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The most cost-effective contraceptive methods are LARCs, 
because these are not user-dependent, have high rates of satisfaction 
and continuation and have very low failure rates (less than 1% versus 
around 9% in oral contraceptive pill users.2,3

Women are always afraid about weight and some of them 
report weight changes after started a hormonal contraceptive. A 
recent Cochrane’s review affirmed that it is a patient misperceived 
perception. The review analyzed effects of progestogen-only 
contraceptive methods (implants, LNG-IUS, oral progesterone-only 
and depot medroxyprogesterone acetate-DMPA) on weight and found 
limited scientific evidence on changes in weight and body composition 
related to the use of these contraceptives. Weight gain was mainly 
associated with the use of DMPA, with a weight gain of less than 2kg 
during 12months.4

Weight gain is reported by 13% of ENG implant users5 and 
by 12% of users of LNG-IUS.6 Despite this, few women (<5%) 
discontinue these contraceptives due to a weight gain complaint.7 
Dal’Ava et al.8 observed a weight gain of 2.9kg between users of 
LNG-IUS (p=0.0012), while IUD-Cu users gained 1.4kg (p=0.067) 
in 12months. However, there was no difference between groups. This 
shows a “physiological” weight gain among women over the years.8

Vickery and colleagues observed, after 12months, weight gain of 
2.1kg among ENG implant users, 1kg among LNG-IUS users and 
0.2kg among IUD-Cu, with no statistical difference between groups. 
Concluding that there is no difference in weight gain among the users 
of LARC, after adjusting the confounding variables, such as age and 
race. Only the black race was associated with a significant increase in 
weight gain (1.3kg, 95% CI: 0.2-2.4). Authors concluded that health 
professionals need to adequate inform patients about the no effect on 
weight.9 

A recent study analyzed changes in body weight and body 
composition (percentage of body fat, total body mass, total lean mass, 
total body mass) among users of contraceptive implant-ENG, LNG-
IUS, and Cu-IUD during a year. At baseline, women had similar 
characteristics, including daily physical activity and eating habits. 
Reducing, therefore, the possibility of confounding variables in the 
results. Authors reported no difference in weight change and body 
mass index (BMI) between groups. However, there were reports of 

greater daily physical activity among ENG implant users compared 
to Cu-IUD users [per day: mean difference between ENG and IUD-
Cu users=1.67, 95% confidence interval (CI): 0.006-3.20, p<0.05; 
Per week: mean difference between users of ENG implant and IUD-
Cu=11.24, 95% CI: 0.042-22.45, p<0.05]. In addition, a mean increase 
of 0.5Kg, 0.4Kg and 0.1kg of body weight in users of LNG-IUS, IUD-
Cu and ENG Implant, respectively, was observed after 12months, 
without statistical difference intra or inter groups. BMI and physical 
activity did not change in 12months in any of the groups. Authors 
also analyzed body composition by dual energy x-ray absorptiometry 
(DEXA) and founded no changes in the body composition between 
LARCs users. The authors also observed that the black race was 
associated with an increase in body mass (2.68kg, 95% CI 0.5-4.83, 
p<0.05).10 

The two prospective, previously published studies evaluating body 
mass composition among LARC users demonstrated that body fat 
percentage increased among users of ENG and LNG-IUS implants, 
compared to users of the Cu-IUD.11 Another study, from the same 
group of researchers, also observed a 2.5% increase in fat mass among 
LNG-IUS users during 12months and there was also weight gain 
(1.4%) among IUD-Cu users after 12months.8 Unlike the previous 
results, the most recent study published by Silva Dos Santos et al.10 
showed no difference in body composition between LARCs users.10

Medical advice should be based on recent scientific evidence. 
The important thing is to keep the “old” orientation to all patient, 
independently of the contractive chosen: to stay healthy she should 
have a balanced diet and regular physical activity.
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Introduction
Long-Acting Reversible Contraceptives (LARC) are represented 

by implants (with etonogestrel-ENG and levonorgestrel-LNG) and 
intrauterine devices (with copper and levonorgestrel). Short-acting 
reversible contraceptives are represented by injectables, pills, patch 
and vaginal ring.1 Among the LARC, levonorgestrel intrauterine 
system (LNG-IUS) and implants are only progestogen methods, 
while the intrauterine device with copper (IUD-Cu) is a non-hormonal 
method, and therefore often used for comparison with hormonal 
methods, in the studies.
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