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Session Agenda
• Welcome Participants and Presenters

• Objectives

• Didactic Presentation (20-30 min)
• Q&A

• Case presentation(s)
• Clarifying questions

• Discussion

• Recommendations

• Closing Announcements
• Submission of new cases

• Completion of evaluations



ECHO Model: All Teach, All Learn

Cohort-based learning on ZOOM
• Have your camera on as much as possible, especially when 

joining the meeting and during discussions

• Questions and comments are welcome – use the “raise hand” 
feature or put them in the chat

• This is not a webinar! Participation is key

Case-based learning
• 1-2 participant cases each session using provided template

• Contact Mark Pasanen to present a case



ECHO: Cohort-based learning

• Shared participant directory for additional networking

• Get to know others in the group
• “Rename” your video

• Write your name and organization into the chat

• Faculty presenters available for follow up questions



ECHO: Case-based learning

• Participants bring real world scenarios from their work

• Opportunity to receive input from peers and faculty

• Cases sometimes match the topic, but not necessary

• What makes a good case:
• A complex situation where you would appreciate hearing new ideas 

Question for the group may be:  After trying many of the first-line strategies 

without success, what other things could be tried? 

• A common situation that could be discussed from various perspectives 
The questions you pose could help you and others rethink assumptions or learn 

new strategies.



Series Objectives

Learning objectives for this ECHO series include the ability to:

• Assess, diagnose and manage a range of gynecological conditions 

• Describe current screening guidelines and approaches to cancer 
detection 

• Identify strategies to promote well-being during life stages, 
preconception to post menopause

• Implement practices to reduce disparities in women’s health care 
delivery.



CMIE Disclosures 

• University of Vermont (UVM) Office of Continuing Medical and Interprofessional Education 
(CMIE) is approved as a provider of Continuing Medical Education (CME) by the ACCME. 
UVM designates this internet live activity for a maximum of AMA Category 1.5 creditTM.

• UVM CMIE is accredited by the American Nurses Credentialing Center (ANCC) to provide CE 
for the healthcare team. This program has been reviewed and is acceptable for up to 1.5 
Nursing Contact Hours.

• Successful completion of this CME activity, which includes participation in the evaluation 
component, enables the participant to earn up to: 1.5 MOC points in the American Board 
of Internal Medicine's (ABIM) Maintenance of Certification (MOC) program; It is the CME 
activity provider's responsibility to submit participant completion information to ACCME for 
the purpose of granting ABIM or ABP MOC credit.

Participants should claim only the credit commensurate with the extent of their 
participation in the activity.



CMIE Disclosures

Interest Disclosures: As an organization accredited by the ACCME to 
sponsor continuing medical education activities, UVMCMIE is required 
to disclose any real or apparent conflicts of interest (COI) that any 
speakers may have related to the content of their presentations.

Meeting Disclaimer: Regarding materials and information received 
during this educational event, the views, statements, and 
recommendations expressed during this activity represent those of the 
authors and speakers and do not necessarily represent the views of the 
University of Vermont.
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Objectives

• Identify strategies for optimal contraceptive counseling

• Utilize resources to assist in selecting safe contraceptive methods

• Manage common side effects of contraceptive methods



Introduction

• Most women spend >30 years in the reproductive stage of life

• Spacing children decreases infant morbidity and mortality

• Successful family planning has a positive impact on women, couples, 
families, and society

• >99% of women will use some method of contraception in their 
lifetime

Forrest JD. Obstet Gynecol. 1993;82:105-111, Klerman LV, et al. Am J Public Health.1998;88:1182-1185, Conde-Agudelo A, et al. JAMA. 2006;295:1809-1823. 



What is the value of contraceptive 
counseling?
• Counseling influences method selection

• Quality of family planning care is associated with use of 
contraception, satisfaction with and continuation of method

• Shared-decision making is key to empowering women and ensuring 
reproductive autonomy
• Results in better patient outcomes

• Puts patient first/prevents bias

• Requires taking an active interest in patients’ lived experiences

Dehlendorf, unpublished data, Rosenberg, Fam Plann Perspect, 1998, Forrest, Fam Plann Perspect, 1996, Harper, Patient Ed Counsel, 2010



The Process of Shared Decision Making

• Establish rapport 

• Determine desire to delay or prevent pregnancy

• Focus on patient preferences:
• Ask open-ended questions

• Assess a woman’s individual situation

• Explain characteristics of available methods

• Ensure understanding and have a plan for follow-up



Key Takeaways of Shared Decision Making
• Effectiveness often very important to women, but may not be the MOST 

important 
• Use natural frequencies (i.e. 1 in 100 women get pregnant on IUD)
• Use visual aids 

• Don’t assume patients know all of their options
• Patients may express a strong preference for a method, feeling that it’s their job to 

do so – ask permission to discuss other methods 

• Provide adequate information about side effects
• Menstrual side effects
• Consider benefits (i.e. acne, ovarian/endometrial cancer prevention)

• Address patient’s concerns
• Side effects, know the evidence and true associations



Strategies for Contraceptive Success

• Use a shared-decision model

• Avoid “bundling” of unrelated preventive care with contraception

• Avoid unnecessary delays of waiting for menstrual period or follow-up 
exam after pregnancy event

• Encourage use of dual protection





Contraception and Medical Conditions – CDC MEC

1
No restriction for the use of the contraceptive 

method for a woman with that medical condition

2
Advantages of using the method generally 

outweigh the theoretical or proven risks

3

Theoretical or proven risks of the method usually 

outweigh the advantages – or that there are no 

other methods that are available or acceptable to 

the women with that medical condition

4

Unacceptable health risk if the contraceptive 

method is used by a woman with that medical 

condition

http://www.cdc.gov/mmwr/pdf/rr/rr5904.pdf

CDC Medical Eligibility Criteria (MEC) and 
Selected Practice Recommendations (SPR) for 
Contraceptive Use

http://www.cdc.gov/mmwr/pdf/rr/rr5904.pdf


Quick Start Algorithm – SPR

Reproductive Health Access Project | Quick Start Algorithm - Reproductive Health Access Project (reproductiveaccess.org)

https://www.reproductiveaccess.org/resource/quick-start-algorithm/


What IUDs are available?



• Bleeding irregularities
• Appropriate counseling ahead of time is key

• Bleeding can be heavy or prolonged, can also include unscheduled spotting
• Common during first 3-6 mo

• Not harmful

• Declines over time

• Consider other causes if persists – expulsion, malplacement, infection, anatomy (polyp, 
fibroid)

• Treat with NSAIDS x5-7 days

Copper T380A IUD



• Bleeding Irregularities
• Appropriate counseling ahead of time is key

• Unscheduled spotting or bleeding is expected

• Not harmful

• Decreases with continued IUD use

• Pattern usually established by 6-9 months

• ½ of users will experience amenorrhea or oligomenorrhea by 2 years

Levonorgestrel IUS



Summary of LNG-IUS

Device Mirena Liletta Kyleena Skyla

Size (mm) 32 x 32 32 x 32 28 x 30 28 x 30

Insertion Diameter (mm) 4.4 4.4 3.8 3.8

LNG Dose (mg) 52 52 19.5 13.5

Initial LNG Release(mcg/day) 20 18.6 17.5 14

Average 14 14.7 9 6

1 year 18 16.3 9.8 8

3 year -- 12.9 7.9 5

5 year 10 9.8 7.4 NA

Amenorrhea (1y) 20% 19% 12% 6%

Amenorrhea (5y) 30-50% 38% (3y) 23% 12% (3y)

Ovulation (1y) 45-75% -- 88% 99%

String Color Silver Blue Blue Silver

Silver Ring No No Yes Yes



• Determine site of pregnancy

• If ectopic
• Can leave IUD in place

• If intrauterine:
• Complications - ↑Spontaneous abortion, ↑preterm birth, ↑Septic 

abortion/chorioamnionitis

• Remove IUD if strings accessible – reduces complications

• Extra-amniotic 

Pregnancy + IUD in situ



• 5-15% of women with IUD

• Causes
• String retraction into cervical 

canal or uterine cavity (98%)

• IUD expulsion (1.2%)

• Pregnancy

• IUD perforation (0.7%)

• Cytobrush +/- U/S
• X-ray only if not visualized on U/S

Missing Strings



• 10% of all IUDs

• If within cervix,
• Consider partially expelled
• Remove and replace

• If low-lying,
• Shared-decision making
• Asymptomatic and above 

internal os – consider leaving 
in 

• 2/3 of misplaced IUD’s at 
insertion will move to fundus 
within 3 months

What about malposition?



• PID
• Rare, 1% of users (regardless of age, IUD type)

• Risk increased in first 20 days after insertion

• Treat infection
• No need to remove IUD unless no improvement in 48-72 hours
• If woman opts to discontinue IUD, wait until after Abx have been started

• Bacterial Vaginosis
• May be slightly increased
• Likely due to unscheduled bleeding that increase vaginal pH

• Actinomyces
• Incidental finding, 7% of women with IUDs
• If asymptomatic, no treatment needed and IUD can be left in place

IUD and Infection



• Antibiotics?
• Not recommended as no difference in PID risk
• Not indicated to prevent infective endocarditis

• Routine follow-up?
• Not necessary
• Offer all women an opportunity to return if any questions/concerns or side 

effects

• String checks?
• No data to support they improve patient satisfaction/continuation

• MRI? 
• Ok if <3.0 Tesla

What about IUDs and …



Weight Gain and Contraception

• No association of weight gain with combined hormonal 
contraceptives (pill/patch/ring)

• Progestin-only contraceptives may cause weight gain
• 4.4 lb (2 kg) over 6-12 mo

• More weight gain with injectable progestins, 13.7 lb over 5 years

Reproductive Health Access Project | Contraceptive Pearl: Hormonal Birth Control & Weight Gain - Reproductive Health Access Project (reproductiveaccess.org)

https://www.reproductiveaccess.org/resource/contraceptive-pearl-hormonal-birth-control-weight-gain/


Contraception and Anticonvulsants

• Carbamazepine, oxcarbazepine, 
barbiturates, primidone, phenytoin, 
and topiramate
• Level 3 MEC bc of increased failure
• Increase hepatic metabolism of 

estrogen and progestin
• If OCP chosen, use 30-35 mcg EE

• Lamotrigine levels are lowered by 
OCP (no effect if also on valproate)
• May impair seizure control
• May need increased lamotrigine dose

Reproductive Health Access Project | Contraceptive Pearl: Contraception and Anticonvulsants - Reproductive Health Access Project (reproductiveaccess.org)

https://www.reproductiveaccess.org/resource/contraceptive-pearl-contraception-anticonvulsants/


Irregular Bleeding with Hormonal 
Contraception
• Spotting is common, especially in the first 3-6 months 

• 50% in 1st month, drops to 10% by 3rd month

• Other bleeding patterns that can occur: regular withdrawal bleeding, 
amenorrhea, irregular spotting, or heavy/prolonged bleeding
• Less irregular bleeding if ethinyl estradiol >20 mcg/day
• Less irregular bleeding with 21/7 formulation over extended/continuous/24/4 formulation 

• Treatment Options
• Scheduled NSAIDs for 5-7 days (Ibuprofen 400 mg, Naproxen 250 mg or Mefenamic acid 500 

mg TID x5d)
• For patients on progestin-only methods, add a combined OCP for 10-20 days
• For OCP methods, consider stopping for 3-4 days, transition to vaginal ring or different OCP 

(increase EE dose)
• Others: Doxycycline (100 mg BID x5d), SERMs (Tamoxifen 10 mg BID x7d), Tranexamic acid 

(250 mg QID x5d)

Reproductive Health Access Project | Contraceptive Pearl: Irregular Bleeding with Hormonal Contraception - Reproductive Health Access Project (reproductiveaccess.org)

https://www.reproductiveaccess.org/resource/contraceptive-pearl-irregular-bleeding-with-hormonal-contraception/


Headaches and Hormonal Contraception

• Aura = focal neurological symptoms that occur before 
or at the onset of a migraine (does not include 
nausea, photophobia, etc)
• Absolute contraindication to EE due to stroke risk 

(30/100,000/year)

• Estrogen-associated migraines
• Triggered by fluctuations in estrogen levels, can be with or 

without aura
• Pure menstrual migraine – only occur on days -2 to +3 of 

menses
• Menstrually related – same as pure menstrual but also 

occur anytime in the cycle



Headaches and Contraception 
• Can patients with migraine use estrogen-containing methods?

• Without aura = YES
• With aura = generally NO, can consider low dose EE OCP in some women

• Absolute risk of stroke is small, studies suggest there may be a dose dependent effect of 
estrogen and stroke (original studies used higher dose OCPs)

• Can estrogen-containing methods reduce migraine?
• Yes, especially menstrual migraines and menstrually related migraines

• What if migraines develop while using estrogen-containing method?
• If 1st month, only 33% change it will recur in subsequent months
• No benefit to reducing estradiol dose, consider extended/continuous use to 

minimize loss of estrogen during placebo weeks
• If headache worsens, discontinue use



Menstrual Suppression



Updates in Emergency Contraception 

• Ulipristal acetate (Ella) – 30 mg PO x1
• Rx only

• Improved effectiveness compared to Levonorgestrel (Plan B)

• Progesterone receptor modulator – partial agonist/antagonist
• May decrease the effectiveness of hormonal contraceptives

• Delay start of hormonal contraceptives for 5 days

• Levonorgestrel IUD
• Can be inserted within 5 days of unprotected intercourse

• Provides ongoing contraception 



Updates in Contraception

• Drospirenone Progestin-only Pill (24/4 4 mg)
• Longer half-life than norethindrone (POP), less breakthrough bleeding
• More flexible dosing, 24-hour missed pill window (similar to OCP), makes it 

more effective
• Anti-androgenic and anti-mineralocorticoid effects; may cause hyperkalemia

• Acidifying Contraceptive Gel (Phexxi)
• Acidification of vagina → hostile environment for sperm
• 85% effective (better than spermicide, less than condom)
• Insert 5g dose within 1 hour prior to each episode of vaginal intercourse
• $250-275/box of 12 if no insurance coverage
• Side effects – vaginal burning (18%), itching (14%), UTI (9%)

Reproductive Health Access Project | Contraceptive Pearls: Introducing the Drospirenone Progestin-Only Pill - Reproductive Health Access Project (reproductiveaccess.org)
Reproductive Health Access Project | Contraceptive Pearl: Contraception During COVID-19: Acidifying Contraceptive Gel - Reproductive Health Access Project 

(reproductiveaccess.org)

https://www.reproductiveaccess.org/resource/contraceptive-pearls-introducing-the-drospirenone-progestin-only-pill/
https://www.reproductiveaccess.org/resource/contraceptive-pearl-contraception-during-covid-19-acidifying-contraceptive-gel/


Updates in Contraception

• 1 Year Vaginal Ring (segesterone acetate and EE; Annovera)
• Insert for 3 weeks, remove for 1 week. Repeat 13 times. 

• $2000, often not covered by insurance

• Side effects: expulsion (25%)

• Subcutaneous 104 mg Depo Provera q12-14 weeks
• 28 gauge x 3/8 inch needle, pre-filled syringe, thigh or abdomen 

• 30% less progestin than IM/in-clinic injection (150 mg)

• Higher continuation rates and lower pregnancy rates than IM Depo

https://www.reproductiveaccess.org/resource/contraceptive-pearl-contraception-during-covid-19-one-year-vaginal-ring/
Reproductive Health Access Project | Contraceptive Pearl: Contraception During COVID-19: Self-Administered Progestin Injection: Depo SubQ - Reproductive Health 

Access Project (reproductiveaccess.org)

https://www.reproductiveaccess.org/resource/contraceptive-pearl-covid19-depo-subq/
https://www.reproductiveaccess.org/resource/contraceptive-pearl-covid19-depo-subq/


Case Presentation

DO NOT INCLUDE:
Names, Address, DOB, Phone/Fax #, Email address, Social 
Security #, Medical Record #

Consider the level of detail necessary. Go with less when possible.

The discussion and materials included in this conference are confidential and 
privileged pursuant to 26VSA Section 1441-1443. This material is intended for use 
in improving patient care. It is privileged and strictly confidential and is to be used 
only for the evaluation and improvement of patient care. 



Case Presentation
Bringing Knowledge to Action through interactive, case-based discussions

Participant presents the case and poses the question(s) for the group 

Clarifying questions about the case from group to case presenter

Ideas, suggestions, recommendations from participants

Ideas, suggestions, recommendations from ECHO faculty team

Full group discussion

Summary and wrap-up by facilitator 



Case  Removed



Session Date Session Topic Speaker

December 7, 2022 Contraception: Beyond the basics Lauren MacAfee, MD

December 21, 2022 Management of abnormal PAP testing Ellie Wegner, MD

January 4, 2023 Endometriosis/Pelvic Pain Misty Blanchette Porter, MD

January 18, 2023 Abnormal Uterine Bleeding Jenn Dundee, MD

February 1, 2023 Preconception/Early Pregnancy Justin D’Angelis, MD

February 15, 2023 Adnexal Masses Charles Ashley, MD

March 1, 2023 Vulvovaginal disorders Tracey Maurer, MD

March 15, 2023 Patient-Centered Care: Reducing disparities TBD

April 5, 2023 Sexual function Jane Connoly, MD

April 19, 2023 Menopause/Amenorrhea Julia Johnson, MD

May 3, 2023 High Risk Breast Screening Kara Landry, MD



Closing Announcements
• Confirm case presenter(s) for next session

• Slides are posted at www.vtahec.org

• Recording of didactic portion will be sent by email to the full cohort 
• For the use of registered participants only

• Please complete evaluation survey after each session

• CE information and QR Code will be sent once evaluation is received

• Please contact us with any questions, concerns, or  suggestions:

• Mark.Pasanen@uvm.edu

• Patti.Smith-Urie@uvm.edu

http://www.vtahec.org/
mailto:Elizabeth.Cote@uvm.edu
mailto:Elizabeth.Cote@uvm.edu

