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Natural Family Planning (NFP) and Fertility Awareness (FAM)

Method of contraception that uses physical signs and symptoms, and the history of previous cycles to

determine the time of ovulation; during the fertile period the couple practices abstinence in NFP 

and uses barrier methods or withdrawal in FAM.

-calendar method: based on 3-6 previous cycles; greater cycle variability means more abstinent

           days


-ovulation method: based on cervical mucus; abstinence is practiced from first day that secretions

are detected until the fourth day after peak cervical secretions; estrogen=abundant,  slippery secretions, progesterone =thick adherent secretions

-basal body temperature method: dip in temp just prior to ovulation with a 0.4 degree rise after 

ovulation; abstinence until 3 days after temp rise 

-symptothermal: combines cervical mucus and basal body temperature

Formal training is strongly encouraged

Regular, predictable cycles not required, but helpful!

Resource: Couple to Couple League International
www.ccli.org

Lactational Amenorrhea Method (LAM)

TEMPORARY method of contraception for breast-feeding women who meet the following criteria:

->90%of the infant’s diet is breast milk

-menses have not returned 

-infant is <6 months old

Recommendations:

Schedule appointment at 5-6 months postpartum to discuss contraception


Must use back up contraception if breast-feeding frequency decreases (e.g. return to work)

Condoms

Sheaths made of latex, polyurethane, or natural membranes that cover the glans and shaft of the penis

during intercourse.  Used with or without spermicide.

Counsel RE: appropriate use

Encourage women to buy their own condoms

Cannot use oil-based lubricants (NOTE: some vaginal meds may contain oil-based products)

Be gentle!  Do not open package with knife or scissors.  Avoid tearing with teeth, rings, 

fingernails, etc.  However, not using a condom is responsible for more pregnancies than 

breakage


Natural membrane condoms do not protect against STDs


Store in cool, dry place---NOT the glove compartment of car.  Can store in wallet for <1 month.

Latex allergy


17% of healthcare workers have latex allergy) use polyurethane condom (Avanti or Trojan

Supra); or can use natural membrane condom with a latex condom


Cochrane Review (2003): nonlatex condoms 3-5 times more likely to break, discontinuation rates

higher, but pregnancy rates did not differ significantly; conclusion : acceptable alternative

for people with latex allergy

Condom Breakage

Wash penis/vulva/anus, then insert spermicide in vagina


Have emergency contraception available

Spermicide


WHO recommendations June 2002:  based on several studies in sex workers, 3rd world countries



Nonoxynol-9 (NO-9) should not be used for STD protection



Women at high risk for HIV should NOT use NO-9 because of increased risk of infection



NO-9 impregnanted condoms offer no benefit over plain condoms



http://www.who.int/reproductive-health/rtis/nonoxynol9.html

Diaphragm

Latex dome-shaped device, filled with spermicide, and placed in vagina to cover cervix.  

Typical failure is 15-20%.


Most have trained personnel to fit the diaphragm and provide instruction


Use with spermicide, do not remove <6 hrs after intercourse, do not leave in vagina for

 more than 24 hrs


Must be re-fitted with large change in weight or pregnancy

Increased risk of UTI


Due to change in vaginal flora secondary to spermicide and mechanical effect


Void post-coitally to avoid bladder colonization with vaginal flora


Can try suppressive antibiotics

Avoid oil-based lubricants and vaginal medications

Cervical cap, “sponge” and Lea’s Shield are alternative barrier contraceptives.  Cervical cap must be fit by trained personnel.  The sponge is no longer available in this country but a similar product, Protectaid, is available in Canada.  .   Lea’s Shield, a silicone rubber bowl-shaped shield that fits in the vagina, was approved by FDA in Mar 2002.  The sponge and Lea’s Shield may be obtained legally via the internet (for personal use only): www.birthcontrol.com
Female Condom: “Reality”

Plastic (polyurethane) device placed in vagina---acts as barrier


Can insert up to eight hours prior to intercourse


Remove immediately after intercourse---do not reuse



Do NOT use with male condom


Can use spermicide for additional protection, but not necessary

Emergency Contraception

An approach to pregnancy prevention after unprotected intercourse; prevents ovulation, alters 

tubal transport and/or inhibits implantation;  3 options:

-combined oral contraceptives (“Yuzpe method”)providing a total of 0.10-0.12 mg ethinyl 

estradiol and 0.50-0.60 mg levonorgestrel in each of two doses: e.g. Lo-Ovral 4 white 

pills within 72 hrs of  unprotected intercourse repeat dose in 12 hrs; or Preven


-progestin only pills: Plan B---0.75 mg. levonorgestrel within 72 hrs of intercourse, repeat in 

12 hrs


-IUD: Paragard inserted within 5 days of unprotected intercourse

Levonorgestrel appears to be more effective than the Yuzpe method with fewer side effects


A single 1.5 mg. dose of levonorgestrel may be as effective as divided doses


May be used up to 120 hours after unprotected intercourse, not as effective 


(references available at www.contraceptiononline.org )

Nausea/vomiting: prescribe anti-emetics with the OCs, take 1 hour prior to first OC dose.




Can use any antiemetic (meclizine is long acting)



Progestin only pills have less nausea



When vomiting occurs due to the OCs, it probably indicates that enough hormone has

reached the blood stream to have desired contraceptive effect

Amenorrhea: If menses do not occur within 21 days, consider pregnancy

Pregnancy in spite of emergency contraception: no increase rate of fetal anomalies 

Combined Oral Contraceptive Pills (OCs)

Description


Each pill has an estrogen (ethinyl estradiol or mestranol) and a progestin (many different 

formulations) component.  Most formulations have 21 active pills followed by 7 hormone-free 

pills.  Suppresses ovulation 90-95% of the time.  Typical failure rate: 5% in first year.

In general, progesterone provides the majority of the contraceptive action, while the estrogen

Progestins


“3rd generation”: norgestimate and desogestrel


Low androgenicity, limited impact on CHO metabolism, without sacrificing cycle control


Desogestrel appears to have 2-fold higher risk of DVT

Drospirenone


Spironolactoce analogue with antimineralocorticoid activity


Suggested benefits include decreased weight, bloating, premenstrual symptoms, etc


Most studies (limited) show no difference compared to other OCs


More limitations: contraindicated in women predisposed to hyperkalemia or with CRI

Problem Management


Absence of withdrawal bleeding


-rule-out pregnancy


-inform women in advance, reassure that not harmful


-switch pills: new progestins (desogestrel, norgestimate) rarely miss 2 periods


Acne, oily skin, hirsutism


-decrease androgen effects: any of the new progestin, Ortho-Tricyclen approved by FDA for


 treatment of acne


-increase estrogenic effects: estrogen increase SHBG, which decreases free testosterone


Breakthrough bleeding/spotting


-rule-out pathology (pregnancy, infection, cancer)


-ask about missed pills


-inform patient: spotting decreases after 3-4 months


-alter progestin dose: switch to different progestin or try higher potency (e.g. levo-norgestrel)


-increase estrogen; can also try Estrostep which increases the estrogen as the cycle progresses


-inhibit prostaglandins with NSAIDs 

Complications


Venous thromboembolic complications


-Related to estrogen component


-More likely to occur with following characteristics: over 50, sedentary, overweight, HTN, 

 diabetes, elevated cholesterol, smoker


-Risk of DVT increases from 1/10,000 to 3/10,000


-Risk of DVT in users of desogestrel slightly higher---may be due to pt selection


-Risk of stroke: 3/100,000


Hypertension


-Greatest risk for women w/ current HTN or past history of HTN


-Prudent to check BP 1-3 months after initiating OCs


Breast cancer


-OCs may increase risk of breast cancer, but risk is small and resulting tumors less likely to 


 metastasize; OCs may be co-factor in cancer stimulation


Cervical cancer


-risk increased slightly, especially in long term users


-excess risk persists after adjusting for confounding variables (e.g. # of sexual partners)


-OCs not contraindicated in women with CIN


Headaches


-if headaches severe, associated with elevated BP, or any neurologic signs or symptoms


  pt will need full neurological evaluation. Discontinue the OCs.


-if headache is not serious, can try a lower dose estrogen &/or progestin or extended use OC,


  especially if headaches occur in pill-free period


Nausea/vomiting


-reassure patient that nausea decreases after first 3-4 months


-take the pill with evening meal or at bedtime


-take pill at same time every day---symptoms increase with “doubling-up”


-decrease estrogen


Weight gain


-placebo-controlled randomized trials of OCs have found no evidence of a causal relationship

  between their use and weight gain


Surgery


-minor surgery does not require stopping OCs


-if major surgery or prolonged immobilization or any surgery on legs stop OCs one month prior 

  
 to procedure due to risk of DVT


Liver inducing medications


-decrease effectiveness of OCs


-rifampin, griseofulvin, phenytoin, carbamazepine, barbiturates

-use OCs with a barrier method, or increase to 50 mcg of estrogen or tricycle with only a 3-4 day 

  pill free period.

Extended Use OCs: “Seasonale”


84 tabs levonorgestrel 0.15 mg and ethinyl estradiol 30 mcg, followed by 7 inert tabs


Suppress menstruation and therefore (presumably) premenstrual/menstrual symprtoms.



Women do report fewer headaches


Breakthrough bleeding is primary side effect: 50%

Transdermal Contraception

“Ortho-Evra” contains norelgestromin (active metabolite of norgestimate) 150 mcg/day and ethinyl 

estradiol 20 mcg/day.  New patch applied weekly for 3 weeks, patch-free week during which 

withdrawal bleeding occurs.  Cycle control and side effects similar to OC except more breast tenderness and application site reactions.

Efficacy: theoretically better due to better compliance however Cochrane review (Jan 2003) showed 

similar efficacy to oral contraceptives;  decreased efficacy in women >90 kg, but still more 

effective than barrier methods, so weight not contraindication.

Vaginal Ring

“Nuva-Ring” contains etonogestrel 120 mcg/day and ethinyl estradiol 15 mcg/day in plastic ring

inserted in the vagina for 3 weeks followed by a “ring-free” week during which withdrawal 

bleeding occurs. Cycle control, side effects, efficacy similar to OCs.

Contraceptive efficacy drops precipitously when ring is removed---can ovulate as soon as
3 hours after 

removal.  Probably wise to instruct patients to check for ring placement before/after intercourse

Intrauterine Devices (IUDs)

Copper T 380-A IUD: T-shaped polyethylene device with copper sleeve on each horizontal arm 

and copper wire around vertical stem.  Clear or white strings hang from lower limb of 

IUD.  Effective for 10 yrs. Typical failure 0.8%. Mechanism of action: toxic effect on sperm,

and inhibition of tubal transport.

Progestasert IUD: T-shaped device made of ethylene vinyl acetate copolymer impregnated with 

38 mg. of progesterone.  It has blue/black strings.  Usually prescribed for DUB/dysmenorrhea.  

Effective for 1 year.  Typical failure 2 %

Levonorgestrel IUD (“Mirena”): T-shaped polyethylene device with reservoir containing 52 mg. 

levonorgestrel, released at rate of 20 mcg/day.  Effective for 5 yrs.  Typical failure 0.1-0.2%.

58% of women continue to ovulate, estradiol production not affected. Mechanism: thinning of 

endometrium inhibition of sperm survival, and thickening of cervical mucus.  Decreased 

menstrual bleeding and increased risk of amenorrhea.

Problem Management


Expulsion: 2-10% in first year.

-risks: nulliparity, abnormal menstrual flow, severe dysmenorrhea, uterine anomalies

-missed period may be first sign; remind patients to check for strings!

Pregnancy:

-approx 1/3 of pregnancies are related to undetected expulsions

-5% of pregnancies that occur w/ IUD in place will be ectopic.  

-if pt wishes to continue the pregnancy the IUD should be removed immediately. Risk of 


miscarriage 50% if IUD left in place, 25% if IUD removed.

-if patient wishes to terminate, IUD can be removed at that time

-if spontaneous ab, recommend D&C and doxycycline

Spotting/bleeding:

-more common with Copper-T, usually improves after first 3 months


-examine for other pathology (cancer of cervix/uterus, polyps, fibroids, cervicitis, DUB)


-obtain pregnancy test if bleeding assoc’d w/ pain


-consider NSAIDs (e.g. ibuprofen 400-800 mg q6-8 hrs) or several cycles of OCPs


-remove IUD if pt wants it removed, bleeding is thought to be secondary to endometritis or if pt 


  needs evaluation for endometrial cancer (age >40)


PID

-risk highest in first 20 days after insertion

-decrease risk with appropriate patient selection


-incidence of PID not decreased with prophylactic antibiotics


-risk not increased in diabetics or patients with HIV (if low risk)


-if suspect PID with IUD in place, remove IUD and treat appropriately


Genital Actinomyces


-Actinomyces on Pap smears suggest genital actinomycosis in IUD users; may want to review 


 smear with cytologist to confirm diagnosis


-if asymptomatic, can repeat Pap in one year.  If  persists, consider removing IUD or treating


 with antibiotics (e.g. doxycycline)


-if symptoms of PID, remove the IUD after preloading with antibiotics (ampicillin or 

 doxycycline); consider ultrasound to R/O abscess; consider hospitalization

Progestin-Only Pills (POPs)

POPs contain only a progestin and are taken continuously with no hormone-free days.  Ovulation 

is suppressed in 50% or more of cycles.  Thickened cervical mucus prevents sperm penetration.

Thin asynchronous endometrium prevents implantation.

Disadvantages

Irregular bleeding pattern

Unforgiving of late or missed pills

Ideal for women with decreased fertility: breastfeeding or age >40 yrs

Depo-Provera

Depot medroxyprogesterone acetate 150 mg. given as intramuscular injection every 13 weeks.

Same mechanism as POPs, but more suppression of ovulation.  Very high dose progestin.

No dosage adjustment for weight or enzyme-inducing drugs.  Do get suppression of estradiol.

Problem Management


Do not massage over site after injection---decreases effectiveness


Schedule injections every 12 weeks so there is a “grace period”;



develop clinic protocol if patient is late and has had unprotected intercourse e.g.



have patient use back up contraception or abstain for two weeks, check a pregnancy test, 

if neg administer next injection.


Menstrual irregularities


-counsel patient before receiving first injection


-offer one or more cycles of estrogen or combined OCs; or NSAIDs


Weight gain


-decrease calories, increase exercise


-if problematic, discontinue DMPA


Delay in return of fertility

Lunelle


Monthly injection of estradiol valerate and medroxyprogesterone acetate with a reliable 

withdrawal bleeding pattern.  Schedule injections every 28 days  (+/- 5 days).  More

rapid return to fertility than with Depo-Provera

Contraceptive Implants

Norplant no longer available
Rumors of new implants on the horizon (I’m not holding my breath)

Web Sites

Contraception Information Center/JAMA:  www.ama-assn.org/special/contra

Contraceptive Research and Development Program:  www.conrad.org

Office of Population Research at Princeton University:  opr.princeton.edu

Reproductive Health Online:  www.reproline.jhu.edu
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