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Although the rate of unintended pregnancy in the United 
States has decreased to less than 50% in recent years, it 
remains much higher than in other industrialized countries, 
with widening disparities by race, income, and education 
level.1 Younger people, in particular, may face multiple bar-
riers to timely access to primary care and hormonal contra-
ception.2,3 To address this problem, family physicians should 
make hormonal contraception easily and safely available.

Office Visits Between Menses
When a patient requests contraception during an office 
visit that occurs between menses, some clinicians delay 
starting hormonal contraceptives until the next menses to 
ensure that the patient is not pregnant. This practice began 
before studies showed that hormonal contraceptives do not 
cause birth defects, pregnancy loss, or fetal growth prob-
lems.4 Concern that hormones may mask the symptoms of 
early pregnancy, thus delaying diagnosis, can be addressed 
through appropriate use of urine pregnancy tests, emergency 
contraception, and a barrier method during the first week 
of hormonal contraceptive use.4 The Centers for Disease 

Control and Prevention (CDC) has published medical eli-
gibility criteria and selected practice recommendations for 
contraceptive use to address these issues in detail;  a smart-
phone app and other tools are available to help clinicians 
manage hormonal contraception safely and efficiently.4,5

The quick start method allows most patients to begin using 
contraceptive pills, patches, injections, implants, vaginal 
rings, or an intrauterine device (IUD) at any point during the 
menstrual cycle6,7 (Figures 1 through 38). This strategy reduces 
delays and cost. Patients who begin using a new method more 
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Recommendations from the Choosing 
Wisely Campaign

Recommendation Sponsoring organization

Do not require a pelvic 
examination or other physical 
examination to prescribe oral 
contraceptive medications.
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Family Physicians
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see https:// www.choosingwisely.org. For supporting citations and 
to search Choosing Wisely recommendations relevant to primary 
care, see https:// www.aafp.org/afp/recommendations/search.htm.
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than five to seven days after the first 
day of their last menses should use a 
backup method during the first week.7 
Patients who have had unprotected sex 
within five days of their office visit can 
take hormonal emergency contracep-
tion that day (levonorgestrel [Plan B], a 
progestin;  or ulipristal [Ella], a proges-
terone agonist/antagonist).7,9 Ulipristal 
is more effective than levonorgestrel in 
patients who are overweight or who had 
unprotected sex within the past three 
to five days. Because progestins may 
decrease the effectiveness of ulipristal, 
patients should wait five days after tak-
ing ulipristal before starting hormonal 
contraception.9 Patients can begin hor-
monal contraception immediately after 
taking levonorgestrel.

The copper IUD can be used for 
emergency contraception and for 
long-term contraception;  it is nearly 
100% effective when inserted up to five 
days after unprotected sex.9 There is 
no evidence that a progestin-releasing 
IUD is effective for emergency con-
traception.9 Patients with a low risk 
of pregnancy who choose a hormonal 
contraceptive that is difficult to dis-
continue (e.g., injections, implants, 
progestin-releasing IUD) may choose 
to wait until a scheduled office visit to 
begin the chosen method. Because an 
IUD can complicate pregnancy, clini-
cians must carefully counsel patients 
who choose to have an IUD inserted 
the same day despite a low risk of undi-
agnosed pregnancy, making sure they 
understand the risk and the need to 
remove the IUD if pregnancy occurs.

Patients may have spotting and other 
menstrual cycle changes for the first 
few months after starting hormonal 
contraception. Those who start oral 
contraceptives between menses have 
no more menstrual pattern disruption 
than those who wait until their next 
menses.10 Counseling about side effects, 
including anticipatory guidance about 
spotting, may improve adherence to 
hormonal contraception.11

FIGURE 1

Quick start algorithm for contraceptive pills, patches, rings, injections, or 
implants.

Adapted from Reproductive Health Access Project. Quick start algorithm for hormonal 
contraception. Accessed July 5, 2020. https:// www.reproductiveaccess.org/wp-content/
uploads/2014/12/QuickstartAlgorithm.pdf

Patient requests new birth control method: pill, patch, ring, injection, or implant

When was first day of LMP?

Negative urine pregnancy test*

Yes 

Start new method today

Backup method is 
needed for 7 days

No 

> 7 days ago

Unprotected sex since last LMP?

≤ 7 days ago

Start new method today

Backup method is not 
needed for injection

Backup method is needed 
for 7 days if LMP was 5 to 

7 days ago and patient chose 
pill, patch, ring, or implant

Advise patient that early 
pregnancy is possible, but hor-
mones would not cause harm†

Does patient want to start new method now?

Start pill, patch, or ring within 
5 days after start of next menses

Return for implant insertion within 
5 days after start of next menses

Return for injection within 7 days 
after start of next menses

If patient had unprotected sex ≤ 5 days 
ago, offer ulipristal (Ella) or levonorge-
strel emergency contraception today‡

Offer prescription, advance supply, 
or appointment for chosen method

Advise patient to use an alter-
nate method until next menses

No 

Start new method today

Backup method is needed for 7 days

Repeat pregnancy test (home 
or office) in 2 to 4 weeks*

If patient had unprotected sex ≤ 5 
days ago, offer levonorgestrel (Plan B) 

emergency contraception today‡

Yes 

LMP = last menstrual period.

*—If pregnancy test is positive, provide options counseling.
†—The Centers for Disease Control and Prevention advises that the benefits of starting contra-
ception likely exceed the risk of early pregnancy.
‡—Levonorgestrel emergency contraception is no more effective than placebo in patients 
with a body mass index > 25 kg per m2. Emergency contraception with ulipristal is more effec-
tive than with levonorgestrel in people who had unprotected sex 3 to 5 days ago. Because 
hormones may decrease the effectiveness of ulipristal, the new method should be started no 
earlier than 5 days after ulipristal is taken. Consider starting injections or inserting implants 
earlier if benefits outweigh risks.
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FIGURE 3

Quick start algorithm for copper IUD.

Adapted from Reproductive Health Access Project. Quick start algo-
rithm for hormonal contraception. Accessed July 5, 2020. https:// 
www.reproductiveaccess.org/wp-content/uploads/2014/12/
QuickstartAlgorithm.pdf

FIGURE 2

Quick start algorithm for progestin-releasing IUD.

Adapted from Reproductive Health Access Project. Quick start algo-
rithm for hormonal contraception. Accessed July 5, 2020. https:// 
www.reproductive access.org/wp-content/uploads/2014/12/
Quickstart Algorithm.pdf

Patient requests progestin-releasing IUD

When was first day of LMP?

> 7 days ago

Negative urine 
pregnancy test*

≤ 7 days ago

Insert IUD today

Unprotected sex since last LMP?

Advise patient that early 
pregnancy is possible

Review risk of pregnancy with IUD in place† 
If patient had unprotected sex ≤ 5 days 

ago, offer emergency contraception today‡

Insert IUD today

Backup method is 
needed for 7 days

IUD = intrauterine device; LMP = last menstrual period.

*—If pregnancy test is positive, provide options counseling.
†—The Centers for Disease Control and Prevention advises ruling 
out pregnancy before IUD insertion. Clinicians may discuss the ben-
efits of same-day insertion (improved access, patient convenience), 
balanced against a small risk of early pregnancy, which would be 
complicated by IUD insertion.
‡—Levonorgestrel emergency contraception (Plan B) is no more 
effective than placebo in patients with a body mass index > 25 kg 
per m2. Emergency contraception with ulipristal (Ella) is more effec-
tive than with levonorgestrel in people who had unprotected sex 
3 to 5 days ago. Because hormones may decrease the effective-
ness of ulipristal, the new method should be started no earlier than 
5 days after ulipristal is taken. Consider inserting IUD earlier if ben-
efits outweigh risks.

Does patient want to start IUD today?

Insert IUD today

Backup method is 
needed for 7 days

Repeat pregnancy 
test (home or 

office) in 2 weeks*

Yes 

If pregnancy test is negative,* 
insert IUD at follow-up visit

Offer contraceptive pills, 
patch, ring, or injection (to 

be used in combination with 
condoms) as bridge to IUD 

Schedule follow-up visit  
2 weeks (or more) from today

No 

No Yes 

Patient requests copper IUD

When was first day of LMP?

Unprotected sex since last LMP?

Advise patient that early 
pregnancy is possible 

Review risk of pregnancy 
with IUD in place†

IUD = intrauterine device; LMP = last menstrual period.

*—If pregnancy test is positive, provide options counseling.
†—The Centers for Disease Control and Prevention advises ruling 
out pregnancy before IUD insertion. Clinicians may discuss the ben-
efits of same-day insertion (improved access, patient convenience), 
balanced against a small risk of early pregnancy, which would be 
complicated by IUD insertion.

Does patient want to start IUD today?

No 

Offer contraceptive pills, patch, ring, 
or injection (to be used in combina-
tion with condoms) as bridge to IUD; 

Schedule follow-up visit 
2 weeks (or more) from today

If pregnancy test is negative,* insert IUD at follow-up visit

Insert IUD today

Repeat pregnancy 
test (home or 

office) in 2 weeks*

Yes 

Yes 

Insert IUD today

No 

Most recent sex > 5 days agoMost recent sex 
≤ 5 days ago

Insert IUD today

> 7 days ago

Negative urine pregnancy test*

≤ 7 days ago

Insert IUD today
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Postpartum
Estrogen-containing hormonal contraceptives are often 
withheld after childbirth because of concerns about post-
partum hypercoagulability. The CDC concluded that the 
risks of estrogen-containing contraceptives may outweigh 
the benefits during the first three to six weeks postpartum.4 
After six weeks, the risk of thrombosis returns to normal, 
and postpartum patients who are not breastfeeding can 

take estrogen-containing oral contraceptives without addi-
tional restrictions.4 Because low-dose progestins are not 
associated with thrombosis, progestin-only contraceptives 
may be initiated immediately postpartum.4 A copper or 
progestin-releasing IUD can be inserted immediately after 
childbirth, preferably within 10 minutes of placental deliv-
ery.12 Detailed guidance on the timing of postpartum IUD 
insertion is available in Table 113 and in the CDC’s medical 

TABLE 1

Medical Eligibility for Initiating Contraception:  Absolute and Relative Contraindications

Consideration

Risk level

Estrogen/progestin 
pill, patch, or ring

Progestin-
only pill

Progestin-
only injection

Progestin-
only implant

Progestin-
releasing IUD

Copper 
IUD

Age

< 18 years 1 1 2 1 1 1

18 to 39 years 1 1 1 1 1 1

40 to 44 years 2 1 1 1 1 1

≥ 45 years 2 1 2 1 1 1

Anemia

Iron deficiency 1 1 1 1 1 2

Sickle cell disease 2 1 1 1 1 2

Thalassemia 1 1 1 1 1 2

Bariatric surgery

Malabsorptive procedures 
(e.g., gastric bypass)

Pill:  3 
Patch or ring:  1

3 1 1 1 1

Stomach-restrictive procedures 
(e.g., lap band)

1 1 1 1 1 1

Breast cancer

Current 4 4 4 4 4 1

Family history 1 1 1 1 1 1

Previous, no evidence of disease 
for > 5 years

3 3 3 3 3 1

Breast problem, benign

Benign breast disease 1 1 1 1 1 1

Undiagnosed mass 2 2 2 2 2 1

Cervical cancer and precancerous changes

Cancer, awaiting treatment 2 1 2 2 4 4

Cervical intraepithelial neoplasia 2 1 2 2 2 1

Depression 1 1 1 1 1 1

Diabetes mellitus

History of gestational diabetes 1 1 1 1 1 1

With end-organ damage or > 20 
years’ duration

3 2 3 2 2 1

Without vascular disease 2 2 2 2 2 1

continues

Risk levels:  1 = method can be used without restriction;  2 = advantages generally outweigh theoretical or proven risks;  3 = method not usually 
recommended unless other, more appropriate methods are not available or not acceptable;  4 = method should not be used.

Note:  These contraceptive methods do not protect against STIs. Condoms should be used to protect against STIs.

DVT = deep venous thrombosis;  IUD = intrauterine device;  NA = not applicable;  STI = sexually transmitted infection.
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eligibility criteria and selected practice recommendations 
for contraceptive use.4,5

Lactation
Lactation is up to 98% effective for preventing pregnancy 
in the first six months postpartum if the patient remains 
amenorrheic and the infant receives at least 90% of calo-
ries from breast milk.7 Receiving structured education in 

lactational amenorrhea does not improve the effectiveness 
of lactation as a contraceptive method.14

The choice of hormonal contraceptive for patients who 
are lactating depends on the length of time since child-
birth and the type of hormone. Although estrogen-con-
taining contraceptives have not been proven to have 
consistent effects on breastfeeding continuation or infant 
health, studies may not be adequate to ensure safety.4,15 

TABLE 1 (continued)

Medical Eligibility for Initiating Contraception:  Absolute and Relative Contraindications

Consideration

Risk level

Estrogen/progestin 
pill, patch, or ring

Progestin-
only pill

Progestin-
only injection

Progestin-
only implant

Progestin-
releasing IUD

Copper 
IUD

Drug interactions

Anticonvulsants:  barbiturates, 
carbamazepine (Tegretol), oxcar-
bazepine (Trileptal), phenytoin 
(Dilantin), primidone (Mysoline), 
topiramate (Topamax)

3

Must select a pill 
with ≥ 30 mcg of 
estrogen to maxi-
mize effectiveness

3 1 2 1 1

Antiretrovirals All antiretroviral medications (except fosamprenavir [Lexiva]) are 1 or 2 for every contraceptive 
method

Lamotrigine (Lamictal) 
monotherapy* 

3 1 1 1 1 1

Rifampin or rifabutin (Mycobutin) 3 3 1 2 1 1

All other antibiotics, antiparasitics, 
and antifungals

1 1 1 1 1 1

Endometrial cancer 1 1 1 1 4 4

Endometriosis 1 1 1 1 1 2

Gallbladder disease

Asymptomatic gallstones or 
postcholecystectomy

2 2 2 2 2 1

History of hormone-related 
cholestasis 

3 2 2 2 2 1

History of pregnancy-related 
cholestasis

2 1 1 1 1 1

Symptomatic gallstones without 
cholecystectomy

3 2 2 2 2 1

Headaches

Migraine with aura 4 1 1 1 1 1

Migraine without aura 2 1 1 1 1 1

Nonmigraine 1 1 1 1 1 1

HIV infection

High risk of infection 1 1 1 1 2 2

Infection without drug 
interactions

1 1 1 1 1 if well, 
2 if ill

1 if well, 
2 if ill

continues

Risk levels:  1 = method can be used without restriction;  2 = advantages generally outweigh theoretical or proven risks;  3 = method not usually 
recommended unless other, more appropriate methods are not available or not acceptable;  4 = method should not be used.

Note:  These contraceptive methods do not protect against STIs. Condoms should be used to protect against STIs.

DVT = deep venous thrombosis;  IUD = intrauterine device;  NA = not applicable;  STI = sexually transmitted infection.

*—Combination therapy with lamotrigine and valproate (Depacon) does not interact with hormones.
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Studies of progestin-only contraceptives show no effects 
on breast milk volume or composition. The CDC con-
cluded that the benefits of progestin-only methods for 
breastfeeding patients may outweigh risks during the first 
six weeks after childbirth, and that progestin-only con-
traceptives can be used without restriction after six weeks 
postpartum.4

Postabortion
Patients may safely begin hormonal contraception immedi-
ately after early pregnancy loss, medical abortion, or aspiration 
abortion. The only exception is IUD insertion immediately 
after septic abortion, which is contraindicated.4 Hormonal 
contraceptives do not adversely affect bleeding after medi-
cal abortion.16 Copper and progestin-releasing IUDs can be 

TABLE 1 (continued)

Medical Eligibility for Initiating Contraception:  Absolute and Relative Contraindications

Consideration

Risk level

Estrogen/progestin 
pill, patch, or ring

Progestin-
only pill

Progestin-
only injection

Progestin-
only implant

Progestin-
releasing IUD

Copper 
IUD

Hypertension

During previous pregnancy only 
(now resolved)

2 1 1 1 1 1

Systolic < 159 mm Hg and dia-
stolic < 99 mm Hg

3 1 2 1 1 1

Systolic ≥ 160 mm Hg, diastolic 
≥ 100 mm Hg, and/or with vascu-
lar disease

4 2 3 2 2 1

Inflammatory bowel disease

Ulcerative colitis or Crohn disease 2 2 2 1 1 1

Ischemic heart disease

Current or previous 4 2 3 2 2 1

Multiple risk factors (e.g., smoking, 
diabetes, hypertension, hyperlip-
idemia, older age)

4 2 3 2 1 1

Liver disease

Cirrhosis, mild 1 1 1 1 1 1

Cirrhosis, severe 4 3 3 3 3 1

Hepatocellular adenoma 4 3 3 3 3 1

Tumors, focal nodular hyperplasia 2 2 2 2 2 1

Tumors, malignant 4 3 3 3 3 1

Viral hepatitis (active) 4 1 1 1 1 1

Viral hepatitis (carrier) 1 1 1 1 1 1

Obesity (body mass index > 30 kg 
per m2)

2 1 1 1 1 1

Ovarian cancer 1 1 1 1 3 3

Ovarian cysts and benign tumors 1 1 1 1 1 1

Pelvic inflammatory disease

Current 1 1 1 1 4 4

Previous, with subsequent 
pregnancy

1 1 1 1 1 1

Previous, without subsequent 
pregnancy

1 1 1 1 2 2

continues

Risk levels:  1 = method can be used without restriction;  2 = advantages generally outweigh theoretical or proven risks;  3 = method not usually 
recommended unless other, more appropriate methods are not available or not acceptable;  4 = method should not be used.

Note:  These contraceptive methods do not protect against STIs. Condoms should be used to protect against STIs.

DVT = deep venous thrombosis;  IUD = intrauterine device;  NA = not applicable;  STI = sexually transmitted infection.
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safely inserted immediately after aspiration abortion17 or at 
the follow-up visit after medical abortion.7 Implanted contra-
ceptives can be inserted on the day of an aspiration abortion 
or on the day the patient takes mifepristone (Mifeprex) for 
medical abortion.7 Immediate postabortion initiation of con-
traception eliminates the need for patients to use backup con-
traception after starting the new method.

Clinical Evaluation Before and After Initiating 
Contraception
To rule out contraindications to hormonal contraception, cli-
nicians should obtain a thorough medical history, including 
cardiovascular risk factors, concurrent medications, aller-
gies, smoking status, hypertension, and migraine (Table 1).13  
Body mass index affects the choice of contraceptive, as does 

TABLE 1 (continued)

Medical Eligibility for Initiating Contraception:  Absolute and Relative Contraindications

Consideration

Risk level

Estrogen/progestin 
pill, patch, or ring

Progestin-
only pill

Progestin-
only injection

Progestin-
only implant

Progestin-
releasing IUD

Copper 
IUD

Postpartum, breastfeeding

< 3 weeks 4 2 2 2 See postpartum IUDs

3 to 4 weeks 3 2 2 2

4 to 6 weeks with increased DVT 
risk

3 1 1 1

4 to 6 weeks with normal DVT risk 2 1 1 1

> 6 weeks 2 1 1 1 1 1

Postpartum, not breastfeeding

< 3 weeks 4 1 1 1 See postpartum IUDs

3 to 6 weeks with increased DVT 
risk

3 1 1 1

3 to 6 weeks with normal DVT risk 2 1 1 1

> 6 weeks 1 1 1 1 1 1 

Postpartum IUDs

< 10 minutes post–placental 
delivery, breastfeeding

NA NA NA NA 2 1

< 10 minutes post–placental 
delivery, not breastfeeding

NA NA NA NA 1 1

10 minutes post–placental deliv-
ery to 4 weeks

NA NA NA NA 2 2

> 4 weeks NA NA NA NA 1 1

Postabortion

First trimester 1 1 1 1 1 1

Second trimester 1 1 1 1 2 2

Immediately after septic abortion 1 1 1 1 4 4

Rheumatoid arthritis

Not on immunosuppressive 
therapy

2 1 2 1 1 1

On immunosuppressive therapy 2 1 2 1 2 2

STIs

Current gonorrhea, chlamydia, or 
purulent cervicitis

1 1 1 1 4 4

Increased or high STI risk 1 1 1 1 2 2

Vaginitis 1 1 1 1 2 2

continues

Risk levels:  1 = method can be used without restriction;  2 = advantages generally outweigh theoretical or proven risks;  3 = method not usually 
recommended unless other, more appropriate methods are not available or not acceptable;  4 = method should not be used.

Note:  These contraceptive methods do not protect against STIs. Condoms should be used to protect against STIs.

DVT = deep venous thrombosis;  IUD = intrauterine device;  NA = not applicable;  STI = sexually transmitted infection.
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TABLE 1 (continued)

Medical Eligibility for Initiating Contraception:  Absolute and Relative Contraindications

Consideration

Risk level

Estrogen/progestin 
pill, patch, or ring

Progestin-
only pill

Progestin-
only injection

Progestin-
only implant

Progestin-
releasing IUD

Copper 
IUD

Smoking

Age ≤ 34 years 2 1 1 1 1 1

Age ≥ 35 years, < 15 cigarettes 
per day

3 1 1 1 1 1

Age ≥ 35 years, ≥ 15 cigarettes 
per day

4 1 1 1 1 1

Seizure disorder without drug 
interactions

1 1 1 1 1 1

Stroke, previous or current 4 2 3 2 2 1

Surgery

Major, without prolonged 
immobilization

2 1 1 1 1 1

Major, with prolonged 
immobilization

4 2 2 2 2 1

Minor 1 1 1 1 1 1

Systemic lupus erythematosus

Positive antiphospholipid 
antibodies

4 3 3 3 3 1

Immunosuppressive treatment 2 2 2 2 2 2

Severe thrombocytopenia 2 2 3 2 2 3

None of the above 2 2 2 2 2 1

Thyroid disorders (e.g., simple goiter, 
hyperthyroidism, hypothyroidism)

1 1 1 1 1 1

Uterine fibroids 1 1 1 1 1 unless fibroids block 
IUD insertion

Valvular heart disease

Complicated 4 1 1 1 1 1

Uncomplicated 2 1 1 1 1 1

Varicose veins 1 1 1 1 1 1

Venous thrombosis

Family history (first-degree relative) 2 1 1 1 1 1

Current DVT 4 2 2 2 2 2

Previous DVT, high risk of DVT, or 
known thrombophilia

4 2 2 2 2 1

Superficial thrombophlebitis 3 1 1 1 1 1

Risk levels:  1 = method can be used without restriction;  2 = advantages generally outweigh theoretical or proven risks;  3 = method not usually 
recommended unless other, more appropriate methods are not available or not acceptable;  4 = method should not be used.

Note:  These contraceptive methods do not protect against STIs. Condoms should be used to protect against STIs.

DVT = deep venous thrombosis;  IUD = intrauterine device;  NA = not applicable;  STI = sexually transmitted infection.

For more information, see: 
• World Health Organization. Medical Eligibility Criteria for Contraceptive Use. 5th ed. WHO;  2015.
• Curtis KM, Tepper NK, Jatlaoui TC. U.S. medical eligibility criteria for contraceptive use, 2016. MMWR Recomm Rep. 2016; 65(3): 1-103.
• Centers for Disease Control and Prevention. Update to CDC’s U.S. medical eligibility criteria for contraceptive use, 2010:  revised recommenda-
tions for the use of contraceptive methods during the postpartum period. MMWR Morb Mortal Wkly Rep. 2011; 60(26): 878-883.
• Curtis KM, Jatlaoui TC, Tepper NK, et al. U.S. selected practice recommendations for contraceptive use, 2016. MMWR Recomm Rep. 2016; 65(4): 1-66.
• American College of Obstetricians and Gynecologists. ACOG committee opinion no. 735:  adolescents and long-acting reversible contraception:  
implants and intrauterine devices. Obstet Gynecol. 2018; 131(5): e130-e139.
• American Academy of Pediatrics. Contraception for adolescents. Pediatrics. 2014; 134(4): e1244-e1256.

Adapted from Reproductive Health Access Project. Medical eligibility for initiating contraception. September 1, 2016. Accessed July 5, 2020. 
https:// www.reproductiveaccess.org/resource/medical-eligibility-initiating-contraception
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blood pressure;  estrogen-containing methods are contrain-
dicated in patients at high risk of thromboembolic disease 
(e.g., those with blood pressure above 160/100 mm Hg or a 
history of deep venous thrombosis, those 35 years and older 
who smoke at least 15 cigarettes per day).

The physical examination contributes little to the contra-
ception visit.5 Although Papanicolaou testing is important 
for cervical cancer screening, it has minimal effect on the 
decision to initiate contraception.4,18 Patients whose medical 
history and vital signs have been evaluated recently and who 
choose a method other than an IUD or implant can safely 
begin any contraceptive method without an office visit. 
Counseling can occur remotely via telemedicine or a patient 
portal. Requiring an office visit creates unnecessary expense 
and delay.2,19 Clinicians should advise patients to contact 
them with questions or concerns about the new method, 
and they should routinely assess the patient’s satisfaction 
with the method at future visits. Except for blood pressure 
measurement in patients taking estrogen-containing con-
traceptives, no other specific follow-up is needed.5

Route of Administration
Hormonal contraceptives can be taken orally, transdermally, 
vaginally, subdermally, by injection, and through an IUD. 
These products’ individual characteristics may enhance or 
diminish their safety and acceptability in various clinical 
situations. Estrogen-containing contraceptives have similar 
contraindications, regardless of their route of administra-
tion. The estrogen/progestin patch and vaginal ring avoid 
the first-pass effect on the liver. However, the precautions 
relating to liver disease and liver-mediated drug interac-
tions apply to these newer products as well as to older oral 
products.4 In general, progestin-only contraceptives have 
fewer contraindications than estrogen-containing products, 
although the route of administration affects clinical use. 
Because depot-progestin injections produce measurable 

blood levels of progestin for months after discon-
tinuation, injected progestin is less appropriate 
than progestin-only pills for patients with unsta-
ble clinical conditions (e.g., uncontrolled hyper-
tension) and for those who desire pregnancy in 
the next year. In contrast, progestin-releasing 
implants and IUDs stop releasing hormone 
immediately after removal.4

Addressing Office Barriers
Limited access to primary care presents a barrier 
to obtaining hormonal contraception, especially 
for uninsured and non–English-speaking popu-
lations.2 Even patients who have a primary care 
clinician may avoid office visits because of con-

cern about cost:  a 2019 survey found that 51% of respon-
dents delayed seeking medical care because of financial 
concerns.20 Clinicians can make contraception less expen-
sive and more accessible by prescribing generics, avoiding 
unnecessary office visits, and offering contraception via 
telemedicine or a patient portal. Prescribing or dispensing 
a one-year supply of hormonal contraceptives lowers costs 
and improves adherence.21 Clinicians can facilitate the use 
of hormonal contraception by providing anticipatory guid-
ance about common side effects, offering a full range of 
appropriate choices, and honoring patients’ preferences.11,22 
Confidentiality concerns may be a barrier for young patients, 
even those older than 18 years. An office visit for contra-
ception may generate an explanation-of-benefits document 
for the patient’s parent, thereby compromising privacy.3,23 
Routinely asking about contraceptive needs demonstrates 
clinicians’ willingness to explore this important topic with 
patients at any type of office visit. An evidence-based, flex-
ible, patient-centered approach to initiating contraception 
may help to improve health and enhance patients’ reproduc-
tive autonomy.
This article updates previous articles on this topic by Lesnewski 
and Prine.24

Data Sources:  A PubMed search was completed in Clinical Que-
ries using the key terms contraception, unintended pregnancy, 
adherence, and counseling. The search included meta-analyses, 
randomized controlled trials, clinical trials, and reviews. The 
Cochrane database, Essential Evidence Plus, and DynaMed were 
also searched. Search dates:  December 19, 2019, to May 22, 2020.
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SORT:  KEY RECOMMENDATIONS FOR PRACTICE

Clinical recommendation
Evidence 

rating Comments

Hormonal contraception can be 
started at any point during the men-
strual cycle.6,7

C Consensus opin-
ion from clinical 
guidelines

Papanicolaou testing should not be 
required before prescribing hormonal 
contraception.4,18

C Consensus opin-
ion from clinical 
guidelines

A one-year supply of contraceptives 
should be dispensed or prescribed to 
reduce patient costs, improve adher-
ence, and increase convenience.21

C Decision model 
based on 24,309 
veterans

A = consistent, good-quality patient-oriented evidence;  B = inconsistent or 
limited-quality patient-oriented evidence;  C = consensus, disease-oriented evi-
dence, usual practice, expert opinion, or case series. For information about the 
SORT evidence rating system, go to https:// www.aafp.org/afpsort.
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