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SUMMARY OF KEY RECOMMENDATIONS
Legal and Ethical Framework
✓

Practitioners may wish to inform a young person of the law in relation to sexual activity.

C

A clinician should assess a young person’s competence to consent to treatment by
their ability to understand information provided, to weigh up the risks and benefits, and
to express their own wishes.

C

Competence to consent to treatment should be assessed and documented at each
visit where relevant (e.g. for under-16-year-olds).

✓

Health professionals may wish to use checklists (e.g. Fraser Guidelines) to assess
competence and risk when providing contraceptive advice or treatment to young
people.

C

Young people should always be made aware of the confidentiality policies for the
service they are attending, including the circumstances in which confidentiality may
need to be breached.

C

All sexual and reproductive health care services should have a named person
identified as the local lead for child protection.

C

All staff involved in contraceptive services for young people should receive
appropriate training to alert them to the possibility of exploitation or coercion. Staff
should know who they can contact for advice and how to act on child protection
issues in accordance with local policy and procedures.

Contraceptive Options for Young People
✓

Young people should be informed about all methods of contraception, highlighting
the benefits of long-acting reversible contraception (LARC).

✓

Young people may be advised to return for follow-up within 3 months of starting
hormonal contraception. This allows side effects or other concerns to be addressed
and helps ensure correct use of the method.

C

Young people should be encouraged to return at any time if they develop problems
with contraception.

C

Age alone should not limit contraceptive choices, including intrauterine methods.

✓

Young people should be made aware of the different types of emergency
contraception (EC) available, when they can be used and how they can be
accessed.

✓

Even if presenting for EC within 72 hours of unprotected sexual intercourse (UPSI),
women of all ages should be offered the copper-bearing intrauterine device or
advised how they can access it.

Addressing Young People’s Health Concerns and Risks
Weight Gain
B

Young people may be advised that there is no evidence of weight gain with
combined hormonal contraception (CHC) use.

C

Young people may be advised that weight gain can occur with depot
medroxyprogesterone acetate (DMPA) use but there is little evidence of a causal
association between other progestogen-only methods and weight gain.
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SUMMARY OF KEY RECOMMENDATIONS
Addressing Young People’s Health Concerns and Risks (continued)
Acne
B

Young people may be advised that combined oral contraception (COC) use can
improve acne.

✓

Young women whose acne fails to improve with COC may wish to consider switching
to a COC containing a less androgenic progestogen or one with a higher estrogen
content.

C

Co-cyprindiol (Dianette®) is indicated to treat severe acne that has not responded to
oral antibiotics. In those with less severe symptoms it should be withdrawn 3-4 months
after the condition has resolved. For women with known hyperandrogenism, longer
use with specialist review may be warranted.

C

Young people should be advised that the progestogen-only implant may be
associated with improvement, worsening or onset of acne.

Mood Changes and Depression
C

Young people may be advised that hormonal contraception may be associated with
mood changes but there is no evidence that hormonal contraceptives cause
depression.

Fertility
C

Individuals should be advised that there is no delay in return of fertility following
discontinuation of the progestogen-only pill or CHC.

B

Individuals should be advised that there is no delay in return of fertility after
discontinuation of intrauterine contraception or the progestogen-only implant.

C

Individuals should be advised that there can be a delay of up to 1 year in the return
of fertility after discontinuation of DMPA.

Bleeding Patterns and Dysmenorrhoea
C

Individuals should be informed that altered bleeding patterns can occur with
hormonal contraception use.

B

Primary dysmenorrhoea may improve with use of CHC.

Bone Health
B

Young people should be informed that use of the progestogen-only injectable
contraceptive is associated with a small loss of bone mineral density which is usually
recovered after discontinuation.

C

DMPA can be used in women under the age of 18 years after consideration of other
methods.

✓

Women who wish to continue using DMPA should be reviewed every 2 years to reassess
the benefits and risks.

Thrombosis
B

Young people may be informed that although the risk of venous thromboembolism is
increased with CHC, the absolute risk is very small.

iv
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SUMMARY OF KEY RECOMMENDATIONS
Addressing Young People’s Health Concerns and Risks (continued)
Cancer
B

Young people may be advised that COC use is not associated with an overall
increased risk of cancer.

B

Young people may be advised that COC use reduces the risk of ovarian cancer and
that the protective benefit continues for 15 or more years after stopping.

B

Young people may be advised that any increase in breast cancer with hormonal
contraception use is likely to be small and to reduce after stopping.

B

Young people may be advised that there may be a very small increase in the risk of
cervical cancer with prolonged COC use.

Sexually Transmitted Infections and Young People
B

The correct and consistent use of condoms should be advised to reduce the risk of
transmission of sexually transmitted infections (STIs).

✓

When advising condom use, young people should be informed about correct use of
condoms and lubricants, different sizes, types and shapes of condoms, and how to
access further supplies, STI screening and EC.

C

Young people should be advised to have STI tests 2 and 12 weeks after an incident of
UPSI.
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to provide guidance on evidence-based practice

FSRH Guidance (March 2010, updated May 2019)
Contraceptive Choices for Young People
(Update due by March 2015)

1

Purpose and Scope
This guidance is most relevant to young people under 18 years of age but may also apply to
young people up to the age of 25 years. The guidance is intended for use by health
professionals providing contraceptive services to young people. Recommendations are
based on available evidence and consensus opinion of experts. They should be used to guide
clinical practice but they are not intended to serve alone as a standard of medical care or to
replace clinical judgement in the management of individual cases. A key to the Grading of
Recommendations, based on levels of evidence, is provided on the inside front cover of this
document. Details of the methods used by the Clinical Effectiveness Unit (CEU) in developing
this guidance are outlined in Appendix 1. The guidance focuses on contraceptive choices for
young people with some additional discussion of related sexual health, ethical and legal
issues. For information on contraceptive choices for young people with particular lifestyle risk
factors, medical conditions or concomitant medication, health professionals should refer to
the UK Medical Eligibility Criteria for Contraceptive Use (UKMEC)1, British National Formulary2
and the electronic Medicine Compendium.3 For detailed information on legal and child
protection matters, practitioners should consult the relevant acts of parliament, government
guidance, professional bodies, and local policies and protocols (Appendix 2).

2

Background
Young people in the UK have relatively poor sexual health compared with older members of
the population and in comparison with their peers in other European countries. The key public
health issues with regard to young people’s sexual health are unintended pregnancy and
sexually transmitted infections (STIs). Despite wide availability of various contraceptive
methods and condoms, teenage pregnancy rates in the UK are higher than in other European
countries4,5 and sexually active young people are disproportionately affected by STIs.6,7
Sexual health inequalities can be even greater among vulnerable young people and those
from minority groups.
Important determinants of sexual health include the ability to have safe and happy
relationships free from coercion; the ability to negotiate safer sex; having access to sexual
health and relationship services; and being informed about rights including the right not to
have or delay having sex.8–10 First intercourse amongst young people is often associated with
regret, feeling pressured and alcohol consumption.11,12 Research suggest that early age at
first intercourse is associated with teenage pregnancy and lack of sexual competence (based
on regret, willingness, contraceptive use, autonomy).12

© FSRH 2010
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The factors influencing sexual health are complex and diverse. Therefore, improving sexual
health requires a multifaceted approach. Sexual health strategies for England, Wales10 and
Scotland9 and Northern Ireland8 aim to improve sexual health outcomes through better
access to sex education, contraception, STI testing and sexual health advice. This guidance
provides health professionals with advice for supporting young people in making appropriate
contraceptive choices.

3

Legal and Ethical Framework

3.1

Sexual activity
Whilst the age of consent to sexual activity in the UK is 16 years, surveys suggest that
approximately one in three young people have had sexual intercourse by this age.4,12,13
Although unlawful, mutually agreed sexual activity between under-16-year-olds of similar age
would not generally lead to prosecution unless there was evidence of abuse or exploitation.
Different legislation on sexual activity applies to England and Wales, Northern Ireland and
Scotland.14–16 (Appendices 2 and 3).
In England, Wales and Northern Ireland, those under the age of 13 years are considered
unable to legally consent to sexual activity.14,15 In Northern Ireland, there is no statutory duty
under criminal law to report to the police cases of sexual activity involving children under the
age of 16 years unless the child is under 13 years or the other party is aged 18 years or over.
When the Sexual Offences Scotland Act 200917 comes into force, sexual activity with a male
or female aged under 13 years will be “rape of a young child”.

✓

Practitioners may wish to inform a young person of the law in relation to sexual activity.

3.2

Consent, confidentiality and safeguarding young people
The legal framework on consent, confidentiality and safeguarding (child protection) is
covered by the General Medical Council publication, 0–18 Years: Guidance for All Doctors.18
This document includes more detailed information covering each of the UK nations (see also
Appendix 3). The following is a summary of key issues for sexual health providers.

3.2.1 Consent
In law, any competent young person in the UK can consent to medical treatment19 including
contraception. Young people over 16 years of age, including those with a
disability/impairment, are presumed to be competent to give consent to medical treatment
unless otherwise demonstrated. For young people under the age of 16 years, however,
competence to consent has to be demonstrated (Box 1). A young person must have sufficient
understanding and maturity to understand fully what is proposed (England, Wales and
Northern Ireland) or be capable of understanding the nature and possible consequences of
the treatment (Scotland).20
The assessment of a young person’s capacity to make a decision about contraception or
medical treatment is a matter of clinical judgement guided by professional practice and legal
requirement.19 Assumptions should not be made about an individual’s capacity to consent
based on age alone or disability.21,22
In England, Wales and Northern Ireland, in order to provide contraception to young people
under 16 years of age without parental consent, it is considered good practice to follow the
Fraser Guidelines/criteria (Box 2).
In Scotland, although the Fraser Guidelines are sometimes used by health professionals, they
have no authority in Scottish law. The primary legislation when determining ‘competency’ is
the Age of Legal Capacity (Scotland) Act 199120 whereby the only criterion is that the child
understands the nature and consequence of the treatment.
Box 1 Assessing competence19
Competence is demonstrated if the young person is able to:
●
Understand the treatment, its purpose and nature, and why it is being proposed
●
Understand its benefits, risks and alternatives
●
Understand in broader terms what the consequences of the treatment will be
●
Retain the information for long enough to use it and weigh it up in order to arrive at a decision.

2
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Box 2 Fraser Guidelines/criteria
●
●
●
●
●

The young person understands the professional’s advice.
The young person cannot be persuaded to inform their parents.
The young person is likely to begin, or to continue having, sexual intercourse with or without contraceptive treatment.
Unless the young person receives contraceptive treatment, their physical or mental health, or both, are likely to
suffer.
The young person’s best interests require them to receive contraceptive advice or treatment with or without
parental consent.

C

A clinician should assess a young person’s competence to consent to treatment by their
ability to understand information provided, to weigh up the risks and benefits, and to express
their own wishes.

C

Competence to consent to treatment should be assessed and documented at each visit
where relevant (e.g. for under-16-year-olds).

✓

Health professionals may wish to use checklists (e.g. Fraser Guidelines) to assess competence
and risk when providing contraceptive advice or treatment to young people.

3.2.2 Confidentiality
It is important to maintain confidentiality so that young people access services. The duty of
confidentiality owed to a young person is similar to that for an adult. Duty of confidentiality will
differ between professionals working with young people, for example, health staff and
teachers. Professionals should be aware of their own policies with regard to the circumstances
in which a breach of confidentiality may be justified and the correct procedures to follow.
Appendix 2 lists some relevant documents including the British Medical Association statement
on information sharing in relation to sexual activity amongst young people.
C

Young people should always be made aware of the confidentiality policies for the service
they are attending, including the circumstances in which confidentiality may need to be
breached.

3.2.3 Safeguarding young people
When working with young people either directly or indirectly, professionals need to consider
the possibility of physical, sexual and emotional harm including coercion and/or exploitation.
National frameworks on safeguarding children are available23,24 (see also Appendices 2
and 3). In addition, local areas will have their own child protection policies and procedures.
Professionals working with young people should attend the training available from local child
protection services. Staff working with young people should know:
●

How to access national and local child protections guidance and procedures

●

Who provides further advice and expertise on child protection issues locally or within their service

●

Under what circumstances child protection procedures should be initiated according to their
working protocols

●

What services are available locally, when and how to refer

●

How child protection procedures may affect different groups (e.g. those under 13 years,
under 16 years and vulnerable groups).

C

All sexual and reproductive health care services should have a named person identified as
the local lead for child protection.

C

All staff involved in contraceptive services for young people should receive appropriate
training to alert them to the possibility of exploitation or coercion. Staff should know who they
can contact for advice and how to act on child protection issues in accordance with local
policy and procedures.

3.3

Consultation
Developing rapport with a young person and creating a safe and comfortable environment
(Box 3) during the consultation may enable health professionals to assess risk and tailor advice
and treatment to the individual.

© FSRH 2010
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Box 3 Suggestions for facilitating consultations with young people
Initial contact

Reception staff
● As they are often the first point of contact for the young person with the service, the
reception staff should provide a friendly and non-judgemental welcome.

Consultation process

Clinical staff
● Wherever possible the young person should be allowed as much time in the
consultation as they need.
● Time should be taken to explain the confidentiality to be expected from all medical
and non-medical staff in the health care team and the limits of confidentiality.
● Avoid making assumptions about reason for visit; sexual behaviour; sexual orientation;
risk or capacity based on age, gender or disability.
● Avoid appearing to moralise about sex, sexuality and contraceptive choice and be
aware of cultural and sexual diversity.
● Avoid writing notes whilst listening and observing.
● Barriers such as desks and computer screens should be minimised.

Issues relating to child protection might not be disclosed during the young person’s first visit;
therefore, opportunities for disclosure should be available throughout a young person’s care
pathway. Appendix 4 contains examples of questions that may help those working with young
people to consider sexual risk and the possibility of coercion.
Health professionals should be aware that parental involvement does not always exclude
child protection/competence issues. Whilst efforts should be made to encourage
parent/carer/partner involvement where appropriate, when a young person is accompanied
by an adult, the young person should also be seen alone if possible. It is good practice to
document who accompanied the young person and, if they were offered time alone,
whether this was accepted or declined.

4

Contraceptive Options for Young People

4.1

Contraceptive use among young people
Despite the wide range of contraceptives available on the UK market rates of unintended
pregnancy remain high. There has been an increasing trend in young people’s
contraceptive use, with the majority of young people reporting use of contraception at last
intercourse, and less than one-fifth of those surveyed reporting non-use.13,25 Use and non-use
of contraception at first and subsequent intercourse may be influenced by various factors:
individual factors (knowledge, attitude, personal aspirations, previous use, perceived risk);
familial (family structure, parent–child relationship, socioeconomic status); relationship
(partner characteristics) and social (social norms, peer influences, access to services).12,26–30
In the UK, the contraceptive pill and condom remain the two most commonly used methods.
Office of National Statistics survey data (2008/2009)31 indicate that among women aged
16–29 years who were at risk of pregnancy, 78% were using the contraceptive pill and/or the
condom (46% and 47%, respectively, 15% used both).31 Long-acting reversible methods of
contraception (LARC) (i.e. the progestogen-only implant, injectable and intrauterine
methods) are used by a minority of women,31 but there is a trend towards increasing use.32
Use of the progestogen-only injectable and implant is greater in young women compared
with older women.31
Young women’s choice of contraception may be influenced by a number of factors:
effectiveness, discreetness, safety, side effect profile, invasiveness, knowledge of the method,
ease of use or how difficult it is to forget.33

4.2

Non-adherence and discontinuation
For all women, typical failure rates with use of combined oral contraception (COC) and male
condoms are as high as 8% and 15%, respectively, in the first year of use.34 A survey in the USA
showed that women aged under 20 years experienced a contraceptive failure rate of about
16% in the first 12 months of use, compared with a rate of 8% in married women aged 30 years
and older.35 LARC methods [defined by the National Institute of Health and Clinical
Excellence (NICE) as those methods that require administering less than once per cycle or
month]36 are less user dependent than shorter-acting methods. Thus LARC methods have
lower failure rates with typical use and they are more cost effective than COC or condoms if

4
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used for 1 year or longer. [See Appendix 5 for typical and perfect use failure rates of various
contraceptive methods.]
Discontinuation of methods may also be a factor in unintended pregnancies. In the USA it has
been estimated that at 12 months after initiation, between 65% and 70% of all contraceptive
methods used by women aged 14–55 years have been discontinued. The majority of
discontinuation occurs in the first 6 months of use,37 and approximately 45–50% of
discontinuation is for method-related reasons.37 Side effects (perceived or experienced) are
often cited as the reason for method discontinuation.37–41 Despite this, the probability of
resuming contraception is relatively high and total abandonment of contraception far
lower.37 A small qualitative study of 16–25-year-olds found that women who had no prior
concern about the nature of hormones switched to another method when they experienced
unwanted effects, whereas those who had prior concerns were more likely to return to
inconsistent condom use or stop using contraception altogether.41
Health professionals should aim to maximise a young person’s adherence with contraception
by providing a wide and appropriate choice of methods, dealing with specific health
concerns (see Section 5), discussing specific health benefits and providing appropriate followup. Verbal information should be backed up with appropriate written information and/or
information in other formats.
✓

Young people should be informed about all methods of contraception, highlighting the
benefits of LARC

✓

Young people may be advised to return for follow-up within 3 months of starting hormonal
contraception. This allows side effects or other concerns to be addressed and helps ensure
correct use of the method.

C

Young people should be encouraged to return at any time if they develop problems with
contraception.

4.3

Medical eligibility
Young people generally are at lower risk of cardiovascular and other age-related conditions.
However, they may have specific risks relating to pubertal development, risk of STIs, or other
medical conditions. In addition, factors such as ability to adhere with contraception, eating
disorders, family situation, obesity, and recreational drug/alcohol use also need to be taken
into account. Appendix 4 provides sample questions that may help support appropriate
history taking.
The UK Medical Eligibility Criteria for Contraceptive Use (UKMEC)1 provides guidance on which
contraceptive methods can be used safely in individuals with certain
conditions/circumstances. Table 1 outlines what each category means, while Table 2 lists the
categories for each method in relation to age.
There are no restrictions on using any of the above methods based on nulliparity alone
(UKMEC 1).1

C

Age alone should not limit contraceptive choices, including intrauterine methods.

Table 1 Definition of UK Medical Eligibility Criteria for Contraceptive Use (UKMEC) categories for use of hormonal
contraception, intrauterine devices and barrier methods1
Category

Definition

UKMEC 1

A condition for which there is no restriction for the use of the contraceptive method.

UKMEC 2

A condition where the advantages of using the method generally outweigh the theoretical or proven risks.

UKMEC 3

A condition where the theoretical or proven risks usually outweigh the advantages of using the method.
Provision of a Category 3 method requires expert clinical judgement since use of that method is not usually
recommended unless other more appropriate methods are not available or not acceptable.

UKMEC 4

A condition which represents an unacceptable health risk if the contraceptive method is used.

© FSRH 2010
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Table 2 UK Medical Eligibility Criteria for Contraceptive Use (UKMEC) categories based on age1
Method

Age

UKMEC Category

Combined hormonal contraception (combined oral contraception,
vaginal ring, patch)

Menarche to <40 years
≥40 years

1
2

Progestogen-only pill

Menarche onwards

1

Progestogen only implant

Menarche onwards

1

Progestogen-only injectable (DMPA or NET-EN)

Menarche to <18 years
18–45 years
>45

2
1
2

Barrier methods (condoms, diaphragms, cervical caps)

Menarche onwardsa

1

Copper-bearing intrauterine device

Menarche to <20 years
≥20 years

2
1

Levonorgestrel-releasing intrauterine system

Menarche to <20 years
≥20 years

2
1

aThe

CEU recommends that condoms can be used before menarche if required.
DMPA, depot medroxyprogesterone acetate; NET-EN, norethisterone enantate.

4.4

Starting hormonal contraception in young people
The method-specific guidance documents produced by the Faculty of Sexual and
Reproductive Healthcare (FSRH) provide recommendations on starting each method.42–46
The CEU does not support the use of regular hormonal contraception prior to menarche and
recommends advising use of condoms to young people requiring contraception before this
time. Progestogen-only emergency contraception (POEC) can, however, be given to
premenarchal women if required.
‘Quick starting’ is the immediate administration of a hormonal method of contraception
rather than a conventional start, which would involve waiting until the start of the next
menstrual period. The method may then be continued indefinitely or used as a bridging
method until the next period or withdrawal bleed, when a longer-acting method can be
commenced. Waiting may result in the individual never starting the method, perhaps
because of waning enthusiasm or the inconvenience of rescheduling an appointment. In
theory, although ‘quick starting’ may help to reduce such barriers for young people, there is
currently limited evidence that immediate start of hormonal contraception reduces
unintended pregnancies or increases method continuation.47 Further information is
available in FSRH Clinical Guideline Quick Starting Contraception.140

4.5

Emergency contraception
Use of emergency contraception (EC) is common in those aged under 30 years.48,49
Qualitative studies have found that use of EC may be influenced by factors such as perceived
pregnancy risk, personal and perceived attitudes towards EC and confidence in asking for
it.50–52 Data from the Office of National Statistics indicates that whilst 86% of individuals aged
16–19 years had heard of emergency hormonal contraception, only 35% had heard of the
emergency intrauterine device (IUD).48
There are now three methods of EC available in the UK: POEC, the copper-bearing
intrauterine device (Cu-IUD), and the progesterone-receptor modulator (ulipristal acetate).
Although all three methods can be used up to 120 hours (5 days) after unprotected sexual
intercourse (UPSI), POEC is only licensed for use up to 72 hours. The Cu-IUD may also be used
up to 5 days after the earliest expected date of ovulation regardless of the number of
episodes of UPSI. For further information on EC refer to the FSRH’s guidance on EC53 and new
product review of ulipristal acetate.54
Access to EC is important as the efficacy of POEC decreases with time since UPSI.55 ‘Advance
provision’ of POEC, where a spare supply is provided for future use, does not negatively affect
sexual health outcomes and can increase use of EC, but it has not yet been shown to reduce
unintended pregnancy rates when compared with ‘conventional’ provision.56 In the UK,
POEC can be purchased from community pharmacies. It is supplied free of charge in
pharmacies throughout Scotland and may be free through local pharmacy schemes in other

6
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parts of the UK. Some pharmacies may also offer free pregnancy and chlamydia testing.
Health professionals should be aware of local provision and young people should be made
aware of all services offering EC in their area.
All available methods of EC should be offered to women attending for EC, regardless of age
or parity, even if presenting within 72 hours of UPSI. If Cu-IUD insertion is delayed, oral EC
should be given at the time of the initial consultation in case the Cu-IUD cannot be inserted
or the young woman changes her mind. I f ulipristal acetate57
is used, hormonal
contraception should not be started for 5 days. Further information is available in FSRH
Clinical Guideline Emergency Contraception.53
✓

Young people should be made aware of the different types of EC available, when they can
be used and how they can be accessed.

✓

Even if presenting for EC within 72 hours of UPSI, women of all ages should be offered the
Cu-IUD or advised how they can access it.

5

Addressing Young People’s Health Concerns and Risks
Evidence indicates that concerns about safety, misconceptions about hormonal
contraception and negative attitudes towards contraceptive methods may affect use and
choice of contraception.41,51,52,58–66 Practitioners themselves may have misconceptions
about contraceptive side effects, which may in turn affect their provision of certain
methods.67 Health professionals should familiarise themselves with the risk and benefits of
contraceptive methods in order to address individuals’ concerns and support use. More
detailed information on individual methods and their relationship to health concerns such as
weight, bone mineral density and thrombosis can be found in the method-specific guidance
documents produced by the FSRH CEU.42,44,45

5.1

Weight gain
Weight gain is often cited as a reason for hormonal contraception discontinuation. However,
some weight gain during the reproductive health years is normal. Studies investigating weight
gain and hormonal contraception are often limited by their retrospective design, lack of
consensus as to what constitutes excessive weight gain and a lack of controls.
The limited data that exist suggest no clear effect on weight with COC use, and there is
currently insufficient evidence to prove a clear causal association between most other
hormonal contraceptives and weight gain.43,44,46,68 It is, however, acknowledged that depot
medroxyprogesterone acetate (DMPA) use may be associated with a gain of 2–3 kg in weight
over 1 year.36 Weight gain with DMPA use may be predicted by body mass index (BMI) prior
to use.69,70 In a prospective study of obese and non-obese, predominately black adolescents,
those with a BMI>30 had significantly increased weight gain with DMPA over 18 months
compared with non-obese young women.71
Whilst concerns about weight gain with a contraceptive method should not be dismissed,
other lifestyle factors such as levels of physical activity and diet should be explored. The
provision of information on diet and physical activity may be useful for young women who are
concerned about weight gain.

B

Young people may be advised that there is no evidence of weight gain with COC use.

C

Young people may be advised that weight gain can occur with DMPA use but there is little
evidence of a causal association between other progestogen-only methods and weight gain.

5.2

Acne
COC use may improve acne and thus can be considered in those who require contraception.
Overall, few differences have been found between COC types in terms of their effectiveness
for treating acne.72 In the UK, co-cyprindiol (Dianette®)73,74 should not be used solely for
contraception and is licensed for treatment of severe acne that has not responded to oral
antibiotics. Ideally it should be withdrawn 3–4 months after the condition has resolved.
However, for women with known hyperandrogenism, longer use may be warranted with
specialist review. In all women, co-cyprindiol can be restarted at any time if acne or hirsutism
recurs on stopping treatment.74
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Acne does not appear to be associated with DMPA use.36 The progestogen-only implant can
be associated with improvement, worsening or onset of acne.75–80 Whilst there may be an
increased risk with the levonorgestrel-releasing intrauterine system (LNG-IUS) it is not usually a
reason for discontinuation.36
B

Young people may be advised that COC use can improve acne.

✓

Young women whose acne fails to improve with COC may wish to consider switching to a
COC containing a less androgenic progestogen or one with a higher estrogen content.

C

Co-cyprindiol is indicated to treat severe acne that has not responded to oral antibiotics. In
those with less severe symptoms it should be withdrawn 3–4 months after the condition has
resolved. For women with known hyperandrogenism, longer use with specialist review may be
warranted.

C

Young people should be advised that the progestogen-only implant may be associated with
improvement, worsening or onset of acne.

5.3

Mood changes and depression
Whether or not hormonal contraception is the causative factor and the extent to which other
factors have a role to play is often difficult to assess as studies of mood change are largely
based on women’s own perceptions. Mood changes have, however, been cited as a reason
for discontinuation of several methods of contraception,78 and depression is listed as an
undesirable effect of combined hormonal contraception (CHC) methods and progestogenonly methods.2,3
Studies looking at COC have generally found no difference between pill users and nonusers.81,82 One study found that although two-thirds or young women aged 14–19 years
anticipated mood changes with COC use, only 9% experienced such symptoms.83 A
randomised controlled trial of young women aged under 19 years experiencing
dysmenorrhoea found similar numbers and types of oral contraceptive side effects, including
depression, amongst those treated with COC and those with a placebo.81 Premenstrual
mood has been found to be largely unchanged by CHC use, but may improve in some
women and deteriorate in others.84 Deterioration may in part be influenced by a prior history
of depression.84 A small prospective study of mood changes in adolescents using DMPA found
that DMPA use does not result in depressive symptoms or a worsening of pre-existing
depression.85

C

Young people may be advised that hormonal contraception may be associated with mood
changes but there is no evidence that hormonal contraceptives cause depression.

5.4

Fertility
Young people may have concerns about the impact of hormonal contraceptives, particularly
longer-lasting methods, on fertility. They can be reassured that there is no clinically significant
delay in return to fertility with intrauterine or progestogen-only methods,43,44 other than with
the progestogen-only injectable.45 After discontinuation of DMPA, return of fertility can be
delayed for up to a year, but there is no evidence of reduced fertility in the long term.45 A nonsystematic review of return to fertility following discontinuation of cyclic oral contraceptives
suggests that return of fertility in former oral contraceptive users (cyclical, continuous or
extended) is similar to that with other methods.86

C

Individuals should be advised that there is no delay in return of fertility following
discontinuation of the POP or CHC.

B

Individuals should be advised that there is no delay in return of fertility after discontinuation of
intrauterine contraception or the progestogen-only implant.

C

Individuals should be advised that there can be a delay of up to 1 year in the return of fertility
after discontinuation of DMPA.

5.5

Bleeding patterns and dysmenorrhoea
Young people may be concerned about changes to their usual menstrual pattern if they are
not adequately counselled prior to starting a method of contraception. Altered bleeding
patterns are common with progestogen-only methods of contraception, including the LNG-
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IUS.43,44 With the copper-IUD, altered bleeding patterns may be common in the first 3–6
months after insertion and then settle.43 It should be explained that amenorrhoea may be
normal and that unscheduled bleeding does not necessarily signify reduced efficacy if the
method has been used correctly. Likely causes of unscheduled bleeding with the COC
include missed pills, STIs and malabsorption. The FSRH CEU has produced guidance on the
management of unscheduled bleeding in women using hormonal contraception.87
The LNG-IUS, COC and progestogen-only injectable are recognised treatments in the
treatment of heavy menstrual bleeding,88 and the COC has been shown to improve primary
dysmenorrhoea.89 The LNG-IUS may have beneficial effects on secondary dysmenorrhoea
associated with endometriosis and adenomyosis.90–92 Theoretically, other cyclical symptoms
may be alleviated by hormonal methods that induce amenorrhoea or inhibit ovulation such
as CHC, the desogestrel POP, the progestogen-only implant and injectable hormonal
contraceptives.
C

Individuals should be informed that altered bleeding patterns can occur with hormonal
contraception use.

B

Primary dysmenorrhoea may improve with use of CHC.

5.6

Bone health
A number of studies have investigated the influence of hormonal contraception on the bone
health of young women.93–101 The studies are often limited by high rates of method
discontinuation and small sample size. A Cochrane review has concluded that for women of
reproductive age, combined contraceptives do not appear to affect bone mineral density
(BMD) but the progestogen-only method, DMPA, may reduce BMD.102 There has been
particular concern about the use of DMPA in women aged under 18 years who may not have
attained their peak bone mass. The CEU endorses the advice of the Department of Health
Medicines and Healthcare product Regulatory Agency (MHRA), which indicates that DMPA
can be used in women under the age of 18 years after consideration of other methods.
Women with eating disorders may also be at risk of reduced BMD. As the bone loss is likely to
be multifactorial, CHC cannot be relied on for prevention or treatment of osteoporosis and is
not a substitute for restoring normal nutrition.

B

Young people should be informed that use of the progestogen-only injectable contraceptive
is associated with a small loss of BMD that is usually recovered after discontinuation.

C

DMPA can be used in women under the age of 18 years after consideration of other methods.

✓

Women who wish to continue using DMPA should be reviewed every 2 years to reassess the
benefits and risks.

5.7

Thrombosis
The incidence of venous thromboembolism (VTE) in young women is very low. CHC methods
are known to be associated with an increased risk of VTE. Please refer to Table 3. See
FSRH Clinical Guideline Combined Hormonal Contraception.42

Table 3: European Medicines Agency estimated risk of developing a venous thromboembolism
(VTE) in a year according to type of combined hormonal contraception (CHC) used141
Type of CHC used

Risk of developing a VTE in a year
(incidence in 10 000 women)

Women not using combined hormonal pill/patch/ring and not pregnant

~2

Women using CHC containing levonorgestrel, norethisterone or
norgestimate

~5–7

Women using CHC containing etonogestrel or norelgestromin

~6–12

Women using CHC containing drospirenone, gestodene or
desogestrel*

~9–12

*Evidence suggests that co-cyprindiol is associated with similar VTE risk to combined oral contraceptive containing
drospirenone, gestodene or desogestrel.230
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Due to the observational design of studies looking at VTE risk, bias and confounders
cannot be completely excluded and, therefore, the true relative risks of different CHC
methods remain in doubt. In clinical practice, COCs containing the so-called secondgeneration progestogens such as levonorgestrel and norethisterone are advised as the
first-line choice for young women.42 Standard dose (30 or 35 µg in UK) COCs may offer
the advantage of better cycle control and lower risk of pregnancy with imperfect use.
Other pills may be considered as second-line pills after trying a first pill. A low-dose (e.g.
20 µg ethinylestradiol) COC may be appropriate for women who experience side effects
at higher doses. The combined vaginal ring (NuvaRing) offers good cycle control in
addition to relatively low estrogen exposure.
Few studies have been large enough to evaluate the risk of VTE with progestogen-only
methods. However, the data available suggest that there is little or no increase in the risk of
VTE with progestogen-only methods.107,116
Factors such as immobility and obesity may increase an individual’s risk of VTE,117,118 and use
of a contraceptive method may be contraindicated or advised with caution. Further details
are available in UKMEC.1
B
5.8

Young people may be informed that although the risk of VTE is increased with CHC, the
absolute risk is very small.
Cancer
A large UK cohort study119 has shown that oral contraception use is not associated with an
overall increased risk of cancer, and indeed oral contraception may reduce overall cancer
risk.
COC use is associated with a reduced risk of ovarian and endometrial cancer119–125. The
effect on ovarian cancer appears to continue for 15 years or more after cessation of
COC.121,123,125 Some studies have indicated a significant increase in the risk of breast cancer
with COC use,126 while others have found no increase or a very small increase.119,121,127 Longterm use of the COC is associated with a small increase in risk of cervical cancer.119,121,128–131
Women should be informed about the link between human papillomavirus (HPV) and cervical
cancer and be advised that they can reduce their risk of cervical cancer through condom
use, HPV vaccination and regular cervical screening.
The evidence with regard to cancer risk and progestogen-only methods is more limited. There
are no consistent associations between use of POP or injectable progestogens and breast
cancer incidence.126,132–135 No studies were indentified in relation to use of the LNG-IUS or
progestogen-only implant and risk of breast cancer in young women. As with other
progestogen-only methods, any attributable risk is likely to be very small.
When advising women with a strong family history of cancer, health professionals should refer
to UKMEC1 and local criteria for referral to genetic services.

B

Young people may be advised that COC use is not associated with an overall increased risk
of cancer .

B

Young people may be advised that COC use reduces the risk of ovarian cancer and that the
protective benefit continues for 15 or more years after stopping.

B

Young people may be advised that any increase in breast cancer with hormonal
contraception use is likely to be small and to reduce after stopping.

B

Young people may be advised that there may be a very small increase in the risk of cervical
cancer with prolonged COC use.

10
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6

Sexually Transmitted Infections and Young People

6.1

Prevention and testing
Young people accounted for 65% of diagnosed chlamydia, 55% of genital warts and 50% of
gonorrhoea cases diagnosed in UK genitourinary medicine clinics in 2007.7 The British
Association for Sexual Health and HIV (BASHH) has produced a United Kingdom National
Guideline on the Management of Sexually Transmitted Infections and Related Conditions in
Children and Young People.136 Sexually active young people under the age of 25 years
should be offered chlamydia testing (as a minimum) in accordance with the National
Chlamydia Screening Programme (NCSP) and Scottish Intercollegiate Guideline Network
(SIGN) guidance.

Young people attending for contraception should be informed:
●

About STIs and routes of transmission

●

That condoms and oral dams offer protection against STIs including HIV and syphilis

●

How to use condoms correctly, including choosing the right size and shape, use of non-oilbased lubrication to reduce the risk of latex condom breakage and checking for a kite or CE
mark and expiry date

●

Where and how to access free condoms and lubricant

●

About using condoms with any new or additional partners.
Condom demonstrations may be appropriate for first-time users in particular. Condoms
lubricated with spermicide are not recommended, as nonoxynol-9 may increase the risk of HIV
and STI transmission.137
Young people should be encouraged to have regular STI testing, particularly when there has
been a new sexual partner. An STI screen should be offered if the individual presents
immediately following UPSI. However, this may only identify pre-existing infections and a
repeat screen may be necessary after the window period to detect any recently acquired
infection. Young people need to be told that repeat testing up to 12 weeks after the last
UPSI may be required. Following high-risk sexual exposure or assault, the need for specialist
assessment for HIV post-exposure prophylaxis should be considered.138

C

The correct and consistent use of condoms should be advised to reduce the risk of
transmission of STIs.
When advising condom use, young people should be informed about correct use of condoms
and lubricants, different sizes, types and shapes of condoms, and how to access further
supplies, STI screening and EC.
Young people should be advised to have STI tests 2 and 12 weeks after an incident of UPSI.

6.2

STIs and contraception

B
✓

UKMEC provides guidance on using methods of contraception with particular conditions
including STIs. It is important to check for possible interactions between STI treatments and
contraception. Information is available in the British National Formulary (www.bnf.org), the
electronic Medicines Compendium (www.emc.medicines.org.uk) and the CEU guidance on
‘Drug interactions with hormonal contraception’.139
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APPENDIX 1: DEVELOPMENT OF CEU GUIDANCE
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Dr Louise Melvin – Director, Clinical Effectiveness Unit
Ms Julie Craik – Researcher, Clinical Effectiveness Unit
Mrs Elsa Chadaway – Team Leader School Nursing, Gulson Hospital, Coventry
Dr Kathy French – Clinical Director, Brook National; Nurse Member of the Independent Advisory Group on
Sexual Health
Dr Val Godfree – FSRH Clinical Standards Committee Member; Director of Sexual Reproductive Health,
Western Sussex Hospitals NHS Trust, Chapel Street Clinic, Chichester
Dr Zara Haider – FSRH Education Committee Member; Subspecialty Registrar in Sexual and Reproductive
Health, The Margaret Pyke Centre, London
Mrs Lynn Hearton – Helpline & Information Services Manager, Family Planning Association, London
Dr Dee McCormack – General Practitioner, St Mary’s Surgery, Ely
Dr Pauline McGough – Consultant in Sexual and Reproductive Health, Lead Clinician for Young People,
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Dr Karen Rogstad – British Association for Sexual Health and HIV (BASHH) Representative; Consultant in
Genitourinary Medicine and Honorary Senior Lecturer, Royal Hallamshire Hospital, Sheffield Teaching Hospitals
NHS Foundation Trust, Sheffield
Dr Karen Rollison – Consultant in Forensic Paediatrics and Community Child Health, Royal Victoria Infirmary,
Newcastle upon Tyne
Dr Gillian Vanhegan – Medical Director, Brook London; Medical Spokesperson, Brook UK
Written feedback was provided by Kenneth Norrie, Professor of Law, Strathclyde University; Shirley M Fraser,
Health Improvement Programme Manager, NHS Health Scotland; and Josh, Stephanie, Amanda, Sinead and
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INDEPENDENT PEER REVIEWERS
Ms Toni Belfield, Specialist in Sexual Health Information, Roundhill House, Brook, Lyndhurst
Dr Geraldine Barrett, Senior Lecturer in Health Studies, Brunel University, London
Dr McCormack has been involved in training and meetings supported by Bayer Schering Pharma and
Schering Plough. No other competing interests were noted by members of the multidisciplinary group.
Administrative support to the CEU team was provided by Ms Janice Paterson.
CEU Guidance is developed in collaboration with the Clinical Effectiveness Committee of the FSRH. The CEU
Guidance development process employs standard methodology and makes use of systematic literature
review and a multidisciplinary group of professionals. The multidisciplinary group is identified by the CEU for
their expertise in the topic area and typically includes clinicians working in family planning, sexual and
reproductive health care, general practice, other allied specialities, and user representation. In addition, the
aim is to include a representative from the FSRH Clinical Effectiveness Committee, the FSRH Education
Committee and FSRH Council in the multidisciplinary group.
Evidence is identified using a systematic literature review and electronic searches are performed for:
MEDLINE (CD Ovid version) (1996–2009); EMBASE (1996–2009); PubMed (1996–2009); The Cochrane Library (to
2009) and the US National Guideline Clearing House. The searches are performed using relevant medical
subject headings (MeSH), terms and text words. The Cochrane Library is searched for systematic reviews,
meta-analyses and controlled trials relevant to contraceptive choices for young people. Previously existing
guidelines from the FSRH (formerly the Faculty of Family Planning and Reproductive Health Care), the Royal
College of Obstetricians and Gynaecologists (RCOG), the World Health Organization (WHO) and the British
Association for Sexual Health and HIV (BASHH), and reference lists of identified publications, are also
searched. Similar search strategies have been used in the development of other national guidelines.
Selected key publications are appraised using standard methodological checklists similar to those used by
the National Institute for Health and Clinical Excellence (NICE). All papers are graded according to the
Grades of Recommendations Assessment, Development and Evaluation (GRADE) system.
Recommendations are graded as in the table on the inside front cover of this document using a scheme
similar to that adopted by the RCOG and other guideline development organisations. The clinical
recommendations within this guidance are based on evidence whenever possible. Summary evidence
tables are available on request from the CEU. An outline of the guideline development process is given in the
table on the inside back cover of this guidance document.
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APPENDIX 2: USEFUL SOURCES OF INFORMATION
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2
3
4
5

Northen Ireland Office. The Sexual Offences (Northen Ireland) Order 2008. 2009. Report No. 1769
http://www.opsi.gov.uk/si/si2008/uksi_20081769_en_1
Office of Public Sector Information. Sexual Offences Act 2003
http://www.opsi.gov.uk/acts/acts2003-30042--b.htm
Criminal Law (Consolidation) (Scotland) Act 1995 (c.39) Part I Sexual Offences. The Stationery Office, 2004
http://www.opsi.gov.uk/acts/acts1995/ukpga_19950039_en_1
Age of Legal Capacity (Scotland) Act 1991
http://www.opsi.gov.uk/acts/acts1991/ukpga_19910050_en_1
Adults with Incapacity (Scotland) Act 2000
http://www.opsi.gov.uk/legislation/scotland/acts2000/asp_20000004_en_1

Guidance Covering Ethics, Consent, Confidentiality and Safeguarding
1
2
3
4

5

6

7
8

General Medical Council (GMC). 0–18 Years: Guidance for All Doctors
http://www.gmc-uk.org/guidance/archive/GMC_0-18.pdf
General Medical Council (GMC). Confidentiality
http://www.gmcuk.org/guidance/current/library/confidentiality.asp#6
British Medical Association (BMA). Consent Toolkit (4th edn). 2008
http://www.bma.org.uk/images/ ConsentToolKit2008_tcm41-175551.pdf
British Medical Association (BMA). A BMA Statement on Information Sharing in Relation to Sexually Active
Young People. 2008
http://www.bma.org.uk/images/responsetoworkingtogether2008_tcm41-183775.pdf
HM Government. Working Together to Safeguard Children: A Guide to Inter-agency Working to Safeguard
and Promote the Welfare of Children. 2006
http://www.everychildmatters.gov.uk/_files/ AE53C8F9D7AEB1B23E403514A6C1B17D.pdf
Royal College of General Practitioners and the National Society for the Prevention of Cruelty to Children
(NSPCC). Safeguarding Children and Young People in General Practice
http://www.rcgp.org.uk/PDF/CIR_Toolkit%20document%20final%20edit.pdf
Scottish Government. Framework for Standards for Professionals for Child Protection. 2004 (modified 2006)
http://www.scotland.gov.uk/Resource/Doc/1181/0008818.pdf
Department of Health. Best Practice Guidance for Doctors and Other Health Professionals on the Provision
of Advice and Treatment to Young People Under 16 on Contraception, Sexual and Reproductive Health.
2004
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/
DH_4086960

Service Standards
1

2
3

Department of Health. You’re Welcome Quality Criteria: Making Health Services Young People Friendly.
2005
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/
DH_4121562
NHS Quality Improvement Scotland. Sexual Health Services Standards. 2008
http://www.nhshealthquality.org/nhsqis/files/SEXHEALTHSERV_STANF_MAR08.pdf
Faculty of Family Planning and Reproductive Health Care. Service Standards for Record Keeping. 2005
http://www.fsrh.org/admin/uploads/ServiceStandardsRecordKeeping.pdf

Pregnancy and Sexually Transmitted Infection Statistics
1
2
3
4
5
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Teenage Pregnancy Unit
http://www.everychildmatters.gov.uk/teenagepregnancy
Information Services Division (ISD) Scotland (teenage pregnancy)
http://www.isdscotland.org/isd/2071.html
Health Protection Scotland
http://www.hps.scot.nhs.uk/
Health Protection Agency
http://www.hpa.org.uk/
General Registrar Office (Northern Ireland)
http://www.nisra.gov.uk/archive/demography/publications/annual_reports/2007/RG2007.pdf
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APPENDIX 3: KEY LEGISLATION AND GUIDANCE*
Refer to General Medical Council (GMC) guidelines, “0–18 Years: Guidance for All Doctors”, for full summary
and references and www.opsi.gov.uk. The Scottish law on sexual offences was revised in 2009 and is awaiting
implementation.
●

The Sexual Offences Act 2003 (England and Wales). Under the Sexual Offences Act 2003, sexual activity
under 16 years old is illegal. Those under the age of 13 years are deemed not capable of giving consent to
sexual intercourse, and such sexual activity is therefore rape. The Act states that sexual health care providers
are protecting a child if they are preventing sexually transmitted infections (STIs) or pregnancy, whether
children are under 16 years or under 13 years old.
●

Fraser Guidelines (Box 2). (NB. Guidelines do not apply in Scotland.) According to the ruling of Lord Fraser
(Gillick vs West Norfolk and Wisbech AHA & DHSS 1985), young people under the age of 16 years can consent
to medical treatment if they have sufficient maturity and judgement to enable them fully to understand what
is proposed. In Northern Ireland, although separate legislation applies, the Department of Health and Social
Services Northern Ireland stated that there was no reason to suppose that the House of Lords' decision would
not be followed by the Northern Ireland Courts. The Fraser Guidelines specifically refer to consent for
contraception, but the principles in England and Wales are deemed to apply to other medical care (Gillick
competence). If someone under 16 years is not judged mature enough to consent to treatment, the
consultation itself can still remain confidential. The Axon ruling also upholds this right of young people.
●

The Age of Legal Capacity (Scotland) Act 1991. In Scotland, competence is determined by the Age of
Legal Capacity (Scotland) Act. According to section 2(4), individuals under the age of 16 years have legal
capacity to consent on their own behalf to any surgical, medical or dental procedure or treatment where,
in the opinion of a qualified medical practitioner, the individual is capable of understanding the nature and
possible consequences of the procedure or treatment.

●

“Best Practice Guidance for Doctors and Other Health Professionals on the Provision of Advice and
Treatment for Young People Under 16 on Contraception, Sexual and Reproductive Health” produced by the
Department of Health in 2004 upholds the right of young people to confidentiality.
●

“Working Together to Safeguard Children” paragraph 5.8 indicates the need to consider child sexual abuse
in those under-18-year-olds who are sexually active, and perform a risk assessment on under-16-year-olds. It
states that there is a presumption of reporting under-13s to social services and the police. There is no
mandatory reporting even for under-13s. All cases should be looked at individually. Local safeguarding
children boards (LSCBs) should produce local guidelines based on this.

●

“Safeguarding Children and Young People from Sexual Exploitation. Supplementary Guidance to Working
Together to Safeguard Children” provides extra advice where exploitation is detected.
●

NHS (Venereal Disease) Regulations 1974 and NHS Trusts and Primary Care Trusts (Sexually Transmitted
Diseases) Directions 2000. This prevents disclosure about anyone examined or treated for an STI except for
the treatment or prevention of an STI. A government consultation on this is currently being undertaken.
*Adapted from BASHH Guidance136 with kind permission.
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APPENDIX 4: SUGGESTIONS FOR HISTORY TAKING
History

Questions to consider

Social history

Do you attend school or college or are you working?
Who do you get support or advice from?
Who lives at home?
Does (Do) your parent(s)/carer(s) know you have come here?
Does (Do) your parent(s)/carer(s) know you are having sex and will you tell them?
Do you have any problems at home?
Do you have problems at school/college/work (e.g. bullying or stress)?
What are your preferences for contraception? What do your friends use?
How good do you think you might be at remembering pills? Have you had any
problems in the past with using a particular contraceptive?
Do you use or know how to access condoms
Have you ever had sex (oral, anal, vaginal) without condoms or any other
method of contraception?

General Health

Enquire about prescription medications, drug use: smoking, alcohol use,
non-prescription drugs, diet, and physical activity levels
Do you have any health concerns? Do you have health concerns relating to
contraceptive use?
Have you had the human papillomavirus (HPV) vaccination?
Are you aware of local health services for young people?

Family history

Enquire about any significant medical problems (e.g. heart disease, diabetes,
venous thromboembolism)

Sexual and
reproductive health

What age were you when you started your periods?
When did you last have a period? Was it normal for you?
Do you have any problems with your periods or irregular bleeding?
Have you ever been pregnant?
Have you previously had an abortion or miscarriage?
Do you have a partner or partners at the moment?
Is your relationship with your partner(s) casual/regular/long-term (steady)?
What gender is/are your partner(s)?
How old is (are) your partner(s)?
How long have you been with your partner(s)?
How well do you know your partner?
Where did you meet your partner?
Do you or your partner have other partners?
Does your partner ever frighten you?
Have you ever had vaginal, oral (mouth to genital contact) or anal sex
(penetration of back passage) or are you thinking about it?
Do you feel ready to have sex?
Do you feel you would be able to say no if you did not feel it was the right time?
Have you thought about the consequences of sexual activity: pregnancy,
sexually transmitted infections (STIs)?
Have you ever had an STI or been tested for STIs?
Have you ever been forced to have sex?
Have any of your partners ever rewarded you with items such as clothes, food,
cigarettes, money, alcohol or drugs for having sex with them?

20

© FSRH 2010

CEU GUIDANCE

APPENDIX 5: FAILURE RATES OF CONTRACEPTIVE METHODS
Percentage of women experiencing an unintended pregnancy within the first year of use with typical
use and perfect use (modified from Trussell)34
Method
No method

Typical use (%)
(estimated)
85

Perfect use (%)
85

Fertility awareness-based methods

24

0.4–5

Female diaphragm

12

6

Male condom

18

2

Combined hormonal contraception*

9

0.3

Progestogen-only pill

9

0.3

Progestogen-only injectable

6

0.2

Copper intrauterine device

0.8

0.6

Levonorgestrel intrauterine system

0.2

0.2

Progestogen-only implant

0.05

0.05

Female sterilisation

0.5

0.5

Vasectomy

0.15

0.1

Long-acting reversible contraception/contraceptive methods in bold type.
*Includes combined oral contraception, transdermal patch and vaginal ring.
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Discussion Points for Contraceptive Choices for Young People
The following discussion points have been developed by the FSRH Education Committee.

Discussion Points
1

A 13-year-old girl attends clinic asking for contraception advice. She is having consensual intercourse
with her regular boyfriend also aged 13 years:
(a) What are the issues to consider?
(b) Would this differ if the girlfriend was 12 years old?
(c) Would this differ if the boyfriend was 16 years old?

2

How can we encourage increased uptake of long-acting reversible contraception (LARC) methods
among young people?

3

Should emergency contraception be available in schools?

Questions for Contraceptive Choices for Young People
The following questions and answers have been developed by the FSRH Education Committee.
Indicate your answer by ticking the appropriate box for each question

True

False

■

■

■

■

■

■

■

■

■

■

6 There is no clear evidence that combined oral contraception affects body weight.

■

■

7 If confidentiality is to be breached, the consent of the young person is required.

■

■

■

■

■

■

■

■

2 Condoms are not necessary if intercourse is pre-menarche.
3 Administration of progestogen-only emergency contraception (POEC) between
72 and 120 hours for emergency contraception (ED) is outside the terms of the product
licence.
4 If a young person attends for EC within 72 hours of unprotected sexual intercourse (UPSI),
it would be inappropriate to fit a copper-bearing intrauterine device.
5 Advanced provision of EC has not been shown to reduce the unintended pregnancy
rate.

8 Use of depot medroxyprogesterone acetate is contraindicated in young people
aged <18 years (UKMEC 3) due to concerns about bone mineral density.
9 Young people accounted for 65% of the chlamydia cases diagnosed in UK genitourinary
medicine clinics in 2007.
10 Young people may be offered sexually transmitted infection screening immediately
after UPSI or condom failure.

3 True
8 False

4 False
9 True

5 True
10 True
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2 False
7 False

Answers

1 False
6 True

1 By the age of 16 years approximately one in five young people have had
sexual intercourse.
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STEPS INVOLVED IN THE DEVELOPMENT OF CEU GUIDANCE
STEP

TIME TAKEN

Formulation of key clinical questions by the Clinical
Effectiveness Unit (CEU).

This process must be completed in a maximum
of 8 weeks.

Systematic literature review involving searching
electronic, bibliographic databases by CEU researcher.
Obtaining and reviewing copies of the full papers of all
relevant publications identified through the searches.
Formal, critical appraisal of key papers and
development of short evidence tables.
Draft one guidance document is written providing
recommendations and good practice points based
on the literature review.

The CEU has overall responsibility for writing the
guidance document. The multidisciplinary group
and other peer reviewers should highlight
inconsistencies, errors, omissions or lack of clarity.

Peer review by multidisciplinary group comprising
stakeholders and including service user representation;
representation from the Faculty of Sexual and
Reproductive Healthcare (FSRH) Education Committee;
and where possible representation from the FSRH
Clinical Effectiveness Committee (CEC) and FSRH
Council.
Preparation of draft two guidance document based on
written comments of peer reviewers.
Multidisciplinary group meet to discuss draft two.

A one-day meeting of the multidisciplinary
group is held to discuss draft two.

Preparation of draft three based on discussion at the
multidisciplinary group meeting.
Peer review of draft three by the multidisciplinary group,
the FSRH CEC and two independent peer reviewers.
Preparation of draft four based on written comments.
Draft four is prepared and is sent to the multidisciplinary
group, FSRH CEC and independent peer reviewers.

Minor comments can be accepted at this stage.

Final guidance document published by the FSRH.

Proofreading of guidance document by three
members of the CEU team independently.
Comments collated by the Unit Director. A pdf
version of the guidance is available on the FSRH
website.

COMMENTS AND FEEDBACK ON PUBLISHED GUIDANCE
All comments on published this guideline can be sent directly to the Clinical Effectiveness Unit (CEU) of
the Faculty of Sexual & Reproductive Healthcare (FSRH) via the FSRH website (www.fsrh.org).
The CEU may not respond individually to all feedback. However, the CEU will review all comments and
provide an anonymised summary of comments and responses, which are reviewed by the Clinical
Effectiveness Committee (CEC) and any necessary amendments made subsequently.
www.fsrh.org

