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I n the United States contracep-
tion practices are slowly improv-
ing, with robust evidence for the 

increased use of long-acting revers-
ible contraceptives and preliminary 
data that the unintended pregnancy 
rate may be decreasing for the first 
time in many years.1 There remains 
a major gap in contraception prac-
tice, however: US women with 
chronic disease who are at high risk 
for adverse pregnancy outcomes are 
not receiving adequate contraceptive 
counseling or adequate contracep-
tion.2,3 In one study, the majority of 
women with hypertension, diabetes, 
epilepsy, stroke, heart disease, lupus, 
or thrombophilia were not using a 
prescription contraceptive.3

Recently, I have seen women 
with major medical problems, who 
have had many visits with special-
ists and primary care clinicians, but 
who have not had their contraceptive 
needs prioritized. Here are but a few 
examples: 
• We recently cared for a patient with 

heart disease and severe pulmonary 
hypertension, who had many pro-
cedures performed by cardiologists 

and cardiac surgeons, but contra-
ception had not been prioritized as 
one of her foremost medical needs. 

• A young woman who had a pul-
monary embolism 1-month post-
partum reported that her primary 
care clinician said that she could 
never use any hormonal contra-
ceptive, including the progestin-
only pill, progestin-implant, and 
the progestin-releasing intrauter-
ine device (IUD). She was not tak-
ing a contraceptive and had an 
unplanned pregnancy. 

• A middle-aged woman with dia-
betes and a glycosylated hemoglo-  
bin A

1c
 (HbA

1c
) value greater than 

10% was regularly seeing her pri-
mary care clinician, but was not 
using an effective contraceptive. She 
became pregnant with a fetus that 
had a major congenital anomaly. 

Clearly, there is a major gap be-
tween current and optimal contracep-
tive services for women with chronic 
medical problems. Women with dia-
betes and heart disease are affected 
substantially, as the evidence I present 
in this editorial indicates. Studies also 
show that women taking teratogenic 

medications do not receive the vital 
counseling that they should regarding 
contraception. Given the potential det-
rimental adverse events to both mother 
and fetus, obstetrician-gynecologists 
are poised to offer solutions to this  
concerning inadequacy of care. 

Diabetes
Women with diabetes and an ab-
normally elevated HbA

1c
 level are at 

high risk for many adverse pregnancy 
outcomes, including major congeni-
tal malformations and intrauterine 
fetal demise.4 Unfortunately, results 
of many studies indicate that women 
with diabetes are not receiving ad-
equate contraceptive services.5–7 
In one review of records at Kaiser  
Permanente Northern California, 
investigators reported that 62% of 
122,921 healthy women, but only 
48% of 8,182 women with diabetes, 
received contraceptive counseling, a 
contraceptive prescription, or con-
traceptive services.5 

Why is it that so many women 
with diabetes do not receive contra-
ceptive services? One possibility is that 
clinicians are reluctant to prescribe 
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oral hormonal contraceptives that 
contain estrogen to their patients with 
diabetes because of a perceived in-
creased risk of cardiovascular events.8 
In the Kaiser study, 31% of the healthy 
women, and only 13% of the women 
with diabetes, were using a pill, patch, 
or ring (most of which contain estro-
gen).5 In this same study, the rate of 
utilization of an IUD was similar in 
the healthy (6.5%) and diabetic (5.6%) 
women. The IUD is known to be safe 
for use in women with diabetes.9 

The low rate of utilization of in-
trauterine contraception by women 
with diabetes is a gap that gynecolo-
gists are well positioned to help solve.

Heart disease
In developed countries, a major 
cause of maternal mortality is preg-
nancy among women with con-
genital or acquired heart disease.10 
Misinformation is a common prob-
lem in contraceptive counseling. In 
a recent study of 83 sexually active 
women with congenital heart dis-
ease, 6 women were told that they 
could not use an IUD or progestin-
implant because they were unsafe for 
those with repaired congenital heart 
disease.11 In this cohort of women, 
who were at high risk for adverse 
pregnancy outcomes, 45% of preg-
nancies were unplanned, similar to 
the rate among healthy women. 

On a positive note, authors of a 
small study from Maryland found that, 
among women with heart disease, the 
self-reported use of a contraceptive 
increased from 60% prepregnancy to 
93% following delivery.12 

Clearly, patient interaction with 
qualified women’s health clinicians 
can increase contraceptive use in 
those with high-risk medical issues.

Teratogenic medications
Should reproductive-age women 
taking long-term methotrexate for 

treatment of rheumatoid conditions 
receive contraceptive counseling? 
The answer is clearly, “yes.” Metho-
trexate can cause fetal death or ma-
jor congenital malformations, such 
as absence of digits and oxycephaly 
(premature closure of the skull su-
tures). All women of reproductive age 
prescribed known teratogens should 
receive effective contraception. Un-
fortunately, data do not indicate this 
is occurring. 

In one study of 1,694 adoles-
cents and young women aged 14 
to 25 years who were prescribed 
a teratogen, only 29% received 
documented contraception coun-
seling, and only 11% received a 
contraceptive prescription or were 
documented to be actively using 
a contraceptive.13 The most com-
monly prescribed teratogens in 
this study were topiramate, metho-
trexate, and isoretinoin. Among 
the specialists who prescribed the 
medications, dermatologists docu-
mented contraceptive counseling in 
47% of visits—likely because of the 
federally mandated risk mitigation 
system for prescribing isoretinoin. 
Neurologists and hematologists 
were least likely to document con-
traceptive counseling, at 16% and 
28%, respectively.13 

In a study of 488,175 women 
aged 15 to 44 years receiving 
care from clinicians at Kaiser  
Permanente Northern California, 
contraceptive counseling documen-
tation was compared among women 
prescribed US Food and Drug Ad-
ministration (FDA) category A or B 
medications (nonteratogenic) ver-
sus FDA category D or X medications 
(teratogenic).14 The rate at which 
women had no contraceptive coun-
seling recorded was similar whether 
a teratogenic (47.6%) or nontera-
togenic (46%) medication was 
prescribed. Clearly, there is a gap  

between current and optimal prac-
tice when teratogens are prescribed 
to women of reproductive age.

What could improve 
contraceptive services 
for women with serious 
medical problems? 
One promising approach is to in-
clude contraception status as a 
vital sign for all women and men 
of reproductive age. Most electronic 
medical records prioritize assess-
ment of such health vital signs as al-
lergies, smoking status, depression 
screening, falls prevention, blood 
pressure, temperature, heart rate, 
weight, and height. Contraception 
status is of equal importance to these 
vital signs in women and men of re-
productive age and should be rou-
tinely documented. 

Another intervention is to cre-
ate a standard of care in which  
reproductive-age women with major 
medical problems are routinely re-
ferred to a clinician who has the time 
and skill to provide a comprehensive 
contraception visit. Health systems 
could take greater responsibility 
for managing the contraception 
practices of their members. For 
example, within a given account-
able care organization the electronic 
health record could be used to iden-
tify adult women of reproductive 
age with diabetes and an HbA

1c
 level 

greater than 7%. These women could 
be contacted to ascertain their con-
traception status and their need for 
a contraception health visit. Elec-
tronic health records could be uti-
lized to identify all reproductive-age 
women taking a teratogenic medi-
cation. A computer-generated alert 
could be sent to the responsible cli-
nician recommending referral to an 
obstetrician-gynecologist for a con-
traceptive services visit.15 
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Pharmacists could be more 
proactive in highlighting the impor-
tance of contraception for women 
prescribed teratogens and in rec-
ommending a contraceptive visit. 
In some states pharmacists can of-
fer an oral hormonal contraceptive 
to women who are prescribed a 
teratogen and at risk for becoming 
pregnant. 

How do you propose to 
address lack of counseling? 
As an experienced clinician, you likely 
have ideas about how to improve 

contraceptive counseling for women 
with significant medical problems. 
Please let me know what interven-
tions you think would best improve 
the use of contraception in this group 
of high-risk women by emailing me at  
OBG Management. 

RBARBIERI@FRONTLINEMEDCOM.COM

Dr. Barbieri reports no financial rela-
tionships relevant to this article.
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