
EXPERT PERSPECTIVE _,

Contraceptive choice
Truth or consequences

A number of excellent contraceptive choices exist for women, yet staggering rates

of unwanted pregnancies occur annually. The author provides an overview of the

variety of contraceptive choices women have and the importance of identifying

the best option for each patient to ensure compliance.
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M ost gynecologists are aware of the
1965 Supreme Court decision in
Griswold V Connecticut, which in-

validated the state law that prohibited the
use of contraceptives.' Few are aware that
the full case name was Estelle Griswold and
C. Lee Buxton v Connecticut.

Buxton was chair of the Department of
Obstetrics and Gynecology at Yale Medical
School. He was arrested at Planned Parent-
hood's clinic in New Haven and convicted
of violating state statutes.

Buxton's successor as medical director
of the Planned Parenthood League of Con-
necticut, Virginia Stuermer, MD, is offi-
cially retired but still regularly participates

• in departmental grand rounds at Yale.
Contraception choice is clearly a

relatively young field, and its protection
should be of paramount importance to
academicians, clinicians, and patients.

Gynecologists should understand that
there are more than 3 million unwanted
or mistimed pregnancies annually in the

Take-home messages
• We have many excellent

methods of contraception available,
but almost all have been tainted
with controversy.

• The mantra of personalization of
care needs to be considered in
the choices of contraception for
younger women.

United States. Half of these are from non-
use of any contraception, and half are from
either failure to effectively use contracep-
tion or failure to use effective contracep-
tion.^

Beside the human tragedy, these preg-
nancies exact a significant financial toll.
The cost of 1 Medicaid-covered birth in the
United States in 2008 was $12,613 for pre-
natal care, delivery, postpartum care, and
infant care, compared with the $257 cost
for 1 year of contraceptive care.'
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Consider the options
We have many excellent methods of contraception
available, but almost all of them have been tainted
with controversy in medical, legal, or media circles at
1 time or another, which has affected their availability
and deterred their choice as reliable methods. As
philosopher George Santayana
wrote more than 100 years ago,
those who cannot remember the
past are condemned to repeat it.
Given recent warnings, it is time
to briefly review several recent,
yet significant, controversial
episodes involving some very
reliable methods.

Recent publications confirm
that the effectiveness of long-
acting reversible contraception
such as intrauterine devices
(IUDs) and implants is superior
to that of contraceptive pills,
patches, or rings.^ Despite the
widespread availability of IUDs
in the 1970s, however, by the
mid-1980s no long-term-use
IUD was available on the US
market.

Litigation against IUDs,
particularly the Dalkon Shield, discouraged
manufacturers from promoting this highly effective
method.'* The reintroduction of long-acting IUDs in
1988 finally allowed US women the choice of a method
used worldwide, where reliability is appreciated.

During the next decade, IUD prevalence as a
contraceptive method rose to just 1% of birth control
users.' And even now the consequences of the
sustained bad press against IUDs partially accounts
for the small 5.5% of US women currently using that
form of contraception.̂

For many women, oral contraceptives (OCs)
provide very effective contraception along with
other benefits such as control of menorrhagia,
dysmenorrhea, acne, hirsutism, and premenstrual
dysphoric disorder (PMDD).' However, not all
birth control pills are equally tolerated. Adverse
effects of the different progestins in menopausal
therapy are well known,' and it is quite common for
women to switch from 1 combination OC to another

Cost of IMedicaid-covered birth
IN THE UNITED STATES IN 2008

$12,613
for prenatal care, delivery,

postpartum care, and infant care
COMPARED WITH THE

$257
cost fort year of

contraceptive care.

to minimize adverse effects or to try to achieve
noncontraceptive benefits.

In the early 1990s, a new third-generation
progestin, desogestrel, was introduced. Its use
increased dramatically, and by 1993 more than
half of UK women were using desogestrel and

gestodene pills. But several
studies published soon
after its in t roduc t ion
showed an increased risk
of thromboembolic events,
prompting the UK Committee
on Safety of Medicines (CSM)
to send a "Dear Doctor" letter
in October 1995 alerting
physicians to the data that
"the chance of a thrombosis
occurring in a vein increases
around two-fold for some types
of pills compared with others."*

Although even some
of the epidemiologists
collecting these data noted
that their "results for venous
thromboembolism [VTE] are
equivocal," many physicians
and women panicked. Use of
gestodene and desogestrel pills

fell from 53% in 1995 to 14% of pill users by the
end of 1998.' Ironically, there was no significant
decrease in incidence of VTE during this time
frame, leading British epidemiologists to conclude
that the third-generation OCs were not associated
with any significant increased risk of VTE. Indeed,
many epidemiologists concluded that confounding
variables and biases, such as the healthy user bias,
contributed to the findings of the increased risk
with desogestrel.

Battling the media
Unfortunately, the consequences of the 1995 "pill
scare" were significant. British data suggested that
women younger than 16 years were particularly
affected by the bad press, and their use of OCs fell
from 40% to 27% in the year afterward.' Surveys
showed that two-thirds of women who switched
methods to a less-effective barrier method did so
because of concern about health risks. Pregnancy

NOVEMBER 2012 CONTEMPORARY OB/GYN 23



CONTRACEPTIVE CHOICE

Contraception choice is clearly a relatively young field,
and its protection should be of paramount importance to

academicians, clinicians, and patients.
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and abortion rates in the United Kingdom rose
significantly. British epidemiologists commented
that pregnancy "is associated with twice the risk of
thrombosis that is estimated with use of the third-
generation progestogen contraceptive pills that
prompted the CSM announcement."

In the last 3 years, several studies have raised the
question of an increased risk of VTE with the newest
"fourth-generation" progestin, drospirenone, and
the third-generation norelgestromin patch.'" These
studies are subject to similar limitations raised in

the desogestrel studies published
almost 20 years ago." The US
Food and Drug Administration
(FDA) has added warnings to the
drospirenone pills' labeling that
there may be an increased risk of
VTE associated with their use. As
discussed in the comprehensive
review by 3 of the members of the
FDA panel, the norelgestromin
and drospirenone warnings are
based on "weak data . . . the current

evidence is more than sufficient to reassure providers
and women about the most important clinically
relevant facts about these methods: that they are
effective, safe, and beneficial to health."'"

At this time, we do not have the follow-up data on
unintended pregnancy rates that might result from
attendant anxiety from women and clinicians. We do
know that many women prefer the convenience of a
once-a-week patch and that many women prefer the
diuretic properties of drospirenone and its beneficial
effects on acne, PMDD, and limiting weight gain.'^

Summary
We all want women to have choices, including choices
in contraception. The mantra of personalization of

POWER POINT

There are more
than 3 million
unwanted
or mistimed
pregnancies
annually in the
United States.

care, widely promoted in the care of menopausal
women, needs to be considered in the choices of
contraception for younger women. Although it
remains imperative to always consider and evaluate
potential negative effects, it remains equally
paramount to balance risks and benefits and facility
on an individualized basis. We want to maintain
choice for women in their rights to use contraception
and to use the method for them that will ensure
continuance of use. ^
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