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could be largely explained by physical
inactivity, the association between
GAD and cardiovascular events was
unexplained.2

If both anxiety and depression
independently increase the risk of
adverse outcomes in CHD patients, it is
illogical to screen for depression alone. 

I would suggest that we use the two
question screen for GAD, see below:3

•During the past four weeks, have
you been bothered by feeling worried,
tense or anxious most of the time?
•Are you frequently tense, irritable
and having trouble sleeping?

This should be followed either by a
HADS or a GAD-7 questionnaire. These
are screening, not diagnostic, tools: to
make a diagnosis of GAD, the symptoms
must have been present for at least six
months and should not be experienced
only during the course of a depressive
illness.

However, screening can only be
justified if there is an effective
intervention. As far as I am aware,
there have been no trials to assess
whether treatment of GAD improves
CHD outcomes. Nor is there any
evidence that recognition and
treatment of depression after MI
results in improved outcomes: the
ENRICHD trial found that CBT
improved depression but did not
increase event-free survival;4 the
SADHART trial was not designed to
assess the effects of treatment on
cardiovascular prognosis;5 and the
MIND-IT trial found that antidepressant
treatment had no effect on either
long-term depression or cardiac
prognosis.6
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Women who chose the pill, patch or
ring were more likely to be nulliparous,
have private health insurance, and less
likely to have had a previous
unplanned pregnancy, abortion or
STIs. Those who chose depot
medroxyprogesterone acetate
(DMPA) injection were more likely to
be black, less educated, lower
socioeconomic status, have no health
insurance and to have a history of STIs.
Those who chose an IUD or implant
were more likely to be older, have
public health insurance or have higher
parity.

There were 334 unintended
pregnancies over the study period; 
156 of these were attributed to IUD,
implant, DMPA, pill, patch or vaginal
ring failure. Participants using the pill,
patch or vaginal ring had higher rates
of unintended pregnancy than those
using LARC at all yearly time points
(see table 1, below). 

The contraceptive failure rate for 
the pill, patch or ring was 4.55 per 
100 women-years, 0.22 for DMPA
injections and 0.27 for IUDs or
implants (P < 0.001). 

The risk of unintended pregnancy
among users of the pill, patch or ring
was higher compared with those
using LARC hazard ratio (HR), 21.8
(95% CI: 13.7-34.9), even when
adjusted for age, education and
number of previous unintended
pregnancies. 

Younger women (< 21 years) who
used the pill, patch or ring had a
higher rate of unintended pregnancy
compared with older women using
the same methods; HR after
adjustment for education and history
of unintended pregnancy was 1.9 
(95% CI: 1.2-2.8). Failure rate did not
differ significantly in women of
different age groups who used DMPA
injections and IUDs or implants.

Some GPs still consider LARC
(especially intrauterine methods) as
unsuitable for nulliparous and younger
women. There is no evidence for this
assertion and this study states the
contrary. It found that long-lasting
methods of contraception are superior
in reliability to contraceptive pills,
patches and vaginal rings in

LARC more
effective 
than other
methods in 
all age groups
Failure rates with long-acting reversible
contraceptive (LARC) methods are
lower than those of oral contraceptives,
transdermal patches or vaginal rings in
women of all ages, a prospective cohort
study from the US has concluded.

The Contraceptive CHOICE project
recruited women aged 14-45 years
from August 2007 to September 2011.
The women were a convenience
sample, recruited from referrals by
medical providers, newspaper reports,
study fliers and word of mouth. 
A total of 8,445 women enrolled in the
study and 7,486 met the eligibility
criteria for analysis.

Participants were given information
about all reversible contraceptive
methods including effectiveness,
benefits, risks and side effects. They
were provided with their preferred
method at no cost. Women were
allowed to switch methods during the
follow-up period. Participants were
incentivised with a $10 gift voucher for
every follow-up interview and were
followed up at three and six months
and then every six months thereafter. 

The primary outcome measure was
contraceptive failure; pregnancy rate by
age group was the secondary outcome. 
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Table 1

Rates of unintended pregnancy 

Pill, patch, vaginal ring
IUDs or implants
DMPA injections

Year 1 (%)
4.8
0.3
0.1

Year 2 (%)
7.8
0.6
0.7

Year 3 (%)
9.4
0.9
0.7
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