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Operator:
Good morning.  My name is (Adam), and I will be your conference operator today.  At this time, I would like to welcome everyone to the Contraceptive Update Conference Call.  


All lines have been placed on mute to prevent any background noise.  After the speaker’s remarks, there will be a question-and-answer session.  If you would like to ask a question during this time, simply press star then the number one on your telephone keypad.  


If you would like to withdraw your question, press the pound key.  Thank you.  Ms. Adrienne Christy, you may now begin your conference.  

Adrienne Christy:
Welcome and thank you for joining us for the JSI Region XIII Family Planning Training Center Audio Conference Contraceptive Update presented by Dr. Eliza Buyers.  Our training center is funded by the Department of Health and Human Services Office of Population Affairs.  My name is Adrienne Christy, and I am from the Region XIII Family Planning Training Center.  


There will be continuing nursing education units available from the Colorado Nursing Association for today’s call.  In order to receive your contact hours, please stay on the line at the end of the question-and-answer session and complete the online evaluation.  After the call, please fill in the continuing education registration form included in the conference packet and fax it to JSI at 303-262-4395.  


I would like to now begin our presentation by introducing Dr. Eliza Buyers.  Dr. Buyers.  

Eliza Buyers:
Thank you, Adrienne.  If you all can hear me – well, I think you can hear me.  (Adam), let me know if the reception gets bad or anything.  


I want to introduce myself.  I think that always goes better.  I am an OB/GYN, and I practice in Denver, Colorado and have for the last 15 years.  


I was in general practice for about 12 years.  And then, over the last couple of years, have been able to focus primarily on contraception.  And then, over the last year, I’ve really focused on teens and reproductive health.  


Now, I'm running a teen clinic inside a pediatric practice but I continue to do a lot of work in contraception, generally.  I have nothing to disclose, no financial interest and any other products that I’m discussing today.  


We’re going to go ahead and get started.  Now, I’m going to zoom to a lot of slides and I talk really fast but the really good news is that I’m going to get a chance to talk to you all again a month from today.  


If there is something that I just go through that’s so important or doesn’t make sense and we don’t get to it in the last 10 minutes, there is going to be – I’m going to stay with 10 minutes of Q&A at the end.  Then, please know that you can e-mail any questions, comments, suggestions, anything at all to JSI, to me directly, to (Beverly), whoever you are supposed to do that.  So, that, we can really make sure that this conference is what you need it to be.  


Learning objectives are at the bottom.  I’m going to talk about slides – that’s the third slide.  I think you are looking at them through the PDF that JSI sent to you.  


If you get lost, I will try to keep you on track with the title of the slide.  So, right now, I’m looking to third slide, learning objective.  And we’ve really kind of shaped this conference to meet your questions.  


Usually, if I were to do a two-part conference like this, I would start out with the one we’re going to do in March, which is what you do with the patient who doesn’t know what she wants for contraception; start there.  Then, break down into the different methods.  


But we’re going to kind of do it backwards because you all have lots of questions and needs around what you do with a patient who is on birth control pills when she asks me this question.  We’re going to really focus on specific methods today.  Then, in March, we’re going to kind of step back and look at, OK, you have a patient that walked through the door and she is not sure what the best choice is for her, how do you help her decide.  


Learning objectives for today: talk to clients when they start the method.  We’re going to focus mostly on birth control pills and we will see in a couple of slides why.  


Tell them what to expect, address methods, etcetera.  Then, we were also going to talk about some specific troubleshooting tips that can help you and your clients as well.  Slide number four, resources and references.  


I am a really casual speaker.  I will throw in less anecdotes and things like that but I can tell you that all my recommendations come from very well-grounded places.  


These are some of the organizations that I rely on a lot.  You can go to their websites and you can find a lot of the recommendations.  


If, for some reason, there is something that I say that is unclear, let me know and I can help you find it but it will probably be from somewhere on this page.  


I love the familyplanninghandbook.org.  That’s the last item on that slide.  It’s a free online guide from the World Health Organization and Johns Hopkins.  


And it’s just a really great tool developed for non-health educators.  It’s really geared towards the low health literacy population and written for more of a developing nation.  


Not so much the U.S. where we have all these resources to do pregnancy testing almost all the time.  Regardless it is a really nice way to think about things.  I encourage you to go there.  


When you have a question, look there and see if you can get some ideas on how or where to go next.  The next slide (slide 5), the pie graph, I’m going to skip over.  If you could look at the next slide, slide six, which is a graph, a bar graph.   


I asked (Beverly) for this information.  I asked her to send me what methods your clients, the South Dakota clients are using.  You can see that the majority of clients use birth control pills, 65 percent.  


Nineteen percent are using Depo.  All of the other methods are quite a bit less than that.  Over in the yellow box, you can see about 1 percent use in IUD.  


Only 0.1 percent use Implanon.  Again, we’re not going to focus that much on this today.  You know why certain methods are more popular than others.  


We’re going to do that more in March.  This explains why we’re going to focus mostly on birth control pills today.  If you look back now at that slide (slide 5), the pie graph above, you can see for women in the United States, if you take out tubal and vasectomy, tubal and vasectomy are very commonly used by women in their 30s and 40s.  


What you use for birth control in the U.S. depends on how old you are.  If you’re less than 30 birth controls are probably the method that you are using.  Almost something like 80 percent of women have tried the birth control pill.  


Your numbers very much reflect U.S. data.  Moving ahead to the chart that says comparing effectiveness of methods (slide 7), I’m going to skip over with this today.  


It’s just a nice chart from the World Health Organization.  The next three slides (slides 8, 9 and 10) deal with this next question, which is why does the U.S. have the highest unintended pregnancy rate of any developed nation.  One I'm going to suggest has a lot to do with our reliance on birth control pills and having to take them everyday.  


You have to get to the pharmacy or the office in order to pick them up.  Also, the second you hear something scary, you stop them.  In other European nations, other developed nations, there is a lower unintended pregnancy rate.  


They rely much more on implants and IUDs for contraception.  Again, we will talk about that more in March. I just want to frame it that way for our discussion.  


I'm going to skip over that next slide, slide nine.  That’s a handout that you have.  Again, that’s a preview for the March talk, talking about all kinds of methods with patients.  


On slide 10, we’re going to talk about birth control pills.  We will spend about five minutes talking about quick start; the protocol to start pills, patch, ring and Depo.  


After that, we’re going to talk about birth control pills, specifically in terms of myths, misperceptions, what’s in them and what to tell patients in terms of what to expect and then how to deal with some side effects that occur.  The next slide (slide 11), it says oral contraceptive pills getting started quick start.  Again, this is a protocol to use.  


When I was in medical school in residency, we were told to do tradition – which is now called traditional start. This is starting the pill the Sunday after your next period.  There are couple other protocols.  Sunday start is starting the period the next Sunday.  


Then there is the quick start or same-day start.  The reason to adapt this protocol is that the Sunday start and the Sunday after your next period start, are confusing to a patient.  


As a woman is there in your office wanting contraception or motivated to start contraception, she now has to delay several-weeks until she gets started.  There are a couple of problems with that.  


First of all, she often never starts the pills even when you give her a pack.  That’s supported by all kinds of studies.  If you write a prescription the start rate is even less.  


Other things to consider is that women commonly get pregnant while waiting to start their method.  I would challenge you all to look at quick start and I think it is best when groups practice it together, then they adapt it.  


Then everyone’s on the same page.  I can provide endless rings of evidence for anyone who is hesitant.  I hope I addressed all of that today.  


The bottom line with quick start is that the only reason not to use it is if the patient has a positive pregnancy that day.  


As long as the pregnancy test is negative, you should go ahead and quick start that patient on the pill, the patch, the ring or the Depo.  I'm going to show you it in narrative form on the next couple of slides.  Then, next time, we’re going to talk a lot about that next slide (slide 12); the HealthTeamWorks contraception guideline.  


That’s the guideline that I worked on with the Colorado Department of Health and other funders.  It’s an evidence-based guideline puts together all of these recommendations; such as not requiring a pelvic exam, quick start, long-acting methods for all patients and lots of evidence-based recommendations that I'm going to talk you about are all on this one page.  


Other considerations, before we go in to the actual involvement of how to do it, are the concern with bleeding using the quick start.  If a patient was soaked to start to period naturally in three days, what in the world was I doing by starting the pill, would it mess her up?  


It turns out amazingly enough that the evidence does not bear that out.  We know that when women start the pill, one out of three of them will have breakthrough bleeding.  That is just the deal.  


We’re going to talk a lot about that when we talk about what to expect.  One of three has breakthrough bleeding when they start the pill.  And that doesn’t matter whether you start them on Sunday, Monday, Tuesday, Wednesday, etc.  


It doesn’t matter.  You don’t have to worry that you’re going to make their bleeding worse.  Also, the risk of pregnancy when you do this is very low.  


It’s lower than if you don’t do anything for the patient and she continues to have unprotected sex for the next couple of weeks because by the time she comes back, for example, for her Depo shot, she is pregnant.    


I’m surprised that it still comes up so much, but it does.  The hormones in birth control that we’ve talked about do not cause birth defects.  They do not cause miscarriage or abortion.  


I'm sure you have all cared for patients who have taken contraception for many, many weeks while pregnant.  It has no effect on the outcome of their pregnancy.  This has been studied pretty extensively.  


It’s not that you want to do it, of course, on purpose.  However, if it occurs, that woman has all options available to her whether that be abortion, continuing the pregnancy, etc.  


We’re going to skip over to the next slide (slide 12), which is the big texture of the guideline.  And we’re going to get into the nuts and bolts of how to do quick start.  


The slide (slide 13) has a number three.  And it says start method today, use quick start protocol.  What you do is tell the woman: great, you've decided to start this method.  


We’re going to start it today.  If you have pills in your office, I highly recommend what’s called direct observed quick start.  I work with teams, and it’s wonderful.  


We get the pack of pills out, we get the sticker out and we label with their starting day.  The patient can pop the first pill out.  


I give her a glass of water and she takes it right there in the office.  That is a huge psychological shift that happens right there.  


That she has started the pill and taken the pill and everything is just fine.  You want to instruct her to use a backup method for a week because she is not protected until she has been on that method consistently for a week.  


If you can offer emergency contraception if she has had unprotected sex in the last five days, then you should go ahead and do that as well.  That shouldn’t be a barrier though if you see it’s not an option for her, if it’s too expensive or you don’t have it; then you should still go ahead and quick start her.  If there is a woman who could not possibly be pregnant, you don’t need to do a pregnancy test.  


If she is in the first five days of her period and she has regular periods there is no way she can be pregnant.  If she is currently using another method, for example if she has been on Depo for two months but decided she wants to take the pill, she can start the pill right away.  


If a woman is current on her Depo or by first set or she is current on her birth control pills and wants to switch to the ring, go ahead and do it while you’re there.  There is no way she is pregnant, she has been on that current effective method.  You can go ahead and switch her.  


Another example are patients who have partners in Mexico or other parts of the world.  They haven’t seen their partner for years, so there’s no way they could be pregnant.  


You can, of course, always do a pregnancy test.  It’s easy for you to do but isn’t something you always have to do.

That’s not a requirement of quick start, if clinically there is no possibility of pregnancy.  A pregnancy test is recommended though, of course, for anyone with unexpected or irregular bleeding or late for periods.  


I think we do pregnancy test whether or not they’re going to start contraception in that situation.  If they are sexually active and not using consistent effective methods, the patient who uses condoms sometimes or sometimes doesn’t take her pills.  Certainly, for the patient who has had unprotected sex in the last 14 days, you’re going to do a pregnancy test.  


You all know that that pregnancy test doesn’t really tell you about the last 14 days.  A pregnancy test is not positive if the egg and sperm have not implanted yet.  That patient who gets quick started needs to come back to the office in two to four weeks for a repeat pregnancy test.  


If she is going on birth control pills, ring or patch and she is going to have a withdrawal bleed she is fine.  Most providers will tell their patients to come back and have their pregnancy test.  You can do additional counseling in terms of how the method is going for her, et cetera.  


All right, that is quick start. I know that will probably generate some questions.  Go ahead and write them down because we will have some time at the end to address them.  We’re now going to spend some time on birth control pills.  


I encourage you, if you’re on the PDF that JSI sent you, to go to the handout; handout 9A, patient handout OCBCP.  All of these handouts are available to you here, obviously and also through the HeathTeamWorks website, which is great because if you’re in the office, you don’t have to keep stacks of these, you can just print them as you need them.  This is a handout that, again, reflects everything we are talking about.  


When should I start the pill?  You should start the pill today.  The other thing it does is talk about the benefits of being on the pill, which we are going to do in the next slide. 

It also talks about all the bad things that I have heard about being on the pill. I have them listed here.  I'm going to go through them one by one.  


A lot of these came up in the questions that you all sent me beforehand.  These are really common myths and misperceptions held by clients and providers at all levels.  I don’t want anyone to feel bad if they believe any of these to be true.  


I really want to challenge your assumptions or your misperceptions here because these are not supported by the clinical evidence.  Let me go through some of the common ones.  The pill does not make you gain weight.  


The pill has no calories in it; it has no effects on your appetite, and in randomized double-blinded controlled trials, if you give women the pills and then you give them something that looks like the pill but is nothing, women in the groups will gain weight at the same rates.  


You all know that we have an obesity epidemic in the U.S. and that women – not just women, all Americans tend to gain weight over time.  That’s what is reflected when people gain weight on the pill.  If a woman is convinced that she is gaining weight because of  the pill and there are some women who do have a crazy water gain, go ahead and have them stop it for two months and bring them back.  


That weight should have melted away.  If it has, great, go on a different method, but that’s usually not the case.  


The weight does not go away when people go off the pill and they usually continued to gain at the same rate.  Also, the pill does not make it harder to get pregnant later on.  Doctors refused to recommend for women to go off the pill before they try to get pregnant.  


That is not based on any evidence.  It’s important to take folic acid for three months before you get pregnant but there is no reason to go off the pill until the cycle you want to become pregnant.  


The pill is not dangerous to use for healthy women.  It does increase the risk of blood clots slightly but we will look at that later.  


It is, in all cases, much safer than pregnancy for women.  The health risks of pregnancy are much greater than the health risks of pill use.  That doesn’t even include the health risk associate with an unintended pregnancy and the effects of that.  


The pill does work when it’s used correctly.  Perfect use is quite good and even actual use is quite good.  


The pill does not cause breast cancer.  It actually reduces the risk of uterine and ovary cancer.  Very few medications interfere with the pill.  


Antibiotics used for acne do not interfere with the pill.  The only antibiotic that interferes with the pill is an antibiotic called Rifampin, which is used for tuberculosis.  All other antibiotics do not.  


Women who used antibiotics for skin or other treatments have the same failure rates as women who do not.  Six to eight women out of a hundred will get pregnant on the pill each year, which is the failure rate.  


The final one, we’re going to talk a lot about is the idea that if you’re having irregular bleeding or spotting, the pill isn’t working.  You all know that the pill works to prevent pregnancy by preventing ovulation, by preventing the release of an egg.  If a woman has breakthrough bleeding or spotting, that’s something that is happening in your uterus.  


It does not have anything to do with whether ovulation is being prevented.  It’s really important to understand that breakthrough bleeding and spotting is a side effect of the pill and is normal.  


It’s expected.  Probably, the best thing to do is wait it out because it’s going to go away. Also, you can certainly switch brands.  


We will talk about that but there is more luck along with skill in switching brands.  The non-contraceptive benefits and I'm not going to spend any time on those.  


I do think that people do not highlight non-contraceptive benefits enough in my practice.  I commonly ask what’s going on with your periods and usually women want to reduce or eliminate their periods.  You can definitely do that easily with extended-use pills.  


We will talk about how you can do that with any pill in the next slide.  You don’t need to use a special pill.  The next slide (slide 16), oral contraceptive pills, what’s in the pill.  


I just have the slide here just to demystify a little bit because I could tell from your questions that some of you are concerned about what brand to use and what’s the best pill.  The next couple of slides talk about how there is no best pill.  The analogy I use is that pills are like toothpaste.  


Just like you may like a toothpaste and your friend may like another toothpaste, all toothpastes work if you use them.  They all have the fluoride and the necessary ingredients that make them work.  Birth control pills are like that.  


Some toothpaste brands have better ads than others.  Some are marketed in cool containers.  But for the most part they all do the same thing.  


The point I wanted to make on this slide is that I want you all to be sure that when we talk about the pill, we’re not talking about the mini-pill or progesterone-only pills; the one in your formulary is Micronor.  I would say the only situation where I use that pill is in a breastfeeding postpartum woman who doesn’t want an IUD.  But we’re not at all talking about that pill today.  


Accessible synonyms for the pill that I use are OCPs, COCs, combined OC – combined oral contraceptives of BCPs, birth control pills.  Whenever you see those, we are talking about the pill with estrogen and progesterone.  The next slide (slide 17), the pink and blue one.  


I could spend an hour on just this slide. I’m not going to spend any time on it but put it there for a reference.  


Very few things vary in the pill.  Every pill has estrogen and every pill has progestin.  


The estrogen is all the same.  Estrogen is ethynyl estradiol.  The dose can vary between 20 and 35 micrograms.  


All pills on your formulary are considered low-dose pills.  If a woman comes in and she wants the low-dose pill, all you can give her on your formulary is a low dose pill.  You do have 20-microgram pills on your formulary like OS.  


That would be considered an ultra low-dose pill.  Ultra low-dose pills are not any less effective than regular dose pills.  Some people worry that they will be, but the evidence does not support that.  


That’s the difference you can see in the estrogen and it’s not significant.  We’re going to talk about how if you have a patient who has a lot of breast tenderness or nausea or headaches, you could put her on one of those ultra low-dose pills.  


But it’s not something you have to do.  In terms of the progestin, there are eight different progestins available in the market and there is a lot of variation of that in your formulary.  


Progestins are considered to come in generations.  And on the next slide, we’re going to talk about that in a little bit.  I did want to talk to you all about monophasic versus triphasic.  


Monophasic means that there is the same pill throughout.  Every active pill in that pack is the same and has the same dose of estrogen and the same dose of progesterone.  In triphasic pills, every week is different.  


My personal opinion, and I would say this is shared by most people who look at this, is that triphasic pills are pretty much a gimmick.  Personally, I don’t know why you would want your hormones to vary throughout the month.  I think one of the huge advantages of the pills is having the same hormones every single day.  


It turns out when you look at phasing through on triphasics and monophasics, they have the same side effects, anyway.  If you like triphasic pills, that’s fine and you can continue to use them.  


I would not think of triphasic versus monophasic being anything more than marketing.  I think that’s primarily what it is. The last thing here is regimen.  


Regimen refers to how they’re packed. All of the pills on your formulary are 21/7 - Twenty-one days of active pills and seven days of placebo.  


That does not mean the patient needs to use them in that way.  Any pills, I would go for monophasic ones like Levora or Ortho Cyclen or an OS, but any pill can be used in a continuous fashion or extended fashion where the client does not take the placebo pills.  


She goes right into more active pills.  And then, she can have periods quite often.  If there is a lot of interest and questions about that, that would be a good thing for us to talk about in March.  


If not, then we don’t have to talk anymore about that.  Slide 18, reads oral contraceptive pills, differences in pills, various pill again.  The bottom line is that differences in side effects are not supported by randomized double-blinded studies.  


If you have a patient who comes in and wants a certain brand and it’s on your formulary, fabulous.  If it’s not, then you can tell her that all of these pills are equivalent and the only difference is marketing.  Talk about marketing, in general.  


I think it’s important for providers to know what the cost-effective options are.  If you buy in bulk and you get an incredible deal on the pill, I think that information should be shared.  That can then be your first blind pill that you use.  


When I talked to (Beverly) about this, she said at this point, there wasn’t one pill that was particularly more affordable than others.  I was at Kaiser for a long time and at places like that, it would shift based on pricing.  


The other thing to know is that for patients who don’t have insurance, there is sometimes a pill on the low-cost drug list.  In Colorado, the only pill that ever shows up is Sprintec.  You can get a pack of Sprintec for $9 whether or not you have insurance.  


That’s affordable.  All of the other generics in Colorado cost $20 or $30 without insurance.  Then, I put a list here in the yellow, blue and pink of three pills on your formulary that I think have slightly different profiles or flavors.  


If you started patient on the pill, you start them on the pill.  That’s the most important thing.  But here, I have listed some different kind of nuisances of these pills.  


I do not think this is a science and I think the best thing to do is to pick two or three pills, use them a lot and then understand what’s in them and go from there.  


Let’s move on now to getting started. First I want to summarize and say that all pill types and brands are great choices and common side effects do not mean that the pill is harmful or danger.  


In the first couple of weeks, what science tells us to expect is breast tenderness, mild headaches and nausea.  This is due to the estrogen in the pill.  I do find it helpful especially for my teen patients.  


They do better when they take the pill at nighttime.  They feel so gross in the morning that adding a pill to that doesn’t really help the situation.  Then, over the next three or even six months, it is expected to cause breakthrough bleeding.  


It is fine to reassure clients that during the first three-to-six months of being on your pill, this is what I expect to happen.  The pill is still working and the best thing you can do is continue to take it.  


The next slide (slide 20), oral contraceptive pills common concerns any time during OCP use.  For breakthrough bleeding, I’m sure you all do this, if someone’s having crazy breakthrough bleeding, it is never a bad idea to do a pregnancy test.  Pregnancy is the most common cause of abnormal bleeding.  


I’m sure you’ve all had that handwritten to you or have had that experienced clinically.  Definitely verify that the woman is taking the pill everyday or even the same time everyday.  If a woman has skipped a pill or two, I would expect her to have breakthrough bleeding because her uterus is doing what it supposed to do.  


The lining is unstable, and she is having that withdrawal bleed.  Giving her that information may help her recognize that she did miss a pill three or four days ago.  I always think it’s helpful to have – if you have a patient who is having lots of breakthrough bleeding but she needs to stay on the pill and is motivated to do so -- a menstrual calendar for her.  


Have her make a calendar and mark on there when she is bleeding.  Simply going over that with her helps her understand, wow, it was really only three or four extra days a month.  Maybe, I can stick to this out.  


In terms of switching pills, sure, you can. But I think if it’s before three months, that’s premature.  But there is no problem with switching pills.  


I have patients who have tried every single pill and will finally find one that works and then a year later, they have to go through it again.  It’s really more luck than science.  I know that can be painful to hear.  


But I really do believe that’s true.  With amenorrhea, that means not having any bleeding at all, I think it’s smart to do a pregnancy test.  I talked to my patients that think they are lucky and won the lottery.  


This is a great effect.  If for some reason, they really want to have periods, I would switch their pill.  A pill like Ortho Cyclen or Sprintec is not likely during this amenorrhea because it has more of an estrogenic profile.  


Then, in terms of forgotten pills, I think it’s important to simplify this instead of making asking what week did you miss your pill.  If she has missed more than one pill, if she has missed two pills, I would instruct her to use backup for a week.  During that week, she needs to take a pill every single day.  


Then she has taken that pill every single day, she is not protected.  She is going to have breakthrough bleeding.  Her periods are going to be weird because she has skipped pills.  


That’s regular from there.  I would spend time talking about what some other options for longer-acting methods are because it can be hard to take a pill every single day.    


Now we’re going to switch to Depo Provera.  


I’m going to spend about five minutes on Depo Provera.  And then, I’m going to leave lots of time at the end for question.  In terms of Depo, you want to use the quick start protocol for Depo as well.  


We’ve already gone over that.  In terms of what Depo is, I just included that to be consistent because we talked about that with the pill.  Of course, as you guys know, it’s 150 mg of medroxyprogesterone acetate.  


It is a progestin-only method and works by stopping ovulation.  That’s the way it works to prevent pregnancy.  


It also decreases estrogen levels.  That is why the uterine lining becomes so thin and initially causes bleeding.  


We will talk about how a woman going on Depo needs to know that they are going to have bleeding initially. But after a year, about half of them will have no periods at all.  The longer they stay on Depo, the more likely they are to have no period.  


If you have a patient who wants to stop her period, Depo is a great choice if she is willing to put up with that first three to six months.  Women have to get an injection every 12 weeks or every there months.  But the grace period is something to make sure you have an evidence-based guideline on your books for that.  


That means if a patient shows up, two, three, four weeks late for her Depo shot; in my office, she can get that Depo shot.  No questions asked.  No extra rate overall.  


Because even at four weeks – so, it’s 16 weeks from her last shot or four weeks late, her risk of ovulation is low.  Now, most people have a grace period of two weeks but I would encourage you to look at that citation there and consider extending it to four weeks.  Four weeks and one day results in a pregnancy test.  


You’re pretty much doing quick start again.  But if it is four weeks exactly, so 16 weeks from your last shot, you can get another Depo shot and move on.  I'm going to skip over the next slide that talks about the strong points of Depo.  


I think you all are pretty aware of those.  The next slide (slide 23), side effects and concerns with Depo.  I’m going to spend some time talking about weight gain.  


Weight gain or concern of weight gain in Depo has been a huge issue for me personally because I never wanted to make anyone gain weight. I felt like the risks because of that were pretty high.  But the more I read about it, it turns out the weight gain effects are very individualized.  


Although researches have pointed to different groups, it turns out that it’s an individual effect.  What I do with my patients is tell them Depo is the best choice for you because of these reasons.  


You all worry about weight gain especially if you got a patient who is already overweight.  Depo itself has no calories.  


Depo is not going to make you gain weight.  What’s going to make you gain weight is if you eat more on Depo.  Most women who gain weight on Depo noticed an increase in their appetite.  


What I do is alert my patients to that.  If you notice you’re hungrier a lot more, you have two choices.  If you can eat more, you’re going to gain weight or you can get on that and continue to stick to your normal intake and your normal activity and you probably won’t gain weight.  


The good news is that 10 to 20 percent of women actually lose weight on Depo.  Like I said, it’s unpredictable.  I will commonly bring patients back at one month if I’m really worried that they’re going to gain weight or definitely at three months, and will weigh them at three months and see where they are at.  


If she has already gained 5 or 10 pounds in that first three months, she is someone who is going to gain a lot of weight on Depo.  Again, there is no calorie on Depo but for whatever reason, she is someone whose appetite effect is really affecting her and she is not able to manage that. In that case I would sit down again with her and look at all the other methods.  I wouldn’t prohibit her from using it but I would make sure that you have exhausted all your other options in that case.  


Bone density is another concern.  I'm sure you’re all aware FDA slapped a black-box warning on Depo saying that after two years of use, there can be significant bone loss – reversible bone loss.  How they pick two years or why they decided to do this is still unclear.  


I can tell you that the American College of OB/GYN, who pretty much have standards of care for this kind of thing says that it is really not appropriate.  If you have a patient where Depo-Provera is her best option, she can continue it for two years, four years, 10 years, 20 years and the data show have never shown an increase fracture risk, right?  


We don’t care how the bones look on imaging if there’s no increased fracture risk.  Fracture risk is really what it’s about.  In thinking about this bone loss, it is comparable to something like breastfeeding or the bone loss that occurs during pregnancy.  


I would say that at one year of Depo use, at two years of Depo use, at every year of Depo use; you sit down with the patient and say let’s look at your options for contraception.  Is Depo still meeting you needs?  If it is, the possibility that you may have some reversible or possibly even irreversible bone loss should be mentioned; and ask them what do you want to do.  


If the patient wants to stay on Depo, you’ve documented that she can stay on Depo.  In terms of depression with Depo, the history of depression or current depression, again is not a reason to withhold Depo.  If a patient has worsening depression on Depo, then switch to another method.  


But the research is conflicting.  It is not a contraindication, the history or current depression.  Allergic reaction with Depo is very rare.  


In terms of other issues with Depo, what to expect in the first three to six months is that she is going to have bleeding.  She needs to anticipate the bleeding.  In the next six to nine months, maybe more bleeding, maybe amenorrhea.  


You can always offer estrogen as kind of Band-Aid, usually birth control pills.  I will commonly do this with patients who are really miserable.  Give them a pack of pills and tell them everyday they have bleeding on Depo, take a pill.  


What that does is that provides her uterus with some estrogen, which hopefully, will calm the uterine lining down.  She will not have so much bleeding.  OK, so, we have about ten minutes left.  


We started a little bit late, so I’m not going to start questions until about 10:55 or so.  We’re going to talk now about IUDs, implants and then I have one slide on the ring and the patch.  


With IUDs, we’re going to talk about myths and misperceptions. Then, we’re going to talk about what to expect.  With all these things that I’m talking about, my purpose is really to encourage you to go to the PDF that was sent to you by JSI.  


If you look under 9A, 9B, 9C and on; there is a handout for each of these methods, which reflect everything I'm going to say. I think it’s information that patients should have.  That’s why IUD myths and misperceptions the current recommendation.  


What I'm going to tell you now again is from the World Health Organization and from the American College of OB/GYN.  Despite that, I realize that a lot of providers and even OB/GYNs continue to follow old protocols and continue to carry their own myths and misperceptions about IUDs.  I don’t have any easy answer for you.  


But I would be happy to send you the latest committee opinion or something from a cause, which you can send to providers in your area if you feel like for some reason, there is a provider you work with who won’t put an IUD in someone who hasn’t had babies or who won’t put an IUD in a young person.  The current recommendation is that with IUD use, there is no increased risk of infertility.  Having had an infection, an STD or an ectopic pregnancy is not a contraindication to use.  


IUDs are safe for women of any age including teenagers and women who haven’t had babies, nulliparous.  Also, monogamy is not a prerequisite for use.  A woman does not have to be in a long-term monogamous relationship.  


If she wants an IUD because there is no risk of infection if she gets Chlamydia, it’s not because of the IUD.  She was going to get Chlamydia, anyway.  You can insert an IUD safely in a woman at any time as long as you know that she is not pregnant.  


Again, we’re going to talk about this last point in March but what’s important to know is that when women find out about IUDs and are educated they are very interested in them; women of all ages.  What is happening now is that a lot of women aren’t aware that this is an option for them.  


In terms of IUDs and what to expect, we will talk more about this in March.  Here, I have outlined the levonorgestrel IUS, the brand name is Mirena, compared to the copper T, the brand name is ParaGard. I think the biggest difference is that the Mirena has non-contraceptive benefits and actually makes periods and bleeding lighter after the initial six months of bleeding.  


After that, women are commonly home free and will have a lighter period or no period at all, which is a wonderful benefit.  Now, a quick minute on implant – the implant or Implanon.  You can see a picture there of it in the woman’s arm.  


If you haven’t seen an Implanon or felt one, it goes like a little matchstick under the arm.  The insertion is very quick and easy.  I'm sure you’re all aware you have to be trained on insertion.  


If you want to be trained, all providers could learn to do this.  It is much less technical than putting in an IUD because all you do is numb it up and flip it in.  You can practice on the fake arm and get really good before you do it in real life.  


The biggest thing to know about Implanon and your users are not going to be happy unless you spend a lot of time with this is that a woman who chooses to have an Implanon has to understand that maybe she will get lucky, maybe she will be one out of the three women who get Implanon who have no periods.  That would be wonderful.  However, the other two out of three are going to have bleeding and it’s going to be unpredictable and irregular.  That is just the deal.  


The benefits of having a highly effective method that she doesn’t have to do anything about for three years have to outweigh the chance that she is going to have unpredictable bleeding.  If you’re a control freak like me, this is not a good method for you.  If, on the other hand, having a little bleeding now and then or if your periods have always been irregular, it’s not a big deal.  


Is it going to bother you that much and is very effective in preventing pregnancy.  This is fabulous method. I have had great success with this method, especially in my younger teen patients who cannot think about an IUD insertion.  


They aren’t mature enough or just can’t go there yet.  I did include a note here about obese woman because that was a question that was asked.  For obese women – for all women -- but especially obese women and women with medical condition, the IUD is by far the preferred method because it doesn’t interfere with any of their medical issues. 


It does not have decreased efficacy even in obese women.  Birth control pills do have decreased efficacy in obese women same as the ring.  Depo does not.  


For the Implanon, if I was caring for an obese woman who really wanted an Implanon and that’s the best method for her, I absolutely would put it in and let her know that she may have an increased failure rate but the Implanon is so good that her failure rate with the Implanon is going to be way better than it would be for birth control pills.  


You have to factor all of that in.  Two more slides and then there is going to be question time.  In terms of the ring and the patch, the most important point I want to make here is somehow sometimes providers get confused and think that the ring and the patch are somehow different than birth control pills.  


They are different in delivery method of the estrogen and progesterone but they carry exactly the same risks, the same indications, and the same precautions.  You have to tell people about breakthrough bleeding and breast tenderness.  


All of that is exactly the same.  I think the ring is an awesome method and I can’t wait until there is a three-month ring or when it becomes generic.  That would be wonderful because right now, it’s not affordable for my patients.  


Regardless I think it’s a wonderful method.  With the patch,  I’ve heard rumors that it isn’t going to be around much longer.  


I don’t know if that’s true.  But there are definitely issues with the patch.  The most important things to know about the patch right now is you should absolutely offer it to patients if that is the right choice for her.  


But you do have to do some counseling upfront and let her know that there may be an increased risk, double the risk of a clot with the patch as there is with the pill.  Now, I’m not sure I believe that.  I mean, looking at the studies, I’m not sure I do because the studies are all over the place.  


And they have included people who had blood clots that weren’t even on the patch at that time.  Still, you have to counsel patients where that could be the case because there is litigation ongoing, and we will see where those lawsuits turn out.  


I have included a chart there if you talk to your patients about this in this.  In the blue, you can see a young person who is not on any medicine has about a 400 percent – 100,000 – 400,000 will have a blood clot in a year.  If you’re pregnant, that risk is ten times that.  


If you’re on birth control pills, it doubles on young general population.  But you can see it’s far less than being pregnant.  Being on the patch is somewhere between pregnant and OCPs.  


That’s all you have to let your patients know.  For a patient who is best served by that method again, it is much safer than not using any method and having an unintended pregnancy.  And, again, for obesity, I think the same thing there as before.  


Let’s go over the summary points that I have and then, we’re going to have time for questions.  If you want to pop your question in now, that would be a good idea.  


Hit star one on your phone and then, (Adam) is going to call on you.  To retract the question, you just hit pound.  


I’m going to go over the summary points first.  The first thing is to consider adapting quick start for pill, patch, ring or Depo.  There is a lot of evidence that it will definitely phase.  


That it actually increases initiation and continuation rates because it’s giving women what they want motivating their continued use as opposed to making them wait.  It’s important that you recognize and address common myths and misperceptions.  That’s the reason why women will stop the pill the second anything happens because not only are they concerned about the breakthrough bleeding but they heard at the supermarket today that they won’t be able to get pregnant if they had been on the pill for a year or whatever else they have heard.  


I encourage your patients to call you when they hear things about the pill.  You can find anything on the internet.  I encourage them to go to the HealthTeamWorks guideline at HealthTeamWorks website and read the patient handout there.  


The last point, to applaud you all for the work you do.  The counseling and support that you provide to a patient is what predicts that patient’s satisfaction with that method and their continuation of that method more than anything else.  The work you do upfront working with that patient and being there for her for any reason at any time when she is on a method is so important.  


I think, commonly, a lot of providers will forget that and forget that what they say is reassuring and it matters.  Be clear about what to expect with methods, know the difference between a side effect and a method failure.  Most of what you will be dealing with is side effects, hopefully, and not a lot of method failures.  


Finally, again, reassure and follow up and have the motto that clients can return anytime for any reason.  And that will take away a lot of their concerns as well.  OK, (Adam), I'm ready to take questions.  

Operator:
OK.  Once again, ladies and gentlemen, to ask a question that is star one on your telephone keypad.  And your first question comes from the line of (L--).  

Eliza Buyers:
Hi, (L--).  

(L--):
Can you hear me?  

Eliza Buyers:
Yes.  

(L--):
OK.  Why would you treat bleeding problems with the Implanon with doxy?  

Eliza Buyers:
Oh, that’s a great question.  It turns out that antibiotics, like doxy and minocycline that are commonly used for acne. We think we were giving them for acne to fight the bacteria on the skin and that’s definitely true, but antibiotics also have incredible anti-inflammatory mechanism.  We give antibiotics for infection and certainly, antibiotics will debug but the other thing antibiotics do is calm the inflammation.  


Someone along the way with the Implanon studies, not in the States but in Mexico or Australia where all the studies for Implanon have been done, gave women bleeding doxycycline and it was shown to improve their bleeding a little bit better than a placebo.  Now, with bleeding while using Implanon, if you don’t do anything it’s probably going to go away.  


It’s probably going to come back too.  For a woman who’s really stressing out about her bleeding on Implanon, I’d tell remind her that we talked about this.  We’re not going to take this out today or why would we take this out today when this is a method that you wanted and you knew this was going to happen.  


I would suggest trying some of these Band-Aids.  I would provide her with a pack of pills and tell her you can take them on days that you’re bleeding. Otherwise I would ask her to let me give you a course of doxycycline.  


The bottom line is there is no rationale answer but it’s thought to be due to some kind of anti-inflammatory effect and I would just give her a 10-day course of doxy and be done with it.  

(L--):
Thank you.  

Eliza Buyers:
Yes.  

Operator:
And your next question comes from the line of (M--).  

(M--):
One of our clinicians here has heard about urological problems and birth defects with patients that are on Depo and get pregnant with male babies.  

Eliza Buyers:
I would be happy to review that study but it’s not contained or supported.  We actually, as I’m sure you all know, give progesterone, which is what Depo Provera is, to women for infertility.  


Women who are undergoing infertility actually get progesterone in the beginning of pregnancy.  Then, I'm sure you’re also aware that there’s a progesterone that has just been approved to prevent preterm labor.  Progesterone is a medication that is at extremely high levels during pregnancy.  


I have not seen those reports and I would be happy to review if there is a study that someone would like me to review but people are working on this all the time.  


I would just say that there are a lot of people for a lot of reasons who want to find reasons that contraception is dangerous so it could be taken away and so, there is a lot of research being done.  


I have not heard that.  

(M--):
Thank you.  

Operator:
And your next question comes from the line of (C--).  

(C--):
Hi.  I've got a question about the same-day start.  With the triphasic pills, I was told that we could have them punched out the day as the last third week.  


So, you don’t have to deal with stickers that always seems to be off a day.  

Eliza Buyers:
Yes, you can definitely do that.  Yes.  


What she is talking about is instead of dealing with a sticker, if the pills are already labeled to start on Sunday, then have her go to the end of the pack and not the placebos with that third week and pop out starting there.  Do the Wednesday, Thursday, Friday, and Saturday of the last week.  


Then, when she gets there, she wants to go back to the front.  That’s fine to do, there’s nothing wrong with that.  


Some pills don’t even come with a sticker so, that’s what you have to do.  Did that answer your question?   

(C--):
I just had one other question about when you said the Plan B in the emergency.  

Eliza Buyers:
Yes.  

(C--):
Contraception.  I'm assuming that you’re just giving the same-day start and the Plan B the same day or do you separate them?  

Eliza Buyers:
Plan B because it is just levonorgestrel, it’s just progestin, really doesn’t cause any nausea at all.  I probably would have her do – if it’s the birth control pill start, I would have her do the Plan B with me in the office if possible and then have her start the pill tomorrow.  That’s probably what I would do.  


If for some reason, she wanted to do both, she could do both.  For Depo, the ring or the patch, I would have her – if I had those methods – the Depo for sure, I would give her the Depo shot and give her Plan B.  The ring, if for some reason, she was going to put that in in the office, I would have her start then the patch, et cetera.  


So, I think you can do either.  

(C--):
OK, but with the Plan B you said you’re not having any nausea because I have had patients refuse the Plan B because they have had nausea before and have heard horrible things from their friends about the Plan B.  

Eliza Buyers:
Progestin doesn’t typically cause nausea.  When you look at the studies, the blinded studies of Plan B, the nausea rates with Plan B compared to placebo is not significant.  The emergency contraception that makes you sick is the one with estrogen.  


Way back, there used to be something called Preven or if you use Levora, you can take four tabs of Levora for emergency contraception. That can make a lot of women sick that also has the estrogen in it.  

(C--):
Great.  Thanks.  

Eliza Buyers:
Yes.  

Operator:
And your next question comes from the line of (J--).  Your line is open.  

Eliza Buyers:
Go ahead, (J--).  

(J--):
I just have a question, doctor.  In your practice, you have this outlet in practice embedding your key practice about how long do you have for that appointment just out of curiosity a little longer or about the same as your other people can?  

Eliza Buyers:
You know, it’s really fun – I'm still experimenting because I have to balance the no-shows.  If you make longer appointments, then you can only schedule let’s four or five patients in the morning, right?  But if I do short appointments and everyone shows up, I’m in trouble because my motto is, get it done that day.  


In an ideal world, everyone would be compliant.  I could see the patient, I could counsel them saying, OK, you want an IUD, come back next week for the IUD.  


But that doesn’t work.  I'm struggling.  If I had a 100 percent show rate, I would have 45 to 50 minutes with my patients when they were new patients because I do so much parenting counseling because I’m in a pediatric practice.  


The parent is almost always there and commonly, very angry at the teen.  It’s been a really interesting experience.  I have seen in an ideal world, I would give myself 45 or 50 minutes for a new patient because they have only been seen by a pediatrician.  


They have had very limited information about long-acting method, so I really start from the beginning, I lay out all the options.  


We identified that a long-acting method is right for them and then, put it in that day unless they have had unprotected sex and I can’t.  Did that help?  

(J--):
Yes.  Thank you.  

Operator:
And your next question comes from the line of (M--).  

Eliza Buyers:
Go ahead, (M--).  

(M--):
Hi.  

Eliza Buyers:
Hi.  

(M--):
I have a question.  Do you have any concerns about teens in Depo with bone development?  

Eliza Buyers:
I would say that the research shows that the bone loss with Depo, for the most part, is reversible.  And that there has not been any increase in fracture risk.  We know that Depo causes estrogen levels to be lower.  


We know that genes may not be laying down as much bone as if they were not on Depo but if Depo is her best option, Depo is her best option.  That’s what we need to consider.  I think Depo compared to an unintended pregnancy is an easy choice.  


Can she get an implant?  Can she get an IUD?  Could she use the ring or patch? 

If the answer is no and Depo is her best option, then Depo is her best option.  

(M--):
OK.  

Eliza Buyers:
So.  

(M--):
OK.  And the patients that come back 16 weeks when they are late for their Depo, do you recommend a return visit for a pregnancy test in two weeks?  

Eliza Buyers:
If it’s been 16 weeks and no longer than 16 weeks, her risk of having an ovulation is less than 1 percent.  In my practice, you can be up to four weeks late for your Depo and you get your Depo.  


You’ve been told, come back in 12 weeks for your Depo.  It’s because the risk of her having an ovulation is so low that I’m not going to do a pregnancy test.  


I'm not going to do that.  Now, there has to be a line, so, at 16 weeks and one day, yes.  


You get quick started basically.  So, you get the pregnancy test today if she has had unprotected sex or you can do a history.  If there is no way that she has been having sex you can probably give it any way.  


If she has been having unprotected sex then you do a pregnancy test that day and it’s going to be negative.  Then, I would have her come back in two weeks.  Does that make sense?  

(M--):
It does.  

Eliza Buyers:
OK.  

(M--):
Thank you.  

Eliza Buyers:
How about one more question?  

Operator:
And your next question comes from the line of (E--),  

(E--):
Hi.  Can you hear me?  

Eliza Buyers:
Yes.  I can hear you.  

(E--):
OK.  Great.  So, my question is related to IUD expulsion rates.  

Eliza Buyers:
Yes.  

(E--):
Especially related to when they’re inserted just after a surgical abortion and also, whether there is safety with the cups if there is any research on that.  

Eliza Buyers:
Safety use of what?  

(E--):
Menstrual cup or DivaCups.  

Eliza Buyers:
OK.  How long do you keep a DivaCup in for?  

(E--):
Well, the duration of a period.  

Eliza Buyers:
Like.  

(E--):
Yes, so like four to six hours at a time.  

Eliza Buyers:
Oh.  

(E--):
Or at least.  

Eliza Buyers:
OK.  Yes.  All right.  


This is going to be my last question.  If you guys have additional questions, I want to answer them and I want to address them, so make sure you send them on.  


Great questions, all of them.  In terms of IUD expulsion rates, when you put an IUD either immediately postpartum, this just amazes me that these IUDs stay in it all because I'm sure you all have, you know, seen a uterus and a cervix right after a baby comes out and it’s like how’s that little tiny IUD going to stay in there?  


When you put them in immediately postpartum, a lot of them fall out, that’s true.  In a population where there is no way, they want an IUD.  


You know that their chance of coming back for that IUD in the office is so low.  There is tons of evidence and a lot of the university programs are doing immediate postpartum insertion for IUDs and they do have a very high expulsion rate, 30 to 40 percent.    


That means 60 to 70 percent of the time, that woman walks out of the delivery room with her IUD.  That’s really cool.  When it comes to post-abortion, same deal.  


The bigger the uterus has been, probably the higher the expulsion rate would be.  I think it is a wonderful thing to be able to offer a woman an IUD at the same time as an abortion or just that she is having a D&C for a miscarriage and she doesn’t want to be pregnant.  


Especially, for some reason, if she is getting I.V. sedation.  How wonderful that she can wake up and have her IUD in place as well.  Then, I thought you were going to ask me about expulsion in terms of now what and people that have never been pregnant, I can tell you that my expulsion rate is a little bit higher in girls who have never been pregnant because their uterus thinks I'm just going to squeeze this thing right out.  


That is not a reason to not try again if the patient is willing.  With the expulsion, at least when you put it in, you know, not in the postpartum setting, the IUD just doesn’t fall out, they have significant cramping and bleeding.  


They know that it’s coming out, it’s not some kind of scary thing.  We recognize that it’s not just going to fall out and you’re not going to recognize it.  


They’re going to recognize it.  As for the last question about the DivaCup, I have not seen any specific literature about that.  


I would have no problem saying that that would be fine.  If this cup causes any kinds of problems, it’s going to cause it whether or not an IUD is in and certainly, tampons are safe to use.  


The second, you put the IUD in I give the patient a tampon and say, here, put this in because you’re going to have some bleeding today or you might have some bleeding today. I wouldn’t have any problem with using the DivaCup.  I’d be interested to see what it said on the labeling.  


But, we all know that labeling is commonly just narrative.  Cover people from questions or something like that.  So, I would be OK with that.  

(E--):
Great.  Thank you.  Do you have a general expulsion rate to compare these numbers too?  

Eliza Buyers:
Not off the top of my head but we’re talking like 1 to 3 percent, very small.  


At least for your general population and I would have to look at the abortion data but it’s high.  

(E--):
OK.  Thank you.  

Eliza Buyers:
In the immediate postpartum groups, it’s very high but in the other groups when the uterus is normal sized like a first trimester abortion or a first small astringency I would say we’re talking 1 to 3 percent expulsion.  It’s something that the patient needs to know about because if you put lots of IUDs, you’re going to see it.  

(E--):
Yes.  

Eliza Buyers:
But it’s not extremely high.  

(E--):
OK.  Thank you so much.  

Eliza Buyers:
Thanks.  JSI, did you guys want to say anything else?  

Adrienne Christy:
Yes.  Thank you.  We wanted to thank you, Dr. Buyers for your presentation. 

Eliza Buyers:
OK.  

Adrienne Christy:
And also to remind people that the next presentation she will be giving is on March 8th and it will be more in detail on contraceptive counseling.  

Eliza Buyers:
Thank you, all.  

Adrienne Christy:
Thank you, all for participating.  

Eliza Buyers:
They weren’t.  

Adrienne Christy:
Sorry.  

Eliza Buyers:
Thank you, all for participating.  And again, as Adrienne mentioned, to receive your CNE credit, please follow the instructions in your packet and contact us with any questions.  And (Adam), I also wanted to thank you for your assistance today.  

Operator:
You’re welcome.  And this does conclude today’s conference call.  Thank you for your participation.  


You may now disconnect.  
END

