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Combined oral ContraCeption: managing menstrual myths

Highlights from the Australian meeting series July 2019

    about 150 australian health professionals with an interest in women’s health attended meetings around 
australia with professor anne macGregor, a reproductive health physician, who shared her clinical 
experience with combined oral contraception (CoC). professor macGregor provided valuable insights into 
research debunking myths surrounding the need to bleed every month and helping health professionals 
and women in general make more informed choices about their contraception.

Professor Anne MacGregor
Centre for Reproductive Medicine,   
St Bartholomew’s Hospital
Ambrose King Centre, Royal London Hospital
Centre for Neuroscience, Surgery and Trauma, 
Blizard Institute, Barts and the London School of 
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Fact or myth? 
the 7-day hormone-free interval is important for 
women’s health 

From the beginning, developers of COC knew there was no 
scientific rationale for women on COC to have a mandatory 
monthly bleed.1 However they thought COC would be socially 
more accepted if it closely mimicked the natural course of the 
menstrual cycle by using natural oestrogen and progesterone 
for 21 days, and by having a 7-day bleed per month (using the 
placebo pills). This thinking has endured for 60 years, and has 
become the standard, despite the lack of scientific evidence 
supporting this 21/7 COC regimen. 

Research indicates that a 21/7 COC regimen can lead to 
symptoms of oestrogen hormone withdrawal at the beginning 
and at the end of the 7-day hormone-free interval.2,3 Also, 
symptoms associated with menstruation have been shown to be 
significantly worse during the hormone-free interval compared to 
during the 21 days of hormone-containing (active) pills.2 

Symptom pill taking 
%

Hormone-free 
interval %

p value

Headache 53 70 < 0.001
Pelvic pain 21 70 < 0.001
Breast tenderness 19 58 < 0.001
Bloating / swelling 16 38 < 0.001
Use of pain 
medication

43 69 < 0.001

ovarian activity and risk of escape ovulation

The 21/7 COC regimen has a 0.3% pregnancy failure rate with 
optimal use. However, with typical use of COC, the failure rate 
is 9%.4 The reason for this is that during the 7-day hormone-
free interval a woman’s own endogenous oestrogen can be re-
activated as early as 3-4 days, allowing oestradiol and follicle-
stimulating hormone (FSH) levels to rise thus potentially risking 

escape ovulation.5 However if the placebo sugar pills are replaced 
by low-dose 10 μg ethinylestradiol, endogenous oestradiol and 
FSH production are suppressed and the risk of escape ovulation 
and pregnancy is reduced.5 

The 21/7 COC regimen has a 0.3% 
pregnancy failure rate with optimal use. 
However, with typical use of COC, the 
failure rate is 9%4 

The pill-free week and escape ovulation3 

WTB: withdrawal bleeding

Fact or myth? 
Women need to have a regular monthly bleed

The average woman in contemporary western society has about 
450 periods in a lifetime.6 This is a lot more than women had 
before COC was introduced as they were either pregnant or 
breastfeeding. 

MANAGING MENSTRUAL MYTHS

For Women, For Health

Theramex Australia invites you to attend an evening forum with international
sexual and reproductive health physician Professor Anne Macgregor where she 
will share her clinical experience in using extended regimen oral contraceptives

and discusses how often women should bleed? 

Ample time for questions and discussion will be available during the forum.

A G E N D A

6.45pm Registration opens

7.00pm Opening Address

7.10pm Entrée Served

7.30pm  “Managing Menstrual Myths” 
Professor Anne Macgregor

8.30pm Main Course Served

8.45pm Q&A and group discussion

9.00pm Dessert Served

9.30pm Meeting Close

S P E A K E R

Professor Anne Macgregor

Professor Anne MacGregor is a specialist in 
Sexual and Reproductive Healthcare at Barts 
Health NHS Trust. She is also an Honorary 
Professor at the Centre for Neuroscience and 
Trauma, Blizard Institute of Cell and Molecular 
Science, Barts and the London School of 

Medicine and Dentistry.  Following her medical degree (MBBS) from St 
Bartholomew’s Hospital London she began training in headache medicine, 
noticing an important link between the menstrual cycle and migraine she 
furthered her knowledge with additional training under the Faculty of Sexual 
and Reproductive Healthcare, gaining Membership.  Professor MacGregor 
is a Fellow of the Faculty of Sexual and Reproductive Healthcare (FSRH) 
of the Royal College of Obstetricians and Gynaecologists and a trainer in 
all aspects of contraception and menopause.  She has published over 200 
research papers and book chapters, fi ve single author books, co-authored 
fi ve books and co-edited four books. 

Wednesday 31st July, 2019  –  6.45pm for 7pm start 
Banjo Paterson Cottage Restaurant, “In The Park”, Punt Rd, Gladesville, Sydney

To confi rm your attendance at the forum please RSVP at 

https://meetings.medkom.com.au/amm/19SYD

INVITES YOU TO AN EVENING FORUM
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This meeting is sponsored by Theramex Australia.
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overview of contraceptive methods

Hormonal contraception could include the oral pill, vaginal ring 
and patch formulations. The COC pill is the most popular form of 
contraception in Australia and internationally (except for Japan) 
for women aged 18-45 years.7 All healthy non-smoking women 
can start COC after menstruation is established and continue 
until around age 50.8 However, there is no reason why women 
can not stay on COC for as long as necessary. There are other 
advantages besides contraception to taking COC and many 
women use COC to manage menstrual conditions. 

Compared to 21/7 COC regimens, the extended COC has been 
proven safe with no difference in metabolic effects or return to 
fertility. From the evidence, Professor MacGregor maintains that 
extended COC use improves compliance and contraceptive 
efficacy and decreases the incidence of menstruation symptoms 
such as period pain, migraine and other headaches and reduces 
the risk of escape ovulation and thus unplanned pregnancy.2,5 

Fact or myth? 
the pill increases the chance of cancer 

Although the risk of breast cancer for women on COC is 
increased 20% (or 1 extra breast cancer per 7690 women using 
COC),9 the risk of uterine and ovarian cancer is reduced by 50% 
with COC use.10 The risks of COC use must be balanced against 
the beneficial effects of COC especially with extended use of 
COC as it provides effective contraception, protection against 
ovarian and endometrial cancers that are diagnosed later than 
breast cancer10 and can help women with menstrual cramps or 
menorrhagia.3 
 
Fact or myth? 
coc increases venous thromboembolism (Vte) risk

Another risk factor often mentioned with COC use is VTE. VTE 
risk does go up slightly with COC use.11 Interestingly, the greatest 
risk of VTE is actually during pregnancy and even more in the 
early weeks postpartum. and can be up to 40-fold higher than 
the risk of VTE while on COC.

risk per 100 000 women-years13

Women not using COC 40-50
Women using COC 90-100
Pregnant women 290
Postpartum 3000-4000

The risk of VTE associated with COC use is greatest in the initial 
3 months of use of the pill, after which there is a rapid decline to 
a lower but still elevated level of risk.12

When women take a break from their COC for longer than a 
month and then restart, their risk of VTE increases again, but not 
as much as the first time they started COC.8 Taking a break from 
COC can therefore increase the risk of VTE. 

Venous thromboembolism risk over time following 

start of combined oral contraceptive use12

We believe that it is time to follow 
the evidence and consign the 7-day 
contraceptive hormone-free interval  
to history1 

Professor MacGregor concluded by stating that individual history 
taking and risk assessment (i.e. smoking and overweight) are 
essential to identify women who most benefit from COC. For 
most healthy women of reproductive age, the benefits of COC 
will outweigh the risks.13
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VTE: venous thromboembolism   WY: woman-years


