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How Contraception Works

Contraception Efficacy versus Effectiveness

e Efficacy: How well can it work?
o0 Ideal/ perfect use: method is used exactly as it should be used, every time
o Example: Oral contraception (pills) have efficacy of over 99%
o Failure rate is 3 women in 1,000

o Effectiveness: How well does it work in real life?
o Typical use: what happens in the real world
0 Actual effectiveness of oral contraception is closer to 91%
o Failure rate is 9 women in 100
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Comparing Typical Effectiveness of Contraceptive Methods
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This chart shows methods that are least effective at the bottom, with the most effective methods at the top. In this document, we are not
going to discuss the methods of contraception with the lowest effectiveness, such as condoms and diaphragms because it's obvious

how they work.



First-year failure rates with typical (not perfect) use:

No Contraception 85.0
Other barrier
Condom - Male
OCP/Patch/Ring
Injectable (DMPA)

IUD - Copper T 380A | 0.8

IUD - Levonorgestrel |0.2
Implant | 0.05

0.0 20.0 40.0 60.0 80.0 100.0

¢ With no contraception, 85 out of 100 women will become pregnant in a year.
With barrier methods such as the diaphragm, 28 out of 100 women will become pregnant in a year.

e Using condoms with typical use, 18 women will become pregnant in a year. (Condoms are rarely used every time, or they can break or slip
off).

e Using hormonal contraception that a woman has to remember to use, such as oral contraceptive pills or the contraceptive ring, 9 women out
of 100 or nearly 10% will become pregnant in a year.

¢ Using injectable contraception such as DepoProvera, 6% of women will become pregnant in a year.

The LARC methods such as IUDs or implants are almost as effective as permanent sterilization. That's because there’s no difference between

perfect use and typical use. Once they're in the body, the woman doesn’t have to remember to do anything, and these methods are working to
prevent pregnancy.




Review of how pregnancy occurs

Hormones are chemical messengers

Hormones (FSH, LSH) are released from the woman'’s brain (pituitary gland) and stimulate the ovulary to release an egg
This happens around mid-cycle (between the beginning of one menstrual period and the start of the next menstrual period)
The egg (ovum) travels to the fallopian tube

The sperm penetrates the egg (fertilization) in the fallopian tube

The fertilized egg travels through the fallopian tube to the uterus, where it implants in the uterine lining

It is only during a limited period in the menstrual cycle that conception is possible. This is due to limited life span of sperm in the female
reproductive tract (120 hours) as well as the egg’s length of survival after ovulation (12-24 hours). This is the fertile window when unprotected
intercourse or failed contraception can result in a pregnancy. Fertilization must occur within 24 hours of ovulation and probably much shorter.




Cervix, uterus and fallopian tubes Photograph of a cervix

How hormonal contraception works

The pituitary gland in the brain release the hormones FSH and LH stimulate the ovary to produce an egg (ovulate) each month.

e FSH: Follicle Stimulating Hormone
e LHS: Luteinizing Hormones

There are several generations (types) of man-made steroid hormones that prevent pregnancy. When a woman uses hormonal contraception, these
man-made hormones in her body “fool” the pituitary gland from releasing FSH and LSH. When a woman takes man-made (synthetic) hormones,
the pituitary gland releases less FSH and LH, so ovulation does not occur.

Some methods of contraception, for example, many types of birth control pills, combine two female sex hormones, estrogen and progestin.
Combinations of estrogen and progestin prevent ovulation (the release of eggs from the ovaries).



Levorgestrel is the progestin hormone in some contraceptive implants and levonorgestrel intrauterine systems (LNG IUS). Levonorgstrel is a man-
made steroid hormone that has several modes of action to prevent pregnancy. LNG makes the mucus of the woman'’s cervix thicker so it's harder
for sperm to reach the uterus. LNG also makes the lining of the uterus thinner so if a fertilized egg does reach the uterus, it's harder to attach.
However, the main way that hormonal contraception works is by preventing ovulation (release of the egg) in the first place. Another way
levonorgestrel prevents pregnancy is its effect on cilia in the fallopian tubes. Cilia are like little hairs that beat and help move the ova through the
fallopian tube. Cilia in the fallopian tube beat slower when birth control with progestin is in the body.

To state it a very simple way: the hormones in hormonal contraception are chemical messengers. They circulate throughout the body (especially to
target organs, like the brain, uterus and ovaries). These circulating hormones send a message to the brain: “Don’t release the hormones from the
brain that stimulate the ovary to release an egg! There are already plenty of hormones in the body, no more are needed!” If the ovary doesn’t
release an egg, there’s no egg that ripens and is released into the fallopian tube. If there’'s no egg in the fallopian tube, fertilization can’t occur—the
woman can’t become pregnant.

Basic message on the effects of hormones in hormonal contraception:

Estrogen:
e Suppresses release of hormones from brain (FSH, LH) = prevents ovulation

e Changes to uterine lining (endometrium)

Progestin:
e Thickens cervical mucus

e Thins uterine lining (endometrium)



Contraindications to IUCDs (these women should not have an IUCD inserted):

Known or suspected pregnancy

Unexplained vaginal bleeding

Active cervicitis (there is pus at the cervix—may be a symptom of sexually transmitted infection)
Pelvic inflammatory disease in past 3 months

Serious uterine infection in the past 3 months after childbirth or after abortion

Uterus that is unusually shaped

Genital tract cancer

* For copper IUCD only: allergy to copper (Wilson’s disease)

Contraindications to any hormonal contraception containing estrogen:

Smoker and is 35 years or older

Personal history of blood clot event (Deep vein thrombosis/ pulmonary embolism, heart attack, stroke)
Complicated diabetes

Severe migraine headaches

Any migraine headache if woman is 35 years or older

Hypertension

Coronary artery disease

» Active liver disease

* Breast Cancer

Contraindications to any hormonal contraception containing progestin-only:

* PBreast Cancer
* Cirrhosis/ liver tumors/ active liver disease
* Unexplained vaginal bleeding



Long-Acting Reversible Contraception (LARC)

Why is LARC so effective? LARC is 20 times more effective at preventing pregnancy than other types of short-acting hormonal contraception,
such as birth control pills, because once it is inserted, it's forgettable! That means that the woman doesn’t have to remember to do anything daily,
weekly or monthly. The LARC method is working in her body and she doesn’t have to do anything or think about it until the method expires.

The other great thing about LARC methods is that they're reversible. If a woman decides she doesn’t want to have a baby for 2-10 years, she can
choose one of the LARC methods which gives her great protection from unwanted pregnancy. When the implant, intrauterine contraceptive device
or intrauterine system is removed, her fertility returns to its normal level.

How long does it take to return to normal fertility after the implant or IUCD is removed?

A woman’s natural fertility returns immediately once an IUCD or implant is removed. If a woman’s menstrual periods were very regular before she
had hormonal contraception, they will be regular after she stops hormonal contraception. If her menstrual periods were very irregular before she
started using contraception, they will probably be irregular once she stops using hormonal contraception. In other words, her fertility will return to her
own normal level.

What happens if the IUCD or implant is not removed?

If the IUCD or implant is in the body past the time it should be removed, it will stop providing protection against pregnancy. If it is not removed, it
won’t cause harm, it just won't be effective as a contraception method.

Contraceptive implants




There are several brands of contraceptive implants. Implanon® is registered in Kenya and has just been introduced in South Africa. It contains a
different kind of progestin, etonorgestrel, which works basically the same way that levonorgestrel does. Implanon® has one small rod (shown in the
photo), that is inserted in the upper arm. It is inserted just under the skin, not deeply into the muscle. Implanon® works for three years, and then it
should be removed (and replaced if a woman wants a new one).

The small rod is soft and flexible. It contains 68 mg of etonorgestrel. Once the implant is inserted, 60 to 70 mcq is released per day in Week 5 to 6
and decreases to approximately 35 to 45 mcg per day at the end of the first year, to approximately 30 to 40 mcg per day at the end of the second
year and then to approximately 25 to 30 mcg per day at the end of the third year.

Implanon® is a progestin-only contraceptive and does not contain estrogen. It does not contain latex.
Jadelle is another type of implant composed of two thin rods containing levonorgestrel. It is labeled for five years of use.

Sino-implant or Simplant is distributed by WomanCare Global, primarily in Latin America at this time. It also has two thin silicone rods containing
levonorgestrel. It is currently labeled for four years of use.

How do the implants work to prevent pregnancy?

The main ways the implant works to prevent pregnancy are:
e Thickens and decreases cervical mucus (prevents sperm penetration)
Thins the uterine lining (reduces ability of fertilized egg to attach)
¢ The implant contains enough progestin to inhibit ovulation at least some of the time by suppressing the release of LH and FSH from the
pituitary gland of the brain

What are the main side effects of implants?

The most common side effects of all the brands of implants are changes in menstrual bleeding patterns. The changes in a woman’s menstrual
period are due to the effect the hormones have on the lining of the uterus.

The changes may be less bleeding, more bleeding or continuous light bleeding. 1 in 5 women experience no menstrual periods. This is an
advantage for women who are anemic. 1 in 5 women experience frequent or prolonged bleeding. It's absolutely crucial that women are informed
and expect menstrual changes and are willing to accept them. This type of educational counseling is a key part to women’s acceptance of implants
and their continuation of the method.

Eventually, most women using implants will experience infrequent menstrual periods or will stop having menstrual periods. Again, for anemic
women, this is an advantage.



Intrauterine systems or devices (IUS / IUCD)

In any type of IUS or IUCD, the arms of the IUS are folded in the specially designed applicator. The systems are small and flexible and soft. When
they're folded up in the applicator, they can easily be inserted through the cervix of most women and they rest in the uterus. A short length of string
comes out of the cervix. When it's time to remove the 1US, a clinician can use an instrument to gently pull the strings and remove the IUS.
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Levonorgestrel intrauterine system (LNG IUS)

Mirena® is the name of the levonorgestrel-releasing IUD sold by Bayer. The brand-name Mirena and the generic LNG IUS are virtually the same
but the applicator of each is a little different.

These LNG IUS provide excellent contraception for 5 years. They release a small amount (20 mcg) of levonorgestrel per day. The hormone is in
the stem of the intrauterine system.

The LNG IUS is inserted by a trained provider through the cervix and rests in the woman'’s uterus. The arms of the IUS are folded down when it's
inserted, and it's soft so it inserts easily through the cervix in most women.

Mirena or the LNG IUS is excellent for women with heavy periods or women who are anemic. Approximately 20% of women who use the IUSs stop
having their menstrual periods by one year. Sometimes for women with heavy menstrual periods, the number of bleeding and spotting days may
increase in the first few months, but usually get lighter and lighter as the months go on.

Other uses of implants for mid-aged women

Perimenopausal describes the time period during which women transition from regular ovulation, regular menstrual periods and being fertile to
having irregular ovulation and irregular periods. Menopause is the permanent end of menstruation and fertility, defined as occurring 12 months after
your last menstrual period. Menopause can happen in a woman'’s 40s or 50s, but the average age is 51 in the United States. Sometimes
perimenopausal women develop irregular, heavy bleeding. In the past, perimenopausal women who had very heavy periods had their uteri removed
surgically (hysterectomy). The LNG IUS is an excellent alternative to hysterectomy as long as the heavy bleeding is not caused by disease in the
uterus. The LNG IUS is excellent for women with heavy bleeding because the menstrual periods get lighter and lighter.

How does the LNG IUS work to prevent pregnancy?

The system releases a small amount of levonorgestrel into the uterus daily. The hormone affects the uterus directly and makes the lining of the
uterus thinner and thinner. (It’s this lining that builds up each month, and if the women does not become pregnant, it sheds—that’s the menstrual
period). Not only does the levonorgestrel directly affect the uterine lining, making it thinner (leading to lighter menstrual periods), it is also absorbed
into the body. The systemic (in the whole body) levonorgestrel prevents pregnancy just as all hormonal contraception does, by suppressing
ovulation.

The advantage of the LNG IUS, like all LARC, is that once it's in, the woman doesn’t have to remember to take anything or do anything dalily,
weekly, monthly, or every few months. It provides excellent protection against pregnancy for 5 years.
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What are the main side effects and benefits of the LNG |IUS?

Of all the LARC methods, the LNG IUS is the best method if a woman is anemic or has heavy or painful periods. However, she has to understand
and be willing to accept that her menstrual periods will probably get lighter until she will probably have no periods. This is absolutely OK for her
health. If they don't get their periods, some women worry that the menstrual blood will “build up” and cause harm or damage. But remember, the
lining of the uterus gets thinner and thinner with the LNG IUS, so there’s no “build-up”. The lining of the uterus simply becomes so thin that there’s
nothing to shed, so there’s no menstrual period.

In the first few months of use, most women have irregular bleeding with the LNG 1US, not regular, monthly menstrual periods. By one year, 30% of
women have no bleeding or menstrual periods. The percentage of women with no periods (amenorrhea) grows with each year of use. Again, this is
a good thing for women who are seriously anemic or have heavy bleeding in perimenopause.

In some countries, the hormone-containing intrauterine system (IUS) is registered as a medicine. In some countries, the copper-containing
intrauterine device (non-hormonal)is registered as a device or a medicine.

Copper T 380A Intrauterine Device (IUD) (Non-hormonal LARC)

>

The Copper T380A is one of the most common IUDs world-wide. It has very thin copper wire wrapped around each arm and around the stem;
altogether, the total exposed copper is 380 mm. No part of it has latex.
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How does the Copper IUD work to prevent pregnancy?

An ion is an electrically charged atom. The copper IUD releases copper ions. Copper increases the inflammatory response of the fluids in the
reproductive track. The fluids of the reproductive track change due to the copper ions and are toxic for sperm. This affects the function and viability
of sperm and prevents fertilization.

Laboratory studies have shown that in similar concentrates to those released from copper IUDs, copper affects the motility (movement), viability
(ability to live) and fertilizing capacity of human sperm. This makes the sperm less able to reach the egg and penetrate the egg. There are no or
very few sperm found near the site of fertilization (in the fallopian tubes) among copper IUD users compared to non-lUD users.

One of the advantages of the Copper T IUCD is that it contains no hormones. This means that there are no hormonal side effects. Some women
have side effects with hormonal contraception, such as breast tenderness, moodiness, bloating, decrease in sexual desire, occasional hausea.
Most women do not have these side effects, or if they do, they go away after a month or two. But some women truly don’t do well with hormonal
contraception. There are some women who have contraindications to hormonal contraception. For instance if a woman has a history of blood clots
or has high blood pressure, she generally should not use contraception with estrogen.

The advantage of the Copper T380A IUCD is that it is completely hormone free. A woman continues to have her menstrual periods with her own
regular (or irregular cycles), depending on her own natural hormones. Some women are very concerned that hormones might decrease sexual
desire (libido) and since the Copper IUCD contains no hormones, it doesn’t change a woman’s natural hormones. Sexual desire peaks during
ovulation--- that’s built-in biology. A woman has highest sexual desire when she ovulates because human beings (like all species) are programmed
to reproduce their species. So ovulation (and peak sexual desire) takes place with the Copper T IUCD, it’s just that the sperm won’'t meet up with
the egg.
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What are the main side effects of the copper IUD?

Because there are no hormones in the copper IUCD, there are no whole-body side effects that can occur with hormonal contraception. For
instance, moodiness, sore breasts, lowered sexual desire and other side effects that women can experience with some hormonal contraception, do
not happen with use of the copper IUCD.

The main side effects are: women can have cramping in the first month or so after the IUCD is inserted. Also their menstrual periods tend to be
heavier with the copper IUCD. This isn’t a problem for women who have normal menstrual periods and who aren’t anemic. For women who are
already anemic and who have heavy menstrual periods, the LNG IUS is a better choice for them.

The side effects of cramping and heavy menstrual periods tend to become less after the first 3 months of use. These side effects can be treated
with low doses of non-steroidal anti-inflammatory medicine (such as ibuprofen).

Injectable Contraception (Depo-Provera)

k. . --_l.
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Depo-Provera”

Comtraceptive Imjection

150 mg per mb

There are quite a few types of injectable contraception. Some are effective for a month, some are effective for 2 months and some are effective for
3 months. Some contain estrogen, but most contain a type of progestin.

We will discuss Depo-Provera, the most common type of injectable contraception. A woman needs to get an injection every 3 months (12 weeks).

Depo-Provera works the same way the levonorgestrel intrauterine system works:

. Thickens and decreases cervical mucus (prevents sperm penetration)
. Thins the uterine lining
. Depo-Provera contains enough progestin to inhibit ovulation at least some of the time by suppressing the release of LH and FSH from the

pituitary gland of the brain
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Women with these conditions should not receive Depo-Provera:

Unexplained vaginal bleeding
Liver disease

Breast cancer

Blood clots

What are the side effects of Depo-Provera?

Depo-Provera can cause a number of side effects, including:
Irregular menstrual periods, or no periods at all
Headaches

Nervousness

Depression

Dizziness

Acne

Changes in appetite

Weight gain

Excessive growth of facial and body hair

Hair loss

Loss of bone mineral density

Most of the side effects are not common. Change in the menstrual cycle is the most common side effect. Women may experience irregular bleeding
or spotting. After a year of use, about 50% of women will stop getting their periods. Their periods usually return when they discontinue the shots.

Prolonged use of Depo-Provera may result in loss of significant bone mineral density, increasing the risk of osteoporosis (thin, brittle bones). This
risk is more likely for those who have been taking it for longer than two years, particularly when other risk factors for osteoporosis exist, such as
family history and being small-boned. It is advised that all women on Depo-Provera get adequate calcium and Vitamin D (through diet and/or
supplements) to help prevent osteoporosis.

If a young woman uses Depo-Provera for more than two years, her bones may become thinner. If she stops taking Depo-Provera and uses an
estrogen-containing birth control method, or no birth control method, her bones will probably return to normal. Preventing bone thinning early in
adolescence and young adulthood is important because when a woman reaches menopause, she stops producing natural estrogen. Bone thinning
then occurs naturally after menopause, unless a woman gets a lot of exercise, takes calcium and Vitamin D and eats a diet rich in calcium. If a
woman gets older and her bones are thin, she is at high risk for bone fractures, especially hip fractures. Hip fractures in older people increase the
risk of dying because of hospitalization, surgery and inability to move around. For women ages 70-79, a hip fracture doubles the risk of dying within
ayear.
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Because Depo-Provera does not contain estrogen and suppresses natural estrogen, it can also lead to vaginal dryness. This is called atrophic
vaginitis. The natural tissue of the vagina is moist and pink. With long-term use of Depo-Provera, it can become pale and dry. This can cause
painful sexual intercourse for some women. Lubricants can help this problem, but it may also mean the woman has used Depo-Provera long
enough and it's time to switch to a method which restores estrogen. For instance, if she switches to the Copper IUD, her body will start producing
its own natural estrogen again.

One of the reasons Depo-Provera is not a highly effective method is because women must remember to return for an injection every 12 weeks. If
she is more than 2 weeks late for an injection or the clinic is stocked out of Depo-Provera, she has no contraceptive protection.

Birth control pills (combined estrogen and progestin oral contraceptives)

The estrogen and progestin of birth control pills work exactly the same way as discussed earlier on page 6. The same contraindications to
combined oral contraceptives exist as discussed on the previous page (page 13).

The only difference in hormones delivered through a contraceptive implant or a levonorgestrel intrauterine system (both contain no estrogen, only
progestin), is that with implants and intrauterine systems, once they’re in the body, they work.

When women take a birth control pill, the hormones (chemical messengers) enter the blood stream. But over the next 24 hours, the level of
hormones falls. The woman takes a pill 24 hours from her last pill, and the hormones rise again. However, if a woman forgets to take a pill for a
day (or 2 days or 3 days), she might ovulate. Studies show that very women really take birth control pills every day—maost women forget several
days during the cycle. That's why in real-life birth control pills are not as effective as LARC.
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The birth control pill should be taken at the same time every day for maximum effectiveness.

There is a type of birth control pill that contains no estrogen, it only contains progestin. This is called a mini-pill. Many times, it is given to breast-
feeding women or women who have estrogen-related side effects with birth control pills containing estrogen. The mini-pill is less effective than the
combined estrogen-progestin pills. It's especially important that women using the mini pill should take the pill at the same time every day.

What are the main side effects of birth control pills?

Women should take birth control pills after they've eaten a meal to avoid some of the possible side effects. Some women have a lot of problems
with side effects whereas other women have no side effects at all.

Possible side effects are:

Nausea

Weight gain

Sore or swollen breasts

Spotting between periods

Lighter periods

Mood change

Possible decreased sexual desire

Possible high blood pressure (in some women)

The dose of estrogen and progestin (and type of progestin) vary slightly in one type of birth control pill to another. If a woman has side effects with
one type of birth control pill, often the clinician can tell by the side effects which type of birth control might be better for her.
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Other considerations about birth control

After giving birth and breast-feeding women

In the past, clinicians believed that birth control pills with estrogen made the mother produce less breast
milk for the baby. However, several well-designed studies have shown that when women take combined
oral contraception (containing estrogen and progestin), infant growth and breast-feeding discontinuation is
not different compared to women who use progestin-only methods of contraception.*?

Estrogen-containing methods of birth control should not be given to a mother after birth until 3 weeks (21
days) after delivery, since the risk of blood clot is higher in the first 3 weeks after giving birth.

There are methods of progestin-only birth control that breast-feeding women can use. The mini-pill is a
birth control pill that contains only progestin, no estrogen. However, this pill must be taken at the same
time every day to be effective.

Usually, contraceptive implants can be inserted before 3 weeks after giving birth.

The LNG IUS, like all IUCDs, have a fairly high rate of expulsion if it is inserted immediately after giving birth. This is because the uterus grows so
large in pregnancy and the cervix opens so wide to give birth. Usually, IUCDs, either the LNG IUS or the Copper T IUCDs are inserted at the 3-
week follow-up visit.

Preventing sexual transmitted infections/ Dual protection

None of the methods discussed in this resource protects a woman against sexually transmitted infections (STIs). STls include gonorrhea,
chlamydia, HIV and other infections. Every woman at risk for acquiring an STI should be urged to use condoms as well as a highly effective birth
control method. This is called dual protection.

Condomes: protect against STls
Effective contraception: protects against unplanned pregnancy

Controversy about Depo-Provera and HIV

An analysis by a group of researchers, led by the University of Washington, published in Lancet Infectious Diseases in October 2011, found the
risks of both HIV acquisition and HIV transmission doubled among women in HIV-discordant couples (those in which only one person was HIV
positive at study enroliment) using hormonal contraceptives, particularly the progestin-only injectable, compared with women not using hormonal
contraceptives.®
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These findings, and the study’s strengths and limitations, have yet to be weighed along with other available evidence. Another analysis of these
data found that pregnancy itself doubles the risk of transmitting HIV and that pregnancy also doubles risk of acquiring HIV.*

If women stop using Depo-Provera (which is very widely used in Africa), the risk of dying from a pregnancy-related cause is much higher than their
risk of acquiring HIV.

The relationship between contraception and HIV risk is being studied intensively. Meanwhile, experts recommend that contraceptive and HIV
service providers should continue to counsel women and couples about the importance of consistently using condoms in conjunction with hormonal
and other nonhormonal contraceptives for the prevention of HIV and other sexually transmitted infections (STIs).®

Hormonal contraception and cancer:
Cancer of the uterus and ovaries:

Estrogen-progestin combined contraception actually lowers the risk of cancer of the uterus and ovaries. This is important because ovarian cancer is
very hard to diagnose early.

Breast cancer:

A number of studies suggest that current use of oral contraceptives (birth control pills) appears to slightly increase the risk of breast cancer,
especially among younger women. However, the risk level goes back to normal 10 years or more after discontinuing oral contraceptive use
(National Cancer Institute Fact Sheet).

A recent analysis of data from the Nurses’ Health Study, which has been following more than 116,000 female nurses who were 24 to 43 years old
when they enrolled in the study in 1989, found that the participants who used oral contraceptives had a slight increase in breast cancer risk.
However, nearly all of the increased risk was seen among women who took a specific type of oral contraceptive, a “triphasic” pill, in which the dose
of hormones is changed in three stages over the course of a woman’s monthly cycle.®

Cancer of the cervix:
More than 99% of cases of cervical cancer occur in women who have been previously infected with the human papillomavirus (HPV). HPV is
actually a group of viruses, rather than a single virus. There are more than 100 different types.

HPV is spread during sexual intercourse and is thought to be very common. An estimated one in three women will develop a HPV infection within
two years of starting to have regular sex, and about four in every five women will develop the infection at some point in their lives.

Some types of HPV do not cause any noticeable symptoms and the infection will pass without treatment. Other types of HPV can cause genital
warts, although these types are not associated with a high risk of causing cervical cancer.

About 15 types of HPV are considered high risk for cervical cancer. The two types known to have the highest risk are HPV 16 and HPV 18,
which cause about 7 in every 10 cervical cancers. High risk types of HPV are thought to contain genetic material that can be passed into the cells of
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the cervix. This material begins to disrupt the normal workings of the cells, which can eventually cause them to reproduce uncontrollably, leading to
the growth of a cancerous tumour.’

Some women believe that if they become pregnant while using birth control, the baby will have birth defects

Good evidence shows that COCs (or LARC) will not cause birth defects and will not otherwise harm the fetus if a woman becomes pregnant while
taking COCs or accidentally starts to take COCs when she already pregnant.

Emergency contraception (also called “the morning-after pill”)

When emergency contraception (EC) (with levonorgestrel, now called Plan B in the United States) was first introduced, there were high hopes but
they have met harsh realities.

In 1992, two of the most famous researchers in EC wrote: “Widespread use of EC could prevent half of all unintended pregnancies and abortions
each year'—Felicia Stewart MD and James Trussell PhD

The reality: 20 years later, fifteen studies have examined the impact of increased access to EC on pregnancy and abortion rates. Only one has
shown any benefit.

There are 3 methods of emergency contraception:

1. LNG EC (1.5 mg of levonorgestrel), administered within 72 hours of unprotected intercourse
e called Plan B in the United States

2. Ulipristal acetate (30 mg), administered within 120 hours of unprotected intercourse
e Called Ella or EllaOne in the United States

3. The Copper T 380A IUCD
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How do the pills (Plan B or Ella) work as emergency contraception to prevent pregnancy?

The chance of becoming pregnant after a single random act of intercourse has been reported to be 4% to 6%. If a woman has sex during the most
fertile time of the cycle, which is the day before ovulation, the chances of becoming pregnant are 30% at most.’

The photo to the right shows ovulation—the dominant egg is breaking
out of the ovary. Before ovulation occurs, emergency contraceptive
pills prevent or delay ovulation. Once ovulation has actually occurred,
emergency contraceptive pills don’t have any effect.

LNG EC must be taken within 72 hours of unprotected sex. It has
virtually no effect if it's taken later than that. In addition, EC may not
prevent ovulation altogether; it may only delay it. That means if a
woman takes EC today because a condom broke yesterday, she may
still ovulate later in the cycle. If she does not use a reliable method of
contraception, she could get pregnant later in the cycle. She is falsely
reassured that the EC protected her from the unprotected sex.

&

Therefore, if a woman uses EC, she should be strongly advised to use contraceptive protection for the remainder of her cycle.
What is the latest science that reduces confidence in EC pills?

Scientists have been trying to figure out why EC has not reduced unplanned pregnancy or led to decreased abortion rates on a population level.
There are many factors. But perhaps the factor that is most significant is a woman’s weight. What studies show is that EC pills basically don’t work
in women who are obese. Obese women are three times more likely to get pregnant after using EC (either levonorgestrel or ulipristal acetate)
compared to normal or underweight women.*® Considering just LNG emergency contraception, obese women were four times more likely to get
pregnant compared to normal or underweight women.

When obese women took LNG EC, the observed pregnancy rate was 5.8% which is slightly above the expected pregnancy rate without EC.***?
What about the other emergency contraceptive pill, ulipristal acetate?

Ulipristal acetate prevents or delays ovulation better than LNG EC. It can be used for 120 days after unprotected intercourse. However, ulipristal
acetate (UA or Ella) has the same drawbacks as LNG EC: because ovulation can be delayed, a woman can ovulate later in her cycle and get

pregnant when she feels the “danger” period has passed. In addition, UA is also less effective in obese women.

Women and clinicians may have been reassured that giving EC protects a woman against unplanned pregnancy. We now know that the protection
wasn't as good as we thought. In fact, EC pills offer no protection to women who are overweight or obese.
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What are the contraindications to EC pills?
The only contraindication is already being pregnant. If there is any doubt, a pregnancy test can be run. If the test is negative, EC can be given.

What is the best method of emergency contraception?
Even under best conditions (woman is normal weight or underweight) and takes EC pills before ovulation and doesn’t have unprotected intercourse
later in the cycle:

e Levonorgestrel prevents less than 50% of expected pregnancies when used within 72 hours ( 3 days) of unprotected intercourse
Ulipristal acetate appears to prevent almost two thirds of pregnancies when used within 120 hours ( 5 days) of unprotected intercourse
o When used for emergency contraception within 1 week of unprotected intercourse, the copper T 380A IUCD probably prevents over 95% of
fAel3
pregnancies

NOTE: all methods of EC are most effective when taken as soon as possible after unprotected sex.

How does the Copper T IUCD work as emergency contraception?

The Copper IUCD (CuT) releases copper ions into the uterine and tubal fluid which leads to contraceptive action both pre-fertilization and post-
fertilization. Prior to fertilization, the copper ions imairs sperm functions such as motility (movement) and fertilizing capacity. The copper ions also
affect tubal motility, which means that the cilia in the fallopian tubes don’t move as effectively or rapidly (see page 6 for review of cilia). Once
fertilization has occurred, the CuT mainly prevents pregnancy by causing local inflammatory reaction in the lining of the uterus which is unfavorable
for implantation.™* According to reviews in the United Kingdom and other countries, pregnancy is established when the embryo implants, not at
fertilization. Using this definition, post-fertilization emergency contraception is not an abortifacient (a medicine or device that causes an abortion).

The CuT can be used within 120 hours (5 days) after unprotected sexual intercourse. Based on the start of the woman'’s last menstrual period, if it
believed that that the woman has already ovulated, the CuT can be inserted 5 days after the first 120 hours.

NOTE: the levonorgestrel intrauterine system (LNG IUS) has not been studied for use as an emergency contraceptive™

What other advantages/ disadvantages does the Copper T IUCD have over emergency contraceptive pills?

The main disadvantage of the CuT is that it must be inserted by a trained healthcare professional. In most countries, the LNG EC can be bought
over the counter at pharmacies without going to a clinic or healthcare provider. As discussed earlier, a girl or woman may be completely wasting

her money buying EC if she is overweight or if she has already ovulated or if she has unprotected intercourse later in the cycle.

The great advantage of the CuT is that once it is used for emergency contraception, it can provide 10 more years of highly effective contraception.
Also, the CuT is estimated to be 10 times as effective as EC pills.*
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This Is the most important message in this entire resource!

The risks of contraception versus the risks of death in pregnancy:

In developing countries, women continue to die because they lack access to contraception. Each
pregnancy multiplies a woman’s chance of dying from complications of pregnancy or childbirth.

Maternal mortality rates are particularly high for young and poor women, those who have least access
to contraceptive services.

It is estimated that one in three deaths related to pregnancy and childbirth could be avoided if all
women had access to contraceptive services.®
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