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This article provides a broad overview of the available
hormonal contraceptive choices and the factors to consider
when prescribing these methods. Contraceptive adherence
will be increased if people are aware of and can access safe,
effective and suitable methods of contraception.

* There is now a wide array of hormonal contraceptive options for
women to choose from. GPs and other primary health providers
are well placed to provide evidence-based and balanced
guidance to assist in appropriate individualised choice.
Long-acting reversible contraception, particularly ‘fit and
forget’ implants and intrauterine devices, provide very high
efficacy, immediate reversibility and are safe for use by most
women. They are, however, underused in the Australian setting.
The international Medical Eligibility Criteria (MEC) system
provides an essential framework for understanding any
absolute or relative contraindications when prescribing
hormonal contraception.

Although most women can safely use combined hormonal
contraceptives, history taking with reference to the MEC
framework is extremely important so that women at higher
risk of venous thromboembolism, stroke and ischaemic heart
disease can be offered alternative methods.
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he combined hormonal contraceptive pill and condoms remain

the most commonly used contraceptive methods in Australia.!

However, the past decade has seen a welcome expansion in the
range of contraceptive options available for women in Australia, with
new delivery systems, a wider array of progestogens and, more recently,
a new oestrogen in two pill formulations.

Long-acting reversible contraception (LARC) methods, which
in Australia include the depot medroxyprogesterone acetate (DMPA)
injection, the etonogestrel implant and the copper and levonorgestrel
intrauterine devices (IUDs), have few contraindications and are
more effective at preventing an unintended pregnancy compared
with combined hormonal contraceptives,? yet are used by fewer than
10% of Australian women." The ‘top tier’ LARC methods (implants
and IUDs) share the characteristics of requiring a single act of
motivation for long-term use and having rapid reversibility, and
have the highest continuation rates of all contraceptive methods.’

This article provides a broad overview of the available hormonal
contraceptive choices and the factors to consider when prescribing
these methods. For a comprehensive review of all methods of con-
traception, including practical advice on prescribing and the non-
contraceptive benefits of hormonal contraception see parts 1, 2 and
3 of ‘A practical guide to contraception, published in Medicine Today**

Classification

Classification of hormonal contraception can be organised in several
ways (Table 1). Due to contraindications, side effects and benefits specific
to oestrogen, it is useful to think of contraceptives that are combined
(oestrogen and progestogen) and those that are progestogen only.
Contraception can also be classified as short acting (hormonal pills
and vaginal rings), long acting (DMPA injection) and verylong acting
reversible contraception (progestogen implant and IUDs). Another
way of classifying hormonal contraception is by the primary mechanism
ofaction: whether the method acts systemically by suppressing ovulation
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Table 1. Classifying hormonal methods of contraception

Hormonal contraceptive

Classifications

method Hormonal content

Duration of action

Primary mechanism of action

Combined oral contraceptive pills Combined Short acting Ovulation suppression
Vaginal ring Combined Short acting Ovulation suppression
Progestogen-only pills Progestogen only Short acting Cervical mucus changes
DMPA injection Progestogen only LARC Ovulation suppression

Etonorgestrel implant Progestogen only

LARC (very long)

Ovulation suppression

Levonorgestrel IlUD Progestogen only

LARC (very long)

Endometrial and cervical mucus changes

Emergency contraceptive pill Progestogen only

Single use post coital

Ovulation suppression or delay

Abbreviations: DMPA = depot medroxyprogesterone acetate; IUD = intrauterine device; LARC = long-acting reversible contraception.

Table 2. Medical eligibility criteria (MEC) categories for
contraceptive methods™®

MEC category | Definition

1 A condition for which there is no restriction for the
use of the contraceptive method

2 A condition where the advantages of using the
method generally outweigh the theoretical or
proven risks

3 A condition where the theoretical or proven risks
generally outweigh the advantages of using the
method. The provision of a method requires expert
clinical judgement and/or referral to a specialist
contraceptive provider, since use of the method is
not usually recommended unless other more
appropriate methods are not available or acceptable

4 A condition that represents an unacceptable risk
if the contraceptive method is used

(progestogen implants, DMPA injection, combined pills and vaginal
rings) or by mostly local effects on the endometrium (progestogen
IUDs) and cervical mucus (progestogen-only pills).

What'’s important when choosing a hormonal method?
The Medical Eligibility Criteria (MEC) is a framework developed
by an expert group of the World Health Organization” and adapted
by the Faculty of Sexual and Reproductive Healthcare UK to the
developed world setting (Table 2).5

The ‘Efficacy of contraceptive methods available in Australia’, a
patient counselling card developed by Sexual Health and Family
Planning Australia, is a useful tool when discussing contraception
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options with patients (see Figure). It presents the available methods
on a visual scale of efficacy with typical use.

When considering a method of contraception, efficacy, medical
eligibility, side effects of previously used methods, noncontraceptive
benefits and patient choice (including consideration of cost, cultural
or personal beliefs, convenience and access) are all important. Con-
traindications to combined hormonal contraceptives are mostly
related to identified risk factors for, or a personal history of, arterial
and venous disease. Other important MEC 3 and 4 contraindications
include migraine with aura, a history of breast cancer, smoking and
aged over of 35 years, hypertension, and the concurrent use of
liver-enzyme inducing medications.®

Although medical contraindications for hormonal methods,
especially progestogen-only methods, are uncommon in women of
reproductive age, women often raise concerns of adverse effects of
hormonal methods on weight, mood and libido. Respectful collaborative
exploration with women of their understanding of the risks, side effects
and benefits of specific hormonal methods followed by appropriate
challenge of misinformation with balanced evidence is a useful strategy.
For example, although weight gain is a frequent concern, it has not
been demonstrated in studies investigating low-dose pills containing
35 pg or less of ethinyloestradiol.’

Ifnonhormonal methods of contraception are preferred by a woman,
the copper IUD, a top-tier LARC method, can be offered as first line
to women of all ages; however, condoms (both male and female) are
the only methods to offer protection against sexually transmitted
infections. Although the copper IUD is associated with heavier,” and
sometimes more painful periods, it is the most effective reversible
nonhormonal method available. It is also the most effective form of
emergency contraception if a woman can access it within the five-day
time frame after unprotected intercourse."

The shorter-acting contraceptives (the pill, vaginal ring and
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Figure. Patient counselling card on efficacy of contraceptive methods developed by Sexual Health and Family Planning Australia.
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Table 3. Combined hormonal contraceptive pills available in Australia

Brand name Oestrogen Progestogen PBS listing
I
Femme-tab 20/100 ED I(:)e?rr):me -
Loette 20 pg ethinyloestradiol (EE) 100 pg levonorgestrel 20/100 ED
Microgynon 20 ED I
) is PBS
Microlevlen ED )
listed

Logynon ED 6 x 30 pg EE 6 x 50 pg levonorgestrel
Trifeme 28 5x 40 pg EE 5 x 75 pg levonorgestrel
Triphasil 10 x 30 pg EE 10 x 125 pg levonorgestrel
Triquilar ED
Femme-Tab ED 30/150
ED Levlen ED
Microgynon 30 ED 30 pg EE 150 pg levonorgestrel
Monofeme
Nordette
Microgynon 50 ED 50 pg EE 125 pg levonorgestrel PBS listed
Brevinor 21 and 28 ;
Norimin 28 } 35 pg EE 500 pg norethisterone
Brevinor-1 21 and 28 )
Norimin-1 28 } 35 pg EE 1000 pg norethisterone
Improvil 28 7 x 35 pg EE 7 x 500 pg norethigterone
Synphasic 28 9 x 35 pg EE 9 x 1000 pg norethlsterone

5x 35 pg EE 5 x 500 pg norethisterone
Norinyl-1 21 and 28 50 pg mestranol 1000 pg norethisterone
Marvelon28 30 pg EE 150 pg desogestrel
Femoden ED
Minulet ED } 30 ug EE 75 pg gestodene
Brenda-35 ED
Carolyn-35 ED
Diane-35 ED

B

Estelle-35 ED 35pugE 2 mg cyproterone acetate
Juliet-35 ED
Laila-35 ED
Isabelle ) Not PBS
i } 30 pg EE 3 mg drospirenone listed
YAZ } .
Yaz Flex 20 pg EE 3 mg drospirenone
Valette 30 pg EE 2 mg dienogest

2 x 3 mg oestradiol valerate
Qlaira 5 x 2 mg oestradiol valerate | 5 x 2 mg dienogest

17 x 2 mg oestradiol valerate | 17 x 3 mg dienogest

2 x 1 mg oestradiol valerate
Zoely 1.5 mg oestradiol 2.5 mg nomegestrol acetate
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progestogen-only pill) are addressed
in detail in part 1 of ‘A practical
guide to contraception’ published
in Medicine Today.*

What are the choices?
Combined hormonal
contraception (the pill and
vaginal ring)

The combined hormonal methods
offer excellent cycle control and many
other noncontraceptive benefits, such
as management of acne, heavy men-
strual bleeding and dysmenorrhoea.
The combined pill remainsa popular
choice because it has the ability to
manipulate cycles, is easily accessible
and can be used under the woman’s
control. Although most women can
safely use combined hormonal con-
traceptives, history taking with ref-
erence to the MEC framework is
extremely important, so that women
athigher risk of venous thromboem-
bolism, stroke and ischaemic heart
disease can be offered alternative
methods.

There is a large and sometimes
confusing choice of combined con-
traceptive pills (see Table 3 for a list
of combined hormonal contracep-
tive pills available in Australia). A
low-dose pill containing 35 ug or less
of ethinyloestradiol and either levo-
norgestrel or norethisterone is the
recommended first choice.”? These
low-dose pills, including the 20 pg
ethinyloestradiol formulation, are
subsidised under the Pharmaceutical
Benefits Scheme (PBS) and are asso-
ciated with the lowest risk of venous
thromboembolism.?

The vaginal ring (15 pg ethinylo-
estradiol and 120 ug etonogestrel)
offersan alternative hormone delivery
system to the pill, which may be pre-
ferred by some women. Compared
with the combined pill, the ring’s
nondaily action may improve com-
pliance, it offers an advantage when
malabsorption might beanissueand
its use may be associated with less
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use of combined hormonal contraception over one year?

Table 4. Risk of venous thromboembolism associated with nonuse and

myocardial infarction in women of reproductive age
is very low, with a background risk for nonusers of
combined hormonal contraceptives of about 24 and

Type of contraception

Risk of venous thromboembolism

13 per 100,000 women years for ischaemic stroke and
myocardial infarction, respectively.” Risks are highest

Women who are not taking any contraception
and are not pregnant

2 per 10,000 women

in older women and in those with additional risk
factors for cardiovascular disease.?”’

Women taking combined hormonal
contraception containing ethinyloestradiol plus
levonorgestrel, norgestimate* or norethisterone

5 to 7 per 10,000 women

Progestogen-only pill
Two progestogen-only pills are available in Australia:

Women taking combined hormonal
contraception containing etonogestrel (vaginal
ring) and norelgestromin* (patch)

6 to 12 per 10,000 women

one containing levonorgestrel 30 pg and the other
containing norethisterone 350 pg, either of which can
be initiated as first choice. The progestogen-only pill

Women taking combined hormonal
contraception containing ethinyloestradiol plus
gestodene, desogestrel or drospirenone

9 to 12 per 10,000 women

is often used in women who are intolerant to or have
a contraindication to oestrogen.

The progestogen-only pill is considered to have
amore vulnerable efficacy, and strict adherence to

* Not available in Australia.

taking it, within a daily three-hour timeframe, is

unscheduled bleeding.*"” The ethinyloestradiol plus etonogetrel ring
is not subsidised by the PBS and so can be too expensive for some
women.

Combined contraceptive pills and vaginal rings can be used
continuously without a placebo break, with rings being replaced
immediately on removal after four weeks of use. This regimen may
be chosen for convenience or to avoid symptoms associated with
the withdrawal bleed. There is no upper limit to the number of
placebo breaks a woman can miss, provided she remains satisfied
with her bleeding pattern/amenorrhoea.””

Considerations of using the pill or vaginal ring

Venous thromboembolism risk

All combined hormonal contraceptives increase the risk of venous
thromboembolism, with the highest risk being in the first year of use.’®
When prescribing pills containing desogestrel, gestodene, cyproterone
acetate or drospirenone, it is important to be aware that although these
pillshave been associated with a higher risk of venous thromboembolism
than pills containing levonorgestrel or norethisterone, the absolute risk
remains low and lower than the risk in women during late pregnancy
and the postpartum period (Table 4).°** The limited information
available on the risk of venous thromboembolism in women using
the vaginal ring indicates that the risk of venous thromboembolism
is at least that of the risk in women taking levonorgestrel- and
norethisterone-containing pills with 35 g or less ethinyloestradiol.”

Ischaemic stroke and myocardial infarction

Combined hormonal contraceptive use is associated with approximately
double the risk of an ischaemic stroke compared with nonusers. This
riskis further increased in users of combined hormonal contraceptives
who experience migraine with aura.” The risk of myocardial infarction
in women using combined hormonal contraception is two to five times
that of nonusers.?*** However, the absolute risk of ischaemic stroke or
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important for maximum efficacy.®

Depot medroxyprogesterone acetate

DMPA offers the advantage of high rates of amenorrhoea (50 to 70%
of women have amenorrhoea after one year of use)’>*? and it is a
totally discrete method of contraception. Discontinuation rates are,
however, high compared with other LARC methods.? The disad-
vantages of DMPA include a need for a three-monthly visit to a
healthcare provider (a self-administered subcutaneous injection
may be marketed in the future), potential for unpredictable bleeding,
weight gain in about 20% of users>** and a delayed return to fertility.”
Use in women aged under 18 years or over 45 years is MEC 2 category.
DMPA is not usually recommended as first line in these women
because of an associated decrease in bone density, although this is
most likely fully reversible.

Progestogen implants

The contraceptive implant has been gaining popularity, especially
among young women. It is a ‘set and forget’ top tier LARC offering
three years of highly effective and immediately reversible contra-
ception with few contraindications. Although up to 20% of women
may experience unacceptable bleeding patterns,* the continuation
rates are higher than with the pill.® It is important to realise that,
unlike the contraceptive injection, the implant’s efficacy is affected
by liver enzyme-inducing drugs. It does not appear to affect bone
density as it still allows for follicular activity.

Progestogen intrauterine devices

The IUDs currently available in Australia are a five-year hormonal
TUD (levonorgestrel IUD) and several five- to 10-year copper IUDs.
Again these are ‘set and forget’ methods that are highly effective and
immediately reversible, and have excellent continuation rates. The
hormonal TUD has an impressive effect on menstrual bleeding with
most women experiencing very light bleeds (if any) after the initial
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settling in phase of three to six months.” The available IUDs are
suitable for most women, including young, nulliparous women, and
the evidence shows that they are not associated with ongoing risk
of pelvic inflammatory disease or infertility. Australian research has
demonstrated that IUD insertion in nulliparous women in a primary
care setting can be safely achieved without the need for sedation.*®

Emergency contraceptive pill
The emergency contraceptive pill currently available in Australia is
the progestogen levonorgestrel, which is associated with a far less
risk of nausea or vomiting than its predecessor, the Yuzpe method
—acombination of oestrogen and progestogen.* The levonorgestrel
emergency contraceptive pill is available over the counter at phar-
macies and has no strong contraindications to its use. It is, however,
quite expensive (at $20 to $30) and offers no ongoing contraception.
It is not an abortifacient as its effect has now been shown to be on
ovulation alone.*” Once ovulation has occurred, the emergency
contraceptive pill does not prevent fertilisation or inhibit implanta-
tion. Recent concerns have been raised about possible reduced efficacy
in women weighing above 70 kg.** The evidence for this is under
review but there is currently no change to the advice of dosage
irrespective of weight.

Women accessing the emergency contraceptive pill should be
given advice on follow up, including the importance of excluding

pregnancy and future contraception. It is important that women
using short-acting contraceptive methods are made aware of the
superior efficacy and safety of LARC methods. The LARC methods
are addressed in detail in part 2 of ‘A practical guide to contraception’,
published in Medicine Today.?

Conclusion

A wide array of hormonal contraceptive methods is now available for
Australian women. Hormonal implants and IUDs are as effective as
sterilisation and have excellent continuation rates. GPs and other
primary health care providers are well placed to provide evidence-based
and balanced guidance to assist in appropriate individualised choice.
By ensuring patients are aware of and can access safe, effective and
suitable methods, contraceptive adherence can be increased affording
women (and men) control over their fertility. ET
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