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SOUGHT TO UNDERSTAND 
THE IMPLEMENTATION OF 
IMMEDIATE POSTPARTUM 
LARC, AND DESCRIBE ITS 
COMPLEXITIES, BARRIERS, 

AND FACILITATORS, IN 
HOSPITALS IN GEORGIA.” 

MELISSA KOTTKE, MD, 
MPH, MBA

Implement Resources for  
Immediate Postpartum LARC  
to Cut Unintended Pregnancy
Many women engage in unprotected sex before six-week  
postpartum visit

Efforts to expand access to the full 
range of contraceptive methods 
available immediate-

ly postpartum are increas-
ing; however, state- and 
hospital-level barriers to 
provision remain.

Unplanned pregnan-
cies can happen in the 
postpartum period — 
data indicate between 
40-57% of women report 
engaging in unprotected 
intercourse before the 
routine six-week postpar-
tum visit.2,3 (Contracep-
tive Technology Update 
reported on the move to 
increase postpartum LARC 
placement; see the October 
2016 article, “Counsel On 
Convenience & Effectiveness of Immediate 
Postpartum LARC,” available at: http://

bit.ly/2nqXI16.) Clinicians may plan to 
provide women with contraception at 

their postpartum follow-up 
visit. However, up to 40% 
of women do not attend 
a follow-up appointment, 
and, thus, never obtain 
a prescription for birth 
control.4

To understand the 
most important steps 
required to implement 
immediate postpartum 
long-acting reversible 
contraception (LARC) 
programs in different 
Georgia hospitals and the 
barriers to implementing 
such a program, research-
ers in the Atlanta-based 

Emory University School 
of Medicine Department of Gynecol-
ogy and Obstetrics interviewed 32 key 
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personnel from 10 Georgia hospi-
tals working to establish immediate 
postpartum LARC programs. The 
researchers used the Chapel Hill, 
NC-based National Implementation 
Research Network’s Stages of Imple-
mentation to organize participant-
identified key steps for immediate 
postpartum LARC into an imple-
mentation guide. The scientists then 
compared this guide to hospitals’ 
implementation experiences. At the 
completion of the study, LARC was 
available for immediate postpartum 
placement at seven of the 10 study 
hospitals.1 

“Georgia was one of the early 
states to adopt Medicaid coverage 
for immediate postpartum IUD and 
implant placement; however, there 
is very little evidence about how 
to put this into practice,” explains 
Melissa Kottke, MD, MPH, MBA, 
director of the Jane Fonda Center 
and associate professor in the depart-
ment of gynecology and obstetrics at 
Emory University School of Medi-
cine. “With this study, we sought 
to understand the implementation 
of immediate postpartum LARC, 
and describe its complexities, barri-
ers, and facilitators, in hospitals in 
Georgia.”

 

Identify the Steps

In April 2014, Georgia Medicaid 
approved separate reimbursement 
for immediate postpartum LARC. 
The Georgia Perinatal Quality Col-
laborative, a multidisciplinary group 
formed to identify and implement 
quality improvement strategies to im-
prove maternal and neonatal care and 
outcomes in the state, chose immedi-
ate postpartum LARC as a key initia-
tive. Participating hospitals agreed to 
implement immediate postpartum 
LARC programs.

Physicians, nurses, pharmacists, 
billing personnel, and lactation 
consultants were interviewed for 
the study. Most study participants 
held both clinical and administrative 
positions within their hospitals; the 
majority had no experience with cur-
rently available LARC methods.1

Hospitals participating in the 
project identified common themes 
for the implementation experience: 
team member identification and 
ongoing communication, payer pre-
paredness challenges, interdependent 
department-specific tasks, and pilot-
ing with continuing improvements. 
Anticipatory guidance was needed 
throughout the process, participants 
agreed.

Key first steps identified to imple-
ment immediate postpartum LARC 
included:

• identifying project champions;
• creating an implementation 

team that included all relevant 
departments; 

• obtaining financial reassurance; 
• ensuring hospital administration 

awareness of the project.
What were some of the poten-

tial barriers? Researchers identified 
lack of knowledge about immediate 
postpartum LARC, financial con-
cerns, and competing clinical and 
administrative priorities as some of 
the hurdles encountered in program 
implementation. Hospitals that were 
successful at implementing immedi-
ate postpartum LARC programs did 
so by prioritizing clear communica-
tion and multidisciplinary teamwork, 
researchers found.

Guide Outlines Steps

An important outcome from the 
study is its guide, which organizes the 
key steps for program implementa-
tion, based on aggregate experiences 
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EXECUTIVE SUMMARY

 Although efforts to expand access to the full range of contraceptive 

methods available immediately postpartum are increasing, state- and hospital-

level barriers to provision remain.

 To understand the most important steps required to implement immediate 

postpartum long-acting reversible contraception (LARC) programs in 

different Georgia hospitals and the barriers to implementing such a program, 

researchers interviewed 32 key personnel from 10 state hospitals working to 

establish immediate postpartum LARC programs. At the completion of the 

study, LARC was available for immediate postpartum placement at seven of 

the 10 hospitals.

 The American College of Obstetricians and Gynecologists recently issued 

a new Committee Opinion on the use of LARC. Its LARC Program also has 

gathered a variety of additional resources to support immediate postpartum 

LARC implementation.

from different Georgia hospitals. 
(Access it at: http://bit.ly/2nr1VSk.) 
A stage-based approach to imple-
mentation and a standardized guide 
detailing these steps may provide the 
necessary structure for the complex 
process of implementing immedi-
ate postpartum LARC programs in 
the hospital setting, according to 
researchers.1

Although the guide reflects a 
comprehensive assessment of the steps 
to implementing immediate postpar-
tum LARC programs, not every step 
of the guide is necessary for success-
ful implementation. Researchers 
identified three essential elements for 
starting the process. First, early in-
volvement of the necessary members 
of the implementation team will lead 
to better communication and under-
standing of the project. Teams should 
include direct clinical care, pharmacy, 
or finance and billing perspectives. 
The specific team members may vary 
depending on the hospital and may 
include additional roles, researchers 
state.1

“Implementation cannot move 
forward without financial reassurance 
early in the process,” researchers note. 
“Finally, consistent communication 
and team planning with clear roles 
and responsibilities are key to navigat-
ing the complex and interconnected 
steps for implementing immediate 
postpartum LARC programs.” 

Get on Board

Some state coalitions and agencies 
also have gathered information on 
navigating other immediate post-
partum LARC barriers. The South 
Carolina Postpartum LARC  Toolkit 
(available at: http://bit.ly/2d1X4Qj) 
and the Texas LARC Toolkit (avail-
able at: http://bit.ly/2mSj71D) in-
clude such items as materials address-

ing clinical resources and training, 
hospital billing and reimbursement, 
contraceptive counseling, and imple-
mentation planning. 

The American College of Obste-
tricians and Gynecologists (ACOG) 
recently issued a new Committee 
Opinion on the use of LARC.5 The 
ACOG LARC Program also has gath-
ered a variety of additional resources 
to support immediate postpartum 
LARC implementation, including 
the payment and policy approaches 
of 26 state Medicaid programs for 
reimbursement of immediate postpar-
tum LARC. (See all the resources at: 
http://bit.ly/2n2P3Rw.) According to 
information from the Arlington, VA-
based Association of State and Ter-
ritorial Health Officials, both Oregon 
and Vermont are considering bills to 
allow the state Medicaid agency to 
reimburse for immediate postpartum 
LARC insertions. This intervention 
has the potential to reduce unintend-
ed and short-interval pregnancies.

In September 2016, the Kaiser 
Family Foundation published the 
results of its Medicaid Coverage of 
Family Planning Benefits Survey, 
which found that states are consider-

ing and implementing various reim-
bursement structures for postpartum 
LARC insertion. (Access the report at: 
http://kaiserf.am/2mMFmV7.) The 
report outlines how 41 states current-
ly reimburse for postpartum LARC 
placement.

Advocacy grows for immediate 
postpartum LARC. The CDC has 
established the 6/18 Initiative, a part-
nership between purchasers, payers, 
and providers, which sees insurance 
coverage of immediate postpartum 
LARC to positively affect both health 
and costs. The initiative is working to 
ensure that both public and private 
payers reimburse for immediate post-
partum LARC insertion by unbun-
dling payment for LARC from other 
postpartum services.

Immediate postpartum LARC is 
an important strategy to help inter-
ested women obtain LARC methods 
after childbirth, per a recently pub-
lished editorial on the subject.6 

“Combined efforts from 
clinicians, clinical leadership, payers, 
and researchers can accelerate 
the adoption and availability 
of immediate postpartum 
contraception,” the editorial states. 
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“For women to be fully empowered 
to improve their and their children’s 
health, they need access to immediate 
postpartum contraception.”

In a time of uncertainty about 
future availability of LARC methods, 
timely development of postpartum 
IUD and implant policies becomes 
particularly important, says Anita 
Nelson, MD, professor and chair of 
the obstetrics and gynecology depart-
ment at Western University of Health 
Sciences in Pomona, CA.  n
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EXECUTIVE SUMMARY

New estimates from the CDC indicate the number of new HIV infections in the 

United States fell 18% between 2008 and 2014.

• Men who have sex with men were the only ones who did not demonstrate an 

overall decline in annual HIV infections in the same period. Statistics indicate 

annual HIV infections dropped in such groups as injection drug users and 

heterosexuals.

• The CDC is working with national, state, and local partners to see that HIV 

testing is simple, available, and routine; that those living with HIV get care and 

treatment, starting the day of diagnosis; and that those not infected with HIV 

have access to prevention tools, such as comprehensive syringe services and 

pre-exposure prophylaxis.

New Estimates Show Drop in Annual HIV  
Infections
Still, much work remains as agencies push for wider access to key resources

Just-released estimates from the 
CDC indicate the number of 

new HIV infections in the United 
States fell 18% between 2008 and 
2014.1 However, men who have sex 
with men (MSM) were the only 
group that did not experience an 
overall decline in annual HIV infec-
tions in the same period. 

Other declines were noted in the 
new CDC analysis. Statistics indicate 
annual HIV infections dropped:

• more than half (56%) among 
injection drug users (from 3,900 to 
1,700);

• more than one-third (36%) 
among heterosexuals (from 13,400 
to 8,600);

• almost one-fifth (18%) among 
young gay and bisexual males ages 
13 to 24 (from 9,400 to 7,700), 
with a similar drop among white gay 
and bisexual males (from 9,000 to 
7,400).

The statistics also show sub-
stantial drops in some states and 
Washington, DC. Rates dropped by 
10% each year in Washington, DC, 
over the six-year period, followed by 
Maryland (8%), Pennsylvania (7%), 
Georgia (6%), New York and North 
Carolina (both 5%), Illinois (4%), 
and Texas (2%).2

The new national high-impact 
approach to HIV prevention is 
working, said Jonathan Mermin, 
MD, director of CDC’s National 
Center for HIV/AIDS, Viral Hepa-
titis, STD, and TB Prevention, in 
a statement accompanying the data 
presentation.

“These data reflect the success of 
collective prevention and treatment 
efforts at national, state, and local 
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levels,” Mermin noted. “We must 
ensure the interventions that work 
reach those who need them most.”

 

Reach Those  

Most at Risk

Why were gay and bisexual men 
the only group to not experience an 
overall decline in annual HIV infec-
tions? The new analysis indicates that 
reduced infections among whites 
and the youngest gay and bisexual 
men were offset by increases in other 
groups. Encouraging news came in 
the form of stable annual infections 
among gay and bisexual men overall 
(about 26,000 per year) and black 
gay and bisexual men (about 10,000 
infections per year).

However, a 35% jump was noted 
among gay and bisexual males ages 
25-34 (from 7,200 to 9,700), as well 
as a 20% spike among Latino gay 
and bisexual males (from 6,100 to 
7,300).

Data also suggest regional dis-
parities in southern states, home 
to more than one-third of the U.S. 
population but representing 50% of 
estimated infections in 2014. 

Progress remains uneven across 
communities and populations, said 
Eugene McCray, MD, director 
of CDC’s Division of HIV/AIDS 
Prevention.

“High-impact prevention strate-
gies must continue to be developed 
and implemented at the state and 
local levels to accelerate progress,” 
McCray said in the statement 
accompanying the data presenta-
tion. “That means more testing to 
diagnose infections, increasing the 
proportion of people with HIV who 
are taking HIV treatment effectively, 
and maximizing the impact of all 
available prevention tools.”

At the national conference, CDC 

To read more Contraceptive 

Technology Update content, earn 

credit for this activity, view the latest 

breaking news, and much more, 

please visit AHCMedia.com.

scientists presented a detailed break-
down of the data for gay, bisexual, 
and other men who have sex with 
men. Although MSM constitute 
about 2% of the U.S. population, 
they accounted for two-thirds of 
people diagnosed with HIV in 2015. 
The researchers used data from the 
National HIV Surveillance System 
on HIV diagnoses among MSM 
and the first CD4 test result after 
diagnosis to estimate HIV incidence, 
prevalence, and percentage of undi-
agnosed infection by racial/ethnic 
and age groups for 2008-2014 using 
a method based on a CD4 depletion 
model. Counts of CD4 cells can 
be used to determine states of HIV 
infection. As HIV stays in the body 
longer, CD4 cell counts decrease.3

Get HIP to Reduce Rates

The national prevention agency 
is implementing its High-Impact 
Prevention (HIP) approach to make 
further strides in reducing rates. The 
program involves delivering scien-
tifically proven, cost-effective, and 
scalable interventions, with special 
emphasis for the most heavily af-
fected populations and geographic 
areas. (Contraceptive Technology 
Update reported on the program; see 
the March 2016 STI Quarterly article, 
“Snapshot from National HIV Preven-
tion Conference: Strides have been 
made, yet hurdles remain,” available 
at: http://bit.ly/2mchI2w.)

The CDC is working with na-
tional, state, and local partners to see 
that HIV testing is simple, available, 
and routine; that those living with 
HIV get care and treatment start-
ing the day of diagnosis; and that 
those not infected with HIV have 
access to prevention information and 
tools, such as comprehensive syringe 
services programs and pre-exposure 

prophylaxis (PrEP).
Information presented at the 

same conference by The Rollins 
School of Public Health at Emory 
University and the CDC indicates 
that for gay and bisexual men, for 
HIV prevention, PrEP along with 
testing for and treatment of sexually 
transmitted infections (STI), can 
reduce not only HIV, but also some 
STIs, even in the presence of some 
reductions in condom usage.2 The 
model suggests that more than 40% 
of chlamydia infections and 42% of 
gonorrhea infections would be pre-
vented over the next decade if 40% 
of PrEP-eligible gay and bisexual 
men took PrEP medication and were 
tested twice a year for STIs. The data 
indicate that this would occur even 
with a 40% reduction in condom use 
while on PrEP.2  n
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EXECUTIVE SUMMARY

The labeling for ulipristal acetate now contains language that advises patients 

using the drug for emergency contraception wait five days after the episode of 

unprotected intercourse before starting a hormonal contraceptive method.

• In a study of taking a progestin-only contraceptive pill the day after ulipristal 

acetate intake, data suggest that it significantly increased the chance of 

ovulation within five days.

• Changing the start of the five-day waiting period from the day that ulipristal 

acetate is taken to the day that unprotected sex occurred offers more flexibility 

for patients to schedule their follow-up contraception appointment. 

• The U.S. Selected Practice Recommendations for Contraceptive Use 

recommends that when using ulipristal acetate as emergency contraception, 

patients should wait five days before beginning a new contraceptive method, 

except for depot medroxyprogesterone acetate shots, the contraceptive 

implant, and intrauterine contraception, which can be considered for same-day 

use.

Check Birth Control Start After Ulipristal Acetate
Results of recent study lead manufacturer of important drug to update its recommendations

What is your practice of start-
ing a hormonal birth control 

method after a patient uses ulipristal 
acetate (ella) for emergency contra-
ception? Clinicians must be aware 
that the drug’s labeling now recom-
mends that patients using the drug 
wait five days after the episode of un-
protected intercourse before starting 
a hormonal contraceptive method.

The American Society for Emer-
gency Contraception, a nonprofit ad-
vocacy group, has issued guidance to 
help clinicians. (Access it at: http://bit.
ly/1TLN6AN.) Kelly Cleland, MPA, 
MPH, the organization’s executive 
director, says the move was prompted 
by many questions from healthcare 
providers about how to implement 
the March 2015 changes in the ella 
label.

The labeling change was enacted 
after publication of research indi-
cating initiating a specific type of 
progestin-only pill (desogestrel, not 

available in the United States) could 
counteract the ovulation-suppressing 
effects of the drug. The study’s 
authors examined the pharmacody-
namic interaction between 30 mg 
of ulipristal acetate for emergency 
contraception and 75 mg of desoges-
trel initiated the next day. Study data 
indicated that desogestrel impaired 
the ability of ulipristal acetate to 
delay ovulation; however, ulipristal 
acetate produced little effect on the 
onset of contraceptive effects due to 
desogestrel.1

By taking the progestin-only pill 
the day after ulipristal acetate intake, 
data suggested that it significantly 
increased the chance of ovulation 
within five days. In the crossover 
study, women with imminent ovula-
tion (defined as presenting with 
a lead follicle measuring between 
14-16 mm) took ulipristal acetate or 
a placebo and then started either a 
placebo pill or a desogestrel pill the 

next day. Among cycles in which 
women started a placebo pill the day 
after taking the emergency contracep-
tion, ovulation occurred within five 
days in one of 29 cycles. However, 
when women started the desogestrel 
pill, ovulation occurred within five 
days in 13 of 29 cycles.1

Although the study authors only 
examined one type of hormonal con-
traception — one that is not available 
in the United States — these findings 
suggest that this effect may apply 
more broadly.

Weigh the Evidence

As the American Society for 
Emergency Contraception fact sheet 
highlights, there are many unan-
swered questions about the potential 
interaction between progestins and 
antiprogestins, Cleland notes. The 
questions include whether this effect 
applies to all hormonal contracep-
tives as well as how to best weigh the 
competing risks of a potential reduc-
tion in efficacy of ulipristal acetate 
vs. the risk of future pregnancy if an 
ongoing method is not initiated after 
emergency contraception, she says.

“We hope that new research will 
clarify some of the areas of uncer-
tainty,” Cleland says.

Until such research emerges, how 
should clinicians proceed? In the 
latest edition of the U.S. Selected 
Practice Recommendations for Contra-
ceptive Use, it is now recommended 
that when using ulipristal acetate as 
emergency contraception, patients 
should wait five days from the date 
of unprotected intercourse before be-
ginning a new contraceptive method, 
except for depot medroxyprogester-
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one acetate shots, the contraceptive 
implant, and intrauterine contracep-
tion, which can be considered for 
same-day use.3 Advise patients to not 
engage in intercourse or to use bar-
rier contraception for the next seven 
days after starting or resuming regu-
lar contraception or until her next 
menses, whichever happens first.

Remember that the copper 
intrauterine device (ParaGard IUD) 
is the most effective at preventing 
pregnancy after unprotected sex. The 
copper IUD is more effective than 
either levonorgestrel or ulipristal 
acetate. Also, it is effective for up to 
five days after unprotected sex and 
can be used for ongoing long-term 
contraception. (Read more about the 
long-acting reversible contraceptive; 
see the December 2016 Contraceptive 

Technology Update article, “Emer-
gency Contraception & LARC - What 
You Need to Know,” available at: 
http://bit.ly/2n1lhMV.)

 For patients using ulipristal 
acetate emergency contraception and 
starting a hormonal contraceptive, 
the American Society for Emergency 
Contraception fact sheet recom-
mends starting the five-day period of 
delay when unprotected sex occurred 
— before use of the emergency 
contraception, rather than when the 
emergency contraceptive is taken.

“This approach may maximize 
scheduling flexibility while minimiz-
ing potential compromise of UPA 
[ulipristal acetate] efficacy,” the fact 
sheet states. “However, if it is diffi-
cult to accurately determine the date 
of intercourse, it may be best to start 

the delay period at EC [emergency 
contraceptive] intake.”  n 
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EXECUTIVE SUMMARY

Current evidence is insufficient to determine the balance of benefits and harms 

of performing screening pelvic exams in asymptomatic, nonpregnant adult 

women for the early detection and treatment of many gynecologic conditions, 

according to recent guidance from the U.S. Preventive Services Task Force.

• The new publication applies to women age 18 years and older who do not 

present with any signs or symptoms of gynecologic conditions and who are 

not at increased risk for such conditions.

• The task force already recommends using screening tests for early detection 

of cervical cancer, chlamydia, and gonorrhea.

More Research Needed on Benefits, Harms  
of Screening Pelvic Exams

Current evidence is insufficient 
to determine the balance of 

benefits and harms of performing 
screening pelvic exams in asymptom-
atic, nonpregnant adult women for 
the early detection and treatment of 
many gynecologic conditions, ac-
cording to recent guidance from the 
U.S. Preventive Services Task Force 
(USPSTF).1 The new publication ap-
plies to women age 18 years and older 
who do not present with any signs or 
symptoms of gynecologic conditions 
and who are not at increased risk for 
such conditions. The USPSTF already 
recommends using screening tests 
for early detection of cervical cancer, 
chlamydia, and gonorrhea, but these 
may not require pelvic examinations.

“The task force is calling for more 
research to better understand the 
benefits and harms associated with 

performing screening pelvic exams 
to detect gynecologic conditions in 
women without any gynecologic 
signs, symptoms, or risk factors,” said 
USPSTF member Maureen Phipps, 
MD, MPH, department chair and 
Chace-Joukowsky professor of ob-
stetrics and gynecology and assistant 
dean for teaching and research on 

women’s health at the Warren Alpert 
Medical School of Brown Univer-
sity in Providence, RI. “Until more 
research is available, clinicians should 
continue to use their clinical judg-
ment, taking each patient’s individual 
values, preferences, and circumstances 
into consideration when deciding 
with patients whether or not a pelvic 
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exam should be performed.”
The guidance is not a 

recommendation against performing 
pelvic exams, noted USPSTF Chair 
Kirsten Bibbins-Domingo, PhD, 
MD, in a statement accompanying 
the publication.

“At this time, there simply is not 
enough evidence to determine the 
benefits and harms of using pelvic 
exams to screen for conditions other 
than cervical cancer, chlamydia, and 
gonorrhea,” said Bibbins-Domingo, 
who also serves as professor of medi-
cine, epidemiology, and biostatistics 
at the University of California, San 
Francisco.

According to a Practice Advisory 
issued by the American College of 
Obstetricians and Gynecologists 
(ACOG), the “I” statement 
issued by the USPSTF should 
not be interpreted to mean that a 
screening pelvic exam should never 
be performed.2 The “I” represents 
“insufficient,” meaning there are not 
enough data to conclude whether 
the benefits of performing the exam 
outweigh any potential risks in 
asymptomatic women. The “I” ruling 
differs from a “D” ruling, which 
reflects no net benefit or that harms 
outweigh benefits.

Clinicians also must consider that 
the USPSTF recommendation does 
not apply to pregnant women, nor 
does it apply to women who present 
to their women’s health provider with 
signs or symptoms.

“It is critically important for 
obstetrician-gynecologists to elicit 
accurate and complete medical, 
surgical, and family histories and to 
conduct thorough reviews of systems 
as part of the well-woman visit,” the 
advisory states. “Some women may 
not recognize that certain signs or 
symptoms are truly abnormal; these 
signs and symptoms may be inter-
preted as “normal” for them, when, 

in fact, they should prompt evalu-
ation, which may include a pelvic 
examination.”

Women should not forgo their 
well-woman care considering the 
USPSTF guidance, the advisory 
states. This preventive service visit 
also provides an opportunity for 
patients and providers to discuss 
whether a pelvic examination is ap-
propriate for individual care.

The American College of Physi-
cians and the American Academy 
of Family Physicians recommend 
against performing screening pelvic 
exams in asymptomatic women.3,4 Al-
though ACOG calls for annual pelvic 
exams for women 21 years of age and 
beyond, it also states that the deci-
sion to perform such exams should 
be individualized, sharing input from 
the woman and the clinician.

For Andrew Kaunitz, MD, Uni-
versity of Florida Research Founda-
tion professor and associate chairman 
of the department of obstetrics and 
gynecology at the University of Flor-
ida College of Medicine-Jacksonville, 
performing a pelvic exam reflects 
such an individualized approach. For 
symptom-free women in their 20s or 
younger who are presenting for well-
woman care or to initiate short-act-
ing hormonal or implantable contra-
ception, he orders urine screening for 
sexually transmitted infections when 
appropriate, but does not perform 
a pelvic exam unless requested by 
the patient or indicated for cervical 
cancer screening.

When seeing new, older adult 
patients, Kaunitz says he takes a dif-
ferent tack.

“Failing to perform an exam in 
this setting may miss relevant condi-
tions my history may have failed to 
detect, such as pelvic prolapse, vulvar 
conditions, and vaginitis,” he notes. 
“Accordingly, my recommendation 
is to proceed with a pelvic exam, 

including vaginal speculum exam.”
When seeing return asymptomatic 

menopausal women, Kaunitz says 
he performs a visual external genital 
inspection. This type of exam often 
identifies atrophy; less often, it 
reveals lichen sclerosus or other 
vulvar pathology.

“Given the time constraints asso-
ciated with well-woman visits, omit-
ting exams when appropriate frees up 
time to focus on areas of importance 
to the patient, leading to increased 
patient satisfaction,” Kaunitz ex-
plains. “While some of my adult 
patients prefer to have a complete 
pelvic exam with each well-woman 
visit, I note that more and more of 
my patients prefer to skip this time-
honored, but not always indicated, 
ritual.”  n
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EXECUTIVE SUMMARY

Uterine fibroid embolization, a minimally invasive, image-guided treatment 

performed by interventional radiologists, is underutilized when compared to 

hysterectomies, according to data from a new nationwide study.

• The presence of uterine fibroid tumors is the most common indication cited 

for hysterectomy, representing more than 30% of such procedures. Research 

indicates the prevalence of ultrasound-identified tumors as 33% in women 

ages 40-60 years, compared to 11-18% in women ages 30-40 years and 4% in 

women ages 20-30 years.

• Uterine fibroid embolization rarely is performed in rural and smaller 

hospitals, according to the new study. Data indicate that there were more than 

65 times as many hysterectomies performed than embolizations, despite data 

suggesting that embolizations result in lower costs and shorter hospital stays 

than hysterectomies.

Minimally Invasive Uterine Fibroid Treatment 
Underutilized
Use rates particularly low in small and rural hospitals, according to a recent report

U terine fibroid embolization 
(UAE), a minimally invasive, 

image-guided treatment performed by 
interventional radiologists, is under-
utilized when compared to hysterec-
tomies, according to data from a new 
nationwide study.1

Research data indicate the preva-
lence of ultrasound-identified tumors 
as 33% in women ages 40-60 years, 
compared to 11-18% in women ages 
30-40 years and 4% in women ages 
20-30 years.2 The presence of uterine 
fibroid tumors is the most common 
indication cited for hysterectomy, 
representing more than 30% of such 
procedures.3

To perform the new study, re-
searchers analyzed data from the 2012 
and 2013 Nationwide Inpatient Sam-
ple, the largest U.S. all-payer inpa-
tient healthcare database. By tracking 
billing codes that identified hysterec-
tomies and embolizations completed 
for the treatment of uterine fibroids, 
researchers could analyze how women 
were treated for this condition, the 
treatment costs, and the outcomes.

Uterine fibroid embolization rarely 
is performed in rural and smaller 
hospitals, according to the new study. 
Data indicate that there were more 
than 65 times as many hysterecto-
mies performed than embolizations, 
despite data suggesting that emboliza-
tions result in lower costs and shorter 
hospital stays than hysterectomies.1

“These findings suggest there is 
a lack of awareness about this safe, 
effective, and less invasive therapy for 
uterine fibroids,” said Prasoon Mo-
han, MD, MRCS, assistant professor 
in the department of interventional 
radiology at the University of Miami 

Leonard M. Miller School of Medi-
cine. “Interventional radiologists urge 
healthcare professionals to present 
patients with all available treatment 
options so that the patient can make 
an informed decision.”

According to the new study, use of 
uterine fibroid embolization resulted 
in shorter hospital stays (2.16 days 
for embolization vs. 2.32 days for 
hysterectomy), and lower short-term 
costs ($21,583 for embolization vs. 
$33,104 for hysterectomy).1

Study Procedure

An interventional radiologist per-
forms a uterine fibroid embolization 
by inserting a thin catheter into the 
artery at the groin or wrist. By guid-
ing the catheter to the fibroid’s blood 
supply, the radiologist can release 
small plastic or gelatin particles into 
the blood vessels that supply blood 
to the fibroids. The particles block 
the blood supply to the arteries that 

supply blood to the fibroids. The 
fibroid undergoes necrosis, softens, 
bleeds less, and shrinks. In addition 
to a high technical success rate and a 
low perioperative complication rate, 
research suggests uterine fibroid em-
bolizations result in high short-term 
and long-term patient satisfaction and 
improvement of symptoms.4

However, in a 2014 Cochrane 
review, analysts reviewed randomized, 
controlled trials of uterine fibroid 
embolization vs. any medical or 
surgical therapy for symptomatic 
uterine fibroids. They found no 
clear evidence of a difference 
between uterine fibroid embolization 
and surgery in the risk of major 
complications, but noted that 
embolizations were associated with a 
higher rate of minor complications 
and an increased likelihood of 
requiring surgical intervention 
within two to five years of the initial 
procedure.5
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National Analysis  

Explores Options

The Duke Clinical Research Insti-
tute in Durham, NC, is working with 
nine centers across the United States 
on a five-year project to evaluate the 
effectiveness of different treatment 
strategies for women with uterine 
fibroids. The project, a collabora-
tion between the Patient-Centered 
Outcomes Research Institute and the 
Agency for Healthcare Research and 
Quality, is designed to help patients 
and clinicians make more informed 
choices about treatment options. 
(Contraceptive Technology Update 
reported on the study in its March 2016 
article, “Elevated testosterone levels 
might increase risk of uterine fibroids.” 
Access it at: http://bit.ly/2mpiwC4.)

The study creators are focusing on 
developing a multicenter registry of 

women who have undergone surgi-
cal treatments for uterine fibroids. 
This registry, COMPARE-UF 
(Comparing Options for Manage-
ment: Patient-centered REsults for 
Uterine Fibroids), will establish the 
infrastructure necessary to support 
patient-centered comparative clinical 
effectiveness research.

Some of the differences in rates 
between rural and urban centers may 
reflect the lack of trained radiologists 
able to perform the uterine fibroid 
embolization procedure in rural 
settings, notes Anita Nelson, MD, 
professor and chair of the obstetrics 
and gynecology department at West-
ern University of Health Sciences in 
Pomona, CA.  n
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EXECUTIVE SUMMARY

Teens and young adults ages 12-34 years suffer the highest rates of sexual 

assault, according to a new clinical report from the American Academy of 

Pediatrics.

• Since the national organization published its last policy statement on 

sexual assault in 2008, more information and data have emerged about 

sexual violence affecting teens, as well as information on the treatment and 

management of those who have become victims of sexual assault. The new 

report focuses on the acute assessment and care of adolescent victims who 

have experienced a recent sexual assault.

• To determine possible assaults, use the HEEADSSS (Home environment, 

Education and employment, Eating, peer-related Activities, Drugs, Sexuality, 

Suicide/depression, and Safety from injury and violence) method of 

interviewing to perform a psychosocial review of systems.

Screening, Anticipatory Guidance Needed to  
Address Teen Sexual Assault
Teens are more likely to delay medical care and less likely to press charges

Teens and young adults ages 12-
34 years have the highest rates 

of sexual assault, according to a new 
clinical report from the American 

Academy of Pediatrics.1

Since the national organization 
published its last policy statement on 
sexual assault in 2008, more infor-
mation and data have emerged about 
sexual violence affecting teens, as 
well as information on the treatment 
and management of those who have 
become victims of sexual assault. 

The 2017 report focuses on the 
acute assessment and care of adoles-
cent victims who have experienced a 
recent sexual assault.

Compared with older adults who 
have been assaulted, teens are more 
likely to delay medical care and less 
likely to press charges, especially if 
they know the perpetrator.2,3 

Data indicate that most victims 
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do know their perpetrators — a 
younger victim’s perpetrator often is 
a member of the victim’s extended 
family, while most older teens 
know their assailant from a social 
encounter.4

It is important for providers to 
ask about sexual assault — just half 
of high school-age assault survi-
vors ever tell anyone about a sexual 
assault. Overall, as few as 10% of 
sexual assaults may be reported to 
authorities.5

Statistics are even more troubling 
for teens with developmental disabil-
ities, who have a much higher risk of 
sexual assault and acquaintance rape. 
The authors of a study examining 
data between 2009 and 2011 found 
that adolescents ages 12-15 years 
with disabilities experienced rates 
of violent victimization that were 
2.5 times greater than those of teens 
without disabilities, with numbers 
climbing for those ages 16-19 years.6

Use Your HEEADSSS

Identifying sexual assault may 
help reduce the likelihood of it hap-
pening again, reduce stigma, and 
provide the victim with medical, psy-
chological, and supportive care, the 
report noted. 

The American Academy of 
Pediatrics recommends that provid-
ers, as part of health wellness exams, 
ask teens if they have experienced 
sexual violence, dating violence, and 
sexual assaults. To determine pos-
sible assaults, use the HEEADSSS 
(Home environment, Education and 
employment, Eating, peer-related 
Activities, Drugs, Sexuality, Suicide/
depression, and Safety from injury 
and violence) method of interview-
ing to perform a psychosocial review 
of systems. 

By telling teens, “I am asking you 

these questions to help me find out if 
there is anything that may be putting 
your health at risk and to tell me 
what kind of exam and tests I should 
conduct,” clinicians set the stage for 
sensitive questions that lie ahead.

Teens who disclose an assault 
should be questioned about commer-
cial sexual exploitation as well, the 
report notes. Clinicians also should 
consider that “date rape” drugs may 
have been used in the assault.

Providers also should be familiar 
with state legal reporting require-
ments related to sexual assault, as 
well as understand state laws en-
suring the right of teens to obtain 
medical care at a sexual assault or 
rape crisis center. In the same vein, 
clinicians should maintain a database 
of community resources on when 
and where to refer adolescents for 
forensic medical exams and care after 
an assault. 

Screening for sexually transmitted 
infections, post-exposure prophylax-
is, treatment, and follow-up should 
be provided in accordance with guid-
ance from the CDC.7

Providers should be prepared to 
offer emergency contraception to fe-
male adolescents who disclose sexual 
assault if reported within 120 hours 
of the assault. 

Documentation of pregnancy 
status should occur at evaluation and 
at follow-up, the report advises.  n
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1. Approximately how many 

women report engaging 

in unprotected intercourse 

before the routine six-week 

postpartum visit?

a. 15-25%

b. 30-35%

c. 40-57%

d. 65-70%

2. Which group did not experience 

a decrease in annual HIV 

infections in the United States 

between 2008 and 2014?

a. Reproductive age women

b. Young adults 18-24 years of 

age

c. Injection drug users

d. Gay and bisexual men

3. According to the package 

labeling for the emergency 

contraceptive ulipristal 

acetate, how many days after 

unprotected sex should patients 

wait before starting a hormonal 

contraceptive method?

a. Five days

b. Six days

c. Seven days

d. Until the first menstrual period 

following dose

4. What is the most common 

indication cited for 

hysterectomy?

a. Endometriosis

b. Symptomatic uterine fibroid 

tumors

c. Ovarian cancer

d. Salpingitis
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contraceptives sensitively and effectively.
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