
Contraception update 

The below questions were submitted on the night of the webinar, but due to time constraints we were not able to answer. We thank Dr Suzanne Pearson 

and Dr Kathleen McNamee, Family Planning Victoria, for responding to the questions. You will find other questions and answers in the webinar recording 

(1:10:37).   

The answers provided in this document are for your knowledge and education only – they are not intended to provide specific medical advice. You will need 

to take into consideration each patient and their own presentation when providing medical management. 

Question  Response 

How to manage irregular bleeding caused by 
Implanon? 
 

Management of irregular bleeding involves ruling out other pathology (such as infection, cervical 
pathology or pregnancy), outlining the expected bleeding patterns and providing a proactive 
approach, including offering medical management. Around 50% of those who experience 
prolonged or frequent bleeding initially will improve after 3 months; however, many users of the 
contraceptive implant will have irregular bleeding. For most it is slightly less bleeding than their 
natural cycle, but the timing is less predictable. A useful guidance tool is available here: 
https://www.fpv.org.au/assets/resources/FPAA_Bleeding_card_A4_LARC_v3_FA.pdf 
 

How long to wait before removing Implanon 
because of irregular PV bleeding as a side effect? 
 

Around 50% of those who experience prolonged or frequent bleeding initially will improve after 3 
months, so some users may be willing to wait for that long, or to use medical management (such 
as the combined pill for 3 months if there are no contraindications) to manage troublesome 
bleeding. Many users will have irregular or unpredictable bleeding throughout the 3 years (which 
is typically less bleeding than the natural cycle) and the acceptability of this will vary from person 
to person. Clinicians are advised to support individual choice by providing information and options 
and removing the implant when the person choses.  

What age to stop COCP in a healthy low risk patient? 
 

It is advised to stop the combined hormonal methods (combined pill and ring) as well as the 
contraceptive injection at age 50y for low-risk patients because at this age the risks outweigh the 
benefits. Other methods are usable such as the implant, progestogen-only pill, all IUDs, 
permanent methods, condoms, and diaphragms. More information can be found here: 
https://www.fpv.org.au/assets/resources/FPV_ContraceptionWomenOver40_May2020.pdf 
 

A lot of women are concerned about the mood side 
effects of contraceptives.  What is the current 
evidence? 
 

Although some studies have raised concern about an increased risk of diagnosis of depression and 
psychiatric conditions in those who start hormonal contraception, a causal link has not been 
proven. Hormonal contraception is not contraindicated in those with mental health conditions. 
More caution is needed for depot medroxyprogesterone acetate (contraceptive injection) in 
someone who is concerned about the effect on their mood because it is not reversible.  
 

Can hormone IUDs cause a high prolactin level? 
 

There is no evidence (or concern) of an increase in prolactin levels in users of IUDs. 
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Why is a low-dose oestrogen COCP recommended for 
PMDD? 
 

The only contraceptive studied for PMDD was a 20mcg EE and 3mg drospirenone pill (Yaz), which 
was shown to be superior to placebo over 3 months’ use. It’s not known whether it is better than 
other pills. There was a study showing a positive effect of continuous use of a 30mcg EE and 3mg 
drospirenone pill (Yasmin) on PMS symptoms compared to a traditional 21 active pills/7 sugar pills 
regime.  
There is some thought that the shorter hormone pill free interval (4 days) with Yaz may have been 
why it showed a benefit for PMDD. If a person were hoping to gain control of PMMD or PMS by 
using the pill, a reasonable approach would be to start with a low-dose regime running 3 pill 
packets together. There is no evidence that the lower dose is better for PMS or PMMD; it is just a 
general principle. 
 

If [patient is of] perimenopausal age and Mirena [is] 
due out ... should you confirm menopause with 
hormone studies when off contraception, before 
placing another?   
 

If the 52mg levonorgestrel IUD (Mirena) is being used for contraception and was inserted from 
age 45 and over, off-label advice is that it may be used for contraception until 55 years of age. It 
can only be used for the first 5 years after insertion as part of menopause hormonal therapy and 
needs to be replaced at 5 years for that use. For someone with amenorrhoea for at least 1 year 
since turning 50 years of age, FSH levels can be measured. If the FSH is 30 IU/L or higher, the IUD 
can be removed after 12 months (which means that the person will be aged 52 or more when the 
IUD is removed). If the FSH is under 30 IU/L ongoing contraception is needed.  
More information can be found here: 
https://www.fpv.org.au/assets/resources/FPV_ContraceptionWomenOver40_May2020.pdf 
 

Kyleena in high BMI?? eg >40 
 

There is no restriction for use of the 19.5mg levonorgestrel IUD (Kyleena) in people who are 
overweight or obese.  

When can contraception be started after medical or 
surgical termination of pregnancy? 
 

Contraception can generally be started immediately after medical or surgical termination of 
pregnancy. IUDs can be inserted at the time of surgical termination. IUD insertion after medical 
termination of pregnancy can be done after the second stage, which is generally when the 
bleeding has largely settled. Typically, this will be around 3 weeks after the medications have been 
taken, but may be done earlier for some people. Earlier insertion may increase the risk of IUD 
expulsion.  
More information can be found here: 
https://www.fpv.org.au/assets/img/content/FPV_ContraceptionAftePregnancyCard_05.21_FA.pdf 
 

What progesterones are more androgenic? 
 

Levonorgestrel is the most androgenic. However, there’s insufficient evidence to say that this 
makes a significant difference to androgenic conditions such as acne. Possibly the suppression of 
ovarian androgen production and increase in sex hormone binding globulin that occurs with all 
combined hormonal methods might be more important than whether or not the progestogen is 
androgenic. 
A Cochrane review concluded that few important differences were found between combined 
hormonal contraceptive (CHC) types in their effectiveness for treating acne. CHCs containing an 
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anti-androgenic progestogen (cyproterone acetate drospirenone or dienogest) or a less 
androgenic progestogen (gestodene, desogestrel, etonogestrel or nomegestrol) have a 
theoretical but unproven advantage for women who request management of androgenic 
symptoms. Norethisterone is partially converted to EE, which could in theory be a benefit for 
acne. 
 

Why is migraine without aura that develops during 
combined hormonal contraceptive use, MEC 3? 
 

All the studies showing an association between increased risk of stroke and migraine are small. 
Some have insufficient detail to determine whether the migraine studied was with or without 
aura, hence the additional caution. Although there is no evidence to indicate specifically that 
migraine without aura is associated with an increased risk of stroke, there is insufficient evidence 
to rule it out. There is a concern with new conditions that the contraceptive method (combined 
pill or ring) may have contributed to the development.  
 

 

 


