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OBJECTIVES 

● 1)   Review birth control options. 

● 2)   Briefly review menstrual cycle and how each birth control option works. 

● 3)   Identify common myths/misconceptions regarding birth control which may impede optimal care. 

● 4)   Evaluate appropriateness of birth control therapy options given a patient case. 

● 5)   Review available resources for clinicians, pharmacists, and patients for birth control information. 



HOW ARE WE DOING? 

Nationally: 

 In 2011, 45% of pregnancies were unintended 

 Teens 15-19 years old, 3 out of every 4 pregnancies unintended 

State of Alaska: 

 In 2010: 8,000 unintended pregnancies or 48% of all pregnancies 

 Since 2002, pregnancy rate unchanged at 54 per 1000 women (aged 15-44) 

 

 

Sonfield A, Hasstedt K and Gold RB, Moving Forward: Family Planning in the Era of Health Reform, New York: Guttmacher Institute, 2014. 

<https://www.guttmacher.org/sites/default/files/report_pdf/family-planning-and-health-reform.pdf> 

 

 



IN 2008, 3.4 MILLION UNINTENDED PREGNANCIES  
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Sonfield A, Hasstedt K and Gold RB, Moving Forward: Family Planning in the Era of Health Reform, New York: Guttmacher Institute, 2014. 

<https://www.guttmacher.org/sites/default/files/report_pdf/family-planning-and-health-reform.pdf> 

 



TRANSGENDER FTM  

Brandon T. is a female-to-male on therapeutic levels of testosterone.  He still has all female reproductive organs intact, 

however reports amenorrhea for the past several months.  His is in a monogamous relationship with a cisgender male 

and engages in unprotected intercourse. 

Brandon does not qualify as “at risk for pregnancy” since he is amenorrheic and therefore a discussion about 

contraception is NOT indicated? 

A. True 

B. False 

 

 



FTM - AMENORRHEA MEANS NO FERTILITY - MYTH 

Not much research.   Accepted that amenorrhea does not mean no ovulation. 

Web based small survey n=41 

 32% reported unplanned pregnancies 

 20% pregnant prior to menses returning (after stopping T) 

IUD vs Implanon vs Depo Provera vs Condoms vs COCP? 

Evaluate each individuals risks and preferences 

 

Light, Alexis et al. Transgender Men Who Experienced Pregnancy After Female-to-Male Gender Transitioning. Obstet Gynecol 2014;124:1120–7) DOI: 

10.1097/AOG.0000000000000540 

Contraceptive Pearl: Contraceptive Care for LGBT Patients.  Reproductive Health Access project. July 13, 2015. Accessed: Jan 12 2018. 

https://www.reproductiveaccess.org/resource/contraceptive-pearl-contraceptive-care-for-lgbt-patients/ 

 



https://sbi4u3.weebly.com/uploads/1/6/4/0/16403200/3972834_orig.jpg 

https://s3-us-west-2.amazonaws.com/courses-images/wp-content/uploads/sites/1223/2017/02/09204823/Figure_43_04_02f.png 

 



HORMONAL VS. NON-HORMONAL OPTIONS 

  
Hormonal:  

 

 

 

 

 

 

 

 

 

 

 

 

Non-hormonal:  

 

 

Sterilization- Male/ Female  

Copper IUD (Paragard)  

Diaghram  

Cervical Cap  

Condoms  

Withdrawal  

Sponge  

Spermicide  

Fertility Awareness Based  

 

Ullipristal (Ella) 

 

 

Estrogen 

COCPs  

Patch  

Vaginal Ring 

Progestin Only 

Implant (Nexplanon) 

Depot medroxyprogesterone 

acetate or DMPA (Depo Provera)  

POPs 

Levonorgestrel 1.5 mg (Plan-B)  

 

Very low Dose Progestin  

LNG-IUDs  

(Mirena, Kyleena, Skyla)  





CASE 1: DIANA PRINCE, AGE 16  
 

Diana Prince is at Your Local Pharmacy asking about birth control options. She wants to have children at some 

point, but not anytime soon.  She is extremely active training to save the world and often forgets the little things.  

What are some key things to find out first? 

A. Pregnancy status 

B. US MEC score  

C. Personal preferences and any history of previous contraception used 

D. All of the above 

 



Need to wait until patient has next menses to start birth control method. 

 False: Can start any method (including IUCs or Implant) at anytime during menstrual cycle as long as 

 pregnancy is not suspected.   

 

• Reasonable certainty 

• No sexual intercourse since last start 

• Correct and consistent use of reliable contraception 

• < 7 days after start of normal menses 

• < 7 days after spontaneous or induced abortion 

• < 4 weeks postpartum 

• Fully/nearly exclusively breastfeeding, amenorrhoeic and < 6 months postpartum 

 

MENSES NECESSARY TO INITIATE - MYTH 



INITIAL INTAKE FOR BIRTH CONTROL 

Review Medical Eligibility Criteria for Contraceptive Use (first published in 1996) 

 

 



INITIAL INTAKE FOR BIRTH CONTROL 

Review Medical Eligibility Criteria for Contraceptive Use (first published in 1996) 

 

 



CASE 1: DIANA PRINCE, AGE 16 CONT. 

She is at Your Local Pharmacy asking about birth control options. The first day of her last menses was 2 days ago.  

You establish her MEC scores for all available options are equal to 1 or 2.  She has not previously used any form of 

contraception and just wants something easy to use. 

Based on the information from initial intake and any specific patient factors provided, what are her most effective 

options? 

A. All LARCs, injection, pills, patch, ring, diaphragm 

B. LARC excluding IUD because she is nulliparous, injection, patch, ring 

C. All LARCs, injection, patch, ring 

D. Pills, condoms 

 



IUD USE IN NULLIPAROUS FEMALES 

Issue is more about never having been pregnant before increasing risk of vasovagal reaction resulting in expulsion?  

No difference in complications (expulsion, side effects)  

0.3% rate of PID in both groups, equal to that seen with other contraceptives 

 

 
Kyleena Skyla Mirena Paragard 

Hormone  19.5 mg 13 mg 52 mg Copper 

Duration yrs 5 3 5 10 

Size mm 28x30  28x30 32x32 32x36  

Expulsion 3.5% 3.2% 4.5% 5.7% 

Discontinue 22% 18% 65%? 20.8% 

Hm Veldhuis, Ag Vos & Alm Lagro-Janssen (2004) Complications of the intrauterine device in nulliparous and parous women, 

European Journal of General Practice, 10:3, 82-87, DOI: 10.3109/13814780409044540 



IUD MORE MYTHS 

 

 

Myth Fact 

IUDs are abortifacients Prevent Fertilization. True contraceptive 

IUDs increase risk of ectopic pregnancies Significantly reduce risk vs. no contraception. 

IF a pregnancy occurs, ratio ectopic: 

intrauterine may be increased. 

IUDs expose provider to medicolegal risk Carry over from Dalkon Shield in 1970s 

Current litigation related to IUDs has virtually 

disappeared 

IUDs increase risk of PID IUD has no effect on risk 

Insertion process- small transient risk  

appropriate sterile technique! 

Prophylactic antibiotics not warranted  



CASE 1: DIANA PRINCE, AGE 16 CONT. 

Turns out she has a distorted uterine cavity 

 (MEC = 4).   

Willing to have future consultation with OB-GYN for possible IUD placement under ultrasound guidance.   

Wants a bridge method.   

Counseled on next best option 

Nexplanon, declines d/t appearance concerns  

She decides on Depo Provera.   

 



CASE 1: DIANA PRINCE 16 YEARS OLD CONT.  

MOA: Inhibits secretion of pituitary gonadotropins >> anovulation and decreased estrogen 

Previous studies reported ranges 40-50 pg/mL  

DMPA use 3 months - 6+ years ; 75% averaged <20 pg/mL  

DXA scans show bone mineral density losses: 

After 1 year: 0.5-3.5% at hip and spine; After 2 years: 5.7-7.5%;  After 5 years: 5.2-5.4%  

 
BBW: may lose significant bone mineral density...should not be used longer than 2 

years... 

 

Clark, M.Kathleen et al. Magnitude and variability of sequential estradiol and progesterone concentrations in women using depot medroxyprogesterone 

acetate for contraception. Fertility and Sterility , Volume 75 , Issue 5 , 871 - 877. May 2001. DOI: http://dx.doi.org/10.1016/S0015-0282(01)01748-4 

Depot medroxyprogesterone acetate and bone effects.  Committee Opinion No. 602.  American College of Obstetricians and Gynecologists.  Obstet 

Gynecol 2014; 123: 1398-402 

http://dx.doi.org/10.1016/S0015-0282(01)01748-4
http://dx.doi.org/10.1016/S0015-0282(01)01748-4
http://dx.doi.org/10.1016/S0015-0282(01)01748-4
http://dx.doi.org/10.1016/S0015-0282(01)01748-4
http://dx.doi.org/10.1016/S0015-0282(01)01748-4
http://dx.doi.org/10.1016/S0015-0282(01)01748-4


DMPA USE >2 YEARS IS NOT ALLOWED.  MYTH 

 BBW: “... unless other birth control methods are considered inadequate” 

Evidence suggests loss is substantially or fully reversible 

FDA reviewed study 5 yrs after discontinuation of DMPA.   

 Recovery at hip and femoral neck took longer than spine 

  Use < 2 yrs, full recovery seen; Use > yrs, incomplete recovery 

No high-quality data addresses fracture risk 

One US study showed increased risk;  Other countries report mix data 

 

WHO and ACOG Recommendation:  balance risk vs likelihood of pregnancy 

 Depot medroxyprogesterone acetate and bone effects.  Committee Opinion No. 602.  American College of Obstetricians and Gynecologists.  Obstet 

Gynecol 2014; 123: 1398-402 



CASE 2: DIANA PRINCE, AGE 21 

Is at Your Local Pharmacy picking up Macrobid 100 mg BID x 5 days for an uncomplicated UTI.  Not currently 

taking any other medication.  Current contraception is a COCP because she was concerned about using DMPA 

long term and now feels she can handle daily pills.  After counseling appropriately, she asks how long to use backup 

contraception because she heard a friend was on the pill and got pregnant because of taking antibiotics.  What is 

your answer? 

A. Always use a backup method for any antibiotic treatment. 

B. Backup is unnecessary if she is taking her birth control consistently as rifampin is the only antibiotic proven 

to lower blood levels of estrogen and be linked to pregnancies.  

C. You would recommend using a backup method, since some antibiotics have been suggested to cause COCP 

failure. 

D. Yes some antibiotics have interactions with COCPs, namely rifampin.  Others are thought to possibly 

interact, however, those interactions are within the 3% failure rate.  As long as she is taking her COCP as 

prescribed, Macrobid won’t increase her risk of pregnancy. 



DDI: BIRTH CONTROL AND ANTIBIOTICS - MISCONCEPTION 

Proposed mechanism: disruption of bacteria in small intestine responsible for hydrolysis of ethinyl estradiol which 

is necessary for enterohepatic reabsorption.  Interrupting this increases fecal loss of hormone. 

Evidence says: 

Antibiotics as a group do NOT clinically significantly reduce plasma concentrations of estrogen 

Typical failure rate is 9% 

The exceptions:  

Rifampin DOES reduce plasma concentrations (Norethindrone and ethinyl estradiol) - CYP3A4 inducer 

Isoniazid:   Unknown; Implicated in 14 pregnancies, co-administered with rifampin 

Zhanel GG, Siemens S, Slayter K, Mandell L. Antibiotic and oral contraceptive drug interactions: Is there a need for concern? The Canadian Journal of 

Infectious Diseases. 1999;10(6):429-433. 

Barditch-Crovo, P., Trapnell, C. B., Ette, E., Zacur, H. A., Coresh, J., Rocco, L. E., Hendrix, C. W. and Flexner, C. (1999), The effects of rifampin and 

rifabutin on the pharmacokinetics and pharmacodynamics of a combination oral contraceptive. Clinical Pharmacology & Therapeutics, 65: 428–438. 

doi:10.1016/S0009-9236(99)70138-4 



CASE 3: DIANA, AGE 23  

Friendly Provider calls you from Your Local Clinic asking if Your Local Pharmacy has Plan-B as Diana has missed 3 

consecutive active pills in week 3 and had unprotected intercourse within the past 5 days, although it’s unclear of 

the exact timing.  Friendly Provider instructed her to resume taking the active pills immediately and to purchase 

Plan-B.  How do you respond? 

A. No worries.  We have Plan-B and she should come get it right away. 

B. Given the timeline, would you consider prescribing her Ella? 

C. Respectfully clarify that she should NOT resume taking active pills as it may decrease effectiveness of the 

emergency contraceptive. 

D. B and C 

 



MISSED PILLS AND EC - IT’S MURKY 

Ella vs Plan-B 

Not abortifacient 

The issues with timing and weight? 

Counseling points 

Back-up method 

Delayed menses   

When to resume COCPs 

 

Most effective? Paragard vs Ella vs Plan-B 

 



CASE 4: DIANA PRINCE, AGE 30   

 G1 now P1. Delivered vaginally two days ago.  No complications.  Is about to be discharged.  She is NOT 

breastfeeding and does not desire another pregnancy for the next few years.  She is undecided what birth control 

method (BCM) she wants.  She thinks she’ll wait until her six week postpartum visit to decide.  Besides, she just 

delivered her baby so she says, “I’m not going to be fertile right away so it doesn’t matter.”  Which of these is the 

incorrect answer for birth control counseling? 

A. She’s right, she does not need birth control right away and can wait until 6 wks to decide.   

B. She should start a method right away. 

C. She should have an appointment in the clinic for further birth control counseling in 2-3 wks  

 



POSTPARTUM: NON-BREASTFEEDING MOTHER 

6 weeks is TOO late to start a BCM for non-breastfeeding mothers.   

Begin BCM immediately or at least by the beginning of postpartum week 4   

→ All birth control options can be used postpartum; timing of initiation can vary. 

Combined Hormonal Contraceptives (CHCs) - COCPs, patch, ring  

Rx with discharge, but pt needs to wait until >21-42 days postpartum to start taking.  

→ 5x higher risk of thrombophlebitis and thromboembolism in postpartum period (up to 6 wks) 

IUD - immediately postpartum (within 10 min after delivery) or 4-6 wks postpartum. 

Progestin only (POPs, DMPA, implant) - immediately 

 

 

 

  

   

  

 



CASE 5: DIANA PRINCE, AGE 33  

G2 now P2.  Again delivered vaginally without complications.  She IS breastfeeding this time.  She says she is done 

having children, but she and her partner are unsure if they are ready for sterilization (either tubal or vasectomy).  

Again is undecided on what BCM.  She says she is just going to breastfeed and that will protect her from pregnancy.  

Also, she doesn’t want anything to decrease her milk supply.  In counseling her for BCM options, you tell her... 

A. Yes, as long as she is breastfeeding, she will not get pregnant.  

B. No, she should start a BCM immediately 

C. It depends  

  



POSTPARTUM: BREASTFEEDING MOTHER  

http://resources.ama.uk.com/glowm_www/graphics/figures/v6/0160/016f.jpg 



POSTPARTUM: BREASTFEEDING MOTHER  

Any non-hormonal method (Copper-IUC, condoms, withdrawal, etc) and LNg-IUCs are acceptable with no 

decrease in milk supply.  However, fertility awareness is not reliable method until begins regular menses.  

Progestin Only (POPs, DMPA, Implanon) 

Likely no adverse effects on lactation, but limited studies on immediate postpartum use.  

Precipitous withdrawal of natural progesterone (30-40 hrs postpartum) triggers mature milk production. 

→ High dose of exogenous progestin (DMPA or 1st wk of implant) immediately postpartum may 

interfere with optimal establishment of milk. 

CHC (COCPs, patch, ring) 

 Some studies show decreased durations of breastfeeding.  

  WHO considers this relative contraindication for use with breastfeeding 6 wks to 6 months.   

 

  

 



CLOSING THOUGHT...  

The average U.S woman with two children, will spend close to three years pregnant, postpartum or 

attempting to become pregnant...  

and about three decades—more than three-quarters of her reproductive life—trying to avoid an 

unintended pregnancy. 

Sonfield A, Hasstedt K and Gold RB, Moving Forward: Family Planning in the Era of Health Reform, New York: Guttmacher Institute, 2014. 

<https://www.guttmacher.org/sites/default/files/report_pdf/family-planning-and-health-reform.pdf> 



RECOMMENDED RESOURCES 

Contraceptive Technology 20th Edition Hatcher et al.  

 Advantages/disadvantages, Medical Eligibility Criteria, STD treatment guidelines,  

CDC Contraception https://www.cdc.gov/reproductivehealth/contraception/index.htm 

 Focused on providers, downloadable resources, links to research and data 

Reproductive Access Project https://www.reproductiveaccess.org/ 

 For clinicians. Free access to charts and additional resources 

Womenshealth.gov https://www.womenshealth.gov/a-z-topics/birth-control-methods 

 Patient friendly fact sheets, Q&A .  Only ok layout 

Bedsider.org 

 Super patient friendly, ability to compare contraception types, real life stories 

Handy Apps: 

 CDC Medical Eligibility Criteria : CDC Contraception iOS devices 

 Pill reminder 

myPill Birth Control Reminder - pill, ring, IUD, shot & patch 

Birth Control PIll Reminder - Good for pill, ring or patch 

   

  

 

 

https://www.cdc.gov/reproductivehealth/contraception/index.htm
https://www.reproductiveaccess.org/
https://www.womenshealth.gov/a-z-topics/birth-control-methods
https://www.womenshealth.gov/a-z-topics/birth-control-methods
https://www.womenshealth.gov/a-z-topics/birth-control-methods
https://www.womenshealth.gov/a-z-topics/birth-control-methods
https://www.womenshealth.gov/a-z-topics/birth-control-methods
https://www.womenshealth.gov/a-z-topics/birth-control-methods
https://www.womenshealth.gov/a-z-topics/birth-control-methods
https://www.womenshealth.gov/a-z-topics/birth-control-methods
https://www.womenshealth.gov/a-z-topics/birth-control-methods


CDC WEBSITE: REPRODUCTIVE HEALTH 

US Selected 

Practice 

Recommendations 

(US SPR) for 

Contraceptive 

Use, 2016 
 

https://www.cdc.gov/re

productivehealth/contr

aception/mmwr/spr/su

mmary.html 



REPRODUCTIVEACCESS.ORG 

https://www.reproductiveaccess.org/resource/switch-birth-control-methods/ 



MAIN SOURCE UNLESS OTHERWISE NOTED 

Hatcher, R. A. et a. (2011). Contraceptive technology (20th ed.). New 

York, NY: Bridging the Gap Communications.  


