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Background
In this Guidance we refer to a ‘young person’ as anyone aged
less than 18 years. In England, Wales and Northern Ireland a
child is ‘a person who has not reached the age of 18 years’1
and in Scotland is ‘a person below the age of 16 years’.2
Some issues relating to contraceptive advice and treatment
are specific to young people aged less than 16 years.

The rate of teenage pregnancy in the UK is high compared
to other European countries. In England alone in 2001 the
conception rate for women aged less than 18 years was 42.3
per 1000 women aged 15–17 years and almost half (46%) led
to abortion.3 Although the conception rate for women under
16 years is lower (7.9 per 1000 women aged 13–15 years),
more than half (55.9%) led to abortion.3 A large population
survey, the National Attitudes and Lifestyle Survey
(NATSAL),4 found that contraceptive use at first intercourse
is increasing. However, early age at first intercourse is
significantly associated with teenage pregnancy and sexually
transmitted infection (STI). Sexual Health Strategies for
England, Wales5 and Scotland6 are attempting to reduce
teenage pregnancy and STIs through sex education, better
access to contraception, and targeting vulnerable groups.

Sexual intercourse before the age of legal consent
cannot be encouraged; however, health professionals
working with young people are able to provide confidential
advice and treatment to ensure that each young person is
able to make an informed choice about his or her sexual
activity. This evidence-based Guidance covers medical,
legal and other issues facing young people and clinicians in
relation to contraceptive advice and treatment, and to
sexual and reproductive health. This Guidance focuses on
contraceptive choices for young women; however, the
importance of sexual health and contraceptive advice for
young men is also highlighted.

How can a clinician assess a young person’s capacity to
consent to contraceptive use?

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

2 If a young person is assessed competent this should
be documented in case notes as her being ‘Fraser
ruling competent’ (advice understood, will have or
continue to have sex, advised to inform her
parents, in her best interest) (Grade C).

3 A clinician can provide contraceptive advice or
treatment to a competent young person (<16 years)
without parental consent or knowledge using the
Fraser criteria (Grade C).

Guidance on consent to medical treatment is available to
assist clinicians.7–10 To establish if a young person has
the capacity to consent to treatment, similar criteria as for
adults should be applied.11 A ‘Consent Toolkit’ is
available from the British Medical Association to
facilitate improvements in the practice of obtaining valid
consent.12

Any competent young person, regardless of age, can
give valid consent to medical treatment.8 In law, young
people aged over 16 years are presumed to be competent to
give consent.12 For young people under the age of 16 years,
however, competence to consent has to be demonstrated. A
young person must have sufficient understanding and
maturity to understand fully what is proposed (England,
Wales, Northern Ireland) or be capable of understanding
the nature and possible consequences of the treatment
(Scotland).12–14

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.
For consent to be valid it must be given voluntarily.12

Following the case of Gillick vs West Norfolk and
Wisbech Area Health Authority (1986),15 the Department
of Health (DH) provided guidance for clinicians
specifically relating to contraceptive provision for those
aged less than 16 years. The Law Lords’ ruling (the Fraser
ruling) states that “a clinician may provide contraceptive
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advice and treatment to a young person under the age of 16
years without parental consent provided he has confirmed
that the young person is competent and that the Fraser
criteria are met” (Table 1).15 In Scotland and Northern
Ireland other documents apply.14,16 The following points
should be confirmed and documented in the case notes as
signifying ‘Fraser ruling competence’:
● advice understood
● will have or will continue to have sex
● advised to inform her parents
● providing advice and/or treatment is in her best interest.

Determining ‘best interests’ should take account of a
number of factors including the young person’s own wishes
and values, and clinical judgement about treatment
options.12 Young people should be encouraged to inform or
let their general practitioner (GP) be informed about any
contraception they are prescribed.

A young person with learning disability or mental
impairment may still be competent to make decisions about
treatment.12 For a non-competent young person aged less
than 18 years, only a holder of ‘parental responsibility’ can
give consent to treatment on her behalf.17,18 In Scotland,

the Adults with Incapacity (Scotland) Act suggests that a
proxy decision-maker is appointed by a court for an
incompetent young person over the age of 16 years. The
proxy decision-maker has the power to consent to medical
treatment on behalf of the incompetent young person.12,17

Building a relationship with a young person during a
consultation may provide more health benefit and
opportunity for education than refusing treatment. The
aims of any consultation with a young person are
summarised in Table 2.

How can a clinician be alert to the possibility of
maltreatment, coercion or exploitation of a young
person?

4 A clinician may wish to inform a young person of
the law in relation to sexual activity (Good Practice
Point).

5 All staff involved in services for young people
should receive appropriate training to alert them
to the possibility of exploitation or coercion and
should be aware of local mechanisms for reporting
in line with child protection policy and procedures
(Grade C).

6 All services should have a named clinician
identified as the local lead on child protection
policy and procedure (Grade C).

Managing consultations with young people requires a fine
balance between giving and collecting information.
Clinicians should avoid appearing to moralise about sex
and sexuality. Nevertheless, they may wish to ensure that
young clients are aware of the law in relation to sexual
activity. Some young people have sexual experience before
the age of 16 years.4 However, the legal age of consent to
sexual activity in Scotland, England and Wales is 16 years
and in Northern Ireland is 17 years.19,20 In England and
Wales, the law on sexual offences is not gender-specific
and refers to men and women.20 There are three offences
which cover non-consensual acts involving young people
under the age of 16 years: rape (penetration of the vulva,
vagina, anus or mouth with the penis), assault by
penetration (penetration of the vagina or anus with a part of
the body or anything else) and sexual assault (touching in a
sexual way). Sexual activity under the age of 16 years is an
offence even if consensual or both parties are aged under
16 years.20,21 Offences are considered more serious, and
attract a higher maximum sentence, when the young person
is aged under 13 years.20–22 The offence is committed by
the person who has sexual intercourse or other sexual
activity with the person under 16 years – not by the person
aged under 16 herself. However, if both are aged less than
16 years, then both parties are committing an offence. The
Sexual Offences Act allows those working with young
people under the age of 16 years to provide advice and
treatment on contraception, sexual and reproductive
health.14,20

In Scotland, sexual offences are gender-specific and
referred to as crimes of indecency including rape, indecent
assault and lewd and indecent behaviour.21 There is no
statutory offence of heterosexual intercourse with a boy
aged less than 16 years. However, a charge of lewd and
libidinous practices could be made if the boy is under the
age of puberty (14 years). Effectively, the legal age of
consent for heterosexual intercourse in Scotland for males
is 14 years and for homosexual intercourse is 16 years.23

For most young people, sexual activity is consensual.
Sexual activity should be a positive choice, rather than a
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Table 1 Outline of the Fraser criteria, which must be met to allow health
professionals to provide contraceptive advice and treatment to young
people under the age of 16 years without parental consent

The Fraser criteria

● The young person understands the advice.
● The young person cannot be persuaded to inform her parents or to

allow the clinician to inform them.
● It is likely that the young person will continue to have sexual

intercourse with or without the use of contraception.
● The young person’s physical or mental health may suffer as a result of

withholding contraceptive advice or treatment.
● It is in the best interests of the young person for the clinician to provide

contraceptive advice, treatment or both without parental consent.

Table 2 Consultations with young people

Aims of the consultation Develop rapport and gain the confidence 
of the young person.
Identify the reason for this visit.
Identify other sexual health and 
contraceptive needs.
Provide information about confidentiality 
– posters or leaflets may be helpful.
Consider issues about informed consent.
Assess if the young person is ‘Fraser 
ruling competent’ if under 16 years and 
document that the advice is understood, 
she will have or continue to have sex, she 
has been advised to inform her parents, 
this is in her best interests.
Assess risk of physical or emotional 
maltreatment, sexual exploitation or 
coercion.

The initial contact Reception staff
As often the first point of contact for the 
young person with the service, the 
reception staff should provide a friendly 
and non-judgemental welcome.
Clinical staff
The young person should be allowed as 
much time in the consultation as they need.
Do not assume they have come for 
contraception.
Barriers such as desks and computer
screens should be minimised.
Avoid writing notes whilst listening and 
observing.
Take time to explain the confidentiality to 
be expected from all medical and         
non-medical staff in the health care team 
and the limits of confidentiality.
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exploitation or coercion are summarised in Table 3.
Psychological and behavioural indicators of possible

maltreatment include eating disorders, drug and alcohol
abuse, depression, anxiety, self mutilation, criminal
behaviour, truancy, running away, promiscuity and
prostitution.30 Other indicators include recurrent
abdominal pain, migraine and multiple, vague, physical
symptoms.

All services for young people should have a named
clinician (doctor or nurse) who will take the professional
lead and be familiar with local child protection
procedures.27 All staff who may encounter concerns about
the well-being or safety of a young person should know:
● who provides further advice and expertise and under

what circumstances they should they be contacted
● what services are available locally, when and how to

refer.

How can a clinician address confidentiality and
disclosure with a young person?

7 Each young person should be made aware of the
confidentiality to be expected from all members of
the health care team (Grade C).

8 Each young person may be advised that other
professionals, such as teachers and youth workers,
may not have the same duty of confidentiality
(Good Practice Point).

9 A young person aged less than 16 years should be
made aware, in advance, that confidentiality might
be broken if current maltreatment, exploitation or
coercion is suspected (Grade C).

10 A young person should be made aware that her
consent would be sought if information is to be
shared or confidentiality breached. However,
consent is not essential if the disclosure is justified
(Grade C).

passive one. In controlling or abusive relationships, free
choice may be denied.24

Surveys of young people (mean age 14 years) show
high rates of regret following first intercourse.25 One in
five girls described being under pressure to have sex for the
first and subsequent times, compared with fewer than one
in ten boys. Four in ten of all responders said the timing of
sex had been ‘about right’. However, around one in three
girls and boys reported that it had happened ‘too early’ and
13% of girls and 5% of boys stated it ‘should not have
happened at all’. Similar high rates of regret after early first
intercourse and increasing coercion with decreasing age at
first intercourse were identified in a cross-sectional study
in New Zealand.26

In a national population survey (NATSAL), 11,161
people aged between 16 and 44 years were interviewed
using face-to-face and computer-assisted interviews.4
NATSAL 2000 provides important information on the
patterns of sexual behaviour in Britain. ‘Sexual
competence’ was defined by researchers as first intercourse
occurring in the absence of duress and regret, with
autonomy of decision and with the use of a reliable
contraceptive method.4 Lack of sexual competence
increases with decreasing age at first intercourse. NATSAL
2000 found that 91% of girls and 67% of boys were not
sexually competent at first intercourse.4

The DH27 and the Scottish Executive28 provide
national frameworks within which agencies and
professionals should work at local level to safeguard
children. The DH also provides advice on what to do if
there are concerns about a child being maltreated.29 All
staff involved in services for young people should receive
appropriate training to be alert to the possibility of
exploitation or coercion.27 Courses by local health
authority child protection services provide suitable basic
training. Professionals working with young people should
consider the possibility of physical or emotional
maltreatment, sexual exploitation or coercion. Some
questions that may assist clinicians in determining a young
person’s competence and raise suspicion of sexual
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Table 3 Questions that may help to support the young person in choosing the right method of contraception and to assess sexual risk and possibility of coercion

History taking What to ask

Social history Do you attend school or college or are you working?
Who do you get support or advice from?
How is your home life and who lives at home?
Do your parents know you have come here today?
Do parents know you are having sex? Will you tell your parents?
What are your preferences for contraception? What do your friends use?
How good do you think you might be at remembering pills?

General health Enquire about prescription medications, drug use: smoking, alcohol, non-prescription drugs. Do you have any health 
concerns? Do you have health concerns relating to contraceptive use?

Reproductive health Enquire about age at menarche, menstrual cycle, sexual development, previous pregnancy, termination, previous sexually 
transmitted infection, previous and current contraceptive use.

Family history Enquire about any significant medical problems.
Sexual history Don’t assume the young person’s partner is of the opposite sex.

Have you had sex or are you just thinking about having it?
Have you thought about other consequences of having sexual intercourse: pregnancy, sexually transmitted infections?
Do you feel the time is about right to have sex?
Would you be able to say no if you did not feel this was the right time?
Have you had sex without condoms or any other method of contraception?
Have you ever been forced to have sex?
Do you have a partner (boyfriend or girlfriend) at the moment?
Is this your first partner?
How long have you been with your current partner?
Is this the first time your partner has had sex?
How old is your partner?
Do you or your partner have other partners?
How well do you know him/her?
Have any of your partners ever rewarded you with cigarettes, money or drugs for having sex with them?
Does your partner ever frighten you?
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Category 1) of combined oral contraception (COC), the
progestogen-only pill (POP) and the progestogen-only
implant from menarche (the onset of menstruation).40 The
benefits of using progestogen-only injectables such as
depot medroxyprogesterone acetate (DMPA) from
menarche to age 18 years outweigh the risks (WHO
Category 2).40 For women aged over 18 years, DMPA use
is unrestricted (WHO 1). WHOMEC recommends that the
benefits of using intrauterine contraception outweigh the
risks for women from menarche to age 20 years (WHO 2).
The Clinical Effectiveness Unit (CEU) supports
WHOMEC recommendations unless otherwise stated. For
topics where confusion or uncertainty exists, evidence to
support the WHOMEC recommendations for contraceptive
use by young people is summarised below.

Puberty and menarche

13 Young women should be advised against the use of
regular hormonal contraception before menarche.
If they are sexually active, condoms should be
advocated (Good Practice Point).

Young women having unprotected intercourse before the
onset of menstruation (menarche) may be at risk of
pregnancy. However, even after the menarche, anovulation
is common. The median length of the first menstrual cycle
is 34 days with 38.3% of cycles over 40 days.41 Cycle
regularity (three successive cycles within a range of 10
days with none of the three cycles shorter than 20 days or
longer than 40 days) was apparent in only 19% of girls
within three cycles of the onset of menstruation. By the
20th menstrual cycle, ovulation occurs in up to 50% of
young women.42 No evidence was identified by the CEU
on the use of hormonal contraception prior to menarche.
On theoretical grounds, the CEU does not recommend the
use of regular hormonal methods prior to the onset of
menstruation. Condoms should be recommended to young
people requiring contraception before this time.

Bone mineral density

14 Young women should be informed that normal
pubertal development, exercise, diet and smoking
influence bone mineral density (BMD) (Grade B).

15 Young women should be informed about the effects
of hormonal contraception on BMD (Grade B).

16 A young woman may choose a progestogen-only
injectable over other contraceptive methods
despite uncertainty about the long-term effect on
BMD (Good Practice Point).

The early reproductive years are a crucial time for the
attainment of peak bone mass. Many factors (nutrition,
exercise, calcium intake, smoking and sex steroid
hormones) influence bone mass.43 These factors may
influence bone mineral density (BMD) more than the use
of contraceptive hormones.

Longitudinal, prospective studies show that the
maximum increase in bone mass in women occurs between
the ages of 11 and 14 years.44–47 A cross-sectional study
found that peak bone mass was reached at several sites by
the age of 18 years44 and any increase in bone mass after
puberty is due primarily to consolidation of the skeleton.45

The effects of pregnancy and lactation on BMD in
young people have been documented.48,49 In young
women, calcium absorption is high in the third trimester,
helping to protect against decreases in BMD.48 Lactation

11 The timing of reporting or breach of
confidentiality should be carefully considered and
made jointly with the professional lead (Good
Practice Point).

The duty of confidentiality owed to a young person is
similar to that for an adult.31 Young people attending health
services should be made aware of the confidentiality within
the health care team and under what circumstances
information would need to be shared.32 A number of
publications provide guidance on confidentiality for young
people.30,32–34 However, the duty of confidentiality may
not extend to other professionals such as teachers or youth
workers. Guidance is available for youth workers on
referring young people for contraceptive advice.35

The responsibility of staff working with young people
is to protect each young person.31,36–38 If there is a real
suspicion of physical or emotional maltreatment, sexual
exploitation or coercion, a breach of confidentiality is
justifiable.37 In this circumstance a clinician should seek
consent for disclosure from the young person. If the young
person is unwilling to give consent, referral can still be
made in line with the local child protection policy.

If a young person discloses previous exploitation,
coercion or maltreatment (which is not continuing) it may
be appropriate to allow that young person time and space to
consider her options. Further support and advice should be
offered. Similarly, when continuing maltreatment is
disclosed, the young person may need time, space and
support to come to terms with this. Staff must balance the
degree of current or likely harm against the young person’s
right to confidentiality. Nevertheless, her safety must be
ensured. The local child protection guideline must be
followed. Advice from the local lead may be sought.

Young people should be made aware of how
information about them is stored and used under the Data
Protection Act. A focus group for young people run by the
Department for Education and Skills (DfES) found that
young people want to be informed about the information
that is kept or passed on about them and wish information
to be shared only with their consent.39 All staff should be
trained in the legal requirements of the Data Protection Act
fulfilling Caldicott requirements, but this is not specific to
young people.

How can a clinician assess medical eligibility for
contraceptive use?

12 A young person should be assisted in making
contraceptive choices by considering her
individual contraceptive needs and wishes as well
as other factors relating to lifestyle and risk of
pregnancy or STI (Good Practice Point).

The World Health Organization Medical Eligibility
Criteria for Contraceptive Use (WHOMEC)40 provides
guidance on who can use contraceptive methods safely.
Clinicians and young women also need to consider factors
relating to lifestyle and risk of pregnancy or STI (Table 3).

Eligibility, rather than ineligibility, criteria are used.
Young people may have specific risks relating to pubertal
development, risk of STI or ability to comply with
contraception. Young people have a lower risk, compared
to older women, of cardiovascular and other age-related
diseases. However, young people may have concurrent
diseases requiring consideration such as diabetes mellitus,
inflammatory bowel disease, cystic fibrosis, renal disease,
epilepsy or anorexia nervosa.

WHOMEC recommends unrestricted use (WHO
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has a negative effect on BMD in young women,
particularly if calcium intake is low.50

Progestogen-only injectables. Most concerns regarding
BMD relate to the long-term use of progestogen-only
injectable contraceptives, particularly DMPA. However,
less than half of young women who commence DMPA will
continue it long term and therefore its effect on BMD may
be short-lived.51,52 A retrospective case note review found
that less than a third of young women who commenced
DMPA at the age of 16 years continued it for a year or
more.51 Another retrospective study found that 44.5% of
young women were still using DMPA at 4 years.52 Serum
oestradiol levels in young women using DMPA are similar
to those seen in the early- to mid-follicular phase of a
normal cycle.53

Studies in women aged over 18 years54–58 show that
BMD at the femoral neck and lumbar spine is reduced with
DMPA use compared to non-users. However, any loss in
BMD recovers when DMPA is stopped.57

Studies on young DMPA users are limited by small
sample size, high rates of attrition and failure to adjust for
confounding factors.53,59–61 A prospective study of young
women (aged 12 to 21 years) using DMPA found BMD
decreased by 1.5% after 1 year of use and by 3.1% after 2
years’ use.60 In the same study, young women not using
hormonal methods had increases in BMD of 2.9% at 1 year
and 9.5% at 2 years’ follow-up.60

A cross-sectional study found that BMD with DMPA use
was significantly lower in young women (aged 18–21
years) compared to women aged over 21 years.56 BMD
decreased with increasing duration of DMPA use.56 Small
prospective studies in younger DMPA users (aged under 18
years) have confirmed a decrease in BMD in the
spine53,60,61 and femoral neck.53 BMD at the lumbar spine
decreased by 3.8% after 18 months of DMPA use, compared
to a 2.0% increase in normally menstruating young
women.61 Moreover, when young women (aged 18–21
years) were followed up for 15 months after stopping
DMPA, BMD was lower in previous DMPA users than in
controls.62 Longer follow-up may have been required to
allow BMD to recover to levels comparable to non-users.

Current evidence indicates a reduction in BMD with
DMPA use, which may take longer to recover after
stopping than in adults. The clinical significance of this
reduction in BMD is unknown. Nevertheless, for some
young women, injectable methods, which avoid reliance on
daily pill taking, may be preferred. After counselling about
the use of other contraceptive methods (which do not
reduce BMD and may even have a positive effect), the
CEU supports the WHOMEC recommendation that the
benefits of DMPA in young people generally outweigh the
risks.

Combined contraception. Current evidence supports a
positive effect of COC on BMD in adults.63 For young
women, evidence suggests the COC has no negative
effect56,59,63–66 and may even have a positive effect.60,67 In
a prospective study of young women (aged 12–21 years),
BMD increased by 1.5% after 1 year of oral contraceptive
use.60

Progestogen-only implants. A prospective study of young
women (aged 12–21 years) using a levonorgestrel implant
found that BMD increased by 2.5% after 1 year of use and
by 9.3% after 2 years’ use – similar results to women not
using hormonal methods.60 There are no data specific to
the use of the etonorgestrel implant in young people. An
open, prospective study found no change in BMD at the
lumbar spine, femoral neck and distal radius in women

(aged 18–40 years) who had used either an etonorgestrel
implant or a copper-bearing intrauterine contraceptive
device (IUD) for 2 years.68

Progestogen-only pill. No evidence was identified
regarding the effect of POPs on BMD in young people.

Sexually transmitted infection

17 Young people should be advised that, when
correctly used, condoms are effective in the
prevention of human immunodeficiency virus
(HIV) (Grade B).

18 Although evidence for a protective effect of
condoms against STIs other than HIV is limited,
young people should be advised on the consistent
and correct use of condoms in the promotion of
safer sex (Good Practice Point).

The prevalence of STIs in young sexually active people is
high.30 Chlamydia trachomatis was identified in 12% of
girls aged less than 16 years and in 11% of girls aged 16–19
years attending genitourinary medicine (GUM) clinics.69
Two pilot projects in Wirral and Portsmouth identified a
prevalence of C. trachomatis of 10% in women aged less
than 25 years attending family planning clinics, general
practice, GUM clinics and abortion services.70 Neisseria
gonorrhoea is less common, even in GUM clinics
(identified in 2% of girls aged less than 19 years).69

Previous guidance from the CEU supports STI risk
assessment (and offer of testing based on this risk
assessment) for women attending for contraception.71–74

Current or recent genital infection with C. trachomatis
or N. gonorrhoea does not restrict the use of combined
hormonal methods, or of POPs, implants or injectables
(WHO 1).40 No method of hormonal contraception
provides protection against STIs, and the use of condoms in
addition should be advocated for any sexually active young
person.

The insertion of intrauterine contraception in the
presence of current infection poses an unacceptable health
risk (WHO Category 4).40 Previous Guidance from the
CEU suggested that after considering other contraceptive
methods, a woman may use an IUD or levonorgestrel-
releasing intrauterine system (LNG-IUS) within 3 months
of treated pelvic or lower genital tract infection, provided
she has no signs and symptoms.73,74 Safer sex and
consistent condom use in addition to intrauterine methods
should be promoted.73

Condom use should be promoted to reduce the risk of
STI. However, evidence to support their effectiveness in
preventing transmission of all STIs is lacking because of
poor study design, difficulty assessing consistent and
correct condom use or because partner status is unknown.
A Cochrane Review indicated that consistent use of male
condoms reduces the incidence of HIV by 80% in men and
women.75,76 Epidemiological studies suggest that
consistent condom use reduces the risk of N. gonorrhoea in
men.76 There are insufficient data from laboratory-based
studies to assess how effective male condoms are in
preventing transmission of N. gonorrhoea in women, or C.
trachomatis, Trichomonas vaginalis and syphilis in men
and women.76,77 However, data obtained from a
randomised trial investigating client-centred HIV and STI
counselling suggested that self-reported, consistent
condom use was associated with a reduced risk of N.
gonorrhoea and C. trachomatis.78 Data are limited on the
effectiveness of condoms in preventing herpes simplex
virus types I and II.75,79,80 Data on human papillomavirus
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(HPV) do not suggest a reduction in risk with condom use;
but there may be a reduction in the risk of HPV-associated
disease such as genital warts in men and cervical neoplasia
in women.75,81 Despite limited evidence that condoms
protect against STIs other than HIV, correct and consistent
condom use should be promoted.

Recent evidence shows that condoms lubricated with
non-spermicides are as effective in prevention of
pregnancy and STIs as those lubricated with nonoxynol-9
and should be used first line.82

How can a clinician optimise a young person’s
compliance with contraception?
Clinicians should aim to maximise a young person’s
compliance with contraception. This is facilitated by
providing a wide and appropriate choice of methods,
dealing with specific health concerns, discussing specific
health benefits and providing appropriate follow-up. Other
sections of this Guidance cover access to contraceptive
advice and treatment and providing appropriate
information and education.

Contraceptive choices

19 Age alone should not limit contraceptive choices
for young people (Grade C).

20 A young person should be enabled to use her
chosen method of contraception as long as there
are no medical contraindications (Good Practice
Point).

Hormonal methods. A clinician should advise each young
woman about all contraceptive options to allow her to
choose the method that she prefers. The COC is used by
20% of women aged 16–17 years who are using a
contraceptive method, and the progestogen-only pill is
used by 2%.83 Long-term methods, which have fewer user-
failures (progestogen-only injectable or implant), are used
by only 2% of women aged 16–17 years.

Intrauterine devices. Although young women rarely use
intrauterine methods83 they may be suitable options for
some and WHOMEC recommends that the benefits of
intrauterine contraception outweigh the risks for women
from menarche to age 20 years (WHO 2).40

Condoms. For women aged 16–17 years, the male condom
is the most commonly used method of contraception
(27%).83 No reliable data are available directly for men. A
small American study identified that 8% of adolescents
carried condoms. However, this did not predict condom
use84 and negotiating the use of condoms can be difficult.85

Emergency contraception. One in five women aged 14–19
years had a record of emergency contraceptive (EC) use.86
A primary care study showed that repeated use of EC over
a 12-month period is uncommon (4%).86 However, young
women aged 14–19 years were most likely to be repeat
users. The use of a regular method of hormonal
contraception was lowest in the 14–19 year age group.
Women attending for EC should be given information on
the use of their regular contraceptive method of choice.71
Women should be fully counselled regarding the failure
rates of oral and intrauterine EC to allow them to make
informed decisions.71

A young woman may choose an emergency IUD,
particularly if her risk of pregnancy is high (20–30% risk of
pregnancy from a single act of unprotected intercourse
between Days 10 and 17 of a regular 28-day cycle).71 An

IUD should be offered to all women attending for EC even
if presenting within 72 hours of unprotected sexual
intercourse.71 Age alone should not prevent IUD use as EC.
However, for women at high risk of STIs (including those
aged under 25 years) antibiotics and abstinence are advised
after testing and pending results.71 Oral antibiotics
effective against C. trachomatis are recommended:
azithromycin 1 g stat or doxycycline 100 mg twice daily
for 7 days are suitable regimens.73

Addressing health benefits
Some of the health benefits of contraception have been
presented in previous CEU Guidance.72–74

Addressing health concerns
Qualitative research has found that young people
commonly perceive hormonal contraceptives as
unsafe.87–93 Specific health concerns include: infertility,
cancer, blood clots, effects on growth and development,
weight gain, mood changes, acne, heart attacks, birth
defects, premature delivery, high blood pressure, nausea,
vomiting, infection, irregular bleeding, amenorrhoea,
headaches and hair loss.92–99 Cancer risk especially is
perceived by many young people.87,97,98,100,101

Gynaecological cancers

21 Young women may be advised that COC reduces
the risk of ovarian and endometrial cancer and,
with less than 5 years use, does not increase
cervical cancer risk (Grade B).

22 Young women may be advised that DMPA does not
appear to have any effect on ovarian, endometrial
or cervical cancer risk (Grade B).

Studies on the risk of ovarian, endometrial and cervical
cancer have not been specific to young people. A 30 µg
COC reduced the risk of ovarian epithelial cancer by
40–50%.102,103 A hospital-based, case-control study did
not identify any alteration in the risk of ovarian
epithelial cancer with age at first use.104 A 50 µg COC
reduced the risk of endometrial cancer by 50%.105,106 A
population-based, case-control study did not identify
any significant effect of DMPA on the risk of ovarian or
endometrial cancer [relative risk (RR) 0.8; 95% CI
0.1–4.6].107

A systematic review of case-control and cohort
studies108 suggests no significant increased risk of invasive
cervical cancer with use of oral contraception for <5 years
(RR 1.29; 95% CI 0.88–1.91).109 The risk increased with
increasing duration of use.109 However, individual case-
control studies have not supported such an increased
risk.110 Hospital-based, case-control studies have not found
an increased risk of cervical cancer with DMPA use with 12
years’ follow-up.111,112 No evidence for cancer risk in
young people using other hormonal methods of
contraception was identified.

Breast cancer

23 Young women should be advised that any increase
in risk of breast cancer associated with hormonal
contraception is small and there is no effect of
duration of use (Grade B).

A meta-analysis of case-control studies showed overall a
small increase in risk of being diagnosed with breast cancer
while using COC (RR 1.24; 95% CI 1.15–1.33).113 A more
recent population-based, case-control study showed no
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increased risk of breast cancer with current COC use (RR,
1.0; 95% CI 0.8–1.3).114

A collaborative study showed an increased risk of
developing breast cancer under the age of 35 years if oral
contraception (progestogen-only and combined) was
started before the age of 20 years than if started over the
age of 20 years (RR 1.22, SD ± 0.044).113 This very small
increase in risk for breast cancer diagnosed at a young age
was confirmed in re-analysis of these data.115 However, a
subsequent population-based, case-control study did not
confirm this finding.114 For women starting COC before
the age of 20 years there appears to be no substantial
increase in risk of breast cancer 5 years after cessation of
COC.113 The risk of breast cancer associated with
progestogen-only methods is less clear due to small
numbers of women using these methods.

A pooled analysis from two case-control studies found
that, overall, women who had used DMPA had no increased
risk of breast cancer (RR 1.1; 95% CI 0.97–1.4).116 Current
or recent DMPA use was associated with an increased risk
(RR 2.0; 95% CI 1.5–2.8) and those who began DMPA use
before the age of 25 years also had a small statistically
significant increase in risk. However, these results are
difficult to interpret and may reflect bias in patient
selection.117 A smaller case-control study did not support
an increased risk of breast cancer with injectable
progestogen-only contraception (mostly DMPA) (RR 0.9;
95% CI 0.7–1.2).118

We identified no data specific to progestogen-only
implants or the LNG-IUS and the risk of breast cancer in
young women.

The CEU suggests that young women should be
advised that any increase in risk of breast cancer associated
with COC use is small, that there is no duration of use
effect and that there are no consistent associations between
injectable progestogens and risk of breast cancer.

Venous thromboembolism

24 Young women should be advised that although the
risk of venous thromboembolism (VTE) increases
with COC use the absolute risk is very low
(Grade B).

25 Young women may be advised that progestogen-
only contraceptives do not appear to increase the
risk of VTE (Grade B).

Venous thromboembolism (VTE) is uncommon in women
of reproductive age (5 per 100 000 woman-years). Studies
on VTE and contraceptive hormones have not been specific
to young people. The risk of VTE increases up to five-fold
with COC use but the absolute risk remains small (15 per
100 000 woman-years with use of levonorgestrel or
norethisterone COCs and 25 per 100 000 woman years for
desogestrel or gestodene COCs).119 In comparison, the risk
of VTE in pregnancy is 60 per 100 000 woman-years. The
increased risk of VTE is apparent within 4 months of
starting and returns to that of non-users within 3 months of
discontinuation.120 Case-control studies have shown a
reduction in VTE risk with increasing duration of
use.121–124 This effect may be due to an undiagnosed
thrombophilia being ‘unmasked’ when COC is started.

Few studies have been large enough to evaluate the risk
of VTE with progestogen-only contraception (POC). This
is partly because there is a low incidence of VTE in young
women and also because of the relatively limited use of
POCs worldwide. A WHO Collaborative Study collected
data from Africa, Asia, Europe and Latin America and
evaluated the risks of cardiovascular disease with the use of

oral and injectable POCs.125 Potential biases in the study
design are acknowledged.126 Although limited by the small
numbers of women using these methods, the data suggest
that there is little or no increase in risk of VTE associated
with use of oral or injectable progestogen-only methods.
Data on VTE risk with progestogen-only implants, EC and
the LNG-IUS are limited.

Weight gain

26 Young women may be advised that there is no
evidence of weight gain with COC use (Grade B).

27 Young women may be advised that weight gain can
occur with some progestogen-only methods, but
may simply reflect the normal increase in weight
expected during the early reproductive years
(Grade C).

Concerns about weight gain are common among young
women.127 However, there is a normal increase in weight
throughout the early reproductive years.128 Studies
investigating weight gain in women using hormonal
contraception are limited by their retrospective design. A
Cochrane Review did not support a causal association
between COC and weight gain.129 In studies specific to
young women, one-third reported weight gain with COC
use.130 Studies in women aged 12.5–21 years showed
increases in height, weight, body mass index (BMI) and
percent body fat – but no significant differences between
COC users and non-users.131 No significant increases in
weight or BMI were found in young women (aged 11–20
years) using COC, DMPA or levonorgestrel-only implants
at 6 months’ follow-up.132

Average weight gain among young women using
DMPA was in the range 4.8–12.2 lb.133–137 Two
retrospective studies have suggested that baseline BMI is a
good predictor of weight gain with DMPA use.134,136
Women who stopped DMPA before 1 year of use were not
included and the results are likely to be biased.136 A small,
retrospective study found that 40% of DMPA users
discontinued because of perceived weight gain.138 An
increase in BMI of 1.1 ± 0.9 (p = 0.0005) was noted after
9.2 months’ use.

A small, retrospective study found that discontinuation
of levonorgestrel-only implants due to weight gain was
common (42%) and that BMI increased by 1.3 (p = 0.03).
In a non-comparative study, one-third of levonorgestrel-
only implant users (mean age 18.2 years) reported weight
gain with 6 months’ use, averaging an increase of 3.74
kg.139 Few etonorgestrel users reported weight gain
(6.9%), yet the measured weight gain was at least 6.8 kg
over 2 years.140 Increased weight has also been noted with
the levonorgestrel implant.141

Acne vulgaris

28 Young women can be advised that COCs may
improve acne vulgaris (Grade B).

29 Young women should be advised that the
occurrence of acne can be a reason for
discontinuation of progestogen-only implants and
injectables (Grade B).

30 Dianette® is indicated to treat severe acne which has
not responded to oral antibiotics. It should be
withdrawn 3–4 months after the treated condition
has resolved or if there is no improvement (Grade C).
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Small, randomised trials have shown significant reductions
in acne lesions with desogestrel or levonorgestrel
COCs.142,143 A retrospective observational study using the
General Practitioner Research Database found the
cyproterone acetate-containing pill, Dianette® (Schering
Healthcare), was favoured by GPs for young women (aged
13–19 years) with acne.144 A case-control study, using data
from the General Practice Research Database, has shown a
four-fold increase in the risk of VTE with Dianette
compared to COC containing levonorgestrel.145 Duration
of use did not affect this risk. In the UK, the Committee on
the Safety of Medicines advises that Dianette is not
indicated solely as a contraceptive; it is a treatment option
for women with severe acne, which has not responded to
oral antibiotics; or a treatment for moderately severe
hirsutism. It should be withdrawn 3–4 months after the
treated condition has resolved146 or if there is no
improvement.

Between 4.6%141 and 10%138 of women discontinue
levonorgestrel implants and DMPA due to acne.

Mood changes and depression

31 Young women should be advised that it is unclear
whether hormonal contraception has an adverse
effect on mood (Grade B).

Studies of mood changes are largely based on women’s
own perceptions, and are difficult to interpret. Two-thirds
of young women (aged 14–19 years) anticipated mood
changes with COC use.130 However, only 9% experienced
such symptoms. Mood change in young people (aged
15–21 years) using DMPA was investigated using the
revised Beck Depression Inventory (BDI), a 21-item
instrument designed to assess the severity of
depression.147–149 Young women who had used DMPA for
>12 months had a significantly higher BDI score
compared to non-users.149 In a retrospective study, fewer
than one in ten women (aged 14–21 years) reported
depression or mood swings with levonorgestrel-only
implant use.141

Several studies have investigated the side effects of one
method of contraception compared to another. Four times
as many levonorgestrel-only implant users (aged 11–18
years) experienced emotional problems compared to COC
users.140 Twice as many levonorgestrel-only implant users
(aged 13–21 years) reported mood changes compared to
DMPA users, and many discontinued the method for that
reason.138 Among young women (aged 11–20 years), 57%
of COC users, 53% of DMPA users and 27% of Norplant
users reported depression over the first 6 months of use.132

Appropriate follow-up

32 Young people should be encouraged to return at
any time if they develop problems with
contraception (Grade C).

33 A young woman should be advised to return for
follow-up in the 3 months after the initiation of
hormonal contraception. This allows side effects or
other concerns to be addressed and helps ensure
correct use of the method (Good Practice Point).

Young women should be encouraged to return at any time
if they develop problems with their contraception.150
Many young women wish to bring friends or a partner
with them for first and subsequent visits. More frequent
follow-up than for adult contraceptive users may be
appropriate.151

How can clinicians ensure access to contraception for
young people?

34 Sexual heath providers should adapt services to
meet the needs of young people (Grade C).

35 Services for vulnerable young people may be
delivered within mainstream services with
outreach facilities provided where appropriate
(Grade C).

36 Young people attending any reproductive health
care setting (e.g. postnatal wards, abortion services
or GUM clinics) should have access to
contraceptive advice and/or treatment (Grade C).

37 Reproductive health providers should engage in
multi-agency working to promote services for
young people (Good Practice Point).

38 Sexual and reproductive health services should
support school nurses in their development and
training (Good Practice Point).

A survey of opinion leaders in Europe and the USA
identified that the ideal family planning service for young
people should be accessible, comprehensive,
multidisciplinary, confidential and provided by non-
judgemental staff with good communication and
counselling skills.152 Guidance on the provision of
contraceptive and advice services for young people is
available from the Teenage Pregnancy Unit.153

The location of contraceptive services. A Scottish
population survey found that even after taking account of
social deprivation and geographical differences, rates of
teenage pregnancy varied across the country.154 This
variation may be related to differences in the provision of
contraception and this has implications for the
rationalisation of services. Although a range of services
may be available, opening times, geographical location and
suitability of premises will influence use.

Many young people obtain contraceptive advice and
treatment from their GPs.155–157 Services which cater
specifically for young people have been shown to enhance
contraceptive uptake,158,159 and living close to youth-
orientated services may be associated with reduced teenage
conceptions.160,153 Mainstream contraceptive services
which provide specific outreach clinics have been
advocated to target vulnerable young people.161 The
location of a service influences how it is accessed and used.
Young people may prefer a clinic within easy reach of their
homes, while others prefer to travel further afield where
they are less likely to be recognised.157,162 Clinics in non-
medical settings, such as a city centre pharmacy, have been
successful in allowing access to contraceptive advice and
treatment by young people from a wide geographical
area.163 Extended opening times (particularly over
lunchtimes) and drop-in clinics where no appointment is
required have been shown to increase access for young
people.153,161 Family planning services should work with
other agencies to highlight other services available in the
area which may be easier for young people to access.164

Targeting vulnerable or hard to reach groups. NATSAL
2000 provides population information on sexual
behavioural patterns which are a major determinant of
sexual and reproductive health.4 Teenage pregnancy is
associated with living in a deprived area,19,160 in local
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authority care or homelessness, and being a child of young
parents.19 Predictors of early intercourse for girls include:
middle range socioeconomic status, mother having her first
child under the age of 20 years, mid-range intelligence
quotient, not being attached to school, in trouble at school,
planning to leave school early or cigarette smoking.165
Educational attainment is strongly associated with sexual
competence and use of contraception at first intercourse4 –
29% of young women who left school at 16 years with no
qualifications had a child by the age of 17 years. These
groups of young people may not access mainstream
services.

Young people with physical or learning disability may
not have opportunities to access contraceptive advice and
treatment. Services should consider how this could be
improved locally. Contraceptive and sexual health advice
services for black and ethnic minority young people should
be considered.166

Young men perceive family planning services as
providing advice and treatment for women only.157,159
Services should promote and encourage access by young
men.167

Young mothers should be able to access appropriate
contraceptive advice and/or treatment. Women should be
able to access effective contraceptive methods following
abortion.168

Service providers should assess the needs of young
users and adapt local services to meet these needs.
However, improved access does not guarantee use and
education and provision of information are also important.
Reproductive health providers should engage in multi-
agency working to promote services for young people.153

Provision of contraceptive advice and treatment by school
nurses. Throughout the UK the role of the school nurse
varies. Many school nurses provide some or all sex and
relationships education (SRE). Many nurses, however,
have had little training or ongoing support and do not feel
confident in their ability to provide this education
effectively.169 Some school nurses are able to provide
contraceptive advice or treatment. However, this varies
with the local authority. Family planning services may be
able to facilitate training and continuing professional
development for local school nurses.

Attitudes of all staff are particularly important in
determining the use of services by young
people.152,153,170–172 A cross-sectional survey in primary
care found that rates of teenage pregnancy decreased when
young people had access to female doctors or young
doctors, or where there was more nurse time available.173
Teenage-friendly general practices are being
promoted.33,34

How can clinicians ensure young people receive
appropriate information on contraception?

39 Young people should have adequate time during
consultations to address contraceptive and broader
health issues (Grade C).

40 Contraceptive and sexual health services may
develop links with education authorities and
schools to promote and provide the planning,
delivery and evaluation of sex and relationship
education (Good Practice Point).

41 Sex and relationship education should be provided
from childhood and within the context of
emotional and social development (Grade C).

42 Any service providing contraception or sexual
health advice should be able to provide young
people with leaflets about contraception, sexual
health and other lifestyle issues, appropriate
website addresses and highlight other relevant
local services for young people (Grade C).

The Faculty of Family Planning and Reproductive
Healthcare (FFPRHC) Service Standards for Workload in
Contraception suggests at least 20 minutes should be
allocated to a GP or clinical team (doctor and nurse) for
new consultations, first prescribing of hormonal
contraception, or pregnancy counselling.174 A desirable
(ideal) standard is to allow extra time for those with special
needs, such as the very young.

SRE involves pupils learning about sex, sexuality,
emotions, relationships, sexual health and about
themselves.175 SRE should promote development in
knowledge, skills, attitudes and values. The Sex
Education Forum promotes SRE as an integral part of
learning from childhood to adulthood provided within a
holistic context of emotional and social development.175
SRE should meet the needs of young people who are
heterosexual, gay or lesbian, those with physical or
learning disability, and those from different faiths.175
Schools in England have a statutory requirement to follow
national guidance on SRE.176 In Scotland, however, the
curriculum is not prescribed by statute and delivery and
management are the responsibility of education and local
authorities.177 Health professionals may be involved in
SRE delivery, planning or evaluation. Family planning
services may develop links with educational authorities to
promote and provide SRE.

NATSAL 2000 identified that school-based lessons are
the main source of information about sexual matters for
young people.4 SRE should empower young people to
make positive choices regarding relationships and sex.
SRE should be tailored to their needs at different stages in
reproductive development.175 SRE may be more effective
when linked to contraceptive or other sexual health
services.159,171 The APAUSE (Added Power and
Understanding in Sex Education) project was established in
1990 and involves close collaboration between health
professionals, teachers and young peer educators.157 It is
being continually evaluated. In this project, education
begins from age 11 years, by teachers, and moves on to
involvement of health professionals and peer educators
(aged 16–19 years). Similar projects have been used
elsewhere.178,153 Legislation and government policy on
SRE varies throughout the UK and is summarised in a fpa
factsheet.179

Other sources of information on contraception and
sexual health include GPs, family planning and sexual
health clinics, GUM clinics, youth groups, friends, the
Internet and the media. Non-use of contraception at first
intercourse was higher among young people who did not
discuss sexual matters with parents and among those whose
main source of information was friends.4 An Australian
national survey provided data on contraceptive advice-
seeking of young people aged between 15 and 17 years.180
One in three young people had never sought advice from
anyone. Parents and local doctors were the main source of
advice. Other studies have also identified parents or other
family members as key sources of contraceptive
advice.181,182 Other sources included community health
centres, health education classes, hospitals and private
doctors,181 friends, family and school nurses.182 However, a
Norwegian study of high school students aged 16–18 years
identified that discussion with parents about contraception
was less common than discussion with peers.183
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Many young women obtain information on EC from
friends, or school, but rarely from their parents.184 Youth
clinics, magazines or television were another source of
information for 15 to 20 year olds.185,186

The Internet has been identified as a practical and
accessible way of delivering sexual health education to
young people.187 A number of NHS registered websites are
available (Table 4).

There are wide variations in needs, levels, extent and
manner of information provision. Written information
complements face-to-face information.188 A wide range of
leaflets is available from organisations such as the fpa and
Caledonia Youth, which provide user-friendly information
for young men and women (Table 4). Services for young
people should be able to facilitate access to other local
services.

How can health professionals involve young people?

43 Young people should be involved in the
development of contraceptive and sexual health
services (Good Practice Point).

In developing the Green Paper, Every Child Matters,39 the
DfES also produced a young people’s version for 13–18-
year-olds.39 This version highlighted that young people
want to be involved in decisions which affect their lives.39
The DfES have also provided a document entitled Working
Together: Giving Children and Young People a Say189
which covers pupil involvement in education, schools and
communities. Some principles of involving children and
young people in developing services more responsive to
their needs are highlighted.189 These principles are:

CEU Guidance

Table 4 Internet sites that provide information sources for young people on sexual health, contraception, relationships and other lifestyle issuesa

Website name Website address Description

UK-based websites
fpa www.fpa.org.uk Provides information on all aspects of sexual health, contraception, STI and 

abortion. Leaflets are available on a wide range of topics.
Brook Advisory Centres www.brook.org.uk The website of this national voluntary sector, which provides free and 

confidential sexual health advice and services specifically for young people 
under 25 years.

Caledonia Youth www.caledoniayouth.org Run by Caledonian Youth in Scotland and aimed at any young person wanting
advice, information and support on any aspect of contraception and 
relationships. Leaflets are available such as ‘Are you ready for sex?’.

Healthy Respect www.healthy-respect.com A website for young people, parents and health professionals covering a wide 
range of information on contraception, sexual and reproductive health.

Let’s Talk About Sex www.lets-talk-about-sex.co.uk Sexual health information for young people, run by school health nurses in 
West Cheshire. Gives details of nationwide helplines and support groups and 
information on contraception, STIs, abortion and HIV/AIDS. A dictionary and
frequently asked question section are also included.

Lifebytes www.lifebytes.gov.uk/index_flash.html Third of the ‘Wired For Health’ Government sites for children aged 11–14 
years (Key Stage 3). It is regularly updated and covers health topics such as 
smoking, sexual health, mental health, drugs and alcohol.

Mind, Body and Soul www.mindbodysoul.gov.uk The fourth ‘Wired For Health’ website, aimed at 14–16-year-olds (Key Stage 
4). This covers health topics in more detail than Lifebytes with facts, figures 
and advice.

Lovelife www.lovelife.uk.com A Health Promotion England site, which provides information on sexual health
for young people aged 16–24 years. Gives advice on STIs and contraception, 
and provides details of sexual health clinics in the UK.

RUThinking www.ruthinking.co.uk Youth-orientated website.
The Site www.thesite.org Magazine-style pages for young people aged 16–25 years. Deals with subjects

such as drugs, embarrassing problems, sex and relationships and is produced 
and managed by Youth Net UK.

Teenage Health Freak www.teenagehealthfreak.org/homepage/index.asp Created by the authors of the books of the same name. The home page links to
Pete Payne’s dairy where his recent health problems are detailed and Dr Ann’s
surgery where health advice and information can be accessed.

US-based websites
Teengrowth www.teengrowth.com Information service from the American Pediatric Alliance, provided by a team

of doctors, educators and teenagers themselves. Wide ranges of topics are 
discussed including sexual health, emotions, drugs, alcohol and sports.

TeensHealth www.kidshealth.org/teen A project run by an American charitable organisation, the Nemours Foundation.
These pages provide health articles for teenagers as well as information on 
areas such as body basics, mind matters, sexual health, food and fitness.

Sites specifically covering alcohol and drugs
D-2K www.d-2k.co.uk Run by Health Promotion England, these pages provide information for 

14–16-year-olds on drugs. Music and graphics are used to give facts and
advice to young people as well as exploring some of the myths about drugs
in relation to the law and health.

Trashed www.trashed.co.uk/questions02.html Drugs information from Health Promotion England for 15–19-year-olds. Gives
details on the most common recreational drugs with sections on effects, risks, 
composition, origins and the law.

Wrecked www.wrecked.co.uk Information for teenagers aged 14–16 years on alcohol, provided by Health 
Promotion England. Gives facts and figures about alcohol as well as a quiz and
a unit check out which assesses how much a man or woman can safely drink 
every week.

aThis is not an exhaustive list and websites addresses are subject to change.
STI, sexually transmitted infection.
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● the commitment to involving young people should be
clear

● the outline of how to make this happen should be clear
● involvement is valued and will be evaluated and

reviewed
● all young people should have an equal opportunity to

be involved including those in vulnerable or hard to
reach groups.

These principles may also be relevant for involving young
people in developing contraceptive and sexual health
services.153
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This Guidance was developed by the Clinical Effectiveness Unit (CEU) of the Faculty of Family Planning and Reproductive Health Care
(FFPRHC): Dr Gillian Penney (Director), Dr Susan Brechin (Co-ordinator), Ms Alison de Souza and Ms Gillian Stephen (Research Assistants)
in consultation with the Clinical Effectiveness Committee, which includes service user representation and a multidisciplinary Expert Group of
health care professionals involved in family planning and reproductive health care. The multidisciplinary Expert Group comprised: Dr Audrey
Brown (Consultant in Sexual and Reproductive Health, The Sandyford Initiative, Glasgow), Mr David Coulter (Education Policy Advisor,
National Society for the Protection of Children), Ms Nan Cameron (Community School Nurse, NHS Grampian, Portlethen Academy, Aberdeen),
Dr Ruth Howlett-Shipley (Specialist Registrar in Public Health Medicine, Dorset/Trainee Member of the CEU), Ms Margaret McArthur (Nurse
Manager, Team Leader, Square 13 Family Planning and Reproductive Health Services, Aberdeen), Dr Louise Massey (Specialist Registrar in
Public Health/FFPRHC Education Committee Member), Ms Louise McKay (Senior Health Promotion Specialist, Healthy Respect Project,
Lothian), Dr Poornima Prabhu (Clinical Medical Officer, Family Planning, Cardiff), Ms Fiona Rennie (Community School Nurse, NHS
Grampian, Aberdeenshire) and Ms Gillian Walker (Client Services Manager, Caledonian Youth, Scotland). Written feedback was provided by:
Ms Toni Belfield (Director of Information, fpa, London), Mr James Chalmers (Lecturer in Criminal Law, Aberdeen University, Aberdeen), Dr
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Clinical Effectiveness Committee Member) and Ms Stephanie Whitehead (Policy and Development Manager, Brook, London, on behalf of the
Policy and Development Team and Medical Spokesperson).

This Guidance is also available online at www.ffprhc.uk. Evidence tables are available on the FFPRHC website. These summarise relevant
published evidence on contraception in young people, which was identified and appraised in the development of this Guidance. The clinical
recommendations within this Guidance (i.e. the text appearing within the blue and red boxes) are based on evidence whenever possible.

Electronic searches were performed for: MEDLINE (CD Ovid version) (1990–2004); EMBASE (1990–2004); PubMed (1990–2004); The
Cochrane Library (to April 2004) and the US National Guideline Clearing House. The searches were performed using relevant medical subject
headings (MeSH), terms and text words. The Cochrane Library was searched for systematic reviews, meta-analyses and controlled trials relevant
to contraception for young people. Previously existing guidelines from the Faculty of Family Planning and Reproductive Health Care (FFPRHC),
the Royal College of Obstetricians and Gynaecologists (RCOG), the World Health Organization (WHO), the Department of Health, the British
Medical Association, the Royal College of Nursing, the Royal College of General Practitioners and reference lists of identified publications were
also searched. Similar search strategies have been used in the development of other national guidelines. Selected key publications were appraised
according to standard methodological checklists before conclusions were considered as evidence. Evidence was graded as above, using a scheme
similar to that adopted by the RCOG and other guideline development organisations.
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