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Zika virus update — What do
your patients need to know?

Approximately four in 10 (42%) 
U.S. adults in households in 
which someone is pregnant or 

considering becoming pregnant don’t 
realize the Zika virus can be sexually 
transmitted, according to results from 
a new national survey. 
The poll is part of an 
ongoing series of surveys 
focused on the public’s 
response to public 
health emergencies by 
the Harvard Opinion 
Research Program at the 
Boston-based Harvard 
T.H. Chan School of 
Public Health. 

 In households in 
which someone is 
pregnant or considering 
getting pregnant, 
researchers found that 
about one in four (23%) is 
not aware of the association between 
Zika virus and microcephaly, a birth 
defect. (A just-published review of 
evidence by scientists at the Centers for 
Disease Control and Prevention, available 

at http://bit.ly/1My4V6U, confirms that 
Zika virus is a cause of microcephaly and 
other severe fetal brain defects.) One in 
five (20%) incorrectly believe there is a 
vaccine to protect against the virus, and 
25% think individuals infected with 

Zika virus are “very likely” 
to show symptoms.

The survey was 
conducted to help guide 
public communication 
and outreach regarding 
the Zika virus, says 
Gillian SteelFisher, 
PhD, director of the 
survey and research 
scientist in the 
Department of Health 
Policy and Management 
at Harvard Chan 
School. The poll allows 
public health officials 

to identify gaps in public 
understanding of the risks of Zika virus 
infection, its modes of transmission, and 
ways to protect against infection, she 
notes.
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EXECUTIVE SUMMARY

U .S . public health officials are moving swiftly to prepare a coordinated 

response to the Zika virus .

• The American College of Obstetricians and Gynecologists and the Society 

for Maternal-Fetal Medicine have issued an updated practice advisory on 

the Zika virus to share prevention strategies and guidance for management 

of pregnant women and women of reproductive age .

• Public knowledge of Zika needs improvement . About four in 10 U .S . 

adults in households in which someone is pregnant or considering 

becoming pregnant don’t realize the Zika virus can be transmitted sexually . 

and also specifically with the 
National Public Health Information 
Coalition, which is an association 
serving communication officers 
at state and local public health 
departments,” states SteelFisher. 
“They can help make sure families 
have the right information to make 
the healthiest decisions for their 
pregnancies.”

Evidence shared

 U.S. public health officials 
are moving swiftly to prepare a 
coordinated response to the Zika 
virus. The Centers for Disease 
Control and Prevention (CDC) held 
a one-day national summit in April 
2016 to bring together officials from 
local, state, and federal jurisdictions 
and non-government organizations 
to discuss such a response. (A CDC 
handout encapsulates what is known 
on preventing the sexual transmission 
of the virus. You can download it at 
http://1.usa.gov/1Q0evKv. A separate 
handout, Protecting Pregnant and 
Reproductive Age Women, also is 
available. You ocan download it at 
http://1.usa.gov/1RKxcY2.)

 The American College of 
Obstetricians and Gynecologists 
and the Society for Maternal-Fetal 
Medicine have issued an updated 
practice advisory on the Zika 

virus to share prevention strategies 
and guidance for management of 
pregnant women and women of 
reproductive age. (Download the 
advisory at http://bit.ly/1P9wNtp.) 
The CDC also has issued updated 
interim information for prevention 
of sexual transmission.1 (Readers 
can  access the information online 
at http://1.usa.gov/1S91RQM. 
Also, readers can see Contraceptive 
Technology Update’s April 2016 
article, “Sexual transmission of Zika 
virus possible: Will it impact virus 
spread?” at http://bit.ly/1qeg1mY.)

 Robert Hatcher, MD, MPH, 
professor emeritus of gynecology 
and obstetrics at Emory University 
School of Medicine in Atlanta, says, 
“CDC Director Tom Frieden, MD, 
MPH, recently focused attention on 
the economic impact of Zika when 
he pointed out that care for a single 
child with birth defects can cost 
upward of $10 million. This certainly 
suggests to me that a woman who 
is pregnant and has a known Zika 
infection should seriously consider 
her options ... .”

What do we know?

 The CDC has issued recommen-
dations that apply to men who 
have traveled to or reside in areas 
with active Zika virus transmission 
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and their female or male sex 
partners. (Check the online CDC 
map at http://1.usa.gov/1ovAJyh for 
countries with active local Zika virus 
transmission.)

The recommendations are as 
follows:

• Couples in which the woman 
is pregnant should consistently and 
correctly use condoms during sex 
(vaginal intercourse, anal intercourse, 
or fellatio) or abstain from sex for the 
duration of the pregnancy, advises the 
CDC. This course is the best way to 
avoid even a minimal risk of sexual 
transmission of Zika virus.1

• For couples who want to reduce 
the risk for sexual transmission of 
Zika virus, the recommendations 
call for consistent and correct use of 
condoms during sex, or abstinence 
from sex. Based on expert opinion, 
as well as limited but evolving 
information about the sexual 
transmission of Zika virus, the 
recommended duration of consistent 
condom use or abstinence from 
sex depends on whether men had 
confirmed infections or clinical illness 
consistent with Zika virus disease and 
whether men are residing in an area 
with active transmission.1

 Zika virus testing is recommended 
for persons who have had possible 
sexual exposure to Zika virus and 
develop signs or symptoms consistent 
with Zika virus disease. The most 

common symptoms of Zika are fever, 
rash, joint pain, and conjunctivitis 
(red eyes). A pregnant woman with 
possible sexual exposure to Zika virus 
should be tested if she or her male 
partner develop symptoms consistent 
with Zika virus disease.1

 Avoiding unintended pregnancy 
in regions in which Zika is endemic 
has put a spotlight on Puerto Rico, 
the part of the United States with the 
highest number of Zika cases, says 
Andrew Kaunitz, MD, University 
of Florida Research Foundation 
professor and associate chairman 
of the Department of Obstetrics 
and Gynecology at the University 
of Florida College of Medicine–
Jacksonville

 According to a new report, 
an estimated 138,000 women of 
reproductive age in Puerto Rico 
do not desire pregnancy and aren’t 
using an effective contraceptive. 
Public health estimates indicate 
access to contraception is constrained 
by availability, especially of highly 
effective long-acting reversible 
contraceptives (LARCs); high cost; 
incomplete insurance coverage; 
and lack of trained providers. To 
prevent unintended pregnancies, 
health officials propose applying the 
distribution of methods observed in 
the CHOICE project, a prospective 
cohort study of reproductive-aged 
women designed to promote the use 

of LARCs by eliminating cost, access, 
and knowledge barriers. Using the 
CHOICE project distribution plan, 
the estimate calls for intrauterine 
contraception for 68,000 women, 
contraceptive implants for 33,000 
women, depot medroxyprogesterone 
acetate for 11,000 women, oral 
contraceptives for 14,000 women, 
vaginal rings for 9,000 women, and 
contraceptive patches for 3,000 
women.2

 “As we in the contiguous 50 states 
of the U.S. watch for evidence of 
mosquito-borne transmission of Zika 
closer to home, the example of Puerto 
Rico should serve as a wake-up call 
for us regarding the importance of 
ensuring that all women have access 
to information about Zika and 
pregnancy, as well as effective birth 
control,” notes Kaunitz.
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What’s in the pipeline? Science moves
long-acting contraceptive options forward  
Copper intrauterine device with lower dose moves into Phase II testing

W ith the growth in interest 
in long-acting reversible 

contraceptive (LARC) methods, what 
new options may be available to U.S. 
women? 

 There are encouraging develop-

ments on the forefront, says Anita 
Nelson, MD, professor emeritus 
in the Obstetrics and Gynecology 
Department at the David Geffen 
School of Medicine at the University 
of California in Los Angeles. 

Use of implants and intrauterine 
devices (IUDs) increased among 
contracepting women from 8.5% 
in 2009 to 11.6% in 2012.1 
(Contraceptive Technology Update 
reported on the research. See the article 
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“More women reported to be moving to 
long-acting reversible contraceptives” in 
the January 2016 issue, which can be 
accessed at http://bit.ly/1RPnIeh.)

 “Unintended pregnancy rates 
dropped from 51% in 2008 to 
45% in 2011,”2 notes Nelson, 
who presented on the subject of 
contraceptive development at the 
2016 Contraceptive Technology 
conferences in San Francisco and 
Boston. “Providers hope that newer 
options may provide women the tools 
they need for contraceptive success.” 
(Get a complete overview of the latest 
information from the reproductive 
health field. Read CTU’s coverage of 
the 2016 Contraceptive Technology 
conference in the upcoming July 2016 
issue.)

 The VeraCept copper IUD 
(ContraMed of Campbell, CA) is 
undergoing Phase II testing in the 
United States, says Nelson. The most 
notable differences in the investigative 
device lie in its smaller insertion 
profile, its smaller and more flexible 
frame, and its lower copper dosage 
(175 mm2 of copper.) The copper 
is concentrated near the tubal ostia 
and internal cervical os. In a small 
comparative trial with the copper 
T380s IUD (ParaGard, Teva Women’s 
Health, North Wales, PA), use of 
the VeraCept resulted in less pain 
at insertion, fewer expulsions, and 

higher total continuation than the 
T380S, with equal contraceptive 
efficacy to date.3

 More than 250 women have 
been enrolled at 12 centers across 
the United States in the Phase II 
study, which is designed to evaluate 
the safety and effectiveness of the 
device in a population of parous and 
nulliparous women seeking long-
acting reversible contraception.

What about injections?

 Science also is eyeing long-acting 
injectable contraceptives, notes 
Nelson. There is a need for products 
to fill in the gap between the three-
month injection and the three-year 
implant or IUD, she states.

 Injectable contraception has been 
a cornerstone of international family 
planning programs for decades, states 
Vera Halpern, MD, scientist at FHI 
360 in Durham, NC. More than 
40 million women worldwide use 
injectable contraceptives to prevent 
pregnancy. Depo-Provera CI (150 
mg/mL, Pfizer, New York City), also 
known as depot medroxyprogesterone 
acetate (DMPA), provides 
contraceptive protection for three 
months if injected intramuscularly 
and is the most popular injectable 
contraceptive worldwide, Halpern 
states.

 “Despite broad and increasing 

use, DMPA carries a heavy burden 
of side effects including bleeding 
disturbances, weight gain, metabolic 
effects, and reduced bone density,” 
says Halpern. “Therefore, lowering 
the dose and improving the safety 
profile of DMPA has been an 
appealing goal.”

 This goal has been partially 
achieved with the development of the 
lower dose subcutaneous formulation 
of DMPA, which is Depo-subQ 
provera 104 (104 mg/0.65 mL; 
Depo-subQ 104), observes Hal-
pern. The subcutaneous route of 
administration results in lower peak 
levels, lower overall exposure, and 
slower absorption than intramuscular 
administration. As a result, Depo-
subQ 104 provides the same duration 
of contraceptive protection as Depo-
Provera CI, but at a 30% lower dose, 
she states. However, despite a reduced 
drug load, the use of Depo-subQ 104 
still is associated with side effects, 
some of which are believed to be 
dose-dependent; therefore, further 
decrease of the contraceptive dose of 
medroxyprogesterone acetate might 
likely lead to reduced side effects 
and increased acceptability, Halpern 
states.

 Existing pharmacokinetic and 
pharmacodynamic data suggest that 
if injected subcutaneously, the 150 
mg dose of DMPA may be sufficient 
to provide contraceptive protection 
for six months and that a dose less 
than 100 mg may be sufficient to 
provide three months of contraceptive 
protection, reports Halpern. To 
test the former hypothesis, FHI 
360 is conducting a study to 
evaluate the pharmacodynamics 
and pharmacokinetics following a 
single subcutaneous administration 
of 150 mg/mL Depo-Provera CI 
(NCT02456584; study no. 702179). 
To test the latter hypothesis, FHI 
360 is preparing to initiate the 

EXECUTIVE SUMMARY

Use of implants and intrauterine devices increased among U .S . contracepting 

women from 8 .5% in 2009 to 11 .6% in 2012 . With the growth in interest 

in long-acting reversible contraceptive methods, options are under 

development .

• Researchers are looking at the VeraCept copper intrauterine device, which 

has a smaller insertion profile, a smaller and more flexible frame, and a lower 

copper dosage than the current option .

• Science also is eyeing longer-acting injectable products to fill in the gap 

between the three-month injection and the three-year implant or intrauterine 

device .
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proof-of-concept pharmacokinetic/
pharmacodynamic study to evaluate 
if Depo-Provera CI at doses ranging 
between 45 and 105 mg may be 
effective for at least three months of 
contraceptive protection if injected 
subcutaneously (study no. 834119).

 Recruitment has been ongoing 
for the first study (no. 702179) since 
September 2015, notes Halpern. 
Interim results will be available in 
February 2017, with final results 
available in spring 2018. If the results 
show that Depo-Provera CI 150 
mg/mL injected subcutaneously has 
potential to provide contraceptive 
protection for six months, it will be 
further investigated in effectiveness 
studies, she states.

 Study initiation for the second 
study (no. 834119) is tentatively 
scheduled for August 2016, 
reports Halpern. If the study 
demonstrates that Depo-Provera 
CI, subcutaneously administered at 
lower doses, has a potential to prevent 
pregnancy when injected every three 
months, the lowest effective dose 
(within the range tested) will be 
further investigated in effectiveness 
studies. 

 While efforts are under way to 
invest in novel sustained drug delivery 
technologies that hold promise for the 
development of a new longer-acting 
injectable contraceptive product, the 
adaptation of existing methods such 

as Depo-Provera CI carries a distinct 
comparative advantage by shortening 
the time to market and reducing 
development costs, says Halpern.

With funding from the Bill & 
Melinda Gates Foundation of Seattle, 
FHI 360 has launched a project to 
support early testing of innovative 
approaches with the goal of develop-
ing an injectable contraceptive that 
would last six months. This project is 
a first step toward bringing a game-
changing injectable contraceptive to 
market, says FHI 360.

 In 2012, FHI 360 issued a 
Request for Proposals for proof-of-
concept testing of candidates that 
have the potential to be developed 
into a longer-acting injectable. 
Proposals were received from lead 
drug delivery research groups in the 
United States, Europe, India, and 
China, and they represented a wide 
range of innovative approaches. 
(CTU reported on it. See “Research 
focuses on development of a longer-
acting injectable contraceptive,” June 
2015, at http://bit.ly/1VObT9s, 
“Longer-acting method that is injectable 
probed,” in the March 2013 issue, 
at http://bit.ly/1RPD2Yi, and “The 
search has begun for long-acting 
contraceptives,” December 2013, at 
http://bit.ly/1TNeWyJ.)

 FHI 360 is partnering with the 
following projects:

• poly(lactide) and poly-lactic-co-

glycolic acid microspheres releasing 
levonorgestrel (Shanghai [China] 
Institute of Planned Parenthood 
Research); 

• poly-lactic-co-glycolic acid 
microspheres releasing etonogestrel 
(Orbis Biosciences in Kansas City); 

• nanostructured porous 
silicon microparticles releasing a 
contraceptive steroid (University of 
California, San Diego in La Jolla).

 The goal is to develop and bring to 
market a six-month injectable within 
10-15 years and possibly sooner, say 
researchers. 
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FDA updates mifepristone labeling,
easing access to abortion pill

The Food and Drug Administra-
tion (FDA) has approved 

new and updated labeling for 
the medication abortion drug 
mifepristone (Mifeprex, Danco 
Laboratories, New York City) to 
reflect the most current clinical 

practices and safety and efficacy data. 
The drug’s new label reduces the 
size of the initial dose and extends 
the window for taking it to 70 days 
since the first day of a woman’s last 
menstrual period. The new labeling 
also allows the second drug in the 

medication abortion regimen, 
misoprostol, to be taken “at a location 
appropriate for the patient.”

 The new mifepristone dosing 
regimen is:

• On day one, 200 mg of Mifeprex 
(one tablet) is taken by mouth.
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• At 24-48 hours after taking 
Mifeprex, 800 mcg (four tablets) 
of misoprostol is taken buccally 
(in the cheek pouch) at a location 
appropriate for the patient.

• About 7-14 days after taking 
Mifeprex, patients follow up with the 
healthcare provider.

 The old labeling had allowed 
for the mifepristone/misoprostol 
regimen to be used to up to 49 
days after a woman’s last menstrual 
period. It had called for a higher 
dose of mifepristone (600 mg [three 
tablets]) as the initial dose, and a 
lower dose of misoprostol (400 mcg 
[two tablets]) on day three. The 
old labeling also called for a patient 
examination by the provider 14 days 
post mifepristone.

 Medication abortion accounted 
for 23% of all nonhospital abortions 
and 36% of abortions before nine 
weeks’ gestation, according to the 
latest data.1

Label and safe practice

 Women’s health advocates have 
applauded the new labeling and say 
that the new label reflects up-to-date 
scientific evidence on provision of 
medication abortion. 
 The new label lowers the 
recommended dosage of one of 
the two drugs used, extends the 

timeframe for when a woman can 
take the pill, and reduces the number 
of visits a woman must make to her 
provider, notes the Association of 
Reproductive Health Professionals.

Following the FDA’s announce-
ment, Mark DeFrancesco, MD, 
MBA, president of the American 
Congress of Obstetricians and 
Gynecologists, said in a statement, 
“The evidence-based regimen for 
medication abortion has been shown 
to improve efficacy, reduce adverse 
effects, and even lower the cost 
of medication abortion. And by 
allowing more qualified health care 
providers to prescribe and administer 
mifepristone, and removing the 
in-person follow-up appointment, 
the updated label will also make 
medication abortion accessible to 
more women, including previously 
underserved and rural women.”

 Until the March 2016 regulatory 
action, the regimen outlined on 
labeling approved by the FDA was 
based on clinical trials completed in 
the mid-1990s. Subsequent research 
has demonstrated the safety and 
effectiveness of a regimen using a 
lower dosage of mifepristone that 
also can be used two weeks later in 
pregnancy, up to 70 days since a 
woman’s last menstrual period.2

 Raegan McDonald-Mosley, 

MD, MPH, chief medical officer of 
the New York City-based Planned 
Parenthood Federation of America, 
says, “Since Planned Parenthood’s 
medical standards are constantly 
evolving with the latest clinical 
research findings, we have actually 
had the protocols approved today in 
place at Planned Parenthood for some 
time. But given the restrictions on 
medication abortion enacted at the 
state level in recent years, updating 
the label to reflect best medical 
practice represents a significant step 
forward for science, for women, and 
for healthcare providers who want to 
give our patients the highest quality 
care.”

Put labeling into practice

 There have been several bills 
introduced in the past few years to 
restrict medication abortion; recently, 
lawmakers have introduced similar 
bills in Iowa and New Hampshire.

 Lawmakers in Ohio and Texas 
have passed laws that require 
mifepristone to be provided in 
accordance with the old FDA 
labeling, while North Dakota 
and Oklahoma have enacted laws 
requiring the use of the FDA 
protocol. The Ohio and Texas laws 
have been blocked by courts and are 
not in effect. An Arizona state court 
judge in 2016 blocked a state law 
that mandated physicians to follow 
the old FDA-approved labeling when 
administering “any medication, drug, 
or substance” to induce an abortion. 
However, Arizona’s House of 
Representatives recently has approved 
a bill requiring doctors to follow the 
old FDA labeling when it comes to 
medication abortion.

 Because providers in the United 
States already have been providing 
evidence-based care, which the new 
label now recognizes, actual practice 
will not change, notes Vicki Saporta, 

EXECUTIVE SUMMARY

The Food and Drug Administration has approved new and updated 

labeling for the medication abortion drug mifepristone (Mifeprex, Danco 

Laboratories) to reflect the most current clinical practices and safety and 

efficacy data .

• The drug’s new label reduces the size of the initial dose to 200 mg and 

extends the window for taking it to 70 days since the first day of a woman’s 

last menstrual period .

• The new labeling also allows the second drug in the medication abortion 

regimen, misoprostol, to be taken “at a location appropriate for the 

patient .”
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president and chief executive officer 
of the Washington, DC-based 
National Abortion Federation.

 “What will change is that 
politicians can no longer deny women 
access to this safe and effective 
method of early abortion care by 
insisting on an outdated regimen,” 
said Saporta in an announcement 

following the label change. “We hope 
the new label changes will soon allow 
women to access medical abortion 
care in states where anti-choice 
restrictions have made this evidence-
based care unavailable.”
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Review reproductive health considerations
for women with inflammatory bowel disease

B etween 1 and 1.4 million 
people in the United States have 

inflammatory bowel disease (IBD), 
a group of conditions that includes 
Crohn’s disease and ulcerative colitis.1 
For women of childbearing age with 
IBD, there are considerations related 
to fertility and pregnancy, according 
to recent information presented by 
the Association of Reproductive 
Health Professionals. (Review the 
information to earn continuing 
medication education credit. Visit 
http://bit.ly/1SFbilk, and click on the 
titles pertinent to IBD.)

  In the West, the incidence and 
prevalence of inflammatory bowel 
diseases has increased in the past 50 
years, says Sunanda Kane, MD, a 
gastroenterologist at the Rochester, 
MN-based Mayo Clinic. A systematic 
literature review that identified 
population-based studies calculated 
that in North America, the annual 
incidence of Crohn’s disease was 20.2 
per 100,000 person-years and the 
annual incidence of ulcerative colitis 
was 19.2 per 100,000 person-years.2

Inflammatory bowel disease 
is a chronic idiopathic disease 
characterized by the tendency of 
chronic or relapsing activation of 
the immune system within the 
gastrointestinal (GI) tract, notes 
Kane. While Crohn’s disease and 

ulcerative colitis are inflammatory 
conditions, they present very 
differently and involve different parts 
of the gastrointestinal tract.

 Crohn’s disease, which may 
involve any portion of the gastro-
intestinal tract from the mouth to the 
anus, is characterized by skip lesions, 
which are discrete areas of diseased 
bowel separated by normal bowel. 
Ulcerative colitis involves continuous 
mucosal inflammation that starts in 
the rectum and extends proximally, 
Kane points out. Typical symptoms 
of this condition are bloody diarrhea, 
abdominal pain, urgency, and 
tenesmus (the feeling of incomplete 
defecation).

 Inflammatory bowel disease is 
a risk factor for colorectal cancer, 
notes Robert Hatcher, MD, MPH, 
professor emeritus of gynecology and 
obstetrics at Emory University School 
of Medicine in Atlanta. However, 
rates of colorectal cancer deaths 
have dropped in women since 1947, 
primarily due to increased screening 
for the disease. There is some evidence 
that cancer risk in patients with IBD 
may be lower in recent years due 
to improved disease management 
and the use of screening to detect 
premalignant lesions.

The onset of menses may be 
delayed in women with IBD, 

especially when the disease is 
poorly controlled. In one study, 
12 menstrual abnormalities were 
reported in 58% of 360 women 
with Crohn’s disease, including 
amenorrhea, irregular menses, 
dysmenorrhea, and menorrhagia.3 
In a study that evaluated the 
relationships between the menstrual 
cycle and GI symptoms, researchers 
found that women with IBD 
experienced a significantly higher 
number of loose stools and more 
severe mean abdominal pain than 
the controls in all three phases of the 
menstrual cycle.4

 “It is important for clinicians to 
understand the effect of the menstrual 
cycle on signs and symptoms of 
IBD and that cyclic alteration in 
bowel function may be helpful in 
determining the true exacerbation of 
IBD,” notes Kane.

 The U.S. Medical Eligibility 
Criteria for Contraceptive Use (US 
MEC) lists the copper-T and 
levonorgestrel intrauterine devices, as 
well as the contraceptive implant, as 
Category 1 methods that can be used 
with no restrictions in women with 
IBD.5 The contraceptive injection 
and progestin-only pills are listed as 
Category 2 methods, with which the 
advantages generally outweigh the 
theoretical or proven risks.



68   |   CONTRACEPTIVE TECHNOLOGY UPDATE® / June 2016

 While combined oral 
contraceptives remain the most 
widely used form of contraception 
in the United States, in years past, 
women with IBD were counseled 
against taking combined pills because 
of the concern that pill use can 
increase the risk of IBD, notes Kane. 
However, there is conflicting evidence 
on a connection between combined 
pill use and the development of 
IBD.6 The US MEC lists combined 
pills, the contraceptive patch, and 
the contraceptive vaginal ring as a 
“Category 2/3,” which is a balance 
between when the advantages 
generally outweigh the theoretical 
or proven risks and the theoretical 
or proven risks usually outweigh the 
advantages.

 When it comes to contraceptive 
counseling for IBD patients, there 
are a few special considerations, says 
Kane. Oral formulations should have 
the lowest estrogen dose possible, 
as estrogen does in theory have 
properties that are harmful to the GI 

tract, she says.  Estrogen is implicated 
in causing ischemia by propagating 
blood clots, says Kane. 

Smoking cessation must be 
advised, just as in non-IBD patients, 
she notes. For those with a history 
of blood clots or liver disease, an 
IUD or barrier methods are preferred 
due to the risk of clots with oral 
contraceptives, states Kane.

 What should women with IBD 
know when they are planning to start 
a family? The most important thing 
is that women should be preventing 
contraception with an effective 
method until they get the all-clear 
from their gastroenterologist, as well 
as their obstetrician-gynecologist, 
says Lori Gawron, MD, assistant 
professor at the University of Utah in 
Salt Lake City. They must be clear for 
three to six months, and they must be 
on appropriate medication, she notes.
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Do teen LARC users get message on condom use?

F amily planning providers are 
seeing an increase in adolescent 

use of long-acting reversible 
contraceptive (LARC) methods. 
Efforts to improve LARC access to 
adolescents seeking contraception at 
Title X service sites have increased 
their use.1

 Results from a new study 
indicate that high school girls who 
use intrauterine devices (IUDs) and 
implants are less likely to also use 
condoms, compared with teens who 
used oral contraceptives.2 This finding 
is a cause for concern, because half of 
all new sexually transmitted infections 
(STIs) occur among young people 
ages 15-24, and LARC methods, 

while highly effective against 
unplanned pregnancy, offer no STI 
protection.3

 To perform the data analysis, 
Riley Steiner, MPH, health 
scientist at the Centers for Disease 
Control and Prevention (CDC), and 
coauthors compared condom use 
between sexually active high school 
girls using LARC methods and users 
of other contraceptive methods. 
The researchers looked at data from 
the 2013 National Youth Risk 
Behavior Survey, which the CDC 
conducted among a national sample 
of approximately 13,000 U.S. high 
school students, along with results 
from 42 states and 21 large urban 

school districts that conducted their 
own surveys.

 The study included 2,288 
sexually active female adolescents. 
Almost 60% were white, and about 
one-third were high school seniors. 
Among this population, 1.8% 
used LARC methods, while 5.7% 
used the contraceptive injection, 
patch, or ring. About 25% used 
oral contraceptives, 40.8% used 
condoms, 11.8% used withdrawal 
or other method, and 15.7% used 
no contraception. Not using a 
contraceptive method was most 
common among Hispanic adolescent 
females (23.7%) and black (21.2%) 
sexually active female students.
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 The analysis indicates that LARC 
users were more than 60% less likely 
to use condoms compared with 
girls who used oral contraceptives 
(adjusted prevalence ratio [aPR], 
0.42; 95% confidence interval [CI], 
0.21-0.84). However, there were no 
differences in condom use between 
LARC users and contraceptive 
injection, patch, or ring users (aPR, 
0.57; 95% CI, 0.26-1.25).

Teens who used LARC methods 
also were more than twice as likely 
to have two or more recent sexual 
partners compared with users of 
oral contraception (aPR, 2.61; 95% 
CI, 1.75-3.90) and contraceptive 
injection, patch, or ring (aPR, 2.58; 
95% CI, 1.17-5.67), the results 
suggest.2

 “There is a clear need for a 
concerted effort to improve condom 
use among adolescent LARC users 
to prevent STIs, particularly as 
adolescent LARC use increases,” write 
Steiner and study authors.

The results of the new study 
underscore the need to promote dual 
use of birth control and condoms, 
said Leslie Kantor, PhD, MPH, vice 
president of education at the New 
York City-based Planned Parenthood 
Federation of America. At Planned 
Parenthood, clinicians “strongly 
emphasize” the importance of dual 
use of condoms with other birth 

control methods, noted Kantor in a 
statement accompanying the results.

 Strongly encourage a dual-
protection approach that addresses 
pregnancy and STI prevention, 
states Julia Potter, MD, a physician 
in adolescent medicine at Boston 
Medical Center. Studies show 
that when healthcare professionals 
recommend condoms with other 
birth control, condom use increases, 
she notes.4 Potter co-authored an 
editorial accompanying the study.5

 “Dual protection for sexually 
active adolescents should be 
encouraged so that adolescents are 
not exposed to the risk of pregnancy 
or the risk of STIs as a result of 
selecting condom use vs. effective 
contraception use,” the editorial 
states. “Condoms and LARC 
complement each other.”

 What are some ways you can 
communicate with adolescents the 
importance of dual protection against 
unintended pregnancy and STIs? The 
CDC has a free patient education 
handout, Know Your Condom Dos 
and Don’ts, which can be accessed at 
http://1.usa.gov/1KWJJVC.

Counsel each patient that even if 
she or her partner is using another 
type of birth control, both should 
agree to use a condom every time they 
have sex to reduce the risk to both for 
HIV and most other STIs.
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In memoriam: Ward Cates Jr., MD, MPH

W ard Cates Jr., MD, MPH, 
one of the co-authors of 

Contraceptive Technology, died March 
17, 2016, in Chapel Hill, NC. 
Cates was president emeritus and 
distinguished scientist at FHI 360, a 
global nonprofit human development 
organization based in Durham, NC.

 “The health advances for which 
Ward Cates has been responsible will 

continue to have a global impact for 
years to come,” said Patrick Fine, 
chief executive officer of FHI 360 in a 
statement following Cates’ death. “He 
was a man who exemplified the idea 
that one person can make a world of 
difference.”

 Cates had a distinguished 
career, spanning more than 40 years 
in the fields of women’s health, 

prevention of sexually transmitted 
infections and HIV, contraceptive 
technology, and reproductive health 
services. At FHI 360, he helped 
design groundbreaking studies 
and implement programs on the 
prevention of unintended pregnancies 
and sexually transmitted infections. 
He also led FHI 360’s biomedical 
HIV prevention research efforts, first 
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S exuality is a natural and 
important part of human 

growth for young people and a 
developmental milestone. Statistics 
from the 2013 Youth Risk Behavior 
Surveillance System (YRBSS) show 
that 47% of students report they 
ever have had sex, yet only 19% 
of those teens reported using birth 
control pills, and 5% reported using 
the contraceptive shot, contraceptive 
vaginal ring, or a long-acting 

reversible contraceptive (LARC) 
method (implant or intrauterine 
device [IUD]), at last sex.1 Initiating 
conversations about sex is a key part 
of medical interviewing and should 
be part of routine assessment for 
adolescent well-being.2

 A major component of sexual 
history-taking is contraceptive 
counseling. Adolescents should be 
interviewed about contraception 
in a developmentally appropriate 
manner and with confidentiality pre-
established. Providers should assess 
contraception practices in the face 
of disproportionally high national 
rates of teen pregnancy and births. 
Although this rate is the lowest level 
in almost four decades, the main 
contributing factors are delayed onset 
of intercourse and a dramatic shift 
in teen contraceptive use to better 
practice and more effective methods.3

 Pediatric hospitals are increasingly 
providing care to adolescents, 
including 80% of those with 
chronic conditions, which makes 
pediatricians uniquely positioned 
to serve as a critical point of 

care in a young person’s life.4 In 
March 2016, Pediatrics released 
an article addressing low rates of 
contraceptive counseling among 
pediatric specialists for patients on 
teratogenic medications.5 Stancil et 
al conducted a retrospective chart 
review of 1,694 female adolescents 
(aged 14 to 25; mean age 15.9), 
which revealed that those who were 
prescribed teratogenic medications 
receive infrequent and inadequate 
contraceptive counseling, referral, 
and/or prescribing of contraception 
(collectively called contraceptive 
provision). Contraceptive provision 
was documented for 28.6% of 
the visits. Equally disappointing 
is the low percentage (11%) of 
contraception prescriptions that were 
recorded during patient visits. 

 Similarly, a 2016 New York State 
(NYS) study showed that while 
most (>90%) of NYS pediatricians 
counsel female adolescents about 
contraception, with two-thirds 
counseling about LARCs, only 5% 
insert LARCs.6 This online survey of 
2,957 NYS members of the American 

with barrier methods and topical 
agents, and then through the use of 
oral products. 

Before joining FHI 360, 
Cates spent two decades at the 
Centers for Disease Control and 
Prevention, where he helped lead 
its family planning, STD/HIV, 
and epidemiology training units. 
While at the CDC, Cates served 
as the first permanent chief of its 
abortion surveillance branch. He 
later became director of the CDC’s 
Division of Sexually Transmitted 
Diseases, which coincided with the 

dawn of the U.S. HIV epidemic. 
His work on the CDC’s Kaposi 
Sarcoma/Opportunistic Infections 
Task Force led to Cates’ interest in the 
international HIV epidemic.

 In 1994, Cates began his career 
at FHI 360, where he served as 
principal investigator on many 
microbicide trials. He also served as 
a scientific investigator for the HIV 
Prevention Trials Network, and he 
was a principal investigator for the 
Microbicide Trials Network.

 Cates was a familiar face at 
Contraceptive Technology conferences, 

where he served as a featured speaker 
for more than 20 years at the events 
held three times per year.

 Robert Hatcher, MD, MPH, 
professor emeritus of gynecology 
and obstetrics at Emory University 
School of Medicine in Atlanta, says, 
“Arnold Toynbee, the historian, said 
the supreme accomplishment was to 
blur the line between work and play. 
Ward Cates achieved that. He was 
constantly open to change, he was 
eloquent in both written word and 
speech, but how he treated people was 
simply spectacular.”  n
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 nDiabetes: Care throughout the 
reproductive lifespan

 nOutlook for unisex 
contraceptive

 nData on hormonal 
contraception and electronic 
cigarettes

 nHPV: A new era in patient care

COMING IN FUTURE MONTHS

Academy of Pediatrics (AAP) also 
found that those who had read the 
2014 AAP policy statement endorsing 
IUDs and implants as first-line 
contraception were significantly 
more likely to have high levels of 
knowledge regarding the suitability of 
LARCS for adolescents in addition to 
reporting higher rates of counseling 
compared to those who had not read 
the policy. 

 The AAP states that, “pediatricians 
should be familiar with counseling, 
insertion, and/or referral for LARCs” 
and “should be able to educate 
patients about LARC methods” 
given the efficacy, safety, and ease 
of use.7 The Centers for Disease 
Control and Prevention’s Selected 
Practice Recommendations state 
that IUDs and implants can be 
inserted anytime without technical 
difficulty, including postpartum. “For 
contraceptive methods other than 
IUDs, the benefits of starting to use 
a contraceptive method likely exceed 
any risk … .”8 These guidelines may 
help lessen pediatricians’ discomfort 
with LARC counseling and referral.

 When starting contraceptive 
counseling, affirm confidentiality, 
establish rapport, ask permission, and 
use open-ended questions. It often 
is helpful to first ask questions such 
as “Have you ever been in a sexual 
relationship? Tell me about it.” This 
can be followed with, “When would 
you like to become pregnant, if that is 
part of your future life plan?” Finally, 
you can ask, “What kinds of birth 
control have you used in the past? 
Tell me about your experiences.” Also 
providers can ask, “What are your 
menstrual periods like now?”

 Providers can access training 
for implant insertion and removal  
through Merck at the following site: 
http://bit.ly/214L2Wb. If you are 
unable to perform IUD insertions 
at your practice, you can find an 

adolescent-friendly referral through 
the Association of Reproductive 
Health Professionals LARC locator, 
which is at http://bit.ly/1SUNmKQ.

 The Affordable Care Act is 
enhancing access to contraception by 
lowering privately insured women’s 
out-of-pocket costs for 18 methods.9 
For your uninsured patients, payment 
plans are available for the ParaGard 
IUD through Teva Women’s Health 
at http://bit.ly/23GPXTV. Many 
family planning clinics offer free or 
low-cost IUDs. Address barriers, 
such as staffing and inadequate time, 
by using written questionnaires in 
waiting areas and training residents in 
LARC insertion.

 Pediatricians should routinely 
offer contraceptive provision to their 
adolescent patients. Forgoing routine 
assessment of contraceptive need is 
not only a missed opportunity, but it 
is a health provider’s responsibility to 
ensure overall well-being and reduced 
morbidity/mortality for adolescents 
with medically complex conditions 
and to improve all adolescent 
reproductive health outcomes. 
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CE/CME INSTRUCTIONS

CE/CME QUESTIONS

Contraceptive Technology Update is 
endorsed by the National Association of 
Nurse Practitioners in Women’s Health 
and the Association of Reproduc tive 
Health Profes sionals as a vital information 
source for healthcare professionals.

1. What is the copper dosage in 
the investigational VeraCept 
intrauterine device?

A. 150 mm2 of copper
B. 175 mm2 of copper
C. 250 mm2 of copper
D. 380 mm² of copper

2. According to 2016 updated 
labeling, what is the 
recommended dosage of 
mifepristone for Day One of 
medication abortion?

A. 200 mg 
B. 300 mg
C. 325 mg
D. 450 mg

3. What is a common 
characteristic of Crohn’s 

disease?

A. Stomatitis
B. Gastroesophageal reflux 
disease
C. Urethritis
D. Skip lesions

4. What are the five additional 
human papillomavirus types 
targeted by the 9-valent 
vaccine?

A. Human papillomavirus 31, 
33, 45, 52, and 58
B. Human papillomavirus 31, 
33, 45, 52, and 83
C. Human papillomavirus 31, 
33, 45, 67, and 83
D. Human papillomavirus 31, 
33, 45, 52, and 69

After reading Contraceptive Technology Update, the participant will be able to:

1.  identify clinical, legal, or scientific issues related to development and provisions of 
contraceptive technology or other reproductive services;

2.  describe how those issues affect services and patient care;

3.  integrate practical solutions to problems and information into daily practices, according to 
advice from nationally recognized family planning experts;

4.  provide practical information that is evidence-based to help clinicians deliver contraceptives 
sensitively and effectively.

CE/CME OBJECTIVES
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A SUPPLEMENT TO CONTRACEPTIVE TECHNOLOGY UPDATE

QUARTERLYSTI
TM

Can providers create an HPV-free zone?
Communication and scheduling are key
Set up paper or electronic prompts for immunization reminders

(Editor’s note: News of this research was published first at 
AHCMedia.com, the web page of Contraceptive Technology 
Update’s publisher. To keep up with breaking healthcare news 
as it occurs, go to AHCMedia.com.)

Once you administer that first shot 
of the human papillomavirus 
(HPV) vaccine, what are you 

doing to ensure that patients receive all 
three doses? Results of a recent study 
indicate that conflicting expectations 
between parents and medical providers 
about who is responsible for scheduling 
follow-up appointments is resulting in a 
failure of young girls to receive the full 
complement of shots.1

 Fewer than two-thirds of adolescents 
who begin the HPV vaccine series 
complete all three doses, which may put 
them at risk for HPV-related disease, 
because three doses are associated with 
maximum effectiveness.2 There are three 
available HPV vaccines:

• the bivalent Cervarix, manufactured 
by GlaxoSmithKline; 

• the quadrivalent vaccine, Gardasil, 
manufactured by Merck Sharp & Dohme Corp., a 
subsidiary of Merck & Co.; 

• the 9-valent Gardasil 9, also manufactured by Merck 
Sharp & Dohme Corp.

Each of the three vaccines is a noninfectious, virus-like 

particle vaccine. 
 The bivalent, quadrivalent, and 9-valent HPV vaccines 

each target HPV 16 and 18, types that cause about 66% of 
cervical cancers and most other HPV-associated cancers in 
women and men in the United States. The 9-valent HPV 

vaccine also targets five more cancer-
causing types (HPV 31, 33, 45, 52, 58), 
which account for about 15% of cervical 
cancers. Quadrivalent and 9-valent 
HPV vaccines also protect against HPV 
6 and 11, which are types that cause 
anogenital warts. The quadrivalent and 
9-valent HPV vaccines are licensed for 
use in females and males; bivalent HPV 
vaccine is licensed for use in females. 
(To read more on the 9-valent shot, see the 
Contraceptive Technology Update March 
2015 article, “New HPV vaccine covers 
9 types of HPV,” which can be accessed at 
http://bit.ly/1UQp5M3.)

Check study results

 The study, conducted by Boston 
Medical Center scientists, involved 
interviews with parents and providers to 

determine why patients are not receiving all 
three doses.

 “We undertook this study because in the U.S., 
currently fewer than two-thirds of boys and girls who start 
the series complete the recommended three doses,” says 
Rebecca Perkins, MD, MSc, a physician in obstetrics and 
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gynecology at Boston Medical Center 
and lead author of the research. 
“Many studies have looked at reasons 
why adolescents do or do not begin 
the series, but we know much less 
about why adolescents who start the 
series do not complete it.”

 Over a one-year period, 
researchers interviewed 65 parents 
whose daughters received at least 
one dose of the HPV vaccine, and 
they divided them into groups whose 
daughters had completed the series 
(28) and those who had not (37). 
Of the group whose daughters did 
not finish the series, 65% said they 
expected the clinic to contact them 
regarding scheduling additional 
doses. About one-fourth of parents 
said inconvenience, such as long 
commutes to the clinic, led to failure 
to complete the series, while only four 
parents made a conscious decision to 
halt the series.

 The researchers also polled 27 
providers about their specific plans 
to ensure patients completed the 
series. More than half (52%) said 
they informed parents about when 
the next doses were due, but they 
said they relied on the parents to 
schedule the follow-up visits. Forty-

one percent said they planned on 
scheduling the second dose when the 
first dose was given, and 7% hoped 
to immunize patients when they 
returned for a different appointment. 
A lack of reminder systems was the 
cause of most failures to complete the 
series, providers noted.

 How can vaccination completion 
rates be increased? Researchers 
suggested actions such as scheduling 
follow-up appointments as the child 
receives the first dose; implementing 
reminder and recall systems in clinics, 
such as phone calls, educational 
brochures, and text messages; having 
patients receive reminders directly 
from state immunization registries, 
which are independent from 
individual medical practices; and 
offering vaccines at alternative sites 
that are more convenient for parents, 
such as schools and pharmacies.1

Give voice to vaccinations

 Research indicates that a 
recommendation from a healthcare 
provider is one of the best 
influences on patient acceptance of 
immunization.3 Look to the Centers 
for Disease Control and Prevention’s 
“You Are the Key” web portal 

(http://1.usa.gov/1eGPIdM), which 
includes resources to give clinicians 
guidance on how to provide a strong 
and effective recommendation for the 
HPV vaccine.

 Current recommendations state 
that HPV vaccines should be given 
routinely to females and males at 
ages 11 or 12, though it can be given 
as early as age 9. Vaccination for 
females ages 13-26 and males ages 
13-21 also is recommended if they 
have not completed the three-dose 
series. Additionally, vaccination is 
recommended up to age 26 for men 
who have sex with men, as well as 
immunocompromised males.4

  As women’s health providers, 
obstetrician-gynecologists are 
uniquely positioned as a source of 
information and recommendations 
on immunization and reducing 
morbidity and mortality from a range 
of vaccine-preventable diseases. The 
American College of Obstetricians 
and Gynecologists (ACOG) has 
issued a new Committee Opinion, 
Integrating Immunizations Into 
Practice, which outlines the steps 
providers can take to educate and 
vaccinate their patients.5 It also has 
a site that offers information for 
providers and patients located at 
http://immunizationforwomen.org.

 “Helping our patients make 
informed decisions about vaccination 
is an essential part of our specialty,” 
says Martin Tucker, MD, member 
of ACOG’s Immunization Expert 
Work Group and lead author of the 
Committee Opinion. “We must 
embrace this role, increase awareness, 
and work to enhance immunization 
uptake.”

 The Committee Opinion calls on 
providers to speak with each patient 
directly and strongly recommend 
indicated immunizations. The use of 
prompts, either paper or electronic, 
can remind physicians and staff which 
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Online ‘pop quiz’ might help predict
sexually transmitted infections in young women

R esearchers at the Baltimore-based 
Johns Hopkins University say 

an online “pop quiz” they developed 
in 2009 shows promising accuracy 
in predicting sexually transmitted 
infections (STIs) in young women, 
although not apparently in young 
men.1

 The quiz is a simple six-question 
survey designed to evaluate behaviors 
linked to STI risk. It was developed 
with the help of specialists in 
adolescent sexual healthcare and data 
from previously published research as 
a supplement to the home STI testing 
kit campaign, www.iwantthekit.org. 
The questions ask about the number 
of sex partners, the frequency of use 
of condoms, and the age and past 
infection status of a respondent. A 
mobile-friendly version of the site is 
available to accommodate frequent 
users of smart devices; the risk quiz 
is being updated so it also is mobile-
friendly. (See the quiz questions at 
http://bit.ly/1X9UVS1. Also read 
Contraceptive Technology Update’s 
coverage of the kit in the December 
2011 article, “Testing program to reach 

at-risk women,” available in the STI 
Quarterly supplement at http://bit.
ly/1qA6IhU.) 

 Since the “I Want the Kit” 
campaign launched in 2004, more 
than 6,500 women and 3,500 men 
have self-screened in Maryland 
and Washington, DC, says author 
Charlotte Gaydos, DrPH, MPH, 
MS, professor of medicine in the 
Division of Infectious Diseases at the 
Johns Hopkins University School of 
Medicine. For the new study, nearly 

3,200 people ages 14 and older from 
Maryland and Washington, DC, who 
accessed the kit website were invited 
to take a mailed or online risk quiz 
and order a free home testing kit. 
About one-half of those invited to 
take the quiz took it (830 females and 
550 males, age average 20-24.)

 Researchers scored the quizzes on 
a 0-10 point scale. Participants were 
categorized as high risk if they scored 
8-10 points for women and 7-10 for 
men; medium risk if they scored 5-7 

patients need to be immunized. 
Many electronic medical record 
systems have these prompts available. 
Electronic medical records that 
use reminder systems can improve 
opportunities to immunize when 
patients are in the office for regularly 
scheduled appointments, the Opinion 
notes. (CTU reported on such prompt 
systems in the March 2015 article that 
is linked earlier.)
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points for women and 3-6 for men; 
and low risk if they scored 0-4 points 
for women and 0-2 for men. Women 
were categorized differently, due to 
the higher rates of STIs in young 
women, say researchers.

For the quiz, scientists believed 
the higher the score, the more likely 
a respondent would be to screen 
positive for an STI using the home 
test kit.

 Results showed a higher rate of 
STIs in women compared to men, 
at 14% versus 7%, respectively. The 
quiz also was able to predict that 
women who scored in the high-risk 
or medium-risk categories were four 
times and two times more likely 
to have an STI, respectively, than 
those who scored lower. In absolute 
numbers, 117 women and 39 men 
had at least one of three STIs, 
Chlamydia trachomatis, Neisseria 
gonorrhoeae, or Trichomonas vaginalis.1

 While the “pop quiz” accurately 
predicted STI status in women, it 
did not do so for men. Gaydos, who 
served as lead author of the current 
study, says researchers are unsure 
why this difference occurred. Follow-
up research is planned to increase 
accuracy of the quiz for men and 

women.
 While STIs affect individuals of 

all ages, they take a particularly heavy 
toll on young people. The Centers 
for Disease Control and Prevention 
(CDC) estimates that youth ages 
15-24 make up just more than 
one-quarter of the sexually active 
population, but they account for half 
of the 20 million new STIs that occur 
in the United States each year, states 
Melissa Kottke, MD, MPH, MBA, 
associate professor in family planning 
and adolescent reproductive health 
in the Department of Obstetrics and 
Gynecology at the Emory University 
School of Medicine in Atlanta. Kottke 
presented on adolescent health at the 
March 2016 Contraceptive Technology 
conference in San Francisco.2

 A pelvic exam is not necessary for 
chlamydia/gonorrhea screening, notes 
Kottke. Nucleic acid amplification 
tests are very sensitive and specific, 
and they can be conducted on such 
non-invasive specimens as urine and 
self-collected vaginal swabs. The 
CDC advises annual testing for both 
STIs for all sexually active women 
younger than age 25.3

  Any discussion about STIs 
should include the added protection 

provided by condoms against STDs, 
including HIV infection. Kottke 
suggests the following instructions: 

• Use a new, non-expired condom 
each time. 

• Don’t open a condom package 
with scissors. 

• Put on the condom before any 
genital contact.

• Do not use oil-based lubricants.
  Provide free condoms or have 

resources available to direct young 
people to where they can find free 
condoms, Kottke advises.
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Use online resources from ARHP
for HPV patient and provider education

The Association of Reproductive 
Health Professionals offers a 

wide range of online resources on the 
human papillomavirus (HPV) to help 
clinicians stay current on prevention 
and treatment, as well as to provide 
education to their patients.

 The on-demand provider webinar, 
“Managing HPV: Increasing 
Understanding & Integration of 
Immunization,” which can be 
accessed at http://bit.ly/1SnVZ4H, 

describes the natural history of HPV 
infection; provides an overview of 
available HPV vaccine efficacy and 
safety; discusses HPV screening and 
vaccination guidelines for various 
populations; offers vaccination 
counseling tips to discuss with parents 
and patients; and identifies barriers to 
vaccine uptake.

 A free copy of the patient 
brochure, A Woman’s Guide to 
Understanding HPV and Cervical 

Cancer, can be downloaded at the 
site http://bit.ly/1VUcFDg. Available 
also in Spanish, the brochure offers 
easy-to-read information on what 
cervical cancer is, what its causes are, 
and how to talk with a partner about 
HPV. The brochure discusses how 
to reduce the risk for HPV, as well 
as information on cervical cancer 
screenings. Resources are listed for 
non-profit and governmental agencies 
with HPV information.  n
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