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CONTRACEPTION
Unplanned pregnancies may be associated with risks including increased incidence of poor 
prenatal care, preterm delivery and low birth weight
Correct and consistent use of effective contraception greatly reduces the likelihood of 
unplanned pregnancy
The choice of contraceptive method depends on the effectiveness of the method and the 
individual circumstances and preferences of the user 
Women receiving emergency contraception should be given advice on appropriate regular 
contraception for the future

INTRODUCTION
It is estimated that 40% of pregnancies that occur globally are unplanned.1 In Ireland the term “crisis pregnancy” 
refers to pregnancies that are unintended and unplanned and that represent a personal trauma for the woman or 
couple involved;2 a study from 2010 found that 35% of Irish women surveyed had experienced a crisis pregnancy.2 

In addition to increased maternal mortality, unplanned pregnancy may also be associated with risks including increased 
incidence of poor prenatal care, preterm delivery and low birth weight.1 These risks are associated in particular 
with 1) pregnancies occurring in those aged <18 years and >34 years, 2) high parities, 3) short pregnancy 
intervals and 4) those that result in unsafe abortion.3 An Irish study found that women whose first pregnancy 
was unplanned were at increased risk of subsequent unplanned pregnancies.4 Over the last 50 years contraception 
has been part of clinical practice globally;5,6 it is estimated that each year family planning programmes prevent 187 
million unplanned pregnancies.7 However, despite that, approximately half of unplanned pregnancies result from 
not using contraception, and the remainder from contraceptive failure, usually due to incorrect/inconsistent use of 
contraception.1,2,8,9 Reasons for not using contraception include fear of side effects, ambivalence towards pregnancy, 
health concerns, lack of access to contraceptives and cultural barriers.1,2 An Irish study of 18-25 year olds found that 
90% of participants used some form of contraception when having sexual intercourse for the first time; risk factors 
for not using contraception the first time included lower socioeconomic groups, age <17 years and not 
having sex education.2 
This bulletin outlines some of the various methods of contraception currently used in practice in Ireland and updates 
previous NMIC bulletins on hormonal contraception (NMIC 2010;16:4 and 5).

METHODS OF CONTRACEPTION
Contraceptive options include: 1) short-acting methods such as combined hormonal contraception (CHC) including 
the combined oral contraceptive pill, the transdermal patch and the vaginal ring, and the progesterone only pill (POP), 
and 2) long-acting reversible contraception (LARC) including the copper-bearing intra-uterine devices, the two 
levonorgestrel intra-uterine systems, the progestogen-only implant and the progestogen-only injection. In addition, 
emergency contraception is available for women who have had unprotected sexual intercourse. The choice of a 
contraceptive method depends on the effectiveness of the method and individual personal circumstances 
including co-morbidities, concomitant medications and preferences of the user.1,5,10 

It is important that women requiring contraception should be given information and offered a choice of all methods 
available.10 Women may not be aware of the effectiveness of the contraceptive method they are using.11 Even though 
it is widely known that correct and consistent use of effective contraceptive methods greatly reduces the likelihood 
of unplanned pregnancy, many people fail to adhere to a regular contraceptive routine.2 

SHORT-ACTING CONTRACEPTION
In many countries, oral contraception is the most commonly used hormonal contraceptive method.2,3,8 Globally, 
the proportion of women using oral contraception has decreased while the numbers using LARC have increased 
in recent years,5 (although the proportion of LARC users remains small). Short-acting contraceptive methods are 
more user dependent in terms of adherence and are associated with lower continuation rates and higher pregnancy 
rates than LARC.8,9,12 The efficacy of the oral contraceptive method is highly dependent on good adherence; 
many studies have highlighted that adherence to oral contraception is a concern.8,13 An Irish study of young oral 
contraceptive users (17-36 years) found that 52% of participants reported missing their pill at least once per month 
and 14% at least twice per month.13 
The failure rate (defined as the percentage (%) of women experiencing an unintended pregnancy within the first year 
of use) of short-acting contraceptives is estimated to be 0.3% with perfect use compared with 9% with typical use.14 
The annual failure rates (typical use) are increased for teenagers (13%), which perhaps reflects lower adherence in 
this age group.8 Up to 67% of women continue to use short-acting contraceptives at the end of the first year of usage.14 

Combined Hormonal Contraception
As described in a previous bulletin on hormonal contraception (Vol 16, Number 4, 2010), CHC is widely used and 
suitable for the majority of women who have no contra-indications to its use.15 There are some medical conditions 
and lifestyle factors where the risks of CHC outweigh the benefits. Table 1 summarises the contra-indications and 
special precautions associated with use of CHC; the Summary of Product Characteristics (SmPC) of the individual 
CHC should be consulted for full prescribing information. 



Table 1: Contra-indications/Special precautions of Combined Hormonal Contraceptives14,16-31

Contra-indications include:* Special precautions 
include:*

Presence or risk of venous thromboembolism (VTE)
Current or history of VTE
Known hereditary or acquired predisposition for VTE
Major surgery with prolonged immobilisation
High risk of VTE due to presence of multiple risk factors (e.g obesity, age >35 years, 
family history of VTE)

Presence or risk of arterial thromboembolism (ATE)
Current or history of ATE or prodromal condition (e.g. angina pectoris)
Cerebrovascular disease
Known hereditary or acquired predisposition to ATE
History of migraine with focal neurological symptoms
High risk of ATE due to multiple risk factors (e.g. age >35 years, smoking, hypertension, 
obesity, family history, migraine)
Presence of a serious risk factor such as diabetes mellitus with vascular symptoms, 
severe hypertension, severe dyslipoproteinaemia

Known or suspected carcinoma of the breast
Carcinoma of the endometrium or other known/suspected estrogen-dependent tumour
Undiagnosed abnormal vaginal bleeding 
Current or history of pancreatitis associated with severe hypertriglyceridaemia
Current or history of severe hepatic disease
Presence or history of liver tumours
Known or suspected pregnancy

Use with caution in women 
with cardiovascular disease 
risk factors

Efficacy reduced when used 
with enzyme-inducing drugs 
– alternative contraceptive 
method recommended 

Possible efficacy reduction 
when used with ulipristal 
acetate – additional 
contraceptive precautions 
required

Possible efficacy reduction of 
other drugs when used with 
CHC e.g. lamotrigine

*refer to Summary of Product Characteristics for full prescribing information
CHC acts primarily by inhibiting ovulation; alteration to cervical mucous and endometrium may also occur.15 There 
are a number of different CHC preparations available on the Irish market which vary in cost. Further information on 
cost can be found at www.pcrs.ie. Most oral CHC preparations contain 20-35 micrograms of ethinylestradiol (EE) in 
combination with a progestogen (e.g. levonorgestrel, norgestimate, desogestrel, gestodene, drospirenone, dienogest 
and nomegestrol); there are monophasic and phasic formulations available.16-28 Other CHC formulations with similar 
efficacy and bleeding patterns to oral formulations, are the transdermal patch (containing EE and norelgestromin which 
is applied weekly for 3 weeks with a patch-free week) and the vaginal ring (containing EE and etonogestrel which 
is inserted for 21 days with a 7 day ring-free week).14,15,32,33 Women should be informed that the bleed experienced 
during the hormone-free interval or placebo week is due to withdrawal of hormones rather than a menstrual bleed.15 

Contraceptive protection is maintained during the hormone-free interval as long as the user has consistently adhered to 
the correct administration of the relevant hormone formulation. The individual SmPC should be consulted for advice on 
the action a woman should take if she has missed or delayed administration of CHC, as advice varies with different 
preparations.16-30 
Many experts agree that additional precautions are not required when using non enzyme-inducing antibiotics 
with CHC, and current recommendations reflect this15,34 This should be discussed with the woman, who should also 
be advised that guidance in the patient information leaflet and SmPC may differ from these expert recommendations.34 
However, the efficacy of CHC is reduced with concomitant administration of enzyme-inducing drugs and an 
alternative contraceptive method is recommended.15,34

Non-contraceptive benefits of CHC include reduction of menstrual symptoms, reduced bleeding and reduced risk of 
endometrial and ovarian cancer.15 Evidence is conflicting as to whether there is an increased risk of breast cancer with 
CHC use;3,15 any increased risk is likely to be small and disappears within 10 years of stopping CHC.15 CHC may be 
associated with a small increased risk of cervical cancer related to duration of use; all women should have cervical 
screening at recommended intervals.3,15 
The European Medicines Agency (EMA) recently undertook a safety review of the benefits and risks of CHC, focussing 
in particular on the risk of venous thromboembolism (VTE) associated with their use.35 The review confirmed that the 
known risk of VTE with all low-dose CHC (EE < 50 microgram) is small. There are differences between CHCs and 
their risk of VTE, depending on the progestogen component they contain. Current data indicate that CHC containing 
levonorgestrel, norethisterone or norgestimate have the lowest risk of VTE (see Table 2). There is also an 
increased risk of VTE associated with use of EE and cyproterone acetate.36-38  The risk is up to 1 to 2 times higher than 
COC containing levonorgestrel and may be similar to the risk for drospirenone, gestodene and desogestrel containing 
COC.35-38 This combination (EE and cyproterone acetate) while a hormonal contraceptive, is licensed for the treatment 
of moderate to severe acne and/or hirsutism and should not be used solely to provide contraception.37 

Table 2: Risk of venous thromboembolism with combined hormonal contraception35,36 
Combined Hormonal Contraception (CHC) Venous Thromboembolism Risk 

(per 10,000 women per year of use)
Women using CHC containing levonorgestrel, norethisterone or norgestimate 5 - 7 
Women using CHC containing etonogestrel or norelgestromin 6 - 12 
Women using CHC containing drospirenone, gestodene or desogestrel 9 - 12 
Women using CHC containing dienogest or nomegestrol Not yet known (Studies ongoing)
Non-pregnant women not using CHC 2 
Pregnant woman 29 

Progestogen-only Oral Contraception
There are two progestogen-only pills (POPs) currently available in Ireland; norethisterone and desogestrel.39,40 POPs 
primarily act by altering cervical mucous and preventing sperm penetration. However POPs may also inhibit 
ovulation, particularly in older women; studies suggests that desogestrel inhibits ovulation in 97% of women.41,42 
POPs represent an oral contraceptive option for women, including those with contra-indications to CHC.43 Current 
evidence suggests that progestogen-only methods of contraception do not appear to be associated with an increased risk 
of VTE.36,41,42 Users of POPs, similar to that seen with other progestogen-only contraceptive methods, may experience 
altered bleeding patterns including irregular bleeding and oligomenorrhoea, although these may resolve with long-



term treatment.41 The efficacy of the POP is reduced by enzyme-inducing drugs and an alternative method of 
contraception is recommended.41-43

The POP should be taken on a daily basis at the same time;41,43 if norethisterone is taken >3 hours late or desogestrel 
is taken >12 hours late the delayed/missed pill should be taken immediately, the remaining tablets taken 
normally and additional barrier methods of contraception used for 7 days.39,40

LONG-ACTING REVERSIBLE CONTRACEPTION
Long-acting reversible contraception (LARC) includes copper-bearing intra-uterine devices (Cu-IUDs), levonorgestrel 
intra-uterine systems (LNG-IUS), the progestogen-only implant and the progestogen-only injectable.10,44 LARC methods 
of contraception have been shown to be acceptable to women (including young women), are not user dependent, 
have lower failure rates and higher continuation rates than the shorter-acting methods.6,8,44 UK guidelines state 
that increasing the uptake of LARC methods will reduce the numbers of unplanned pregnancies.10 Barriers to the use 
of LARC include a lack of information about the methods, limited access and limited resources.2,12,44 A large study 
that removed costs and other common barriers to the use of LARC methods found that two thirds of patients chose LARC 
methods.45 
Healthcare professionals (HCPs) require appropriate training and experience in the insertion of Cu-IUDs, LNG-IUS and 
progestogen-only implants. Analgesia may be used prior to IUD insertion; while used in practice there is little evidence 
to support the use of misoprostol prior to insertion of IUDs.42,46-48 Table 3 summarises the types of LARC currently 
available in Ireland.
Table 3: Long-acting reversible contraceptives10,31,49-57

Type of LARC 
method
(Mode of action) 

Duration of use

(Failure rate)* 

Effects on menstrual 
cycle
(Use at 1 year)

Risks/Precautions with use include**:

(Other comments)
Copper bearing 
intra-uterine device 

(primarily 
by inhibiting 
fertilisation and 
also inhibits 
implantation)

5-10 years 
depending on type 
of device

(Typical Use: 
0.8%
Perfect Use: 
0.6%)

Heavier bleeding +/- 
dysmenorrhoea

(78% of women 
continue use at 1 year)

50% discontinue IUD within 5 years: commonly 
due to bleeding and pain
Expulsion < 1 in 20 women in 5 years
Ectopic rate in women who become pregnant is 1 
in 20
PID: <1% in women at low risk of STI
Uterine perforation <1 in 1000
(No evidence of weight gain or delay in return to 
fertility)

Levonorgestrel 
intra-uterine 
system 
a) LNG 52mg 
b) LNG 13.5mg

(prevents 
fertilisation and 
endometrial 
suppression) 

a) 5 years  
b) 3 years

(Typical Use: 
0.2%
Perfect Use: 
0.2%)

Irregular bleeding and 
spotting common in first 
6 months
Oligomenorrhoea or 
amenorrhoea likely by 
end of first year

(80-92% of women 
continue use at 1 year)

35-60% discontinue IUS within 5 years: commonly 
due to bleeding and pain 
Expulsion < 1 in 20 women in 5 years 
Increased risk of ectopic pregnancy in women who 
become pregnant** 
PID: <1% in women at low risk of STI
Uterine perforation <1 in 1000
Increased risk of ovarian cysts
Change in mood or libido, acne
(No evidence of weight gain or delay in return to 
fertility)

Progestogen-only 
implant

ETO 68mg

(primarily prevents 
ovulation)

3 years

(Typical Use: 
0.05%
Perfect Use: 
0.05%)

Bleeding may stop, 
become more or less 
frequent or be prolonged
May have less 
dysmenorrhoea

(84% of women 
continue use at 1 year)

Complications with removal and insertion 
uncommon
Increased risk of ovarian cysts 
(No evidence of delay in return to fertility)

Reduced efficacy with enzyme-inducing drugs 
and other potential drug interactions**

Progestogen-only 
injection

DMPA

(primarily prevents 
ovulation)

Every 12-13 
weeks

(Typical Use: 6%
Perfect Use: 
0.2%)

Amenorrhoea common
Persistent bleeding may 
occur

(56% of women 
continue use at 1 year)

50% discontinue DMPA due to irregular bleeding 
(commonly persistent)
Weight gain – may be up to 3kg over 1 year
Reduction in BMD which is reversible 
(There can be delay in fertility of 1 year on 
discontinuing [however women can become 
pregnant on discontinuing])
Not affected by enzyme-inducing drugs 
however reduced efficacy reported with 
ulipristal acetate

*defined as the percentage of women experiencing an unintended pregnancy within the first year of use; **refer to Summary of Product Characteristics 
for full prescribing information
LARC – long-acting reversible contraception, IUD – intra-uterine device, PID – pelvic inflammatory disease, STI – sexually transmitted infection, LNG – 
levonorgestrel, ETO – etonogestrel, DMPA – depot medroxyprogesterone acetate, BMD – bone mineral density
Intra-uterine devices (IUDs): There are few long-term risks for most women associated with Cu-IUD use (see Table 3).3 
The risk of pelvic inflammatory disease (PID) is very low (<0.1%) in Cu-IUD users (including nulliparous women), who have 
a low risk for sexually transmitted infection (STI).3,9,12 Screening for STI should be considered prior to insertion of a 
Cu-IUD in those at risk.12,58 While there is a risk of ectopic pregnancy when pregnancy occurs, the overall risk of ectopic 
pregnancy is less than in women not using any contraception.9,55 However an ectopic pregnancy should be excluded 
if a woman becomes pregnant with the Cu-IUD.10,49,53 There are a wide range of Cu-IUDs available; the UK Faculty of 
Sexual & Reproductive Healthcare recommends the use of Cu-IUDs with a total of 380 mm² of copper.55 Cu-IUDs may be 
difficult to source in Ireland; the Irish College of General Practitioners can provide information on suppliers of Cu-IUDs.59 

Levonorgestrel Intra-uterine System (LNG-IUS): There are two LNG-IUS available in Ireland (containing LNG 52mg 
and 13.5mg respectively) (see Table 3) with similar efficacy and safety.49,52,60 Women using LNG-IUS 13.5mg are less 
likely to experience amenorrhoea.57 The insertion techniques are similar for both LNG-IUS.60 User satisfaction of LNG-
IUS appears to be dependent on pre-insertion counselling.60,61 The LNG-IUS has become increasingly popular for 
long-term contraception.60,61 It is not considered as the contraceptive of first choice for nulliparous women,49,52 however 



expert groups advise that its use is not contra-indicated in nulliparous women.10,57 Similar to Cu-IUD use there is a risk 
of ectopic pregnancy with LNG-IUS when pregnancy occurs;3,60 therefore an ectopic pregnancy should be excluded 
if a woman becomes pregnant with the LNG-IUS.10,49,52,57 
Progestogen-only implant: This is a single non-biodegradable, subdermal rod (containing 68 mg etonogestrel) (see 
Table 3).50 Implants may be a particularly attractive option for adolescents; a study of postpartum teenagers found that 
implant users were more likely to continue the method at 2 years compared with oral contraceptive or DMPA users.9 
Similar to other studies,9,12 an Irish study found that the most frequent reason leading to discontinuation of the implant 
is irregular bleeding, although 72% of implant users continued using the method for 2 to 3 years.6 Non-contraceptive 
benefits of the implant include reduced dysmenorrhoea and pelvic pain.12,50

Progestogen-only injection: Depot medroxyprogesterone acetate (DMPA) is given intramuscularly every 12 to 13 
weeks (see Table 3).51 The typical failure rates are higher than other LARC methods perhaps due to the relative frequency 
that repeat injections are required.51 Due to reversible reduced bone mineral density associated with DMPA, it should 
only be considered for women <18 years when other methods of contraception are inappropriate and women ≥50 years 
should be advised to switch to another method.51,62 Women who use DMPA should be reviewed every two years 
to assess the risks and benefits of continuing treatment.51,62 There is a weak association between DMPA use and 
cervical and breast cancer.51,53 A number of observational studies have shown an association between HIV and DMPA; 
a causal relationship has not been established, but cannot be excluded.51,63-66 
Women requesting LARC should also be informed that the consistent and correct use of condoms is an effective 
means of protecting against HIV and other STIs.51 

EMERGENCY CONTRACEPTION
Emergency contraception (EC) is a method of preventing unintended pregnancy following unprotected sexual intercourse 
(UPSI).67,68 Table 4 summarises the various types of EC currently available in Ireland. 
Table 4: Methods of emergency contraception in Ireland31,67,69-71 

Type of EC
(Mode of action) Recommended Use Undesirable effects include:*

Copper bearing intra-uterine device 
(non-hormonal)

(Primarily by inhibiting fertilisation, if 
fertilisation has occurred there is an 
anti-implantation effect)

Use within the first 120 hours following 
first UPSI in a cycle or within 5 days 
from the earliest estimated date of 
ovulation
IUD retained until pregnancy excluded 
(e.g. onset of period) or for licensed 
duration of IUD (5-10 years)

Pain on insertion – analgesia recommended

Levonorgestrel (LNG) **
1.5 mg single oral dose

(Primarily by inhibiting ovulation)

Licensed for use within 72 hours of 
UPSI or contraceptive failure 

Vomiting and diarrhoea (common)
Cases of VTE reported 
Reduced efficacy with enzyme–inducing drugs and 
potential DDI with ulipristal acetate – concomitant 
use not recommended

Ulipristal acetate (UPA)***
30 mg single oral dose

(Progesterone modulator – primarily by 
inhibiting or delaying ovulation)

Licensed for use within 120 hours of 
UPSI or contraceptive failure

Vomiting and abdominal pain (common)
Not recommended in severe asthma treated with 
oral steroids
Reduced efficacy with enzyme–inducing drugs
Potential DDI with progestogens -  additional 
contraceptive precautions required *

*refer to Summary of Product Characteristics for full prescribing information; ** available from pharmacies without prescription in Ireland from 
2011; ***available from pharmacies without prescription in Ireland from 1st May 201572

EC – emergency contraception, IUD – intra-uterine device, UPSI – unprotected sexual intercourse, LNG – levonorgestrel, DDI – drug-drug interaction
The most effective method of EC is the Cu-IUD.68,73 Levonorgestrel (LNG) and ulipristal acetate (UPA) should be taken 
as soon as possible after UPSI to increase efficacy.73 LNG should be taken within 72 hours of UPSI and UPA should be 
taken within 120 hours.73 The EMA recently undertook a review of the data of all hormonal EC to address the efficacy 
of LNG in overweight and obese women.74 The review of the EMA concluded that the limited data available did not 
support the view that being overweight or obese affected contraceptive efficacy of hormonal EC; therefore both LNG 
and UPA continue to be recommended for use as EC in overweight and obese women.74 There is no evidence 
to recommend that the dose of EC should be increased.67

Adverse effects associated with EC include pain with Cu-IUD insertion, and headache, nausea, abdominal pain and 
altered bleeding patterns with LNG/UPA.67,68 Women should be advised to seek medical advice if vomiting occurs within 
2 hours of taking LNG or 3 hours of UPA administration.67,73 A repeat dose of the same method or a Cu-IUD may be 
offered if appropriate.67,70,71 Altered bleeding may occur after oral EC; if there is any doubt whether menstruation 
has occurred, a pregnancy test should be performed at least 3 weeks after UPSI.67 
Enzyme-inducing drugs (EIDs) have the potential to reduce the contraceptive efficacy of LNG and UPA; the 
Cu-IUD is the only method of EC not affected by EIDs.67 Women taking EIDs who are not suitable for Cu-IUD should 
be advised to take 3mg LNG (unauthorised usage).67,73 Women should be advised that LNG or UPA will not provide 
contraceptive cover for subsequent episodes of UPSI and they should be given advice on appropriate reliable 
contraception for the future.67  

Useful Resources
• The NMIC clinical enquiry service is available, for healthcare professionals, to deal with specific enquiries including contraception in women    

> 40 years, delayed/missed pills, drug interactions and choice of contraceptive method in patients with co-morbidities: 
   (Telephone 01 4730589 or email nmic@stjames.ie) 
• The UK Faculty of Sexual and Reproductive Healthcare provides guidance on contraceptive methods for healthcare professionals: 
     www.fsrh.org
• Contraception: Your Questions Answered, John Guillebaud and Anne McGregor, 6th Edition (2013), Churchill Livingstone Elsevier
• “Think Contraception”: A website for the general public on contraceptive issues (including age specific guidance): www.thinkcontraception.ie

List of references available on request. Date of preparation: March 2015
Every effort has been made to ensure that this information is correct and is prepared from the best available resources at our disposal at the time 
of issue. Prescribers are recommended to refer to the individual Summary of Product Characteristics (SmPC) for specific information on a drug. 

FOR PERSONAL USE ONLY. NOT TO BE REPRODUCED WITHOUT PERMISSION OF THE EDITOR



References for NMIC Bulletin on Contraception 2015; Vol 21 No 1 
 

1. Yogalingam K, Kelleher C, Bourke A et al, Experience of crisis pregnancy among 
Irish and non-Irish adults living in Ireland; findings from the Irish Contraception and 
Crisis Pregnancy Survey 2010 (ICCP), Irish Journal Medical Science 2013;182:633-
638 

2. McBride O, Morgan K, McGee H, Irish Contraception and Crisis Pregnancy Study 
2012 (ICCP), A Survey of the General Population, Crisis Pregnancy Programme 
Report No 24, Crisis Pregnancy Programme, accessed 18th Feb 2015 from 
http://www.crisispregnancy.ie/crisis-pregnancy-help/overview/ 

3. Cleland J et al, Contraception and health, Lancet 2012;380:149-56 
4. McKeating A et al, A longitudinal study of unplanned pregnancy in a maternity 

hospital, Int J Gynaecol Obstet 2015;128(2):109-9 [abstract only] 
5. Darroch J, Trends in contraceptive use, Contraception 2013;87:259-263 
6. Riney S et al, Etonogestrel implant as a contraceptive choice; patient acceptability 

and adverse effects profile in a general practice setting, Ir Med J 2009;102(1):24-5 
7. Winner B et al, Effectiveness of long-acting reversible contraception, NEJM 

2012;366:1998-2007 
8. BMJ 2009, Amy J, Tripathi V, Clinical review – Contraception for women: an 

evidence based review, BMJ 2009;339:b2895 
9. Espey E, Ogburn T, Long-acting reversible contraceptive, Obstetrics and 

Gynecology 2011;117(3): 705-719 
10. NICE clinical guideline 30, Long-acting reversible contraception, September 2014 

downloaded from NICE get website address February 2015 
11. Eisenberg D et al, Knowledge of contraceptive effectiveness, Am J Obstet Gynecol. 

2012 Jun;206(6):479.e1-9. doi: 10.1016/j.ajog.2012.04.012.  
12. Committee Opinion No. 539, Adolescents and long-acting reversible contraception: 

Implants and intrauterine devices, The American College of Obstetricians and 
Gynaecologists, 2012;120:983-8 

13. Molloy G, Graham H, McGuinness H, Adherence to the oral co0ntraceptive pill: a 
cross-sectional survey of modifiable behavioural determinants, BMC Public Health 
2012;12:838 

14. Trussell, Contraceptive failure in the United States, Contraception 2011;83:397-404 
15. Faculty of Sexual and reproductive Healthcare: Combined hormonal contraception, 

Clinical Effectiveness Unit, October 2011 (Updated August 2012) downloaded from 
www.fsrh.org on 26th February 2015 

16. Logynon® Summary of Product Characteristics. Available online at: 
www.medicines.ie. Accessed 26th February 2015 

17. Cilest®.  Summary of Product Characteristics. Available online at: 
www.medicines.ie. Accessed 26th February 2015 

18. Mercilon® Summary of Product Characteristics. Available online at: 
www.medicines.ie. Accessed 26th February 2015 

19. Minulet® Summary of Product Characteristics. Available online at: 
www.medicines.ie. Accessed 26th February 2015 

20. Marviol® Summary of Product Characteristics. Available online at: 
www.medicines.ie. Accessed 26th February 2015 

21. Yasmin® Summary of Product Characteristics. Available online at: 
www.medicines.ie. Accessed 26th February 2015 

22. Yaz® Summary of Product Characteristics. Available online at: www.medicines.ie. 
Accessed 26th February 2015 

23. Yasminelle® Summary of Product Characteristics. Available online at: 
www.medicines.ie. Accessed 26th February 2015 

24. Qlaira® Summary of Product Characteristics. Available online at: 
www.medicines.ie. Accessed 26th February 2015 

http://www.crisispregnancy.ie/crisis-pregnancy-help/overview/
http://www.ncbi.nlm.nih.gov/pubmed/?term=American+journal+obstetrics+gynaecology+2012%3B206%3A479
http://www.fsrh.org/
http://www.medicines.ie/


25. Zoely® Summary of Product Characteristics. Available online at: www.medicines.ie. 
Accessed 26th February 2015 

26. Leonore® Summary of Product Characteristics. Available online at: www.hpra.ie 
Accessed 26th February 2015 

27. Ovranette® Summary of Product Characteristics. Available online at: 
www.medicines.ie. Accessed 26th February 2015 

28. Microlite® Summary of Product Characteristics. Available online at: 
www.medicines.ie. Accessed 26th February 2015 

29. Evra® Summary of Product Characteristics. Available online at: www.medicines.ie. 
Accessed 26th February 2015 

30. Nuvaring® Summary of Product Characteristics. Available online at: 
www.medicines.ie. Accessed 26th February 2015 

31. Faculty of Sexual and reproductive Healthcare: Statement on Drug Interactions 
between hormonal contraception and ulipristal products: ellaOne® and Esmya® 
November 2012, downloaded from www.fsrh.org February 2015 

32. Merx M et al, Bleeding pattern and cycle control of a low-dose transdermal 
contraceptive patch compared with a combined oral contraceptive: a randomised 
study, Contraception 2015;91:113-120 

33. Weisberg E et al, Randomised comparison of bleeding patterns in women using a 
combined contraceptive vaginal ring or a low-dose combined oral contraceptive on 
a menstrually signalled regimen, Contraception 2015;91:121-126 

34. British National Formulary – section 7.3.1 Combined hormonal contraceptives 
downloaded from medicines complete 16th March 2015  

35. European Medicines Agency: Benefits of combined hormonal contraceptives 
(CHCs) continue to outweigh risks – CHMP endorses PRAC recommendation 
November 2013, downloaded from 
http://www.ema.europa.eu/docs/en_GB/document_library/Press_release/2013/11/
WC500155455.pdf on the 26th February 2015 

36. Faculty of Sexual and reproductive Healthcare: Venous thromboembolism (VTE) 
and hormonal contraception, November 2014, downloaded from www.fsrh.org 19th 
March 2015 

37. SmPC for Dianette® downloaded from www.medicines.ie on the 30th March 2015 
38. Bayer – Dear Healthcare Professional letter, Dianette (cyproterone acetate 

2mg/ethinylestradiol 35mcg): strengthening of warnings, new contraindications and 
updated indication downloaded from www.hpra.ie on the 30th March 2015 

39. Noriday® Summary of Product Characteristics. Available online at: 
www.medicines.ie. Accessed 26th February 2015 

40. Cerazette® Summary of Product Characteristics. Available online at: 
www.medicines.ie. Accessed 26th February 2015 

41. Faculty of Sexual and reproductive Healthcare: Progestogen only pills, Clinical 
Effectiveness Unit November 2008 (Updated June 2009) downloaded from 
www.fsrh.org  26th February 2015 

42. Contraception: Your questions answered, John Guillebaud, Anne MacGregor, 6th 
Edition, Churchill Livingstone, 2013 

43. British National Formulary – section 7.3.2.1 Oral progestogen only contraceptives 
downloaded from medicines complete 26th February 2015  

44. Secura G et al, The contraceptive CHOICE project: reducing barriers to long-acting 
reversible contraception, American Journal of Obstetrics & Gynecology 
2010;203:e1-7 

45. Secura G et al, Provision of no-cost, long-acting contraception and teenage 
pregnancy, NEJM 2014;371:1316 

46. Allen R, O’Brien B, Uses of misoprostol in obstetrics and gynecology, Rev Obstet 
Gynecol 2009;2(3):159-168 

http://www.hpra.ie/
http://www.medicines.ie/
http://www.medicines.ie/
http://www.medicines.ie/
http://www.fsrh.org/
http://www.ema.europa.eu/docs/en_GB/document_library/Press_release/2013/11/WC500155455.pdf
http://www.ema.europa.eu/docs/en_GB/document_library/Press_release/2013/11/WC500155455.pdf
http://www.fsrh.org/
http://www.medicines.ie/
http://www.hpra.ie/
http://www.fsrh.org/


47. Dijkhuizen K et al, Vaginal misoprostol prior to insertion of an intrauterine device: an 
RCT, Human Reproduction 2011;26(2):323-329  

48. Waddington A, More harm than good: the lack of evidence for administering 
misoprostol prior to IUD insertion, J Obstet Gynaecol Can 2012;34(12):1177-1179 

49. Mirena® downloaded from www.medicines.ie on the 26th February 2015 
50. Faculty of Sexual and reproductive Healthcare: Progestogen only implants, Clinical 

Effectiveness Unit, February 2014 downloaded from www.fsrh.org  26th February 
2015 

51. Faculty of Sexual and reproductive Healthcare: Progestogen only injectable 
contraception, Clinical Effectiveness Unit, December 2014 downloaded from 
www.fsrh.org  26th February 2015 

52. SmPC Jaydess® Summary of Product Characteristics. Available online at: 
www.medicines.ie. Accessed 26th February 2015 

53. Depo-Provera® Summary of Product Characteristics. Available online at: 
www.medicines.ie. Accessed 26th February 2015 

54. Implanon NXT® Summary of Product Characteristics. Available online at: 
www.medicines.ie. Accessed 26th February 2015 

55. Faculty of Sexual and reproductive Healthcare (FSRH), Clinical Effectiveness Unit, 
Intrauterine contraception, November 2007, downloaded from www.fsrh.org on the 
27th March 2015 

56. Backman T et al, Length of use and symptoms associated with premature removal 
of the levonorgestrel intrauterine system: a nation-wide study of 17,360 users, 
British Journal of Obstetrics and Gynaecology 2000;107:335-339 

57. FSRH, New Product review from the Clinical Effectiveness Unit Jaydess® 
levonorgestrel intrauterine system (LNG-IUS) April 2014, downloaded 27th March 
2015 

58. Papic M et al, Same-day intrauterine device placement is rarely complicated by 
pelvic infection, Women’s Health Issues 2015;25(1):22-27 

59. Personal communication from Dr Deirdre Lundy ICGP 
60. DTB, Jaydess IUS, DTB 2015;53(1):9-12 
61. Heikinheimo O et al, Bleeding pattern and user satisfaction in second consecutive 

levonorgestrel-releasing intrauterine system users: results of a prospective 5-year 
study, Human Reproduction 2014;29(6):1182-8 

62. British National Formulary – 7.3.2.2 Parenteral only- contraceptives downloaded 
from medicines complete 26th February 2015  

63. Polis C et al, Hormonal contraceptive methods and risk of HIV acquisition in 
women: a systematic review of epidemiological evidence, Contraception 
2014;90:360-90 

64. Ralph L et al, Hormonal contraceptive use and women’s risk of HIV acquisition: a 
meta-analysis of observational studies, Lancet Infectious Diseases 2015;15(2):181-
189 [abstract only] 

65. FSRH, Statement from the Clinical Effectiveness Unit, Depot medroxyprogesterone 
acetate (DMPA, Depo-Provera) and risk of HIV acquisition, January 2015 

66. Friedrich MJ – news and analysis – Global Health, Risk of HIV infection increases 
with an injectable hormonal contraceptive, JAMA 2015;313(11):1093 

67. Faculty of Sexual and reproductive Healthcare: Emergency contraception, Clinical 
Effectiveness Unit, August 2011 (Updated January 2012) downloaded from 
www.fsrh.org 26th February 2015 

68. Glasier A, Emergency contraception: clinical outcomes, Contraception 2013;87:309-
13 

69. Cleland K et al, Emergency contraception review: evidence based 
recommendations for clinicians, Clin Obstet Gynecol 2014;57(4):741-50 [abstract 
only] 

http://www.medicines.ie/
http://www.fsrh.org/
http://www.fsrh.org/
http://www.fsrh.org/
http://www.fsrh.org/


70. Norlevo® Summary of Product Characteristics. Available online at: 
www.medicines.ie. Accessed 26th February 2015 

71. EllaOne® Summary of Product Characteristics. Available online at: 
www.medicines.ie. Accessed 26th February 2015 

72. Personal communication from HRA Pharma 
73. British National Formulary – 7.3.5 Emergency contraception downloaded from 

medicines complete 26th February 2015  
74. European Medicines Agency – levonorgestrel and ulipristal remain suitable 

emergency contraceptives for all women, regardless of body weight, July 2014, 
downloaded from www.ema.europa.eu 10th March 2015 
 
 

http://www.medicines.ie/
http://www.ema.europa.eu/

