followed by a summary of contracep ve 
e ec veness and con nua on rates Table 2 .

1 1 Medical eligi ilit  criteria for contracep ve se 
In an a empt to update and standardise the safe provision of modern contracep ve methods and 
eliminate unnecessary restric ve prac ces and medical barriers, the World Health Organiza on WHO  
developed a set of medical eligibility criteria for contracep ve use WHO M C .1 These are based on 
results of a collabora ve review of all clinical, epidemiological and programma c research on modern 
contracep ve methods. The suitability of using each method in the presence of speci c factors, 
including medical condi ons, was categorised by weighing the health risks against the bene ts. The 
resul ng medical eligibility criteria allow contracep ves to be prescribed in line with clients  personal 
preferences while maintaining an ade uate margin of safety. This is a posi ve move towards ensuring 
that women and men and their o spring  are ade uately protected from possible health risks, while 
not being unnecessarily denied the contracep ve method of their choice. The WHO M C classi ca on 
categories are shown in Table 1.

These clinical guidelines are guided by WHO M C1 and WHO Selected Prac ce Recommenda ons 
for Contracep ve se.2 Any varia ons due to speci c considera ons in South Africa are noted. Other 
interna onal guidelines based on WHO M C with useful summaries or algorithms are also referenced. 

Classi ca on ith clinical dgement ith limited clinical dgment 

Categor  1 A condi on for which there is 
no restric on for the use of the 
contracep ve method

se method in any 
circumstances

es 
se the methodCategor  2 A condi on for which the 

advantages of using the method 
generally outweigh the theore cal 
or proven risks

Generally use method

Categor  A condi on for which the theore cal 
or proven risks usually outweigh the 
advantages of using the method

se of method not usually 
recommended unless 
more appropriate methods 
are not available or not 
acceptable

o 
Do not use the method

Categor  A condi on that represents an 
unacceptable health risk if the 
contracep ve method is used

Method not to be used

ntrod c on to clinical g idelines 
for contracep on

CHA  1
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HO s fo r cornerstones for famil  planning
WHO has developed a four part package, known as the four WHO cornerstones for family planning: 

 Medical ligibility Criteria for Contracep ve se 4th edi on, 2010 . 
  2nd edi on, 2004  and 2008 pdate, the companion 

guideline to Medical ligibility Criteria for Contracep ve se, provides guidance on the safe and e ec ve use of a wide 
range of contracep ve methods. 

  200
   Revised 2011 pdate

A useful accompaniment is the  WHO, 200

1 2 e  iss es in clinical prac ce
The provision of contracep on needs to be guided by the principles, policy framework and service 
delivery guidelines outlined in the companion to this document   the 

. In addi on, speci c considera on needs 
to be given to the issues outlined below.

nformed choice
veryone should have access to accurate, unbiased informa on about all available methods in order 

to make an informed choice. Clients should be provided with the contracep ve method s that they 
re uest, sub ect to mee ng relevant medical eligibility criteria and availability, combined with an 
assessment of their circumstances.

Client assessment and screening
 . It is important to take a comprehensive personal medical history before clients 

select hormonal contracep on, Cu I D copper intrauterine device  or sterilisa on. 
 . There should be a discussion about the client s future fer lity plans and a risk 

assessment, as appropriate. Speci c factors to be considered are listed below.
 . HI  counselling and tes ng HCT , and discussions rela ng to risk and preven on 

should be provided as a rou ne part of the consulta on. The use of any contracep ve alone, 
without a male or female condom, o ers no protec on from STI HI  and carries the risk of 
ac uisi on  transmission. The fre uency of an HI  test should be guided by possible e posure to 
HI , for both the client and their se ual partners. A general guide is every si  months. HI  staging 
assessment and a CD4 test should be o ered if a client is diagnosed HI posi ve. CD4 levels 
need to be monitored subse uently to determine eligibility for ART an retroviral therapy or 
treatment .3 In addi on, there should be a discussion about the client s future fer lity plans. HI  
status, whether in a seroconcordant or serodiscordant rela onship, and whether on ART are all 
factors to consider in terms of contracep on and fer lity planning.

 . This should be done according to the na onal Department of Health DOH  
guidelines,4 with speci c a en on being given to the need to assess STI and HI  co infec on.

 . Because of the high incidence of HI  and TB co infec on, the 
consulta on is an opportunity to screen, provide informa on, treat or refer, as per the most recent 
DOH TB guidelines.

 . The measurement of blood pressure is essen al for sterilisa on. It is recommended 
that blood pressure is measured before and during the use of hormonal contracep on. 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 subse uent visit.

 . This is only essen al before ng an intrauterine contracep ve device system 
or female sterilisa on, unless the need for a pelvic e amina on is indicated in the history taking.

 . Where possible, the consulta on should serve as an opportunity 
to educate clients about breast self e amina on and the purpose and value of cervical screening. 
This can be done on ini a on of a contracep ve method or at a mutually agreed appointment. 
Pap smears should be done according to the most recent DOH na onal guidelines for the Cervical 
Cancer Screening Programme or when clinical history indicates this e amina on is re uired.
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H  and  preven on
There needs to be constant promo on of dual method use. Barrier methods, both male and female 
condoms, should be used in combina on with all other contracep ve methods to e ec vely prevent 
HI , STIs and pregnancy. Always emphasise consistent and proper condom use, combined with highly 
e ec ve contracep on.

Follow p visits
Follow up visits should be scheduled according to sound medical reasoning  unnecessarily fre uent 
follow up visits should be discouraged. Recommenda ons for the ming of follow up visits for each 
method are given in Chapter 2.

High dose com ined oral contracep ve pills 
Rou ne use of high dose 3  g ethinyl estradiol  combined oral contracep ve pills COCs  should be 
discon nued, unless speci c medical indica ons e ist. Clients using high dose prepara ons should be 
switched to formula ons containing  3  g oestrogen, as soon as possible.

r g interac ons with hormonal methods
See method speci c sec ons for most recent recommenda ons. Also see Chapter 4: Contracep on 
and HI .

n ecta le contracep ves
Progestogen only in ectables are currently the most commonly provided contracep ves in South 
Africa. Recent observa onal studies suggest that use of hormonal contracep on in par cular 
progestogen only in ectables  might increase the risk of HI  ac uisi on and transmission. , 6 
While there is need for further research, every e ort must be made to emphasise the importance 
of  use in con unc on with hormonal and other non hormonal 
contracep ves for the preven on of HI . Alterna ves, such as low dose hormonal contracep ves, 
and non hormonal op ons, such as Cu I Ds, need to be e plored with the client. The bene ts of the 
in ectable to prevent pregnancy need to be weighed against the possible risk of HI  ac uisi on.

e in ec on within the grace period for late in ec ons
In clients presen ng late, the grace period for repeat in ec on without the need to rule out 
pregnancy , is four weeks for depot medro yprogesterone acetate DMPA  and two weeks for 
norethisterone enanthate N T N .  This does not mean that in ec ons of DMPA and N T N should 
be rou nely scheduled for 16 and 10 weeks  clients should s ll be encouraged to come for re
in ec on on me.

ni a ng contracep ve methods in non menstr a ng women2  

Generally it is recommended to rule out pregnancy prior to ini a on of most contracep ve methods. 
Tradi onally, menstrua on was considered to be a reliable indicator that a woman is not pregnant. 
However, it is not necessary to restrict ini a on of the contracep ve method to menstrua on. A 
woman can ini ate contracep on at any me 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 ues ons. ach of these ues ons 
describes a situa on when pregnancy is highly unlikely see Appendi  2: Pregnancy checklist .

Women in whom pregnancy has not been not ruled out, should either wait un l their ne t menses to 
ini ate a method of contracep on, or have a pregnancy test done if they miss their ne t period. Those 
who want to ini ate oral contracep ve pills can be given a pack to take home with instruc ons to start 
on the rst day of their ne t menses.
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ostpart m 
 Women to be counselled about contracep on and or supplied with a suitable method of their 

choice at every opportunity, for e ample during antenatal visits, a er delivery, at the si week 
postpartum visit and subse uent visits for infant immunisa on opportuni es. 

 ach client s couple s needs for contracep on should be discussed and assessed individually. For 
instance, couples intending to abstain from se ual ac vity for a period of me a er childbirth, for 
religious or cultural reasons, may not re uire immediate postpartum contracep ve cover. 

 Women who are not intending to breas eed may start progestogen only methods immediately. 
Non breas eeding women should delay ini a on of combined hormonal contracep ves un l 
three weeks postpartum when the risk of venous thromboembolism is reduced. If a woman has 
addi onal risk factors for thrombosis for e ample smoking, immobility, transfusion at delivery, 
obesity, postpartum haemorrhage, pre eclampsia , combined hormonal contracep ves should be 
delayed un l si  weeks postpartum.8

 Women who are intending to breas eed should not use oestrogen containing methods un l si  
months postpartum, or when the infant is weaned whichever occurs soonest .

 It is recommended that, ideally, ini a on of progestogen only in ectables is delayed un l si  weeks 
postpartum. However, this puts women who do not fully breas eed or discon nue breas eeding 
before si  weeks at risk of early concep on ovula on can start as early as 28 days postpartum .8,* 
Thus, if no other methods are available or acceptable to the client, progestogen injectables could 
be ini ated prior to discharge from the health facility.

 Female sterilisa on with full consent  may be performed immediately postpartum or within the 
rst seven days. Otherwise it should be delayed un l at least si  weeks postpartum. se of other 

contracep on should be recommended in the interim. Priority should be given to ensuring that 
women re ues ng postpartum sterilisa on have access to services counselling and clinical .

 A Cu I D may be inserted immediately postpartum right a er the delivery of the placenta , or 
within the rst 48 hours, by providers trained in postpartum Cu I D inser on. Otherwise it should 
be delayed un l at least four weeks postpartum some mes un l si  weeks if the uterus takes 
longer to contract to its normal size .

acta onal amenorrhoea method 
Lacta onal amenorrhoea method LAM  is not being ac vely promoted in South Africa due to the high 
prevalence of HI  infec on and the local prac ce of early weaning in many parts of the country, which 
carries the risk of transmi ng the virus from mother to child through breast milk. However, health 
care providers should be well informed about LAM in order to counsel e ec vely women who wish to 
use the method. 

Women who are known to be HI posi ve should be counselled about all infant feeding op ons and 
the risks bene ts involved, so they can make an informed choice  they should also be supported 
in their decision. Currently the DOH guidelines recommend e clusive breas eeding for the rst si  
months.

ost miscarriage and termina on of pregnanc  
A er miscarriage or termina on of pregnancy TOP  all women should be o ered counselling and be 
provided with a contracep ve method of their choice from the full range of available methods. Any 
method of the client s choice may be ini ated immediately following uncomplicated miscarriage or 
TOP at any gesta onal stage , provided that the medical eligibility criteria are met. arly ini a on of 
contracep on is advisable because ovula on occurs as early as two weeks post TOP miscarriage, so a 
woman can become pregnant almost immediately a erwards.

* This would be consistent with WHO M C Category 3 and give providers op on to ini ate progestogen injectables earlier than si  weeks if needed. 
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1  ong ac ng reversi le contracep on 
Of concern in South Africa is the problem of con nuing high rates of unintended pregnancies, including 
among vulnerable groups such as adolescents and women with HI , as well as the growing number 
of women accessing TOP services, some repeatedly. Interna onally, similar trends are seen and there 
has been increasing focus on LARC long ac ng reversible contracep on , which are among the most 
e ec ve contracep ve methods and have the greatest poten al to reduce unintended pregnancies.

LARC are de ned as methods that re uire administra on less than once per cycle or month. The 
methods listed below fall within this de ni on.

 Intrauterine contracep on:
  CuT 380 I D registered in South Africa for 10 years but 12 years in other countries
  Levonorgestrel releasing intrauterine system LNG I S   years .

 Progestogen only injectables:
 DMPA once every 12 weeks *
 N T N once every 8 weeks

 Subdermal progestogen implants single rod for 3 years  two rods for 4 or  years, depending on type .

LARC methods combine reversibility with highly e ec ve contracep on, as they do not rely on 
compliance and correct use in the same way as pills or barrier methods see Bo  1 .10

POP   progestogen only pills COC  combined oral contracep ve pills
I S   intrauterine system I D   intrauterine contracep ve device 

                    

* It is noted that WHO and some countries interpret the interval as 13 weeks. In South Africa it is common practice to interpret the 3-month interval 
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With the e cep on of injec ons, LARC methods have superior con nua on rates compared with short
term methods and, despite high ini al costs in par cular with intrauterine systems and implants , in 
all instances are proven to be more cost e ec ve in the long term. 

There has been a lot of work done interna onally to assess the cost e ec veness of LARC, looking at 
issues such as the costs of pregnancies averted, con nua on rates, plus method and service delivery 
costs.11 Findings include the following:

 all LARC methods are more cost e ec ve than the combined pill at one year of use
 intrauterine devices systems and implants are more cost e ec ve than injectable contracep ves
 male and female sterilisa on are only more cost e ec ve than LARC at 1  years.

A comparison of methods in rela on to e ec veness and con nua on rates are summarised in Table 2.

Table 2. 

ec veness gro p Method regnancies per 100 women in 
rst ear

ercentage of 
women 
con n ing 
at one earAs commonl  

sed
sed correctl   

and consistentl

Highly e ec ve, do not 
rely on client s ability to 
use them correctly

asectomy  0.1  0.1 100

Female sterilisa on  0.  0. 100

CuT 380 I D  0.8  0.6   8

LNG I S  0.2  0.2   80

Implants  0.0  0.0   82

Progestogen only pills             
during breas eeding

 1  0.

ec ve as commonly 
used. ery e ec ve 
when used correctly 
and consistently

Progestogen only 
injectables

 3  0.3   6

Combined injectables  3  0.0   6

LAM  2  0.

Combined oral 
contracep ve plus vra  
Patch, Nuva Ring

 8  0.3   68

Progestogen only pills 
not breas eeding

   8    0.3   68

Only somewhat e ec ve 
as commonly used.

ec ve when 
used correctly and 
consistently

Male condoms    1  2   3

Coitus interruptus    2  4   1

Diaphragm with 
spermicide

   1 6  6   

Fer lity awareness based 
methods

   2  

Female condoms    2 1    4

No method    8    8 

Source: Adapted from Trussell , 200 12

O  mergency contracep ve pills ini ated within 120 hours reduces risk of pregnancy by at least .
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Increasing use of LARC will reduce unwanted pregnancies in all groups of women, 
including:

 adolescents
 nulliparous women
 women who are breas eeding 
 women who have had a TOP or miscarriage
 women with HI  need to encourage condom use for dual protec on
 women who have health condi ons which make it unsafe to use oestrogen containing 

methods for e ample women with diabetes, migraines, or those taking drugs which 
a ect liver enzymes .

Priority should therefore be given to e panding the range of LARC methods available in the public health sector. These 
have been clearly shown to be highly e ec ve, have good con nua on rates and are proven to be cost e ec ve 
compared to other methods when used for longer than one year.

panding the number of method choices o ered can lead to improved sa sfac on, increased acceptance 
and increased prevalence of contracep ve use.

Source: , WHO1
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Contracep ve methods disc ssed in this chapter 

Hormonal contracep on Page 1

Com ined hormonal contracep ves Page 1
Low dose combined oral contracep ve pills  
Combined hormonal methods not yet available in the public sector in South Africa

 Combined hormonal transdermal contracep ve patches vra
 Combined hormonal vaginal ring
 Combined injectables

Drug interac ons and combined hormonal contracep ves

rogestogen onl  contracep ves Page 2
Progestogen only pills  
Progestogen only injectables
Subdermal implants
Drug interac ons and progestogen only contracep ves
Note: The levonorgestrel releasing intrauterine system although technically a 
progestogen only method, is included in the sec on on intrauterine contracep on 

ntra terine contracep on Page 34
Copper intrauterine device 
Levonorgestrel releasing intrauterine system 

mergenc  contracep on Page 38 
mergency contracep ve pills 
mergency Cu I D inser on

arrier methods Page 43
Male condom
Female condom
Diaphragm and spermicides

ol ntar  sterilisa on voluntary surgical contracep on  Page 4
Female sterilisa on 
Male sterilisa on

Fer lit  awareness ased methods Page 3

acta onal amenorrhoea method Page  

A s nence Page 6

ithdrawal coitus interruptus  Page 

radi onal methods Page 8

Anne es  Page 
Outline the medical eligibility criteria for speci c methods, based on the 

, ,  
published by the World Health Organiza on in 2010.

 

Clinical g idelines for method provision
CHA  2
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Overview
Chapter 2 provides method speci c informa on for contracep on. These method speci c guidelines 
are intended to standardise and e pand the range of methods available to women in South Africa. 
Although some of these methods are not yet available, it is recommended that they be incorporated 
into the ssen al Drug List, and made available using a phased in approach. mphasis is placed on 
low dose hormonal contracep ves, LARC and highly e ec ve non hormonal methods, such as the Cu 
I D. Implicit in the guidelines is the concept that method provision includes contracep ve and fer lity 
informa on and counselling, o ered as part of comprehensive HI  and se ual and reproduc ve health 
care see the companion to this document: the 

 .

For each contracep ve method the following informa on is provided, where relevant.
 ◆ Key characteris cs, which include, where applicable:

 e ec veness
 age limita ons
 parity limita ons
 mode of ac on
 common side e ects
 non contracep ve bene ts
 e ect on STI and HI  risk
 drug interac on
 dura on of use
 return to fer lity

 ◆ Procedures re uired for ini a on and screening for medical eligibility including HI related 
considera ons and drug interac on where relevant

 ◆ Timing of ini a on 
 ◆ Method speci c counselling
 ◆ Follow up: schedule, content, management of common side e ects
 ◆ Availability: the availability of the method in South Africa as of 2012
 ◆ Key recommenda ons for the future, in terms of increasing contracep ve choice in South Africa

For every method of contracep on, discuss STI and HI , as described in Bo  2 below.

For every method of contracep on, discuss STI and HI .

 Risk assessment: with sensi vity, help the client assess her risk of e posure to STI and HI , and that of her se ual 
partner s. 

 plain the principles of safer se  delayed se ual debut, limi ng the number of se ual partners, mutual monogamy, 
correct and consistent condom use .

 Discuss and screen for STIs, treat if indicated  refer partner for treatment and advise condom use.
 Discuss HI , HCT and e plain the advantage of knowing one s own and one s partner s HI  status  discuss eligibility and 

adherence to ART where appropriate .
 ncourage the client to use male or female condoms in addi on to a non barrier method of contracep on dual 

method use  if she is at risk of e posure to infec on. Supply her with condoms, if appropriate.
 plain that condoms are important for HI  preven on, but highly e ec ve contracep on is important to prevent 

pregnancy.
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2 1 Hormonal contracep on

2 1 1 Com ined hormonal contracep ves

2 1 1 1  ow dose com ined oral contracep ve pills 

Low dose COCs contain 3  g or less of the synthe c oestrogen ethinyl estradiol and one of a range of 
synthe c progestogens for e ample levonorgestrel . They are very e ec ve in preven ng pregnancy 
when taken regularly every day, and are safe for most clients. Many condi ons that restrict the use of 
high dose COCs do not apply to the low dose formula ons, but screening and careful instruc ons are 
re uired to ensure correct and consistent use. See Table 3 for key characteris cs.

Informa on about drug interac ons and COCs is given in Table 3

 ◆ e  characteris cs of low dose COCs  

ec veness 2  during the rst year as commonly used  when used correctly and consistently the 
e ec veness is as high as .

Age limita ons No restric ons on use from menarche to age 40. A er age 40 generally can use, but more 
careful follow up may be re uired 

arit  limita ons No restric ons

Mode of ac on Works primarily by preven ng ovula on. Other mechanisms, such as thickening of the 
cervical mucus which reduces sperm transport  and altering the endometrium are 
considered secondary

Common side e ects Nausea and inter menstrual spo ng bleeding are not uncommon in the rst 3 months. 
Mild headaches, dizziness, breast tenderness, light periods, break through bleeding or 
occasionally amenorrhoea may occur. Medical management is not usually necessary or 
recommended, but the side e ects should be discussed

on contracep ve 
ene ts

Non contracep ve bene ts associated with COCs use include:
 Regular, lighter and less painful periods menstrua on
 Preven on or improvement of iron de ciency anaemia
 Decrease in incidence of pelvic in ammatory disease PID , ectopic pregnancy, ovarian 

and endometrial cancers and benign breast disease
 Reduces symptoms of endometriosis and polycys c ovarian syndrome
 Can improve or worsen acne prepara ons containing cyproterone acetate or 

drosperinone as well as some other progestogens are par cularly e ec ve in 
management of acne

 Protec on from risks associated with pregnancy

ect on  and H  risk Not protec ve

ra on of se Can use COCs safely throughout the reproduc ve years  there is no value in periodic 
discon nua on

et rn to fer lit Fer lity returns without a delay

 ◆ roced res re ired for the ini a on of COCs

 The vast majority of women can use COCs safely. Most of the condi ons that may preclude women 
from the safe use of COCs are not very common in women of reproduc ve age and usually can 
be ruled out by taking appropriate medical history. See medical eligibility criteria for ini a ng 
combined hormonal contracep ves Anne e 1 .

 Thorough medical history taking is essen al before the ini a on of COCs.
 Whenever possible, blood pressure should be measured before ini a ng COCs  but a woman 

should not be denied COCs if her blood pressure cannot be measured, provided she has never 
been diagnosed with high blood pressure. Where possible, blood pressure should be measured 
within three months of commencing the method.
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 ◆ iming of ini a on
COCs may be ini ated at any me, as long as it is reasonably certain that the client is not pregnant. If 
pregnancy cannot be ruled out see Appendi  2: Pregnancy checklist , the client should be advised to 
avoid se  or use condoms un l her ne t period starts, and start taking COCs on day 1 of her period but 
not later than day . If her ne t period is late, she should come back for a pregnancy test. See Table 4 
for more guidelines.

Client s sit a on hen to start COCs

Having menstrual cycles  Within the rst  days a er the start of her monthly bleeding, protec on is immediate  
there is no need for a back up method 

 Any other me in the cycle if it is reasonably certain that she is not pregnant see Appendi  
2: Pregnancy checklist . Advise to avoid se  or to use condoms for the ne t  days 

A er childbirth if 
breas eeding

 A er she stops breas eeding or at 6 months postpartum  
Progestogen only methods, Cu I D, barrier methods or LAM can be used in the interim

A er childbirth if not 
breas eeding

 At 3 weeks a er childbirth when there are no addi onal risk factors for thromboembolism
 At 6 weeks a er childbirth if there are addi onal risk factors for thromboembolism. Advise 

use of another method un l this me
 A er 6 weeks, at any me if it is reasonably certain that she is not pregnant. If she is 

se ually ac ve before 6 weeks postpartum, she should use condoms or other back up 
method for the ne t  days

A er miscarriage or 
TOP

 Immediately a er uncomplicated rst or second trimester miscarriage or TOP
 Later at any me if it is reasonably certain that she is not pregnant should use a backup 

method for  days if COCs are ini ated more than  days a er miscarriage or TOP

When changing 
methods

 Immediately, as long as there was consistent and correct use of previous method
 No need to wait for a period a er using injectables but should ini ate COCs before the 

window for re injec on e pires

 ◆ Method speci c co nselling
 Appropriate method speci c counselling is essen al. 
 Provide the necessary informa on on key characteris cs of the method, answer the client s 

ues ons, address fears and concerns respec ully, and instruct the client on correct method use.
When instruc ng the client on correct method use, cover the points outlined in the sec ons below.

It is important to give clear and prac cal instruc ons see Bo  3 .

 Hand the client a demonstra on packet of the same pills that she will use.
 plain: 

 which pills are ac ve contain hormones and which are inac ve pills placebos
 how to take the rst pill out of the packet
 how to follow the direc onal arrows on the packet to con nue taking the pills  one each day.      

 Give instruc ons on star ng COCs: no need to wait for menstrua on, if reasonably certain that not pregnant.
 mphasise the importance of taking one pill each day un l the packet is empty. ncourage the client to link pill taking 

to some regular daily rou ne for e ample teeth brushing  to assist with compliance. 
.

 Give her instruc ons on star ng the ne t packet: with the 28 day pill packet, she should start a new packet of pills the 
day a er she nishes the previous packet. If pills are taken correctly, she should always start a new packet on the same 
day of the week.

 Give instruc ons about what to do if pills are forgo en or vomi ng occurs following pill taking.
 Ask her if she has any ues ons and re uest that she repeats the main informa on to verify understanding .

 

Give the client instruc ons on what to do if she forgets to take a pill see Bo es 4 and . If she 
fre uently forgets to take pills, advise her to switch to a contracep ve method that does not re uire 
daily compliance and is acceptable to her.
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hat to do if o  forgot to take one or more pills or started a pack late

Missing pills or star ng the pack late may make your pill less e ec ve. The chance of pregnancy a er missing pills depends 
on when pills are missed and how man  pills are missed.

A pill is late when you have forgo en to take it at the usual me.

A pill has been missed when it is more than 24 hours since the me you should have taken it.

In a 21:  dosing regimen, the rst 21 pills in a pack are ac ve hormonal pills and the last  are inac ve placebo pills.  
There are varia ons, for e ample, some packs have 24 ac ve pills and only 4 inac ve placebo pills. 

If you miss one ac ve hormone pill anywhere in your pack or start the new pack one day late, you will s ll have 
contracep ve cover.

However, missing two or more ac ve hormone pills or star ng the pack two or more da s late more than 48 hours late  
may reduce your contracep ve cover.

As soon as you realise you have missed any pills, take the most recently missed pill immediately. 

Follow the advice below. If you are not sure what to do, con nue to take your pill and use addi onal contracep on, such 
as condoms, and seek advice as soon as possible.

If you have missed one ac ve hormone pill, anywhere in the pack:
 take the last pill you missed now, even if it means taking two pills in one day
 con nue taking the rest of the pack as usual
 no addi onal contracep on needed
 take your seven inac ve placebo pills as normal.

If you have missed two or more ac ve hormone pills i.e. more than 48 hours late , anywhere in the pack:
 take the last pill you missed now, even if it means taking two pills in one day
 discard any earlier missed pills
 con nue taking the rest of the pack as usual and abstain or use condoms for the ne t  days
 you may need emergency contracep on see below
 you may need to start the ne t pack of pills without taking the inac ve placebo pills see below .

mergenc  contracep on

If you have had unprotected se  in the previous  days and you have missed two or more ac ve hormone pills i.e. more than 
48 hours late  in the rst week of a pack, you may consider emergency contracep on. Get advice from your clinic, doctor or a 
pharmacist about this.

tar ng the ne t pack a er missing two or more pills more than  ho rs late

If seven or more ac ve hormone pills are le  in the pack a er the last missed pill:
 nish the pack as usual, including  days of inac ve, placebo pills.

If less than seven ac ve hormone pills are le  in the pack a er the missed pill:
 nish the ac ve pills in the pack, discard the seven inac ve placebo pills  
 begin the rst ac ve pill from the ne t pack the following day. 

If you forget any of the seven inac ve placebo pills this will not lead to risk of pill failure provided that no more than  
days occur between the last ac ve hormone pill and the rst ac ve pill of the new pack. Discard the missed non hormonal 
pills and keep taking the rest of the pills as usual. 

If you within two hours of pill taking you should take another pill. If vomi ng persists resul ng in two or more pills 
being missed  follow instruc ons for missed pills as above. 

Source: Adapted from  Clinical ec veness nit, 20111
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Con n ing contracep ve cover

 The most recent missed pill should be taken as 
soon as possible.

 The rest of the missed pills should be discarded. 
 The remaining pills should be con nued at the 

usual me.
 Condoms should be used or se  avoided un l 

seven consecu ve ac ve pills have been taken. 
This advice may be overcau ous in the second 
and third weeks, but the advice is a backup in the 
event that further pills are missed. 

f one pill has een missed more than 
2  ho rs and p to  ho rs late  

f two or more pills have een missed 
more than  ho rs late

Con n ing contracep ve cover
 The missed pill should be taken 

as soon as it is remembered.
 The remaining pills should be 

con nued at the usual me. 

Minimising the risk of pregnanc

If the pills are missed 
in the rst week  

pills 1

If the pills are missed 
in the second week  

pills 8 14

If the pills are missed 
in the third week  

pills 1 21

Any se  occurring within the 
last  days is considered to be 
unprotected and emergency 
contracep on should be 
provided. 

No indica on for emergency 
contracep on if the pills in the 

rst week days 1  have been 
taken consistently and correctly, 
however condoms should be used 
or se  avoided for the ne t  days.

Omit the hormone free interval 
by nishing ac ve pills in the 
current pack, discarding all the 
placebo tablets, and star ng a 
new pack the ne t day.

Source: Adapted from  Clinical ec veness nit, 20111

Common side e ects of COCs
 Describe common COC side e ects nausea, mild headaches, tender breasts, irregular bleeding or spo ng, mood 
changes .

 plain that these side e ects are not signs of disease and usually become less or stop within three months of COC use  
many women have none of these side e ects.

 plain how she can deal with some common problems. 

arning signs of rare complica ons of COCs
 escri e the s mptoms of serio s COC related complica ons ACH  

 Abdominal pain or jaundice
 Chest pain or shortness of breath
 Headaches that become severe, one sided or are associated with:
 ye problems such as brief loss of vision, seeing bright zigzag lines
 evere pain or swelling in one leg calf muscle

 Reassure the client that serious complica ons are e tremely rare, but if any of the above symptoms occur she should 
stop taking COCs, use a backup contracep ve method if needed and seek immediate medical a en on.
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See Bo  2 for guidelines. 

 Provide new acceptors with a three months supply of COCs.
 Give clients appropriate I C informa on, educa on and communica on  materials about their 

method and related issues for e ample STI and HI  protec on .
 ncourage clients to return to the clinic at any me if they have any ues ons or concerns about 

COCs or if they wish to switch to another method. 
 mphasise that they need to return to the clinic without a delay if they e perience signs of 

complica ons ACH S .

 ◆ Follow p 

 Rou ne follow up visits:
 rst follow up visit should be scheduled before the end of the third packet of COCs
 at the rst follow up visit and at subse uent visits, 6 12 month supplies of COCs can be 
provided to clients in WHO M C Category 1 and 2. Category 3 clients should only receive 
COCs if prescribed by a doctor and they re uire careful medical follow up.

 Counselling should cover client s ues ons, e periences with the method, sa sfac on, side e ects 
and health concerns.

 Where possible, blood pressure and weight should be measured and recorded at every visit.
 Management of side e ects if needed see Bo  .
 Invite the client to return again at any me if she has di cul es and ensure easy appointment 

system.
 Discuss STI and HI  risk, the need for dual protec on and HCT. 
 If the client is HI posi ve, monitor her CD4 count, assess her eligibility for ART and ini ate or refer 

as appropriate

a sea  di iness  moodiness  mild headaches  tender reasts
 clude pregnancy if suspected, using the pregnancy checklist in Appendi  2, or a pregnancy test. 
 Reassure that these are common side e ects and they usually diminish within three months of ini a ng use of COCs. 
 Advise to con nue taking the pills with meals, preferably just before going to bed. If problems persist try a di erent pill, 
switch to COCs with an oestrogen dose less than 3  g if available  or help her choose another method. 

 Cyclical, premenstrual mood swings and or breast tenderness that occur with use of triphasic pills o en diminish if 
switched to a monophasic pill.

reakthro gh leeding or spo ng  which is tro lesome and or persists e ond three months of COC se
 Ask if the client was taking pills on schedule, without missing any pills.
 clude concomitant drug use, severe diarrhoea and vomi ng.
 amine to e clude pregnancy or other genital tract pathology, such as infec on or cancer. If any pathology is iden ed 
manage or refer for treatment.

Switch to a di erent brand of low dose pills. If this fails, switch to a higher dose oestrogen containing pill if available , or 
help her choose another method. se of high dose pill for three cycles o en provides good cycle control, then the client 
should be switched back to a low dose pill.
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 ◆ Availa ilit

 COCs are available at all levels of service provision. Rou ne use of high dose pills should be 
discon nued and replaced by formula ons containing 3  g oestrogen or less. High dose COCs 
containing 0 g oestrogen should not be used rou nely but are appropriate in speci c situa ons, 
such as for emergency contracep on.

 Level of service delivery: COCs are available at all levels of service provision.

O  
A COC containing 20 g oestrogen should be made available at all levels of care, as second line management for clients 
who e perience unacceptable side e ects with pills containing 30 3  g. These very low dose op ons have par cular 
applica ons for women with side e ects, young or older women. However, these clients should be counselled that 
while lower dose COCs may reduce some common side e ects for e ample nausea, headaches and breast tenderness  
associated with pills containing 30 3  g oestrogen, they may increase menstrual side e ects, such as irregular bleeding 
and spo ng. Clients should be able to decide which side e ects they are willing to tolerate.

2 1 1 2 Com ined hormonal methods not et availa le in the p lic sector in o th Africa

The combined hormonal methods outlined below contracep ve patches, the vaginal ring and 
injectables  are not yet available in the public sector and or registered in South Africa, and so only 
a brief overview of each is provided. See Table  for informa on about drug interac ons with these 
methods.

Com ined hormonal transdermal contracep ve patches vra

 Small adhesive patches containing oestrogen and progestogen. ach patch is applied to the skin 
of the upper outer arm, bu ocks, abdomen, back or thigh and remains in place for seven days 
con nuously. A new patch is applied every week for three consecu ve weeks, then no patch is 
used during the fourth week.  

 Low levels of hormones are released con nuously and are absorbed through the skin and work in 
the same way as the COC by suppressing ovula on and result in cyclical withdrawal bleeds during 
the patch free week.

 Hormone levels are e uivalent to COCs containing 20 g ethinyl estradiol.
 Transdermal administra on avoids the rst pass of hormones through the liver and thus may 
result in fewer oestrogen related side e ects than COCs. Compliance is simpler as it is limited to 
applying a patch once a week, compared to daily pill taking.

 n l more data are available, patch e cacy, medical eligibility and side e ect pro les are 
considered to be the same as for the COC. 

 Because of higher failure rates reported in women weighing over 0 kg the patch is not 
recommended for such clients.

 The patch is highly e ec ve in pregnancy preven on but provides no protec on against STI and 
HI . Addi onal use of condoms is advised for dual protec on.

 Contracep ve patches are currently only available in the private sector in South Africa. There are 
no plans currently to consider introducing this method for use in public sector services.
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Com ined hormonal vaginal ring

 This consists of a e ible ring, which is placed high up in the vagina and remains in posi on for 
three weeks, followed by a week with no ring during which a withdrawal bleed occurs. A new ring 
is used for each cycle. The ring contains synthe c oestrogen and progestogen, which are released 
in small constant amounts throughout the three weeks. The hormones are absorbed through 
the vaginal mucosa and work in the same way as the COC, primarily by suppressing ovula on. 
Hormone levels are similar to those of COC containing 1  g oestrogen.

 Transvaginal administra on avoids the rst pass of hormones through the liver and thus may 
result in fewer oestrogen related side e ects than pills, and the method does not re uire daily 
compliance.  

 n l more data are available vaginal ring e cacy, medical eligibility and side e ect pro les are 
considered to be the same as for the COC.

 aginal rings are registered, and it is e pected that they will be marketed in the private sector in 
South Africa in the near future. There are no plans currently to consider introducing this method 
for use in public sector services. 

Com ined in ecta les

 Injec ons containing a combina on of oestrogen and progestogen are administered by 
intramuscular injec on at intervals of 30 days. This induces cyclical bleeding pa erns, however 
irregular prolonged bleeding and amenorrhoea are not uncommon. The progestogen content is 
the same as that of the progestogen only injectable contracep ves in combina on with oestrogen 
either estradiol cypionate or estradiol valerate , which is released during the rst 8 11 days of 

each cycle at a level similar to that in a normal menstrual cycle.
 Combined injectables cause fewer oestrogen related side e ects than COCs because they avoid the 

rst pass metabolism through the liver, oestrogen is present for a limited me in each cycle and 
natural oestrogen is less potent than the synthe c oestrogen in COCs. 

 Failure rates of 0.2 to 0.4  are reported during the rst year of use.
 n l further data are available, the same criteria for COC use are also used for combined 

injectables.
 Combined injectables are currently not registered or available in South Africa. Introduc on of 

combined injectables to selected pilot sites may be considered in the future in order to e pand 
contracep ve choice. 
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2.1.1.  r g interac ons and com ined hormonal contracep ves

Table  provides informa on about the interac on of combined hormonal contracep ves and other drugs. 

(COCs, patches, vaginal rings and combined 

injections)2–6

r g categor  r g pe of interac on  Clinical recommenda on

n me ind cing 
dr gs 
An convulsants  Carbamazepine

 siclarbazepine
 O carbazepine
 Phenobarbital
 Phenytoin
 Primidone
 Ri namide
 Topiramate 

200mg daily

 nzyme inducer
 Modest to marked 

20 40  reduc on in 
ethinyl estradiol  and 
progestogens

 Possible reduced 
contracep ve e cacy

 se a method that is not a ected by 
enzyme inducing drugs

 If client insists on using COCs, pills 
containing 30 to 3  g  should be 
used and client should be strongly 
encouraged to use condoms in addi on 
to CHCs for enhanced pregnancy 
protec on

 tend dosing regimen of 12 weeks 
ac ve pills with hormone free interval 
of 4 days

Lamotrigine 
as monotherapy

Contracep ve e cacy 
una ected B T reduced 
seizure control no adverse 
e ects when used in 
combina on therapy with 
sodium valproate

Do not use CHCs with lamotrigine 
as monotherapy but can be used if 
lamotrigine is used in combined therapy

Herbal St ohn s Wort 20  reduc on of hormone 
levels

See recommenda ons for an convulsants 
above

An TB drugs  Rifampicin
 Rifabu n

Reduc on 40  and 
progestogen. Markedly 
reduced contracep ve 
e cacy

Do NOT use CHCs

An microbials Broad spectrum 
an bio cs e cluding 
Rifampicin

No signi cant e ects on 
serum levels of hormones 
and no evidence of reduced 
contracep ve e cacy

 There are no restric ons on the 
concurrent use of broad spectrum 
an bio cs 

 Addi onal cover is not re uired 

A  an retroviral 
therapy or 
treatment *

Protease Inhibitors Ritonavir or 
Ritonavir boosted 
protease inhibitors

Signi cant 40  reduc on 
in  levels and some 
reduc on in progestogens. 
Marked reduc on in 
contracep ve e cacy

Do NOT use CHCs

Non Nucleoside 
reverse transcriptase 
inhibitors NNRTI

 favirenz
 Nevirapine

 Slightly increased 
hormone levels

 Modest reduc on of  
less than 30

 CHC can be used
 CHC with oestrogen dose below 30 g 
are not recommended. Clients should 
be strongly encouraged to use condoms 
in addi on to CHCs for enhanced 
pregnancy protec on

Nucleoside reverse 
transcriptase 
inhibitors NRTI

 Zidovudine
 Stavudine
 Tenofovir 
Didanosine 
Abacavir

CHC can be used

* For contracep ve interac ons with ART drugs not listed above please consult an up to date medicines formulary.
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2.1.2 rogestogen onl  contracep ves*

2.1.2.1 rogestogen onl  pills 

Progestogen only pills POPs  are oestrogen free oral contracep ves containing very low doses of 
synthe c progestogen. A pill should be taken appro imately at the same me every day. There are no 
inac ve pills in the POP pack and no break re uired between packs.

POPs are appropriate for breas eeding women and are a useful alterna ve for women who e perience 
oestrogen related side e ects with COCs, or have health condi ons that may preclude safe use of 
COCs. POPs are e ec ve in preven ng pregnancy, and their use does not a ect breas eeding or 
interfere with coitus. In common use, POP e ec veness is slightly less than that of COCs in non
breas eeding women but, when compliance is good, POPs are very e ec ve. They are also highly 
e ec ve in breas eeding women. POPs are safe for most women. Few condi ons preclude safe POP 
use. See Table 6 for key characteris cs.

 ◆ e  characteris cs of O s 

ec veness In non breas eeding women: 0 2  as commonly used  when used consistently and 
correctly, POPs are more than  e ec ve. In breas eeding women:  e ec ve

Age limita ons No restric ons on use for women from menarche to menopause

Parity limita ons No restric ons

Mode of ac on Primarily thickens cervical mucus and so prevents sperm penetra on a er 2 days of use . 
Also inhibits ovula on in 60  of cycles 

Common side e ects Changes in menstrual bleeding irregular bleeding, spo ng or amenorrhoea , mild 
headaches, nausea, dizziness, mood changes and breast tenderness 

Non contracep ve bene ts None other than protec on from risks associated with pregnancy 

ect on STI and HI  risk Not protec ve

Dura on of use Can be used throughout the reproduc ve years

Return to fer lity Fer lity returns without a delay

 ◆ roced res re ired for the ini a on of O s

Most women can use POPs safely. POPs have fewer contraindica ons than COCs. Most of the 
condi ons that may preclude safe use of POPs are not common in women of reproduc ve age and 
usually can be ruled out by taking appropriate medical history. See Anne e 2 for WHO M C.

 ◆ iming of ini a on
POPs may be ini ated at any me provided it is reasonably certain that the client is not pregnant. If the 
possibility of pregnancy e ists, a pregnancy test must be done, or the client advised to avoid se use 
condoms un l her ne t menses, and begin pill taking from day 1 of the cycle.

* Levonorgestrel releasing intrauterine system (  although technically a progestogen-only method, is included in Section 2.2 on 
intrauterine contraception.
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Client s sit a on hen to start
Having menstrual cycles  Within the rst  days of the onset of menses, protec on is immediate, no need for a 

backup method
 Any other me in the cycle if it is reasonably certain that she is not pregnant 
 Advise avoiding se  or use condoms for the rst 2 days of taking pills

A er childbirth if 
breas eeding

 Immediately if re uested
 Later at any me if it is reasonably certain that she is not pregnant 
 If her menses have returned, advise to avoid se  or use condoms for the rst 2 days of 
taking pills

A er childbirth if not 
breas eeding

 Immediately or within the rst 3 weeks postpartum  no backup protec on needed
 Later at any me if it is reasonably certain that she is not pregnant
 Advise to avoid se  or use condoms for the rst 2 days of taking pills

A er miscarriage or TOP  Immediately or within  days a er rst or second trimester miscarriage or TOP  no 
backup protec on needed 

 Later at any me if it is reasonably certain that she is not pregnant
 Advise avoiding se  or use condoms for the rst 2 days of taking pills

When changing methods  Immediately as long as there was consistent and correct use of previous method 
 No need to wait for a rst period a er using injectables
 If using injectables, can start when repeat injec on would have been given, or within 
the 2 week N T N  or 4 week DMPA  grace period

 No addi onal contracep ve protec on is needed

 ◆ Method speci c co nselling
Appropriate method speci c counselling is essen al. Provide the necessary informa on on key 
characteris cs of the method, answer the client s ues ons, address fears and concerns respec ully, and 
instruct the client on correct method use. For instruc on on correct method use, cover the points below.

Clear and prac cal instruc ons are important.

ecommended protocol for instr c ng clients on O  se
 All pills look the same and all of them contain hormones. This means there are no inac ve pills in the pack, no pill free 

intervals and no days dedicated  to menstrua on.
 Pills should be taken daily, preferably at the same me, but never more than 3 hours late. Clients should be counselled 

to take the pill at the same me every day, linking the pill to a daily rou ne ac vity.
 Pills are taken con nuously: when the pack is nished, start the new pack the ne t day.
 When a woman stops breas eeding, consider changing to COC, unless contraindicated, as POPs become less e ec ve 

unless very strict pill taking regimen is followed .

Give the client instruc ons on what to do about missed pills. If she o en forgets pills, it is be er to 
choose another contracep ve method that does not re uire rigid compliance.

ecommended protocol for missed O s

If a client is more than 3 hours late in taking a pill, she should take it as soon as possible, then keep taking one pill each day 
as usual and use condoms or avoid se  for the ne t 48 hours.

The same instruc ons apply if more than one pill is missed. Women who have monthly bleedings regardless of their 
breas eeding status  should consider using emergency contracep on if they had se  in the past  days.
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These include changes in bleeding pa erns fre uent irregular prolonged no monthly bleeding , 
headaches, dizziness, mood changes, breast tenderness, nausea. For breas eeding women, it may 
cause a longer delay of monthly bleeding a er childbirth. 

 
See Bo  2 

 Provide new clients with a 3 months supply of POPs.
 Give clients appropriate I C materials about their method and related issues for e ample STI and 

HI  protec on .
 ncourage clients to return to the clinic at any me if they have any ues ons or concerns about 

POPs or if they wish to switch to another method.

 ◆ Follow p

Rou ne follow up:
 rst follow up visit to be before the end of the third packet of POPs
 at the rst and subse uent follow up visits, 6 12 month supplies can be provided to clients in 

WHO M C Category 1 and 2. Category 3 clients should only receive POPs if prescribed by a doctor 
and they re uire careful medical follow up.  See Anne e 2 for WHO M C.

 Counselling should cover client s ues ons, e periences with the method, sa sfac on, side e ects 
and health concerns. 

 Management of side e ects if needed see Bo  8  
 Invite the client to return again at any me if she has di cul es and ensure easy appointment 

system.
 Discuss STI and HI  risk, the need for dual protec on and HCT.
 If the client is HI posi ve, monitor her CD4 count, assess eligibility for ART and ini ate or refer as 

appropriate.

rreg lar leeding or spo ng
 Reassure the client that irregular bleeding or spo ng is to be e pected and occurs commonly with POPs. 
 Ask if she takes pills on me, had vomi ng or diarrhoea, or started any medica ons, all of which could make POPs less e ec ve.
 If there are reasons to suspect underlying condi on for e ample irregular bleeding became worse or started again 
a er several months of normal bleeding  e clude pregnancy intrauterine, ectopic  and other possible causes, such as 
incomplete miscarriage, genital tract infec on and reproduc ve tract cancer. If pathology is iden ed or suspected, refer 
for management. If not, counsel, reassure and advise to con nue using POPs.

 Management of irregular bleeding or spo ng: for short term relief, o er ibuprofen 800 mg 3 mes a day for  days.
 If unacceptable bleeding persists and pathology has been e cluded, advise client to change to another method.

Amenorrhoea
 Reassure the client that amenorrhoea is not uncommon in POP users. If there are reasons to suspect pregnancy for 
e ample she forgets to take pills on me , rule it out by the means available see Appendi  2: Pregnancy checklist . If 
pregnant, stop use of POPs and discuss on going management including the op on of TOP.

 If not pregnant, advise con nued use of POPs with appropriate reassurance and counselling.

Headaches
 If mild and no cause is found, treat with analgesics. If she develops migraines with aura, stop POPs and o er her a choice 
of other appropriate methods non hormonal .

Mood change
 Counsel that mood changes may occur with POP use. If unacceptable, help her choose another method and if needed 

for e ample if she has severe depression  refer for care.



28

Chapter 2   Clinical guidelines for method provision

a onal Contracep on Clinical idelines     Department of Health

 ◆ Availa ilit
POPs are available at all levels of care.

O  
 When progestogen only pills containing a daily dose of  g desogestrel Cereze e  become available in South 

Africa it is recommended that they should be o ered to women especially non breas eeding women  as the 
preferred choice to currently available POPs.

 Desogestrel based POPs consistently suppress ovula on in addi on to thickening cervical mucus, which makes their 
mechanism of ac on similar to that of COCs. As a result, they are more e ec ve than other POPs and re uire less 
rigid pill taking re uirements. This is par cularly important for non breas eeding POP users as they do not bene t 
from the synergis c e ect of lacta on giving addi onal protec on from pregnancy.8

2.1.2.2 rogestogen onl  in ecta les 

Progestogen only injectables are a highly e ec ve method of reversible contracep on suitable for 
most women. They contain synthe c progestogens administered by deep intramuscular injec on. 
There are two available and widely used progestogen only injectables in South Africa: depot 
medro yprogesterone acetate DMPA , and norethisterone enanthate N T N . 

Injectables are popular among clients because they are highly e ec ve, easy to comply with, re uire 
only periodic clinic visits, are private and no supplies need to be kept at home. See Table 8 for key 
characteris cs.

 ◆ e  characteris cs of progestogen onl  in ecta les

ec veness As commonly used, injectables are 4  e ec ve. If used correctly for e ample woman 
comes for reinjec on on me , the e ec veness is as high as .

Age limita ons Overall no restric ons, but some cau on may be warranted in adolescents younger than 
18 years and women older than 4  years due to concerns about reduced bone mineral 
density. There are no data to deny the choice of either injectable on the grounds of age 
alone 

Parity limita ons No restric ons

Mode of ac on Primarily inhibits ovula on but also thickens cervical mucus and thereby prevents sperm 
penetra on 

Common side e ects Changes in menstrual bleeding irregular, prolonged or and heavy bleeding, 
amenorrhoea  and weight gain, are important issues to cover during counselling. Other 
possible side e ects include headaches, dizziness, mood changes and decrease in se  
drive

Non contracep ve bene ts The use of injectable contracep ves provides the following addi onal health bene ts:
 Preven on or improvement of iron de ciency anaemia
 Decrease in occurrence of ectopic pregnancy, pelvic in ammatory disease, uterine 

broids and endometrial cancer
 Reduc on in the severity of sickle cell crises among women with sickle cell anaemia
 Reduc on in severity of symptoms of endometriosis

ect on STI and HI  risk Not protec ve. Recent observa onal studies suggest that use of hormonal contracep on, 
in par cular DMPA, might increase risk of HI  ac uisi on. ,10 While there is need for 
further research, every e ort must be made to emphasise the importance of consistent 
and proper condom use in conjunc on with hormonal and other non hormonal 
contracep ves for the preven on of HI .11 Alterna ves, such as lower dose hormonal 
contracep ves, and non hormonal op ons, such as Cu I Ds, need to be e plored with the 
client. The bene ts of the injectable to prevent pregnancy need to be weighed against the 
possible risk of HI

Dura on of use Can be used throughout a woman s reproduc ve years but perimenopausal women may 
not have enough me un l menopause to regain bone density. Switching to another 
method a er reaching 4  years may be considered

Return to fer lity Average delay of about 4 6 months depending on type of  injectable. No permanent 
damage to fer lity has been associated with injectables. Cover this issue when counselling
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 ◆ roced res re ired for the ini a on of progestogen onl  in ecta les

The vast majority of women can use injectables safely, provided condoms are used correctly and 
consistently to prevent HI  and STIs. Most of the condi ons which may preclude safe use of injectables 
are not common in women of reproduc ve age and usually can be ruled out by taking appropriate 
medical history. See Anne e 3 for medical eligibility criteria for ini a ng progestogen only injectable 
contracep ves.

 ◆ iming of ini a on
 If the rst injec on is given within the rst seven days of the menstrual cycle, protec on is 

immediate and no backup contracep on is needed.
 The rst injec on can also be given at any other me during the menstrual cycle if it is reasonably 

certain that the client is not pregnant refer to the pregnancy checklist in Appendi  2 . If injectables 
are started a er day , the client should avoid se  or use condoms for the ne t seven days a er the 
injec on. 

 Ini a on of injectables a er childbirth, miscarriage, TOP and when changing methods is as for POPs 
above only backup contracep on, if applicable, should be used for seven days instead of two .

 Star ng progestogen only injectables should not be restricted to menstrua on. This prac ce is 
unnecessary and acts as a barrier to access.

 ◆ Method speci c co nselling
Appropriate method speci c counselling is essen al. Provide the necessary informa on on key 
characteris cs of the method, answer the client s ues ons, address fears and concerns respec ully, 
and instruct the client on correct method use. For instruc on on correct method use, cover the points 
below.

The only re uirement for the client is to a end for injec on every 8 or 12 weeks* depending on the 
type of injectable used.

Counselling about method related side e ects see Bo  , prior to the ini a on and during use of 
injectables and reduces early method discon nua on because of side e ects. Common 
client concerns about progestogen only injectables are changes in menstrual bleeding pa erns and 
weight gain.

 Irregular, prolonged bleeding or spo ng, and heavy bleeding are commonly associated with use of injectables. These 
may occur in one form or another, par cularly in the rst si  months of use, but the fre uency decreases progressively 
with dura on of use.

 Conversely, the fre uency of amenorrhoea increases progressively with dura on of use and by the end of the second 
year about 80  of users of injectables develop amenorrhoea.

 Weight gain may be a problem for some clients and tends to increase with dura on of use. This is mainly mediated 
through increased appe te. Clients should be advised that if they carefully monitor their diet they should be able to 
maintain their weight. 

 Acne, headaches, mood changes and dizziness may also occur and be problema c for some clients. 
 The an cipated delay in the return to fer lity a er method discon nua on must be discussed and women should be 
counselled accordingly  an average 4 month delay for N T N and 6 month delay for DMPA. This means that some 
women may conceive as soon as the e ec veness of the last injec on wears o , and for some women it may take as long 
as 12 14 months to conceive. However, fer lity is not permanently a ected. Women should be able to decide if they 
want to discon nue injec ons 4 6 months before they want to conceive.

 Appropriate counselling on menstrual changes reduces the discon nua on rate. If a woman nds changes in bleeding 
unacceptable, she should be o ered other available and suitable contracep ve op ons. However, she should understand 
that the e ects of the injectables cannot be stopped immediately and side e ects may con nue un l the blood level of 
the hormone reduces.

* WHO and some countries interpret the interval as 13 weeks. In South Africa, the 3 month intervals are interpreted as 12 weeks, and this is re ected in local 
protocols and pharmaceu cal job aids. For N T N it is 8 weeks.
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See Bo  2

 ◆ Administer the in ec on

  
 Administer by deep intramuscular injec on into the bu ock or upper arm depending on client s 

preference. The degree of obesity may make it di cult to inject the drug into the muscle of the 
bu ocks and arm would be the preferred site of injec on in such cases. 

 Asep c injec on techni ue should be followed i.e. the use of a sterile needle and syringe for each 
injec on and their safe disposal .

 Give clients appropriate I C materials about their method and related issues for e ample STI and 
HI  protec on .

 Clients using DMPA should be seen every 12 weeks and those on N T N every 8 weeks for repeat 
injec on.*

 ncourage clients to return to the clinic at any me if they have any ues ons or concerns about 
their injectables or if they wish to switch to another method. 

 ◆ Follow p

Clients using injectables re uire repeat injec ons: every 12 weeks for DMPA and every 8 weeks for 
N T N. Repeat injec ons may be given 2 weeks early for both N T N and DMPA although this is not 
ideal  2 weeks late for N T N and up to 4 weeks late for DMPA. Guidelines for late injec ons 
are outlined in Bo  10.

f more than 2 weeks for  or more than  weeks for M A have elapsed since the d e date for the 
repeat in ec on

 It may be given if the provider can be reasonably certain that the client is not pregnant for e ample she has not had se  
since the end of her 2 or 4 weeks grace window for reinjec on, or she was using condoms consistently and correctly, or 
she is protected by LAM . 

f the possi ilit  of pregnanc  cannot e e cl ded
 She should be advised to use condoms, abstain from coitus or use POPs for 2 weeks. Then, if a pregnancy test is s ll 
nega ve, she can be given the injec on and advised to abstain or use condoms for a further  days a er injec on.

 If she is unable to comply with the above, the injec on may be given with an e plana on that it will not abort or harm an 
e is ng pregnancy. She should be advised to use condoms or abstain from se  for the rst  days a er injec on. An early 
follow up appointment in 4 6 weeks should be given to e clude pregnancy

 Do not send her away without a method. It is not necessary to wait for menstrua on to re start the injectable.  

 Counselling should cover client s ues ons, e periences with the method, sa sfac on, side e ects 
and health concerns. 

 Management of side e ects if needed see Bo  11 . 
 Where possible, blood pressure and weight should be measured and recorded at every visit.
 Give ne t injec on and date for ne t injec on.
 Invite the client to return again at any me if she has di cul es and ensure easy appointment 

system.
 Discuss STI and HI  risk, the need for dual protec on and HCT. 
 If the client is HI posi ve, monitor her CD4 count, assess eligibility for ART and ini ate or refer as 

appropriate.

* WHO and some other countries interpret the interval as 13 weeks. In South Africa, the 3 month intervals are interpreted as 12 weeks, and this is re ected in 
local protocols and pharmaceu cal job aids. For N T N it is 8 weeks.
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Amenorrhoea
 Reassure the client that amenorrhoea is normal among progestogen only injectable users and not harmful. It does 
not mean that she is pregnant nor that menstrual blood is building up inside her body. plain that amenorrhoea can 
improve her health by preven ng anaemia.

 Lower dose injec ons of DMPA containing 30  less hormone, given by subcutaneous injec ons every 13 weeks, are 
available in some countries but are not yet registered or available in South Africa. Lower dosage may result in lower 
incidence of side e ects without reducing e cacy, however, further research is s ll re uired regarding risk of HI  
ac uisi on. Pre loaded disposable systems make self administra on a possibility.

po ng or light irreg lar leeding 
 Reassure her that this type of bleeding is very common during the rst three to si  months of injectable use, some mes 
longer. It is not harmful.

 Light bleeding can usually be controlled with a low dose COC, such as Norde e Oralcon for  days or a non steroidal 
an in ammatory drug NSAID  but not aspirin, for e ample Ibuprofen 400 mg 3 mes a day for 3 days , if oestrogen is 
contraindicated. 

 If there are reasons to suspect another gynaecological problem for e ample bleeding con nues or starts a er several 
months of normal bleeding, or she has other symptoms as well as bleeding, or bleeding episodes are linked to the me 
of intercourse , e amine and manage or refer as appropriate.

er  heav  prolonged or fre ent leeding more than twice as long as m ch as her s al period
 Reassure that some injectable users e perience heavy or prolonged bleeding. sually it is not harmful and diminishes 
with me.

 It may re uire a en on, especially in women with anaemia. Advise iron rich foods and iron supplements, if necessary.
 If there are reasons to suspect this bleeding may be due to reasons other than DMPA N T N see above , then e amine 
and refer if necessary. If the other causes are e cluded and oestrogen is not contraindicated, prescribe a high dose COC 
pill, such as Biphasil, to be taken daily for 21 days followed by seven placebos during which me a normal withdrawal 
bleed will occur it may be repeated for two cycles if necessary . An alterna ve to reduce the bleeding is a non steroidal 
an in ammatory drug NSAID  but not aspirin, for e ample Ibuprofen 400 mg 3 mes a day for 3 days , if oestrogen is 
contraindicated.

 If unacceptable bleeding recurs or persists advise change to another method.

evere headaches 
 Women who develop bad headaches, or whose headaches become worse a er beginning injectable use, should be 
advised to switch to a non hormonal method and be referred for assessment and management of the headaches if they 
do not se le.

 ◆ Availa ilit  
Progestogen only injectables are widely available and u lised. Before beginning injectables, clients 
should be made aware of the full range of contracep ve op ons available to them. They should 
be thoroughly counselled about common side e ects that may occur and how to manage them, 
in par cular bleeding disturbances and amenorrhoea, delay in return to fer lity and increase in 
appe te. perience shows that such counselling facilitates informed method choice and reduces early 
discon nua on due to method dissa sfac on.

Recent observa onal studies, which suggest a possible increased risk of HI  ac uisi on and 
transmission with progestogen only injectables, reinforce the need to emphasise consistent and 
correct condom use for HI  protec on, and to promote alterna ve LARC methods. 11

ower dose progestogen in ec ons

Lower dose injec ons of DMPA containing 30  less hormone, given by subcutaneous injec ons every 
13 weeks, are available in some countries but are not yet registered or available in South Africa. 
Lower dosage may result in lower incidence of side e ects without reducing e cacy, however, further 
research is s ll re uired regarding risk of HI  ac uisi on.  Pre loaded disposable systems make self
administra on a possibility.

Introduc on of these, in preference to current intramuscular DMPA, should be considered when such 
products become available in South Africa.
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2.1.2.  dermal implants 12  1  

Long ac ng progestogen subdermal implants are proven to be highly e ec ve and safe, and also have 
some addi onal non contracep ve bene ts see Table  for key characteris cs . Systems consis ng 
of single rods containing etonorgestrel Implanon NXT  used for 3 years  and two rods containing 
levonorgestrel adelle  and Sino plant  used for  and 4 years respec vely  are available and u lised 
in many countries, including many in Africa. The older, si rod system Norplant , e ec ve for  years, 
is no longer on the market, but there are s ll women who used this method in the past and plan to 
con nue with it un l e pira on date.
The single rod implant consists of a small plas c rod, about the size of a matchs ck, placed just under 
the skin of the upper arm that releases small amounts of progestogen into the body. Implants contain 
no oestrogen and so are therefore suitable for most women, including those who are breas eeding or 
cannot, or do not wish to, use oestrogen. 
Implants have been shown to be the most e ec ve form of contracep on, with e tremely low failure 
rates and high con nua on rates. Despite high ini al costs they have proved to be cost e ec ve 
compared with pills and injec ons at one year.12

A trained health care provider doctor or nurse  is re uired to insert and remove implants. 
The blood levels of hormone released by implants are constant and much lower than with 
progestogen only injectables, therefore side e ects, whilst similar to those of injec ons, are less 
common and less pronounced and are rapidly reversed when the implant is removed. Implants have 
no e ect on bone mineral density.

 ◆ e  characteris cs of progestogen onl  implants

ec veness Implants are almost 100  e ec ve. With Implanon, one pregnancy occurs in 
1000 women over a 3 year period

Age limita ons No restric ons from menarche to menopause
Parity limita ons No restric ons
Mode of ac on Primarily inhibits ovula on and thickens cervical mucus and thereby prevents 

sperm penetra on 
Common side e ects Changes in menstrual bleeding are common, including lighter bleeding, irregular 

bleeding, infre uent bleeding and amenorrhoea. Other side e ects include 
headaches, nausea, dizziness, breast tenderness, mood changes and abdominal 
pain due to enlarged ovarian follicles

Non contracep ve bene ts Preven on of symptoma c PID and iron de ciency anemia
ect on STI and HI  risk Not protec ve

Dura on of use Can be used throughout the reproduc ve years
Return to fer lity Without a delay

mmar  characteris cs of s dermal implants 
 Constant blood levels of hormone, much lower dose than progestogen only injectable contracep ves
 Suppresses ovula on for the dura on of use
 cacy greater than male or female sterilisa on 
 Common side e ects include irregular bleeding and amenorrhoea, but both are less pronounced and or fre uent than 
with progestogen only injectables

 Minimal e ect on bone mineral density
 Minimal metabolic e ects, no e ect on blood pressure
 Rapidly reversible undetectable blood levels seven days a er removal
 Single and two rod systems much easier to insert and remove than older si rod systems

 ◆ Availa ilit  
Clients who have had implants inserted outside South Africa are seen at our services with increasing 
fre uency. In these instances, referral systems need to be in place to deal with re uests for implant 
removals. Implants are to be introduced into the public sector as soon as they are registered and 
procured. This re uires a phased approach with service provider training and I C promo on amongst 
the general public. 
See Anne e 4 for medical eligibility criteria for ini a ng subdermal implants.
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2.1.2.  r g interac ons and progestogen onl  contracep ves

Table 10 provides informa on about the interac on of progestogen only contracep ves with other drugs

r g categor  r g pe of nterac on  Clinical ecommenda on

n me
ind cing dr gs
An convulsants Carbamazepine 

siclarbazepine 
O carbazepine 
Phenobarbital 
Phenytoin 
Primidone 
Ri namide 
Topiramate 200mg daily

nzyme inducer

Modest to marked 
20 40  reduc on of 

hormone blood levels for 
some progestogen only 
methods

Possible reduced 
contracep ve e cacy

POPs NOT recommended 
WHO M C Category 3

Progestogen injec ons DMPA WHO 
M C Category 1  and N T N WHO M C 
Category 2  can be used. Given at 12 and 
8 week intervals respec vely. No change 
to dosing intervals is necessary

Implants may be used  
WHO M C Category 2

Lamotrigine as 
monotherapy

No drug interac ons with 
POCs

All POCs safe to use 
WHO M C Category 1

Herbal St ohn s Wort 20  reduc on of 
hormone levels

See recommenda ons for an convulsants 
above

An TB drugs Rifampicin 
Rifabu n

nzyme inducers

Modest reduc on of 
hormone blood levels for 
some progestogen only 
methods may lead to 
reduced e ec veness

Do NOT use POPs WHO M C Category 3 .

DMPA WHO M C Category 1  

N T N and Implant both WHO M C 
Category 2  can all be used. No change to 
dosing intervals needed

An microbials

Broad spectrum 
an bio cs e cluding 
rifampicin

No signi cant e ects on 
serum levels of hormones 
and no evidence of 
reduced contracep ve 
e cacy

There are no restric ons on the concurrent 
use of broad spectrum an bio cs and 
POCs 

Addi onal cover is not re uired

A

Protease 
Inhibitors

Ritonavir or ritonavir  
boosted protease 
inhibitors

Signi cant 40  
reduc on in hormone 
blood levels which 
may result in marked 
reduc on in contracep ve 
e ec veness for some 
progestogen only 
methods

Do NOT use POPs WHO M C Category 3

DMPA WHO M C Category 1 , N T N 
and implants both WHO M C Category 2  
can be used. No change to dosing intervals 
needed

Non nucleoside 
reverse 
transcriptase 
inhibitors NNRTI

favirenz 
Nevirapine

Reduces blood 
concentra on level of 
hormone somewhat, but 
probably not enough to 
a ect clinical outcomes. 

se of condoms in 
addi on to POCs for 
enhanced protec on 
from pregnancy is 
recommended with 
all progestogen only 
methods e cept DMPA

Generally can be used with POP and  
N T N WHO M C Category 2 ,  
no restric ons with DMPA WHO M C 
Category 1

Nucleoside 
reverse 
transcriptase 
inhibitors NRTI

No interac on with 
progestogen only 
contracep ves

All POCs can be used without restric ons
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2.2 ntra terine contracep on 

2.2.1 Copper intra terine device 
Cu I Ds are small, e ible contracep ve devices made of plas c and copper that prevent pregnancy 
when ed into the uterus. The Cu I D is a safe and highly e ec ve method of long ac ng reversible 
contracep on suitable for most women. Cu I Ds do not a ect breas eeding, interfere with intercourse 
or have hormonal side e ects. Some gynaecologic condi ons and current PID or cervical infec ons 
preclude use of the method. The most widely used and most e ec ve Cu I D is the CuT 380A, which 
has copper bands around the arms and copper wire around the stem. The CuT 380A is currently 
registered in South Africa for 10 years of use, although WHO and many regulatory bodies consider it to 
be e ec ve for 12 years con nuous use. See Table 11 for key characteris cs.

O  
Cu I Ds must be inserted and removed by sta  trained in the procedure doctors and nurses  using an asep c techni ue. 
Providers not trained in Cu I D inser on and removal should be able to counsel suitable clients on the method and refer 
them if they wish to have a Cu I D ed.

 ◆ e  characteris cs of C  s 

ec veness .2 .4  for Cu I Ds in rst year of use

Age limita ons Women of any age can use Cu I Ds

Parity limita ons No restric ons 

Mode of ac on Primarily prevents fer lisa on by inhibi ng sperm migra on into the upper female 
genital tract. Secondary ac on prevents implanta on through endometrial changes

Common side e ects Menstrual changes bleeding may be heavier, longer and more cramps

Non contracep ve bene ts Provides some protec on from endometrial cancer

ect on STI and HI  risk Not protec ve See Bo  13

Drug interac on None

Dura on of use Most women can use Cu I Ds safely throughout their reproduc ve years. The 
device should be removed one year a er the cessa on of menses menopause . 
Dura on of e ec veness: CuT 380 is currently registered for 10 years in South 
Africa* therea er needs to be replaced. Dalcept is only registered for  years use

Return to fer lity Immediate upon removal

* 

 ◆ roced re re ired for ini a on of C  s

 The vast majority of women can use Cu I Ds safely. There are very few condi ons that may 
preclude safe use of Cu I Ds. See Anne e  for WHO M C for inser ng Cu I Ds  and Anne e 6 for 
WHO guidelines related to Cu I Ds and STIs.

 Full history taking including medical, obstetric, menstrual, gynaecological, contracep ve and 
se ual  is essen al before inser on of a Cu I D.

 Abdominal and pelvic e am both bimanual and speculum  are essen al prior to inser on.
 General e amina on, blood pressure measurement, pap smear, breast e amina on are not 

essen al for safe inser on, but may be carried out if me and e uipment permits.
 Special tests for e ample haemoglobin es ma on  should be done if clinically indicated. 
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O  
If during assessment, a purulent cervical discharge is seen, or there is any sugges on of ac ve PID the Cu I D should not 
be inserted. The client and her partner s should be treated appropriately and provided with another e ec ve method to 
prevent pregnancy. A Cu I D can be inserted a er e ec ve treatment, if there are no other contraindica ons for Cu I D 
inser on. Also see note on STI and HI  in Bo  13

 ◆ Method speci c co nselling
 Providers who cannot themselves t Cu I Ds should provide method speci c counselling ore 

referring the client to an appropriate site for inser on. 
 Providers should answer client concerns and cover the following:  key characteris cs of Cu I Ds  

an outline of the procedure for Cu I D ng and removal  techni ue for self checking Cu I D 
threads, which is op onal. 

 Common side e ects should be discussed, covering changes in bleeding pa erns such as increased 
length and heaviness of menstrual bleeding, irregular bleeding, and more cramps at a me of 
monthly bleeding. mphasise that not all women e perience side e ects and when they do, it is 
o en limited to the rst 3 6 months.

Warning signs of problems that re uire immediate medical a en on include missed menstrual period
possible pregnancy rare , possible e pulsion of the Cu I D, pelvic pain, purulent vaginal discharge 
and or fever, e cessive and or abnormal bleeding.

See Bo es 2 and 13

 ◆ nser on1

O  
Because prevalence of gonorrhoea and chlamydia infec ons is high in South Africa, and rou ne screening for asymptoma c 
infec ons is not available, prophylac c an bio c use at me of inser on a single dose of azithromycin 00 mg or 
do ycycline 200 mg, single dose  is recommended.14 16 *

 A Cu I D can be inserted within the rst 12 days of the menstrual cycle with day 1 being the rst 
day of menstrua on . There does not need to be ac ve bleeding at the me of inser on. Limi ng 
inser on to the days of menstrual bleeding is considered to be an unnecessary barrier that deters 
many women from using the method.

 A Cu I D can be inserted at any other me of the cycle, if it is reasonably certain that the client is 
not pregnant see the pregnancy checklist in Appendi  2 .

 If pregnancy cannot be reasonably e cluded, a pregnancy test should be done and or inser on 
postponed un l the ne t menses.

 If the client is discon nuing the use of one method in order to have a Cu I D, the device can be 
inserted immediately on stopping the previous method as long as compliance has been good.  

Following ncomplicated rst or second trimester miscarriage or O

 The Cu I D may be inserted immediately or within the rst 12 days a er miscarriage or TOP. 

 A er f ll term pregnanc

 sually a er normal vaginal delivery, the Cu I D is inserted at 4 6 weeks postpartum. However, 
immediate early postpartum inser on up to 48 hours a er delivery  may be performed by 
specially trained providers.

 At the me of Caesarean sec on by provider who performs C sec on. Inser on 6 weeks a er 
C sec on by e perienced sta  only. 

a  The reason for recommending rou ne use of prophylac c an bio cs for inser on is due to the high background prevalence of STIs in South Africa. Research 
shows that whilst the rou ne use of an bio cs on inser on does not decrease incidence of clinical PID, it has shown to reduce the number of unscheduled 
clinic visits.
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 ◆ Follow p

 3 6 weeks a er inser on 
 Therea er client should be invited to return at any me if she has a problem related to the Cu I D, 

wishes to discon nue because of side e ects or to plan a pregnancy.
 The only essen al return visit is when Cu I D is due for replacement.
 Annual check ups may be bene cial for general health purposes, but they are not re uired for the 

safe use of Cu I D. 

rreg lar or heav  vaginal leeding
 Reassure the client that Cu I D users may e perience these side e ects. They are generally not harmful and usually 
diminish a er a few months of Cu I D use. clude cervical or pelvic infec on, par al e pulsion, intrauterine or ectopic 
pregnancy rare  or other pathology. If no pathology is detected, counsel, treat with non steroidal an in ammatory 
drugs NSAIDS  other than aspirin for e ample Ibuprofen  and follow up. If bleeding is unacceptable, o er alterna ve 
contracep on and remove the Cu I D.

Cramping and pain
 Reassure the client that increased cramping and pain during menses is common in Cu I D users and usually diminishes 
with me. O er painkillers NSAIDS  other than aspirin. If cramping and pain occur outside of monthly bleedings, e clude 
par al e pulsion or perfora on, evaluate for underlying pathology and treat or refer as appropriate. If cramping and pain 
are unacceptable to the client, counsel about other contracep ve op ons and remove Cu I D.

spected pregnanc
 Pregnancy may be suspected if a woman misses her period, has une plained vaginal bleeding for e ample a er having 

regular menstrual cycles for a while with Cu I D in place , or when Cu I D strings are missing. Note that amenorrhoea 
may be related to previous use of injec ons, the e ects of which take me to wear out. If not, e clude rarely occurring 
pregnancy both intra  and e trauterine . If pregnant, inform the client and discuss management of pregnancy, including 
the op on of TOP, if the pregnancy is not desired. If the pregnancy is desired, advise removal of Cu I D if strings are visible 
and pregnancy 12 weeks. If strings are not visible or pregnancy 12 weeks, refer for further management these women 
will re uire close follow up throughout the pregnancy due to the increased risk of miscarriage which may be sep c .

Missing strings
 May be due to:

 threads cut short or drawn up into uterine cavity
 e pulsion 3
 pregnancy 1
 perfora on 0.1 .

 clude pregnancy through history, e amina on and pregnancy tes ng if indicated.
 n uire whether Cu I D e pulsion has been no ced. 
 If not pregnant and e pulsion has not been noted, probe the cervical canal and the uterine cavity and a empt to grasp 

the Cu I D tail.
 If the Cu I D is not found refer for ultrasound and or X ray to determine posi on of device. Advise condom use un l 

inves ga on is complete. Consider emergency contracep on if recent se ual ac vity was within 120 hours.

aginal discharge or lower a dominal pain s spected 
 n uire about other symptoms of possible PID for e ample fever, irregular bleeding or bleeding a er intercourse, pain 

during intercourse or urina on . 
 amine for genital tract infec on and if client has a vaginal cervical infec on treat according to STI protocol. If PID is 

suspected, treat or refer as appropriate. 
 Discuss safer se  prac ces and partner treatment or no ca on. There is no need to remove the Cu I D if she wishes to 

con nue using it. If symptoms do not improve a er 2 3 days of an bio cs, removal of the Cu I D might be considered 
and an bio c treatment con nued or reviewed. 

 Arrange follow up visit to check the response to treatment and treat partner s.

 if the client re uests removal for whatever reason for e ample she nds side e ects are unacceptable or wants to plan 
a pregnancy  providers should not refuse or delay removal unless medically indicated

 for medical reasons for e ample pregnancy, acute PID not responding to treatment, very heavy uterine bleeding
 when the e ec ve lifespan of the Cu I D has e pired according to the manufacturer s recommenda on
 when the user reaches menopause one year a er her last period if age 0 years or two years if this occurs  age 0 

years .
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 Counselling should cover client s ues ons, e periences with the method, sa sfac on, side e ects 
and health concerns.

 Pelvic e amina on to check for e pulsion of the device and infec on. 
 The client s checking of strings is not essen al. pulsions most commonly occur in the month 

following inser on. If Cu I D is s ll in place during the rst follow up visit in 3 6 weeks a er 
inser on, it is less likely that it will be e pelled later. 

 Manage side e ects if needed see Bo  12 .
 Invite the client to return again at any me if she has di cul es and ensure easy appointment 

system.*
 Discuss STI and HI  risk, the need for dual protec on and HCT See Bo  2 . 
 If the client is HI posi ve, monitor her CD4 count, assess eligibility for ART and ini ate or refer as 

appropriate.

 ◆ Availa ilit
 The DOH is priori sing the training and availability of the Cu I D at all clinical levels of care.

O  
The Cu I D is a highly e ec ve, long ac ng, reversible method of contracep on. It is also highly cost e ec ve but is grossly 
underu lised in South Africa. Cu I Ds should be ac vely promoted for use and to e pand contracep ve choice for women. 
The CuT 380 which is e ec ve for 10 years and e uivalent to female sterilisa on in e cacy, should be made available for 
women re uiring long term contracep on and promoted to all clients, including postpartum, post TOP, who re uire highly 
e ec ve contracep on to delay or space pregnancies or when family is complete.

Cu I Ds, like hormonal methods, provide good pregnancy protec on but do not protect against infec on such as HI . 
Previous concerns that some types of intrauterine devices were associated with upper genital tract infec ons have now 
been nulli ed by studies showing that slightly increased risk of infec on is con ned to the rst few weeks a er inser on 
and limited to a small number of women who had pre e is ng asymptoma c gonorrhoea or chlamydia infec on present at 
a me of inser on.

Inser ng a Cu I D through an infected cervi  may introduce infec on into the upper genital tract. Women with 
symptoma c cervical infec on should be treated and counselled about using other methods. If they want a Cu I D, it can 
be inserted a er a full course of treatment for them and preferably their partners .

Because many women with cervical infec on are asymptoma c, careful history of se ual lifestyle should indicate clients 
at high individual risk of infec on. These women should be counselled about safer se ual prac ces, including condoms for 
dual protec on. For women at high risk of infec on, full presump ve treatment prior to inser on should be considered. 

Due to the high prevalence of gonorrhoea and chlamydia infec ons in South Africa, the recommenda on is rou ne use of 
prophylac c an bio cs.† Clients should receive a single dose of azithromycin 00 mg or do ycycline 200 mg as prophyla is 
at the me of inser on.

Also refer to Anne e 6 for WHO M C for Cu I D use in women with or at risk of  STI and HI .

ven amongst popula ons with high HI  prevalence, use of Cu I Ds or LNG I S by women at risk of HI  or HI posi ve 
women has not been associated with any increased risks of HI  ac uisi on, infec on related complica ons, disease 
progression or viral shedding disease transmission . 

Thus, the Cu I D is considered a safe method for appropriately selected HI posi ve women WHO M C Category 2 . The 
only group of women in whom Cu I D I S inser on is not recommended is women with AIDS who are not clinically well on 
ART WHO M C Category 3 . See Anne e  for WHO M C.

* 
† -
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2.2.2 evonorgestrel releasing intra terine s stem1 2

The LNG I S releases a constant, small amount of progestogen directly into the uterine cavity. 
Marketed under the brand name of Mirena , it is highly e ec ve, with a failure rate of 0.2  and a 
con nua on rate of 80  at one year. It has fewer systemic hormonal e ects than most of the other 
hormonal methods. Common side e ects of LNG I S are similar to other progestogen only hormonal 
contracep ves but are much less pronounced, including irregular bleeding, headaches, nausea and 
breast tenderness, and usually se le within the rst couple of months. With con nued use of the 
method, the majority of women will become amenorrhoeic. See Table 12 for key characteris cs.

 ◆ e  characteris cs of  

ec veness Failure rate of 0.2  and a con nua on rate of 80  at one year  as e ec ve as 
male and more e ec ve than female sterilisa on

Age limita ons Safe for most women regardless of age
Parity limita ons None
Mode of ac on Thickens cervical mucus and suppresses endometrial development
Common side e ects Side e ects are less pronounced than with systemic hormonal methods. Light 

irregular bleeding and infre uent bleeding are common ini ally with increasing 
development of amenorrhoea later. At 12 months 0  reduc on in blood loss 

Non contracep ve bene ts  Reduces menstrual blood loss and thus protects from iron de ciency anaemia 
 Protec on against ectopic pregnancy 
 May reduce risk of PID in women e posed to STIs
 Reduces menstrual cramps and symptoms of endometriosis, such as pelvic 

pain and e cessive bleeding
 It has prac cal applica ons other than contracep on, such as:

 management of heavy menstrual bleeding a er evalua on
 hormone therapy in symptoma c perimenopausal women as part of the 
regimen with unopposed oestrogen

ect on STI and HI  risk None
Drug interac on None
Dura on of use  years
Return to fer lity No delay

 ◆ Availa ilit  
LNG I S is registered in South Africa for:

 contracep on 
 management of heavy menstrual bleeding
 endometrial protec on during hormone therapy. 

The method is currently only available to clients in the private sector and some secondary and ter ary 
ins tu ons. It is should be made more widely available for contracep ve use as a second line method 
in the public sector, for selected cases. Despite the apparently high ini al costs involved, this method 
has been shown to be cost e ec ve in comparison with other methods as early as one year of use.

See Anne e  for WHO M C for LNG I S. Most classi ca ons apply e ually to Cu I D and LNG I S but 
LNG I S has some addi onal contraindica ons and precau ons due to the presence of hormones.

2.  mergenc  contracep on 
mergency contracep on is the use of a contracep ve method following an episode of unprotected 

se ual intercourse before pregnancy is established  in order to reduce the risk of pregnancy. 

mergency contracep on can be used at any me in the menstrual cycle within  days of unprotected 
se ual intercourse. nprotected intercourse includes situa ons when method fails for e ample 
condom slips or breaks, or intrauterine device is e pelled , situa ons when method was used 
incorrectly for e ample missed pills, late for injec on  or not used at all for e ample, failure to use a 
condom as well as coercive se  or rape .
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Knowledge about, access to, and use of emergency contracep on can prevent many unwanted 
pregnancies following unprotected intercourse. It may be an especially useful method for young 
people, because in this group se ual ac vity is o en unplanned and sporadic, and thus may be 
unprotected. 

Two types of safe and e ec ve emergency contracep ve methods are currently available in South Africa:
 hormonal, emergency contracep ve pills CPs  taken within 120 hours  days  of unprotected 

intercourse, the sooner the be er
 Cu I D, inserted up to 120 hours  days  a er unprotected intercourse.

Provision of CPs is simpler and less invasive than emergency Cu I D inser on. However, Cu I D inser on 
is the most e ec ve form of emergency contracep on yet available and therefore should be o ered to 
all women.  If the Cu I D is not acceptable to a woman as a method for on going contracep on, the Cu 
I D can be inserted under an bio c cover if there is high risk of infec on, for e ample following rape  
and removed during the ne t menstrual period when a more suitable method of contracep on can be 
ini ated. Cu I D inser on is par cularly indicated in women who wish to use the method as on going 
contracep on, present late in the 120 hour me period, or vomit a er taking CPs.

It is important to note the following: 

 For many women the risk of infec on may be higher than the risk of pregnancy. All women presen ng for emergency 
contracep on should be screened for STIs if possible, and in cases of coercive se  or rape presump ve treatment for STIs 
as well as post e posure HI  prophyla is should be considered. 

 The window for providing CP has been e tended from 2 hours 3 days  to 120 hours  days , however the sooner a er 
unprotected intercourse the pills are taken, the more e ec ve they are.2 , 26 The  e cacy of Cu I D remains constantly 
high throughout the 120 hours.

2. .1 mergenc  contracep ve pills 
CPs are oral contracep ve pills COCs or POPs  taken at higher dose and in a di erent way to those 

used for regular contracep on see Table 13 for key characteris cs . The progestogen only regimen 
is signi cantly more e ec ve for emergency contracep on than the COC regimen and has fewer side 
e ects.26, 2

 ◆ e  Characteris cs of C s

ec veness Within  days 120 hours  of unprotected intercourse: POP regimen is 8  to  e ec ve 
depending on how soon a er unprotected intercourse they are taken, COC regimen is 31  
to  e ec ve. Both regimens are most e ec ve in the rst 24 hours14

Age limita ons No restric ons
arit  limita ons No restric ons

Mode of ac on Primarily inhibi on or delay of ovula on  may also interfere with implanta on. 
There is no evidence that CPs cause abor on. They have no e ect on already established 
pregnancy

Common side e ects Nausea and vomi ng more common with combined regimen . Some mes dizziness, 
headaches and fa gue. Cycle irregulari es

on contracep ve 
ene ts

None

ect on  and H  risk Not protec ve
r g interac on In cases where the client is using enzyme inducing drugs, a Cu I D is the emergency 

contracep ve method of choice. If this method of emergency contracep on is not suitable, 
CPs may be used. It is recommended that the CP dose is increased to 3 mg LNG stat, or 

3 Ovral  Famynor  followed by 3 tablets 12 hours later, when the client is using enzyme
inducing drugs, such as rifampicin or ritonavir* 

ra on of se Intended for occasional emergency  use
et rn to fer lit Immediate

* mergency contracep on and enzyme inducing drugs:
 regular use of enzyme inducing drugs eg: many of the an convulsants and rifampicin can include PI drugs such as ritoavir and lopinavir on this list also  

may impair the contracep ve e ect, it is suggested that the dose of emergency contracep on be increased by 0  Source: 
, 2012, page 244.28

 Women who re uest oral C emergency contracep on  while using enzyme inducing drugs or within 28 days of stopping them, should be advised to 
take a total of 3 mg LNG two 1.  mg tablets  as a single dose as soon as possible and within 120 hours of unprotected se ual intercourse  Source: 

, Clinical ec veness nit, 2011.2 
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 ◆ roced res re ired for the ini a on of C s

There are almost no contraindica ons to CPs because hormones are administered for such a short 
me. ven women with contraindica ons to hormones can use them, e cep ons to this are discussed 

later. There is no need to rule out pregnancy prior to CPs. CPs do not harm an established pregnancy. 
nless a woman has already missed her period, she should be given CPs. 

Screening check should include:
 date of the last menstrual period 
 me of the last episode of unprotected intercourse since the last menses to ensure that the 

client is within the day 120 hour  treatment me frame. The importance of complete honesty 
about these dates should be emphasised to the client in a non threatening way, so that the most 
appropriate management can be selected.

Recommended CP regimens are given in Table 14.

, ‡

Content of C 1st dose  
within 120 ho rs

2nd dose 
12 ho rs later

0 g ethinyl estradiol, 2 0 g levonorgestrel e.g. Ovral Famynor 2 pills 2 pills
30 ethinyl estradiol, 1 0 g levonorgestrel e.g. Norde e  or 
Oralcon

4 pills 4 pills

1.  mg levonorgestrel e.g. scapelle  1 pill, single dose 

0.  mg levonorgestrel e.g. Norlevo 2 pills, single dose
30 g levonorgestrel e.g. Microval  or Hy an  0 pills as a single dose,  

or 2  pills as divided dose
2  pills

* Levonorgestrel as emergency contracep on is registered for use as a single dose. This is simpler to use and just as e ec ve as the divided dose and removes 
the risk of forge ng or delaying the second dose.

‡ CPs are more e ec ve the sooner they are used a er the episode of unprotected intercourse.

 ◆ Method speci c co nselling
Careful counselling is necessary for the ini a on of CPs. A re uest for emergency contracep on is an 
opportunity to prevent an unwanted pregnancy and to provide counselling about future use of regular 
contracep on. Clients who are treated without judgement and with respect when they consult for 
emergency contracep on are more likely to return for long term contracep ve advice and methods.

Clients should be counselled on the following:
 the correct regimen for CP use: when to take the pills and how many to take
 possible side e ects par cularly nausea and vomi ng  and how to manage them take the pills 

with food and repeat the dose if vomi ng occurs within two hours of taking it or o er Cu I D  
 CPs are intended for emergency contracep on only and not for regular contracep on because of 

the higher rate of failure and side e ects. Hence clients should:
 use condoms or abstain for the rest of the current menstrual cycle
 consider a method for regular contracep on that would suit them

 when to e pect the ne t menses a few days earlier or later than normal
 informa on and counselling concerning TOP should be provided in the event of method failure. 
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See Appendi  3. Bridging to on going contracep on . 

On going contracep on may be started at the same visit as CPs. This will reduce the possibility 
of pregnancy while wai ng for the ne t menstrua on. In event of CP failure, oral and injectable 
hormones have not been shown to damage an early pregnancy. A pregnancy test should be advised if 
a normal period does not occur within a week a er it was e pected.

Whilst not ideal, CPs may be given repeatedly. They should not be refused or ra oned if re uested 
within the accepted meframe for provision i.e. within 120 hours of unprotected coitus . Counselling 
about on going contracep on should accompany provision of each dose. Clients should be counselled 
that repeat use of CPs is less e ec ve than regular use of COCs, or other contracep ves and may 
cause more side e ects. Clients re ues ng emergency contracep on repeatedly should be encouraged 
to consider using the Cu I D for both emergency contracep on and on going contracep on.

Fre uent and repeated use of CPs especially use of the combined CP regimen  may be inappropriate 
for women who have contraindica ons for long term hormonal use.

The cost e ec veness of widespread in advance CP provision has not been established. However, 
providers may supply clients with CPs in advance a er careful assessment of their individual situa on 
and possible future needs. 

 ◆ Follow p
No rou ne follow up visit is re uired for CPs. Clients should be advised to come back if their ne t 
menses is delayed by more than one week in order to e clude pregnancy and to decide on appropriate 
further management. If the client is not pregnant and did not decide on a regular contracep ve 
planning method at the me of taking CPs, she should be encouraged to choose a regular 
contracep ve as soon as possible. 

 ◆ Availa ilit
CPs in the form of regular oral contracep ve pills are available at all levels of service delivery but 

re uire more e tensive promo on. 

Currently two types of progestogen only CP are registered and packaged speci cally for emergency 
contracep on in South Africa. Both are available over the counter in pharmacies. The registered 
product is simpler to take as it contains the full hormone dose re uired for emergency contracep on 
in only one or two pills, which can be taken as one dose compared to two doses of 4 low dose COCs 
or two doses of 2  regular POPs . Because progestogen only CPs are more e ec ve and have fewer 
side e ects than combined contracep ve pills, they should be considered the preferred regimen for 
emergency contracep ve pills. 

2. .2 mergenc  C   inser on 
Cu I Ds provide highly e ec ve emergency contracep on. mergency inser on can be performed 
by any service provider who is uali ed to insert Cu I Ds and is aware of the ming restric ons for 
emergency Cu I D inser on.

ote  LNG I S is not suitable for use as emergency contracep on.
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 ◆ e  characteris cs of emergenc  C  s
The characteris cs of emergency Cu I Ds are virtually the same as those of Cu I Ds for regular 
contracep on see Table 11  e cept for those shown in this table.

ec veness Treatment fails in 0.1  of cases 
Mode of ac on Depending on the ming of the emergency inser on in regard to ovula on, it can either 

prevent fer lisa on or prevent implanta on 
Non contracep ve bene ts None

ect on STI and HI  risk Not protec ve
Dura on of use The contracep ve e ect lasts as long as the device remains in situ. It can con nue to provide 

contracep on for women who choose to use the method long term. Otherwise, the device 
may be removed at the ne t menses and an alterna ve contracep ve method started

ote  mergency use of Cu I D is not abor facient will not induce abor ons  if used within the recommended me frame.

 ◆ roced res re ired for ini a on of C   as emergenc  contracep on

As for regular Cu I D provision see sec on 2.2.1 .

If the client selects Cu I D as emergency contracep on but not as on going contracep on, it can be 
inserted under an bio c cover and then removed during the ne t menstrual period.  

O  
Because prevalence of gonorrhoea and chlamydia infec ons is high in South Africa, and rou ne screening for 
asymptoma c infec ons is not available, prophylac c an bio c use at me of inser on a single dose of azithromycin 

00 mg or do ycycline 200 mg, single dose  is recommended.14 16 *

 ◆ iming 
Cu

 within  days 120 hours  of a single episode of unprotected intercourse  or
 up to  days a er the earliest es mated date of ovula on in a regular cycle i.e. up to day 1  of a 

normal 28 day cycle . When clients know their cycle length, enabling accurate es ma on of the 
me of ovula on, the Cu I D can be inserted beyond  days a er intercourse, as long as this is not 

more than  days a er ovula on 14 or
 any me within the rst 12 days of her menstrual cycle, whatever her cycle length, regardless of 

how many days have passed since unprotected se . 

 ◆ Method speci c co nselling
Clients should receive the same informa on as provided to regular Cu I D users about possible 
common side e ects and how to manage them and when to come for follow up. Clients should be 
instructed also to return to the clinic if menstrua on has not occurred when e pected for pregnancy 
evalua on and appropriate further management. They should also be counselled to come back 
immediately if they develop any signs of infec on for e ample fever, chills, low abdominal pain, 
abnormal vaginal discharge .

 ◆ Follow p
If the emergency Cu I D is not desirable or appropriate for long term contracep on, it should be 
removed at the ne t menses and a suitable method for regular contracep on should be started as 
appropriate. If the client wishes to con nue using the Cu I D for long term contracep on, see sec on 
12.2.1 on Cu I D for the follow up schedule and content of visits.

* 
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 ◆ Availa ilit
mergency Cu I D inser on is an infre uently u lised emergency contracep ve op on, because it 

is more invasive than CPs and there is a lack of service providers trained and e perienced in Cu I D 
inser on. However, it is highly e ec ve as an emergency contracep ve and should be o ered more 
fre uently. 

2.  arrier methods

2. .1 Male condom
The male condom is a sheath that covers the erect penis and prevents sperm from entering the female 
genital tract. It is usually made of late . Condoms can be e ec ve in preven ng pregnancy when 
used  and . Condoms provide the best protec on against STI and HI , second 
only to abs nence and mutual faithfulness with an uninfected partner. Condoms may be used alone 
for protec on against both pregnancy and infec on dual protec on , or with another more e ec ve 
method of contracep on dual method use . See Table 16 for key characteris cs.

The availability of emergency contracep on for use when condoms are occasionally not used or there 
is method failure such as breakage or slippage  may help to address concerns about contracep ve 
e cacy when only condoms are used for contracep on.

Condoms do not a ect breas eeding nor do they have systemic side e ects as with hormonal 
methods, for e ample . They are accessible without prescrip on, immediately e ec ve, user
controlled and need only be used when re uired. 

 ◆ e  characteris cs of male condoms

ec veness 8 8  during rst year of use  depends on correct and consistent use

Age limita ons No restric ons

arit  limita ons No restric ons

Mode of ac on Creates a physical barrier to prevent sperm or infec ons, including HI  from entering 
the female genital tract

ect on  and H  risk Overall 80  e ec ve protec on from STIs, including HI . Condoms are most e ec ve in 
preven ng STIs that are transmi ed through bodily uids, such as HI , gonorrhoea and 
chlamydia. They are somewhat less e ec ve against STIs transmi ed through skin to skin 
contact, such as genital herpes and human papillomavirus HP , because the condom 
may not cover the en re a ected area

Common side e ects None allergy to late  may occur but it is e tremely rare

on contracep ve ene ts se of male condoms provides signi cant protec on against STIs including HI  and to a 
lesser e tent, HP , and the possible conse uences of STIs e.g. PID, ectopic pregnancy, 
tubal infer lity, cervical cancer  

r g interac on Should not be used with oil based lubricants or vaginal rectal creams as these damage 
the late

ra on of se Condoms can be used safely throughout the reproduc ve years and beyond if protec on 
from infec on is re uired

et rn to fer lit Immediate
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 ◆ roced res re ired for the ini a on of male condom se 

Most users ini ate and use condoms themselves, and do not need to undergo any screening.
 ligibility to use male condoms may be restricted if there is erec le dysfunc on or a severe allergy 

to late  rare .
 n uire about late  allergy in user and partner s. In the event of proven late  allergy, plas c 

male condoms may be purchased, or advise use of the female condom made of polyurethane or 
synthe c rubber.

 ◆ Method speci c co nselling
Thorough counselling is essen al and should emphasise the need for t and  condom 
use in order to achieve e ec ve protec on.

 It is essen al to demonstrate the proper techni ue of applica on see Bo  14 .
 Oil based lubricants should be avoided, use water based lubricants such as K  elly. 
 It is important to address concerns about condom use, both technical how  and psychological for 

e ample fear of loss of erec on, embarrassment . ncourage clients new to condoms to prac ce 
using them on their own, to master both the techni ue and to build con dence. 

 The male condom is recommended for one me use only and should not be reused.

 Condoms are only e ec ve if used each and every me intercourse occurs and are put on before 
any genital contact takes place. 

 Provide informa on for the use of emergency contracep on in case of condom non use, breakage 
or slippage.

 Provide informa on about how where to get more condoms commercial and public sector . 
 plain that condoms protect against HI , transmission and reinfec on  for both partners
 se the consulta on as an opportunity to encourage dual method use.

O  
Considera on should be given to the fact that the higher failure rate with condoms, as commonly used, compared to other 
contracep ve methods may represent a higher risk of unintended pregnancy. Dual method use for e ample condoms plus 
oral contracep ve pills, injec on, Cu I D or implant  is advocated for women for whom accidental pregnancy is undesirable 
or would present a serious health risk, and for those who are also at risk of e posure to STI and HI  infec on.  

 Condoms should be supplied in uan es su cient to prevent the need for fre uent visits for re
supply.

 Condoms should be available and accessible to clients. This includes condom dispensers which are 
regularly re stocked , social marke ng, HCT points. Condom distribu on should be an integral part 
of community outreach work.  

Lea ets on condoms, with diagrams to show correct use and other relevant issues for e ample STIs 
and HI  preven on  should be provided, especially to new users.

O  
Condoms are the only contracep ves that provide protec on from HI , if used correctly and consistently. Dual method use 
should be encouraged to ma imise HI  and pregnancy protec on. 
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See Bo  2 for guidelines.

 ◆ Follow p

 Rou ne follow up visits are not necessary. Follow up should be user ini ated.
 sers should be advised to contact a health worker or return to the clinic at any me if they have 

any health concerns, need help with correct condom use or partner nego a on, or want to ini ate 
another method.

 Counselling: 
 discuss problems or concerns e perienced by the client and method sa sfac on 
 check whether the client is using the condom correctly and consistently 
 discuss gender issues in terms of nego a ng with a male partner to use a condom correctly and 
consistently .

 Re supply: provide the client with su cient condoms for their needs.

 ◆ Availa ilit  
Male condoms are available, free of charge, at all levels of service delivery.

O  
Condoms should be promoted for those who re uire dual protec on, and especially for women and men who may be 
e posed to HI . Always combine provision with informa on about contracep ve use and emergency contracep on. 

 
 
 
 
 
 
 

Source: Adapted from , WHO RHR, 2011.2  

M O A  Whenever possible, show clients how to put on a condom. se a model of a penis, 
if available, or other item, like a banana, to demonstrate.

plain the  asic teps of sing a Male condom

1. se a new 
condom for 
each act of se

 Check the condom package. Do not use if torn or damaged. Avoid 
using a condom past the e pira on date do so only if a newer 
condom is not available.

 Tear open the package carefully. Do not use ngernails, teeth, or 
anything that can damage the condom.

2. Before any physical 
contact, place the 
condom on the p of 
the erect penis with 
the rolled side out

 For the most protec on, put the condom on before the penis makes 
any genital, oral, or anal contact.

. nroll the condom all 
the way to the base 
of the erect penis

 The condom should unroll easily. Forcing it on could cause it to 
break during use.

 If the condom does not unroll easily, it may be on backwards, 
damaged, or too old. Throw it away and use a new condom.

 If the condom is on backwards and another one is not available, 
turn it over and unroll it onto the penis.

. Immediately a er 
ejacula on, hold the 
rim of the condom 
in place and 
withdraw the penis 
while it is s ll erect

 Withdraw the penis.
 Slide the condom o ,
 avoiding spilling semen.
 If having se  again or switching from one se  act to another, 
use a new condom.

. Dispose of the used 
condom safely

 Wrap the condom in its package and put in the rubbish or latrine. Do 
not put the condom into a ush toilet, as it can cause problems with 
plumbing.

1 

2 
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2. .1 Female condom
The female condom is a sheath of thin, transparent, so  synthe c rubber that is inserted into the 
vagina before or at the me of intercourse to prevent pregnancy, STI and HI . It has two e ible rings, 
an inner ring at the closed end assists inser on, and an outer ring at the open end covers the vulva 
and holds the condom in posi on.

The female condom can provide e ec ve dual protec on against pregnancy and the transmission of 
STIs and HI  when used  and . It may be an acceptable op on for women whose 
partners refuse to use male condoms or couples who are not able to use male condoms due to late  
allergies.

Typical use method failure rates are high compared to many other contracep ve methods. Promo on 
and ease of access to emergency contracep on for backup when female condoms are not used, or 
incorrectly used, may help reduce the incidence of accidental pregnancies. 

The female condom may be used together with a more e ec ve method of contracep on dual 
method use . This should be recommended, especially for women for whom accidental pregnancy is 
undesirable or would present a serious health risk, and who are at risk of e posure to STI and HI . See 
Table 1  for key characteris cs.

 ◆ e  characteris cs of female condoms

ec veness  during rst year of use, depending on correct and consistent use

Age limita ons No restric ons

arit  limita ons No restric ons

Mode of ac on Creates a physical barrier to prevent sperm from entering the female genital tract

Common side e ects No side e ects 

on contracep ve ene ts and 
indica ons 

se of female condoms provides signi cant protec on against STIs including HI  and 
HP , and the possible se uelae* to STIs e.g. PID, ectopic pregnancy, tubal infer lity, 
cervical cancer  

ect on  and H  risk O ers signi cant protec on against all STIs, including HI . May provide somewhat 
be er protec on than male condoms from STIs transmi ed by skin to skin genital 
contact e.g. genital herpes, HP

r g interac ons None. Not a ected by oil based lubricants

ra on of se Short and long term use throughout the reproduc ve years and beyond for infec on 
protec on

et rn to fer lit Immediate

*    Pathological condi ons as a result of another disease.  

 ◆ roced res re ired for the ini a on of female condom se
Check if the client is mo vated and will be able to use the condom consistently and correctly.

 There are no medical condi ons which may preclude safe use of female condoms. However, 
considera on should be given to the fact that there is a higher typical failure rate with condoms 
compared to other methods and this may present an unacceptable risk of unintended pregnancy 
for certain clients. Hence, dual method use is advocated for clients who need very e ec ve 
protec on against pregnancy and are at risk of e posure to STI and HI  infec on.

 Check if the client is at high risk for complica ons in pregnancy. If she is, weigh the health bene ts 
against the risks. Discuss using an addi onal e ec ve method of contracep on.
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 ◆ Method speci c co nselling 
Thorough counselling is essen al and should include the need for correct and consistent condom use 
in order to achieve e ec ve protec on.

 It is essen al to demonstrate the proper techni ue of applica on see Bo  1 .
 It is important to address concerns about condom use, both technical how  and psychological for 

e ample inser on into the vagina, self consciousness during intercourse . 
 Women may need some prac ce in order to learn how to insert a female condom into the vagina 

correctly. 
 ncourage women to prac ce inser on at home and e plain that prac ce will ensure proper 

inser on. 
 It is important to dispel myths, such as the condom being pushed into the uterus. 
 The female condom is recommended for one me use only and should not be reused.
 The condom can be inserted up to eight hours before se .

 Condoms are only e ec ve if used for each and every intercourse.
 Provide informa on for the use of emergency contracep on in case of condom non use, breakage 

or slippage.
 Provide informa on about how where to get more condoms commercial and public sector . 
 plain that condoms protect against HI  transmission and reinfec on, for both partners.
 Female condoms are female ini ated but re uire male par cipa on and coopera on.

Condoms are the only contracep ves that provide protec on from HI  in addi on to pregnancy, if used correctly and 
consistently. However, dual method use should be encouraged to ma imise pregnancy protec on

See Bo  1 for guidelines. 

 ◆ Follow p 

 Rou ne follow up visits are not necessary. Follow up should be user ini ated.
 sers should be advised to contact a health worker or return to the clinic at any me if they have 

any health concerns, need help with correct inser on of the condom, partner nego a on, or want 
to ini ate another method.

 Counselling: 
 discuss problems or concerns e perienced by the client and method sa sfac on 
 check whether the client is using the condom correctly and consistently 
 discuss gender issues in terms of partner support. 

 Re supply: with su cient condoms for their needs.

 ◆ Availa ilit
The female condom is available at selected public health facili es throughout the country. It is also 
available at some retail outlets.  

Female condoms should be promoted and be available at all levels of service provision for use by women who prefer a 
female controlled method. Dual method use should be encouraged for those at risk of both pregnancy and STI HI .
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2. .  iaphragm and spermicides
A detailed discussion on the use of the diaphragm and spermicide methods has not been included 
in the Policy and Guidelines as neither is available in the public sector. There is limited availability 
in the private sector. Diaphragms may provide some protec on from cervical infec on and PID, but 
should not be relied upon for STI HI  preven on. Spermicides provide no protec on from STI HI . 
Spermicides are also among the least e ec ve forms of contracep on and fre uent use of spermicide 
containing nono ynol  has the poten al to increase the risk of HI  ac uisi on.

M O A  Whenever possible, show the client how to insert the female condom. 
se a model or picture, if available, or your hands to demonstrate. ou can create an 

opening similar to a vagina with one hand and show how to insert the female condom 
with the other hand.

plain the  asic teps of sing a Female condom

1. se a new 
female 
condom for 
each act of se

 Check the condom package. Do not use if torn or damaged. 
Avoid using a condom past the e pira on date  do so only 
if newer condoms are not available. 

 If possible, wash your hands with mild soap and clean 
water before inser ng the condom.

2. Before any 
physical 
contact, insert 
the condom 
into the vagina

 Can be inserted up to 8 hours before se . For the 
most protec on, insert the condom before the 
penis comes in contact with the vagina.

 Choose a posi on that is comfortable for inser on 
 s uat, raise one leg, sit, or lie down.

 Rub the sides of the female condom together to 
spread the lubricant evenly.

 Grasp the ring at the closed end, and s ueeze it 
 so it becomes long and narrow.

 With the other hand, separate the outer lips labia  
and locate the opening of the vagina.

 Gently push the inner ring into the vagina as far up 
as it will go. Insert a nger into the condom to push 
it into place. About 2 to 3 cen metres of the condom 
and the outer ring remain outside the vagina.

2 

Source: Adapted from , WHO RHR, 2011.2  

. nsure that the 
penis enters the 
condom and 
stays inside the 
condom

 The man or woman should carefully guide the p of his penis 
inside the condom not between the condom and the wall 
of the vagina. If his penis goes outside the condom, withdraw 
and try again.

 If the condom is accidentally pulled out of the vagina or 
pushed into it during se , put the condom back in place.

. A er the man 
withdraws his 
penis, hold the 
outer ring of the 
condom, twist 
to seal in uids, 
and gently pull 
it out of the 
vagina

 The female condom does not need to be removed immediately 
a er se .

 Remove the condom before standing up, to avoid spilling semen.
 If the couple has se  again, they should use a new condom.
 Reuse of female condoms is not recommended

. Dispose of the 
used condom 
safely

 Wrap the condom in its package and put 
it in the rubbish or latrine. Do not put the 
condom into a ush toilet, as it can cause 
problems with plumbing.
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2.  ol ntar  sterilisa on vol ntar  s rgical contracep on

Forced or coerced  sterilisa on
Forced or coerced  sterilisa on is the permanent removal of an individual s ability to reproduce without their free and 
informed consent. It also occurs where there is a lack a proper counselling prior to the procedure to enable the user to 
make a fully informed decision for themselves. 
The legisla ve framework makes sterilisa on without informed consent illegal in South Africa. The Cons tu on of the 
Republic of South Africa of 1 6 protects the rights of individuals as set out in the Bill of Rights Sec ons , 10, 12, 2  
and 32 .  The Steriliza on Act 44 of 1 8 Sec on 2  prohibits the sterilisa on of people without their informed consent.  
The Act provides that pa ents must fully understand the sterilisa on procedure, risks, and the conse uences thereof, 
before they are able to give informed consent. 
HI  posi ve clients should be a orded the same rights and legal protec on as all clients. A person s HI  status should not 
be a reason to recommend sterilisa on. 
The Sterilisa on Amendment Act Act No 3 of 200  makes provision for clients not considered competent to make an 
informed decision and consent to surgery.
Ge ng informed consent is a process, and a signature on a consent form is not su cient. A person giving consent to 
sterilisa on needs to be in a physical and psychological state to understand the informa on, and make the decision without 
feeling pressured. 

2. .1 Female sterilisa on
Female sterilisa on, also called tubal occlusion or tubal liga on, is a permanent contracep ve method 
for women who do not ever want to have more children. The method entails a simple surgical 
procedure to block the fallopian tubes. The most common surgical approaches are: mini laparotomy, 
laparoscopy or sterilisa on at the me of Caesarean Sec on, performed under either general, local or 
spinal anaesthesia depending on the circumstances. ssure   a techni ue of inser ng a small device, 
which results in brosis, into each fallopian tube via hysteroscopy  has recently been introduced to 
South Africa but is only available in the private sector.

Female sterilisa on does not a ect breas eeding and is free from the side e ects of some of the 
temporary contracep ve methods. It is not the same as hysterectomy, and women con nue to 
menstruate. The opera on does not a ect se ual desire or feelings and does not interfere with 
se ual intercourse. No medical condi on makes a woman ineligible for sterilisa on, but in some cases 
sterilisa on has to be delayed or special arrangements may need to be made. See Table 18 for key 
characteris cs.

In view of the fact that long ac ng reversible methods LARC  such as CuT 380, LNG I S and implants  
are as e ec ve as female sterilisa on and do not re uire surgery, LARC should be discussed with all 
women when sterilisa on is re uested.

 ◆ e  characteris cs of female sterilisa on

ec veness . .8  in the rst year a er the procedure  8.2  over 10 years of use
Age limita ons From a medical perspec ve, no restric ons for age or parity. However, incidence of 

regret is highest amongst women under 30 years of age and or of low parity, so careful 
counselling is essen al

arit  limita ons See above
Mode of ac on Blocking of the fallopian tubes prevents the ovum and sperm from uni ng. The woman is 

sterile from the me the procedure is completed
Common immediate 
pro lems complica ons

Post opera ve pain for a few days, wound infec on, haematoma

on contracep ve ene ts Female sterilisa on may provide some protec on against PID and ovarian cancer 
ect on  and H  risk Not protec ve

r g interac on None
ra on of se Considered to be permanent and irreversible

et rn to fer lit Never, unless the tubes are reconnected either spontaneously or surgically, which is 
e pensive and success is not guaranteed
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 ◆ roced res re ired for ini a on of female sterilisa on

No medical condi on prevents a woman from having a tubal liga on, but some condi ons and 
circumstances call for a delay, referral or cau on. See Anne e  for medical eligibility criteria .

Screening procedures include careful history taking personal, medical, drug and se ual , e amina on 
general, cardiovascular, abdominal and genital e amina on, blood pressure measurement  and, 

some mes, special tests for e ample haemoglobin .

 ◆ Method speci c co nselling
Comprehensive counselling is essen al for all clients considering sterilisa on. Because sterilisa on 
is essen ally permanent, it must be ensured that consent to the procedure is voluntary and fully 
informed so that the client will be a sa s ed user and there is no regret a erwards. Preferably, both 
partners should be included in counselling. But the partner s consent is not a prere uisite for the 
procedure. The client should be encouraged to ask ues ons and discuss fears and concerns. 

 Counselling should be done when the woman is able to focus on the issues and the decision, and not when she is under 
emo onal physical duress or pressure.  

The following points should be covered during counselling.

 Review the client s reason for choosing sterilisa on.
 Provide informa on on other available highly e ec ve methods of contracep on, which o er 

e uivalent protec on from pregnancy but are reversible and do not re uire intra abdominal 
surgery for e ample Cu I D, LNG I S, or subdermal implants .

 Provide informa on about male sterilisa on vasectomy , which is a safer, simpler and more 
e ec ve permanent procedure.

 Thoroughly discuss the client s feelings about not having any more children. This is par cularly 
important for clients who are young, have no or few children, do not seem to be in a stable 
rela onship, are not in complete agreement with their partner about the procedure, and or show 
e cessive interest about reversal procedures.

 Help the client to consider possible change in circumstances in the future, such as loss of one 
or more of her e is ng children, loss of partner through death or divorce and the possibility of 
remarriage and wan ng more children with a new partner.

 Provide informa on on the key characteris cs of female sterilisa on, the procedure itself, risks and 
possible complica ons.

 Clarify any misconcep ons about female sterilisa on, including e plaining that there is no 
change in se ual func on and that menses will revert to the normal bleeding pa ern without 
contracep on.

 mphasise that sterilisa on o ers no protec on from STI and HI , therefore use of condoms 
should be recommended.

 A er counselling, the client should be given the opportunity to think about the informa on given 
before making a decision on whether to proceed. Backup contracep on should be o ered in 
the mean me. If a client decides to go ahead with the sterilisa on, she should be referred to an 
appropriate facility.

 There should be no coercion and incen ves should not be o ered to clients who agree to 
sterilisa on.

 HI  is not a reason to recommend sterilisa on.
 Wri en informed consent must be obtained from all clients prior to sterilisa on.

See Bo  2
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 ◆ iming
Female sterilisa on can be performed at any me during a woman s reproduc ve life. The most 
common convenient mes are:

 in the immediate postpartum period  immediately or up to seven days a er delivery. Priority 
should be given to ensuring that women re ues ng postpartum sterilisa on have access to services

 during Caesarean sec on provided the decision was taken prior to the Caesarean sec on
 immediately following an induced or spontaneous abor on
 any me si  weeks or more since the last delivery when the uterus has returned to normal size  if 

it is reasonably certain that she is not pregnant.

The client needs to ensure correct and consistent use of an e ec ve method of contracep on or 
abs nence up to the me of the procedure.

 ◆ Follow p
Women should be advised to return to the clinic at any me if they develop any complica ons for 
e ample: infec on, haematoma, super cial bleeding , have concerns, ues ons or need help.

 . Treat with an bio cs.
 . Drain and treat as indicated.
 . Control bleeding, determine the cause and manage appropriately.
  Pregnancy following female sterilisa on is rare but when it does occur it is more 

likely to be ectopic. Advise client to seek medical a en on if she ever suspects that she might be 
pregnant.

 ◆ Availa ilit  
Female sterilisa on services have deteriorated in recent years. In many areas services are inade uate 
being either non e istent, di cult to access or have long wai ng lists. 

O  
Priority should be given to ensuring that women re ues ng postpartum sterilisa on have access to services. Services 
should be strengthened and e panded to make interval* sterilisa on available at least at one service point per district as 
well as access to postpartum sterilisa on when re uested. 
Condom use should always be encouraged for those at risk of STI and HI .

*  

2. .2 Male sterilisa on
Male sterilisa on, also called vasectomy, is a permanent surgical contracep ve method for men who 
do not want any more children. The method entails the simple surgical procedure, performed under 
local anaesthesia, of closing both vas deferens two tubes that carry the sperm to ejaculatory duct  to 
prevent sperm from mi ing with ejaculate.

Male sterilisa on is not the same as castra on. During vasectomy the testes are not removed. 
asectomy does not interfere with intercourse or a ect a man s se ual desire, func on or appearance. 

Male sterilisa on is generally safer, somewhat more e ec ve and less e pensive than female 
sterilisa on. It is a good way for men to share in the responsibility for contracep on. See Table 1  for 
key characteris cs.

If a man is not certain about ending fer lity, other highly e ec ve reversible methods for his partner 
can be discussed. In terms of informed decision making, alterna ve LARC methods should be 
considered according to availability  before a nal decision is made. 
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 ◆ e  characteris cs of male sterilisa on

ec veness Over .8  in the rst year a er the procedure

Age limita ons From a medical perspec ve, no restric ons for age although young men have a 
higher chance of regret later in life, so careful counselling is essen al

arit  limita ons From a medical perspec ve, no restric ons for parity although incidence of regret is 
higher among men with few children so careful counselling is essen al

Mode of ac on Surgical closure of both vas deferens two tubes that carry the sperm to ejaculatory 
duct  to prevent sperm from mi ing with ejaculate. Not e ec ve immediately. Takes 
on average three months for vas deferens to be cleared of sperm

Common immediate 
complica ons pro lems

Minor post opera ve short term e ects e.g. discomfort for a few days and scrotal 
bruising and swelling , bleeding from wound, haematoma, wound infec on and, less 
fre uently, chronic scrotal pain.

on contracep ve ene ts None other than protec on for man s partner from risks associated with pregnancy

ect on  and H  risk Not protec ve

r g interac on None

ra on of se Considered to be permanent and irreversible

et rn to fer lit Never unless the vas deferens is reconnected spontaneously or by surgery, which is 
e pensive and does not guarantee success

 ◆ roced res re ired for ini a on of vasectom

 No medical condi ons prevent a man from having a vasectomy. Some condi ons and 
circumstances, however, call for delay, referral or cau on. In general these condi ons fall into three 
categories: abnormali es of the genitalia that make the procedure technically more di cult or 
increase its associated risks  infec ons that must be treated prior to the procedure  and certain 
systemic disorders that re uire special precau ons or possible hospitalisa on for the procedure. 
See Anne e 8 for WHO M C .

 Screening procedures: as for female sterilisa on.

 ◆ iming
Any me a man re uests it if there are no medical reasons to delay .

 ◆ Method speci c co nselling
As for female sterilisa on.

Providers should also inform clients that the procedure does not cause any change in se ual 
func oning or sa sfac on, and does not a ect the male hormones nor change one s physical 
appearance. If possible, arrange for them to talk with other men who have had a vasectomy.

See Bo  2.

 ◆ Follow p
 A er undergoing a vasectomy, it takes about three months before the ejaculate becomes sperm

free i.e. the man is sterile . Clients should be counselled to use an e ec ve contracep ve method 
in the interim period condom or his partner to use a contracep ve method . Semen analysis at 3 
months 12 13 weeks  is recommended.

 Clients should be advised to return to the clinic at any me if they develop complica ons, have any 
health concerns, ues ons or need help.

 Sterilisa on o ers no protec on from STI and HI  therefore condoms should be used if at risk of 
e posure to STI and HI .
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  Control the bleeding, determine its cause and manage as appropriate.
 . Advise warm packs and analgesia.
 . Determine whether there is infec on or abscess. If there is infec on, clean the infected 

area and treat with appropriate an bio cs. If an abscess is present, either drain it or refer for 
drainage, and treat with an bio cs.

 ◆ Availa ilit
There are limited facili es that o er vasectomy. 

 asectomy needs to be ac vely promoted, with a focus on:  

 raising public awareness and the understanding of vasectomy
 training sta  to provide no scalpel vasectomy services more widely with at least one service point per district.

2.  Fer lit  awareness ased methods*

Modern fer lity awareness based FAB  methods can be used for both planning and avoiding 
pregnancy. They are based on the iden ca on of naturally occurring signs and symptoms of the 
fer le and infer le phases of the menstrual cycle and the abs nence or use of condoms during the 
fer le phase. FAB methods are e ec ve when both partners are mo vated to abstain consistently 
from coitus or use condoms  during the fer le phase of each cycle, and have been fully instructed by a 
specially trained teacher lay or professional . See Table 20 for key characteris cs.

In South Africa the most fre uently used FAB methods are the Billing s Ovula on Method and the 
sympto thermal method. These are based on observing the signs and symptoms of ovula on and have 
replaced methods that are based on keeping track of days in the menstrual cycle, such as the rhythm
calendar method.  

 ◆ e  characteris cs of modern FA  methods

ec veness Depends on a woman s ability to iden fy her fer le window, as well as both partners  
mo va on and discipline to prac se abs nence or use condoms  when re uired.  
e ec ve during rst year of 

Age limita ons No restric ons but may be more di cult to interpret in adolescents and in women 
approaching menopause due to anovulatory cycles

arit  limita ons No restric ons

Mode of ac on Avoidance of se ual intercourse or use condoms  during the woman s peri ovulatory fer le 
me, as iden ed by the couple, and thereby preven ng the entry of sperm into the woman s 

genital tract

Common side e ects FAB methods have no side e ects and no medical condi ons restrict the eligibility of clients 
to use them, however certain condi ons can make it harder to use FAB e ec vely. Clients for 
whom pregnancy is contraindicated for medical reasons e.g. severe cardiovascular disease, 
diabetes with complica ons, severe liver disease, TB, AIDS  should be advised to consider 
using more e ec ve contracep on

on contracep ve 
ene ts 

 Can be used for pregnancy achievement
 mpowerment of the man and woman with knowledge of reproduc on
 May increase communica on between the couple and strengthen their rela onship

ect on  and H  risk Not protec ve

r g interac on None

ra on of se Can be used throughout the reproduc ve years but may be di cult to interpret in 
adolescents and in perimenopause

et rn to fer lit Fer lity is never suppressed

*  previously known as natural family planning
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 ◆ roced res re ired for ini a on of FA  methods

No medical condi ons prevent safe use of FAB methods, but some condi ons can make them harder to 
use e ec vely, thus cau on or delay is recommended. See Anne e  for WHO M C.

Thorough history taking covering medical, gynaecological and menstrual history to determine 
suitability of the method according to WHO M C.

 ◆ Method speci c co nselling and training 
 is based on iden ca on of changes in cervical mucus. During each cycle, 

fer le cervical mucus secre on leads to a wet, slippery sensa on at the vulva and signi es impending 
ovula on and the fer le phase of a woman s cycle. A er instruc on by trained FAB teachers, clients can 
recognise fer le mucus characteris cs. A er ovula on the cessa on of fer le cervical mucus results in 
a dry sensa on at the vulva. The fer le phase is from the rst sensa on of vulval wetness to the fourth 
day of vulval dryness. Couples must abstain from intercourse during this en re me in each cycle.

The  combines cervical mucous changes with temperature monitoring and 
other indicators of fer lity, for e ample monitoring the te ture, posi on and opening of the cervical 
os. Ovula on is accompanied by a persistently higher body temperature than the pre ovulatory basal 
level. Couples wishing to use this method are taught to take accurate daily temperature readings, 
using fer lity thermometers, prior to ge ng up each morning  to plot the readings on a graph and 
determine any temperature rise. The fer le phase ends three days a er the woman s temperature has 
risen above her regular temperature. The post ovulatory infer le phase of the cycle begins when both 
the fourth day of vulval dryness, and the third day of high temperature reading have occurred. Couples 
must abstain from intercourse from the rst day of menstrual bleeding un l both fer le criteria have 
been met in each cycle some couples choose to have unprotected se  between the end of menstrual 
bleeding and the beginning of cervical secre ons .

The e ec ve use of FAB methods re uires a sound understanding of the method of choice and 
how to use it correctly. Hence, FAB teachers re uire special training. Ideally both partners should 
be counselled and trained together but if this is not possible, the woman can be taught alone. 
Detailed training should be given on the iden ca on of fer le and infer le phases of the cycle, 
using appropriate language for each couple client. Appropriate prac cal training should be included, 
for e ample on the use of a thermometer, plo ng readings on a graph and using the informa on 
to iden fy the fer le window of each menstrual cycle. For more informa on see Chapter  in the 
companion to this document  .

See Bo  1 for guidelines. 

 ◆ Follow p

Clients should be seen regularly during the teaching phase in order to complete training, answer 
ues ons, deal with problems and monitor progress. Once the couple are using the method correctly 

and con dently, further follow up appointments should be made at their re uest. 

Counselling: discuss problems, concerns, ues ons, method sa sfac on and correct method use, 
including consistent abs nence at the appropriate mes. Clients should be advised to return to the 
clinic at any me if they have problems or concerns about the method or want to change methods.
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 ◆ Availa ilit  
Clients who are interested in FAB methods are usually referred for counselling to trained FAB teachers 
linked with the Fer lity Mastery Associa on of South Africa F RMASA  or the Couple to Couple 
League CCL  who specialise in these methods.

2.  acta onal amenorrhoea method 
The lacta onal amenorrhoea method LAM  is a temporary method of contracep on that can be used 
by fully breas eeding women. nlike FAB methods it does not re uire abs nence. Breas eeding
induced birth spacing has been prac sed throughout history and the health bene ts of breas eeding 
to both mothers and infants are well documented. It is only more recently, however, that the use of 
breas eeding as a temporary method of avoiding pregnancy has been scien cally documented and 
guidelines for its e ec ve use have been developed. See Table 21 for key characteris cs.

LAM is a very e ec ve method if the following three criteria are met:
 the woman is amenorrhoeic and
 the woman is fully breas eeding does not give the infant any supplementary feeds  and 
 the baby is less than si  months old.

 ◆ e  characteris cs of AM

ec veness 8  among amenorrhoeic, fully breast feeding women during the rst si  months a er 
childbirth

Age limita ons No restric ons

Parity limita ons No restric ons

Mode of ac on Suppresses ovula on

Common side e ects No side e ects

Non contracep ve bene ts The use of LAM provides the following addi onal health bene ts for mother and infant:
 Provision of the best source of nutri on for the infant
 Protec on of the infant from life threatening diarrhoea
 Provision of passive immunisa on to diseases such as measles and pneumonia
 Reduc on in postpartum bleeding
 Decreased risk of breast cancer

ect on STI and HI  risk Not protec ve

Drug interac on None  but to protect infant health, breas eeding is not recommended for women who are 
on the following drugs: an metabolites, bromocrip ne, certain an coagulants, high doses 
of cor costeroids, cyclosporin, ergotamine, lithium, mood altering drugs, radioac ve drugs 
and reserpine

Dura on of use First si  months a er childbirth, e ec veness falls therea er

Return to fer lity Once any one out of the three LAM criteria is not met, an addi onal method of 
contracep on should be added to prevent pregnancy

 ◆ roced re re ired for ini a on of AM

There are no medical condi ons that restrict the use of LAM, and there is no documented evidence 
of its nega ve impact on maternal health. But certain condi ons or obstacles may make LAM a less 
suitable choice of contracep on. See Anne e 10.

History taking and appropriate tests to iden fy condi ons that prevent or limit breas eeding. If any 
such condi ons are iden ed, the risks and bene ts of using LAM must be carefully considered and 
discussed with the client.
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 ◆ iming
A woman can start LAM immediately postpartum or at any me during the rst si  months, provided 
she has been fully breas eeding her baby since birth and menstrua on has not returned.

 ◆ Method speci c co nselling
Informed, suppor ve, trained health personnel and lay people can teach a woman to use LAM 
e ec vely by giving her clear and prac cal informa on about LAM, including:

 strictly adhere to all three criteria for e ec ve method use
 start another method of pregnancy preven on as soon any of the three LAM criteria e pires, or 

she does not want to rely on LAM for contracep on.

See Bo  2. 

 ◆ Follow p
Women should be advised to contact a health worker or return to the clinic at any me if they have 
any health concerns, problems with breas eeding, need help and or want to use another means of 
preven ng pregnancy.

 ◆ Availa ilit  
LAM is not ac vely promoted due to the tendency towards early weaning in South Africa. It also may 
carry a risk of HI  transmission if the mother is HI posi ve. Nevertheless, health service providers 
should be well informed about LAM to enable them to e ec vely assist women who wish to use the 
method. clusive breas eeding should be encouraged during the rst si  months of the baby s life 
and supplementary breas eeding can be con nued up to two years of age or beyond.

HI posi ve women should receive counselling on infant feeding op ons and the risk of mother to child 
transmission, to enable them to make informed choices about the op on that is most suited for their 
circumstances. According to current policy on the preven on of mother to child transmission PMTCT : 

 HI posi ve mothers should receive appropriate ART interven on and should be encouraged 
to e clusively breas eed for the rst si  months of the baby s life. When this is not possible, 
replacement feeding and avoidance of all breas eeding by HI posi ve women is recommended  

 LAM may be prac sed but condoms should be used to prevent STI and HI  transmission or 
ac uisi on.

2.  A s nence
Abs nence or the avoidance of se ual intercourse is the most e ec ve way to prevent pregnancy, 
STIs and HI . Many other forms of se ual e pression are permissible during se ual abs nence, 
such as hugging, kissing, body rubbing, masturba on and mutual masturba on. Abstaining from 
se ual intercourse has no ill e ects on the health of males or females. The essen al re uirements 
for the method to be successful are high mo va on, good self control, asser veness, posi ve self
esteem, shared values between partners, informa on on risk free alterna ves to se ual intercourse, 
commitment and partner communica on and coopera on.

Abs nence also encourages couples to discuss and commit themselves to safe se , and to e plore 
alterna ve ways of se ual e pression and pleasure. 

The role of abs nence in pregnancy and HI  preven on must be recognised by service providers. 
nbiased counselling on the subject should be regularly provided, in a non judgemental way, including 

how to say No , and alterna ve forms of se ual in macy. Counselling on abs nence should be 
provided to any adolescent seeking advice on fer lity regula on. 
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Only counselling is necessary for the ini a on of abs nence.
 Delaying se ual debut should be discussed as an op on with young people who have not yet 

ini ated se ual ac vity and even for those who are already se ually ac ve . It is an important 
op on for those clients who are not ready for se ual intercourse and its associated risks. 

 Counselling on abs nence must be done in a sensi ve manner that is neither moralising nor 
judgemental. Clients should be encouraged to consider their personal reasons for and against a 
se ual rela onship at that speci c me in their life. Providers should support the client s choice 
and help them gain the necessary skills for coping with possible peer and partner pressure to have 
se ual intercourse.

 For many people abs nence may be di cult to prac ce, thus providers need to supply all clients 
who wish to prac ce abs nence with informa on on and access to reliable contracep ve op ons, 
par cularly condoms and emergency contracep on.

See Bo  2. 

2.  ithdrawal 
Withdrawal, or coitus interruptus, re uires the removal of the penis from the vagina and away from the 
e ternal genitalia prior to ejacula on, thus preven ng sperm from entering the female genital tract.

It has been used to prevent pregnancy for many centuries, and can be e ec ve in clients who are well 
mo vated and able to prac ce the method correctly and consistently with every act of intercourse, i.e. 
perfect use. However, as commonly used it is one of the least e ec ve methods of contracep on.

No medical condi on restricts a client s eligibility for the use of withdrawal. It has no side e ects, is 
always available, is cost free and can be used as a backup for other methods. See Table 22 for key 
characteris cs.

 ◆ e  characteris cs of withdrawal

ec veness 3  during rst year of typical use, 6  if used consistently and correctly
Age limita ons No restric ons
Parity limita ons No restric ons
Mode of ac on Prevents sperm from entering the vagina
Common side e ects None
Non contracep ve bene ts None

ect on STI and HI  risk Not protec ve
Drug interac on None
Dura on of use Can be used throughout the reproduc ve years
Return to fer lity Fer lity never a ected

Medical eligi ilit
No medical condi on restricts a client s eligibility for use of the withdrawal method, but the following 
condi ons and situa ons can make using the method less e ec ve or unsuitable:

 high risk of STI and HI  infec on
 condi ons that make pregnancy an unacceptable risk for e ample severe cardiovascular disease, 

diabetes with complica ons, severe liver disease, TB or AIDS, psychosocial and economic 
considera ons

 premature ejacula on
 lack of se ual e perience when men may not have su cient control over ejacula on
 repeated intercourse at short intervals, as some le over ejaculate from previous intercourse can 

remain on a man s genitalia and be introduced into a woman s vagina.



8

Chapter 2   Clinical guidelines for method provision

a onal Contracep on Clinical idelines     Department of Health

 ◆ Method speci c co nselling
Counselling should be sensi ve, neither moralising nor judgemental. Clients should be supported 
in their method of choice, provided there are no contraindica ons to its use, and given the correct 
informa on on using the method e ec vely. Clients should be informed that modern methods of 
contracep on are available, which are far more e ec ve at pregnancy preven on.

Clients should be informed that withdrawal can be used at any me, and that partner coopera on 
and commitment is needed. The method must be used correctly and consistently with every act of 
intercourse in order to be e ec ve. To increase e ec veness, clients may combine withdrawal with 
other methods, such as FAB.

For many people, withdrawal may be a di cult method to prac ce and so providers should supply all 
clients with informa on on and access to reliable backup contracep ve op ons, par cularly condoms 
and emergency contracep on.

See Bo  2

 ◆ Follow p
Clients should be advised to contact a health worker or return to the clinic at any me if they have any 
health concerns, need help and or want to change to another contracep ve method.

Due to the high rates of unintended unplanned pregnancies, STIs and HI  in South Africa and the availability of 
contracep ve methods in the public sector, withdrawal is not promoted as an e ec ve, reliable contracep ve method.

 2.10 radi onal methods
Tradi onal methods for the preven on of pregnancy include herbal mi tures, intercrural se , 
breas eeding and abs nence a er childbirth. There has been very li le research conducted and 
documenta on of the tradi onal methods used by the di erent cultural groups in South Africa.

Providers should be aware that clients may be using a variety of di erent tradi onal methods of 
contracep on, which are speci c to their locality.

Method assessment and co nselling
 Clients using tradi onal methods are unlikely to come to the clinic for contracep on. Counselling 

should be done during the antenatal visits, at the me of delivery and during the postnatal period 
and at visits for infant immunisa on.

 During history taking about the client s use of contracep on, en uire about any contracep ve 
methods they are using have used and ask speci cally about tradi onal methods. If the client 
admits to using a tradi onal method, respect the client s freedom of choice and avoid being cri cal 
and or judgemental  nd out which tradi onal method s is are being used  and assess the client s 
inten ons for future pregnancies, or if she is high risk for pregnancy complica ons or STI and HI  
e posure. Counsel the client accordingly.

 The client should be given informa on about more e ec ve contracep ve methods. In par cular, 
clients who do not want to be pregnant, and or are at high risk for STI and HI , should be 
encouraged to use condoms with another modern contracep ve for e ec ve dual protec on.

 If the tradi onal method being used is fairly e ec ve when used correctly for e ample intercrural 
se , and the client is not high risk of STI and HI , she should be advised on how to use the method 
as e ec vely as possible. Informa on about modern contracep ve methods and the risk factors 
for STI and HI  should also be given. She should be advised to return if she wishes to use a modern 
contracep ve and or her risk status for STI and HI  changes. 

 Harmful contracep ve prac ces, for e ample the use of uinine, should be ac vely discouraged.

The opportunity should always be taken to help the client to assess her his risk for e posure to STI and HI  and discuss and 
promote reliable contracep ve methods, HI  tes ng and condom use.
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3.1 Adolescents
The WHO de nes adolescents as young people between the ages of 12 and 1 . High rates of 
unintended pregnancy and HI  among young people re ect an urgent need for e ec ve appropriate 
se ual educa on and services. Good counselling, provided within the conte t of accessible youth
friendly  services, helps young people to make informed decisions regarding their fer lity. No medical 
reason e ists for denying any contracep ve method based on young age alone. However, many non
medical factors need to be considered and addressed through counselling. This is discussed in more 
detail in Chapter 6 in the companion to these guidelines  

. Addi onal clinical guidelines about contracep ves can be 
found in Chapter 2.

An overview of the suitability of par cular methods of contracep on for young people is given below. 

Hormonal contracep on 
oung women rarely have health condi ons that preclude safe use of hormonal methods. Oral 

contracep ves COCs and POPs  are safe for almost all young clients but compliance, par cularly 
with the POP method, may present a challenge for young women. Counselling involves careful 
instruc ons to ensure correct and consistent use. Providers should encourage young women to link 
pill taking to some daily rou ne for e ample brushing teeth  to assist with compliance, and provide 
clear instruc ons on what to do if pills are missed. Because use of COCs o en results in menses that 
are lighter, regular and less painful, they may bene t many young women who e perience menstrual 
irregulari es and menstrual cramps. Some women with acne may no ce improvement on COCs. POPs 
are less e ec ve than COCs in non breas eeding women, re uire more rigid compliance, and are more 
likely to cause irregular bleeding. Hence they should only be considered in the rare situa ons when 
oestrogen is contraindicated. Weight gain is not a side e ect of either COC or POPs.

The rapid loss of contracep ve e ect when pills are discon nued can be a problem for those in 
unstable rela onships who stop pill taking when they are not having intercourse. Stopping and star ng 
pill taking results in subop mal contracep ve cover and an increase in side e ects. Se ually ac ve 
adolescents who choose to use COCs should be advised to use them without interrup ons even if they 
go through phases when they are not se ually ac ve.

rogestogen onl  in ecta les 
Progestogen only injectables are popular among young women as they re uire only periodic visits 
to the clinic and are private  no supplies need to be kept at home. Both DMPA and N T N are safe, 
highly e ec ve and e ually suitable for young women. Injectables o en result in irregular bleeding, 
spo ng or amenorrhoea, which may worry some clients. A delay in return to fer lity 4 6 months  
is common a er discon nua on. As with any method, clients need thorough counselling in advance 
about possible side e ects in order to increase method sa sfac on and con nua on rates. 

The link between DMPA and decrease in bone mineral density is of concern as this may a ect 
young women achieving peak bone mass. The WHO have weighed the risks against the bene ts and 
considered injec on use by adolescents to be generally safe WHO M C Category 2 . 

Contracep on for special needs
Adolescents  menopa sal women  disa led women 
and women with chronic condi ons

CHA  3
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Recent observa onal research suggests that DMPA use may increase the risk of HI  ac uisi on, 
par cularly in young women. It is therefore important to o er a wider range of contracep ve op ons 
to young women at risk of e posure to HI . Where injectables are the preferred choice, it is vital to 
counsel on consistent and correct condom use.1,2,3  

dermal contracep ve implants
Implants provide a long ac ng, highly e ec ve form of reversible contracep on suitable for use by 
women of all ages, including adolescents. Implants deliver low doses of hormone that do not a ect 
bone density. They are a useful addi on to the method mi  available to increase young women s 
op ons.

ntra terine contracep on 
There are no contraindica ons for use of this method based on age or parity alone. oung, nulliparous 
women may use Cu I Ds WHO M C Category 2 for 20 years .4 Intrauterine devices are a highly 
e ec ve form of long ac ng reversible contracep on. Clients should be counselled that there is a 
small possibility of device e pulsion and be encouraged to return for a follow up visit 3 6 weeks a er 
inser on to check that the device is in posi on and that there is no sign of infec on. 

mergenc  contracep on
For many young people, se ual ac vity can be sporadic, unplanned, and non consensual. It is 
important for young people to know about, and have easy access to, emergency contracep on. In 
addi on, emergency contracep on is very useful a er contracep ve accidents, such as condom 
breakage or missed pills. It is an important method in terms of preven on of teenage pregnancy. 

mergency contracep on is not recommended as a regular contracep ve method, and does not 
protect against transmission of STIs and HI . Condom use should be ac vely promoted.

Condoms 
The use of condoms should be encouraged. They are available without prescrip on, immediately 
e ec ve, user controlled and only need to be used when re uired. When used with another method, 
condoms add protec on from STI HI  dual method use . 

When used correctly and consistently, condoms are very e ec ve in preven ng pregnancy, however 
correct and consistent use may be hard to achieve. In typical use condoms are only moderately 
e ec ve compared to many other contracep ve methods. Apart from abs nence and mutual 
monogamy with an uninfected partner, correct and consistent condom use provides the best 
protec on against STI and HI . Condoms can be used alone or in combina on with other more 
e ec ve methods of contracep on dual method use  to achieve op mal protec on from pregnancy 
as well as STI and HI .

There may be challenges for young people in terms of discovering their se uality and using condoms 
correctly. For e ample, young men may be embarrassed and worry about losing their erec on with 
male condoms, young women may feel uncomfortable about inser ng the female condom. Successful 
condom use re uires counselling and prac ce. oung people should be encouraged to prac ce condom 
use on their own, to learn to use them correctly and with con dence. mergency contracep on should 
be promoted and provided for backup in the event of incorrect failed condom use.

ol ntar  sterilisa on 
Sterilisa on is seldom an appropriate method for adolescents or young adults because it is considered 
to be permanent and irreversible.
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Fer lit  awareness ased methods 
FAB methods should be used with cau on by adolescents, because of a greater fre uency of 
anovula on and irregular menstrual cycles post menarche that make accurate iden ca on of the 
fer le me di cult. In addi on, many adolescents may not be in stable rela onships and se ual 
ac vity is commonly sporadic and unplanned, making it di cult to prac ce periodic abs nence. There 
is therefore an increased risk of pregnancy, STI and HI .

A s nence 
Abs nence, or the avoidance of se ual intercourse, o ers complete dual protec on. Providers should 
appreciate the role of abs nence or secondary abs nence for those already se ually ac ve  in the 
preven on of pregnancy, STI and HI  as well as in the personal development of adolescents and 
young people. nbiased, sensi ve counselling about delaying se ual debut should be provided, in a 
non judgemental way. This should include suppor ng clients who wish to abstain by assis ng with 
nego a on skills on how to say No  and informa on about alterna ve forms of se ual e pression and 
ac vity. All clients choosing to abstain should be encouraged and supported

 Abs nence including secondary abs nence
 Delay se ual debut or
  Barrier method strong reinforcement of condom use  with:

 emergency contracep on
 highly e ec ve contracep on:

 combined hormonal contracep on
 progestogen only injec on
 Cu I D 
 LNG I S 
 progestogen only implant

 mergency contracep on to be promoted and accessible in the event of unprotected intercourse, method misuse or 
failure

3.2 omen with ph sical and intellect al disa ili es 
People with physical or intellectual disabili es face many barriers to accessing se ual and reproduc ve 
health services, par cularly contracep on and fer lity planning. Health care providers, carers and 
family members o en make assump ons about the se ual and reproduc ve health needs of the 
disabled in terms of, for e ample: their desires to become pregnant and have children  their ability to 
care for children  their se ual needs and their ability to make informed decisions.

Today greater recogni on is given to the rights of all people to freely make informed se ual and 
reproduc ve choices  however, the contracep ve needs of those with disabili es are seldom 
ade uately met.

Physical and intellectual disabili es vary enormously, and so it is vital that every client is treated as an 
individual, with respect for their dignity and rights. Their needs, capabili es and aspira ons should be 
assessed, together with the client, as far as is feasible. Where possible and appropriate, family or carer 
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 con den ality upheld at all mes.

In order to do this e ec vely, one of the rst principles is making services accessible. This includes 
transport to health services, physical access for people with disabili es, plus assistance with 
communica on for e ample sign language or other transla on  plus an enabling, suppor ve a tude 
from all sta  rendering the service. 
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Health care providers need to take into account the following factors when considering the 
contracep ve op ons for the physically disabled: 

 immobility and possible increased risk of blood clo ng, degree of lack of physical sensa on and  
limita on of manual de terity  

 whether the condi on is stable, and any possible drug interac ons with current medica on  
 the mental health of the person such as signs of depression
 problems the client has handling menstrua on and menstrual hygiene
 for the intellectually disabled, factors such as psychiatric condi on and ability to use a method 

correctly is important
 vulnerability to se ual abuse or e ploita on.

Adolescents with disabili es re uire life skills educa on as for able bodied people. This must include 
informa on on se uality and other appropriate reproduc ve health services. Adolescents with 
disabili es may be as se ually ac ve as their able bodied counterparts, and may be at higher risk of 
se ual abuse or e ploita on. For some women, depending on the nature of the disability, methods that 
are independent of client ac on and or methods that reduce menstrual bleeding might be preferred 
op ons. 

Below are key considera ons for physically and intellectually disabled women in rela on to 
contracep on. The WHO M C for contracep ve use also needs to be taken into account with all 
methods see Anne e 1 10 .

3.2.1 h sical disa ili es

Hormonal contracep on 
Women with certain physical disabili es may nd it di cult to use COCs correctly and consistently, 
or return to the clinic on me for progestogen only injectables. The increased risk of venous 
thromboembolism, associated with impaired circula on and or immobility, is a considera on for 
women with some physical disabili es who wish to use COCs. Risk of venous thrombosis is not 
increased by progestogen only methods oral, injectables, implants or LNG I S . Progestogen induced 
amenorrhoea may be an e tra bene t for those clients who have di culty in coping with menstrual 
hygiene.

ntra terine contracep on 
Cu I Ds can usually be ed, unless clients have di culty in coping with menstrual hygiene. Women 
who have severe anaemia may bene t from a method that reduces menstrual blood loss. Women 
with lower body sensory loss are at risk of being unaware of signs of Cu I D related complica ons for 
e ample symptoms of infec on or e pulsion  and so rou ne follow up at 4 6 weeks is important. For 
some clients the LNG I S is a very acceptable contracep ve op on, par cularly because of the reduced 
bleeding over me.

Condoms
Condoms should be encouraged for all clients at risk of e posure to STI and HI . Correct condom use, 
however, may be di cult for people with poor coordina on and or lack of manual de terity. Where 
appropriate and possible, able bodied partners should be encouraged to assist.

ol ntar  s rgical contracep on 
Male or female sterilisa on may be appropriate if an individual with a physical disability personally 
re uests it. However, as with any client re ues ng sterilisa on, careful counselling should be provided 
to ensure a thorough understanding of the procedure, especially its permanence and irreversibility, 
as well as of the e ually e ec ve long ac ng reversible methods of contracep on. It is important to 
ensure that the client s rights are respected, and that the client with a disability is not coerced into 
sterilisa on. 
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Health care providers should be aware of the necessary legal process that must be followed if the parents, guardian or 
curator re uest s sterilisa on for a client who is not considered competent to consent to surgery. The legal re uirements 
are set out in the Sterilisa on Act No. 44 of 1 8  and the Sterilisa on Amendment Act No. 3 of 200 . A team of 
professionals need to consider each case individually. 

Fer lit  awareness ased methods 

Modern FAB methods can be used e ec vely by many people with physical disabili es, for e ample 
blindness , especially if they have able bodied partners who can assist with daily observa ons. Careful 
training of the client couple by an e perienced FAB teacher, including considera on of her par cular 
circumstances, is essen al for op mal use.

3.2.2 ntellect al disa ili es
People with intellectual disabili es, including psychiatric disturbances, re uire careful considera on 
regarding their contracep ve and fer lity planning needs. The nature of their disability, level of 
func on, ability to understand the conse uences of se ual intercourse and make reproduc ve choices, 
as well as their long term prognosis, must be taken into considera on.

Hormonal contracep on 
Hormonal methods are highly e ec ve, 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 injec on on me
 the client s ability to cope with the irregular bleeding o en caused by progestogen only methods, 

par cularly injectable contracep ves
 bene ts of progestogen induced amenorrhoea for women unable to cope with menstrual hygiene 

although it is important to remember that becoming amenorrhoeic may take me and clients 
should be able to cope with the irregular bleeding that fre uently precedes amenorrhoea .

ntra terine contracep on 
Cu I Ds provide very e ec ve contracep on without need for client compliance. LNG I S may be a 
be er op on as it will also reduce menstrual bleeding.

Condoms 
Condoms should be promoted and made available whenever possible to protect against STIs and HI . 
Compliance may present a major problem  and clients where pregnancy is undesirable should be 
encouraged to use more e ec ve, client independent contracep ve methods in addi on to condoms 
to ensure dual protec on.

Fer lit  awareness ased methods  
FAB methods are not suitable for this group of clients as the accurate iden ca on and interpreta on 
of fer lity signs are likely to be di cult to learn and follow.

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

Health care providers should be aware of the necessary legal process that must be followed if the parents, guardian or 
curator re uest s sterilisa on for a client who is not considered competent to consent to surgery. The legal re uirements 
are set out in the Sterilisa on Act No. 44 of 1 8  and the Sterilisa on Amendment Act Act No. 3 of 200 . A team of 
professionals need to consider each case individually. 
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3.3 omen approaching menopa se
Menopause usually occurs by the age of 2 within a range of 4 . A woman is assumed to have 
reached menopause a er 12 consecu ve months without any menstrual bleeding if not using any 
hormonal contracep on  or if her follicle s mula ng hormone FSH  level is above the menopausal 
level speci ed by the laboratory.

The term perimenopause  describes the period, normally about three to ve years, preceding 
menopause. This is characterised by changes in the menstrual cycle, with decreased or increased 
bleeding and menstrual irregulari es. Se ually ac ve women con nue to be at risk of concep on 
unless they use e ec ve methods of contracep on un l menopause. 

Pregnancy in perimenopausal women is usually unplanned and carries increased health risks for both 
the mother and child. All methods of contracep on can be considered a er careful health screening, 
subject to WHO M C. Age itself does not restrict a woman from using any contracep ve method.

Providers should be aware that certain medical condi ons that may make some methods unsuitable 
are more common in this age group for e ample hypertension and other cardiovascular risk factors .

It is o en assumed that older women are less at risk of STIs and HI . However, perimenopausal women 
may be at the same risk of STIs and HI  as women of any age and need to use condoms to prevent HI , 
unless they are in a mutually monogamous rela onship with an HI nega ve partner. 

3.3.1 Contracep ve choices in the perimenopa sal woman
Methods that can be used without restric on by perimenopausal women include Cu I Ds, LNG I S, 
progestogen only pill, progestogen implants, barrier methods and sterilisa on. The WHO M C apply to 
these methods.

Hormonal contracep on 
Combined hormonal contracep on the combined pill, patch, vaginal ring or combined injec on  is not 
contraindicated by age alone in perimenopausal women. However:

 it should not be used by women of 3  years or older who smoke 1  or more cigare es a day, or 
who e perience migraine over the age of 40 WHO M C Category 4

 it is not usually recommended for women of 3  years or more who smoke less than 1  cigare es a 
day, or who uit smoking less than one year ago WHO M C Category 3

 where COCs are suitable, a pill containing 20 g ethinyl estradiol is a good rst choice if available
 emergency contracep on can be used by all perimenopausal women, even those who cannot use 

hormonal methods on a con nual basis. 

Progestogen only injectables can be used without restric on up to the age of 4 . In women over the 
age of 4 , the bene ts generally outweigh the risks. This relates par cularly to the reduced bone 
mineral density and injec ons should be discon nued at 4  by women with any other risk factors for 
osteoporosis, for e ample low body mass inde , smoking, long term use of cor costeroids and gene c 
factors.

The non contracep ve bene ts of hormonal contracep on can in uence the choice of contracep on 
for women with the condi ons listed below.

  Combined hormonal contracep on may reduce symptoms.
  Combined hormonal contracep on may increase bone mineral density  while 

progestogen only injectables can reduce bone mineral density.
  Combined hormonal contracep on may reduce 

symptoms.
  Progestogen only methods may reduce symptoms.
  The LNG I S reduces menstrual bleeding and can cause amenorrhoea  

COCs, injectables and POPs may also reduce bleeding if there are no other contraindica ons for 
use of these methods.
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Hormone therap  
Women using combined hormone therapy should not rely on this as contracep on. A POP can be 
used with combined se uen al hormone therapy to provide e ec ve contracep on. A POP used 
with oestrogen only hormone therapy will not provide an ade uate level of endometrial protec on. 
Combined con nuous hormone therapy regimens are not appropriate in this age group.
The LNG I S can be used as the progestogen component of hormone therapy for ve years, and 
provides concurrent contracep on.

Fer lit  awareness ased methods 
FAB methods are not generally recommended because irregular anovulatory menstrual cycles in the 
perimenopause make this method di cult to use e ec vely.

3.3.2 hen sho ld contracep on e stopped at menopa se
The Cu I D and the LNG I S can be retained longer during the perimenopause. In addi on:

 women who have any Cu I D inserted at or a er the age of 40 may retain the device un l they no 
longer re uire contracep on

 women who have an intrauterine system inserted at or a er the age of 4  may retain the device 
un l they no longer re uire contracep on

Stopping non hormonal contracep on Cu I D, condoms  at the menopause:
 women less than 0 years of age should con nue contracep on for two years a er the last period
 women aged 0 years or more should con nue contracep on for one year a er the last period
 condoms should be used into the menopause if protec on against STIs and HI  is re uired.

Condoms should be used into the menopause if protec on against STI and HI  is re uired.
Advice for stopping non hormonal and hormonal contracep on is described in Table 23. 

Contracep ve 
method

Advice on stopping contracep on

Age 0 years Age 0 years 

Non hormonal Stop contracep on a er 
2 years of amenorrhoea

Stop contracep on a er 1 year of amenorrhoea

CHC Can be con nued to age 0 
years*

Stop CHC at age 0 years and switch to a non hormonal method 
or progestogen only pill, then follow appropriate advice

DMPA Can be con nued to age 0 
years*

Stop DMPA at age 0 years and choose from op ons below: 
 switch to a non hormonal method and stop a er 2 years of 
amenorrhoea 

    or
 switch to the POP, implant or LNG I S and follow advice below

Implant 
POP 
LNG I S

Can be con nued to age 0 
years or longer*

Con nue method
If amenorrhoeic either: 

 check FSH levels and stop method a er 1 year if serum FSH is 
30 I L on two occasions 6 weeks apart 

    or
 stop at age  years when natural loss of fer lity can be 
assumed for most women

If not amenorrhoeic, consider inves ga ng any abnormal bleeding 
or changes in bleeding pa ern, and con nue contracep on 
beyond age  years un l amenorrhoeic for 1 year

* If a woman wishes to stop hormonal contracep on before age 0 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 poten al delay in return of ovula on .

 

Source: , Clinical ec veness nit, 20101
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3.  Chronic medical disorders
For many women with serious chronic medical disorders, the preven on of unwanted pregnancy is 
very important, because pregnancy may pose a major health risk to the mother and or the fetus. 
The pregnancy itself may cause deteriora on in the medical condi on, and or the necessary drug 
treatment for the condi on may be harmful to the fetus. 

Counselling clients with medical condi ons about their fer lity and contracep ve op ons should 
include a careful weighing of the bene ts, risks, safety, acceptability and e ec veness of each method 
against the pregnancy related risks for the client. So, for e ample, methods that have no or few side 
e ects such as barrier methods  but are less e ec ve in typical use than other methods such as 
voluntary sterilisa on, COCs, Cu I D, LNG I S, implants and injectables  can e pose the user to an 
unintended high risk pregnancy. 

The use of certain contracep ves that may e acerbate the medical disorder or cause addi onal 
risk of complica ons must also be avoided. In addi on, when selec ng a suitable method careful 
considera on must be given to poten al drug interac ons. 

Some of the more common medical disorders that re uire special a en on in terms of contracep ve 
method provision are discussed below. For more detailed informa on on a broader range of 
condi ons, refer to WHO M C.1  

Cardiovasc lar disease
Cardiovascular disease includes a wide range of condi ons with various implica ons for contracep on, 
as discussed below.

  If hypertension develops during COC use, the method should be discon nued and an 
alterna ve contracep ve method chosen. For women with blood pressure over 140 0 and those 
on an hypertensive treatment:

 Methods containing oestrogen combined pills, patches, vaginal rings and injectables  are not 
recommended because they increase the risk of serious complica ons, such as heart a acks and 
strokes

 POPs, injectables, implants, Cu I D and LNG I S are safe alterna ve choices. However, 
injectables should not be ini ated or should be discon nued  in women with very high blood 
pressure levels systolic 160 and or diastolic 100

 asectomy is the preferred method of sterilisa on if the couple is sure that they do not wish to 
have any more children. Tubal liga on under local anaesthesia can be considered if the service is 
available. 

   deep vein thrombosis and pulmonary embolism D T P .
 Current or a past history of venous thromboembolism is an absolute contraindica on to the 
use of oestrogen containing contracep ves combined oral, patch, vaginal ring or combined 
injectables .

 POPs, injectables, implants and LNG I S are suitable choices for women with a history of D T
P , but should not be ini ated or used by women with acute D T P .

 The Cu I D may be used but concurrent use of an coagulants may give rise to e cessive 
bleeding.

 Female sterilisa on should be delayed un l the condi on has been stabilised on an coagulant 
therapy and preferably a er treatment has been discon nued .

   acute myocardial infarc on, angina, cerebral haemorrhage or thrombosis, 
transient ischaemic a acks.

 Arterial disease or high risk factors, including heavy smoking in women over 3  years of age, 
contraindicate the use of all oestrogen containing methods for e ample combined hormonal 
contracep ves, namely COCs, patches, vaginal rings or combined injectables .
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 Progestogen only injectables should not be used by women with these condi ons. All other 
progestogen only methods, including LNG I S subdermal implants and POPs, can be ini ated 
or con nued, but careful follow up is re uired and the method should be discon nued if the 
condi on worsens.

 The Cu I D is safe and highly e ec ve.
 There are associated anaesthe c risks with female sterilisa on. Therefore vasectomy should be 
the sterilisa on procedure of choice for couples who are sure that they do not wish to have any 
children in the future. 

O  
moking increases the risk of cardiovascular disease for all ages and should be discouraged.

 The use of COCs is not recommended in smokers of 3  years or older.
 Heavy smoking more than 1  cigare es per day  in women of 3  years or older is an absolute contraindica on to 
oestrogen containing contracep ves.

 Smokers can safely use progestogen only methods, Cu I Ds and sterilisa on.

   uncomplicated cases. There are no absolute contraindica ons to the use 
of any contracep ve method, although combined hormonal contracep ves WHO M C Category 2  
would re uire careful follow up.

 Combined hormonal contracep ves are absolutely contraindicated WHO M C Category 4  in 
the presence of complica ons, such as pulmonary hypertension, risk of brilla on or history of 
subacute bacterial endocardi s.

 Progestogen only methods can be used safely.
 In the presence of complicated valvular heart disease, Cu I D or LNG  I S can be inserted WHO 
M C Category 2 , prophylac c an bio cs to prevent bacterial endocardi s advised.

ia etes mellit s
 Women with diabetes both non insulin and insulin dependent  who do not have vascular 

complica ons can use any contracep ve method safely.
 Women with long standing disease more than 20 years  or those with vascular complica ons 

neuropathy, nephropathy or re nopathy  should not use combined hormonal methods COCs, 
patches, etc.  or progestogen only injectables as they are in WHO M C Category 4. They can safely 
use Cu I Ds, LNG I S, or other progestogen only methods, such as POPs and implants.

 Female sterilisa on has associated anaesthe c and surgical risks. Therefore, vasectomy is the 
sterilisa on procedure of choice for couples, who are sure that they do not wish to have any 
children in the future. When alterna ve, highly e ec ve long ac ng reversible methods are 
unacceptable, female sterilisa on can generally be performed in women with complicated diabetes 
if specialised se ngs, with a trained surgical team and ade uate support e uipment, are available 
WHO M C Category S* . 

pileps
pilepsy itself does not preclude the use of any contracep ve method. But some of the commonly 

used an convulsant drugs namely phenytoin, carbamazepine, ethosu amide, phenobarbitone 
and primidone  may reduce the e cacy of hormonal contracep ves and thus increase the risk of 
pregnancy.

O  
Sodium valproate has been associated with various fetal congenital abnormali es. The risk occurs in the rst trimester 
and the lowest dose possible and folic acid supplementa on is advised. The risk bene t ra o should be carefully 
considered as well as the danger of changing therapy during pregnancy. Prenatal diagnosis of valproate induced spina 
bi da can be performed. alproate use during pregnancy may also be associated with an increased risk of cogni ve 
impairment in children.2

*  WHO S  procedure should be undertaken with e perienced surgeon and sta .
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 Progestogen only injectables are e ec ve, injec on intervals do not need to be shortened.
 Cu I Ds, LNG I S or sterilisa on may be a good choice for clients with epilepsy, if no speci c 

contraindica ons to these methods are iden ed during appropriate screening.
 POPs should not be used.
 COCs generally should not be used by women taking an convulsants long term WHO M C 

Category 3 . For women taking an convulsants short term, higher dose prepara ons containing 
0 g oestradiol to a ma imum 0 g, this may re uire taking two pills each day  may be 

considered to counteract the poten al reduced e ec veness of COCs. tended dosing regimens 
of monophasic pills, i.e. three or four packs of ac ve pills 12 weeks  followed by a hormone free 
interval of only four days are recommended.

 Lamotrigine has no e ect on contracep ve e cacy, but use of COCs are not recommended with 
this an convulsant in monotherapy as oestrogen reduces seizure control. If drug dose is increased 
to improve therapeu c e ects, pa ents may then su er lamotrigine to icity during the placebo
hormone free week. However, when lamotrigine is used in combina on with sodium valproate 
COCs do not seem to have the any nega ve e ects and can be used. Progestogen only methods 
are safe and e ec ve as are I D I S.

 Women who are on an convulsants, or who took an convulsants that are enzyme inducing drugs 
within 28 days of the act of unprotected se , must be o ered an intrauterine device for emergency 
and on going contracep on, if CPs are used the dose should be increased by 0 .

erc losis 
TB does not contraindicate the use of any method, e cept intrauterine devices in the presence of 
pelvic TB. 

If the potent enzyme inducing drugs, rifampicin or rifabu n are used in treatment, hormone levels are 
dropped by 40 , reducing e cacy of POPs and COCs even high dose  signi cantly, therefore their 
use is not advised.

Progestogen only injectables are suitable  injec on intervals do not need to be shortened.

The Cu I D, LNG I S or sterilisa on can be used safely in women with the non pelvic form of TB. 
Female sterilisa on in women with pelvic TB can be considered, but only if specialised se ngs, with a 
trained surgical team and ade uate support e uipment, are available as per WHO M C Category S.*

omen with malignant disease
 Benign breast disease, undiagnosed breast lumps and a family history of breast 

cancer do not contraindicate the use of any speci c method.
 The Cu I D is a safe choice as it has no hormonal e ects.
 Hormonal methods are contraindicated for women with current breast cancer WHO M C 
Category 4 for all hormonal contracep ves . For women with a history of breast cancer no 
evidence of current disease for at least ve years  hormonal methods are not generally 
recommended, although if nothing else is available or acceptable they may be allowed with 
approval from the a ending oncologist and under careful medical supervision WHO M C 
Category 3 for all hormonal contracep ves .

 oluntary sterilisa on is appropriate for women who are certain that they do not want to have 
children in the future.

 Other methods re uire careful counselling as they generally carry a greater risk of contracep ve 
failure and pregnancy may e acerbate the disease.

  HP  infec on is the main cause of cervical cancer. The 
onset of se ual ac vity at a young age and mul ple se ual partners increase risk of e posure to HP  
and thus are associated with a higher risk of cervical cancer. Therefore, delay of se ual debut and 
safer se ual prac ces should be encouraged to reduce HP  infec on. Introduc on of HP  vaccines 
for adolescents should be considered as a strategy to reduce cancer of the cervi  in South Africa. 

* WHO S  procedure should be undertaken with e perienced surgeon and sta .
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 . If cervical intraepithelial neoplasia is diagnosed on the cervical 
pap  smear, it must be managed appropriately. The condi on does not preclude any form of 

contracep on, including hormonal methods and intrauterine devices. Sterilisa on would be 
suitable for women or couples who do not wish to have children in the future.

   for e ample ovarian and endometrial. These 
cancers re uire treatment that generally results in sterility. Any contracep ve method can be 
ini ated if needed while the woman awaits treatment. The only e cep on is the inser on of Cu 
I D or LNG I S in the presence of cervical and endometrial cancer WHO M C Category 4 , or 
ovarian cancer WHO M C Category 3 . If a Cu I D or LNG I S user is diagnosed with cervical 
cancer, the device can be kept in place while she awaits treatment WHO M C Category 2 . 

 Hormonal contracep ves provide protec on from genital tract cancers. The use of hormonal 
contracep ves, both oral and injectables and theore cally other hormone delivery systems, for 
e ample LNG I S, implants, patches and vaginal rings  have been shown to signi cantly reduce 
the risk of developing endometrial and ovarian cancer by as much as 0 . This protec ve e ect 
increases with dura on of use and e tends up to 1  years a er discon nuing the method.
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There is a need to consider the various contracep ve methods in terms of their impact on HI  
ac uisi on and, for HI posi ve women, their impact on transmission, disease progression and drug 
interac on.* The recommenda ons in the Policy and Guidelines are drawn from e pert consulta ons 
within South Africa, and an e pert consulta on hosted by WHO in Geneva, anuary 2012.3 

4.1 H  ac isi on in H  nega ve women
Twenty prospec ve studies assessed the risk of HI  ac uisi on among HI nega ve women using 
di erent hormonal contracep ves. Most higher uality studies found no sta s cally signi cant 
associa on between oral contracep ve pill use and HI  ac uisi on. vidence on progestogen only 
injectables, speci cally DMPA, was mi ed  some higher uality observa onal studies reported a 
signi cant increase in the risk of HI  ac uisi on ranging from 48  to 100  while other observa onal 
studies did not report such an associa on. These ndings are of par cular concern in the conte t of 
South Africa, where HI  incidence is very high among young women. 

Reviewing the available evidence, the WHO e pert commi ee agreed that the data were not 
su ciently conclusive to advise HI nega ve women who are at risk of HI  infec on to stop using 
progestogen only injectables, but a strong clari ca on to current guidance was added. This stated that: 

Because of the inconclusive nature of the body of evidence on possible increased risk of HI  ac uisi on, women using 
progestogen only injectable contracep on should be strongly advised to also always use condoms, male or female,  
and other HI  preven ve  measures. pansion of contracep ve method mi  and further research on the rela onship 
between hormonal contracep on and HI  infec on is essen al. These recommenda ons will be con nually reviewed in 
light of new evidence.  

Source: WHO, 20123

4.2  H  transmission from H posi ve women to 
       H nega ve men
One recent observa onal study provided direct evidence on the rela onship between female to male 
HI  transmission and oral contracep ve pills or injectable contracep on. It suggested a two  to three
fold increased risk with use of injectable contracep ves, but not for oral contracep ve pills. 

Indirect evidence on two possible mechanisms by which hormonal contracep on may impact female
to male HI  transmission, namely increased genital HI  viral shedding or altered plasma viral load, 
was also assessed. Findings from studies assessing hormonal contracep ve use and genital HI  viral 
shedding were inconsistent, but studies assessing hormonal contracep ve use and plasma viral load or 
viral load set point largely indicated no adverse e ects. 

As the evidence is limited and inconsistent, one cannot assume that women using hormonal 
contracep ves are more likely to transmit HI  to a HI nega ve partner than women not using 
hormonal methods. However, more research is re uired to clarify this ues on and future guidance 
will be re ned based on the research outcomes. In any case, it is strongly recommended that all HI
posi ve women with HI nega ve partners should con nue using condoms at all mes, even when 
they are relying on an e ec ve contracep ve method for pregnancy preven on. Condom use by 
serodiscordant couples is cri cal for preven on of HI  transmission. 

Contracep on and H
CHA  4

* Two key sources have contributed to this chapter a  Bekker L G et al. Guideline on safer concep on in fer le HI infected individuals and couples. 
2011, 12 2 :31 1 and b   WHO RHR and CCP, 20112
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4.3 isease progression in H posi ve omen 
None of the 10 observa onal studies that e amined use of various hormonal contracep ves and HI  
disease progression as measured by mortality, me to CD4  cell count below 200 cells mm3, ini a on 
of ART, increased HI RNA viral load, or decreased CD4  cell count  found a sta s cally signi cant 
associa on. An increased risk of a combined outcome of progression to AIDS, ART ini a on or death 
was reported in one randomised controlled trial that compared hormonal contracep ve users with Cu 
I D users  however, interpreta on of this associa on is di cult due to high rates of method switching 
and loss to follow up. At present this policy does not restrict the use of hormonal contracep ves 
among HI posi ve women. 

4.4 Overall g idance for contracep ve se  H posi ve women 
al method 

It is strongly recommended that all HI posi ve clients who wish to avoid pregnancy should consider 
dual method use  e ec ve contracep ve method of their choice for pregnancy preven on and 
consistent use of male or female condoms  to prevent STI and HI  transmission between partners. 
If a woman does not want a pregnancy or a pregnancy could impact nega vely on her health for 
e ample a woman with CD4 200 , a highly e ec ve and, preferably, client independent method should 
be considered in addi on to condoms. If a woman chooses to rely on condoms for both pregnancy 
preven on and preven on of HI  transmission to her partner, then she should also be counselled about 
the use of emergency contracep on in case condoms were not used consistently and or correctly.  

Hormonal contracep ves 
Hormonal contracep ves can be used safely by the majority of HI posi ve women. Progestogen only 
injectables and implants can be safely used and are highly e ec ve contracep ves, with implants also 
being long ac ng. Some ART drugs such as ritonavir or ritonavir boosted protease inhibitors PIs  and 
non nucleoside reverse transcriptase inhibitors NNRTIs  as well as TB drugs rifampicin and rifabu n  
can interact with implants and N T N. While interac ons with these drugs are not e pected to 
signi cantly a ect the e ec veness of implants and N T N and they can be generally used by women 
on ART or TB treatment, concurrent use of condoms is also recommended for both dual protec on 
purposes and enhanced protec on from pregnancy WHO M C Category 2 . Women who use DMPA 
can do so safely even if they receive ART or TB treatment because the e ec veness of DMPA is not 
a ected by drug interac ons WHO M C Category 1

There are more concerns about women who are on ART or receive treatment for TB and are planning 
to use combined hormonal contracep ves or POPs. Blood levels of hormones in women who take 
COCs, combined injectables or POPs are signi cantly reduced as a result of drug interac ons with 
ritonavir and ritonavir boosted PIs as well as with the TB drugs rifampicin and rifabu n. WHO 
recommends that these should generally not be used together WHO M C Category 3 . There are 
some lesser interac ons with NNRTIs, which generally do not preclude use of combined hormonal 
methods and POPs, but adding a condom is appropriate for enhanced pregnancy protec on WHO 
M C Category 2 . 

CPs should be available to women with HI . ART or TB medica ons are unlikely to reduce the 
e ec veness of CPs because CPs contain higher doses of hormones than daily COCs. There is 
currently no evidence to jus fy increasing the CP dosage for women on ART or TB medica on, 
although higher dose CP regimens could be considered see Sec on 13.4 .

ntra terine devices or s stems 
Intrauterine contracep ves both Cu I Ds and LNG I S  are very e ec ve long ac ng reversible 
methods that can generally be used by most HI posi ve women, including those with AIDS, provided 
they are clinically well on ART WHO M C Category 2 . Women with AIDS, who do not receive ART or 
those who are not clinically well on ART, generally should not ini ate intrauterine devices or LNG I S 
WHO M C Category 3 . At the same me, women who developed AIDS while using an intrauterine 

device or system, can con nue to use it safely even if they are not on ART WHO M C Category 2 .
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terilisa on 
Male or female sterilisa on is appropriate only for individuals or couples who have been thoroughly 
counselled about the procedure and are certain that they never wish to have more children in the 
future and who have considered the implica ons thoroughly. The decision should be voluntary and 
fully informed, with clients being cognisant of their se ual and reproduc ve health rights. While HI  
status may a ect clients  decision to choose sterilisa on, they should never be coerced into doing so.

Condoms 
Regardless of what method was chosen for pregnancy preven on, all women at risk of HI  and 
those living with HI  should be strongly encouraged to use condoms consistently and correctly dual 
method use . They should also be counselled about addi onal HI  preven ve measures, which include 
voluntary adult male medical circumcision, awareness of one s own and one s partner s HI  status, ART 
for treatment eligible HI posi ve individuals, diagnosis and treatment of STIs, and a reduc on in the 
number of se ual partners.

4.  mmar  of contracep ve methods and H *

Below is a narra ve summary of HI related eligibility for speci c methods. An outline of the risks and 
drug interac ons associated with each contracep ve method is provided in Table 24. A summary of 
contracep on and HI  according to the WHO M C is provided in Table 2 .

Com ined hormonal contracep ves COCs, patches, rings and combined injectables
 Can be used safely by women who are living with HI  and AIDS WHO M C Category 1 . 
 Can be used by women on ART WHO M C Category 2  unless their therapy includes ritonavir or 

ritonavir boosted PIs, as ritonavir may signi cantly reduce the e ec veness of combined hormonal 
contracep ves WHO M C Category 3 . 

 Combined hormonal contracep ves provide no protec on in terms of STI and HI  transmission, 
and consistent and correct condom use in addi on to combined hormonal method needs to be 
encouraged. 

rogestogen onl  pills 
 Can be used safely by women who are living with HI  and AIDS. 
 Can be used by women on ART WHO M C Category 2  unless their therapy includes ritonavir or 

ritonavir boosted PIs, as ritonavir may signi cantly reduce the e ec veness of POPs WHO M C 
Category 3 . 

 POPs provide no protec on in terms of STI and HI  transmission  therefore consistent and correct 
condom use in addi on to POPs needs to be encouraged. 

rogestogen onl  in ecta les M A and   
 HI posi ve women and those who have AIDS, including those on ART, can safely use progestogen

only injectables WHO M C Category 1 for DMPA and Category 2 for N T N .
 Progestogen only injectables provide no protec on in terms of STI and HI  transmission  therefore 

consistent and correct condom use in addi on to injectables needs to be encouraged.  

dermal implants 
 Can be used by women who are living with HI  and AIDS, including those on ART WHO M C 

Category 2 . 
 Implants provide no protec on in terms of STI and HI  transmission  therefore consistent and 

correct condom use in addi on to implants needs to be encouraged. 

*    Family Planning: A global handbook for providers, 2
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ntra terine contracep on
 Women living with HI , but who do not have AIDS, can safely have the Cu I D LNG I S inserted 

WHO M C Category 2 .
 Women who have AIDS but are on ART and are clinically well can safely have the Cu I D LNG I S 

inserted WHO M C Category 2 .
 Women who have AIDS but who are not on ART, and those who are not clinically well while on ART, 

should not have the Cu I D LNG I S inserted WHO M C Category 3 .
 If a woman develops AIDS while she has a Cu I D LNG I S in place, she can con nue using the 

method. More careful monitoring may be re uired in such cases.
 Intrauterine devices and systems provide no protec on in terms of STI and HI  ac uisi on or 

transmission  therefore consistent and correct condom use in addi on to Cu I D LNG I S needs to 
be encouraged. 

mergenc  contracep ve pills 
 Women with HI , AIDS, and those on ART can safely use CPs, even when they have health 

condi ons precluding them from using hormonal methods for regular, on going contracep on. 
 ART or TB medica ons are unlikely to reduce the e ec veness of CPs because CPs contain 

higher doses of hormones than daily oral contracep ves. There is currently no evidence to jus fy 
increasing the CP dosage for women on ART or TB medica ons, although such an approach may 
be considered. In this case, women on ART regimen containing ritonavir or taking rifampicin
rifabu n for TB may be advised to increase the dose of CPs Ovral Famynor 3 3, Norlevo 3 tabs 
stat, scapelle 2 tabs stat Microval Hyan 38 38  

arrier methods 
 Condom use, in addi on to any other contracep ve method, should be promoted to prevent 

pregnancy, STI and HI  reinfec on. 
 Barrier methods should be combined with a LARC method if pregnancy is either contraindicated or 

not desired. 

Female sterilisa on
 Women living with HI , AIDS, or those on ART can safely undergo female sterilisa on. 
 Special arrangements are needed to perform female sterilisa on on a woman with AIDS.
 Presence of an AIDS related illness may re uire the procedure to be delayed un l health improves.
 Sterilisa on provides no protec on in terms of STI and HI  transmission  therefore consistent and 

correct condom use needs to be encouraged in addi on to sterilisa on.
 Sterilisa on should only be performed with the full consent of the client. No one, including HI

posi ve women, should be pressurised or coerced into being sterilised. 

asectom
 Men living with HI , AIDS, or those on ART can have a vasectomy safely. 
 Special arrangements may be needed to perform a vasectomy on a man with AIDS.
 Presence of an AIDS related illness may re uire the procedure to be delayed un l health improves.
 asectomy provides no protec on in terms of STI and HI  transmission  therefore consistent and 

correct condom use needs to be encouraged in addi on to vasectomy.
 asectomy should only be performed with the full consent of the client. No one, including HI

posi ve men, should be pressurised or coerced into having a vasectomy.
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Contraceptive 
method 

Impact on 
disease 
progression

Increased HIV 
transmission to 
partner

Interaction with ART 
regimens

Interaction with TB 
treatment

Oral 
contraceptive 
pills (COCs and 
POPs)

conclusive 
evidence of 

 
can use

 

generally do not use (WHO 

Some interaction with 

appropriate for enhanced 
pregnancy protection (WHO 

 

generally do not use  

Injectable 
contraceptives 
(DMPA,  
NET-EN)

conclusive 
evidence of 

 
can use

of harm. Recent 

suggest that use of 

risk of HIV acquisition 
and transmission. More 

concurrent use of 

strongly encouraged

 

adding condom is appropriate 
for enhanced pregnancy 

 
need to increase dose or 

can use without restrictions 

appropriate for enhanced 

need to increase dose or 

Implants
conclusive 
evidence of 

 
can use

 
 

can use

adding condom is appropriate 
for enhanced pregnancy 

Implants and rifampicin/

appropriate for enhanced 
pregnancy protection

Male condom
prevent 
reinfection

Barrier method protects 
from HIV transmission 
to partner

Female condom
prevent 
reinfection

Barrier method protects 
from HIV transmission 
to partner

Cu IUD
that Cu 

any impact 
on disease 

can use

Limited evidence 
showed no increased 
risk of HIV transmission 

LNG-IUS Limited 

considered 
extrapolating from Cu 

Male and female 
sterilisation reasons to 

suspect any 
negative 

use

to suspect any negative 
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Condi on CHC CIC** POP DMPA 
N T N

LNG TG 
implants

Cu I D LNG I S

I C I C

High HI  risk 1 1 1 1 1 2 2 2 2

HI posi ve 1 1 1 1 1 2 2 2 2

AIDS not on ART 1 1 1 1 1 3 2 3 2

Not clinically well on ART Decisions to ini ate and use hormonal methods are 
not based on clinical status, but on possibility of drug 
interac on. See ART  categories below

3 2 3 2

Clinically well on ART 2 2 2 2

ART

Nucleoside reverse

transcriptase inhibitors

NRTIs

1 1 1 DMPA=1

N T N=1

1 Cu I D and LNG I S do 
not interact with ART 
drugs. Decisions to ini ate 
and con nue I D I S are 
made based on woman s 
clinical status clinically 
well on ART or not  see 
categories above .

Non nucleoside reverse 
transcriptase inhibitors 
NNRTIs

2 2 2 DMPA=1 
N T N=2

2

Ritonavir boosted protease 
inhibitors

3 3 3 DMPA=1 
N T N=2

2

Rifampicin or rifabu n 
therapy for TB 3

3 2 3 DMPA=1 
N T N=2

2 1* 1* 1* 1*

* I D I S do not interact with TB drugs and can be used without restric ons unless woman has pelvic form of TB in which case Cu I D inser on is classi ed as 
WHO M C Category 4 and should not be done

** Currently, CICs are not available in South Africa

Source: WHO.4

O
 According to the WHO M C 2010 :4 “Limited data from small, mostly unpublished studies suggest that the pharma
cokine cs of COCs may be altered by some an retroviral AR  therapies. Few studies have measured clinical outcomes. 
However, large decreases in contracep ve steroid level in the blood are seen with ritonavir boosted protease inhibitors. 
Decreases of this size have the poten al to compromise contracep ve e ec veness. Some of the interac ons between 
contracep ves and AR s have also led to increased AR  to icity. With regard to the smaller e ects seen with non nu
cleoside reverse transcriptase inhibitors NNRTIs , the clinical signi cance is unknown, especially since studies have not 
e amined steady state levels of contracep ve hormones. To date, no clinically signi cant interac ons have been reported 
between contracep ve hormones and nucleoside reverse transcriptase inhibitors NRTIs .  For up to date, detailed infor
ma on on HI  drug interac ons, it is recommended that the HI  Drug Interac ons website: www.hiv druginterac ons.
org is consulted.

See Appendi  4 for the full WHO statement: HI  and hormonal contracep on
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Medical eligi ilit  criteria 
A

Annexes 1 10 outline the medical eligibility criteria for speci c methods, based on the 
, , published by the World Health 

Organiza on in 2010.

Annexe 1

ni a ng com ined hormonal contracep ves CHCs
including low dose combined oral contracep ves COCs , combined injectables, transdermal patches 

and vaginal ring

Note: Condi ons not in the WHO M C, but relevant to the South African conte t are marked with an asteri  and reference *1 .

CHCs HO M C Categor  1   M HO   A  C C M A C

 
 
 
 

 Recent abor on miscarriage, history of ectopic pregnancy
 Irregular menstrual periods, severe dysmenorrhoea, heavy periods
 terine broids, endometriosis, PID history or current
 Benign breast disease, family history of breast cancer
 ndometrial or ovarian cancer
 History of gesta onal diabetes
 Gesta onal trophoblas c disease
 Non breas eeding postpartum 6 weeks 
 Cervical ectropion

 
 aricose veins
 Thyroid disease
 Schistosomiasis
 Chronic viral hepa s or carrier
 Mild cirrhosis
 se of broad spectrum an bio cs, an fungals or an parasi cs
 Tuberculosis unless taking rifampicin
 Malaria
 Iron de ciency anaemia
 Depressive Disorders

 
 

 High risk of STI and HI , HI  posi ve or AIDS unless on ART therapy



8

Annexe

a onal Contracep on Clinical idelines     Department of Health

Annexe 1  

ni a ng com ined hormonal contracep ves CHCs

CHCs HO M C Categor  2  A   H  M HO
 
 
 
 
 

 History of pregnancy related cholesta c jaundice
 History of pregnancy related hypertension where current blood pressure is measurable and normal 
 Breas eeding, over 6 months postpartum
 Non breas eeding 3 weeks postpartum if no addi onal risk factors for thrombosis
 ndiagnosed breast mass
 Cervical intraepithelial neoplasia CIN  or cancer awai ng treatment
 ne plained vaginal bleeding before evalua on
 Breast disease  undiagnosed mass

 
 ncomplicated valvular heart disease
 Super cial thrombophlebi s
 family history of T  venous thromboembolism

 
 Diabetes without vascular complica ons both insulin non insulin dependent
 SL  systemic lupus erythematosus  without an phospholipid an bodies
 Benign liver tumour: focal nodular hyperplasia
 Migraines without aura under age of 3
 Sickle cell disease
 ART therapy unless AR  drug regimen contains ritonavir or ritonavir boosted PIs

 

CHCs HO M C Categor  3   OF M HO  O  COMM  
nless other methods not availa le

 
 
 

 Breas eeding =6 weeks to 6 months postpartum
 Non breas eeding 3 weeks postpartum if no addi onal risk factors for thrombosis
 Non breas eeding 6 weeks postpartum if addi onal risk factors for thrombosis are present
 History of breast cancer and no evidence of disease in past  years

 
 levated blood pressure levels systolic 140 1  or diastolic  0  mmHg
 Ade uately controlled hypertension
 History of hypertension if blood pressure cannot be measured
 Known hyperlipidaemias
 Mul ple risk factors for cardiovascular disease e.g. increasing age, smoking, diabetes, obesity, hypertension 
strong family history

 
 se of certain an bio cs e.g. rifampicin or rifabu n  and an convulsants e.g. phenytoin, lamotrigine
 se of certain AR s: ritonavir or ritonavir boosted protease inhibitors 
 History of COC related cholestasis
 Current or medically treated gall bladder disease 
 Acute porphyria without previous crisis and latent or asymptoma c porphyria1*
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Annexe 1  

ni a ng com ined hormonal contracep ves CHCs

CHCs HO M C Categor  4   M HO  O  O  
 
 
 

 Breas eeding 6 weeks postpartum
 Breast cancer current

 
 levated blood pressure levels: systolic 160 or diastolic 100
 Current  history of thromboembolic disorders deep venous thrombosis or pulmonary emboly  or stroke
 Known thrombogenic muta on
 Current history of ishaemic heart disease 
 Current history of complicated valvular heart disease pulmonary hypertension, risk of atrial brilla on, 
history of sub acute bacterial endocardi s

 
 Liver tumours malignant and benign, e cept focal nodular hyperplasia
 Ac ve viral hepa s or severe cirrhosis
 Diabetes with vascular complica ons nephropathy, neuropathy, re nopathy  or 20 years dura on,

 
 1
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Annexe 2

ni a ng progestogen onl  pills O s

Note: Condi ons not in the WHO M C, but relevant to the South African conte t are marked with an asteri  and reference *1 .
aria on from WHO recommenda ons  e tracted from K M C 200  are marked with an asteri  and reference *2 .

O s HO M C Categor  1    M HO   A  C C M A C

 
 
 
 
 
 

 Postpartum or post abor on
 Breas eeding*2

 Benign breast disease
 History of pregnancy related diabetes cholestasis, gesta onal trophoblas c disease
 Cervical ectropion intraepithelial neoplasia CIN, for short term use
 terine broids, severe dysmenorrhoea, endometriosis
 ndometrial or ovarian cancer, benign ovarian tumours
 PID history or current

 
 aricose veins, Super cial thrombophlebi s
 alvular heart disease complicated or uncomplicated
 Ade uately controlled hypertension
 levated blood pressure levels systolic 140 1  or diastolic 0
 Minor surgery without immobilisa on
 Major surgery without prolonged immobilisa on

 
 Depressive disorders
 iral hepa s ac ve, chronic or carrier
 Thyroid disease
 Sickle cell disease
 pilepsy
 Schistosomiasis
 Tuberculosis not on rifampicin
 Malaria 
 Broad spectrum an bio cs, an fungals and an parasi cs drugs
 Lamotrigine
 Iron de ciency anaemia

 
 Increased risk of STI HI  infec on, HI  posi ve or AIDS unless AR  regimen contains ritonavir or ritonavir boosted 
PIs protease inhibitors
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Annexe 2  

ni a ng progestogen onl  pills 

O s HO M C Categor  2  A   H  M HO

 
 

 Irregular menstrual bleeding  prolonged heavy bleeding pa erns or une plained vaginal bleeding before 
evalua on

 Past ectopic pregnancy
 Breast disease  undiagnosed mass

 
 levated blood pressure levels systolic 160 or diastolic  100
 History of thromboembolic disorders deep vein thrombosis D T pulmonary embolism P
 Current D T, but established on an coagulant therapy
 Ischaemic heart disease, stroke
 Known hyperlipidaemias
 Mul ple risk factors for cardiovascular disease
 Major surgery with prolonged immobilisa on

 
 Diabetes with or without vascular disease of any dura on, nephropathy re nopathy neuropathy insulin or 
non insulin dependent , 

 SL  nega ve for an phospholipid an bodies
 Gall bladder disease surgically or medically treated and asymptoma c
 Liver tumour: focal nodular hyperplasia

O s HO M C Categor  3   OF M HO  O  COMM  
nless other methods not availa le

 
 Liver tumours malignant or benign other than focal nodular hyperplasia , severe cirrhosis
 SL  with posi ve or unknown an phospholipid an bodies 
 Past breast cancer with no evidence of recurrence for  years
 Acute D T P  if not on an coagulant therapy
 Acute Porphyria without previous crisis and latent or asymptoma c porphyria*1

 se of certain an bio cs e.g. rifampicin  an convulsants e.g. phenytoin  and AR s ritonavir and ritonavir
boosted Protease Inhibitors

O s HO M C Categor  3   OF M HO  O  COMM

 
 Current breast cancer
 Acute porphyria with history of crisis*1 
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Annexe 3

ni a ng progestogen onl  in ecta les
Note: Condi ons not in the WHO M C, but relevant to the South African conte t are marked with an asteri  and reference *1 .

rogestogen in ecta les HO M C Categor  1   M HO   A  C C M A C

 
 
 
 
 
 
 

 History of ectopic pregnancy, gesta onal trophoblas c disease, gesta onal diabetes
 Postpartum non breas eeding  or post abor on
 Breas eeding 6 weeks postpartum
 Benign breast disease
 terine broids, severe dysmenorrhoea, endometriosis, PID, benign ovarian tumours, endometrial
 or ovarian cancer

 
 alvular heart disease
 Known thrombogenic muta on
 Minor or major surgery without prolonged immobilisa on
 aricose veins

 
 iral hepa s acute, chronic or carrier
 Mild cirrhosis
 Thyroid disease
 Sickle cell disease
 pilepsy if no signi cant drug interac ons
 Schistosomiasis
 Tuberculosis if no signi cant drug interac ons
 Malaria
 se of broad spectrum an bio cs, an fungals or an parasi cs
 Iron de ciency anaemia
 Depressive disorders

 
 Increased risk of STI and HI , HI posi ve or AIDS
 AIDS on ART if no signi cant drug interac ons
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Annexe 3  

ni a ng progestogen onl  in ecta les 

rogestogen in ecta les HO M C Categor  2  A   H  M HO

 
 
 

 
 Irregular, prolonged or heavy menstrual bleeding pa erns
 Breast disease undiagnosed mass
 Cervical intraepithelial neoplasia CIN  or cancer

 
 Ade uately controlled hypertension
 levated blood pressure levels systolic 140 1  or diastolic 0
 Known hyperlipidaemias
 History of T  D T or P  or current T  established on an coagula on therapy
 Major surgery with prolonged immobilisa on

 
 Diabetes without vascular complica ons insulin and don insulin dependent  or less than 20 years dura on
 SL  nega ve for an phospholipid an bodies
 Benign liver tumour: focal nodular hyperplasia

rogestogen in ecta les HO M C Categor  3  
 OF M HO  O  COMM  nless other methods not availa le

 Gynaecological obstetric condi ons
 Breas eeding 6 weeks postpartum
 Past breast cancer and no evidence of disease for  years.
 ne plained vaginal bleeding before evalua on .

 
 Hypertension with vascular disease or severe hypertension systolic 160
 or diastolic 110
 Current history of ischaemic heart disease or stroke.
 Mul ple risk factors for cardio vascular disease e.g. increasing age, smoking, diabetes, obesity, hypertension 
strong family history

 Acute D T P  if not on established an coagulant therapy
 

 Diabetes with vascular complica ons nephropathy, neuropathy, re nopathy  or more than 20 years of 
dura on

 SL  posi ve or unknown  for an phospholipid an bodies
 Liver tumours malignant and benign other than focal nodular hyperplasia  or severe cirrhosis

rogestogen in ecta les HO M C Categor  4  M HO  O  O  

 
 Current breast cancer
 Acute porphyria with history of crisis*1

 Acute porphyria without previous crisis and latent or asymptoma c porphyria*1



84

Annexe

a onal Contracep on Clinical idelines     Department of Health

Annexe 4

ni a ng s dermal implants

Note: Condi ons not in the WHO M C, but relevant to the South African conte t are marked with an asteri  and reference *1 . 
aria on from WHO recommenda ons  e tracted from K M C 200  are marked with an asteri  and reference *2 .

dermal implants HO M C Categor  1   M HO   A  C C M A C

 
 
 
 
 
 

 story of ectopic pregnancy, gesta onal trophoblas c disease, gesta onal diabetes
 Postpartum or post abor on
 Breas eeding *2

 Benign breast disease
 terine broids, severe dysmenorrhoea, endometriosis, PID, benign ovarian tumours, endometrial or ovarian 
cancer

 
 alvular heart disease
 Known thrombogenic muta on
 Minor or major surgery without prolonged immobilisa on
 aricose veins or super cial thrombophlebi s
 Ade uately controlled hypertension or elevated blood pressure levels with systolic 140 1  and or diastolic 0

 
 iral hepa s acute, chronic or carrier
 Mild cirrhosis
 Thyroid disease
 Sickle cell disease
 pilepsy if no signi cant drug interac ons
 Schistosomiasis
 Tuberculosis if no signi cant drug interac ons
 Malaria
 
 Iron de ciency anaemia
 se of broad spectrum an bio cs, an fungals and an parasi cs.

 
 Increased risk of STI HI , HI posi ve or AIDS
 AIDS on ART if no signi cant drug interac ons
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Annexe 4  

ni a ng s dermal implants

dermal implants HO M C Categor  2   A   H  M HO

 

 
 Irregular, prolonged or heavy menstrual bleeding  pa erns
 Breast disease undiagnosed mass
 Cervical intraepithelial neoplasia CIN  or cancer

 
 Ade uately controlled hypertension
 levated BP levels with systolic 160 or diastolic 100
 ascular disease
 Known hyperlipidaemias
 History of T  D T or P  or current T  established on an coagula on therapy
 Major surgery with prolonged immobilisa on
 Current history of ischaemic heart disease or stroke category 2 for ini a on, however, if heart disease or 
stroke develop or become worse while using implants, the method should be discon nued .

 Mul ple risk factors for cardiovascular disease e.g. increasing age, smoking, diabetes, obesity, hypertension, 
strong family history for cardiovascular disease

 
 Diabetes insulin and non insulin dependent  regardless of vascular complica ons and length of dura on
 SL  nega ve for an phospholipid an bodies
 Benign liver tumour: focal nodular hyperplasia

dermal implants HO M C Categor  3   
 OF M HO  O  COMM  nless other methods not availa le

 
 Past breast cancer and no evidence of disease for  years
 ne plained vaginal bleeding before evalua on

 
 If pre e is ng ischaemic heart disease or stroke becomes worse or develops while using implants Category 
3 for con nua on

 Acute D T P  if not on established an coagulant therapy
 

 SL  posi ve or unknown  for an phospholipid an bodies
 Liver tumours malignant and benign other than focal nodular hyperplasia  or severe cirrhosis

dermal implants HO M C Categor  4  M HO  O  O   
 

 Current breast cancer
 Acute porphyria with history of crisis *1

 Acute porphyria without previous crisis and latent or asymptoma c porphyria *1
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Annexe 

Copper intra terine device C   inser on
Note: Most classi ca ons apply e ually to Cu I D and LNG I S, but some addi onal contraindica ons and precau ons are relevant for LNG 
I S due to the presence of the hormone. LNG I S categories can be found in 

. WHO: Geneva, 2010 page 6 . 

C   HO M C Categor  1    M HO   A  C C M A C

 
 
 
 
 

 Breas eeding
 History of pre eclampsia, ectopic pregnancy
 Postpartum  4 weeks, post abor on rst trimester
 Irregular menstrual pa erns without heavy bleeding
 Past PID with subse uent pregnancy
 Breast disease benign, undiagnosed mass, cancer
 Cervical intraepithelial neoplasia CIN , cervical ectropion
 Benign ovarian tumours
 Prior pelvic surgery
 terine broids without distor on of the uterine cavity

 
 Thromboembolic disorders, uncomplicated valvular heart disease
 Hypertension, vascular disease, ischaemic heart disease, stroke

 
 Thyroid disease
 pilepsy
 Diabetes gesta onal, vascular non vascular disease, nephropathy, neuropathy
 Liver tumours benign, malignant , hepa s ac ve, carrier , cirrhosis mild, severe
 Gall bladder disease
 Schistosomiasis
 Depression
 Malaria
 Non pelvic tuberculosis
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Annexe   

Copper intra terine device C   inser on

C   HO M C Categor  2  A   H  M HO

 
 
 

 Menstrual pa erns with heavy or prolonged bleeding and or severe dysmenorrhoea 
 ndometriosis
 Past PID without subse uent pregnancy
 terine cervical anatomical abnormali es other than broids  that do not distort the uterine cavity or 
interfere with I D inser on 

 Postpartum 48 hours provider must be specially trained to do this
 Post abor on second trimester

 
 Complicated valvular heart disease prophylac c an bio cs to prevent bacterial endocardi s advised

 
 Sickle cell disease
 Iron de ciency anaemia

 
 agini s including trichomoniasis and bacterial vaginosis
 HI infected and AIDS if clinically well on ART

C   HO M C Categor  3    OF M HO  O  COMM  
nless other methods not availa le

 
 Postpartum between 48 hours and 4 weeks
 Benign gesta onal trophoblas c disease if persistently elevated HCG or malignant disease  
 Ovarian cancer
 Systemic lupus erythematosus with severe thrombocytopenia
 ery high individual risk of e posure to gonorrhoea and chlamydia
 AIDS and either not on ART, or not clinically well on ART Category 2 for con nua on  

C   HO M C Categor  4  M HO  O  O   

 
 Pregnancy
 Puerperal sepsis or post sep c abor on
 Current PID
 Current purulent cervici s or infec on with gonorrhoea or chlamydia
 Distorted uterine cavity due to uterine broid or other anatomical abnormality  incompa ble with inser on 
of I D

 ne plained vaginal bleeding before evalua on
 Malignant gesta onal trophoblas c disease
 Cervical or endometrial cancer

 
 Known pelvic tuberculosis



88

Annexe

a onal Contracep on Clinical idelines     Department of Health

Annexe 

mmar  HO M C for  se in women with or at risk of   and H

Condi on C  

I= initiation; C=continuation
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Annexe 

Female sterilisa on

ACC  no medical reason to den  or dela  the proced re

 
 
 
 

 History of ectopic pregnancy, gesta onal trophoblas c disease
 History of pregnancy related diabetes, pregnancy COC related cholestasis, or pregnancy related hypertension
 Postpartum  days or  42 days , post abor on uncomplicated
 Mild pre eclampsia
 Breas eeding
 Heavy, prolonged or irregular menstrual bleeding, severe dysmenorrhoea
 Past PID with subse uent pregnancy
 Breast disease, e cept current breast cancer
 Cervical ectropion intraepithelial neoplasia CIN
 Benign ovarian tumours

 
 Minor surgery or major surgery without prolonged immobilisa on
 Super cial varicose veins, super cial thrombophlebi s
 History of thromboembolic disorders
 Known hyperlipidaemia

 
 
 
 
 
 Malaria
 
 Vaginitis without purulent cervicitis
 STIs other than current gonorrhoea, chlamydia, or hepa s
 Increased risk of STI and HI  or HI posi ve no AIDS
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CA O  can e done in ro ne se ng  t with ca on

 
 
 

 Past PID without subse uent pregnancy
 Current breast cancer
 terine broids

 
 Ade uately controlled hypertension
 levated BP levels with systolic 140 1  or diastolic 0
 History of ischaemic heart disease or stroke
 ncomplicated valvular heart disease re uires an bio cs

 
 se of certain an bio cs or an epilep cs MA  interact with anaesthe c
 Diabetes non vascular disease, insulin or non insulin dependent diabe cs
 Hypothyroid
 Sickle cell disease
 Moderate iron de ciency anaemia Hb between  and 10 g dl
 Mild cirrhosis compensated , liver tumours benign or malignant
 pilepsy
 Schistosomiasis with brosis of liver
 Diaphragma c hernia
 Kidney disease
 Severe nutri onal de ciencies
 Previous abdominal or pelvic surgery
 Concurrent elec ve abdominal surgery
 Depressive disorders

A  n l condi on eval ated and or corrected

 
 Pregnancy
 Postpartum any me between day  and day 42
 Severe pre eclampsia eclampsia
 Postpartum post abor on infec on, haemorrhage or fever, prolonged rupture of membranes 24 hours
 Severe trauma to the genital tract at me of delivery or abor on
 ne plained vaginal bleeding
 Current PID
 Current purulent cervici s, gonorrhoea or chlamydia
 Cervical, endometrial, or ovarian cancer
 Malignant gesta onal trophoblas c disease

 
 Current thromboembolic disorders, ischaemic heart disease
 Major surgery with prolonged immobilisa on

 
 Symptoma c, current gall bladder disease
 Ac ve viral hepa s
 Severe iron de ciency anaemia Hb  g dl
 Abdominal skin infec on
 Acute respiratory disease bronchi s, pneumonia
 Systemic infec ons or gastroenteri s
 mergency abdominal surgery when there is no me for appropriate counselling  or associated with infec on

Annexe   

Female sterilisa on
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C A  provide onl  in specialised clinical se ngs with experienced sta  e ipment 
and ack p that can handle poten al pro lems

 
 Fi ed uterus due to previous surgery or infec on
 terine rupture or perfora on postpartum or post abor on  
 ndometriosis
 Hernia abdominal wall or umbilical

 
 levated blood pressure levels systolic 160 or diastolic 100
 Hypertension with vascular disease
 Complicated valvular heart disease

 
 Severe cirrhosis decompensated
 Hyperthyroid
 Blood clo ng disorders
 Chronic respiratory diseases: asthma, bronchi s, emphysema, lung infec on
 Known pelvic tuberculosis
 Diabetes, of 20 years dura on or with vascular complica ons, such as nephropathy, neuropathy, re nopathy
 AIDS

* Because women of young age are more likely to regret sterilisa on later.

Annexe   

Female sterilisa on
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Annexe 

Male sterilisa on

ACC  no medical reason to den  or dela  the proced re
 Sickle cell disease
 Anaemia
 HI  posi ve or high risk of HI

CA O  can e done in ro ne se ng  t with ca on
 oung age*
 Previous scrotal surgery or injury
 Large varicocoele or large hydrocoele
 Cryptorchidism
 nilateral undescended tes cle  perform vasectomy on normal side. Then, if any sperm is present in a semen 

sample a er 3 months, the other side must be done
 Diabetes
 Depressive disorders

A F  n l condi on eval ated and or corrected
 Local infec ons: scrotal skin infec on, balani s, epididymi s or orchi s
 Ac ve STI
 Acute systemic infec on or gastroenteri s
 Filariasis  elephan asis
 Intrascrotal mass

C A  provide onl  in specialised clinical se ngs with experienced sta  e ipment 
and ack p that can handle poten al pro lems

 Inguinal hernia Should be repaired rst or at the same me as vasectomy
 Bilateral undescended tes cles
 Blood clo ng disorders
 AIDS

* Because men of young age are more likely to regret sterilisa on later.
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Annexe 

ni a ng FA  other than AM

FAB methods do not protect against STI and HI . If there is a risk of STI and HI  including during pregnancy or 
postpartum , the correct and consistent use of condoms should be recommended, either alone or with another 
contracep ve method. Women with condi ons that make pregnancy an unacceptable risk should be advised that FAB 
methods may not be appropriate because of the rela vely high failure rates.  

There are no medical condi ons that become worse because of the use of FAB methods. In general these methods 
can be provided without concern for health e ects to people who choose to use them. However, there are a number 
of condi ons that make their use more comple  and less reliable. The e istence of these condi ons suggests that use 
of these methods 1  should be delayed un l the condi on is corrected or resolved or 2  they will re uire special 
counselling, and a highly trained provider is generally essen al to ensure correct use.

 
 

 Post menarche and perimenopausal.
 Breas eeding 6 weeks postpartum and a er menses begin
 Post abor on 
 Chronic diseases that elevate body temperature may make basal body temperature di cult to interpret, but there is 

no e ect on cervical secre ons

 Postpartum non breas eeding 4 weeks
 Breas eeding 6 weeks postpartum
 Irregular vaginal bleeding
 aginal discharge
 se of drugs that a ect cycle regularity, hormones and or fer lity signs e.g. tricyclic an depressants, an an iety 

therapies, certain an bio cs and an in ammatory
 Acute diseases that elevate body temperature may make basal body temperature di cult to interpret, but there is 

no e ect on cervical secre ons
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Annexe 10

ni a ng AM

There are no medical condi ons that restrict the use of LAM, and there is no documented evidence of its nega ve impact 
on maternal health. But certain condi ons or obstacles may make LAM a less suitable choice of contracep on.

These include:

 certain medica on, such as mood altering drugs, lithium, reserpine, bromocripine, certain an coagulants, radioac ve 
drugs, an metabolites, cyclosporin, high dose cor costeroids

 condi ons a ec ng the newborn baby e.g. certain metabolic disorders, congenital deformi es of the mouth .
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Appendix 2  regnanc  checklist

regnanc  checklist

How do I know if a client is pregnant

Ask the following ues ons to determine whether or not a client is pregnant.

 Have you given birth in the last four weeks
 Are you less than si  months postpartum and fully breas eeding and free from menstrual bleeding since you had your 
child

 Did your last menstrual period start within the last seven days
 Have you had a miscarriage or abor on in the last seven days
 Have you abstained from se ual intercourse since your last menstrual period menses
 Have you been using a reliable contracep ve method consistently and correctly

If the client answers No  to all ues ons, pregnancy cannot be ruled out. The client should be advised to abstain or use 
condoms un l her ne t menses or do a pregnancy test to e clude pregnancy.

If the client answers es  to any one of these ues on and is free of signs or symptoms of pregnancy, provide her with her 
desired method of contracep on.

Source: Adapted from Farrell B.  
 New ork: Ac uire Project ngender Health, une 200 , page 11. 
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Appendix 3  mergenc  contracep on  ridging to 
on going contracep on

 All clients eligible for emergency contracep on should be o ered Cu Inser on which provides the 
most e ec ve emergency contracep on and can be used for on going, regular contracep on.

 If client prefers emergency contracep on pills, discuss regular contracep on and o er to uick
start combined oral contracep ves or injectables at me of visit.

 Advise client that there is no evidence that hormones in emergency contracep ve pills will harm 
the foetus if pregnant.

 Take emergency contracep ve pills today and start with COC the following day.
 Do a follow up urine pregnancy test in two weeks if injec on given, or if no withdrawal bleed 

occurs the end of the rst cycle of COC.
 If nega ve, con nue with method
 If posi ve, con nue with counselling
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Appendix 4  HO statement  HI  and Hormonal  
contracep on

The following is an e tract from the statement issued in response to recent research which indicated 
a possible link between hormonal contracep ves especially progestogen only injectable methods  
and HI  transmission and or ac uisi on. Source: WHO Technical 
Statement. Geneva: World Health Organiza on, 2012.  

Hormonal contracep on and HI  echnical statement HO 2012
Following new ndings from recently published epidemiological studies, the World Health Organiza on 
WHO  convened a technical consulta on regarding hormonal contracep on and HI  ac uisi on, 

progression and transmission. It was recognized that this issue was likely to be of par cular concern 
in countries where women have a high life me risk of ac uiring HI , where hormonal contracep ves 
especially progestogen only injectable methods  cons tute a large propor on of all modern methods 

used and where maternal mortality rates remain high. The mee ng was held in Geneva between 31 
anuary and 1 February 2012, and involved  individuals represen ng a wide range of stakeholders. 

Speci cally, the group considered whether the guideline Medical eligibility criteria for contracep ve 
use, Fourth edi on 200  M C  should be changed in light of the accumula ng evidence. A er detailed, 
prolonged delibera on, informed by systema c reviews of the available evidence and presenta ons on 
biological and animal data, GRAD  pro le summaries on the strength of the epidemiological evidence, 
and analysis of risks and bene ts to country programmes, the group concluded that the World Health 
Organiza on should con nue to recommend that there are no restric ons M C Category 1  on the use 
of any hormonal contracep ve method for women living with HI  or at high risk of HI . However, the 
group recommended that a new clari ca on under Category 1  be added to the M C for women using 
progestogen only injectable contracep on at high risk of HI  as follows:

Some studies suggest that women using progestogen only injectable contracep on may be at increased risk of HI  
ac uisi on, other studies do not show this associa on. A WHO e pert group reviewed all the available evidence and 
agreed that the data were not su ciently conclusive to change current guidance. However, because of the inconclusive 
nature of the body of evidence on possible increased risk of HI  ac uisi on, women using progestogen only injectable 
contracep on should be strongly advised to also always use condoms, male or female, and other HI  preven ve measures. 

pansion of contracep ve method mi  and further research on the rela onship between hormonal contracep on and 
HI  infec on is essen al. These recommenda ons will be con nually reviewed in light of new evidence.

ecommenda ons
All evidence was reviewed carefully, and there was e tensive discussion of the interpreta on and 
implica ons of the results. The group considered the strength of the epidemiological and biological 
data, possible implica ons for country programmes, taking into account the need for HI  preven on, 
and the risk of unintended pregnancy on maternal mortality and pregnancy related morbidity. 
Most concern focused on the rela onship between progestogen only injectable contracep on 
and risk of HI  ac uisi on in women. In considering the totality of available evidence, the group 
determined that currently available data neither establish a clear causal associa on with injectables 
and HI  ac uisi on, nor de ni vely rule out the possibility of an e ect. The group agreed that use 
of hormonal contracep ves should remain unrestricted if a strong clari ca on was added to the 
M C, which re ected the di cul es the group had with the data, the need for an enhanced message 
about condom use, for both male and female condoms, and other HI  preven on measures, and 
the need for couples to have access to as wide a range of contracep ve methods as possible. A clear 
recommenda on was also made on the need for further research on this issue and an undertaking 
to keep emerging evidence under close review. Thus, the e pert group determined that women at 
high risk of HI  or living with HI , can con nue to use all e is ng hormonal contracep ve methods 
Category 1  oral contracep ve pills, contracep ve injectables, patches, rings, and implants , but that 

a strong clari ca on as detailed above  rela ng to the use of progestogen only injectables be added 
for women at high risk of HI . Overall, women should receive correct and full informa on from their 
health care providers so that they are in a posi on to make informed choices.
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ecommenda ons for women at high risk of HI  infec on
 Women at high risk of HI  can con nue to use all e is ng hormonal contracep ve methods 

without restric on.
 It is cri cally important that women at risk of HI  infec on have access to and use condoms, male 

or female, and where appropriate, other measures to prevent and reduce their risk of HI  infec on 
and se ually transmi ed infec ons STIs .

 Because of the inconclusive nature of the body of evidence on progestogen only injectable 
contracep on and risk of HI  ac uisi on, women using progestogen only injectable contracep on 
should be strongly advised to also always use condoms, male or female, and other preven ve 
measures.

 Condoms must be used consistently and correctly to prevent infec on.

ecommenda ons for women living with HI  infec on
 Women living with HI  can con nue to use all e is ng hormonal contracep ve methods without 

restric on.
 Consistent and correct use of condoms, male or female, is cri cal for preven on of HI  

transmission to non infected se ual partners.
 oluntary use of contracep on by HI posi ve women who wish to prevent pregnancy con nues 

to be an important strategy for the reduc on of mother to child HI  transmission.
: h p: www.who.int reproduc vehealth topics family planning hc hiv en inde .html



101

References

a onal Contracep on Clinical idelines    Department of Health 101

R F R C  

CHA R 1  Introd c on to clinical g idelines for contracep on

1. WHO. ,  Geneva: World Health 
Organiza on, 2010 

2. WHO. , 2nd ed. Geneva: World Health Organiza on 
200  and 2008 pdate

3. Department of Health. a   
b   and c  

. Pretoria: Department of Health, 2010.
4. Department of Health. 

 Pretoria: Department of Health, 2008, pp.1 18
. Morrison et al. Hormonal contracep on and HI  ac uisi on: reanalysis using marginal structural modelling. 

 2010, 24 11  and He ron R et al. se of hormonal contracep ves and risk of HI 1 transmission: a 
prospec ve cohort study. , 2011, doi: 10.1016 S14 3 30 11 024 X accessed 
11 November 2011

6. WHO. . Technical Statement. Geneva: World Health Organiza on, 2012
. Clinical ec veness nit. . K: Faculty of Se ual and Reproduc ve Healthcare, 

Royal College of Obstetricians and Gynaecologists, September 2010
8. WHO Department of Reproduc ve Health and Research. Combined hormonal contracep ve use during the 

postpartum period. Technical Statement Geneva: World Health Organiza on, 26 anuary 2010. Available 
from: h p: wh libdoc.who.int h 2010 WHO RHR 10.1 eng.pdf

. Department of Health. Promo ng breas eeding: the Tshwane declara on of support for breas eeding 
in South Africa. Pretoria: Department of Health, 2012. Available from: h p: www.doh.gov.za docs
publicity 2012 breastart1.pdf

10. Fleming CF. Long ac ng reversible contracep ves. , 200 , 11:83 88
11. Na onal Collabora ng Centre for Women s and Children s Health. 

. Commissioned by the Na onal 
Ins tute for Health and Clinical cellence. London: Royal College of Obstetricians and Gynaecologists 
RCOG  Press, October 200  

12. Trussell . Contracep ve e cacy. In: Hatcher RA et al. eds  . 1 th revised ed. New 
ork N : Ardent Media, 200

CHA R 2  Clinical g idelines for method provision

1. Clinical ec veness nit. . K: Faculty of Se ual and Reproduc ve Healthcare, 
Royal College of Obstetricians and Gynaecologists, May 2011 

2. Clinical ec veness nit. . K: Faculty of Se ual and 
Reproduc ve Healthcare, Royal College of Obstetricians and Gynaecologists, anuary 2011

3. WHO  , . Geneva: World Health 
Organiza on, 2010.

4. Steyn PS, Kluge . Contracep ves: a guide to product selec on. , 2010, 
2 6 :4 04 

5. Wilson D et al. eds . , 2nd ed. South Africa: O ford niversity Press, 2008
6. Clinical ec veness nit. . K: Faculty of Se ual and Reproduc ve 

Healthcare, Royal College of Obstetricians and Gynaecologists, January 2010
7. Collabora ve Study Group on the Desogestrel containing Progestogen only Pill. A double blind study 

comparing the contracep ve e cacy, acceptability and safety of two progestogen only pills containing 
desogestrel  micrograms day or levonorgestrel 30 micrograms day. 

, 1 8, Dec, 3 4 :16 8



102

References

a onal Contracep on Clinical idelines     Department of Health

8. Korvera T, et al. Maintenance of ovula on inhibi on with the lg desogestrel only contracep ve pill 
Ceraze eR  a er scheduled 12 h delays in tablet intake. 200 , 1:8 13

. Morrison J et al. Hormonal contracep on and HI  ac uisi on: reanalysis using marginal structural modelling. 
 2010, 24 11

10. He ron R et al. se of hormonal contracep ves and risk of HI 1 transmission: a prospec ve cohort study. 
, 2011, doi: 10.1016 S14 3 30 11 024 X accessed 11 November 2011  

11.  WHO. Technical Statement. Geneva: World Health Organiza on, 2012
12. Na onal Collabora ng Centre for Women s and Children s Health. 

. Commissioned by the Na onal Ins tute 
for Health and Clinical cellence. London: Royal College of Obstetricians and Gynaecologists RCOG  Press, 
October 200  

13. Clinical ec veness nit. . K: Faculty of Se ual and Reproduc ve Healthcare, 
Royal College of Obstetricians and Gynaecologists, January 200

14. WHO.  2nd ed. Geneva: World Health Organiza on, 
200  and 2008 pdate

1 . Mhlongo S et al. ology and STI HI  coinfec ons among pa ents with urethral and vaginal discharge 
syndromes in South Africa. 2010, Sep, 3 : 66 0

16. Grimes DA, Lopez LM, Schulz KF. An bio c prophyla is for intrauterine contracep ve device inser on. 
Cochrane Database of Systema c Reviews, 1 , Issue 3. Art. No. CD00132 , doi: 10.1002 146 18 8.
CD00132

1 . Fleming CF. Long ac ng reversible contracep ves.  200 ,11:83 88
18. Mirena  Package insert plus revision: not yet in package insert, but revised version by personal 

communica on with Bayer Healthcare Product Manager 23 February 2011
1 . Mansour, D et al. cacy of contracep ve methods: a review of the literature. 

, 2010, Feb,1 :4 16
20. Brown, A. Long term contracep ves: best prac ce and research  2010, 

24:61 631
21. Blumenthal P et al. Cost e ec veness and uality of life associated with heavy menstrual bleeding among 

women using the levonorgestrel releasing intrauterine system. 
 2011, 112:1 1 1 8

22. Inki P. Long term use of the levonorgestrel releasing intrauterine system. 200 , :S161 S166
23. Bahamondes L et al. Levonorgestrel releasing intrauterine system: uses and controversies. 

 2008, 4 :43 44
24. Backman T. Levonorgestrel releasing intrauterine system in contracep on.  

200 , 4 3 :23 244 
2 .  Rodrigues I, Grou F, Joly J. ec veness of emergency contracep ve pills between 2 and 120 hours a er 

unprotected se ual intercourse. , 2001, Mar, 184 4 : 31
26. von Hertzen H et al. Low dose mifepristone and two regimens of levonorgestrel for emergency 

contracep on: a WHO mul centre randomised trial. , 2002, Dec , 360 348 :1803 1810
2 . Trussell J et al. . O ce of 

Popula on Research. Princeton NJ : Princeton niversity, June 2010
28. Rossiter D et al. eds  , 10th ed. Cape Town: Health and Medical 

Publishing Group, 2012, p. 244
2 . WHO RHR and John Hopkins Bloomberg School of Public Health CCP, Knowledge for Health Project. Family 

Planning: , Bal more and Geneva: CCP and WHO, 2011

eneral  implants 
• FHI 360. uality valua on of Sino implant II : A low cost, highly e ec ve contracep ve implant. Fact 

sheetFHI 360, March 2011
• FHI 360. Sino implant II  Project. Fact sheet. 2012
• Hubacher D, Mavranezoul I, McGinn . nintended pregnancy in sub Saharan Africa: magnitude of the 

problem and poten al role of contracep ve implants to alleviate it. , 2008, 8: 3 8
• Hubacher D et al. Contracep ve implants in Kenya: current status and future prospects. , 200 , 

:468 4 3



103

References

a onal Contracep on Clinical idelines    Department of Health 

• Hubacher D et al. Factors associated with uptake of subdermal contracep ve implants in a young Kenyan 
popula on. , 2011  84:413 41

• Neukom J et al. Dedicated providers of long ac ng reversible contracep on: new approach in Zambia. 
, 2011, May, 83 :44 2

• Salem R et al. . Available from: h p: www.
k4health.org toolkits implants essen al knowledge essen al

• Steiner MJ et al. Sino implant II   a levonorgestrel releasing two rod implant: systema c review of the 
randomized controlled trials. , 2010, 81:1 201

• Tumlinson K. et al. The promise of a ordable implants: Is cost recovery possible in Kenya  Contracepton, 
2011, 83 1 :88 3

• Wickstrom J, Jacobstein R. contracep ve security: incomplete without long ac ng and permanent methods 
of family planning. , 2011, Dec, 42 4  

A

1. Porphyria South Africa, Prescribing in Porphyria  Hormone Therapy and Family Planning:  www.porphyria.
uct.ac.za Accessed 12 10 2011

• Guillebaud J.  K: Churchill 2008

• WHO. , . Geneva: World Health 
Organiza on, 2010

CHA R 3  Contracep on for special needs

3.1  Contracep on for adolescents
1. Morrison C et al. Hormonal contracep on and HI  ac uisi on: reanalysis using marginal structural modelling. 

 2010, 24 11
2. He ron R et al. se of hormonal contracep ves and risk of HI 1 transmission: a prospec ve cohort study. 

, 2011, doi: 10.1016 S14 3 30 11 024 X accessed 11 November 2011
3. WHO. Technical Statement. Geneva: World Health Organiza on, 2012
4. WHO  , . Geneva: World Health 

Organiza on, 2010.

3.2  omen with ph sical and intellect al disa ili es
eneral 

• Annas G. Can Forced Sterilisa on ever be ethical  . O ford: niversity of O ford, 2011
• Chou C, Lu Z . Deciding about sterilisa on: perspec ves from women with an intellectual disability and 

their families in Taiwan. , 2011, 1 :63 4
• astgate G. Se ual health for people with intellectual disability.  Me ico, 2008, 0 2 :2 2
• Servais L et al. Contracep on of women with intellectual disability: prevalence and determinants. 

, 2002, 46 Pt 2 :108 11  

3.3  omen approaching menopa se
1. Clinical ec veness nit. . K: Faculty of Se ual and 

Reproduc ve Healthcare, Royal College of Obstetricians and Gynaecologists, July 2010

3.4  omen with chronic medical disorders
1. WHO. , . Geneva: World Health 

Organiza on, 2010
2. Rossiter D et al. eds  , 10th ed. Cape Town: Health and Medical 

Publishing Group, 2012



104

References

a onal Contracep on Clinical idelines     Department of Health

eneral 
• Clinical ec veness nit. . K: Faculty of Se ual and Reproduc ve 

Healthcare, Royal College of Obstetricians and Gynaecologists, January 2010

• Clinical ec veness nit. . K: Faculty of Se ual and 
Reproduc ve Healthcare, Royal College of Obstetricians and Gynaecologists, January 2011

• Steyn PS, Kluge J. Contracep ves: a guide to product selec on. , 2010, 
2 6 :4 04 

• Wilson D et al. eds . , 2nd ed. South Africa: O ford niversity Press, 2008

CHA R 4  Contracep on and HI  

1. Bekker L G et al. Guideline on safer concep on in fer le HI infected individuals and couples. 
, 2011, 12 2 :31

2. World Health Organiza on Department of Reproduc ve Health and Research WHO RHR  and Johns Hopkins 
Bloomberg School of Public Health Center for Communica on Programs CCP . 

 2011 update. Knowledge for Health Project. Bal more and Geneva: CCP and WHO, 
2011

3. WHO. Technical Statement. Geneva: World Health Organiza on, 2012
4. WHO. Geneva: World Health 

Organiza on, 2010 

eneral
• Baeten JM et al. Hormonal contracep ve use, herpes simple  virus infec on, and risk of HI 1 ac uisi on 

among Kenyan women. , 200 , 21:1 1 1
• Gu macher Ins tute. . Gu macher 

Ins tute, October 2011
• He ron R et al. se of hormonal contracep ves and risk of HI 1 transmission: a prospec ve cohort study. 

, 2011, doi: 10.1016 S14 3 30 11 024 X accessed 11 November 2011
• Heikinheimo O, L hteenm ki P. Contracep on and HI  infec on in women. Human Reproduc on pdate, 

200 , 1 2 :16 1 6
• Morrison C, Nanda K. Hormonal contracep on and HI : an unanswered ues on.  online, 2011, Oct 

4, doi: 10.1016 S14 3 30 11 02 4  
• Morrison CS et al. Hormonal contracep on and HI  ac uisi on: reanalysis using marginal structural 

modeling.  2010, 24:1 8 1 81 
• Morrison CS et al. Hormonal contracep on and the risk of HI  ac uisi on among women in South Africa. 

2012, 2 , doi: 10.10 AD.0b013e32834fa13d 
• Mulago NR et al. Increased risk of HI 1 transmission in pregnancy: a prospec ve study among African HI 1 

serodiscordant couples. Advance online edi on of , 2011, 2 , doi: 10.10 AD.0b013e32834a 338
• Schwartz SR, Rees H, Mehta S, enter WDF, Taha T , et al. 2012  High Incidence of nplanned Pregnancy 

a er An retroviral Therapy Ini a on: Findings from a Prospec ve Cohort Study in South Africa. PLoS ON  
4 : e3603 . doi:10.13 1 journal.pone.003603

• South African Contracep on Policy Revision Working Group. Posi on statement on Hormonal Contracep on 
and HI  ac uisi on. Consensus Statement. South African Contracep on Policy Revision Working Group, 23 
January 2011, unpublished 

• Trussell J. Contracep ve e cacy. In: Hatcher RA et al. eds  . 1 th revised ed. New 
ork N : Ardent Media, 200

• Rossiter D et al. eds  , 10th ed. Cape Town: Health and Medical 
Publishing Group, 2012

• For further informa on about hormonal contracep on and HI  see:  h p: www.who.int
reproduc vehealth topics family planning hc hiv en inde .html 



10a onal Contracep on Clinical idelines    Department of Health 10

otes



106 a onal Contracep on Clinical idelines     Department of Health

otes



10

References

a onal Contracep on Clinical idelines    Department of Health 10

Inside back cover blank



esign and a o t   www. fd.co. a


