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Education and
training

ASHM delivers practical, flexible, and high-
quality education and training options for
the health workforce across Australia, Asia
and the Pacific, supported by a
comprehensive suite of guidelines and
resources to meet the specific needs of the
HIV, viral hepatitis, and sexual and
reproductive health workforce.

Our education is highly valued by the health
workforce, built on established principles of
adult learning and delivered using a multi-
modal learning approach including
interactive online learning, practical
case studies and peer-based
learning.

Our key program areas

ggg HIV
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Contraception in Australia




Contraceptive choice in Australia (16 — 49 yrs)
2012 - 2013

m Oral Contraceptive

w Sterilisation

m Condoms

m lUD/Implant/Injection

m Others(Diaphragm,withdrawal...)

Richters et al., 2016; Trinh LT et al., 2016.



LARCs
o ®

Long-Acting Reversible Contraceptives (LARCs)
/ﬁﬁ > 99% effective at preventing pregnancy

Uptake remains low in Australia

T Largely attributed to misconceptions among

primary care providers

FSRH Guideline, 2023; Skiba et al., 2019; Haas et al., 2022; Holton et al., 2015; Linton et al., 2022



Needs Assessment

o 119 ASHM course participants
o Knowledge gaps in the counselling and

provision of contraception




What did we do?
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Important Principles

Decision Making in Contraception

Consultation
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Practitioner Considerations
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Decision Making in Contraception
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Important Principles

Contraception decision making is centred on informed
choice by an individual who has been provided with
accurate, evidence-based information on gl/ options
+ Combine effective listening with a knowledge driven
approach
+ Frame the discussion of choice around advantages
and disadvantages of each method
+ Relevant medical issues require early identification
to refine suitable options
+ Explore intentions and life plans in relation to pregnancy
+ Discussions may occur in a variety of contexts

Contexts may include:

Planned contraceptive options consultation
Annual health checks for First Nations people
Opportunistic e.g. perimenopause, travel health
Post partum follow up

Abortion consultation or follow up

+ Involvement of others may contribute useful decision
support, insights or information and/or highlight the
importance of seeing an individual alone

+ Consider the possibility of reproductive coercion
(controlling or threatening behaviour by others) in
contraceptive choices

+ Meet contraceptive needs at each visit by
providing written information, planning initiation of
contraception, or immediate provision of a method

« Adapting style and content may be required with
various patient populations

« Discuss contraception with people of diverse gender
identities engaging in sexual activity that may result in
pregnancy

Patient populations may include:

» Young people, Aboriginal and Torres Strait Islander
peoples, trans and gender diverse people, culturally
and linguistically diverse people

Decision Making in Contraception

Patient Considerations

Bleeding
Age/ impact
reproductive
stage
Access,
4 J Medical
including
Sk conditions
Contraception
Choice
Influence Additional
of others benefits

Pregnancy
desires and

goals Ethical
and spiritual
beliefs

There are a wide range of individual factors and priorities in
contraception choice for the individual/couple

Glossary

Combined Oral Contraceptive Pill Health Care Practitioner
@ Combined Vaginal Ring Heavy Menstrual Bleeding
Depot Medroxyprogesterone Acetate E Intramuscular Injection

Drospirenone [E Intrauterine Device
E Emergency Contraception IE Levonorgestrel
Human Chorionic Gonadotrophin [E Norethisterone

Consultation
Essentials

Practitioner Considerations

Factor in all patient considerations
+ Medical history to identify contraindications and
considerations including:
- Menstrual disorders, acne, breastfeeding
- Other non-contraceptive benefits
- Risk factors for venous and arterial vascular disease
(relevant to oestrogen containing methods)
Use of liver enzyme-inducing medications (relevant
to all hormonal methods except DMPA and IUDs)
- Significant medical risks of a pregnancy
+ Use Medical Eligibility Criteria to guide safe choice
+ Explore and challenge myths and misunderstandings
+ Undertake opportunistic activities e.g. cervical and
STl screening
+ Provide initiation advice (Quick Start, Bridging, Dual
protection) For additional info please see next page

Medical Eligibility Criteria (MEC)

+ Classifies safety of contraceptive methods in
individuals with specific medical conditions

+ Risk of use is weighed against risk of pregnancy

m No restrictions on method use

m Advantages of method outweigh risks
Risks usually outweigh advantages.
Seek expert opinion.

Unacceptable health risk (absolute
contraindication)

For full details see FSRH website

Polycystic Ovarian Syndrome @ Ulipristal Acetate

Pelvic Inflammatory Disease Unprotected Sexual Intercourse
Premenstrual Dysphoric Disorder @ Venous Thromboembolism
@ Premenstrual Syndrome

Progestogen Only Pill

Sexually Transmissible Infection

12



Long-Acting Reversible
Contraception (LARC)

Fit and forget
»99% efficacy

+* Very long action -
“fit and forget” for years
" Inimediate retum 1o ferility
¥ Mo STIprotection
¥ Nesd HCP 1o insert & remove

LT

I Other Hormonal Methods

Very effective if used perfactly
93-99% efficacy

« Can be highly effective

¥ Mo STIprotection

¥ Needs HCP o prescribe
 Potential for hormonal side effects

I Barriers and Others

Less effective in typical use

76-99% efficacy

o Condoms are the only eontraceptive
that provides STI protection

M Lower efficacy in typical use - ot
recammended if unintended
pregnancy fisks medical or
payehological harm

o<
& o
I —

Efficacy’ | Method

|.ldunm.&geav

| Dizadvantages X

59.95% Progestogen implants « Simple insertion procedure readily available inmost primary core settings |+ Frequent and/or prolonged bleeding in — 25% of users
« Suitable for Quick Start - o i ions e.g. some antk i n/rifab
« Amenarrhoea or infrequent bleeding in ~ Z2% of users ‘some antiretravials
« Nery few contraindications - curment breast cancer is the anly MEC 4
« MEC1i i past partum, i L
99.95% lintra Uesine Devices (JUDs) | - Local (intrauterne) mechanism of sction = Insertion requires intemal vaginal speculum examination which may be difficult
- Levonoegestrel (LNG) + MEC 1 for breastfeeding for some pecple, and the inserfion procedurne may be variably painful
- Copper + Few contraindicatiars - MEC 4 include current PID, unexplained abnommal |+ Suitably skilled inserter nat abvays avaiable in primary care settings
Bleeding and, far LNG anly, current breast cancer « Low risk of fons .G gal, PID, uterine 8
« Mo medication interactions - Cannot Guick Start due ta risk of harm 1o undetected pregnancy
- Langest acting of reversisle methads (5 ar 10 years) - May require testing for chlamydia and genorces prior i insetion
LN D ony:
« ~ 50% amenorhoea at 12 months use
+ Merrcontraceptive benefits e.g. for Mx of HME, dysmencrthosa and
endometriasis
+ Minimal ta no hormional side effects
Copper IUD enly: Copper IUD only:
+ immediately effective * May increase menstrual blesding
+ Hormane free + Mot on PRES
+ Mainftains regutar monthly blsed for people who prefer this
+ Highly effective EC + provides cngeing coatraception
« 10 year efficacy for some devices
S96-99 8% | DMPA Injection + Few contraindicatians - current breast cancer is the only MEC 4 * Dwelay im retum of ovulatory cycles/fertifty in some users:
+ Mo daily action reguirsd = Unp: blezding in some usars
« Use i undetectable by others + HCP adminsstration of [M]
« ~ 50 - 70% amencrrhea a1 12 months wse - Can cause weight gain and bane density |oss in some
« Mo medication interactions
$3-99.5%% | Combined Hormanal « User control of cycle and administration onoe prescibed « Marny more MEC 4 and MEC 3 conditions than LARCs and PO methads
Contraception * Morrcontraceptive benefits e.g. for management of HME, = MEC 4 Sans: MOFe COMIMon e.g. migraine with awa, smakers > 35 yrs, past
- COCP endometriosis, PME, PMDD, acne, perimenapausal symatoms or current ¥TE
- CVR « M o i ions e.g. some anti o 'rifaky some
antiretrorirals
CVR anly- = MEC 4 for 3 weeks post parium or & weeks if breastfeeding
+ Mosthly administration
+ Mot affected by vomiting, diarthoea or malabsorption COCP only:
+ Drailly action requined
Progestogen Only Pill (POP) | - Very few contraindications - cusment breast cancer is the anly MEC 4 « Drally action reguined
- Levonosgestrel and = MEC1& f past partam, i i « M o i ions e.g. some i rifaby some
Morethistercre (LG, NET) antretroirals
- Drospienane (DSF)
LNEMNET anly: LNE NET anly:
= Effective in 48 hours * Missed pill nule=s apply if pill =3 hrs e
+ Urgredictable vaginal bieeding pattems
DSE only:
= Prevents ovulation -missed pill rules apply if pilll =24 hrs late
= Beneficial effects on vaginal bleeding aver time:
EA-SRRF Caondams - male/extemal = Mo HCP input required Male condom caly:
= Hormane free, no side effects or impact an cycles + Mot controlled by persan a1 risk of pregnancy
T9-59% Condoms - female/intemal = Canuse EC if required e.g. broken condom, barrier not used
Female condom and diaphragm:
E2-BERT Diaphragm - female/fintermal | Male condom only: + More expensive than male condom
= Widely accessihle = Limited sccess
= Mose effective than diaphragm and female condom
Diaphragm anly:
Condoms anly: * May need HCP to teach insertion and imited practitioner knowledge
= Effective peotection against many STis
Th-20%" [Fertility Awareness = Harmane free. no side effects or impact an menstrual cycles = Significant commitment required 1o |eaem and to comply with pericds of
[Based Methods (FABM) = May align with belief systems which restrict comraceptive aptions shstinence or uss of barrisr methods required for efficacy
* Less suitable with irmegular menstrual cycles
B0-55% ‘Withdrawal = User controlled * Mo control for female pastner
- Canuse EC if method not adhersd 1o - Lawer efficacy especially in inexperienced
=50 Saerilisation - Mals = Can be done under local anaesthetic * Meeds post-op sperm count 21 3 months 1o confiem effectiveness

{vasectormy)

= Provided in some Primary Heahh/GP settings
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Live-facilitated training

O, &

N\

7

f o

o Free interactive training course
delivered online, nationally

o Expanded on the tool

o Case studies to address learner-
identified knowledge gaps

14



Roleplay video

o Demonstrates best-practice
contraceptive consultation

o Guides viewers on how to utilise the
tool during a consultation

15



Online Learning Module

}

3
m

o 2-hour e-learning

o Increased accessibility

16



What did clinicians think?




Engagement

)

=

o > 5,000 unique visits to DMT webpage

-
‘ ‘ o 363 course participants in 2023 and
2025

b\/

_J

o 580 video views + 3,000 views on
social media

18



Motivation
o 50% to “develop knowledge and
expand scope of practice”

J

o 33% to “provide better patient care’

o 16% to “keep up to date with
contraception information”

19



Course evaluation

Percentage of participants reporting ‘confident’/’'very confident’ in their ability to:

Utilise population data on contraception use/unintended pregnancy

in a clinical setting. 1

Structure an evidence-based, patient-centred contraception
consultation.

N N
(o] »

N
N

5

Provide relevant counselling around current contraceptive options,
including referral options.

Use practice software to conduct data searching and engage in
clinical auditing case finding.

10

® Pre-course mPost-course

20



Takeaways from the course

“Balancing efficacy and
patient preference”

“l have gained more confidence”

“Discussing balanced shared
discussion making”

“Clarity on contraception options.
Great structure for a consult’

“l have used the decision-making
tool to prompt the discussion with
patients and to show patients the
efficacy of different contraception
options”

21



Changes in their practice

“Definitely debunking contraception
myths is the biggest one” “Use of UKMEC calculator to assess

the risk/suitability of contraceptive
options. Increased initiation of
discussion of LARC options”

“More confident in my knowledge of
options and their place in practice”

“| feel more confident in
recommending contraception options”

22



What's next?




Upcoming resources & training

Gender-Affirming Contraception Decision
Making Tool

Sexual and Reproductive Health for
Pharmacists Decision Making Tool

Biannual delivery of live-facilitated course in
2025 — 2027

Online Learning Module adaptation of ASHM'’s
SRH for Pharmacists live-facilitated course

LARC Quality Improvement Clinical Audit

24






Alexandra Lipa — Senior Project Officer, ASHM
Alexandra.lipa@ashm.org.au
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