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Test Question 

Which one of the following is a euphemism for……
you know what? 

a) A bit of crumpet

b) Nurtling

c) Sklooging

d) Zig-zagging

e) All of the above 
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Question 1
Which of the following contraceptive options would be MOST 
EFFECTIVE for a 28 year-old woman with a BMI of 39kg/m2?

a) Levonorgestrel emergency contraception (e.g. Plan-B®) 

b) Combined oral contraceptives 

c) Contraceptive patch (e.g. Evra®)

d) Contraceptive vaginal ring (e.g. Nuvaring®)

e) Depot medroxyprogesterone injection (e.g. Depo-provera®) 



Method Typical Use 
(per 100 women/yr)

Correct Use 
(per 100 women/yr)

Intrauterine device <1 <1

Female/Male Sterilization <1 <1

Implant (not in Canada) <1 <1

DMPA injection 6 <1

Patch 9 <1

Pills 9 <1

Ring 9 <1

Diaphragm 12 6

Male Condom 18 2

Female Condom 21 5

Sponge 24 20

Cervical Cap 14-29 N/A

Fertility awareness 24 3-4

Spermicides 28 18

Withdrawal 22 4

None 85 85

Pregnancy 
rate per year

UpToDate: Contraceptive counseling and selection. Table 1 
Pregnancy rate (present) during first year of use of contraceptives 
[Accessed Dec 21, 2018]



Weight 
and 

Contraception
Weight cut-offs Efficacy/Comments  

Emergency Contraception >75kg May be less effective1 but should still be offered

Oral contraceptives None, technically?
?BMI>35

Women BMI>35 may be at increased risk of pill failure 
HR 1.5 (95% CI 1.3-1.8)2

Patch ≥90kg Women >90kg might be at increased risk of pregnancy (5 
pregnancies vs 0-2 pregnancies in other weight categories) 3

Ring None Follicular development minimal regardless of BMI4

Depot Injection None Persistence of ovulation suppression after D/C as compared to 
normal BMI5

IUD None Effective regardless of BMI  (<1 pregnancy per 100 women-years)

1. Contraception 84 (2011) 363–367 2. Obstet Gynecol. 2011;117(1):33 3. Fertil Steril. 2002;77(2 Suppl 2):S13  4. Am J Obstet Gynecol. 2012;207(1):39.e1 5. Contraception. 2010;81(6):487 6. Obstet Gynecol. 2012;120(1):21.



Question 2

Intrauterine contraception increases the risk of 
ectopic pregnancy  

a) True

b) False



FACT:  Intrauterine contraceptives DO NOT increase the risk of ectopic 
pregnancy

But:  women using a LNG-IUS (who get pregnant) are more likely to have 
an ectopic pregnancy than women who are using a CU-IUD (and get 
pregnant)

However:  Since the LNG-IUS has a lower failure rate than CU-IUD – the 
overall risk of ectopic pregnancy is significantly lower in women using 
LNG-IUS compared with women using CU-IUDs. 



To Remove or not to Remove? 

SOGC statement:  

“When a pregnancy test is positive, the IUC should be 
removed if possible, whether the woman wishes to 
continue with the pregnancy or not, due to a significant 
increase in the risk of pregnancy complications if it 
remains in situ in the uterus.”



Contraception. 2014 May;89(5):426-30

https://www-ncbi-nlm-nih-gov.uml.idm.oclc.org/pubmed/24508123


Question 3
Mary (32 yo) had a DVT in her right calf 4 years ago from sitting on a plane 
too long on a trip to New Zealand. Now, she is 12 weeks post-partum & 
breastfeeding. She wants to discuss her options for contraception.

Which statement describes the BEST recommendation for Mary?

a) Hormonal contraception is contraindicated due to her DVT history

b) She may use either an IUD or progestin-only pills as these would have 
the least risk of DVT recurrence 

c) Hormonal contraception is contraindicated because she is 12 weeks post-
partum

d) She may use any type of combined oral hormonal contraception



Reproductive age Hormonal contraceptives Pregnancy Post partum (6 weeks)

4-5/10,000 per year 

Baseline
8-9/10,000 per year

Doubles
29/10,000 per year

6x risk
300-400/10,000 per year

60x risk 
SOGC Position Statement: Hormonal Conception and Risk of Venous Thromboembolism (Feb 19. 2013)

Patient factors:
• Age 32
• Previous DVT – provoked
• Post-partum 12 weeks 
• Breastfeeding
• Otherwise healthy (non-

smoker, no comorbid 
conditions) 

Category 4 (CONTRINDICATIONS) Category 3 (Relative contraindications)

< 4 weeks post partum (BF)
<3 weeks postpartum (not BF)
Smoker >35 years (>15 cigs/day) 
Vascular disease
HTN (>160/100)
Acute DVT/PE or Hx not receiving anticoagulation 
and high risk for recurrence
Major surgery/immobile
Thrombophilia
Valvular heart disease
SLE
Peripartum cardiomyopathy
Migraine with aura
Breast Cancer (current)
Hepatic disease (severe) 
Complicated organ transplant 

4-6 weeks post partum (BF) with other VTE risks 
or 3-6 weeks (not BF) with other VTE risks
Smoker >35 years (<15 cigs/day)
DVT/PE on anticoagulation
History of DVT with lower risk of recurrent DVT
MS/immobility
HTN
Hx Breast cancer but disease  free for >5 years
Symptomatic gallbladder disease/hepatitis
Diabetes with complications 
Past COC-related cholestasis
Peripartum cardiomyopathy with normal fx
Malabsorptive issues (bariatric surgery) 
Anticonvulsant use (↓efficacy)
Rifampin therapy
Fosamprenavir ART therapy 

J Obstet Gynaecol Can 2017;39(4):229e268



Type of contraception Risk in 10,000/year 

Non-users 2-3

Progestin-only pills or progestin IUD 2-3

COC levonorgestrel (2nd) or norethindrone (1st) 7-9

COC 3rd generation progestin (i.e. desogestrel, 
norgestimate) , transdermal patch or vaginal ring

10-15

Pregnancy 29 

Available at: https://www.acfp.ca/wp-content/uploads/tools-for-practice/1397838433_20120724_091425.pdf

https://www.acfp.ca/wp-content/uploads/tools-for-practice/1397838433_20120724_091425.pdf


Question 4

The use of Depo medroxy-progesterone acetate 
(DMPA) increases the risk of fractures

a) True

b) False



FDA Drug Monograph: Depo-Provera CI injectable suspension for IM use (Updated 11/2016)



Fractures? Probably not 
according to SOGC
SOGC statement:  

“The use of DMPA is associated with a decrease in bone 
mineral density.  This decrease is most rapid in the first 2 
years of use and appears to be largely reversible once 
DMPA is discontinued.  There is no strong evidence that 
the use of DMPA causes osteoporosis or increases the risk 
of fracture.” 



Obstet Gynecol 2013;121:593–600

And now the



Osteoporos Int (2017) 28:291–297 



Question 5
Sierra (24 years old) has a question for you. Her friend said that 
hormonal contraceptives increase mood disorders and that she should 
“get off the pill” since she suffers from depression. 

What is the BEST response to Sierra’s question?
a) Hormonal contraception may increase risk of depression, but higher quality 

studies are needed to confirm findings 

b) There may be an increased risk of depression with use of oral contraceptives, 
but not with other hormonal dosage forms (e.g LNG-IUD, patch etc.)  

c) Contraceptives cause depression and she should discontinue her contraceptive 
medication immediately

d) There is no evidence that oral contraceptives increase the risk of depression



JAMA Psychiatry. 2016;73(11):1154-1162. 

Prospective Cohort: n=1,061,997 women aged 15-34 years (Danish database)
Exposures: hormonal contraception (current/recent)
Controls: Non-users (or quit >6 months ago) 
Outcome: depression (new antidepressant or new diagnostic code) 



Question 6

Women who are BRCA 1 / 2 carriers should be 
counselled AGAINST using combined oral 
contraceptives

a) True

b) False



Use of Hormonal Contraceptives in 
Breast Cancer 
SOGC statement:  

“The use of COCs in BRCA1/2 carriers is controversial but appears to be 
associated with a decreased risk of ovarian cancer and no increase in 
the risk of breast cancer”

But! The SOGC lists the following as contraindications: 

• Current breast cancer: category 4 

• History of breast cancer and no evidence of disease for 5 years: 
category 3



J Clin Oncol. 2013 Nov 20;31(33):4188-98

https://www-ncbi-nlm-nih-gov.uml.idm.oclc.org/pubmed/?term=Oral+contraceptives+and+risk+of+ovarian+cancer+and+breast+cancer+among+high-risk+women:+a+systematic+review+and+meta-analysis


J Clin Oncol. 2013 Nov 20;31(33):4188-98

https://www-ncbi-nlm-nih-gov.uml.idm.oclc.org/pubmed/?term=Oral+contraceptives+and+risk+of+ovarian+cancer+and+breast+cancer+among+high-risk+women:+a+systematic+review+and+meta-analysis


Question 7
Pria (18 yo) has been suffering with migraines without aura for 2 years. She 
experiences migraines about once every 3-4 months, always around the start 
of her period. She does not smoke, BMI 22 and is otherwise healthy. Today she 
is asking about “the pill” as things are getting “serious” in her current 
relationship. 
What is the BEST recommendation for Pria?

a) Pria should use barrier methods only as migraines are an absolute 
contraindication to any hormonal contraception 
b) Pria can consider using a high dose estrogen product (≥50mcg) as her 
migraines are likely estrogen-associated
c) Pria can consider a COC with low estrogen (10-30mcg) as she does not have 
significant stroke risk factors and experiences migraine without aura 
d) Pria should avoid estrogen-containing contraceptive products because she is 
at high risk of stroke 



Sacco et al. The Journal of Headache and Pain 

Migraine 
WITH aura

Migraine 
NO aura

NO Migraines

WITH Oral
Contraceptives

OR 6.1 
(3.1-12.1)

OR 1.77 
(1.09-2.88)

OR 1.39 
(1.16-1.67)

WITHOUT Oral 
Contraceptives

OR 2.7 
(1.9-3.7)

OR 2.24 
(1.86-2.69)

Reference 
(1) 

Am J Obstet Gynecol 2017;216:489.e1-7.

18 years old = 1.4/100,000 annual risk of stroke (baseline)



Question 8

Which one of the following cancers is associated 
with an INCREASED risk with the use of COC’s?

a) Cervical cancer

b) Colorectal cancer

c) Ovarian cancer

d) Endometrial cancer



Lancet 2003; 361: 1159–67



Question 9

Paula was switched last month from brand name oral contraception Yaz® to 
Mya® (generic) and has been feeling terrible. She describes breakthrough 
bleeding in week 3, increased irritability and bloating since the switch.   

What is the BEST response to Sierra’s situation?
a) Yaz® and Mya® are bioequivalent so there is likely another cause of her 

symptoms
b) Paula should switch to a oral contraceptive with a higher progestin 

content 
c) Bioequivalence can range from 80-125% of the branded drug and 

theoretically could have variations in metabolism 
d) Paula should stop using oral contraceptives completely due to adverse 

effects 



“Generic OCs approved by the FDA have been shown to be bioequivalent and 
pharmaceutically equivalent to the branded product and are interchangeable. 

There are no evidence-based data to challenge this conclusion.”

“When a brand name and generic drug are not clinically equivalent, the decision to switch from brand name 
to generic oral contraceptive, or vice-versa, could have negative results, including reduced effectiveness or 

adherence, as well as side effects”



46%

Am J Obstet Gynecol 1998;179:577-82 Arch Intern Med. 2006;166:332-337 



Contraception



Additional References

• Canadian Contraception Guidelines 
• Canadian Contraception Consensus Chapter 3 Emergency Contraception . J 

Obstet Gynaecol Can 2015;37(10):Suppl S20-S28 

• Canadian Contraception Consensus Part 3 of 4: Chapter 7 - Intrauterine 
Contraception. J Obstet Gynaecol Can 2016;38(2):182-222

• Canadian Contraception Consensus Part 3 of 4: Chapter 8 e Progestin-Only
Contraception J Obstet Gynaecol Can 2016;38(3):279-300

• Canadian Contraception Consensus Part 4 of 4 Chapter 9: Combined 
Hormonal Contraception. J Obstet Gynaecol Can 2017;39(4):229e268



Glossary/Abbreviations
• BMI – body mass index

• COC’s – combined oral contraceptives (containing estrogen and 
progesterone) 

• CU-IUD – copper intra-uterine device

• DMPA – depo-medroxyprogesterone acetate (i.e. Depo-Provera) 

• EE – ethinyl estradiol 

• IUD – intra-uterine device (i.e. Mirena®)/IUS – intra-uterine system 

• LNG – levonorgestrel

• OCs – oral contraceptives 

• UPA – ulipristal




