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Contraception counseling and provision
are vital components of comprehensive
health care. Unplanned pregnancy can

be devastating to any woman but is particularly
dangerous for those with chronic illness. Inter-
nal medicine providers are in a unique position
to provide contraception, as they often intersect
with women at the moment of a new medical
diagnosis or throughout care for a chronic prob-
lem. A shared decision-making approach can
engage patients and ensure that they choose a
contraceptive method that aligns with their re-
productive plans and medical needs.
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Forty-five percent of all pregnan-
cies in the United States are unin-
tended or mistimed. The term
“unintended pregnancy” encom-
passes many circumstances;
however, when tracked over time
it is a useful marker for rates of
abortion, as well as negative
health or socioeconomic effects
for women, families, and children
(1). Although the overall number
of births, the abortion rate, and
the percentage of pregnancies
considered to be unintended have
decreased in the United States,
these rates still exceed those in
other similarly industrialized coun-
tries (1). Unintended pregnancy is
also a marker of reproductive
health disparities because it is
more common among women of
color and those who live below the
federal poverty level, most likely
reflecting an ecology of unequal
socioeconomic factors. Noting

these disparities could help iden-
tify opportunities to provide more
and better-quality reproductive
health care to these communities.

Contraceptive failure, secondary
to incorrect or inconsistent use or
method failure, is an important
and modifiable contributor to
unintended pregnancy (2). More
than 99% of sexually active
women in the United States aged
15–44 years have used at least 1
form of contraception in their
lifetimes, and 89% of reproductive-
aged women are currently using
some form of contraception (3).
Improved access and education
for women of reproductive age
may increase contraception up-
take and continuation, and primary
health care providers are uniquely
situated to facilitate safe and effec-
tive use.

Epidemiology and Efficacy
Who needs contraception?
Any sexually active woman who is
able to become pregnant and
wants to prevent it should be of-
fered contraception. Adolescents
and perimenopausal women are
an often-overlooked population,
as are women with medical
problems.

What are the various types of
contraception, and how do
they work?
Contraceptives are often divided
into hormonal and nonhormonal
methods (Table 1). Hormonal
contraceptives are further di-
vided into combined estrogen-
progestin (combined hormonal
contraceptives [CHCs]) or
progestin-only methods. Meth-
ods may also be categorized as
short-acting reversible contra-
ception or long-acting reversible
contraception (LARC). Short-
acting methods all contain hor-
mones and include pills, the
patch, the ring, and injectables.

LARC methods include hormonal
devices (i.e., contraceptive im-
plant and hormonal intrauterine
device [IUD]) and nonhormonal
IUDs.

CHC
CHC methods available in the
United States include combined
oral contraceptive (COC) pills,
the transdermal patch, and the
vaginal ring. All combined meth-
ods include a biologically active
form of ethinyl estradiol and
some type of progestin (mestra-
nol, a prodrug of ethinyl estra-
diol, was the original estrogen
and is rarely available in some
forms of combined contracep-
tion). The primary mechanism of
CHC is through progestin sup-
pression of ovulation. The estro-
gen component contributes to
ovulation suppression but is
more significant in bleeding con-
trol and endometrial stabilization
(4).The pills must be taken daily,
the patch must be changed
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weekly, and the ring must be
changed monthly.

Progestin-only methods
There are 4 types of progestin-
only methods: oral contraceptive
pills (progestin-only pills), inject-
ables, subdermal implants, and
the progestin-containing IUD (the
latter 2 of which are LARC
methods).

All of these methods except the
levonorgestrel IUD (discussed
later) prevent pregnancy through
ovulation suppression and
progestin-induced changes to
the cervical mucus and endome-
trium. The progestin-only pills
have a short half-life, a finding
that has traditionally led to rec-
ommendations to take the pill at

the same time every day. How-
ever, no data link pill timing and
clinical pregnancy outcomes (5).
Injectable methods (depot me-
droxyprogesterone acetate) are
administered every 3 months
(specifically, every 11 to 13
weeks) and come in intramuscu-
lar or subcutaneous forms. The
subcutaneous form can be self-
injected, although this is
off-label.

LARC methods
Several LARC methods are ap-
proved by the U.S. Food and
Drug Administration (FDA): hor-
monal IUDs (all of which contain
levonorgestrel, including Liletta,
Mirena, Kyleena, and Skyla), sub-
dermal progestin implants

Table 1. Pharmacologic and Barrier Methods of Contraception

Type Examples Dosing Frequency Comments

Combined (ethinyl
estradiol and a
progestin)

Oral contraceptive pills
(COCs, “the pill”)

Taken daily by mouth Efficacy for all short-acting
methods depends on user
compliance

Transdermal patch (Xulane) Single patch changed weekly for
3 wk, then off for 1 wk (for
withdrawal bleeding)

Vaginal ring (Nuvaring) Inserted in the vagina for 3 wk,
then removed for 1 wk (for
withdrawal bleeding); new ring
every mo

Progesterone-only Oral contraceptive pills
(POPs, “mini pill”)

Taken daily by mouth with no
“off” wk

Efficacy depends on user
compliance

Injectable
(medroxyprogesterone
[Depo-Provera])

Intramuscular or subcutaneous
injection every 3 mo

Intramuscular: Must be given by a
health care provider;
self-administered subcutaneous
injection is off-label

LARC methods Subdermal implant
(Nexplanon)

Placed subdermally in upper arm,
approved for 3 years, effective
to 4

Must be placed by a trained
health care provider; dosing
frequency reflects the longest
amount of time for which the
method can be used; the
device can be removed earlier

LNG-IUD [Liletta, Mirena,
Kyleena, Skyla])

Inserted in uterus, approved for
3–5 y; Liletta and Mirena are
effective up to 7 y

Copper IUD (Paragard) Inserted in uterus, approved for
10 y, effective for 12 y

Barrier Condoms (male and
female)

Every intercourse The only methods of contracep-
tion that also protect against
sexually transmitted diseases;
available over-the-counter

Vaginal sponges Every intercourse Available over-the-counter
Diaphragm, cervical cap Every intercourse Must be fitted by a physician

COC = combined oral contraceptive; IUD = intrauterine device; LARC = long-acting reversible contraception; LNG = levonorgestrel;
POP = progesterone-only pill.

11. Schwartz JL, Weiner DH,
Lai JJ, Frezieres RG,
Creinin MD, Archer DF,
et al. Contraceptive effi-
cacy, safety, fit, and ac-
ceptability of a single-
size diaphragm
developed with end-user
input. Obstet Gynecol.
2015;125:895-903.
[PMID: 25751199]

12. Curtis KM, Jatlaoui TC,
Tepper NK, Zapata LB,
Horton LG, Jamieson DJ,
et al. U.S. selected prac-
tice recommendations
for contraceptive use,
2016. MMWR Recomm
Rep. 2016;65:1-66.
[PMID: 27467319] doi:10
.15585/mmwr.rr6504a1

13. Jones RK, Lindberg LD,
Higgins JA. Pull and pray
or extra protection? Con-
traceptive strategies
involving withdrawal
among US adult women.
Contraception. 2014;90:
416-21. [PMID:
24909635]
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containing etonogestrel (Nex-
planon), and a nonhormonal cop-
per IUD (Paragard).

The levonorgestrel IUD is in-
serted into the uterus and is FDA-
approved for 3–5 years depend-
ing on the brand. It prevents
pregnancy by thickening cervical
mucus, which prevents passage
of sperm, as well as by thinning
the endometrial lining and slow-
ing tubal motility. Estrogen levels
remain normal, and most cycles
are ovulatory.

The subdermal implant is placed
in the inner aspect of the arm,
3–5 cm inferior to the space be-
tween the biceps and triceps. It is
approved for 3 years. It works
predominantly by suppressing
ovulation.

The copper IUD is inserted into the
uterus, is approved for 10 years,
and creates a sterile inflammatory
state rendering the uterus inhospi-
table to sperm or ova.

Recent data support the efficacy
of all LARC methods for longer
than the FDA-approved periods.
They support efficacy of the
52-mg levonorgestrel IUD
(Mirena and Liletta) for up to 7
years, the subdermal implant for
up to 4 years, and the copper
IUD for as long as 12 years (6, 7).
However, the FDA approvals have
not yet changed, and we endorse
extended use of these methods
only with careful counseling and
shared decision making.

Permanent sterilization
For people who are certain they
no longer desire fertility, perma-
nent sterilization may be an
appropriate option. There are
various types of female steriliza-
tion via tubal ligation, which in-
cludes postpartum tubal ligation
and interval tubal ligation. All of
these procedures involve sur-
gery, and efficacy rates vary ac-
cording to technique (see “How
effective are contraceptives at

preventing pregnancy?”). Of
note, the latest recommenda-
tions for female sterilization in-
clude salpingectomy (removal of
the fallopian tube). This proce-
dure also reduces risk for ovarian
cancer but is absolutely irrevers-
ible (8). Hysteroscopic steriliza-
tion (Essure) was voluntarily re-
moved from the market in 2018
because of safety concerns about
chronic postprocedure pain.

Male sterilization via vasectomy is
also an excellent option and is
the only contraceptive method
available for men aside from con-
doms. There are several
techniques, all of which involve
bilateral transection of the vas
deferens. Unlike some types of
female sterilization, vasectomy
does not render the patient ster-
ile immediately. Couples need to
use additional contraception for
at least 12 weeks after the proce-
dure, until azoospermia can be
confirmed. Vasectomy may be an
ideal choice for couples in which
contraceptive methods create
risks for the female partner (9).

Barrier methods
Several barrier methods are
available, including condoms,
vaginal sponges, diaphragms,
and cervical caps. All work by
preventing sperm from accessing
the cervix. Male and female con-
doms also prevent passage of
sperm into the vagina. Condoms
are the only methods of contra-
ception that protect against sexu-
ally transmitted diseases. Vaginal
sponges and condoms are avail-
able over the counter. Aside from
the recently released Caya
diaphragm, diaphragms and cer-
vical caps require fitting by a cli-
nician (10, 11). They also require
spermicide. Vaginal sponges
contain spermicide.

Coitus interruptus (withdrawal)
Withdrawal is typically not re-
garded as a contraceptive

14. Jamieson DJ, Costello C,
Trussell J, Hillis SD,
Marchbanks PA, Peterson
HB; US Collaborative
Review of Sterilization
Working Group. The risk
of pregnancy after vasec-
tomy. Obstet Gynecol.
2004;103:848-50.
[PMID: 15121555]

15. Castellano T, Zerden M,
Marsh L, Boggess K.
Risks and benefits of
salpingectomy at the
time of sterilization.
Obstet Gynecol Surv.
2017;72:663-668.
[PMID: 29164264]

16. Graesslin O, Korver T. The
contraceptive efficacy of
Implanon: a review of
clinical trials and market-
ing experience. Eur J
Contracept Reprod
Health Care. 2008;13
Suppl 1:4-12. [PMID:
18330813]

17. Trussel J, Aiken A. Con-
traceptive Efficacy. In:
Hatcher RA, Nelson AL,
Trussell J, Cwiak C, Ca-
son P, Policar MS, et al,
eds. Contraceptive Tech-
nology. New York: Ar-
dent Media; 2018.

18. Ahrendt HJ, Nisand I,
Bastianelli C, Gómez MA,
Gemzell-Danielsson K,
Urdl W, et al. Efficacy,
acceptability and tolera-
bility of the combined
contraceptive ring, Nu-
vaRing, compared with
an oral contraceptive
containing 30 microg of
ethinyl estradiol and 3
mg of drospirenone.
Contraception. 2006;74:
451-7. [PMID: 17157101]

19. Creinin MD, Meyn LA,
Borgatta L, Barnhart K,
Jensen J, Burke AE, et al.
Multicenter comparison
of the contraceptive ring
and patch: a randomized
controlled trial. Obstet
Gynecol. 2008;111:267-
77. [PMID: 18238962]

20. Lopez LM, Grimes DA,
Gallo MF, Schulz KF. Skin
patch and vaginal ring
versus combined oral
contraceptives for contra-
ception. Cochrane Data-
base Syst Rev. 2010:
CD003552. [PMID:
20238323]

21. Zieman M, Guillebaud J,
Weisberg E, Shangold
GA, Fisher AC, Creasy
GW. Contraceptive effi-
cacy and cycle control
with the Ortho Evra/Evra
transdermal system: the
analysis of pooled data.
Fertil Steril. 2002;77:
S13-8. [PMID:
11849631]

22. Wu W, Bartz D. Inject-
able contraceptives. In:
Hatcher RA, Nelson AL,
Trussell J, Cwiak C, Ca-
son P, Policar MS, et al,
eds. Contraceptive Tech-
nology. New York: Ar-
dent Media; 2018.
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method, given its relative lack of
efficacy: 20% of women using this
technique will become pregnant
within 1 year (3, 12). However, it
remains popular, with 65% of
women reporting ever-use of this
method and, as some authors
have pointed out, it prevents preg-
nancy better than no method at all.
This method requires agreement
and engagement of both partners
to increase effectiveness and is
most effective in more established
relationships (3, 13).

How effective are
contraceptives at preventing
pregnancy?
Contraceptive efficacy varies
greatly by type and user (Table 2).
All efficacy rates are divided into
“perfect use” and “typical use.”
Perfect use rates can be mislead-
ing; typical use rates better
reflect real-world conditions. De-
spite considerable variation in

efficacy, each method is more
effective at preventing preg-
nancy than no method. Contra-
ceptive efficacy is often
described in tiers. Top-tier meth-
ods, the most efficacious, include
permanent sterilization and
LARC; the next tier includes
CHCs; and the bottom tier in-
cludes the barrier methods.

Permanent sterilization
Failure rates for permanent steril-
ization vary by type (e.g., imme-
diate postpartum tubal ligation,
interval tubal ligation outside of
pregnancy, or vasectomy). The
rate of failure for vasectomy is
0.01% at 5 years (14).

Efficacy of female permanent sterilization var-
ies by procedure type. Partial salpingectomy,
most commonly done immediately after deliv-
ery, is one of the most effective permanent
techniques, with a failure rate of 6.3 per 1000
women over 5 years. Interval tubal ligation,
which is done independent of pregnancy, is

23. Warner L, Steiner MJ.
Male condoms. In:
Hatcher RA, Nelson AL,
Trussell J, Cwiak C, Ca-
son P, Policar MS, et al,
eds. Contraceptive Tech-
nology. New York: Ar-
dent Media; 2018.

24. Rosenberg MJ, Waugh
MS. Latex condom break-
age and slippage in a
controlled clinical trial.
Contraception. 1997;56:
17-21. [PMID: 9306027]

25. Trussell J, Cleland K,
Schwartz EB. Emergency
contraception. In:
Hatcher RA, Nelson AL,
Trussell J, Cwiak C, Ca-
son P, Policar MS, et al,
eds. Contraceptive Tech-
nology. New York: Ar-
dent Media; 2018

26. Glasier AF, Cameron ST,
Fine PM, Logan SJ, Ca-
sale W, Van Horn J, et al.
Ulipristal acetate versus
levonorgestrel for emer-
gency contraception: a
randomised non-
inferiority trial and meta-
analysis. Lancet. 2010;
375:555-62. [PMID:
20116841]

27. Jatlaoui TC, Curtis KM.
Safety and effectiveness
data for emergency con-
traceptive pills among
women with obesity: a
systematic review. Con-
traception. 2016;94:605-
611. [PMID: 27234874]

28. Shigesato M, Elia J,
Tschann M, Bullock H,
Hurwitz E, Wu YY, et al.
Pharmacy access to Ulip-
ristal acetate in major
cities throughout the
United States. Contracep-
tion. 2018;97:264-269.
[PMID: 29097224]

29. Jayakrishnan K, Baheti
SN. Laparoscopic tubal
sterilization reversal and
fertility outcomes. J Hum
Reprod Sci. 2011;4:
125-9. [PMID:
22346079]

30. Harada T, Momoeda M,
Terakawa N, Taketani Y,
Hoshiai H. Evaluation of
a low-dose oral contra-
ceptive pill for primary
dysmenorrhea: a
placebo-controlled,
double-blind, random-
ized trial. Fertil Steril.
2011;95:1928-31.
[PMID: 21420678]

31. Milsom I, Lete I, Bjert-
naes A, Rokstad K, Lindh
I, Gruber CJ, et al. Effects
on cycle control and
bodyweight of the com-
bined contraceptive ring,
NuvaRing, versus an oral
contraceptive containing
30 microg ethinyl estra-
diol and 3 mg dro-
spirenone. Hum Reprod.
2006;21:2304-11.
[PMID: 16763008]

32. Miller L, Notter KM.
Menstrual reduction with
extended use of combi-
nation oral contraceptive
pills: randomized con-
trolled trial. Obstet Gyne-
col. 2001;98:771-8.
[PMID: 11704167]

Table 2. Contraception Efficacy Rates*

Method Unplanned Pregnancy in the First Year of Use, %

Typical Use Perfect Use

No method 85 85
Withdrawal 20 4
Cap

Parous women 32 26
Nulliparous women 16 9

Sponge
Parous women 27 20
Nulliparous women 14 9

Diaphragm 17 16
Condom

Female 21 5
Male 13 2

Combined hormonal contraceptive pill 7 0.3
Progesterone-only pill 7 1
Transdermal patch 7 0.3
Intravaginal ring 7 0.3
Depo-Provera 4 0.2
Subdermal implant 0.1 0.1
Copper IUD 0.8 0.6
LNG-IUD 0.1 0.1
Female sterilization (tubal occlusion) 0.5 0.5
Male sterilization 0.15 0.1

IUD intrauterine device; LNG = levonorgestrel.
*Percentage of women with an unintended pregnancy during first year of typical use
and perfect use (17).
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usually a laparoscopic procedure and has a
lower success rate, with failure rates ranging
from 16.5 per 1000 women over 5 years for
bipolar cautery technique to 31.1 per 1000
women over 5 years for the spring clip tech-
nique (9). The current recommendation for in-
terval tubal ligation is salpingectomy, or re-
moval of the entire fallopian tube, which has a
failure rate theoretically approaching 0%—
there are no published statistics on failures
(15).

LARC methods
LARC efficacy rates rival or ex-
ceed those of permanent steril-
ization. The copper IUD has a
failure rate of 0.8% at 1 year, and
the levonorgestrel IUD has a fail-
ure rate of 0.1% at 1 year (2). The
subdermal implant is the most
effective contraception, with fail-
ure rates below 0.05% at 1 year
(2, 16).

Short-acting hormonal methods
Short-acting hormonal methods
include both oral contraceptive
pill types (combined and
progestin-only) as well as the
patch, the vaginal ring, and in-
jectable medroxyprogesterone.
These methods are less effica-
cious than the LARC methods
because efficacy is highly influ-
enced by how the method is
used. For both types of contra-
ceptive pill, failure rates among
the general population average
7% at 1 year (17). The failure
rates for the transdermal patch
and the vaginal ring are similar to
that of the pills (17–21). Injectable
medroxyprogesterone failure
rates are among the lowest in this
tier. Four percent is the most re-
cently reported rate (22), al-
though follow-up rates, which
affect efficacy, vary.

Barrier methods
The least effective methods are
barrier methods: male and fe-
male condoms, diaphragms,
sponges, and cervical caps. Simi-
lar to combined methods, con-
dom efficacy is limited by user
adherence, and typical-use fail-
ure rates approach 13% (23, 24).

Failure rates for male condoms
are typically lower than for fe-
male condoms (13% vs. 21%).
The difference is believed to be
attributable to relative familiarity
and ease of use of male condoms
(10, 23). Manufacturers of female
condoms have a robust training
module to assist clinicians in edu-
cating patients (10). Both types
can fail when they are not used
properly or through mechanical
failure (such as breakage or
slippage).

Diaphragms have a high failure
rate, especially when used by
younger, more fertile women (3).
The newest type of diaphragm
(Caya) can be purchased online
without a fitting by a health pro-
fessional and seems to be as ef-
fective as previous generations of
diaphragms, with a failure rate of
about 17% (11). For cervical caps
and vaginal sponges, failure rates
are higher among parous women
because the change in cervical
shape with parity makes the cap
more difficult to fit (10).

What is “emergency
contraception”?
Emergency contraception (EC),
also called postcoital contracep-
tion (Table 3), is any type of
contraception used after sexual
intercourse. EC does not inter-
rupt an established pregnancy.
Options include the copper IUD;
dedicated products (including
levonorgestrel [Plan B] and ulip-
ristal acetate [ella]); and, rarely,
COCs (the “Yuzpe” regimen). All
of the oral ECs prevent preg-
nancy by delaying ovulation. The
copper IUD probably prevents
pregnancy through endometrial
inflammation, although that
mechanism is less well
understood (25).

By far the most effective method
of EC is insertion of a copper IUD
within 5 days of unprotected in-
tercourse. This approach can re-
duce risk for pregnancy by 99%

33. Stewart FH, Kaunitz AM,
Laguardia KD, Karvois
DL, Fisher AC, Friedman
AJ. Extended use of
transdermal norelge-
stromin/ethinyl estradiol:
a randomized trial. Ob-
stet Gynecol. 2005;105:
1389-96. [PMID:
15932834]

34. Freeman EW. Evaluation
of a unique oral contra-
ceptive (Yasmin) in the
management of premen-
strual dysphoric disorder.
Eur J Contracept Reprod
Health Care. 2002;7
Suppl 3:27-34; discus-
sion 42-3. [PMID:
12659404]

35. Lopez LM, Kaptein AA,
Helmerhorst FM. Oral
contraceptives containing
drospirenone for pre-
menstrual syndrome.
Cochrane Database Syst
Rev. 2012:CD006586.
[PMID: 22336820]

36. Arowojolu AO, Gallo MF,
Lopez LM, Grimes DA.
Combined oral contra-
ceptive pills for treat-
ment of acne. Cochrane
Database Syst Rev. 2012:
CD004425. [PMID:
22696343]

37. Mueck AO, Seeger H,
Rabe T. Hormonal contra-
ception and risk of endo-
metrial cancer: a system-
atic review. Endocr Relat
Cancer. 2010;17:R263-
71. [PMID: 20870686]

38. Cibula D, Gompel A,
Mueck AO, La Vecchia C,
Hannaford PC, Skouby
SO, et al. Hormonal
contraception and risk of
cancer. Hum Reprod
Update. 2010;16:631-
50. [PMID: 20543200]

39. Bahamondes L, Valeria
Bahamondes M,
Shulman LP. Non-
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in women who use the device for
ongoing contraception (25).

The most recently developed EC
is ulipristal acetate, a selective
progesterone-receptor modula-
tor, which is twice as effective at
pregnancy prevention as the
levonorgestrel methods. Ulipristal
acetate maintains efficacy (90% pre-
vention) up to 5 days after unpro-
tected sex, it does not become less
effective during that time, and effi-
cacy does not vary by body mass
index (BMI). It is available only by
prescription (26).

The progestin (levonorgestrel)
EC regimens may reduce risk
for pregnancy by 89% (25).
Levonorgestrel can prevent preg-
nancy when taken up to 5 days
after an episode of unprotected
intercourse but is most effective
when taken as soon as possible.
It may also be less effective in
women with a BMI exceeding
26 kg/m2; for those women, ulip-
ristal acetate or the copper IUD
should be strongly considered (27).

The levonorgestrel regimen is
available without a prescription.
Women who are at risk for con-
traception failure should be in-
formed of this option and even

encouraged to obtain the medi-
cation before they need it. Both
levonorgestrel and ulipristal ace-
tate methods can be obtained in
anticipation of need, which can
be useful because pharmacy
stocking of the methods may be
inconsistent. Rapid acquisition of
postcoital contraception is crucial
(28).

When COCs are used as EC, the
number of pills that needs to be
taken varies according to the for-
mulation. They have more side
effects (spotting, nausea, and
vomiting) than the dedicated
products, are less effective, and
must be taken within 72 hours of
unprotected intercourse. This is a
rarely used method with notable
disadvantages and low efficacy,
but it may have utility in low-
resource settings. We recom-
mend use of the more effective
EC products (25).

What is the role of tubal
ligation and vasectomy?
Are they reversible?
Sterilization is extremely effec-
tive for persons seeking to
avoid conception on a perma-
nent basis. However, it carries
the usual surgical and anes-

Table 3. Emergency Contraception Methods*

Method Dose Comments

Copper IUD Reduces risk for pregnancy by 99%; is
the most effective emergency
contraception

ella Ullipristal acetate selective progesterone
receptor modulator (30 mg pill, given
once)

Maintains efficacy though days 1
through 5; available by prescription
only; most effective of the
dedicated oral regimens

LNG single-dose (Plan B, Plan B One-Step,
generics)

1.5 mg LNG taken within 5 days of
unprotected intercourse

Diminishing efficacy from day 1 to
day 5; may be less effective in
women with BMI >26 kg/m2; least
effective of the dedicated oral
regimens (risk for pregnancy
reduced by 60%–90%)

“Yuzpe” regimen Combines oral contraceptive pills
containing ethinyl estradiol (200 mcg
total) and either norgestrel (2 mg) or
LNG (1 mg), given once within 72 hr of
unprotected intercourse

Reduces risk for unplanned
pregnancy by 74%; associated with
nausea and vomiting

IUD = intrauterine device; LNG = levonorgestrel.
*From references 25 to 27.
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thetic risks. It may be unaccept-
able to some women or not rec-
ommended because of other
health reasons. Further, no pa-
tient, male or female, should
choose sterilization believing
that it can be reversed. All types
of sterilization should be con-
sidered permanent. Reversal
procedures for both vasectomy
and tubal ligation are costly and
frequently fail—success depends
on the type of sterilization (29).

Of note, the most effective form
of sterilization (salpingectomy)
cannot be reversed (15).

For many women, LARC methods
(subdermal implants or IUDs)
might be more appropriate. Like
sterilization, these methods are
extremely efficacious for reduc-
ing pregnancy; with the excep-
tion of salpingectomy, they are as
effective as most types of steril-
ization, if not more so.

Medical Considerations
Does contraception have
benefits other than preventing
pregnancy?
Hormonal contraceptives offer
several benefits beyond preven-
tion of pregnancy. CHCs (includ-
ing COC pills, the transdermal
patch, and the vaginal ring) can
help alleviate dysmenorrhea
through decreased uterine pros-
taglandin production as well as
by inhibiting ovulation (30). They
may also be used for cycle con-
trol, which reduces anemia in
women with irregular bleeding or
oligomenorrhea and makes men-
struation more predictable. Cycle
control is important because
women with anovulatory cycles
are at risk for endometrial hyper-
plasia and subsequent uterine
cancer (31). Symptoms of menor-
rhagia also improve through
lighter menses and suppression
of ovulation (32, 33).

COCs may also help reduce pre-
menstrual symptoms in some
women. Drospirenone-
containing COCs have been
found to be helpful with premen-
strual dysphoric disorder, and
other COCs may be just as effec-
tive (34, 35). Hirsutism and acne
also decrease with use of CHCs
as a result of increased sex hor-
mone–binding globulin and sup-
pressed production of ovarian
androgen (36).

CHCs decrease risk for several
types of cancer. Risk for endome-
trial cancer is 50% lower among
women who use COCs than
among those who have never
used them. This benefit persists
for up to 20 years after use, ac-
cording to a systematic review
(37). Relative risk for ovarian can-
cer is decreased by 20% for ev-
ery 5 years of COC use (38).

Epidemiology and Efficacy... The most effective methods of contra-
ception include LARC methods (IUDs, subdermal implants) and steriliza-
tion, with failure rates less than 1%. Pills, the transdermal patch, inject-
ables, and the vaginal ring are all effective when used correctly but
have a failure rate up to 7% owing to user error. The efficacy of EC var-
ies. The copper IUD can prevent up to 99% of pregnancies when used
as postcoital contraception. Tubal ligation or vasectomy may be appro-
priate for patients who are certain that they want to avoid pregnancy
permanently.

CLINICAL BOTTOM LINE
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Combined methods may also de-
crease risk for colon cancer (39).

Finally, many women have symp-
toms that are exacerbated by
hormone fluctuations (e.g., sickle
cell crisis, migraine). In some
women, these symptoms im-
prove with use of hormonal
contraception.

Like COCs, injectable contracep-
tion can improve symptoms of
menorrhagia and reduce risk for
endometrial cancer (40). It also
may be used for cycle control for
women who are comfortable
with amenorrhea (40). Both the
subdermal implant and the
levonorgestrel IUD have been
shown to improve dysmenorrhea
and other symptoms of endome-
triosis (41, 42). The levonorg-
estrel IUD is extremely effective
in treating menorrhagia, reduc-
ing blood loss by up to 50% (40).

Like the CHCs, both types of IUD
decrease endometrial cancer risk
(43). The levonorgestrel IUD has,
with ongoing surveillance, also
been used to treat endometrial
hyperplasia without atypia (44).

What are the risks of CHCs?
All CHCs are associated with a
small increased risk for venous
thromboembolism (VTE) (Table 4).
The increase is most pronounced
in the first year.

Baseline risk for VTE in the population is 1–5 per
10 000 woman-years. For pregnant women, the risk
is 5–20 per 10 000 woman-years. For women receiv-
ing low-dose estrogen-containing contraceptives,
the risk is 3–9 per 10 000 woman-years. The rate is
slightly higher in older women and those with obe-
sity. Risk increases among women with hyperten-
sion and those who smoke. However, the risk is
eliminated within 30 days after discontinuation of
the combined method (45).

The transdermal patch received
attention in the early 2000s for a

Table 4. Contraception Risks*

Method Risks Comments

All combined hormonal contraceptives
(≤35 mcg estrogen), COCs,
transdermal patch, vaginal ring

VTE Slightly elevated risk; increase greatest
during first year of use; rate slightly
higher for older women and obese
women; risk eliminated within 30 d of
discontinuation; transdermal patch
carries black box warning for risk for VTE,
although repeated evidence suggests no
significant increase in risk

Ischemic stroke Increased risk for women with uncontrolled
hypertension (>160/100 mm Hg), who
smoke, and women with migraine with
aura. COCs are contraindicated in these
women.

Arterial blood clot Increased risk in smokers, women older
than 40 y, and women with obesity

Transdermal patch Irritation at the patch site A function of the delivery system, not
the drug

Vaginal ring Vaginal irritation or discharge Physiologic leukorrhea
Injectable medroxyprogesterone Weight gain Weight gain, especially in adolescents

Loss of bone mineral density Transient and reversible bone loss with
no increased fracture risk

Intrauterine devices Cramping during first several mo after
insertion

Successfully treated with nonsteroidal
anti-inflammatory drugs

Spontaneous expulsion Risk <1%
Genital tract infection at the time of

insertion
Risk is low and deceases after 20 d of

insertion; prophylactic antibiotics at
the time of insertion do not decrease
risk and are not recommended

Uterine damage Very low risk for uterine perforation (0.01%)

COC = combined oral contraceptive; IUD = intrauterine device; VTE = venous thromboembolism.
*From reference 12.
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black box warning about in-
creased risk for VTE. However,
examination of the data suggests
that the risk may not be as high
as originally believed. Several
studies comparing risk associ-
ated with the patch as opposed
to other combined methods did
not find a significant difference,
although a label change states
that the risk for VTE among patch
users is 1.5 times greater than that
among COC users (46). The fourth-
generation progestins (dro-
spirenone) have attracted attention
as being associated with greater risk
for VTE than second-generation
progestins. However, research sug-
gests that the rate of VTE in dro-
spirenone users remains low (10.22
per 10 000 woman-years) and is
significantly lower than the risk
among pregnant women. U.S. label-
ing reflects this possible difference
in risk. Consensus guidelines from
the American College of Obstetri-
cians and Gynecologists encourage
shared decision making regarding
use of the drospirenone-containing
pill and encourage continued use
among women who are using it
successfully (45).

Of note, women who smoke or who
have migraines with aura should not
receive estrogen-containing contra-
ceptives because of the risk for isch-
emic stroke (12).

Smokers older than 35 years had a 15- to 20-
fold higher risk for ischemic stroke than non-
smokers while using combined methods of
contraception. Women who have migraines
with aura have a slightly higher risk for stroke
while using combined methods than do those
who do not experience aura (12).

Women who smoke and those
with hypertension who are older
than 35 years also have increased
risk for myocardial infarction
while using combined methods,
and estrogen-containing meth-
ods are not recommended for
these groups. This increase is not
seen in women younger than 35
years, regardless of smoking or
hypertension status (12).

That the estrogen component of
combined methods may cause
breast cancer is based on a meta-
analysis from 1996 that examined
breast cancer rates among users
of COC pills (47). However, re-
peated studies have shown that
women receiving low-dose COCs
(≤35 mcg, the standard since
1978) who have no personal history
of breast cancer are not at increased
risk. A multicenter case–control
study with more than 9000 partici-
pants found no association between
COCs and breast cancer incidence,
even within subtypes (48). Studies
have also found no excess risk
among women with BRCA1 or
BRCA2 mutations or a strong family
history of breast cancer (49).

A large, recently published study
from Denmark reported higher
risk for breast cancer among
women with ever-use of CHCs
than among nonusers, with in-
creasing risk with longer use (50).
The study generated many head-
lines, but cautious interpretation
of its findings is encouraged—the
absolute risk remains very small
and, given the study's prospec-
tive nature, whether there is a
causal relationship is difficult to
determine.

Users of the transdermal patch
may experience irritation at the
patch site, and users of the vagi-
nal ring may have vaginal irrita-
tion or discharge. Side effects
are a function of the delivery
method (i.e., skin-adherent patch
and intravaginal ring), not the
medication (20).

What are the risks of
progestin-only and LARC
methods?
Injectables are associated with
modest weight gain for many
women. Recent data show that
women who gain 5% of their
body weight, especially adoles-
cents, during the first 3–6 months
of use have increased risk for
continued weight gain through-
out use (22). Injectables are also
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associated with a transient and
reversible loss of bone mineral
density but no increased risk for
fracture. They are also associated
with intermenstrual spotting and
a return to fertility in an average
of 10 months (22).

Progestin-only methods are not
associated with increased risk for
VTE. Both the subdermal implant
and the levonorgestrel IUD are
associated with irregular bleed-
ing or intermenstrual spotting.
Bleeding in users of the levo-
norgestrel IUD is often minor to
nonexistent, and irregular spot-
ting usually resolves (2). The cop-
per IUD is associated with in-
creased monthly bleeding and
cramping, but these symptoms
can be treated with nonsteroidal
anti-inflammatory drugs (51).
Both types of IUD may be associ-
ated with cramping during the
first several months after insertion
and have a small risk for spontane-
ous expulsion (2). There is also a
small but increased risk for upper
genital tract infection (pelvic inflam-
matory disease) at the time of inser-
tion (1 per 1000 women), but risk

does not extend beyond the first
month of insertion (52).

Strong evidence from a Cochrane meta-
analysis indicates that prophylactic antibiotics
at the time of IUD insertion do not decrease
risk for genital tract infection and thus are not
recommended (52).

Finally, there are risks with LARCs
associated with insertion. IUD
insertion carries a very low risk
for uterine damage, including
perforation (0.01%). Insertion of
the subdermal implant confers a
1% cumulative risk for all compli-
cations, including hematoma or

infection, and a 1.7% cumulative
risk for complications associated
with removal, including breakage,
infection, and hematoma (53).

What are the risks to the fetus
if a woman becomes pregnant
while using oral
contraceptives?
There is no evidence that exposure
to oral contraceptives, early or oth-
erwise, causes fetal anomalies,
spontaneous miscarriage, preterm
delivery, birth defects, compro-
mised fertility in the offspring, or
any other abnormalities (4).

Counseling Considerations
When should women
be counseled about
contraception?
The average woman in the
United States plans to have 2
children, spends 5 years of her
life attempting pregnancy and
being pregnant or postpartum,
and spends nearly 30 years at-
tempting to avoid pregnancy.
The average age at the first epi-
sode of sexual intercourse in the
United States is 17 years. The first
conversation about contracep-
tion should ideally occur before a
woman's first sexual encounter,
although the best time to counsel
a woman about contraception is
when she seeks such advice. This
may be before sexual debut but
should also be repeated

throughout the reproductive
years (1). Of note, contraception
counseling is especially relevant
for women with medical problems,
even seemingly minor ones. When a
new medication is initiated or a new
diagnosis is discussed, contracep-
tion and pregnancy prevention or
planning should be included in the
conversation and an appropriate
referral should be made as needed.

Which women are at greatest
risk for complications if they
become pregnant, and should
this affect their choice of
contraception?
The conversation about contra-
ception is especially important
for women who have medical
illnesses or those whose health

would be compromised by
pregnancy. Women who have
chronic medical conditions are
often able to have successful
and safe pregnancies, but ideally
those pregnancies should be
planned and the conditions
should be optimized before
conception.

Women at the greatest risk for
medical complications with
pregnancy include but are not
limited to those with cardiac
conditions (including valvular
disorders, cardiac failure, and
pulmonary hypertension), auto-
immune disorders (systemic lu-
pus erythematosus, anticardioli-
pin antibody), renal failure,
diabetes (especially type 1), hy-

Medical Considerations... Medical benefits of hormonal contraception
include cycle regulation, lighter periods, and reduced premenstrual symp-
toms. Both the levonorgestrel IUD and the subdermal implant are associated
with significantly decreased menstrual bleeding. The levonorgestrel IUD can
also be used to treat endometrial hyperplasia without atypia and menorrhagia.
For women older than 35 years who smoke or who have migraine with aura,
any estrogen-containing method is contraindicated owing to the increased
risk for stroke. There is a slightly increased risk for VTE in every patient starting
a CHC, and this risk is highest in the first year of use. There is no risk to the fetus
if a woman conceives while using a combined method.

CLINICAL BOTTOM LINE
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pertension, a history of thrombo-
sis, or HIV (see the Box: List of
Common Medical Conditions
That Increase Risk for Pregnancy
Complications). Women who
have had a complicated preg-
nancy (hemorrhage, abnormal
uterine scars, peripartum or
postpartum cardiomyopathy,
eclampsia) are at risk for future
complications (12). Careful con-
sideration of contraception is
particularly important for these
patients, and their medical con-
dition often influences their
choice of contraception.

The U.S. Medical Eligibility Crite-
ria for Contraceptive Use from
the Centers for Disease Control
and Prevention (CDC) is a com-
prehensive analysis of medical
problems and the risks associ-
ated with certain contraceptives
(12), adapted from criteria from
the World Health Organization
specifically for use in the United
States (12). It can help to deter-

mine the best methods for an
individual patient.

How should providers partner
with women to choose a
contraceptive?
We strongly recommend shared
decision making in reproductive
health discussions. In this model,
providers partner with patients
throughout the decision: Physi-
cians are the experts on medicine,
and the patients are the experts on
their own lives. This approach is
the hallmark of patient-centered
care, and when done well, it allows
a woman to receive the informa-
tion she needs to make an edu-
cated decision while maintaining
her autonomy to make the best
decision for herself. Providers must
be cognizant of their own biases
and make recommendations with-
out inadvertently causing the pa-
tient to feel coerced into choosing
a particular method (54).

When guiding a patient through
the discussion, the physician
should start by asking about her

personal priorities. Although we
may presume “how well it works”
would be at the top of the list, it
often is not. Lifestyle, past use,
side effects, and personal com-
fort with the method are all im-
portant. Providing a patient with
a method she is unlikely to use
correctly increases risk for failure.
For example, women with unpre-
dictable work schedules may find
it difficult to take a pill at the
same time every day. Those who
are not comfortable changing a
vaginal ring will probably not
continue to use it. Women plan-
ning to become pregnant in the
next year or so are not good can-
didates for injectable methods.

Patients may express discomfort
with a particular method's side ef-
fects, such as amenorrhea from the
levonorgestrel IUD or spotting with
the subdermal implant. It is impor-
tant to explain the possible side ef-
fects thoroughly before starting a
method so that patients know what
to expect and can decide whether
they are comfortable with them.
Often, understanding the mecha-
nism of the side effect (i.e.,
progestin-mediated thinning of the
lining of the uterus causes amenor-
rhea) can help facilitate patient com-
fort with side effects. If it is important
to the woman to have a regular pe-
riod, she may be dissatisfied with a
method that causes amenorrhea or
oligomenorrhea and may thus dis-
continue the contraceptive. Consid-
eration of her priorities coupled with
recommendations based on her
medical history can help providers
start the conversation about meth-
ods that would be both effective
and safe. In general, the “best”
method for any woman is the one
that she will use.

Are there forms of contraception
a woman should avoid if she is
considering pregnancy in the next
year or so?
Most contraceptives allow a rapid
return to fertility when discontin-
ued. In particular, CHCs are appro-
priate for a patient interested in con-

List of Common Medical Conditions That Increase Risk for Pregnancy
Complications

Breast cancer
Complicated valvular heart disease
Diabetes (type 1; with nephropathy, retinopathy, neuropathy, or other vascular

disease; or exceeding 20 years in duration)
Endometrial or ovarian cancer
Epilepsy
Hypertension (systolic blood pressure > 160 mm Hg or diastolic blood pressure

>100 mm Hg)
History of bariatric surgery in the past 2 years
HIV/AIDS
Ischemic heart disease
Malignant gestational trophoblastic disease
Malignant liver tumors (hepatoma) and hepatocellular carcinoma
Peripartum cardiomyopathy
Pulmonary hypertension
Schistosomiasis with liver fibrosis
Severe (decompensated) cirrhosis
Sickle cell disease
Solid organ transplant within the past 2 years
Stroke
Systemic lupus erythematosus
Thrombogenic mutations
Tuberculosis
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ceiving in the next year (conception
varies from 72%–94% within 12
months of discontinuation) (55). The
copper IUD, levonorgestrel IUD,
and subdermal implant are also as-
sociated with a rapid postremoval
return to fertility (55). Medroxypro-
gesterone acetate is the only
method that delays the return to
fertility (an average of 10 months)
and thus is generally not recom-
mended for women who hope to
conceive shortly after an injection.
However, although unlikely, ovula-
tion may occur in some women if a
medroxyprogesterone acetate in-
jection is delayed by 2 weeks, so
timing of the injection remains very
important for women who do not
want to become pregnant (56).

What contraceptives can
breastfeeding women use?
Contraception options for breast-
feeding women are limited by the
proximity to delivery and the pres-
ence of estrogen in a method. The
CDC recommends delaying initia-
tion of estrogen-containing meth-
ods (COCs, transdermal patch, vagi-
nal ring) until at least 21 days after
delivery for women without preexist-
ing VTE risk factors. If there are pre-

existing risk factors (e.g., age > 35
years, obesity, cesarean section,
smoking), she should wait for 6
weeks after delivery and follow the
standard Medical Eligibility Criteria
in choosing a method. Risk returns
to baseline 6 weeks after delivery.

Progesterone-only methods
(levonorgestrel IUDs, subdermal
implants, injectables) do not confer
the same risk for VTE and can be
safely initiated during the postpar-
tum hospital stay (57). Immediate
postplacental IUD placement (for
both copper IUDs and levonorg-
estrel IUDs) has been shown to be
an effective initiation technique, with
an expulsion rate ranging from
6%–20% (58).

For women who are breastfeeding,
initiation of progesterone-only
methods in the hospital is accept-
able. Early studies suggested that
early initiation of these methods
interfered with establishment of
breastfeeding and milk supply.
However, more recent data show
that this is unlikely, and it has not
been found to cause harm to
breastfeeding neonates and in-
fants. All progestin methods can be
started immediately after delivery
(57, 58).

All postpartum women may use
barrier methods; however, dia-
phragms and cervical caps need
to be refitted after delivery (10).

Cost Considerations
What are the costs and cost-
effectiveness of contraception?
Contraception costs vary widely, but
all are considered more cost-
effective than unintended preg-
nancy. The combined methods cost
between $0 and $80 per month.
Medroxyprogesterone injections
cost $0 to $75 every 3 months (plus
the cost of the nursing visit for ad-
ministration). LARC methods can be
as much as $800 for women without
insurance, although Liletta is signifi-
cantly less expensive. It should be
noted that many programs supple-
ment the cost of a LARC method
(59).

LARC and sterilization have the
highest upfront cost but are also
the most cost-effective over time.

Methods that require monthly
refills (such as oral contraceptive
pills, the vaginal ring, and the
transdermal patch) cost less up
front, but given the monthly cost
and efficacy rates, they are less
cost-effective over time (59).

Are all forms of contraception
covered by most health
insurance plans?
Most insurance companies that in-
clude prescription drug benefits

cover contraception, and most
states require that insurance com-
panies with prescription benefits
cover all contraceptive medications
and devices. However, although
the Patient Protection and Afford-
able Care Act initially included full
coverage for contraception with
narrow exceptions, those excep-
tions have recently been broadly
expanded and coverage varies
widely by state and insurer (60).

Counseling Considerations... Contraception counseling should continue
throughout a woman's life. Factors to be considered include patient comfort,
lifestyle, methods used in the past, and medical conditions. Certain medical
conditions can increase risk for complicated or dangerous pregnancies, so it is
crucial to address contraception during clinic visits. The CDC's criteria are
helpful in determining which methods are best for an individual patient. All
methods except injectable medroxyprogesterone offer a rapid return to fertil-
ity and are appropriate for patients anticipating conception within a year.

CLINICAL BOTTOM LINE

Cost Considerations... LARC is the most cost-effective form of contra-
ception. Although most insurance plans cover contraception, coverage
is inconsistent across states and insurance plans.

CLINICAL BOTTOM LINE
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Provider Considerations
Should primary care physicians
prescribe contraceptives, or
should they refer patients to
other providers, such as
obstetrician-gynecologists?
Primary care physicians have a
unique role in the care of women of
reproductive age. They are often
the first clinicians to encounter
young women who are medically
complicated and in need of contra-
ception. They may also occasionally
prescribe teratogenic medications
to young women of reproductive
age who may be interested in con-
ceiving but have not expressed that
to their physician. However, few
residency programs adequately
train internal medicine residents in
contraception provision despite
resident interest (61, 62).

Internists should feel comfortable
discussing reproductive health and
the importance of contraception
with patients of reproductive age,
especially those with medical con-
ditions. Because they are frequently
the first-line providers for ill women,
they should remember that even
sick women are likely to be sexually
active and should ensure that a dis-
cussion about contraception, in-
cluding referral if necessary, takes
place at each visit.

Internists should feel comfortable
prescribing contraception to most

women; with the guidance of the
CDC's Medical Eligibility Criteria,
women with a variety of medical
problems can be safely counseled
and prescribed appropriate contra-
ception. However, for patients who
have several medical problems or
conditions not discussed in the crite-
ria, referral to an obstetrician-
gynecologist or a family planning
specialist should be considered.

Are there programs to train
internists in providing
contraception, including
placement of cervical caps
and diaphragms?
Several programs train internists in
providing contraception beyond
residency training. Large annual
meetings, such as those of the
American Academy of Family Physi-
cians and the American College of
Physicians, may have training pro-
grams for continuing medical edu-

cation. A well-designed, Web-based
training program, developed by the
Office of Population Affairs (OPA),
offers a robust lesson in providing
contraception (www.fpntc.org). Pa-
tients interested in a cervical cap or
diaphragm should be referred to
an experienced physician for coun-
seling and fitting. Physicians and
advanced practice clinicians may
be trained to place subdermal im-
plants by contacting the manufac-
turer and undergoing formal
training. Finally, interested inter-
nists could contact their local
Planned Parenthood affiliate or a
trained provider in their own
institution if they are interested
in being trained to place and
manage IUDs, but generally a
referral to a trained obstetrician-
gynecologist, a family practice
physician, or an advanced prac-
tice clinician is recommended.

Practice Improvement
What measures do
stakeholders use to evaluate
the quality of care of patients
using contraceptives?

The OPA developed the Contra-
ceptive Care Measures (CCMs),
which were endorsed in 2016 by
the National Quality Forum. The
CCMs assess provision of contra-
ception to all women who seek it.
Specifically, they measure the per-
centage of reproductive-aged

women at risk for unintended preg-
nancy who are offered at least a
moderately effective contraceptive
method or have recently had a live
birth and are offered at least a mod-
erately effective method within 60
days of delivery. The OPA is also
working on instituting measures to
determine the number of providers
who ask about pregnancy intention
and then implement the CDC and
OPA recommendations for counsel-
ing (63). Further information can be

found at www.hhs.gov/opa/perfor-
mance-measures/index.html.

What do professional
organizations recommend with
regard to care of patients using
contraceptives?
The U.S. Medical Eligibility Crite-
ria for Contraceptive Use were
adopted as a primary resource
for prescribers of contraception
to aid in choosing safe, effective

Provider Considerations... All internal medicine physicians should take
responsibility for and feel comfortable discussing contraception with
their patients, especially patients who are medically complicated. Some
providers will feel comfortable prescribing contraception, but it is es-
sential for them to stay abreast of new developments and not limit ac-
cess to contraception. Referral to a knowledgeable contraceptive pro-
vider is recommended for patients who have particularly complex
medical problems, who are interested in a LARC method, or for whom
identifying a method is problematic.

CLINICAL BOTTOM LINE
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methods for all women who seek
it. The criteria can be especially
helpful in guiding physicians car-
ing for adolescents and medi-
cally complicated women
(52).

In 2002, the World Health Orga-
nization developed the Selected
Practice Recommendations for
Contraceptive Use, which were
last updated in 2016. These rec-
ommendations can provide

support for managing common
problems, including abnormal or
unscheduled bleeding, missed
pills, and late injections.

Both resources are available
through a free, user-friendly app
(www.cdc.gov/reproductive
health/contraception/mmwr/spr
/summary.html). Clinicians
should be comfortable referring
questions about contraceptives

to a gynecologist or a family
planning specialist.

How should clinicians follow
patients receiving
contraceptives?
Follow-up recommendations for
women using combined methods
vary by user. For a new user, a
follow-up appointment can help
with adherence but is not always
necessary. Yearly follow-up is ap-
propriate for all methods (2).

In the Clinic

Tool Kit
Contraception

Patient Information
www.acog.org/Patients
Handouts from the American College of Obstetricians and

Gynecologists.

www.arhp.org/contraception
Patient resources from the Association of Reproductive

Health Professionals.

www.cdc.gov/reproductivehealth/contraception/index.htm
Information and downloadable resources from the

Centers for Disease Control and Prevention (CDC).

www.cancer.gov/about-cancer/causes-prevention/risk
/hormones/oral-contraceptives-fact
-sheet?redirect=true

Information on oral contraceptives and cancer risk from
the National Cancer Institute of the National Institutes
of Health.

Clinical Guidelines and Other Information for
Health Professionals

http://pediatrics.aappublications.org/content/134/4/e1244
http://pediatrics.aappublications.org/content/130/6/1174
http://pediatrics.aappublications.org/content/132/5/973
Practice guidelines on contraception for adolescents,

emergency contraception, and condom use by adoles-
cents from the American Academy of Pediatrics.

www.cdc.gov/reproductivehealth/contraception
/contraception_guidance.htm

Guidance for health care professionals from the CDC.

www.cdc.gov/mmwr/volumes/66/wr/mm6637a6
.htm?s_cid=mm6637a6_w

Update of the CDC's 2016 U.S. Medical Eligibility Criteria
for Contraceptive Use.

www.who.int/reproductivehealth/publications
/family_planning/en/

Resources from the World Health Organization.

www.acog.org/Womens-Health/Birth-Control
-Contraception?IsMobileSet=false

Key publications and resources for physicians from the
American College of Obstetricians and Gynecologists. In

the
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WHAT YOU SHOULD
KNOW ABOUT
CONTRACEPTION

What Is Contraception (Birth
Control)?

Contraception, or birth control, is any method or
medicine that prevents pregnancy.

Do I Need It?
Consider using birth control if:
• You are sexually active and do not wish to

become pregnant.
• You have heavy, painful periods or irregular

periods. Birth control can help regulate your
cycles. It may also lighten your period and
help with premenstrual symptoms or acne.

• You take certain medications or have medical
conditions that would be complicated by
pregnancy.

What Are the Different Kinds?
Many types of birth control are available, such as:
• Barrier methods. This type of birth control

requires you or your partner to use it every
time you have sex. Examples include condoms
(which also protect from sexually transmitted
infections, including HIV) and diaphragms.

• Short-acting reversible contraception. These
methods are made of hormones. Depending
on the type, you need to take them daily,
monthly, or every 3 months. They come in
different forms, including pills, patches,
vaginal rings, and shots.

• Long-acting reversible contraception (“LARC”).
This type may or may not include hormones. It is
inserted by your health care provider 1 time.
Depending on the method, it can work for 3 to
10 years and can include intrauterine devices
(IUDs) and implants under the skin of your arm.

• Male or female sterilization. These are
permanent and done through surgery or a
medical procedure.

• Withdrawal method. This is when the man
removes his penis before ejaculation. This
method has a high failure rate and is generally
not recommended.

• Your health care provider can help you select
which method is right for you on the basis of
your lifestyle and health history.

What Type Is Most Effective for
Preventing Pregnancy?

The type of birth control you use and the extent to
which you use it properly will influence how

effective it is at preventing pregnancy. Any type
of birth control is more effective than no birth
control. To reduce your risk for sexually transmit-
ted infection, use condoms in combination with
other methods.

What Is “Emergency
Contraception”?

Emergency contraception, sometimes known as
“EC” or the “morning-after pill,” is any form of
birth control used after sex to prevent preg-
nancy.

What Are Some of the Side Effects?
Side effects depend on the type of birth control

used and can include irregular bleeding or spot-
ting between periods, cramping, and modest
weight gain.

Are There Risks?
Birth control is generally safe, but certain methods

carry risks. Talk to your doctor about your indi-
vidual risk factors.

Questions for My Doctor
• Should I use birth control?
• Which birth control method best fits my

lifestyle?
• What are the side effects?
• What are the risks?
• What is the estimated monthly cost of this

birth control?
• Is it covered by my insurance?

For More Information

MedlinePlus
https://medlineplus.gov/birthcontrol.html

Planned Parenthood
www.plannedparenthood.org/learn/birth-control
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