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Summary

Purpose of investigation: To describe the French practices regarding contraception after breast cancer in the 2000°s. Materials and
Methods: A total of 2,500 forms were sent to gynecologists practicing in France. Inclusion criteria were premenopausal patients who
had a history of breast cancer and who had been prescribed contraception after diagnosis. Between June 1, 2002 and January 1, 2003,
197 evaluable responses were retrieved. Results: The median age of the sample was 38.5 years. The most commonly used form of con-
traception was an intrauterine device (n = 144, 73.1%). Hormonal contraception was prescribed for 42 patients (21.3%), and other meth-
ods were used in 29 patients (14.7%) (Condoms n = 14, tubal sterilization n = 7, and others n = 8). Recurrence occurred in 27 patients
(13%); 2.9% in the progestin group, 16.3% in the IUD group, and 14.8% with the other methods). Conclusions: It is necessary to eval-
uate current contraception practices after breast cancer to evaluate the efficacy and safety of contraception in these patients.
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Introduction

Breast cancer among young women is a major public
issue. Of women who are diagnosed with breast cancer, 25%
to 30% are premenopausal, and a majority of those patients
will undergo chemotherapy. In most case control studies in
the literature, pregnancy after breast cancer does not seem
to affect malignancy prognosis [1-5]. Nevertheless, when
desired, it must be carefully planned in the setting of active
counseling by a multidisciplinary team [6-7]. For patients
who do not wish to become pregnant, pregnancy should be
actively avoided, particularly during tamoxifen treatment,
as this medication is known for its teratogenic effects [8].
Moreover, chemotherapy-induced amenorrhea might be as-
sociated with an unpredictable resumption of menses, which
may result in an unwanted pregnancy. Thus, efficacious,
safe and well-tolerated contraception remains of substantial
interest in this population. Classical options, solely based
on guidelines, include intrauterine devices (IUD), or local
methods. Little is known regarding the use of progestins-
estrogen or progestatin only contraception. The aim of this
survey was to describe the French practice regarding con-
traception after breast cancer in the early 2000’s. The rate of
relapse in this population was also assessed.

Materials and Methods

The authors conducted a retrospective study between June 1,
2002 and January 1, 2003. A total of 2,500 forms were sent
once to members of the following three French gynecologist or-
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ganizations: GERM (Groupe d’Etude et de Reflexion sur les
Mastopathies), FNCGM (Fédération Nationale des Colleéges de
Gynécologie Médicale), and SFG (Société Francaise de Gyné-
cologie). Patients were included during routine gynecologic
consultation. Inclusion criteria were a previous history of pre-
menopausal breast cancer and subsequent contraceptive pre-
scription during the six months period of the study.

Physicians were asked to return forms anonymously after re-
trieving data on patients who matched the inclusion criteria from
their own medical records. No financial or material compensation
was granted from returning forms. Breast cancer treatments were
delivered primarily in French institutions. Demographic data, pa-
tient characteristics, tumor characteristics, and relapses were col-
lected into Excel spreadsheets.

Because of the long follow-up period, some patients may have
used several contraception methods. Thus, the time interval of use
for each contraceptive method was recorded. To assess relapses
based on contraception methods, patients were classified accord-
ing to the contraceptive they had used for the longest period of
time. Given the design of the study, patients who died during the
time interval between prescription of contraception and the date
of study were not included. In addition, due to its descriptive na-
ture, no statistical testing was performed.

Results

A total of 204 responses were obtained. Seven patients
were excluded (no contraception n = 5, missing datan = 1,
and menopause n = 1). Results were obtained for 197 pa-
tients. Patient characteristics, tumor characteristics, and the
treatment modalities utilized are summarized in Table 1.

The median age at cancer diagnosis was 38.5 years, and
the median follow up period was 43 months. A high ma-
jority of patients had a history of a previous pregnancy
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Table 1. — Patients, tumor characteristics, and treatments.

Table 2. — Type of contraception in 197 patients.

Total number of patients 197 %
Median age at inclusion 43.5
Median age at cancer diagnosis (min-max) 38.5  (24-51)
Previous pregnancy
No 19 9.6%
Yes 170 86.3%
Parity at breast cancer diagnosis
Nulliparous 24 12.2%
Parous 165  83.8%
Familial breast cancer history
No 153 77.7%
Yes 44 22.3%
Clinical tumor size
70 6 3.0%
TI 89 45.2%
2 42 21.3%
73 7 3.6%
T4 3 1.5%
Histological type
Invasive ductal carcinoma 166  84.3%
Invasive lobular carcinoma 10 5.1%
Ductal carcinoma in situ 19 9.6%
Others types 2 1.0%
Total number of invasive carcinoma 178
Pathological nodal status
Node positive 37 20.8%
Node negative 87 48.9%
Unknown 54 30.7%
Grade SBR
1 27 15.2%
2 71 39.9%
3 53 29.8%
Hormonal receptor
Negative 39 21.9%
Positive 101 56.7%
Chemotherapy
No 57 32.0%
Yes 121 68.0%
CMF 4
Anthracyclines based regimen 76
Taxanes containing regimens 5
Others 36
Endocrine therapy
No 100 56.2%
Yes 78 43.8%
Tamoxifen 65
Tamoxifen and GnRH agonists 8
Others 5
Radiation therapy (both invasive and in situ n = 197)
Yes 154  86.5%
No 24 13.5%

Missing data are: previous pregnancy n = 8; parity n = 8; clinical tumor size n = 50;
nodal status n = 54; grade n = 27; hormonal receptor n = 38; radiation therapy n = 19.

(86.3%) and had one or more children (83.8%). When
staged, tumor size was mostly small (T1: 45.8%). Patho-
logic characteristics showed rather invasive (89.4%), node
negative (48.9%), and hormone receptor positive (56.7%)
tumors. Treatments included chemotherapy (68%) and en-
docrine therapy (43.8%).

Number Mean

of duration

patients (months)
Intrauterine device (IUD) 144 73.1% 31.5
Copper IUD 107
Levonorgestrel releasing IUD 9
Both 5
Not specified 23
Progestins 40 203% 32
Macroprogestins 35

nomegestrol acetate 12
chlormadinone acetate 10

promegestone 6
medrogestone 3
not specified 4
Microprogestins 5
Combined oral contraceptive 2 1.0% NP
Others 29 14.7% 18
Condoms 14
Tubal sterilization 7
Spermatocidal agents/others 6
GnRH agonists 2
Total 197

The sum of the different contraceptions differs from the number of total patient, be-
cause some patients may have used several contraceptive methods.

The most commonly used contraceptive was an [UD
(total n = 144, levonorgestrel releasing IUD n = 14). Hor-
monal contraception was prescribed in 42 cases (progestins
n =40 or combined oral contraceptive n = 2), 18 of whom
had hormone receptor positive tumors. Other methods (e.g.,
tubal sterilization, condoms, other local contraception, and
GnRH agonists) were used in 29 patients (Table 2).

The authors categorized the sample into three groups:
IUD, progestins, and other methods. A trend towards a
longer follow up was seen in the progestin’s group (median
follow up: 55 months vs. 43 months (IUD) and 31 months
(other methods), respectively, with a lowest rate of grade 3
(11.4% vs. 31.1 and 25.9%, respectively) and node positive
tumors (5.7% vs. 22.2 and 18.5%, respectively). After a me-
dian follow up of 43 months, 27 patients (13.7%) underwent
relapses (ipsilateral (n = 10), contralateral (n = 2), distant (n
= 11) or non stageable (n = 4) recurrence). The rates of re-
lapse were 2.9% in the progestin group, 16.3% in the IUD
group, and 14.8% with the other methods (Table 3).

Discussion

To the authors’ knowledge, this study is one of the first to
date to evaluate the current contraceptive practices after a di-
agnosis of breast cancer [9]. There is currently little data
concerning this area of research in the existing literature. In
a survey of 20 cancers survivors (90% of whom had breast
cancer), Patel ef al. [10] found that 55% of the women (n =
11) were using some type of contraception, with abstinence
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Table 3. — Relapses according to patients characteristics and contraception type.

Total UD % Relapse Progestins Relapse Others Relapse
197 135 2 35 1 27 4
Relapse rate (%) 16.3% 2.9% 14.8%
Median follow up (months) 43 55 31

Mean age at treatment 429 44.7 429

Histological type

in situ 14 10.4% 4 3 8.6% 2 7.4% 1
invasive 121 89.6% 18 32 91.4% 1 25 92.6% 3
Tumor size

TO 5 3.7% 1 1 2.9%

T1 57 42.2% 1 19 54.3% 13 48.1%

T2 25 18.5% 8 22.9% 9 333% 1
T3 7 52% 2

T4 3 2.2%

NP 38 18 7 20.0% 1 5 18.5% 3
Grade (invasive disease only)

1 17 12.6% 4 7 20.0% 3 11.1%

2 47 34.8% 4 12 34.3% 12 44.4% 2
3 42 31.1% 7 4 11.4% 1 7 259%

N.S. 15 11.1% 7 9 25.7% 3 11.1% 2
Nodal status(invasive disease only)

Node positive 30 22.2% 3 2 5.7% 5 18.5% 1
Node negative 58 43.0% 9 14 40.0% 15 55.6% 1
NP 33 24.4% 10 16 45.7% 1 5 18.5%
Hormonal receptor

negative 34 25.2% 10 5 14.3% 1

positive 68 50.4% 7 15 42.9% 18 66.7% 3
NP 19 14.1% 5 12 34.3% 7 259% 1

Note: when several contraception were reported for one patient. she was classified according to the method used the longest period. Combined oral contraception is not re-
ported in this Table because the two patients had taken another contraception method any longer

as the preferred method (n = 6, 54.6 %). In the present sur-
vey, the most commonly used contraception was [UD, as is
often recommended by expert panels [11]. The IUD repre-
sents an effective, low cost, and long term contraceptive
method that can be used without problems with compliance.
In women with breast cancer, its additional lack of theoret-
ical interaction with hormonal and oncologic pathways des-
ignates it as the gold standard for contraception. However,
its use may be limited by inability to tolerate the device and
abnormal bleeding patterns due to unfavorable myometrial
or endometrial conditions. It may also aggravate bleeding
disorders during menstrual recovery from chemotherapy-
induced amenorrhea. Some authors have suggested that the
levonorgestrel IUD be used [12], particularly during con-
comitant tamoxifen therapy. As a SERM (selective estrogen
receptor modulator), tamoxifen acts as an agonist on the
genital tract, and its use is associated with endometrial
pathologies ranging from endometrial hyperplasia and
polyps to endometrial malignancy. The use of the lev-
onorgestrel IUD in the setting of the prevention of endome-
trial pathology remains to be defined. After breast cancer,
one case control study compared 79 breast cancer patients
using LNG IUD to a control group who did not use LNG
IUD (n = 120); there was no significant difference in the re-
currence rate between the groups (21.5 and 16.6%, respec-
tively, HR 1.86; CI [0.86-4.00] [13]. However, the

retrospective design of this study and the low number of pa-
tients does not provide sufficient evidence to recommend
LNG IUD after breast cancer routinely. Canadian Gynecol-
ogists’ societies [ 14] consider progestin-only contraception
(including levonorgestrel IUD) as a viable option for breast
cancer survivors. However, the drug is classified as unac-
ceptable according to the WHO guidelines [11] in women
with a diagnosis of breast cancer. Some patients might be
unwilling to have such a device placed, while others may
have contraindications to an intrauterine device.

Though its safety after breast cancer has not been demon-
strated, the second most commonly used contraception was
progestin, mostly as oral high dose progestagens. These re-
sults highlight specific habits with respect to contraception
[15, 16]. French gynecologists have been using progesta-
gens for a long time to treat a wide range of “female dis-
orders”, from menstrual and menopausal transition
bleeding to mastodynia and benign breast disease. Though
most of them are not labeled for use in this setting, they are
also widely used as contraceptives. Their current use, based
on data from a Parisian hospital service, has increased with
the advent of the uniquely French specialty of medical gy-
necology. They are an efficient and well-tolerated contra-
ceptive with mostly weak metabolic or cardiovascular
adverse effects when compared to estrogen-containing con-
traceptives. As a result, consumption of progestins in
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France is estimated at least ten-fold higher than in other Eu-
ropean countries or in the US, and one quarter of French
premenopausal women would have used progestagens at
some point [16]. Therefore, these results clearly do not rep-
resent the prescription patterns of other countries. More-
over, this survey was conducted in the early 2000’s, just
before the WHI study [17], which incriminated the medrox-
yprogesterone acetate (MPA) portion of hormonal replace-
ment therapy in increasing the risk of breast cancer. Until
that time, progestagens had long been considered to pro-
tect the mammary gland from breast cancer [18], and stud-
ies on progestative contraception and the risk of breast
cancer provided reassuring data [19-24]. It is well known
that different progestagens may act differently on the mam-
mary gland, and the deleterious results of MPA have not
been confirmed with French oral progestagens [25]. How-
ever, it seems impossible that such a large number of prog-
estagens should currently be prescribed after breast cancer.

Several other methods, including local methods, were used
as contraception. Their lack of interaction with the mammary
gland is noteworthy; however, their efficacy has not been ex-
plored in this context. Moreover, one must also consider the
frequent alterations in sexuality seen in breast cancer sur-
vivors (sexual discomfort, fear of sexual intercourse, etc.)
[26, 27]. Local methods may not represent a suitable method
for couples encountering such difficulties. In the present
sample, tubal sterilization was rare, but could represent an
option for patients who achieved their parental project, as the
hysteroscopic sterilization method, Essure®, is now available
as a less invasive method than tubal sterilization.

Although the results of this study are interesting, several
limitations must be highlighted. First, the low rate of re-
sponses raises concerns about the representativeness of the
gynecologists surveyed. Second, the retrospective design of
the study introduces many biases. The studied population
might have been selected for unintentionally, as women un-
dergoing ambulatory follow up are less likely to have
metastatic breast cancer and may represent a healthier pop-
ulation. As the median follow up was 43 months, it can be
assumed that high-risk patients who relapsed early failed to
be screened. This is consistent with the weak proportion of
node-positive diseases and the high rate of hormone re-
sponsive tumors, reflecting a category of low-risk patients
when compared with tumor characteristics generally en-
countered in young breast cancer patients [28]. In the pres-
ent study, the authors found no difference in the relapse rates
based on contraception use. However, the study was not de-
signed to assess relapse rates. It must be noted that a trend
towards a lower frequency of recurrence was noted in the
progestin group, although the median follow-up in this
group was longer than in the other groups. Although not sig-
nificant, the difference in node positive and grade 3 disease
(lower in the progestins groups) may be relevant and prob-
ably widely overrules prognosis than contraceptive use dif-
ferences. Patients who relapsed after progestins may also

have been underreported due to medical/legal fears. The pre-
scription of such drugs is indeed classically contraindicated
after breast cancer. The latter hypothesis seems improbable
because of the anonymous nature of the form. Another hy-
pothesis is that progestins might effectively decrease breast
cancer recurrence. The survey the authors conducted does
not allow to draw any conclusions concerning the protec-
tive effect of progestagens after breast cancer. Considerable
concerns have recently been raised about the impact of the
progestins on the breast, and it is unlikely that randomized
controlled trials will occur. In this context, our work, which
does not support a deleterious effect of progestagens in this
setting, although biased by multiple factors, may be the only
study of its kind for a long time.

With the increase in both breast cancer incidence and cure
rate, survivors are becoming much more numerous, leading
to a growing burden of post-breast cancer care. Supportive
care and counseling in gynecology and fertility are a major
concern for these women, and contraception is an important
part of this issue. To date, it is unclear whether the contra-
ception has an effect on the evolution of breast cancer. Fur-
ther data would be needed to evaluate the efficacy and safety
of contraception in breast cancer patients. In this setting,
contraception is a personal choice that should be discussed
with the patient based on her sexuality, her desire, and her
compliance. Therefore, it seems improbable that a random-
ized controlled trial would be conducted. Prospective lon-
gitudinal studies of contraceptive use in premenopausal
women after breast cancer should be done.
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