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  5      Prevention of Adolescent Pregnancies 

             George     K.     Creatsas     

5.1            Introduction 

 Adolescent sexuality and reproductive health refers to adolescent pregnancies, ter-
mination of undesired pregnancies, contraception for adolescents, prevention and 
treatment of sexually transmitted diseases (STDs), and other gynecological patholo-
gies [ 1 ]. 

 Worldwide data presents that 56 % of girls and 73 % of boys have had sexual 
intercourse before the age of 18. Worldwide 27 % and in developed countries 7.5–
10 % of adolescent women get pregnant. 52 % of adolescents use noneffective con-
traception, and 31 % of adolescents used no contraception at fi rst intercourse, 
mostly those who had just met their sexual partner [ 2 – 4 ]. 

 The adolescent pregnancy rate is as high as 97/1,000 women aged 15–19. 
Approximately 49 % of these pregnancies are unintended (45/1,000 women unin-
tended pregnancy rate in the USA, the highest of industrialized nations). From the 
patients who had an unintended pregnancy only 42 % used contraception [ 5 ]. 

 Adolescence special needs for contraception are related to the frequency of sex-
ual intercourse, STDs, the fear of consultation, and the inadequate information pro-
vided to teenagers and the family. 31 % of adolescents used no contraceptive method 
at fi rst intercourse, mostly those who had just met their sexual partner [ 2 ,  3 ]. 

 Table  5.1  presents the contraceptive methods (CMs) used during adolescence.
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5.2        Oral Contraceptives 

 Among the new generation COCs, those with estradiol or estradiol valerate together 
with the new progestagenic compounds are recommended [ 6 ]. 

 If COCs are used properly, their failure rate is less than 1 %, while the typical 
failure rate is approximately 3 % in adults and 5–15 % in adolescents [ 6 ,  7 ]. On the 
other hand the noncontraceptive benefi ts of the new generation COCs should be 
emphasized to improve compliance during adolescence (Table  5.2 ) [ 8 ,  12 ].

   The COCs side effects are the most commonly reported reasons why adolescents 
discontinue this method. COCs users discontinued their use because of sexually 
transmitted infections, the fear for breast and cervical cancer, as well as the venous 
thromboembolism. 

 Teens should be advised that COCs are only effective if taken regularly. Another 
contraceptive method should be followed if more than two consecutive pills are 
missed in any menstrual cycle. In any case, sexually active adolescents always 
should be advised to use condoms, even while taking COCs.  

   Table 5.1    CMs for 
adolescents  

 Hormonal  Nonhormonal 

 COCs  The condom 

 Emergency contraception  The double dutch method 
 (COCs and condom)  

 LARCs  Others a  

  Injectable contraception    Sponge and diaphragm 

  IUDs    Abstinence 

  Implants    Withdrawal 

  Patches    Periodic sexual intercourse 

  Vaginal rings 

   COCs  combined oral contraceptives,  LARCs  long-acting reversible 
 contraceptive methods,  IUDs  intrauterine devices 
  a Not recommended  

  Table 5.2    Noncontraceptive 
benefi cial effects of 17 
β-estradiol COCS  

 Ovarian cysts, premenstrual tension, ectopic pregnancies 

 Endometrial, epithelial ovarian cancer and colorectal cancer 

 Menstrual disorders: dysfunctional uterine bleeding, 
dysmenorrheal oligomenorrhea 

 Endometriosis 

 Pelvic infl ammatory disease, dyspareunia, chronic pelvic pain 

 Bone mass 

 Polycystic ovarian syndrome: acne and hirsutism 

 Lipid and carbohydrate profi le, thyroid, hemostatic and 
infl ammation makers, liver function 

 Ovarian stimulation (pretreatment) 
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5.3    The Condom 

 The condom should be consistently used during adolescence preferably in combi-
nation with COCs (the double dutch method) as a method of providing complete 
protection against unwanted pregnancies and STDs. The condom is easily avail-
able and inexpensive, presents no side effects, and has an effectiveness of up to 
88% [ 13 ].  

5.4     Emergency Contraception 

 The emergency contraceptive methods are listed below [ 13 – 14 ]:

•    The combined “estrogen and progestin” emergency contraception (EC) kit. The 
kit contains four tablets of ethinyl estradiol and levonorgestrel.  

•   The progestin-only product. Two tablets of levonorgestrel, to be taken 12 h 
apart.  

•   A single dose of RU-486 – mifepristone. A progesterone blocker, which acts 
as an abortifacient given within 72 h of coitus with nearly of 100 % success 
rate.  

•   A 19-nor-progestagenic derivative given within 5 days after coitus, acting as 
endometrial progestagenic modulator.    

 The situations that call for the use of EC are:

•    No contraception used  
•   Condom breakage, slippage, or incorrect use  
•   Three or more consecutive missed COCs  
•   Progestogen-only pill (minipill) taken more than 3 h late  
•   More than 2 weeks late for a progestogen-only contraceptive injection  
•   Breakage, dislodgment, tearing, or early removal of a diaphragm or a 

cervical cap  
•   Failed coitus interruptus  
•   Failure of a spermicidal tablet  
•   Expulsion of an intrauterine device  
•   Miscalculation of the periodic abstinence method  
•   Sexual assault (woman not protected by a contraceptive method) [ 10 ,  11 ]     

5.5     Long-Acting Reversible Contraceptives 

 LARC’s (Table   5.1 ) are very useful methods for the prevention of adolescent preg-
nancies. LARC’s are also recommended for the prevention of unwanted pregnan-
cies in young women with special needs. 
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5.5.1     The Injectable Contraception 

 The injectable contraception (DMPA depot-medroxyprogesterone acetate) is an 
effective contraceptive agent and it is given intramuscularly every 12–13 weeks. 
The failure rate is 0.3 % [ 15 ].  

5.5.2     The Levonorgestrel IUDs 

 The levonorgestrel IUDs cause reversible atrophy of the endometrium. The new 
mini IUDs are preferable.  

5.5.3     The Implants 

 “The implants” is an alternative method not recommended for adolescents. The 
effective life varies from 6 to 84 months [ 16 – 17 ].  

5.5.4     The Patch 

 The contraceptive patches have a convenient application schedule: “3 weeks ON, 1 
week OFF.” Its delivery system offers continuous doses of estrogen and progester-
one. It is also not in common use by adolescents.  

5.5.5     The Vaginal Ring 

 The contraceptive ring has also a convenient schedule of 3 weeks IN 1 week 
OUT. The ring delivers combined-continuous doses of estrogen and progesterone. 
The pregnancy rates are decreased. A backup contraception is needed if the ring is 
removed for more than 3 h. The side effects and the bleeding profi les are compara-
ble to COCs [ 13 ,  18 ]. Merki-Feld and Hund [ 19 ] reported the main advantages of 
Nuvaring ® mentioned by a young group of users.   

    Conclusions 
 Consultation for adolescents should be provided by the family and health-care 
professionals in pediatric and adolescent gynecological units and family plan-
ning centers. Adolescents spend 17–20 h per week viewing TV or Internet. 
Numerous studies illustrate the television’s powerful infl uence on adolescents 
sexual attitudes and beliefs, while the Internet predisposes to early sexual activ-
ity [ 20 ]. 

 The future goals for the new contraceptive methods are the safety and their 
long-acting effect, the effi cacy the protection against STDs, as well as the revers-
ibility and the accessibility of the method.     
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