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CME Accreditation

Statement of Need: Continuing research into present and future methods of birth
control makes it important for clinicians to stay informed about the most up-to-date
findings concerning all forms of contraception.  Clinicians involved in reproductive
health care for adolescents need to understand the Guidelines for Adolescent Preventive
Services (GAPS) developed by the American Medical Association and the Bright Futures
Health Supervision Guidelines developed by the Maternal and Child Health Bureau, 
Health Care Financing Administration, American Academy of Pediatrics and other 
professional organizations.  They also need to understand new insights into patterns of
use of implants and injectable contraception by adolescents.  In addition, reproductive
health care providers need information about counseling teens and parents when oral
contraceptives are used for medical indications, and about how to manage breakthrough
bleeding and weight gain.  

Goal:  The broad mission of the Editorial Board for The Contraception Report is to 
develop patient education and professional communication materials that address the
benefits and risks of contraceptives, as well as other reproductive health-related issues, 
in a scientifically balanced manner.

Educational Objectives:  After reading this monograph, participants will be able to:
1)  identify two goals of GAPS; 
2)  state three areas addressed by the GAPS recommendations;
3)  state the approximate percentage of adolescents who continue to use contraceptive

implants for 1 year;
4)  describe the difference in user compliance patterns between implants and depot

medroxyprogesterone acetate (DMPA);
5)  explain how implants compared to oral contraceptives affect the teen repeat

pregnancy rate; 
6)  name the approximate percentage of adolescents who chose no method of contra-

ception after discontinuing implants or DMPA (as found by Harel et al); and,
7)  identify the approximate 1 year continuation rate for DMPA found by Polaneczky et al.

Educational Method:  The information is presented in a monograph, and the reader’s
knowledge is tested by the CME quiz.

Evaluation:  A course evaluation form will provide participants with the opportunity to
review the content of the monograph, to identify future educational needs, and to
comment on any perceived commercial or promotional bias in the presentation.

Evaluation Instrument:  The 10-question multiple-choice CME quiz is used as the
evaluation instrument.

Intended or Target Audience:  This monograph is intended for obstetricians and
gynecologists, family physicians, pediatricians, adolescent medicine specialists, nurse
practitioners, nurse midwives and others involved in reproductive health care.

Certifying Institution:  Dannemiller Memorial Educational Foundation is accredited
by the Accreditation Council for Continuing Medical Education to sponsor Continuing
Medical Education for physicians.  

Dannemiller Memorial Educational Foundation designates this continuing medical
education activity for 1 credit hour in Category 1 of the Physician’s Recognition Award of
the American Medical Association.  

This CME activity was planned and produced in accordance with the ACCME Essentials.

Produced in cooperation with:
• Association of Reproductive Health Professionals    • Planned Parenthood ® Federation of America, Inc.

• The National Association of Nurse Practitioners in Reproductive Health
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Dear Colleague:

Adolescents face many challenges to their health and well being.  During adolescence four causes
account for 70% of morbidity and mortality: motor vehicle accidents, other unintentional
injuries, homicide and suicide.  In addition, adolescents must deal with media images which
glorify sex, but provide little or no information about contraception, sexually transmitted disease
and unintended pregnancy.  Adolescents also are at risk of depression, eating disorders and drug
and alcohol abuse.  Two strategies to address these risk behaviors are the Guidelines for Adolescent
Preventive Services developed by the American Medical Association and the Bright Futures Health
Supervision Guidelines developed by the Maternal Child Health Bureau and other organizations. 

These guidelines and new insights into long-acting progestin contraception for adolescents were
discussed at the 1997 North American Society for Pediatric and Adolescent Gynecology meeting.
This issue of The Contraception Report provides highlights from the conference.  

Our Patient Update provides your patients with up-to-date information on contraceptive implants.

We hope you find this information useful in your practice.

Sincerely yours,

David A. Grimes, MD
Executive Editor

The
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Report



The North American Society for
Pediatric and Adolescent Gynecology
(NASPAG) held its Eleventh Annual
meeting in April 1997 in Cincinnati,
Ohio.  During the conference, experts
presented numerous workshops on repro-
ductive health issues for adolescents.
Some of these talks covered how to
integrate preventive services into routine
adolescent reproductive care and new
insights into the use of implants and
depot medroxyprogesterone acetate
(DMPA) for contraception among teens.
A special question-and-answer session
gave participants an opportunity to
address clinical questions about oral 
contraceptives to two of our Editorial
Board members — S. Jean Emans, MD
and Paula J.A. Hillard, MD.

INTRODUCTION
Young people face many challenges

as they make their way from puberty
through adolescence to adulthood.
Arthur Elster, MD, Director of the
Department of Adolescent Health at
the American Medical Association
(AMA), commented on the types of
situations affecting teens:  “Multiple
changes throughout society have
affected adolescents.  These include
disruption of families and neighbor-
hoods and a more hostile, less
nurturing social and marketing
environment.  In addition, today, 
young people have greater access to
lethal measures of destruction —
including guns, HIV infection and
crack cocaine — than they had in the
past.  Sexual activity often occurs
early, and the risk of sexually trans-
mitted disease is high, particularly
among adolescents who have multiple
partners and fail to use condoms.”  

DEVELOPMENT OF GAPS
Recognizing these complex changes

affecting adolescents, the AMA develop-
ed a set of recommendations to help
providers help teenagers.  These 24
recommendations are called the

Guidelines for Adolescent Preventive
Services or GAPS.1 A scientific advisory
board composed of different medical
and nonmedical disciplines created
the recommendations.  The AMA re-
leased the original guidelines in 1991.  

Dr. Elster explained why the AMA
developed GAPS.  He said, “We became
aware that adolescents were the only
age group whose health status failed
to improve during the past decade.
At the same time, rising costs of
treating morbidities common to
adolescence, such as unintended
pregnancy, depression, and alcohol
and drug abuse, generated concern
about prevention.  The AMA under-
stood that providers could play a
crucial role in improving the health
and well being of teens, but we lacked
a way to ensure that clinicians had
information as to what they could do
in their individual clinical settings. 

“The idea behind GAPS was to
develop recommendations for primary
care providers on how to prevent 
the leading causes of morbidity in
adolescents.  The main goal of the re-
commendations is to detect problems
early and intervene quickly.”  

Dr. Elster explained, “GAPS essenti-
ally provides a structure or framework
for organizing the content for the
delivery of preventive services.  The
guidelines contain little that hasn’t
been recommended in the past.  But
GAPS pulls these various recommen-
dations together in one place and

suggests strategies for how to
implement them in the clinical
setting.  Our demonstration projects
indicate that this formalized structure
represents the major benefit of GAPS.”

Patricia Levenberg, PhD, RN, PNP,
emphasized that GAPS recommenda-
tions could be considered a standard
of care.  Dr. Levenberg is the GAPS
Project Coordinator at the AMA.  She
said, “Although not designed for this
specific purpose, in terms of quality
assurance GAPS could be used as a
standard of care.  GAPS outlines the
minimum services an adolescent
needs both for a comprehensive
preventive services visit and for care
throughout the early, middle and 
late adolescent years.”

GAPS Recommendations
GAPS recommendations address

the delivery of health care, counseling
for adolescents and parents, screening
for specific conditions, and immuni-
zations.  Among the many topics
included in GAPS are promoting
adolescents’ adjustment to puberty
and adolescence, helping parents to
respond to the health needs of their
teens, and screening teens for sexual
activity, sexually transmitted disease,
eating disorders, substance abuse and
depression (Figure 1).  

The GAPS recommendations in-
clude annual preventive services for
adolescents between the ages of 11
and 21 years and their parents.  The
guidelines also give the recommended

Reproductive Health Issues for Adolescents
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The Goals of GAPS
•  Deter adolescents from participating in behaviors that jeopardize health.

•  Detect physical, emotional and behavioral problems early and intervene
immediately.

•  Reinforce and encourage behaviors that promote healthy living.

•  Provide immunizations against infectious disease.

Source:  American Medical Association, 1996 (see reference 1).



intervals at which to provide counsel-
ing, screening, and immunizations.

Many teens engage in behaviors
that place them at high risk for mor-
bidity and mortality.  This finding
comes from the Youth Risk Behavior
Survey (YRBS), developed and admin-
istered by the Centers for Disease
Control and Prevention (CDC).2
Through the YRBS, the CDC moni-
tors priority health risk behaviors
through national, state and local
school-based surveys.  

According to the latest report, “In
the United States, 72% of all deaths
among school-age youth and young
adults result from four causes: motor
vehicle crashes, other unintentional
injuries, homicide and suicide.  Results
from the 1995 YRBS suggest that many
high school students practice behaviors
that may increase their likelihood 
of death from these four causes.
…Substantial morbidity and social
problems among school-age youth
and young adults also result from
unintended pregnancies and sexually
transmitted disease, including human
immunodeficiency virus infection.
[In addition,] priority health-risk

behaviors…often are established
during youth, extend into adulthood,
and are interrelated.”  

The 1995 survey shows that many
teens need counseling about risky
behaviors.  Among 9th to 12th grade
students, at least half have had sexual
intercourse.  Furthermore, about a
third smoked cigarettes and half
drank alcoholic beverages in the 30
days preceding the survey (Figure 2 
on page 6).  About 40% reported
currently attempting to lose weight,
and almost 10% reported having had
attempted suicide.  One of the goals
of GAPS is to identify these risk behav-
iors early and to provide teens with
education and guidance concerning
prevention and treatment.

GAPS also contains a recommen-
dation to involve parents.  Health 
care providers can assist parents to 
be involved with their adolescents’
development, monitor their behaviors,
and become good role models.

Why Is GAPS Important?
Dr. Levenberg offered her insights

into the importance of GAPS.  “Repro-
ductive health care providers need 

to understand that many adolescents
may have no other contact with the
health care system except when they
are obtaining reproductive health care.
So, clinicians who provide reproduc-
tive services can play a major role in
implementing prevention strategies.

“Ob/Gyns, in particular, are becom-
ing more aware of their expanding
role into the arena of primary health
care.  One way to reach adolescents
consists of dedicated preventive ser-
vices visits.  The other way is to turn 
a nonacute visit into an opportunity
to do more comprehensive care.  For
example, during a visit for routine
contraceptive care, clinicians can ask 
about school issues, depression, and
tobacco and alcohol use.  The litera-
ture shows that if teens are involved
in one behavior, the likelihood is 
that they are involved in other risk
behaviors.  The good news is that
about 70% of the mortality and
morbidity related to adolescence is
preventable.  And that’s why GAPS
can be so valuable.”  

Implementing GAPS
Dr. Elster emphasized that specific

training in GAPS is probably necessary
to integrate the guidelines effectively.
“We’ve learned from our pilot projects
that as much as it looks like you could
just overlay GAPS on top of an exist-
ing practice, some system changes
need to occur.  We have found, in fact,
that many changes take place when
GAPS is being integrated into an office
or other health care setting.

“The training provides more than
facts.  It involves several shifts in the
ways clinicians think about the care
they’re providing.  As an example,
there’s a paradigm shift from acute
medicine to preventive medicine,
from categorical disease to a compre-
hensive approach.  Another shift
occurs as the clinician moves from
thinking of him- or herself as an in-
dividual provider to that of being one
part of the entire health care team.

“Initially, clinicians may experience
frustration because prevention efforts
often do not provide immediate,
measurable results.  However, from a
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Source:  American Medical Association, 1996 (see reference 1).

Figure 1

Preventive Services Included in GAPS
Health Guidance

– Parenting
– Development
– Diet and physical activity
– Healthy lifestyles
– Injury prevention

Screening History
– Eating disorders
– Sexual activity
– Alcohol and other drug use
– Tobacco use
– Abuse
– School performance
– Depression
– Risk for suicide

Physical Assessment
– Blood pressure
– Body mass index
– Comprehensive exam

Tests
– Cholesterol
– Tuberculosis
– Gonorrhea, chlamydia, syphilis
– Human papillomavirus
– Human immunodeficiency virus
– Pap smear

Immunizations
– Measles/mumps/rubella
– Tetanus/diphtheria toxoid
– Hepatitis A
– Hepatitis B
– Varicella



public health perspective, the impact
can be enormous.  For example, a
clinician may help one in 10 teens
quit (or never start) smoking.  A 10%
success rate may not seem very high,
but from a public health perspective,
10% is huge.”  

The training also helps clinicians
respond to issues for which they 
may not have had specific training.
Dr. Levenberg commented, “Take, 
for example, an adolescent who is
abusing alcohol or drugs.  Many
clinicians feel unprepared to address
these issues.  So, the GAPS training
reviews ways to approach adolescents
and shows how to develop a network
of community resources for referral.
The training also helps providers
prioritize health issues, identifying
when teens need to come back for
further counseling and/or testing.  

“Another specific system change
involves designating one staff member
as the coordinator of care for adoles-
cents.  The prevention coordinator
should be someone who enjoys
working with teens.  This individual

can help take the onus off the physi-
cian in terms of lengthy counseling.
This person’s name and phone number
should be given to the adolescent so
he or she has someone to call with
questions.”

Opportunities for Intervention
Reproductive health care providers

have an ideal opportunity, for example,
to bring up cigarette smoking when
prescribing oral contraceptives (OCs).
If the young woman does not smoke,
this is a time to reinforce that positive
behavior.  If she does smoke, then 
the clinician opens up a perfect oppor-
tunity to assess her tobacco use, advise
her to quit and suggest resources to
help her do so.

A negative pregnancy test also
represents an opportunity for interven-
tion.  Many of these adolescents will
become pregnant in the next year.  At
least two recent studies support the
need for such intervention.3,4 Stevens-
Simon et al reviewed medical records
of 71 teens in two urban clinics 18 to
24 months after a negative pregnancy

test result.3 These researchers found
that two-thirds of the adolescents 
who returned to the clinics during 
the study period had conceived.  In
addition, of the 30 young women who
were given a contraceptive method,
87% subsequently conceived, suggest-
ing a need to tailor counseling and
improve understanding of the needs
of these teens.

Similarly, Zabin et al performed a
cross-sectional study of young women
presenting to clinics for pregnancy
tests.4 Self-administered question-
naires inquired about prior pregnancy
tests, pregnancies, sexual and contra-
ceptive histories and childbearing
attitudes.  A total of almost 3,000
patients ages 17 years or younger from
52 clinics participated.  From this
sample, the researchers estimated that
almost 60% of patients had a negative
pregnancy test result at a clinic before
their first conception.  The authors
suggest that these young women be
identified routinely by health care
providers for more intensive contra-
ceptive counseling.  Implementing
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GAPS in the office setting provides an
opportunity for addressing such issues.

Available Resources
Two questionnaires developed by

the AMA can assist providers.  Accord-
ing to Dr. Elster, “One of the most
important tools is the GAPS Adolescent
Questionnaire.  Of all the materials
we’ve developed, the questionnaire
has been the focal point of most
discussion.  The questionnaire quickly
and efficiently organizes the collection
of data on multiple topics, helping
clinicians pinpoint the areas needing
attention.  Our Parent Questionnaire
serves a similar purpose.”  

In addition to teen and parent
questionnaires, other materials are
available.  The AMA has written a
Resource and Implementation Manual
and a Clinical Evaluation and Treatment
Handbook.  The AMA also has forms 
to track preventive service visits,
policy compendia on confidentiality,
smoking, violence, etc., and an array
of information related to adolescent
health care.  

Confidentiality
Clinicians providing care to adoles-

cents need a clearly defined policy on
confidentiality, an issue of particular
concern to adolescents.  One survey
reported that 58% of adolescents had
health concerns they did not want
shared with their parents.5 A quarter
of the adolescents surveyed reported

that they would not seek health
services in some situations if their
parents might be informed.  Another
survey of high school students in
Massachusetts also found that teens
who knew that their doctors provided
confidential care were about three
times more likely to discuss sexuality-
related issues than teens who didn’t
believe their care was confidential.6

Reimbursement Issues
Dr. Elster acknowledged that

getting reimbursed for preventive
care may be problematic.  He empha-
sized, however, that providers who
become familiar with appropriate
reimbursement coding can overcome
this obstacle.  According to Dr. Elster,
“If the teen is coming in for contra-
ception, getting reimbursed presents
less of a concern, because a standard
reimbursable reason for the care exists.
It’s a bit easier when you’re doing 
an office visit that’s expanded to pre-
vention than it is for a preventive
services visit alone because tradition-
ally insurers have been more likely 
to reimburse for acute care than for
preventive care.  I encourage all
clinicians who see teens regularly to
become familiar with GAPS and the
appropriate CPT (Current Procedural
Terminology) codes for preventive care.
There are ways to provide preventive
care effectively and enhance appro-
priate reimbursement.”

BRIGHT FUTURES GUIDELINES
Another important set of guide-

lines for the care of adolescents is 
the Bright Futures Guidelines for Health
Supervision of Infants, Children and
Adolescents.  The Maternal Child
Health Bureau sponsored the
development of these guidelines.  
Representatives from the American
Academy of Pediatrics, the Health
Care Financing Administration and
other groups also participated. The
comprehensive manual, published
in 1994, provides guidance for the
content of annual preventive services
visits for adolescents and is divided
into three sections for the care of
early, middle, and late adolescents.7

The manual contains suggested
trigger questions for the parent(s) and
the adolescent on social-emotional
development, physical development
and health habits, sexual development,
family functioning and school perfor-
mance.  The guidelines also stress the
importance of the interaction between
the parent(s) and the adolescent 
and the role of the community in
promoting health.  

Bright Futures includes recommen-
dations for physical examination,
screening tests, and immunizations.
The anticipatory guidance for the
adolescent includes topics such as pro-
motion of health habits, injury and
violence prevention, mental health,
nutrition, oral health, sexuality, and
prevention of substance use/abuse.
Other topics include the promotion 
of social competence, responsibility,
school achievement, and community
interactions.  The manual is available
through the Maternal and Child
Health National Center for Education
in Arlington,Virginia.

S. Jean Emans, MD, Associate Editor
of The Contraception Report, along with
John Knight, MD, and Carolyn Frazer,
MD, directs the new MCH Bright
Futures Resource Center for Curricula
in Behavioral Pediatrics and Adoles-
cent Medicine at Children’s Hospital
in Boston.  This center is developing
case-based, learner-centered materials
for residency training programs to
enhance residents’ ability to provide

7

For more information about GAPS and GAPS materials, please write to:

Department of Adolescent Health
American Medical Association
515 North State Street
Chicago, IL 60610

You can also learn more about GAPS by accessing the AMA’s award-
winning web site and its new feature — Adolescent Health On-Line at
http://www.ama-assn.org/adolhlth/adolhlth.htm.

Or, you can reach the site through the AMA home page at:
•  http://www.ama-assn.org
•  Click on Medical Science and Education
•  Click on Adolescent Health On-Line



preventive care and to manage pedi-
atric and adolescent health issues.

USE OF IMPLANTS AND DMPA AMONG
ADOLESCENTS

Margaret Polaneczky, MD, shared
her insights during a workshop on
long-acting progestin methods for
adolescents.  Dr. Polaneczky is
Assistant Professor of Obstetrics and
Gynecology at The New York Hospital-
Cornell Medical Center.  For several
years she has been involved in research
on the use of implants and injectable
contraception among adolescents.  In
an interview for this article, she said,
“While we tend to lump DMPA and
implants together as long-acting pro-
gestin-only methods — one’s in your
arm, one’s an injection — they’re
really very different methods in terms
of their use by adolescents.  

“The two methods do share some
similarities.  For example, both
implants and injectables are highly
effective and their prolonged duration
of action eliminates the need for daily
compliance and allows for use inde-
pendently of coitus.  In addition,
menstrual irregularities are common
among users of both methods.

“The major difference between
implants and injectables suggested by
recent data, however, lies in different
patterns of user compliance.  In this
respect, DMPA is more similar to the
birth control pill than it is to implants.
In addition, it appears that implant
users compared to DMPA users may
have higher satisfaction rates and
lower rates of repeat teen pregnancy.
Finally, the more complete suppres-
sion of ovarian follicular activity by
DMPA results in the potential for
bone loss in long-term adolescent
users, a risk essentially nonexistent 
in teen implant users.”

A small cross-sectional study of
adult women first drew attention to
the issue of potential loss of bone
density with DMPA use.8 In a follow-
up investigation, the researchers
found that the loss of bone density
appears to be reversible.9 

A small, prospective study by
Cromer et al found bone density loss

among adolescents using DMPA.10

The study compared adolescents using
either the pill, levonorgestrel subdermal
implants, DMPA or no hormones.
DMPA users had a 1.5% decrease in
bone density over 1 year, while young
women in the other groups experi-
enced bone density increases of 
up to 3%.  At 2 years, DMPA users
experienced a 3% bone density loss,
compared to a bone gain of 9% and
10% in implant and control subjects,
respectively.  Measurement of bone
density at 2 years was not possible 
for the OC group because no users
continued with the method for this
long.  The young women in the study
were between the ages of 12 and 21
years; the mean age was between 14
and 15 years.  More research is needed
to confirm or disprove this finding.

Characteristics of Implant Users
Dr. Polaneczky pointed out that

adolescent implant acceptors share
some common characteristics.  Teen
implant users tend to be older, parous,
have had previous contraceptive
experience and have been dissatisfied
or unsuccessful with prior OC use.  

Continuation Rates
In addition, Dr. Polaneczky

emphasized that implants have a

higher continuation rate than any
other contraceptive method used to
date in adolescents.  “Numerous
studies suggest that about 90% of
teens continue with implants at 1
year.11-13 At 2 years, continuation
rates range between 60% and 90%.
Although few long-term data are
available, some post-marketing
surveillance suggests about a 48%
continuation rate at 4 years.  Other
data suggest that intensive counsel-
ing may increase continuation rates
substantially.14”

Dr. Polaneczky presented long-term
follow-up data on continued use of
implants in adolescent mothers.  The
original study enrolled 98 adolescent
mothers who chose either implants
(n=48) or OCs (n=50) after the birth
of a child in 1991-92.15 Implant
choice was associated with older age,
multiparity, previous OC use, higher
rates of method continuation and
lower rates of repeat pregnancy.  

After 3 years of follow-up, the con-
tinuation rate with implants remained
consistently and significantly higher
than with OCs.16 At 11 months, 95%
of implant users were continuing
versus 33% of OC users (p<0.001).
Implant use continued to drop to 72%
at 28 months and 40% at 40 months,
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with a concomitant decrease in method
satisfaction over time (Figure 3).  OC
continuation rates dropped to 10% at
40 months (p<0.001 for implants vs.
OCs at 40 months).

Levine et al found exceptionally
high long-term continuation rates
among adults and adolescents
choosing implants.14 The study, 
first reported at NASPAG in 1995,
found that 94% of adolescents and
91% of adults still had their implants
after 4 years of use (50 months).
These researchers attribute the high
continuation rates to thorough
patient counseling prior to insertion,
and intensive surveillance during
implant use.

A flexible, intensive counseling
strategy formed the basis for educating
patients and addressing specific con-
cerns.  Patients could access telephone
support 24 hours a day through the
family planning clinic or resident on
call.  In addition, patients with prob-
lems received an appointment within
48 hours.  A clinic staff member
contacted the patient to assess any
further patient needs and satisfaction
with care within 1 to 2 weeks.

The surveillance included strategies
to address weight gain, hair loss, and
bleeding complaints.  According to

the authors, “We found that educating
patients to separate the subjective
finding of weight gain or hair loss to
the objective finding of actual weight
gain or hair loss alleviated a great deal
of anxiety and usually resulted in the
resolution of the complaint.  [Patients
complaining of hair loss were given
hair counts and a referral to a derma-
tology clinic.]  A short, 3-month
course of low-dose oral contraceptives
seemed to provide the most relief from
menstrual irregularities.  The vast
majority of patients had complete
relief from menstrual irregularities
within 9 to 12 months following
insertion.  Patients refractory to
treatment or patients with prolonged
menstrual irregularities for greater
than 12 months were more likely to
have the device removed.”

Repeat Teen Pregnancy
Implants substantially reduce repeat

teen pregnancy.  Dr. Polaneczky com-
mented, “A number of studies have
examined how to prevent or delay a
repeat teen pregnancy.  Programs
have tried various incentives, even
paying young mothers to come for
care, and generally nothing has been
terribly successful.  The programs that
work best are those that provide con-

traception, and even these still don’t
work that well.  One intervention
that does work to prevent a second
pregnancy, however, is implants.  I
think that this finding should not be
diminished in its importance.

“In our study of adolescent mothers,
we found a significant difference in
repeat pregnancy between implant
and OC users.  Implant users had half
the rate of repeat teen pregnancy as
OC users after over 3 years of follow-
up (Figure 4).16 I know of no other
intervention to date that has had
such a profound impact in preventing
a repeat pregnancy among teens.”  

Other studies confirm the effec-
tiveness of implants.  Data from
Blumenthal et al indicate that among
postpartum and postabortal adoles-
cents, 25% of those who chose OCs
for contraception became pregnant
within 6 to 18 months, compared to
0% of those who chose implants.17

Some data from the Colorado
Medicaid program indicate that the
use of implants has been associated
with a decline in repeat Medicaid
births.18 Almost 12,000 women on
Medicaid gave birth to their first
child in 1991.  In the subsequent 2
years, the repeat birth rate was 14%.
Among almost 14,000 women who
gave birth for the first time after im-
plants became available in 1992, the
repeat birth rate in the 2 years that
followed was 11%.  The repeat birth
rate for women who had received
implants was 2.5% after 2 years,
compared to 13% for women who 
did not receive implants.  

“One reason implants work so 
well to reduce pregnancy rates,” Dr.
Polaneczky continued, “is freedom
from user compliance.  The reasons
for stopping and starting contracep-
tive use are much more complex 
than just user satisfaction with a
given method.  

“Teens have other issues affecting
their decision to continue contracep-
tion.  For example, are they still in 
a relationship that requires contra-
ception?  Are they concerned about
parental discovery?  They may have
become ambivalent about whether
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they should be having sex at all.  Or
they may now have a partner who
wants them to become pregnant or
they themselves may be ambivalent
about pregnancy.  When you put all
these issues together and then ask
teens to take a pill every day, you’ve
got a set up for noncompliance.  The
nice thing about implants is that the
method allows them to deal with all
these issues and keep contraception.”  

Media Coverage
“Importantly, we suspect adverse

media coverage has had a detrimental
effect on implant continuation rates
among teens.  Intense adverse media
coverage concerning implants hap-
pened right in the middle of our
study.  Philadelphians were exposed
to an enormous amount of adverse
implant media, primarily lawyer’s
advertisements on television, sub-
ways, and even on city buses.”

The media are powerful in their
ability to frighten women and clini-
cians.  One study of women in Norway
found that the abortion rate rose in
the 5 months following the latest
controversy about desogestrel- and
gestodene-containing pills and the
possible increased risk of venous
thromboembolism.19 That adverse
media attention caused pill use to
drop and abortions to go up by 36%
among women 15 to 24 years of age
(p=0.05 compared to the same time
period 1 year before).

“Now that the adverse media
attention has died down, implants
are coming back.  We’re putting in
about 1 or 2 sets a week.  We need to
support women in making educated
contraceptive choices based on their
own health concerns, lifestyle and
accurate information they get in 
their clinicians’ offices, rather than
decisions based on fears that are
propogated by the media.”

Provider attitudes also may be direct-
ly and indirectly affected through
their own media viewing and by the
verbal reports of their clients.  Dr.
Polaneczky said, “In order to increase
access to implants, we need to over-
come provider reluctance to offer the

method.  Some of our clinicians have
become discouraged by high rates of
implant removals following adverse
media reports, as well as by the prob-
lems dealing with breakthrough
bleeding and other side effects
associated with the method.  It’s
important that we continue to offer
the method as an option, particularly
for women who have had problems
using other methods.”

DMPA 
Continuation Rates

Early retrospective reviews suggest
continuation rates for DMPA are
lower than those achieved with
implants.20-22 During the workshop,
Dr. Polaneczky presented data on
continuation rates specific to adoles-
cents.23 The study population
consisted of 165 adolescents aged 19
years and under who began using
DMPA between December 1992 and
December 1995.  The young women
came for care to either a hospital- or
community-based clinic in New York
City.  Most of the young women were
single (93%) and on Medicaid (84%).
About three-quarters were parous
(74%) and about 60% were post-
partum or postabortion.

Continuation rates for DMPA 
were lower than those reported for
implants and about the same as for
OCs.  DMPA continuation rates were
70% at 6 months, 35% at 12 months
and 19% at 18 months.23 Continua-
tion rates did not vary according to
race, clinic, contraceptive experience,
proximity of residence to clinic, or
foster care status.  

The main reason teens discontin-
ued DMPA was side effects.  Young
women cited menstrual irregularities
(26%) and weight gain (18%) as the
main reasons for discontinuation;
however, teens also stopped using
DMPA because of missed appoint-
ments.  Dr. Polaneczky commented,
“Almost one quarter of teens stopped
using DMPA because they missed
their next injection appointment.
Interestingly, most of the teens who
gave missed appointments as the
main reason for discontinuation
restarted the method.  Of these, 45%
were using the method 12 months
later, which is similar to the rate for
those who continued without
interruption (Figure 5).  

“We also found high rates of con-
traceptive nonuse and pregnancy
after DMPA discontinuation.  Almost
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one third (29%) stopped using DMPA
but failed to use another method of
birth control.  These data suggest 
that young women who discontinue
injectable contraception need close
follow-up to help them choose and
use an alternative method
effectively.”

DMPA vs OCs:  Compliance Patterns, 
Continuation Rates and Repeat
Pregnancy

Dr. Polaneczky explained that
DMPA compliance patterns are similar
to the stopping and starting pattern
seen with OCs.  “The difference
between oral contraceptives and
DMPA,” she continued, “is the built
in 3 months contraception at the 
start of DMPA use.”  

A recent study by O’Dell et al
assessed the use of DMPA and OCs 
by postpartum adolescents.24 The
researchers found that while the
duration of use of DMPA was longer
than with OCs (8.1 vs. 5.4 months,
p=0.02), the longer use was primarily
due to the advantage of the 3 month
duration of action of DMPA.  By 15
months postpartum, DMPA and OC
users had similar rates of method 
discontinuation (65% vs. 60%).

DMPA appeared to provide greater
protection against repeat pregnancy.
DMPA users had a lower rate of repeat
pregnancy at 15 months compared to
OC users (12% vs. 26%, p=0.02) and a
longer interval from delivery to repeat
pregnancy (10 months vs. 7 months
p=0.03).  Importantly, however, the
delay to repeat pregnancy can be ex-
plained by the 3 month duration of
action of DMPA.  Once that 3 month
difference was taken into considera-
tion, DMPA and OC users had similar
continuation rates and time to repeat
pregnancy.  “So,” Dr. Polaneczky
shared, “what we’re seeing is that 
the use pattern of DMPA in adoles-
cents tends to be very similar to that
of OCs.”  

Although continuation rates are
lower than with implants, user satisfac-
tion rates are still high.  Dr. Polaneczky
explained, “DMPA satisfaction rates
are similar to the pill.  Although over

50% of adolescents stop using the 
pill within a year, if you ask them if
they were satisfied, most of them will
say yes.  

“One place where we might be able
to have an impact, both with pill and
DMPA users, concerns getting teens
back in for appointments.  We need 
to make clinics accessible.  Teens need
to have 24-hour access to be able to
call and talk to someone if they have
questions or concerns.  They also need
to be able to get an appointment at a
time that works for them.  You can’t
ask them to wait 2 weeks for their
appointment.  The day they call up
and say they want to come in, we
need to say ‘What time do you want
to come in?’  You need to meet their
need when they have it, because
tomorrow they may feel differently.”

Contraceptive Use and Pregnancy 
Rates After Discontinuation of Implants
and DMPA

During the NASPAG conference,
Adam Levine, MD, presented follow-
up data documenting pregnancy 
rates following removal of implants.25

Among 165 adolescents and 274 adults,
131 pregnancies have occurred.  The
majority (88%) were unplanned.  The
average length of time from implant
removal to unplanned pregnancy 
was 4.2 months in adolescents and 
4.6 months in adults. 

Dr. Levine noted that 88% of adoles-
cents experienced an unplanned
pregnancy following implant removal
despite switching to OCs.  According
to Dr. Levine, “What we found was

that women experiencing OC failure
are likely to have a repeat failure (65%
of the women originally choosing
implants had experienced a pregnancy
while using OCs).  Women who had
difficulty using OCs in the past were
not better at using them the second
time around.  Our data also indicate
that adolescents compared to adults
were more likely to become pregnant
following implant removal (36% vs.
26%), but were no more likely than
adults to have an unintended pregnancy
following implant removal (88% vs.
93%).  However, among both groups
pregnancies occurred within a short
time of discontinuation.”

Another study by Harel et al found
high pregnancy rates among implant
and DMPA discontinuers.26 The 
study of 66 adolescents assessed teens

for up to 12 months following dis-
continuation.  Importantly, about
one-third of the teens had a lapse in
contraceptive use.  

Contraceptive use after stopping
these methods varied.  The condom
was the most popular method (37%)
after discontinuation of DMPA, and
oral contraceptives (39%) after discon-
tinuation of implants.  Importantly,
26% of former DMPA users and 19%
of former implant users chose no
method at all.

Subsequent pregnancy rates among
both populations was high.  Pregnancy
rates after stopping DMPA did not
achieve the levels of that after
removal of implants.  They did,
however, parallel the rise with about
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“The average length of time from implant
removal to unplanned pregnancy was 4.2
months in adolescents and 4.6 months in
adults. …88% of adolescents experienced
an unplanned pregnancy following implant
removal despite switching to OCs.”

— Adam Levine, MD



“It’s important to discuss other
birth control options.  Very often, the
only decision a teen has made is to
stop using implants.  They haven’t
thought about what contraceptive
they are going to use instead.  Some-
where between 20% and 30% of
adolescents are discontinuing DMPA
and implants, but are not choosing to
use another method of contraception.
Thus,” Dr. Polaneczky concluded, “for
all adolescents who discontinue either
implants or DMPA, careful counseling
about another method is crucial to
prevent unintended pregnancy.”
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a 3 month lag time behind implants
(Figure 6).  The lag time occurred due
to the approximate 3 month duration
of action combined with the delay in
return to fertility that often occurs
with DMPA.

SIDE EFFECTS AND DISCONTINUATION
Dr. Polaneczky spoke about how to

handle side effects and their impact
on continuation rates.  “We do what
we can before we take implants out 
to make sure teens are making the
decision based on the full range of
their options.  In other words, if
they’re having irregular bleeding we
let them know there are medical
options, such as a short course of
estrogen, available for treating the
bleeding.  They may not know those
treatments existed.  In adolescents
with irregular bleeding, it is important
to screen for chlamydial infection.
Some providers are treating empiri-
cally for chlamydia among DMPA
users who have irregular bleeding and
report success with this approach.  If
weight gain is becoming a problem,
we refer to a dietitian.  

continued on back cover
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During the NASPAG conference, S. Jean
Emans, MD, and Paula J.A. Hillard, MD,
took questions from a group of attendees
on issues surrounding oral contraception
for adolescents.

Q: Can you please comment on
addressing the concerns of mothers
and teens when the daughters are
put on oral contraceptives for
medical indications?

Dr. Hillard:  To someone who is not
sexually active, being put on the pill
for medical indications can bring up 
a lot of negative connotations.  As a
gynecologist, my bias would be in
favor of oral contraceptives because of
the pill’s many health benefits.  Those
health benefits include regulating per-
iods, correcting hormonal imbalances,
reducing acne and hirsutism, preven-
tion of iron deficiency anemia, pelvic
inflammatory disease and ectopic
pregnancy.  Oral contraceptives also
help to decrease the risk of ovarian
and endometrial cancers.  In many
ways, the medical benefits so far
outweigh the risks that one could
argue that all young women should
take the pill for a few years just to
obtain those health benefits.  

However, often young girls have
emotional reactions to being put on
the pill.  It’s a big deal, a big event.
In some ways it would be easier if 
the pill came in different packaging
for medical indications.  I tell my
patients, “Don’t really think of it as
the birth control pill.  It’s not really
the pill, it’s your hormone pills.  It’s 
a medical treatment, just like the
tetracycline that you take for your
acne.”  But, parents may not view it
that way and, in many ways, the
young women themselves don’t view
it that way.  Teens worry about
having to explain the situation to
friends.  Patients tell me, “I’m tired of
explaining I’m not sexually active,
that I don’t need the pill for birth
control, it’s for medical indications.”  

When mothers ask about the
medical evidence, we can be very
reassuring that the pill is not going 
to impact her daughter’s growth or
do her harm.  We have to respond to
questions with medical information,
but recognize the reason why you’re
getting the questions about medical
risks is often psychological factors.

Q: Please discuss strategies for
managing breakthrough bleeding.  

Dr. Hillard:  I tell every single patient
at the time I prescribe the pill that
the most common side effect is break-
through bleeding.  I emphasize that it
doesn’t happen for everyone, but it
does happen for some.  I say, “About
30% or so of women have break-
through bleeding in the first cycle.  If

you happen to be on the unlucky side
of the statistics, it’s less likely in the
second cycle and even less likely in
the third.”  

I get out the menstrual calendar
and I say, “You’re not going to panic,
it’s nothing to worry about.  Break-
through bleeding doesn’t mean you
have cancer, it just means you’re on
the unlucky side of the statistics.  I
know it’s a hassle and a bother.  Yes,
you’re going to need to carry extra
pads or tampons with you.  If, by the
third cycle you’re still having break-
through bleeding, then we will

discuss changing to one of the other
26 different formulations of the pill,
so hang in there.”

I also tell teens, “The hardest thing
about taking the pill is taking it every
single day.  You are going to have to
establish a routine.”  I ask, “When do
you think you’re going to take it?”  If
she says, “First thing in the morning,”
I’ll ask, “Well, what time do you get
up to go to school?  You have to get
up at 6 am?  Okay, what happens on
Saturday, it’s not going to be 6 am 
on Saturday.  So maybe morning 
isn’t the best time to take it because
on Saturday it might be noon or one
o’clock.  When might be a better time?” 

The other thing I evaluate in users
is how consistently they’re taking
their pills and how often do they miss.
If they are missing what is the average

number for adolescents, which is three
pills a month, more than likely that’s
why they’re having breakthrough
bleeding.

Dr. Emans:  I show teens the second
row of pills and I say, “If you’re going
to have breakthrough bleeding, this 
is the most likely time.”  If you ask,
“Did you miss a pill?” teens may get
defensive, so I use a slightly different
strategy.  I say, “The most common
reason for breakthrough bleeding is
taking a pill late or missing a pill.  Do
you think that may have happened 
to you?”
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“When mothers ask about the medical
evidence, we can be very reassuring that the
pill is not going to impact her daughter’s
growth or do her harm. We have to respond
to questions with medical information, but
recognize the reason why you’re getting the
questions about medical risks is often
psychological factors.” — Paula J. A. Hillard, MD
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The other issue to keep in mind in
a teen having breakthrough bleeding
is a chlamydial infection or other
sexually transmitted disease (STD).
It’s important to evaluate for STDs
because the bleeding may not be
hormone-related, especially after 
the first 3 months.

Dr. Hillard:  Unless I’m really pushed,
I don’t switch the patient in the first
3 months.  They may think after
switching pills several times that 
they “Just can’t take the pill,” when
in fact all they need is 3 months in 
a row on the same pill. 

Q: How do you address weight gain?

Dr. Emans:  The studies that we did
at Children’s Hospital in Boston
showed no difference in weight gain
with pill use, although the perception
of weight gain was tremendous.
Some people gain and some people
lose.  Whenever I have a patient who
loses weight, I tell them to make sure
they tell all their friends the pill
makes you lose weight.  

Dr. Hillard:  When prescribing OCs,
I’ll ask, “What have you heard about
the pill?  What have your girlfriends
told you?”  The most common thing 
I hear is that they’re afraid the pill
will make them gain weight.

Dr. Emans:  If they don’t say it, I
always address it anyway.  I’ll say,
“Some people have heard that the 
pill will make you gain weight, but
the data show that as many people
lose as gain.  If you promise me in 

the first 3 months of the pill not to 
go to any fast food restaurants, I
guarantee you that you will not gain
weight.  Look at these pills, there is
not a single calorie.”

Dr. Hillard:  One of the things I
emphasize with patients is that “If you
have a problem with the pill, call me.
Don’t just throw it in the trash.”  And
I say that at each subsequent visit. 

In terms of nausea, the new 20 mcg
estrogen pill with levonorgestrel 
may be an improvement.  My sense 
is that nausea is a bigger issue for
adolescents than for older women.
I’m not sure why that is, it may relate
to patterns of eating, fast food, or it 
may be hormonal.  

Dr. Emans:  I tell patients nausea is
most likely within the first few pills
and it almost always gets better by 
the fourth or fifth pill and certainly 
by the second month.  Patients can 
try taking the pill at night or with a
snack.  Antiemetics are also another
possibility if the nausea does not
resolve.  

Q: What about the possible
decreased efficacy of the pill if the
adolescent is taking antibiotics?

Dr. Hillard:  It’s a good question, 
but we’ll never answer it definitively
because the background rate of
pregnancy among adolescents who
take the pill is so high.  Particularly
among adolescents, the more likely
reason for a pregnancy while taking
the pill is missing three or more pills
during the month.  

Dr. Emans:  Studies investigating this
question with amoxicillin, tetracycline
and doxycycline demonstrate no
evidence that these antibiotics affect
serum levels of combination OCs.
But, clearly some drugs do interfere
with pill efficacy — some anticonvul-
sants, rifampicin and griseofulvin.  

Dr. Hillard:  A wide variation of
inter- and intraindividual differences
in metabolism exists.  In terms of
serum hormone levels, certain
individuals may have a low serum
level and the antibiotics might
interfere.  The data Jean is referring 
to are very reassuring, but based on
relatively small numbers — 20 or 25
patients who don’t show a difference
in serum levels being on or off
antibiotics.

Dr. Emans:  I tell patients it’s in 
the package insert and use this as a
way to reinforce condom use.  I say,
“Everyone should be using condoms
anyway, so please use condoms.”

Q: Would new progestin pills be
considered the first-line pill for obese
women, those with high cholesterol?

Dr. Hillard:  Lipids are a nonissue
with regard to all pills.  Differences in
lipid levels with various formulations
have been found, but these generally
fall within the normal range and are
not clinically relevant.  

Q: Are there any data to show that
the selective serotonin reuptake
inhibitor antidepressants make the
pill less effective?

Dr. Emans:  There are no reports in
the literature of the pill being less
effective in women taking these
medications.

I tell patients, “Some people have heard
that the pill will make you gain weight, but
the data show that as many people lose 
as gain. If you promise me in the first 3
months of the pill not to go to any fast food
restaurants, I guarantee you that you will
not gain weight. Look at these pills, there is
not a single calorie.” — S. Jean Emans, MD



15

CME Quiz Vol. 8, No. 3

The
CONTRACEPTION

Report

1. The purpose of the Guidelines for Adolescent Preventive
Services is to provide clinicians with 
a. quality assurance guidelines
b. a framework for organization of preventive care
c. treatment options for alcohol and drug abuse
d. training in mental health assessment

2. Data from the 1995 Youth Risk Behavior Surveillance
(YRBS) indicate that approximately what proportion 
of high school students smoked at least one cigarette
in the 30 days preceding the survey
a. one fifth
b. one quarter
c. one third
d. one half

3. A survey of high school students in Massachusetts
found that teens who knew their doctors provided
confidential care were about how many times more
likely to discuss sexuality-related issues than teens 
who didn’t believe their care was confidential
a. no more likely
b. twice as likely
c. three times as likely
d. four times as likely

4. Studies suggest that teenagers who use implants
compared to those who choose other methods 
are likely to be
a. parous
b. younger
c. condom users
d. former users of injectable contraception

5. Studies suggest that which of the following birth
control methods has the highest rate of continuation
at 1 year
a. implants
b. injectables
c. condoms
d. oral contraceptives

6. In a study of implant use among adolescent mothers,
Polaneczky et al found that after 3 years, the rate of
repeat pregnancy among implant compared to OC
users was
a. 25% less
b. 33% less
c. 50% less
d. 75% less

7. In a study of DMPA use among adolescents,
Polaneczky et al found that about what percentage
were continuing to use the method at 1 year
a. 20%
b. 35%
c. 40%
d. 80%

8. In a study of DMPA use among adolescents,
Polaneczky et al found that about what proportion
stopped using the method because they missed their
appointment
a. one quarter
b. one third
c. one half
d. two thirds

9. Harel et al found that about what percentage of 
teens chose to use no method of contraception after
discontinuing DMPA or implants
a. 10 to 15%
b. 20 to 25%
c. 30 to 35%
d. 40 to 45%

10. Levine et al found that about what percentage of 
teens who discontinued implants and chose to use oral
contraceptives experienced a subsequent unplanned
pregnancy
a. 35%
b. 52%
c. 76%
d. 88%

Please mark your answers on the CME Quiz Answer Form.
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