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Birth Control History May Flag Who Starts
Semaglutide Next

Written by The Life Science Feed Editorial Team - Published 29 September 2026

A woman's contraceptive history isnot something most cliniciansthink to ask about when discussing weight-loss
medication. New research published in JAMA Network Open suggestsit might be worth asking anyway: women
who have cycled through multiple types of hormonal birth control are markedly more likely to later start

semaglutide than women who never used it.1

The Pivot: A history of switching between multiple types of hormonal contraception is independently
associated with a woman later starting semaglutide, even after accounting for BMI.

The Data: Women with three prior contraceptive types were about twice as likely to start semaglutide as
never-users; those with more complex switching patterns were up to four times as likely.

The Action: Use contraceptive history as one more data point, not a diagnosis, when a patient raises weight
concerns, and default to individualised counselling that asks directly about perceived weight change and
side effects rather than assuming a causal link.

Around 26% of UK women aged 15 to 49 use hormonal contraception, and an estimated 9% of adults report having used
aGLP-1 drug at some point, with women aged 30 to 49 twice aslikely as men to have done so.1 In Denmark specifically,
hormonal contraceptive usein that age group rose from 35% to 39% between 2010 and 2019, and 110,748 Danish adults
filled aWegovy prescription in the twelve months to December 2023, 70% of them women.

Dr Mille Dybdal Bager of Steno Diabetes Center Copenhagen led a team through Denmark's nationwide health and
prescription registers to test whether contraceptive history predicts later semaglutide use. The study drew on women
aged 12 to 49 living in Denmark between 1996 and 2023, comparing 22,694 women who filled a first semaglutide
prescription against 226,940 birth-year-matched controls who had not.1

TheNumbers
Women who had used any type of hormonal contraception, the combined pill, the progestin-only mini pill, hormonal

IUDs, implants, injections, vaginal rings or patches, were significantly more likely to start semaglutide than women
who had never used hormonal birth control.1 The strength of the association tracked how much awoman had switched
between methods: those who had used three different types were roughly twice aslikely to start semaglutide as
never-users.
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Women who fell into what the authors grouped as " other utilisation patterns”, implants, patches, vaginal rings or complex
switching between progestin and combined methods, showed the strongest signal of all: almost four times more likely to
start semaglutide among women with anormal or low BMI, and around twice as likely among women with overweight
or obesity, compared with never-usersin the same BMI category.

The one pattern that did not clearly associate with later semaglutide use was exclusive use of the progestin-only pill
among women with normal or low BMI, though the authors caution that estimate rests on just 10 cases and should not be
read as areal exception. The overall association persisted, though somewhat attenuated, after adjusting for BMI in the
subgroup with recorded measurements, and held up consistently across age, education, income, parity and immigrant
status.

Roughly three-quarters of the women who went on to start semaglutide had a prior BMI in the overweight or obesity
range, against about a third of the matched controls, an expected gap given semaglutide's indication but one that makes
the independent contraceptive signal, which survived BMI adjustment, more notable rather than less.

CLINICAL IMPLICATIONS

The least useful way to read this study is as evidence that birth control causes weight gain that then requires
semaglutide to fix. Dr Bager is explicit that her data cannot support that chain of causation, and the more
interesting explanation she offers points the other way: women who have already cycled through several
contraceptive methods may simply be more comfortable navigating the healthcare system, more likely to
raise a weight concern with a clinician, and more willing to start a new medication when one is offered. The
contraceptive switching is not the cause, it may be a marker of a woman who engages with her care differently.

That reframing has a genuine clinical use. A patient's contraceptive history is already sitting in her chart,
unlike a validated screening tool for obesity-treatment readiness. If a documented pattern of method-switching
flags a woman who is more likely to be receptive to a weight-management conversation, that is a low-cost,
already-available prompt for clinicians to ask the question rather than wait for the patient to raise it.

Dr Bager's own recommendation is the right one to carry into practice: individualised contraceptive counselling
that asks directly about a woman's weight history, any perceived changes, and her comfort with medication,
rather than treating contraceptive choice and weight management as two separate conversations that happen
to share a patient. The study cannot say whether hormonal contraception itself affects weight, a question the
authors note remains genuinely unsettled in the broader literature, but it can say that the two topics are already
linked in how women experience their care.

This was an observational registry study, and the authors are upfront that unmeasured lifestyle, psychological
and social factors could explain some or all of the association. No clinician should read a three-method
contraceptive history as a reason to preemptively suggest semaglutide. The more defensible takeaway is
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narrower: when a woman with that history does raise a weight concern, take it seriously and follow up, because
the data suggest she is more likely than average to actually want the conversation.
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