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Innovations in Sexual and Reproductive Health 5

Challenges and opportunities in developing integrated
sexual and reproductive health programmes

Kenneth H Mayer, Chris Beyrer, Myron S Cohen, Wafaa M EI-Sadr, Beatriz Grinsztejn, Jennifer M Head, Alex S Keuroghlian, Veronica Miller,
Nittaya Phanuphak, Helen Rees, Michael Reid, Ann Starrs, Mitchell Warren, Linda-Gail Bekker

Sexual and reproductive health and rights are fundamental to both human and societal wellbeing and sustainable
development, and encompass a broad array of sociocultural and clinical issues that affect all people across the life
course. In 2018, the Guttmacher—Lancet Commission described sexual and reproductive health as a state of physical,
emotional, mental, and social wellbeing in relation to all aspects of sexuality and reproduction, not merely the absence
of disease, dysfunction, or infirmity. The Commission advocated for a positive approach to sexuality and reproduction
that recognises the role of pleasurable sexual relationships, trust, and communication in promoting self-esteem and
overall wellbeing. The Commission also stipulated that people have a right to make decisions governing their bodies
and to access services that support that right. In light of recent sociocultural changes, biomedical advances that have
impacted sexual and reproductive health and rights, and the key findings of the Guttmacher-Lancet Commission, we
bring together themes from this Lancet Series to discuss the new scientific developments and sociopolitical changes
that affect the programmatic integration of sexual and reproductive health services. As people who present for
one sexual and reproductive health service frequently have other unmet sexual and reproductive health-related needs,
there are often benefits to interventions and services that address multiple connected sexual and reproductive health
issues during one clinical encounter (eg, family planning visits, including testing for HIV and other sexually
transmitted infections), which supports the rationale for an integrated approach. Historically, key components of
sexual and reproductive health have been managed separately, partly because of siloed and inadequate funding
streams and structural limitations (eg, separate location of service delivery or insufficient staff cross-training). Vertical
methods have also evolved from the need for different approaches to reach key populations, who might be reluctant
to seek care from primary health care clinics. We build on the findings of the papers in this Series to discuss the
rationale for sexual and reproductive health programmatic integration, which has the potential to better engage
patients in care by meeting their preferences, simplify the user experience, and save resources when implemented in
a thoughtful, culturally tailored manner. However, wide-scale sexual and reproductive health programmatic
integration faces multiple challenges, requiring broadly trained health-care providers, a range of clinical and outreach
channels, and well-resourced health systems. Programmatic integration might be further constrained by societal
norms and regulations (eg, punitive laws, institutional homophobia, legal restrictions on access to safe abortion, and
opposition to sexual and reproductive rights). Notably, the Trump Administration’s withdrawal of support from
various sexual and reproductive health programmes in January, 2025, is a major threat to continued progress. This
Series paper provides a call to action based on the key findings from this Series that delineates the steps needed to
better integrate programmes to optimise sexual and reproductive health outcomes.

Introduction

Sexual and reproductive health entails the promotion
of physical, mental, and social wellbeing and is
intimately connected to sexual and reproductive health
andrights. In 2018, the Guttmacher—Lancet Commission
on sexual and reproductive health and rights' described
the right for people to have their bodily integrity,
privacy, and personal autonomy respected; to be able to
freely define their own sexuality, including sexual
orientation and gender identity and expression; to
decide whether and when to be sexually active; to
choose their sexual partners; to have safe and
pleasurable sexual experiences; to decide whether,
when, and whom to marry; to decide whether, when,
and by what means to have a child or children and how
many children to have; and to have access to the
information, resources, services, and support necessary

to achieve all the above and be free from discrimination,
coercion, exploitation, and violence (see the first
paper in this Series?)."”

The Guttmacher—Lancet Commission delineated the
scope and unmet needs of the sexual and reproductive
health and rights agenda (see the first paper in this Series?)
and noted that the necessary investments were modest
and affordable for most low-income and middle-income
countries (LMICs) and could yield long-term benefits and
support broader development goals. However, progress
has been slow or overturned, with many women (the
authors use women to describe people who can become
pregnant, but do not intend to exclude people who might
use different terms) either not accessing or having
insufficient antenatal care,* and over 200 million women
not being able to access modern contraception.
Simultaneously, over four decades into the global HIV
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epidemic, progress towards epidemic control is uneven,
with some regions (including Eastern Europe, Central
Asia, the Middle East, and North Africa) seeing increased
rates of new HIV infections and other sexually transmitted
infections  (STIs) despite numerous innovative
breakthroughs in the past decade.’® This Series paper
focuses on how to catalyse progress, more efficiently use
constrained resources, and move to a sustainable and
effective response through innovative and integrated
sexual and reproductive health services. For sexual and
reproductive health programmes to be successful, they
need to address individual sexual and reproductive rights.
This Series paper focuses on the opportunities and
challenges for programmatic integration from a range of
perspectives (eg, researchers, implementers, community
members, regulators, and funders).

Changes in population dynamics and social norms (see
the first paper in this Series?), a range of developments in
reproductive technologies (see the second paper in this
Series’), and emerging prevention and treatment options
for sexually transmitted diseases (see the third paper
in this Series®) have created new incentives and
opportunities for sexual and reproductive health and
rights to be fully included in country health agendas.
However, these opportunities require the optimised
integration of sexual and reproductive health programmes
and depoliticisation of these basic interventions, which
affect all people over the life course.”™ In addition, given
funding constraints, the need to understand which
interventions provide the most cost-effective strategies is
a key consideration, as described in the fourth paper in
this Series.* This Series paper aims to review the
opportunities and challenges of sexual and reproductive
health programme integration, and to highlight how the
innovations discussed in this Series can be used to
optimise sexual and reproductive health service delivery,
and sexual and reproductive health and rights more
broadly.

The interconnectedness of sexual and
reproductive health

Although achieving optimal sexual and reproductive
health for all has long been a key public health goal
for nations, major donors, and normative bodies
(eg, WHO),"** the development of integrated approaches
has been impeded by factors including requirements by
donors to have direct accountability for impact within
specific content areas (eg, HIV-specific focus in the US
President’s Emergency Plan for AIDS Relief [PEPFAR])
and the reluctance of some implementing partners and
countries to support specific sexual and reproductive
health services (eg, safe abortion services). These
challenges have been partly influenced by the Mexico
City policy (ie, the global gag rule), which is a US
Government policy that blocks federal funding for non-
governmental organisations that provide abortion
counselling or referrals, advocate to decriminalise
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Search strategy and selection criteria

Studies were identified through a purposive search of
PubMed and Google Scholar to illustrate the breadth of
evidence on the integration of HIV and sexual and
reproductive health services. Search terms included “sexual
and reproductive health” AND “integration”; “HIV” AND
“family planning”; “STI” AND “family planning”; “HIV” AND
“integration” AND “reproductive health”; and “STI” AND
“integration” AND “reproductive health”. No formal inclusion
or exclusion criteria were applied. Additional relevant studies
were identified from reference lists. Systematic reviews and
meta-analyses were prioritised, and original research articles
were included only if they were not covered in the identified
reviews. Owing to the heterogeneity of settings, populations,
and programmatic menus, head-to-head comparisons were
not feasible. No specific timeframe was applied, but more
recent studies up to Jan 1, 2025 were prioritised for inclusion.

abortion, or expand abortion services. Moreover, the new
Trump Administration policies and funding constraints
counter normative guidance and expert consensus
regarding sexual and reproductive health programme
best practices.”® Lagging progress in sexual and
reproductive health and rights and shifting political
headwinds have prompted examinations of how to
leverage synergies to enhance the health of individuals
and populations through integrated programmes.”*

Even when political environments and funding
envelopes can be challenging, programmatic integration
can theoretically provide an efficient way to use sparse
resources to address multiple related needs at each
clinical encounter.” However, the implementation of
integration raises complex issues. Definitions, models,
and measurements vary depending on the analytical
focus,” since the issues raised by integration might
range from how to best address patient needs
comprehensively to how to create the most efficient
system for service delivery. Moreover, linkages (e,
synergies in policy, advocacy, and operational issues) are
also necessary to optimise integrated care.””

Although the concept of integrating sexual and repro-
ductive health programmes is not new*?” recent
scientific, epidemiological, cultural, and clinical develop-
ments underscore its importance. Despite the many
challenges associated with the provision of integrated
sexual and reproductive health services, the need for a
comprehensive approach remains.”® As noted in this
Series, shifting trends and recent innovations in sexual
and reproductive health have deepened our insight into
strategies to comprehensively improve sexual and
reproductive health. Specifically, the first paper in this
Series? has covered how changes in sociodemographics
(eg, the increased numbers of youth [aged 15-24 years])
in LMICs), behaviour (eg, increases in non-marital sex),
culture (eg, increased diversity in sexual orientation and
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gender identity), and structural issues (eg, access to
abortion) have altered sexual and reproductive health
epidemiology. The second paper in this Series’ describes
innovations in contraception that could allow for women

Panel 1: Potential benefits of and barriers to integration

Potential benefits of integration

« Improved patient experience through patient-centred
care that uses a holistic approach

« Improved patient outcomes can be efficiently tracked via
integrated electronic health records

+ Improved care delivery can offer comprehensive care for
clients with multiple health needs

« Shared resources and better-informed health-care providers

« Integration can reduce siloed, uncoordinated
programmes with comprehensive models of care,
reducing waiting times and costs for users

« Integration can strengthen health systems by centralising
planning and supporting sites that provide multiple
services

- Sustainability: there are many examples of cost
efficiencies (eg, training staff to deliver a broader array of
services)

« Innovative interventions and products are being
developed that will facilitate integration (eg, the
development of the dual prevention pill, which can
protect against pregnancy and HIV; see the third paper in
this Series®)

«  Supply chains could be optimised to ensure availability of
diagnostic tests, drugs, and interventions to reduce the
unavailability of necessary products

Potential barriers to integration

«  People seeking care might be required to receive services in
spaces that are not tailored to meet their needs
(eg, men might not feel comfortable receiving care in
clinics that provide reproductive health services primarily
for women)

 Reporting structures might not support integration

« National and donor-specific guidelines might not
support integration

»  Resources might not be available for health-care providers
to be trained in multiple clinical issues or in how to
provide culturally appropriate care for diverse populations

« Clinical spaces might not support integration because of
physical limitations or insufficient staff training

+ Health-care systems might not have sufficient resources
to support integration

« Funding streams might not be flexible

« Clinical trials and product approvals might be complex
(eg, the need to show the efficacy of different
co-administered agents or potentially more than
one regulatory approval)

«  Supply chains would be more complex to ensure the
availability of the full range of diagnostic tests, drugs,
and interventions

to have increased choices and greater bodily autonomy,
and the third paper in this Series® reviews the innovations
in anti-infectives that can decrease the risk of acquiring
HIV and other STIs. The fourth paper in this Series*
discusses the costs of scaling up these promising
interventions and makes the case that it will ultimately
be a greater cost to society to not bring new contraceptive
and anti-infective technologies to scale, owing to the
increased number of unplanned pregnancies, adverse
reproductive health outcomes, and increased HIV and
STIs.

Expanding on the insights presented in the other
papers, we (1) link the themes of this Series by discussing
the historical development of sexual and reproductive
health, reviewing recent data that highlight instructive
examples of programmatic integration, and discussing
the implications of programmatic integration for
different stakeholders (eg, patients, clinicians, regulators,
and researchers); and (2) provide a call to action to
promote optimal sexual and reproductive health and
rights at policy, funding, and health system levels by
leveraging innovations and addressing widening gaps in
health inequities in this ever-changing socio-political
climate and in the face of unprecedented cuts to sexual
and reproductive health programming.

Technological and sociocultural advances
expand the list of available reproductive and
sexual health options

Reproductive health services include a range of
interventions to help people make and act on decisions
about their reproductive lives. Despite advances in
technologies in recent decades, which offer a broader
palette of user choices and increased agency for women
and others using reproductive health services in many
countries, most of the 4-3 billion people of reproductive
age (15-49 years) worldwide have inadequate sexual and
reproductive health services over the course of their
lives." Progress on this front has been considerably
hampered by rigid societal norms, poverty, low health
literacy and access, and the priorities of governments
and funders.”

Most reproductive health programmes in LMICs have
concentrated on family planning, which emerged as a
major focus for both donors and national governments
in the 1960s, owing to concerns about high population
growth.” Until the mid-1990s, the first phase of the
family planning movement focused primarily on
promoting effective, modern methods of contraception,
resulting in an increased use of these technologies from
less than 10% to over 60% in women of reproductive
age. This increase in use of contraception resulted in a
50% reduction in the global total fertility rate, from
an average of approximately six to three children
per woman.” However, although family planning
advocates have highlighted the importance of voluntary
and informed choice as essential components of service
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programmes, some funders and health authorities used
financial incentives and other means to coerce women
and families to limit the number of children they had.*
Despite advances in contraceptive technologies, in 2024,
over 15% of women of reproductive age (15-49 years)
had unmet needs for modern methods of contraception
worldwide, including almost 20% of women in sub-
Saharan Africa.”

In part to address these concerns, the International
Conference on Population and Development (ICPD; Cairo,
Egypt; 1994) and subsequent Fourth World Conference on
Women (Beijing, China; 1995) expanded the scope of
reproductive health to encompass women’s empowerment,
promoted individual choice in childbearing, and linked
reproductive rights to human rights” Because of the
unwillingness of some governments to endorse the right
of women and girls to bodily autonomy or to accept
diverse sexual orientations and gender identities, the ICPD
excluded any direct reference to sexual rights. However, it
is now widely acknowledged by WHO (but not all member
states) that meeting optimal sexual health goals cannot
occur without the explicit recognition of sexual rights.

As highlighted in the second and third papers in
this Series,”® other advances in specific sexual and
reproductive health interventions have also expanded
our understanding of what is needed for holistic
improvements. For example, providing antiretroviral
therapy (ART) for people with HIV decreases the likeli-
hood of vertical transmission of HIV,* but does not
decrease the likelihood of acquiring or transmitting
syphilis or other viral STIs. Pregnant women using pre-
exposure prophylaxis (PrEP) can be protected against
HIV acquisition,* but are not protected against other
STIs. The progress made in scaling up the wider deploy-
ment of antiretrovirals since 2003—a major achievement
in HIV control—decoupled HIV acquisition from the
risks of acquiring other STIs for sexually active people.
However, reproductive health programmes globally have
not universally integrated both HIV and STT screening,
treatment, and prevention into their approach for people
who present for family planning or pregnancy-related
care, leading to missed opportunities. This absence is
especially concerning given the increasing rates of
congenital and neonatal infections such as syphilis,
hepatitis B, and herpes simplex virus (HSV).* In 2022,
there were 700000 cases of neonatal syphilis globally,
which is a readily preventable infection.” Another
example of the need for integrated approaches to sexual
and reproductive health is sexually transmitted human
papillomavirus (HPV) infection, where vaccination rates
and cervical cancer screening in LMICs remain
suboptimal, often due to limited availability, challenges
in access (including cost), and medical mistrust.***

Progress on the sexual and reproductive health and
rights agenda remains mixed (see the first paper in
this Series’). Although access to voluntary family
planning services has increased, the unmet need for
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modern methods of contraception among women who
want to delay or avoid pregnancy declined by less
than 1% between 2015 and 2024.** Additionally,
although maternal mortality declined substantially
between 2005 and 2015, it has since stalled,®" with
260000 women dying during and following pregnancy
and childbirth in 2023 and approximately 92% of
the deaths occurring in LMICs.” Furthermore,
sexual and gender-based violence (SGBV) and abuse
persist, exacerbated by the COVID-19 pandemic, with
WHO’s most recent estimates indicating that nearly
one in three women worldwide experiences some form
of SGBV in their lifetime.* One of the few areas of

Sociopolitical environment

HIV-associated immunosuppression*

Increased inflammation or ulceration

Condomless sex or multiple sexual partners

« Sociodemographics
« Community HIV and STl prevalence
« Assortative mixing

Societal gender norms and rolest

Inconsistent barrier contraception uset
and highly effective non-barrier
contraception

Adverse pregnancy outcomes
(eg, infant morbidity, miscarriage,
and premature labour)

Adverse infant outcomes
(eg, congenital infections, failure to
thrive, and psychomotor delays)

Risk of short-term and long-term
obstetric complications
(eg, PID, ectopic pregnancy, and infertility)

Reproductive
health§
outcomes

Mediators Domains
O ART decreases HIV transmission, with or without STls —— Biology
O PrEP decreases HIV acquisition, with or without STls —— Behaviour

O Potential behavioural disinhibition in the setting of ART or PrEP —— Epidemiological and sociocultural

Figure 1: Examples of biological, behavioural, epidemiological, and sociocultural relationships affecting HIV,
STls, and reproductive health

The sociopolitical environment, which includes social determinants of health, is overarching and moderates the
relationships between HIV, STls, and reproductive health. Arrows are used to show the direction of relationships
and connections between HIV, STls, and selected reproductive health outcomes and biological, behavioural, and
epidemiological and sociocultural factors. Circles show the effects of potential mediators (ie, ART, PrEP, and
behavioural disinhibition) on some of these relationships. ART=antiretroviral therapy. PID=pelvic inflammatory
disease. PrEP=pre-exposure prophylaxis. STI=sexually transmitted infection. *Increased herpes simplex virus type 2
ulcers. tSocietal norms about empowerment of women and gender-based violence (eg, in societies where women
have little agency to seek reproductive health services, rates of adverse pregnancy outcomes are often higher).
$Decreases HIV and protects against most bacterial STls but does not protect against many viral STls.
SReproductive health outcomes refers to conception outcomes and maternal and infant health.
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Panel 2: Examples of biological, behavioural, and epidemiological and sociocultural
interactions of HIV, STIs, and selected aspects of reproductive health

Biology

 Bacterial STls increase genital tract inflammation, which can lead to increased HIV
transmission or acquisition

« Treating gonorrhoea decreases HIV concentrations in semen

»  HSV-2 leads to genital ulcers (and inflammation), which can result in increased HIV
transmission or acquisition

+ Untreated HIV-related immunosuppression can increase the severity of HSV-2 disease

in co-infected individuals

« HIVand STls lead to adverse reproductive health outcomes

«  HIV treatment will decrease the risk of mother-to-child HIV transmission and other
adverse reproductive health outcomes

Behaviour

« Anincreased number of sexual partners increases the risk of transmitting or acquiring

HIV and STls

« Barrier contraception will decrease the risk of transmitting or acquiring HIV and
bacterial STls, and decrease the likelihood of conception

» Hormonal contraception might be associated with condomless sex, which can
increase the risk of transmitting or acquiring HIV and STls

» ART and PrEP will decrease HIV transmission or acquisition, but could increase the risk

of pregnancy and transmitting or acquiring STIs because of behavioral disinhibition
due to decreased concern about HIV risk

Epidemiology and sociocultural factors
« Assortative mixing in communities with high HIV or STl prevalence will increase the
risk of transmitting and acquiring STIs or HIV

+ Decreased social mobility because of sociodemographic factors (eg, poverty) can limit

sexual partner choice and increase the risk of transmitting or acquiring HIV or STls in
communities with high prevalence

» Lower socioeconomic status could be associated with lower health literacy and the
decreased likelihood of presenting for HIV and STl screening and care, which could
lead to an increased likelihood of untreated infection

+  Other social determinants of health (eg, access to care, housing stability, health
literacy, transportation) might lead to less frequent engagement with HIV and STI
health-care services

+ Adverse sociopolitical environments could impede access to HIV and STl screening,
treatment, and reproductive health services, leading to an increased likelihood of
transmission and acquisition of HIV and STls and adverse reproductive health
outcomes

ART=antiretroviral therapy. HSV-2=herpes simplex virus type 2. PrEP=pre-exposure prophylaxis. STl=sexually transmitted
infection.
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progress is the legal status of abortion, where over
60 countries have liberalised their abortion laws in the
past several decades. Only four countries have made
abortion laws more restrictive, including the USA.*
Nevertheless, as less restrictive laws do not always
translate into available, accessible, affordable, and
quality services, unsafe abortion remains a leading cause
of maternal death in LMICs (see the first paper in this
Series?).®* The sociopolitical climate in some major
donor countries (particularly the USA) has the potential
to threaten progress by limiting access to both
contraception and abortion. These challenges are

particularly concerning, as policies that promote robust,
accessible, and affordable family planning and other
reproductive health services integrated with HIV and
STI programmes have the potential to increase the use
of all services, leading to better sexual and reproductive
health outcomes (panel 1). The Trump Administration’s
curtailment of funding for comprehensive, accessible,
and affordable family planning is irresponsible and
detrimental, as these programmes are both cost-effective
(contraception being one of the most cost-effective
public health interventions) and drastically reduce the
demand or need for abortion (see the fourth paper in
this Series*).”

HIV and STI synergism underscore the need for
an integrated approach

The biological, behavioural, and epidemiological con-
nections between HIV and other STIs (figure 1; panel 2)
were understood early in the HIV epidemic.”®* Despite
this recognition, the findings did not immediately lead
to programmatic integration. Before the introduction of
effective ART in 1996, STIs were established as
potentiating HIV transmission and acquisition through
ulceration or inflammation, and HIV was established
as affecting the severity of STIs through HIV-associated
immunosuppression.®* The recognition of the
relationships between STIs and HIV led to several
clinical trials to investigate whether the community
treatment of STIs could effectively decrease HIV
incidence.” Ultimately, these trials did not support this
hypothesis, possibly owing to the inability of study
teams to treat all incident STIs at the right time with
the right drugs, and the fact that STI reinfections were
common.”

However, the advent of ART—with evidence that
earlier initiation coupled with changes in HIV testing
policies to routine testing, especially in high prevalence
settings—changed HIV-STI dynamics by decreasing the
sexual and parenteral transmission of HIV,”? decreasing
the vertical transmission of HIV from pregnant women
with HIV to their infants (eg, through breastfeeding),”
and decreasing HIV acquisition when used as PrEP,
regardless of whether bacterial STIs were present or
not.”* Notably, the wide deployment of ART has resulted
in people with HIV leading longer and healthier lives
and fewer people becoming infected with HIV.* Despite
these advances, close to 1-5 million new HIV infections
occurred last year (44% among women and girls aged
15-49 years and 55% among key populations such as gay
men, transgender and non-binary people, people who
inject drugs, and sex workers), underscoring the need for
further efforts in testing, treatment, and prevention.*
Although the incidence of HIV has decreased in many
settings, continued condomless sex has been associated
with an increase in the incidence and prevalence of
STIs.” Normative guidelines now recommend routine
screening for STIs for people with HIV or people at risk
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Population

Adolescent girls and
young women

Men who have sex with
men

Transgender women

Sex workers

People who inject drugs
and people who are
incarcerated

Women of reproductive
age

Clinical, sexval, and
reproductive health
interventions

« HIV testing, prevention,
and treatment

« STl testing, prevention,
and treatment
(including HPV)

« Information and
counselling on sexual
and reproductive
health

« Family planning
services

« Prevention and
management of SGBV

« Pregnancy care,
including prevention
of mother-to-child
transmission, antenatal
care, delivery care, and
postnatal care

« Safe abortion care

« HIV testing, prevention,
and treatment

« STl testing, prevention,
and treatment
(including HPV)

« Information and
counselling on sexual
and reproductive health

« Prevention and
management of SGBV

« HIV testing, prevention,
and treatment

« STl testing, prevention,
and treatment
(including HPV)

« Prevention and
management of SGBV

+ Information and
counselling on sexual
and reproductive health

« HIV testing, prevention,
and treatment

« STl testing, prevention,
and treatment
(including HPV)

« Information and
counselling on sexual
and reproductive health

« Family planning
services

« Prevention and
management of SGBV

« Safe abortion care

« Prevention of cancers
of the reproductive
system (eg, HPV)

« Detection and
treatment of cancers of
the reproductive system
(eg, cervical cancer)

« Pregnancy care
(eg, prevention of
mother-to-child
transmission, antenatal
care, delivery care, and
postnatal care)

« Harm reduction services

« Prevention and
management of SGBV

« All services for women
of reproductive age

« HIV testing, prevention,
and treatment

« STl testing, prevention,
and treatment
(including HPV)

« Information and
counselling on sexual
and reproductive health

« Family planning
services

« Prevention and
management of SGBV

« Safe abortion care

« Prevention of cancers
of the reproductive
system (eg, HPV)

« Detection and
treatment of cancers of
the reproductive system
(eg, cervical cancer)

« Pregnancy care
(eg, prevention of
mother-to-child
transmission, antenatal
care, delivery care, and
postnatal care)

« Infertility services

Modes of delivery

« Primary health-care
clinics

« Drug shop or pharmacy

« Mobile vans

« Youth-friendly clinics

« Primary health-care
clinics

« HIV and STl clinics

« Mobile vans

« Primary health-care
clinics

« HIV and STI clinics

« Mobile vans

» Primary health-care
clinics

« HIV and STl clinics

« Mobile vans

« Primary health-care
clinics

+ Mobile vans

« Drop-in centres

+ Mobile vans

« Street medicine and

ambulatory teams

« Primary health-care
clinics

« Reproductive health
clinics

Figure 2: Examples of the difference in programmatic needs and service delivery models for different populations
Clinical sexual and reproductive health interventions and service delivery models are listed for key and priority populations and are compared with those of women of reproductive age (15-49 years).

HPV=human papillomavirus. SGBV=sexual and gender-based violence. STI=sexually transmitted infection.

of HIV acquisition (including people taking PrEP),
linking the need for an integrated approach to HIV and
STI treatment and care.”

Furthermore, using the opportunities by which people
can connect with health services and providing integrated
sexual and reproductive health services will help to close
service gaps (figure 2). For example, people seeking
contraceptive services or antenatal care should be offered
HIV testing and PrEP. Men looking for STI care and
treatment should be offered HIV testing and ART or
PrEP, depending on serostatus. The development of
doxycycline post-exposure prophylaxis (doxyPEP) as post-
exposure prophylaxis to prevent the acquisition of
bacterial STIs is another example of the need for an
integrated approach to sexual and reproductive health,
given that doxyPEP candidates can also benefit from HIV
treatment or PrEP (see the third paper in this Series®).”

Evidence to support sexual and reproductive
health programmatic integration

The integration of sexual and reproductive health services
has the potential to reduce fragmentation, improve the
patient experience, deliver higher quality and more
comprehensive care (panel 1)° and can improve the
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return on financial investment.” Recognising the overlap
between HIV, STIs, and other sexual and reproductive
health issues, technical experts and agencies have been
recommending integrated approaches for decades.”
Programmatic  integration generally entails joint
operational activities at the service delivery level
(eg, multitasked providers and comprehensive models).*
However, the role of linkages that extend beyond service
integration—which encompass the synergies between
health systems and laws, policies, and funding—need to
also be considered.”* To this end, integration has been an
increasing focus of several governments and groups, such
as the Interagency Working Group on Sexual and
Reproductive Health and HIV Linkages convened by UN
Population Fund (UNFPA), WHO, and International
Planned Parenthood Foundation (IPPF).”* Integration
and linkages between HIV and sexual and reproductive
health services can occur at multiple levels (eg, policy,
health system, service, provider, and intervention or
product level)?** and can be driven by financial or human
resource constraints, sustainability, equity, improved user
experiences, and improved health outcomes (panel 1).*%
Furthermore, a targeted review of the recent literature
that examined the outcomes of sexual and reproductive
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Year Study type

Outcomes, conclusions, and citations

HIV and sexval and reproductive health

USA, UK, India, Thailand, China, 2010
and Haiti”

Systematic review

HIV and family planning
Kenya” 2016 Original research

Kenya” 2017 Original research

Tanzania, Nigeria, Zambia, Eswatini, 2017
Kenya, Malawi, Zimbabwe, Uganda,

South Africa, Cambodia, UK, and

Scotland”

Systematic review

Kenya, South Africa, Zambia, Malawi, 2021
Ghana, Rwanda, Uganda, Mozambique, meta-analysis
Eswatini, Zimbabwe, Nigeria, Ethiopia,

Cameroon, Tanzania, Democratic

Republic of the Congo, India, Indonesia,

Viet Nam, China, Ukraine, Kazakhstan,

USA, Lithuania, and Denmark”

ART=antiretroviral therapy. STl=sexually transmitted infection.

HIV and tuberculosis; primary care; family planning; sexual and reproductive health; and maternal, newborn, and child health

Systematic review and This review of 114 studies shows that outcomes (eg, HIV testing

This review of 35 studies shows that HIV and sexual and reproductive
health linkage interventions were generally beneficial and feasible;

in general, positive effects were shown for HIV incidence, STl incidence,
condom use, contraceptive use, uptake of HIV testing, and quality of
services; high-level facilitators were stakeholder involvement, capacity
building, positive staff attitudes, non-stigmatising services, and the
engagement of key populations”

66% of women with HIV received integrated HIV and family planning
care at their last HIV visit, and 56% of women who received integrated
care received short-term contraception; there was no difference in the
uptake of long-acting contraception between women who received
integrated care and women who did not; satisfaction with integrated
services was high (92%), and women who received integrated care
showed lower fear of involuntary disclosure of HIV status (19%) than
women who did not receive integrated care (27%); prominent reasons
for preferring integrated care were to save time and money™

Service integration had a statistically significant positive effect on the
technical quality of patient-provider consultation sessions; structural
factors associated with technical quality were the availability of family
planning commodities, adequate infrastructure, and reagents;
provider factors were appropriate clinical knowledge and supervision;
workload was negatively associated with technical quality”

This review of 17 studies on 14 distinct integrated HIV and family
planning programmes (including nine integration models and seven
instances of integration within a network of clinics) showed an
increase in the uptake of more effective or modern methods of
contraception, improvements in the unmet need for family planning
at two of three sites,”*”> improved knowledge, awareness,

and attitudes (including among men) about family planning for
women with HIV, and no difference in patient satisfaction compared
with stand-alone HIV sites (one study); in nine of the integration
models, women could obtain family planning services and
commodities without leaving the building where they received HIV
care and treatment; half of the reports evaluated integration within a
network of clinics, providing examples of the scalability of integration;
one programme implemented a peer-led, rights-based approach to
minimise stigma and coercion;” provider training and supervision was
highlighted as a crucial component of integration; there were no
differences in pregnancy outcomes”

uptake, ART initiation coverage, time to ART initiation, retention in
care, and viral suppression) along the HIV care continuum tended to be
better with integrated services; treatment success for non-HIV diseases
and the uptake of non-HIV services were generally higher in integrated
service models; meta-analyses showed no differences in HIV testing
yield, ART adherence, HIV-free survival in infants, and HIV and non-HIV
mortality”

Table 1: Examples of integration of HIV, STI, and other sexual and reproductive health services by location

health and related programmatic integration shows that
several  systematic reviews and meta-analyses
have evaluated integrated approaches in sexual and repro-
ductive health programmes, and have generally reported
more benefits than challenges (table 1; see search strategy
and selection criteria).””

Patient-level data to support the case for the integration
of HIV and sexual and reproductive health services are
increasing (table 1).”*** Despite the large body of evidence
to support integration, some have cautioned against

integrated services, raising concerns that the unique
sexual and reproductive health needs of different genders
and subpopulations require specialisation, that different
operational requirements are needed to successfully
provide HIV and STI services compared with reproductive
health care,” and that tasking clinicians with providing
multiple services could decrease quality of care by
increasing health-care providers” workloads and diluting
specialised services, resulting in the need for substantial
training and  resources to ensure effective
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implementation.*” Furthermore, although integrated
services could be associated with efficiencies, there are
insufficient data to determine whether the quality and
content of counselling in integrated programmes is
similar to more specialised centres.

On the national level, although countries are
increasingly adopting policies that support the
integration of HIV and sexual and reproductive health
services, the extent of programmatic integration is
highly variable.” In 2022, 39 (25-8%) of 151 countries
reported having national health strategies or policies
that integrate the HIV response with other
programming, which was an increase from
32 (21-2%) in 2021 Despite many governments and
funders supporting the concept of programmatic
integration, challenges remain owing to insufficiently
coordinated systems, siloed funding streams, and
difficulties in maintaining a well-trained health-care
workforce.”® Several recent reports provide case studies
of national programmatic integration and some positive
outcomes of such efforts (table 1).” Other examples can
be seen in panel 3, which highlights an initiative
developed by the Ministry of Health in Zambia, and
panel 4, which describes the expansion of major donors’
interests in addressing reproductive health and STIs.
Additionally, specificexamples of sexual and reproductive
health integration supported by international donors
are given (table 2). Programmatic integration might also
include the provision of services for behavioural
health,"™ non-communicable and chronic diseases,""
or harm reduction.” In the context of LMICs, it is also
important to address other co-prevalent infectious
diseases, such as tuberculosis.™

Comprehensive sexual and reproductive health
programmes need to address human rights

In addition to the general population, the sexual and
reproductive health and rights agenda needs to also
address the needs of key populations (ie, groups with
disproportionate burdens of HIV and STIs, decreased
access to essential services, and who experience stigma
and discrimination),™™ including men who have sex
with men (MSM), transgender women, sex workers,
people who inject drugs, and other priority populations,
including people who are incarcerated, migrants, and
people who live in areas that face humanitarian and
environmental crises (eg, war or climate change)."
Additionally, adolescent girls and young women (aged
15-24 years) in southern and eastern Africa are a priority
population, given the high prevalence of HIV, STIs, and
unmet reproductive health needs in this group.”" For
example, the prevalence of modern contraceptive use in
seven countries in west Africa was less than 17%
between 2009 and 2014." Given that the prevalence of
specific health disparities differs between groups and
geographies, programmes and interventions need to be
tailored to the relevant population.™* Additionally,
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Panel 3: Meeting an unmet need: an enhanced community and facility-based model
to integrate family planning into HIV services in Zambia

In Zambia, women experience a disproportionate burden of HIV, with a prevalence of 11%
compared with 8% among men.* Compounding this burden is an unmet need for family
planning, as reported by 16-4% of all women of reproductive age (15-49 years) in Zambia

in 2023, leading to an estimated 510 000 unintended pregnancies.* To address this need, an
intervention model that integrated HIV and family planning services was developed,
implemented, and evaluated by ICAP at Columbia University in collaboration with the
Zambia Ministry of Health and US Centers for Disease Control and Prevention at six health
facilities in Lusaka that serve large populations of women with HIV.*

The enhanced model included improving family planning documentation and monitoring
through (1) the reintroduction of a family planning form within the electronic medical
record system; (2) offering a full range of Zambian Ministry of Health-supplied
contraceptives within HIV clinics (eg, male and female condoms, oral contraceptive pills,
injectables, implants, and intrauterine devices); (3) training and mentoring of HIV care
providers, nurses, and family planning counsellors on contraceptive provision and safer
conception* counselling as recommended by WHO;* and (4) referrals to community-based
distributors of contraceptives (ie, pills and injectables) if needed by patients between HIV
clinic visits. Pre-intervention and post-intervention outcomes were evaluated for
effectiveness at improving contraceptive uptake and safer conception counselling.

Atotal of 629 women with HIV of reproductive age were interviewed pre-intervention
and 684 women were interviewed post-intervention. Current family planning use
increased from 35% pre-intervention (July, 2018) to 49% post-intervention (April, 2019),
and dual method use (ie, pills or injectables for hormonal contraception, oral medication
for HIV prevention, plus a barrier method [eg, a condom]) increased from 8% to 18%, and
the uptake of safer conception counselling increased from 27% to 39%. In addition, the
self-reported unmet need for family planning decreased from 59% to 46%.

The integration of HIV and family planning services at the facility and community level led
to significant increases in the uptake and access of sexual and reproductive services
among women with HIV, thereby supporting the utility of integration in improving
population health indicators and outcomes. Furthermore, this model shows the potential
of using existing HIV-differentiated service delivery models, such as community-based
ART distribution, to expand access to contraception.

ART=antiretroviral therapy. *Safer conception: strategies for decreasing HIV transmission within the context of intended
conception among HIV-serodifferent couples.

local patterns of discrimination, the criminalisation of
sexual behaviour, the prevalence of misinformation,
and stigma in health-care facilities could affect access to
and the uptake of sexual and reproductive health
services, exacerbating health inequities. The
programmatic integration of HIV, STIs, and
reproductive health should also consider the diverse
needs and ways to reach key and priority populations
(figure 2; see the third paper in this Series®). The
massive cuts in US assistance to sexual and reproductive
health programmes (eg, PEPFAR) will require local
governments and other donors to fill the funding void to
ensure ongoing service delivery and that HIV and STI
testing continues, that treatment is uninterrupted for
people with HIV, and that PrEP access is not
discontinued. Additionally, efforts to finally eliminate
vertical transmission should be continued, as
implementers (ie, funders and national programmes)
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Panel 4: How donor funding has supported the integration of services

The global HIV response in high-burden regions has historically been driven by donor
investments that emphasise focused advocacy, disease-specific funding mechanisms
(eg, the US President’s Emergency Plan for AIDS Relief; The Global Fund to Fight AIDS,
Tuberculosis, and Malaria; and other bilateral and multilateral efforts), and verticalised
(narrowly focused programmes—eg, only supporting periconception care, but not other
aspects of women'’s health) service delivery with clear outcome-based approaches. This
model—often referred to as HIV exceptionalism—has been highly effective in reaching
substantial reductions in HIV incidence and mortality. However, as health systems evolve,
there is a growing recognition that sustaining and advancing these gains requires a more
integrated approach: an approach that strengthens overall health systems and expands
access to comprehensive sexual and reproductive health services alongside HIV
programming.

To sustain achievements, close programmatic gaps, and enhance country ownership,
selected global health donors are increasingly supporting models that integrate HIV,
sexually transmitted infection (STI), and other sexual and reproductive health services to
build more resilient and sustainable health systems. This shift aims to maximise efficiencies,
improve patient outcomes, and align with broader primary health-care objectives. Various
donor-supported initiatives are facilitating this transition by enabling governments to
develop and scale integrated service delivery models based on country priorities (table 1). In
many settings, donors are promoting the co-location of HIV and sexual and reproductive
health services within existing health facilities, ensuring a continuum of care under

one roof. Kenya’s comprehensive model exemplifies this approach by providing
antiretroviral therapy, STI treatment, family planning, and maternal health servicesina
single facility, making it easier for women to access comprehensive care.

Efforts to enhance sustainability also include transitioning to national health information
systems for programme monitoring. In some countries (eg, South Africa), data from
integrated HIV and sexual and reproductive health services are sourced from national
systems, which allows health ministries to track progress on HIV treatment and family
planning goals with greater autonomy.

Similarly, donor-supported procurement and supply chain reforms are helping HIV
programmes to better manage health supplies, ensuring the continuity of care for both HIV
and sexual and reproductive health needs. In Mozambique, government-led quantification
and forecasting meetings include sexual and reproductive health commodities alongside
HIV medications, reducing stockouts and ensuring service integration. Coordination with
The Global Fund to Fight AIDS, Tuberculosis and Malaria procurement systems is further
ensuring that commodities that are not covered by one donor (eg, contraceptives and
hormone therapy) are sourced from complementary funding streams.

By prioritising integration, donor-supported programmes are strengthening national
health systems, enhancing sustainability, and ensuring that essential HIV and sexual and
reproductive health services remain accessible to the populations that need them most.
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have the means to address these challenges, but need
the programmatic and political will.

Since the 1970s, data have shown that MSM, sex
workers, and transgender women have faced dis-
proportionately high rates of bacterial and viral
STIs,” which have been compounded by inadequate
or unavailable prevention, screening, and treatment
services.” Despite progress in HIV and STI treatment
and advances in civil rights for minoritised sexual
identities in some countries, as of 2025, 68 countries
criminalise  same-sex sexual behaviour between
consenting adults.” In a recent study involving 10 African

countries, HIV burden in MSM was significantly higher
in criminalised settings and countries with higher levels
of repression (quantified by legality).”® Similar dynamics
exist for many transgender people, who have substantial
needs for comprehensive sexual and reproductive health
services worldwide.”” Assaults on civil and human rights
impede disease control, as people from minoritised and
stigmatised communities will be less likely to present for
clinical services, fearing that they will receive
mistreatment by health-care workers or that they will be
subject to police attention.

Another key population in need of integrative sexual
and reproductive health services are sex workers, who
have historically been a focus of programmatic efforts to
control STIs even before effective therapies and
prevention were available for most STIs.® The
politicisation of sex work has arguably hindered efforts
to provide essential services.” For example, in the
1990s, the Bush Administration conflated sex work with
human trafficking, which led to restrictions on funding
for sexual and reproductive health programmes
associated with sex work,” thereby impeding effective
HIV and STI prevention efforts. The stigma associated
with sex work has affected HIV prevention programmes
for women in settings where accessing these services
was perceived as engaging in transactional sex—in
some cultures, there is an expectation that women
would be celibate until marriage, so if they accessed
PrEP, they were assumed to be engaging in sex work."*"*
However, new technologies (eg, long-acting
antiretrovirals and contraceptives) might allow for less
frequent encounters with the health-care system or
community delivery of sexual and reproductive health
services, which could improve uptake and engagement.
Additionally, comprehensive sexual and reproductive
health services are also needed for people who inject
drugs, for whom there are few examples of sexual and
reproductive health programmes integrated with harm
reduction services."

Challenges to sexual and reproductive health
integration posed by funding limitations

One of the major challenges in optimising sexual and
reproductive health outcomes is the recent stagnation
or reduction in donor and domestic funding (see the
fourth paper in this Series*). For example, domestic
funding for HIV in LMICs declined by 6% in 2023
compared with 2022, continuing the decline of the
previous 3 vyears.’ The availability of international
resources in 2023 was nearly 20% lower than their peak
in 2013, and the decline in HIV-specific funding has
been substantial.®* The Trump Administration has
indicated their intent to cut their 2025 HIV funding
commitments by 40%, and the UK, France, and
Germany have also indicated they plan to decrease their
respective levels of HIV funding.” This reduction
includes the plateau in levels of funding through The
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Description

Examples

Integration of HIV care and treatment programmes with sexual and reproductive health

Co-location of services

Comprehensive care

Mobile clinics

School health

HIV and sexual and reproductive health services
provided at the same physical location

Comprehensive services offered under one roof,
including HIV testing, ART, family planning,
STl treatment, and maternal health services

Mobile units providing integrated HIV and sexual
and reproductive health services to reach
underserved or remote populations

Integration of HIV and sexual and reproductive
health education (eg, testing, PrEP, and family
planning counselling) in schools

Uganda introduced a set of interventions targeting populations at high
risk for HIV and STls with HIV testing services (including HIV self-
testing) and provided 96% of the population target of adolescent girls
and young women with a full package of sexual and reproductive
health services appropriate to their age and HIV risk;*” Zambia’s
Integrated Health project provides integrated HIV, reproductive health
(including cervical cancer screening), and maternal, newborn, and child
health services in 32 districts across three provinces;* Haiti is
integrating HIV, maternal and child health, and family planning
services in the primary care setting; at the site level, Haitians receiving
maternal and child health or family planning services can also obtain
HIV education, risk assessment and screening, and STl education,
diagnosis, and treatment; at the community level, Haiti provides
integrated HIV self-testing, postnatal visits, immunisations, referral
services, adherence counselling, and tracking, with seropositive
pregnant women being referred to the closest site providing HIV
treatment

Kenya's Operation Triple Zero initiative is an asset-based programme
that aims to nurture the potential in adolescents and young people
(aged 10-14 years) with HIV to be part of the solution to their own
health, and is a comprehensive option for adolescents with HIV that
offers ART, STl testing and treatment, and family planning, antenatal,
and postnatal care;***° in South Africa, primary health care facilities and
mobile health services in donor-supported districts have prioritised
making various contraceptives available, alongside PrEP and HIV
services

In Eswatini and South Africa, donor-funded economic empowerment
programmes use mobile units to provide comprehensive HIV and
sexual and reproductive health services to adolescent girls and young
women (aged 15-24 years), including HIV self-testing, PrEP, PEP, Test
and Start,* linkages to health facilities for long-term care and index
testing (ie, contact tracing) for clients who test positive for HIV, and
SGBV clinical services***

A donor-funded economic empowerment programme in South Africa
offers an integrated approach to prevention services in schools,
working in collaboration with the South African Department of
Education;* a donor-funded economic empowerment programme in
Mozambique supports school health corners where students access HIV
education and contraception services®

Integration of sexual and reproductive health programmes with HIV testing services and prevention programmes

Facility-based sexual and
reproductive healthand HIV
testing

Community-based sexual and
reproductive health and HIV
testing

Retail-based sexual and
reproductive healthand HIV self-
testing distribution

Programmatic integration

Vertical integration

Horizontal integration

Cross-training of health workers

HIV testing services offered routinely to sexual and
reproductive health patients through provider-
delivered and self-testing options, with linkage to
prevention services

Community-based sexual and reproductive health
and HIV testing services delivered through
provider-delivered and self-testing options

HIV self-testing kits distributed by pharmacists or
in vending machines to patientswhoare
collecting contraception; women receiving HIV
self-testing kits offered support through helplines
and linkage services

HIV and sexual and reproductive health
programmes managed under a single
administrative structure

Collaboration across different health programmes
andsectors

Health-care providers trained to deliver both HIV
and sexual and reproductive services

In many donor-supported countries in sub-Saharan Africa, HIV testing
is routinely offered in sexual and reproductive health facilities as part of
comprehensive service packages®®

Mobile units in multiple settings offer both sexual and reproductive
health and HIV services, including HIV self-testing and linkage to
services for patients testing positive for HIV; in Eswatini, the PEPFAR-
supported DREAMS on Wheels mobile outreach programme brought
HIV testing services to adolescent girls and young women in their
communities, increasing completion rates by reducing access barriers”

In Eswatini, Georgetown University piloted the distribution of HIV self-
testing kits from pharmacies, integrating sexual and reproductive
health and HIV services; pharmacists prompt patients accessing STI
treatments or contraceptives to consider HIV self-testing®®

HIV and sexual and reproductive health services are managed together
under asingle administrative overarching programme, ensuring
coordinated service delivery

In Ghana and Nigeria, HIV services are being integrated with
immunisation programmes to ensure efficient service delivery®*®

Providers are trained to offer a wide range of HIV and sexual and
reproductive health services in a single visit, improving access and
reducing service fragmentation

(Table 2 continues on next page)
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Description

Examples

(Continued from previous page)
Health systems integration

Integrated health information Combining data from HIV and sexual and

systems reproductive health services into a single health
information system

Unified supply chain Coordinating procurement and distribution of

management commodities for both HIV and sexual and

reproductive health services

Integrated financing
mechanisms

Community-based integration

CHWs Using CHWs to deliver integrated HIV and sexual

and reproductive health services at the
community level

Peer-led initiatives

services

Community mobilisationand
advocacy
services

Integration within priority populations

Adolescent andyouth-focused

integration (aged 15-24 years)  needs of adolescentsandyoung people

Gender-responsive integration
of women and men

Key populations integration

and people who inject drugs

Adolescents, youth, and young people refers to those aged 15-24 years. ART=antiretroviral therapy. CHW=community health worker. GBV=gender-based violence.
PEP=post-exposure prophylaxis.PEPFAR=The US President’s Emergency Plan for AIDS Relief. PrEP=pre-exposure prophylaxis. SGBV=sexual and gender-based violence.

STl=sexually transmitted infection.

Pooling funding sources and aligning financial
resources to support integrated service delivery

Engaging people with HIV and other community
membersindelivering and promoting integrated ~ empowerment programmes (who are peers or near-peers [ie, similar

Strengthening community involvement and
advocacy to support and sustain integrated

Tailoring integrated services to meet the unique

Designing services that address the specific needs  In Tanzania, family planning services are integrated with HIV care to

Providing tailored services for key populations
suchas sex workers, men who have sex with men, ~ community-based HIV testing services for key populations, particularly

Countries are developing integrated databases to track HIV and sexual
and reproductive health service delivery more effectively, enabling
better data sharing and service coordination

Efforts are being made to streamline the procurement and distribution
of commodities (eg, HIV medications and contraceptives) through a
unified system; in Haiti, these efforts happen through a so-called
common basket strategy that ensures that procurements by funding
mechanisms (eg, PEPFAR and The Global Fund to Fight AIDS,
Tuberculosis and Malaria) leverage the same distribution systems'*

Countries are exploring joint financing mechanisms to support the
integration of HIV and sexual and reproductive health services

In many donor-supported countries, CHWs are providing a crucial link
between community members and health services, offering both HIV
and sexual and reproductive health services***

In South Africa and Uganda, mentors for donor-funded economic

age and sociodemographic background] of the programme
participants) help facilitate access to HIV and sexual and reproductive
health services; these mentors provide education on safe sex practices,
family planning methods, and HIV prevention through both group and
one-on-one sessions'*

Community-led monitoring has emerged as a powerful tool for
improving service delivery, accountability, and policy change in the
integration of sexual and reproductive health and HIV services; in
Uganda, community-led monitoring-supported civil society groups
documented insufficient access to contraceptive methods foryoung
women (aged 15-24 years) with HIV, leading to policy discussions on
expanding integrated sexual and reproductive health services at HIV
facilities™™

In South Africa, Mozambique, and Kenya, youth-friendly clinics provide
comprehensive sexuality education and integrated HIV and sexual and
reproductive health services, helping adolescents access the care they
need in a supportive environment; a donor-funded economic
empowerment programme in Mozambique, in partnership with the
Ministry of Health, has developed adolescent and youth-friendly health
services clinics that integrate HIV prevention, sexual and reproductive
health, and GBV services'*®

meet the specific needs of women, including offering SGBV support
programmes alongside HIV services'”

In Tanzania, family planning services are integrated into mobile and

female sex workers; short-acting contraception methods are provided
onsite, with referrals made for long-acting or permanent methods'***

Table 2: Examples of HIV, STI, and sexual and reproductive health integration supported by bilateral and multilateral donor agencies

Global Fund and PEPFAR before the 2024 US election.’
Recently, as the Trump Administration has curtailed
current funding for PEPFAR and dismantled
United States Agency for International Development
(USAID), the long-term US Government support of
HIV and related sexual and reproductive health
programmes in LMICs is uncertain. This withdrawal is
particularly unfortunate, as the return on investment
for meeting the UNAIDS 95-95-95 targets by 2030

would be US$11-14 for every dollar spent (see the
fourth paper in this Series”).”” The rapid curtailment of
PEPFAR and other US funding for public health
programmes has forced many African ministries of
health to recommend the accelerated consolidation and
integration of activities to maximise the use of limited
resources.”*"”

Although donor and domestic financing for family
planning and reproductive health is less than the funding
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available for HIV, this funding has been declining as well.
In 2022, donor funding for family planning in LMICs
was $1-31 billion (a decline of 9% from 2021)* and
domestic financing in 61 LMICs was $1-6 billion in 2022 (a
decline of 3% from 2021).” In an era of constrained
resources, it is worth noting that programmatic integration
can often be cost-effective, but that the impacts of
integration on costs are variable and programme-specific
(see the fourth paper in this Series*).”™ Recent and
anticipated shifts in foreign assistance for international
family planning and reproductive health—particularly the
elimination of all US support for family planning and
additional expected cuts from the UK Government—will
have substantial effects on global health systems,
contraceptive access, reproductive outcomes, and abortion
and post-abortion care. In 2023, the USA provided
$607-5 million in family planning funding, which
constituted for approximately 30% of all donor government
contributions.” This funding was especially crucial for
commodity financing, including the procurement of
contraceptives, and technical assistance and systems
support (eg, commodity tracking, transportation, and
warehouse systems). In addition, the US Government was
the only source or the dominant source of funding for
family planning services and data systems in several
countries. The sudden contraction of this support is
already leading to stalled procurements, disruption in
contraceptive distribution, and loss of access to long-
standing public health resources. Without this support,
programme quality, adaptability, and resilience are at risk.
The US Government’s decision to rejoin the so-called
Geneva Consensus, which emphasises a nation’s right to
decide their own policies regarding health, life, and family
issues without international input regarding policies on
sensitive topics (eg, abortion or same-sex marriage), and
the Trump adminstration’s Executive Orders* banning
support for gender-diverse populations and abortion-
related services signal the intention of the current US
Government to join with other right-wing countries in
opposing sexual and reproductive rights.

Provider, patient, and community
considerations regarding integrated services

For programmatic integration to be successful, the
cross-training of providers in HIV, STI, and other sexual
and reproductive health clinical and support issues is
essential.””**  Although training needs will vary
according to local sociodemographics and health-care
systems, optimum health outcomes require that
patients’ initial clinical encounters occur with know-
ledgeable, skilled, and culturally responsive providers
who can address relevant sexual and reproductive health
and rights needs (including HIV and STIs) or make
appropriate referrals.” Task shifting might allow for the
more efficient delivery of sexual and reproductive health
services, but requires sufficient health-care worker
training to ensure that patients are able to access
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necessary sexual and reproductive health services at
each clinical encounter.

Several studies have highlighted the role of staff
training and provider attitudes in the integrated provision
of HIV, STIs, and other sexual and reproductive health
services. A recent study that assessed a district-based
model for integrating these services found that capacity
building via provider training increased both the portion
of providers performing HIV testing when providing
other sexual and reproductive health services, and the
portion of providers counselling on family planning and
providing HIV and STT services.” Furthermore, although
health-care providers implementing this model of
integration perceived improved quality of care and
reduced HIV-related stigma, workload, and costs within
their health-care system, health-care providers also noted
that staffing challenges and lack of training were barriers
to integration.” An assessment from Kenya and Eswatini
found an improved delivery of integrated services in
centres where staff felt empowered to make decisions
and share the workload.”” Alongside training, the
development of locally-relevant integrated HIV, STI, and
reproductive health guidelines and decision tools could
provide useful supports for busy clinicians.

Recent systematic reviews also noted multiple barriers to
the optimal provision of integrated youth-friendly
reproductive health services in sub-Saharan Africa,
including insufficient knowledge and judgemental
attitudes among health-care providers."*" Although
health-care providers can be trusted resources for youth
and other people who are in the process of affirming their
identities,* sex and gender minority patients might avoid
clinical care with inadequately knowledgeable health-care
providers who express unsupportive attitudes™ or deny
patients appropriate care for prejudicial reasons, resulting
in missed opportunities to discuss behaviours with their
patients that might put them at risk for HIV and STIs.
Although many initiatives supported by governments and
international donors have been developed in recent years
to enhance the cultural responsiveness of clinicians in
providing clinical services for sex and gender minority
patients, these programmes need to be expanded to have
population-level impact. The passing of so-called religious
liberty legislation in several countries (including the USA)
enables providers to refuse to provide contraception and
evidence-based care for sexual and gender minority
patients, and poses a serious threat to progress.

Additionally, although integrated sexual and reproductive
health services have the potential to enhance the user
experience by enabling patients to have multiple health
needs addressed in a single visit, it is essential that
consumers are educated to know how best to access the
requisite services. Health literacy has been associated
with improved outcomes in reproductive health™ and is
a cornerstone of strategies to curtail the HIV and STI
epidemics.” The use of the internet, mobile technologies,
and the development of artificial intelligence tools have the

For more on Initiative for
Multipurpose Prevention
Technologies see https://

theimpt.org/
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For more on the Tangerine
Clinic see https://pribta-
tangerine.com/

154

health literacy.

For more on the International
Council on Harmonization see

https:/jichorg D€ monitored to achieve optimal public health benefits.

For more on the Fenway
Initiative see https://
fenwayhealth.org/

Panel 5: Key population-led services: Tangerine Clinic model

In 2015, Thailand established its population-led health services model, where members of
key population communities co-designed and co-delivered health services to ensure that
the provided services were needs-based, demand-driven, and client-centred.” In the
same year, the Tangerine Clinic was established as the first transgender person-led
integrated sexual health and gender-affirming clinic in Thailand.”® Transgender
communities in Thailand guided the initial establishment of the Tangerine Clinic through
the National Trans Community Consultation in 2015, which identified gender-affirming
hormones, neovaginal care, and HIV services as health priorities for the transgender
population. Transgender communities expressed the expectation that their clinic should
be free of stigma, provide a safe space, use sensitive intake forms, house transgender-
affirming physicians, include transgender care providers, and be affordable. The clinic was
called Tangerine Clinic, with a tangerine-coloured theme to symbolises the warmth,
vibrancy, and inclusivity of the clinic.

Transgender-affirming services at the Tangerine Clinic include three core components:
(1) gender-affirming hormone services, which comprise of hormone counselling,
hormone prescription, and hormone level monitoring; (2) sexual health services

(eg, testing for and treatment of HIV, viral hepatitis, and other STls; the prevention of
HIV, viral hepatitis, and STls with condoms, lubricants, PrEP, PEP, and clean injecting
equipment; hepatitis A virus, hepatitis B virus, and human papillomavirus vaccination
and care; and neovaginal care); and (3) mental health and wellbeing services

(eg, screening, peer counselling, psychosocial support, psychiatric medications, minor
gender-affirming surgery and aesthetic surgery, referral for genital surgery, and referral
for legal assistance).

Since 2015, the Tangerine Clinic has mainly been funded by USAID (through the
LINKAGES and EpiC projects), and partly by clients’ service fees. Between

November, 2015, and May, 2023, the Tangerine Clinic served 5939 transgender women
and 302 transgender men. Acceptability and satisfaction—and thus the uptake of
testing—has been improved by using pooled sampling to reduce cost and the option to
perform self-collection of samples as an alternative to provider collection in the clinic.”*®
Service elements and service package promotions were continuously optimised via
feedback and suggestions from online Tangerine communities via the Tangerine
Facebook (22 100 followers) and TikTok (10 400 followers) platforms.

In 2020, the Tangerine Clinic partnered with Chulalongkorn University to establish the
Center of Excellence in Transgender Health and developed the Thai Handbook of
Transgender Healthcare Services™ as a tool to guide the development and expansion of
transgender-responsive care service models. The Tangerine Academy, formed in 2019,
has continued to deliver technical assistance—including didactic training, apprenticeship,
and coaching—to partners throughout the Asia-Pacific region. Following the Thai General
Election in 2023, the Thai Government announced support for gender-affirming care as a
priority and allocated US$4 million to support gender-affirming care in the fiscal

year 2025.1 As a result of the Trump Administration’s Executive Order in January 2025,
USAID support for gender-affirming treatment at the Tangerine Clinic and the operation
of the clinic ceased.

STl=sexually transmitted infection. PEP=post-exposure prophylaxis. PrEP=pre-exposure prophylaxis. USAID=United States Agency
for International Development.
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potential to considerably enhance sexual and reproductive
However, broad inaccessibility to digital
technologies can exacerbate inequities, and as these tools
can also disseminate misinformation, their roll-out should

Community engagement is also key, to ensure that
services are delivered in a manner that is equitable and
responsive to local needs. Community activism has been a

core component of activist movements (eg, pro-choice and
HIV movements) to ensure access to safe and effective
reproductive technologies and to expedite the discovery of
and access to HIV therapy. However, to ensure that these
advances are accessible to those who need them most,
local communities need to be organised and feel
empowered and safe to advocate for their specific needs
and to receive them in a culturally appropriate manner.
One example is the Tangerine Clinic in Bangkok (panel 5).
In addition to community engagement to optimise the
receipt of clinical services, community voices are essential
to ensure that research is conducted in a manner that
addresses local interests and concerns."® Moreover, the
development of local leaders and organisations who are
knowledgeable about sexual and reproductive health and
rights issues and are prepared to address misinformation
circulated by anti-rights groups is essential.

Evaluating new technologies for integrated
products

Discussions of sexual and reproductive health integration
need to also consider the regulatory landscape.
Integration could be facilitated by new interventions
or products that simultaneously address more than
one sexual and reproductive health issue (see the second
and third papers in this Series’®) and are behaviourally
congruent (ie, the product aligns with the users’ values,
attitudes, and preferences). Multipurpose technologies
(MPTs) can meet people’s multiple sexual and
reproductive health needs, have the potential to simplify
product distribution and dispensing, can reduce clinic
contact hours, and offer potential cost-savings. However,
introducing MPTs in the health-care market is a

Figure 3: Global regulatory landscape for combination products

(A) FDA oversight of therapeutic products that combines drugs, devices, and
biologic products by the OCP and relevant centres and divisions. Examples are
provided for combination products under Lead Center Jurisdiction as assigned
by OCP.*** (B) Example of regulatory paths for HIV prevention-contraception
combination products. (C) Key players in the global regulatory landscape.
API=active pharmaceutical ingredient. ARV=antiretroviral. CBER=Center for
Biologics Evaluation and Research. CDER=Center for Drug Evaluation and
Research. CDRH=Center for Devices and Radiation Health. OCP=Office of
Combination Products. DAV=Division of Antiviral Products. DUOG=Division of
Urology, Obstetrics, and Gynecology. FDA=US Food and Drug Administration.
PMA=pre-market approval. *510(k) is the FDA clearance pathway for low-risk
devices with legally marketed devices. tDrug combinations such as fixed-dose
combinations are not subject to OCP oversight or classification. tDe Novo is the
FDA clearance pathway for low-risk devices without a legally marketed device.
§The International Council on Harmonization facilitates worldwide
harmonisation to ensure safe, effective, and high-quality medicines by
developing and publishing standards for efficacy, safety, and quality that are
adopted by member countries. §[Stringent (or trusted) regulatory authorities
have been classified by WHO as a national drug authority that applies stringent
standards in its regulatory assessment processes, of which there are currently
36. ||Regulatory Reliance: enables an authority in one country to leverage the
regulatory work performed by a competent and trusted (stringent) regulatory
authority. **WHO-prequalified products or products approved by stringent
regulatory authorities are eligible for a collaborative procedure created by WHO
to facilitate assessment and accelerated national registration.’

www.thelancet.com Vol 406 November 1, 2025


https://pribta-tangerine.com/
https://ich.org/
https://pribta-tangerine.com/
https://pribta-tangerine.com/
https://ich.org/
https://fenwayhealth.org/
https://fenwayhealth.org/

Series

A
ocP l/ Classification of products as drugs, biologic products, devices, or combination products (drug-device;
drug-biologic; biologic-device; and drug-biologic-device) and assign combination products to one lead
,\ centre for pre-marketing review and post-marketing safety oversight
CBER | | CDER | | CDRH

Pre-marketing review and post-marketing safety
oversight of biologic products, such as vaccines,
gene therapies, and cell or tissue-based therapies

Pre-marketing review and post-marketing safety
oversight for over-the-counter and prescription
drugs, including drug-drug combinations,
biologic therapeutics, and generic drugs

Risk classification, pre-marketing review for 510(k)*
clearance or approval (PMA), and post-marketing
safety oversight of medical devices and radiation-
emitting products

Examples of combination products

+ Menstrual tampon with bacteria to restore or
maintain natural vaginal flora

« Autologous blood, light source, and
photosensitising agent for immunotherapy

Examples of combination products

« Gynaecological drug and delivery device
« Drug with implantable delivery device

« Spermicidal gel with delivery device

Examples of combination products

« Menstrual tampon with drug to neutralise pH

« Catheter lock flush solution with antimicrobial
and anticoagulant agents

v v

CDER, DAV

Pre-marketing review of antiretrovirals for treatment or prevention
of HIV infection and post-marketing safety oversight (includes fixed-
dose ARV combination antiretroviral productst)

CDER, DUOG

contraceptive drugs*

Pre-marketing review and post-marketing safety oversight for

Drug and drug

CDER, DAV, and DUOG

| Novel API(s) | | Approved API(s)

v v

Pre-clinical Bioequivalence

of combination

Phase 1, 2a, 2b

Phase 3 confirmatory
safety and efficacy
for each API

Stringent regulatory authoritiesq
FDA, European Medicines Agency, Australian
Therapeutic Goods Administration, and others

WHO roles
« Collaborative registration procedure*
« Pre-qualification programme

Drug and device

| OCP Lead Center Assignment

CDER, DAV, or DUOG

I-Il risk classification

| Novel API(s) | | Approved API(s) |
Pre-clinical Bioequivalence 510(k)* or Pre-marketing
of combination de novoi approval
y ;
Substantial Technical, pre-clinical,

Phase 3 confirmatory
safety and efficacy
for each API

)
U

and clinical efficacy
and studies

equivalence to
predicate device

International Council on Harmonization§ sets general standards for efficacy and safety

Facilitation mechanism: regulatory reliance|

Other national and regional authorities
Classified by WHO into maturity levels (1-5)**
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Panel 6: Call to action

This paper has aimed to synthesise the key messages from the
first four papers in this Lancet Series*”*"* on innovations in
sexual and reproductive health that inform the development
and sustainment of integrated sexual and reproductive health
programmes. Grulich and colleagues discussed how changes in
sociodemographics and cultural norms have led to increases in
HIV, other sexually transmitted infections (STls), and
contraceptive needs (see paper one in this Series®). Anderson
and colleagues discussed how innovations in reproductive
health technologies have affected and will continue to affect
family planning (see paper two in this Series’), and Peters and
colleagues discussed the impact of the development of new
anti-infective agents on the epidemiology of HIV and other STls
(see paper three in this Series®). Meyer-Rath and colleagues
discussed how the wider implementation of many of the
innovations highlighted in this collection of papers can be cost-
effective, and in some cases, cost-saving (see paper four in this
Series™).

Collectively, this Series makes a compelling case for expanding
access to integrated sexual and reproductive health
innovations. This Series paper reinforces that argument by
showing how integration can improve patient experience and
optimise the use of finite resources. The importance of
respecting human rights is embedded throughout each
contribution. These lessons are especially urgent in the current
context of widespread defunding of global public health and
the rise of regressive social policies.

To reach the optimal impact of the integration of sexual and
reproductive health programmes, research, and human rights,
we urgently call for a deliberate and coordinated set of actions
across systems, communities, and sectors:

+ National programmes need to take the lead in the design
and long-term sustainment of integrated sexual and
reproductive health services. Given the limitations of donor
support, national leadership is essential to ensure
sustainable financing, planning, and service delivery.
Integration needs to be embedded within health sector
strategies, budgets, and monitoring frameworks.

- Institutionally, normative agencies, ministries of health, and
international funders need to prioritise the integration of
sexual and reproductive health programmes through joint
planning, shared infrastructure, and organisational
realignment. Although a standardised model is neither
feasible nor advised, each sector should assess how its
portfolio can better support streamlined and user-centred
services.

« To ensure delivery capacity of the highest standards of care
to the greatest number of people, the health workforce
need to be trained and equipped to provide high-quality
integrated sexual and reproductive health services. Task-
shifting to lay providers and peer navigators should be

implemented where appropriate. At minimum, providers
need to be trained to recognise unmet sexual and
reproductive health and rights needs and make effective
referrals.

At the national level, health systems need to be prepared to
deliver person-centred and choice-driven integrated care.
Programmes should respect individual preferences
regarding how, where, and by whom care is provided.

The full range of sexual and reproductive health services—
including HIV and ST prevention and treatment—need to
be provided in ways that are responsive to the lived
experiences of diverse populations.

Policy makers and legislators need to confront and repeal
harmful laws and enact rights-affirming policies. These
reforms should regularise access to comprehensive,
affordable, and inclusive sexual and reproductive health
services—including universal and unrestricted access to safe
abortion, contraception, and services for survivors of sexual
and gender-based violence.

Harmful legislation and guidelines need to be urgently
challenged and replaced by policies that regularise the
provision of comprehensive, affordable, and accessible
integrated sexual and reproductive health services. Policies
and guidelines should be informed by decades of research
results. Decriminalisation of same-sex relationships, sex
work, and drug use also need to be prioritised to uphold
bodily autonomy and public health.

At the community level, civil society and community-led
organisations need to be supported to expand on non-
traditional and peer-based service delivery models.
Community health workers and lay providers play a key role in
addressing access gaps and building trust, particularly when
they are supported with robust referral systems and face only
minimal economic and geographical barriers to care.

From a product development standpoint, new investments
are needed to accelerate the scale-up of behaviourally
congruent and evidence-based sexual and reproductive
health tools. Innovations such as HIV and STI preventive
vaccines, long-acting contraceptives, and affordable point-
of-care diagnostics require ongoing research and
development. These efforts need to be supported through
blended financing that involves governments, industry, and
philanthropic foundations—especially in light of recent cuts
by key donors.

Procurement systems also need to evolve to reflect the goals
of integration. Global donors, financing agencies, and
partner governments should support pooled purchasing
mechanisms across sexual and reproductive health
commodities. Even where institutional mandates are siloed,
integrated procurement offers a practical and cost-effective
solution to maintain access to life-saving health products.

(Continues on next page)
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(Panel 6 continued from previous page)

»  New evidence-based products and interventions that more
effectively address the prevention of HIV, STls, and
pregnancy with behaviourally congruent products are
urgently needed. The ongoing research and development of
new solutions needs to continue, including the creation of
new and effective contraception and preventive vaccines for
HIV and STls. Funding for the development of new products
and their implementation has to come—for the foreseeable
future—from industry, foundations, and national
programmes, given radical funding cuts by several
international key donors.

«+ To fully realise the promise of integrated sexual and
reproductive health programming, governments and civil
society need to actively advance the rights and dignity of
marginalised populations. This development requires

complicated task, with multiple agents for different
indications and a mix of oral therapeutics with devices.
Regulatory oversight could therefore intersect different
indications and require review by different centres that
regulate therapeutics or devices. Figure 3 illustrates
the complexity of oversight at the US Food and
Drug Administration level (figure 3A), an example of
regulatory paths for HIV prevention—contraception
combination products (figure 3B), and relevant partners
at the global level (figure 3C).

One example of an MPT is the dual prevention pill to
simultaneously prevent HIV and pregnancy, which
consists of emtricitabine, tenofovir disoproxil fumarate,
ethinylestradiol, and levonorgestrel.*® As the individual
medications are currently clinically prescribed, it is
necessary to show the bioequivalence of each agent when
co-formulated versus when taken individually. However,
combination products containing non-approved agents
would need to show acceptable pharmacokinetic
characteristics in combination, and the efficacy and safety
of each of the included agents individually. Evidence of
this would require the design of clinical trials able to
capture the appropriate endpoint for each indication.
Given the superior efficacy of long-acting antiretroviral
PrEP agents compared with currently available oral
options, the challenges of designing trials for combination
products (including HIV prevention) should not be
underestimated.”"***™ Other considerations include
accessibility, given that some funding sources are highly
specific. Before the current Trump Administration,
although PEPFAR supported the purchase of biomedical
prevention tools, its mandate did not include the purchase
of hormones. Ultimately, it will be important to determine
which products donors and local governments will
support, hopefully based on trial results and an informed
understanding of community values and preferences.”
Although the goal of developing MPTs is logical and
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enacting inclusive policies, dismantling stigma, and ensuring
sustained investment in culturally responsive, rights-based
care. Key to this effort is the affirmation of bodily autonomy,
reproductive freedom, and equitable access for all individuals,
regardless of identity or circumstance.

+ The rapidly shifting political climate has created barriers to
making progress towards the UN Sustainable Development
Goals and other public health goals. The recent actions of the
US Government'®* have destabilised these efforts, and
mathematical modelling exercises™’ indicate that the
anticipated consequences of these precipitous changes will
be felt globally. Governments and civil society need to
recognise the urgent need to identify and access alternative
resources to support sexual and reproductive health and
rights.

supported by consumer perspectives, pragmatic
approaches need to be considered in an era of constrained
resources, such as social marketing campaigns to increase
the uptake of already available modalities that can be used
together (ie, prevention packages).

Investment in sexual and reproductive health
research and programmatic evaluation

Questions remain in the pursuit of improving global
sexual and reproductive health and rights and
determining the best methods for implementing and
integrating sexual and reproductive health-care service
delivery. Tracking all research expenditures is
challenging, as some allocations are for discovery
science, others for clinical trials, and others support
implementation science research. Moreover, some funds
have been directed to HIV or STIs alone, and other
research programmes have focused on integrated
approaches.

Of the $43 billion spent on HIV-related programmes
in 2022 by the US Government, $2-7 billion was spent
on HIV research.” The EU has committed €22 million to
HIV and AIDS research under the Horizon 2020
initiative.”” Additionally, since 2020, the French
Government has allocated approximately
€50 million annually for HIV and STI research
(Yazdanpanah Y, Agence Nationale de la Recherche,
Paris, France, personal communication). Between 2000
and 2025, the Gates Foundation has contributed more
than $53-8 billion to global health initiatives, with
substantial investments in HIV, STI, and reproductive
health research.”"” The announcement in 2025 that the
Gates Foundation has committed $2-5 billion for
women’s health research might be able to substantially
facilitate the discovery and delivery of promising new
approaches to address key issues in sexual and
reproductive health. In the past 5 years, confirmation of

For more on the UN Sustainable
Development Goals see https://
sdgs.un.org/goals
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the efficacy of long-acting antiretrovirals for HIV
treatment and prevention has the potential to be
transformative, " but further research is needed to
optimise the benefits of implementing these new
modalities around the world” and to understand how to
best use combinations of new discoveries to facilitate
integrated sexual and reproductive health care.

While funding for STI research is overshadowed by
financial investments in HIV research, STI research has
recently garnered increased interest by governments,
foundations, and industry (see the third paper in this
Series®).” The US National Institutes of Health has
historically been the largest funder of STI research,
allocating $155-5 million to STI research in 2023,
approximately a third of which was specifically dedicated
to women’s health concerns.”" The Gates Foundation
has been the largest non-governmental supporter of STI
research.””” Although sexual and reproductive health
research funding overall grew between 2018 and 2021
by 50% to nearly $600 million annually (primarily owing

Action area Lead actors Key actions Timeframe
1 Integration National programmes  Lead the integration and 2025-30
leadership sustainment of sexual and
reproductive health services
through health sector planning,
budgeting, and delivery
2 Policy and legal Policy makers and Repeal harmful laws and enact 2025-26
reform legislators inclusive policies for sexual and
reproductive health access,
abortion rights, decriminalisation,
and bodily autonomy
3 Person-centred Health systems and Ensure user-preferred, respectful, 2025-onward
care delivery providers and comprehensive sexual and

reproductive health care, including
safe abortion and SGBV services

Community-led
service delivery

Civil society and
community health
organisations

Expand community and peer-led
care models, reduce access barriers,
and strengthen referral systems

2025-ongoing

Normative and Normative agencies, ~ Promote integration through 2025-27
institutional ministries of health, restructuring, joint planning,
alignment and donors shared training, and portfolio
reviews
Product innovation  Industry, foundations,  Fund and scale behaviourally 2025-30
and pipeline and governments congruent HIV and STI prevention,
support contraception, and diagnostics
Workforce capacity ~ Training institutions ~ Train and deploy a diverse, 2025-26
and task shifting and ministries of inclusive sexual and reproductive
health health workforce and implement
task shifting to lay and peer
providers
Pooled Global donors and Integrate procurement across 2025-27
procurement financing agencies vertical programmes to ensure
mechanisms cost-effective access to sexual and
reproductive health commodities
Humanrightsand ~ Governments, civil Support rights-affirming lawsand ~ 2025-onward

cultural change

society, and faith-
based groups

stigma-free services tailored to key
and marginalised populations

SGBV=sexual and gender-based violence. STl=sexually transmitted infection.

Table 3: Framework to ensure progress in the implementation of sexual and reproductive health
programmes
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to increases in research support for HPV, gonorrhoea,
and HSV-2), there was no growth in maternal health
research (eg, eclampsia and postpartum haemorrhage
prevention and treatment).* Recent statements by
officials in the Trump Administration raise concerns as
to whether HIV and STI research funding levels will be
maintained during Trump’s term in office.

As with antiretroviral PrEP,” there are several promising
new contraceptive modalities being evaluated, including
both hormonal (eg, monthly pills, longer acting micro-
array patches, and injectables; see the second paper in this
Series’) and non-hormonal approaches (see the first paper
in this Series?). As new STI preventive and contraceptive
modalities show efficacy, it will be important to determine
whether they can be combined as MPTs, or if there are
more optimal ways to ensure that people being protected
against HIV or STIs are also able to access safe and
effective contraception if they want to avoid pregnancy.
Although approximately $50 million was invested in MPT
research in 2021—a considerable increase since 2010—'"
funding will have to substantially increase to mount
efficacy trials of promising candidates.™

Further research is needed to understand how the most
promising models of service delivery can be scaled up to
ensure optimal HIV, STI, and other sexual and
reproductive health outcomes using currently available
tools, and to determine how these tools could be most
effectively and efficiently combined in different settings
and for diverse populations. New innovations will require
social and behavioural science research to understand
community and individual preferences and concerns,
and implementation science to evaluate real-world
impact.™ For any new product to have a lasting impact,
community-engaged research and access will be
essential.

Conclusion

The integration of HIV, STI, and other sexual and
reproductive health services is highly desirable, and
offers opportunities for users, providers, health systems,
funders, and policy makers (tables 1 and 2; panel 1).”* For
people who have to travel large geographical distances to
access care or who face opportunity costs for time spent
seeking and receiving services, there are clear benefits to
being able to receive all necessary health interventions
and products from a single visit at a single facility,
thereby avoiding the frustrations of fragmented care.
Modelling data support the concept that programmes
providing contraception services or antenatal care can
create opportunities for HIV and STI prevention, and
vice versa.” There are potential cost benefits if
programmes can be integrated into comprehensive
models (see the fourth paper in this Series). Additionally,
cross-trained providers would be able to identify the full
scope of a person’s sexual and reproductive health needs
or make appropriate referrals, leading to earlier
diagnoses, the opportunity to prevent some health
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conditions, and improved health outcomes. Moreover,
with the development of successful MPTs, integrated
care will be necessary if these products are to be widely
and successfully deployed.

Despite recognising the benefits of a comprehensive
approach to sexual and reproductive health issues,
there are also challenges to successful implementation.
Many funding streams are not flexible, and some
health-care systems do not support integration or
facilitate linkages. Existing clinical spaces might not be
readily adapted to support the provision of new services,
resulting in a suboptimal patient experience. The
provision of integrated care requires knowledgeable
and culturally responsive providers, which necessitates
appropriate training and the political will of national
and local authorities to support such efforts.
Comprehensive data collection that addresses key
relevant clinical issues is theoretically feasible in
integrated settings, but might pose challenges due to
time constraints if providers need to fill out multiple,
separate patient records to meet the expectations of
funders or local regulatory authorities. Service
integration also requires that essential HIV, STI, and
other sexual and reproductive drugs and products be
readily available with reliable supply chain systems.

Although programmatic integration is desirable, the
diversity of distinct population needs, available resources,
and organisational challenges means that comprehensive
service provision remains an ongoing process that will
require further research, resources, training, and dis-
semination of best practices to achieve the full potential of
any integrated methods (panel 6; table 3). Recent political
challenges (eg, actions by the Trump Administration to
eliminate all US Government funding for family planning,
ban all support for sexual and gender minority people,
and to halt crucial sexual and reproductive health
programmes) have the potential to undermine decades of
incremental gains. These policies also pose grave threats
to addressing the global goals of sexual and reproductive
health and rights.
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