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case studies

The right contraceptive 
choice
Four case studies focusing on the various contraceptive choices open to women 
depending on their age and circumstances.

Dr MelANIe o’reIlly, THE BRENNER ClINIC, WATERFORD

T
he practice nurse plays a pivotal role in helping 
women to make informed choices regarding the 
most appropriate contraceptive method for them. 
Fortunately we live in a time where there are many 
options available. Most women will have used a least 

two to three forms of contraception by the time they no longer 
require cover – reflecting a woman’s changing contraceptive 
needs throughout her life.

It is important to mention first and foremost that the choice 
of contraceptive is ultimately the woman’s choice. There are 
times when, as health professionals, we may think/know that 
the patient’s chosen option is not the most suitable; however, 
unless there is a medical contraindication, the choice remains 
with the patient.

The discussion below is case based and reflects the cohort 
of women we see daily in the primary care setting seeking 
contraceptive advice. Counselling for all contraceptive methods 

includes a detailed discussion on medical contraindications, 
failure rate, mode of action, effects on return of fertility, 
appropriate insertion time, potential side effects and non 
contraceptive benefits (where applicable). The following 
discussion does not deal in detail with all of these issues for 
the various contraceptives but serves to highlight the most 
important points to cover with each contraceptive for each 
specific case. A more detailed account of the aforementioned 
can be found on The Faculty of Sexual and Reproductive Health 
website in the clinical guidance section (www.fsrh.org). This is 
an excellent resource for all contraceptive queries and has been 
devised based on the World Health Organisation guidance. Risk 
categories are assigned to each contraceptive for its use in a 
particular medical condition. The uK products are similar to our 
own, the information is evidence based, easy to use and access 
during consultations and probably most importantly, in these 
financially challenging times, it is free of charge.
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cAse 1 
contraception for the adolescent girl
Sarah is a 17 year old girl who has recently become sexually 
active. She has no medical history, is currently using barrier 
(condoms) and wants to have an Implanon fitted.

(a) is this a suitable option for her? 
(b) discuss her other options

This case deals with contraception for the adolescent girl. 
Often this will be her first consultation without a parent 
present, so ensuring confidentiality is hugely important. 
Providing an open friendly environment will ensure she is 
comfortable and likely to return should any problems arise.

Points of interest
Compliance is a big issue in this age group and so Implanon 
would be an excellent option here.

With regard to Implanon counselling, it is most important 
to highlight the unpredictable bleeding pattern (20% become 
amenorrhoeic, 50% have infrequent/prolonged bleeding, the 
bleeding pattern is unlikely to change with time and it is the 
most common reason for discontinuation). Ensure the patient 
is aware of the possibility of a scar on removal of the device. 
Always document the device has been palpated; not only by 
the inserter, but also the patient themselves post insertion. 
Always address STI prevention and the additional use of a 
barrier method. If the above girl was less than 16 years of age 
this consultation would need to take into account the fact that 
she is legally underage. Contraception can still be issued if she 
is deemed Fraser competent. Ensuring the position she is in 

is consensual is important, as is subtly finding out the age of 
her partner, as this may involve issues of child safety. under 
new legislation we are obliged to report any minor at risk. 
Contacting the lead social worker in your locality is a good first 
point of contact if any concerns are raised.

other options
combined contraceptive (coc, evrA patch, Nuvaring); this 
would be another very good option. The important issue here 
is compliance. Incorporating daily cues as reminders is a good 
aid to combating this i.e. set the mobile phone in the am and 
again in the pm in case they have forgotten to take it. Yearly 
blood pressure and body mass index recording are required.

Progesterone only pill (Noriday/cerazette); another 
reasonable option for this young woman. As with all 
progesterone only contraceptives discussing the unpredictable 
bleeding pattern is essential (20% no bleeding, 40% regular 
bleeding, 40% irregular bleeding).

Depo Provera. This patient needs to be made aware of the 
risk on bone mineral density, primarily, because peak bone 
mass is not reached until late teens/early twenties. However 
BMD does recover on cessation. Also Depo Provera is the one 
contraceptive which has been linked to definite weight gain in 
most patients, with an average weight gain of 2-3 kgs/year, the 
risk of weight gain is increased if the starting BMI is >30.

IuD. Nulliparity and age are not a contraindication to IuD 
insertion so this is an option for this young woman.

cAse 2 
contraception in the post partum period
Mary a 27 year old woman is two weeks post partum. She 
comes to the clinic as her baby has sticky eyes, but she takes 
the opportunity to also ask about going back on her combined 
oral contraceptive preparation. 

a) is this a suitable option for her?
b) discuss all her options

When considering contraception in the post partum period, 
an important point to make is that the earliest time of ovulation 
post partum for any woman is day 28. A sperm can survive for 
up to 7 days in the female genital tract, therefore contraception 
is only required from day 21.

coc post partum. Absolutely contraindicated if she is 
breastfeeding and <6 weeks post partum. It is thought 
it reduces breast milk production which has a negative 
knock-on effect on infant brain development. If she is not 
breastfeeding then she starts it on day 21 (as mentioned above, 
no contraceptive cover is required until day 21, pregnancy is 
a hypercoaguable state which continues for sometime post 
partum, therefore the risk of DVT is too high if started any 
earlier). No extra precaution is required if she starts on day 21, 
however if she starts later than day 21 she will need to use extra 
precaution for an additional 7 days. 

PoP post partum. Safe if breastfeeding. Can be started 
anytime post partum. If started anytime up to day 21 no 
extra precaution is required. If started later than day 21 extra 

precaution is required for 48 hours

Depo Provera post partum. Start anytime if not 
breastfeeding; from day 21 if they are breastfeeding. It can 
cause a lot of troublesome bleeding in the early puerperium.

Implanon post partum. Safe if breastfeeding; can be used 
from day 21, although this is outside the product licence.

cu IuD post partum. Insert 48 hours post partum, otherwise 
wait until day 28, no extra precaution required.

Mirena post partum. Day 28 onwards whether breastfeeding 
or not, use extra precaution for 7 days 

Diaphragm and cap post partum. From week 6 onwards

lAM (lactational amenorrhoea method). If exclusively 
breastfeeding, plus less then 6 months post partum, plus 
amenorrhoeic, then it is 98% effective. However, if any one 
of the above three variables changes then the efficacy of the 
method is greatly reduced.

Poec (progesterone only contraception) post partum. Can 
use from day 21, if breastfeeding take immediately after a feed 
and delay the next feed.

ellaone (ulipristal acetate). Safety when breastfeeding is 
not known, current advice is not to breastfeed and to discard 
breast milk for 36 hours post taking it.



33

case studies

cAse 3
Possible effects on fertility
Susie is a 41 year old woman. She has three children. Her 
youngest child is two and has just started sleeping through the 
night. She is unsure if she has completed her family and wants 
to go on some form of contraception for at least 12 months. 
She has no past history, is an ex smoker x 4 months. She has 
used the COC and barrier in the past but hasn’t used any 
contraception for the last 8 years.

what are suitable options for her?
This case deals with contraceptive and possible effects on 
fertility. There is a natural decline in every woman’s fertility 
after the age of 35. The lady in this case is 41, is unsure if she 
has completed her family, so it is important not to give a 
contraceptive which may cause a delay in return of fertility on 
stopping it, in addition to the further natural decline which 
will occur in this lady over the coming 12 months. Perhaps it 
is better to start this case by asking what are the unsuitable 
options.

unsuitable options
Depo Provera is not a good option here as it may cause a delay 
in return of fertility of up to 12 months on cessation. However, 
as we have stressed earlier, if she decides she wants Depo 

Provera and is fully aware of side effects and potential effects 
on fertility, then it is ultimately her choice.

The coc is not an option here due to the woman’s smoking 
status. Smokers over the age of 35 cannot be on the COC. 
However, ex smokers over 35 years need to have stopped 
for a period of 12 months to be prescribed same. This is a 
good example of a woman not being able to take this form 
of contraception even if she choses it as there is a medical 
contraindication.

The lArc (long acting reversible contraceptives), Mirena 
and Implanon could be used, however, in view of the fact that 
she has specifically requested contraceptive cover for the next 
12 months the POP is possibly the best option. If she came back 
then 12 months later, stating her family was complete ,it would 
certainly be a good idea at that stage to consider a lARC.
Two options exist in Ireland for the PoP. Noriday and 
cerazette. The latter is favoured nowadays for 2 reasons, a) it 
has a 12 hour window for forgotten pills compared with the 3 
hour window of the older traditional POPs and b) Cerazette’s 
primary mode of action is by inhibition of ovulation in up to 
97% of women compared to 40-60% with Noriday which acts 
primarily by thickening cervical mucus.

cAse 4 
contraception in the older woman
Bridget, a 47 year old woman presents for her routine smear. 
She had a Mirena inserted 4 years ago and this is due out in 12 
months time. Recently a friend informed her that she was told 
she could leave her Mirena in for 7 years. She asks you if this is 
true and when she no longer requires contraceptive cover.

a) When is her mirena due out? 
b) how do we decide when she no longer needs 

contraceptive cover? 

If a Mirena is inserted prior to age 45 then it needs to be 
changed after 5 years (as in Bridget’s case, as she had it inserted 
age 43). However if a Mirena is inserted in a woma >45years of 
age then it may be left in situ for 7 years (this must be the case 
for Bridget’s friend).

It may be surprising to hear that all women require 
contraceptive cover until age 55 unless we can prove otherwise. 
Proving otherwise is dependant on the contraceptive method 
and hormonal status of the lady at the time of presentation;

stop cover
1. If the lady is not on hormones, has been amenorrhoeic x 2 years 

and <50 years old or amenorrhoeic x 12months if > 50 years old.
2. If on progesterone contraceptive do FSH levels. If the results of 

two separate FSH done 6 weeks apart are >30 then continue 
contraceptive cover for a further 12 months if the woman is 
>50 years old; for a further 2 years if she is <50 years old 

3. If the woman is on a COC (note she should not be after age 
50), then she needs to be changed over to a progesterone 
only contraceptive and the do FSH levels and follow 
instructions for number 2 above. 
The POP is a good option in this age group, as are the lARC. 

Care needs to be taken when prescribing Depo Provera taking 
into account other risk factors for reduced bone density.

It is important to mention that the COC or Depo Provera 
should not be used in women over the age of 50. 

using a COC in the perimenopause can help maintain bone 
mineral density. When using combined preparations in this 
age group it is advisable to use preparations with <30 ugs of EE 
(ethinyloestradiol).

ensuring the position 
she is in is consensual is 
important, as is subtly 
finding out the age of her 
partner, as this may involve 
issues of child safety.

summary
The above four cases highlight how a woman’s contraceptive 
needs change throughout her life and that the decision must 
be tailored to the individual. It gives an overview of the most 
suitable options in different scenarios, highlighting that the 
role of those in primary care is to help the woman make an 
informed choice, not to make the decision for her. good 
counse.ling leads to a better choice, better compliance and 
ultimately a happier woman.


