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Programme 

 2.00pm Introductions and an Exploration of current and future 

practice 

 2.15pm What's new in the last 1-2 years  - New/updated Faculty 

Guidance / UKMeC

 3.15pm All methods update inc LARCs

 4.30pm  issues around the:-

 peri-menopausal woman /young patients/specific medical 

contraindications 

 6.00pm approx. FINI



No method

Couples having intercourse regularly for 1 
year without contraception (there are 
approximately 80 million sperm in 1ml 
ejaculate):

 Young women 80% will get pregnant

Women aged 40 40-50% will get 
pregnant

Women aged 45 10-20% will get 
pregnant

Guillebaud 1997



What are the methods available today? 

 Combined oral contraceptive 
pill (COC)

 Combined patch

 Combined ring

 Progestogen only pill

 (2 types) (POP)

 IUD

 IUS

 Injectables

 Implant

 Barriers: - Caps and 
condoms and sponge

 Natural Methods

 Sterilisation - Male and 
Female

 Emergency Contraception 
-Types

 POEC

 IUD

 Mefipristone



Barriers

Caps or condoms



Whats available now?

 Caya –Silicone contraceptive diaphragm Contoured with a flexible 

rim, grip dimples and a removal dome Designed to fit most women 

(approximately 80%) approx. £40

 The type B coiled metal spring and type C diaphragm, (Milex Omniflex 

and Arcing Style) 

 Femcap 



Whats available now?

 Caya –Silicone contraceptive diaphragm Contoured with a flexible 
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Do you regularly teach condom use in 

practice?



Contraception Update for all methods

Combined 
methods –

including regimen 
changes

Quick Starting
Emergency 

Contraception
Injectables

Break
Intrauterine 

Contraception
Nexplanon

Specific 
Populations

Questions and 
Close



The Combined 
Pill



The Combined Pill

 The combined pill is a combination of two hormones – Oestrogen and Progestogen

▪ Oestrogen comes as;

➢ Ethinylestradiol 20 – 35 mcg

➢ Estradiol Valerate (Qlaira/Zoely only)

▪ Progestogen comes as; 

➢ Levonorgestrel (LNG) e.g. Rigevidon, Ovranette, Levest

➢ Norethisterone (NET) e.g. Brevinor, Loestrin, Norimin

➢ Norgestimate (NGT) e.g. Cilique, Cilest

➢ Gestodene (GD) e.g. Femodette, Millinette, Femodene

➢ Desogestral (DSG) e.g. Gedarel, Mercilon, Marvelon

➢ Drospirenone (DSP) e.g. Yasmin, Lucette, Eloine

➢ Cyproterone Acetate (CPA) e.g. Dianette

➢ Dienogest (DNG) e.g. Qlaira

➢ Nomegestrol (NMG) – e.g. Zoely



Combined Methods – ‘The Pill’

 New regimens – why?

 In the 1950’s the pioneering method of combined contraception was 

introduced 

 The ‘Pill Free Week’ (PFW) effectively unsuppressed a supressed ovary 13 

times a year

 Data has since emerged showing rising estriadol levels and follicular activity 

during the PFW, similar to that of the follicular phase of a natural menstrual 

cycle.

 Many women studied in a later study with ultrasound on the 7th day of the 

PFW were at the point of ovulation

 What does this mean for ‘typical’ pill taking?



Combined Methods – ‘The Pill’

 Newer regimens….

 365/365 – continuous pill taking

 Studies since 2003 show less ‘Pill free interval’ (PFI) side effects (headaches, 

bleeding etc)

 No evidence that PFI has any particular health benefits

 Endometrial and metabolic data is reassuring with regards to reversibility (Edelman 

et. Al 2014)

 Reduced dose COCP’s also equate to less hormone overall and more likely 

amenorrhoea (Edelman 2006)

 4 day PFI may be taken at any time (providing 7 days pills taken previously) if 

breakthrough bleeding experienced as a ‘curettage’ of the endometrium



Combined Methods – ‘The Pill’

 Tricycling

 Traditionally 63/7

 ?84/4  for increased safety and more similar to newer formulations (Guillebaud 2017)

 Traditional

 21/4 not 21/7

 Prescribers should make women aware this is unlicensed practice but fully 

supported by FSRH

 FPA leaflet pending, JG’s leaflet available at 

www.ecotimecapsule.com/contraceptionlinks.shtml

http://www.ecotimecapsule.com/contraceptionlinks.shtml


Combined Methods – ‘The Pill’
 Why choose a modern method of pill taking?

 Better ‘margin for error’ than traditional methods

 Greater efficacy 

 Less confusing ‘missed pill rules’

 Less requirement for EC (especially with UPA-EC 
QS changes)

 Fewer ‘bleeding’ days 

 Higher Hb levels

 Reduced cyclical symptoms

 Maintained reversibility

 Maintenance of COCP benefits (Ca 
colon/rectum/ovary/endometrium)

 Improved endometriosis management

 More days available for sex…!



Low Dose EE

Cambridgeshire and Peterborough CCG (2019)



The Combined Pill –

Qlaira & Zoely

 Contains Estradiol valerate/Dienogest (Qlaira) and 
Nomegestrol/estriadol (Zoely)

 Qlaira phasic COCP that is Oestrogen dominant at the 
start of the cycle, the progestogen dominant in the 
later stages

 Zoely is monophasic incorporating a 21/4 regimen 
(placebo)

 Oestrogen more similar to a woman’s natural 
Oestrogen

 Used for Heavy Menstrual Bleeding (HMB) and cycle 
control

 Complicated missed pill, and quick start rules.

 Thought to be less prothrombotic than EE

 Both currently BLACK listed on Oxfordshire formulary



What else is 

new…?

 The MHRA advised clinicians that CPA and DSP 
in Dianette and Yasmin were higher risk for 
VTE.

 Eloine is a similar formulation to Yasmin, with 
20 EE Vs 30 EE in Yasmin (+DSP 3mg) and since 
2016 has become preferred option to Yasmin

 Eloine is licenced in the USA for treating PMS 
and also may help with fluid retention via a 
mild diuretic effect, using the 365/365 regime.

 These pills must not be prescribed unless 
pregnancy risk ruled out due to anti-androgenic 
effect.

 Eloine costs £14.70 (similar to Yasmin), and 
comes as 24/4 preparation (4 x placebos)

 Currently non-formulary in Oxfordshire



Lo-Seasonique

 Licensed in 2019 in the USA, 

pending UK market license.

 The 91-day LoSeasonique pack 

contains three trays with cards 

that hold 84 "active" pills and 

seven "reminder" pills.

 EE 20ug + LNG 100ug and then 7 

tablets EE 10ug



The Combined Contraceptive Patch

 Available since 2003 EVRA is the only 
licensed patch available in the UK

 150mcg Norelgestromin and 20mcg 
ethinylestrdiol p/24 hours

 Recent research suggests it is EE dominant 
therefore potentially higher risk VTE than 
COCP30’s

 Avoid EVRA if body weight >90kg 

 1 patch per week for 3 weeks, then a patch-
free week

 Similar ‘missed patch’ rules as COCP

 May be used with tailored regimens

 Must not be placed on breasts, otherwise can 
be anywhere where there isn’t too much 
hair. Patch sites should be changed each 
week.

 Efficacy reduced by liver-enzyme inducers

 Approx £8 per month



The Combined 

Contraceptive Ring
 Available since 2009 – NuvaRing is the only licenced 

ring in the UK

 Latex free, 120mcg etonogestrel and 15mcg 
ethinylestriadol every 24 hours

 Less EE dominant than EVRA

 May be removed for up to 3 hours (expulsion or for 
intercourse), washed and then re-inserted

 Each ring is left in situ for 3 weeks, followed by a 
‘ring-free’ week

 Ring is compressed and inserted into the vagina

 Refrigerated until dispensed and then fine at room 
temp for 4 months only

 Efficacy reduced by liver-enzyme inducers

 Approx £9 per month

 Care required with anti-fungals (ring breakages)



Drug Interactions

 Due to Cytochrome P450 enzyme metabolism in the liver, the ethinylestriadol
element of the CHC is affected by liver enzyme inducers. 

 If women wish to continue enzyme inducers, they may continue with a EE 30 
COCP, and should use extra precautions during treatment, and for 28 days 
afterwards. Tri-cycling or shortened PFI recommended (FSRH 2014, 2019)

 With the exception of the very potent enzyme inducers rifampicin and 
rifabutin, women who are taking an enzyme-inducing drug and who do not 
wish to change from COC or use additional precautions, may increase the 
dose of COC to at least 50 µg EE (maximum 70 µg EE) and use an extended or 
tricycling regimen with a pill-free interval of 4 days (FSRH 2014, 2019) Strict 
monitoring and risk assessment for VTE should be considered.

 Methods considered safe include DMPA, LNG-IUS and CuIUD



Liver Enzyme Inducing Drugs – beware!

 Examples: 

 Antiepileptics

 carbamazepine, eslicarbazepine, oxcarbazepine, phenobarbital, phenytoin, primidone, 
rufinamide topiramate

 Antibiotics 

 rifabutin, rifampicin 

 Antiretrovirals

 Always use the HIV Drug Interaction Checker (www.hiv-druginteractions.org) to 
identify potential interactions 

 Antidepressants 

 St John’s wort 

 Others 

 modafinil, bosentan, aprepitant



Non-Liver Enzyme Inducing Drugs -

considerations

 Lamotrigine – CHC may reduce the efficacy of Lamotrigine, leading to a 

potentially increased risk of seizures. There is also a risk of lamotrigine 

toxicity in the HFI. The effect of concurrent use on the efficacy of CHC is 

unknown, but cannot be guaranteed. Alternative contraception should be 

used.

 Most broad spectrum antibiotics are not liver enzyme inducers and therefore 

can be used concurrently with CHC. Consider any D&V side effects however in 

terms of efficacy.



CHC and Postpartum/Breastfeeding 

women

 Breastfeeding Mothers should not be prescribed CHC for 6 weeks post-partum 
(UKMEC 4)

 From 6 weeks – 6 months breastfeeding mothers may be prescribed COCP 
(UKMEC 2, UKMEC 1 >6 months)

 Non-breastfeeding Mothers should not be prescribed CHC for at least 3 weeks 
post-partum (UKMEC 3/4 depending on VTE risk)

 Non-BF mothers should not be prescribed CHC 3-6 weeks if risk factors for VTE 
are present (UKMEC 3)

 If no additional VTE risks, non-BF mothers may be prescribed CHC from 3 
weeks (UKMEC 2)

 Non-BF >6 weeks is UKMEC 1

 (FSRH 2019)



CHC - Safety

 A personal history of VTE or a known thrombogenic mutation are conditions 

that represent an unacceptable health risk if CHC is used (UKMEC 4)

 For women with a family history of VTE, a negative thrombophilia screen does 

not necessarily exclude all thrombogenic mutations. Therefore do not 

routinely prescribe CHC for women with a 1st degree relative who has had a 

VTE age <45 (UKMEC 3)

 Use of CHC in women aged ≥35 years who smoke is not recommended (UKMEC 

3/4). 

 The risks of using CHC in women with properly taken blood pressure (BP) 

which is consistently elevated generally outweigh the advantages. Systolic BP 

≥160 mmHg or diastolic BP ≥95 mmHg is a condition that represents an 

unacceptable health risk if CHC is used (UKMEC 4). 



CHC and 

Thrombosis 

Risk – Why?

 Combined Oral Contraceptives (COCP’s) have been associated with 
increased thrombosis risk since their introduction in the 1960’s.

 This is due to the fact that COCP’s affect haemostasis. In increases 
factors involved in coagulation, stimulating activity in this system 
(i.e., factor II, factor VII, and factor VIII, prothrombin fragment 1+2, 
D-Dimer.

 This hypercoagubility is linked to anthogenesis and atherosclerosis 
which tend to precede myocardial infarction and ischaemic stroke

 COCP’s have also been linked to changes in lipid and carbohydrate 
metabolism including increased triglycerides, low-density lipoprotein 
(LDL) cholesterol, and insulin levels and decreased high-density 
lipoprotein (HDL) cholesterol levels

 This can then also be affected by additional risk factors such as 
smoking, high BMI, hypertension and Cardiovascular diseases. Patients 
should also be monitored for migraines, especially with ‘Aura’.

 (Steward 2015, deBastos 2014, Borrissoff 2011, Godsland 1990)



CHC - Safety

 The risk of using CHC in women with a BMI ≥35kg/m2 usually outweighs the 
benefits (UKMEC 3)

 Migraine with aura is a condition for which the use of CHC presents an 
unacceptable health risk (UKMEC 4). 

 Health professionals should be aware that any risk of breast cancer associated 
with CHC use is likely to be small, and will reduce with time after stopping. 

 Health professionals should be aware that CHC use may be associated with a small 
increase in the risk of cervical cancer which is related to duration of use. Health 
professionals should check that women coming for CHC are up to date with 
cervical cytology screening in accordance with screening recommendations. 

 However, it is reported that the potential risks of these cancers, are actually 
outweighed by the reduced risk of endometrial and ovarian and colorectal cancers 
(Gierisch J 2013).

 Women can be advised that CHC use does not appear to have a negative effect on 
overall mortality.

 (FSRH 2019)



CHC – prescribing considerations

 FSRH (2019) current guidance advocates the use of prescribing up to 1 year 

CHC at a time, even from the initial consultation.

 The GDG also supports the use of remote prescribing, suggesting that BP/BMI 

may be self-reported by the woman. If the prescriber feels that there are no 

UKMEC 3/4 conditions it is considered safe prescribing.

 This should not be the case for women who may be considered higher risk.



CHC – side effects
 Oestrogenic side effects?

 Nausea

 Dizziness 

 Vaginal discharge

 Breast enlargement (fluid related)

 Cyclical weight gain (fluid related)

 Try a less potent EE (Qlaira/Zoely) or reduced dose EE.



CHC – Side effects Contd.

 Progestogen related side effects;

 Depression/low mood

 Dryness of vagina

 Breast tenderness

 Acne

 Hirsutism

 Loss of Libido

 Try lower dose progestogen e.g. Mercilon or Femodette.

 Alternatively an estrogen dominant CHC such as Marvelon or Femodene

 Consider Eloine or Co-cyprindiol

 (Consider increased VTE risk)



Delaying Menstruation – NET??

 Norethisterone is a progestogen derived from testosterone used in CHC and 

hormone replacement therapy.

 Concerns regarding the safety of NET outlined by Consultant Diana Mansour (2012).

 Dr Mansour reported that studies have reported increased risk of VTE in women 

taking progestogens such as norethisterone in high doses. 

 Further research has found that norethisterone is partially metabolised to 

ethinylestradiol. 

 The MRHA SPC lists similar contraindications to that of CHC.

 NET should be regarded as a combination-like product with oestrogenic properties 

and inherent VTE risk, so apply the same risk assessment categories as with 

combined hormonal preparations, i.e. treat it like the pill. 

 One small study has suggested 10mg medroxyprogesterone acetate (Provera) TDS 

is as effective as norethisterone without the associated risks (Fraser 1990). 



Quick 

Starting



Quick Starting (QS) and ‘Bridging’;

 If ‘reasonably sure’ a woman is not pregnant QS is the preferred option, 

although usually unlicensed practice.

 How do we reasonably exclude pregnancy? What criteria must be present?

 If a woman’s preferred choice is not suitable/available to QS….

 Bridging with a method such as POP or COCP may provide effective ‘cover’ 

until pregnancy risk can be established, or method of choice initiated, the 

woman would need to be aware of QS rules regarding extra precautions.

 Remember - A pregnancy test is only reliable >3 weeks post earliest UPSI



Quick Starting

 Which methods are suitable to Quick start (QS), or as a bridging 
method?

 CHC, progestogen-only pill (POP) and progestogen-only implant (IMP) can be quick 
started if they prefer not to delay starting contraception. 

 DMPA may be considered if other methods are not suitable or acceptable (less 
ideal). 

 The levonorgestrel intrauterine system (IUS) should not be quick started unless 
pregnancy can be reasonably excluded. 

 CHC containing CPA, dienogest or DSP (Yasmin/Qlaira/Dianette) should not be quick 
started unless pregnancy can be reasonably excluded due to the anti-androgenic 
nature feminising male foetuses.

 A copper intrauterine device can be quick started only if the indications for use as 
EC are met. 



How to Exclude 

Pregnancy….
 Health professionals can be ‘reasonably certain’ that a woman is not currently pregnant if 

any one or more of the following criteria are met and there are no symptoms or signs of 
pregnancy: 

1. She has not had intercourse since last normal menses 

2. She has been correctly and consistently using a reliable method of contraception  

3. She is within the first 7 days of the onset of a normal menstrual period  

4. She is within 4 weeks postpartum for non-lactating women  

5. She is within the first 7 days post-abortion or miscarriage 

6. She is fully or nearly fully breastfeeding, amenorrhoeic, and less than 6 months 
postpartum 

7. A pregnancy test, if available, adds weight to the exclusion of pregnancy, but only if ≥3 
weeks since the last episode of unprotected sexual intercourse (UPSI). 

 (FSRH 2019)



Progestogen only Pills 

(POP’s)

 Desogestrel 75mg (Cerelle/Cerazette/Feanolla etc) re now 
preferred option due to increased rates of anovulation (97%)

 Traditional POP’s are most effective with low-fertility states (LAM 
and >45y) but just as effective if taken properly

 If unacceptable bleeding occurs, and is not caused by underlying 
causes – consider 150mg OD (double dose), or 75mg BD 
(Guillebaud 2014) – this is unlicensed practice and not evidence 
based.

 No current concerns re obesity (Guillebaud recommends double 
dose if body weight >100kg)

 Remember to counsel women re 12 hour window for missed pills

 Only 48 hours required once commenced/quick-started (FSRH), 
however the SPC recommend 7 days…



Emergency Contraception



Emergency 

Contraception

 What's available?

 CuIUD (gold standard)

 UPA-EC (Ella One) – 120 

hours post UPSI

 LNG-EC (Levonelle) – 72 

hours post UPSI







Emergency Contraception

 Should be considered for all women, in all stages at their 

cycle following an episode of UPSI

 With the exception of fully breastfeeding, amenorrhoeic 

women <6 months post-partum (LAM method)

 Not required <21 days post partum (all women)

 Not required < 5 days post miscarriage/TOP



CuIUD

CuIUD blocks implantation with a 

failure rate of 1:1000

It is the only effective method after 

predicted ovulation (fertilisation), 

until implantation

Therefore must be considered as 

1st line option, but especially for 

high risk UPSI



CuIUD ‘Gold Standard’ for EC 

CuIUD can be inserted 5 days post UPSI

OR

5 days post earliest predicted ovulation date

….whichever is later

Not affected by liver enzyme inducers

Safe for breastfeeding

Provides ongoing contraception

Suitable even if high STI risk (asymptomatic)

Not affected by previous hormonal contraception



Timing of IUD Insertion



EllaOne – Ulipristal Acetate

 A selective progesterone receptor modulator – acts by 
delaying ovulation for at least 5 days, until sperm from the 
UPSI for which EC was taken are no longer viable.

 UPA-EC delays ovulation even after the start of the luteinising 
hormone (LH) surge, whereas LNG-EC is no longer effective 
after the start of the LH surge. 

 UPA-EC cannot inhibit ovulation at or after the LH peak.

 In a meta-analysis of 2 studies it prevented over 50% more 
conceptions than LNG EC, when given on any day post UPSI -
not just days 4 &5 - IF followed by abstinence through till the 
next menses.  



EllaOne Continued

 No significant reduction of efficacy throughout 120 hour 
window

 Significantly more effective than LNG-EC

 Research initially suggested less effective in women with 
BMI >30, although further pharmacokinetic research shows 
serum UPA levels were the same across the two groups

 2017 FSRH advice is to use UPA for all women >70kg if 
suitable (or double dose LNG-EC)

 No recommendations for double dose of UPA-EC in high BMI

 Breastfeeding mother’s should ‘dump’ breastmilk for 1 
week after UPA-EC (limited evidence)



EllaOne and other hormones

 Progestogen containing contraceptives taken 1 week prior to UPSI 
may theoretically  cause reduced efficacy of UPA-EC

 Progestogen containing contraceptives started before 5 days after 
UPA-EC administration may also lead to reduced efficacy

 The mechanism is thought to be that progestogen contraceptives 
reinitiates the ovarian progesterone receptor signalling that the 
antagonist UPA had blocked.

 If a woman has already taken UPA-EC, LNG-EC should not be taken in 
the following 5 days. 

 If a woman has already taken LNG-EC, UPA-EC could theoretically be 
less effective if taken in the following 7 days. 



Levonelle (LNG-EC)

 Effective up to 72 hours post UPSI (completely ineffective 
from 96 hours)

 No known contraindications

 Less effective that UPA-EC

 Not effective after LH surge

 No implications on ‘quick starting’ contraception

 No implications for breastfeeding

 Double dose (3mg) of LNG-EC should be used for all women 
with a BMI > 26 or weight >70kg

 Patients taking liver enzyme inducers should also receive a 
double dose (3mg) – limited evidence

 Multiple LNG-EC may be taken within the same cycle



Emergency contraception – Quick Starting

 CHC (except Qlaira and Dianette) LNG = 7 days 

UPA = 12 days (5+7)

 Qlaira LNG = 9 days  

UPA = 14 days (5+9)

 Dianette (quick start NOT recommended)

 POP LNG = 2 days

UPA = 7 days (5+2)

 Implant and DMPA LNG = 7 days

UPA = 12 days (5+7)



Summary

 All women requiring EC should be offered a Cu-IUD if 
appropriate as it is the most effective method of EC. 

 A Cu-IUD can be inserted up to 5 days after the first 
UPSI in a natural menstrual cycle, or up to 5 days 
after the earliest likely date of ovulation (whichever 
is later). 

 If a Cu-IUD is not appropriate or not acceptable, 
women should be advised that oral EC should be taken 
as soon as possible if there has been UPSI within the 
last 5 days. 

 Consider UPA-EC as the first-line oral EC for a woman 
who has had UPSI 96–120 hours ago (even if she has 
also had UPSI within the last 96 hours). 

 Consider UPA-EC as the first-line oral EC for a woman 
who has had UPSI within the last 5 days if the UPSI is 
likely to have taken place during the 5 days prior to 
the estimated day of ovulation. 

 Advise women that the available evidence suggests 
that oral EC administered after ovulation is 
ineffective. 

Consider risk –

would she 

benefit from 

quick start?

Has she taken 

any DSG/Prog 

contraceptives 

in previous 
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Progestogen 
Only 

Injectables 
(POIs)



The Progestogen Only Injection

 Depot Medroxyprogesterone Acetate (DMPA) is 
given as a deep IM injection as  Depo-Provera® 
(150 mg medroxyprogesterone acetate in 1 ml) 

 Also as a  subcutaneous (SC) injection as Sayana
Press®(104 mg MPA in 0.65 ml)

 Less commonly used is Norethisterone Enantate
(NET –EN) as Noristerat

 IM DMPA is given at 12 week intervals (13 weekly 
off-licence)

 SC DMPA is given at 13 week intervals

 NET-EN is given at 8 week intervals



Sayana Press

 A DMPA product that is bioequivalent to existing DMPA 
product

 Licensed for 13 week interval injections

 Better for very high BMI

 Less risk of haematoma for those on anti-coagulants

 Potential for self-injection (FSRH approved 2015) –
therefore potentially saving both the patient and HCP’s 
time.

 £6.90 for Sayana Vs £6.01 for Depo-Provera

 https://www.sayanaanswers.co.uk



The 

Progestogen 

Injectable–

what affects 

it?

 The Progestogen Injectable methods are 

not affected by liver inducing enzymes or 

anti-retroviral drugs.

 Neither Pfizer/UKMEC recommend altered 

injection frequency in taking concurrent 

enzyme inducers

 Not affected by high BMI (limited data 

>40 BMI)



When to give 

Progestogen 

Injectables

 Both SC and IM DMPA should be given at 13 

weeks

 Earliest IM and SC DMPA should be given is 

10 weeks

 Can be given up to 13 weeks and 6 days 

(<14 weeks)

 If late may require emergency 

contraception and/or extra precautions



Depo-Provera, 

how to give

 Deep IM injection at 

one of these sites



UKMEC - March 2017 Update
 The World Health Organization (WHO) released a guidance 

statement on 2/3/17 relating to use of hormonal 
contraceptive (HC) methods by women at high risk of HIV.

 In this statement, the WHO recommend that the WHOMEC 
category for use of progestogen-only injectable 
contraception by women at high risk of HIV infection should 
be changed from WHOMEC1 (no restriction to use) to 
WHOMEC2 (the benefits of using the method generally 
outweigh the potential risks). 

 WHOMEC categories for use of all other hormonal methods 
of contraception and the copper IUD remain unchanged. 

 There continues to be evidence of a possible increased risk 
of acquiring HIV among progestogen-only injectable users. 
Uncertainty exists about whether this is due to 
methodological issues with the evidence or a real biological 
effect



Break



http://www.google.co.uk/url?q=http://andawell.sk/uvazujete-nad-antikoncepciou/&sa=U&ei=kMO6U6DdPPT07AaHzICICg&ved=0CCYQ9QEwCDgU&usg=AFQjCNFobLseQuVcKJEoOP9Bq1vIBqaOAw


CuIUD



Efficacy of

CuIUD

 Overall failure rate is less than 2 in 100 

over five years

 Failure rate is lower in devices with at 

least 380mm2 copper and copper bands 

on the transverse arms

 They are a reversible alternative to 

sterilisation



Types - CuIUD

 Banded copper on the arms of the Cu-IUD - evidence 

suggests that they are more reliable than non-banded

 Framed

 Frameless

Framed Framed



www.oconmed.com

The IUB™Ballerine is a revolutionary new product 

in the intrauterine contraception field.

The IUB™ is a three-dimensional, ball-shaped 

device that is inserted into the uterine cavity to 

prevent pregnancy.

Its efficacy is similar to current copper intrauterine 

devices (IUD), however its insertion is simpler, its 

improved safety profile has been demonstrated in 

a clinical trial and it is expected to offer a better 

quality of life over current devices

Lasts for 5 years



CuIUD

 Post partum fitting up to 48 hours or 
after 4 weeks

 Gold Standard 380mm Cu banded

 T-Safe 380A QL (10y)

 TT380 Slimline (10y)

 MINI TT380 Slimline (5-10y)

 Cu IUD if fitted after 40 can keep till 
one year after last period 50 years 
and over (2 years under 50)

 No lower age limit, no problem fitting 
in nullips



LNG-IUS



LNG-IUS

There are 4 licenced in UK;



MirenaTM, LevosertTM and JadessTM

and KyleenaTM



Mirena IUS
 For contraceptive use licensed for 5 

years

 If fitted in women 45 years or older – if 

used for contraception or bleeding 

control – may be kept until 55

 Prevention of endometrial hyperplasia 4 

years (accepted practice to use for 5        

years – off licence use)

 Menorrhagia only – keep as long as 

bleeding pattern acceptable

 Progestogen arm of HRT - 5yrs 



Levosert

 Levosert® is a levonorgestrel intrauterine 
system (LNG-IUS) newly launched in the UK 
for contraception and management of heavy 
menstrual bleeding. It contains 52mg 
levonorgestrel (identical to Mirena®) in a 
reservoir mounted on a T-shaped 
polyethylene frame. 

 Initially launch in April 2015 licensed for 3 
years, Levosert has now been approved in 
the UK for 4 years use (February 2018), and 
now 5 years (2019)  

 Cost Price £66 plus VAT (NHS price for Mirena
£88) 



Levosert
 Key Differences from Mirena LNG-IUS;

 Levosert is not licensed for endometrial protection.  

 Levosert is inserted using a two-handed technique, with a similar 
introducer to copper IUDs such as the Nova-T and UT380.  

 The Levosert introducer diameter is 4.8mm, compared with 
4.4mm for Mirena. 

 Similarities with Mirena LNG-IUS   

 The release rates and serum levels of levonorgestrel are similar 
(initially 20 micrograms daily, dropping to 12 micrograms after 3 
years

 Reduction in menstrual loss, likelihood of amenorrhoea and 
contraceptive efficacy are similar.  

 Adverse events in clinical studies are similar to the adverse event 
profile of Mirena LNG-IUS. 

 Levosert does not appear to confer any additional benefits over 
Mirena LNG-IUS. 



Jaydess

13.5mgs 

levonorgestre

l

Placement tube diameter 3.8mm

Failure rate reported around 0.9% at 3 years

Fitting technique the same as a Mirena IUS

Due to sizing, diameter and flexibility 
generally easy to fit.

Safety and efficacy has not been trialled in 
women under the age of 18 year (FRSH 2014)



Kyleena LNG-IUS  Kyleena provides an additional option for long-

acting reversible contraception that is licensed 

for 5 years of use.  

 Systemic release of LNG is lower than with the 

52mg LNG-IUS. 

 The contraceptive effectiveness, side effect 

and adverse event profile of Kyleena is similar 

to that of other LNG-IUS devices.   

 The number of bleeding/spotting days with 

Kyleena reduces over time. 

 The mean number of bleeding/spotting days 

with Kyleena is possibly more than with a LNG-

IUS releasing a higher LNG dose.   

 The rates of amenorrhoea with Kyleena may 

possibly be less than compared to LNG-IUS 

releasing a higher dose of LNG. 

 (CEU 2018)



45



LNG-IUS – Unscheduled Bleeding

 There is no evidence as to the most appropriate treatment option 

for women with unscheduled bleeding with the LNG-IUS.

 For women with unscheduled bleeding who wish to continue with 

the LNG-IUS and are medically eligible, a COC could be tried for 

up to 3 months (this can be in the usual cyclic manner or 

continuously without a pill-free interval – unlicensed use).

 Studies showed both short-term use of both Mefenamic and 

Tranexamic acid were not effective



Nexplanon



The Progestogen Only Implant

 The progestogen-only implant is a single, non-
biodegradable, subdermal rod licensed for up to 3 
years of use. 

 Each implant contains 68 mg Etonorgestrel (ENG)

 The release rate decreases with time from 
approximately 60–70 µg/day in Weeks 5–6 to 
approximately 25–30 µg/day at the end of the third 
year. 

 Nexplanon is the only licenced subdermal implant 
in the UK. Implanon is no longer available to order 
being replaced by Nexplanon which is detectable 
on an X-ray. 



January 2020 Update

 To identify the recommended insertion site:  

 the woman should lie on her back, non-dominant arm abducted 

to 90°, elbow flexed and hand behind her head  starting at the 

medial epicondyle, measure 8-10cm proximally along the sulcal 

line (the groove between brachialis/biceps anteriorly and triceps 

posteriorly). 

 From this point, measure 3-5cm posteriorly, perpendicular to the 

sulcal line to identify the point over triceps at which the 

insertion device will pierce the skin  from the insertion site, the 

inserter is advanced proximally, parallel to the sulcal line.



The 

Progestogen 

Implant

 Aside from abstinence and 

vasectomy, unsurpassed in efficacy 

(5:10,000)

 Nexplanon lasts 3 years

 Can be easily exchanged at end of 3 

year period

 Easily inserted by specially trained 

HCP

 Not user reliant once inserted



SDI – bleeding problems

Pre-warning and reassurance is crucial

Can be lessened with pre-existing amenorrhoea 
(LAM/Depo)

How can we manage this?

3 x cycles of COCP (ideally 21/7)

If COC contraindicated, try Mefanemic Acid 500mg BD 
or Naproxen 500mg BD for 5 days or longer (use clinical 
judgement) (Guillebaud 2014)

DSG POP OR oral Provera (10mg TDS) – these are not 
well evidence-based.
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Pregnancy Risks

 Women should be offered contraception until the menopause.

 What age does fertility naturally decline?

 Women over 40 have the highest rates of abortion compared to live births

 Higher age associated with higher risks of postpartum haemorrhage, placenta 

Praevia, gestational diabetes and pregnancy related hypertension.

 Women over 40 are 3 x more likely to have an ectopic pregnancy (although 

overall still very low), more likely to have a stillbirth or preterm delivery.



STI Risks
 Rates of many STIs including chlamydia, 

gonorrhoea, herpes and genital warts 
have increased in women over 40.

 Often related to reduced pregnancy risk, 
meaning less use of barrier methods.

 Peri-menopause may be linked to sexual 
dysfunction (loss of libido, vaginal 
dryness, chronic fatigue etc), and 
altered bleeding patterns.

 Altered bleeding patterns may warrant 
investigation in line with local guidance



LARC over 40
 LARC such as CuIUD, IUS and SDI 

should be considered the safest and 
most reliable methods for women 
over 40 – using UKMEC guidance to 
assess medical eligibility.

 CuIUD containing >300mm2 Copper 
may be left in situ until menopause 
is confirmed when inserted >40 (2 
years without periods <50, 1 year 
without periods >50)

 The 52mg LNG-IUS may be left in 
situ until menopause is confirmed 
when inserted >45

 UNLESS

 It is used as the endometrial 
protection element of HRT (licensed 
for 4 years, unlicensed use for 5 
years)



LNG-IUS Non-
contraceptive 
benefits

 Known to help with HMB, menstrual pain, 
endometriosis and adenomyosis.

 2015 Cochrane review showed that LNG-IUS 
had the most benefits for improved QoL and 
reduction in menstrual blood loss.

 More effective than oral methods such as CHC, 
POP and antifibrnolytics.

 Limited evidence to suggest reduced risk of 
ovarian and endometrial cancers

 Breast Ca….?

 Current evidence suggests there is little or no 
increased risk of VTE, stroke or myocardial 
infarction (MI) associated with the use of LNG-
IUS. 



Removal/Replacement of an LNG-IUS 

Over 40
 Women using a Mirena for contraception who were 

under 45 at the time of Mirena insertion may have 
an immediate replacement of their device 
between 5 and 7 years if a pregnancy test is 
negative. 

 If they have had intercourse in the preceding 3 
weeks then, for completeness, another pregnancy 
test is advised no sooner than 3 weeks after the 
last episode of intercourse. 

 If more than 7 years have elapsed, replacement 
should be delayed until the woman has a negative 
pregnancy test at least 3 weeks after the last 
episode of intercourse.

 (FSRH 2019)



Progestogen only 

Implant (SDI)

 No upper age limit

 No effect on CVD/BMD/CVA/MI 

etc risks

 Not sufficient evidence to support 

any links with increase/reduction 

in Ca risks

 May alleviate HMB and menstrual 

pain

 May also cause increase irregular 

bleeding patterns



Progestogen Only 

Injection (DMPA)

 Women over 40 using depot medroxyprogesterone 
acetate (DMPA) should be reviewed regularly to 
assess the benefits and risks of use. 

 Women over 50 should be counselled on alternative 
methods of contraception. 

 Compared to non-DMPA users, women using DMPA 
experience initial loss of bone density due to the 
hypoestrogenic effects of DMPA but the evidence 
suggests that this initial bone loss is not repeated or 
worsened by onset of menopause. 

 Limited evidence regarding reproductive cancer risks

 CVD risks – limited evidence to support causal 
relationship, however more linked with existing CVD 
risk factors (UKMEC guidance should be consulted).

 Limited evidence regarding improvement of 
vasomotor symptoms associated with menopause



Progestogen 

only Pill 

(POP)

 No links with CVD risk

 No links with reduction in BMD

 May caused altered bleeding patterns

 May improve HMB and menstrual pain

 Can be continues until age 55

 No significant links with Ca risks



Combined Hormonal Contraception 

(CHC)
 Combined oral contraception (COC) with levonorgestrel or 

norethisterone should be considered first-line COC preparations for 
women over 40 due to the potentially lower VTE risk compared to 
formulations containing other progestogens. 

 COC with ≤30 µg ethinylestradiol should be considered first-line 
COC preparations for women over 40 due to the potentially lower 
risks of VTE, cardiovascular disease and stroke compared to 
formulations containing higher doses of estrogen. 

 Combined hormonal contraception (CHC) can reduce menstrual 
bleeding and pain, which may be particularly relevant for women 
over 40. 

 HCPs can offer an extended or continuous CHC regimen to women 
for contraception and also to control menstrual or menopausal 
symptoms. 

 Women aged 50 and over should be advised to stop taking CHC for 
contraception and use an alternative, safer method. 



CHC Contd…

 COC is associated with a reduced risk of ovarian and 
endometrial cancer that lasts for several decades 
after cessation. 

 CHC may help to maintain BMD compared with non-
use of hormones in the perimenopause. 

 Meta-analyses have found a slight increased risk of 
breast cancer among women using COC, but with no 
significant risk of breast cancer by 10 years after 
cessation.  

 Women who smoke should be advised to stop CHC at 
35 as this is the age at which excess risk of 
mortality associated with smoking starts to become 
clinically significant.



Barrier Methods 

 Diaphragms and condoms are 

safe to use and may considered 

where women are not medically 

suitable for hormonal options, 

especially as natural fertility 

may be reduced.



Emergency 

Contraception

 EC should still be offered to women >40, 

and should be assessed based on cycle 

timings and medical eligibility.



Stopping Contraception

 Both CHC and Depo can be continued until 50 years of age (if eligible) and 

then a swap to alternative method considered.

 Implant, POP and LNG-IUS can all be continued until age 55.

 If a woman with amenorrhoea wishes to stop the above methods, an FH can 

be considered. If the FSH > 30 IU/L then method should be continued for 1 

year before stopping.

 If the FSH <30 IU/L then she can be re-checked in 1 year

 Consider guidance regarding extended use of IUC in peri-menopausal women.



Contraception and HRT

 Women using sequential hormone replacement therapy (HRT) should 

be advised not to rely on this for contraception. 

 Women may use a Mirena levonorgestrel intrauterine system (LNG-

IUS) with estrogen for up to 5 years for endometrial protection as 

part of an HRT regimen. Women using Mirena for this purpose must 

have the device changed every 5 years. 

 At the present time, POP, IMP and DMPA are not licensed for and 

cannot be recommended as endometrial protection with estrogen-

only HRT. 

 All progestogen-only methods of contraception are safe to use as 

contraception alongside sequential HRT. 

 CHC can be used in eligible women under 50 as an alternative to 

HRT for relief of menopausal symptoms and prevention of loss of 

BMD.
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Consent…
 In law, any competent young 

person in the UK can consent to 
medical treatment including 
contraception. 

 Young people over 16 years of age, 
including those with a 
disability/impairment, are 
presumed to be competent to give 
consent to medical treatment 
unless otherwise demonstrated. 

 For young people under the age of 
16 years, however, competence to 
consent has to be demonstrated



Legislation

 The Sexual Offences Act 2003 (England and Wales). Under the Sexual Offences 
Act 2003, sexual activity under 16 years old is illegal. Those under the age of 13 
years are deemed not capable of giving consent to sexual intercourse, and such 
sexual activity is therefore rape. The Act states that sexual health care providers 
are protecting a child if they are preventing sexually transmitted infections (STIs) 
or pregnancy, whether children are under 16 years or under 13 years old.

 Fraser Guidelines (NB. Guidelines do not apply in Scotland.) According to the 
ruling of Lord Fraser (Gillick vs West Norfolk and Wisbech AHA & DHSS 1985), young 
people under the age of 16 years can consent to medical treatment if they have 
sufficient maturity and judgement to enable them fully to understand what is 
proposed.

 “Best Practice Guidance for Doctors and Other Health Professionals on the 
Provision of Advice and Treatment for Young People Under 16 on 
Contraception, Sexual and Reproductive Health” produced by the Department of 
Health in 2004 upholds the right of young people to confidentiality.

 “Working Together to Safeguard Children” paragraph 5.8 indicates the need to 
consider child sexual abuse in those under-18-year-olds who are sexually active, 
and perform a risk assessment on under-16-year-olds



Fraser Guidelines

1. The young person understands the 
professional’s advice. 

2. The young person cannot be persuaded 
to inform their parents. 

3. The young person is likely to begin, or to 
continue having, sexual intercourse with 
or without contraceptive treatment. 

4. Unless the young person receives 
contraceptive treatment, their physical 
or mental health, or both, are likely to 
suffer. 

5. The young person’s best interests 
require them to receive contraceptive 
advice or treatment with or without 
parental consent.



Issues with Young People

 Most popular methods in the UK??

 Condoms

 COCP

 Generally discontinuation rates are high - ??Cause of 
unintended pregnancy rates in the UK

 Health professionals should aim to maximise a young 
person’s adherence with contraception by providing a wide 
and appropriate choice of methods, dealing with specific 
health concerns, discussing specific health benefits and 
providing appropriate follow up. 

 Verbal information should be backed up with appropriate 
written information and/or information in other formats.



Risks?
 Young people generally are at 

lower risk of cardiovascular and 
other age-related conditions. 

 However, they may have specific 
risks, what could these be? 

 relating to pubertal 
development

 risk of STIs

 ability to adhere with 
contraception

 eating disorders

 family situation

 Obesity

 recreational drug/alcohol use



Starting 

Contraception

 The FSRH does not support the 
use of regular hormonal 
contraception prior to menarche 
and recommends advising use of 
condoms to young people 
requiring contraception before 
this time. 

 Progestogen-only emergency 
contraception (POEC) can, 
however, be given to 
premenarchal women if required.

 In theory, although ‘quick 
starting’ may help to reduce such 
barriers for young people



Emergency 

Contraception

 All available methods of 

EC in the UK are suitable 

for young people.

 Access to EC is 

important as the 

efficacy of POEC 

decreases with time 

since UPSI.



Addressing Health 

Concerns
 What are the main concerns a young person 

may have when starting contraception?

 Weight gain

 Acne

 Mood

 Fertility

 Bone health

 VTE

 Cancer



Young People and 

STI’s

 Young people attending for contraception 
should be informed: 

 About STIs and routes of transmission 

 That condoms and oral dams offer 
protection against STIs including HIV and 
syphilis 

 How to use condoms correctly, including 
choosing the right size and shape, use of 
non-oil based lubrication to reduce the 
risk of latex condom breakage and 
checking for a kite or CE mark and expiry 
date 

 About using condoms with any new or 
additional partners
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