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Best Practice

EVIDENCE-BASED CASE REVIEW

Contraception for adolescents

Objectives

Discuss the impact of teen pregnancy on the individual
and on society and the importance of preventing
pregnancy in teens

Recognize that adolescents have different contraceptive
needs than adults and that contraceptive efficacy and
compliance are also different

Explore the importance of preventing sexually
transmitted diseases while preventing teen pregnancy

Understand that contraceptive counseling is an
important component of primary care for adolescents
and that paying special attention to confidentiality is
essential

Review contraceptive methods that are more likely to be
used by adolescents and discuss alternatives

The rate of births among adolescents in the United States
is four times higher than in western Europe, accounting
for 13% of all births in the United States.”* Between
1985 and 1990 the cost to the public of teenage child-
bearing was $120 billion.> The age-specific levels of sexual
activity are similar to those of teenagers in other countries,
raising the question of whether contraception is being un-
derused in the United States. Most teenage mothers
(83%) come from poor or low-income families as do most
of the teenagers who have abortions (61%); however, 38%
of all adolescents come from poor or low-income families.
Having a child as a teenager triggers poverty in 28% of
teenage mothers by the time they are in their 20s and 30s
compared with only 7% of women of comparable age
who give birth after adolescence.* There are 12 million
adolescent girls in the United States. Each year, almost 1
million of them become pregnant—that is, 1 in 5 of all
sexually active teenage girls.* More than 50% of these girls
give birth, and 30% have an abortion. # Almost 80% of
these pregnancies are unplanned, and more that half of
them occur in 18 and 19 year olds.* About 25% of teen-
age mothers will have a second child within 2 years of their
first.

Only 29.8% of sexually active girls and women aged
15 to 19 use contraception, and many of them use it
inconsistently.> More adolescents are using contraception
at the time of first intercourse, mainly because of the in-
creasing use of condoms: 76% of teenage gitls and 72 %
of teenage boys used condoms in 1997 compared with
64% and 62% in 1988, respectively.”

The use of contraception by adolescents is cost effective
regardless of the method used. Current levels of contra-

ceptive use averted an estimated 1.65 million pregnancies
in teenage women aged between 15 and 19 years in
1995.° The cost of each averted pregnancy minus the cost
of the contraceptive method represents measurable cost
savings. In private medical practice, savings range from a
low of $1,794 for the use of spermicides at 1 year of use
to a high of $12,318 for levonorgestrel implants at 5 years;
in the public sector, savings range from a low of $779 for
spermicides at 1 year of use to a high of $5,420 for levo-
norgestrel implants at 5 years.” If insurance covered the
cost of contraception for adolescents part of the problem
of teenage pregnancies would be solved but even adoles-
cents with insurance face barriers to accessing contracep-
tive services, one of which is confidentiality. The Associa-
tion of Reproductive Health Professionals has a confiden-
tial adolescent reproductive health questionnaire, which
can be a helpful tool for healthcare providers.
Abstinence can be presented as an alternative. About
half of adolescents aged 15 to 19 abstain from intercourse.
By ages 20 and 24, about 12% continue to abstain.®
Studies show that fewer than 20% of all parents discuss
sexuality with their children but the adolescent children of
those who do are more likely to abstain.’ A combined
approach to discussing sexuality, which included family,
school, and the media could be successful in increasing the
number of teenagers who abstain from intercourse. The
role of the community is critical in promoting abstinence
because it can provide teens with hope for the future that
they may not want to risk and alternative, supervised ac-
tivities. Many school districts provide abstinence educa-
tion but, interestingly, 23% of all school districts in the

Summary points

e Oral contraception is the contraceptive most
commonly used by adolescents but their compliance
and continuation rates are poor

Encouraging teens to use condoms with a hormonal
method can reduce the risk of sexually transmitted
diseases

A confidential and concrete approach to contraceptive
counseling is likely to be effective in increasing the
use of and compliance with methods of birth control

Counseling about the side effects of different
contraceptives is essential; adolescents who are
familiar with the potential problems are more likely to
be willing to manage them rather than stop using the
contraceptive

Emergency contraception should be discussed
whenever contraceptive methods are discussed



United States teach teens that abstinence is the only op-
tion available and forbid dissemination of any positive
information about other contraceptive options.*

METHODS

MEDLINE entries (1980-1999) were searched using
terms including “adolescent,” “contraception,” “teenag-
ers,” and “birth control.” The search retrieved review ar-
ticles, editorials, and clinical studies published in English.
The information obtained was used to design the case
study presented to illustrate the important aspects of pro-
viding contraception to adolescents in primary care. Part
of the content of the case is real, derived from the author’s
practice.

Brenda W is 16 years old and has been sexually ac-
tive for the past 6 months with her boyfriend. She
has been using condoms since the first time she had
intercourse but the condom broke last time, one
day before her office visit. She is concerned that she
is pregnant and would like to use a back-up method
in case a condom breaks again in the future.

Do adolescents have specific contraceptive
needs?

Brenda W, like many other adolescents, is seeking contra-
ceptive advice only months after becoming sexually ac-
tive.* Misconceptions about the risks of contraceptive
methods, fear of the pelvic exam, and concerns about
confidentiality keep many teenagers from secking advice
from their physicians.** Better communication with ado-
lescents—within families, at school, and within the medi-
cal system—can help them overcome these barriers. Cli-
nicians usually don’t bring up the issues of sexually trans-
mitted diseases and contraception but these are subjects
that most teens would like to discuss with their provid-
ers."® Teenagers will discuss their sexuality and contracep-
tive needs with their physician if they know that these
discussions are confidential.*®* The Mature Minor Doc-
trine legally protects physicians who provide diagnosis and
treatment of sexually transmitted diseases, contraception,
pregnancy testing, and counseling for substance misuse,
and mental health services.*# In 1980, about 20% of fam-
ily planning clinics required parental consent for patients
aged 15 or younger even though 23% of teens using the
clinics reported that they would not attend if their parents
were notified.”® In 1991, 30% of senior high school stu-
dents did not use family planning clinics because they
feared parental discovery.*® Four of 10 teenagers who need

contraceptive services request them from family planning
clinics supported by federal Title X funding, which allows
the clinics to provide contraception to anyone without
regard to age or marital status.’® In September 1997,
though, the US House of Representatives only narrowly
rejected a rule which would have made it mandatory to
notify parents if their minor children attended clinics re-
ceiving Title X funds. Such clinics would have had to
notify a parent at least 5 days before providing contracep-
tion to a minor. The rule was replaced by the decision that
clinics should encourage but not insist on parental in-
volvement. Also, since 1997, 30 states have required pa-
rental consent for teenagers to obtain abortions (up from
18 states in 1991). As a result of the legislation encourag-
ing parental involvement in the provision of contraceptive
services to minors, many teenagers are reluctant to seek
birth control because the laws leave the decision about
whether parents should be informed to the discretion of
the physician, who must consider the best interests of the
minor.

Because of the high incidence of sexually transmitted
diseases among teens, prevention of these illnesses should
be discussed together with contraception. Many clinicians
advocate a belt and suspenders approach of using con-
doms as well as a hormonal method in order to minimize
the risk both of an unwanted pregnancy and sexually
transmitted diseases.

Are condoms used by adolescents and are they as
effective as in adults?

Data from the 1995 National Survey of Family Growth
showed that 37% of teenagers aged 15 to 19 used con-
doms for contraception.'” Condoms are the second most
commonly used contraceptive in this age group.”” Con-
dom failure is usually caused by breakage (up to 6.7% of
failures) and slippage (up to 6.4%). Polyurethane con-
doms and the female condom are more likely to fail than
latex condoms.*® Condoms are more likely to fail among
adolescent users (16.5% failure rate at 1 year of use by
those aged 15 to 19 compared with a 14% failure rate
among people aged 15 and 44)” mainly because of incor-
rect and inconsistent use.*® The primary care provider
who counsels adolescents about condom use should ex-
plain how and when to place the condom, how and when
to remove it, and how to safely carry one in a purse.
The use of condoms tripled among adolescents in the
1980s, mainly prompted by the fear of AIDS. Still, many
adolescents find condoms embarrassing to buy or obtain
from clinics and may not use one for each act of coitus.
The major advantage of condoms as a choice of contra-
ception is that they protect against sexually transmitted
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diseases and, indirectly, protect against infertility and cer-

vical cancer.*®

What can be done to prevent pregnancy in Brenda
W’s case 24 hours after a condom failure?

Emergency contraception is a good option. Previously
known as the “morning after pill,” it is effective up to 72
hours after unprotected intercourse; it works by interfering
with ovulation, fertilization, and implantation.?® It is a
primary method of pregnancy prevention, since preg-
nancy begins with implantation and emergency contra-
ception has no effect on an implanted egg. The Yuzpe
regimen is most commonly used and consists of two doses
of 100 pg ethinyl estradiol and 0.5 mg levonorgestrel ad-
ministered 12 hours apart. In place of levonorgestrel, 1.0
mg doses of norgestrel can be used. There is an emergency
contraception kit (Preven, Gynetics, Somerville, NJ) avail-
able by prescription that contains the two hormonal doses
(two pills each) as well as a pregnancy test and information
about the method and its side effects. A variety of oral
contraceptives can also be used for emergency contracep-
tion (box).

This method is at least 75% effective in preventing
pregnancy, and pregnancy rates fall from 8% to 2% when
it is used.?* The sooner the treatment is administered, the
more efficacious it is, and this is a strong argument for
providing prescriptions in advance. A regimen with similar
efficacy is levonorgestrel alone administered in two doses
of 0.75 mg each at 12-hour intervals. The insertion of an
intrauterine device within 5 days after unprotected inter-
course is another method. Mifepristone is 100% effective
as emergency contraception but is not available in the
United States.

Many patients and providers are not aware of emer-

Options for emergency contraception

Preven Two doses of two blue pills

Ovral Two doses of two white pills

LoOvral Two doses of four white pills

Levora Two doses of four white pills

Levlen Two doses of four light orange pills

Nordette Two doses of four light orange pills

TriLevlen Two doses of four yellow pills

Triphasil Two doses of four yellow pills

Trivora Two doses of four pink pills

Alesse Two doses of five pink pills

Levlite Two doses of five pink pills

Ovrette Two doses of 20 yellow pills
(levonorgestrel only)

gency contraception, which limits its use. Only 36% of
respondents in a study were aware that anything “could be
done” within a few days of to prevent pregnancy, 55%
“had heard” of emergency contraception but only 1% had
used it.?* A study of inner-city adolescents found that only
25% “had heard” of emergency contraception.?3 A survey
of providers of contraceptive care to adolescents found
that only 20% prescribed this method more than once a
month and only one quarter discussed it during routine
visits.># Another study of providers of reproductive health
care found that more than 90% never or rarely spoke to
their patients about emergency contraception, and about
half of them had prescribed it over the past year.?> There
is a nationwide hotline (1 888 NOT 2 LATE) that pro-
vides advice on emergency contraception and a website
dedicated to emergency contraception (htep://
opr.princeton.edu/ec/), and providers should offer these
resources to adolescent patients during contraceptive
counseling,

The side effects of emergency hormonal contraception
are nausea, vomiting, and irregular bleeding. The patient
should be counseled to take an antiemetic 1 hour before
taking the hormones and to have a urine pregnancy test if
she does not menstruate within three weeks of using the
emergency contraception. The provider can use the op-
portunity of this visit to counsel Brenda about other con-
traceptive options that prevent pregnancy when condoms
fail.

After being counseled about long-term contraceptive
options, Brenda W decides to try the birth control pill.
She thinks that she can take the pill every day but is
worried about gaining weight and has heard that the pill
could cause cancer of the female reproductive organs and
infertility. Also, she would like to try a preparation that
would clear her acne and reduce her menstrual cramps.
She specifically wants to try the pill that she saw advertised
on television which was described as the best in terms of
treating acne.

Oral contraceptives are the most common method of
contraception used by adolescents, 44% of sexually active
teenagers aged between 15 and 19 years use them.?” The
typical failure rate for the pill in adults is about 5%; in
adolescents it is 10% to 15% at 1 year of use*® 27
higher, mainly due to inconsistent use.>® About half of all
teenagers who start taking oral contraceptives stop within
1 year.? The higher failure rate and lower continuation
rate in adolescents compared with adults should prompt
clinicians to provide appropriate counseling and discuss

or

alternative methods as well. For example, a proactive ap-
proach of making a telephone call or scheduling a follow-
up visit can help reinforce the need to take the pills each
day and help manage the adolescent’s side effects. It is
important for the adolescent to know in advance what she
plans to do with the pill pack if she is concerned about



confidentiality and privacy and the provider can help with
suggestions.

Adolescents are concerned with their body image, so
Brenda W’s worry that she might gain weight on the pill
should be addressed by her physician. There is no signifi-
cant evidence that oral contraceptives cause weight gain,
and this is a good opportunity to counsel her about the
benefits of a healthy diet and regular exercise.>® Long-
term use of the pill does not increase the risk of ovarian
and uterine cancer. Taking the pill for 4 years decreases the
risk of ovarian cancer by 30% and taking it for 12 years
decreases the risk by 80%. Taking oral contraceptives for
4 or more years decreases the risk of uterine cancer by
60%.3* The use of oral hormonal contraception does not
alter fertility, although pregnancy might be delayed for
several months after discontinuing this method.>* Using
oral contraception generally improves acne. The third gen-
eration progestins (desogestrel, norgestimate, gestodene)
are less androgenic and may offer more benefits.33 The
triphasic ethinyl estradiol and norgestimate combination is
the only preparation that is approved by the US Food and
Drug Administration for treating acne but many other
contraceptives have the same beneficial effect, including
those with higher doses of estrogen. After explaining to
Brenda that all contraceptives are effective in treating acne,
she insists that she wants to try the one that was advertised
on television because her friend recommends it. The me-
dia and peer pressure are powerful influences on adoles-
cent behavior.

Most women notice an improvement in menstrual
cramps while taking any birth control pill. The beneficial
effects of oral contraceptives outside of their contraceptive
component should be presented to the teenager as this can
often increase motivation to take the pill and to continue
taking it regularly. Some of the noncontraceptive benefits
are presented in the box.

The side effects and disadvantages associated with the
use of oral contraceptives should also be specifically dis-
cussed. The adolescent who takes birth control pills should
be able to recognize and report problems. Some of the
disadvantages are presented in the box.

Brenda W decides to take triphasic ethinyl estradiol
and norgestimate partly because she really wants her acne
to go away. You advise her to return in 3 months or to call
if she develops any side effects. After about a month, you
get a call. She reports that she wants to stop the pills
because she is persistently nauseous and is experiencing
breast tenderness and mood changes.

Nausea, breast tenderness, and irregular bleeding are self-
limiting and tend to improve or disappear within three

Noncontraceptive benefits of using oral contraceptives

Menstrual
Fewer symptoms of premenstrual syndrome
Predictable menses

Ovarian cancer
Uterine cancer

Ovarian cysts
Benign breast disease
Ectopic pregnancy

Improvement in or

protection against ~ Acne
Hirsutism
Osteoporosis
Endometriosis
Rheumatoid arthritis
Dyslipidemia

Less bleeding (and indirectly less anemia) and less dysmenorrhea

Best Practice

cycles of pill use. Brenda should be reassured and advised
to take the pill at night with a meal to minimize the
nausea. If the nausea persists, her pill could be changed to
alower dose pill (20 pg ethinyl estradiol) but she should be
cautioned about the risk of increased menstrual abnor-
malities, such as breakthrough bleeding, while on the low-
dose estrogen pill.

Mood changes in this patient should not be attributed
automatically to the pill, other causes such as stress,
changes in relationships, environment, or substance mis-
use should be ruled out. If other causes are not an issue,
mood changes may be controlled by changing the proges-

Disadvantages and side effects of using oral

contraceptives

No protection against sexually transmitted diseases
Need to take pill daily

Irregular menstrual pattern (missed menses, scanty
bleeding, spotting, breakthrough bleeding)

Headaches (new onset or worsening headaches)
Depression

Decreased libido

Increased risk of cervical ectopy and chlamydial cervicitis
Breast tenderness

Nausea and vomiting

Gallbladder disease may progress in susceptible women
Hypertension

Hepatocellular adenoma

Growth of leiomyomas

Leukorrhea

Skin changes (chloasma, telangiectasias)

Hair loss
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tin component of the pill (for example, trying a prepara-
tion containing ethynodiol diacetate).

Brenda decides to try a lower dose pill (20 pg ethinyl
estradiol) to minimize her symptoms. She returns in 3
months for follow up and does not feel better. She wants
to find out more about other long-term contraceptive

methods.

What other long-term hormonal contraceptive
methods can adolescents use?

Depot medroxyprogesterone acetate and subdermal im-
plants of levonorgestrel are effective contraceptives that
require litde from patients in terms of use. This makes
them attractive alternatives for adolescents.

Depot medroxyprogesterone acetate is administered as
a 150 mg injection every 3 months. It is used by 11% of
15 to 19 year olds who are sexually active.”” The levonor-
gestrel implant consists of six silastic capsules inserted sub-
dermally; they provide up to 5 years of effective contra-
ception. The implant is used by 2% of sexually active
adolescents.’” These methods are excellent choices for
adolescents with developmental disabilities or for teenagers
who have difficulty taking their pills regularly.

Adolescents who choose the depot preparation or le-
vonorgestrel implants have usually either already tried
other methods or been pregnant. Forty-three percent of
teenagers who have been pregnant are likely to choose
depot medroxyprogesterone acetate; 34% who have been
pregnant are likely to choose levonorgestrel implants, and
only 12% are likely to use oral contraceptives.>* Continu-
ation rates with these methods at 6 months are higher than
with oral contraceptives: 87% for the implant compared
with 50% for oral contraceptives®> and 78% for the depot
preparation.3® Convenience, long-term protection, and
problems with previous contraception are the most fre-
quent reasons that adolescents choose these methods.

Primary care physicians providing contraceptive ser-
vices to adolescents should keep syringes of the depot
preparation in their office for immediate injection and
should make reinjection visits quick (nurses can give
them) to increase the chance of adolescents adhering to the
regimen. The discontinuation rate among adolescents for
depot medroxyprogesterone acetate is fairly similar to that
among adults: about 78% continue to use it at 1 year.3*
The most frequent reasons for discontinuation are irregu-
lar bleeding, amenorrhea, weight gain, nausea, and depres-
sion. It is important to explain to the teenager who
chooses a long-term progestin method for contraception
that the menstrual changes that occur are not harmful and
that any weight gain is likely to be modest.

These long-acting progestins are used less frequently in

Europe than in the United States, mainly because Euro-
pean teenagers are more consistent in their pill taking and
have better rates of continuation.3” The confidential, in-
expensive, and accessible contraceptive services in western
Europe contribute to the better education about contra-
ceptives among teenagers and indirectly to increased com-
pliance with their method of choice.

There are other long-term methods of hormonal con-
traception that will soon be available and may increase
compliance among adolescents: a once-a-month combi-
nation hormonal contraceptive injection, a once-a-week
combination hormonal patch), a two-implant system that
provides effective contraception for 3 years after insertion,
and a progestin implant that is available in Europe and is
effective for 2 years. Possible future improvements in de-
livery systems include the availability of transdermal pro-
gestin cream, which would be applied to the skin daily; a
device for self-injection of a dose of progestin; and the
electronic pill reminder device, which sounds an alarm

when the pill should be taken.

Are there any other choices that Brenda W could
consider to prevent pregnancy?

The intrauterine device is an effective long-term contra-
ceptive but it is not suitable for many adolescents because
they are at high risk of contracting sexually transmitted
diseases. Older teenagers, perhaps those with children or
in monogamous relationships, may be better candidates.>®
Many teenagers are concerned that intrauterine devices
reduce fertility; they need to know that nulliparity is not a
contraindication to using an intrauterine device and fer-
tility is preserved after discontinuing its use.

Brenda W already uses a condom, which she plans to
continue to use to protect against sexually transmitted
diseases. She should avoid using lubricants that are petro-
leum based because they weaken latex; she and her boy-
friend should not use a female and a male condom at the
same time. She can add a spermicide to increase the con-
traceptive efficacy of the condom; the failure rate of this
combined method is 3.14% at 1 year of use.3® Adoles-
cents who develop an allergy to or local irritation from
spermicides can try nonspermicidal condoms. Dia-
phragms and cervical caps are not popular among adoles-
cents and women because they are perceived to interfere
with intercourse and require manipulation of their geni-
tals. They provide less protection against sexually trans-
mitted diseases than condoms.

Withdrawal continues to be a popular method of con-
traception among teenagers but it has a high failure rate
(about 22.5% at 1 year).” Teenagers find the rhythm



method difficult to use partly because their sexual activity
is sporadic and unplanned.
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