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Materials for Learners: 

Packet should include the following: 

 Table 1: Contraceptive Fact Sheet 

 Table 2: Side Effects of Various Contraceptive Methods 

 Table 3: Summary Chart of U.S. Medical Eligibility Criteria for Contraceptive 

Use 

 Table 4: Information about Emergency Contraception 

 Clinical Pearls 

 Knowledge questions and answers 

 References 
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Table 1: Contraceptive Methods—Contraception Fact Sheet 

 

Pregnancy rate per 100 women during the first year of typical and perfect use of 

contraception 

Method Typical use Perfect use 

No method 85 85 

Withdrawal 22 4 

Female condom 21 5 

Male condom 18 2 

Combined pill and progestin-only pill 9 0.3 

Evra patch 9 0.3 

NuvaRing 9 0.3 

Depo-Provera 6 0.2 

Paragard (copper containing IUD) 0.8 0.6 

Mirena (levenorgestrel releasing IUD) 0.2 0.2 

Implant (etonogestrel)  0.05 0.05 

Contraceptive Facts, U.S.Selected Practice Recommendations for Contraceptive Use, 
2013 Accessed from http://www.cdc.gov/mmwr/preview/mmwrhtml/rr6205a1.htm, 10/30/13 

 

 

 

 

http://www.cdc.gov/mmwr/preview/mmwrhtml/rr6205a1.htm
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Table 2: Potential Contraceptive Side Effects 

 

 

 

 

 

 

 



 

Summary Chart of U.S. Medical Eligibility Criteria for Contraceptive Use 
 
Updated June 2012.  This summary sheet only contains a subset of the recommendations from the US MEC.  For complete guidance, see: 
http://www.cdc.gov/reproductivehealth/unintendedpregnancy/USMEC.htm 
 
Most contraceptive methods do not protect against sexually transmitted infections (STIs).  Consistent and correct use of the male latex 
condom reduces the risk of STIs and HIV. 
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  I C I C I C I C I C I C 
Age  Menarche 

to <40=1 
Menarche to 

<18=1 
Menarche to 

<18=2 
Menarche to 

<18=1 
Menarche to 

<20=2 
Menarche to 

<20=2 
  >40=2 18-45=1 18-45=1 18-45=1 >20=1 >20=1 
   >45=1 >45=2 >45=1   

a) Distorted uterine cavity  

Key: 
1        No restriction (method can be used)  
2        Advantages generally outweigh theoretical or proven risks  
3  Theoretical or proven risks usually outweigh the advantages  
4        Unacceptable health risk (method not to be used)  

   4 4 Anatomic 
abnormalities  b) Other abnormalities     2 2 
Anemias a) Thalassemia 1 1 1 1 1 2 
 b) Sickle cell disease‡ 2 1 1 1 1 2 
 c) Iron-deficiency anemia 1 1 1 1 1 2 
Benign ovarian 
tumors 

(including cysts) 1 1 1 1 1 1 

Breast disease a) Undiagnosed mass 2* 2* 2* 2* 2 1 
 b) Benign breast disease 1 1 1 1 1 1 
 c) Family history of cancer 1 1 1 1 1 1 
 d) Breast cancer‡       
      i) current 4 4 4 4 4 1 
 ii) past and no evidence of 

current disease for 5 years 
3 3 3 3 3 1 

a) < 1 month postpartum 3* 2* 2* 2*   Breastfeeding 
(see also 
Postpartum) 

b) 1 month or more postpartum 2* 1* 1* 1*   

Cervical cancer Awaiting treatment 2 1 2 2 4 2 4 2 
Cervical ectropion  1 1 1 1 1 1 
Cervical 
intraepithelial 
neoplasia  

 2 1 2 2 2 1 

Cirrhosis a) Mild (compensated) 1 1 1 1 1 1 
 b) Severe‡ (decompensated) 4 3 3 3 3 1 

a) History of DVT/PE, not on 
anticoagulant therapy 

      

i) higher risk for recurrent 
DVT/PE  

4 2 2 2 2 1 

ii) lower risk for recurrent 
DVT/PE  

3 2 2 2 2 1 

b) Acute DVT/PE 4 2 2 2 2 2 
c) DVT/PE and established on 
anticoagulant therapy for at least 3 
months 

      

i) higher risk for recurrent 
DVT/PE  

4* 2 2 2 2 2 

ii) lower risk for recurrent 
DVT/PE  

3* 2 2 2 2 2 

d) Family history (first-degree 
relatives) 

2 1 1 1 1 1 

e) Major surgery       
(i) with prolonged 
immobilization 

4 2 2 2 2 1 

(ii) without prolonged 
immobilization 

2 1 1 1 1 1 

Deep venous 
thrombosis  
(DVT) 
/Pulmonary    
embolism (PE) 

f) Minor surgery without 
immobilization 

1 1 1 1 1 1 

Depressive 
disorders 

 1* 1* 1* 1* 1* 1* 

a) History of gestational DM only 1 1 1 1 1 1 Diabetes mellitus 
(DM)  b) Non-vascular disease       
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  I C I C I C I C I C I C 
(i) non-insulin dependent 2 2 2 2 2 1 
(ii) insulin dependent‡ 2 2 2 2 2 1 

c) Nephropathy/ retinopathy/ 
neuropathy‡ 

3/4* 2 3 2 2 1 

Diabetes mellitus 
(cont.) 

d) Other vascular disease or 
diabetes of >20 years' duration‡ 

3/4* 2 3 2 2 1 

Endometrial 
cancer‡ 

 1 1 1 1 4 2 4 2 

Endometrial 
hyperplasia 

 1 1 1 1 1 1 

Endometriosis   1 1 1 1 1 2 
Epilepsy‡ (see also Drug Interactions) 1* 1* 1* 1* 1 1 

a) Symptomatic       
(i) treated by      
cholecystectomy 

2 2 2 2 2 1 

     (ii) medically treated 3 2 2 2 2 1 
(iii) current 3 2 2 2 2 1 

Gallbladder  
disease 

b) Asymptomatic 2 2 2 2 2 1 
a) Decreasing or 
undetectable ß-hCG levels 

1 1 1 1 3 3 Gestational 
trophoblastic  
disease b) Persistently elevated 

ß-hCG levels or 
malignant disease‡ 

1 1 1 1 4 4 

a) Non-migrainous 1* 2* 1* 1* 1* 1* 1* 1* 1* 1* 1* 
b) Migraine            

i) without aura, age <35 2* 3* 1* 2* 2* 2* 2* 2* 2* 2* 1* 
ii) without aura, age >35 3* 4* 1* 2* 2* 2* 2* 2* 2* 2* 1* 

Headaches 

iii) with aura, any age 4* 4* 2* 3* 2* 3* 2* 3* 2* 3* 1* 
a) Restrictive procedures 1 1 1 1 1 1 

COCs: 3 
History of 
bariatric  
surgery‡ 

b) Malabsorptive procedures 
P/R: 1 

3 1 1 1 1 

History of  a) Pregnancy-related 2 1 1 1 1 1 
cholestasis b) Past COC-related  3 2 2 2 2 1 

 2 1 1 1 1 1 
       

History of high  
blood pressure  
during pregnancy         
History of pelvic 
surgery 

 1 1 1 1 1 1 

High risk 1 1 1* 1 2 2 2 2 
HIV infected  
(see also Drug Interactions)‡ 

1* 1* 1* 1* 2 2 2 2 

AIDS  
(see also Drug Interactions) ‡ 

1* 1* 1* 1* 3 2* 3 2* 

HIV  

Clinically well on therapy If on treatment, see Drug Interactions 2 2 2 2 
Hyperlipidemias  2/3* 2* 2* 2* 2* 1* 

a) Adequately controlled 
hypertension 

3* 1* 2* 1* 1 1 

b) Elevated blood pressure levels 
(properly taken measurements) 

      

(i) systolic 140-159 or diastolic 
90-99 

3 1 2 1 1 1 

(ii) systolic ≥160 or diastolic 
≥100‡ 

4 2 3 2 2 1 

Hypertension  
 
 

c) Vascular disease 4 2 3 2 2 1 
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  I C I C I C I C I C I C 
Inflammatory 
bowel disease 

(Ulcerative colitis, Crohn’s 
disease) 

2/3* 2 2 1 1 1 

Ischemic heart 
disease‡ 

Current and history of 4 2 3 3 2 3 2 3 1 

Liver tumors a) Benign       
 i) Focal nodular hyperplasia 2 2 2 2 2 1 
 ii) Hepatocellular adenoma‡ 4 3 3 3 3 1 
 b) Malignant‡ 4 3 3 3 3 1 
Malaria  1 1 1 1 1 1 
Multiple risk 
factors for arterial 
cardiovascular 
disease 

(such as older age, smoking, 
diabetes and hypertension) 

3/4* 2* 3* 2* 2 1 

Obesity 
 

a) >30 kg/m2 body mass index 
(BMI) 

2 1 1 1 1 1 

 b) Menarche to < 18 years and > 
30 kg/m2  BMI 

2 1 2 
 

1 1 1 

Ovarian cancer‡  1 1 1 1 1 1 
Parity a) Nulliparous 1 1 1 1 2 2 
 b) Parous 1 1 1 1 1 1 
Past ectopic 
pregnancy 

 1 2 1 1 1 1 

a) Past, (assuming no current risk 
factors of STIs) 

      Pelvic 
inflammatory  
disease (i) with subsequent pregnancy 1 1 1 1 1 1 1 1 
 (ii) without subsequent 

pregnancy 
1 1 1 1 2 2 2 2 

 b) Current 1 1 1 1 4 2* 4 2* 
Peripartum 
cardiomyopathy‡  

a) Normal or mildly impaired 
cardiac function 

      

 (i) < 6 months 4 1 1 1 2 2 
 (ii) > 6 months 3 1 1 1 2 2 
 b) Moderately or severely 

impaired cardiac function 
4 2 2 2 2 2 

Postabortion a) First trimester 1* 1* 1* 1* 1* 1* 
 b) Second trimester 1* 1* 1* 1* 2 2 
 c) Immediately post-septic 

abortion 
1* 1* 1* 1* 4 4 

a)  < 21 days 4 1 1 1   
b)  21 days to 42 days        

(i) with other risk factors for 
VTE 3* 1 1 1 

  

(ii) without other risk factors 
for VTE 

2 1 1 1   

Postpartum  
(see also 
Breastfeeding) 

c)  > 42 days 1 1 1 1   
a) < 10 minutes after delivery of 

the placenta 
    2 1 

b) 10 minutes after delivery of the 
placenta to < 4 weeks 

    2 2 

c) > 4 weeks     1 1 

Postpartum (in 
breastfeeding or  
non-breastfeeding 
women, including 
post-cesarean 
section) 

d) Puerperal sepsis     4 4 
Pregnancy   NA* NA* NA* NA* 4* 4* 
Rheumatoid  
arthritis 

a) On immunosuppressive therapy 2 1 2/3* 1 2 1 2 1 

 b) Not on immunosuppressive 
therapy 

2 1 2 1 1 1 

Schistosomiasis a) Uncomplicated 1 1 1 1 1 1 
 b) Fibrosis of the liver‡ 1 1 1 1 1 1 
Severe 
dysmenorrhea 

 1 1 1 1 1 2 

a) Current purulent cervicitis or 
chlamydial infection or gonorrhea 

1 1 1 1 4 2* 4 2* Sexually 
transmitted 
infections (STIs) 
 

b) Other STIs (excluding HIV and 
hepatitis) 

1 1 1 1 2 2 2 2 
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  I C I C I C I C I C I C 
c) Vaginitis (including 
trichomonas vaginalis and 
bacterial vaginosis) 

1 1 1 1 2 2 2 2 Sexually 
transmitted 
infections 
 (cont.) d) Increased risk of STIs 1 1 1 1 2/3* 2 2/3* 2 
Smoking a) Age < 35 2 1 1 1 1 1 
 b) Age > 35, < 15 cigarettes/day 3 1 1 1 1 1 
 c) Age > 35, >15 cigarettes/day 4 1 1 1 1 1 

a) Complicated 4 2 2 2 3 2 3 2 Solid organ  
transplantation‡ b) Uncomplicated 2* 2 2 2 2 2 
Stroke‡ History of cerebrovascular 

accident 
4 2 3 3 2 3 2 1 

a) Varicose veins 1 1 1 1 1 1 
b) Superficial thrombophlebitis 2 1 1 1 1 1 

Superficial  
venous 
thrombosis        
Systemic lupus 
erythematosus‡ 

a) Positive (or unknown) 
antiphospholipid antibodies 

4 3 3 3 3 3 1 1 

 b) Severe thrombocytopenia 2 2 3 2 2 2* 3* 2* 
 c) Immunosuppressive treatment 2 2 2 2 2 2 2 1 
 d) None of the above 2 2 2 2 2 2 1 1 
Thrombogenic 
mutations‡ 

 4* 2* 2* 2* 2* 1* 

Thyroid disorders Simple goiter/ 
hyperthyroid/hypothyroid 

1 1 1 1 1 1 

a) Non-pelvic 1* 1* 1* 1* 1 1 Tuberculosis‡  
(see also Drug 
Interactions) 

b) Pelvic 1* 1* 1* 1* 4 3 4 3 

Unexplained 
vaginal bleeding  

(suspicious for serious condition) 
before evaluation 

2* 2* 3* 3* 4* 2* 4* 2* 

Uterine fibroids  1 1 1 1 2 2 
a) Uncomplicated 2 1 1 1 1 1 Valvular heart  

disease b) Complicated‡ 4 1 1 1 1 1 
a) Irregular pattern without heavy 
bleeding 

1 2 2 2 1 1 1 Vaginal  
bleeding 
patterns b) Heavy or prolonged bleeding 1* 2* 2* 2* 1* 2* 2* 
Viral hepatitis a) Acute or flare 3/4* 2 1 1 1 1 1 
 b) Carrier/Chronic 1 1 1 1 1 1 1 
Drug Interactions 
Antiretroviral 
therapy  

a) Nucleoside reverse 
transcriptase inhibitors 

1* 1 1 
 

1 2/3* 
 

2* 2/3* 2* 

 b) Non-nucleoside reverse 
transcriptase inhibitors 

2* 2* 1 
 

2* 2/3* 2* 2/3* 2* 

 c) Ritonavir-boosted protease 
inhibitors  

3* 3* 1 
 

2* 2/3* 2* 2/3* 2* 

Anticonvulsant 
therapy 

a) Certain anticonvulsants 
(phenytoin, carbamazepine, 
barbiturates, primidone, 
topiramate, oxcarbazepine) 

3* 3* 1 
 

2* 1 1 

 b) Lamotrigine 3* 1 1 1 1 1 
a)  Broad spectrum antibiotics 1 1 1 1 1 1 
b) Antifungals 1 1 1 1 1 1 
c) Antiparasitics 1 1 1 1 1 1 

Antimicrobial  
therapy 

d) Rifampicin or rifabutin therapy 3* 3* 1 
 

2* 1 1 

I = initiation of contraceptive method; C = continuation of contraceptive method; NA = Not applicable 
* Please see the complete guidance for a clarification to this classification: www.cdc.gov/reproductivehealth/unintendedpregnancy/USMEC.htm 
‡ Condition that exposes a woman to increased risk as a result of unintended pregnancy. 
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Table 4: Information about Emergency Contraception 

Current options include: 

 

(1) Levonorgestrel emergency contraception: Administered in a single 1.5 mg 

dosage, Levonorgestrel EC is labeled for use within 72 hours of unprotected 

sexual activity. A recent systematic review demonstrated that levonorgestrel is 

more effective than the Yuzpe regimen in preventing pregnancy (RR 0.51, CI 

0.31-0.83) and has fewer side effects as well.
4
 Although labeled for use within 72 

hours, and more effective the earlier it is used, in some instances it can be 

administered out to 120 hours. Levonorgestrel EC is available over-the-counter 

with no age restrictions. 

(2) Ulipristal emergency contraception: Ulipristal EC is a selective progesterone 

receptor modulator that acts as an anti-progestin, delaying ovulation, and thereby 

exerting its emergency contraceptive effect. In contrast to levonorgestrel, 

ulipristal appears to still work in the late follicular phase, shortly before the mid-

cycle LH surge. Also in contrast to levonorgestrel, ulipristal is labeled for use out 

to 120 hours. Currently, it is less commonly used than levonorgestrel due to its 

recent introduction, differences in accessibility at pharmacies, and the 

recommended pregnancy test before use.  
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Clinical Pearls: 
 

 Given the sensitive nature of sexual health concerns and the common reluctance 

of adolescents to spontaneously raise such concerns during visits, it is important 

to convey a non-judgmental tone in questioning, while highlighting strengths and 

avoiding a singular focus on problems. 

 

 Numerous contraceptive options, including LARCs, are appropriate for use in 

adolescents, giving patients and clinicians alike suitable options even in the 

context of complex medical or psychosocial issues. Adolescents should be 

educated about the various options available to them, with particular emphasis 

given to LARCs which while considered first-line for adolescents may not be 

their initial choice. 

 

 Although genuine risks such as VTE are present while using COCs, the absolute 

risk of severe adverse events among teenagers is generally very small, and 

typically less than the risks associated with unintended pregnancy. 
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Knowledge Questions: 

 

1. Which is not an indication for a first pelvic examination? 

a. Concern for intra-vaginal foreign body such as a lost tampon. 

b. Pain during sexual intercourse. 

c. Vaginal discharge. 

d. Desire for contraception. 

e. Abnormal vaginal bleeding. 

 

2. Which is not a key element of a comprehensive sexual history? 

a. Sexual orientation. 

b. Condom use. 

c. Contraceptive use. 

d. Victimization. 

e. Political views on abortion. 
 

3. Which is an absolute indication for progestin-only contraception rather than combined 

hormonal contraception? 

a. Personal history of prior thrombus while on combined hormonal contraception. 

b. Family history of thrombosis. 

c. Migraines without aura. 

d. Prehypertension. 

e. Severe obesity. 

 

4. Which situation is not an indication for emergency contraception? 

a. Condom slips upon withdrawal. 

b. Condom breaks during sex. 

c. Unprotected intercourse 75 hours ago. 

d. Unprotected intercourse one week ago. 

e. Unprotected sex but partner withdrew prior to ejaculation. 

 

5. Which is not an adverse effect of combined hormonal contraceptives? 

a. Significant long-term weight gain. 

b. Lipid abnormality. 

c. Hypertension. 

d. Nausea. 

e. Spotting. 
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Answers to Knowledge Questions 

1. Which is not an indication for a first pelvic examination? 

Preferred response: d.  Desire for contraception 

Although a pelvic examination may be indicated in particular situations, it may not be 

indicated for patients who are virginal but seeking contraception or have had a recent 

pelvic examination and are returning to begin contraception. There should be no 

obstacles to contraceptive care for patients who seek it, and for some young women, a 

pelvic examination may represent such an obstacle. 

 

Concern for intra-vaginal foreign body such as a lost tampon is an indication for a pelvic 

examination as any foreign body may lead to pelvic symptoms, infection, or other 

sequelae. Typically foreign bodies will present with malodorous discharge or other 

notable symptoms. 

 

Pain during intercourse, or dyspareunia, may signify a pelvic or genitourinary infection, 

traumatic injury, or other issue such as endometriosis and should also be evaluated 

through pelvic examination. 

 

Vaginal discharge in a sexually active girl may signify a wide variety of different issues 

which are difficult to distinguish without detailed examination. Vaginitis may be difficult 

to distinguish from cervicitis or further ascended pelvic inflammatory disease, and 

infection may be difficult to distinguish from a retained foreign body or structural 

abnormality without a pelvic examination. 

 

Finally, abnormal bleeding, with few exceptions, is an indication for pelvic examination 

to rule out abnormal vaginal or cervical lesions, pelvic pain, or other clarifying symptoms 

or signs. Abnormal bleeding at menarche or in the first 1-2 years after menarche may be 

followed clinically unless there is concern for an atypical cause of the bleeding. 

Evaluation of the sexually active girl with abnormal bleeding typically requires a pelvic 

examination for assessment. 

 

2. Which is not a key element of a comprehensive sexual history? 

Preferred response: e. Political views on abortion 

While a patient’s personal views may influence her decision-making regarding her own 

health and body, asking about her views is not a part of a routine sexual history. The 

clinician’s role is to help the patient arrive at decisions regarding her sexual health that 

are in her best interest and consistent with her personal values and goals. Whether the 

patient shares her political views with the clinician is up to her. 

 

Starting in early adolescence, teens may begin to have questions about sexual orientation 

and may not have sources of information and support other than their health care 

providers. Inquiring about sexual orientation in a non-judgmental way can be very 

helpful for many teens. 



 

Condom use is a critical method of protection against sexually-transmitted infections and 

unintended pregnancy and should be discussed with all patients regardless of their sexual 

histories. Similar to condom use, contraceptives are crucial means of avoiding unintended 

pregnancies and should be discussed during comprehensive sexual histories. 

 

Victimization is an issue plagued by secrecy and shame. As such, it is important for 

clinicians to raise the issue during routine screening and counseling. As such it is a 

crucial part of the routine sexual history. 

 

3. Which is an absolute indication for progestin-only contraception rather than 

combined hormonal contraception? 

Preferred response: a. Personal history of prior thrombus while on combined 

hormonal contraception. 

 

A personal history of thrombosis while on a combined hormonal contraceptive is an 

absolute contraindication to further combined hormonal contraceptive use. While 

thrombosis related to a time-limited risk factor such as an intravascular catheter may not 

be a contraindication, thrombosis related to prior estrogen administration is. A progestin-

only or non-hormonal method should be used. 

 

A family history of thrombosis, however, is not an absolute contraindication to combined 

hormonal contraceptive use. If a familial thrombophilia such as factor V leiden is 

documented, evaluation of the patient may be warranted. However, in the presence of 

idiopathic or otherwise unclear family history of thrombosis, a combined hormonal 

contraceptive may still be used if the benefits outweigh the risks. 

 

Migraines with aura are a risk factor for stroke in the setting of combined hormonal 

contraception. For those with migraines without aura <35 years old, the risk and benefits 

yield a level 3 and thus combined hormonal contraception can be provided in this setting. 

A careful history to confirm the absence of aura is important prior to prescribing 

combined methods. 

 

Although estrogen may increase blood pressure and is contraindicated in the setting of 

untreated hypertension, COCs may be prescribed in teens with prehypertension if the 

overall benefits outweigh the risks and close follow-up is assured. 

 

While obesity does convey some increased risk of thrombosis, for the vast majority of 

adolescent girls, the benefits of combined hormonal methods, outweigh this risk. Also, 

although some patients may experience weight gain, others may experience weight loss 

and overall, the long-term weight trajectory is largely unchanged compared to non-users. 

 

4. Which situation is not an indication for emergency contraception? 

Preferred response: d.  Unprotected intercourse one week ago. 

EC use beyond 120 hours is unlikely to be beneficial and is not recommended. A 

pregnancy test should be offered immediately and two weeks later to screen for 



pregnancy. Contraceptives (―Plan A‖) should be reviewed and offered immediately to 

avoid further instances of unprotected intercourse. 

 

Condom slippage is under-protected intercourse and within the appropriate time frame is 

an appropriate indication for EC use. Similar to condom slippage, breakage during 

intercourse is a significant risk factor for unplanned pregnancy and infection. If within an 

appropriate time frame, EC use would be appropriate. Withdrawal is not a reliable 

method of contraception and should be approached clinically similarly to other forms of 

unprotected intercourse. A pregnancy test should be offered, contraception should be 

discussed, barrier protection should be discussed, and follow-up in two weeks should be 

offered. 

 

Although Plan B is labeled for use within 72 hours, Ulipristal is labeled for use out to 120 

hours. Even for Plan B, use out to 120 hours may be appropriate given the continued 

albeit waning efficacy on day 5.  

 

5. Which is not an adverse effect of combined hormonal contraceptives? 

Preferred response: a. Significant long-term weight gain. 

Although there may be transient weight gain early in the course of using combined 

hormonal contraceptives, particularly in the setting of unhealthy dietary intake and 

sedentary behaviors at baseline, the long-term weight trajectory has been shown to be 

unchanged from non-users with similar weight and lifestyle profiles. 

 

Depending on the composition of particular pills, COCs can cause an increase in total 

cholesterol and triglycerides in particular. The estrogen component can increase blood 

pressure and should be considered particularly in the setting of elevated baseline blood 

pressure or other cardiovascular risk factors. 

 

Nausea is a common side effect of estrogen therapy and may be prohibitive for some 

patients who are particularly sensitive to its effects. Taking the pill with food or at 

bedtime and lowering the dose to 20ug EE may mitigate the nausea. Breakthrough 

vaginal spotting is also common with combined hormonal contraceptives and is a key 

reason for early discontinuation of combined hormonal pills by adolescents. Anticipatory 

guidance regarding this issue is critical to minimize premature discontinuation. 
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