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Skilled contraceptive care for young people offers

a powerful opportunity to improve health outcomes
and foster lifelong engagement with healthcare.

It requires clinicians to build trust while assessing
psychosocial circumstances, developmental stage
and decision-making capacity, ensuring safety,
meeting mandatory reporting obligations, respecting
individual priorities and providing evidence-based
information to support informed contraceptive
choice.

dolescence and young adulthood are typically charac-
terised by increasing independence from parents and
other caregivers. As people in these age groups learn
to negotiate intimate relationships, in a context of high
baseline fertility, they have an increased risk of unintended
pregnancy compared with older age groups.' In a recent national
cohort of women in Australia aged 19 to 24 years, the lifetime
prevalence of unintended pregnancy was 12.6%, rising to 81.0%
among ever-pregnant women.” Furthermore, unintended preg-
nancy is disproportionately experienced by young people
experiencing sexual coercion, where they may be pressured or
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manipulated into unwanted sexual activity."? This highlights
the need to also support young people in exercising control over
decisions impacting their reproductive health.’

Supporting informed contraceptive choice for adolescents
and young adults can be challenging. Importantly, while address-
ing a young person’s concerns, healthcare providers must also
balance considerations relating to developmental capacity, safety
and respect for confidentiality, as well as professional and legal
obligations. This article will discuss these factors before reviewing
available contraceptive options and highlighting considerations
particularly relevant to young people.

Young people are potentially eligible for all reversible contra-
ceptive methods available in Australia, and evidence suggests that
they want to discuss the full range of options.* Yet, misconceptions
among healthcare providers continue to limit the contraceptive
choice.* Given their high efficacy, long-acting reversible contra-
ceptives (LARCs) are recommended as a first-line consideration.
Condoms should be encouraged to prevent sexually transmitted
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infections (STTIs). Contraceptive choice is also often influenced
by a desire for noncontraceptive benefits of hormonal contracep-
tives, such as for the treatment of acne, dysmenorrhoea and heavy
menstrual bleeding.’ It is important to address any misconceptions
and concerns regarding side effects and encourage young people
to return for further review if they have any questions. These
consultations can be highly rewarding, as they provide an
opportunity to engage positively with young people, empowering
them to make informed choices to avoid unintended pregnancy
and to support their wellbeing.

An approach to contraceptive consultations with
young people

Confidentiality and setting the scene

In consultations with young people, establishing a safe and
collaborative environment is essential. Young people may attend
a consultation alone or with a friend, partner, parent or support
worker. It is best practice to spend at least part of the consultation

KEY POINTS

o Adolescents and young adults are eligible for all reversible
contraceptive methods, and informed choice should be
supported through confidential consultations, centred on
the individual needs of the young person.

Long-acting reversible contraceptives are highly effective
and should be considered first line, while respecting individual
preferences and priorities.

Clinicians must also consider and balance young people’s
rights to confidentiality, capacity to consent, safety and
mandatory reporting obligations.

Noncontraceptive benefits, bleeding patterns and potential
side effects are major drivers of contraceptive choice and
should be discussed openly.

Addressing misconceptions and misinformation, such as
from social media, is essential to support sustained and
effective contraceptive use.

with the young person on their own, setting this expectation
early with a neutral, inclusive phrase such as, T always like to
see my patients on their own for some of the consultation. Is
that OK?’ This approach helps build trust and can support the
young person should they wish to disclose any sensitive issues
or concerns. It also reinforces the notion of confidential care for
the young person.

Generally, young people who have capacity to consent also
have a right to confidentiality regarding their medical care.® Parents
can access their children’s Medicare claim history and My Health
Record for children aged younger than 14 years.” Young people
aged 15 years and older may apply for their own Medicare card,
which can be used when seeing a doctor independently and ensures
that rebates (where services are not bulk billed) are paid into their
own nominated account.®

GPs must clearly explain the limits of confidentiality upfront:
without their permission, their care remains private except for
very limited situations, such as if they or others are at serious risk
of harm. It is important to reassure the young person that you
will inform them if confidentiality needs to be breached. This
framing reinforces the clinician’s supportive role rather than an
authoritative one. To ease into sensitive topics such as sexual health
and contraception, bridging questions can be used to develop
rapport, with structured psychosocial tools such as the Home,
Education and employment, Eating, Activities, Drugs, Sexuality,
Suicide and depression, and Safety (HEEADSSS) assessment
providing a comprehensive framework for exploring a young
person’s broader wellbeing (Table 1).°

Safety and mandatory reporting

One of the barriers experienced by healthcare professionals in
providing contraceptive advice to young people involves concerns
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CONTRACEPTION FOR YOUNG PEOPLE continued I

Assessment area

TABLE 1. SAMPLE INTERVIEW QUESTIONS BASED ON THE HEEADSSS PSYCHOSOCIAL
INTERVIEW FRAMEWORK?*®

Example questions

H

Home

* Where does the young person live? Who lives in their home, and
what are the relationships like?

Who is in their family? Who would they talk to if they were stressed?
* |s home safe?

Education
and
employment

* Does the young person feel like they belong at their school? Is
school a safe place? Have they been bullied?

e Who are their friends? What are their most and least favourite
subjects? What are their marks and goals for the future?

Are there adults at school they feel they could talk to about
something important?

¢ Are they working? Where, and how often?

Eating

* Does the young person feel comfortable in their own body? Do
their weight and body shape cause any stress?

Have they dieted in the past year? Have there been significant
changes in their weight?

* Do they engage in any regular exercise?

Activities

* What does the young person do for fun? How do they spend time
with friends or family?

* What types of things do they use the internet for? How many hours

a day do they spend in front of a screen? Are they happy with this?

video games?

Do they engage with sports, religion, pornography, books, music or

Drugs

¢ Do the young person’s friends or family use drugs or alcohol?

* Do they smoke (tobacco or e-cigarettes), drink alcohol or use other

drugs (including energy drinks, steroids and prescribed
medications)?

Sexuality

* Has the young person been in a romantic relationship or are they
considering one? Have they ever had sexual relationships? Who are
they attracted to (or are they not yet sure)? What is their gender
identity?

* If they have been engaged in sexual relationships, have these have
been enjoyable? Have they felt pressured to do something they did

not want to do?

* Who are they in a relationship with currently? Have they previously
used contraception (including condoms), experienced sexually
transmitted infections or pregnancies, engaged in sexting or
experienced sexual assault?

Suicide and
depression

* How is the young person’s mental health? Do they often feel
stressed or anxious, sad or ‘down’?

e What is their sleep quality? Have they experienced online bullying
or thoughts or attempts of self harm or suicide? Who do they have
for support?

Safety

* Has the young person ever been seriously injured? If so, how?

* Have they ever met with someone in person whom they first
encountered online, not worn a seatbelt in a car or ridden in a
vehicle driven by someone who was drunk or high? Is there
violence present at home or school?
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regarding their legal and professional
obligations in ensuring safety. Healthcare
professionals can be reassured that discuss-
ing contraception with young people does
not encourage sexual activity but is part of
comprehensive care for anyone who is
currently, or soon to be, sexually active.

When providing care to adolescents,
clinicians have a responsibility to consider
risk of harm. The legal ‘age of consent’ in
Australia (when a person is deemed to have
capacity to consent to sexual activity) is:

o l6yearsof agein:

- the Australian Capital Territory
New South Wales
the Northern Territory
Queensland
Victoria
Western Australia
o 17 years of age in:

- South Australia

- Tasmania."

However, we know that many young
people engage in sexual activity before these
ages. A survey of almost 7000 students in
Australia aged 14 to 18 years reported the
average age of first vaginal sex as 15 years.?
Therefore, it is important to consider not
only the young person’s age, but the nature
of the relationship, as well as the presence
ofan age difference, uneven power dynam-
ics or coercion, and whether all parties feel
able to continue or stop the activity at any
time. Support athome and other risks, such
as neglect, are also relevant.

Mandatory reporting requirements vary
across Australian states and territories, and
practitioners should be familiar with
legislation relevant to their area. It should
be noted that filing a mandatory report
does not prohibit the provision of contra-
ception where the young person is able to
consent.” Ideally, it is best practice to
inform the young person when a manda-
tory report needs to be filed, although this
is not a legal requirement. This decision
should consider the risk of disengaging the
young person from the therapeutic rela-
tionship. Individual jurisdictions set out
protections for mandatory reporters,
including confidentiality and immunity



1. FRASER GUIDELINES"

1. The young person understands the
advice given

2. The young person cannot be
persuaded to inform their parent(s) or
caregiver(s)

3. The young person is likely to begin, or
continue, having sexual intercourse
regardless of whether they receive
contraceptive treatment

4. The young person’s physical or mental
health would suffer without
contraceptive treatment

5. Provision of contraceptive care (with or
without parental consent) is in the
best interests of the young person

from civil, criminal or administrative pro-
ceedings, related to the report."

Competence to consent to treatment
Parents or caregivers are generally
involved in providing consent for medical
treatment in children and young people
aged younger than 18 years, but young
people can provide consent independently
if they are deemed to be ‘Gillick compe-
tent’ or a ‘mature minor’. Thisis based on
the Gillick case, a 1986 United Kingdom
legal judgement that determined that a
doctor could legally prescribe contracep-
tion to an adolescent aged younger than
16 years without their parent’s knowledge,
provided the adolescent demonstrated
sufficient intellectual capacity to fully
understand the nature and consequences
of treatment."® This position was approved
by the High Court of Australia in a case
known as Marion’s case. New South Wales
and South Australia have additional leg-
islation regarding medical treatment in
children that clinicians should be aware
of in these jurisdictions.”>'®

When providing contraceptive care to
adolescents, clinicians must consider their
maturity and capacity to understand the
specific treatments proposed, their pur-
pose and nature, alternatives, risks and
benefits, and their broader consequences.
The adolescent must also retain the

information long enough to make an
informed decision.” Importantly, a minor’s
capacity to consent may vary depending
on the significance of the proposed treat-
ment; for example, a 14-year-old adolescent
may be deemed to have capacity to inde-
pendently consent to contraception but
not for major surgery.” It is recommended
that clinicians reassess and document this
competence at each visit where relevant
(such as for those aged younger than
16 years)."® The Fraser guidelines (which
arose from the Gillick case) provide spe-
cific criteria suggested for the provision of
contraception to minors without parental
consent and may be utilised as a checklist
to support documentation (Box 1)."!8

Factors influencing the
contraceptive choice for young
people

There is no one-size-fits-all approach
when it comes to contraception, including
for young people. A patient-centred
approach must be applied, tailoring the
discussion to an individual’s current
concerns and needs, with regular review.
Nevertheless, there are several consider-
ations and prevailing misconceptions,
which can be particularly pertinent to this
age group.

Social media

The contraceptive choice for young people
is often influenced by experiences of fam-
ilyand friends, as well as information that
they may have accessed online.” Social
media has increasingly become a primary
source of health information for young
people, although much of this content is
unreliable.”” There is also a current trend
that encourages ‘natural’ methods over
hormonal contraceptives and an implicit
distrust of healthcare professionals.® It is
important that practitioners are aware of
these alternative sources of information,
so that they may understand a young
person’s priorities and concerns and
validate their experiences, while providing
evidence-based advice and countering
misinformation.

MedicineToday

2. ADAPTED DEFINITIONS OF THE
UNITED KINGDOM MEDICAL
ELIGIBILITY CRITERIA CATEGORIES*?

Category 1 - no restriction on the use of
the method

Category 2 - the advantages of using the
method generally outweigh the risks

Category 3 - the risks usually outweigh
the advantages of the method; use of the
method requires clinical judgement
and/or referral to a specialist, as the
method is not usually recommended
unless more appropriate methods are
unavailable or unacceptable

Category 4 - unacceptable health risk if
the method is used

Medical eligibility
Age alone is not a limiting factor for con-
traceptive use, with Australian and inter-
national guidelines supporting the use of
any method from menarche if there are no
contraindications.” ** Similarly, nulliparity
alone should not restrict contraceptive
choice.”” The United Kingdom Medical
Eligibility Criteria (MEC), utilised in
Australia, considers patient characteristics
and pre-existing conditions to guide safe
contraceptive prescribing.”> These criteria
are freely available as a downloadable
guideline (Box 2).2

Compared with older people, young
people usually have fewer comorbidities
and cardiovascular risk factors that impact
their medical eligibility for contraceptives.
Nevertheless, it is important to consider
the MEC criteria to ensure safe options
are discussed. For instance, oestrogen-
containing contraceptives, such as the
combined oral contraceptive pill (COCP)
and vaginal ring would not be recom-
mended in the context of a personal
history of venous thromboembolism,
known thrombogenic mutations or
migraine with aura, which are all catego-
rised as MEC 4.7

The contraceptive injection, depot
medroxyprogesterone acetate (DMPA),
is associated with a small reduction in
bone mineral density during use, which
usually recovers upon cessation. Given
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CONTRACEPTION FOR YOUNG PEOPLE continued I

that adolescence is a critical time for
attaining peak bone mass, it is recom-
mended that DMPA is considered a
second-line choice in those aged younger
than 18 years (MEC 2)."”

Contraceptive efficacy

Contraceptive efficacy is akey consideration
for young people given their high fertility.
There is evidence that unintended preg-
nancy is twice as likely among those aged
younger than 21 years using short-acting
contraceptive methods compared with
those who are older and using the same
methods, whereas there was no difference
in risk when using LARCs.* Therefore, it
isrecommended that the benefits of LARC
methods are discussed with young people
and considered as first-line options.'®
LARC methods include copper and hor-
monal intrauterine devices (IUDs) and the
contraceptive implant, and, given they do
not require any regular action on the part
of the user (e.g. remembering to take a
daily pill or use a condom), they are highly
effective at preventing pregnancy (in more
than 99% of cases).” The How effective is
my contraception? resource from Sexual
and Reproductive Health Australia (for-
merly Family Planning Alliance Australia)
can be helpful in highlighting differences
in contraceptive efficacy (available at
https://srha.org.au/resour/).

Although efficacy is a very important
consideration, healthcare professionals
must ensure that care remains patient
centred. Young people may choose less
effective methods for a variety of reasons,
and it has been argued that it is therefore
essential to communicate openly regard-
ing the full range of options, and provide
information so that young people may
optimise the efficacy of their chosen
method.*

Noncontraceptive benefits

Some young people may present to dis-
cuss pregnancy prevention; however, it is
not uncommon for contraception to be
initiated primarily noncontraceptive
benefits, such as menstrual cycle control

16 MedicineToday

or to manage symptoms such as heavy
menstrual bleeding, dysmenorrhoea or
acne.’

Changes in vaginal bleeding

Impact on vaginal bleeding patterns, such
as for the management of heavy men-
strual bleeding or allowing for cycle
control, are significant considerations
impacting the contraceptive choice for
young people.®

There is no
one-size-fits-all
approach when it comes
to contraception

Combined hormonal contraceptives
(CHC:s), including the COCP and vaginal
ring, contain both oestrogen and proges-
togen. They lighten vaginal bleeding and
have the additional advantage of cycle
control and predictable withdrawal bleed-
ing during the hormone-free interval. In
addition, tailored regimens, which allow
users to skip withdrawal bleeds, may be
desirable for specific occasions (e.g. sport-
ing events, examinations or school camp)
or if the young woman experiences
undesired symptoms during the hormone-
free interval.”” With the COCP, this may
include continuously taking the hormone
pills or taking the hormone pills for an
extended period (such as three months
before taking the inactive pills and allow-
ing a withdrawal bleed, known as tricy-
cling). Available evidence regarding the
safety of extended CHC regimens is reas-
suring, and off-label prescribing is
supported by Australian guidelines.'®*'

Progestogen-only contraceptives
(including the contraceptive implant,
hormonal IUDs, DMPA injection and
drospirenone progestogen-only pill) often
cause less predictable bleeding patterns,
particularly during the first months of
use, including unscheduled irregular
bleeding or amenorrhoea. Both hormonal
IUDs and DMPA tend to lighten bleeding,
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and, along with the drospirenone proges-
togen-only pill, an increasing proportion
of users will experience amenorrhoea over
time (Table 2).?” A clear explanation of
possible bleeding patterns with hormonal
contraceptives can be invaluable in
improving acceptability, along with
encouragement to return for review if
bleeding is not tolerable.

Dysmenorrhoea treatment

Period pain that affects engagement in daily
activities, such as school attendance, is
common among adolescents in Australia.”
The importance of treating dysmenorrhoea
has been increasingly recognised, not only
to improve a young person’s wellbeing, but
because of its association with an increased
risk of chronic pain in adulthood.” Along
with NSAIDs, CHCs and progestogen-only
contraceptives are key initial treatment
options for dysmenorrhoea.?** Extended
or continuous use of CHCs may be more
effective than cyclic use, by avoiding
symptoms experienced during withdrawal
bleeds.* Depending on the presentation,
and certainly if there is insufficient
response to initial treatments, GPs should
investigate for secondary causes, such as
endometriosis.*

Acne treatment

The COCP can improve acne and other
symptoms of hyperandrogenism by
increasing the levels of sex hormone-
binding globulin, and thereby lowering
levels of serum androgens.” Although
evidence islimited, the vaginal ring is also
likely to improve acne.* It is important
to set expectations, as the clinical effect
may not be apparent for a few months
after commencement.* Theoretically, a
less androgenic or antiandrogenic pro-
gestogen (e.g. drospirenone or dienogest)
may be preferable; however, all COCPs
have been shown to have a beneficial effect
for acne, and there is insufficient evidence
for one pill over another.* It should be
noted that pills containing cyproterone
acetate are TGA approved for the treat-
ment of acne and androgenic symptoms


https://srha.org.au/resour/

TABLE 2. EXPECTED IMPACT OF REVERSIBLE CONTRACEPTIVES ON VAGINAL BLEEDING?:27-31%

Contraceptive Expected bleeding patterns

COCP * Tends to lighten bleeding, with predictable withdrawal bleeds occurring during the hormone-free
intervals (i.e. when inactive pills are taken or active pills are paused)

Breakthrough bleeding, more likely during the first few months of use or when using extended regimens?’
Some pills have a more suppressive effect on the endometrium, increasing the chance of

amenorrhoea during the hormone-free intervals and reducing the chance of breakthrough bleeding

Vaginal ring Tends to lighten bleeding, with predictable withdrawal bleeds occurring during the hormone-free
intervals (when the ring is removed)

Lower incidence of breakthrough bleeding compared with the COCP?’

Levonorgestrel IUD? Tends to lighten bleeding, with irregular bleeding patterns common
* Reduced incidence of irregular bleeding over time, with increasing rates of amenorrhoea

¢ Amenorrhoea reported in 20% of 52 mg users and 12% of 19.5 mg users at 12 months?82°

Copper IUD ¢ Can increase menstrual blood loss and intermenstrual bleeding
Menstrual bleeding may be heavier, longer or more painful?’

Contraceptive implant The total bleeding volume is often reduced, but the patterns are unpredictable

¢ Amenorrhoea occurs in about 20%, frequent bleeding in about 7%, prolonged bleeding in about 18%2*

DMPA injection

Reduced bleeding is common, with increasing rates of amenorrhoea with increasing duration of use
(50-70% at 12 months)?4°

Traditional POP (containing Unpredictable bleeding patterns
levonorgestrel or norethisterone) * May cause frequent and irregular bleeding
¢ Amenorrhoea and prolonged bleeding are less common?*

Drospirenone POP Unpredictable bleeding patterns

Irregular bleeding may also occur

* A hormone-free interval included to try to improve scheduled bleeding; however, unscheduled bleeding
outside of this time is still common
¢ Amenorrhoea reported in one quarter to one-third of users after 9-12 months3*

Condoms, withdrawal, fertility .
awareness methods

No impact on vaginal bleeding

Abbreviations: COCP = combined oral contraceptive pill; DMPA = depot medroxyprogesterone acetate; IUD = intrauterine device; POP = progestogen-only pill.
* Table to be published as part of a family planning factsheet (in development at the time of writing this article).
* Only the 52 mg levonorgestrel IUD is PBS listed for heavy menstrual bleeding.

unresponsive to other treatments; these
may also provide contraception if
required.” If needed, the COCP may be
safely used alongside other nonhormonal
acne therapies; effective contraception is
critical if using teratogenic medications,
such as retinoids.*

Protection against sexually transmitted
infections

External and internal condoms have a
typical-use efficacy of only 79 to 88%;
however, they are the only methods of
contraception that also provide protec-
tion against STTs. Given sexually active
young people are at an increased risk of

STIs, such as chlamydia, it is important
to highlight the benefits of consistent
condom use and annual STT screening.”
It may also be helpful to discuss the cor-
rect use of condoms and strategies to help
a young person negotiate condom use
with their partner(s). Where the young
person is at risk of contracting HIV infec-
tion, pre-exposure prophylaxis should
be considered.” Additionally, the ‘doxy-
postexposure prophylaxis’ strategy
(taking doxycycline within 72 hours of
unprotected sexual activity) may benefit
those at higher risk of syphilis, such as
gay, bisexual or other men who have sex
with men, balancing benefits against

MedicineToday

potential risks, including antibiotic resist-
ance.! Dual protection, where condoms
are used alongside another more effective
contraceptive method, is often recom-
mended to provide both STI protection
and effective contraception.

Common misconceptions and

side effects

Appropriateness of intrauterine
devices for young people

Despite current guidelines recommending
IUDs as a first-line consideration for
young people and evidence of higher sat-
isfaction and continuation rates, less effec-
tive methods, such as contraceptive pills
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CONTRACEPTION FOR YOUNG PEOPLE continued -

or condoms, are more often used in Australia.'®*>** Misconcep-
tions persist among healthcare providers, impacting the options
offered to young people.*>** Concerns include a risk of pelvic
inflammatory disease in those exposed to STIs and insertion
difficulty in nulliparous individuals. However, compared with
the earlier IUDs, modern IUDs do not carry the same risk of
pelvic infection. There remains a slight increase in risk, limited
to the first three weeks after insertion; however, the overall risk
is very low (<1%).” To minimise this risk, STI screening should
be offered before IUD insertion and may be performed on the
day of insertion if the young person is asymptomatic. ITUD
insertion should be delayed in the presence of purulent cervicitis,
gonorrhoea, symptomatic chlamydia infection or current pelvic
inflammatory disease.”

In addition, there remains concern among some healthcare
providers that IUD insertion may be technically more challeng-
ing and painful for young, nulliparous people. Although there
is significant variability in the pain experienced during IUD
insertion between individuals, higher pain scores have been
reported for nulliparous women.” Other factors associated with
increased pain include dysmenorrhoea, greater anticipated pain,
greater anxiety and negative perceptions of IUDs prior to
insertion.*s

Nevertheless, insertion pain is usually relatively short-lived,
and there is evidence that insertion without sedation may be
acceptable to young women.*” The rate of successful IUD place-
ment on the first attempt in young women is very high (>98%)
in community clinics, and previous vaginal delivery does not
have a significant impact on success rates.”® Furthermore, new
smaller IUDs, such as the 19.5mg levonorgestrel IUD, may
further facilitate easier, less uncomfortable insertion.* There
is limited evidence regarding the optimal analgesic choice for
IUD insertion, but it is important to provide patients with
information about IUD insertion-associated pain and pain
management strategies (e.g. naproxen, 10% local anaesthetic
spray, methoxyflurane) and ensure patients know that they can
ask for the procedure to be ceased or paused at any time.*>*"!
IUD insertion under sedation is also an option, but this choice
may be restricted by the accessibility of clinic locations, wait
times and cost.

Concerns regarding side effects

Concerns associated with side effects, such as weight gain or
impacts on mood, often impact contraceptive choice and
discontinuation.>” These may be influenced by previous
negative experiences or the perceptions and experiences of
friends and family. Information accessed online may also play
a role; social media influencers have been found to often
promote the discontinuation of hormonal contraception and
may provide incomplete information regarding nonhormonal
options.*
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Young people have highlighted their
desire to discuss possible side effects as
part of contraceptive consultations.’ It is
important to take any concerns seriously,
while providing information regarding
available evidence and respecting individ-
ual experiences and choice. After initiating
contraception, young people should also
be encouraged to return at any time if
they experience problems; a scheduled
review after three months may help
address concerns or side effects.”® Given
that multiple factors may contribute to
an altered mood or body weight, it can
also be pertinent to respectfully explore
these alongside the potential role of
contraception.

Weight gain is frequently cited as a side
effect of hormonal contraception, leading
many young people and clinicians to
believe a causal link exists. However, evi-
dence for weight gain caused by most con-
traceptivesislacking. The exceptionis the
DMPA injection, which has been associated
with weight gain, particularly in those aged
younger than 18 years who have a higher
initial body mass index (=30kg/m?).”

Studying the association between hor-
monal contraceptives and mood is chal-
lenging, given the multiple potential
confounding factors and difficulty in
measuring subjective changes in mood.
An often-cited large Danish cohort study
found an increased relative risk of the
diagnosis of depression or initial anti-
depressant prescription among those
prescribed hormonal contraception, par-
ticularly adolescents.* However, although
this demonstrates an association, there
remains insufficient evidence that hor-
monal contraceptives cause depression,
and pre-existing depression is not a con-
traindication to their use.”® Indeed, for
some people, the COCP may have a
beneficial role in the treatment of premen-
strual dysphoric disorder. It should be
acknowledged that some users may
experience mood changes while using
contraceptives.”® A change in the contra-
ceptive method may be considered, such
as changing the progestogen or switching

to a nonhormonal method. If mood
changes occur during the hormone-free
interval, a continuous or extended-use
regimen of a CHC may be helpful.”®

Cost
LARC options are cost-effective over the
duration of use; however, upfront costs
and challenges in finding providers
trained in insertion and removal may limit
their uptake among young people. Several
measures have been introduced recently
to address these barriers, including:

o significant uplifts in Medicare
rebates for LARC procedures and
bulk-billing incentives from
November 2025%

o the establishment of the online
Australian Contraception and
Abortion Primary Care Practitioner
Support Network community of
practice for primary care
(AusCAPPS Network)>*

« scholarships to boost clinician training
in LARC (AUSLARC training
scholarships).”

Additionally, several other contracep-
tive options have been added to the PBS
in 2025, including the 4 mg drospirenone
progestogen-only pill, COCPs (20 mcg
ethinylestradiol and 3 mg drospirenone,
30mcg ethinylestradiol and 3 mg dros-
pirenone, 14.2mg estetrol with 3 mg
drospirenone) and the vaginal ring
(ethinylestradiol and etonogestrel). These
are welcome changes to improve access
and choice for young people.

Conclusion

Effective contraceptive consultations with
young people can be highly rewarding for
healthcare professionals and highly valued
by young people. They can empower young
people to make informed choices to protect
their sexual health and avoid unintended
pregnancy, while establishing a safe space
for future healthcare engagement. In an
era where misinformation about contra-
ception is widespread, particularly through
social media and peer networks, clinicians
play a vital role in helping young people

MedicineToday

navigate conflicting and inaccurate
information.

There is no one-size-fits-all approach
to contraception; nevertheless, this article
highlights some of the key considerations
relevant to young people. Providing clear,
evidence-based information and involving
young people in shared decision-making
enhances satisfaction and long-term
adherence. By taking a patient-centred
approach, clinicians can ensure contra-
ceptive discussions are inclusive and sup-
port young people to make choices that
align with their values, lifestyle and future
reproductive goals. MT
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