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Learning objectives

• Understand how to apply contraceptive clinical 

guidelines in a patient-centered manner

• Review patient-centered educational approaches 

related to contraceptive eligibility and 

administration



Disclosures

• None to report



Contraceptive Guidelines



Where do you find the US MEC 

and SPR?



A 36 year-old woman comes to you for 

contraception counseling.  

She has a h/o of migraines without aura. Can she 

use an estrogen containing method?



Can a woman with migraines 

without aura use estrogen-

containing contraceptives?

a. Yes

b. No

c. It depends



Can my patient use this 

method?

1 Can use the method No restrictions

2 Can use the method Advantages generally 

outweigh theoretical or 

proven risks.

3 Should not use method 

unless no other method 

is appropriate or 

acceptable

Theoretical or proven risks 

generally outweigh 

advantages

4 Should not use method Unacceptable health risk

US Medical Eligibility Criteria 

(MEC)





MEC and Headaches
Birth Control Methods

Medical 

Condition
MEC Category





Guidelines and Patient-

Centered Care

• Guidelines help ensure people receive evidence-

based care

• Can help avoid unnecessary barriers to care or use 

of specific methods

• HOWEVER, have potential to negatively impact 

patient experience if:

▪ Are applied without attention to specific context

▪ Are not explained in a patient-centered way



Case

• A 25 year old woman who takes HCTZ for blood 

pressure control comes into your clinic asking about 

birth control. Her BP today is 136/89.

What can you tell her about her contraceptive 

options?







A patient-centered approach 

to category “3”

• Anything other than a 1 or a 4 represents a lack of 

certainty of evidence

• A category 3 does NOT mean that the patient 

should be denied this method unless no other 

method is theoretically available
▪ Whether another method is ACCEPTABLE to the patient is the 

critical question

• Requires a shared decision making approach with 

clear communication about risks and tradeoffs



Can my patient use this 

method?

1 Can use the method No restrictions

2 Can use the method Advantages generally 

outweigh theoretical or 

proven risks.

3 Should not use method 

unless no other method 

is appropriate or 

acceptable

Theoretical or proven risks 

generally outweigh 

advantages

4 Should not use method Unacceptable health risk

US Medical Eligibility Criteria 

(MEC)



How do you do shared decision 

making?

• Uncertainty is hard to communicate!

• Focus on how patient values and preferences 

relate to the reason for the category 3 rating

• When available, give data using absolute numbers 

and visual aids 

• Help patients to understand how the information 

relates to their preferences 



Supporting decision making

• Explain that both hypertension and hormonal methods 
increase risk for vascular events

▪ Uncertainty about how much

▪ As strokes and MIs are generally rare events in younger women, 

absolute excess risk is relatively small (<1 in 10,000 risk)

• Discuss her overall clinical situation with respect to 
vascular risk – e.g., is she otherwise low risk?

• Discuss use of LARC vs. progestin-only vs. barrier methods 
vs. category 3 methods, considering tradeoffs between
▪ Bleeding patterns

▪ Mechanism of use

▪ Effectiveness

• Follow-up BP check if chooses hormonal method



Case

• A 32 year old G3P3 comes to see you for a two 

week post-partum check up. She is breastfeeding. 

She had her second baby almost exactly one year 

after her first, and she is very concerned about 

pregnancy prevention. After a patient-centered 

conversation, she decides she wishes to use pills. 

She asks you when she can start taking them. 

What do you tell her?

Would her previous history of breastfeeding 
factor into your advice?













How to support patient decision 

making

• Communicate concern, but lack of definitive 

evidence, for decreased effectiveness

▪ “You already told me if was really important to you to use an 

effective method. Given this, are you concerned about this 

potential increased risk?”

▪ “If there really was decreased effectiveness, would this affect 

how interested you are in using pills?”

▪ “Given this uncertainty, do you want to talk again about other 

methods to see if they might be a better fit?



Case 

• A 36 yo woman with migraines, but otherwise 

healthy, is establishing care with you.  Her previous 

doctor had prescribed COCs for her and she would 

like a renewal.  She tells you that since starting 

magnesium 2 years ago, she has not had any 

migraines, but prior to that had migraines with aura 

about 6 times a year.  She really likes her method 

and does not want to switch.  

What would you tell her? 



Possible Responses

1. Review the benefits and risks of CHC in migraines 

with aura and renew her prescription if she still 

desires it

2. Tell her that CHC is absolutely contraindicated in 

patients with migraine with aura and you do not 

feel comfortable renewing her prescription

3. Refer her back to her previous doctor for her 

contraception prescription and tell her you will 

take care of her other health needs



What is the evidence?

• Surprisingly limited data on the risks of migraine and 
CHCs

• Baseline risk of stroke in women 4.3–8.9 per 100,000 
per year
▪ Estimates of 2-4x increase with migraine 

▪ Maximum risk of 36 per 100,000 per year

• Only one study has found a difference between 
migraine with aura and migraine without aura 

• Risk of stroke in pregnancy ~30 per 100,000

Swartz, Int J Stroke, 2017

Tepper, Contraception, 2016



There are no easy answers

• Understand both absolute and relative risks

• Balance risks of CHCs against the counterfactual: 

pregnancy

• Can be tricky to balance between patient 

preferences and established guidelines (and thus 

liability)

▪ Documentation is key 



“I’m sorry, I can’t give 
you that method.”

“Unfortunately, taking birth 
control with estrogen 
increases your risk of having 
a stroke, which we obviously 
really don’t want to have 
happen to you.”

Counseling about 

Contraindications



Contraception and Depression

• Recommendations based on systematic review of six 

studies (1 RCT and 5 cohort studies) of women with 

bipolar disorder or depression

• Overall poor to fair quality studies

Pagano, Contraception, 2016.





Can over a million Danish 

women be wrong?

• Prospective cohort study of 1,061,997 women in 

Denmark

• Users (within the last six months) of combined 

hormonal contraception/progestin only 

contraception had:
▪ An RR of 1.23 (95% CI 1.22-1.25)/1.34 (95% CI 1.27-1.40) for first use 

of an antidepressant

▪ An RR of 1.1 (95% CI 1.08-1.14)/1.2 (95% CI 1.04-1.31) for diagnosis 

of depression

Skovlund, JAMA Psychiatry, 2016.



Does this make sense?

• Previous literature did not show a definitive 

association for any methods

• Some biological evidence supporting progestin and 

estrogen influence on mood

• However, we know that  some women report mood 

changes with methods, and many are worried 

about effects on their mood
▪ Research on women’s experiences during counseling documents 

that many feel their concerns are dismissed without due 

consideration

Hall, AJOG, 2015; Dehlendorf, Contraception, 2013

Schaffir, Eur J Contracept Reprod Health Care, 2016



How do we put this all together?

• While high quality study, not randomized. There could be 

confounding by:

▪ Unmeasured characteristics of individuals

▪ Relationship context - No data on non-hormonal contraceptive 

method (e.g. copper IUD) provided as comparison

• Therefore, cannot draw definitive causal conclusion

• If it is real, what is the magnitude?

▪ 1.7% vs. 2.2% overall – NNH of 200

• We need to honor women’s concerns/experiences around mood 

effects of contraception, acknowledging the lack of definitive data

• We can provide reassurance that at worst, few women are impacted



Selected Practice 

Recommendations

• Timing of method initiation

• How to be “reasonably sure” a patient is not 

pregnant

• When women can stop using contraceptives



Case

• A patient comes in to see you requesting a new 

method of contraception. She had been using 

DMPA, but she stopped it because she hated the 

irregular bleeding. Her last shot was six months ago 

and she had her first normal period 2 weeks ago. 

She is currently using condoms. After counseling, 

she chooses to start oral contraceptive pills. She 

asks you when she should start.

What do you tell her?



Is “Quick Start” always the right 

answer?

• No data that “quick 

start” leads to better 

outcomes

• May increase risk of 

irregular bleeding?

• Need to ensure 

patient-centered 

counseling 

Brahmi, Contraception, 2013



Case

• A 22 year old woman comes in to see you 

requesting an IUD. Her last period was 3 weeks ago, 

and she has been using condoms with multiple 

male partners. Her last STI test was negative six 

months ago.

Would you put in her IUD today?



What is “Reasonably Certain”?

• What is a reliable 

method?

• Can women be trusted 

to report consistency?

• What are the 

implications of starting 

contraception in the 

luteal phase?



What about her risk of STIs?



Case

38 yo woman, amenorrhea with Mirena placed 5 

years ago, asks if she should replaced her IUD.

What do you tell her?



SPR does not have all the answers



When do you stop contraception?

• Risk of pregnancy goes down with age, and risk of 

miscarriage goes up

▪ How women feel about taking contraception, as 

compared to risk of pregnancy, will vary 

• With amenorrhea and exogenous hormones, can 

be hard to determine if patient is menopausal
▪ With progestin methods, can check two FSH levels six weeks apart

▪ With other methods, need to discontinue method to observe 

natural cycles (or check FSH)



When to stop contraception?

• Several options for this patient:
▪ Leave IUD in (some evidence for effectiveness up to 7 

years)

▪ Take IUD out (use barrier method until 1 year amenorrhea 
or patient desires)

▪ Replace IUD

▪ Check FSH

• Patient centered decision - should discuss:
▪ IUD effectiveness with extended use

▪ Risk of pregnancy

▪ Risks of removal/replacement

▪ Feelings about use of other method of birth control



Considering Other Guidelines

• A 21 yo G0P0 presents to the family planning clinic 

requesting a DMPA shot. She has been on this 

method for five years. 

How would you counsel this patient?



FDA 2004 Black Box Warning



Should you limit Depo use to 2 

years?

• No evidence of increased future fracture or 
osteoporosis risk

• BMD loss temporary, recovers after discontinuation

• May want to consider not continuing into 
menopause, to allow time for bone to recover



The effect of DMPA on BMD and potential fracture risk should not prevent 
practitioners from prescribing DMPA or continuing use beyond two years.

Health care providers should inform women and adolescents….about the 
benefits and risk of DMPA and use clinical judgment to assess 
appropriateness of use.





Case 

• A 27 year old woman comes in for her postpartum 

visit. She is not breastfeeding because she has to 

get back to her job at Wendy’s. She is not 

interested in any contraception at this visit either 

and says she would be open to another pregnancy 

“if it is meant to happen.”  

How does your concern about short 

interpregnancy intervals influence your 

counseling ? 

Would it be different if she was 37?





Possible Responses

1. It wouldn’t impact my counseling because the 

data are not compelling. It’s more about 

socioeconomic confounders – just look at Kate 

Middleton

2. I would inform her about the potential risks of short 

IPI and let her decide 

3. I would strongly recommend that she use 

contraception to avoid pregnancy for at least a 

year especially since she’s young



Points to Consider

• Be cautious about judging women’s decisions, with 

particular attention to judgment that may be 

applied differentially by women’s socio-

demographic characteristics 

• Reproductive autonomy requires that each woman 

receives information about risks and can make her 

own decision

• Allow patients to balance desire to use or avoid 

contraception with their feelings/ thoughts about 

pregnancy (even if not entirely planned)



Case 

• A 24 yo G2P2  single woman is requesting an 

interval sterilization procedure.  She says that she 

“has her boy and her girl” and does not want any 

more children.  

How would you respond? 



Possible Responses

1. Warn her that young women often regret getting 

sterilized once they’re older, so a reversible 

method would probably be better for her

2. Tell her that she might find a new male partner and 

want to have children with him, so a reversible 

method would probably be better for her

3. Encourage her to think about how sterilization fits 

into the context of her own life compared to other 

methods

4. Options 1 & 2 



Points to Consider

• Provider concern about future regret may drive 

counseling around sterilization

▪ Tendency to use demographic characteristics to predict 

long-term regret (“statistical risk counseling”)

▪ Divert conversation to LARC methods instead

• Women often perceive that providers try to 

dissuade them from sterilization and feel that this 

undermines their autonomy and their choices

Lawrence:  Human Reprod, 2011
Borrero: J Gen Intern Med, 2009



Points to Consider

• Goal is to ensure that women are knowledgeable 

and informed of risks and benefits at the time of her 

decision, with the understanding that eliminating 

entirely the risk of regret is not possible

• Clear understanding about the permanence of 

sterilization and alternative options has been linked 

to less future regret

Allyn:  J Reprod Med, 1986
Moseman: Contraception, 2006



Case 

• A woman who travels frequently to Brazil to visit 

family comes in for a pap smear. She reports that 

she has used condoms and withdrawal for years 

without a pregnancy. 

How would her travel and the possible risks 

associated with Zika virus influence your 

counseling?





Points to Consider

• Risks associated with pregnancy vary by individual 

circumstance, including medical history, infectious 

risks, and socioeconomic status

• Reproductive autonomy requires that each woman 

receives information about risks and can make her 

own decision

• Need to consider availability and accessibility of 

abortion for an individual woman



Conclusion

• Guidelines are essential means to standardize and 

optimize care

• However, they are not always developed with 

patient-centeredness in mind, and the evidence 

can mean different things to different people

• Providers can use guidelines in a patient-centered 

way by understanding areas of uncertainty, 

educating patients, and individualizing their advice


