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Abstract

Objective: To provide evidence-based guidance for women and their
health care providers on the management of missed or delayed
hormonal contraceptive doses in order to prevent unintended
pregnancy.

Evidence: Medline, PubMed, and the Cochrane Database were
searched for articles published in English, from 1974 to 2007,
about hormonal contraceptive methods that are available in
Canada and that may be missed or delayed. Relevant publications
and position papers from appropriate reproductive health and
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family planning organizations were also reviewed. The quality of
evidence is rated using the criteria developed by the Canadian
Task Force on Preventive Health Care.

Benefits, Harms, and Costs: This committee opinion will help
health care providers offer clear information to women who have
not been adherent in using hormonal contraception with the
purpose of preventing unintended pregnancy.
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Summary Statements

1. Instructions for what women should do when they miss hormonal
contraception have been complex and women do not understand
them correctly. (I)

2. The highest risk of ovulation occurs when the hormone-free
interval is prolonged for more than seven days, either by delaying
the start of combined hormonal contraceptives or by missing
active hormone doses during the first or third weeks of combined
oral contraceptives. (Il)

This document reflects emerging clinical and scientific advances on the date issued and is subject to change. The information
should not be construed as dictating an exclusive course of treatment or procedure to be followed. Local institutions can dictate
amendments to these opinions. They should be well documented if modified at the local level. None of these contents may be
reproduced in any form without prior written permission of the SOGC.
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Ovulation rarely occurs after seven consecutive days of combined
oral contraceptive use. (ll)

Recommendations

1. Health care providers should give clear, simple instructions, both
written and oral, on missed hormonal contraceptive pills as part of
contraceptive counselling. (l1I-A)

2. Health care providers should provide women with
telephone/electronic resources for reference in the event of
missed or delayed hormonal contraceptives. (llI-A)

3. In order to avoid an increased risk of unintended pregnancy, the
hormone-free interval should not exceed seven days in combined
hormonal contraceptive users. (lI-A)

4. Back-up contraception should be used after one missed dose in
the first week of hormones until seven consecutive days of correct
hormone use are established. In the case of missed combined
hormonal contraceptives in the second or third week of hormones,
the hormone-free interval should be eliminated for that cycle. (lII-A)

5. Emergency contraception and back-up contraception may be
required in some instances of missed hormonal contraceptives, in
particular when the hormone-free interval has been extended for
more than seven days. (IlI-A)

6. Back-up contraception should be used when three or more
consecutive doses/days of combined hormonal contraceptives are
missed in the second and third week until seven consecutive days
of correct hormone use are established. For practical reasons, the
scheduled hormone-free interval should be eliminated in these
cases. (II-A)

7. Emergency contraception is rarely indicated for missed combined
hormonal contraceptives in the second or third week of the cycle
unless there are repeated omissions or failure to institute back-up
contraception after the missed doses. In cases of repeated
omissions of combined hormonal contraceptives, emergency
contraception may be required, and back-up contraception should
be used. Health care professionals should counsel women in
these situations on alternative methods of contraception that do
not demand such stringent compliance. (l1I-A)
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ABBREVIATIONS

COC  combined oral contraceptive

CHC combined hormonal contraception
DMPA depot medroxyprogesterone acetate
DSG desogestrel

EC emergency contraception

EE ethinyl estradiol

FSH follicle stimulating hormone

HFI hormone-free interval

HC hormonal contraceptive

LNG levonorgestrel

Patch  transdermal contraceptive patch
Ring vaginal contraceptive ring

NG norgestrel

NGM  norgestimate

oC oral contraceptive

RCT randomized controlled trial

WHO  World Health Organization

INTRODUCTION

Despite the fact that Canadian women have access to a
wide range of contraceptive options, unplanned preg-
nancies still occur.! According to the 2006 Canadian Con-
traception Study, 50% of sexually active women in Canada
use a hormonal contraceptive method. Oral contraceptives
are the most popular method, used by 43.8% of women,
followed by depot medroxyprogesterone acetate
(Depo-Provera, 2.4%), the contraceptive patch (Evra,
1.2%), and the wvaginal contraceptive ring (NuvaRing,
0.6%).2 Correct and consistent use of any contraceptive
method is essential to its effectiveness, but adherence may
vary significantly by contraceptive method. Hormonal con-
traceptives are nearly 100% effective with perfect use; how-
ever, typical failure rates in the range of 3% to 9%3# reflect
the fact that adherence with daily, weekly, monthly, or even
tri-monthly regimens is a problem. Women commonly fail
to take hormonal contraception as directed. Up to 60% of
COC users reportirregular COC use, including missing pills
or starting new pill packages late.> North American studies
have found that approximately 50% of women take one pill
every day® but that the percentage of women missing at least
three pills a month can vary from 10% to 51%.> In one
survey conducted in 10 countries, nearly 75% of pill users
forgot to take their daily pill when at home, and more than
25% said that they were more likely to forget to take their
pill when on holiday.”

Although there are a number of guidelines for steps to take
in the event of missed hormonal contraception, these
instructions are often perceived as being too complex,
because they vary for the type of pill, the number of pills
missed, and the timing of the missed pill. Studies have
found that although women may know what to do when
one pill is missed, fewer women know what to do when two
or more pills in a row are missed.® Women in these studies
reported that graphic instructions for missed pills were
easier to understand than text-only instructions, and that
simplified forms were easier to comprehend than more
complex versions.®

The current guidelines for missed hormonal contraception
and the relevant literature on contraceptive efficacy, ovula-
tion inhibition, and mechanism of action of hormonal con-
traceptives were reviewed in order to provide simplified,
written, evidence-based instructions to women and health
care providers for dealing with missed hormonal contracep-
tion. Recognizing that hormonal contraceptives have multi-
ple mechanisms of action, that there is no direct evidence
assessing the impact of missed pills on the risk of unin-
tended pregnancy, that there may be significant variation
among users, and that there are no studies assessing the
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Key to evidence statements and grading of recommendations, using the ranking of the

Canadian Task Force on Preventive Health Care

Quality of Evidence Assessment*

Classification of Recommendationst

I: Evidence obtained from at least one properly randomized
controlled trial

11-1: Evidence from well-designed controlled trials without
randomization

11-2: Evidence from well-designed cohort (prospective or
retrospective) or case-control studies, preferably from more
than one centre or research group

11-3: Evidence obtained from comparisons between times or
places with or without the intervention. Dramatic results in
uncontrolled experiments (such as the results of treatment
with penicillin in the 1940s) could also be included in this
category

Ill:  Opinions of respected authorities, based on clinical
experience, descriptive studies, or reports of expert
committees

A. There is good evidence to recommend the clinical preventive
action

B. There is fair evidence to recommend the clinical preventive
action

C. The existing evidence is conflicting and does not allow to
make a recommendation for or against use of the clinical
preventive action; however, other factors may influence
decision-making

D. There is fair evidence to recommend against the clinical
preventive action

E. There is good evidence to recommend against the clinical
preventive action

L. There is insufficient evidence (in quantity or quality) to make
a recommendation; however, other factors may influence
decision-making

*The quality of evidence reported in these guidelines has been adapted from The Evaluation of Evidence criteria described in the Canadian Task Force

on Preventive Health Care.*

TRecommendations included in these guidelines have been adapted from the Classification of Recommendations criteria described in the The Canadian

Task Force on Preventive Health Care.*

accuracy or efficacy of current guidelines, this document
proposes new algorithms for advising women on what to
do when hormonal contraception is missed. Recommenda-
tions are graded using the criteria developed by the
Canadian Task Force on Preventive Health Care (Table).

CURRENT RECOMMENDATIONS FOR
MISSED HORMONAL CONTRACEPTION

Although women often fail to take hormonal contraception
consistently and correctly, there is no uniformity (and
indeed some controversy) in the recommendations from
various organizations and societies for counselling women
on missed hormonal contraception and when to consider
emergency contraception. For example, in the Netherlands
alone, the Dutch College of General Practitioners, the Sci-
entific Institute of Dutch Pharmacists, the Dutch Associa-
tion of Obstetrics and Gynaecology, and the Dutch Expert
Centre on Sexuality all give different recommendations on
the use of the morning after pill in the event of a contracep-
tive pill being missed.”

In the 2004 Canadian Contraception Consensus, the Soci-
ety of Obstetricians and Gynaecologists of Canada pro-
vided instructions for COC users in the event of missed
pills.1? These stated that a woman may miss one pill; how-
ever, if two or more pills were missed in the first or second
week of the pack, then back-up contraception should be
used for seven days, and EC should be considered. If two or
more pills were missed in the third week, a new pack of pills
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should be started immediately. If three or more pills were
missed at any time, the woman should start a new pack
immediately, consider EC, and use a back-up method. No
differentiation was made between different types of pills.

In the same year, Hatcher, in Contraceptive Technology,
suggested that in the first week of the CHC pill pack, miss-
ing from one to four pills was an indication to use a back-up
method of contraception and consider emergency contra-
ception.’ However, a woman could miss #p #o four pills in the
second or third week of the pack without requiring emer-
gency contraception or a back-up method of contraception.
If two or more pills were missed in the third week, a new
pack should be started in order to avoid extending the
hormone-free interval. A missed pill was defined as taking a
pill more than 24 hours after the last pill, or not at all. Again,
no differentiation was made between pill types.

In 2004, the WHO published the Second Edition of
Selected Practice Recommendations for Contraceptive
Use, which contained recommendations for COC users and
progestin-only pill users in the event of missed pills.! These
recommendations were based on systematic reviews of the
relevant evidence by a working group of international fam-
ily planning experts.!>13 Unlike previous recommendations
and those of other organizations, they differentiated
between CHC pills that contained 30-35 pg of ethiny-
lestradiol and those that contained < 20 pg of EE. The
Working Group commented that the evidence for their
recommendations was based primarily on studies of 30-35 g EE
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pills and that the more cautious recommendations for the
20 pg EE pills were based on limited evidence suggesting a
possible higher risk of pregnancy when missing 20 pg EE
pills. The main principles underlying their recommenda-
tions were the following: it is important to take an active
(hormonal) pill as soon as possible when pills have been
missed; the chance of pregnancy if pills are missed depends
on how many pills are missed and when the pills are missed;
the risk of pregnancy is greatest when the hormone-free
interval is extended (i.e., pills are missed at the beginning or
at the end of the active pills); seven days of continuous
COC use are necessary to reliably prevent ovulation; miss-
ing three or more active pills at any time during the cycle (2
or more for < 20 pg pills) warrants additional precautions.

The WHO recommendations allow a woman taking a

30-35 pg COC to miss up to two active hormonal pills or
start a pack one or two days late without the need for
back-up contraception or emergency contraception.
Women taking a < 20 pg COC could miss one active pill or
start their pack one day late without requiring additional
precautions. Women who missed three or more active
30-35 pg pills (or 2 or more active 20 pg pills) were advised
to take an active pill as soon as possible, continue taking one
pill daily, use a back-up method of contraception for seven
days, and consider the use of emergency contraception. If
the pills were missed in the third week, women should fin-
ish off the active pills and then start a new pack of pills right
away, thus omitting the hormone-free interval. There was

no definition given for what constituted a “missed pill.”

The WHO recommendations were endorsed by the Faculty
of Family Planning and Reproductive Health Care Clinical
Effectiveness Unit in the United Kingdom, who adapted
them for use in developed countries.!* They presented their
recommendations in table and flow chart formats to allow
individual providers to use the most appropriate style of
presentation in their own practice. The WHO recommen-
dations for both missed COCs and missed progestin-only
pills have also been endorsed by the International Planned
Parenthood Federation.!®

The objective of the WHO was to provide an evidence-
based yet simple and harmonized guide for missed pill tak-
ing, because previous rules were confusing, contradictory,
too complex for some women, and probably overcautious
in their advice about back-up contraception for much of the
pill cycle. However, there have been criticisms of the WHO
recommendations.”!%17 Mansour and Fraser argued that
given that many women are unsure of the dose of ethinyl

estradiol in their pill, having two rules, one for 30-35 ng

pills and one for < 20 pg pills, would lead to confusion and
that “one rule for all” would be better.!0 They also raised the

following concerns: there is no universally accepted defini-
tion of a “missed pill,” there is no strong evidence that it is
safe to miss up to three 30-35 ng pills at the start of a new
pack without using back-up contraception or EC, and the
small studies done to detect ovulation after deliberate
extension of the HFI were not powered to detect wide
inter-individual variability. Guillebaud, a member of the
WHO Expert Working Group, stated that the decision to
have two schemes by dose was not well founded, given the
limited evidence available and given that individual varia-
tion in ovarian activity appeared to be much greater than the
effect of any dose.!” Thus he also suggested that in a devel-
oped country where fewer unintended pregnancies occur
because women do not have access to reliable contracep-
tion or to information about its use, one rule for all would
be more helpful and that more than one pill missed should
trigger seven days of back-up contraception for all of the
COCs.!7 The Dutch organizations expressed concerns over
the WHO recommendations in their 2007 guidelines for
missed contraceptive pills and requested that the WHO ini-
tiate research to establish if its 2004 recommendations on
forgetting more than one pill can be supported by better
data.? In the meantime, the Dutch consensus was that if
only one pill is missed, no extra precautions are necessary.
This is similar to the recommendations made by the Ameri-
can College of Obstetricians and Gynecologists (ACOG) in
their 2006 patient information booklet. ACOG recommend
that if more than one pill is missed, back-up contraception
should be used for one week, regardless of the dose of pill
or the timing in the cycle.!8

Given the contradictory recommendations that exist, pro-
viding women with clear simple instructions on what steps
to take in the event of missed hormonal contraception may
be a daunting task for health care providers. The SOGC
Working Group reviewed the available evidence to help
determine a simple approach to missed hormonal contra-
ception that allows for the lowest number of pregnancies
that could have been prevented if women had been given
contraception and clear instructions for its use without
unnecessary intervention with emergency contraception.
While other guidelines have focused exclusively on oral
contraceptives, this document includes all methods of
hormonal contraception.

Evidence From Studies on Ovulation

Suppression and Missed Hormonal Contraception
Most CHCs work primarily by suppressing ovulation. How-
ever, residual ovarian activity has been shown with most
COCs, even 50 pg EE preparations,!® as demonstrated by
increased levels of FSH, estradiol or progesterone, or
ultrasonographic appearance of follicles or follicle-like
structures.?-30 This is particularly true during the seven-day
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HEFI22.26.31-36 wyith preparations containing older progestins
(norethindrone acetate or norethindrone)?” and with very
low dose COCs (< 20 pg EE).353738 In one study, if ovarian
activity was not detected during the first week of pill intake,
it was unlikely to be found in week two or week three.??

Studies have exposed women to dosing errors. These stud-
ies found that some form of ovarian activity or, occasion-
ally, signs of ovulation (elevation of serum progesterone or
appearance of a corpus luteum) could occur, especially with
dosing errors in the first week of use.3’-#" There was no evi-
dence that omission of two pills during the second or third
week of a pill pack resulted in ovulation.*84

Four studies examined the effects of oral contraceptives
administered at defined stages of ovarian follicular develop-
ment26:>0 or at different days of the cycle.>'»2 The risk of
ovulation was higher when the diameter of a leading follicle
was larger (> 10 mm) or when the pill was initiated later in
the cycle (day 7 vs. day 1).

Adding estrogen during the HFI,>3* decreasing or elimi-
nating the HFL,>>-57 starting the first pack of pills on cycle
day one instead of day five,>'-*2 or regular use of the contra-
ceptive patch?” appear to achieve more effective ovarian
suppression. The vaginal contraceptive ring has also been
reported to be highly effective in rapidly suppressing
follicular development. One small randomized trial demon-
strated that when the HFI was extended to allow follicular
growth to 13 millimetres (day 11 median after ring removal)
followed by reinsertion of the ring, the follicle was sup-
pressed and ovulation did not occur.>® In the same study,
when the ring was used for only three days following a 7-day
HFI, subsequent ovulation did not occur until 17 days after
ring removal.>8

The limitations of these studies include small sample sizes
that may not reflect variations in larger populations, lack of
standard definitions for ovulation, and the fact that there
was no direct evidence of how ovulation corresponds to the
risk of unintended pregnancy. Although reduced ovarian
suppression during hormonal contraceptive use may result
in ovulation, other mechanisms of contraceptive action
such as thickened cervical mucus and endometrial atrophy
may help to offset the risk of unintended pregnancy. As
with ovarian suppression, these other mechanisms of action
are also influenced by the progestin used and its dose.!2

Small studies assessing the timing of DMPA injections
found that DMPA injection up to day seven of the men-
strual cycle reliably inhibits ovulation and that when DMPA
was given after day seven, some women ovulated,>%o
although 90% had poor cervical mucus scores 24 hours
after injection.®! Studies have also found a wide variation in
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the time between a woman’s last injection of DMPA and
the resumption of ovulation, with a range of 15 to 49 weeks.!?

Evidence From Studies on Pharmacokinetics

of Hormonal Contraceptives

The pharmacokinetic properties of contraceptive hot-
mones will influence contraceptive efficacy when doses are
missed, but evidence related to specific formulations is lack-
ing. Although serum levels of hormones with longer
half-lives remain stable for longer and theoretically should
allow more leeway for dosing errors, other factors such as
protein binding of hormones, the hormone dose (very low
vs. low), and progestin potency are also important for main-
taining effective hormone levels. At this time it is not possi-
ble to conclude whether some formulations are more toler-
ant of user error than others. As well, there is considerable
evidence for large inter- and intra-individual variation as
well as ethnic differences in the metabolism of contracep-
tive hormones, suggesting that the effect of missed doses is
likely to be highly variable among women.62-64

The pharmacokinetics of non-oral delivery systems are rele-
vant to the risk for contraceptive failure when use is
extended past the recommended time. The hormone reser-
voir in the contraceptive patch and ring maintain serum
hormone concentrations in the therapeutic range past their
recommended duration of use of 7 and 21 days, respec-
tively. In a study of 12 women, serum concentrations of EE
and norelgestromin (the active progestin metabolite in the
patch) remained at ovulation inhibitory levels throughout at
least nine days of wear, two days past the approved time for
use.%> Likewise in a study of eight women using the vaginal
ring, EE and etonogestrel slowly declined after peak levels
were attained during the first week of use, falling below
week one levels only after 30-35 days of wear.%

Evidence From Studies on Efficacy

A woman’s adherence to her hormonal contraceptive regi-
men is a major determinant of its effectiveness. For some
methods adherence is inherently more dependent on the
action of the user; a woman using DMPA must act only
once every three months to have perfect adherence,
whereas a woman using oral contraceptives must take a pill
every day for three weeks, remember to start a new cycle of
pills at the end of the hormone-free interval, and repeat this
for three pill cycles to achieve the same adherence. Methods
that are more user-dependent demonstrate a larger differ-
ence in theoretical and actual contraceptive effectiveness.
Failure rates for DMPA are 0.3% for perfect use and 3% to
0.7% for typical use, while failure rates for COCs are 0.3%
with perfect use and 8% to 9% for actual use.*07.68

In studies of adherence to COC regimens, 15% to 47% of
pill users report missing one pill per cycle and 22% report
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Figure 1. Missed combined oral contraceptives
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one pill daily one pill daily the pack.
until the end of until the end of Discard any
the pack. the pach. placebo pills and
Back-up Discard any start a NEW
contraception placebo pills. CYCLE with no
for 7 days. Start a NEW HFI1.
Consider EC* CYCLE of CCC Back-up
without a HFI contraception
for 7 days.
Consider ECT

ASAP: As soon as possible. This may mean that 2 pills are taken on that day.
*If unprotected intercourse within the last 5 days. TIf repeated or prolonged omission.

Box 1. During the first week of use (week 1), delay in taking one pill > 24 hours (i.e. missing one or more pills) increases the HFl and may
allow ovulation during this week. Missing 1 active pill before ovulation is effectively inhibited (achieved after taking 1 active pill daily
x 7 consecutive days) may also allow ovulation during this week. If intercourse occurred during the day of pill omission or in the 5 days
prior, consider EC.

Box 2. Missing fewer than 3 pills in a row during week 2 or 3 is the same as having a short HF| after achieving effective inhibition of
ovulation during the preceding week (1 pill daily x 7 consecutive days). Therefore, efficacy is not expected to be reduced, although
breakthrough bleeding may occur. Eliminating the HFI may reduce the risk of unintended pregnancy when pills are missed in week 3.
Eliminating the HFI when pills are missed in week 2 is proposed to simplify this algorithm.

Box 3. Missing 3 or more pills in a row during week 3 is likely to impair contraceptive effectiveness, because the HFI comes immediately
after week 3. Eliminating the HFI and using a back-up method until 7 consecutive days of pills are taken should reduce the risk of
unintended pregnancy. EC can be considered if unprotected intercourse has occurred during the interval of missed pills up until

7 consecutive pills have been taken. The same recommendation is proposed for week 2 to simplify the algorithm.

missing two or more pills.®*-7! Women with no established
pill-taking routine and poorer understanding of written
information about the pill have been shown to have poorer
adherence.”.72 Recently, age has not been shown to have a
significant impact on COC adherence.” A cohort study of
3316 women found that those using pills in a continuous
28-day cycle missed fewer pills in the vulnerable first week
of the cycle than those using a 21-day regimen.”™ In several
randomized controlled trials, the contraceptive patch was
found have better user adherence than COCs, although
there was no significant difference in efficacy.’>7>
However, in one cohort study in women at high risk for
contraceptive failure, patch users had lower continuation

and effectiveness rates than COC users.”® The vaginal ring,
which requires only once-monthly insertion, was not used
consistently during 11% to 15% of treatment cycles in con-
trolled clinical trials.”=7? Studies of DMPA have shown that
over one half of new users discontinue it by one year, and
adherence to scheduled appointments is low, with 36% of
users in a US clinic missing a regular injection appointment
over one year of follow-up.8-83 Thus, the evidence indi-
cates that regimen adherence is imperfect for all types of
hormonal contraception, and strategies are needed to
decrease the risk of contraceptive failure in circumstances

of imperfect use.
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Figure 2. Missed contraceptive patch
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contraception for CYCLE of 3 Back-up
7 days. patches with no contraception for 7
Consider EC* HFI days.
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Extended wear: According to pharmacckinetic studies, the paich is effective for 9 days. Extended
wear past 9 days results in falling hormone levels in week 2, 3 or 4 of the cycle. Extended wear of
Patch 3 falls into the HFI and will not decrease efficacy unless worn past the start of the next patch
cycle. For extended wear of Patch 1 or 2, the rule for missed COCs is used — i.e., missing hormones
for <= 3 days (or extended wear for < 8+3 days) should not reduce contraceptive efficacy as long as the
HFI is not extended.

If patch 1 or 2 is left on:

9to <12 days. apply a NEW PATCH. Keep the same “patch change day". Finish the cycle of patches
and start a NEW CYCLE of 3 patches without a HFI.

= 12 days: as above and back-up contraception x 7 days. Consider EC*

*If unprotected intercourse within the last 5 days. 1if repeated or prolonged omission.

Box1. Detachment > 24 hours in week 1 is analogous to missing one COC by 24 hours or more in week 1. When a woman is unsure
how long the patch was detached in week 1, it is safer to consider it as a detachment of > 24 hours.

Box 2. Detachment < 72 hours in week 2 or 3 is analogous to missing <3 COCs. The suggestion to keep the same “patch change day”
provides more simple patient advice than having changing the “patch change day” as recommended in the product monograph.

Box 3. Detachment > 72 hours in week 2 or 3 is analogous to missing > 3 COCs.

RECOMMENDATIONS CONCERNING

MISSED HORMONAL CONTRACEPTIVES

2. The HFI should not exceed seven days.

3. Delaying the start of a CHC by 24 hours or more or

Instructions for missed hormonal contraception need to be missing one or more doses of CHC during week one
simple and easy to understand and remember. In addition, it may increase the risk of unintended pregnancy.
is helpful if they are available in a printed graphic format

that the woman can refer to in the event of missed
contraception. Figures 1 to 5 show the proposed new

4. Ovulation is effectively inhibited after seven days of
consecutive use of combined hormonal contraceptives.

recommendations. 5. Back-up contraception should be used for the first
The recommendations are based on the following seven consecutive days of combined hormonal
assumptions: contraceptive use when a method is initiated, unless it

is initiated on the first day of menses.

1. A missed dose of combined hormonal contraceptive is

defined as either taking (oral contraceptives) or 6. Eliminating the HFI when one or more days of CHCs
initiating (contraceptive patch or ring) the COC are missed in week two or week three will reduce the
24 hours or more after the scheduled time. risk of unplanned pregnancy.
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10.

Figure 3. Missed contraceptive ring

¥ ¥
Removal Delayed insertion = 24
= 3 hours hours or removal for
more than 3 hours

]
Y l ¢

During week 1 During week 2 or 3
Insert the ring ]
ASAP. il ! +
Keep it in until Removal >
the scheduled
ring removal 3 hours R_emoval Remaoval
day. or unsure how < 72 hours 2 72 hours
long ring was (< 3 days) (= 3 days)
removed
Insert the ring
Insert the ring Insert the ring ASAP.
ASAP ASAP. Keep it until the
Keep it until the Keep it urtil the scheduled ring
scheduled ring scheduled ring removal day.
removal day. removal day. Start a NEW
Back-up Start a NEW CYCLE with a
contraception for CYCLE with a NEW RING with
7 days NEW RING with no HFI.
Consider EC* na HFI. Back-up
contraception for
7 days.
Consider ECt

Extended wear: According to pharmacokinetic studies, the ring maintains effective hormone levels
for up to 28 days and possibly up to 35 days. Use of the ring for up to 35 days should not reduce
contraceptive efficacy, since the 7 days added to 28 days of effective hormone levels are equivalent to
adding a 7-day HFI. In order to be cauticus, for wear past 28 days, we recommend eliminating the HFI

If the ring is left in for > 28 days:

day.

and inserting a new ring immediately. Leaving the ring in place for more than 35 days corresponds to
ling the HFI and therefore back-up contraception is required and EC should be considered.

28-35 days: Insert a NEW RING without a HF|. Keep it until the scheduled ring removal

= 35davs.  Asabove and back-up contraception x 7 davs. Consider EC*

* If unprotected intercourse within the last S days. 1f repeated or prolonged omission.

Box 1. Removal of the ring > 3 hours in week 1 is analogous to missing one active pill > 24 hours in week 1. When a
woman is unsure how long the ring was removed in week 1, it is safer to consider it as a removal > 3 hours. The sched-
uled ring removal day is day 21 after taking out the ring from the foil.

Box 2. Removal of the ring < 72 hours in week 2 or 3 is analogous to missing < 3 pills.

Box 3. Removal of the ring > 72 hours in week 2 or 3 is analogous to missing > 3 pills.

. Detachment of the contraceptive patch, expulsion of

the vaginal contraceptive ring, or delayed removal or
application/insertion of the contraceptive patch or
vaginal ring are also considered as missed or incorrect
use of a combined hormonal contraceptive method.

. Ovulation inhibitory levels of hormones are maintained

with extended wear of the contraceptive patch up to
nine days and of the vaginal ring up to 28 days.

. There is likely to be considerable inter-individual

variation in metabolism of contraceptive hormones and
thus variation among individual women in their
susceptibility to contraceptive failure after missed CHC.

Recommendations for progestin-only methods are
similar to previous recommendations.

11. Emergency contraception may be indicated in certain
circumstances. It is important for women and their
caregivers to have all the necessary information to
make reasonable judgements about when EC is
indicated. The concept of “when in doubt, use it”

should be supported.

Extended or Continuous Combined Hormonal
Contraception

The SOGC recently published guidelines on continuous or
extended combined hormonal contraception.®* Extended
use of combined hormonal contraception refers to the use
of CHC with planned but less frequent hormone-free inter-
vals, while continuous use refers to the uninterrupted use of
CHC with no planned hormone-free-intervals. Many think
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Figure 4. Missed progestin only pills

PFill-taking is delayed
by more than 3 hours
or missing 2 1 pill

'

Unprotected
intercourse in the past
5 days

v

.

Yes

Mo

'

'

EC recommended.
Take 1 pill the next
day and continue
taking one pill daily,
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Back-up
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that continuous or extended CHC regimens have the poten-
tial to increase contraceptive efficacy and contraceptive
adherence by removing the need to transition between
packs of pills. Studies have found that reducing or eliminat-
ing the HFI achieves greater ovulation and follicular sup-
pression,>50°785 and this has led to the hypothesis that
these regimens may be more forgiving of missed doses than
the standard regimen. Nevertheless, most randomized con-
trolled trials have found similar pregnancy rates between
continuous/extended regimens and conventional 28-day
cyclic regimens.8-% Three randomized controlled trials
found no statistical difference in adherence between contin-
uous or extended regimens and 28-day regimens.80.88.:89.91

When CHC is taken continuously, the HFI is omitted.
When there is no HFI, there is no rebound of the HPO axis
and thus no signal to drive ovarian follicular growth. There-
fore, it is logical that for extended/continuous CHC use,
seven days would need to be missed before the recommen-
dations for missed CHCs would apply.

Once a2 woman has used extended/continuous CHC for
more than 21 days consecutively, she may miss up to seven
days of her method. At no time should the HFI exceed
seven days. If the HFI exceeds seven days, instructions
would be the same as for cyclic users who have
missed/delayed CHC in the first week of use. In general,
when a woman resumes her extended/continuous regimen

of CHC after a HFI, she should follow the
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recommendations that are provided to cyclic users for
missed/delayed CHC during the first 21 consecutive days
of its use.

Repeated Omission of Hormonal Contraceptives

As  previously
depends on consistent and correct use of a contraceptive
method; however, adherence can be a challenge. Numerous
studies have shown high rates of inconsistent or incorrect
hormonal contraceptive use. In contrast to the commonly
held belief that adherence will improve with time, a study of
COC users found that in the first three months of COC use,
women’s compliance did not improve and they actually
became less consistent at taking their pills over time.?

discussed, contraceptive effectiveness

Providing advice to women who repeatedly miss their hor-
monal contraception is a counselling challenge. The recom-
mendations for missed CHC are based on the assumption
that seven consecutive days of hormonal contraception are
required to reliably inhibit ovulation. However, women
who repeatedly miss their CHCs may miss them at various
times in their cycle and in varying quantities and thus may
never use hormonal contraception for seven consecutive
days. In this case, a more cautious approach is suggested. If
the woman has not used her contraceptive method for
seven days consecutively and has failed to use back-up con-
traception during these seven days or has missed her CHCs
on a number of occasions within the same cycle, back-up
contraception should be highly recommended until the
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Figure 5. Missed contraceptive injection
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ASAP

'

Last injection given:
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! } ‘
If B-HCG* is If B-HCG* is
negative and negative and If B-HCG* is
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EC and next give next injection contraception for 7
injection ASAP. ASAP. days
Back-up Back-up
contraception for 7 contraception for 7
days. days.
Repeat B-HCG 3 Repeat B-HCG 3
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in office.

*Urinary B-HCG may be preferred to serum B-HCG because of accessibility directly in pharmacy or

tRepeating B-HCG 3 weeks after the injection to ensure that unintended pregnancy is not missed.

method has been used for at least seven consecutive days.
EC may be required.

Women who frequently miss pills, forget to change their
patch or ring, or are unable to return reliably for DMPA
injections every three months should consider alternative
methods of contraception that are less compliance
demanding.

CONCLUSION

On the basis of the available scientific evidence, it is difficult
to make simple recommendations on the steps to take after
CHCs are missed or used improperly. The recommenda-
tions become more complex when the newer CHC delivery
systems (the contraceptive patch and ring) are included.
These recommendations attempt to balance the evidence
with the practicalities of being easy to use. They are meant
to guide health care providers in providing informed,
appropriate counselling in situations of imperfect CHC use
without undermining the efficacy of the contraceptive

method or overusing EC. The most effective means of
reducing the risk of unintended pregnancy remains the cor-
rect and consistent use of all contraceptive methods to
optimize their efficacy.
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