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Mental disorders

There are no WHO recommendations on 
contraception in women with mental 
disorders

The content of this session is based on 
current evidence given in the notes 
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General considerations

Women with mental disorders have special
sexual and reproductive needs

• Their use of contraception is lower than 
among the general population

• The rate of unplanned pregnancy and 
abortion are higher than among the general 
population

Ref 1

Vorführender
Präsentationsnotizen
1. Matevosyan NR. Reproductive health in women with serious mental illnesses: a review. Sex Disabil 2009; 27: 109–18.A recent study identified a number of barriers that may hinder clinicians from providing contraceptive advice to their patients, including lack of contraceptive knowledge, insufficient training, discomfort with the subject, and incorrect assumptions about pregnancy risk (Haboubi NH et al. Views of health professionals on discussing sexual issues with patients. Disabil Rehabil 2003; 25: 291–6). For example, psychiatrists may view patients with schizophrenia as asexual or too socially isolated for interpersonal sex (Wright ER et al. Stigma and the sexual isolation of people with serious mental illness. Social Problems 2007; 54: 78–98), or they may wrongly believe that antipsychotic medication protects their patients against pregnancy (Currier GW et al. Psychopharmacology: antipsychotic medications and fertility. Psychiatr Serv 1998; 49: 175–6). They may also have negative perceptions of contraceptive methods, or they may prefer to wait for patients to introduce the topic. They may also see contraceptive counselling as peripheral to the psychiatric role, delegating such discussions to the family physician, even though many patients with schizophrenia do not see a family physician.
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Feeding and eating disorders

1. Classification of eating disorders
2. Prevalence
3. Global health risks
4. Main gynaecological problems
5. Fertility rate
6. Contraceptive choices
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Feeding and eating disorders
Classification (DSM-5):
1. Anorexia nervosa
BMI <15 -17 kg /mm2, fear of weight 
gain, disturbance in the way body 
weight/shape is experienced/denial of 
seriousness of current low body weight
2. Bulimia nervosa
Recurrent binge-eating and 
compensatory behaviours once a week  
for >3 months *
3. Binge-eating disorder
Recurrent binge eating once a week for 
>3 months

4. Avoidant/restrictive food 
intake disorder
Eating/feeding disturbance resulting in 
failure to meet nutritional needs without
body image disturbance
5. Other specified eating/feeding 
disorders
This broad diagnostic category includes 
patients presenting with symptoms 
similar to anorexia or bulimia nervosa 
that do not meet all of the diagnostic 
criteria for those disorders

Ref 1

Vorführender
Präsentationsnotizen
1. American Psychiatric Association. Diagnostic and statistical manual of mental disorders. 5th ed. Washington, DC: American Psychiatric Association, 2013.The 5th edition of the DSM updated the eating disorder diagnostic criteria to better capture the range of eating disorder psychopathology observed in clinical practice. For anorexia nervosa, amenorrhoea was eliminated as a diagnostic criterion, and the low weight criterion was revised; for bulimia nervosa, the frequency of binge-eating and compensatory behaviours was reduced to once per week; and binge-eating disorder was introduced as a distinct diagnosis. Clinically significant eating disorders not meeting the full criteria for anorexia nervosa, bulimia nervosa or binge-eating disorder are now classified under ‘other specified feeding or eating disorders’, including atypical anorexia nervosa (in which all criteria for anorexia nervosa are met except significantly low weight), bulimia nervosa/binge-eating disorder of low frequency/limited duration, and purging disorder. Avoidant/restrictive food intake disorder was also included to classify patients with significant weight loss or nutritional deficiency in the absence of body image disturbance. In terms of clinical implications, it is important to ensure that women with eating disorders recognise the risk of becoming pregnant despite menstrual irregularities. Stereotypes regarding the absence of sexual activity and infertility in anorexia nervosa should not inhibit clinicians from speaking directly to patients with anorexia nervosa about sexuality, contraception and pregnancy. Planned pregnancies in women with eating disorders increase the opportunities for appropriate nutritional and emotional support to assist them with the physical and psychological challenges of pregnancy and motherhood. * Compensatory behaviour: vomiting, misuse of laxatives, diuretics, ex.cessive exercise
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Feeding and eating disorders
Prevalence 
Anorexia 

o 0.5–2.0%
o The male-to-female ratio for 

anorexia nervosa is 
estimated to be between 
1:10 and 1:15

Bulimia 
o 0.9–3.0%
o The male-to-female ratio for 

bulimia nervosa is estimated 
to be between 1:15 and 1:20

Other eating 
disorders
o 4.8%

Aetiology
• Biological
• Psychosocial  
• Genetic

Medical 
complications
• Multisystem

Ref 1

Not very well 
delineated

High morbidity 
and mortality

Vorführender
Präsentationsnotizen
Vo M et al. The impact of DSM-5 on eating disorder diagnoses. Int J Eat Disord 2016; Nov 12 [Epub ahead of print].Although the pathophysiology of eating disorders is not clearly delineated, both biological and psychosocial factors contribute to their development. Significant evidence supports a genetic component to eating disorders, with multiple epidemiological studies supporting the heritability of eating disorders. In anorexia nervosa specifically, studies have demonstrated that as much as 48–76% of variance in the development of eating disorders is attributable to genetic factors, with the remaining variance attributable to environmental factors.Eating disorders often begin when adolescents try to diet or adopt a healthier lifestyle, with gradual progression to unhealthy behaviours. Some clinicians have posited that the disordered behaviours serve as a coping mechanism for psychosocial problems. Persistent starvation and malnutrition can lead to metabolic and pathological changes including loss of appetite, hypothermia, amenorrhoea, poor sleep, fatigue, weakness, depression, cognitive deficits and gastroparesis/gastric atony that can help to maintain the disordered behaviours.It is important to note that there is no evidence that parents ‘cause’ an eating disorder in children or adolescents (excluding genetic susceptibility). Complications: In addition to a high mortality rate, eating disorders are associated with serious medical sequelae secondary to malnutrition and disordered behaviours, including, but not limited to, disturbances of the cardiovascular, neurological, gastrointestinal, reproductive and skeletal systems.



MC: Mental disorders, disability 

• Delayed puberty

• Menstrual disturbance: Amenorrhoea, oligomenorrhoea
• Polycystic ovary syndrome (PCOS): Present mainly in overweight 

women with bulimia and binge-eating disorder
• Decreased libido, higher sexual anxiety, decreased self-focused 

sexual activity, chronic sexual impairment (mainly bulimia)
• Endometrial cancer (risk related to obesity)

Feeding and eating disorders:
Potential gynaecological symptoms

Good choice, discuss bleeding pattern

Ref 1–3

Vorführender
Präsentationsnotizen
1. Kimmel MC et al. Obstetric and gynecologic problems associated with eating disorders. Int J Eat Disord 2016; 49: 260–75.2. Bulik C et al. Unplanned pregnancy in women with anorexia nervosa. Obstet Gynecol 2010; 116: 1136–40.3. Bulik C et al. Fertility and reproduction in women with anorexia nervosa: a controlled study. J Clin Psychiatry 1999; 2: 130–5.Delayed puberty is defined as no onset of secondary sexual characteristics at an age that is 2–2.5 standard deviations beyond the population mean, generally accepted as a chronological age of 13 years in girls and 14 years in boys (Abitbol L et al. Evaluation of delayed puberty: what diagnostic tests should be performed in the seemingly otherwise well adolescent? Arch Dis Child 2016; 101: 767–71).Menstrual disturbance Although amenorrhoea was removed as a criterion in DSM-5, amenorrhoea (absence of menstruation for >3 months) occurs in an estimated 66–84% of women with anorexia nervosa, with an additional 6–11% reporting oligomenorrhoea.Approximately 7–40% of patients with bulimia nervosa report amenorrhoea and 36–64% report oligomenorrhoea, while 77% of the subgroup of women with bulimia nervosa who had a history of anorexia nervosa report amenorrhoea. The strongest predictors of amenorrhoea in women with eating disorders include low BMI, low caloric intake and higher level of exercise. However, binge eating is also associated with menstrual disturbances.Even after controlling for compensatory behaviours such as purging, PCOS, BMI and age, lifetime binge eating was significantly associated with a report of amenorrhoea or oligomenorrhoea compared with women who did not report lifetime binge eating. Anorexia nervosa is thought to be hypothalamic in origin, specifically functional hypogonadotropic hypogonadism, in which there is disruption of pulsatile release of gonadotropin-releasing hormone (GnRH) from the hypothalamus during periods of increased stress and negative energy balance. A drop in leptin, a hormone important for adaptation during starvation, triggers reduced secretion of GnRH. Leptin also regulates the minute-to-minute oscillations in luteinising hormone (LH), and the change in nocturnal rise in leptin determines the release of LH before ovulation. Leptin levels are low in anorexia nervosa due to caloric restriction and low fat mass. Functionally, this results in dysfunctional ovulation, endometrial development, menstruation and bone growth.By contrast, the mechanism for amenorrhoea and oligomenorrhoea in patients with bulimia nervosa is unclear. One small study, demonstrated that all patients with threshold or subthreshold bulimia nervosa had pathologically low follicle-stimulating hormone and LH levels and oligomenorrhoea. A number of hypotheses are suggested for the increase in menstrual disturbances with binge-eating disorder. Hormonal dysregulation may be the aetiological root of both binge eating and menstrual disturbance. Binging behaviours may lead to increases in insulin, and insulin’s resultant effects on testosterone could influence follicular maturation and ovulation.
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Particular considerations on 
contraceptive choices 

Contraceptive method Notes
COC/POC Could be a choice, but it is important to 

explain the risks of no effective 
contraception in the presence of vomiting

Vaginal ring Good choice
Transdermal patch Good choice
DMPA Not first choice

LARC (highly effective)
• Implant
• LNG-IUS
• Copper IUD

Good choice

Ref 1

Vorführender
Präsentationsnotizen
1. Sieke EH et al. Eating disorders in children and adolescents: what does the gynecologist need to know? Curr Opin Obstet Gynecol 2016; 28: 381–92.Although many patients with restrictive eating disorders may have amenorrhoea with anovulation, it is important to encourage responsible contraceptive practices in all sexually active adolescents. When considering contraceptive methods in patients with eating disorders, bone health is an important factor to consider. However, as in all adolescents, other important factors include ease of compliance, reliability of method and potential side effects.Research suggests that low estrogen-containing COCs (oral contraceptives containing 20 μg ethinylestradiol [EE]) reduce peak bone mineral density in adolescent and young adult females (Ziglar S et al. The effect of hormonal oral contraception on acquisition of peak bone mineral density of adolescents and young women. J Pharm Pract 2012; 25: 331–40).Current evidence on contraceptives containing 30–35 μg EE is not definitive, but may also suggest reductions in peak bone mass deposition. Early initiation of oral contraceptives, lower EE doses and longer duration of use are all factors known to contribute to reductions in peak bone mass in this population. Similar to low-dose EE-containing oral contraceptives, DMPA is also thought to interfere with peak bone mass deposition (Cromer BA et al. Depot medroxyprogesterone acetate, oral contraceptives and bone mineral density in a cohort of adolescent girls. J Adolesc Health 2004; 35: 434–41).Both the American College of Obstetricians and Gynecologists and the American Academy of Pediatrics recommend that LARC methods including IUDs and contraceptive implants should be considered a first-line method for pregnancy prevention in adolescents (Committee on Adolescence. Contraception for adolescents. Pediatrics 2014; 134: e1244–256; Committee on Adolescent Healthcare Long-Acting Reversible Contraception Working Group, The American College of Obstetricians and Gynecologists. Committee opinion no. 539. Adolescents and long-acting reversible contraception: implants and intrauterine devices. Obstet Gynecol 2012; 120: 983–8).
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Contraceptive choices 

Effective
contraception
Individualised contraceptive 
options considering 
behaviour

Signs and complications of disease
The non-contraceptive benefits could mask the 
signs of the disease
CHC do not have a positive impact on BMD in 
anorexia and bulimia 

Ref 1,2

Vorführender
Präsentationsnotizen
Kimmel MC et al. Obstetric and gynecologic problems associated with eating disorders. Int J Eat Disord 2016; 49: 260–75.Sieke EH et al. Eating disorders in children and adolescents: what does the gynecologist need to know? Curr Opin Obstet Gynecol 2016; 28: 381–92.Robinson L et al. Pharmacological treatment options for low bone mineral density and secondary ostoeporosis in Anorexia Nervosa : A systematic review of the literature. Journal of Psychomatic  Research 2017:87-97.Condoms alone or condoms plus spermicide are the options that have the fewest possible side effects. The low-dose pills currently being used are much less likely to have a weight gain effect. In addition, for adolescent patients with PCOS, low-dose oral contraceptives will accomplish contraception while also lowering androgen levels. The hormonal contraception options that are more likely to cause weight gain are those with a long-acting progestin, such as medroxyprogesterone acetate (Depo-Provera) and levonorgestrel (Norplant). These may be used as a last option for patients whose need for contraception may override the potential harm from additional weight gain.First-line contraceptive methods in patients with eating disorders include IUDs and long-acting implants
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Psychotic disorders: Schizophrenia
Agenda:
1. Prevalence
2. Main gynaecological problems
3. Fertility rate
4. Contraceptive choices

Psychiatric disorders are not included in the WHO MEC
The following statements are based on evidence from the current 
literature
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Schizophrenia: 
Background

• Schizophrenia is a debilitating mental health disease that 
currently affects about 1% of the world’s population

• The typical age of onset of the disease in females is 25–30 
years old, meaning that many women with this disease are 
of childbearing years

• Psychiatrists need to address contraception during regular 
psychiatric visits from all seriously ill women in their 
reproductive years

• It is important to make sure that women have capacity to 
make an informed choice

Ref 1

Vorführender
Präsentationsnotizen
Oliver R. Contraceptive and sexual health care issues in women with schizophrenia. J Fam Plann Reprod Health Care 2013; 39: 289–91.The primary characteristics of the disease, such as impairment of abstract thinking, lack of focus, impaired coping strategies and abnormalities in perception of reality – sometimes resulting in social withdrawal and reduced functional capacity – can cause behaviours that complicate family planning and deem resultant pregnancies as ‘high-risk’ and increase the risk of sexually transmitted infections (STIs).With the introduction of community care, atypical antipsychotics and changing attitudes in society, more light is being shed on the sexual landscapes of these patients, calling for a better understanding in the management of family planning and sexual health care in this context. There is increased concern related to STIs (mainly HIV) triggered by the discovery of high-risk sexual behaviours of women with schizophrenia. Data emerging from systematic examination of the sexual attitudes and practices of women with schizophrenia suggest that schizophrenia does not hinder sexual desire or activity (although psychotropic medications and hospitalisation may limit both). The sex lives of patients living with a long-term partner did not differ from those of control groups (Miller LJ. Sexuality, reproduction, and family planning in women with schizophrenia. Schizophr Bull 1997; 23: 623–35).Psychiatrists need to address contraception during regular psychiatric visits from all seriously ill women in their reproductive years.
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A 2009 review of 84 studies on reproductive health in
women with serious mental illness, compared with the
general population, concluded that:
• The rate of lifetime sexual partners is high
• Contraceptive use is relatively low
• There are high rates of both unwanted pregnancy and

sexually transmitted infections (STIs)

Ref 1

Schizophrenia: 
Background

Vorführender
Präsentationsnotizen
1. Matevosyan NR. Reproductive health in women with serious mental illnesses: a review. Sex Disabil 2009; 27: 109–18.
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Schizophrenia:
Specific recommendations on 
contraceptive use and choice

• Contraceptives can only be prescribed with a 
woman’s full understanding of what they are 
for

• Clinicians should be alert for interactions 
among contraceptives and therapeutic drugs

• Remember also to address STI prevention

Ref 1

Vorführender
Präsentationsnotizen
Oliver R. Contraceptive and sexual health care issues in women with schizophrenia. J Fam Plann Reprod Health Care 2013; 39: 289–91.Contraceptives can only be prescribed with a woman’s full understanding of what they are for, how they are to be used, contraindications to their use, and expected side effects.Clinicians should be alert for interactions between contraceptives and therapeutic drugs, especially when starting or stopping oral hormonal contraceptives.Respect the eligibility criteria for women with additional health problems: smoking, overweight, diabetes, migraines, cardiovascular disease; or those who have a family history of breast cancer (see course topic).To prevent STIs, women with more than one sexual partner should be advised to use barrier methods in addition to any other contraceptive measures they are using.
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Contraceptive methods: 
schizophrenia

Issues concerning women with schizophrenia

Natural methods

• The calculations involved may be too demanding for 
women with cognitive impairment such as is often 
present in schizophrenia

• Rhythm methods may not be effective in this 
population if antipsychotic drugs disrupt, as they often 
do, the regularity of menstruation 

 No protection from STIs

Female barrier 
methods

• Difficulty ensuring proper maintenance and use of 
barrier contraceptives, as well as lack of sufficient 
executive functioning to plan for their use in advance

Male barrier 
methods

• Women may have difficulty insisting that their male 
partner wear a condom

Ref 1

Vorführender
Präsentationsnotizen
1. Seeman MV et al. Prescribing contraceptives for women with schizophrenia. J Psychiatr Pract 2011; 17: 258–69.
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Issues concerning women with schizophrenia

CHCs
(oral, vaginal, 
transdermal)

• Discuss user dependency (daily use, could be difficult 
for women who may not have a routine)

• See other topics of this course regarding 
contraception and comorbid conditions

Progestin-only pill • Discuss user dependency (daily use could be difficult 
for women who may not have a routine)

• Progestin-only methods all cause some degree of
menstrual disturbance that may be a problem for
these women

 See the topic drug interactions
 No protection from STIs

Ref 1

Contraceptive methods: 
schizophrenia

Vorführender
Präsentationsnotizen
1. Seeman MV et al. Prescribing contraceptives for women with schizophrenia. J Psychiatr Pract 2011; 17: 258–69.Taking a daily CHC may reinforce the daily routine of taking antipsychotic medication and may thus prove helpful for treatment adherence, although there is no evidence of this. At the same time, remembering to take the pill every day can be a challenge for women who do not have a daily routine.Physicians often underestimate the impact of contraceptive methods on sexual function, which is especially problematic for women with schizophrenia, whose libido may already be low because of the medications they are taking.Comorbid conditions that can present problems for pill use, such as smoking, obesity, diabetes and other cardiovascular risk factors, are not rare in women with schizophrenia. While the freedom of sexual activity without pregnancy is the main advantage of oral contraceptives, estrogen may also have potential benefit for schizophrenia symptoms themselves. Accumulating evidence from clinical data and basic and experimental research, as well as epidemiological studies, suggests that estrogens exert therapeutic effects in schizophrenia. The onset of schizophrenia in women is about 5 years later than in males and this has been attributed to the protective effect of estrogen. Women are especially vulnerable to relapse of existing illness during the postpartum period when estrogen levels have decreased, and in the menopause (Kulkarni J et al. Estrogen in severe mental illness: a potential new treatment approach. Arch Gen Psychiatry 2008; 65: 955–60). Severity of symptoms has also been observed to fluctuate with menstrual cycle phases, increasing during low-estrogen phases. Intervention studies using estrogen as a therapeutic agent have provided further support for the hypothesis that estrogen modulates the expression of psychotic symptoms (Riecher-Rössler A et al. The forthcoming role of treatment with oestrogens in mental health. Swiss Med Wkly 2007; 137: 565–72).
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LARC Issues concerning women with schizophrenia

DMPA • Requires an injection only every 12 weeks
• DPMA injections may cause weight gain in a subset of women and 

lower glucose tolerance in women with diabetes with no clinical 
impact (MC session: obesity)

• An association between DMPA and depression has been reported, but 
a causal relationship is uncertain

• There is low risk for drug interactions

Etonogestrel 
implant 

• See the topic: MC drug interactions
• Inserted and removed by a physician 

 Progestin-only methods all cause some degree of menstrual 
irregularity 

 No protection from STIs

Ref 1

Contraceptive methods: 
schizophrenia

Vorführender
Präsentationsnotizen
1. Seeman MV et al. Prescribing contraceptives for women with schizophrenia. J Psychiatr Pract 2011; 17: 258–69.
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LARC Issues for women with schizophrenia
Intrauterine 
contraception 
(IUD, LNG-
IUS)

• No risk of drug interaction
• Efficacy not dependent on user cooperation
• Inserted and removed by a physician 
• The WHO MEC for IUD/ IUS use must be respected
• The LNG-IUS may also have adverse effects such headache, 

acne, breast tenderness and functional ovarian cysts
• Progestin-only methods all cause some degree of bleeding 

irregularity that may be a problem for these women
 No protection from STIs

Comment • Copper-T-IUD: heavy menstrual flow, dysmenorrhoea
• LNG-IUS: headache, acne, breast tenderness, hair loss, 

functional ovarian cysts

Contraceptive methods: 
schizophrenia

Ref 1

Vorführender
Präsentationsnotizen
Seeman MV et al. Prescribing contraceptives for women with schizophrenia. J Psychiatr Pract 2011; 17: 258–69.IUC has been recommended as the most suitable contraceptive system for women with chronic illness because it is long-lasting and requires little attention. Women with mental disease including schizophrenia are often heavy smokers. The pharmacodynamic interactions between nicotine and estrogen can produce serious adverse cardiovascular effects (Kroon LA. Drug interactions with smoking. Am J Health Syst Pharm 2007; 64: 1917–21). CHCs should not be used in women ≥35 years or who smoke ≥15 cigarettes daily. It has been proposed that smoking causes ‘sticky fibrin’ to develop, which increased the risk of thrombotic events (Pretorius E et al. Smoking and coagulation: the sticky fibrin phenomenon. Ultrastruct Pathol 2010; 34: 236–9). Although smoking does not reduce the efficacy of oral contraceptives, the level of many antipsychotics is reduced by smoking. When a woman stops smoking, the blood levels of these antipsychotics rise.Patients also need to be motivated to adhere to their chosen regimens. Some of the reproductive health counselling approaches that clinicians report using (authoritarian, parental, fear-instilling) are not consistent with current theories of behavioural change or the goal of patient-centred counselling (Lopez LM et al. Theory-based strategies for improving contraceptive use: a systematic review. Contraception 2009; 79: 411–17). Motivational interviewing, a method that identifies discrepancies between a woman’s goals and behaviours, and supports her own wishes, has been successful in other domains and is being tried for pregnancy prevention. From an ethical viewpoint, modern gender-sensitive mental health services must support patients with mental disorders should they decide to become pregnant (Kulkarni J. Special issues in managing long-term mental illness in women. Int Rev Psychiatry 2010; 22: 183–90).
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Take home message
Contraceptive choices- Schizophrenia 

Contraceptive method Notes
COC/POC Good choice, but discuss user 

dependency
Vaginal ring Good choice, less user dependency
Transdermal patch Good choice, less user dependency
DMPA Good choice, discuss bleeding pattern

LARC (highly effective)
• Implant
• LNG-IUS
• Copper IUD

Good option if insertion is acceptable
Discuss bleeding pattern

Ref 1

Vorführender
Präsentationsnotizen
1. Sieke EH et al. Eating disorders in children and adolescents: what does the gynecologist need to know? Curr Opin Obstet Gynecol 2016; 28: 381–92.Although many patients with restrictive eating disorders may have amenorrhoea with anovulation, it is important to encourage responsible contraceptive practices in all sexually active adolescents. When considering contraceptive methods in patients with eating disorders, bone health is an important factor to consider. However, as in all adolescents, other important factors include ease of compliance, reliability of method and potential side effects.Research suggests that low estrogen-containing COCs (oral contraceptives containing 20 μg ethinylestradiol [EE]) reduce peak bone mineral density in adolescent and young adult females (Ziglar S et al. The effect of hormonal oral contraception on acquisition of peak bone mineral density of adolescents and young women. J Pharm Pract 2012; 25: 331–40).Current evidence on contraceptives containing 30–35 μg EE is not definitive, but may also suggest reductions in peak bone mass deposition. Early initiation of oral contraceptives, lower EE doses and longer duration of use are all factors known to contribute to reductions in peak bone mass in this population. Similar to low-dose EE-containing oral contraceptives, DMPA is also thought to interfere with peak bone mass deposition (Cromer BA et al. Depot medroxyprogesterone acetate, oral contraceptives and bone mineral density in a cohort of adolescent girls. J Adolesc Health 2004; 35: 434–41).Both the American College of Obstetricians and Gynecologists and the American Academy of Pediatrics recommend that LARC methods including IUDs and contraceptive implants should be considered a first-line method for pregnancy prevention in adolescents (Committee on Adolescence. Contraception for adolescents. Pediatrics 2014; 134: e1244–256; Committee on Adolescent Healthcare Long-Acting Reversible Contraception Working Group, The American College of Obstetricians and Gynecologists. Committee opinion no. 539. Adolescents and long-acting reversible contraception: implants and intrauterine devices. Obstet Gynecol 2012; 120: 983–8).
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Disability – Major concerns

General recommendations
• Discuss the best choice considering risks and non-contraceptive 

benefits included immobilisation 
• Consider menstrual hygiene, STIs, sexual abuse
• Considerer pharmacologic interactions with other medications
• There are no interactions between HC and ritaline
• Take very good care if permanent methods are demanded from 

caretakers or family (recommendations below)

IMPORTANT: FIGO and WHO recommendations on procedures that 
unavoidably result in permanent sterility or termination of pregnancy in 
severely disabled women are mentioned in the notes

Vorführender
Präsentationsnotizen
Current estimates from the WHO estimate at least 100 million people currently suffer moderate to severe disability. The consequences of disability span almost all aspects of life of families and affected individuals.Being responsive to the very different health care needs of people with disabilities is challenging. For girls with a severe physical or learning disability, reaching menarche can herald the onset of significant disruption to their lives. Issues around menstruation and contraception are often of major concern to caregivers. Caregivers frequently approach medical professionals seeking menstrual suppression. Fears about difficulties with hygiene, vulnerability to exploitation and pregnancy, and problems with the management of behaviour at the time of menstruation are common. There is often a feeling that neither the girl nor the carer should have to deal with the inconvenience. It is not uncommon for families to request hysterectomy or permanent sterilisation. This raises complex legal and ethical issues that neither carers nor doctors are at liberty to decide. The FIGO Committee for the Ethical Aspects of Human Reproduction and Women's Health has reported on ethical issues in the management of severely disabled women with gynaecological problems.It is essential that the general hygienic and other health needs of women with severe disabilities be managed without discrimination, by current standards of care and management applicable to all women. Health care providers should advocate policies that prohibit discrimination on the basis of physical and/or mental disability and that guarantee equal legal protection to all. If a woman has no capacity to decide on meeting her hygienic and other health care needs, decisions must be made in her best interests by her substitute decision-maker(s).Procedures that unavoidably result in permanent sterility or termination of pregnancy require special consideration to assure comprehension, capacity to choose, and consideration of the issues with severely disabled women's consent, or, when their wishes cannot be determined, that of other appropriate decision-makers, including court-appointed guardians if needed. If a woman is too mentally disabled to comprehend menstruation, and evidence shows that each month the experience severely upsets her, or she is not able to maintain personal hygiene during menstruation, it is both ethically and medically prudent to recommend the least invasive and appropriate medical or surgical options.
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