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Individuals and couples making 
decisions about what contraceptive 
method to choose must navigate 
what is most important to them, 
which can include efficacy, safety, 
and lifestyle considerations. Clini-
cians who provide reproductive 
healthcare can assist in this naviga-
tion so that each individual or cou-
ple can make an informed decision 
about what contraceptive method 
will work best for them. Clinicians 
also promote safety, effective use, 
satisfaction with, and adherence to a 
method through patient education 
and counseling. Attention contin-

ues through follow-up to ensure 
that concerns and side effects are 
addressed and that individuals can 
change their mind and switch to a 
different method if desired. Thus 
clinicians are charged with being 
knowledgeable about all methods, 
knowing how to assess safety levels 
with regard to individual patient 
factors, as well as having expert 
contraceptive counseling skills to 
facilitate shared decision making 
and manage common contraceptive 
issues and concerns. 

This article provides highlights 
from the contraception update 

presentation at the 2021 Annual 
NPWH Premier Women’s Healthcare 
Conference. Topics include the use 
of clinical guidelines for providing 
contraception, contraceptive choice 
considerations for individuals with 
preexisting medical conditions, and 
an evidence-based approach to 
addressing two common concerns 
for combination oral contraception 
(COC) users. 

Clinical guidelines 
for providing 
contraception
Two important clinical guidelines 
for providing contraception have 
been developed by the Centers for 
Disease Control and Prevention. 
The first is the US Medical Eligibility 
Criteria (US MEC) for Contraceptive 
Use that provides a 4-category 
safety rating of each contraceptive 
method for over 60 medical con-
ditions (eg, gynecologic disorders, 
cardiovascular disease, endocrine 
conditions, neurologic conditions, 
cancer) and characteristics such as 
age, postpartum and breastfeeding 
status, and smoking. Potential drug 
interactions with specific contracep-
tives are also addressed.1 A category 
rating of 1 or 2 means that the ben-
efits of a method outweigh the risks 

K
nowledge about how medical conditions can affect pregnancy 

outcomes, how pregnancy can affect medical conditions, and 

how medical conditions can affect the safety of contraceptive 

methods is imperative for the clinician providing reproductive healthcare. 

Contraceptive method satisfaction is influenced by the individual or 

couple’s confidence in correct use of the method, understanding about 

common side effects, and knowing they can always connect with 

the clinician about any questions, concerns, or desire to change their 

method. Evidence-based tools are available to guide the clinician. Expert 

contraceptive assessment and counseling skills ensure contraceptive 

safety, effectiveness, and user satisfaction. 
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in general. Clinicians can prescribe 
the method with confidence about 
safety, although extra follow-up 
may be considered for those rated 
2 in some situations. A category 3 
rating means that the risks of using 
the method generally outweigh the 
benefits. Careful clinical judgment, 
access to clinical services, and fol-
low-up are necessary. Before pre-
scribing a method with this rating, a 
clinician must review the acceptabil-
ity of other options with the patient, 
consider consultation with a special-
ist providing care for the particular 
health condition, and then mutually 
decide with the patient if this is the 
best choice for them. A category 4 
rating means the risks far outweigh 
any benefits. These are conditions 
that represent an unacceptable 
health risk if the method is used. 
One could consider these categories 
analogous to a traffic light. A cate-
gory 1 or 2 is equivalent to a green 
light, and the clinician can prescribe 
without undue concern. A category 
3 ranking is a yellow light, so the 
clinician should proceed with cau-
tion. A category 4 ranking is like a 
red light, meaning that the method 

should not be prescribed. 
The second guideline, the US 

Selected Practice Recommenda-
tions (US SPR) for Contraceptive 
Use, provides information and rec-
ommendations on contraception 
management issues such as timing 
for initiation of or switching to an-
other method, examinations or tests 
that should be completed before 
providing the method, whether or 
not a back-up method is needed, 
routine follow-up, and management 
of common method concerns. In-
trauterine contraception, hormonal 
contraception, Standard Days 
method, emergency contraception, 
and male and female sterilization are 
covered.2 Examples of guidance for 
common method concerns include 
how to manage bleeding irregular-
ities while using contraception and 
how to manage late or missed pills, 
delayed application or detachment 
of hormonal patches, and delayed 
insertion or reinsertion of vaginal 
rings. 

The US MEC and US SPR are in-
valuable companion resources for 
facilitating safe and effective con-
traception use. Both are available 

for clinicians in booklet form, online, 
and as computer or phone apps 
https://www.cdc.gov/reproduc-
tivehealth/contraception/contra-
ception-app.htmlB.  

Contraceptive 
prescribing for 
individuals with 
complex medical 
conditions
Individuals who have preexisting 
medical conditions may be at higher 
risk of complications during preg-
nancy. Therefore, highly effective 
contraception is important for those 
who could become pregnant. Ade-
quate contraception will reduce the 
risk of an unintended pregnancy 
and allow individuals to receive 
prepregnancy counseling and guid-
ance regarding how to best manage 
these conditions, including the 
potential need to change or discon-
tinue prescription medication that 
can pose an increased risk to the 
fetus. Hypertension, migraine head-
ache, obesity, post-bariatric surgery, 
epilepsy, systemic lupus erythema-
tosus (SLE), and breast cancer are 
among these conditions. 

Hypertension 
In 2017, the American College of 
Cardiology (ACC) and the American 
Heart Association (AHA) published 
updated guidelines for hyperten-
sion that lowered the threshold 
for diagnosis.3 Currently, elevated 
blood pressure is classified as a sys-
tolic blood pressure (SBP) between 
120 and 129 mm Hg and a diastolic 
blood pressure (DBP) greater than 
80 mm Hg. Stage 1 hypertension is 
classified as a SBP between 130 and 
139 mm Hg or DBP between 80 and 
89 mm Hg. With the new guidelines, 
the number of those age 20 to 44 
years who have been diagnosed 
with hypertension has doubled.3  

According to the US MEC, the 
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recommendations for use of estro-
gen-containing contraception with 
hypertension vary depending on 
whether the hypertension is ade-
quately controlled, significantly el-
evated, or other atherosclerotic car-
diovascular disease (CVD) risk factors 
are present.1 The current US MEC 
recommendation rates combination 
hormonal contraception (CHC) as 
category 3 for individuals with SBP 
between 140 and 159 mm Hg or 
DBP between 90 and 99 mm Hg or 
adequately controlled hypertension 
and above these parameters as 
category 4.1 There is no recommen-
dation concerning blood pressure 
falling in the new ACC/AHA classifi-
cation of stage 1 hypertension. 

For individuals younger than 
age 35 years with well-controlled 
hypertension and no other CVD risk 
factors who strongly wish to use an 
estrogen-containing method, a trial 
of CHC may be considered. The use 
of oral CHC allows for choosing the 
lowest dose of estrogen. Blood pres-
sure should be monitored on a more 
frequent basis and a decision to con-
tinue CHC based on response.4 

All progestin-only methods in 
general and all nonhormonal contra-
ceptive methods are considered safe 
for the individual with hypertension. 
Because of the concern about un-
favorable lipoprotein changes that 
could contribute to CVD risk and 
prolonged effects for some time 
after discontinuation, the US MEC 
categorizes depot medroxyproges-
terone acetate (DMPA) as category 3 
for those with significantly elevated 
blood pressure or with other CVD 
risk factors.1 

Migraine headache 
Migraine headaches are a common 
condition among reproductive-age 
women. Because some symptoms 
may overlap, it is important to dis-
tinguish a migraine headache from 

tension and cluster headaches. 
Migraine headaches are often uni-
lateral, throbbing, last several hours, 
and worsen with activity. Nausea, 
vomiting, and photo- and phono-
phobia are common. Aura can pre-
cede migraine headaches and is  
defined as focal neurologic symp-
toms that develop prior to the  
headache onset and include  
scotoma, loss of vision, flashing 
lights, numbness, and tingling.5 

A history of migraine headaches 
is a risk factor for ischemic stroke, 
and migraine with aura further 
increases that risk. The absolute 
risk of stroke in young women is 
very low (5 to 10 per 100,000 wom-
en-years), and estrogen-containing 
contraception is not contraindicated 
for individuals who have migraine 
headaches without aura.1 Estro-
gen-containing contraception is 
a category 4 if the individual has 
migraine headaches with aura based 
on the US MEC, however, and non-
estrogen methods should be used.1 
For those with a remote history of 
migraine with aura (ie, no headache 
in the past 5–10 years), there is no 
recommendation. If a patient with 
remote history of migraine with 
aura strongly wishes to use an es-
trogen-containing method and un-
derstands the risks, it is reasonable 
for the clinician to consider a trial of 
low-dose (< 30 μg) estrogen-con-
taining contraception and closely 
monitor. The return of migraines 
would necessitate a change to a 
nonestrogen method. 

Obesity 
In general, obesity is not an absolute 
contraindication to any method 
of contraception. Obesity does in-
crease the risk of thrombotic events. 
Some evidence indicates that use 
of estrogen-containing contracep-
tion may further elevate the risk of 
venous thromboembolism (VTE) in 

women with obesity, although the 
absolute risk in otherwise healthy 
women is small.1 Hormonal and 
copper intrauterine devices, the 
subdermal implant, and DMPA are 
highly effective choices for women 
with obesity. 

A 2016 Cochrane review con-
cluded that among women with 
obesity, CHC efficacy is not signifi-
cantly affected but that more re-
search is needed to understand how 
severe obesity (body mass index 
[BMI] > 40 kg/m2) affects efficacy.6 
The clinician may want to consider 
continuous regimens or those con-
taining 30 to 35 mg ethinyl estradiol 
if the patient chooses to use COCs, 
as these may be more effective.7

Both transdermal CHC formula-
tions available in the United States 
have package labeling that notes 
the potential reduced efficacy for 
those with a BMI between 25 and 
29 kg/m2 and a recommendation to 
avoid use with a BMI of 30 kg/m2 or 
more due to both the increased risk 
of reduced effectiveness and VTE.8,9 
This labeling is more restrictive than 
the US MEC, which places the use of 
all CHCs by women with obesity as 
category 2.1 If patients with obesity 
have a strong desire to use transder-
mal contraception, it is important to 
discuss risks related to VTE, contra-
ceptive failure, and pregnancy. 

Bariatric surgery 
Contraception is important for indi-
viduals who have undergone bariat-
ric surgery, especially during the first 
1 to 2 years postoperatively when 
nutritional deficiencies are more 
common, and pregnancy should be 
avoided.10 Considerations for contra-
ceptive use are related to the type of 
bariatric surgery. Limited evidence 
has demonstrated no substantive 
decrease in the effectiveness of oral 
contraceptives following restrictive 
methods such as gastrectomy and 
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banding. Malabsorptive types of 
surgery, including biliopancreatic 
diversion and Roux-en-Y gastric 
bypass, could possibly result in de-
creased intestinal absorption of oral 
progestin-only and CHC.11 Nonoral 
methods of contraception should be 
considered for individuals who have 
had a bariatric procedure that is as-
sociated with malabsorption. 

Epilepsy 
Contraception is important for 
women with epilepsy due to the 
possibility of teratogenicity from 
anticonvulsant medications and 
increased risk for adverse health 
events as a result of pregnancy.12 
Anticonvulsants are among the 
main class of medications that can 
decrease the effectiveness of oral 
hormonal contraception (both CHC 
and progestin-only pills), however, 
due to the induction of the cyto-
chrome P-450 pathway.1,12 It is un-
clear if transdermal or vaginal CHC is 
affected.1 

Lamotrigine is an exception to 
the other anticonvulsants in that 
hormonal contraception is not af-
fected but the level of lamotrigine 
is. If oral CHC is initiated, lamotrigine 
levels can decrease significantly, 
resulting in a subtherapeutic effect 
and the increased risk of seizure ac-
tivity.1,13 Lamotrigine levels are not 
affected by other hormonal contra-
ceptives. 

Clinicians need to obtain an accu-
rate and detailed medication history 
when performing contraceptive 
counseling as patients may also be 
prescribed anticonvulsants to treat 
neuropathic pain and some mental 
health conditions. The risk of drug 
interactions varies with the individ-
ual person and medication used. 
Individuals taking anticonvulsants 
should be counseled regarding 
alternatives to CHC, including intra-
uterine contraception, the subder-
mal implant, and DMPA.

Systemic lupus 
erythematous 
Systemic lupus erythematous is a 
common autoimmune disorder that 
has a peak incidence during the re-
productive years.14 Disease severity 
varies and flares, and remissions 
and relapses are common over the 
disease trajectory. Contraception 
is important to avoid unplanned 
pregnancies because poorer mater-
nal and fetal outcomes have been 
associated with active SLE and some 
of the medications used to manage 
SLE can be teratogenic. Thrombosis 
risk is elevated, especially in the 
presence of antiphospholipid syn-
drome (APS) and highly effective, 
nonestrogen-containing methods 
such as intrauterine devices, the sub-
dermal implant, and DMPA should 
be discussed as first-line options.14 
For those with mild disease, no com-

plications, and negative APS, CHC 
is at US MEC category 2 and can be 
considered on an individual basis.1

Breast cancer 
Breast cancer development is linked 
to the effects of both estrogen 
and progesterone, and any type of 
hormonal contraception is contra-
indicated for those with a current 
diagnosis or a past 5-year history 
of breast cancer.1,15 For individuals 
who have a remote history (> 5 
years) of breast cancer and no evi-
dence of current disease, hormonal 
contraception is a US MEC category 
3 and can be considered on an in-
dividual basis.1 Consultation with 
the patient’s breast cancer specialist 
may be useful in these cases.

Evidence supports that the use of 
hormonal contraception does not 
increase the risk of breast cancer 
among those with a family history of 
breast cancer and is not considered 
a contraindication for hormonal con-
traceptive use.1,15 Research related to 
hormonal contraceptive use among 
individuals at high risk for breast 
cancer because they have a genetic 
BRCA 1/2 mutation is less clear. Com-
bination hormonal contraception ap-
pears to be protective against ovarian 
cancer, but it is currently inconclusive 
as to whether CHC increases the 
risk of breast cancer in this group.16 
Therefore decisions regarding con-
traceptive method among those 
who are genetically at risk for breast 
cancer will need to be individual-
ized. If CHC is used, it should be a 
second-line option and reserved for 
contraception only and not for the 
control or treatment of noncontra-
ceptive conditions.15,16 

Two common patient 
concerns with 
combination oral 
contraceptives 
Approximately 65% of US women 
currently use contraception.17 Al-
though the interest in long-acting 
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reversible contraceptives (LARCs) 
is growing, COCs remain a popular 
choice. 

According to a recent National 
Survey of Family Growth, the per-
centage of US women age 15 to 49 
years who use COCs is 14%, making 
COCs the second most common 
contraceptive method.17 Female 
sterilization remains the most com-
mon method, and LARCs are third. 
The popularity of COCs is highest 
among younger women, with 19.5% 
of women age 15 to 19 years and 
21.6% of women age 20 to 29 years 
using COCs.17 Clinicians who pro-
vide reproductive healthcare must 
remain well-versed on all aspects 
of COCs. This includes being knowl-
edgeable about the evidence base 
for common concerns among COC 
users that include weight gain and 
mood changes. 

Combination oral contraception 
is very effective (99% with perfect 
use and 92% with typical use).18 
Adherence to correct, consistent use 
is a major determinant for effective-
ness. Continuation of a method and 
adherence to using it correctly and 
consistently are, not surprisingly, 
associated with satisfaction. In one 
study, 46% discontinued their con-
traceptive method because of dis-
satisfaction and also about one third 
discontinued oral contraceptives 
because of dissatisfaction.19 Further, 
65% stop because of a side effect 
or because they are worried about 
side effects.19 In a study looking at 
predictors for switching methods, 
contraceptive users who reported 
being very satisfied with and com-
pletely confident in correct use were 
least likely to consider switching 
methods. This is relevant because 
individuals considering switching 
methods often have a gap between 
stopping one method and starting 
another, which places them at risk 
for an unintended pregnancy.20 
Even if people do not stop a method 
completely, inconsistent use of 

COCs is more common among users 
not completely satisfied with their 
method.21 

Clinicians should be familiar with 
patients’ most common concerns 
about COCs. Counseling about side 
effects when initiating a method 
has been associated with improved 
contraceptive adherence and continu-
ation.22 Counseling may include brief 
explanations about potential concerns 
that are not evidence based such 
as weight gain and mood changes. 
When patients report these concerns 
after COC initiation, the clinician 
should be prepared to listen, provide 
evidence, and support the patient in 
weighing the pros and cons of con-
tinuing or changing their method. 

Between 30% and 75% of COC 
users report weight gain, a leading 
reason for discontinuation of the 

method among US women.23 Many 
COC users who stop for this reason 
switch to a less effective method 
or no method. There is a lack of 
evidence for a causal relationship 
and only a theoretical mechanism of 
possible fluid retention secondary 
to mineralocorticoid and/or renin–
angiotensin–aldosterone activation 
and/or an increase in subcutaneous 
fat secondary to a hormonally in-
duced increase in appetite and food 
intake. There are data to counter an 
association between weight gain 
and COC use. A 2014 Cochrane data-
base review found that in four trials 
with a placebo or no intervention 
group, no evidence existed to sup-
port a causal association between 
COCs or the combination transder-
mal patch and weight change.24 
Most comparisons of different CHCs 

According to a recent National Survey 

of Family Growth, the percentage 

of US women age 15 to 49 years 

who use COCs is 14%, making 

COCs the second most common 

contraceptive method.
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showed no substantial difference in 
weight.24 

The most likely reason for weight 
gain in any individual is a combina-
tion of genetic, environmental, and 
lifestyle factors.23 Yet concerns about 
weight gain caused by COC use per-
sist. For whatever reason or reasons 
women typically gain weight if it co-
incides with the initiation of COCs, it 
provides an anchor point for the pa-
tient and can therefore be perceived 
to be the root cause.23 Although it 
is important to share what we know 
about COC use and weight gain, it is 
equally or perhaps more important 
to listen to the patient and what is of 
most concern to that patient. Shared 
decision making might include dis-
cussion of healthy food and exercise 
choices and the pros and cons of 
switching to another method. 

Adverse mood changes are an-
other reported reason for discon-
tinuing COCs. Approximately 25% 
of individuals report mood changes 
with the use of COCs, and about 5% 
discontinue use for this reason.25 
Receptors for progesterone and es-
trogen are present in multiple areas 
of the brain. Progestin metabolites 
increase monoamine oxidase, which 
decreases serotonin levels that in 

turn can depress mood. Estrogen 
may increase serotonin synthe-
sis and decrease its degradation 
leading to enhanced mood. Some 
individuals may be more sensitive to 
fluctuations in hormone levels. How-
ever, the relationships are complex, 
multifactorial, and not well under-
stood.25,26 

A recent meta-analysis of the 
literature revealed a minimal if any 
effect of hormonal contraception on 
the development of depression.25 
Findings are variable for those with 
preexisting mood disorders, with 
some studies finding increased 
symptoms of depression and others 
showing improvement with COC 
use.25,26 Further, limited evidence 
shows no consistent associations 
between CHC or progestin-only 
contraception use and incidence of 
postpartum depression.27 The US 
MEC provides a category 1 rating for 
CHC use in individuals with depres-
sive disorders.1 The clinician should 
review with the patient any history 
of mood disorders, menstrual-re-
lated mood changes, and previous 
hormonal contraception-related 
mood change side effects prior to 
the initiation of COCs. Definitive 
conclusions cannot be made from 

available studies, but there is some 
evidence to suggest that mono-
phasic COCs used continuously and 
transdermal and vaginal CHCs with 
a more continuous release may have 
fewer mood-related side effects. It 
also has been postulated that COCs 
containing less androgenic pro-
gestins may have more beneficial 
effects on mood. As well, continuous 
COC regimens can improve premen-
strual mood changes.25,26 

Conclusion 
Clinicians providing reproductive 
healthcare have evidence-based 
tools with the US MEC and US SPR 
to guide them in ensuring that in-
dividuals and couples are able to 
choose safe, effective contraceptive 
methods with which they will be 
satisfied. Knowledge about how 
medical conditions can affect preg-
nancy outcomes, pregnancy can af-
fect medical conditions, and medical 
conditions can affect the safety of 
contraceptive methods is impera-
tive. Prepregnancy counseling and 
carefully planned pregnancies can 
improve outcomes. 

Contraceptive method satisfac-
tion is influenced by the individual 
or couple’s confidence in correct 
use of the method, evidence-based 
understanding about common side 
effects, and knowing that they can 
always connect with the clinician 
if they have questions, concerns, 
or desire to change their method. 
The clinician who possesses expert 
contraceptive counseling skills uses 
shared decision making to ensure 
contraceptive safety, effectiveness, 
and satisfaction. 
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