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ABSTRACT

Contraception is a critical tool in achieving favorable family planning, which has been reported with remarkable
outcomes on the individual and country-based levels. Using contraceptive approaches has been reported to be cost
efficacious with minimal side effects. It gives couples more freedom, privacy and control over their lives, which
might also enhance the quality of life of these individuals. In the present study, we have reviewed evidence from
current studies in the literature about the different approaches to contraception in primary care. We have discussed the
different barrier and non-barrier approaches that have been validated in the literature as efficacious approaches that
can achieve contraception. We also reviewed the safety profiles for the different modalities and whether they can be
used or not. Overall, couples should consult with the primary care physician before approaching any modality to give
them a better judgment about the potential benefits and risks of each suitable contraception tool. We suggest that
educational campaigns should also be conducted to increase awareness and attitude about family planning and using
contraceptive modalities to expand the application and favorable outcomes of using these tools.
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INTRODUCTION

Contraception is known as performing intentional
approaches to prevent conception by using different
modalities  including  barrier,  behavioral  and
pharmaceutical tools, in addition to some surgical
procedures.® Contraception is a critical tool in achieving

favorable family planning, which has been reported with
remarkable outcomes on the individual and country-based
levels.? This can allow couples to enjoy their physical
lives with limited fear of having undesired children and
giving them more freedom to decide when to get pregnant
and have children.
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Using contraceptive approaches has been reported to be
cost efficacious with minimal side effects. Besides, it
gives couples more freedom, privacy and control over
their lives, which might also enhance the quality of life of
these individuals. Furthermore, some tools can effectively
intervene against catching certain infections (as sexually
transmitted diseases), which adds to its advantageous
list.®> We aimed to conduct a literature review to discuss
the different approaches to contraception in primary care
settings including barrier, pharmaceutical and behavioral
approaches.

Methods

To retrive relevant studies, we conducted an extensive
literature search of the Medline, Cochrane and EMBASE
databases which was performed on 27 October 2021
using the medical subject headings (MeSH) or a
combination of all possible related terms, according to the
database. To avoid missing potential studies, a further
manual search for papers was done through Google
Scholar, while the reference lists of the initially included
papers. Studies discussing approach to contraception in
the primary health care were screened for useful
information, with no limitations posed on date, language,
age of participants or publication type. Only Saudi-based
studies were included.

DISCUSSION
Pharmaceutical methods

Different modalities have been reported in the literature
as effective approaches to achieve contraception. In the
present section, we will shed more light on the different
barrier, behavioral and pharmaceutical methods to
achieve contraception in primary care settings and the
different barriers to adequately achieve these approaches
and obtain favorable outcomes.

Oral and injectable contraceptives

Oral contraceptive pills have been used with great
outcomes, according to the different studies. It has been
demonstrated that the estimated efficacy of these
modalities might be up to 99% when used properly.* The
amount of estrogen within these modalities usually ranges
between 20 and 40 pg. On the other hand, based on the
potency of these modalities, it has been demonstrated that
the amount of progestin can significantly differ. Minipill
or progestin-low dose products were also special forms of
oral contraceptive pills that were also reported in the
literature and validated for use in these settings. Many
benefits were observed among women receiving
hormonal combinations of contraceptive pills. However,
whatever these benefits were, the administration of
contraceptive pills should only be approached after
adequate counseling with the healthcare professional to
determine the potential risks and benefits from receiving
these modalities and whether they can be helpful to these

women or not. Among the reported benefits, previous
reports also indicated that the risk of developing ovarian
cancer was significantly reduced by 40% in women that
received these modalities at any stage of their menstrual
life. After 10 years of using these modalities, further
evidence showed that the risk was even shortened up to
80%. Favorable protection efficacies were also reported
for endometrial cancer.> Reports showed that the use of
these modalities for up to 15 years can significantly
reduce the risk of developing these cancers up to a great
extent. The protective effects were also reported for
breast cancer and the impact was reported to last for one
year after discontinuing the administration of oral
contraceptive pills.® Although many favorable events
were reported for these modalities, evidence showed that
there were some side effects for using them. Nonetheless,
it should be noted that the incidence of these events had
been greatly reduced as a result of the great advances in
the field and the use of low dose formulations. For
instance, many cardiovascular events were reported for
women receiving oral contraceptive pills.” However, it
should be noted that these modalities were significantly
based on the presence of risk factors of these diseases and
how frequent patients were exposed to them. Previous
reports showed that using low dose estrogen was
significantly associated with a reduced risk of developing
ischemic stroke in patients with hypertension and
smokers.”® Migraine and thromboembolism were also
reported to increase following the administration of these
modalities. Nevertheless, it had been reported that the
incidence significantly decreased when using low doses.
Some investigations also reported remarkable concerns
about the incidence of breast cancer as estimated show
that the incidence can increase within 10 years after drug
discontinuation. However, it had been furtherly reported
that this risk did not further increase following these 10
years.>! Self-examination by the women at high risk was
then mandatory for achieving favorable outcomes and
enhancing the prognosis.

Medroxyprogesterone acetate had been validated as an
efficacious injectable formulation that was derived from
progesterone to prevent pregnancy. Nonetheless, it should
be noted that 2 main side events were reported for this
modality including a delayed return to normal fertility
after discontinuation of administration and remarkable
menstrual changes.>!3 It had been demonstrated that the
reported delay might last for up to 24 months.
Nevertheless, reports also indicated that most women
were usually pregnant by the end of one year. Weight
gain was also reported as a potential side effect after
using these modalities. Therefore, consultation with the
primary healthcare physician about the potential
development of these adverse events was essential before
starting administration.415

Subdermal implants and transdermal patches

Long term contraception was also reported to be
significantly achieved by using subdermal implant rods
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that can remarkably release sufficient amounts of
etonogestrel that can reduce contraception. Estimates
showed that this approach was probably the most
efficacious modality and studies showed that the potential
failure rate of contraception had been reported to be
0.05% only.*8Y” The main advantage of using these
modalities and the reported high efficacy was the easy
installment within the patients’ bodies. It can be installed
using only local anesthesia in a minimally invasive
procedure within an estimated duration of 5 minutes by
the attending physician, unlike the insertion of a device
that needed surgical interference. It had been furtherly
reported that it can be easily removed at any time based
on the patient’s needs. However, some reports suggested
that it should be continued for three years and after which
ovulation can normally continue within 3-4 weeks
following discontinuation. Besides, the incidence of
complications has been reported to be very low regarding
the insertion and removal process.’®®  These
complications were not serious and included hematoma
formation, local infections, allergic reactions and
irritation. Furthermore, the modality was generally
recommended for patients with an increased risk of
developing hypertension, thromboembolism, obesity and
other patients who were >35 years old and smokers, that
were not encouraged to receive contraceptives that
contained estrogen as previously discussed. Pregnancy,
hypersensitivity to any components of the modality and
having breast cancers were all absolute contraindications
of using the subdermal implant. On the other hand,
evidence indicated that the administration of these
modalities was safe for lactating women and can be
administered within the postpartum period. The main side
effect that was usually encountered following the use of
subdermal implants was irregular bleeding. Weight gain,
infections, pain at the site of insertion, local scarring,
discoloration of the skin, skin irritation and potential
changes in sex drive were also other adverse events
reported for these modalities. 4202

Synthetic ethinyl estradiol and norelgestromin can be
delivered in a transdermal patch and have been validated
as efficacious modalities that can prevent contraception.
These patches were recommended to be applied over the
upper outer arm, buttocks, back or abdomen in areas that
were clean, dry, non-irritated and intact.?? Not using oils,
powders, lotions and creams at the site of administration
was also recommended because this might influence the
patch to fall. However, it should be noted that proper
application of the modality allowed patients to presume
their daily routine activities including showering and
swimming, with no interruption of the mechanism of
action of the patch.?® It should be recommended that
patients should check the position of the patch daily to
maintain it was in its right position to maintain good
outcomes. Breast discomfort, dysmenorrhea and headache
were the main side effects reported for this modality and
the potential to develop the aforementioned adverse
events that were reported with oral and injectable
contraceptive combinations.?324

Intravaginal rings and intrauterine devices

Using intravaginal rings was also validated by previous
research. These modalities were usually used to deliver
etonogestrel/ethinyl estradiol in a safe practice. Headache
had been reported as the most frequent adverse event,
with an estimated rate of 7%. Nevertheless, some reports
showed that device expulsion, coital conditions, weight
gain, nausea and leucorrhea were other adverse events
that can be reported by using women.??" In a similar
context, using intrauterine devices was also reported to be
efficacious in these settings and evidence showed that
they can work with and without hormones. It had also
been reported that the modality was not contraindicated
during lactation and can be administered during
breastfeeding within the postpartum period.?® Headache,
ovarian cysts, acne, pelviabdominal pain, vulvovaginitis
and alternations in the bleeding patterns were the
commonest adverse events that were reported for these
modalities.?®3? Perforation of the cervix or ureteric wall,
pelvic infection, sepsis, intrauterine pregnancy and
ectopic pregnancy were also other adverse events that can
potentially develop following the installation of this
modality.3® These adverse events can be significantly
reduced in non-hormonal dependant devices. However, it
should be noted that some other adverse events were also
reported for these modalities including heavier periods,
increased incidence of pelvic inflammatory diseases,
perforation of the cervix or uterine wall and device
embedment.3* It should be noted that increased
cardiovascular risk was another disadvantage of these
modalities due to the effect of hormonal combinations.
Placement-related  complications, infections and
sensitivities can also be frequently encountered in the
non-hormonal dependant modalities.®**

Barrier and behavioral methods

Other methods of contraception included non-barrier and
behavioral approaches. For instance, using male condoms
had been reported to be frequent across the different
settings of contraception. These modalities can also
provide acceptable protection against different sexually
transmitted diseases and being easy to use.®® Different
forms of condoms were reported in the literature and they
usually vary based on the structure as wanted function as
required by the patient.®%" Vaginal condoms were also
other barrier modalities that can be used to effectively
reduce the incidence of contraception.®® Their structure
differed from that of men and was vaginally inserted. It
can also be used as a spermicide modality and therefore,
it had been reported as an efficacious chemical and
physical contraceptive barrier. Using male condoms can
also be simultaneous with the use of these modalities.
However, it should be noted that these approaches should
not be used for more than 6 hours. Besides, some
complications might occur including incompatible
bladder emptying and urinary tract infections. The risk of
toxic shock syndrome has been reported to be associated
with cases when the diaphragm has been left within the
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vagina for more than 24 hours.3® Using a cervical cap has
also been validated in the different studies in the
literature. These modalities can be inserted for long
periods (at least for 6 hours after intercourse and 42 hours
before it), with a more reduced risk of developing toxic
shock syndrome than the reported risk with the
diaphragm.*®*2 Having cervical cancer and abnormally
shaped cervix were contraindications for using this
modality. Studies also validated the use of spermicidal
formulas. Nevertheless, evidence indicated that they have
low efficacy and can cause irritation to the penis and
vagina.®® Family planning and counseling were also
reported as favorable approaches that can enhance the
outcomes and achieve contraception according to many
previous investigations.**

CONCLUSION

Overall, couples should consult with the primary care
physician before approaching any modality to give them a
better judgment about the potential benefits and risks of
each suitable contraception tool. We suggest that
educational campaigns should also be conducted to
increase awareness and attitude about family planning
and using contraceptive modalities to expand the
application and favorable outcomes of using these tools.
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