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Summary: Reports of thromboembolism following

the use of oral contraceptives received by drug
safety committees in the United Kingdom, Sweden, and
Denmark have been analysed to investigate possible dif-
ferences in the risks associated with the various prepara-
tions. For this purpose the numbers of reports of
thromboembolism attributed to each product were com-
pared with the distribution that would have been expec-
ted from market research estimates of sales, assuming that
all products carried the same risk.

A positive correlation was found between the dose of
oestrogen and the risk of pulmonary embolism, deep vein
thrombosis, cerebral  thrombosis, and coronary
thrombosis in the United Kingdom. A similar association
was found for venous thrombosis and pulmonary embo-
lism in Sweden and Denmark. No significant differences
could be detected between sequential and combined
preparations containing the same doses of oestrogen, nor
between the two oestrogens, ethinyloestradiol and mes-
tranol.

Certain discrepancies in the data suggest that the dose
of oestrogen may not be the only factor related to the
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risk of thromboembolism; thus there was a significant
deficit of reports associated with the combination of
mestranol 100 pg. with norethynodrel 2-5 mg. and a sig-
nificant excess of reports associated with the combination
of ethinyloestradiol 50 ug. with megestrol acetate 4 mg.
An excess of reports also occurred with other combined
preparations containing megestrol acetate.

The data obtained in earlier epidemiological studies
were re-examined and, though no trend was obvious in any
one of them, the combined results showed an cxcess of
cases of thromboembolism at the highest dose of oestrogen.

The finding of a positive correlation between the dose
of oestrogen and the risk of coronary thrombosis is of
special interest since previous studies have failed to
provide clear evidence of a relationship between oral
contraceptives and this condition.

Introduction

A causal relationship between the use of oral contraceptives
and thromboembolic disease was first described in the United
Kingdom in a communication to the Medical Research
Council in 1967, in which the preliminary results of
three studies conducted independently by the Committee on
Safety of Drugs, the Medical Research Council’s Statistical
Research Unit, and the Royal College of General Practi-
tioners were reported. In one of these studies, based on the
investigation of deaths due to pulmonary, cerebral, or coron-
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ary thromboembolism, Inman and Vessey (1968) were unable
to demonstrate any variation in the risk with different oral
contraceptives. Similarly, Vessey and Doll (1969) in their final
report on the work of the Medical Research Council’s Sta-
tistical Research Unit were also unable to demonstrate any
difference between the various preparations in women
admitted to hospital with non-fatal thromboembolism. More
recently, Sartwell et al. (1969), in a retrospective study of
women admitted to 48 hospitals in the United States of
America, confirmed the relationship between oral contracep-
tives and thromboembolism, but concluded that the risk was
greater among women using sequential products; no com-
parisons were made between the various combined prepara-
tions. In clinical trials involving 797 women Grant (1969)
found that leg vein complaints, including thrombophlebitis,
occurred most frequently with combined preparations con-
taining a relatively low dose of progestogen and a high dose
of oestrogen. No cases of thrombophlebitis occurred in
women taking sequential preparations.

Daniel et al. (1967) and several other authors (Jeffcoate' et
al, 1968; Millar and Robertson, 1968) have shown an
increased incidence of puerperal thromboembolism after
suppression of lactation with oestrogens, and these substances
have also been incriminated as a cause of thromboembolism
in controlled clinical trials of their value in coronary artery
and cerebrovascular disease (Oliver and Boyd, 1961; Schrogie
and Solomon, 1967). An increased risk has also been reported
among men treated with oestrogens for prostatic cancer
(Bailar, 1967).

Since 1964 the Committee on Safety of Drugs has contin-
uously monitored reports of thromboembolism submitted by
doctors and family planning clinics throughout the United
Kingdom. In 1966 it was first noticed that there were more
reports of thromboembolism following the use of products
containing mestranol, and fewer following those containing
ethinyloestradiol, than could be accounted for by estimates of
sales. More recently, however, it became apparent that the
excess of reports was more closely correlated with products
containing higher doses of oestrogen than with one or other
of the two oestrogens. In this communication we present the
results of a detailed analysis of the reports received by the
Committee on Safety of Drugs and also of reports to the
Swedish Adverse Drug Reaction Committee and the Danish
National Health Service’s Board on Adverse Reactions to
Drugs.

Subjects and Methods

Between 1 January, 1965 and 30 June, 1969 the Committee
on Safety of Drugs received 1,305 reports of thromboembo-
lism occurring in women using oral contraceptives in which
the doctors making the reports named the last preparation
taken.||

To determine whether the risk of thromboembolism was
related to the dose or nature of the steroids used for con-
traceptive purposes, it was decided to compare the numbers of
reports of thromboembolism attributed to each product with
the distribution that would have been expected from market
research estimates of sales, assuming that all products carried
the same risk. For this purpose estimates of sales by retail
pharmacies were provided by Intercontinental Medical Sta-
tistics Limited for each of the years 1965-9. Because the

Il During the same period 226 reports of thromboembolism were re-
ceived in which the oral contraceptive brand name was not specified.
In addition, 94 reports of thromboembolism following the use of
oestrogen-progestogen mixtures normally prescribed for gynae-
cological disorders rather than for oral contraception were received,
and 45 fatalities from thromboembolism were independently
ascertained by the committee during its epidemiological investiga-
tion in 1966 (Inman and Vessey, 1968). None of these reports has
been included in the present analysis.
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level of reporting of adverse reactions to the Committee
fluctuated from year to year while the overall use of oral
contraceptives in the population was increasing steadily, it
was necessary to make calculations for each year separately
and then to sum the results for the individual years. For
example, in 1968 there were 75 reports of non-fatal pulmon-
ary embolism following the use of combined oral con-
traceptives, of which 26 were associated with the product
Ovulen. In that year it was estimated that Ovulen accounted
for 22:239 of the total market. Thus the expected number of
75 X 2223

00 = 16:67

Estimates of oral contraceptive sales by family planning
clinics were not available; it was therefore decided to omit
281 reports from this source from the main analysis. Among
the 1,024 remaining reports, there were 316 of pulmonary
embolism with or without venous thrombosis (67 fatal), 249
of deep venous thrombosis in the lower limb, 266 of venous
thrombosis in the lower limb of superficial or unspecified
type, 83 of cerebral thrombosis (18 fatal), and 63 of coronary
thrombosis (25 fatal). To simplify the analysis, a further 37
reports of venous thrombosis affecting parts of the body
other than the legs (of which 21 were thrombosis of an arm
vein and nine of the portal or hepatic veins), seven reports of
retinal artery thrombosis, and three of thrombosis in a limb
artery were not included.

In addition to these reports of thromboembolism occurring
in the United Kingdom, the Swedish Adverse Drug Reaction
Committee and the Danish National Health Service’s Board
on Adverse Reactions to Drugs supplied details of their ex-
perience during the periods January 1965 to December 1968
and May 1968 to September 1969 respectively. Among these
data 183 Swedish and 122 Danish reports of pulmonary
embolism and venous thrombosis of the lower limb were
analysed. As in the United Kingdom, estimates of oral con-
traceptive sales were used to calculate expected numbers.

It was decided to investigate the following factors which
might influence the risk of thromboembolism:

reports for Ovulen in 1968 was

Type of Oral Contraceptive Regimen—that is, Sequential or
Combined.—In view of the finding by Sartwell et al. (1969) that
sequential oral contraceptives appear to be more likely to cause
thromboembolism than combined ones, it was considered that this
possibility should be examined first. )

Dose and Type of Oestrogen in the Preparation.—Since there is
already substantial evidence that oestrogens themselves may cause
thromboembolism, the dose of oestrogen was clearly of interest.
Additionally, however, it is known_ that in laboratory animals
ethinyloestradiol and mestranol, the two oestrogens used in oral
contraceptives, differ in potency by a number of criteria, and it
was thought that this might possibly be relevant to the throm-
boembolic risk.

Dose and Type of Progestogen in the Preparation.—This seem-
ed important because some progestogens have inherent oestro-
genic activity or are metabolized to oestrogens, while others
have anti-oestrogenic effects.

Results
Type of Regimen

In comparing sequential and combined preparations, the
reports of venous and arterial thromboembolism in the United
Kingdom were considered separately, and the analysis was
confined to formulations containing corresponding doses of
ethinyloestradiol or mestranol. The comparison (Table I) does
not indicate any consistent difference between the ratios of
the observed and expected numbers of reports for the two
regimens and does not suggest that the sequential preparations
are more hazardous than the combined containing the same
type and dose of oestrogen.
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TABLE I.—Comparison of Numbers of Reports Observed and Expected in Association with Combined and Sequential Oral Contraceptives
(Data for United Kingdom)

Oestrogen: Mestranol Ethinyloestradiol
Dose of oestrogen (u.g.): 100 75-80 100 Total
Type of preparation: Combined | Sequential | Combined | Sequential | Combined | Sequential
Venous thromboembolism:
Observed (O) .. 333 21 80 19 21 11 485
Expected (E) 325-13 19-71 95-75 21-02 12-10 11-29 485-00
Ratio (O/E) 1-02 1-07 0-84 0-90 1-74 0-97
Arterial thromboembohsm
Observed  (O) 59 1 8 5 2 0 75
Expected (E) 49-07 3-23 15-48 3-40 2-08 1-74 75-00
Ratio (O/E 1-20 0-31 0-52 1-47 0-96 —

Since, however, there were so few reports associated with
sequential oral contraceptives and since women using the
sequential method are exposed to the effects of progestogens
for only a short time towards the end of each cycle, it was
decided to limit the subsequent analyses of the possible effects
of oestrogens and progestogens to reports of thromboembo-
lism affecting women using the combined preparations.

Combined Regimen - Influence of Oestrogens

An analysis of the 920 reports from the United Kingdom
relating to combined oral contraceptives, classified according
to the type of thromboembolic episode and the dose levels of

the two oestrogens contained in the preparations, is shown in
Table II. For each diagnostic group there is a consistent
excess of reports associated with oral contraceptives containing
higher doses of oestrogen, either mestranol or ethinyloest-
radiol, and a corresponding deficit with those containing lower
doses. This trend (interrupted only by a minor discrepancy
between the ratios for 75-80 ug. and 50 ug. of mestranol) is
particularly noticeable with pulmonary embolism, cerebral
thrombosis, and coronary thrombosis and becomes rather less
distinct for the less serious types of venous thromboembo-
lism. The results of appropriate tests of statistical significance
for the trends are shown in Table III.

It is also possible to make comparisons in Table II be-

TABLE 11.—Observed and Expected Numbers of Reports in Relation to Type and Dose of Oestrogen in Combined Oral Contraceptives (Data for

United Kingdom)
Qestrogen: Mestranol Ethinyloestradiol Total
ota
Dose of oestrogen (ug.): 150 100 75-80 50 100 50
Fatal pulmonary embohsm
Observed 0) 6 32 7 1 1 12 59
Expected (E) 2-15 20-88 7-28 1-78 1-00 25-91 59-00
Ratio (O/E) 2:79 1-53 0-96 0-56 1-00 0-46
Non-fatal pulmonary embohsm
Observed  (0) 20 100 26 7 7 74 234
Expected (E) 8-65 82-68 28-87 6-83 397 103-00 234-00
Ratio (O/E) 231 1-21 0-90 1-02 1-76 0-72
Deep vein thrombosis of 1ower hmb
Observed 98 23 6 9 85 235
Expected (E) 9-25 84-41 26-81 6-06 3-38 105-09 235-00
Ratio (O/E) 1-51 1-16 0-86 0-99 2-66 0-81
Other venous thrombosis of lower lunb:
Observed (0) 18 103 24 8 4 95 252
Expected (E) 11-66 93-93 22-80 475 2-66 116-20 252-00
Ratio (O/E) 1-54 1-10 1-05 1-68 1-50 0-82
All venous thromboembohsm
Observed 58 333 80 22 21 266 780
Expected (B) 31-71 281-90 85-76 19-42 11-01 350-20 780-00
Ratio (O/E) 1-83 118 0-93 113 1-91 0-76
Cerebral thrombosis:
Observed (8) .. 10 33 6 1 0 29 79
Expected (E) 3-12 28-32 9-10 1-98 1-09 35-39 79-00
Ratio (O/E) 3-21 1-17 0-66 0-51 — 0-82
Coronary thrombosis:
Observed (0) .. 6 26 2 2 2 23 61
Expected (E) 2-32 21-62 712 1-78 1-11 27-05 61-00
Ratio (O/E) 2-59 1-20 0-28 1-12 1-80 0-85
TABLE 111.—Tests of Statistical Significance for Results Shown in Table 11
2
Test Group Tested X1 Significance
For linear trend in ratio (O/E) with dose of mestranol (See Armitage, 1955) Fatal fp monary embolism 49 .
Non-fatal pulmonary embolism 8-9 1
Deep vein thrombosis of lower limb 26 N.S.
Other venous thrombosis of lower limb 0-4 N.S.
All venous thromboembolism 12-4 kS
Cerebral thrombosis 120 1
Coronary thrombosis 65 b
For difference in ratio between the two doses of ethinyloestradiol All groups combined 14-2 E
For difference in ratio between 100 p.g. mestranol and 100 pg. ethinyloestradiol All groups combined 27 N.S
For difference in ratio between 50 p.g. mestranol and 50 ug. ethinyloestradiol . . All groups combined 25 N.S

N.S. P>0-05. *0-05>P>0-01. 10-01>P>0-001. $0-001>P.
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tween the two oestrogens, but only at doses of 50 and 100 ug.
It should be noted, however, that only a single product is
represented at the 100 pg. dose of ethinyloestradiol and also
at the 50 pug. dose of mestranol (Nuvacon and Norinyl-1
respectively) and that in both instances the numbers of
reports are small (23 and 25 respectively). Within these limi-
tations the results do not suggest a consistent difference be-
tween the two oestrogens, since at a dose of 100 ug., ethinyl-
oestradiol appears to be associated with a greater risk than
mestranol, while the reverse is true at a dose of 50 ug.
Furthermore both these differences might reasonably be at-
tributed to chance (Table III).

The distribution of the reports of venous thrombosis and
pulmonary embolism from Sweden and Denmark classified
by type and dose of oestrogen is shown in Table IV. In these
countries it was not possible to compare the two oestrogens
at the same dose, but the ratios of observed and expected
numbers of reports corresponding to each dose of mestranol
follow very much the same trends as those described already
for the United Kingdom.

Combined Regimen - Influence of Progestogens

The data for the United Kingdom, arranged according to
the type and dose of both oestrogen and progestogen, are
shown in Table V. Fifteen reports related to preparations
each of which accounted for less than 19 of the total market
during the period of the study and these have been grouped
together under the heading “miscellaneous products”; apart
from these, it can be seen that there are 12 combinations of
the two oestrogens with one or other of six progestogens,
embracing 15 different brands of oral contraceptive.

The progestogenic component of each of these 12 combi-
nations is unique when both type and dose of progestogen
are taken into account, and it follows that no comparisons can
be made between the oestrogens which are free of the pos-
sible influence of the progestogens. On the other hand, com-
parisons between the progestogens within the same type and
dose of oestrogen are possible at the 100 ug. dose of mes-
tranol and at the 50 ug. dose of ethinyloestradiol. Both these
sets of comparisons suggest that it is not only the oestrogens
that are related to the risk of thromboembolism. Thus:

(1) At the 100 ng. dose of mestranol the combination with 25
mg. of norethynodrel (Conovid-E, Previson) shows a significant
deficit of reports in every diagnostic group in comparison with the
other combinations of progestogen with the same dose of mestranol.

(2) At the 50 ng. dose of ethinyloestradiol the combination with
4 mg. of megestrol (Volidan) shows a significant excess of reports
of venous thromboembolism (but not of cerebral or coronary
thrombosis) in compariscn with other combinations of progestogen
with the same dose of ethinyloestradiol.

Certain other discrepancies in the data have already been
noted—namely, the excess of reports associated with the 50
ug. dose of mestranol in comparison with the 75 or 80 ug.
dose, and the inconsistent findings when comparisons are
made between equal doses of the two oestrogens. It is pos-
sible that these discrepancies also reflect the influence of the
progestogens.

The data from Sweden and Denmark showed no variations
which could not be accounted for by the oestrogens. It should
be noted, however, that preparations equivalent to those show-
ing major discrepancies in the United Kingdom (Conovid-E,
Previson, and Volidan) were either not available in these
countries or represented less than 1% of the total sales. One
product available in Sweden and Denmark containing 5 mg.
of megestrol combined with 100 pug. of mestranol showed in
both countries a small excess of reports when compared with
the other products containing the same dose of mestranol.
Although this excess was not statistically significant, the
finding is of interest in view of the high ratios of observed to
expected numbers of reports seen in the United Kingdom
with both Nuvacon and Volidan (Table V).
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Discussion

A number of sources of bias might have affected the
validity of the results that have been described. Firstly, the use
of voluntary reports of adverse reactions for an epidem-
iological study might be questioned on the grounds that the
reports may not truly represent the distribution of the reac-
tions that occur. Secondly, the use of market research data
for comparative purposes might be criticized. Thirdly, the
choice of brand of oral contraceptive might be influenced by
the personal characteristics or the medical history of the in-
dividual woman.

Biased Reporting

Inman and Vessey (1968) showed that, in spite of the
publicity attracted by the concern over the safety of oral
contraceptives, only 15% of the deaths from thromboembolic
disease that occurred in England, Wales, and Northern Ire-
land during 1966 among women who were known by their
doctors to be using oral contraceptives were reported spon-
taneously to the Committee on Safety of Drugs. It seems
likely that the non-fatal episodes of thromboembolism will
have been even less completely reported, and it must, there-
fore, be recognized that the data available for the present
study represent a small fraction, probably less than one-
tenth, of the events that occurred during the four and a half
years in which the reports were collected.

Provided the fraction is representative of the whole, this
does not, of course, introduce any bias in itself, but difficulty
might arise in the following circumstances: (1) if doctors were
particularly likely to report events occurring in association
with certain brands of oral contraceptive; (2) if relatively few
doctors who favoured certain products were responsible for a
substantial proportion of the total number of reports; (3) if
there were any important regional variation in the use of
different products and in the level of reporting adverse re-
actions to them; and (4) if general practitioners or hospital
doctors reported substantial numbers of cases of thrombo-
embolism occurring in women receiving their supplies of
oral contraceptives from family planning clinics, and if the
distribution of the products prescribed at such clinics differed
from the distribution of those prescribed elsewhere.

Although the first of these possibilities cannot be excluded
on the basis of any data available to us, it does not seem
likely that bias would arise from this source, except as follows:

Firstly, the Committee on Safety of Drugs requests doctors to
report all adverse reactions to new preparations, but only serious
or unusual reactions to established ones. The newer products
might, therefore, be overrepresented in the reports, especially
among those relating to the less serious types of reaction. This,
for example, might account for the high ratio of the observed to
expected numbers of reports of venous thrombosis of the lower
limb for women receiving Norinyl-1 (see Table V). Secondly, there
is also the possibility that difficulty might arise from confusing
trade names—for example, Conovid, Conovid-E, Lyndiol, Lyn-
diol 2-5. A separate analysis in which all such products were
omitted, however, showed that there was still a pronounced excess
of reports associated with combined products containing 100 ;g. of
oestrogen (mestrarol: observed 278, expected 205; ethinyloest-
radiol: observed 23, expected 13) and a pronounced deficit of
those associated with products containing 50 ug. of ethinyloest-
radiol (observed 318, expected 401).

The second possibility—variations in prescribing and reporting
by different doctors—was considered during the preparation of the
reports for analysis. No “clusters” of any appreciable size were
found among reports from sources other than family planning
clinics.* Among the 258 reports relating to Lyndiol, Conovid-E,

* Reports from family planning clinics are undoubtedly highly “clus-
tered.” For example, one group of clinics in Scotland contributed
nearly half the reports of adverse reactions to oral contraceptives
other than thromboembolism ever received by the Committee on
Safety of Drugs.
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TABLE IV.—Reports of Venous Thrombosis and Pulmonary Embolism in Sweden and Denmark
Oestrogen Mestranol Oi‘g‘:g};]
Total
Dose of oestrogen (u.g.) 150 | 100 | 75-80 50
Sweden (1965-8):
Observed  (O) 6 89 49 39 183
Expected (E) 113 79-36 48-64 53-87 183-00
Ratio (O/E) 5-31 1-12 1-01 0-72
Denmark (May 1968—September 1969)
Observed (O) 2 71 23 26 122
vected (E) 0-73 55-17 33-54 32-56 122-00
Ratio (O/E) 2-74 1-29 0-69 0-80

Test for linear trend in ratio (OIE) with dose of mestranol:
Sweden %} —5 -3, 0-5>P>0-0
Denmark x} =89, 0- 01>P>0 001.

TABLE V.—Observed and Expected Numbers of Reports in Relation to Various Combinations of Oestrogens and Progestogens (Data for United

Kingdom)
Oestrogen and Progestogen Content and Pulmonary Other Venous Cerebral Coronary Total
Brand Names of Oral Contraceptives Embolism Thrombosis Thrombosis Thrombosis
Mestranol 150 p.g.
o 26 32 10 6 74
with lynoestrenol 5 mg. (Lyndiol) E 10-80 2091 3-12 2-32 37-15
O/E 2-41 1-53 321 2-59 1-99
Mestranol 100 pg.
(o] 17 1 2 45
with norethynodrel 2:5 mg. (Conovid-E, Previson). . E 21-80 43-42 6-05 4-94 76-21
O/E 0-78 0-58 0-17 0-40 0-59
o 19 38 3 5 65
with norethisterone 2 mg. (Ortho-Novin, Norinyl-2) E 13-21 22-36 3-59 2-80 41-96
O/E 1-44 1-70 0-84 1-79 1-55
o 96 134 29 19 278
with ethynodiol diacetate 1 mg. (Ovulen) E 67-85 111-64 18-52 13-73 211-74
O/E 1-41 1-20 1-57 1-38 1-31
Mestranol 75 ug.
o 26 43 6 2 77
with lynoestrenol 2:5 mg. (Lyndiol 2-5) E 33-32 45-15 8-44 6-49 93-40
| OJE 0-78 0-95 0-71 0-31 0-82
Mestranol 50 ug.
o 8 14 1 2 25
with norethisterone 1 mg. (Norinyl-1) E 8-61 10-81 1-98 1-78 23-18
O/E 0-93 1-30 0-51 1-12 1-08
Ethinyloestradiol 100 ug.
o 8 0 2 23
with megestrol acetate 2 mg. (Nuvacon) E 4-97 6-04 1-09 1-11 13-21
O/E 1-61 215 — 1-80 1-74
Ethinyloestradiol 50 u.g.
o 27 45 2 2 76
with megestrol acetate 4 mg. (Volidan) E 22-31 42-18 6-33 4-85 75-67
O/E 1-21 1-07 0-32 0-41 1-00
o 12 38 6 7 63
with norethisterone acetate 4 mg. (Anovlar) E 28-95 5620 8-14 6-42 99-71
O/E 0-41 0-68 0-74 1-09 0-63
o 35 83 21 12 151
with norethisterone acetate 3 mg. (Gynovlar) E 63-31 101-37 17-32 12-80 194-80
O/E 0-55 0-82 1-21 0-94 0-78
(o] 7 Y 1 13
with norethisterone acetate 2-5 mg. (Norlestrin) E 7-50 12-60 201 1-52 23-63
O/E 0-67 0-56 — 0-66 0-55
. o 7 7 0 1 15
with norethisterone acetate 1 mg. (Minovlar, Orlest) E 6-84 8-94 1-59 1-46 18-83
O/E 1-02 0-78 — 0-68 0-80
Miscellaneous Products
o 7 8 0 0 15
(Conovid, Demulen, Ortho-Novin 1/80) E 3-53 5-38 0-82 0-78 10-51
O/E 1-98 1-49 — —_— 1-43
All combined oral contraceptive preparations
o 293 487 79 61 920
E 293-00 487-00 79-00 61-00 920-00

Previson, Volidan, and Anovlar, products’ which the analysis has
shown to be of special interest, there were only five occasions
when one doctor had reported two cases of thromboembolism
occurring with the same product, and none when more than two
were reported.

To investigate the third possibility—that there might have been
geographical variation in the level of reporting—the United
Kingdom was divided into 10 regions, and the numbers of reports
received from these regions were related to the size of the local
population. No major disparities were found.

The fourth possibility would be of serious consequence only if
family planning clinics prescribed a relatively large proportion of
products containing a high dose of oestrogen. This seems unlikely

since data on reactions of a minor nature reported by family
planning clinics suggest the products containing low doses of
oestrogen are prescribed relatively more frequently.

Biased Estimates of Oral Contraceptive Use

The validity of the data concerning oral contraceptive sales,
provided by Intercontinental Medical Statistics Limited, was
investigated in two ways. Firstly, comparison was made
with estimates supplied in confidence by an independent
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market research organization that uses entirely different
methods of data collection. Secondly, the Royal College of
General Practitioners provided information about the oral
contraceptive preparations used by nearly 19,000 women
recruited to a long-term follow-up study (Kay, 1970, per-
sonal communication). There was remarkably good agreement
between these two sets of data and those provided by Inter-
continental Medical Statistics Limited.

It may also be noted that in an attempt to find some
“internal” control data, about 800 reports of reactions other
than thrombosis were examined with a view to identifying a
group or groups of reports of reactions which could reason-
ably be considered to be unrelated to oral contraceptives—for
example, cancer of the breast or cervix developing within a
short time of the start of the medication. Most of the condi-
tions described in the reports, however, were either recognized
side-effects of oral contraceptives or conditions which might
well be produced by them. Only jaundice, skin reactions,
hypertension, headache, and depression were mentioned on 40
or more occasions. Each of these groups of reports was
analysed in the same way as the data for thromboembolism
and no well-defined trends with dose of oestrogen were
apparent.

Other Biases

Age.—If preparations containing high doses of oestrogen
were used particularly by older women, than an excess of
adverse reactions might be attributed to such products merely
as a result of the increasing incidence of thromboembolic
disease with age. The ages of the women with thromboem-
bolism were, therefore, examined in relation to the oral con-
traceptive preparations specified in the reports. No appreci-
able differences were found. Data collected at the beginning of
the long-term follow-up study being conducted by the
Royal' College of General Practitioners also indicate that
there is no difference in the choice of product for women of
different ages (Kay, 1970, personal communication).

Indication for Use of Oral Contraceptives—The standard
“yellow card” used by doctors to report adverse reactions to
the Committee on Safety of Drugs does not include specific
questions about the indications for treatment, though such
information is often volunteered. It follows that a proportion
of the reports included in the analysis relate to women who
were using oral contraceptives for reasons other than con-
ception control. It could be argued that such women might
have medical conditions predisposing to thromboembolism,
and that if products containing high doses of oestrogen were
particularly likely to be prescribed for them, a serious bias
might result. For example, such a bias might have affected
the reports associated with one of the products of major sig-
nificance in the present study, Lyndiol, since active promo-
tion of this preparation as an oral contraceptive ceased at the
end of 1965 in favour of Lyndiol 2-5. It should be noted,
however, that Lyndiol is still listed as an oral contraceptive in
the Monthly Index of Medical Specialities (MIMS) which is
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widely used for prescribing by practising physicians. Fur-
thermore, of the 74 reports of thromboembolism following the
use of Lyndiol, 40 related to patients who had started treat-
ment before the promotion of the product as an oral contracep-
tive ceased. Of the remainder, the reason for use of the
product was indicated in 21 reports, and 17 patients were
definitely using Lyndiol for conception control. It seems very
unlikely, therefore, that the data for Lyndiol are seriously
biased.

As a result of all these considerations, it is concluded that
there are no detectable sources of bias in the present data
which could have been responsible for the association be-
tween the oestrogen content of oral contraceptives and the
risk of thromboembolism.

Comparison with other Studies

Data concerning the types of oral contraceptive associated
with thromboembolism have been collected in three previous
epidemiological investigations, and the results have been
outlined in the introduction to the present report.

An analysis of the data for combined oral contraceptives in
these three investigations is shown in Table VI. The numbers
involved in each study are small and no consistent trend in
the ratios of observed to expected numbers can be seen in
any one of them. When the data for the three studies are
combined, however, an excess of cases associated with oral
contraceptives containing 150 ug. of oestrogen emerges.

Significance of Present Results

We conclude that the data collected independently in the
three countries leave no doubt that there is a positive corre-
lation between the risk of thromboembolism and the dose of
oestrogen in oral contraceptives. We have been unable to
demonstrate a difference between the two oestrogens, ethinyl-
oestradiol and mestranol, but this comparison is based on
very small numbers of reports. No evidence has been
obtained that the risks associated with combined and
sequential oral contraceptives are different when comparisons
are made between preparations containing the same type and
dose of oestrogen.

While our present findings suggest that the oestrogenic
content of oral contraceptives is likely to be the most impor-
tant factor determining the risk of thromboembolism,
certain discrepant results obtained with Conovid-E and
Previson on the one hand, and Volidan on the other, suggest
that other factors are also involved, of which the most likely
is some influence of the progestogens. Conovid-E and Pre-
vison appear to be associated with an unexpectedly low risk
of thromboembolism, and this is particularly hard to explain
because norethynodrel, the progestogen in these preparations,
is a 19-nor-steroid which, in animals at least, has an oestro-
genic effect (Drill, 1966). Volidan on the other hand, which

TaBLE V1.—Findings in Other Investigations*

Inman and Vessey (1968)t Vessey and Doll (1969)t Sartwell ez al. (1969)% All Three Studies
Dose of Oestrogen (u.g.) -
Observed | Expected Ratio Observed | Expected Ratio Observed | Expected Ratio Observed | Expected Ratio
150 .. .. .. 4 1-90 211 6 2-56 2-34 2 2:09 0-96 12 6-55 1-83
100 .. .. .. 15 13-00 1-15 16 20-54 0-78 32 27-13 1-18 63 60-67 1-04
75-80 .. .. .. 1 2-29 0-44 2 3-43 0-58 5 4-17 1-20 8 9-89 0-81
50-60 .. .. .. 14 16-81 0-83 27 24-47 1-10 9 14-61 0-62 50 55-89 0-89
Total .. 34 34-00 51 51-00 48 48-00 133 133-00

*All the data relate to women using oral contraceptives who had no known conditions predisposing to thromboembolism.
EDntn for pulmonary embolism, cerebral thrombosis, and coronary thrombosis. Expected numbers calculated from market research data.
Data for venous thrombosis, pulmonary embolism, intracranial vascular lesions, and retinal vascular lesions. Expected numbers calculated from study control data.
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TABLE V11.—Relative Risks of Thromboembolism at Various Dose-levels of Oestrogen (Data for United Kingdom). Values Based on an Expected
Number of Less than 10 Reports are Shown in Italics

Oestrogen Mestranol Ethinyloestradiol No. of
Reports
Dose (ug.) 150 100 75-80 50 100 50
Fatal fpulmonary embolism 6-0 33 2-1 1-2 2-2 1-0 59
Non-fatal pulmonary embolism 32 1-7 1-3 1-4 2-5 1-0 234
Deep venous thrombosis of lower limb 1-9 1-4 11 12 33 1-0 235
Other venous thrombosis of lower limb 1-9 1-3 13 2-1 1-8 1-0 252
All venous thrombosis 24 1-6 1-2 1-5 25 1-0 780
Cerebral thrombosis .. 3-9 1-4 0-8 0-6 — 1-0 79
Coronary thrombosis .. 30 1-4 0-3 1-3 21 1-0 61

TABLE VIII.—Comparison of Relative Risks of Venous Thromboembolism in the United Kingdom, Sweden and Denmark. Values Based on an
Expected Number of Less than 10 reports are Shown in Italics

Qestrogen Mestranol Ethinyl-
oestradiol No. of
Reports
Dose (ug.) 150 100 | 75-80 50
United ngdom .. 24 1-6 1-2 1-0 780
Sweden . .. 73 1-6 1-4 1-0 183
Denmark 3-4 1-6 0-9 1-0 122

appears to be associated with an unexpectedly high risk,
contains megestrol acetate, a 17a-hydroxy-progesterone
derivative without any oestrogenic activity. It has also been
noted that the two other products containing megestrol (one
available in the United Kingdom and one in Scandinavia)
show a high ratio of observed to expected numbers of
reports. Other variables, such as the degree of absorption of
the different preparations from the alimentary tract, might be
relevant to these results while the possibility also remains
that they are artifacts produced by some undetected bias in
our figures.

No conclusive evidence has been obtained in any of the
controlled epidemiological studies that oral contraceptives
cause coronary thrombosis, though Inman and Vessey (1968)
found a significant association in women who developed the
disease in the absence of predisposing conditions and who
were not obese. It is therefore of considerable interest that
similar trends have been found for coronary thrombosis in
the present investigation as for pulmonary embolism and
cerebral thrombosis. There are a number of possible explana-
tions for this result. Firstly, it might be attributed to chance,
though tests of statistical significance (Table III) suggest that
this is not very likely. Secondly, it is possible that a propor-
tion of the patients who were said to have had coronary
thrombosis, in fact suffered pulmonary embolism, though
70% of the diagnoses had been confirmed -electrocardio-
graphically or by post-mortem examinarion and most of the
remainder were reported by hospital doctors. Thirdly, a real
association between the use of oral contraceptives and
coronary thrombosis might have been missed in the earlier
studies. Whatever the explanation, the need for further
investigation is clear.

Since adverse reactions are incompletely reported, it is not
possible from these data to determine the risk of thrombo-
embolism in absolute terms. In Table VII, however, the
relative risks in the United Kingdom have been estimated for
each diagnostic group, taking the risk with products contain-
ing 50 pg. of ethinyloestradiol as unity. A similar comparison

is shown in Table VIII between the risks for all forms of

venous thromboembolism in the three countries.
Voluntary reports of adverse reactions to drugs have often
alerted the Committee on Safety of Drugs to potential drug-

safety problems, but only among reports of adverse reactions
to oral contraceptives have sufficient data so far accumulated
to enable the present type of analysis to be made.

The data are admittedly imperfect, but it has been possible
to reach firm conclusions concerning the risk of thromboem-
bolism associated with certain oral contraceptive preparations.
We believe that the results of this study illustrate the great
value of national monitoring systems and of close liaison be-
tween countries operating them.

We wish to express our gratitude to Sir Austin Bradford Hill,
Professor Richard Doll, Professor David Finney, and Mr. Richard
Peto for their help in the preparation of the paper and the sta-
tistical interpretation of the results; to Professor Eric Scowen and
Professor Owen Wade and the members of the Committee on
Safety of Drugs and its Adverse Reactions Sub-Committee; to
Professor Ake Liljestrand and the members of the Swedish Adverse
Drug Reaction Committee; to Chief Physician Asger Pedersen
and the Danish Health Services Board on Adverse Reactions for
their advice and help; to Intercontinental Medical Statistics
Limited for estimates of oral contraceptive use in the United
Kingdom; and to Dr. Clifford Kay and the Royal College of
General Practitioners for comparative data on oral contraceptive
use and the age distribution of patients.
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