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Statement of Need: Clinicians need to stay informed about the most up-to-date findings
concerning all forms of contraception. Clinicians involved in reproductive health care
should be knowledgeable about new evidence indicating that the copper intrauterine de-
vice (IUD) is not associated with tubal occlusion among nulligravid women. In addition,
they need to be familiar with current recommendations from the World Health Organi-
zation regarding the use of hormonal contraceptive methods and IUDs among healthy
women and those with certain medical conditions.

Goal: The broad mission of the Editorial Board for The Contraception Report is to develop
patient education and professional communication materials that address the benefits
and risks of contraceptives, as well as other reproductive health-related issues, in a scien-
tifically balanced manner.

Educational Objectives: After reading this monograph, participants will be able to:

1) describe the relationship between prior copper IUD use and tubal occlusion among
nulligravid women found by Hubacher et al;

The Dannemiller Memorial Educational Foundation requires that the faculty participating 
in a continuing medical education activity disclose to participants any significant financial 
interest or other relationship (1) with the manufacturer(s) of any commercial product(s)
and/or provider(s) of commercial services discussed in an educational presentation and 
(2) with any commercial supporters of the activity.

David A. Grimes, MD, has performed research supported by Berlex, Ortho-McNeil, and
Wyeth-Ayerst. He has been a consultant for ALZA, GynoPharma, Mead Johnson, Ortho-
McNeil, Schmid, Searle, Schering, Organon, and Gynétics. He has served on the speakers’ 
bureaus of Berlex, GynoPharma, Ortho-McNeil, Parke-Davis, and Wyeth-Ayerst.

Mitchell D. Creinin, MD, has received research support from Wyeth-Ayerst, Berlex, and
Organon. He is a consultant for Berlex and a speaker for Pharmacia,Wyeth-Ayerst, and Berlex.

Vanessa E. Cullins, MD, serves on the speakers’ bureaus of and has attended advisory board
meetings for Ortho-McNeil, Organon, Wyeth-Ayerst, and Pharmacia.

S. Jean Emans, MD, has received research grants and honoraria from Upjohn, Wyeth-Ayerst,
Ortho-McNeil, Syntex, and Pfizer. 

Paula J.A. Hillard, MD, is a consultant for Proctor & Gamble and Wyeth-Ayerst and has 
received research support from Berlex. She serves on the speakers’ bureaus of Pharmacia,
Wyeth-Ayerst, and Proctor & Gamble.

Anita L. Nelson, MD, has received research grants from Berlex, California Breast Cancer 
Research Program, Carter Wallace, Contraceptive Research and Development Program,
Gynétics, R.W. Johnson Pharmaceutical Research Institute, NIH, NICHHD, Organon, 
Ortho-McNeil, Pharmacia, and Unipath. She serves on the speakers’ bureaus or has received
honoraria from Berlex, Gynétics, Eli Lilly, 3M Pharmaceuticals, Ortho-McNeil, Organon, 
Pfizer, Pharmacia, Solvay, and Wyeth-Ayerst.

Alfred N. Poindexter, III, MD, has no relationship that impacts on this activity.

Sharon M. Schnare, RN, FNP, CNM, MSN, has received honoraria from 3M Pharmaceuticals,
Ortho-McNeil, Pharmacia, Eli Lilly, Schering, Merck, and Wyeth-Ayerst.

CME continued on page 14



The Contraception Report • Volume 12, No. 5, October 2001 3

Dear Colleague:

Misplaced fears about intrauterine device (IUD) use, pelvic inflammatory disease, and the 
potential for subsequent infertility have limited access to IUDs, particularly for nulligravid
women. A recent case-control study of 2,000 Mexican women, however, has found that copper
IUD use among nulligravid women was not linked with tubal infertility. Instead, the presence
of antibodies to Chlamydia trachomatis was predictive of tubal occlusion among women who
had never used a copper IUD.  

In 2000, the World Health Organization released a second edition of its landmark guidelines,
Medical Eligibility Criteria for Contraceptive Use. New classifications have been issued for 
the use of various contraceptive methods under certain medical conditions. We review the 
evidence and present a table that summarizes changes made from the 1996 edition. In addi-
tion, we present an updated diagram of the current vaginal ring just approved by the US Food
and Drug Administration on October 3, 2001. Readers who wish to know more about the 
vaginal ring may refer to The Contraception Report, June 2001 (Vol. 12, No. 3).

We hope you find this information useful in your practice.

Sincerely yours,

David A. Grimes, MD
Executive Editor

The
CONTRACEPTION

Report
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Welcome to Our New Editorial Board Members…

A Special “Thank You…”
Earlier this year, four of our Editorial Board members 

rotated off The Contraception Report advisory panel. We
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J. Chaney, Elizabeth B. Connell, Joseph W. Goldzieher,
and Luigi Mastroianni, Jr.

These Associate Editors have shared a wealth of knowl-

edge, years of clinical experience, and superb editing skills.
Their hard work and dedication have been invaluable to
the continuing education monographs, slide presenta-
tions, and two books published under the auspices of 
The Contraception Report. We would like to take this oppor-
tunity to express our heartfelt thanks and appreciation.
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Professor Emeritus, Department of
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The Contraception Report is pleased to welcome four new distinguished clinicians as Associate Editors.
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SUMMARY
New data from a landmark case-

control study support the safety of
copper IUD use in nulligravid women.
The study of almost 2,000 Mexican
women found that previous copper
IUD use was not associated with an
increased risk of tubal occlusion
among women who had never 
been pregnant.1 Furthermore, no
association was found among
infertility caused by tubal occlusion
and duration of IUD use, cause of 
IUD removal, or occurrence of
gynecologic problems related to 
IUD use. On the other hand, the
presence of Chlamydia trachomatis
antibodies, indicating previous
infection, was significantly associated
with tubal infertility.

Study Design
The Mexican case-control study in-

vestigated the association among past
copper IUD use, chlamydial infection,
and subsequent infertility. The study
enrolled 1,895 women between 1997
and 1999. Case subjects consisted of
358 women with primary infertility
who had tubal occlusion documented
by hysterosalpingography. Research-
ers recruited two separate control
groups: 953 women with primary 
infertility who did not have tubal 
occlusion (infertile controls) and 584
primigravid pregnant women. Data
were gathered concerning possible
confounding factors (past use of 
contraceptives, previous sexual rela-
tionships, and history of genital tract
infections. 

Blood samples were taken and test-
ed for antibodies to C. trachomatis for
all cases and controls. This approach,
implemented for the first time in a

case-control study of IUDs, allowed
researchers to gauge the impact of
this particular sexually transmitted
infection on future fertility.

Another strength of the investiga-
tion was its use of two control
groups. Because it remains unclear
whether pregnant or infertile women
serve as the best type of control for
this particular type of study, the de-
sign included both. The investigators
decided to include an infertile con-
trol group for two reasons. One, this
choice ensured that women with
tubal occlusion came from the same
population as the infertile controls.
Two, using an infertile control group
helped to avoid the bias of differen-
tial recall of IUD use according to
diagnosis. On the other hand, the
pregnant control group provided the
opportunity to directly assess the as-
sociation between IUD use and the
inability to conceive.

Results

Contraceptive Use
Analyses of prior contraceptive use

indicated no statistically significant
relationship with tubal occlusion.
When women with tubal occlusion
were compared with infertile con-
trols (and women with no previous
use of contraception served as the
reference group), neither condoms
nor hormonal methods (oral contra-
ceptives and injectables) were
associated with tubal occlusion.
When case subjects were compared
with pregnant controls, however, use
of condoms as the sole birth control
method was associated with a signifi-
cantly reduced risk of tubal occlusion
(odds ratio [OR]=0.5; 95% confidence
interval [CI], 0.3-0.7).

History of Copper IUD Use
Additional analyses compared

women with tubal occlusion and no

prior use of a copper IUD (reference
group) with controls who had used
the device. Copper IUD use was not
associated with tubal occlusion,
whether the control group was infer-
tile women (OR=1.0; 95% CI, 0.6-1.7)
or pregnant women (OR=0.9; 95% CI,
0.5-1.6) [Figure 1]. The lack of associ-
ation remained when examining
duration of IUD use, IUD removal due
to side effects, or gynecologic prob-
lems during IUD use, regardless of
comparison group. In each group, 
6% of women reported prior copper
IUD use.

Presence of C. trachomatis
Antibodies

A history of chlamydial infection
was significantly associated with the
risk of infertility. Women with tubal
occlusion who had never used a cop-
per IUD, as compared with pregnant
controls, had a doubling of risk
(OR=2.4; 95% CI, 1.7-3.2). On the
other hand, among women with past
copper IUD use, past chlamydial in-
fection did not predict subsequent
infertility, no matter which group
served as controls; however, the 
numbers of cases (23), infertile con-
trols (57), and pregnant controls (40)
were small.

Additional Analyses
The researchers performed addi-

tional analyses by reclassifying certain
women as cases. Reclassification oc-
curred under two scenarios: the first
scenario designated women who had
adhesions without tubal occlusion
and who had a history of infection
with C. trachomatis as cases, and the
second scenario included only those
patients who underwent laparoscopy
as cases. Neither of these scenarios 
resulted in a significant association
between copper IUD use and tubal 
occlusion.

Media Scan:
Prior Copper IUD Use Not Associated with Infertility 
among Nulligravid Women

6 The Contraception Report • Volume 12, No. 5, October 2001



Conclusion
Misgivings about copper IUD use

among nulligravid women appear
unwarranted. Women at low risk of
sexually transmitted infections can
be good candidates for IUD use, 
regardless of whether they have had
children. PID and subsequent infer-
tility relate to sexually transmitted
diseases, rather than to use of an 
intrauterine device.2-7
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Figure 1

Risk‡ of Tubal Occlusion among Nulligravid Women with a History of Copper IUD* Use,
by Selected Characteristics
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* Intrauterine device
‡ All odds ratios compare women with tubal occlusion and no prior copper IUD use to infertile controls and pregnant controls who had used the device.

Source: Hubacher D, et al, 2001 (see reference 1).

Ethylene
vinyl skin

Homogenous
ethinyl estradiol/

etonogestrel-
containing core
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Shown actual size
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Ethylene vinyl
acetate

copolymer ring

CORRECTION: In The Contraception
Report Vol. 12, No. 3 (June 2001),
the article on the etonogestrel/
ethinyl estradiol contraceptive
vaginal ring and the graphic on
page 12 describe a version of the
ring used in earlier clinical trials.
The device just approved by the
FDA is a homogeneous design sur-
rounded by an ethylene vinyl skin
(see diagram). It does not contain
two compartments separated by
glass connectors, nor does it use 
the older, Silastic® system. The 
daily hormonal release is 0.12
mg/day of etonogestrel and 0.015
mg/day of ethinyl estradiol, a steady
rate achieved by the use of the eth-
ylene vinyl skin. In the same article,
Figure 3 (page 14) describes two
populations: for clarity, the number
of women in each group was n=800
who completed and n=280 who dis-
continued. We regret any confusion
this may have caused.

Current Design of 
Etonogestrel/Ethinyl Estradiol

Contraceptive Vaginal Ring



In 2000, the World Health
Organization (WHO) released the
second edition of its Medical Eligibility
Criteria for Contraceptive Use
guidelines. This article briefly reviews
changes to the WHO guidelines
concerning hormonal contraceptives
and intrauterine devices (IUDs). 

Introduction
In 1996, WHO released a land-

mark report assessing the evidence
regarding medical eligibility for con-
traceptive use. The guidelines were
designed to assist national family
planning agencies and policy makers
in designing and planning reproduc-
tive health programs and to reduce
programmatic barriers to obtaining
contraceptives. Women may be de-
nied access to effective contraception
if policies are based on outdated med-
ical information, on long-standing
theoretical concerns that have never
been substantiated, or on the person-
al preference or bias of service
providers. Furthermore, in many pro-
grams, contraindications for

contraceptives tend to become very
rigid and relative contraindications
tend to become absolute. This com-
prehensive report was an important
step toward rational, evidence-based
contraceptive practice.

For the updated 2000 publication,
WHO reviewed data from clinical and
epidemiological research published
within the past 5 years.1 The expert
panels examined new evidence and
assigned a classification thought to
balance both benefits and risks while
still providing as full access to contra-
ception as possible. Researchers
evaluated the benefits and risks in
healthy, nonsmoking women and in
women with certain medical condi-
tions or individual characteristics.
Examples of these characteristics in-
clude older age, hypertension, human
immunodeficiency virus (HIV) status,
and migraine history. 

The four-category classification sys-
tem, developed in 1996, serves two
purposes. One, it assists program 
directors and clinicians in ascertain-
ing the overall risk of prescribing a
contraceptive to women with certain
medical conditions. For example, if

the presence of a particular medical
condition creates no obstacle to use,
the condition receives a Category 1
rating (Table 1). A Category 3 rating,
on the other hand, indicates that
women with the condition should
not routinely receive the method un-
less no other contraceptive option
exists and only when close medical
supervision is available. 

Two, the classification system pro-
vides guidance as to the level of
medical education/decision-making
needed under various circumstances.
That is an advantage particularly in
developing nations, where communi-
ty-based distribution workers or
paramedical personnel may be dis-
pensing contraceptives. 

The numerical category assignment
for each condition reflects the quality
and strength of the evidence regard-
ing medical risk. Evidence from
properly designed randomized con-
trolled trials received the most
weight, while evidence obtained from
nonrandomized controlled trials and
case-control studies received less
weight. However, unlike the US Pre-
ventive Services Task Force reports,2

WHO 2000 Contraceptive Medical Eligibility Guidelines
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Table 1

WHO Eligibility Classifications

Use When 
Use When Clinical Limited Clinical

Classification Eligibility Category Judgment Available Judgment Available

1 A condition for which there is no restriction Use method in any circumstance. Yes
for use of the contraceptive method.

2 A condition for which the advantages of using Generally use the method. Yes
the method generally outweigh the theoretical 
or proven risks.

3 A condition for which the theoretical or proven Use of method not usually recommended, No
risks usually outweigh the advantages of unless other, more appropriate methods 
using the method. are not available or not acceptable.

4 A condition that represents unacceptable Method not to be used. No
health risk if the contraceptive method is used.

Source: World Health Organization, 2000 (see reference 1).



the WHO guidelines do not explicitly
rate the strength of evidence behind
each recommendation.

This article presents a table sum-
marizing changes made from the
1996 edition to the 2000 edition for
hormonal methods and IUDs (pages
12-14). In addition, we explore 
the evidence prompting these recom-
mendations. The complete WHO
document also contains current rec-
ommendations for emergency
contraception, barrier methods, the
lactational amenorrhea method, and
sterilization. The entire document 
can be ordered from the publisher 
or accessed online (see page 11 for 
ordering information and the Web
site address).

Modifications in 2000

Oral contraceptives
New evidence indicates elevated

blood pressure and concomitant use
of combined oral contraceptives
(COCs) increases the risk of cardiovas-
cular events. Over the past 5 years,
several studies, including the large
WHO case-control investigation,
found significantly increased risks of
myocardial infarction (MI), venous
thromboembolism (VTE), and stroke
among women who used COCs and
also had a history of hypertension.3-10

For example, WHO found that Euro-
pean women with a history of
hypertension (other than in pregnan-
cy) had a significantly increased risk
of MI if they used COCs, over and
above the risk of hypertension alone
(OR=68; 95% CI, 6-751).10 WHO also
found that if European COC users 
reported having at least one cardio-
vascular risk factor — history of
hypertension, rheumatic heart dis-
ease, diabetes, abnormal blood lipids,
hypertension in pregnancy, or cigar-
ette smoking — their risk of MI was 
37 times greater than non-OC users
who reported having no risk factor
(OR=37; 95% CI, 15-92).

Low-dose COC use by healthy, 
normotensive, nonsmoking women
does not increase the risk of MI or
stroke.11-14 However, the WHO Col-

laborative Study7,8 and others3,12 have
found significantly higher risks of
both ischemic and hemorrhagic
stroke among women who use COCs
and have a history of hypertension.
Studies of US women document no
excess risk of MI or stroke in users of
low-dose COCs because women with
cardiovascular risk factors are general-
ly steered away from using these
products. 

Low-dose COC use in healthy
women is associated with a two- to
threefold increased risk of VTE.6 The
risk of VTE may multiply significant-
ly, however, among those who have
factor V Leiden mutation, a blood
clotting abnormality.15

As a result, WHO guidelines recom-
mend increased caution when
prescribing COCs for women with
cardiovascular risk factors. A Category
3/Category 4 applies to women with
current hypertension, a history of 
hypertension (including during preg-
nancy) where blood pressure cannot
be measured, those who are age 35
years or older and smoke cigarettes,
and those who have multiple risk fac-
tors for arterial cardiovascular disease.
Furthermore, COCs should not be
routinely prescribed (Category 3) for
women who have adequately con-
trolled hypertension (Table 2). The
benefits generally outweigh the risks
(Category 2) for women who are
obese, age <35 years and smoke ciga-
rettes, or who have a history of high
blood pressure during pregnancy but
current blood pressure is measurable
and normal. In addition, the agency
recommends a Category 2 rating for
women who have first-degree family
members with a history of VTE.

WHO also advises greater caution
(Category 3/Category 4) among
women with migraine, with or with-
out focal neurological symptoms. The
only exception is for initiating COCs
in women <35 years of age who have
migraine without focal neurological
symptoms (Category 2). New evi-
dence concerning migraine and stroke
comes from the large WHO Collabo-
rative Study of Cardiovascular Disease
and Steroid Hormone Contraception.

The investigation enrolled 291 Euro-
pean women, aged 20 to 44 years,
with ischemic, hemorrhagic, or un-
classified arterial stroke and compared
them with 736 age- and hospital-
matched controls.16 The adjusted
odds ratios for nonusers of COCs with
a self-reported personal history of mi-
graine were 1.8 (95% CI, 1.1-2.8) for
all stroke and 3.5 (95% CI, 1.3-9.6) for 
ischemic stroke. A personal history 
of migraine alone was not associated
with hemorrhagic stroke. On the
other hand, COC use in women with
a history of migraine was associated
with a sixfold, although nonsignifi-
cant, increased risk of ischemic stroke
(OR=6.6; 95% CI, 0.8-54.8); however,
this OR was based on only four cases
and three controls (Figure 1).

Pooled US data also indicate that
strokes occur significantly more often
among women with migraine.12 Re-
searchers pooled data from two large,
population-based case-control studies.
Low-dose COCs by themselves were
not associated with an increased risk
of stroke. However, the risk of is-
chemic stroke was significantly
doubled among COC users with a
self-reported history of migraine com-
pared with nonusers (OR=2.1; 95%
CI, 1.2-3.7). Others have found simi-
lar results.17,18

Combination injectables
The ratings for combination in-

jectables are similar to those for
COCs. The ratings are based on theo-
retical concerns that combination
estrogen/progestin injectables may
have the same systemic effects as
COCs. The recommendations stand
despite the fact that estradiol levels
are no greater with combination in-
jectables than in normal menstrual
cycles, unlike the pharmacological
ethinyl estradiol levels present in
COC users.

Progestin-only methods
Progestin-only methods — pills, 

implants, and depot medroxyproges-
terone acetate (DMPA)— received
ratings changes essentially in three
areas. 
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Bone density
With respect to bone health, WHO

recommends that the benefits of
using progestin-only contraceptives
outweigh the risks for women of any
age. New evidence suggests bone 
density is stable or increases with
short-term use of levonorgestrel im-
plants.19 On the other hand, the
effect of DMPA is less clear, particular-
ly among young adolescents, who are
forming bone, and women over age
45 years, who may be losing bone as
they approach menopause. Evidence
from WHO suggests that bone density
with DMPA use remains stable or is
associated with small decreases that
occur early after initiation and are

probably reversible, although the im-
pact on teens is uncertain.19 The
WHO Study of Hormonal Contracep-
tion and Bone Health assessed 2,447
women from seven centers in three
regions of the developing world from
April 1994 to June 1997.19 Participants
were women 30 to 34 years of age
who attended family planning clinics
and who had at least 24 months of
lifetime use of COCs, DMPA, or lev-
onorgestrel implants. Bone mineral
density was measured at the midshaft
ulna and distal radius, not ideal loca-
tions because cortical bone is not very
sensitive to hormonal fluctuations. 

Short-term, current users of DMPA
or implants had significantly lower
bone mineral density compared with
those who never used hormonal
methods. The researchers noted, how-
ever, that “the magnitude of changes
in bone mineral density was small
and less than one standard deviation
from the mean of those who never
used steroid contraceptives.”19

Another small prospective, ran-
domized trial of 22 premenopausal
women found that bone density in-
creased during treatment with
implants and remained stable during
short-term use of DMPA.20 As a result
of these findings, WHO recommends
a Category 1 rating for women under
age 18 years who wish to use implants
or progestin-only pills. WHO suggests
a Category 2 rating for women ages
<18 years and >45 years who wish to
use DMPA.

Venous thromboembolism
Based on limited evidence from the

Collaborative Study, WHO experts
suggest greater caution when using
progestin-only methods in women
with risk factors for VTE. Overall,
WHO found no association between
use of progestin-only oral and in-
jectable contraceptives and risk of MI
or stroke.21 They found, however, a
small, but nonsignificant, increased
risk of VTE in women using oral prog-
estin-only contraceptives (OR=1.7;
95% CI, 0.8-4.0) and continuous
progestin-only pills (OR=1.8; 95% CI,
0.8-4.2). In addition, for women with

a history of hypertension, the use of
progestin-only oral and injectable
preparations was associated with a 
12-fold increased risk of all stroke
(OR=12.4; 95% CI, 4.1-37.6). A post-
marketing study of levonorgestrel
implants also found a higher inci-
dence of hypertension and borderline
hypertension in current users (rate
ratio=1.8; 95% CI, 1.1-2.9) compared
to controls.22

Based on these data, WHO recom-
mends several ratings changes. For all
three types of progestin-only meth-
ods, a history of VTE changed from a
Category 1 to a Category 2 rating, cur-
rent VTE changed from a Category 1
to a Category 3 rating, and surgery 
requiring prolonged immobility
changed from a Category 1 to a Cate-
gory 2 rating. In addition, for DMPA,
the presence of obesity, multiple 
cardiovascular risk factors, and con-
trolled hypertension resulted in more
cautious ratings. 

Gallbladder disease
New research also indicates levo-

norgestrel implants may be associated
with a slightly increased risk of gall-
bladder disease. The same postmarket-
ing surveillance study found a higher
incidence of gallbladder disease
among women using implants com-
pared with controls (rate ratio=1.5;
95% CI, 1.0-2.3).22,23 As a result, for
all progestin-only methods, the pres-
ence of gallbladder disease has moved
from a Category 1 to a Category 2 
rating, still indicating the benefits
outweigh the risks.

Intrauterine devices
Based on concerns regarding the

progestin data, WHO gave more cau-
tious ratings to the levonorgestrel
intrauterine system (LNG-IUS). More
conservative classifications were given
for obesity, multiple cardiovascular
risk factors, high blood pressure, VTE,
and migraine with use of the LNG-
IUS. WHO also changed the LNG-IUS
rating for gallbladder disease from
Category 1 to Category 2. Whether
the levonorgestrel released into the
uterine cavity by the LNG-IUS will 
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Figure 1

Risk of Ischemic Stroke in
Young* Women Using Low-
Dose** Oral Contraceptives, 

by Migraine History
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Sources: Chang CL, et al, 1999 and Schwartz SM,
et al, 1998 (see references 12 and 16).



result in systemic effects, however, 
remains unproved.

WHO advises against using IUDs 
in HIV-infected women (Category 3),
a controversial recommendation. 
The main concerns about using IUDs
in HIV-infected women are a poten-
tial increased risk of pelvic infection
among immunocompromised women
and the possibility of increased bleed-
ing or cervical shedding of the virus
resulting in a higher likelihood of 
infecting sexual partners.

These concerns, however, are not
borne out by available evidence. A
prospective cohort study conducted
in Kenya has followed 649 women
(156 HIV-1-infected, 493 noninfected)
using copper IUDs for up to 2 years.24

The percentage of complications was
not significantly different between 
infected and noninfected women
(Figure 2). Similarly, complications
did not differ by immune status (CD4
counts). The incidence of pelvic in-
flammatory disease (PID) was rare in
both groups. In addition, a prospec-
tive study of HIV-1-positive women
indicated that insertion of an IUD did
not alter the prevalence of cervical
shedding of HIV-1-infected cells.25

Thus, the WHO guidelines do not 
appear to be evidence-based here.

On the contrary, the LNG-IUS may
provide benefits to HIV-1-infected
women.26 Some of these advantages
include substantial reductions in
menstrual blood loss and dysmenor-
rhea, and potential for amenorrhea.
In addition, the LNG-IUS is as effec-
tive as sterilization, approved for 
5 years of use, and some evidence 
suggests it may lower the risk of PID
compared with copper IUDs.27,28

WHO has changed its recommen-
dation for continuing the use of an
IUD in the presence of PID. Continu-
ing the use of an IUD while treating
PID has changed from a Category 4 to
a Category 3. 

Other medical conditions
Changes also have been made

under the following medical condi-
tions: initiating a contraceptive in the
presence of unexplained vaginal
bleeding, cervical cancer, and breast

cancer (Table 2). WHO made addi-
tional changes for the conditions of
thalassemia, ovarian cancer, and uter-
ine fibroids (data not shown). For
thalassemia, all methods receive a
Category 1 rating, except for the cop-
per IUD, which receives a Category 2.
For ovarian cancer, all hormonal
methods receive a Category 1 rating,
while IUDs receive a Category 3 for
initiation of the method and a Cate-
gory 2 for continuation. All hormonal
methods receive a Category 1 rating
for the condition of uterine fibroids,
with the exception of IUDs. If uterine
fibroids are present without distortion

of the uterine cavity, IUDs receive a
Category 2 rating. In the presence of
distortion of the uterine cavity, how-
ever, IUDs are not to be inserted
(Category 4). 

Changes also occurred in ratings
concerning cervical and current breast
cancer. For progestin-only pills in
women with cervical cancer or cervi-
cal intraepithelial neoplasia, WHO
changed its rating from Category 2 to
Category 1. Use of progestin-only pills
or the LNG-IUD among women with
current breast cancer went from a
Category 3 rating to Category 4.

References on back cover
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Figure 2

Percentage of Complications of IUD* Use among Women, 
by HIV** Infection Status
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Source: Morrison CS, et al, 2001 (see reference 24).
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49 Sheridan Avenue
Albany, NY  12210

Phone: 1-518-436-9686
Code number: 1931095

Cost: $18.00 + $5.00 
postage/handling



12 The Contraception Report • Volume 12, No. 5, October 2001

Table 2

Summary of Changes from First Edition of WHO Medical Eligibility Criteria for Contraceptive Use

COC = Combination oral contraceptives
CIC = Combination injectable contraceptives
POP = Progestin-only pills

DMPA = Depot medroxyprogesterone acetate
NET-EN = Norethisterone enantate (not available in US)

NOR = Implants
Cu-IUD = Copper intrauterine device

LNG-IUD = Levonorgestrel intrauterine device
NA = Not applicable

Shaded boxes indicate changes
‡ Age categories redefined

‡‡ Lowered from >20 cigarettes/day
* New category

** Formerly excluding

‡‡

DMPA Cu- LNG-
CONDITION COC CIC POP NET-EN NOR IUD IUD

Personal Characteristics and Reproductive History

Pregnancy NA NA NA NA NA NA NA

Age Menarche Menarche ‡Menarche ‡Menarche ‡Menarche
to <40=1 to <40=1 to <18=1 to <18=2 to <18=1 <20=2 <20=2

≥40=2 ≥40=2 18-45=1 18-45=1 18-45=1 ≥20=1 ≥20=1

>45=1 >45=2 >45=1

Smoking

a) Age <35 2 2 1 1 1 1 1

b) Age ≥35
(i) <15 cigarettes/day 3 2 1 1 1 1 1
(ii) ≥15 cigarettes/day 4 3 1 1 1 1 1

Obesity 2 2 1 2 2 1 2
≥30 kg/m2 body mass index (BMI)

Cardiovascular Disease

Multiple Risk Factors for Arterial 3/4 3/4 2 3 2 1 2
Cardiovascular Disease (such as older age,
smoking, diabetes, and hypertension)

Hypertension

a) History of hypertension where blood 3 3 2 2 2 1 2
pressure CANNOT be evaluated 
(**including hypertension during 
pregnancy)

b) Adequately controlled hypertension 3 3 1 2 1 1 1
where blood pressure CAN be 
evaluated

c) Elevated blood pressure levels (mmHg)
(properly taken measurements)
(i) systolic 140-159 or diastolic 90-99 3 3 1 2 1 1 1
(ii) systolic ≥160 or diastolic ≥100 4 4 2 3 2 1 2

d) Vascular disease 4 4 2 3 2 1 2

History of High Blood 2 2 1 1 1 1 1
Pressure during Pregnancy
(where current blood pressure is 
measurable and normal)

*

*



DMPA Cu- LNG-
CONDITION COC CIC POP NET-EN NOR IUD IUD

Cardiovascular Disease (continued)

Deep Venous Thrombosis (DVT)/
Pulmonary Embolism (PE)

a) History of DVT/PE 4 4 2 2 2 1 2

b) Current DVT/PE 4 4 3 3 3 1 3

c) Family history (first-degree relatives) 2 2 1 1 1 1 1

d) Major surgery
(i) with prolonged immobilization 4 4 2 2 2 1 2
(ii) without prolonged immobilization 2 2 1 1 1 1 1

e) Minor surgery without immobilization 1 1 1 1 1 1 1

Neurologic Conditions I = Initiation        C = Continuation

Headaches I C I C I C I C I C I C

a) Nonmigrainous (mild or severe) 1 2 1 2 1 1 1 1 1 1 1 1 1

b) Migraine

(i) without focal neurologic symptoms
‡Age <35 2 3 2 3 1 2 2 2 2 2 1 2 2
‡Age ≥35 3 4 3 4 1 2 2 2 2 2 1 2 2

(ii) with focal neurologic symptoms 4 4 4 4 2 3 2 3 2 3 1 2 3

Reproductive Tract Infections and Disorders

Unexplained Vaginal Bleeding
(suspicious for serious condition) I C I C

Before evaluation 2 2 2 3 3 4 2 4 2

Cervical Intraepithelial Neoplasia (CIN) 2 2 1 2 2 1 2

Cervical Cancer I C I C

(awaiting treatment) 2 2 1 2 2 4 2 4 2

Breast Disease
a) Undiagnosed mass 2 2 2 2 2 1 2

b) Benign breast disease 1 1 1 1 1 1 1

c) Family history of cancer 1 1 1 1 1 1 1

d) Cancer
(i) current 4 4 4 4 4 1 4

(ii) past and no evidence of current 3 3 3 3 3 1 3
disease for 5 years

Pelvic Inflammatory Disease (PID)
a) Past PID (assuming no current risk factors 

of STIs) I C I C
(i) with subsequent pregnancy 1 1 1 1 1 1 1 1 1
(ii) without subsequent pregnancy 1 1 1 1 1 2 2 2 2

b) PID–current or within the past 3 months 1 1 1 1 1 4 3 4 3 
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Table 2 continued

DMPA Cu- LNG-
CONDITION COC CIC POP NET-EN NOR IUD IUD

Reproductive Tract Infections and Disorders (continued)

HIV/AIDSΣ

High Risk of HIV 1 1 1 1 1 3 3

HIV-positive 1 1 1 1 1 3 3

AIDS 1 1 1 1 1 3 3

Gastrointestinal Conditions

Gallbladder Disease

a) Symptomatic
(i) treated by cholecystectomy 2 2 2 2 2 1 2
(ii) medically treated 3 2 2 2 2 1 2
(iii) current 3 2 2 2 2 1 2

b) Asymptomatic 2 2 2 2 2 1 2

Shaded boxes indicate changes
Σ Barrier methods, especially condoms, are always recommended for prevention of STI/HIV/PID.

COC = Combination oral contraceptives
CIC = Combination injectable contraceptives
POP = Progestin-only pills

CME continued from page 2

Cu-IUD = Copper intrauterine device
LNG-IUD = Levonorgestrel intrauterine device

DMPA = Depot medroxyprogesterone acetate
NET-EN = Norethisterone enantate (not available in US)

NOR = Implants

2) state how, in the study by Hubacher et al, previous infection
with Chlamydia trachomatis affected the risk of tubal occlu-
sion among women who had never used the copper IUD;

3) identify the magnitude of the risk of myocardial infarction
among combination OC users who reported at least one car-
diovascular risk factor (as reported by the World Health
Organization [WHO] Collaborative Study on Steroid Hor-
mone Contraception and Cardiovascular Disease);

4) state the WHO classification for using combination OCs in
women who have adequately controlled hypertension; and, 

5) summarize the evidence regarding the safety of copper IUD
use among HIV-infected women.

Educational Method: The information is presented in a mono-
graph, and the reader’s knowledge is tested by the continuing
medical education (CME) quiz. It will take the participant ap-
proximately 60 minutes to complete this lesson and quiz.

Evaluation: A course evaluation form will provide participants
with the opportunity to review the content of the monograph, 
to identify future educational needs, and to comment on any
perceived commercial or promotional bias in the presentation.

Evaluation Instrument: The 10-question, multiple-choice CME
quiz is used as the evaluation instrument.

Intended or Target Audience: This monograph is intended for
obstetricians and gynecologists, family physicians, pediatricians,
adolescent medicine specialists, nurse practitioners, nurse mid-
wives, and others involved in reproductive health care.

CME Information: This activity has been planned and imple-
mented in accordance with the Essential Areas and Policies of 
the Accreditation Council for Continuing Medical Education
(ACCME) through the joint sponsorship of the Dannemiller
Memorial Educational Foundation and Emron. The Dannemiller
Memorial Educational Foundation is accredited by the ACCME to
provide continuing medical education for physicians.

The Dannemiller Memorial Educational Foundation designates
this educational activity for up to 1 hour in Category 1 credit 
toward the AMA Physician’s Recognition Award. Each physician
should claim only those hours of credit that he/she actually
spent in the educational activity.

Provider approved by the California Board of Registered Nursing,
Provider Number 4229 for 1 contact hour.

Source: Adapted from WHO, 2000 (see reference 1).
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CME Quiz Vol. 12, No. 5

The
CONTRACEPTION

Report

1. In the study by Hubacher et al, which of the following
factors was associated with tubal occlusion 

a. past use of a copper IUD

b. duration of IUD use greater than 6 months 

c. past infection with Chlamydia trachomatis

d. IUD removal due to side effects 

2. In the study by Hubacher et al, a history of gynecologic
problems during IUD use was associated with what risk
of tubal occlusion

a. no increased risk

b. 25% increased risk

c. doubling of risk

d. 25% decreased risk

3. The primary goal of the World Health Organization
when revising medical eligibility criteria for contracep-
tive use was to 

a. increase the number of methods available

b. improve access to contraception without causing
undue risk to patients

c. evaluate barrier methods to prevent sexually trans-
mitted disease

d. review cancer data on hormonal methods

4. In the World Health Organization’s classification sys-
tem, a Category 3 rating indicates which of the
following 

a. method may be used without restriction

b. benefits of the method generally outweigh the risks

c. method should not be used 

d. risks of the method generally outweigh the benefits

5. According to pooled US data, which of the following
factors significantly doubles the risk of ischemic stroke
among women using combination OCs 

a. history of VTE

b. hypertension in pregnancy

c. history of migraine

d. obesity

6. The WHO Collaborative Study of Cardiovascular Dis-
ease and Steroid Hormone Contraception found that
European COC users who reported having at least one
cardiovascular risk factor had what risk of myocardial
infarction when compared with non-OC users report-
ing no risk factor 

a. equal risk

b. 5 times the risk

c. 28 times the risk

d. 37 times the risk

7. The WHO Study of Hormonal Contraception and Bone
Health found that bone mineral density with the use of
levonorgestrel implants

a. remained stable or increased

b. remained stable or decreased

c. decreased with short-term use

d. decreased with long-term use

8. According to a recent postmarketing surveillance study,
which of the following methods was associated with a
higher incidence of gallbladder disease 

a. combination injectables

b. progestin-only pills

c. levonorgestrel implants

d. DMPA

9. A prospective cohort study of HIV-1-infected and non-
infected Kenyan women who used copper IUDs for up
to 2 years found that 

a. PID significantly increased in HIV-infected women

b. complication rates did not differ significantly be-
tween HIV-infected and noninfected women

c. lower CD4 counts predicted higher complication
rates in HIV-infected women

d. the IUD increased the prevalence of cervical shed-
ding of HIV-1-infected cells

10. Which of the following medical conditions received a
Category 3 rating (risks generally outweigh benefits)
from WHO for use of COCs

a. obesity

b. cigarette smoking in women <35 years of age 

c. family history of VTE (first-degree relatives)

d. adequately controlled hypertension 

Please mark your answers on the CME Quiz Answer Form.
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