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Combined hormonal contraceptives for heavy menstrual bleeding. 
Heavy menstrual bleeding (HMB) is excessive menstrual blood loss (MBL), and is a 

benign condition not associated with pregnancy or any other gynaecological or systemic 

disease. It is estimated that 20 to 52% of women present with HMB at some point 

during their reproductive years. HMB can have a significant impact on a woman’s 

quality of life (QOL) and lead to time off work and fatigue related to iron deficiency anaemia. Medical 

therapies used to treat excessive MBL include hormonal and non-hormonal therapies. A systematic review 

1) evaluated the efficacy of combined hormonal contraceptives (CHC) (pills, vaginal ring or patch) 

compared with other medical therapies, placebo or no treatment of HMB and 2) compared combined oral 

contraceptive pills (COCP) with the contraceptive vaginal ring (Cochrane Data Database of Systematic 

Reviews 2019, Issue 2. Art. No.: CD000154. DOI: 10.1002/14651858.CD000154.pub3). Eight 

randomised controlled trials (RCTs) were included in the review (n=805), of which 2 RCTs (comparing 

COCP with placebo) were of moderate quality and the remaining studies were of low to very low quality. 

The review found that there was moderate-quality evidence to suggest that COCP over 6 months reduced 

MBL and improved QOL and haemoglobin levels, compared to placebo. Minor adverse events such as 

breast pain were more common with COCP. The levonorgestrel-releasing intrauterine system was 

more effective than COCP in reducing MBL. There was insufficient evidence to determine whether 

CHC reduced MBL compared to non-steroidal anti-inflammatory drugs or progestogens. There was limited 

evidence from 2 studies to suggest that COCP and the contraceptive vaginal ring had similar effects, and 

there were no studies assessing the effects of the CHC patch.  

Faculty of Sexual and Reproductive Healthcare (FSRH) Guidelines. 
Readers are reminded of the FSRH guidelines published by the UK Royal College of 

Obstetricians and Gynaecologists that are available on https://www.fsrh.org/home/. 

Updates this year include the guideline on Combined Hormonal Contraception (CHC) 

(updated February 2019). This guideline includes information on the use of tailored CHC (i.e. non-

standard CHC regimens that alter the duration and/or frequency of the hormone free interval). Other topics 

covered in the FSRH guidelines include method specific contraception, emergency contraception, quick 

starting contraception, contraception for specific populations (e.g. contraception for women >40 years, 

contraception for women with cardiac disease), drug interactions and management of sexual and 

reproductive healthcare (SRH) issues (e.g. problematic bleeding with hormonal contraception).  

Update on antenatal pertussis vaccination. In Ireland, pertussis continues 

to cause serious illness especially in infants aged <6 months (Epi-Insight March 

2019;20(3)). Similar findings have been found in other countries. Evidence has shown 

that maternal vaccination with pertussis in the second half of pregnancy provides 

direct protection to the mother against pertussis and also protects the infant as a result of maternal-foetal 

pertussis antibody transfer from the vaccinated mother. In Ireland, there were 213 notifications of pertussis 

in 2016, 263 notifications in 2017 (including 2 deaths in infants aged <3 months) and 117 notifications in 

2018. The majority of mothers of young babies notified with pertussis were not vaccinated in recent years; 

based on data available to the Health Protection Surveillance Centre (HPSC), the severity of illness is less 

severe in those infants whose mothers reported vaccination. Pertussis vaccine during pregnancy is 

recommended and should be given between 16 to 36 weeks in each pregnancy to protect the 

mother and child. Healthcare professionals have been asked to raise awareness among their pregnant 

patients of the importance of the vaccine to protect their babies from pertussis. 
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Pertussis (whooping cough) which is caused by the Gram negative 

bacterium Bordetella pertussis, is a highly infectious disease that is transmitted by 

airborne droplets (BMJ 2019;364:l401). Pertussis affects nearly 24 million children 

aged <5 years annually; it causes 160,000 deaths. The peak incidence is in infants 

aged < 6 months. Outbreaks of pertussis also occur periodically in adolescents and 

adults every 2 to 5 years; up to 3% of adults with acute cough in primary care have pertussis. The 

incubation period is 4 to 21 days, after which patients experience symptoms of an upper respiratory tract 

infection [URTI], followed by the classic signs of pertussis (cough paroxysms with the characteristic 

whoop and vomiting lasting up to 10 weeks). Atypical symptoms may occur in infants (e.g. diarrhoea 

and feeding difficulties), children (e.g. dyspnoea, wheeze, flushing, stridor) and adults (e.g. sneezing, 

hoarseness, headache, fatigue). Infants with pertussis have a high risk of mortality due to pulmonary 

hypertension with resultant cardiac failure and shock, children are prone to dehydration and anorexia 

(seizures and encephalopathy occur rarely) and adults may experience pneumothorax, aspiration, urinary 

incontinence and rib fractures. 

Clinical diagnosis: It may be difficult to distinguish pertussis from a URTI and it may not be suspected in 

patients who have completed their vaccination schedule (of note vaccine efficacy decreases with time). 

Pertussis should be suspected in patients with a 2 week history of cough, associated with ≥1 of the 

following: coughing paroxysms, inspiratory whoop, post-tussive vomiting and apnoea 

with/without cyanosis in infants aged <1 year. Diagnostic testing confirms the diagnosis but should not 

delay treatment; it includes nasopharyngeal bacterial culture, polymerase chain reaction (PCR) of 

nasopharyngeal swabs and serology testing for IgG. Serology is not advised in infants and in patients 

vaccinated within the previous year as it cannot distinguish vaccine-induced or maternal antibodies from 

infection-induced antibodies. 

Management: Admission should be considered for infants aged <6 months with suspected pertussis (who 

have a higher risk of mortality) and clinically unwell patients. Evidence does not support the use of 

medication (e.g. diphenhydramine, pertussis immunoglobulin, inhaled salbutamol) for reducing cough or 

preventing complications. Macrolide antibiotics (azithromycin [3 to 5 days], clarithromycin or erythromycin 

[7 days]) will eliminate B pertussis from the nasopharynx and reduce the risk of transmission, however 

they do not reduce the duration or severity of the cough. Co-trimoxazole is recommended in patients 

allergic to macrolides. 

Prevention of transmission: Patients with suspected/confirmed pertussis should be prescribed 

macrolide antibiotics within 21 days of symptom onset; antibiotics should also be considered for 

household contacts and close contacts at high risk (e.g. patients with asthma, immunodeficiency, 

unimmunised/partially immunised infants and pregnant women >32 weeks gestation). Patients who attend 

or work in nurseries, schools and healthcare settings should be advised not to attend for 48 hours after 

starting antibiotics or for 21 days from onset of symptoms (if not on antibiotics), after which they are no 

longer infectious. Vaccination should be offered after recovery to unimmunised or partially immunised 

children aged <10 years; it should also be offered to unimmunised or partially immunised contacts aged 

<10 years to complete the primary immunisation and a booster dose to contacts aged >10 years who have 

not received a dose within the past 10 years. Suspected cases of pertussis should be reported to public 

health.  

Prevention of pertussis: Vaccination is estimated to have prevented 78% of disease-associated 

mortality and 1.3 million deaths globally. Primary immunisation is usually given in the first 6 months with 

boosters given thereafter. Several countries have switched from whole cell to acellular pertussis vaccines 

due to their decreased reactogenicity and improved adverse effect (AE) profile. Evidence suggests that 

the effectiveness of the acellular pertussis vaccine decreases with time. Pertussis vaccination in the 

second or third trimester of pregnancy is recommended as it may provide passive immunity to neonates 

and young infants via transplacental transfer of IgG. There is no evidence of increased risks of maternal 

AEs, congenital anomalies or neonatal AEs associated with vaccination in pregnancy. Vaccination 

should be offered in every pregnancy as maternal antibody titres decrease rapidly after birth. 

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.  
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