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The recommendations present the current knowledge and 
procedures, which can be modified and changed in some cases, 
after careful analysis of a given clinical situation, which in 
the future may become the basis for their modification and 
updating.

In pediatric gynecology each medical action should be 
adjusted to patient’s age, stage of her physical and mental 
development, and in case of a disable patient, the type of her 
disability should be individually taken into consideration. 

A person with a disability is defined as a person with 
a physical or mental impairment that substantially limits 
one or more major life activities. Mental or physical dis-
ability is a crucial factor that impedes the implementation 
of gynecological and obstetric standards of care, especially 
in pediatric group of patients. Pediatric gynecologists must 
not only be characterized by multidisciplinary knowledge 
but also be able to build good interpersonal relations with 
young patients. 

Women and girls with disabilities have rights to ob-
tain gynecological and obstetric care. 

The health awareness of women in Poland is low, and 
what’s more the awareness of women with disabilities is 
even lower. The necessary element to broaden their knowl-
edge and awareness is to provide each woman with dis-
abilities an easy access to specialists and medical care. In 

addition, it is important to provide girls with visual impair-
ment a non-stressful and intimate atmosphere during the 
gynecological visit and physical examination. The second 
crucial element is to enable women with disabilities to gain 
reliable and easy-provided medical knowledge, thus these 
women are often disinformed because of their lower edu-
cational status in comparison to general population. 

Many findings and observations show, that Polish soci-
ety is very traditional in terms of many negative stereotypes 
that are absent in other countries of the European Union. 
These stereotypes include also an opinion that a person 
with disability doesn’t have sexual needs. Because of that, 
disabled people are often marginalized in terms of sexual, 
gynecological and obstetric care. Meanwhile, the World 
Health Organization emphasizes, that sexual activity in 
people with disabilities is one of the most one of the most 
neglected fields and requires the cooperation of specialists 
from various fields [1]. 

MEDICAL HISTORY OF A PATIENT WITH 
DISABILITIES

The strategy of interviewing disabled patients must be 
individually adapter depending on the type of the disability. 
The anamnesis of a patient with physical or mental disability 
differs significantly from interviewing a patient without 
any disabilities. Medical healthcare providers may not have 
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difficulties in interviewing women with isolated physical 
disabilities, however they have to take into consideration 
potential information about sensory disturbances due to 
paralysis or ischemia of some parts of the body. 

When discussing the clinical impact of disabilities on 
women’s reproductive health, it’s important to remember 
that these women have the full right to procreation. Provid-
ing optimal conditions for conducting pregnancy of a disa-
bled woman, as well as choosing between the natural birth 
and the cesarean section, requires consideration of specific 
neurological and orthopedic conditions [2]. The authors’ 
own experiences show, that physicians often do not ask 
the patients about the presence of genital ailments which 
maybe a result of the disability. Patients with spinal cord 
injury often experience oligomenorrhea or amenorrhoea 
within 12 months after the injury. In this group of women, 
genital sensory disorders are also common and may nega-
tively affect their sexual activity. Therefore, collecting reli-
able gynecological history from a disabled woman requires 
interdisciplinary medical knowledge. During the interview, 
the patient’s specific mental state should be also taken into 
account, which may be the result of an accident trauma.

Interviewing the physically disabled person does not 
seem to differ significantly from the standard method of col-
lecting medical records. However, you cannot forget that in 
some cases, a change in collecting the medical history may 
be necessary. For example, a girl with cerebral palsy may 
have impaired speech, so that she may not be understood 
by the doctor. In that cases, the girls’ guardians may play 
a role of a “translator”, while special care should be taken 
so that he does not create a virtual clinical picture of the 
patient. Another idea is to prepare a standardized model of 
collecting medical records from disabled patients. 

Speech or hearing dysfunction are another important 
type of physical disability. The most necessary thing in this 
situation is the involvement of a professional sign language 
interpreter. However, this is not possible in the emergency 
cases and the doctor must deal with the situation. One of 
the most common mistakes doctors make, is to try to have 
a written conversation. Unfortunately, this is often a com-
pletely ineffective method. Of course, secondary deaf peo-
ple — after accidents or operations have the ability to read. 
Unfortunately, deaf people from birth use a much poorer 
word resource. If we use this method of communication, 
use simple messages. Simple messages also apply to speech 
— many patients are great at reading lips. In this situation, 
we use simple sentences and turn to the patient so that she 
has the chance to read as much as possible from our lips.

In the contact with a deaf patient, the previously devel-
oped gynecological interview questionnaire can be used. In 
addition, standardized communication cards, such as the one 
presented in Supplementary Annex 1 (see journal website) [3] 

are worth to be used. Their guardians can help us in an inter-
view with a deaf person. As long as the guardian is an adult, 
we use all previously known methods of collecting anamne-
sis. A communication problem occurs when the interpreter is 
a child. CODA (Children of Deaf Adults), i.e. deaf adults, often 
accompany deaf parents or siblings in a doctor’s office. The 
conversation mediated by the child is extremely difficult but 
sometimes it is the only way to contact the patient. Then, any 
difficult term should be thoroughly explained to the child, 
bearing in mind that his vocabulary may be severely limited 
(through constant contact with deaf people and age) so that 
it can be passed on to the parent as much as possible [4]. Of 
course, doctors using sign language will find it much easier 
to communicate with a deaf patient. Despite this, it should be 
borne in mind that in contact with such patients we use total 
communication - speech, gestures, drawings, notes. Only in 
this case the patient has the best chance of understanding 
the doctor correctly.

Another difficult challenge concerns interviewing 
a blind person. During the conversation we should remem-
ber that she lost a lot of information, i.e. on the observation 
of the intensity of menstrual bleeding.

Subject examination of a patient with intellectual dis-
ability depends on its level. People with severe disabili-
ties often communicate in simple, two-word sentences or 
non-verbally (gestures, facial expressions with vocalization). 
Speech disorders often significantly distort the statement, 
which makes it incomprehensible to the environment and 
often causes the disabled person’s unwillingness to com-
municate. Difficulties also apply to the reception of informa-
tion, so when talking to an intellectually disabled person, 
avoid statements that are too complex and contain abstract 
concepts. Often, disabled patients have disturbances in the 
functioning of their senses, which is manifested by a delayed 
reaction or sometimes an inadequate response to a stimulus, 
e.g. in the form of hypersensitivity.

People with severe intellectual disability (IQ below 20) 
usually communicate non-verbally, using gestures such as 
pointing, handing objects, leading by the hand towards the 
desired object. Their health situation causes total depend-
ence on caregivers. In these people, physiological functions 
such as breathing, sucking, chewing, biting, swallowing and 
phonation are very disturbed. People with deep disabilities 
often have many of severe neurological defects, physical 
defects impairing mobility, epilepsy, and sensory damage. 
They require specialist health and rehabilitation care to 
prevent the occurrence of acute recurrent infections [5].

It should be remembered that disabled girls, as particu-
larly vulnerable victims, and they are more likely to experi-
ence sexual offenses. The problem of sexually abused 
children is a special problem of pediatric gynecology, 
and even more difficult for disabled girls.
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PHYSICAL EXAMINATION (PE) OF DISABLED 
PATIENTS

Even the preparation for the physical examination is 
important. Even such a simple act as undressing is often 
difficult for disabled patients. This creates psychological 
discomfort for them, and raises technical problems, which 
is why you need the help of a caregiver, paramedic, nurse 
or midwife who works with a doctor.

Gynecological examination concerns the most intimate 
spheres and problems in a woman’s life. Incorrectly con-
ducted, it can cause shame and stress in some patients. This 
particularly applies to the first gynecological examination in 
life, because it can affect the behavior of a girl or woman in 
subsequent stages of gynecological diagnostics, and it may 
affect her psychosexual development. It is very important 
for disabled patients to maintain particular intimacy dur-
ing the examination and to create the right atmosphere of 
respect for girls’ shame and trust. In little girls, cooperation 
with the mother is necessary. When collecting the interview, 
the mother may pay attention to the details of the daugh-
ter’s disability, conditions and her development, which are 
important for the diagnosis. In addition, the presence of 
the mother during a gynecological examination can give 
the child a sense of security

A really important clinical problem is the way the gy-
necological examination is performed. The main difficulty 
reported by the patients during gynecological examination 
is taking appropriate position on the gynecological chair. 
This is often associated with the technique of moving from 
a wheelchair to a higher gynecological chair. In addition, in 
girls and women with spastic paralysis, a big problem is the 
position of the lower limbs on the footrests or the relaxation 
of the perineum muscles enabling the examination. The 
solution to these limitations is to carry out the examination 
on a couch or wheelchair in positions known in general 
gynecology and girls’ gynecology. In addition, some authors 
are also considering the possibility of examining disabled 
patients under anesthesia.

When preparing do perform a gynecological examina-
tion of a disabled patient, it should be taken into account 
that examination of such a patient may require much more 
time. In addition, it is worth remembering that in the case of 
patients with cerebral palsy, as well as in some with trauma 
of the nerve core, the relaxation time is significantly longer.  
If such examination was not possible to perform, the meth-
od of choice is only abdominal ultrasound control.

After the gynecological examination, the physician should 
record in the documentation the results of the examination, 
taking into account the patient’s age, type of disability, stage 
of physical development according to the Tanner scale, clito-
ral size, type of hymen, hygienic condition, type of uterus, 
data from the gynecological and ultrasound examination of 
internal genital organs and laboratory tests results.

OBSTETRIC CARE OF A YOUNG PATIENT WITH 
DISABILITIES 

The term “juvenile pregnant mothers” or “teenage moth-
ers” refers to young girls who become pregnant and / or 
have given birth before the age of 18 [6]. According to WHO, 
every year, 16 million teenagers between 15 and 19 years old 
become mothers, and teenage pregnancies primarily affect 
less educated girls from poorer backgrounds. The pregnancy 
of adolescent women is not only a medical problem, but also 
a social and psychological one, and if it concerns an ado-
lescent physically or mentally disabled it is an even more 
important problem. Women with disabilities are more likely 
to be victims of physical and psychological violence, sexual 
abuse, and they are exposed to unstable living conditions, 
low social status, poor diet and a sedentary lifestyle [7]. An 
adolescent’s pregnancy is usually unplanned and given the 
fact that disabled girls, as particularly vulnerable victims, 
and are more likely to undergo sexual offenses, pregnancy 
may be the result of such violence [8].

Pregnancy in teenage disabled woman still occurs rela-
tively rarely, which makes it difficult to thoroughly analyze 
the impact of factors directly related to a given disability 

Table 1. Recommended positions for gynecological examination of women with physical disabilities

Position Characteristics Reccomendation

„Side-knee” position

The patient is lying on the couch on her side. The lower outer limb bent with the knee pulled 
to the chest and raised by the midwife. The lower inner limb remains visited backwards. This 
position allows limited palpation, in particular the back wall and posterior vaginal arch are 
available.

Recommended in situations 
with severe spasticity

„Diamond/rhombus” 
position

The patient lies on her back, the feet are joined together, the lower limbs bent at the knee 
joints, maximally deflected (the outer side of the knee joints rests on the couch). Limbs bent 
at hip and knee joints form a diamond shape.

Recommended for patients 
with limited mobility in the 
hip joint

”M” position
The patient lies on the couch, the lower limbs bent at the knees rest with her feet on the couch.
After abducting the limbs forming the letter “M”, the position is similar to the classical 
position of the gynecological examination.

Recommended for pediatric 
patients 

„V” position The patient lies on her back, the limbs are straightened and extended. Recommended when PE is 
performed on a wheelchair
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on pregnancy, delivery and the health of the fetus and 
newborn baby. This provides many difficulties and doubts 
in perinatal care in this group of patients. According to the 
literature, pregnant women with physical or intellectual dis-
abilities are more often exposed to such complications dur-
ing pregnancy and delivery as preeclampsia, small growth 
gestational age (SGA), preterm delivery, higher perinatal 
mortality, and venous thrombosis [7]. Casuistic experiences 
with cooperation with disabled women also confirm the 
frequent anxiety of obstetricians before undertaking the 
pregnancy of a disabled patient.

The data available in the the literature clearly show that 
the pregnancy of a patient with physical disability should 
always be treated as a high-risk pregnancy. In the care 
of a pregnant woman with a disability, special attention 
should be paid to [9]:

 Ū greater risk of falling due to disability and weight gain 
during pregnancy;

 Ū cardiovascular and respiratory disorders occurring dur-
ing pregnancy, which are further compounded by dis-
ability;

 Ū nutritional problems.
The delivery of a disabled woman should be carried 

out with respect for her rights to make informed decisions 
regarding the delivery process, choice of delivery site and 
the person caring during delivery [10].

Most frequently, the factors complicating the course of 
pregnancy, delivery and puerperium result from the neu-
rological and orthopedic condition of the disabled patient 
and are specific to the disease which is the primary cause 
of physical disability. Therefore, the proposed recommen-
dations will be limited to two groups of women with dis-
abilities: patients with spinal cord injuries and patients with 
multiple sclerosis (MS). From epidemiological data and the 
authors’ own experience, it appears that these are the domi-
nant causes of physical disability of women at the age of 
greatest reproductive potential.

Obstetric care of a pregnant woman with physical dis-
abilities must be carried out by a multi-specialist team made 
up of the following specialists: an experienced obstetrician, 
neurologist, physiotherapist. Constant cooperation should 
be maintained with the internist who has knowledge of the 
internist problems of a disabled pregnant woman.

I. Patients after spinal cord injury
Patients after spinal cord injury are not affected by re-

duced fertility. Both the level of spinal damage and the 
degree of damage do not affect the woman’s monthly cycle. 
Shortly after spinal cord injury, amenorrhea occurs, how-
ever menstruation returns approximately six months after 
damage. Patients with spinal cord injury may have severe 
menstrual and premenstrual discomfort [11–13].

The factors influencing the course of pregnancy in 
a group of patients with spinal cord injury are:
a) Increased incidence of lower urinary tract infections 

and worsening of neurogenic bladder symptoms that 
are a direct threat to preterm birth.

b) Reduction of vital capacity of the lungs, problems with 
proper breathing, impairment of respiratory muscle 
efficiency. This can lead to more frequent hypoxia and 
compensatory tachypnoe and tachycardia.

c) Impaired intestinal motility and absorption, leading to 
frequent constipation and an increased risk of anemia.

d) Circulatory disorders as well as inactivity of the lower 
limbs greatly increase the risk of venous thromboem-
bolism.

e) Weight gain and a change in its distribution leads to more 
frequent pressure ulcers, mainly around the sacrum.

f ) Occurrence of autonomic dysreflexia in patients with 
spinal cord injury at Th6 level or above during obstetric 
examination or delivery. This phenomenon is based on 
increased autonomic reflexes suggesting the onset of 
preeclampsia. There is an increase in blood pressure, 
bradycardia, headache, sweating, edema, induction or 
intensification of uterine contractions including tetanus 
contractions. There is also vasoconstriction in the utero-
placental circulation leading to fetal hypoxia.

g) The reduction of deep sensation in patients with spinal 
injury located above the Th12 vertebra makes it difficult 
for the patient to feel the fetal movements and contrac-
tions predicting delivery.
Little is known about the lactation in women after spi-

nal cord injury. Damage to the spinal core at Th6 or higher 
may result in shorter lactation time and a reduction in the 
amount of milk. Patients at risk must also know that irritation 
of the nipples during feeding may experience autonomic 
dysreflexia. It is recommended that this group of patients 
use the assistance of lactation advisers [14].

II. Patients with multiple sclerosis (MS)
MS is most often diagnosed at the age of 20–40, that is at 

childbearing age. For this reason, the effect of pregnancy on 
MS is a clinically relevant issue. Patients with MS are not less 
fertile than healthy women, and no negative impact of MS on 
pregnancy or delivery has been demonstrated. Pregnancy 
significantly reduces the risk of MS relapse (especially during 
the third trimester of pregnancy) [15]. It is recommended to 
discontinue immunomodulatory therapy during pregnancy 
and feeding the newborn, and some disease-modifying 
drugs should be discontinued several months before the 
planned pregnancy [15]. The risk of recurrence of disease 
increases 6 months after delivery, so it is recommended 
that the patient returns to preventative treatment as soon 
as possible by using immunomodulatory drugs.
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CONTRACEPTION IN ADOLESCENTS WITH 
PHYSICAL OR INTELLECTUAL DISABILITIES

The right to independently plan your own partner life 
and decide on the number of offspring and the frequency of 
pregnancies is one of the components conditioning repro-
ductive health. This right only applies if everyone has equal 
access to a variety of contraceptive methods. The results of 
world studies and a few Polish works indicate that people 
with physical or mental disabilities significantly less often 
use modern methods of contraception.

The wide range of contraceptive methods available in 
terms of their effectiveness, comfort of use and contraindi-
cations has given rise to the need to develop PTGiP recom-
mendations regarding methods of pregnancy prevention, 
with particular emphasis on hormonal contraception.

All recommendations published so far undoubtedly ap-
ply when choosing the contraceptive for a disabled patient. 
However, specific health conditions that directly result from 
the nature of disability may constitute additional indications 
or contraindications for a given method of contraception.

RECOMMENDATIONS FOR PATIENTS WITH 
PHYSICAL DISABILITIES

According to epidemiological data, the most common 
causes of physical disability in people of reproductive age 
are spinal cord injuries, cerebral palsy, and multiple sclero-
sis. Therefore, the proposed recommendations for patients 
with physical disabilities were formulated with particular 
regard to the above-mentioned causes of physical disability.
1. Physically disabled women, depending on severity of 

the mentioned disability, should adjust both her sexual 
life and optimal method of contraception, previously 
seek for sexuological consultation if needed

2. Physical disability often leads to emotional and caring 
dependence on caregivers. If the presence of a disabled 
person’s guardian is not necessary, the method of con-
traception should be chosen without the presence of 
accompanying persons.

3. Regardless of the degree and etiology of physical disabili-
ty, the choice of contraception method must be preceded 
by: an interview taking into account information on the 
cause of the disability and a standard physical examina-
tion, also taking into account the severity of motor dys-
function hindering the use of the contraceptive method.

4. The possibility of self-use of the contraceptive method 
by a patient with physical disabilities should be an im-
portant criterion for her choice.

5. An equally important condition for choosing a method 
should be the frequency of sexual intercourse, which can be 
much lower when compared to the general population.

6. The use of barrier contraceptives should not be recom-
mended for patients with significant grade of spastic 

paresis due to difficulties in putting the vaginal ring or 
condom on properly.

7. The use of low-dose oral hormonal contraceptives is rec-
ommended for women with severe physical disabilities, 
unless otherwise indicated.

8. The transdermal hormonal contraception may cause dis-
comfort to a patient during care treatments performed 
by the caregiver. An alternative method is to propose 
a hormonal contraceptive in the form of Depo-Provera.

9. The choice of hormonal contraception method must 
take into account the patient’s level of motor activity. 
In patients moving on a wheelchair with paraparesi, 
the use of substances increasing the risk of deep vein 
thrombosis should be avoided. Monitoring of blood 
coagulation parameters is also recommended in this 
patient group.

10. Severe physical disability and the altered sensation in 
the urogenital area is an absolute contraindication to 
the use of IUD.

RECOMMENDATIONS FOR PATIENTS WITH 
INTELLECTUAL DISABILITIES

1. In choosing the appropriate method of contraception 
for patients with intellectual disabilities, it is important 
to first determine the degree of mental retardation. The 
ICD-10 and DSM V classification distinguish four main 
levels of intellectual disability [16, 17]:
a) mild intellectual disability
b) moderate intellectual disability
c) severe intellectual disability
d) profound intellectual disability

2. For patients with physical disabilities, the choice of con-
traceptive method is largely based on the risk of Venous 
Thromboembolism. Although it is also important for 
patients with mental retardation, the most important 
factor affecting the effectiveness of the selected con-
traceptive method is the possibility of its correct use 
by the patient and her caregiver. When choosing the 
right contraceptive method, the Polish Society of Gy-
necologists and Obstetricians recommends using the 
following criteria:
a) The results of previous studies indicate that people 

with intellectual disabilities, regardless of disability 
level, experience the sexual attraction and show 
desire to satisfy it.

b) The individual disability level is an additional crite-
rion for choosing the appropriate contraceptive, for 
given patient. Women with moderate disabilities are 
usually aware of the risk of unwanted pregnancy, 
although they cannot consciously manage their own 
fertility. Women with profound disabilities meet their 
sexual needs at the level of unconditional reflex.
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c) In case of a patient with intellectual disability, the 
person taking care of the patient should also par-
ticipate in choosing the method of contraception.

d) To ensure adequate health protection, the choice of 
contraceptive method must be preceded by a stand-
ard anamnesis and physical examination. An inter-
view for aggravating risk factors should be collected 
from the patient caregiver. The physical examination 
should be expanded to include elements of general 
examination (e.g. visual evaluation of the vessels 
of the lower limbs) due to the inability to obtain 
sufficient information about the patient’s medical 
condition without the medical records. Gynecologi-
cal examination should also include an assessment 
of the potential symptoms of sexual abuse.

e) In case of patients with severe intellectual disability, 
the recommendation to use contraception may be 
given by the doctor, even if the caregiver does not 
report such a need. Prevention of unwanted preg-
nancies in this population is an important aim of 
gynecological care.

f ) For patients with mild or moderate impairment, with 
well-cooperating caregivers, the use of oral hormo-
nal contraception is recommended. The medicine 
must be selected individually for the patient so as 
to minimize the risk of undesirable bleeding, which 
worsens the maintenance of proper hygiene.

g) In the group of patients with severe intellectual 
disability it is recommended to use long-acting hor-
monal contraception.

h) For patients with intellectual disabilities, the use of 
transdermal contraception is not recommended 
due to the inability to constantly monitor the patch. 
However, this method is recommended for patients 
with physical disabilities.

i) The use of contraception in the form of IUD is rec-
ommended by some world experts. The authors of 
these proposals are less optimistic about patients 
with intellectual disabilities due to the limited con-
trol of potential adverse events associated with the 
use of IUD by the patient herself.

j) The effectiveness of barrier contraception in patients 
with intellectual disabilities is significantly lower 
than the known Pearl Index estimates. Therefore, their 
use is not recommended in this group of women.

POSSIBILITIES OF BIRTH CONTROL IN 
PATIENTS WITH PHYSICAL AND MENTAL 

DISABILITIES
People with physical and mental disabilities have the 

same right to information and assistance in choosing con-
traception methods as non-disabled people. PTGiP is of the 

opinion that modern contraception is the only effective way 
to prevent the unwanted pregnancies and their termination. 
That is why the education of the society regarding ways of 
family planning is so important in Poland. One of the most 
effective ways of birth control are hormonal contracep-
tives. There are several possible ways of hormone supply, 
among them:
1. Oral contraceptives
2. Transdermal hormonal contraceptive system
3. Contraceptive vaginal ring
4. Depot Medroxyprogesterone Acetate (DMPA) injections
5. Hormone-releasing intrauterine device (IUD)

Nowadays, thanks to the above-mentioned methods 
of contraception, it is possible to choose the appropriate 
method of administering hormones, individually to the 
patient, so as to minimize the risk of hormone therapy 
complications. However, it should be remembered that no 
hormonal drug is indifferent to one’s health.

ORAL CONTRACEPTIVES
The use of oral contraceptives is one of the most effec-

tive methods of birth control, characterized by a low Pearl 
index and a relatively low risk of complications during use.

For many women with disabilities, monthly bleeding 
is extremely troublesome and often embarrassing. Dur-
ing this time, they require more frequent help in sanitary 
procedure while menstrual pains only further reduce the 
patient’s comfort.

For this reason, the patient may be offered hormonal 
contraception in the form of pills taken continuously, with-
out a seven-day break for menstrual bleeding [18]. However, 
complete amenorrhea is difficult to obtain and is reported 
only in 62% of patients. Planning withdrawal bleeding every 
3 to 4 months may be a more effective method to reduce 
patient discomfort [19].

Among the main side effects of oral hormonal contra-
ception are: increased thromboembolic risk and increased 
risk of progression of estrogen-dependent cancers, e.g. 
breast cancer. For this reason, women with a tendency to 
blood clot formation, with liver failure, elevated cholesterol, 
diagnosed with estrogen-dependent cancers and reported 
as smokers are advised against taking hormonal contracep-
tives [20, 21].

The immaturity of the hypothalamic-pituitary-ovar-
ian axis in adolescents means that hormonal contracep-
tion for patients in this age group should be individually 
considered by a gynecologist. Low-dose contraception is 
recommended because of its reduced risk of venous throm-
boembolism (VTE), which is particularly important for physi-
cally disabled patients.

Low-dose contraception has a reduced risk of thrombo-
embolism, which is due to the low dose of ethinylestradiol. 
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These medicine significantly reduce blood coagulability, fur-
ther reducing fibrinolysis, maintaining the concentration of 
fibrinolysis for coagulation at the appropriate level. Further-
more, oral estrogens increase HDL cholesterol and lower LDL 
cholesterol. These properties mean that low-dose contracep-
tion is recommended for physically disabled patients. [18].

Girls with disabilities have a higher risk of thrombo-
embolic disease, hence the selection of the contraceptive 
method should be preceded by tests of coagulation param-
eters. In people with disabilities, special attention should 
also be paid to the composition of the hormonal drug and 
the method of its administration. Low-dose oral contracep-
tives with third generation progestagens are safer for people 
with disabilities [22].

TRANSDERMAL HORMONAL 
CONTRACEPTIVE SYSTEM

Another recognized method of contraception recom-
mended for people with disabilities is hormonal contracep-
tion used as a patch (transdermal patch). The contraceptive 
patch may be the right solution for patients who have dif-
ficulty swallowing tablets. What’s more, just like birth control 
pills, it can be glued continuously, without every three weeks 
of breaks with planned withdrawal bleeding after about 
3–4 months of continuous use [23].

The transdermal patch is considered one of the most 
effective methods of contraception in adolescents. This 
method reduces the risk of skipping the daily dose of the 
hormone, and allows to maintain a constant concentration 
of hormones in the patient’s body. Studies show that the 
main reason for the ineffectiveness of oral contraception is 
forgetting to regularly take birth control pills [24, 25].

There are no studies that directly address the topic of 
missed dose when using oral contraception by people with 
disabilities, although the use of the patch significantly mini-
mizes this risk. The use of transdermal patches requires the 
attention of the patient or caregiver only once a week, not 
every day, as is the case of oral contraception.

To avoid possible skin irritation, it is not recommended 
to stick the patches in the same place for too long. This is 
especially important in the aspect of skin care for people 
with disabilities.

Some patients with intellectual disabilities may try to 
remove the patch, which makes it helpful to place it high on 
the back or buttocks. However, experts do not recommend 
the transdermal patch to patients with this type of disability 
due to the inability to constantly monitor the patch. Not-
withstanding, this method is considered extremely benefi-
cial for patients with physical disabilities.

An important advantage of the contraceptive patch is 
the fact that it does not force changes in a woman’s lifestyle 
and does not hinder rehabilitation. The transdermal patch 

adheres perfectly to the body and is highly resistant to 
peeling. This is undoubtedly an advantage for people with 
disabilities who use a bath, a swimming pool or exercise 
during rehabilitation.

No less important, however, is the increased risk of blood 
clots and related complications arising from the use of trans-
dermal patches. The use of patches is associated with a high-
er concentration of estrogens in the female body than when 
using oral contraceptives. Considering the above, the use of 
contraceptive patches is not recommended in people with 
a disability predisposing to thromboembolism [22].

CONTRACEPTIVE VAGINAL RING
Specialists recommend vaginal rings for all women of 

childbearing potential, especially those who have a high 
risk of unplanned pregnancy. This is an excellent method 
for women who are not disciplined in the daily use of birth 
control pills or the exposure of transdermal patch is not 
acceptable to them.

Potentially, contraceptive vaginal ring can be used for 
women and girls with disabilities who have difficulty taking 
oral medications or using another method of contracep-
tion. Of course, the same as with oral contraceptives and 
transdermal patches, the ring can be used continuously in 
exactly the same way as described above [26].

A non-disabled woman places the ring in the vagina by 
herself on the first day of the cycle and after 3 weeks she 
also removes it herself. Depending on the limitations of the 
patient’s disability, the ring may be inserted by a caregiver.

However, the use of the ring in disabled adolescents 
raises some concerns. Self-assembly of the disc requires 
an appropriate level of agility, which is not always possible 
to achieve by people with physical disabilities. Moreover, 
the application method may be unclear for people with 
intellectual disabilities. The ring insertion performed by 
the caregiver seriously affects the sense of privacy of the 
disabled person. All of the above drawbacks have severely 
limited the use of this method of contraception in the popu-
lation of people with disabilities [22].

DEPOT MEDROXYPROGESTERONE ACETATE 
(DMPA) INJECTIONS

Recently, the use of DMPA injections as birth control 
method in patients with intellectual disabilities is increas-
ingly recommended.

This method involves the intramuscular administration 
of medroxyprogesterone acetate once every 3 months. This 
form of contraception is especially recommended for pa-
tients with severe mental retardation. These patients are at 
risk of incorrect use of other forms of contraception, misun-
derstanding medical prescriptions or skipping subsequent 
doses of oral contraception.
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What is more, DMPA is not only a contraceptive, but also 
suppresses menstrual bleeding. Amenorrhea in almost 60% 
of patients occurs after 1 year of using DMPA, and in nearly 
80% after 5 years [27].

This method seems to be an extremely beneficial alter-
native for physically disabled patients who require daily care 
by a caregiver. The site of hormone injection is invisible to 
the caregiver, does not interfere during care procedures, and 
does not require more attention, as is the case with trans-
dermal systems or oral contraception. There are, however, 
two significant problems in using this form of contraception 
for physically disabled adolescents.

First, the use of this medicine is associated with weight 
gain. This problem is troublesome for all teenagers, how-
ever, for teenagers with mobility problems, even a slight 
weight gain can complicate movement and thus reduce 
their independence [28].

Secondly, the topic of the impact of DMPA on bone 
mineral density (BMD) is increasingly discussed. The US 
Food and Drug Administration (FDA) recommends limiting 
the use of DMPA to a maximum of 2 years. This is especially 
important for teenagers because girls accumulate about 
30% to 40% of their bone mass during puberty. The rate of 
BMD loss decreases with longer duration of DMPA use. The 
World Health Organization, ACOG, and Society for Adoles-
cent Health and Medicine advise physicians to individually 
interpret the recommended 2-year period of use and dis-
cuss with the patient and her family the potential risks and 
benefits of this therapy [29].

In adolescents with disabilities and reduced mobility, 
bone mineral density may be reduced at the outset, but it 
is not clear whether this is associated with an increased risk 
of fractures. Loss of bone density appears reversible upon 
discontinuation of DMPA in women with disabilities, but 
there are no data on adolescents with reduced mobility [22].

HORMONE-RELEASING INTRAUTERINE 
DEVICE (IUD)

Intrauterine devices have been very readily used in adult 
women for many years, but it has only recently been recom-
mended to use them in teenagers. The intrauterine device 
contains 20 μg of levonorgestrel, of which 50% is consumed 
after about 5 years.

IUD has excellent contraceptive effects with a relatively 
small number of side effects. Due to the lack of estrogen com-
ponent, it is not associated with such complications as e.g. 
venous thromboembolism. For the same reason, it is recom-
mended for women with disabilities, especially in the case 
of intellectual disability. The described method also applies 
to women with physical disabilities associated with immo-
bilization, which are excluded from the use of estrogen [30].  
However, it should be borne in mind that significant motor 

disability, especially with the abolition of sensation in the 
urogenital area, is an absolute contraindication to the use 
of IUD.

The intrauterine device is especially recommended for 
people with intellectual disabilities. It is inaccessible to the 
patient and thus cannot be removed by herself.

Checking the correct placement of the insert in the gy-
necological office is extremely simple — ultrasound should 
be quite sufficient to assess the location of the inserted IUD. 
This is important in the case of patients who poorly tolerate 
gynecological examinations [22].
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