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Introduction 
The COVID-19 pandemic is a public health crisis with wide reaching health care implications due to 
illnesses from the disease itself, social and physical distancing restrictions, and the deferral or 
indefinite postponement of non-urgent clinical care and procedures. As physical and social 
distancing measures have been implemented to curb the spread of COVID-19, healthcare has been 
upended with the deferral or cancellation of in-person visits and health care providers have had to 
rapidly adapt their clinical practice.  During this time, drug production sites and supply chains have 
also been disrupted. Consequently, Canadian people and couples who want to avoid a pregancy at 
this time are at increased risk of developing an unmet need for family planning due to lack of access 
to contraceptive care or methods.  Compounding this, social isolation may increase unintended 
pregnancy through exposure to unprotected intercourse, reproductive coercion, and intimate 
personal violence.  
 
Ideally, contraception provision would be practised in accordance with the Canadian Contraception 
Consensus guidelines, including recommendations for screening, duration of use, follow-up 
assessments, and the provision of long-acting reversible contraception (LARC) methods as first-
line contraception methods.  During pandemic situations, provision of family planning services must 
be adapted in an evidence-based fashion.  This document provides interim guidance to affirm best 
practices and provide expert consensus on strategies to maintain contraceptive access during the 
COVID-19 pandemic or other periods of major social disruption. 

 
Recommendations and Summary Statements 
 

1. The unmet need for contraception increases during periods of social disruption, 

including pandemics. Health care providers should facilitate continued access to 

contraception during this time. 

Access to safe, voluntary family planning is a human right.1, 2 During social disruptions, 
including wartime conflict and pandemics, there is an increased and unmet need for 
contraception, leading to increased rates of unintended pregnancy and its associated 
outcomes.3, 4  Individuals may lack access to contraception and thus have unprotected 
intercourse as well as be at increased risk of intimate partner violence, reproductive 
coercion, and unwanted or unplanned intercourse.   



 

 

 
It is essential to have ongoing access to a choice of effective contraceptives through the 
provision of information, counselling, and services (including emergency contraception).5 
Given the elevated risk of adverse outcomes of pregnancy, and the humanitarian need to 
ensure access to birth control, the UNFPA considers access to contraception “life-saving” 
during a pandemic.5  Healthcare providers should facilitate ongoing access to contraception, 
including offering virtual visits to initiate, improve, and continue contraceptive methods. 

2. During the COVID-19 pandemic, contraceptive care may be offered virtually 

(telephone encounter, video encounter) or in person depending on the needs of the 

individual and in line with other health authority recommendations 

To facilitate access to contraception while respecting physical and social distancing 
guidance, contraception counselling can be performed virtually to determine acceptable 
contraceptive options for an individual patient. Some contraceptive methods can be initiated 
without the need for an in-person assessment, including barrier methods, the POP, DMPA, 
and in some instances combined hormonal contraception (in the absence of 
contraindications). Initiation of other methods, such as long acting reversible contraceptives 
(LARC), may need to be deferred if the clinical resources for insertion are not readily 
available, the patient has known or suspected COVID-19 infection, or is in a high risk 
category for COVID-19 infection.  
 
 

3. Long-Acting Reversible Contraception (LARC) provides reliable contraception that 

is resistant to fluctuations in healthcare access during a pandemic. LARC 

placement is an essential medical service and women who would benefit from a 

LARC method should be able to access placement or insertion appointments. 

 
In Canada, intrauterine contraception (IUC) is the only LARC method available at this time.  
Women may have had a contraceptive implant inserted in another country but the single rod 
etonogestrel implant is not currently available in Canada.  IUCs include levonorgestrel 
intrauterine systems (LNG-IUS) and copper intrauterine devices (Cu-IUD). IUCs provide 
effective reversible contraception for up to (and in some cases beyond) 5 years.6 LARC 
methods are the most effective way to prevent unintended pregnancy but it may not be 
possible for all clinicians to maintain access to IUC placement or implant insertion (when 
available)  during a pandemic or period of social disruption.  

Health care providers who currently provide IUC care are encouraged to continue offering 
this service if feasible. Clinics should follow local public health guidelines to screen patients 
prior to appointments, have access to appropriate personal protective equipment (PPE), 
wash and disinfect clinical areas as required, and adhere to scrupulous hand-washing 
protocols.  Health care providers should have a robust system for assessing and ensuring 
follow-up for patients they are able to see.   If IUC placement is not possible during the 
pandemic, contraceptives that can be self-administered should be offered as a bridge to 



 

 

delayed IUC insertion. A short-acting reversible contraceptive (SARC) can be initiated 
immediately in the absence of contraindications to method use. 

Health care providers should make particular efforts to maintain IUC access (through 
provision or referral) for patients at higher risk of unintended pregnancy and its 
complications, including those with a history of unintended pregnancy, those at risk of 
reproductive coercion or intimate partner violence, those with contraindications to estrogen-
containing contraception, and patients for whom a short-acting contraceptive method 
(including barriers) is contraindicated or unlikely to provide reliable contraception. 

. 
 

4. Intrauterine contraception (IUC) may be safely continued beyond its approved 

duration of use.  Appointments for IUC removal or replacement can be deferred up 

to 12 months, depending on the specific device and duration of use. 

Routine IUC replacements and removals should be postponed if possible and IUC users 
should be counselled on the safety and effectiveness of extended IUC use.  Extended use 
of an IUC is safe beyond the approved duration of use, however there may be small effects 
on effectiveness. Although each device is approved for certain durations of use, most are 
effective for longer than the manufacturers’ recommendations6, 7 and immediate 
replacement at the end of this time period is not necessary.  

 
There is good evidence to support exended use of the LNG-IUS 52 mg (Mirena®) for up to 
7 years in women who are > 25 years old at the time of insertion.7, 8, 9, 10, 11, 12, 13  There is 
limited experience with extended use of the LNG-IUS 13.5 mg (Jaydess®) and the LNG-
IUS 19.5 mg (Kyleena®). Although the risk of pregnancy is likely to be small, women using 
the 13.5 mg and 19.5 mg LNG-IUS’s should be advised to use a second method of 
contraception, such as barrier methods, POP, or CHC (if no contraindications) once the 
approved duration of use has passed.14  

 
Most copper IUDs are effective for longer than their approved duration of use.  Although 
the product monograph indicates a duration of use of 30 months for certain Cu-IUDs, 
evidence from clinical trials indicates that these may be used for up to 5 years.15 There is 
good evidence to support the use of copper IUDs with 380mm2 of copper for at least 12 
years,7, 8, 12, 16 and likely until menopause if it is inserted over the age of 35.  For those 5-
year copper IUDs with less than 380mm2 of copper, there is likely effectiveness beyond 
five years, however a second method of contraception may be beneficial. POP and CHCs 
(if no contraindications exist) can be initiated with an IUD or IUS in situ until a removal 
appointment can be arranged. 14 
 
Given the extended duration of effectiveness for many IUCs, patients who require initial 
IUC placement should be prioritized over those requiring IUC replacements during periods 
of social disruption.    



 

 

 

5. Progestin implants may be safely used beyond the indicated duration of use. Patients 

relying on a single-rod etonogestrel implant for contraception can defer replacement 

or removal for at least 12 months. 

The etonogestrel subdermal implant is approved for three years of use.  There is reliable 
evidence that etonogestrel implants remain effective beyond three years with studies 
showing excellent effectiveness at 4 and 5 years.17 7, 13, 18  If a patient wishes to continue 
using an etonogestel implant, appointment for removal or replacement (once available) can 
be deferred. Although etonogestrel serum levels may still be above the minimum level 
required for ovulation inhibition beyond five years, women who have had the implant for 
more than five years should be advised to use another method of contraception due to 
potential variation among women.19    

 
6. Progestin-only contraception, including progestin-only pills (POPs) and depot 

medroxyprogesterone acetate (DMPA), may be safely initiated and continued 

without an in-person assessment. 

Progestin-only contraception is effective and safe for the vast majority of women.  When 
taken within the appropriate 3-hour time window, the progestin-only pill has similar efficacy 
to combined hormonal contraceptives. There are very few contraindications to the use of 
progestin-only contraception; these include current or recent progesterone-receptor positive 
breast cancer, severe liver cirrhosis, and hepatic adenoma (benign or malignant).20   A virtual 
encounter may be used in place of an in-person assessment to initiate progestin-only 
contraceptives.  Progestin-only contraception can be continued (re-prescribed) without a 
physical examination.  Both DMPA and the POP can be initiated at any time during a 
woman’s menstrual cycle.  Back-up contraception should be used for at least 7 days after 
DMPA initiation or at least 48 hours after POP initiation (POP).20 
 

7. DMPA can be administered every 14 weeks by any healthcare provider trained to 

provide intramuscular (IM) injections. 

In Canada, DMPA is approved and available as a 150 mg dose given as an intramuscular 
(IM) injection every 3 months (every 12 to 13 weeks), usually in an office setting. The 104 
mg DMPA subcutaneous (sc) formulation is not available in Canada. DMPA IM maintains its 
effectiveness up to 14 weeks after the last injection.20, 21, 22 Women may not be able to readily 
access their regular health care provider’s office to receive their DMPA injection thus limiting 
contraceptive use and choice. Health care providers who did not initally prescribe DMPA 
may be asked to perform the injection.  Regulatory bodies should consider removing barriers 
and allowing allied health professionals already trained in the provision of IM injections, such 
as pharmacists and midwives, to provide intramuscular DMPA injections thereby improving 
access. There should be no limit on the duration of DMPA use among women of reproductive 



 

 

age who are otherwise eligible to use this method.20  
 

8. It is reasonable to initiate estrogen-containing contraception without a blood 

pressure assessment in women who are otherwise at low risk of cardiovascular 

disease and have no contraindications to the use of combined hormonal 

contraception (CHC). A blood pressure should be assessed as soon as it is clinically 

feasible.  

Estrogen-containing contraception may be continued and the prescription refilled 
without a blood pressure assessment if the woman has not developed any 
contraindications or adverse events during its use.  A follow-up blood pressure 
should be obtained when feasible.  

In healthy women < 35 years old with no other cardiovascular risk factors, the risk of occult 
hypertension is low. While a blood pressure assessment is recommended prior to initiating 
estrogen-containing pills, patches, or rings,23, 24 it can be deferred during a pandemic 
provided that the patient is otherwise healthy and has no contraindications to the use of 
combined hormonal contraception (CHC).  If a patient has a home blood-pressure cuff, or a 
close contact who can perform a blood pressure, this can replace an in-office reading. A 
documented blood pressure within the past year is a sufficient screen for hypertension. 
Public blood pressure cuffs should not be used while physical and social isolation 
recommendations are in place. 
 
An attempt to obtain a blood pressure measurement should be made within three months of 
CHC initiation. In patients > 35 years of age or younger patients with minor cardiovascular 
risk factors for whom estrogen containing contraceptives would still be considered 
acceptable, a blood pressure should be obtained within three months even if previously 
screened.  Otherwise, continuation (re-prescribing) of estrogen-containing contraception 
can be performed by virtual visit or pharmacy refill without a blood pressure assessment.   
 
 

9. Contraceptive patches can be changed every 9 days.  A single vaginal contraceptive 

ring can be used continuously for up to 4 weeks. 

Both the contraceptive patch and the vaginal contraceptive ring can be used in an off-label 
fashion beyond their approved duration of use.24  This recommendation may become more 
applicable in the event of drug shortages or limited ability to pay for contraception due to 
loss of income or extended health benefits.  Pharmacokinetic studies indicate that the patch 
maintains ovulation inhibitory levels of hormones throughout 9 days of use,25 while the ring 
maintains inhibitory levels for at least 28 days of use.26 The hormone-free interval for the 
patch or the ring should NOT exceed seven days. 

 
10. Emergency contraception is an essential medical service for which timely access 

must be maintained. 



 

 

 
Women should be reminded about the availability of emergency contraception (EC).  
Hormonal EC options include LNG-EC and UPA-EC (Ella®).  Both should be taken within 5 
days of unprotected intercourse (UPI).  LNG-EC is more effective the sooner it is taken and 
can be obtained at a pharmacy without a prescription (either over-the counter or behind-the 
counter depending on the pharmacy and jurisdiction). UPA-EC requires a prescription and 
is more effective than LNG-EC, especially at days 4 and 5 after UPI. The copper IUD is the 
most effective EC method, can be inserted up to 7 days after UPI, and in addition provides 
ongoing contraception.27  Copper IUD placement for emergency contraception should be 
considered an essential medical service.  
 
Virtual encounters (telephone or video consultation) can be used for EC counselling.  If 
hormonal EC is chosen, consider quick-starting another method of contraception such as a 
progestin-only pill or a combined hormonal contraceptive (in the absence of 
contraindications), and calling the prescription to a pharmacy.14 Timing of starting 
contraception after hormonal EC will depend on whether LNG-EC or UPA-EC was taken.28  
Emergency copper IUD placements can be arranged when and where it is appropriate.   
 
 

11. Emergency contraception should be discussed (LNG-EC, UPA-EC, copper IUD) and 

proactive prescriptions (UPA-EC) provided.  Women should be aware of the 

possibility of drug shortages and possible alternatives to their current method of 

contraception.  

 
Proactive prescription of UPA-EC should be considered for all patients using less reliable 
forms of contraception (SARC, barrier methods, withdrawal, natural family planning) or no 
method of contraception.  If a patient feels uncomfortable initiating long acting reversible 
contraception given physical distancing recommendations and desires fewer in-person visits 
for safety, she should be counselled on short-acting and barrier methods of contraception.  
A prescription for UPA-EC could be provided until an in-person encounter can occur.  
 
Due to disrupted production sites and supply chains, medication shortages may occur.29  
Although health care providers should provide enough refills to reduce required visits to 
medical offices and pharmacies, pharmacies may limit prescriptions to a 30-day supply.  
Patients may wish to explore and consider other contraceptive methods, including barrier 
contraception, in addition to their current method. 

 

 
12. Women and couples who are awaiting a permanent contraception procedure should 

be reminded to use an effective, reversible method of contraception at this time and 

until the procedure can be performed. 

 
The COVID-19 crisis requires the indefinite postponement of scheduled non-urgent 
procedures, including permanent contraception procedures.30 Women waiting for a date for 



 

 

surgery or a consultation for permanent contraception are at risk of unintended pregnancy 
if they are not using an effective method of birth control. It is advisable to inform these 
individuals that these procedures have been postponed indefinitely and remind them to use 
an effective contraceptive method until the procedure can be performed.31 Counselling on 
other contraceptive options can be performed by virtual encounter (telephone or video 
conferencing).     

 
13. Women who are positive for COVID-19 infection can continue any form of 

contraception that has already been initiated, including combined hormonal 

contraceptives, regardless of illness severity. 

 
Asymptomatic and mild illness not requiring hospitalization 
There is currently no available evidence associating asymptomatic and mild COVID-19 
illnesses not requiring hospitalization with an increased venous thromboembolism (VTE) 
risk.32, 33 In this context, any form of contraception, including estrogen-containing combined 
hormonal contraceptives, can be continued without modification.  
 
Moderate to severe illness requiring hospitalization 
Moderate and severe COVID-19 illnesses requiring hospitalization are associated with an 
increased VTE risk, up to 17% incidence of any VTE and 7.1% incidence of pulmonary 
embolism (PE).34  Study populations were often older, mostly male and had risk factors for 
VTE, limiting generalizability to healthy, reproductive age women. Current recommendations 
are to prophylactically anti-coagulate everyone hospitalized with a COVID-19 illness.35    
 
Non-hormonal contraceptives (copper intrauterine device) and progesterone-only methods 
of contraception (POP, LNG-IUS, DMPA and progestin implants) are not associated with an 
increased risk of VTE20 and require no modification to their ongoing use in women with 
moderate to severe COVID-19 illness requiring hospitalization.  
 
Combined oral contraceptives (COCs) are associated with a 2- to 3- fold increase in VTE 
compared to non-users, with the highest risk in the first year of use.24  Baseline risk of VTE 
in reproductive age women not using COCs is 4-5/10,000-woman years, compared to 
10/10,000 woman years in COC users. This is in comparison to the relative risk of 6.7 of 
VTE in pregnancy and 115.1 in the postpartum period.24  Contextualizing this risk against 
the risk of a pregnancy complicated by COVID-19 illness is crucial. In pregnant women with 
a COVID-19 illness, current data show a 7-10% rate of ICU admission, 3.4% rate of 
mechanical ventilation and 1% maternal mortality rate.36 The rate of VTE in pregnant women 
with COVID-19 is not established yet, with only a handful of case reports so far.37, 38, 39, 40  
Given the elevated risk of VTE associated with pregnancy and postpartum compared to 
CHC use, as well as the risks of pregnancy complicated by COVID-19 illness, continued use 
of CHCs (pill, patch or ring) in women with moderate to severe COVID-19 illness requiring 
hospitalization represents a balanced harm reduction approach.    

 
14. Women who are positive for COVID-19 illness with asymptomatic or mild illness can 

initiate any form of contraception, including combined hormonal contraceptives. 



 

 

Women who are positive for COVID-19 illness with moderate or severe illness 
requiring hospitalization can initiate non-hormonal or progesterone-only methods of 
contraception, with a transition to combined hormonal contraceptives (pill, patch, 
ring) at time of discharge, if desired.  

 
Asymptomatic and mild illness not requiring hospitalization 
There is currently no available evidence associating asymptomatic and mild COVID-19 
illnesses not requiring hospitalization with an increased venous thromboembolism (VTE) 
risk.32, 33  In this context, initiating any form of contraception, including estrogen-containing 
combined hormonal contraceptives, is safe. The usual Medical Eligibility Criteria for each 
method apply. As outlined earlier in this guideline, women initiating combined hormonal 
contraceptives (pill, patch, ring) who are otherwise at low risk of cardiovascular disease, can 
initiate without a blood pressure assessment. A blood pressure should be assessed as soon 
as it is clinically feasible.  
 
Moderate to severe illness requiring hospitalization 
Non-hormonal contraceptives (copper intrauterine device) and progesterone-only methods 
of contraception (POP, LNG-IUS, DMPA and progestin implants) are not associated with an 
increased risk of VTE20 and can be initiated in women with moderate to severe COVID-19 
illness requiring hospitalization.  
 
As outlined above, COC use is associated with a 2- to 3- fold increase in VTE risk from 
baseline, with the highest risk within the first year of use. While women with COVID-19 who 
have already initiated this as their chosen form of contraception may continue instead of 
stopping and re-starting CHCs, women who are choosing to initiate contraception at the time 
of moderate to severe COVID-19 illness requiring hospitalization should consider non-
hormonal or progesterone-only methods first.  
 
The risk of VTE associated with moderate to severe COVID-19 illness requiring 
hospitalization returns to baseline at discharge from hospital.41  Current recommendations 
are to halt prophylactic anti-coagulation at the time of discharge.35, 42   Given this return to 
baseline VTE risk, women desiring to initiate combined hormonal contraception or transition 
from another method can do so safely at this time.  

 
15. Women who are positive for COVID-19 infection can use any form of emergency 

contraception, regardless of illness severity. 
 

There are no absolute contraindications to the use of emergency contraception aside from 
pregnancy and hypersensitivity.43  Even women with contraindications to the use of CHCs 
can safely use hormonal EC methods.43  Women with any severity of COVID-19 illness can 
safely use any of the currently available methods for emergency contraception in Canada.  
  

 
 
  



 

 

 
 
Table 1:  Contraception Counselling and Care During the COVID-19 Pandemic 
 

Contraception Counselling and Care During COVID-19 Pandemic 

Essential Services 

• Emergency contraception (LNG-EC, UPA-EC, postcoital Cu-IUD insertion) 

• IUC insertion for contraception 

• Management of IUC complications 

• In-person contraception for vulnerable groups where virtual care not possible 

• Post abortion contraception 

• Virtual and online contraception counselling and services 
 

Adapted from Usual Best Practice 

• Remote initiation of POP, DMPA, CHC 

• Remote options counselling 

• Remote IUC counselling 

• Remote quick start of contraception following emergency contraception use 

• Refill contraception prescriptions without in person assessment 

• Delayed blood pressure assessment in women < age 35 initiating CHC if no 
contraindications to use and no cardivoascular risk factors 

• Extended use of the contraceptive patch and vaginal contraceptive ring 

• Extended IUC and implant use.  Defer routine LARC removal/exchanges 
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