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CONTRACEPTION
■
■

New routes, new regimens
Array of options for emergency contraception
Clip-and-save chart, page 46

The IUD makes a comeback
■ Does body weight limit contraceptive efficacy?
■

I

t’s surprising to realize that the birth control
pill, which launched a revolution in
women’s sexuality and health, has been
around for less than 50 years—especially considering the myriad of methods and products
on the market today. New types of contraceptives have become available, more are on the
way, and noncontraceptive benefits continue to
accrue. This article reviews noteworthy
changes and upcoming products.
Continuous contraception:
New routes, new regimens

W

hen it was introduced in 1960, the oral
contraceptive (OC) consisted of 20 or
21 active pills followed by a pill-free interval
of 7 or 8 days. No medical reason justified the
pill-free interval; it was devised simply to
trigger menses and reassure the woman she
was not pregnant.
That pill-free interval shrank as we
gained awareness of the benefits of continuous OC regimens, particularly in the treatment of endometriosis. Advantages—well
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documented by Sulak1—include marked
reduction or elimination of menses-related
symptoms such as menorrhagia, dysmenorrhea, and menstrual migraines.
Continuous OCs became “official” in
2003 with the introduction of Seasonale
(ethinyl estradiol, 0.03 mg/levonorgestrel,
0.15 mg), a continuous regimen taken for 84
days, followed by a 7-day pill-free interval.2
This regimen reduces the number of
periods to 4 each year.
Breakthrough bleeding diminishes over
time. Although breakthrough bleeding is a
common side effect of continuous oral contraception—as it is with conventional regimens—it decreases with each successive cycle
of Seasonale. By the fourth cycle, it is comparable to the level reported by women on a
conventional regimen. Prolonged and heavy
bleeding also can be managed by discontinuing pills for 7 days.
Other methods also can be used continuously. Continuous contraception is not

limited to oral contraception.
The contraceptive ring (Nuvaring;
ethinyl estradiol/etonogestrel) can be left in
place for 4 weeks instead of 3 without decreasing efficacy. Both hormone levels are sufficient
to prevent pregnancy throughout these weeks.3
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Emergency contraception protocols
All oral contraceptive doses are given twice, 12 hours apart
CONTRACEPTIVE

PILLS
PER DOSE

FORMULATION

ORAL PROGESTIN

SUCCESS
RATE*
88%

Plan B

0.75 mg levonorgestrel†

1

Plan B equivalent
Ovrette

0.075 mg norgestrel

20

COMBINATION ORAL CONTRACEPTIVES (YUZPE)

75%

Preven

0.25 mg levonorgestrel
0.05 mg ethinyl estradiol (EE)

2

OC formulations ‡
Ovral

0.5 mg norgestrel
50 mcg EE

2

Alesse or Levlite

0.1 mg levonorgestrel
20 mcg EE

5

Nordette or Levlen

0.15 mg levonorgestrel
30 mcg EE

4

Lo/Ovral

0.3 mg norgestrel
30 mcg EE

4

Triphasil or Tri-Levlen

0.05 or 0.125 mg levonorgestrel
30 mcg EE

First 4
or last 4

COPPER IUD

99%

Paraguard

✁

* If 100 women had unprotected intercourse once during

† A single dose totalling 1.5 mg levonorgestrel has been

the 2nd or 3rd week of their cycle, about 8 would
become pregnant; after treatment with emergency
contraceptive protocols, 2 would become pregnant, a
75% reduction.

shown to be as effective as the 2-dose regimen, and to
cause similar side effects.

‡ Combinations of oral contraceptives can be substituted for 2 Ovral tablets, and may be more readily available. Formulations should total at least 100 µg ethinyl
estradiol/1000 µg norgestrel or 100 µg ethinyl estradiol/500 µg levonorgestrel

PHOTOCOPY FOR NONCOMMERCIAL USE

Nor is there any reason to doubt the efficacy of continuous use of the contraceptive patch
(Evra; ethinyl estradiol/norelgestromin).
New regimens. A regimen of 24 active pills
and a 4-day pill-free interval is available in
Europe. The shorter pill-free interval allows
further reduction of the active components
ethinyl estradiol and gestadene. This agent
contains 15 µg estradiol per pill.4
A version of Yasmin that contains only 20
µg of ethinyl estradiol, should be released in
the United States later this year. It will consist
of 24 active pills and a 4-day pill-free interval.

Implanon, a new single-rod contraceptive implant containing
etonogestrel, is available outside the United
States and may become available here in the
near future.5,6 It can be inserted in 1.6 minutes,
removed in 2.6 minutes, and lasts 3 years. No
pregnancies were reported in clinical trials.
New implantable rod.

Lower dose of Depo-Provera effective
for 3 months. A new dose and route of

administration for Depo-Provera (depotmedroxyprogesterone acetate) is just as effective as the 150-mg intramuscular dose.
The new dose is 104 mg administered
C O N T I N U E D
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subcutaneously every 3 months. When it
becomes available in the near future, this
preparation should allow women to administer the drug at home.7
Emergency contraception:
A variety of methods,
but still need a prescription
The different methods of emergency contraception are listed
in a clip-and-save chart on page 46, which can be photocopied for convenient reference.

T

russell and colleagues’8 excellent review
prefers the term emergency contraception to
refer to contraceptive use after intercourse has
occurred. The term “morning-after pill” is confusing because the method can be used any time
after intercourse for up to 72 hours. It can even
be used after 72 hours, albeit at reduced efficacy.
The Yuzpe regimen is the oldest and probably most popular form of contraception. It
involves taking 2 Ovral tablets (ethinyl estradiol/levonorgestrel) followed by 2 more
tablets 12 hours later. Each dose consists of
100 µg of estradiol and 0.5 mg of norgestrel.
Unfortunately, Ovral is not readily available in pharmacies. An alternative is taking
enough OCs to equal the 100-µg dose of
ethinyl estradiol and the 0.5 mg dose of
norgestrel. For example, 5 tablets of Alesse or
Levlite can be substituted for the 2 Ovral.
Efficacy is 75%. That is, if 100 women have
unprotected intercourse once during the second or third week of their cycle, about 8 will
become pregnant without treatment, and
only 2 will become pregnant after treatment—a 75% reduction.
OCs that contain different progestins
have not been studied extensively. They
appear to work with lower efficacy than pills
containing levonorgestrel.
 Common side effects include nausea and
vomiting. Co-administration of an anti-nausea
agent may be necessary. About 50% of women
experience nausea and 20% vomit within 2
hours of taking a dose; some clinicians recommend repeating that dose to assure efficacy.

One option is giving two 25-mg tablets of the
over-the-counter drug meclizine 1 hour before
combined emergency contraceptive pills; this
reduces the risk of nausea by 27% and vomiting by 64%, but the risk of drowsiness doubles.
Taking the medicine with a meal does not
lower the rate of nausea.
 Contraindications. The only contraindication is an established pregnancy, since the
drugs are taken so briefly.
Plan B Consists of 0.75 mg levonorgestrel
taken within 72 hours of intercourse, followed by a second dose 12 hours later. This
regimen has fewer side effects than the Yuzpe
plan and may be slightly more effective.
Unfortunately, the US Food and Drug
Administration failed to approve over-thecounter status for this drug, so a prescription
is still necessary.
IUDs. Insertion of a copper IUD (Paraguard)—
but not a levonorgestrel-containing device
(Mirena)—within 72 hours after intercourse is
almost completely effective in preventing pregnancy. It also provides continuing contraception. Its mechanism of action is preventing
implantation of a fertilized egg. Mirena has no
efficacy in this regard.
“Every Woman, Every Visit,” the American
College of Obstetricians and Gynecologists’
public education campaign, urges Ob/Gyns to
provide advance prescriptions for emergency
contraception at every office visit.
The IUD makes a comeback

A

fter many years of declining choices in
the realm of intrauterine devices
(IUDs), the Mirena levonorgestrel-containing system was released in the US market in
2000. Like the Paraguard copper IUD, the
Mirena prevents pregnancy at a rate equivalent to tubal ligation. These devices last for 5
and 10 years, respectively.9,10
In the United States, interest in IUDs
declined after they were associated with salpingitis and tubo-ovarian abscess. More recent
epidemiological evidence indicates that IUDs
C O N T I N U E D
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do not increase the risk of infection over the
general population, but the rate is higher than
with other forms of contraception, which
offer some protection against salpingitis.
Antibiotic prophylaxis is not necessary.
The removal rate for pelvic inflammatory
disease is much lower for Mirena than for the
copper IUD and may be related to the low
levels of levonorgestrel, which thicken cervical mucus and prevent sperm transport.9
Ectopic pregnancy rates with the Mirena
are about 1/8 to 1/10 those observed in the
general population. Once the Mirena device
is removed, fertility returns rapidly9-11
Recommended

for

the

chronically
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According to the World Health Organization,
IUDs are the safest form of contraception for
medically complicated patients.12 Certainly,
they are underutilized in this circumstance.
Noncontraceptive benefits. Slow release of
low doses of levonorgestrel by Mirena reduces
endometrial thickness and menstrual blood
loss.13 In fact, several studies have found the
Mirena to be equivalent to endometrial ablation.14 In a randomized study, two thirds of the
women scheduled for hysterectomy for abnormal uterine bleeding cancelled surgery due to
satisfaction with Mirena’s bleeding profile.15
Ovarian cancer also is reduced.16
Does obesity limit
contraceptive efficacy?

D

Unfortunately, few clinical trials involve
obese women. For example, the contraceptive
ring was not evaluated in obese women.
Despite this shortcoming, I have not
changed my prescribing of contraceptives in
obese women, but await better, more convincing data. Until then, it seems wise to include a
broad range of body weights in future trials. ■

ecreased efficacy of the contraceptive
patch, observed in overweight women,17
especially those heavier than 198 lb, prompted reevaluation of other forms. In a retrospective analysis, Holt and colleagues18 found
a higher pregnancy rate in women heavier
than 155 lb as the estrogen dose decreased. In
contrast, no pregnancies occurred in women
weighing more than 198 lb in a randomized
trial2 of 30 µg ethinyl estradiol/150 µg levonorgestrel (Seasonale). It is unclear why
Holt failed to analyze progestin content,
since it is the progestin that inhibits ovulation and prevents pregnancy.
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