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Characteristics of POP with desogestrel

Hormone dose compared with desogestrel 
combined hormonal contraceptive (CHC): 

CHC: EE 30 µg/desogestrel 150 µg
POP: EE    --- /desogestrel 75 µg

• Very-low-dose daily pill
• Inhibits ovulation 
• Highly efficient

Topic: POP



Suppression of ovarian function is less 
strong in comparison with CHC

• Ovulation is inhibited 
• The low dose allows, however, 

more follicular development
• Women have higher estradiol 

concentration in comparison 
with DMPA users

• Occasionally follicles will develop and 
not rupture, resulting in ovarian cysts

Ref 1 
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Vorführender
Präsentationsnotizen
1. Rice C et al. A comparison of the inhibition of ovulation achieved by desogestrel 75 micrograms and levonorgestrel 30 micrograms daily. Hum Reprod 1999 Apr;14(4):982-5.



Ovarian cysts in POP users

• Mainly occur in users of low-dose progestin-
only contraception (POC): POP, implant, 
levonorgestrel-releasing intrauterine system 
(LNG-IUS)

• Frequently not symptomatic, and harmless 
• However, persistent unruptured follicles can 

produce high levels of estrogen
 Breast tenderness
 Breakthrough bleeding

Ref 1 
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Vorführender
Präsentationsnotizen
1. Rice C et al. A comparison of the inhibition of ovulation achieved by desogestrel 75 micrograms and levonorgestrel 30 micrograms daily. Hum Reprod 1999 Apr;14(4):982-5.



POP COC
Estrogen-free
Progestin-only 
(the progestin dose is lower than that in combined oral 
contraceptives [COCs])

Estradiol + progestin
Ethinylestradiol  (EE) + progestin

Daily use Pill-free interval
Bleeding is unpredictable Bleeding is predictable
VTE risk is not increased
Can be used in women with risk factors such as 
thrombophilia

VTE risk increased 
5-12/10000 women /years  in healthy 
young women

Less restrictive screening for use may 
facilitate wider distribution by non-clinicians, 
or over-the-counter provision

Exclusion of cardiovascular risk 
factors and  counselling is
mandatory

Further important differences: 
POPs vs COCs

Ref 1 
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Vorführender
Präsentationsnotizen
Grimes DA et al. Progestin-only pills for contraception. Cochrane Database Syst Rev 2013; 11: CD007541.POPs have both advantages and disadvantages when compared with COCs. The pill-taking regimen is simple and fixed: no pill colour changes or days without pill-taking occur. Fertility returns promptly upon discontinuation. POPs are appropriate for women who cannot or should not take estrogen in COCs; for example, a woman older than 35 years who smokes cigarettes (ACOG, 2006).Lacking estrogen, POPs may have a lower risk of complications. A WHO case–control study found no significant increase in the risk of stroke, myocardial infarction and VTE among POP users compared with non-users (WHO, 1998). A cohort study from Denmark also found no statistically significant association between POPs and VTE (Lidegaard, 2009). Although the literature is unclear concerning the potential impact of COCs on lactation, no concern exists for POPs (Moggia, 1991; Dunson, 1993; McCann, 1994; Bjarnadóttir, 2001; FFPRHC, 2004). No data are available concerning a potential effect on infant brain or liver. Like DMPA injections for contraception (Manchikanti, 2007), POPs may reduce the frequency of sickle cell crises.Less restrictive screening for use may facilitate wider distribution by non-clinicians, or over-the-counter provision.Disadvantages include the recommendation for careful compliance and the disruption of normal menstrual patterns (FSRH, 2008). These changes include irregular bleeding, short or long cycles, bleeding and spotting, prolonged bleeding, or no bleeding at all. Overall, POPs are associated with more days of bleeding and spotting compared with COCs (Raymond, 2011). POPs may not provide as much protection against ectopic pregnancy as do COCs (McCann, 1994), and they may be associated with more functional ovarian cysts compared with COCs (Raymond, 2011).



POP (desogestrel 75 µg, oral)
Efficacy

Method

% of women experiencing an unintended pregnancy 
within first year of use
Typical use Perfect use

No method 85 85
Condom male 18 2
Combined pill 9 0.3
POP 9 0.3
DMPA 6 0.2
Implanon 0.05 0.05
IUD Copper T380Ag* 0.3 0.3
LNG-IUS 5 years* 0.2 0.2
Female sterilisation 0.5 0.5
Male sterilisation 0.15 0.1
*Source I.Sivin, Contraception 1990,; Vol.42NO 4.; adapted from Trussell Contraception 2011
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Vorführender
Präsentationsnotizen
Randomised controlled trials published to date are inadequate to compare POPs with each other or with COCs. Since POPs are commonly used during breastfeeding, when fertility is low, the impact of better efficacy of any pill would be small in this setting. No trial has addressed the question of consistent timing of ingestion. No firm conclusion is possible concerning the comparative efficacy of POPs or whether they are as effective as COCs. Any potential benefit of better contraceptive efficacy with desogestrel 75 μg vs LNG 30 μg (Collaborative, 1998) may be offset by worse bleeding patterns. These include prolonged bleeding and absence of bleeding. For every one pregnancy that might be prevented with desogestrel, five women will discontinue early because of irregular bleeding. The trade-off between efficacy and continuation may be viewed differently in different settings, and amongst women in the same settings. For some women efficacy will be the chief consideration, while for others regular bleeding will be more important.One poor-quality trial suggested no large effect of timing of initiation on efficacy or continuation rates.Little information was available about the advice given as to the timing of administration of the pills or whether back-up contraception should be used in case of a late or missed pill. Although accurate timing of administration is considered important for POPs, little empirical evidence supports this hypothesis, and interindividual variation in the metabolism of progestins is wide (Goldzieher, 1994; Wallach, 2000). 



POPs are efficient but very low dose
Caution with concomitant use of enzyme-

inducing drugs such as St John’s wort 

3-ketodesogestrel levels are significantly lower in users of a CHC containing EE 20 µg / 
desogestrel 150 µg during concomitant treatment with St John's wort. This resulted in 
this study in more intracyclic bleeding episodes. Users of the much lower dose POP will 
be much more vulnerable to increased metabolism and loss of efficacy.

Ref 1

Grey points/squares, 
cycles with St John’s wort 

Recommendation:
Use back-up method

Topic: POP

Vorführender
Präsentationsnotizen
Pfrunder A et al. Interaction of St John’s wort with low-dose oral contraceptive therapy: a randomized controlled trial. Br J Clin Pharmacol 2003; 56: 683–90.St John’s wort (Hypericum perforatum) is a popular herbal medicine marketed as a dietary supplement and widely used for the treatment of mild-to-moderate depression. St John’s wort was reported to have efficacy comparable to that of selective serotonin reuptake inhibitors and tricyclic antidepressants for the treatment of mild-to-moderate depression, as well as a better side effect profile.



Health benefits

• Very low impact on plasma lipids, carbohydrate 
metabolism and haemostasis

• No increase in risk of VTE or arterial thrombotic event 
(ATE)

• Positive impact on dysmenorrhoea

• Positive impact on endometriosis after surgery 

• Positive impact on migraine with and without aura

• No negative impact on lactation

Ref 1–9
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Vorführender
Präsentationsnotizen
Winkler UH et al. A randomized controlled double-blind study of the effects on hemostasis of two progestogen-only pills containing 75 microgram desogestrel or 30 microgram levonorgestrel. Contraception 1998; 57: 385–92.Anonymous. A double-blind study comparing the contraceptive efficacy, acceptability and safety of two progestogen-only pills containing desogestrel 75 micrograms/day or levonorgestrel 30 micrograms/day. Collaborative Study Group on the Desogestrel-Containing Progestogen-Only Pill. Eur J Contracept Reprod Health Care 1998; 3: 169–78.Kivelä A et al. The effects of two progestogen-only pills containing either desogestrel (75 microgram/day) or levonorgestrel (30 microgram/day) on carbohydrate metabolism and adrenal and thyroid function. Eur J Contracept Reprod Health Care 2001; 6: 71–7.Merki-Feld GS et al. Headache frequency and intensity in female migraineurs using desogestrel-only contraception: a retrospective pilot diary study. Cephalalgia 2013; 33: 340–6.Morotti M et al. Progestin-only contraception compared with extended combined oral contraceptive in women with migraine without aura: a retrospective pilot study. Eur J Obstet Gynecol Reprod Biol 2014; 183: 178–82.Merki-Feld GS et al. Desogestrel-only contraception reduces headache frequency and improves quality of life in female migraineurs. Eur J Contracept Reprod Health Care 2013; 18: 394–400.Merki-Feld GS et al. Positive effects of the progestin desogestrel 75 μg on migraine frequency and use of acute medication are sustained over a treatment period of 180 days. J Headache Pain 2015; 16: 522.Nappi RE et al. Effects of an estrogen-free, desogestrel-containing oral contraceptive in women with migraine with aura: a prospective diary-based pilot study. Contraception 2011; 83: 223–8.Lidegaard Ø et al. Thrombotic stroke and myocardial infarction with hormonal contraception. N Engl J Med 2012; 366: 2257–66.



Health benefits: migraine
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Positive impact of desogestrel 75 μg on migraine 
frequency and use of acute medication over 180 days

Number
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Vorführender
Präsentationsnotizen
Merki-Feld GS et al. Headache frequency and intensity in female migraineurs using desogestrel-only contraception: a retrospective pilot diary study. Cephalalgia 2013; 33: 340–6.Morotti M et al. Progestin-only contraception compared with extended combined oral contraceptive in women with migraine without aura: a retrospective pilot study. Eur J Obstet Gynecol Reprod Biol 2014; 183: 178–82.Merki-Feld GS et al. Desogestrel-only contraception reduces headache frequency and improves quality of life in female migraineurs. Eur J Contracept Reprod Health Care 2013; 18: 394–400.Merki-Feld GS et al. Positive effects of the progestin desogestrel 75 μg on migraine frequency and use of acute medication are sustained over a treatment period of 180 days. J Headache Pain 2015; 16: 522.Nappi RE et al. Effects of an estrogen-free, desogestrel-containing oral contraceptive in women with migraine with aura: a prospective diary-based pilot study. Contraception 2011; 83: 223–8.



Adverse events
• Irregular bleeding/amenorrhoea

• Acne 3%

• Breast pain 4%

• Headache 7.5%

• Vaginitis 3.8%

• Dysmenorrhoea 1%

• Depressed mood 

22.5% discontinued because of irregular bleeding

Ref 1
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Vorführender
Präsentationsnotizen
Anonymous. A double-blind study comparing the contraceptive efficacy, acceptability and safety of two progestogen-only pills containing desogestrel 75 micrograms/day or levonorgestrel 30 micrograms/day. Collaborative Study Group on the Desogestrel-Containing Progestogen-Only Pill. Eur J Contracept Reprod Health Care 1998; 3: 169–78.This study lists adverse events occurring in more than 3% of patients.



POC
How to counsel about changes in bleeding pattern

Definition of bleeding pattern

• Frequent: 5 or more bleeding episodes

• Prolonged: 1 or more bleeding episodes 
of >14 days

• Infrequent: Less than 3 episodes 

• Spotting: Small a mount of blood loss

Ref 1

Topic: POP

Vorführender
Präsentationsnotizen
Belsey EM et al. Vaginal bleeding pattern among women using one natural and eight hormonal methods of contraception. Contraception 1998; 38: 181–206.Before using POC, ensure that the patient understands the most common side effects, especially changes in bleeding patterns. Definitions of vaginal bleeding (reference period: 3 months).1. Normal and regular blood loss: mainly related to the natural cycle or CHC use.2. Unpredictable blood loss:Frequent (more than five episodes of blood loss).Prolonged (one or more episodes of blood loss lasting ≥14 days).Spotting (small amount of blood loss, no need for sanitary protection).Not frequent (of blood loss less than three episodes ).



Bleeding pattern with desogestrel 75µg 
• The rates of prolonged and frequent bleeding decrease 

with duration of use (15% after 1 year)

• Amenorrhoea after 1 year occurs in around 21% of users
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Vorführender
Präsentationsnotizen
Anonymous. A double-blind study comparing the contraceptive efficacy, acceptability and safety of two progestogen-only pills containing desogestrel 75 micrograms/day or levonorgestrel 30 micrograms/day. Collaborative Study Group on the Desogestrel-Containing Progestogen-Only Pill. Eur J Contracept Reprod Health Care 1998; 3: 169–78.



Desogestrel POP 
Emergency contraception with 

ulipristal acetate (UPA)

• Desogestrel reduces the ability of UPA to delay ovulation
• Quick starters should start 5 days after UPA intake
Current POP users
• UPA: From day of UPA use: take a POP break for 5 days and restart on 

day 6; use back-up contraception from day of UPA intake for 12 days*
• LNG: Continue use of POP and use back-up contraception for 5 days; 

might be slightly less efficient in certain situations than UPA
• Copper IUD: A very efficient and the method of choice in high-risk 

situations

Ref 1
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* Same rule for use of UPA and CHC

Vorführender
Präsentationsnotizen
Brache V et al. A prospective, randomized, pharmacodynamic study of quick-starting a desogestrel progestin-only pill following ulipristal acetate for emergency contraception. Hum Reprod 2015; 13: 2785–93.



Desogestrel 75 µg POP
Breastfeeding

Medical condition Desogestrel 75 µg POP Contraceptive counselling
Postpartum:
• Not breastfeeding POC may be started 

immediately postpartum
No additional method is 
necessary

• Breastfeeding
a. <21 days 

postpartum 

b. >30 days -6 months 
postpartum

c. >6 months

Category 2 (WHO, CDC, 2015)

Category 1 (WHO, CDC, 2015)

Category 1 (WHO, CDC, 2015)

No additional method is 
necessary

No additional method is 
necessary

Use additional method in 
first 7 days

POPs can be started any time during breastfeeding and do not have a 
negative impact on the baby

Ref 1
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Vorführender
Präsentationsnotizen
World Health Organization. Medical eligibility criteria for contraceptive use. 5th ed. Geneva: WHO, 2015.Direct evidence demonstrates no harmful effect of POC on breastfeeding performance, and generally demonstrates no harmful effects on infant growth, health or development; however, these studies have been inadequately designed to determine whether a risk of long-term effects exists.



Summary: Desogestrel 75 µg POP

• Safe and highly effective 
• Low-doses: avoid medication which increase 

metabolism 
• Easy to use
• Can be used by women with cardiovascular risk 

factors
• Bleeding irregularity may be a concern for some 

women and needs appropriate counselling
• The POP can  be provided in both clinical and non-

clinical settings 

Topic: POP

Vorführender
Präsentationsnotizen
They are safe. They are highly effective. They are easy to use correctly. They can be delivered in both clinical and non-clinical settings.



Depot medroxyprogesterone acetate 
(DMPA)

An advanced slide kit complementing 
the WHO training tool is available from: 

www.fptraining.org

Topic: DMPA



DMPA: Contents 

• General characteristics of DMPA 
• Contraceptive efficacy and duration of use
• Mechanism of action
• Contraindications
• Health benefits
• Safety
• Side effects and treatment
• Reasons for discontinuation
• Summary

Topic: DMPA



DMPA

• 12 weekly injections of 150 
mg i.m. or 104 mg s.c.

• Inhibition of ovulation
• Highly efficient and user-

independent
• Slow return to fertility (50% 

conceive within 10 months)

Topic: DMPA



DMPA: When to start

• Protects immediately from pregnancy if started on 
day 1–7 of the cycle

• Can be started after day 7 if pregnancy is excluded; 
additional protection is needed (7 days)

• Has no negative impact on lactation or on the baby

Topic: DMPA



Contraindications

• Untreated severe hypertension (≥160/≥100 mmHg) 

• Unexplained vaginal bleeding (before evaluation) 

• Complicated diabetes 

• Acute deep vein thrombosis/pulmonary embolism
• Severe liver disease
• Breast cancer 
• Pregnancy 

Ref 1

Topic: DMPA

Vorführender
Präsentationsnotizen
World Health Organization. Training Resource Package for Family Planning. Progestin-Only Injectable Contraception. Geneva: WHO.Although progestin-only injectables are safe for most women, there are some exceptions. According to the WHO MEC, progestin-only injectables are not generally recommended for women with category 3 conditions. In these situations, the risks of using this method usually outweigh the advantages. Category 3 conditions include: acute blood clot in deep veins of legs or lungs, unexplained vaginal bleeding, severe hypertension (≥160/≥100 mmHg), severe liver disease and most liver tumours, complicated diabetes, and breastfeeding before 6 weeks postpartum.



Health benefits
• Reduction of heavy menstrual bleeding 
• Improvement of dysmenorrhoea
• Inhibition of fibroid growth
• Protection against iron-deficiency anaemia 
• Reduction of sickle cell crises in women with sickle 

cell anaemia 
• Improvement of catamenial epilepsy
• Reduction of risk for endometrial cancer
• Reduction in symptoms of endometriosis 

Topic: DMPA

Vorführender
Präsentationsnotizen
Not all POCs exert the same health benefits, as progestin dosages and types vary.



Safety:  
Metabolic parameters

Parameter 7 months (%)

Cholesterol Unchanged

Triglycerides Unchanged

HDL ↓

LDL ↑

Coagulation factors Limited impact

Insulin level ↑

Ref 1–3

Topic: DMPA

Vorführender
Präsentationsnotizen
1. Westhoff C et al. Depot medroxyprogesterone acetate contraception. Metabolic parameters and mood changes. J Reprod Med. 1996 May;41(5 Suppl):401-6.2. Fahmy K et al. Effect of depo-medroxyprogesterone acetate on coagulation factors and serum lipids in Egyptian women. Contraception 1991; 44: 431–44.3. Fahmy K et al. Effect of long-acting progestagen-only injectable contraceptives on carbohydrate metabolism and its hormonal profile. Contraception 1991; 44: 419–30.No negative impact on cardiovascular outcome according to present evidence.



DMPA: Safety
Small increase in insulin, but overall no 
significant changes in carbohydrate 
metabolism or coagulation factors

No increase in ATE 
No increase in VTE*
Use after VTE and in thrombophilia is WHO 
MEC category 2

*One study indicated a small increase in risk (n=20 patients)
Ref 1,2
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Vorführender
Präsentationsnotizen
Fahmy K et al. Effect of depo-medroxyprogesterone acetate on coagulation factors and serum lipids in Egyptian women. Contraception 1991; 44: 431–44.Fahmy K et al. Effect of long-acting progestagen-only injectable contraceptives on carbohydrate metabolism and its hormonal profile. Contraception 1991; 44: 419–30.



Adverse events do not differ between 
DMPA i.m. and s.c.

Adverse event 
occurring in >5%

DMPA i.m. users, n (%)
(n=266)

DMPA s.c. users, n (%)
(n=263)

Weight increase 39 (14.7) 33 (12.5)
Headache 33 (12.4) 35 (13.3)
Nausea 24 (9.0) 15 (5.7)
Acne 20 (7.5) 20 (7.6)
Depression or mood 
changes

19 (7.1) 20 (7.6)

Decreased libido 16 (6.0) 8 (3.0)
Abdominal pain 16 (6.0) 6 (2.3)
Intermenstrual bleeding 15 (5.6) 15 (5.7)
Abnormal cervical smear 14 (5.3) 9 (3.4)
Injection site reaction 1 (0.4) 21 (8.0)

Ref 1

Topic: DMPA

Vorführender
Präsentationsnotizen
Kaunitz AM et al. Subcutaneous DMPA vs. intramuscular DMPA: a 2-year randomized study of contraceptive efficacy and bone mineral density. Contraception 2009; 80: 7–17.Data not available for three women in the DMPA s.c. group and for two in the DMPA i.m. group.



Relevant adverse events 
• Changes in bleeding pattern 
• Weight gain (mean 2.4 kg/12 months); can 

be much more in some women
• Depression or mood changes 
• Negative impact on peak bone mass 

during adolescence
• Decrease in BMD in the early phase of 

use 

Topic: DMPA

Vorführender
Präsentationsnotizen
Acne is less frequent in DMPA users than in users of other POC including LNG-IUS (clinical experience). Peak bone mass, which can be defined as the amount of bony tissue present at the end of skeletal maturation, is an important determinant of osteoporotic fracture risk in later life.



Over a 12 month period
Amenorrhoea increases to > 60%
Prolonged bleeding decreases to 6%
Irregular bleeding decreases to 15% 

DMPA: Bleeding pattern
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Vorführender
Präsentationsnotizen
Source of slide: WHO, 1987.WHO Special Programme of Research, Development and Research Training in Human Reproduction: Task Force on Long-Acting Agents for Fertility Regulation (WHO). A multicentered phase III comparative clinical trial of depot-medroxyprogesterone acetate given three-monthly at doses of 100 mg or 150 mg. II: The comparison of bleeding patterns. Contraception 1987; 35: 591–607.The majority of women using DMPA experience menstrual changes as a result of the high level of progestin. During the months after the first-second injection, episodes >7 days of unscheduled bleeding/spotting are common. This is potentially due to endometrial instability and subsequent capillary leakage from scant uterine lining. The frequency/duration of these episodes decreases with continued use. Forty-six percent of users will be amenorrhoeic by 1 year; 70% with longer use. Endometrial biopsy studies show a predominance of endometrial atrophy and chronic endometritis. The latter is most often due to atrophy rather than to an infectious process.The most reliable information on bleeding patterns among women using injectables and other hormonal contraceptives comes from a WHO-coordinated multicentre clinical trial in which women kept detailed menstrual diaries. Less than 10% of DMPA users have normal cycles in the first year of use. As indicated on the graph, many DMPA users can expect to have irregular or prolonged bleeding in the first 6 months and then infrequent bleeding or amenorrhoea in the next 6 months and beyond. About 47% of women are amenorrhoeic (have no monthly bleeding) after 1 year of DMPA use and, although not reflected on this graph, about 80% are amenorrhoeic after 2 years of DMPA use.The original data from the WHO trial described the percentages of women in the trial who experienced eight types of bleeding changes at 3, 6, 9 and 12 months of DMPA use. This graph collapses those eight categories of data into four. Data from each of the four categories of prolonged bleeding were added together to form one category of prolonged bleeding. The data on frequent bleeding were added to the data on irregular bleeding and are displayed here as irregular bleeding. The data shown here for amenorrhoea and infrequent bleeding are as originally published.



Adverse event
Weight 

Contraceptive 
method

weight change (kg) Percentage of women 
with particular weight
increase

DMPA (36 months) 5.8 ± (8.7) kg 20% increase >5 kg
DMPA (12 months) 2.4 kg
DMPA (36 months) 3 kg
Implant (24 months) No change (31%)

Increase >5 kg (20%W)
10% increase in body 
weight in 21% of users 

POP (13 months) No change
Copper IUD (36 
months)

0.6 kg

Some women experience a relevant increase in weight with use of DMPA, 
which may lead to discontinuation Ref 1–6

Topic: DMPA

Vorführender
Präsentationsnotizen
Lopez LM et al. Progestin-only contraceptives: effects on weight. Cochrane Database Syst Rev 2016; 8: CD008815.Westhoff C et al. Changes in weight with DMPA subcutaneous injection 104 mg. Contraception 2006; 74: 234–8.Bahamondes L et al. Comparison of weight increase in users of DMPA and copper-IUD up to 5 years. Contraception 2001; 64: 223–5.Vickery Z et al. Weight change at 12 months in users of three progestin-only contraceptive methods. Contraception 2013; 88: 503–8.Urbancsek J. An integrated analysis of nonmenstrual adverse events with Implanon. Contraception 1998; 58 (6 suppl): 109–15S.KorverT et al. A double-blind study comparing the contraceptive efficacy, acceptability and safety of two progestagen-only pills containing desogestrel 75 µg/day or levonorgestrel 30 µg/day. Eur J Contracept Reprod Health Care 1998; 3: 169–78.Ref 1: The Cochrane Database found little evidence of weight gain with progestin-only contraceptives. Some differences were noted when a POC was compared with no hormonal contraceptive. Actual mean weight gain was low for 6–12 months, i.e. less than 2 kg for most studies. However, prospective studies demonstrate that in some DMPA and implant users, there can be a relevant increase in weight, which may lead to discontinuation.



Variable Non-
users

Injectable
users

COC 
users Discontinuers p-

value

Weight in 
kg, mean 

(SD)
2.8 (7.4) 6.2 (8.4) 2.3 (5.5) 2.8 (7.6) 0.02

Prospective study of weight change over 6 years in adolescents 
(n=490) using DMPA, norethisterone enanthate or COCs

Weight gain in adolescents:
DMPA users compared with CHC users, non-

users and discontinuers

Adolescents using DMPA experienced more weight 
gain vs non-users or COC users

Ref 1

Topic: DMPA

Vorführender
Präsentationsnotizen
Beksinska ME et al. Prospective study of weight change in new adolescent users of DMPA, NET-EN, COCs, nonusers and discontinuers of hormonal contraception. Contraception 2010; 81: 30–4.In a study carried out among 490 adolescents followed for 6 years, all groups of women gained weight, but the greatest weight gain was among injectable users. In adolescents who had weight gain >2 kg, the results were similar between those who were non-obese and those who were overweight at baseline.



Estimated absolute 
change in body weight 
from baseline to 
month 36

Adverse event
Weight gain over 3 years in comparison with CHC use

Ref 1

Topic: DMPA

Vorführender
Präsentationsnotizen
Berenson AB et al. Changes in weight, total fat, percent body fat, and central-to-peripheral fat ratio associated with injectable and oral contraceptive use. Am J Obstet Gynecol 2009; 200: 329e.1–8.
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Skin reactions in users of DMPA
and other POPs 

Adverse event POP (%) Implant (%) DMPA i.m., s.c. (%)

Headache 7.5 12.7 13.3
Weight gain 12.1 12.5
Depression 7.3 7.6
Libido decrease 3–6
Acne 3.1 14.5 7.6

• POC cannot be used for treatment of acne 
(or what patients consider acne)

• DMPA users complain less about skin irritation 
compared with implant users

Ref 1–3

Topic: DMPA

Vorführender
Präsentationsnotizen
Kaunitz AM et al. Subcutaneous DMPA vs. intramuscular DMPA: a 2-year randomized study of contraceptive efficacy and bone mineral density. Contraception 2009; 80: 7–17.Anonymous. A double-blind study comparing the contraceptive efficacy, acceptability and safety of two progestogen-only pills containing desogestrel 75 micrograms/day or levonorgestrel 30 micrograms/day. Collaborative Study Group on the Desogestrel-Containing Progestogen-Only Pill. Eur J Contracept Reprod Health Care 1998; 3: 169–78.Blumenthal PD et al. Tolerability and clinical safety of Implanon. Eur J Contracept Reprod Health Care 2008; 13 (suppl 1): 29–36.
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DMPA and Acne
• No prospectively conducted studies are 

available investigating the effect of DMPA on 
acne

• Especially when changing from a combined 
pill to a progestin-only method skin problems 
can appear during the first 3 months

• Skin problems frequently resolve with longer 
duration of use

Topic: DMPA



POC: Mood changes, depression

• POC very rarely initiate depression in predisposed women (clinical reports)

• POC and progestin-releasing devices should not be initiated in women suffering 
from depression (copper IUD might be a better alternative)

• If a woman complains of developing depressed mood while using POC, stop the 
method

• If women have a history of depression and no other option is available, inform 
the patient that mood can worsen and she should come back immediately if this 
happens (start a method which can easily be stopped) 

• This is also true for the LNG-IUS

For DMPA Evidence is lacking; therefore recommendations are based 
on clinical observations with all POC

Ref 1–3
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Vorführender
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Westhoff C. DMPA contraception. Metabolic parameters and mood changes, J Reprod Med 1996; 41: 401–6.Pagaino HP et al. Safety of hormonal contraception and intrauterine devices among women with depressive and bipolar disorders: a systematic review. Contraception 2016; 94: 641–9.Berenson AB. Continuation rates and complications of intrauterine contraception in women diagnosed with bipolar disorder. Obstet Gynecol 2011; 118: 1331–6.Take a good history and ask actively about depressive episodes. It is not prudent to start a POC or LNG-IUS in women with major depression. If there is no other choice, close follow-up is needed. A pill might be the better option to test tolerability.
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Bone density from 
adolescence to menopause 

• Women should achieve peak bone density during adolescence
• The strongest increase in bone density occurs during the first 2 years after 

menarche 

Topic: DMPA

Vorführender
Präsentationsnotizen
Women should achieve peak bone density during adolescence. The strongest increase in bone density occurs during the first 2 years after menarche. To achieve peak bone mass is crucial to reduce the fracture risk in later life. Women start to experience some bone loss during early menopause.



• Women initiating DMPA loose BMD (up to −3% lumbar 
spine/first year)

• Adolescent DMPA users do not gain as much bone mass 
as non-users in this crucial phase for BMD in future life 

• After discontinuation of DMPA, BMD recovers to some 
extent

• Take care in prescribing DMPA in women with other risk 
factors for osteoporosis such as corticoid therapy

DMPA and BMD 

Ref 1–5
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Kaunitz AM. Bone density recovery after DMPA injectable contraception use. Contraception 2008; 77: 67–76.Cromer BA. Bone mineral density in adolescent and young adult women on DMPA. Curr Opin Obstet Gynecol 2003; 15: 353–7.Scholes D et al. Change in bone mineral density among adolescent women using and discontinuing depot medroxyprogesterone acetate contraception. Arch Pediatr Adoles Med 2005; 159: 139–44.Scholes D et al. Injectable hormone contraception and bone density: results from a prospective study. Epidemiology 2002; 13: 581–7.Merki-Feld GS et al. A prospective study on the effects of depot medroxyprogesterone acetate on trabecular and cortical bone after attainment of peak bone mass. BJOG 2000; 107: 863–9.Most studies have found that DMPA users have lower bone density compared with non-users. During adolescence, DMPA prevents the achievement of peak bone density, which is of major importance in decreasing fracture risk after the menopause. A woman’s bones normally reach peak bone density during adolescence.Women who start using DMPA as adults appear to regain most of the lost bone after they stop using DMPA. One study indicated that women who had achieved peak bone mass before the menopause (30–45 years) did not continue to lose bone density at the distal radius. However, it is not yet known whether bone loss in adolescents and young women is completely reversible.Long-term studies are needed to determine whether DMPA use increases the risk of fracture, especially in women who begin using DMPA during adolescence. Currently, DMPA use is not the method of choice during adolescence. If no other methods are available, preventing the risks associated with unwanted pregnancy at a young age outweigh the theoretical risk of fracture later in life.



DMPA and BMD in adolescents

• These data based on a small number of patients indicate that 
adolescents regain some BMD after discontinuation of DMPA; whether 
they regain the complete amount lost is not known

• DMPA use may be considered an option for younger adolescents, after 
weighing its use against the theoretical risk of fracture later in life; 
however, with regard to BMD another form of POC is preferable

Ref 1–5

White bars are discontinuers; A, hip; B, spine; C, whole body
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Kaunitz AM. Bone density recovery after DMPA injectable contraception use. Contraception 2008; 77: 67–76.Cromer BA. Bone mineral density in adolescent and young adult women on DMPA. Curr Opin Obstet Gynecol 2003; 15: 353–7.Scholes D et al. Change in bone mineral density among adolescent women using and discontinuing depot medroxyprogesterone acetate contraception. Arch Pediatr Adoles Med 2005; 159: 139–44.Scholes D et al. Injectable hormone contraception and bone density: results from a prospective study. Epidemiology 2002; 13: 581–7.Merki-Feld GS et al. A prospective study on the effects of depot medroxyprogesterone acetate on trabecular and cortical bone after attainment of peak bone mass. BJOG 2000; 107: 863–9.Most studies have found that DMPA users have lower bone density compared with non-users. During adolescence, DMPA prevents the achievement of peak bone density, which is of major importance in decreasing fracture risk after the menopause. A woman’s bones normally reach peak bone density during adolescence.Women who start using DMPA as adults appear to regain most of the lost bone after they stop using DMPA. One study indicated that women who had achieved peak bone mass before the menopause (30–45 years) did not continue to lose bone density at the distal radius. However, it is not yet known whether bone loss in adolescents and young women is completely reversible.Long-term studies are needed to determine whether DMPA use increases the risk of fracture, especially in women who begin using DMPA during adolescence. Currently, DMPA use is not the method of choice during adolescence. If no other methods are available, preventing the risks associated with unwanted pregnancy at a young age outweigh the theoretical risk of fracture later in life.



• Some epidemiological studies suggest an association 
between use of DMPA and risk of HIV acquisition

• These issues are of critical importance in countries with high 
rates of HIV 

• In women with multiple sexual partners, additional protection 
with condoms is recommended in regions of high HIV 
prevalence

• The overall risk of HIV acquisition is small and should be 
balanced against the risk of pregnancy if no other 
contraceptive method is available or applicable 

DMPA and HIV acquisition

Ref 1
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1. Polis CB et al. An updated systematic review of epidemiological evidence on hormonal contraceptive methods and HIV acquisition in women. AIDS 2016; 30: 2665–83.



DMPA continuation and discontinuation rates
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Reason for discontinuation of DMPA 
(% of discontinuers) in 12 months

Rate of DMPA 
continuation
• 1st year of use 59%
• 2nd year of use 42%
• 3rd year of use 30%

Discontinuation after 24 months is high (58%); main reasons 
relate to bleeding pattern and weight gain

Ref 1,2
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Canto De Cetina TE et al. Effect of counseling to improve compliance in Mexican women receiving DMPA. Contraception 2001; 63: 143–6.Schwallie PC et al. Contraceptive use – efficacy study utilizing DMPA administered as an intramuscular injection once every 90 days. Fertil Steril 1973; 24: 331–9. Ref 2: In this large study the continuation rate ranged from 24% to 59%. More recent studies report lower continuation rates: from 26% to 53% at 1 year, with the most frequent reason for discontinuation relating to a lack of adequate user education regarding bleeding disturbances including amenorrhoea. Counselling about the expected hormonal effects could improve the DMPA continuation rate.Ref 1: In rural Mexico, 175 women who received detailed, structured counselling were compared with 175 women who received routine counselling: the cumulative life table discontinuation rate was 8% for women who received structured counselling vs 32% for those who received routine counselling.



• NSAIDs: ibuprofen 500–800 mg twice daily for 5 days
• Mefenamic acid 500 mg twice daily for 5 days 
• Doxycycline twice daily for 5 days 
• Tranexamic acid 500 mg twice daily for 5 days
• Norethisterone 5 mg 2–3 times per day for 21 days/2–3 

cycles
• Estradiol 2 mg for 7 days or estradiol patch 50µg* 

(if endometrium is atrophic)
• CHCs for 21 days, if not contraindicated
• Shortening  interval between injections *

DMPA
Management of bleeding irregularity

Ref 1–3
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Abdel-Aleem H et al. Treatment of vaginal bleeding irregularities induced by progestin only contraceptives. Cochrane Database Syst Rev 2013; CD003449.Zigler RE et al. Unscheduled vaginal bleeding with progestin-only contraceptive use. Am J Obstet Gynecol 2016; Dec 14 [Epub ahead of print].Mansour D et al. The management of unacceptable bleeding patterns in etonogestrel-releasing contraceptive implant users. Contraception 2011; 83: 202–10.* Recommendations are based on clinical experience.



• Can stop monthly bleeding, but this is not 
harmful
o Blood is not building up inside the woman 

o It is similar to not having menses during pregnancy

o Usually not a sign of pregnancy

• Does not cause an abortion/disrupt an existing 
pregnancy

• Does not make women infertile

DMPA: Myths 

Topic: DMPA
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More information: World Health Organization. Training Resource Package for Family Planning. Progestin-Only Injectable Contraception. Geneva: WHO. 



DMPA: Summary
• Safe, highly effective and easy to use

• Not associated with increased risk for VTE and PE

• Can be started immediately after birth, or 6 weeks after 
birth in lactating women

• Bleeding irregularity may be a concern for some women 
and needs appropriate counselling

• Weight gain may be a concern

• Take care in case of severe depression

• Consider impact on peak bone mass in adolescents

• Can be provided in both clinical and non-clinical settings 

Topic: DMPA

Vorführender
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In conclusion, progestin-only injectables have characteristics that make them a desirable method for many women.They are safe.They are highly effective.They are easy to use correctly.They can be delivered in both clinical and non-clinical settings.Appropriate counselling plays a key role in the provision of injectable contraceptives. While it is relatively simple to administer injectables correctly, providers also need to counsel patients about the characteristics of progestin-only injectable contraceptives, paying special attention to their side effects, and be able to manage side effects.
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