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 Hormonal Contraception in Teenager Girls. 
The Role of Counseling to Ensure Eff ective 

Contraceptive Use
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Abstract

Teenager girls represent a particular risk group for unwanted pregnancy and 
abortion with important consequences on their health, school and professional 
education and social life. In order to avoid this problem appropriate counseling 
during contraceptive process is of paramount importance. Apart confi dentiality 
the contraceptive counselor must also demonstrate other important qualities like 
expertise, trustworthiness and availability. In hormonal contraception adolescents 
may be particularly bothered by side eff ects and it is important that they are 
counseled about these side eff ects prior to method initiation. Combined hormonal 
contraceptive methods with estrogens and progesterone are commonly used among 
adolescents, but the failure rate is higher compared to adult women, a possible 
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explanation being lower adherence and higher rates of discontinuation. Depot 
medroxyprogesterone acetat (DMPA) is a highly eff ective injectable contraceptive 
appealing for adolescents because of its dosing schedule of four times per year. 
When using DMPA they should be counseled for changes in menstrual pattern or 
amenorrhea and the possible decrease in the bone mineral density if it used longer 
than to years. Long-acting, reversible contraception may be particularly suitable 
for many adolescents and are considered very eff ective methods. Anyhow with 
intrauterine devices (IUDs) the risk of contracting sexually transmitted diseases is 
higher and dual protection is mandatory in cases where IUD is used. Adolescents 
should be advised on the use of backup contraception and also barrier contraception 
for sexually transmitted infections prevention. 

Keywords: hormonal contraception, oral contraceptive, teenager girls, 
counseling, social support.

Introduction

Unintended pregnancies remain an important reproductive health problem and 
represent about 30% of all known pregnancies despite increasing availability of 
contraceptive methods (Blumenthal, Voedisch, & Gemzell-Danielsson, 2011). 
Teenagers represent a particular risk group for unwanted pregnancy and abortion 
with important consequences on their health, school and professional education 
and social life (Dueñas et al., 2013). In 2015, in the USA, a total of 229,715 babies 
were born to women aged 15–19 years, for a birth rate of 22.3 per 1,000 women 
in this age group. Birth rates fell 9% for women aged 15–17 years and 7% for 
women aged 18–19 years (Martin et al., 2017). Data published by Eurostat (the 
Statistical Offi  ce of the European Union) on teenage mothers in the European 
Union are worrying, according to the latest data (2015), the highest shares of births 
of fi rst children to teenage mothers were recorded in Romania (with 12.3% of 
total births of fi rst children in 2015) and Bulgaria (11.9%). According to Eurostat 
data, Hungary (9.0%), Slovakia (8.4%), Latvia (5.5%), Lithuania and the United 
Kingdom (both 5.4%) and Poland (4.8%) show signifi cant percentages (Eurostat, 
2017). Complications during teenager pregnancy and childbirth are the main 
causes of death for 15 to 19 year - old girls globally (WHO, 2016).

On the other hand, adolescent mothers (ages 10 to 19 years) present higher 
risks of eclampsia, puerperal endometritis and systemic infections than women 
aged 20 to 24 years. Newborns born to adolescent mothers are also at greater 
risk of having low birth weight, with long-term potential eff ects. Furthermore, 
the emotional, psychological and social needs of pregnant adolescent girls can be 
greater than those of other women. Ultimately, unwanted pregnancy in adolescence 
does not only have a signifi cant individual impact but also economic and social 
consequences on society in general (Ganchimeg et al., 2014). Contraceptive 
education and accessibility to contraceptive methods are key elements for solving 
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this problem. Contraceptive counseling represents an important step in choosing 
the appropriate method of contraception.

Counseling about contraception

Many elements include safety, eff ectiveness, availability (i.e. accessibility and 
aff ordability) and acceptability need to be considered by adolescent girls when 
choosing the most appropriate contraceptive method. Voluntary informed choice 
of contraceptive methods is an essential guiding principle and contraceptive 
counseling, when applicable, might be an important contributor to the successful 
use of contraceptive methods (Centers for Disease Control and Prevention, 2016).

During the counseling process it is necessary to give adolescents autonomy 
over contraceptive decision-making after presenting all appropriate options for 
their age (Potter, & Santelli, 2015). The provider must avoid the ‘information 
overload’ during the process of counseling (Jaccard et al., 2013). At the same time, 
the provider must be sure that adolescent is capable of making informed decision 
free of coercion (Raidoo et al., 2015). 

Contraception education programs should also take into account communication 
about contraception between adolescent with partners and with parents. Amialchuk 
showed that adolescents who discuss the contraceptive use or reproductive health 
problems with their parents are less likely to have unwanted pregnancy (Amialchuk, 
& Gerhardinger, 2015). Teenager girls are infl uenced by trusted people in their 
lives and their opinions regarding diff erent methods of contraception can infl uence 
the fi nal decision (Jaccard et al., 2013). It is important during the counseling to fi nd 
out opinions of such friends and relatives and to include them in the conversation, if 
the adolescent desires so. Finding and understanding mothers’ or partners’ opinions 
for diff erent contraceptive methods can be useful in understanding contraceptive 
choice and future adherence (Potter et al., 2015). 

Hormonal contraceptives are among the most popular reversible methods of 
birth control, being a safe and reliable way to prevent pregnancy for most women. 
Theoretically, the use of hormonal methods has high effi  ciency, but typical use 
has less favorable results. Millions of women around the world resort to this 
reversible, relatively comfortable and simple method of contraception. Hormonal 
contraceptives in general are characterized by both poor adherence and relatively 
high discontinuation rates, therefore, for a correct choice of the contraceptive 
method, the knowledge and awareness of the real risks and benefi ts as a whole is 
essential. Reasons include hormonal side eff ects, problems with access or confusion 
about pill-taking instructions (White, 2011, Westhoff  et al., 2007, Halpern et al., 
2013). An important problem is compliance with administration, “forgetting” the 
ingestion of a dose or two, thus increasing the risk of an unscheduled pregnancy; 
nearly half of oral contraceptive users miss one or more pills each month and more 
than a fi fth miss two or more (Rosenberg, & Waugh, 1998). Oral contraceptive 
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compliance is infl uenced by a complex interplay of cognitive, behavioral, logistic, 
clinical, and social factors. Physicians who recommend the use of oral contraception 
should inform the patient about the risks, how to manage the “forgetting” of a pill 
administration and help in establishing the best strategy for the administration of 
the pills (eg timer, immediate initiation) (Choi, & Dempsey, 2014). The “ideal” 
contraceptive should be cheap, 100% reliable, comfortable and easy to use, with 
minimal side-eff ects. Very important factors in choosing the best contraceptive 
method are: age, sexual activity profi le, medical history, the current relationship. 
Currently, a variety of contraceptives can be used, low dose pills and combined 
injectables, as well as new contraceptive delivery systems, but it is important to 
identify the patient’s profi le and recommend the most appropriate method.

In general, adolescents are eligible to use all the same methods of contraception 
as adults and must have access to a variety of contraceptive choices. Age alone 
does not constitute a medical reason for denying any of the mentioned methods 
to adolescents. While some concerns have been expressed about the use of certain 
contraceptive methods by adolescents (e.g. the use of progestogen-only injectables 
by those below 18 years), these concerns must be balanced against the advantages 
of preventing unintended pregnancy.

Documentation should include the patient’s understanding of use, benefi ts, and 
risks, plus an individualized follow-up plan. The teach-back method, in which the 
patient is asked to repeat important points, may be helpful.

Confi dentiality and consent

All adolescents, regardless of marital status, have a right to privacy and 
confi dentiality in health matters, including reproductive health care. Appropriate 
sexual and reproductive health services, including contraception, should be 
available and accessible to all adolescents without necessarily requiring parental 
or guardian authorization by law, policy or practice.

Contraceptive counseling is the process in which a counselor presents several 
methods of contraception and helps women to select the appropriate method. 
Ideally, during this process along with contraception information, reproductive 
health education should be carried out. Because the needs of adolescents are more 
complex, their counseling will take additional time and requires special skills. 
Adolescents consider the health care providers a highly trusted source of sexual 
health and other confi dential information (Raidoo, & Kaneshiro, 2015).

Contraceptive counseling is an important component of primary care for 
adolescents which implies that paying special attention to confi dentiality is 
essential. Counseling should take place in a friendly environment in order to 
encourage the process to go on as a conversation. Best-practices guidelines require 
that the sexual history ought to be taken with the adolescent alone (Ott, Sucato, & 
committee on adolescence, 2014). Confi dentiality and privacy are major concerns 
for adolescents who seek reproductive healthcare services. Ford at al. suggest that 
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some adolescents will not make an appointment to a family planning service unless 
they trust that their care is confi dential (Ford, 2010). In one survey performed 
in USA, 59% of adolescents seeking contraception said they would not attend 
services if they had to inform a parent (Harper, 2004). Apart from confi dentiality, 
the contraceptive counselor must also demonstrate other important qualities like 
expertise, trustworthiness and availability (Jaccard, & Levitz, 2013, Coble et al., 
1993). Madden et al. demonstrate that a structured contraceptive counseling can 
be eff ectively provided in a clinical research setting by staff  without prior health 
care experience or clinical training (Madden et al., 2013).

The counseling should include a confi dential sexual history of the adolescent. 
It is important that this discussion takes place in a safe, honest and unprejudiced 
environment with assurances of confi dentiality. It is necessary to openly discuss 
such a matter by using the “5 Ps” tool: partners, prevention of pregnancy, protection 
from sexually transmitted infections (STIs), sexual practices, and past history of 
STIs and pregnancy (Centers for Disease Control and Prevention, 2005). Others 
major concerns of the adolescents regarding family planning services are anxiety 
regarding pelvic examinations and cost of the contraceptive methods.

Combined hormonal contraception

Combined hormonal contraceptive methods with estrogens and progesterone 
are commonly used among all women, including adolescents. They can be used as 
pills, patches and vaginal rings. The Pearl index for combined oral contraceptives 
(i.e. the number of failures per 100 woman-years of exposure) is estimated at 
0.3–4.0, depending on the consistency of use (Apter, 2012). Chosen an appropriate 
contraception pill has become somewhat easier recently. Estrogen component is 
usually ethinyl estradiol (EE2), in reduced dose 30 μg, 20 μg and in some cases 
lowering it further to 15μg. Bleeding control and bone mass density may be better 
with 30 μg ethinyl estradiol formulas. New drugs are using natural estrogen-like 
estradiol valerate or estradiol hemihydrate. Regarding the progestatine component 
the lowest venous thromboembolism is associated with second-generation 
progestogen like as levonorgestrel and norgestimate (Martin, Anderson, Chang, 
Ehrmann, Lobo, Murad, & Rosenfi eld, 2018). There is no evidence of real benefi ts 
for the multiphasic formulations in comparison with formulations (Steyn, & 
Goldstuck, 2014).

An appropriate history and basic clinical examination should be taken: (1) 
personal medical conditions (migraine), previous contraceptive use, sexual 
activity; (2) a family history of venous thromboembolism in a fi rst-degree relative 
under the age of 45 years, family breast cancer; (3) clinical examination: weight 
and BMI (body mass index) recording, arterial pressure; (4) breast, pelvic and 
genital examination is not routinely recommended (fear of the pelvic examination 
might reduce young adolescents to seek medical advice for contraception); (5) 
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laboratory tests: cervical cytology screening and routine laboratory tests also are 
not recommended routinely as they do not contribute substantially to combine 
oral contraception safety.

Concerning these points, a personal history of venous thromboembolism or 
a known thrombogenic mutation, systolic BP ≥160 mmHg or diastolic BP ≥95 
mmHg, migraine with aura presents an unacceptable health risk for combined 
oral contraception recommendation and use; BMI ≥ 35kg/m2 usually outweighs 
the benefi ts (Apter, 2018). Epilepsy medication (valproate and lamotrigine, less 
the new secondand third-generation antiepileptic drugs) and other liver enzyme-
inducing drugs may reduce the effi  cacy of hormonal contraception (Landmark, 
& Patsalos, 2010).

The side eff ects and disadvantages associated with the use of oral combined 
hormonal contraceptives should also be specifi cally discussed. It is very important 
that the adolescents who take birth control pills should be able to recognize and 
report these problems. Adverse eff ects of oral combined hormonal contraception 
include nausea, breast tenderness, headaches and breakthrough bleeding. The 
adolescents should be counseled for changes in bleeding patterns at the time of 
contraceptive initiation because these changes represent a common cause for 
stopping the pill continuation.

Oral combined hormonal contraceptives do not off er protection against sexually 
transmitted diseases. Such information must be given before the initiation of the 
hormonal contraception. Estro-progestative contraceptives will also simultaneously 
improve several specifi c conditions for this age (dysmenorrhea, irregularities of 
the menstrual cycle, heavy period bleeding or acne) and such an advantage should 
be emphasized by the counselor.

Recently, an extended-cycle oral contraceptive consisting of 84 tablets, each 
containing 0.15 mg of levonorgestrel, and 0.03 mg of ethinyl estradiol, and 7 
tablets containing 0.01 mg of ethinyl estradiol was introduced on the market. This 
type of oral pill could be preferred in cases which involve medical conditions such 
as anemia, severe dysmenorrhea, endometriosis, dysfunctional uterine bleeding, 
or Von Willebrand and other bleeding diatheses as well as adolescents who prefer 
amenorrhea. There are no particular health risks with this procedure (Apter, 2018).

The failure rate of oral contraceptives is higher among adolescents compared 
to adult women, a possible explanation being lower adherence and higher rates of 
discontinuation (Raine, Foster-Rosales, Upadhyay, Boyer, Brown, & Harper, 2011). 
The adolescents have problems and miss the pills for several reasons: forgetfulness, 
attempts to hide contraception from parents and inconsistency of sexual relations. 
Appropriate counseling and education may enhance adolescent compliance with 
oral contraceptive pills use. In addition, when possible, involving the patient’s 
mother can greatly enhance compliance with pill taking (Grimes, 1995). In order to 
not forget the pills several technology-based reminders such as messaging services, 
alarms, and smart phone applications can be used (Smith, Gold, Ngo, Sumpter, & 



229

Free, 2015). Especially nowadays adolescents are very keen to use such methods 
for a correct administration. New routes for combined hormonal contraception are 
preferred by teenagers who have diffi  culty in taking tablets daily (Apter, 2018). 
These are: (1) the vaginal ring - it is inserted intravaginal and remains three weeks 
in place, followed by one week of ring-free and menstrual bleeding; (2) the dermal 
patch - three consecutive patches, 7 days every patch (21 days) followed by 1 patch 
free week per cycle; (3) transdermal delivery results in less peaks of estrogen but 
a higher total estrogen exposure compared with combined oral contraceptives with 
higher risk of developing venous thromboembolism (about twice as with combined 
oral contraceptives) (Galzote, Rafi e, Teal, & Mody, 2017).

Progestin-Only Contraception

The progestin-only pill needs to be taken every day at the same hour and is 
sometimes associated with irregular’s menses. It is mainly taken into account when 
there are contraindications for other methods: obesity or arterial hypertension. 
In case of a migraine with aura progestin-only, pill use generally outweighs the 
theoretical or proven risks. Low bone mineral density acquisition may be a problem 
in case of teenager users.

Depot medroxyprogesterone acetate

Depot medroxyprogesterone acetate (DMPA) is a highly eff ective injectable 
contraceptive appealing for adolescents because of its dosing schedule of four 
times per year. The eff ectiveness of this method is superior to that of estro-
progestatives contraceptives. This outcome is made possible due to the way of 
administration (Winner et al., 2012).

There are two issues that should be discussed with the adolescents regarding the 
use of DMPA. The fi rst one is represented by the common side-eff ect: amenorrhea. 
They should be informed about this aspect. The second issue is that DMPA can 
decrease the bone mineral density. Although this eff ect is reversible, DMPA should 
not be used longer than 2 years and adolescents should be counseled not to use this 
type of contraception for longer than the time period mentioned prior (American 
College of Obstetricians and Gynecologists ACOG, 2014).

These methods are the fi rst choices for adolescents who have diffi  culty taking 
their pills regularly or for teenagers with developmental disabilities.

Hormonal intrauterine devices

Long-acting, reversible contraception may be particularly suitable for many 
adolescents and are considered to be very eff ective (Centers for Disease Control 
and Prevention, 2005). Because many adolescents are concerned that intrauterine 
devices (IUDs) reduce fertility, they need to know that nulliparity is not a 
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contraindication to using an intrauterine device and fertility is preserved after 
discontinuing its use (Davtyan, 2000). Anyhow, with IUD, the risk of contracting 
sexually transmitted diseases is higher and dual protection is mandatory in cases 
where IUD is used. IUDs are safe and eff ective for post-menarcheal adolescents 
and some guidelines recommend them as fi rst-line options regardless of parity. 
Of 1,099 patients 14 to 19 years of age in the Contraceptive CHOICE Project, a 
large prospective contraception study, more than 80% of long-acting reversible 
contraceptive users continued their method over 12 months in comparison with 
only one-half of those using short-acting methods (Klein, Arnold, & Reese, 2015; 
Rosenstock et al., 2012). In the case of hormonal IUDs, the adolescent should 
be advised about the changes in menstrual patterns induced by the low levels of 
levonorgestrel daily release.

Emergency contraception

Emergency contraception with high-dose combined contraceptive pills or 
progestin- only pills are eff ective up to 72 hours after unprotected coitus with 
eff ectiveness highest if used as soon as possible after intercourse. The provider 
should counsel the adolescent to have a follow-up visit in two weeks after using 
emergency contraception in order to ensure that they did not get pregnant, to 
consider testing for sexually transmitted infections and to discuss an eff ective 
method of contraception (Gold, Sucato, Conard, & Hillard, 2004).

Sexually transmitted infections prevention and dual use

Protection from sexually transmitted infections (STIs) represents a pivotal part 
of a healthy sexual development. Adolescents should be advised on an additional 
use of barrier contraception for STIs prevention. The combination of condom 
uses for STIs and another method for a more eff ective contraception is called dual 
method. This dual method use should be emphasized during counseling, at the 
time of initiation of a contraceptive method (Raidoo et al., 2015). Condom use 
should always be sustained and adolescents must be warned that, for some STIs, 
condoms are not totally protective.

Follow-up visit

At the end of the counseling visit, after the method is chosen, it is important 
to establish a follow-up appointment. Usually this follow-up should be scheduled 
3–6 weeks after method initiation. During this visit it is recommend to repeat 
the pregnancy test if a method was quick-started, to discuss and solve problems, 
sideeff ects that arise with the method used or to change the method if it is 
problematic for the adolescent. Sometimes, this follow-up can be done by phone, 
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although some studies shown that this method, although comfortable for both the 
provider and the adolescent, does not improve adherence (Berenson, & Rahman, 
2012).

The reproductive health care is an essential part of adolescent health care. A 
multidisciplinary team including the general practitioner, the pediatrician and 
the gynecologist should ideally provide the education. All of them can have an 
active role in encouraging their adolescent patients to use contraception in order 
to reduce unwanted pregnancies and to prevent sexually transmitted diseases at 
the same time.

Conclusion

Thorough contraceptive counseling is an important component of overall 
adolescent healthcare. Hormonal contraception represents one of the most used 
methods among adolescents and in order to be successful, it requires a proper 
explanation regarding administration and possible side-eff ects. Special attention 
should be paid to help the adolescents to correctly and continuously use the 
method. The multidisciplinary team is an important provider of sexual health and 
contraception education. There is an urgent need to implement programs which 
meet the contraceptive needs of adolescents.
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