
FAMILY PLANNING (A BURKE, SECTION EDITOR)

Improvements in Contraception for Adolescents

Melissa Kottke1 & Tiffany Hailstorks2

Published online: 7 August 2017
# Springer Science+Business Media, LLC 2017

Abstract
Purpose of Review Improved contraceptive use has been cited
as the main contributor to the dramatic decrease in adolescent
pregnancy and birth in the USA. This review will explore
empirical literature that underlies the recent trends in contra-
ceptive use for adolescents.
Recent Findings Three major categories of findings were
identified in our review. First, formal contraceptive practice
recommendations from the Centers for Disease Control and
Prevention remove some barriers to contraceptive care that
may be particularly relevant for adolescents. The most impor-
tant of these (1) indicates that the use of any contraceptive
should not be limited to age or parity alone and (2) supports
immediate initiation when appropriate. Implementation of
these recommendations into clinical care is variable, and bar-
riers to adopting evidence-based practices are complex.
Second, a substantial body of literature has accumulated
around the use of long-acting reversible contraception
(LARC) in adolescents. Adolescents have high acceptance
of LARC when it is offered, high continuation, and high sat-
isfaction. Interventions that improved adolescent contracep-
tion with increased LARC use have resulted in decreased teen

pregnancy, birth, and abortion. Third, emerging research fo-
cuses on innovations regarding approach and location of con-
traceptive service delivery for adolescents, including non-
primary care clinical settings, school-based settings, and
over-the-counter.
Summary Improved contraception for adolescents has been
multifactorial and impactful. Dissemination and implementa-
tion of these recent findings as well as ongoing study of inno-
vations that meet the unique needs of adolescents will contin-
ue this trend.

Keywords Adolescents . Contraception . Long-acting
reversible contraception . Confidentiality . Barriers .

Contraceptive knowledge and attitudes

Introduction

Over the past three decades, the USA has seen dramatic de-
clines in teen pregnancy and teen births. The teen birth rate
was at its peak in 1991 with 61.8/1000 15–19-year-old fe-
males giving birth annually. In 2015, the rate had dropped
nearly two thirds to 22.3/1000 15–19-year-old females.
Declines have been seen across all racial and ethnic groups
[1]. This is an important public health success as the large
majority of teen births are unplanned and undesired and they
have substantial impact on the individual, family, and societal
levels [2]. Some of the early decline in teen birth rate can be
attributed to delay in initiation of sexual activity [3]. However,
a large majority of the decline through 2002 and nearly all of
the recent decline is due to improved contraceptive use [3, 4•].
This review will explore the recent empirical literature that
underlies these trends in improved contraceptive use for
adolescents.
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Contraceptive Use by Adolescents

The complex physical, social, emotional, cognitive, and
sexual progression of adolescent development is impor-
tant to understand when providing contraceptive care to
young people. Early adolescence, often from ages 11 to
14, is defined by pubertal onset and progressive physi-
cal change. Adolescents may explore sexually, but most
have not yet engaged in sexual intercourse. Cognitive
abilities during these years are generally tangible; as
such, counseling and interaction should be developmen-
tally appropriate and clear [5]. The middle adolescent
years between ages 14 and 17 allow for adolescents to
discover their unique identities and transition to inde-
pendence. Adolescents start to engage in more abstract
thinking and are able to judge the future consequences
of current actions [5]. The later adolescent years (ages
18–21) are marked by complete physical maturity, more
advanced critical thinking, and an increase in the in-
volvement in more serious romantic relationships. Later
adolescents have advanced decision-making capacity and
demonstrate accountability for their own sexual and re-
productive choices. This allows more nuanced discus-
sions that highlight the importance of healthy decisions
and the potential long-term consequences of one’s
health choices [5]. Furthermore, demanding situations
can lead to regression back to earlier developmental
patterns of thinking and relating [6]. It is important
for providers to keep in mind that each adolescent is
unique and develops at her own pace, but considering
the adolescent’s developmental capacity during a clinical
interaction may help guide contraceptive counseling and
give insights into adolescent decision-making.

The National Survey of Family Growth (NSFG) esti-
mated that in 2011–2013, 44% of female and 47% of
male adolescents were sexually active [7]. At the time
of first sexual encounter, 79% of female adolescents and
84% of male adolescents used a method of contracep-
tion. The probability of having a teen birth is two to
five times higher for those who do not use a method of
contraception at first sex than that for those who do.
Older adolescents are more likely to use contraception
at first sexual intercourse than their younger counter-
parts. The most widely used contraceptive method
among the adolescent population (male and female) is
the male condom [7]. In 2011–2013, 97% of sexually
active female adolescents reported ever using a condom,
this was followed by 60% who had ever used the with-
drawal method, and 54% reported having ever used the
pill. Report of ever use of the patch and injection had
declined to 2 and 15%, respectively. Intrauterine device
(IUD) and implant use in this analysis were 3 and 2%,
respectively, which represents an eightfold increase

since 2002 [8]. The use of emergency contraception also
increased from 8% in 22% among sexually active fe-
male adolescents during this time [7].

Guidance for Contraceptive Use in Adolescents

Contraceptive options for adolescents, regardless of age
and stage of development, are not substantially different
than those for adult women. In 2010, the Centers for
Disease Control and Prevention (CDC) released the
Medical eligibility criteria for contraceptive use (MEC)
[9]. This adaptation of guidance from the World Health
Organization gives providers guidance about who can
use what method. The MEC makes contraceptive rec-
ommendations for conditions that may affect eligibility
of safe use; each contraceptive method is classified into
one of four categories. The MEC categories for contra-
ceptive use for those under 18 and for those who are
nulliparous and have other conditions common in ado-
lescence that could affect contraceptive eligibility are
noted in Table 1. Providers can interpret this table,
and the MEC as a whole, simply: contraceptive options
should not be restricted based on age, nulliparity, and
most other factors common in adolescence. This guid-
ance is regularly updated based on a review of empiri-
cal findings from around the world and then is adapted
on the country level. An update to the initial guidance
for the USA was released in 2016 [10••]. There were no
amendments to the contraceptive recommendations spe-
cific to adolescents.

In 2013, the CDC released the Selected Practice
Recommendations for Contraceptive Use (SPR). An ad-
junct to the MEC, the SPR describes how contraceptives
should be provided [11]. This is similarly updated reg-
ularly to reflect the best available evidence, and it was
similarly updated in 2016 [12••]. Recommendations in
the SPR include timing of method initiation, tests and
exams required prior to initiation, need for contraceptive
backup, recommendations for follow-up, and manage-
ment of common problems while taking contraception
including bleeding while taking contraceptives, missed
contraceptive use, and management of pelvic inflamma-
tory disease with an IUD in situ. Best practices in pro-
viding contraception are the same regardless of age;
however, recommendations in the SPR may be particu-
larly important for reducing barriers to contraception for
adolescents.

The SPR recommends that all contraceptive methods can
be provided or inserted at any time if the provider can be
reasonably certain that a woman is not pregnant. A provider
can be reasonably certain that a woman is not pregnant by
history if she indicates “yes” to one of the following: (1)
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having the first day of her last menstrual period within the past
7 days, (2) not having had sex since the start of her last normal
menstrual period, (3) is within 7 days of a miscarriage or
abortion, (4) is within 4 weeks postpartum, (5) is fully or near
fully breastfeeding, amenorrheic and <6 months postpartum,
or (6) has been correctly and consistently using a reliable
method of contraception. Several studies have validated the
high negative predictive value (NPV) of using these criteria as
a pregnancy checklist [13–15]. One study used the pregnancy
checklist with adolescents aged 14–19, specifically, and found
a 96% negative predictive value in a population with a high
rate of pregnancy [15]. Min and colleagues found that com-
bined with a negative pregnancy test, the checklist had an
NPVof >99% in a large sample of women, including adoles-
cents aged 14 and older [14]. The SPR guidance supports
initiation of all contraceptive methods, including IUDs and
implants, in this case. Furthermore, even in situations where
a provider cannot be reasonably certain that a woman or ado-
lescent is not pregnant (i.e., recent unprotected sex), the ben-
efits of initiating hormonal contraceptives, including the im-
plant, outweigh the risks of delaying initiation [12••]. In these
situations, a pregnancy test should be repeated in 2–4 weeks.
Providers should offer a bridge method to adolescents who
desire an IUD in situations where they cannot be reasonably
certain that she is not pregnant [12••].

Another SPR recommendation that reduces barriers to
contraceptive initiation is to screen for sexually trans-
mitted infections based on age and behavior risk, but
not as a prerequisite for IUD placement. An adolescent

who has not yet been screened for STIs can be screened
and have her IUD inserted on the same day [12••]. A
recent systematic review of IUD use in adolescents and
young women found that the incidence of pelvic inflam-
matory disease (PID) was very rare or non-existent and
generally did not require removal of the IUD for suc-
cessful treatment [16]. Another analysis from a large
cohort study of adolescents and adult women found
the incidence of PID was rare even with positive chla-
mydia or gonorrhea testing at the time of insertion [17].

There have been multilevel efforts to disseminate
guidelines for clinicians who care for adolescents [6,
18•, 19, 20–21]. Unfortunately, a baseline study of 51
health centers in ten communities with high adolescent
pregnancy rates that were participating in multicompo-
nent community-based teen pregnancy prevention initia-
tives identified that implementation of guidelines in
practice is variable. Health centers frequently provided
adolescent-friendly services such as same-day appoint-
ments, efforts at cost reduction, and after-school ap-
pointments. However, less than half had same-day initi-
ation of contraception or had emergency contraception
available, and only 12.5% “always” had IUDs available
to adolescents [22]. Two years later, 52% of health cen-
ters reported an increase in provision of evidence-based
practice, while approximately one third reported a de-
crease over that time [23•]. Health system factors like
having strong support from health center leadership,
strong communication with staff and the community,

Table 1 Medical eligibility criteria for contraceptive use for adolescents and conditions common in adolescence (adapted from the US
Medical Eligibility Criteria for Contraceptive Use, 2016 [10••])

Combined hormonal
contraceptive

Progestin
injectable

Progestin implant or
pills

Intrauterine device

Age (menarche to <18 years) 1 2 1 2

Nulliparous 1 1 1 2

Menarche to <18 years and BMI ≥30 kg/m2 2 2 1 1

Current purulent cervicitis, chlamydia, or
gonorrhea infection

1 1 1 4 initiation
2 continuation

Vaginitis, including bacterial vaginosis and
trichomoniasis

1 1 1 2

Current pelvic inflammatory disease 1 1 1 4 initiation
2 continuation

Past pelvic inflammatory disease 1 1 1 1 with subsequent
pregnancy

2 without subsequent
pregnancy

Other factors related to STIs 1 1 1 2

BMI body mass index, STI sexually transmitted infection

1 = a condition for which there is no restriction for the use of the contraceptive method; 2 = a condition for which the advantages of using
the method generally outweigh the theoretical or proven risks; 3 = a condition for which the theoretical or proven risks usually outweigh
the advantages of using the method; 4 = a condition that represents an unacceptable health risk if the contraceptive method is used
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and staff attitudes that favored implementation of the
evidence-based practices were identified as facilitators
in different settings [24].

Provider-level factors have also been identified as barriers
to fully adopting these evidence-based recommendations into
practice. Adolescent providers may be less reluctant to coun-
sel and recommend LARC methods (or non-LARC methods)
that are not readily available or stocked in the clinic or facility
[25]. Other studies have found that providers remain reluctant
to provide contraceptives, especially LARC, on the same day
[26]. More recently, physician attitudes about contraceptives
and the influence on their contraceptive counselling for ado-
lescents have been explored. Of pediatric providers, few had
favorable views on adolescent IUD use due to concerns for
adverse reproductive outcomes and the possibility that the
adolescent would tolerate the exam and insertion poorly.
Most did not include this method in routine counseling.
Many of these providers attributed their attitudes towards a
lack of current knowledge regarding the method and how to
counsel adolescent about the methods appropriately [27]. A
survey of Mississippi and Louisiana family physicians found
that only a minority discussed LARC methods with female
adolescents [28]. Practitioners were more inclined to discuss
IUD use if they had exposure during thier residency training,
had onsite access to the devices, and were confident and com-
fortable with the counselling [28]. Rubin and colleagues con-
ducted qualitative interviews among family physicians, pedi-
atricians, and obstetricians-gynecologists practicing in urban
medical centers and found that physicians utilized a more
patient-centered approach when discussing general contracep-
tive counseling and non-LARC methods with adolescents
[29]. These providers assumed a more protective attitude
and applied more stringent criteria for potential IUD candi-
dates and viewed patients who were more reliable, mature,
and in monogamous relationships to be better candidates for
insertion [29]. These studies highlight the complexity of pur-
suing best practices and implementing change at the provider,
system, and community levels.

Adolescents’ Use of Long-Acting Reversible
Contraception

Owing to the guidelines from the CDC and several key
studies, the past several years have seen notable shifts
in the conversation around contraceptive practices for
adolescents. Perhaps the most notable and enthusiastic
of these is the conversation around adolescents’ use of
long-acting reversible contraceptives (LARCs): intrauter-
ine devices and contraceptive implants. In December
2007, the American College of Obstetricians and
Gynecologists (ACOG) first released its Committee
Opinion that the use of IUDs was appropriate for

adolescents. This was reaffirmed in 2012 and 2016,
with the addition of contraceptive implants. The
Committee Opinion commented on the high efficacy
and satisfaction of the IUD and implant, as well as a
disproportionally high rate of unintended pregnancy for
adolescents, and indicated that increased LARC access
would be beneficial for this population [30]. In 2014,
the American Academy of Pediatrics released a policy
statement and an accompanying technical document re-
garding contraception for adolescents. In addition to
recommending that pediatricians regularly conduct a
sexual history, encouraging abstinence, and counseling
their adolescent patients on the full range of contracep-
tives, these documents specifically encourage pediatri-
cians to perform contraceptive counseling starting with
methods that have the highest contraceptive efficacy
first, specifically including IUDs and implants [31,
32••].

The Contraceptive Choice Project, a large cohort
study in St. Louis that offered no-cost contraception
with structured contraceptive counseling, has contributed
substantially to the empirical literature about adolescents
and LARC. The study enrolled 9256 women, including
1404 adolescents and young women aged 14–19, and
followed participants for 2–3 years. The study found
that adolescents adopted LARC for contraception at
high rates and rates similar to adult women. In this
sample, 72% of those under 20 initiated a LARC meth-
od. There were differences by age: those 14–17 were
more likely to select an implant and those 18–19 were
more likely to select an IUD [33•]. Not only were ad-
olescent participants highly likely to initiate a LARC
method, but they also continued them at high rates
and at much higher rates than shorter acting methods
(pills, patch, ring, and injection). Continuation of
LARC methods for adolescents was 82.1, 68, and
52.6% at 1, 2, and 3 years, respectively. In contrast,
continuation rates for shorter-acting methods over the
3-year follow-up were 46.9, 32.9, and 21.2% [34]. In
a study of unintended pregnancy in the cohort, women
who used the pill, patch, or ring were more than 22
times as likely to experience an unintended pregnancy
compared those who used a LARC method. This was
amplified by age; those under 21 who used the pill,
patch, or vaginal ring were twice as likely as older
women using the same methods to experience an unin-
tended pregnancy (HR 1.9). However, there was no dif-
ference in unintended pregnancy by age in LARC users
[35•]. During the study time period, the teen pregnancy,
birth, and abortion rates in St. Louis were 75% below
the national average [36••].

Additional studies in different populations showed rein-
forcing results, though most do not reach the high level of
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LARC acceptance as seen in the Choice project. A statewide
initiative in Colorado-trained providers supported clinics and
reduced financial barriers to contraceptive methods. As a re-
sult, the use of LARC methods increased in teens and young
women from 5 to 19%; this was associated with a decrease in
adolescent fertility rates, abortion, and WIC utilization [37••].
A 2016 systematic review and meta-analysis of LARC use in
12 studies including nearly 5000 females under 25 years old
demonstrates a high continuation rate at 1 year (84% overall;
74% IUD and 84% implant) [38]. Additionally, particular at-
tention has been paid to providing LARC to postpartum ado-
lescents showing similar high rates of continuation [39••, 40,
41], dramatic reduction in repeat teen birth [39••, 42], and
cost-savings [43].

Several studies have also assessed experiences with
LARC and adolescents. Teal and colleagues report a se-
ries of over 1000 IUD placements for 13–24-year-old nul-
liparous and parous females. Successful placement was
accomplished by an advance practice clinician in 96% of
first attempts and in an additional 78% of those who re-
quired and requested a second attempt. Expulsions were
experienced by 3% in this series and did not differ by age,
parity, or device type [44]. Some studies suggest that
compared to older or parous women, younger women or
nulliparous women have higher rates of IUD expulsion
when placed in the interim setting [45, 46], while others
do not [47–49]. Even if there was a higher rate of expul-
sion, utilization and continuation of the highly effective
method remains high and higher than other shorter-acting
methods [16, 34, 38, 50] and is therefore not a reason to
deter selection of an IUD.

Similar to adult women, adolescents report high levels
of satisfaction with LARC devices [38]. The most fre-
quent reasons for dissatisfaction resulting in request for
removal of the IUD are pain and bleeding [16, 51]. The
most common reason driving request for removal of the
contraceptive implant is dissatisfaction with the bleeding
profile [51–54]. Lunde and colleagues found in a qualita-
tive study that adolescents and young women recall being
counseled on the potential side effects of the contraceptive
implant, but they felt unprepared when they experienced
side effects. They requested personal stories and accounts
of the side effect experience to help them understand.
Importantly, half of participants in this study who
discontinued the implant did not initiate another method
of contraception despite a desire to not become pregnant
[53]. These concepts have been reported by other re-
searchers as well. Specifically, adolescents report discom-
fort with a lack of control over what is happening with
their bodies, and this was exacerbated when patients ex-
perienced a delay in removal by request [55, 56]. This is
an important and understudied area that has potential for
contraceptive coercion on the part of the provider.

Barriers to Contraceptive Use for Adolescents

While the use of LARC can reduce repeated barriers
that young people may experience with accessing clinics
or pharmacies, several barriers to contraceptive use re-
main for young people including access to confidential
services, cost and clinical operations, and adolescent
and provider knowledge and attitudes [25, 57]. In addi-
tion to the provider-level barriers noted above, adoles-
cents’ knowledge and attitudes can also present a barri-
er. Lack of awareness, misconceptions, and misinforma-
tion regarding methods are common among adolescents
and may prevent an adolescent from even considering a
new method. Prior studies have shown that although
adolescents may be informed regarding certain contra-
ceptive methods like the IUD, they are not always fa-
miliar with how the method works or are able to iden-
tify key features of that particular method [58, 59]. A
qualitative study evaluating adolescents aged 14–21
found that female adolescents had fears regarding IUD
usage. They reported worrying about potential infertility
with this method, the potential for side effects, changes
in menses, possible pain with insertion, or having a
foreign object in their body [60]. A mixed methods
survey of female college students found that many
overestimated the medical risks of LARC options, while
underestimating the potential risks of non-LARC
methods such as oral contraceptive pills [61]. Patients
and providers also have different perspectives on the
benefits and downsides to contraceptive attributes
[62•]. When providing contraceptive counseling, pro-
viders should actively engage with the adolescent and
incorporate her priorities, clarify her concerns, correct
misinformation, and work collaboratively with her to
select a method and discuss how to use it successfully.
This patient-centered approach may help overcome some
of these barriers [63, 64].

Confidentiality concerns may impact an adolescent’s
willingness to seek reproductive health services. Among
adolescents and young adults aged 15–25, 7.4% stated
that they would not seek sexual or reproductive health
care because of concerns that a parent or legal guardian
would find out [65]. Further, when looking specifically
at younger people, 18% of those 15–17 years old said
this was true for them. Only 38.1% of adolescents aged
15–17 reported spending time alone with the provider
during a visit without a parent, guardian, or relative
accompanying them in the room. Adolescents who spent
time alone with a practitioner report being more likely
to seek and receive sexual and reproductive health ser-
vices [65]. Providers should familiarize themselves with
state regulations regarding contraception. Twenty-six
states and the District of Columbia allow minors (12

Curr Obstet Gynecol Rep (2017) 6:189–197 193



and older) to consent to contraceptive services without a
parent. There are 20 states that allow only certain cate-
gories of minors to consent, and fours states have no
relevant policy [66]. ACOG, the American Academy of
Pediatrics, and the Society of Adolescent Health and
Medicine have recommendations for providers to sup-
port confidential contraceptive care for adolescents
[32••, 67, 68].

Issues of consent and confidentiality often overlap
with cost for adolescents and can be a barrier to accessing
care. Although the Affordable Care Act (ACA) guarantees
insurance coverage of FDA-approved contraceptives
[57] and expands the pool of women receiving coverage
for contraception, there are gaps in contraceptive cover-
age for adolescents. Most adolescents have insurance
through their parents, putting them at risk of breeches
of confidentiality through insurance charges, explanation
of benefits, and electronic medical records. Even when
adolescents have private coverage through parental in-
surance, they may be less inclined to use it for fear of
needing to justify or expound on the reason for the visit
[30]. Adolescents who do not have insurance coverage
or cannot use what they have secondary to confidenti-
ality concerns should be referred to a Title X clinic or
other provider who can offer confidential and affordable
contraceptive services.

Beyond LARC and Barriers

Several researchers have explored new paradigms for
contraceptive service delivery for adolescents. School-
based health centers (SBHCs) have been identified in
several states as an opportunity to meet the reproductive
health care needs of adolescents where they are. While
providing contraceptives in school settings is not legal
in every state, school settings that have been able to
provide reproductive health services have been success-
ful [69]. Additional research understanding the imple-
mentation process and community buy-in is emerging
[70–72]. Others have explored providing adolescents
contraception in non-primary care settings, including
hospitals [73] and emergency rooms [74–77]. In addi-
tion, studies on adolescents’ ability to access hormonal
contraception over the counter or via a pharmacist have
paralleled the body of research in the adult population
[78]. Adolescents express interest in this type of access,
have the ability to understand the package instructions,
and rarely have medical conditions that would be a
contraindication to hormonal contraceptive use [79, 80].

Given that the most commonly used contraceptive
methods in adolescents are contraceptive pills and con-
doms, we found relatively little in the empiric literature

about enhancing the use of these methods. Hall and
colleagues demonstrated a text platform that increased
contraceptive pill knowledge and that increased knowl-
edge can increase pill continuation in adolescents [81,
82]. Condom use errors are common, and clinic-based
education can decrease these errors [83]. Further, con-
dom use is continuously negotiated with a relationship;
supporting an adolescent in her ability to use condoms
throughout relationship stages is important [84]. As
such, encouraging a young person to use a condom is
insufficient and providing details of how to initiate dis-
cussions of condom use with partners and demonstra-
tions of correct use are needed. The use of a condom
with another effective contraceptive may be ideal for
adolescents in preventing both pregnancy and STIs;
age, insurance coverage, previous STI/pregnancy, impor-
tance to avoid STI/pregnancy, and relationship factors
have been associated with dual method use [85–89].
Additional empirical data about how best to support
adolescents in using condoms, dual methods, and non-
LARC methods is needed.

Conclusions

Substantial improvements have been seen in contracep-
tive delivery for, and use by, adolescents. However,
there are several aspects of contraceptive provision for
adolescents that we believe will benefit from further
progress. Additional studies on effective and prospective
management of contraceptive side effects, especially
bothersome bleeding, would be beneficial. Improved
systems, confidentiality, consent and insurance policies,
and provider training designed to facilitate adoption of
evidence-based practices are needed. From a contracep-
tive technology development standpoint, more options
for long-acting and woman-controlled contraceptive
methods or long-acting and multipurpose would be
beneficial.
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