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Abstract
Purpose of Review  This review describes lessons learned from longer acting contraception and employs a reproductive 
justice lens to inform expansion of emerging HIV prevention technologies.
Recent Findings  Reproductive justice is a framework that advocates for the promotion of universal sexual and reproductive 
freedoms, particularly among historically marginalized communities. This framework takes a holistic view of individuals 
and sees the interconnections between sexual health, reproductive health, and overall health. Employing a sexual and repro-
ductive justice perspective is essential to understanding and helping to mitigate the role intersecting structural, sexual, and 
reproductive oppressions, including those demonstrated through promotion of longer acting contraception, and can critically 
inform rollout of future prevention technologies, such as longer acting HIV pre-exposure prophylaxis.
Summary  This review highlights the need for researchers, clinicians, and policymakers to apply lessons learned from con-
traception and specifically focuses on principles of reproductive justice to offer expanding HIV prevention options.
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Introduction

As HIV prevention technologies expanded over the past dec-
ade, researchers, clinicians, and advocates have frequently 
drawn parallels between contraception and HIV pre-expo-
sure prophylaxis (PrEP) [1, 2]. While the connection is not 
surprising—clinical messaging around oral PrEP and oral 
contraceptives beg the comparison—preventing HIV and 
preventing pregnancy are clearly different [2, 3]. Neverthe-
less, in the context of currently available prevention tech-
nologies, public health efforts to prevent unwanted pregnan-
cies and prevent HIV ultimately focus on cisgender women’s 
sexual health. Women’s bodies have been politicized for 
centuries [4] and continue to be so. In order to effectively 
offer HIV prevention technologies, we must acknowledge the 

historical and ongoing political context that informs individ-
uals’ past and current experiences of sexual and reproductive 
health prevention services [5••].

In this paper, we offer a brief review of the expansion 
of contraceptive options, focusing on long-acting reversible 
methods (LARC). While LARC methods were heralded as 
a panacea for pregnancy prevention, their rollout demon-
strates how easily an exclusive focus on method effective-
ness provided opportunities for discrimination and coercion 
and silenced individuals’ preferences and goals. We then 
highlight the reproductive justice movement [6], founded by 
a group of Black women in the United States (U.S.) in the 
1990s, as a way to reconceptualize prevention technologies 
beyond their effectiveness and refocus public health priori-
ties on people’s health and well-being. Reproductive justice 
has always incorporated sexual health, though its inclusion 
is often muffled in the context of highly politicized debate 
over reproduction.

While many groups have faced and continue to experi-
ence reproductive oppressions, including transgender peo-
ple and other gender diverse groups, we focus on cisgender 
women in this discussion as they were targeted for preg-
nancy prevention interventions vis-à-vis LARC while being 
frequently excluded from early HIV prevention technology 
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development. Here, we apply principles of reproductive 
justice to the development of longer acting HIV preven-
tion technologies and multipurpose technologies to avoid 
some of the harmful missteps that have occurred in the his-
tory of contraceptive technologies. While we use historical 
evidence that is focused on cisgender women, principles of 
reproductive justice may be applied to all people regardless 
of gender identity. In fact, given persistently high rates of 
HIV in transgender people worldwide, it may be particu-
larly important to avoid some of the historical missteps and 
harms described here. Nevertheless, transgender and gender 
diverse people have experienced unique historical contexts 
and intersecting oppressions; a comprehensive discussion 
of lessons learned applied to PrEP provision for transgender 
and gender diverse people is beyond the scope of this review.

Lessons Learned from LARC​

LARC methods are highly efficacious in preventing preg-
nancy. Unlike other contraceptive methods where regular 
user application or dosing is required, LARC methods have 
the same theoretical effectiveness as their actual effective-
ness. For this reason, LARC methods were seen as supe-
rior to other methods because they are highly effective and 
reversible. Professional clinical organizations [7–9] also 
recommended LARC methods as “first-line” contraception 
and trained contraceptive care providers to counsel using 
a tiered-effectiveness approach [10••]. In this counseling 
strategy, the effectiveness of a method, and therefore LARC, 
is prioritized above any other method characteristic.

LARC implementation highlighted the need to address 
interpersonal and systemic reproductive coercion. Broadly 
defined, reproductive coercion is the act of any individual, 
group, system, or policy that seeks to unduly influence, 
promote, or restrict options for someone to exercise their 
right to bodily and reproductive autonomy [11, 12]. Rea-
sons for reproductive coercion are steeped in eugenics and 
stratified reproduction—determining who had the right to 
birth and parent children [4]. These beliefs often targeted 
groups with minoritized and stigmatized identities, such as 
unmarried people; poor people; youth; Black, Indigenous, 
People of Color (BIPOC); and other historically underserved 
and excluded groups, such as queer, trans, and non-binary 
people, sex workers, and those with mental and physical 
disabilities.

In this sociopolitical context, reproductive coercion was 
made manifest when state and local governments in the U.S. 
made LARC use compulsory for incarcerated or formerly 
incarcerated people and those who received public assis-
tance or social services [4]. Other examples include the for-
cible insertion of LARC methods, abortion, and sterilization 
of people in China under the One-Child policy [13]. Less 

blatant, though likely more prevalent demonstrations include 
providers limiting options for patients by exclusively educat-
ing on and offering LARC, or providers refusing to remove 
LARC for those who wished to discontinue use [14–16]. 
Currently, similar groups who have been the “targets” of 
population-level public health interventions for pregnancy 
prevention are also those targeted for the prevention of sexu-
ally transmitted infections (STIs) and HIV. This focus on 
population-level outcomes can overshadow support of indi-
vidual reproductive agency and autonomy [10••]. Ongoing 
challenges in contraceptive education and counseling remain 
to ensure people who want these methods have access to 
the full range of options without coercion [16, 17]; HIV 
prevention implementation risks the same challenges if an 
exclusive focus on method effectiveness and method use is 
employed.

An Introduction to Reproductive Justice

In 1994, a group of Black women in the U.S. developed the 
reproductive justice framework in response to the reproduc-
tive oppression Black women were experiencing and their 
exclusion from reproductive and abortion rights movements. 
The underpinnings of reproductive justice are rooted in a 
global human rights–based approach [18] to sexual and 
reproductive health and serve as a declaration that Black 
women deserve the freedom to self-determine if, when, 
and how they become parents. Reproductive justice moves 
beyond advocacy for reproductive rights, or the protections 
for access to reproductive health services under the law (e.g., 
sex education, contraceptive care, abortion care), to advocat-
ing for a moral and socially just approach to broadly promot-
ing sexual and reproductive freedoms, particularly among 
historically marginalized communities.

SisterSong Women of Color Reproductive Justice Collec-
tive, founded in 1997 by several of the original founders of 
the reproductive justice framework, is the leading reproduc-
tive justice coalition in the U.S. today [19]. Although repro-
ductive justice was a tool created by Black women and has 
been used by Black women to advocate and organize around 
the sexual and reproductive liberation of Black women, the 
framework has expanded to include any population that 
experiences reproductive oppression. Reproductive justice 
advocates for everyone to have the right to [19]:

•	 have a child
•	 not have a child
•	 maintain personal bodily autonomy
•	 parent their children in safe and sustainable environments
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The reproductive justice framework, in its human 
rights–based approach, takes a holistic view of individuals 
and sees the interconnections between sexual health, repro-
ductive health, and overall health. Although the title of the 
framework does not explicitly name sexual health, the found-
ers highlight the need for people to have control over their 
sexual lives and sexual health [6]. Employing a sexual and 
reproductive justice perspective is essential to understand-
ing and helping to mitigate the role intersecting structural, 
sexual, and reproductive oppressions have had on the lives 
of women and girls across the globe, including inequities in 
HIV diagnoses, treatment, and prevention [20, 21••, 22].

Reproductive justice advocates and organizations, like 
SisterLove, Inc. [23], support the integration of comprehen-
sive sexual and reproductive health care to address multiple 
components of wellness simultaneously [3]. Reproductive 
justice focuses on addressing structural barriers to optimal 
health and provides a platform to move away from focusing 
on preventing poor health outcomes to cultivating opportuni-
ties for reproductive health and well-being. The inclusion of 
positive frames regarding sexual and reproductive health can 
empower people to leverage available resources and acquire 
additional resources to support their health. This frame also 
offers guiding principles to institute policies and measures 
to effectively eliminate health inequities, such as support-
ing increasing access and reducing barriers to prevention 
technologies.

Applying a Reproductive Justice Lens 
to LARC and HIV Prevention Technology 
Provision

Reproductive health scholars have applied a reproductive 
justice lens to LARC implementation [6, 24]; here, we 
highlight some of the key principles of reproductive justice 
and apply them to emerging HIV prevention technologies 
(Fig. 1). Reproductive justice emphasizes the importance 
of centering and engaging with those who historically have 
been marginalized and excluded; eliminating barriers to 
access health-promoting technologies and creating sys-
tems to facilitate access; and employing person-centered 
approaches in the implementation of all health services 
work.

Center Those Who Historically Have Been 
Marginalized and Excluded

A reproductive justice–based approach to implementing 
health technologies implores researchers and clinicians to 
value the knowledge, expertise, and advice of laypersons, 
advocates, and community members regarding how best to 
meet their needs [23]. As HIV continues to severely impact 
groups with social and personal identities that are stigma-
tized and marginalized, we must engage these groups in 
efforts to improve the science and implementation of HIV 
prevention tools. This engagement includes acknowledging 
the historical and social context for a health care visit and 
individuals’ lived experiences. As an example, this may 
include health care providers’ recognition that questions 
about sexual practices in the context of offering HIV preven-
tion may be experienced as judgmental or discriminatory. In 

Fig. 1   Applying principles of 
reproductive justice to sexual 
and reproductive health tech-
nologies
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research, the use of participatory methods creates space to 
learn from people’s lived experiences [25], including those 
managing their sexual and reproductive health, navigating 
health care settings, and engaging with partners, families, 
and their community. This approach may also reveal struc-
tural and systemic barriers that must be addressed to facili-
tate equitable and person-centered utilization of prevention 
methods. Participatory research takes substantial time and 
funding, which are traditionally not supported by many 
funding agencies; advocating for equitable access to preven-
tion technologies also includes advocating for marginalized 
groups to be involved in research design, development, and 
implementation.

Eliminate Barriers and Create Systems to Facilitate 
Access to Prevention Technologies

Ensuring successful implementation of new prevention tech-
nologies requires expanded access to methods [2]. Potential 
users must have multiple accessible avenues for acquiring 
prevention information, services, and products. Although 
approaches to enhance access were emerging before the 
COVID-19 pandemic, the pandemic provided new oppor-
tunities as well as challenges. For example, the COVID-19 
pandemic accelerated opportunities for telehealth, extended 
prescriptions, and utilization of self-administered preven-
tion options by decades [26, 27••, 28, 29]. The expedited 
approval of self-administered subcutaneous medroxy-
progesterone acetate in many locations is one example of 
expanding method mix and access. Clinics also creatively 
developed opportunities for remote counseling, followed by 
drive-by visits for injections, or access to medicines by mail 
or pharmacy. Despite the fact that these new opportunities 
expanded access for many, reliance on telehealth, or any 
one access pathway, also risks excluding certain groups. As 
new access approaches continue to emerge, it will be criti-
cal to evaluate for emerging inequities, and respond to those 
inequities with an intensification of outreach and support to 
meet specific communities’ needs better.

With the approval of multiple new PrEP products on 
the near horizon, the focus of reproductive justice on mak-
ing methods available to those who need and want them 
becomes a clear opportunity and challenge. How to reconcile 
questions of cost, prioritization of specific populations, and 
limited (or lack of) data in other populations (pregnant and 
lactating people, for example) remains to be determined. 
Moreover, as multipurpose technologies become avail-
able, ensuring that people can seamlessly start a method 
that prevents pregnancy and HIV, decide to get pregnant 
and continue their HIV prevention without the contraceptive 
component, and then return to a multipurpose method post-
partum will be critical to meeting people wherever they are 
in their reproductive and sexual health trajectories. Beyond 

method availability, how to effectively communicate about 
each method and share information about side effects and 
risks with diverse communities requires community engage-
ment. Moreover, conveying nuanced messaging on method 
safety and that methods are novel and, therefore, additional 
safety or risk data may emerge requires ongoing collabora-
tion with communities, advocates, and allies.

Provide Person‑Centered Services

Person-centered care emphasizes meeting an individual’s 
sexual and reproductive preferences, needs, and goals, 
irrespective of public health targets. With LARC and HIV 
prevention, this includes using person-centered counseling 
approaches, such as shared decision-making. In a counseling 
visit utilizing shared decision-making, the patient is recog-
nized as the expert regarding their lived experience, life situ-
ations, needs, and preferences for sexual and reproductive 
health prevention and care [30, 31••]. The conclusion of 
such a counseling conversation may include patients choos-
ing not to use a prevention method or discontinuation of a 
more effective method for a less effective method (or no 
method at all). This is in sharp contrast to tiered effective-
ness or other forms of directive counseling, such as LARC 
first approaches. Particularly for longer acting forms of 
prevention that require provider participation in discon-
tinuation, and also to facilitate patients’ communication 
about discontinuation of any type of method, it is critical 
for care to be offered in a manner free of shame or judge-
ment. Acknowledging the history of contraceptive coercion, 
it may behoove clinicians and counselors to discuss access 
to removal or discontinuation services at the time of method 
initiation, signaling to patients the importance of person-
centered services.

Even for providers and counselors who strive to provide 
person-centered services, their work is influenced by clinic- 
and system-level goals and metrics. When these goals and 
metrics include targets such as the number of LARCs placed, 
or the number of PrEP starts, core values of person-centered 
care can be deemphasized. On the one hand, clinic-level 
data on specific method initiation demonstrates access; if no 
LARCs or PrEP are initiated, there are likely access barri-
ers that need to be addressed. To facilitate identification of 
access barriers while also supporting person-centered ser-
vices, contraceptive researchers have suggested the use of 
a “floor,” rather than a target, for prevention methods [32]. 
These then can be coupled with person-centered measures of 
care experiences and other measures of sexual and reproduc-
tive well-being [33••]. Throughout the process of measure 
development, reproductive justice principles, such as center-
ing voices that are most marginalized, may facilitate new 
ways to define success, and in turn promote the sexual and 
reproductive well-being of a broader group of people.
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Conclusion

Long-acting methods in contraception, HIV prevention, 
and multipurpose prevention provide an essential option for 
people to manage and achieve their sexual and reproductive 
health goals. Lessons learned from LARC suggest the 
importance of attention to the historical and ongoing 
sociopolitical context from the start—centering the voices 
of those often excluded in research, implementation, and 
evaluation. While HIV prevention and pregnancy prevention 
are certainly different, making the same mistakes in PrEP 
rollout as were demonstrated in LARC implementation is 
unacceptable. To mitigate potential missteps in HIV prevention 
service provision, clinicians, researchers, advocates, and 
policymakers can learn from the sexual and reproductive justice 
framework to develop, research, and implement new products. 
Additionally, a holistic and integrated sexual and reproductive 
health approach can support the continued breaking down 
of siloed reproductive and sexual health care systems. The 
ultimate goal of applying a reproductive justice lens to sexual 
and reproductive health is to support individuals’ ability to 
exercise sexual and reproductive autonomy, and address the 
social and structural determinants that perpetuate inequities in 
HIV and other sexual and reproductive health outcomes.
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