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Clinical Challenge: Easing IUD 
Insertion Pain?
Research Eyes Self-Administered Lidocaine Gel Prior To Insertion

Intrauterine device (IUD) insertion 
is painful for many women, 
particularly nulliparous women; 

studies have not demonstrated an 
effective strategy to lessen 
this discomfort.1 New 
research indicates that 
while self-administered 
vaginal lidocaine gel 
does not reduce pain 
with IUD insertion, it 
does decrease pain with 
tenaculum placement.2

In a randomized, 
double-blind, placebo-
controlled trial, women 
self-administered 2% 
lidocaine or placebo 
vaginal gel five minutes 
before IUD insertion. 
The primary outcome 
was change in pain from 
baseline to IUD insertion 
on a 100-mm visual analog scale. Re-
searchers also assessed pain after spec-
ulum insertion, tenaculum placement, 
uterine sounding, and five minutes 

after IUD insertion. Secondary out-
comes included patient acceptability, 
ease of IUD insertion, and need for 
pain medication for up to seven days.

To allow the gel to 
fully work, research-
ers knew the gel would 
require at least five 
minutes for full ab-
sorption, explains lead 
author Rachel Rapkin, 
MD, MPH, assistant 
professor in depart-
ment of obstetrics and 
gynecology at Univer-
sity of South Florida in 
Tampa. This timeframe 
would call for provid-
ers to either insert the 
speculum, apply the gel, 
remove the speculum, 
then insert it again for 

the IUD procedure, or 
leave the speculum in for the full 
five-minute period – both which are 
uncomfortable for patients, she notes. 

“That is how I came up with the 
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EXECUTIVE SUMMARY

New research indicates that while self-administered vaginal 

lidocaine gel does not reduce pain with IUD insertion, it does 

decrease pain with tenaculum placement, and decreases the need 

for cervical dilation in nulliparous women from 34.5% to 3.3%. 

• IUD is painful for many women, particularly nulliparous women; 

studies have not demonstrated an effective strategy to lessen this 

discomfort. A 2015 analysis concluded that lidocaine 2% gel, most 

nonsteroidal anti-inflammatory drugs, and misoprostol for cervical 

ripening were not effective for reducing pain associated with insertion in 

nulliparous women.

• While a paracervical block has been shown to be effective in other 

office-based transcervical procedures, its effectiveness in reducing IUD 

insertion pain is unclear.

idea of self-inserted lidocaine 
gel,” says Rapkin. “It completely 
eliminated that need for either 
two speculum exams or a pro-
longed speculum exam, and 
also allowed women to have an 
active role in their IUD inser-
tion, which is a good thing.”

Researchers randomized nullipa-
rous women presenting for cop-
per or progestin IUD placement 
at faculty and resident clinics at a 
U.S. center to place 2% lidocaine 
or placebo gel vaginally through 
use of an applicator 5 to15 minutes 
prior to IUD placement. A total of 
58 participants were included in 
the trial; the mean age was 23-24.

Data indicate the mean change 
in pain with IUD placement was 
61 mm and 69 mm with lidocaine 
and placebo, respectively (P=.06). 
The nulliparous women who were 
assigned lidocaine experienced less 
pain with tenaculum placement 
(32 vs. 56 mm) and were less likely 
to require cervical dilation (3.3% 
vs. 34.5%; P=0.002). Five minutes 
after the IUD placement proce-
dure, about 66% of women in 
both groups indicated the level of 
discomfort experienced was accept-
able, and more than 75% said they 

were satisfied with their placement 
procedure. Responses to these lat-
ter two outcomes were similar in 
the lidocaine and placebo groups.2\

Look for Options

Rapkin says she has seen many 
women who are potentially in-
terested in receiving an IUD, but 
due to concerns about insertion 
pain, opt for another method.

“I didn’t want pain or fear of 
pain to be a barrier to women 
receiving this highly effective 
contraceptive,” states Rapkin. “I 
wanted to find another option for 
pain control, since nothing studied 
so far has shown to be effective.” 

While self-administered gel did 
not alter the primary outcome of 
the study – pain with IUD place-
ment – the apparent reduction in 
need for cervical dilation is prom-
ising and calls for future study, 
observes Andrew Kaunitz, MD, 
University of Florida Research 
Foundation Professor and Associ-
ate Chairman of the Department 
of Obstetrics and Gynecology at 
the University of Florida Col-
lege of Medicine-Jacksonville.

“The finding that among 
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women allocated to placebo, pain 
with cervical tenaculum place-
ment was similar in intensity to 
that associated with IUD place-
ment itself underscores that it is 
not only the IUD placement that 
generates pain,” says Kaunitz. “For 
this reason, I use finer single-tooth 
tenacula designed for use with 
sonohysterograms, which appear 
to cause less pain and bleeding 
than conventional tenacula.”

Review the Research

A 2015 Cochrane Review 
analysis concluded that lidocaine 
2% gel, most nonsteroidal anti-
inflammatory drugs, and miso-
prostol for cervical ripening were 
not effective for reducing pain 
associated with insertion in nul-
liparous women.3 Nitroprusside 
before IUD insertion in nullipa-
rous women also has been shown 
to be ineffective in decreasing pain 
or increasing ease of insertion.4

Data results in some trials 
indicate misoprostol causes nau-
sea and abdominal cramping. 
Also, use of misoprostol requires 
a delay, which may be a barrier to 
access. For these reasons, routine 
misoprostol before IUD inser-
tion in nulliparous women is not 
recommended, although it may be 
used with difficult insertions.1

While a paracervical block 
has been shown to be effective 
in other office-based transcervi-
cal procedures, its effectiveness in 
reducing IUD insertion pain is 

unclear. Two randomized studies 
compared a 10-mL 1% lidocaine 
paracervical block with no lo-
cal anesthetic or saline injection 
before IUD insertion; one study 
included U.S. women who received 
the copper T380a and the five-year 
levonorgestrel-releasing IUD, while 
the other included Turkish women 
who received the copper T380a.5, 6 
Both studies indicated a reduction 
in pain with tenaculum placement 
after injection of local anesthetic 
at the tenaculum site. In the U.S. 
study, there were no differences in 
IUD insertion pain between no 
treatment and lidocaine paracervi-
cal block. However, data in the 
Turkish study indicate pain scores 
were reduced with lidocaine para-
cervical block, but not with saline 
or no treatment5,6. In two placebo-
controlled studies of IUD insertion, 
neither topical nor intracervical 2% 
lidocaine gel was found to reduce 
pain compared with placebo gel.7,8 
A meta-analysis of several analgesic 
options concluded that lidocaine 
paracervical block reduces pain 
scores associated with tenaculum 
placement and IUD insertion.9  n
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CDC Updates Guidance On Zika Prevention

The CDC has updated its 
guidance on prevention of the 

Zika virus, calling for women and 

men who are planning to become 
pregnant in the near future to 
consider avoiding nonessential 

travel to areas with active Zika virus 
transmission.1

The guidance also extends the 
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EXECUTIVE SUMMARY

The CDC has updated its guidance on prevention of the Zika virus, calling 

for women and men who are planning to become pregnant in the near 

future to consider avoiding nonessential travel to areas with active Zika virus 

transmission.

• The CDC suggests that LARC methods represent the most effective 

type of reversible birth control for women.

• The CDC guidance also increases the amount of time for men with 

possible Zika exposure but without symptoms to use a condom from at 

least eight weeks to at least six months after last possible exposure.

amount of time to wait to attempt 
conception for couples in which the 
man has had possible Zika exposure 
but no Zika symptoms from at least 
eight weeks to at least six months, 
as well as increases the amount of 
time to for men with possible Zika 
exposure but without symptoms to 
use a condom from at least eight 
weeks to at least six months after 
last possible exposure.1

Public health officials previously 
recommended that men with 
possible Zika virus exposure who 
were asymptomatic wait at least 
eight weeks from last possible 
exposure. The recommendation 
to wait at least six months for 
asymptomatic men is based on 
the range of time after symptom 
onset that Zika virus ribonucleic 
acid has been detected in semen of 
symptomatic men and the absence 
of definitive data that the risk for 
sexual transmission differs between 
symptomatic and asymptomatic 
men.1

Use Effective 

Contraception

Helping women who want to 
delay or avoid pregnancy during 
the Zika virus outbreak is a 
primary strategy to reduce Zika-
related adverse pregnancy and 
birth outcomes, says the CDC. 
The best way to reduce the risk 
of unintended pregnancy is to 
counsel sexually active women 
and their partners to correctly and 
consistently use effective birth 
control. 

LARC represents the most 
effective type of reversible birth 
control. To increase access to and 
availability of LARC, state- and 
jurisdictional-level-strategies can 
be implemented by state, local, and 

territorial agencies, health systems, 
and healthcare providers. 

The seven strategies to increase 
access to LARC methods include:

• train healthcare providers 
on current insertion and removal 
techniques for LARC;

• remove logistical and 
administrative barriers for 
contraceptive services and supplies;

• engage smaller or rural 
facilities including community 
healthcare centers;

• reimburse healthcare 
providers for the full range of 
contraceptive services;

• support youth-friendly 
reproductive health services;

• facilitate partnerships 
among private and public insurers, 
device manufacturers, and state 
agencies; and 

• increase consumer 
awareness of contraception options 
and assess client satisfaction with 
service delivery.2

Continue the Course

According to the CDC, 
clinicians should continue offering 
the following guidance:

• Women with possible Zika 
virus exposure who do not live in 
areas of active transmission but are 
thinking about becoming pregnant 
should wait at least eight weeks 

before trying to conceive.
• Women and men who 

live in areas with active Zika 
transmission and considering 
pregnancy in the near future should 
talk with their healthcare providers 
about their pregnancy plans during 
a Zika virus outbreak, the potential 
risks of Zika, and how they can 
prevent Zika virus infection during 
pregnancy.

• Women with possible 
Zika virus exposure who are not 
pregnant and do not plan to 
become pregnant and their male 
partners who want to minimize 
their risk of sexual transmission 
should use condoms in addition to 
their chosen birth control method, 
or not have sex for the same time 
periods listed for couples planning 
pregnancy. Couples should be 
advised that correct and consistent 
use of condoms reduces the risk 
for other sexually transmitted 
infections.

• Women of reproductive age 
with possible Zika virus exposure 
who do not do want to become 
pregnant should use safe and 
effective contraception.1

“We are working as hard as 
we can to learn more about this 
virus, so that we can develop 
better strategies to protect mothers 
and ensure their babies are born 
healthy,” said Denise Jamieson, 



136   |   CONTRACEPTIVE TECHNOLOGY UPDATE® / December 2016 CONTRACEPTIVE TECHNOLOGY UPDATE® / December 2016   |   137

MD, chief of the Women’s Health 
and Fertility Branch, Division of 
Reproductive Health in the CDC’s 
National Center for Chronic 
Disease Prevention and Health 
Promotion.

In late September 2016, 
Congress approved a $1.1 billion 
Zika funding package to further 
vaccine development, research, and 
prevention. The package includes 
$394 million to help control Zika-
carrying mosquitoes and another 
$397 million to help develop a 
vaccine against the virus and better 
tests to diagnose cases of Zika. 

The bill also includes $66 million 
allocated to healthcare for people 
affected by Zika in Puerto Rico and 
other U.S. territories.

“The fight against the spread of 
Zika cannot be won without the 
resources to support responsive 
and proactive solutions,” says 
Thomas Gellhaus, MD, president 
of the Washington, DC-based 
American Congress of Obstetricians 
and Gynecologists. “This 
comprehensive funding package 
is essential to our success and the 
health of women and babies.”  n
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EXECUTIVE SUMMARY

A recent webinar hosted by the American Congress of Obstetricians 

& Gynecologists’ LARC Program focuses on the use of a long-acting 

reversible contraceptive - the IUD- for emergency contraception.

• The copper IUD represents an excellent choice for emergency 

contraception since it is the most effective at preventing pregnancy after 

unprotected sex.

• Although the copper IUD is the only device approved for emergency 

contraception, the levonorgestrel IUD is currently under investigation for 

this purpose.

Emergency Contraception and LARC: 
What You Need to Know

What do you need to 
know about emergency 

contraception (EC) methods and 
new clinical recommendations, as 
well as ways to improve access to 
LARC at the time of EC visits?

The Washington, DC-based 
American Congress of Obstetri-
cians & Gynecologists’ LARC 
Program recently hosted a free 
webinar, “LARC and Emer-
gency Contraception,” to help 
clinicians get up to speed on the 
subject. (Access the archived we-

binar at http://bit.ly/2e4dN81.)
According to David Turok, 

MD, MPH, associate professor in 
the Department of Obstetrics and 
Gynecology at the University of 
Utah in Salt Lake City and the we-
binar presenter, a systematic review 
of the emergency contraceptive effi-
ciency of the copper IUD indicated 
a pregnancy rate of 0.09% – less 
than a 1/1000 risk of pregnancy.1 
The review looked at results from 
42 studies conducted in six coun-
tries, looking at eight types of cop-

per IUDs used by 7,034 women.
Compared to EC users who 

choose oral levonorgestrel, those 
who select the copper IUD have 
lower rates of pregnancy in the 
next year, results of a 2014 study 
indicate.2 The prospective study 
followed women for one year after 
choosing the copper T380 IUD 
or oral levonorgestrel for EC. The 
study was powered to detect a 
6% difference in pregnancy rates 
within the year after presenting 
for emergency contraception.

Of the 542 women who pre-
sented for emergency contracep-
tion, agreed to participate in the 
trial, and met the inclusion crite-
ria, 215 (40%) chose the copper 
IUD and 327 (60%) chose oral 
levonorgestrel. In the IUD group, 
127 (59%) were nulligravid. IUD 
insertion failed in 42 women 
(19%). The one-year follow-up 
rate was 443/542 (82%); 64% of 
IUD users contacted at one year 
still had their IUDs in place.
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The one-year cumulative preg-
nancy rate in women choosing 
the IUD was 6.5% vs. 12.2% in 
those choosing oral LNG [hazard 
ratio (HR) 0.53, 95% confidence 
interval (CI): 0.29-0.97, P=.041]. 
By type of EC method actually 
received, corresponding values 
were 5.2% for copper IUD users 
vs. 12.3% for EC pill users (HR 
0.42, 95% CI: 0.20-0.85, P=.017). 
A multivariable logistic regression 
model controlling for demographic 
variables indicates that women who 
chose the IUD for EC had fewer 
pregnancies in the following year 
than those who chose oral LNG 
(HR 0.50, 95% CI: 0.26-0.96, 
P=.037). Greater use of the copper 
IUD for EC might lower rates of 
unintended pregnancy in high-risk 
women, researchers conclude.2

In a 2016 study, researchers 
offered women who presented for 
emergency contraception either the 
copper IUD or oral emergency con-
traception plus the levonorgestrel 
52 mg IUD. Two weeks after IUD 
insertion, participants reported 
the results of a self-administered 
home urine pregnancy test. The 
primary outcome, EC failure, was 
defined as pregnancies resulting 
from intercourse occurring within 
five days prior to IUD insertion.3

One hundred eighty-eight 
women enrolled and provided 
information regarding their cur-
rent menstrual cycle and recent 
unprotected intercourse.

Sixty-seven (36%) chose the 
copper IUD and 121 (64%) chose 
oral levonorgestrel plus the levo-
norgestrel IUD. The probability 
of pregnancy two weeks after oral 
EC plus the LNG IUD was 0.9% 
(95% CI 0.0-5.1%). The only posi-
tive pregnancy test after treatment 
occurred in a woman who received 
oral EC plus the levonorgestrel 

IUD and who had reported multi-
ple episodes of unprotected inter-
course including an episode more 
than five days prior to treatment.3

Turok says a new trial will look 
at women who are interested in an 
IUD for emergency contraception. 
The women will be randomly as-
signed to copper or levonorgestrel 
IUD use. The primary outcome 
will be non-inferiority pregnancy at 
four weeks, with the secondary out-
come defined as IUD continuation.

Why LARC is Best

Why do LARC methods 
– specifically the IUD – rep-
resent a good choice for emer-
gency contraception?

The copper IUD (ParaGard, 
Teva Women’s Health, Sellersville, 
PA) represents an excellent choice 
for emergency contraception since 
it is the most effective at preventing 
pregnancy after unprotected sex, 
says Eve Espey, MD, MPH, chair 
of the Department of Obstetrics 
and Gynecology and professor in 
the faculty of the Department of 
Obstetrics and Gynecology, Divi-
sion of Family Planning at the Uni-
versity of New Mexico. The copper 
IUD is more effective than either 
of the two emergency contracep-
tive pills (levonorgestrel, multiple 
marketers, and ulipristal acetate, 
marketed as ella, Afaxys, Charles-
ton). Additionally, the copper IUD 
is effective for up to five days after 
unprotected sex and can be used for 
ongoing long-term contraception.

“Although the copper IUD is the 
only device approved for emergency 
contraception, the levonorgestrel 
IUD (Mirena, Bayer HealthCare 
Pharmaceuticals, Whippany, NJ) 
is currently under investigation 
for this purpose,” says Espey, 

who serves as chair of the Col-
lege’s LARC Working Group.

Clinicians need to remember 
the “five-day rule” when it comes 
to using contraception after EC, 
says Anita Nelson, MD, profes-
sor and chair of the obstetrics 
and gynecology department at 
Western University of Health 
Sciences in Pomona, CA.

Compared to LNG EC, ulip-
ristal acetate is more effective and 
more effective for a longer period of 
time after unprotected sex, especial-
ly in women with greater body mass 
index. However, if progestin from a 
contraceptive is added before all the 
sperm from the accidental exposure 
are dead, ulipristal acetate’s efficacy 
can be compromised, states Nelson.

“Therefore, women should 
wait for five days after inter-
course to start any hormonal 
method,” says Nelson. “And they 
need to use another method for 
every act of intercourse until the 
new method is effective.”  n
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EXECUTIVE SUMMARY

New research indicates 65% of surveyed parents said the statement “I 

strongly believe in the importance of this cancer-preventing vaccine for 

[child’s name]” would be the most effective in motivating them to get the 

HPV shot for their children if delivered by a physician.

• An example of an ineffective message was, “Would you wait until 

[child’s name] is in a car accident before you tell him to wear a seatbelt?” 

• Researchers note that among parents who reported they were 

disinclined to vaccinate, the most convincing messages were those that 

focused on the parents’ role in preventing their child from acquiring HPV-

related cancers and those that emphasized the parents’ role in whether 

their child becomes infected with HPV.

HPV Vaccination: How to Increase Rates
Which message is most likely 

to motivate parents to get 
the HPV shot for their children? 
New research indicates that among 
surveyed parents, 65% said the 
statement “I strongly believe in 
the importance of this cancer-
preventing vaccine for [child’s 
name]” would be the most effective 
if delivered by a physician.1

To perform the current study, 
researchers at the University of 
North Carolina, Chapel Hill and 
Harvard Medical School in Boston 
surveyed national samples of parents 
of adolescents ages 11 to 17 (n = 
1,504) and primary care physicians 
(n = 776) from 2014 to 2015. The 
parents read motivational messages, 
selected from nine longer messages 
developed by the CDC and six brief 
messages developed by the study 
team. Parents then indicated wheth-
er each message would persuade 
them to get HPV vaccine for their 
adolescents. Physicians read the 
brief messages and indicated wheth-
er they would use them to per-
suade parents to get HPV vaccine 
for 11- to 12-year-old children.1

An example of another highly 
persuasive message was “[Child’s 
name] can get cervical cancer as an 
adult, but you can stop that right 
now. The HPV vaccine prevents 
most cervical cancers.” An ex-
ample of an ineffective message 
was “Would you wait until [child’s 
name] is in a car accident before 
you tell him to wear a seatbelt?” 

Researchers note that among 
parents who reported that they 
were disinclined to vaccinate, the 
most convincing messages were 
those that focused on the parents’ 
role in preventing their child from 
acquiring HPV-related cancers and 
those that emphasized the par-

ents’ role in whether their child 
becomes infected with HPV.

“Providers have a lot to talk 
about during medical visits,” 
says publication co-author Noel 
Brewer, PhD, associate profes-
sor of health behavior at the UNC 
Gillings School of Global Public 
Health. “Brief, memorable, and 
persuasive statements about the 
HPV vaccine can improve parent-
provider communication.”

Because the HPV vaccine is an 
“opt in” vaccine in the U.S., find-
ing the right messaging is crucial, 
notes Susan Wysocki, WHNP-BC, 
FAANP, president & chief execu-
tive officer of WomansHealth in 
Washington, DC, which focuses 
on information on women’s health 
issues for clinicians and consumers.

“Presenting this vaccine as a 
routine vaccine for young males and 
females, in addition to emphasizing 
its importance in preventing cancer, 
can go a long way in helping parents 
make the best healthcare decisions 
for their children,” states Wysocki.

Vaccination Makes Its 

Mark
The importance of finding the 

right message cannot be over-
emphasized, observes Wysocki. 
Findings from a recent analysis on 
the real-world effect of the HPV 
vaccine over 10 years demonstrate 
that in populations where the HPV 
vaccine has made inroads there are 
fewer HPV infections, as well as 
less cervical pathology, Wysocki 
states. The data also indicate that in 
countries such as Australia, where 
the vaccine is offered routinely, the 
benefits are greatest, she notes.

A new study by Cosette Wheel-
er, PhD, Regent’s Professor in 
the departments of pathology and 
obstetrics and gynecology, at the 
University of New Mexico and co-
authors examines the effect of HPV 
vaccination on high-grade cervical 
intraepithelial neoplasia (CIN) that 
can lead to invasive cervical cancer.

Researchers looked at the 
New Mexico HPV Pap Registry, 
which captures population-based 
estimates of both cervical screen-
ing prevalence and CIN, to de-
termine CIN trends from Jan. 
1, 2007, to Dec. 31, 2014.3

In 2014, the average uptake 
of all three doses of HPV vac-
cine among females ages 13-17 
in New Mexico was 40%. Data 
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EXECUTIVE SUMMARY

The National Training Center on Quality Assurance, Quality Improvement 

and Evaluation has developed new tools and resources designed to 

reduce wasted time and energy and improve clinic flow.

• The clinic efficiency dashboard is an online tool designed to help 

family planning clinic managers and staff to assess and monitor their 

productivity, clinic flow, and patient experience over time. A companion 

data guide is available to help collect, enter, and analyze the data.

• A quality improvement guide outlines key clinic efficiency indicators, 

common challenges, and best practices based on the literature and 

successful strategies used by learning collaborative teams, and resources 

to improve clinic efficiency.

Use Quality Tools to Enhance Patient Experience

Concerns about financial 
sustainability and the 

changing healthcare environment 
are placing pressure on family 
planning service clinics to increase 
efficiency, improve patient 
experience, and explore alternative 
models of care.

The Boston-based Family 
Planning National Training 
Center on Quality Assurance, 
Quality Improvement and 
Evaluation, which provides 
training and technical assistance 
to support Title X grantees and 
subrecipients in implementing 
programs to promote efficiency, 
improve performance and conduct 
evaluations, has developed new 
tools and resources designed to 
reduce wasted time and energy and 
improve clinic flow.

The tools and resources are the 
next step in improving patients’ 
experience now that Quality Fam-
ily Planning (QFP) principles are 
in place. In 2014, the CDC and 
the Office of Population Affairs 
of the U.S. Department of Health 

and Human Services(HHS) is-
sued the Recommendations for 
Providing Quality Family Planning 
Services to define what services 
should be offered in a family 
planning visit and offer informa-
tion on how to improve the qual-
ity of family planning services.1 

(To read more on the QFP debut, 
see “New guidance uses best evi-
dence to direct family planning

services” in the August 2014 
issue of Contraceptive Technology 
Update at: http://bit.ly/2e2H9S5.)

Why is it so important to im-
prove the patient experience now 
that QFP principles are in place?

Quality family panning enhanc-
es patient experience by offering 
guidance on providing services 
in an evidence-based, patient-
centered way, explains Katie Saul, 
MPH, a consultant at John Snow, 
Inc. (JSI), a Boston-based public 
health management consulting and 
research organization. The organi-
zation operates under an agreement 
with the HHS Office of Population 

indicate reductions in population-
based risk for all grades of CIN 
among females ages 15-19 and 
for CIN grade 2 among women 
20-24. Biopsy results were clas-
sified as three grades of CIN.3

Since CIN1 is the most common 
cervical neoplastic diagnosis that 
can lead to additional clinical fol-
low-up, increased healthcare costs, 
and patient morbidities, reductions 
in CIN1 are an added benefit of 
HPV vaccination, researchers note.

“Based on vaccination cover-

age, reductions were greater than 
anticipated, supporting vac-
cine cross-protection, efficacy 
of less than three vaccine doses, 
and herd immunity contribu-
tions,” the researchers stated.  n
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Affairs to operate five federally-
funded national training centers to 
develop and deliver training and 
technical support to Title X family 
planning grantees and service sites. 

The approach focuses on two 
key elements of patient experience, 
patient-staff interactions and pa-
tient care, which help ensure high-
quality family planning services, 
states Saul, who serves as manager 
of the National Training Center 
for Quality Assurance, Quality 
Improvement, and Evaluation.

“Improving patient experience 
also entails examining a setting’s 
environment and systems, in-
cluding the time it takes to get 
an appointment, wait time dur-
ing a visit, and the cleanliness 
and comfort of the facility,” says 
Saul. “QFP, along with several 
resources developed by the Fam-
ily Planning National Training 
centers, offer a great starting point 
for family planning providers to 
improve patient experience.”

The national center has put 
several resources at clinicians’ and 
administrators’ fingertips to aid 
in improving patient flow. First 
is the clinic efficiency dashboard, 
an online tool designed to help 
family planning clinic manag-
ers and staff to assess and moni-
tor their productivity, clinic flow, 
and patient experience over time. 
The user-friendly data entry 
and dynamic data visualizations 
have been developed to facilitate 
data-driven quality improve-
ment. A companion data guide 
also is available to help collect, 
enter, and analyze clinic efficiency 
data using the dashboard tool. 

(Access the dashboard at http://
bit.ly/2dp3sSW, and the data 
guide at http://bit.ly/2e2Pk0x.)

Once data is collected, manag-
ers can use “Using Data to In-

crease Clinic Efficiency: A Qual-
ity Improvement Guide,” which 
is designed to facilitate efforts 
for areas needing improvement 
as indicated by dashboard data. 
The guide outlines key clinic 
efficiency indicators, common 
challenges, best practices based 
on the literature and successful 
strategies used by learning col-
laborative teams, and resources 
to improve clinic efficiency. 

(Access the guide at 
http://bit.ly/2earkfR.) 

Administrators and providers 
are busy and have so many com-
peting priorities, says Jennifer 
Kawatu, senior consultant at JSI.

“Most family planning provid-
ers think they are already doing a 
good job —and they usually are,” 
notes Kawatu. “But, we find there 
is still room for improvement.”

Patient expectations have 
changed greatly over time, 
Kawatu observes. What used to 
satisfy patients just doesn’t seem 
to work any more, she states. 

“Young patients in particu-
lar are looking to get in and out 
quickly, and to feel the ser-
vices are judgment-free and 
hassle-free,” says Kawatu. 

Those involved with the Family 
Planning National Training Cen-
ter on Quality Assurance, Qual-
ity Improvement and Evaluation 
worked together to make a set of 
tools that are as easy as possible for 
busy administrators to use, explains 
Kawatu. The Patient Experience 
Toolkit is organized so it can be 
used as a source for just one tool at 
a time, or it can be done as a six-
month “program” that a staff can 
work through together, she states. 

(Access the toolkit at 
http://bit.ly/1tg2rMK.)

Program developers tried to 
make all of the resources as easy as 
possible to use without taking too 
much preparation on the part of 
busy administrators, states Kawatu.

“The schedule, plans, agen-
das, tools, and discussion points 
are all there, so a clinic staff can 
pick them up and get started right 
away by working through each 
section one at a time,” Kawatu 
says. “There are videos staff can 
watch together, sample tools [such 
as] patient experience surveys, 
and patient experience assess-
ment tools, like a checklist you 
can use as you walk around your 
clinic to see where you might be 
able to improve, and the Clinic 
Efficiency Dashboard that can be 
used for monitoring and track-
ing progress over time.”  n
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THEY ARE ALREADY 

DOING A GOOD 
JOB —AND THEY 
USUALLY ARE!”
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The healthcare provider’s office 
is one of the few places where 

young people can ask questions and 
address concerns related to gender, 
sex, and sexuality. Unfortunately, 
one observational study that looked 
at audio-recorded conversations 
between adolescents and their 
pediatricians during annual visits 
found that one-third contained 
no discussion of sexual issues; if 
mentioned at all, it was for an 
average of 36 seconds.1

These findings regarding 
provider-patient interactions dur-
ing healthcare visits are notably 
concerning when lesbian, gay, 
bisexual, and transgender (LGBT) 
youth face greater physical, mental, 
and emotional health disparities 
compared to their heterosexual 
and cisgender peers. In particular, 
transgender youth, whose gender 
identity differs from their biologi-
cal sex and conventional notions 

of masculinity and femininity, 
have increased rates of depres-
sion, anxiety, substance abuse, and 
suicide.1,3 While many LGBT youth 
develop strength and resiliency 
to combat societal homophobia 
and stigma, discriminatory treat-
ment in healthcare settings can 
exacerbate health disparities. 

A 2016 Journal of Adolescent 
Health study looked at the per-
spectives of transgender youth 
and their caregivers on barriers to 
receiving gender-affirming health-
care. Previous studies had focused 
on experiences of physicians or 
adult transgender patients. For 
transgender youth, adolescence is 
a developmental period in which 
many physical, sexual, and emo-
tional changes take place, which 
can be especially challenging due 
to societal discrimination, disap-
proval, and stigma. This insight-
ful study aimed to understand the 
experiences of 15 self-identified 
transgender youth (ages 14-22) 
and 50 caregivers of transgender 
youth to better inform recom-
mendations for enhanced access to 
gender-affirming care and treat-
ments, including puberty blockers, 
cross-sex hormones, and surgery. 4

Six main themes emerged as 
important barriers to gender-
affirming healthcare for transgen-
der youth and caregivers. This 
article will focus on two themes 
associated with provider attitudes, 
knowledge, and behaviors. Provider 
factors that impede access to care 
may be remedied with appropriate 
training and education compared 

to larger health-systems barriers, 
such as insurance exclusions. 

What Are Some Of The 

Barriers?

The first central theme found 
in the Journal of Adolescent Health 
study was inconsistent use of cho-
sen or preferred name and gender 
pronoun. This barrier to gender-af-
firming care supports findings from 
another recent study that examined 
adolescent and young adults’ ex-
periences of sexuality communica-
tion with physicians. LGBT youth 
reported feeling shame, isolation 
and rejection when providers failed 
to use inclusive, gender-neutral 
language or made assumptions 
about their sexuality. When provid-
ers used non-inclusive language, 
adolescent participants felt unac-
cepted, as opposed to feelings of 
“relief or elation” when their chosen 
name and pronouns were used.5

Another main theme found in 
the study was the lack of acces-
sible providers trained in gender-
affirming healthcare for youth.5 
Participants described specific 
provider qualities that were bar-
riers to care: accessibility; trained 
in providing nonjudgmental care 
and treatment; up-to-date on the 
literature; youth-friendly. Transgen-
der youth described the difficulty 
in finding providers who were 
accepting new patients, took their 
insurance, and who were adoles-
cent- and trans-friendly. Partici-
pants cited feeling frustrated with 

Gender-Affirming Healthcare: How Providers Can 
Do Better 
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COMING IN FUTURE MONTHS

lack of provider-training including: 
use of outdated/offensive language, 
not asking about gender iden-
tity, inadequate knowledge, and 
judgmental clinical interactions.

Adolescents are extremely 
perceptive of their providers’ non-
verbal cues and body language. 
When asked about their experi-
ences talking with health provid-
ers, LGBT youth report being 
able to sense physician discomfort 
through a change in voice pat-
terns, stammering, tone of voice, 
and facial expressions.6 It is es-
sential that providers be aware of 
their non-verbal and verbal behav-
iors in a determined effort to be 
more accepting and comfortable 
of their young LGBT patients. 

What Needs To Be 

Done?

Youth-serving healthcare pro-
viders have the opportunity and 
responsibility to provide gender-
affirming care to transgender 
adolescents that supports their true 
sense of identity in order to lead 
healthy, fulfilling, and meaningful 
lives. Moreover, the 2016 American 
Academy of Pediatrics’ Sexuality 
Education for Children and Ado-
lescents recommends that pediatri-
cians include discussions of gender 
identity and sexual orientation 
when talking about sex, sexual-
ity, and healthy relationships. 7

Avoid misgendering trans-
gender youth, and consistently 
use patients’ chosen or pre-
ferred name and gender pro-
nouns. Providers may find the 
following script helpful: 

• “The name on your 
chart is listed as _______. What 
would you like me to call you? 
What is your preferred name?”

• “What gender pronouns 
do you prefer I use when we speak? 
He or she? His or her? Or another 
pronoun like they, their, or them?”

It is then recommended for 
providers to universally enter this 
gender identity data into patients’ 
electronic medical records. 

Another recommendation 
suggested by adolescent partici-
pants was mandatory training for 
pediatric providers and staff on 
gender-affirming healthcare and 
cultural awareness. While further 
research is needed to define policies 
and best practices, four training 
resources for providing adolescent-
friendly and culturally appropriate 
transgender healthcare include:

• Physicians for Reproduc-
tive Health Adolescent Reproduc-
tive and Sexual Health Education 
Program module on “Caring for 
Transgender Youth,” avail-
able at http://bit.ly/2eOn0BN;

• National LGBT Health 
Education Center, available 
at http://bit.ly/1Nby3fq; 

• Massachusetts Transgen-
der Political Coalition, available 
at http://bit.ly/2eqeKEb; and

• Center of Excellence 
for Transgender Health, avail-
able at http://bit.ly/2eirD3w.  n
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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

1. The CDC has updated its guid-

ance, calling for postponing con-

ception for couples in which the 

man has had possible Zika expo-

sure but no Zika symptoms for 

a. at least eight weeks.

b. at least three months.

c. at least fourth months.

d. at least six months.

2. Which device is approved for use 

in emergency contraception?

a. the copper IUD

b. the levonorgestrel IUD

c. the contraceptive implant

d. the diaphragm

3. Which statement in recent 

research proved most effec-

tive with parents when talk-

ing about HPV vaccination?

a. “[Child’s name] can get cer-

vical cancer as an adult, but 

you can stop that right now. 

The HPV vaccine prevents 

most cervical cancers.”

b. “I strongly believe in the impor-

tance of this cancer-preventing 

vaccine for [child’s name]”

c. “Would you wait until [child’s 

name] is in a car accident before 

you tell him to wear a seatbelt?”

d. “There will be many things 

in [child’s name]’s life that you 

can’t control. But you can con-

trol whether [he/she] gets some 

dangerous kinds of HPV.”

4. According to the latest statistics, 

how many youth ages 13-24 

account for new HIV diagno-

ses in the United States?

a. one in three

b. more than one in four

c. more than one in five*

d. one in six
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A SUPPLEMENT TO CONTRACEPTIVE TECHNOLOGY UPDATE

QUARTERLYSTI
TM

SURVEYS SHOW 
THAT DIGITAL 
TECHNOLOGY, 

INCLUDING THE 
INTERNET, MOBILE 

PHONES, AND 
GAMING, ARE 

PART OF YOUNG 
PEOPLE’S DAILY 

LIVES.

Researchers Develop Mobile Technology To 
Prevent and Treat HIV in Young Adults

According to the latest statistics, youth ages 
13-24 account for more than one in five new 
HIV diagnoses in the United States.1 Data 

from the Youth Risk Behavior Surveillance System, 
which monitors health risk behaviors that contribute 
to the leading causes of death and disability among 
youth, indicate just 22% of high school 
students who had ever had sexual 
intercourse had been tested for HIV. 2

Researchers have recently secured 
funding to develop mobile technol-
ogy apps that aim to increase HIV 
testing, and use of and adherence to 
pre-exposure prophylaxis (PrEP) to 
prevent HIV among young people. 
For those who test positive for the 
virus, scientists plan to develop 
electronic health interventions to 
engage them in care and improve 
adherence to antiretroviral therapy.

“Despite recommendations that 
high-risk youth receive an HIV test 
at least annually, many young men who 
have sex with men have not been tested in the last year, 
and more than half of youth with HIV are unaware of 
their infection,” says Lisa Hightow-Weidman, MD, 
MPH, associate professor of medicine and principal 
investigator of the Behavior and Technology Lab at the 
University of North Carolina at Chapel Hill. Barriers to 
testing among youth include misperception of individ-
ual risk, fear of testing positive, concerns about confi-
dentiality, and access to healthcare services, she notes.

Hightow-Weidman and Patrick Sullivan, PhD, 

DVM, professor of epidemiology in the Rollins 
School of Public Health at Emory University, will 
lead research teams to form the UNC/Emory Cen-
ter for Innovative Technology, or iTech. The project 
has secured $18 million in funding over the next 
five years from the National Institutes of Health.

The iTech project will include six 
research studies, with each study 
using technology to address a bar-
rier to the HIV care continuum, said 
Hightow Weidman in a media state-
ment. For youth at risk of becom-
ing infected with HIV, the research 
team will develop apps that aim 
to increase HIV testing and use of 
and adherence to PrEP to prevent 
HIV. For those who test positive 
for the virus, scientists will create 
electronic health interventions to 
engage youth in care and improve 
adherence to antiretroviral therapy.

Reaching the  

Technology Generation

Surveys show that digital technology, includ-
ing the internet, mobile phones, and gaming, are 
part of young people’s daily lives. Among those 
aged 12-17, 93% have online access, 75% have a 
mobile phone, and 97% play video games.34

While technology allows young people to engage in 
age–old behaviors such as chatting, flirting, and dat-
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Researchers have recently secured funding to develop mobile technol-

ogy apps that aim to increase HIV testing and use of and adherence 

to pre-exposure prophylaxis to prevent HIV among young people.

• Youth ages 13-24 account for more than one in five new HIV di-

agnoses in the United States. Data from the Youth Risk Behav-

ior Surveillance System indicate just 22% of high school students 

who had ever had sexual intercourse have been tested for HIV. 

• Surveys show that digital technology, including the inter-

net, mobile phones, and gaming, are part of young people’s 

daily lives. Among those aged 12-17, 93% have online access, 

75% have a mobile phone, and 97% play video games.

ing in novel ways, it also provides 
them anonymous avenues for seek-
ing health information in general 
and sexual health in particular. 

Young men who have sex with 
men represent a particularly vulner-
able population. Gay and bisexual 
men ages 13 to 24 accounted for an 
estimated 92% of new HIV diag-
noses among all men in their age 
group, and 27% of new diagnoses 
among all gay and bisexual men.1

If researchers can find a web-
site or a mobile app that is ef-
fective in helping young gay and 
bi men reduce their risk of HIV, 
then a high number at-risk men 
can be reached at a low incre-
mental cost, observes Sullivan.

Collaboration is Key

The iTech project is just part 
of a National Institutes of Health-
funded research network devoted to 
the health and well-being of adoles-
cents and young adults with HIV 
or at risk for HIV infection. The 
federal agency awarded some $24 
million in 2016 to provide for three 
research centers and a data coordi-
nating center to make up the Ado-
lescent Medicine Trials Network for 
HIV/AIDS Interventions (ATN).

The purpose of the network 
is to get at-risk youth into care, 
while at the same time offering 
them the opportunity to partici-
pate in research trials that have the 
potential to improve their health 
and the health of others, says Bill 
Kapogiannis, MD, network co-
director and medical officer at the 
Eunice Kennedy Shriver National 
Institute of Child Health and Hu-
man Development (NICHD), the 
NIH institute providing much 
of the funding for the awards.

The ATN centers will perform 

research aimed at preventing HIV 
infection among youth, and also 
will seek to enroll HIV-infected 
youth into treatment studies to 
improve their health and pre-
vent transmission to others.

Many at-risk youths are not 
aware that they need HIV and 
STI testing or prevention ser-
vices, observes Sonia Lee, PhD, 
network co-director and NICHD 
program officer. The network’s 
studies will focus on helping this 
population engage with available 
services and avoid behaviors that 
increase the risk of HIV infection.

Other principal investigators 
involved in the network include 
Mary Jane Rotheram-Borus, PhD, 
at the University of California, Los 
Angeles; Sylvie Naar-King, PhD, 
at Wayne State University, Detroit; 

Bonita Stanton, PhD, at Seton 
Hall University, South Orange, 
NJ; and Jeffrey Parsons, PhD, 
Hunter College, New York City.

Use Existing 

Technology

Providers can use existing tech-
nology to help young people learn 
more about their HIV status and 
HIV prevention. The CDC has 
developed the “Doing It” national 
HIV testing and prevention cam-
paign designed to motivate all 
young people and adults to get test-
ed for HIV and know their status. 
As part of the Act Against AIDS 
initiative, “Doing It” delivers the 
message that HIV testing should be 
a part of everyone’s regular health 
routine to keep ourselves and our 
community healthy. (Visit the 
website at http://bit.ly/1PWhadW.)

Direct young people to use the 
HIV/AIDS Prevention & Service 
Provider Locator, a location-
based search tool that allows 
them to search for service pro-
viders for HIV testing, housing 
assistance, health centers, Ryan 
White HIV Care services, men-
tal health, substance abuse, and 

MANY AT-RISK 
YOUTHS ARE NOT 

AWARE THAT 
THEY NEED HIV 

AND STI TESTING 
OR PREVENTION 

SERVICES.



2   |   SUPPLEMENT TO CONTRACEPTIVE TECHNOLOGY UPDATE / December 2016 SUPPLEMENT TO CONTRACEPTIVE TECHNOLOGY UPDATE / December 2016   |   3

What Do Gay and Bisexual Men Without HIV 
Know About PrEP?

Studies have shown that pre-
exposure prophylaxis, or PrEP, 

reduces HIV incidence by 92% in 
HIV-negative people who are at 
high risk for HIV, including men 
who have sex with men (MSM). 1,2 
However, new research indicates 
that many MSM are unaware of 
this option.3

In 2014, gay and bisexual 
men accounted for 83% of the 
estimated new HIV diagnoses 
among all males ages 13 and older 
and 67% of the total estimated 
new diagnoses in the United 
States, according to the CDC.4 
However, nearly one in seven gay 
and bisexual men living with HIV 
are unaware they have it and may 
transmit the infection to others 
without knowing it.5

The rate of HIV infection 
among gay and bisexual men in 
Baltimore is estimated at 31%.6 
However, research conducted by 
the Johns Hopkins Bloomberg 
School of Public Health in 
Baltimore indicates just four in 
10 gay and bisexual men without 
HIV are aware that PrEP may 
significantly reduce their risk 
of contracting the virus.3 This 
finding held true even among 
those who had recently visited a 

doctor or been tested for a sexually 
transmitted infection, the new data 
suggest.

Review the Research

To conduct the study, 
researchers used 2014 Baltimore 
MSM National HIV Behavioral 
Surveillance data. A total of 401 
HIV-negative men participated 
in the study, of whom 168 (42%) 
were aware of PrEP. Data indicate 
having seen a doctor (82%) and 
having a test for another sexually 
transmitted infection (46%) in 
the prior year did not increase the 
likelihood that a gay or bisexual 
man knew about PrEP. 

Those who had been tested for 
HIV in the prior year were more 

likely to be aware of the drug 
regimen, which involves use of a 
daily pill.

When study participants were 
told about PrEP, 60% said they 
would be willing to take PrEP for 
HIV prevention.

Clinicians have limited time 
with patients, but with gay and 
bisexual male patients, providers 
definitely need to make it a point 
to discuss HIV risks and whether 
PrEP is a good option, says Julia 
Raifman, ScD, a post-doctoral 
fellow in the Bloomberg School’s 
Department of Epidemiology and 
lead author of the study.

Viral Suppression, PrEP 

Key

Healthcare providers may be 
unfamiliar with PrEP or may be 
uncomfortable broaching sexual 
health topics with their patients, 
notes Raifman.

“Whatever the reason, we need 
to find a way to get PrEP to the 
people who can most benefit,” 
said Raifman in a statement 
accompanying the research 
publication. “PrEP could be a 
game-changer for HIV in the 

family planning. (Click on “Loca-
tor” at http://bit.ly/1CAfFpz.)  n
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INCREASING 
THE USE OF 

PREP AMONG 
PEOPLE WHO ARE 
UNINFECTED, BUT 

AT HIGH RISK, 
COULD PREVENT 
AN ADDITIONAL 

17,000 
INFECTIONS 

OVER THE SAME 
TIME SPAN, 

THE RESEARCH 
SUGGESTS.7

EXECUTIVE SUMMARY

Studies have shown that pre-exposure prophylaxis, or PrEP, reduces HIV 

incidence by 92% in HIV-negative people who are at high risk for HIV, 

including men who have sex with men (MSM). However, new research 

indicates that many MSM are unaware of this option.

• In 2014, gay and bisexual men accounted for 83% of the estimated 

new HIV diagnoses among all males ages 13 and older and 67% of the 

total estimated new diagnoses in the United States, according to the 

CDC. However, nearly one in seven gay and bisexual men living with HIV 

are unaware they have it and may transmit the infection to others without 

knowing it.

United States where there are more 
than 44,000 new cases of HIV 
every year – but only if people 
know about it.”

Reaching the National HIV/
AIDS Strategy targets for HIV 
testing and treatment and 
expanding the use of daily PrEP 
could prevent an estimated 
185,000 new HIV infections 
in the United States by 2020, 
representing a 70% reduction in 
new infections, recent research 
from the CDC indicates.7

If public health efforts could 
reach the nation’s treatment goal 
of ensuring 80% of all of those 
diagnosed with HIV achieve viral 
suppression, data indicate that 
an estimated 168,000 infections 
would be prevented over the next 
five years. Increasing the use 
of PrEP among people who are 
uninfected, but at high risk, could 
prevent an additional 17,000 
infections over the same time span, 
the research suggests.7

Less than a third of Americans 
with HIV are on sustained 
treatment that effectively keeps 
their virus suppressed, and too few 
people who are at substantial risk 
for HIV and who could benefit 
from PrEP are receiving it, the 
research notes.

“If we expand the use of our 
current prevention strategies today, 
we can significantly reduce new 
HIV infections tomorrow,” says 
Jonathan Mermin, MD, director 
of the CDC’s National Center for 
HIV/AIDS, Viral Hepatitis, STD, 
and TB Prevention. “This study 
confirms that we have the right 
tools to dramatically reduce new 
HIV infections, but we have a long 
way to go in order to make those 
reductions a reality.”  n
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