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Prescribing Guidelines for Contraceptives

This document was developed by Nationwide Children ’s Hospital in conjunction with Partners For Kids 

using evidence-informed clinical guidelines and drug information resources. It is designed to help 

primary care practitioners provide timely and effective contraceptives for sexually active adolescent 

females. This document should not be considered a substitute for sound clinical judgment. Clinicians 

are encouraged to seek additional information if questions arise.

Teen Pregnancy Prevention and the Role of the Pediatrician

Unlike pregnancies in older women, the vast majority of teen pregnancies are unintended. The current 

downward trend of teen pregnancy has been linked to decreases in sexual activity and increased use of 

birth control. The Centers for Disease Control (CDC) has identified teen pregnancy as a “Winnable 

Battle” and recommends strengthening effective clinical interventions and promoting the use of 

contraception, including IUDs and contraceptive implants, to reduce teen pregnancy in the United 

States. Poor access to contraceptive counseling and highly effective contraceptives is a barrier for 

many teens. Pediatricians are well positioned as trusted health care providers to provide accurate 

information to patients and their families in a developmentally appropriate matter and to prescribe or 

provide many contraceptives on site. 

Counseling and Provision of Contraception 

Clinicians should address an adolescent’s sexual activity status at each well visit and initiate pregnancy 

prevention efforts or preconception care, according to patient interest. The CDC, along with the 

American Congress of Obstetricians and Gynecologists, recommends assessing pregnancy intention in 

females of reproductive age. As important as this discussion, is the follow through. Same-day access to 

method of choice, including IUDs and contraceptive implants, decreases risk of unintended pregnancy. 

The following elements should be assessed during an encounter for contraceptive counseling: 

Contraception counseling should be respectful of patients ’ and families’ unique cultural traditions, be 

non-coercive and utilize shared decision making that prioritizes the patient ’s values and priorities. 

Respect for patients’ reproductive autonomy includes access to all available methods. Patients should 

also be counseled that they may choose to switch methods or stop a method. Adolescents who want to 

discontinue the use of an implant or an IUD should not face undue barriers to removal. Removals, when 

requested, should be conducted as expeditiously as possible. 

Additional Considerations 

Conversations around selecting the right contraceptive is a great opportunity to:

 - Counsel on the importance of condom use if sexually active

 - 

 -

  

Menstrual history Sexual history Body mass index

Past medical hisory

Problem list

Current medications

Obstetric history Weight

Contraceptive history Blood pressure

Family medical history

Return to Pathway

Determine the need for a routine sexually transmitted infection (STI) screen

Consider provision of pre-exposure prophylaxis (PrEP) for high risk patients

https://www.cdc.gov/std/treatment-guidelines/screening-recommendations.htm
https://aidsetc.org/sites/default/files/resources_files/ncrc-AETC-Prescribing-PrEP-011122.pdf
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Contraceptive Pathway

“Do you want to become 

pregnant in the next year?”
Yes Offer preconception care

Is there enough time to 

complete the initial 

contraceptive counseling?

No
Continue current birth 

control method and/or offer 

1. Schedule patient 

for contraceptive 

counseling

2. Start/offer bridge 

contraceptive* 

No

Pregnancy Test
Counseling on pregnancy 

options
Positive

Negative or not done

Unprotected sex in 

previous 5 days?
No

Follow-up for 
next injection in 

11-13 weeks 

Is patient experiencing 

unwanted side effects?

Consider adjusting 

hormone and/or strength

Yes

“Are you interested in starting 

a (new) birth control method?”

Yes

No/Unsure/OK either way

Yes

Offer emergency 

contraceptive

Patient accepts

Yes

Yes
No

preconception care

Are you reasonably certain the 

patient is not pregnant?

Discuss  

contraceptive options

IUD Injectable Pill Implant Patch

Managing 

breakthrough 

bleeding

Emergency 

Contraceptives

 Educate patient to take a 

home pregnancy test in 2-

4 weeks if no withdrawal 

bleeding has occurred

 Initiation of a hormonal 

contraceptive can occur 

simultaneously with 

levonorgestrel and 5-days 

after ulipristal acetate

 Educate patient to abstain 

from sexual intercourse or 

use condoms for 7-days 

after a hormonal 

contraceptive is initiated

Condoms

Assess medical eligibility & provide 

personalized contraceptive counseling

Ring

Write prescriptions for 12-months. Include 12-refills for a    
28-day supply or 4-refills for an 84-day supply. Patient can be 

seen annually if doing well.

If not certain patient isn’t pregnant:

 Do NOT place an IUD (except 

copper IUD for EC).

 If any hormonal contraceptive is 

started, patient should complete a 

home pregnancy test in 2-4 weeks 

if they haven’t had a withdrawal 

bleed 

Implant

Patient Handouts

Hormonal IUD

Patch

Injectable

Pill

Non-Hormonal IUD

Ring

Summary of all methods

Resource to help personalize 

contraceptive method

Condoms

Emergency Contraception

*Bridge contraceptives: If a long acting method is preferred by patient, but 

cannot be obtained same day

Guidance on switching 

between contraceptive 

methods

No follow-up 

necessary

https://www.nationwidechildrens.org/for-medical-professionals/tools-for-your-practice/clinical-tools/breakthrough-bleeding-on-the-etonogestrel-implant-nexplanon
https://www.nationwidechildrens.org/family-resources-education/health-wellness-and-safety-resources/helping-hands/birth-control-nexplanon-implant
https://www.nationwidechildrens.org/family-resources-education/health-wellness-and-safety-resources/helping-hands/birth-control-hormonal-iud
https://www.nationwidechildrens.org/family-resources-education/health-wellness-and-safety-resources/helping-hands/birth-control-contraceptive-patch
https://www.nationwidechildrens.org/family-resources-education/health-wellness-and-safety-resources/helping-hands/birth-control-depo-provera
https://www.nationwidechildrens.org/family-resources-education/health-wellness-and-safety-resources/helping-hands/birth-control-pills
https://www.nationwidechildrens.org/family-resources-education/health-wellness-and-safety-resources/helping-hands/birth-control-non-hormonal-iud
https://www.nationwidechildrens.org/family-resources-education/health-wellness-and-safety-resources/helping-hands/birth-control-vaginal-ring
https://caiglobal.org/wp-content/uploads/2022/09/young-adolescent-birth-control-grid.pdf
https://caiglobal.org/wp-content/uploads/2022/09/young-adolescent-birth-control-grid.pdf
https://www.nationwidechildrens.org/family-resources-education/health-wellness-and-safety-resources/helping-hands/condoms
https://www.nationwidechildrens.org/family-resources-education/health-wellness-and-safety-resources/helping-hands/birth-control-emergency-contraception
http://www.reproductiveaccess.org/wp-content/uploads/2014/12/switching_bc.pdf


Hormonal Implant and Intrauterine Devices  

Return to Pathway

Guidance on switching prescription contraceptive method to or from implant or IUD

Managing breakthrough bleeding

http://www.reproductiveaccess.org/wp-content/uploads/2014/12/switching_bc.pdf
https://www.nationwidechildrens.org/for-medical-professionals/tools-for-your-practice/clinical-tools/breakthrough-bleeding-on-the-etonogestrel-implant-nexplanon


 

Progestin-only Injectable Contraceptive

Return to Pathway

The medroxyprogesterone acetate injection is a highly effective contraceptive option (94% effective). It is available as 

a 150 mg intramuscular dose and 104 mg subcutaneous dose; the subcutaneous product is brand name only, thus 

availability, cost and coverage for the subcutaneous product can be an issue. Non-contraceptive benefits include 

treatment for dysmenorrhea, heavy menstrual bleeding, polycystic ovary syndrome and premenstrual tension 

syndrome.

Click here for guidance on switching prescription contraceptive 

method to or from injectable medroxyprogesterone

http://www.reproductiveaccess.org/wp-content/uploads/2014/12/switching_bc.pdf


Oral Contraceptives

Return to Pathway

Oral contraceptives are 91% effective with typical use. Assess for contraindications to estrogen-

containing hormonal contraceptives (e.g., thromboembolic disorder, migraines with aura, severe 

hypertension) and pregnancy status prior to prescribing. 

Hormone activity of COCs:

Most estrogen-containing COCs have ethinyl estradiol (EE) in varying strengths. The progestin within 

COC products can vary and have distinct hormone effects, contributing to or lessening particular side-

effects. Strength and type of hormones may need adjustment depending on patient factors including 

conditions and side effects listed in Tables    and    below. Non-contraceptive benefits include treatment 

for dysmenorrhea, heavy menstrual bleeding, polycystic ovary syndrome and premenstrual tension 

syndrome.

Starting Regimen:

The recommended starting COC is a monophasic option (i.e., ethinyl estradiol ≤ 35 mcg plus 

levonorgestrel 0.15 mg or norgestimate 0.25 mg) for a good balance of safety and efficacy (options in 

table 1 below). It is recommended COCs are started on the same day as the contraceptive assessment, if 

possible. Multiphasic agents have no clinical advantage over monophasic agents and can be confusing to 

patients due to differing tablet strengths and colors.

Additional oral contraceptive resources:

2

Table 1: Recommended starting combined oral contraceptive

3

Progestin-only oral 

contraceptives

Missed dose 

guidance

Extended or 

continuous cycle

Switching between 

contraceptives

Patient factors and 

COC switching

http://www.reproductiveaccess.org/wp-content/uploads/2014/12/switching_bc.pdf


Return to PathwayReturn to OCPs



Reference: Curtis KM, Jatlaoui TC, Tepper NK, et al. US selected practice recommendations for contraceptive use, 2016. MMWR Recomm Rep. 2016a;65(4):1‐66

Return to PathwayReturn to OCPs



 

Table 2: Dose-Related Effects of Estrogen and Progestin

Return to PathwayReturn to OCPs

Click here for guidance on which oral contraceptive to switch to 

if patient presents with specific side-effects



 

Table 3: Recommendations for oral contraceptive hormone or 

strength change based upon patient factors

EE stands for Ethinyl Estradiol

Patient factors and recommendations continue on the next page

Return to PathwayReturn to OCPs



 

Table 3 cont: Recommendations for oral contraceptive 

hormone or strength change based upon patient factors

EE stands for Ethinyl Estradiol

Return to PathwayReturn to OCPs

*May also consider injectable progestin, implant or IUD for patient factors



Patch or Ring

The combined hormonal contraceptive skin patch and vaginal ring are 91% effective with typical use.  

Assess for contraindications to estrogen-containing hormonal contraceptives (e.g., thromboembolic 

disorder, migraines with aura, severe hypertension) and pregnancy status prior to prescribing.

 

*VTE: venous thromboembolism

Guidance for delayed attachment/reattachment 

of patch or insertion/reinsertion of ring

Return to Pathway

Guidance on switching prescription contraceptive 

method to or from ring/patch

http://www.reproductiveaccess.org/wp-content/uploads/2014/12/switching_bc.pdf


Return to PathwayReturn to Ring/Patch
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Emergency Contraceptives

Emergency contraception (EC) should be offered to patients who have experienced unprotected sex within the last 5 days (120 hours) who 

do not desire a pregnancy. These methods are most effective if used as soon as possible after unprotected sex. There are no 

contraindications to the use of oral EC other than known pregnancy, however, a pregnancy test is NOT required prior to taking an oral EC. 

A pregnancy test is recommended if a woman has not resumed menses within 3 weeks of EC. Decisions about which EC to use, including 

potential delay of chosen contraceptive method, should be balanced with the risk of a patient not starting her chosen contraceptive method 

and the risk of pregnancy. Use the table below to help guide decision-making for what EC is the best option for the patient. 



Preconception Care

When discussing the risk of pregnancy with an adolescent, consider the following: 

1.  A dialogue regarding the patient’s readiness for pregnancy 

2.  An evaluation of her overall health and opportunities for improving her health

3.  Education about the significant impact that social, environmental, occupational, 

     behavioral, and genetic factors have in pregnancy 

4.  Identification of women at high risk for an adverse pregnancy outcome 

To optimize health and reduce risk prior to conception, focus on the following 

health factors: 

1.  Undiagnosed, untreated, or poorly controlled medical conditions

2.  Immunization history 

3.  Medication and radiation exposure in early pregnancy 

4.  Nutritional issues 

5.  Family history and genetic risk 

6.  Tobacco and substance use and other high-risk behaviors 

7.  Occupational and environmental exposures 

8.  Social issues 

9.  Mental health issues 

Reference: Committee on Gynecologic Practice. ACOG Committee Opinion: The Importance of Preconception Care in the 

Continuum of Women’s Health Care. 313, 2015. 

Return to Pathway



Counseling about pregnancy options

Pregnant adolescents have the right to be informed and counseled on all legal 

pregnancy options. Pediatricians should take the following steps: 

1. Inform the pregnant adolescent of the options, which include carrying the    

    pregnancy to delivery and raising the infant, carrying the pregnancy to delivery   

    and making an adoption or kinship care plan, or terminating the pregnancy. 

2. Be prepared to provide a pregnant adolescent with basic, accurate information 

    about each of these options in a developmentally appropriate manner, support   

    her in the decision-making process, and assist in making connections with       

    community resources that will provide her with quality services during and after 

    her pregnancy. 

3. Examine their own beliefs and values to determine if they can provide 

    nonjudgmental, factual pregnancy options counseling. If they cannot, they should 

    facilitate a prompt referral for counseling by another knowledgeable professional 

    in their practice setting or community who is willing to have such discussion with 

    adolescent patients.

Reference: AMERICAN ACADEMY OF PEDIATRICS, COMMITTEE ON ADOLESCENCE; Options Counseling for the 

Pregnant Adolescent Patient. Pediatrics August 2022; 150 (3)

Return to Pathway



How to be reasonably certain a 

woman is not pregnant

A contraceptive method may be started at any time in a woman’s menstrual cycle 

as long as a health care provider is reasonably certain she is not pregnant. A 

provider can be reasonably certain a woman is not pregnant if she meets any of the 

following criteria:

Reference: Centers for Disease Control and Prevention. U.S. Selected Practice Recommendations for Contraceptive Use. 

MMWR 2016a;65(4):1-66.

Return to Pathway

 Is ≤ 7 days after the start of normal menses, 

 Has not had sexual intercourse since the start of last normal menses, 

 Has been correctly and consistently using a reliable method of contraception, 

 Is ≤ 7 days after spontaneous or induced abortion, 

 Is within 4 weeks postpartum, or 

 Is fully or nearly fully breastfeeding (exclusively breastfeeding or the vast majority  

[≥ 85%] of feeds are breastfeeds), amenorrheic, and < 6 months postpartum. 



Assessing medical eligibility for contraceptive use

A healthy adolescent female who has normal menstruation, no active or previous medical conditions or 

congenital anomalies, has never been pregnant, takes no medications or supplements, and does not have 

a sexually transmitted infection is eligible for any reversible contraceptive method. 

If an adolescent female has a known or suspected medical condition or takes medications other than those 

listed above, the provider should further assess medical eligibility for contraceptive use prior to initiation.

Reference: U.S. Medical Eligibility Criteria for Contraceptive Use, 2016 MMWR / July 29, 2016 / Vol. 65 / No. 3 

https://www.cdc.gov/reproductivehealth/contraception/mmwr/mec/summary.html 

Abbreviations: 

Cu IUD – copper IUD

LNG IUG – Levonorgestrel IUD

DMPA – depot medroxyprogestrerone acetate

CHC – combined hormonal contraceptives

POP – progestin only pill

Return to Pathway

https://www.cdc.gov/reproductivehealth/contraception/mmwr/mec/summary.html
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