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Learning objectives: 

Describe the potential positive 

and negative impact of various 

contraceptive methods on sexual 

function.



Oral contraceptive pills  
were first approved for 
contraceptive use in 
1960’s (>50 years ago)

They are currently used 
by more than 12 million 
women in the United 
States



Normal Menstrual Cycle



Oral (transdermal or 
vaginal) hormonal 
contraceptives 
consist of:

1. ethinyl estradiol 
2. a synthetic 
progesterone  



Ethinyl 
estradiol is not 

biologically 
identical 17 

beta estradiol

Synthetic 
progesterone is 
not biologically 

identical   

17 beta estradiol



Ethinyl estradiol and synthetic 
progesterone act to:

1. prevent ovulation
2. thicken cervical mucous
3. thin endometrial lining

With typical use, about 8 in 100 
women (8%) will become pregnant 
during the first year 

When used perfectly, 1 in 100 
women will become pregnant 
during the first year

How do birth control pills work



Side effects of oral 
contraceptives IN SOME 
USERS include:

1. biochemical changes in 
100% of users
2. clinically significant sexual 
health changes
3. clinically significant overall 
health changes
4. persistent and long-lasting 
changes



Biochemical changes in 100% of oral 
contraceptive pill users

Oral contraceptive pills cause 
testosterone deficiency:

1. Significant increase in sex 
hormone binding globulin

2. Significant decrease in 
calculated free 
testosterone



Never-users Continued users



Continued 
users

Discontinued 
users

Never users

Total testosterone

(ng/dl)

31.7 34.6 37.5 P = 0.086

SHBG nmol/L 149 89.7 35 P = 0.0001

Calculated free 
testosterone (ng/dl)

0.19 0.31 0.65 P = 0.0001

5. 



Both OCs produced reductions in mean 

testosterone [N/EE35: from 1.33 to 0.60 

nmol/L, p<.001; N/EE25: from 1.12 to 1.02 

nmol/L

Free Testosterone (N/EE35: from 41.3 to 4.4 

pmol/L, p<.001; N/EE25: from 25.4 to 7.9 

pmol/L, p<.01) 

Reduction in both Testosterone and Free 

Testosterone was significantly greater with 

the higher EE dose (N/EE35) (p=.05 and 

p=.03, respectively)

The effects of oral contraceptives on androgen levels and their relevance to 

premenstrual mood and sexual interest: a comparison of two triphasic formulations 

containing norgestimate and either 35 or 25 microg of ethinyl estradiol. Greco T, 

Graham CA, Bancroft J, Tanner A, Doll HA. Contraception. 2007 Jul;76(1):8-17



Does oral contraceptive-induced reduction in free testosterone adversely affect the 

sexuality or mood of women? Graham CA, Bancroft J, Doll HA, Greco T, Tanner A. 

Psychoneuroendocrinology. 2007 Apr;32(3):246-55.

Significant decreases in 

Testosterone, Free 

Testosterone were found 

after 3 months, although 

the extent of reduction 

was variable across 

women









1. 





A total of 1,219 completed questionnaires were received, and 

1,086 were included in the analyses after screening

Based on domain scores, 8.7% for were at risk for FSD 

concerning orgasm, 5.8% for desire, 2.6% for satisfaction, 1.2% 

for lubrication, 1.1% for pain and 1.0% for arousal. 

The method of contraception and smoking were factors with 

significant effect on the total FSFI score whereby hormonal 

contraception was associated with lower total FSFI scores and 

lower desire and arousal scores than no contraception and non-

hormonal contraception only



Dark Gray =

Hormonal 

contraception

Light gray = 

Non-hormonal  

contraception















The method of contraception and smoking

were factors with significant effect on the total 

FSFI score whereby hormonal contraception was 

associated with

lower total FSFI scores and lower desire and 

arousal scores than no contraception and non-

hormonal contraception only. Other variables 

such as stress, pregnancy, smoking, relationship 

and wish for children had an important impact on 

sexual function as expected according to earlier 

studies.

The contraception method has a significant 

effect on the sexual functioning score and 

women using contraception, especially 

hormonal contraception, had lower sexual

functioning scores



THE GREAT SEX FACTS!!!

#1 and #2 are not 

separate!!!!

The priorities of many 

young women are:

#1: TO HAVE SEXUAL 

ACTIVITY

#2: NOT BECOMING 

PREGNANT HAVING #1



THE GREAT SEX FACTS!!!

IT IS OUR RESPONSIBILITY AS 

HEATH CARE PROVIDERS TO 

PROVIDE INFORMATION THAT:

To achieve #1 .......

Some strategies to prevent #2 

….

Will adversely affect their 

enjoyment, satisfaction, 

function of #1


