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Essential Knowledge About Hormonal Implants

Hormonal implants are safe, highly effective, and quickly reversible long-acting progestin-only
contraceptives that require little attention after insertion. Clients are satisfied with them because
they are convenient to use, long-lasting, and highly effective. This review presents the latest
biomedical, social science, and programmatic knowledge about hormonal implants as of January
2010. The information pertains to all types of implants currently available [Jadelle®, Implanon®,
and Sino-implant (1)®], unless otherwise specified.

Method Characteristics

Composition

Hormonal implants consist of small, thin, flexible plastic rods, each about the size of a matchstick,
that release a progestin hormone into the body. The rods are inserted under the skin of a
woman’s upper arm. Jadelle and Sino-implant (II) have nearly identical physical properties. Both
are two-rod systems with the same amount of active ingredient (75 mg of the progestin
levonorgestrel per rod; 150 mg total). Each Jadelle rod measures 43 mm long by 2.4 mm outside
diameter while each Sino-implant (II) rod measures 44 mm by 2.4 mm outside diameter.
Implanon is a single-rod implant that contains 68 mg of the progestin etonogestrel (previously
known as 3-ketodesogestrel) and measures 40 mm long by 2.0 mm outside diameter (see Table
1).

Table 1. Comparing the Composition of Hormonal Implants

Implanon™, 1rod 68 mg 40 mm X 2.0 mm
manufactured by etonogestrel

Organon

Jadelle®, 2 rods 75 mg 43 mm X 2.4 mm
manufactured by levonorgestrel

Bayer Schering (150 mg total)

Pharma

Sino-implant (I1)°, 2 rods 75 mg 44 mm X 2.4 mm
manufactured by levonorgestrel

Shanghai Dahua (150 mg total)

Pharmaceutical

Effectiveness

Implants are among the most effective long-acting contraceptive methods, comparable in
effectiveness to intrauterine devices, female sterilization, and vasectomy. In the first year of use,
the pregnancy rate among users of implants is no more than 1 per 1,000 women (13, 61, 68, 76).
The cumulative five-year pregnancy rate among Jadelle users is 11 per 1,000 women (68).
Among Sino-implant (I) users, the cumulative four-year pregnancy rate was 9 and 10.6 per 1,000
women in the two clinical trials with data up to four years (76). Data from numerous clinical trials
of Implanon reveal zero pregnancies through up to four years of use (13, 29, 61).
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Duration of Effective Use

Jadelle is labeled effective for up to five years of continuous use; Sino-implant (II) for up to four
years and Implanon for up to three years. However, all of them may be effective for longer than
their respective labeled length of use.* Conversely, a woman can have the implant removed at
any time, whether or not she has used it for the full length of the duration of effective use.

Some clinical trials have followed women using implants for longer than their labeled length of
use. As mentioned above, long-term studies of Implanon users have found zero pregnancies
through four years of use (13, 29, 61). Combined data from three long-term studies of Jadelle
show that the pregnancy rate is about 10 per 1,000 women in the sixth year of use and about 20
per 1,000 women in the seventh year (72). In comparison, annual pregnancy rates were at or
near zero through four years of use and 8 per 1,000 users in the fifth year of use. Three long-term
clinical trials of Sino-implant (1) have found cumulative five-year pregnancy rates ranging from 7
to 21 per 1,000 women (76). The cumulative four-year pregnancy rate was 9 and 10.6 per 1,000
women in the two trials reporting data up to four years. (See Table 2.)

Table 2. Comparing Duration of Effective Use of Hormonal Implants

Implanon Up to 3 years 0 per 1,000 women 0 per 1,000 women
(cumulative 3-year in Year 4
pregnancy rate)

Jadelle® Upto5years 11 per 1,000 women about 10 per 1,000
(cumulative 5-year women in Year 6;
pregnancy rate) about 20 per 1,000

women in Year 7

Sino-implant (1)®  Up to 4 years 9 to 10.6 per 7 to 21 per
1,000 women 1,000 women
(cumulative 4-year (cumulate 5-year
pregnancy rate) pregnancy rate)

Sources: 13, 29, 61, 72, 76

By way of perspective, when compared to the shorter-acting “resupply” methods, these
pregnancy rates for use of implants beyond their labeled length of use are comparable to first-
year typical-use pregnancy rates of injectable contraception (pregnancy rate 30 per 1,000
women), and considerably lower than pregnancy rates of condoms (150 to 210 pregnancies per
1,000 women) and oral contraceptives (80 pregnancies per 1,000 women).

! Clients currently using Norplant® implants, which are no longer available, can continue to use the method until it is time to get the
capsules removed. Norplant is labeled effective for up to five years of continuous use, but large studies have found it effective for seven
years (30, 70).
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Return to Fertility

After implants are removed, there is no delay in return to fertility (9, 27, 71). Furthermore,
implants have no impact on long-term fertility (27, 71).

Mechanism of Action

Implants work by releasing a small amount of progestin hormone steadily into the blood. This
prevents pregnancy by thickening the cervical mucus, which blocks the sperm from meeting an
egg (6, 10, 12), and by preventing ovulation (release of eggs from the ovaries) to various degrees
(12). Implanon prevents ovulation in every cycle throughout almost the entire three years of its
labeled length of use (11, 12, 81).

Side Effects

Bleeding

Users of hormonal implants, like users of other progestin-only contraceptive methods, are likely to
experience changes to their normal menstrual bleeding patterns.? However, the exact bleeding
changes vary for each woman and over time and thus are hard to predict. Bleeding changes are
more common in the first months of use and tend to diminish over time (3, 13, 23, 61, 71).

Possible bleeding changes include irregular menstrual bleeding, prolonged episodes of bleeding
or spotting, heavy bleeding, bleeding or spotting between periods, no bleeding at all for several
months, or a combination of these patterns (71). Users of levonorgestrel implants (Jadelle or
Sino-implant (I1)) are more likely to experience irregular bleeding and frequent bleeding and
spotting than infrequent bleeding or amenorrhea (21, 51, 71). In contrast, users of etonogestrel
implants (Implanon) are more likely to experience amenorrhoea or infrequent bleeding (1, 13, 22,
23, 27, 32, 41, 45, 90).

Counseling about bleeding changes is critical because changes in menstrual bleeding patterns
are the most commonly reported side effect and the most common reason given for the
discontinuation of implant use (4, 22, 27, 61, 83). (See Counseling and Informed Choice, p. xx.)

Other Side Effects

Besides changes in bleeding patterns, the most frequent side effects reported in clinical trials are
headaches (10% to 30%) and acne (3% to 27%). Weight gain (4% to 22%), dizziness 4% to 11%),
and mood changes including nervousness and depression (1% to 9%) are also frequently
mentioned side effects. Other less frequently reported side effects (less than 5%) are loss of
libido, fatigue, hair loss, and other skin conditions (4, 5, 49, 61). There is no sufficient evidence
that any of these side effects (besides bleeding changes) are method-related, and thus, they may
be due to other factors.

2 In comparison with DMPA injectables, levonorgestrel implants such as Jadelle have been shown to produce less dramatic menstrual
bleeding changes (34).
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Non-Contraceptive Health Benefits

Pelvic Inflammatory Disease
Use of implants is associated with a reduced risk of symptomatic pelvic inflammatory disease
(PID) compared with nonusers and with users of other methods (68).

Ectopic Pregnancy

Because they are so effective in preventing pregnancy, implants protect well against ectopic
pregnancy (68). Women who use implants have an 80% to 90% lower chance of ectopic
pregnancy than do women using no contraception (69). In the unlikely event of pregnancy in an
implant user, that pregnancy is more likely to be ectopic than is a pregnancy in a non-user. Still,
the pregnancy in an implant user is far more likely to be normal than ectopic: only an estimated 1
in every 7 to 10 pregnancies, or 10% to 14%, is ectopic (25).

Anemia and Dysmenorrhea

Some implant users have a decreased risk of iron-deficiency anemia due to lighter, less frequent,
or absent menstrual bleeding (68). Use of Implanon may improve dysmenorrhea (painful
menstrual periods) (33). While there are no data regarding dysmenorrhea improvement among
users of two-rod contraceptive implants (Jadelle or Sino-implant (1)), it is reasonable to suggest
that they may have a similar effect on dysmenorrhea symptoms as Implanon.

Metabolic Effects

Implants have a very low metabolic effect. They appear to have no clinically meaningful effect on
lipid metabolism, hemostatic factors, liver function, thyroid function, carbohydrate metabolism, or
blood pressure in healthy women (8, 15, 36, 49, 52). A small study of Implanon use among
diabetic women also found no effect on carbohydrate and lipid metabolism (82).

Complications

Complications during insertion and removal of implants are rare. The incidence of infection or
expulsion following insertion of implants ranges from 0% to 1.4% (5, 8, 49). Pain at the site of
insertion has been reported by 0.7% to 7.1% of implant users (4, 5).

The percentage of women experiencing complications during removal of their implants has
ranged from 0.2% to 14.8% (5). Comparative studies have shown reduced rates of removal
complications with Jadelle and Implanon than with Norplant (5).

Client Knowledge and Attitudes

Knowledge About Implants

Knowledge about hormonal implants varies widely among countries. Among 42 countries with
data from Demographic and Health Surveys, the percentage of married women of reproductive
age who had heard of hormonal implants ranges from a low of 2% in Chad to 94% in Haiti. In 25
of the 42 countries, less than half of the women surveyed had heard of implants (47).
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Satisfaction and Acceptability

Women who are satisfied with their choice of contraceptive method continue using their method
longer than women who are not satisfied with their method. Implants (as well as IUDs) have the
highest continuation rates among users of reversible contraceptive methods, even after taking
into account age, parity, and fertility intentions (68). In clinical trials, between 85% to 99% of
women using implants continue to use the method for at least one year. Between 58% to 96% of
women continue to use implants for at least three years, and 40% to 76% continue using the
method for at least five years (68, 71). In a meta-analysis of eight clinical trials, the continuation
rate of Implanon was 92% at one year, 67% at two years, and 17% at three years (61). There are
marked differences in continuation rates based on geographical area, with higher continuation
rates in studies conducted in developing countries compared with studies conducted in developed
countries (1, 61).

The most appealing aspects of implants to users are the long duration of contraceptive protection,
ease of use, high effectiveness, and reversibility (57). Women also like that implants do not
interfere with sex and that they are placed in the arm rather than in the vagina or uterus (64, 91).
On the other hand, some women report concerns and fear of pain with implant insertion and
removal, and problems of confidentiality due to the potential visibility of the implants (28, 64).
Myths and misconceptions about implants are common in some parts of the world and affect the
acceptability of the method. Contrary to common myths and misconceptions, implants do not
cause cancer, permanent sterility, spontaneous abortions, low birth weight babies in future
pregnancies, or negatively affect breastmilk. They also do not make users thin, cause death, or
result in arm loss (64, 91).

Counseling and Informed Choice

All individuals and couples have the basic human right to decide freely and responsibly the
number and spacing of their children and to have the information, education, and means to do so.
Under the Cairo Programme of Action, 180 governments have committed to “...provide universal
access to a full range of safe and reliable family-planning methods...” (para 7.16) and to
“...conform to ethical and professional standards in the delivery of family planning and related
reproductive health services aimed at ensuring responsible, voluntary and informed consent...”
(para 7.17) (79).

Greater contraceptive choice has been shown to improve uptake and use of all methods (58, 75).
Therefore, it is important that women have access to an array of methods, including implants.

The quality of services provided, particularly quality counseling, has been associated with the
successful use of implants. It also is associated with both satisfaction with the method and higher
continuation rates (7).

Counseling about bleeding changes is particularly important. Apart from being a considerable
nuisance, unpredictable and prolonged vaginal bleeding affect women’s daily lives and, in some
cultures, restrict their community and religious activities.

Training of Implants Providers

Although insertions and removals of implants are minor surgical procedures and relatively easy to
learn, experience has shown that a formal program of competency-based training is more likely to
produce proficient and confident providers (7). A key element of competency-based training for
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implants is providing practical, hands-on experience for the trainees, first on an artificial arm and
then moving to supervised training with real clients (7).

In addition to training in insertion and removal techniques, providers should also receive training
in counseling and management of side effects. Providers must communicate the characteristics
of the method and inform women about side effects, particularly changes in bleeding patterns
(see Counseling and Informed Choice, p. xx). During training, providers should learn not only to
tell women that menstrual changes may happen, but that they are likely to happen and may take
a year or more to settle to more predictable patterns (7).

Training should also cover infection prevention techniques. In training for infection prevention, the
emphasis should not only be on strict asepsis (hand washing, gloving, no-touch techniques), but
also on decontaminating, cleaning, and sterilizing or high-level disinfecting of instruments and
properly disposing of sharp instruments and contaminated waste (7, 49).

Insertion and Removal Times

Because the newer implant systems have only one rod (Implanon) or two rods (Sino-implant (11)
and Jadelle) in contrast to the older Norplant implant’s six capsules, they can be inserted and
removed more quickly and with less discomfort to users than Norplant (43, 49). In clinical trials,
average insertion time of Implanon takes 2 minutes or less. Insertion of Jadelle takes about 2.5
minutes. In contrast, it took providers about 4 minutes to insert Norplant. Average removal times
for Implanon range from 2.5 to 3.5 minutes, and for Jadelle, from 5 to 7.5 minutes. The average
removal time for Norplant was about 10 minutes (see Table 3).

Table 3. Average Insertion and Removal Times of Implants in Clinical Trials

mplanon 2 minutes or less 2.5 to 3.5 minutes
Jadelle® 2.5 minutes 5 to 7.5 minutes
Norplant® 4 minutes 10 minutes

Sources: 4, 5, 14, 24, 43, 46, 61, 65, 68, 69, 71
Service Delivery

Who Can Provide Implants

Different cadres of health professionals can safely and effectively provide implants, such as
physicians, nurse-midwives, nurses and other paramedical personnel (2, 7). Depending on
educational and professional standards in each country, physician assistants and associates may
also be trained for this procedure. In Ethiopia, health extension workers have been trained to
insert and remove implants (59). Having a wide variety of health care professionals trained can
spread awareness of implants and increases access to implants services (17, 26, 40, 62, 73).

Who Can Use Implants

Implants are safe and suitable for nearly all women (87), including, but not limited to, those who
have or have not had children, are not married, are of any age (adolescents through women over
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40), have just had an abortion, miscarriage, or ectopic pregnancy, smoke cigarettes (regardless
of woman’s age or number of cigarettes smoked), are breastfeeding (as soon as six weeks after
birth), have anemia now or in the past, or have HIV infection or AIDS (88).

The only condition for which WHO recommends that implants should not be used (category 4) is
current breast cancer (88). Conditions for which the method is not usually recommended unless
other more appropriate methods are not available or not acceptable (category 3) include: less
than six weeks postpartum, unexplained vaginal bleeding (before evaluation), past and no
evidence of current breast cancer for five years, acute deep vein thrombosis/pulmonary embolism,
severe (decompensated) cirrhosis, hepatocellular adenoma, malignant liver tumor, and some
forms of systemic lupus erythematosus (a type of rheumatic disease) (88).

Modality of Provision

Provision of implants does not need to be limited to fixed facilities; mobile clinics can provide
implants services as well (37, 39, 60). In addition, community-based health workers can refer
implants clients to mobile or fixed facilities to increase access.

Timing of Insertion

A woman does not need to wait until she is menstruating to have a hormonal implant inserted
(89). She can start using implants any day of the menstrual cycle. If she is starting within seven
days after the start of her menstrual cycle (five days for Implanon), she does not need to use a
backup method. If it is more than seven days after the start of her menstrual cycle (more than five
days for Implanon), she can have implants inserted as long as it is reasonably certain she is not
pregnant. In this case, she will need to abstain from sex or use a backup method for the first
seven days after insertion.

Also, a woman can have implants inserted postpartum or postabortion (88, 89). If the woman is
not breastfeeding, she can have implants inserted immediately postpartum and does not need a
backup method if insertion is done within three weeks after delivery. If the woman is fully or nearly
fully breastfeeding and her monthly bleeding has not returned, she can have implants inserted
any time between six weeks and six months after giving birth and does not need to use a backup
method. If the woman is fully or nearly fully breastfeeding and her monthly bleeding has returned,
or her baby is at least six months old, pregnancy should be ruled out prior to insertion and she will
need to use a backup method for the first seven days after insertion. (87, 89). (For more
information on when to start implants and a checklist to help assess whether it is reasonably
certain a woman is not pregnant, see Family Planning: A Global Handbook for Providers.)

Follow-Up Visits

No routine follow-up visit is required for users of implants. The client should be counseled to
return at any time if she has any problems or concerns, as well as when it is time to have the
implants removed after their effective duration of use (89).

Programs need to employ a reliable and easy-to-use method to follow up with implants clients
when the effective duration of use is over. In some settings, women are given a follow-up card
that gives the date of the implant insertion and the suggested date for removal. In other settings,
staff maintain an annual file of cards for each client whose implants are to be removed; some mail
or send reminder cards and some send staff out to locate women. Sometimes, if the implant is
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inserted postpartum, the woman may be asked to return for removal when her child reaches 3
years of age (for Implanon), 4 years (for Sino-implant (1)), or 5 years (for Jadelle) (7).

At the same time, programs should keep in mind that a woman does not need to keep her
implants in place for the entire length of the effective lifespan. If she wants them removed before
that point, her provider should remove them upon request.

Medical Barriers

Medical barriers (that is, “policies or practices derived at least partly from a medical rationale that
result in scientifically unjustifiable impediment to, or denial of, contraception”) are a significant
problem impeding wider access to modern contraception, including implants (67).

Many women are denied their choice of contraception based on eligibility criteria that are neither
scientifically justified nor consistent with national guidelines. These medically unjustified criteria
include marriage and spousal consent requirements, minimum or maximum age and parity
restrictions, menstruation requirement, or norms that discourage uptake by requiring too many
routine follow-up visits (53, 67, 74).

Provider Perspectives

The perspectives of providers—their attitudes, motivations, needs, as well as their knowledge and
skills—are an important variable in service delivery programs that should be considered (66). For
example, would a provider garner more “rewards” (for example, greater prestige or income, or
reduction of other duties) if s/he became more active in providing implants? Conversely, does
being asked to provide implants represent more work for an already overburdened provider?

Inserting and removing implants involve somewhat more work than providing some other
contraceptive methods, such as pills and condoms. Thus, work needs to be organized
accordingly to take account of these increased demands. Providers who demonstrate an interest
in providing implants should be well supported.

Cost Considerations

While the initial price of implants is high, they can be cost-effective when used for a number of
years. Also, over the long term, making implants available may reduce workload on the health
system, and thus costs, because implants have higher continuation rates and are more effective
than most other methods (44).

A study of contraceptive costs in 13 developing countries, which took into account the cost of the
commodity itself as well as of disposable supplies needed for insertion and of labor costs, found
that the cost of implants compared favorably with other methods, including oral contraceptives.
The IUD had the lowest median cost per couple-year of protection (CYP) at US$1.64. Sino-
implant (II) had the second lowest median cost/CYP at US$4.02. Median cost/CYP for injectables,
oral contraceptives, and Jadelle were similar, ranging from US$7.90 to $8.70. Implanon had the
highest median cost/CYP at US$13.03 (38). These costs do not take into consideration that some
methods require more training to provide than others (as well as the maintenance of a clinical
training system) or that they require special communication efforts to promote their use. Implants
require less training to provide than do IUDs. Also, demand for implants is high among clients
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where implants are available and so do not require as intensive communication efforts as do
IUDs (38).

Several other detailed analyses and modeling studies have concluded that in the long run
implants are relatively less expensive than shorter-acting methods such as pills and injectables,
particularly when such factors as staff time, facility costs (such as consultation space), and
equipment are taken into account (16, 54, 55).

Furthermore, the cost of implants should be weighed against their potential to reduce unintended
pregnancies. In a modeling study using data from Kenya, researchers estimated that if 100,000
users of oral contraceptives switched to implants, an estimated 26,000 unintended pregnancies
would be prevented over a five-year period (35). If 20% of women in sub-Saharan Africa using
oral contraceptives or injectables switched to implants, 1.8 million unintended pregnancies could
be averted over a five-year period (35).

The relatively high initial per-unit cost of implants has prevented widespread provision of implants
in resource-poor countries. Donors have limited their purchases because of the high price (63).
Fortunately, manufacturing costs are declining, donors and governments are placing larger orders
and negotiating lower prices, and the lower-priced Sino-implant (II) has become available— on
average, costing US$8.00 per set (19, 63). Between 2008 and April 2009, approximately 112,000
units of Sino-implant (II) were ordered in three countries, at a cost savings of about US$1.6
million (77). As of April 1, 2010, Sino-implant (1) was registered in seven countries (China,
Indonesia, Kenya, Madagascar, Malawi, Sierra Leone, and Zambia). It was also under review in
nine other countries and in progress in an additional 25 countries (77). With such efforts to reduce
costs, programs are more likely to be able to meet the demand for implants and to offer them to
clients at lower prices.

Logistics: Commodities, Supplies, and Instruments

Two-rod levonorgestrel implants were added to the World Health Organization’s list of essential
medicines in March 2007 (86). This inclusion is significant because many developing countries
base their national drug lists on these guidelines.

Stockouts of contraceptive commodities and other needed equipment, instruments, and supplies
for family planning provision are commonly reported in service programs. Unavailability of either
the method itself or of other needed instruments and supplies means that implants services are
also unavailable. Thus, attention to logistics is critical, and must include instruments expendable
medical supplies as well as the contraceptive implant itself (84). The table below indicates which
instruments and supplies are needed for both insertion and removal of the hormonal implants
currently available: Implanon, Jadelle, and Sino-implant () (92).
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Table 4. Instruments and Supplies for Insertion and Removal of Hormonal Implants

Instruments (reusable)

Light source X
(if no natural light at service site)

Clean tray X
Cup, bowl, or gallipot X
Holding forceps (5.5” or 14 cm)

Mosquito forceps

(5” or 12.5 cm, curved, delicate)
Scalpel handle with blade*
Supplies (expendable)
Implants

Antiseptic soap and water
Sterile surgical drapes

One pair of sterile gloves**
Antiseptic solution, such as iodine
Local anesthetic

5 ml syringe with needle

Trocar #10***

Sterile gauze****

Skin bandage or band-aid

>

>
X | X| X[ X

X

X | X | X[ X[ X[ X

XX XXX X X X X

X
X

X

* Scalpel may or may not need disposable blades; if needed, they should be ordered on
a regular basis.

** Gloves need to be talc-free. They can be ordered talc-free (preferable), or else the
talc should be removed prior to the procedure.

*** A trocar is not needed for insertion of Implanon, which comes in a sterile
insertion applicator. Jadelle and Sino-implant (II) may or may not come
packaged with a disposable trocar.

**** To be used during insertion and at the end of procedure for pressure dressing
(but does not need to be sterile if placed on top of skin bandage or band-aid).

Marketing and Communication

To maximize effect, demand-side communication and marketing activities should be coordinated
and integrated with supply-side activities that focus on making implants available (for example,
training on clinical procedures and counseling and securing logistics and supplies).

Consumer-directed information about implants can increase demand for and use of implants. In
settings where the audience's awareness of implants is low, the primary needs of marketing and
communication activities are to raise awareness, provide correct information, and connect
potential clients to qualified providers. Where awareness is high but negative information and
myths are common, the objective is not only to provide correct knowledge but also to counter
barriers by specifically addressing prevailing myths, rumors, and health concerns (50).
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Clients who have been informed prior to a clinic visit about implants and their benefits may be
more likely to ask their provider about the method, thereby creating a "pull.” This also ensures
that the method is included among the contraceptive options presented to clients (50).

The benefits valued by implants users include: the long duration of contraceptive protection, ease
of use, high effectiveness, and reversibility (57). Women also like that implants do not interfere
with sex and that they are placed in the arm rather than in the vagina or uterus (64, 91).
Communication activities should specifically advertise sites where implants services are available,
linking clients to providers who are trained in proper insertion and can provide accurate, unbiased,
and more detailed information, including proper counseling on side effects. Channeling clients to
skilled providers ensures that clients will be given the method if they want it and that they have a
more positive experience, leading to positive word-of-mouth.

Marketing for implants needs to target potential clients as well as influencer groups, such as
spouses, community leaders, journalists, and providers. Communication activities should include
provision of general information for providers who do not offer implants so that they can support
referral systems to providers who do provide the method.

If using shorter communication formats (for example, radio or television spots or posters),
formative research should be used to identify the benefits as well as the negative aspects of
implants as perceived by a particular group in order to create focused messages. Attempts to
address multiple issues simultaneously may result in dilution of individual messages and less
overall impact.

Key Guidance Documents

The World Health Organization publishes and periodically updates its four “cornerstones of
effective contraceptive use” in a family planning guidance series. Together, these four
cornerstones, described below, support the safe and effective provision and use of family
planning methods; they are:

e Medical Eligibility Criteria for Contraceptive Use (MEC) (4™ edition, 2009) is intended for policy
makers, program managers, and the scientific community to support national programs in
preparing service delivery guidelines. The document reviews the medical eligibility criteria for
use of contraception, offering guidance on the safety of use of 19 different methods for women
and men with specific characteristics or known medical conditions. The recommendations are
determined by expert consensus and are based on systematic reviews of available clinical
and epidemiological research (88).

e Selected Practice Recommendations for Contraceptive Use (2" edition, 2004) along with the
2008 Update, the companion guideline to Medical Eligibility Criteria for Contraceptive Use,
provides guidance on the safe and effective use of a wide range of contraceptive methods.
The recommendations, which answer 33 questions selected by the WHO, were determined by
expert consensus and are based on systematic reviews of available clinical and
epidemiological research. Six of the 33 questions address use of implants and related issues
(89).
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Decision-Making Tool for Family Planning Clients and Providers incorporates the guidance of
the first two cornerstones and reflects evidence on how best to meet clients’ family planning
needs. It is intended for use during counseling (85).

Family Planning: A Global Handbook for Providers is the fourth cornerstone and also
incorporates the guidance of the first two cornerstones. As a thorough reference guide, it
offers technical information to help health care providers deliver family planning methods
appropriately and effectively, providing specific guidance on 20 family planning methods
including implants (87).
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