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Zika Update: Sexual Transmission
Is More Common Than First Thought 
Use resources to talk with patients about protection against virus 

With evidence that sexual 
transmission of the Zika virus 
has occurred, public health 

officials are moving quickly 
to inform the public 
and educate healthcare 
professionals on disease 
prevention. 

 In light of the 
increased risk, the World 
Health Organization 
(WHO) has updated 
its guidance and 
recommended that 
couples or women 
planning pregnancy who 
live in or are returning 
from Zika-affected areas 
wait at least eight weeks 
before trying to conceive 
to ensure the virus has 
cleared their bodies. The organization 
previously had recommended a four-
week minimum period before trying to 
conceive in such circumstances.1 (This 
information was posted May 31, 2016, by 

AHC Media, publisher of Contraceptive 
Technology Update. To keep up with 
breaking news as it happens, go to 

AHCMedia.com.) Concern 
about the virus has grown 
since an association has 
been established between 
Zika virus infection 
and adverse pregnancy 
and fetal outcomes, 
including microcephaly, 
neurological 
complications, and 
Guillain-Barré syndrome.

To provide a more 
complete picture of 
the effects of Zika on 
pregnant women in the 
U.S. states and territories, 
the CDC has changed 

its reporting system.2 The 
CDC system previously included only 
pregnant women with symptoms or 
pregnancy complications consistent 
with Zika; the new system now includes 
pregnancy data from two enhanced 
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EXECUTIVE SUMMARY

With evidence that sexual transmission of Zika virus has occurred, public 

health officials are moving quickly to inform the public and educate 

healthcare professionals on disease prevention . 

• The World Health Organization has updated its guidance, recommending 

that couples or women planning pregnancy who live in or are returning 

from Zika-affected areas wait at least eight weeks before trying to conceive 

to ensure the virus has cleared their bodies .

• The CDC has changed its reporting system . The new system includes 

pregnancy data from two enhanced surveillance systems — the U .S . Zika 

Pregnancy Registry and the Puerto Rico Active surveillance system — both 

of which include pregnant women with any laboratory evidence of possible 

Zika virus infection with or without symptoms .

surveillance systems: the U.S. Zika 
Pregnancy Registry and the Puerto 
Rico Active surveillance system. Both 
of these systems include pregnant 
women with any laboratory evidence 
of possible Zika virus infection with 
or without symptoms.

 Recent published studies 
indicate that there are babies with 
microcephaly that have test results 
suggesting Zika infection, but 
whose mothers didn’t recall having 
any symptoms of Zika, explains 
Margaret Honein, PhD, MPH, 
CDC epidemiologist and chief of 
the its Birth Defects Branch. As of 
June 9, 2016, the CDC is reporting 
the number of pregnant women 
with any laboratory evidence of 
possible Zika virus infection, with or 
without symptoms, from the United 
States and Washington, DC, is 234, 
with 189 reported in United States 
territories.

 “This comprehensive information 
will assist healthcare providers as they 
counsel pregnant women affected by 
Zika,” said Honein at a CDC press 
conference. “It is also essential for 
planning at the federal, state, and 
local levels for the clinical public 
health and services needed to support 
pregnant women and families 

affected by Zika.”

What Is Known

 What is known about sexual 
transmission of the Zika virus? The 
CDC has hosted teleconferences to 
address Zika information; sexual 
transmission has been discussed in 
these teleconferences. The Zika virus 
can be found in a man’s semen longer 
than in his blood, according to John 
Brooks, MD, senior medical advisor 
in the CDC’s National Center for 
HIV, Viral Hepatitis, STD and 
Tuberculosis Prevention. However, 
public health officials do not know:

• how long the virus can stay in 
the semen of men who have had 
Zika virus or how long it can be 
transmitted to a sex partner;

• the pattern or frequency of 
shedding in semen: if it’s intermittent 
(sheds some days, other days 
not) or, if it declines, then how it 
declines (rapidly, slowly, linearly, or 
logarithmically); 

• if the Zika virus can be spread 
from other body fluids exchanged 
during sex, such as saliva and vaginal 
fluid.

 While the Zika virus can be 
spread through sex by a man who 
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has the virus to his male and female 
partners through vaginal sex, anal 
sex, and oral (mouth-to-penis) sex, 
scientists don’t know if women with 
Zika can spread the virus to their sex 
partners, said Brooks during a recent 
teleconference on the subject. 

 In all known cases of sexual 
transmission, the men developed 
Zika symptoms, observes Brooks. 
Men have transmitted Zika 
shortly before, during, and after 
symptoms developed. Yet, it is not 
known if men who never develop 
Zika symptoms — those who are 
asymptomatic — can have the Zika 
virus in their semen and transmit it 
to partners during sex. Scientists also 
don’t know if asymptomatic men 
shed virus in semen with the same 
frequency, duration, and pattern as 
symptomatically infected men, states 
Brooks.

 Who should be tested for the Zika 
virus? The CDC recommends testing 
patients with fever, rash, arthralgia, or 
conjunctivitis whose symptoms onset 
during or within two weeks of travel 
to an area with ongoing transmission, 
OR have an epidemiologic link to a  
laboratory-confirmed case through 
vertical transmission, sexual contact, 
or association in time and place.

 Also, offer testing to asymptomatic 
pregnant women with a history 
of travel to an area with ongoing 
transmission OR sexual contact with 
a partner who had symptoms of Zika 
virus disease during travel or within 
two weeks of return from an affected 
area.

 Testing is NOT recommended to 
establish risk of sexual transmission in 
men until more is known more about 
Zika shedding in semen, says Brooks. 
Negative results might be falsely 
reassuring, because Zika can persist in 
semen after it is no longer detectable 
by reverse transcription polymerase 
chain reaction in blood, he notes.

 The CDC’s recommendations 
for pregnant women and their male 
partners (couples in which a man 
has traveled to or resides in an area 
with active Zika virus transmission) 
is to use condoms consistently and 
correctly or abstain from sex for 
the duration of the pregnancy. This 
recommendation includes vaginal, 
anal, and oral (mouth-to-penis) sex.

 “This recommendation is our 
strongest recommendation and does 
not change based on whether the 
woman lives in a Zika affected area, 
has a male partner who travels to or 
lives in a Zika affected area, whether 
the male partner has symptoms, or if 
he tests positive/negative for Zika,” 
says Brooks.

How to Talk About Zika

Talking about the sexual 
transmission of Zika virus can be 
complicated, notes Brooks. Providers 
should give the following instructions 
that are clear and unambiguous:

• If concerned about Zika, 
couples can use condoms or choose 
not to have sex. This step is highly 
recommended during pregnancy for 
women with male sex partners who 
have lived in or traveled to an area 
with the Zika virus.

• To be effective, condoms must 
be used correctly from start to finish, 
every time, during sex.

• Sex includes vaginal, anal, and 
oral (mouth-to-penis) sex.

 Couples who don’t desire 
pregnancy should use the most 
effective contraceptive methods that 
can be used correctly and consistently 
in addition to condoms, which can 
prevent transmission of Zika and 
also are effective against sexually 
transmitted infections, says Brooks.

 Talk with patients about condom 
skills, advises Brooks. Emphasize the 
importance of practice, as well as the 

use of the proper lubricant: water- 
and silicone-based, not oil-based, 
lubricants.

 Make condoms available and 
accessible at your facility, states 
Brooks. Assess potential demand 
and current stock, and prepare a 
plan to acquire, distribute, and 
promote condoms if they are needed. 
(The CDC has fact sheets and posters 
on the Zika virus at http://1.usa.
gov/1Ws7NV3. Use the free patient 
handout on how to use a male condom. 
Download it from the CDC website 
at http://1.usa.gov/1UoyGs1. Also, 
check the AHC Media resources in the 
“Resources” section at the end of this 
article.)

 Robert A. Hatcher, MD, MPH, 
professor emeritus of gynecology and 
obstetrics at Emory University School 
of Medicine in Atlanta, notes that the 
CDC and WHO have assiduously 
avoided discussion of abortion as an 
option for women infected or possibly 
infected with the Zika virus. “I am 
certain that this is not an accident,” 
says Hatcher. “I am also certain that 
discussion of pregnancy termination 
should be part of the care provided to 
women at risk of becoming infected 
by the Zika virus.”  n

REFERENCES
1.  World Health Organization. 

Prevention of sexual transmission of 

Zika virus. Interim guidance update. 

Accessed at http://bit.ly/1RahnrK.

2.  Fischer M. Zika Virus Disease 

Surveillance in U.S. States. Accessed 

at http://1.usa.gov/28IYP5L.

RESOURCES
• AHC Media, publisher of  

Contraceptive Technology Update, 

is committed to keeping clinicians 

up-to-date on the Zika virus. Visit 

AHCMedia.com/Zika for the latest 

information. Also, readers can 

take advantage of our on-demand 



88   |   CONTRACEPTIVE TECHNOLOGY UPDATE® / August 2016

webinar, “The Zika Virus: Separating 

Fact from Fiction — A Discussion 

with Experts,” by going online to 

http://bit.ly/28JkUyo.

• The Association for Reproductive 

Health Professionals offers a Zika 

information center that is online at 

www.arhp.org/zika. Updated daily, it 

includes links to all WHO and CDC 

recommendations, as well as the 

latest clinical research and media 

articles.

The Affordable Care Act & Birth Control Coverage 
— What Every Family Planning Worker Should Know

What do you know about the 
Affordable Care Act (ACA) 

and its birth control coverage 
requirement?

 A recent American College of 
Obstetricians and Gynecologists 
webinar has the bases covered when 
it comes to the legal requirements 
of public and private coverage for 
women’s preventive services with no 
cost-sharing, including long-acting 
reversible contraceptives (LARCs) and 
other contraceptive methods.

 In May 2015, the federal 
government issued expanded 
guidance for private health plans 
about how to implement the ACA’s 
requirement to cover dozens of 
preventive care services, including 
the full range of contraceptive 
methods, services, and counseling, 
without any out-of-pocket costs, 
such as copayments and deductibles.1 
(Contraceptive Technology Update 
reported on the guidance. See the July 
2015 Washington Watch column at 
http://bit.ly/1Om7iuE.)

 What contraceptive methods are 
covered? All of the following methods 
approved by the FDA: 

• sterilization surgery for women;
• surgical sterilization implant for 

women;
• contraceptive implant;
• copper intrauterine device 

(IUD); 
• progestin intrauterine device 

(IUD); 
• contraceptive shot/injection;
• oral contraceptives (combined 

pill);

• oral contraceptives (progestin-
only);

• oral contraceptives (extended/
continuous use);

• contraceptive patch;
• contraceptive vaginal ring;
• diaphragm;
• sponge;
• cervical cap;
• female condom;
• spermicide;
• emergency contraception 

(levonorgestrel);
• emergency contraception 

(ulipristal acetate).
 The guidance followed studies 

released by the Kaiser Family 
Foundation and the National 
Women’s Law Center that provided 
evidence that many insurance plans 
were not fully complying with 
the ACA’s contraceptive coverage 
guarantee and with many of the 
law’s other coverage requirements.2-4 

Those studies had confirmed earlier 
anecdotal reports in the media 
and more limited reviews of plan 
documents, says Adam Sonfield, 
MPP, senior public policy associate 
in the Guttmacher Institute’s 
Washington, DC, office. Sonfield and 
Mara Gandal-Powers, JD, counsel 
for health and reproductive rights at 
the National Women’s Law Center, 
served as co-presenters.

  Plans are required to cover 
“services related to follow-up 
and management of side effects, 
counseling for continued adherence, 
and device removal” without cost-
sharing, notes Gandal-Powers. 

Examples of such services include 
IUD insertion, clinically indicated 
ultrasound to confirm placement, 
removal, sterilization anesthesia, and 
confirmation tests.

Typical Scenario

 Has the following scenario ever 
occurred at your facility? You and 
your patient decide that the copper 
IUD is the best method for her. 
The patient (or a member of your 
staff) checks the coverage in the 
patient’s insurance plan and is told 
the IUD is covered at 100%. With 
this information in hand, the patient 
makes an insertion appointment, and 
an IUD order is placed. The patient 
has the device inserted, with both 
covered at 100%. 

However, when the patient returns 
to address the bleeding pattern with 
her IUD, she receives an explanation 
of benefits indicating she owes money 
for the follow-up visit. When she calls 
the insurance company, she is given 
an explanation of “Follow-up visit is 
not a preventive service” or “We cover 
the device, insertion, and removal, 
and that’s it.”

 “This violates the ACA’s birth 
control coverage requirement because 
plans are required to cover services 
related to follow-up for birth control 
without cost-sharing,” explains 
Gandal-Powers. “When IUDs 
necessitate follow-up visits, those 
visits should be covered without cost-
sharing.”

 Providers now can refer patients 
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to the CoverHer Hotline (1-866-
745-5487) at the National Women’s 
Law Center to determine if the law 
applies to her plan and for help with 
the appeals process. The Hotline’s 
companion web site, which can 
be accessed at www.coverher.org, 
includes a flowchart for calling a plan, 
instructions for filing an appeal, and 
sample appeals letters.

 The CoverHer resources should be 
shared with all members of a family 
planning facility, from the front office 
staff to the staff members who take 
medical histories and vital signs, says 
Gandal-Powers.

Numbers Are Up

According to a national survey of 
women by the Guttmacher Institute, 
the proportion of privately insured 
women paying zero dollars out 
of pocket for oral contraceptives 
increased substantially, from 15% 
to 67%, between fall 2012 (before 
the guarantee was binding on many 
plans) and spring 2014 (after it had 
been implemented).5

The study found similar results 
for injectable contraception, vaginal 
rings, and IUDs. A 2014 report from 
the IMS Institute for Healthcare 
Informatics in Danbury, CT, had 
similar findings, including an 
estimate that women saved nearly half 
a billion dollars in out-of-pocket costs 
for contraception in 2013 after the 
guarantee took effect.6

 “Nearly nine out of 10 insured 
women can now pay zero dollars for 
an IUD,” says Sonfield. (View the 
webinar, “The State of Reproductive 
Health Care in 2016: Impact of the 
Affordable Care Act and Birth Control 
Coverage Requirement,” online at 
http://bit.ly/1ZgSHks.)  n
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EXECUTIVE SUMMARY

A recent American College of Obstetricians and Gynecologists 
webinar focused on the Affordable Care Act and its birth control coverage 
requirement. It looked at the legal requirements of public and private 
coverage for women’s preventive services with no cost-sharing.

• In May 2015, the federal government issued expanded guidance 
for private health plans about how to implement the Act’s requirement 
to cover dozens of preventive care services, including the full range of 
contraceptive methods, services, and counseling, without any out-of-
pocket costs, such as copayments and deductibles. All of the contraceptive 
methods approved by the FDA are covered, the guidance states.

• Plans are required to cover “services related to follow-up and 
management of side effects, counseling for continued adherence, and 
device removal” without cost-sharing.

Task Force Recommends Syphilis Screening
For Nonpregnant Persons at Increased Risk

S tatistics are troubling: The number 
of cases of primary and secondary 

syphilis has been increasing since 
2000. In 2014, 19,999 cases (6.3 cases 
per 100,000 persons) of primary and 

secondary syphilis were reported in the 
United States.1 What can clinicians do 
to reverse the trend?

 After a review of available evidence, 
the U.S. Preventive Services Task 

Force has issued new guidance stating 
that screening for syphilis infection in 
asymptomatic, nonpregnant persons 
at increased risk for infection provides 
substantial benefit.2 The new guidance 
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updates previous recommendations 
issued in 2004. The Task Force 
issued separate recommendations on 
testing in pregnant women in 2009.3 
That guidance reaffirmed the call for 
screening all pregnant women for 
syphilis infection.

 Treatment of syphilis is vital 
because, if left untreated, syphilis can 
cause damage to the nervous system, 
the heart, and other organs, notes 
Task Force member Ann Kurth, 
PhD, RN, MSN, MPH. Kurth is 
dean of the Yale School of Nursing in 
Orange, CT, and an adjunct professor 
in the New York University College 
of Nursing and the College of Global 
Public Health in New York City, as 
well as an affiliate faculty member 
in the University of Washington’s 
Department of Global Health and 
School of Nursing in Seattle.

 “Of course, the first step toward 
treatment is screening for the 
condition, and the Task Force believes 
this increased prevalence reinforces 
the importance of screening for 
syphilis,” states Kurth.

Who Is at Increased Risk?

 Who may be considered at 
increased risk for syphilis? According 
to the evidence reviewed by the 
Task Force, men who have sex with 
men (MSM) and people living with 

HIV are at highest risk for syphilis 
infection. In 2014, men accounted 
for 91% of all primary and secondary 
syphilis cases, and MSM accounted 
for 61% of cases.1 (Contraceptive 
Technology Update reported on the 
data. See the February 2016 article 
“Chlamydia, gonorrhea and syphilis 
cases are up for first time since 2006,” 
available at http://bit.ly/1Nis7zm.) 

 Additional factors associated 
with increased syphilis prevalence 
that clinicians should consider when 
deciding who to screen include 
certain races/ethnicities, certain 
geographic locations, and history 
of incarceration or sex work. Men 
younger than 29 also have higher 
rates of syphilis. Data from 2014 
indicated men in this age group had 
the highest prevalence rate, which was 
nearly three times higher than that in 
the average U.S. male population.1

 The optimal screening frequency 
for people who are at increased 
risk for syphilis infection is not 
well-established, the Task Force 
notes. MSM or persons living 
with HIV may benefit from more 
frequent screening. Studies suggest 
that detection of syphilis infection 
in MSM or persons living with 
HIV improves when screening 
is performed every three months 
compared with annual testing.4

 In implementing the Task Force’s 

guidance, clinicians will want to 
ensure that they have implemented 
a screening approach that allows 
for open and honest conversations 
to identify those at high risk and 
encourage them to get screened in 
a safe setting without stigma, says 
Kurth. (Clinicians can download a 
free patient education handout on 
syphilis testing from the Journal of the 
American Medical Association website 
online at http://bit.ly/1rgPq9e.)

 “Clinicians should also consider 
other relevant factors — including 
local infection rates, the patient’s 
sexual network, and the patient’s 
sexual risk behaviors — when 
deciding whether to screen for 
syphilis,” states Kurth. “We hope 
that this recommendation stresses the 
importance of screening for those at 
increased risk for syphilis infection 
and leads to more people receiving 
the care and prevention services that 
they need.” 

 An editorial adjoining the Task 
Force’s recommendations stated that 
practitioners need to improve their 
skills in taking a sexual history and 
applying recommended screening 
approaches to the persons for whom 
they provide care.5 The editorial was 
written by Meredith Clement, MD, 
a fellow in the Division of Infectious 
Diseases at Duke University Medical 
Center in Durham, NC, and Charles 
Hicks, MD, AIDS/HIV specialist 
and professor of clinical medicine 
in the Department of Medicine at 
University of California, San Diego.

 “Misplaced concerns about patient 
objections to sensitive questions raise 
the likelihood of failure to identify 
high risk patients and result in missed 
screening opportunities,” the editorial 
states.  n
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EXECUTIVE SUMMARY

After a review of available evidence, the U .S . Preventive Services Task Force 

has issued new guidance stating that screening for syphilis infection in 

asymptomatic, nonpregnant persons at increased risk for infection provides 

substantial benefits .

• The number of cases of primary and secondary syphilis has been increasing 

since 2000 . In 2014, 19,999 cases (6 .3 cases per 100,000 persons) of primary 

and secondary syphilis were reported in the United States .

• Treatment of syphilis is vital because, if left untreated, syphilis can cause 

damage to the nervous system, the heart, and other organs .
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Identify Contraceptive Considerations
For Female Patients Who Have Diabetes

What should clinicians keep 
in mind when providing 

family planning for women with 
diabetes? Not only are these women 
at increased risk of macrovascular 
complications, microvascular 
complications, and metabolic 
syndrome, but the reproductive 
health implications they face include 
effects on fertility, vaginitis, urinary 
tract infections, maternal risks, and 
neonatal risks, says Eleanor Bimla 
Schwarz, MD, MS, professor 
of medicine at the University of 
California, Davis.

 Schwarz and other clinicians 
recently presented information 
on diabetes management through 
online webinars hosted by the 
Association of Reproductive Health 
Professionals. [To access the webinars 
and earn continuing education credit, 
go to the organization’s web page 
for the events, “Managing Diabetes: 
Increasing Provider Understanding 
of Reproductive Health Implications” 
(http://bit.ly/1Ylz0K1) and select the 
individual presentations.]

 According to the CDC, 29.1 
million people or 9.3% of the U.S. 
population have diabetes. Of this 
number, 21 million are diagnosed, 
and 8.1 million are undiagnosed.1 
These numbers mean that 27.8% of 
people with diabetes are undiagnosed, 
Schwarz notes. For women ages 18-

79 years, age-adjusted incidence of 
diagnosed diabetes has increased since 
the 1980s; in 1980, the age-adjusted 
incidence rate was 3.5, while in 2014, 
it was 6.5.2

 The prevalence of diabetes varies 
in different racial and ethnic groups, 
with American Indians and Alaskan 
Natives having the highest prevalence: 
more than twice that of non-Hispanic 
whites.1 “The groups with a higher 
prevalence of diabetes are often the 
same groups that struggle with family 
planning, in part because of difficulty 
with access to family planning 
services,” notes Schwarz.

 According to the CDC, women 
are at high risk for diabetes if they 
are overweight (body mass index of 
25 kg/m2 or greater) and have one or 

more of the following risk factors: 
• low physical activity (less than 

150 minutes of moderate-intensity 
activity, such as walking, per week);  

• family history of type 2 diabetes; 
• high-risk race/ethnicity (African 

American, American Indian or Alaska 
Native, Asian American, Hispanic or 
Latino, Native Hawaiian or Pacific 
Islander); 

• have had a baby weighing nine 
pounds or more, or were diagnosed 
with gestational diabetes; 

• high blood pressure (140/90 
mmHg or higher); 

• high cholesterol (240 mg/dL or 
higher); 

• history of polycystic ovarian 
syndrome.3

 Diabetes has been associated 

EXECUTIVE SUMMARY

Diabetes has been associated with menstrual abnormalities, such as 

oligomenorrhea and secondary amenorrhea . Better glycemic control 

and management to prevent diabetic complications can improve these 

irregularities and increase fertility rates similar to the general population .

• Women with diabetes are at increased risk of macrovascular complications, 

microvascular complications, and metabolic syndrome . The reproductive 

health implications they face include effects on fertility, vaginitis, urinary 

tract infections, maternal risks, and neonatal risks .

• In talking with women with diabetes about contraception, look at the 

most effective forms of birth control — the intrauterine device and the 

contraceptive implant — in those women who cannot risk pregnancy due to 

their disease .
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with menstrual abnormalities, 
such as oligomenorrhea (defined as 
infrequent menstruation, cycle length 
more than 35 days) and secondary 
amenorrhea (defined as absence 
of menstruation for six months or 
more in a woman who previously 
menstruated), says Schwarz. Better 
glycemic control and management 
to prevent diabetic complications 
can improve these irregularities and 
increase fertility rates similar to the 
general population, she notes.

 Hyperglycemia damages the 
tissues of the body, especially the 
vascular tree; this statement is true 
for Type 1 and Type 2 diabetes, says 
Schwarz. The complications due to 
vascular effects often are divided into 
macrovascular, affecting the larger 
vessels, and microvascular, affecting 
the smaller vessels and capillaries. 
The macrovascular complications 
are caused by the buildup of 
atherosclerosis and include heart 
disease, peripheral artery disease, and 
stroke.

 The most common cause of 
death among people with diabetes 
is cardiovascular disease. The risk of 
stroke is up to 400% higher in adults 
with diabetes compared with adults 

who don’t have the disease.4

What Are Options?

  In talking with women with 
diabetes about contraception, look 
at the most effective forms of birth 
control, which are the intrauterine 
device and the contraceptive implant, 
for those women who cannot risk 
pregnancy due to their disease, 
says Lori Gawron, MD, assistant 
professor at the Salt Lake City-based 
University of Utah.

 Diabetic women are candidates 
for a contraceptive that contains 
estrogen. Check the US Medical 
Eligibility Criteria for Contraceptive 
Use (US MEC) for guidance, notes 
Gawron.5 For women with a history 
of gestational diabetes, combination 
pills, the contraceptive patch, and the 
vaginal ring are classified as Category 
1 (no restrictions for use), while 
for women with Type 1 or Type 2 
diabetes with no evidence of vascular 
disease, these medications fall into 
Category 2, in which the chosen 
method generally can be used, with 
follow-up as needed.

For women with diabetes and 
complications (nephropathy, 

retinopathy, neuropathy, or other 
vascular disease) or diabetes of 
more than 20 years’ duration, use 
of estrogen-containing methods 
falls in Category 3 (usually not 
recommended; clinical judgment and 
continuing access to clinical services 
are required for use) or Category 4 
(should not be used), depending on 
the severity of the condition.  n

REFERENCES

1.  Centers for Disease Control and 

Prevention. 2014 National Diabetes 

Statistics Report. Accessed at 

http://1.usa.gov/1Dtcela.

2.  Centers for Disease Control and 

Prevention. Age-Adjusted Incidence 

of Diagnosed Diabetes per 1,000 

Population Aged 18-79 Years, by Sex, 

United States, 1980-2014. Accessed 

at http://1.usa.gov/1Yk0Cz1.

3.  CDC. Women at High Risk of 

Diabetes. Fact sheet. Accessed at 

http://1.usa.gov/24JYz7s.

4.  Fowler MJ. Microvascular and 

macrovascular complications of 

diabetes. Clinical Diabetes 2008; 

26(2):77-82.

5.  CDC. U.S. Medical Eligibility Criteria 

for Contraceptive Use. MMWR 2010; 

59(RR04):1-86.

New Research Eyes Acupuncture
for Women with Menopausal Symptoms

A cupuncture treatments can 
reduce the number of hot 

flashes and night sweats associated 
with menopause by as much as 36%, 
according to recently published data.1

 According to the North American 
Menopause Society, hot flashes occur 
in up to 75% of women. Although 
most women experience them for six 
months to two years, some women 
may experience bothersome hot 
flashes for 10 years or longer.2

 Women are eager to find safe and 
effective treatments for hot flashes, 
especially following the results 
of the Women’s Health Initiative 
(WHI) that found a number of risks 
associated with hormone therapy, 
explains Nancy Avis, PhD, professor 
of public health sciences at Wake 
Forest Baptist Medical Center and 
lead author of the current study. In 
2002, the WHI trial of estrogen plus 
progestin in women with an intact 

uterus was halted when early data 
indicated increased risks of breast 
cancer, coronary heart disease, stroke, 
and pulmonary embolism outweighed 
potential benefits.3 In 2004, scientists 
also ceased the companion trial of 
estrogen alone in hysterectomized 
women, due to an increased risk of 
stroke.4

 Researchers in the current 
study focused on acupuncture 
because several studies, including 
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their own pilot work, have shown 
that acupuncture has the potential 
to reduce hot flashes, says Avis. 
The scientists wanted to see if 
acupuncture, as practiced in the 
community, could be effective at 
reducing menopausal hot flashes, she 
explains.

Look at the Trial

 The study, funded by the National 
Institutes of Health, included 209 
women ages 45-60 who had not had 
a menstrual period for at least three 
months and had on average at least 
four hot flashes or night sweats per 
day in the previous two weeks. 

Each woman received a baseline 
assessment and was randomized to 
one of two groups. Women in the 
first group received acupuncture 
treatments during the first six 
months, then were followed without 
receiving acupuncture for the 
second six months. Women in the 
second group did not receive any 
acupuncture during the first six 
months, but did receive acupuncture 
for the second six months. Each 
woman was allotted up to 20 
treatments within six months, with 
treatments provided by licensed, 
experienced acupuncturists.

All participants kept a daily diary 
on the frequency and severity of 
their hot flashes, and they answered 
questionnaires about other symptoms 
every two months. The primary 
outcome was mean daily frequency of 
vasomotor symptoms, with secondary 
outcomes listed as:

 • vasomotor symptom 
interference with daily life;

• sleep quality;
• depressive symptoms;
• somatic and other symptoms;
• anxiety;
• quality of life.
  What were the study’s findings? 

After six months, the first group 
reported an average 36.7% decline 
in frequency of hot flashes compared 
to baseline measurements. After a 
year, the benefits persisted, with 
the group members maintaining 
an average 29.4% reduction from 
baseline. Members of the second 
group reported a 6% increase in 
symptom frequency during the six 
months when they were not getting 
acupuncture, but they had an average 
31% reduction in frequency of 
symptoms after receiving acupuncture 
during the latter part of the trial. 
Additional research is needed to 
identify individual differences in 
response to acupuncture, researchers 
note.1

What Are the Options?

 According to the North 
American Menopause Society’s 
recommendations for clinical care 
of midlife women, “treatment for 
hot flashes should be considered if 
symptoms are bothersome, disrupt 
sleep, or adversely affect quality 
of life.”2 Such therapy should be 
tailored to each patient’s medical 
history, treatment goals, and personal 
attitudes toward menopause and 

medication use, the guidance advises.
 Professional societies, including 

the North American Menopause 
Society, the American College of 
Obstetricians and Gynecologists, 
and the Endocrine Society, support 
the use of systemic hormone 
therapy in symptomatic, recently 
menopausal women who don’t have 
contraindications, such as an excess 
risk of breast cancer or cardiovascular 
disease, and who have a personal 
preference for such therapy.5,6 For 
patients in this category who present 
with moderate-to-severe vasomotor 
symptoms, a consensus has emerged 
that the benefits of hormone therapy 
are likely to outweigh the risks.7 
(Contraceptive Technology Update 
reported on information concerning 
sound choices on hormonal options. 
Readers can see the story “Management 
of your patients’ menopause — Is your 
care on the right track?” May 2016, at 
http://bit.ly/1PMuthX.)

 The North American Menopause 
Society brought together experts to 
take a critical look at all the available 
studies on herbs, supplements, and 
other nonhormonal approaches for 
treating hot flashes. The experts 
found that besides, perhaps, soy foods 
and supplements, no other herbal 

EXECUTIVE SUMMARY

Acupuncture treatments can reduce the number of hot flashes and night 

sweats associated with menopause by as much as 36%, according to 

recently published data . Additional research is needed to identify individual 

differences in response to acupuncture, researchers note .

• According to the North American Menopause Society, hot flashes occur 

in up to 75% of women . Although most women experience them for six 

months to two years, some women may experience bothersome hot flashes 

for 10 years or longer .

• Treatment for hot flashes should be considered if symptoms are 

bothersome, disrupt sleep, or adversely affect quality of life . Such therapy 

should be tailored to each patient’s medical history, treatment goals, and 

personal attitudes toward menopause and medication use . 
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Good News Released on Teen Sexual Risk Behaviors
[Editor’s note: This information 

first was reported on June 13 as 
breaking news on our publisher’s web 
site, AHCMedia.com. Keep up with 
breaking healthcare news on that web 
site and on Twitter @HospitalReport.]

N ew data from the National Youth 
Risk Behavior Survey (YRBS) 

indicate the percentage of high school 
students who are currently sexually 
active has been decreasing since 1991, 

with it dropping from 38% in 1991 
to 30% in 2015.1 

According to the new statistics, 
current sexual activity, defined as 
having had sexual intercourse during 
the past three months, decreased 
from 34% in 2013 to 30% in 
2015. The national surveillance 
system, maintained by the CDC, is 
designed to monitor a wide range of 
priority health risk behaviors among 
representative samples of high school 

students at the national, state, and 
local levels.

  However, when it comes to 
condom use, the data indicate that 
among high school students who are 
currently sexually active, condom 
use decreased from 63% in 2003 to 
57% in 2015, following more than a 
decade of increases that peaked in the 
early 200 0s. Condom use 
decreased slightly from 2013 (59%) 
to 2015 (57%), the data indicate.1

 “This year’s YRBS report clearly 
shows that fewer high school students 
are engaging in some important 
health risk behaviors, but we still 
have some progress to make,” 
notes Stephanie Zaza, MD, MPH 
FACPM, director of the CDC’s 
Division of Adolescent and School 
Health in the National Center for 
HIV/AIDS, Viral Hepatitis, STD, 
and TB Prevention. 

 Testing for HIV has dropped 
slightly among high school students, 
survey results suggest. Nationwide, 
10% of all students had ever been 
tested for HIV, which is a decrease 

or supplement showed an effect any 
greater than placebo, notes JoAnn 
Pinkerton, MD, NCMP, Society 
executive director.

 In its guidance, the Society 
notes that complementary/
alternative medicine approaches, 
including acupuncture, herbal 
products, dietary soy, and isoflavone 
products, may be offered to treat 
vasomotor symptoms, although 
clinical trials generally demonstrate 
benefit for menopausal symptoms 
similar to that of placebo.2  n
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EXECUTIVE SUMMARY

New data from the National Youth Risk Behavior Survey indicate the 

percentage of high school students who are sexually active has been 

decreasing since 1991, with it dropping from 38% in 1991 to 30% in 2015 .

• However, the data indicate that among high school students who are 

currently sexually active, condom use decreased from 63% in 2003 to 57% 

in 2015, following more than a decade of increases that peaked in the early 

2000s . Condom use decreased slightly from 2013 (59%) to 2015 (57%), the 

data suggest .

• Fewer teens report formal education about reproduction health . In a 

separate analysis, half of teen females and 58% of teen males reported they 

received formal instruction about how to use a condom .
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 n  New options for increasing 
access to the Pill

 nMany ED patients prescribed 
STI drugs without confirmation 

 nBarrier methods: What you 
need to know

 nWhich teens are at risk of 
early discontinuation of 
contraception?

COMING IN FUTURE MONTHS

from 13% in 2011 and 2013.1

Are Teens Getting Info?

 If condom use has dropped 
among U.S. teens, it may be due to 
lack of education about the subject. 
According to a new analysis of survey 
results from the CDC’s National 
Survey for Family Growth (NSFG), 
many teens in the United States are 
not receiving formal sex education, 
and fewer teens now than in the 
past are being exposed to timely 
information about a range of sex 
education topics.2

 Analysts with the New York City-
based Guttmacher Institute looked 
at data on teens ages 15-19 from the 
2006-2010 and 2011-2013 rounds of 
the national survey. They determined 
that between the two survey periods, 
the proportion of teens who reported 
receiving formal education about 
birth control decreased from 70% to 
60% among females and from 61% 
to 55% among males. Overall, in 
2011-2013, 43% of teen girls and 
57% of teen boys did not receive 
information about birth control 
before they had sex for the first time.

 Formal instruction may not be 
skills-based, the data suggest. Half 
of teen females and 58% of teen 
males reported they received formal 
instruction about how to use a 
condom.2

 Some teens may get information 
from a parent: 70% of male teens and 
78% of females said they had talked 
with a parent about at least one of 
six sex education topics: how to say 
no to sex, methods of birth control, 
sexually transmitted infections, where 
to get birth control, how to prevent 
HIV infection, and how to use a 
condom. However, young women 
said they were more likely than young 
men to talk with their parents about 
all sexual health topics except how to 

use a condom; just 36% of teen girls 
reported such discussion, compared 
to 45% of boys.

 “Relying on parents alone 
to provide teens with necessary 
information about sex is inadequate,” 
says Laura Lindberg, PhD, principal 
research scientist at the Institute and 
lead author of the research article. 

“Schools should provide medically 
accurate and comprehensive 
sex education, so teens have the 
information and skills they need to 
enjoy the best health possible.”

What Can You Do?

 Healthcare providers can be an 
important resource when it comes to 
condom education.

According to Contraceptive 
Technology, encourage patients to 
practice using condoms. When 
providing instruction on how to 
use condoms, have patients unroll 

a condom onto a model of a penis 
or a banana, both with eyes open 
and then again in the dark. Offer to 
help patients select a condom that is 
most suitable to their needs, which 
may include the female condom. 
Many clinics now provide a variety 
of condoms in different sizes and 
textures to help patients find what 
works best for them.

 Use the CDC’s fact sheet, Know 
Your Condom Dos and Don’ts, to 
help teens understand how to use a 
condom the right way every time. 
(Readers can access the free fact sheet 
at http://1.usa.gov/1UoyGs1.) Remind 
patients that a new condom must be 
used with every act of intercourse if 
any risk of pregnancy or STI exists. 
Also, condoms should be donned 
before any genital contact, with the 
condom unrolled all the way to the 
base of an erect penis. Immediately 
after ejaculation, the rim of the 
condom should be held while the 
penis is withdrawn, with the used 
condom disposed of safely.3  n
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PARENTS ALONE 

TO PROVIDE 
TEENS WITH 
NECESSARY 

INFORMATION  
ABOUT SEX IS 
INADEQUATE .”
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CE/CME QUESTIONS

1. What adverse pregnancy and 

fetal outcomes have been 

associated with Zika virus 

infection?

A. Microcephaly, neurological 

complications, and Guillain-Barré 

syndrome

B. Premature delivery, gestational 

diabetes, and spina bifida

C. Stillbirth, low birthweight, 

Guillain-Barré syndrome

D. Miscarriage, neural tube 

defects, perinatal mortality

2. The U.S. Preventive Services 

Task Force issued a 2016 

recommendation for testing 

of which sexually transmitted 

disease in asymptomatic, 

nonpregnant persons at 

increased risk for infection?

A. Herpes simplex virus type 2

B. Granuloma inguinale

C. Hepatitis B

D. Syphilis

3. For women with Type 1 or Type 

2 diabetes with no evidence of 

vascular disease, what is the 

U.S. Medical Eligibility Criteria 

for Contraceptive Use category 

for combination pills?

A. Category 1

B. Category 2

C. Category 3

D. Category 4

4. According to the North 

American Menopause Society, 

hot flashes occur in up to what 

percentage of women?

A. 33%

B. 50%

C. 75%

D. 90% 
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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.
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