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| = Initiation, C = Continuation

HIV INFECTION
HIV infection
aj High risk of HIV infection 1 1 1 1 1 1
b) HIV infected

(i} CD4 count =200 cells/mm? 2 2 1 1 1 1

(i) CD4 count <200 cells/imm? ; 1 1 1

3 2 3 2

c) Taking antiretroviral (ARV) drugs Certain ARV drugs have the potential to affect the bioavailability of steroid hormones in hormaonal

contraception.

For up-to-date information on the potential drug interactions between hormonal contraception and
ARV drugs, please refer to the online HIV drugs interaction checker
(www hiv-druginteractions_org/Interactions. aspx).
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Condoms




Intra-uterine contraception




Progestogen-only implant




Progestogen-only injection
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Progestogen-only pills




Combined hormonal
contraception




Emergency
contraception

Reliable regular contraception

* Making every contact count

Time critical

 DDIs

* Access
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Stopping contraception at
menopause

Contraception 40-50 years >50 years
Non-hormonal 2 years amenorrhoea 1 year amenorrhoea
CHC, injection continue switch at 50 years
IMP, POP, IUS continue stop at 55 years
>50 years for FSH & stop at 1 year
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Lower CD4 count
INncreases risks at
cervical screening 0%
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« Multi-focal intraepithelial
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CerVicaI * Annual cervical screening 25-65 years
SC reeniﬂg » HPV vaccination

* Symptom enquiry

Ano-genital examination

 Colposcopy referral

STl screen




Sexual dysfunction




SU mma ry a Risks of unplanned pregnancy
g Offer contracpetive choice

‘ e Make every contact count

a Full examination at cervical screen

e Give opportunities for discussion
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