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Learning Objectives

As a result of this lecture, participants will be able to:

1. State which medical condition is addressed for the
first time in the US MEC.

2. For people using DMPA, list 3 medical conditions
that had changes in their US MEC safety category.

3. Describe two changes in the section of the SPR on
bleeding irreqularities during implant use.




Agenda

Updated sections the 2024 QFP
Conventions used in the 2024 MEC and SPR guidelines
Helpful resources for implementation of the 2024 MEC and SPR
Updates and modifications in the 2024 MEC and SPR
Case studies
Chronic kidney disease (CKD)
Sickle cell disease
Conclusion
Audience questions
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Centers for Disease Control and Prevention

WWR Morbidity and Mortality Weekly Report

Recommendations and Reports / Vol. 63 / No. 4 April 25, 2014

QFP 1.0 (2014)
Filling The "Gaps”

Providing Quality Family Planning Services
Recommendations of CDC and the U.S. Office of Population Affairs

-
y
Continuing Education Examination avallable at http://www.cdc.gowmmwr/cme/conted html.

P T

i ; U.S. Department of Health and Human Services
{ m Centers for Disease Control and Prevention

.

Contraceptive counseling

Client-centered reproductive
goals counseling

Pregnancy testing and
counseling

Achieving pregnancy
Basic infertility
Prepregnancy health

Preventive health screening
of women and men



Quality Family Planning (QFP 2.0) Guidelines

* Extensively updated in 2024 by the U.S. Office of Population Affairs
* New sections
- Performance Measures to Track and Improve Quality of Care
- Person-Centered Contraceptive Care Strategies
* Family PACT webinar on October 19, 2022

* https://familypact.org/resources/person-centered-
contraception-counseling-for-family-pact-clients/



https://familypact.org/resources/person-centered-contraception-counseling-for-family-pact-clients/

Link to QFP guidelines

https://www.ajpmonline.
org/article/SQ749-
3797(24)00310-6/fulltext

American Journal of

Preventive Medicine

SPECIAL ARTICLE

Providing Quality Family Planning Services in the
United States: Recommendations of the U.S. Office
of Population Affairs (Revised 2024)

Sarah E. Romer, DNP, FNR," Jennifer Blum, MPH,” Sonya Borrero, MD, MS,”

Jacqueline M. Crowley, MPH,” Jamie Hart, PhD, MPH," Maggie M. Magee, MPH,”
Jamie L. Manzer, PhD, MPP,” Lisa Stern, RN, MSN, MA"

This update, titled Providing Quality Family Planning Services” in the United States: Recommenda-
tions of the U.S. Office of Population Affairs (Revised 2024), provides recommendations developed
by the Office of Population Affairs (OPA) within the Office of the Assistant Secretary for Health at
the U.S. Department of Health and Human Services (HHS). These recommendations represent an
update to Providing Quality Family Planning (QFP) Services: Recommendations of the Centers for
Disease Control and Prevention (CD(C) and the U.5. Office of Population Affairs (OPA), originally
published in 2014. The updated recommendations outline how to provide quality sexual and repro-
ductive health (SRH) services for people of reproductive age but can also be used to guide the care
of people of any age when the content is relevant to their needs, including family-building services,
contraception, pregnancy testing and counseling, early pregnancy management, sexually transmit-
ted infections (5T1s) and human immunodeficiency virus (HIV) prevention and testing services,
and other preventive health services. The recommendations aim to enable health care providers
with the knowledge, skills, and attitudes to ensure that all people, regardless of individual character-
istics such as sex, sexual orientation and gender identity, age, disability, or race, can have their SRH
needs met. The primary audience for these recommendations is providers and potential providers
of SRH services to people of reproductive age, such as providers working in clinical settings dedi-
cated to SRH service delivery, including those funded by the Title X family planning pmgram-" as
well as primary care providers and other subspecialty providers who may identify SRH needs and
make referrals.

During the past decade, several changes have taken place in the United States that have affected
SRH care delivery, including technological advances, recognition of long-standing inequities, and
other legal and regulatory changes. This broader context has been considered in designing the
updated recommendations.

This update of the QFP aims to provide guidance on the provision of person-centered SRH care
focused on individuals’ needs, values, and preferences. The update offers specific recommendations
for how to provide high-quality SRH care and connects users to relevant guidelines, primary
research, and other resources to inform best practices. In addition to incorporating new evidence,
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@) Explore the QFP Download the QFP @) About the QFP

@ QFP Guide

‘ Providing Quality Family Planning (QFP)
Services in the United States
Recommendations of the U.S. Office of Population Affairs
(Revised 2024)
n

Search the QFP for key topics... httpS//WWqung|deOrg/ Q

The QFP is for any and all health care providers who care for patients of reproductive age. QFP
provides information on the following topics:

Fundamentals of Sexual Determining an Individual's Person-Centered STl and HIV Services Family Building
and Reproductive Health Meed and Desire for Contraceptive Care
Care Delivery Services Delivery
Pregnancy Testing and Early Pregnancy Screening and Other Using Performance Summary
Preventive Health Care Measures to Track and

Counseling Management


https://www.qfpguide.org/

US MEC: Focus on Safety for Contraceptive Users USMEC

US Medical Eligibility Criteria
for Contraceptive Use, 2024

U.S. Centers for Disease Control and Prevention

MMWR Morbidity and Mortality Weekly Report

Recommendations and Reports /Vol. 73 / No. 4 August 8, 2024

U.S. Medical Eligibility Criteria for
Contraceptive Use, 2024

https://www.cdc.gov/mmwr/volumes/73/rr/pdfs/rr7304a1-H.pdf


https://www.cdc.gov/mmwr/volumes/73/rr/pdfs/rr7304a1-H.pdf

US SPR

US Selected Practice

US SPR 2024: Focus on Efficacy and Acceptability ===

Centers for Disease Control and Prevention

MMWR Morbidity and Mortality Weekly Report

Recommendations and Reports /Vol. 73 /No. 3 August 8, 2024

U.S. Selected Practice Recommendations for
Contraceptive Use, 2024

https://www.cdc.gov/mmwr/volumes/73/rr/pdfs/rr7303a1-H.pdf


https://www.cdc.gov/mmwr/volumes/73/rr/pdfs/rr7303a1-H.pdf

US Medical Eligibility Criteria, 2024 S

Cat | Definition Recommendation
2 | Advantages generally outweigh More than usual follow-up needed
theoretical or proven risks

*In certain settings, category 3 might mean that a special consultation is warranted



US MEC: The “Last Column” USMEC

Clarification/Evidence/Comments

 Clarifications are a necessary element of the recommendation

- Clarifies the numeric category when the number does not
adequately capture the recommendation

- Summarizes the evidence for the recommendation if it exists

- When no evidence is available, it accounts for perspectives from
the WHO or U.S. expert meetings

- Comments provide additional rationale about the recommendation
- Additional detail that can be used for counseling and referrals




US MEC

2024 US MEC: Headaches L

Non-migrainous

Migraine

Without aura
With aura

Clarification/Evidence/Comment

« Classification depends on accurate diagnosis of those severe headaches that are
migraines or not, as well as diagnosis of ever experiencing aura

» For more information, see the International Headache Society's International
Classification of Headache Disorders, 3rd ed.

* Any new headaches or marked changes in headaches should be evaluated

« Classification is for persons without any other risk factors for stroke



US MEC
US MEC/SPR: 2024 Updates US SPR

« Emphasis on person-centered counseling and method provision
- Reproductive autonomy
- Shared decision making
- Person-centered approach to contraceptive decision-making
 Use of gender-inclusive language
« Updated terminology for certain conditions, e.qg.
- Thrombophilia and hematologic conditions
- Subcategories for cirrhosis and solid organ transplantation



Using the US MEC/SPR to US MEC
Support Contraceptive Decision Making US SPR

* A person-centered approach to contraceptive decision-making

- Prioritizes a person’s preferences and reproductive autonomy
rather than a singular focus on pregnancy prevention

- Respects the person as the main decision-maker, and

- Respects the decision to discontinue or not to use
contraception



2024 US MEC/SPR App

CDC Contraception 2024 (i

MEC by Condition

MEC by Method

SPR

Saved

CDC Contraception 2024

Select Condition

Age +
Anatomical abnormalities +
Anticonvulsant therapy +
Antimicrobial therapy +

Antiretrovirals used for prevention
(PrEP) or treatment of HIV infection

Benign ovarian tumors 0
(including cysts)

Breast disease +

Breastfeeding W

+~— BACK CONTINUE

CDC Contraception 2024

SPR

How To Be Reasonably Certain That A
Patient Is Not Pregnant

>

Testosterone Use And Risk For
Pregnancy Among Transgender,
Gender Diverse, And Nonbinary
Persons With A Uterus

Cu-IUD >

LNG-IUD >

HISTORY




: US MEC
2024 MEC/SPR: Online Access US SPR

' ~ ‘ Contraception
" ‘ EXPLORETOPICS v ‘

U.S. Medical Eligibility Criteria for Contraceptive Use, R
2024 (MEC)

AT A GLANCE Health Care Providers

CDC Contraceptive Guidance for

The 2024 LU.S. Medical Eligibility Criteria for Contraceptive Use (U.S. MEC) comprises recommendations for the use of specific
contraceptive methods by persons who have certain characteristics or medical conditions, U R S 5 PH

Quality Family Planning (QFF)

Provider Tools

U.S. Selected Practice Recommendations for

Contraceptive Use, 2024 (US. SPR)

AT A GLANCE

The 2024 U.S. Selected Practice Recommendations for Contraceptive Use (U.S. SPR) addresses a selected group of common, yet
sometimes complex, issues regarding initiation and use of specific contraceptive methods.

* https://www.cdc.gov/contraception/hcp/contraceptive-guidance/



https://www.cdc.gov/contraception/hcp/contraceptive-guidance/

Updated US MEC/SPR Provider Tools

« US MEC summary table
« US SPR quick reference charts
When to start contraceptive methods and routine follow up

- What to do if late, missed, or delayed CHC or POP
- Management of IUD when PID is found

Management of bleeding irregularities while using contraception

of Bleeding Irregularities While Using Contraception”

T
If one hormonal pill s late or If two or more consecutive hormonal plls
I I "hm d'f"“";‘ip"' ':‘"‘“”" (>3 hours since a pill missed (<48 hours since a have been missed (248 hours since a pill
iy L ave been taken) pill should have been taken) should have been taken)
CHC users (extended
CulUD users LNG-UD users
I - I I [ I Implant users DMPA users I I ool ) I l l l
I I
P AN, e i - P « Take one pill a5 s00n as possible. « Take the ate o missed pill « Take the last missed pill as s00n as
oM e aeneies prolonged bieeding: reatment may be bieeding P St « Continue taking pills daily, one each day, at the 3 s00n as possible. possible.
orfor heavy repested s reeded +NSAIDL 57 doys for 34 comsecutive same time each day, even if it means taking two « Continue taking one pill « Continue taking one pill a day until the
o prolonges i pills on the same day. aday until the pack is pack s finished (one or more missed pills
bleeding <ot reccmmended « Abstain from sexual Intercourse or use barrier finished. will remain in the pack)
- Trestments for temporary mprovement for rorges
+ NSAIDL 57 doys sreapat e e g the st 21 methods (e.g, condoms) until pills have been taken « Noadditional « Abstain from sexual intercourse of use
& estment (e.g. 2030 pg £ “NSAIDn, 57 days days of extended or correctly, on time, for 2 consecutive days. contraceptive protection barrier methods (e.g, condoms) until
€OCs or estrogen) - Hormona testment P « Emergency contraception should be considered is needed. hormonal pills have been taken for 7
+ AntBrinolyt agents (e g tanenamic (e.9. low dose COCs ¢ . e (with the exception of UPA) if the patient has had
20, $ days estrogeni, 1020 days  csdmreed unprotected sexual intercourse. « Emergency contraception should be
Prmanth bacome considered (with the exception of UPA) if
":"""‘”’ hormonal pills were missed during the first
Treotment whose eflects might perin for o week and unprotected sexual intercourse
some tiee aftes treatment cessation occurred during the previous 5 days.
+ NSADs e, celecout, Buprolen, o
s « Emergency contraception may also be
=—esrrosgs e considered (with the exception of UPA) at
other times as appropriate.
oo - —en Abbreviations: POP = progestin-only pit UPA = ulipristal acet
SOy or ‘Source: For full recommendations and updates, see the U.S. Selected Proctice Recommendations for Contraceptive Use webpage at hitps, v .co




For accessible version, please see the summary of dlassifications at

Summary Chart of U.S. Medical Eligibility Criteria for Contraceptive Use (U.S. MEC)

fwwwcdc govicontraception/hch/usmed.

Updated in 2024. This summary sheet only contains a subset of the recommendations from the U.S. MEC. For complete guidance, see: https://www.cdc.qov/contraception/hcp/usmed/. Most contraceptive methods do not protect against STls. Consistent and correct use of the external (male) latex condom reduces the risk of STls and HIV.
Please see NIH quidelines for up to date recommendations on hormonal contraception and ARVs: hitps://dinicalinfo.hiv.gov/en/qui =

-age-overview view="full#table-3 and https://clinicalinfo.hiv.gov/en/quidelines/hiv-dlinical-

uidelines-adult-and-adolescent-arv/drug-interactions-overview?view=full.

KEY:

1 = No restriction (method can be used) 2 = Ad ges g lly

| or proven risks 3 = Theoretical or proven risks usually outweigh the advantages

4 = Unacceptable health risk (method not to be used)

Condition Sub-Condition Cu-luD  LNG-IUD Implant DMPA POP Condition Sub-Condition Cu-lUD  LNG-IUD Implant  DMPA
1| c|1]c]| c|1]c]| e Ic| | c| c| | |
Age Diabetes a. History of gestational disease
g Menarche to | Menarche to | Menarche to | Menarche to | Menarche to | Menarche to b. Non,;tmg, disease
<20yrs:2 <20yrs:2 <18yrs:1 <18yrs:2 <18yrs:1 <40 yrs:1 i- Non-insulin dependent 1 2 2 2 2 2
S0ys1 | =20y | 1845y | 1845y | 1845y | >d0ys2 . Insulin dependenf? 4 z 2 z 2 2
; p : c. Nephropathy, retinopathy, or neuropathy* 1 2 2 3 2 3/8*
>45yrs1 21 ] d. Other vascular disease or diabetes of 1 2 2 3 2 3/4%
Anatomical a. Distorted uterine cavity 4 4 >20 years’ duration*
abnormalities D t
b. Other abnormalities 2 2 nd | ancer® e 7 T 2[4 I‘I 2 : : : :
— - E @nce
Anemia, iron-defidency 2 1 1 1 1 1 End ial hyperplasia 1 1 1 1 1 1
Benign ovarian tumors (including ysts) 1 1 1 1 1 1 E iosi 2 1 1 1 1 1
Breast disease a. Und.iagnosed mass 1 2* 2* 2% 2% 23 Epilepsy* (see also Drug Interactions) 1 1 1+ 1% 1% 1%
b. Benign breast disease 1 1 1 1 1 1 Gallbladder disease a. Asym i 1 2 2 2 2 2
<. Family history of cancer 1 1 1 1 1 1 b. Symptomatic
d. Breast cancert i. Current 1 2 2 2 2 3
i. Current 1 4 4 4 4 4 ii. Treated by cholecystectomy 1 2 2 2 2 2
ii. Past and no evidence of current disease for 5 years 1 3 3 3 3 3 iii. Medically treated 1 2 2 2 2 3
Breastfeeding a. <21 days postpartum 2* 2 2* a4 Gestational trophobl a. Suspected GID (immediate postevacuation)
b. 21 to <30 days postpartum disease (GTD)* i.. Uterine size first trimester 1% 1* 1* 1* 1* 1*
i. With other risk factors for VIE 2* 2* 2% 3* ii. Uterine size second frimester 2% 2% T 1* 1* 1%
ii. Without other risk factors for VTE 2 2y 2% 3% b. Confirmed GID
¢ 30-42 days postpartum i. Undectectable or non-pregnant B-hCG levels e 1% 1] 1* 1* 1* 1* 1
i. With other risk factors for VIE 1™ 2% ™ 3* ii. Decreasing B-h(G levels 2* I 2 e 1= iz = 1*
ii. Without other risk factors for VTE 1* 1™ s 2* ii. Persistently elevated B-h(G levels
d. >42 days postpartum 1% * = 2% or malignant disease, with no evidence or suspicion 2% g% | 2% | 1% 1* 1* 1% 1%
Cervical cancer Awaiting treatment BN 2 BN 2 2 2 1 2 of intrauterine disease
Cervical ectropion 1 1 1 1 1 1 iv. Persistently elevated B-h(G levels
Cervical intraepithelial or malignant disease, with evidence or suspidon a8 2+ mas 2+ 1* 1* {iE i
lasi 1 2 2 2 1 2 of intrauterine disease
Chronic kidney disease a. Current nephrotic syndrome 1 1 28 2 2 3 2/4* 4 Headaches a. No.nm.igraine (mild or severe) 1 1 1 1*
b. Hemodialysis IR 2 | 2 2 3 2/4% 4 b. Migraine
¢ Peritoneal dialysis 2 1 2 2 2 3 2/4% a | Wi\lhnur aura (includes menstrual migraine) 1 1 1 1 1 2*
Girrhosis a. Compensated (normal liver function) 1 1 1 1 1 1 i With aura 1 1 1 1 1 L
b. Decompensated® (impaired liver function) 1 2 2 3 2 4 History of bariatric surgery? | 2. Restrictive procedures J U d U U 1
Cystic fibrosis* 1™ L L 2* = 1 b. Malabsorptive procedures 1 1 1 1 3 Lf:a
Deep venous thrombosis a. Current or history of DVT/PVE, receiving 2% 2% 2% 2% 2 3 P/R: 1
(DVT)/Pulmonary embolism | anticoagulant therapy (therapeutic dose) History of chol a. Pregnangy related 1 1 1 1 1 2
(PE} b. History of DVT/PE, receiving anticoagulant therapy b. Past COC related 1 2 2 2 2 3
(prophylactic dose) History of high blood pressure 1 1 1 1 1 2
i. Higher risk for recurrent DVT/PE 2 2* 2y 3 2* 4% during pregnancy
: mw”friélhfo;;;mmm DVI/PE - 2* 2* 2% 2* 2% 3* History of pelvic surgery (see also Postpartum [including cesarean delivery]) 1 1 1 1 1 1
¢ History o , not receiving anticoagulant therapy AV . * * | 1% | 1%
i Fligher rik for recurrent DVI/PE 1 2 2 3 2 g e oLl L s - . L L
i, Lower risk for recurrent DVI/PE 1 2 2 2 2 3 b. iV okedion .~ - I f 1l L
4. Family history (frst-degree relatives) 1 1 1 1 1 2 i.. Clinically well receiving ARV therapy 1 1 1 1 If on ARV, see also Drug Interactions. 2
Depressive disord; 1* 1# 1# 1# 1% 1% ii. Not dinically well or not receiving ARV therapy* 2 1 2 1 Ifon ARV, see also Drug Interactions. %

Abbreviations: ARV = antiretroviral; C = continuation of contraceptive method; CHC = combined hormonal contraceptive (pill, patch, and ring); COC = combined oral contraceptive; Cu-IUD = copper intrauterine device; DMPA = depot medroxyprogesterone acetate; | = initiation of contraceptive method; LNG-IUD =
POP = progestin-only pill; P/R = patch/ring; SSRI = selective serotonin reuptake inhibitor; STI =

levonorgestrel intrauterine device; NA = not applicable;
sexually transmitted infection; VTE = venous thromboembolism. *Condition associated with increased risk as a result of pregnancy. *Please see the complete guidance for a dlarification to this classification: https://www.cdc.gov/contraception/hep/usmed/.

U.S. Medical Eligibility Criteria for Contraceptive Use, 2024 (U.S. MEC) | Contraception | CDC



https://www.cdc.gov/contraception/hcp/usmec/index.html

Summary Chart of U.S. Medical Eligibility Criteria for Contraceptive Use (U.S. MEC)

Condition Sub-Condition Cu-lUD LNGIUD Implant DMPA POP CHC
1 C | C 1 C 1 C 1 C C
Hypertension & Adequately contfalled hypeltension 1= = 1= F 1= 3= Rheumatoid a. Mot on immunosupplessive thelapy 1 1 1 1 Fi
] arthritis b. On immunasupplessive thefapy 2 | | 1 1 2/3* 1 Fi
b. Blevated blood pressure bewels - — -
| praperly taken memsurements) Schistosomiasis a. Uncomaplicated 1 1 1 1 1 1
P P FT T e T T ™ = o = o o b. Fibdosis of the livet* (i severe, see also Girfiosis) 1 1 1 1 1 1
ii. Systolic 2160 of diastolic =100 1* 2* o 3+ z* [Q f::;::?,;?;ﬁ;'md : ;:':::;E”:i;:;nn ftis o chlzmyelinfectioncl | g ) g+ | g | 2+ 1 1 1 1
< Vascular disease 1" 2" 2" 2 2" 2 b. Vaginitis {incuding Trichomanas vaginalis and 2lala2la2 1 1 1 1
Inflammatory bowel disease | (whoerative colitis or Crohn's disemss) 1 1 1 2 2 2/3% bactevial vagingsis)
\schemic heart disease’ Cuffent and history of 1 7 3 2 3 3 2 3 4 r. Othef factols felated to 5T1s | 2 =] 2 1 1 1 1
Liver tumors 2 Benign Sickle cell disease’ 2 1 1 2/3% 1 4
i. Focal nodular hypefplasia 1 2 2 2 2 2 Smoking 3. Age <35 1 1 1 1 1 2
i Henatocellular adenoma® 1 2 2 3 2 F b. Age =35, <15 oigalettes/day 1 1 1 1 1 3
b. Malignant* (hepatocelluior carcinomal 1 3 3 3 3 4 r Age =35, =15 cigafettes/day 1 1 1 4
Malaria 1 1 1 1 1 1 Solid organ . a. No graft failure 1 1 1 1 2 /3% ] i
Multiple risk factors for (e.g, older age, smoking, diabetes, kypertension, low tra nspl_antatlen b. Graft failufe 2111211 2 2/3* 1 4
atheresclersticcardiovascular| KDL, bigh L0, or high trighyceride levels) 1 2 2% 3* 2" 3j4% Stroke Histofy of celeblovasculal acodent 1 2 [ 3 | 4
disease Superficial vemous disorders | a. Valicose veins 1 1 1 1 1 1
Multiple sclerosis & Without pfolonged immability 1 1 1 2 1 1 b. Superficial venous thiembosis (govie or Aistory] 1 1 1 Fi 1 3=
b. With probonged immobility 1 1 1 2 1 3 Surgery &. Minor surgefy without immeobhilization 1 1 1 1 1 1
Obesity 2. Body mass index (EMI) =30 kg/m? 1 1 1 1 1 F b. Majol surgely
b. Menafche to < I8 yeals and BMI =30 kg/m’ 1 1 1 2 1 2= i. Without prolonged immobilization 1 1 1 1 1 2
(Ovarian cancer’ 1 1 1 1 1 1 ii. With prolonged immaohilization 1 1 1 Fi 1 4
Parity 2 Mulliparous 2 2 1 1 1 1 Systemic lupus erythematosus’| 2. Positive (ol unknown) antiphesphaliped antibodies 1= 1= X F i 3= 3= = 4=
b, Palows 1 1 1 1 1 1 b. Sevele thiambocytopenia 3| 2= 2# i 3% 2% 2% i
Past ectopic pregnancy 1 1 1 1 =i 1 . Immunosuppiessive thelapy 2| 1* 2% = 2% 2= 2* =
Pelvicinflammatory 3 (ument 4 | 2| 4 | i 1 1 1 1 d. Home of the above =] 1= 2% Fi 2% | 2% F i F i
disease b. Past Thalassemia 2 1 1 1 1 1
i. With subsequent plegnancy 1 | 1 1 | 1 1 1 1 1 Thrombophilia* ™ F F E o 2 4%
ii. Without subsequent plegnancy 2 [2[2]32 1 1 1 1 Thyroid disorders Simple goitel, hyperthyfoid, of hypothyroid 1 1 1 1 1 1
Peripartum cardiomyopathy® | 3. Normal of mildly impeired cafdiac function Tuberculosis® a. Honpelvic 1 1 1 1 1= 1* 1* 1=
i.. < months 2 2 1 2 1 4 (vee alse Drug interactions) b, Pekvic 4 3 4 3 1 1% 1= 1=
iL =6 months 2 2 1 2 1 3 Unexplained vaginal bleeding | [suspicious fof sefious condition) befole evaluation 4= 2| 4| 2~ = 3= 2= 2.
b Moderately of sevefely mgeiled crdiac function 2 2 2 3 2 4 Urerine fibroids 2 2 1 1 1 1
Postabortion aFifst tlimestel aboltion Valwular heart disease a. Uncomaplicated 1 1 1 1 1 Fl
[spontaneous or induced) i. Frocadural sangicaf) 1* 1* 1* 1% 1= 1= b. Complicated® 1 1 1 2 1 ]
ii. Medication 1= Ll L LIF 1= 1= Vaginal bleeding patterns 2. |[Tequlal pattern without heavy bleeding 1 1]1 2 2 2 1
il Spontaneous aboftion with no intelvention 1= 1= 1= ™ 1= 1= b. Heawy of plolonged bleeding F 1= | i o g Fo 1=
b. Second tlimester abortion Viral hepatitis a. Acute of flafe 1 1 1 1 1 3/4%] 2
| F'-J:gch_aI {sargicaf] 2% = 1= ™ 1= 1= b. Chranic 1 1 1 1 1 F] F]
iL Medication 2% = 1= 1% 1= 1=
iii. Spontanecas aboftion with no intelvention 2% i 1= 1= 1= 1= Antiretrovirals (ARVS) Fusampdenarif (FPY]
. Immediate postseptic aboltion 4 4 1= 1= 1= 1= used for prevention [PrEP) or yze] 1 12| 1 2% 2% 2% 3=
Fostpartum 3. <11 days 1 2 1 4 treatment of HIV' All other ARVs afe 1 of 2 fof all methods
[nonbreastfeeding) b. 21 days to 42 days Anticonvulsant therapy 2. Celtain anticonvulsants (phenytoin, calbamazeping, 1 1 5% - 3% 3%
i. With other risk factors for VTE 1 2 1 3* barbiturates, primidane, topifamate, oxcarbazepine)
iL. Withowt other Tisk factofs for VTE 1 1 1 3 b. LamatTigine 1 1 1 1 1 ki
o 4] days 1 1 1 1 Antimicrobial therapy a. Broad-spectfum antibiotics 1 1 1 1 1 1
Postpartum & = 10 minutes after delivedy of the placenta F = b. Antifumgals 1 1 1 1 1 1
(including cesarean b. 100 ménwhes aftel delively of the placenta to <4 weeks F 2+ . Antipafasitics 1 1 1 1 1 1
delivery, breastfeeding, or . =dweaks 1+ 1% d. Rifampin of rifabutin therapy 1 1 24 1% 3 3
nmanbreastfeeding) d. Postpartum sepsis 4 [] S5Rls 1 1 1 1 1 1
Fregnancy 4= 4% NA* NA*® NA* NA* 5t. John's wort 1 1 2 1 7 2
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2024 U.S. MEC Updates




US MEC 2024: New Recommendations e

 Addition of chronic kidney disease
- Nephrotic syndrome
- Hemodialysis
- Peritoneal dialysis
* Inclusion of additional contraceptive methods since 2016
- New formulations of combined pills, patches and vaginal rings
- New formulations of progestin only pills
- All four levonorgestrel IUDs
- Vaginal pH modulator

Note: Twirla, Annovera, all four LNG IUDs, and Phexxi are FPACT benefits



US MEC

US MEC 2024: Chronic Kidney Disease (CKD) o

MEC Category 1/2 - MEC Category 3/4
Chronic kidney disease Chronic kidney disease
« With nephrotic syndrome « With nephrotic syndrome
* On hemodialysis * On hemodialysis
« On peritoneal dialysis « On peritoneal dialysis
Copper IUD, LNG-IUD, implant, barrier, CHC, DMPA,
norgestrel & norethindrone POP DRSP POP* (with known hyperkalemia)

« .
POP: Progestin-only pill If known hyperkalemia, do not use DRSP POPs

CHC: Combined hormonal contraception because of the risk for worsening K+ (MEC 4).

DMPA: Depot medroxyprogesterone acetate I or persons with CKD without known
DRSP: Drospirenone hyperkalemia (MEC 2), consider checking serum

LNG: Levonorgestrel K+ during first cycle of DRSP POPs



US MEC 2024: Updated Recommendations T

Postpartum

Post-abortion (including medication abortion)

Cirrhosis

Liver tumors: hepatocellular adenoma

Solid organ transplant

High risk for HIV (interim update previously published in 2017 and 2020)
Systemic lupus erythematous (SLE): positive or unknown antibodies
Sickle cell disease

DVT/PE: on anticoagulation therapy

Increased risk of DVT/PE (e.g., major surgery with prolonged immobilization,
thrombophilia, superficial venous thrombosis, valvular heart disease,
peripartum cardiomyopathy)



US MEC 2024: Updated Recommendations (Appendix A)

Less concern about safety

3/4 - 1/2

Solid organ transplant, graft failure (IUD initiation)
SLE, positive or unknown antibodies (LNG-IUD,
implant, POP)

 Decompensated cirrhosis (LNG-IUD, implant, POP)

Hepatocellular adenoma (LNG-IUD, implant, POP)

2 2> 1

* High risk for HIV (IUDs)
» Solid organ transplant, no graft failure (IUDs)

* Major surgery with prolonged immobilization
(LNG-IUD, implant, POP)

4 - 3

* DVT/PE on anticoagulation therapy
(therapeutic dose) (CHCs)

More concern about safety
1/2 > 3/4

* Increased risk of VTE (DMPA)

* Sickle cell disease (CHCs, DMPA)

* Peripartum cardiomyopathy, impaired cardiac
function

1 - 2

* Conditions with increased risk of VTE (DMPA)

* Postpartum, <10 minutes after delivery (IlUDs)

* Postabortion, 1sttrimester med abortion with
mifepristone @ abortion initiation (DMPA)



Changes that reflect more concern about safety (DMPA)

1/2 > 3 I

« H/o DVT/PE on AC (prophylactic dose), higher risk for recurrent VTE

* H/o DVT/PE not on AC, higherrisk for recurrent VTE

* Thrombophilia

* Sickle cell disease (MEC 2/3)

* Peripartum cardiomyopathy, moderately or severely impaired cardiac function

1 > 2

* Postpartum
 BF, 30-42 days, with other risk factors for VTE
* Non-BF, <21 days
* Non-BF, 21-42 days, with other risk factors for VTE
* Superficial venous thrombosis (acute or history)
 Valvular heart disease
* Peripartum cardiomyopathy, normal or mildly impaired cardiac function



2024 U.S. SPR Updates




US SPR 2024: New and Updated

« Changes to align with updates to US MEC 2024
* New recommendations

- Testosterone use and risk of pregnancy among transgender,
gender diverse, and non-binary persons with a uterus

- Self-administration of DMPA 104-SC (updated in 2021)
* Updated recommendations
- Bleeding irregularities during implant use
- Pain management for IUD placement
* Detailed FamilyPACT webinar on this topic: Sept. 17, 2024

* https://familypact.org/resources/addressing-and-preventing-
pain-and-anxiety-with-iud-placement/



https://familypact.org/resources/addressing-and-preventing-pain-and-anxiety-with-iud-placement/

US SPR 2024: New Recommendations

» Testosterone Use and Risk for Pregnancy

- Counsel that testosterone use might not prevent pregnancy
among transgender, gender diverse, and nonbinary persons
with a uterus

- Offer contraceptive counseling to those at risk of pregnancy
* Subcutaneous Injectable Contraception
- DMPA-SC (104 mg) should be available for self-administration

- Note: This is available by prescription from pharmacies for
Family PACT clients

e Medications for IUD Placement
- Covered in previous Family PACT webinar



Contraceptive

2 When to Start Using Specific Contraceptive Methods

When to start (if the
provider is reasonably

Additional contraception

US SPR

US Selected Practice
Recommendations for
Contraceptive Use, 2024

Examination or test

method certain that the patient (i.e., back-up) needed needed before initiation®
is not pregnant)*
Cu-IUD Anytime Not needed Bimanual examination and cervical
inspection®
LNG-IUD Anytime If >7 days after menses started, abstain | Bimanual examination and cervical
from sexual intercourse or use barrier inspection®
methods (e.g., condoms) for 7 days.
Implant Anytime' If >5 days after menses started, abstain | None
from sexual intercourse or use barrier
methods (e.g., condoms) for 7 days.
DMPA Anytime' If >7 days after menses started, abstain | None
from sexual intercourse or use barrier
methods (e.g., condoms) for 7 days.
CHC Anytime' If >5 days after menses started, abstain | Blood pressure measurement
from sexual intercourse or use barrier
methods (e.g., condoms) for 7 days.

Norethindrone or
norgestrel POP

Anytime'

If >5 days after menses started, abstain
from sexual intercourse or use barrier
methods (e.g., condoms) for 2 days.

Drospirenone POP

Anytime'

If >1 day after menses started, abstain
from sexual intercourse or use barrier
methods (e.g., condoms) for 7 days.




Case Study

Chronic Kidney Disease




Case 1: 28-year-old G,P,, with chronic kidney disease due to diabetic
nephropathy, about to require hemodialysis

Wants to initiate a contraceptive method and is considering an
IUD or hormonal method

Which methods can be used?
Copper IUD
Levonorgestrel IUD
Implant
DMPA
Progestin-only pill
Combined hormonal contraceptive (pill, patch, ring)



Prevalence of CKD in the United States

14% of adults have CKD (2017-2020)
More common among women (15%) compared with men (13%)
Increasing prevalence of CKD with age:
34% of adults aged 65 years or older
12% of adults aged 4564 years
6% of adults aged 18-44 years
Prevalence of CKD among reproductive-aged women is unknown
Global estimates range from 0.1-6%

100,000 women aged 18-54 years in the US have end-stage
kidney disease; about 13,000 were newly diagnosed in 2019



Pregnancy-related Morbidity and CKD

Pregnancy Counseling Stage1 Stage 2 Stage 4-5] Transplantation Intensive
Considerations CKD CKD CKD HD
Progression of kidney disease 8% 13% 20% Loss of graft function NA
possible with
Scr > 1.5 mg/dL
New-onset HTN 8% 18% 54% 12%
Worsening proteinuria or 21% 38% 25%-30% 20%
preeclampsia
Average birth weight, g 2,967 2,484 2,572 2,118
Low birth weight (<2,500 g) 13% 18% 42% 44%
Average gestational age, wk 38 36 36 36
Preterm delivery
<37 wk 24% 51% 50% 65%
<34 wk 7% 21% 20% 41%

Note: Data estimates are abstracted from references & 43 44,46,
Abbreviations: CKD, chronic kidney disease; HTN, hypertension; NA, not applicable; Scr, serum creatinine.

Burgner A, et al., 2019.



https://www.sciencedirect.com/science/article/pii/S0272638619307371?via%3Dihub#bib6
https://www.sciencedirect.com/science/article/pii/S0272638619307371?via%3Dihub#bib43
https://www.sciencedirect.com/science/article/pii/S0272638619307371?via%3Dihub#bib44
https://www.sciencedirect.com/science/article/pii/S0272638619307371?via%3Dihub#bib46
https://doi.org/10.1053/j.ajkd.2019.04.017

Hormonal Contraception and CKD

Increased risk of thrombosis'-® with
Severe CKD
Use of dialysis
Nephrotic syndrome
Increased risk of fracture with severe CKD and use of dialysis®-4

No comparative studies on hormonal contraceptive use with current
nephrotic syndrome, hemodialysis, or peritoneal dialysis

However, among persons with these conditions
CHCs might further elevate thrombosis risk
DMPA might further elevate thrombosis and fracture risk



Risk of VTE with Progestin-only Contraceptive Use
Among the General Population

No. (%)
Progestogen* Case Control Crude OR Adjusted OR Reduced Odds| Increased Odds
Group Group (99% CI)t (99% CI)t of VTE of VTE

355 (1.66) 657 (0.61) 2.76 (2.42-3.14)%  2.37 (2.04-2.75)8

87(0.41) 114 (0.11) 3.88(2.93-5.12)%  3.00 (2.17-4.15)%

MPA 111(0.52) 232(0.22) 2.43(1.94-3.05)5  1.98 (1.53-2.58)8 -

Prog 51(0.24) 202 (0.19) 1.28 (0.94-1.75) 1.07 (0.75-1.54)

Implant 39(0.18) 177(0.17) 1.14(0.80-1.61) 1.09 (0.74-1.61)

NET 131 (0.61) 724 (0.68) 0.92(0.76-1.11) 0.57 (0.46-0.71)%

LNG-IUD 77 (0.36) 446 (0.42) 0.88 (0.69-1.13) 0.72 (0.54-0.96)

| AP 0 T TTH

0.1 Adjusted OR (99% Cl)+ 10



Hormonal Contraception and Thrombosis Risk
with Other Medical Conditions

Combined hormonal contraception

COC: Increased risk with increasing age, obesity, smoking,
hypertension, thrombogenic mutations, lupus, diabetes

No evidence on most other thrombogenic conditions
No evidence on patch or ring

Progestin-only contraception (POC)

DMPA: Increased risk of VTE with use postpartum, diabetes
Other POC: Limited evidence generally finds no increased risk
No evidence on most other thrombogenic conditions



US MEC 2024: Medical Conditions Related to CKD

Condition Sub-Condition Cu-lUD LNG-IUD Implant DMPA POP
Diabetes a. History of gestational disease

b. Nonvascular disease
i. Non-insulin dependent 1 2 2 2 2 2
ii. Insulin dependent 1 2 2 2 2

c. Nephropathy, retinopathy, or 1 2 2 /3 ) 2

neuropathy# / \

d. Other vascular disease or diabetes 1 2 2 3 2

of >20 years’ duration#

Condition Sub-Condition Cu-IUD LNG-IUD Implant DMPA POP
Hypertension a. Adequately controlled hypertension
b. Elevated blood pressure levels
(properly taken measurements) N
i. Systolic 140-159 or diastolic 90-99 i i i P 1* A 3
ii. Systolic > 160 or diastolic > 100% 1* 2* 2* // 3* \ 2* 4*
c. Vascular disease 1* 2* 2* 3* ) 2* 4*

| = initiate the method C = continue the method



US MEC 2024 Recommendation; CKD

Condition Cu-lUD | LNG-IUD | Implant | DMPA POP CHC
I C I C | C | | C
a. Current nephrotic | 1 1 2 2 3
syndrome DRSP POP wi
b. Hemodialysis 1 1 2 2 3
DRSP POP wi
c. Peritoneal dialysis | 2 1 2 2 3
DRSP POP wi

Clarification: Persons with known hyperkalemia should not use DRSP POPs because
of risk for worsening K+ levels (Category 4).

For persons with CKD without known hyperkalemia (Category 2), consider checking
serum K+ during first cycle of DRSP POPs.



Case 1: 28-year-old G,P,, with chronic kidney disease due to diabetic
nephropathy, about to require hemodialysis

She is seeking to initiate a contraceptive method and is considering
an IUD or hormonal method. What methods can be used?

Copper IUD US MEC 1
Levonorgestrel IUD
Implant

Progestin-only pill

DMPA
DRSP POP with hyperkalemia  US MEC 4
CHC (pill, patch, ring) US MEC 4



Case Study

Sickle Cell Disease




Case 2: A 35-year-old G;P,,,, with sickle cell disease and history of
hospitalizations for pain crises would like to initiate a contraceptive method
and is considering an IUD or hormonal method

Which methods can be used?
Copper IUD
Levonorgestrel IUD
Implant
DMPA
Progestin-only pill
Combined hormonal contraceptive (pill, patch, ring)



US MEC 2016: Sickle Cell Disease

Condition Cu-lUD | LNG- |[Implant| DMPA POP CHC
IUD

Sickle cell 2 1 1 1 1 2

disease?

1

Reflects concern re: increased blood loss

In a person already anemic

a Condition associated with increased risk for adverse health events as a
result of pregnancy

US Medical Eligibility Criteria for Contraceptive Use, 2016 (US MEC)



https://www.cdc.gov/mmwr/volumes/65/rr/rr6503a1.htm

Sickle Cell Disease

Autosomal recessive disorders of beta globin mutations

Sickling of red blood cells leads to venous stasis, blood
hyperviscosity, vaso-occlusion, tissue infarction, and anemia

Different genotypes with varying clinical severity

HbSS: Homozygous SCD, most common, usually most severe
Prevalence in the US

Affects approximately 100,000 people in the United States

Occurs among about 1 out of every 365 Black or African
American births and 1 out of every 16,300 Hispanic births

Rees DC, et al., 2010; Sickle Cell Disease | CDC



https://doi.org/10.1016/s0140-6736(10)61029-x
https://www.cdc.gov/sickle-cell/data

Sickle Cell Disease and Thrombosis

Individuals with sickle cell disease are at increased risk for arterial
and venous thrombosis’4

25% will have a stroke by age 45

11% incidence of venous thromboembolism (VTE) by age 40 in
a single-institution cohort study

' Noubiap JJ, et al., 2018; 2 Verduzco LA, et al., 2009; 3 Stein PD, et al., 2006;
4 Naik RP, et al., 2014.



https://doi.org/10.1186/s12959-018-0179-z
https://doi.org/10.1182/blood-2009-05-220921
https://doi.org/10.1016/j.amjmed.2006.08.015
https://doi.org/10.1111/jth.12744

Sickle Cell Disease and VTE Risk

Increased concern for baseline risk of VTE, possibly PE more than
DVT, among individuals with SCD

Meta-analysis of SCD and risk of VTE (10 included studies)’

Higher risk of VTE in adults with SCD, esp. if pregnant or
postpartum, vs. general population and adults with sickle trait

Higher risk of PE than DVT

Concern for high rate of recurrent VTE among those with SCD?
1-yr cumulative incidence of recurrent: 13.2% (95% ClI 11.0-15.5%)
5-yr cumulative incidence of recurrent: 24.1% (95% Cl 21.2-27.1%)

1 Noubiap JJ, et al., 2018; 2 Brunson A, et al., 2019.



https://doi.org/10.1186/s12959-018-0179-z
https://doi.org/10.1002/ajh.25508

SCD and Venous Thromboembolism (VTE) Risk

Increased concern for baseline risk of VTE, possibly pulmonary

embolism (PE) more than deep venous thrombosis (DVT), among
individuals with SCD

Meta-analysis of SCD and risk of VTE (10 included studies)’

Outcome N Population Odds ratio (95%Cl) P value H (95%Cl) 12 (95%CI) P heterogeneity P Harbord
studies test

SCD versus Control

VTE 3 Adults 443 (2.62-7.48) < .0001 1.0 (1.0-2.8) 0.0 (0.0-87.3) 440 467

DVT 1 Adults 1.12 (1.09-1.15) < .0001 NA NA NA NA

PE 2 Adults 3.66 (3.57-3.75) < .0001 1.0 0.0 0.588 NA

VTE 1 Pregnant and PP 33.16 (9.70-113.37 <.0001 NA NA NA NA

women
DVT 1 Pregnant women 30.66 (1.63-578.15) .022 NA NA NA NA

1 Noubiap JJ, et al., 2018.



https://doi.org/10.1186/s12959-018-0179-z

Summary of Evidence: Sickle Cell Disease

Outcome
Stroke

Venous
thrombosis

Pain

Osteopenia

Studies

Results

1 secondary analysis of a large prospective cohort of OC vs no OC:

* |ncreased absolute risk of stroke (combined ischemic and
hemorrhagic) - 1.6 vs 0.4/100 person-years, p=0.03

» Once adjusted for CVD confounders, HR no longer statistically
significant for risk of any, ischemic, or hemorrhagic stroke

Low prevalence of thrombosis among hormonal contraceptive users
but no relative risk examined

» Generally, POC and CHC did not increase frequency of pain (e.g.,
bone pain, pain crises)
« DMPA may decrease risk of pain crises and dysmenorrhea

2 small studies with generally no increased risk of lower BMD or
osteopenia among hormonal contraceptive users; risk not stratified
by contraceptive type

BMD: bone mineral density; CVD: cardiovascular; HR: hazard ratio.



Revised US MEC 2024 : Sickle Cell Disease

Condition Cu-lUD |LNG-IUD| Implant | DMPA POP | CHC
Sickle cell disease? 2 1 1 2/3P 1

[\

a Condition associated with increased risk for adverse health events from pregnancy
b Category should be assessed re: severity of the condition and risk for thrombosis

Reminder: 2016
Condition Cu-lUD |LNG-IUD| Implant | DMPA POP CHC
Sickle cell disease? 2 1 1 1

US Medical Eligibility Criteria for Contraceptive Use, 2024 (US MEQ) | Contraception | CDC



https://www.cdc.gov/contraception/hcp/usmec/index.html

Case 2: A 35-year-old G;P,,,, with sickle cell disease and history of
hospitalizations for pain crises would like to initiate a contraceptive method
and is considering an IUD or hormonal method

» Which methods can be used?

* Levonorgestrel IUD US MEC 1
* Implant US MEC 1
* Progestin-only plll US MEC 1
* Copper IUD US MEC 2

* CHC (pill, patch, ring) US MEC4

*Category should be assessed re: severity of the condition and risk for thrombosis



Take It Home

The CDC US MEC and SPR can help reduce barriers to access and use
of contraception

Most people can safely use most methods
Counseling should be non-coercive and respect autonomy

Most MEC category updates are related to the effect of DMPA on
increasing the risk venous and arterial complications



Take It Home

Most methods can be used in people with CKD except those that
Increase risk of VTE and arterial complications (CHC-4, ),
Increase K* levels (DRSP POPs with hyperkalemia (MEC-4)

Most methods can be used in people with sickle cell disease except
those that increase the risk of VTE and arterial complications

CHC MEC-4,

SPR update: pain reduction for IUD placement
Cervical blocks work
The client is in charge



Reproductive
Health Hotline
(ReproHH)

For clinicians by clinicians

Unix€rsity of California

Free | Confidential | Nationwide |8 am -4 pm PT

1-844-ReproHH
(1-844-737-7644)

Learn more & review our terms of service: | Connect with us by

ReproHH UCSf edu scanning this QR code




Thanks to:

Antoinette Nguyen, MD and Kate Curtis, PhD

Previously at the Division of Reproductive Health, National
Center for Chronic Disease Prevention and Health Promotion,
CDC

Contact us at:
michael.policar@ucsf.edu
jennifer.karlin@ucsf.edu



mailto:Michael.policar@ucsf.edu
mailto:jennifer.karlin@ucsf.edu

Questions?

™

LHCS
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