
INSIDE

Financial Disclosure: Consulting Editor Robert A. Hatcher, MD, MPH, Nurse Planner Melanie Deal, MS, WHNP-BC, FNP-BC, Author Rebecca 
Bowers, Editor Jill Drachenberg, Executive Editor Shelly Mark, and AHC Media Editorial Group Manager Terrey L. Hatcher report no 
 consultant, stockholder, speaker’s bureau, research, or other financial relationships with companies having ties to this field of study. 

NOW AVAILABLE ONLINE! VISIT AHCMEDIA.COM OR CALL (800) 688-2421

NOVEMBER 2017  Vol. 38, No. 11;  p. 121-132

HPV vaccine:  
More teens getting 
the shot  .  .  .  .  .  .  .  . 124

Condoms: Report 
showcases usage 
trends   .  .  .  .  .  .  .  .  . 126

Menopause: Vaginal 
estrogen safe 
for genitourinary 
symptoms   .  .  .  .  .  . 127

Washington Watch: 
Medicaid waivers pose 
new threats  .  .  .  .  . 129

”THIS RESEARCH 
SHOULD REASSURE 

WOMEN WHO DESIRE 
TO START A HORMONE 

IUD IMMEDIATELY 
AFTER DELIVERY THAT 
PLACEMENT WILL NOT 
INTERFERE WITH THEIR 

ABILITY TO BREASTFEED .” 
—  EVE ESPEY, MD, MPH

Postpartum Placement  
of Hormonal IUD Does Not  
Affect Breastfeeding Outcomes
Women can avoid unintended pregnancy and successfully 
breastfeed

Just-published research indicates 
that postpartum insertion 
of a hormonal 

intrauterine device (IUD) 
does not affect a woman’s 
ability to lactate and 
breastfeed.1

There have been 
theoretical concerns that 
exogenous progesterone, 
such as the progestin 
in hormonal IUDs or 
implants, could prevent 
onset of milk production, 
since progesterone 
withdrawal after delivery 
of the placenta is 
thought to trigger the 
onset of lactogenesis 
(start of lactation).2 
However, there have been 
limited long-term data. Results from 
observational studies of progestin-

only contraceptives suggest they have 
no effect on successful initiation 

and continuation of 
breastfeeding or on 
infant growth and 
development.3

Results of the 
new study suggest no 
difference in breastfeeding 
continuation and 
lactogenesis between 
women who received an 
IUD immediately after 
delivery and those who 
received a hormone IUD 
at six weeks postpartum, 
says Eve Espey, MD, 
MPH, professor and chair 
of the department of 
obstetrics and gynecology 

at the University of New 
Mexico in Albuquerque and a co-
author of the current paper. The paper 
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serves as an important contribution 
to the literature on the safety of 
breastfeeding with use of progestin-
only contraceptives because of its 
strong study design and the clinically 
important outcomes of breastfeeding 
continuation and lactogenesis, she 
notes.

“Many women are interested 
in initiating highly effective 
contraception as soon as possible 
after a delivery,” says Espey. “This 
research should reassure women 
who desire to start a hormone IUD 
immediately after delivery that 
placement will not interfere with 
their ability to breastfeed.”

Review the Results

To conduct the randomized, 
controlled trial, researchers at the 
University of Utah and the University 
of New Mexico Health Sciences 
Centers enrolled participants 
from February 2014 through 
March 2016. Eligible women were 
pregnant and planned to breastfeed, 
spoke English or Spanish, were 
ages 18-40 years, and wanted a 
levonorgestrel intrauterine device. 
Study participants randomized 1:1 
to immediate postpartum insertion 
or delayed insertion at 4-12 weeks 
postpartum. 

Prespecified exclusion criteria 
included delivery of less than 
37.0 weeks’ gestational age, 
chorioamnionitis, postpartum 
hemorrhage, contraindications to 
levonorgestrel intrauterine device 
insertion, and medical complications 
of pregnancy that could affect 
breastfeeding. 

The study was powered for the 
primary outcome: breastfeeding 
continuation at eight weeks. Time to 
lactogenesis, defined as the secondary 
study outcome, was analyzed by 
survival analysis and log-rank 
test. Participants were followed 

for ongoing data collection for six 
months. 

Researchers reached the 
enrollment target of 319 participants, 
but lost 34 prior to randomization. 
An additional 26 were excluded 
for medical complications prior to 
delivery. These changes led to 132 
women in the immediate group and 
127 in the delayed group for the final 
analytic sample.

What did the analysis find? 
Report of any breastfeeding at eight 
weeks in the immediate group 
(79%; 95% confidence interval [CI], 
70-86%) was noninferior to that 
of the delayed group (84%; 95% 
CI, 76-91%). The 5% difference 
in breastfeeding continuation at 
eight weeks between the groups fell 
within the noninferiority margin 
(95% CI, -5.6 to 15%). Time to 
lactogenesis (mean ± SD) in the 
immediate group, 65.3 ± 25.7 hours, 
was noninferior to that of the delayed 
group, 63.6 ± 21.6 hours. The mean 
difference between groups was 1.7 
hours (95% CI, -4.8 to 8.2 hours), 
noninferior by log-rank test. A total 
of 24 intrauterine device expulsions 
occurred in the immediate group 
compared to two in the delayed 
group (19% vs. 2%, P < 0.001), 
consistent with the known higher 
expulsion rate with immediate vs. 
delayed postpartum intrauterine 
device insertion. No intrauterine 
device perforations were reported in 
either group, figures indicate.1

“Bottom line, early placement 
of a hormonal IUD is a safe, long-
term birth control method that 
doesn’t negatively affect women 
who want to breastfeed their baby,” 
said first author David Turok, 
MD, MPH, associate professor in 
the department of obstetrics and 
gynecology at the University of 
Utah, in a statement accompanying 
the paper’s release.
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Prenatal Talk  

for Preparation

During prenatal care is an ideal 
time for healthcare providers to speak 
to women about long-term birth 
control in the immediate postpartum 
period. Counseling should include 
advantages, risks of IUD expulsion, 
contraindications, and alternatives to 
allow for informed decision-making.4

Use of long-acting reversible 
contraception (LARC) in the 
postpartum period is safe. The 
U.S. Medical Eligibility Criteria 
for Contraceptive Use classifies 
immediate postpartum initiation of 
IUDs and implants as Category 1 
(no restriction for use) or Category 
2 (advantages generally outweigh 
theoretical or proven risks).5

Talk with women about the 
increased risk for device expulsion, 
as well as signs and symptoms of 
expulsion. Explain that expulsion 
rates for immediate postpartum 
IUD insertions are higher than for 
interval or postabortion insertions, 
vary by study, and may be as 
high as 10-27%.6-9 According to 
Contraceptive Technology, symptoms 
of IUD expulsion include unusual 
vaginal discharge, cramping or pain, 
intermenstrual spotting, postcoital 
spotting, dyspareunia, absence or 
lengthening of the IUD string, and 

presence of the hard plastic of the 
IUD at the cervical os or in the 
vagina. If a woman’s menstrual period 
is delayed, she should check for 
IUD strings. A missed period may 
be the first indication of a “silent” 
expulsion.10

According to a committee 
opinion from the American College 
of Obstetricians and Gynecologists, 
despite the higher expulsion rate 
of immediate postpartum IUD 
placement over interval placement, 
evidence from clinical trials and 
from cost-benefit analyses indicates 
the increased benefits of immediate 
placement in reduction of unintended 
pregnancy, especially for those 
at greatest risk of not having 
recommended postpartum follow-up.4

“New mothers have to juggle 
the competing priorities of a new or 
growing family, and it is difficult to 
schedule postpartum appointments,” 
said co-author Jessica Sanders, 
PhD, research assistant professor 
in obstetrics and gynecology at the 
University of Utah. “Women are 
already at the hospital for the delivery, 
and receiving the IUD at this time is 
more convenient.”  
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EXECUTIVE SUMMARY

Just-published research indicates that postpartum insertion of a hormonal 

intrauterine device does not affect a woman’s ability to lactate and breastfeed.

• There have been theoretical concerns that exogenous progesterone, such 

as the progestin in hormonal IUDs or implants, could prevent onset of milk 

production, since progesterone withdrawal after delivery of the placenta is 

thought to trigger the onset of lactogenesis.

• Results of the new study suggest no difference in breastfeeding continuation 

and lactogenesis between women who received an IUD immediately after 

delivery and those who received a hormone IUD at six weeks postpartum.
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More Parents Choosing the HPV Shot for Teens

Good news: Six of 10 U.S. 
parents now are choosing 

to have their teens vaccinated for 
HPV.1 However, while most teens are 
getting their first dose of the vaccine, 
many are not completing the full 
vaccination schedule, data indicate. 

In December 2016, the Advisory 
Committee on Immunization 
Practices (ACIP) revised its HPV 
vaccine recommendations to 
include a two-dose schedule for 
teens initiating the vaccination 
series prior to their 15th birthday. 
(Contraceptive Technology Update 
reported on the issue; see “Just Two 
HPV Shots Recommended for Younger 
Teens,” January 2017, available 
at http://bit.ly/2li1dma.) To 
understand the breadth of adolescent 
vaccination coverage in the United 
States, CDC analysts reviewed 
data from the 2016 National 
Immunization Survey-Teen for 
20,475 adolescents ages 13-17.

The analysis indicates that 60% 
of teens in the 13-17 age range 
received one or more doses of HPV 
vaccine in 2016, representing an 
increase of four percentage points 
from 2015. In addition, data 
suggest that HPV vaccination is 
becoming more common among 
boys. The latest estimate shows 
that approximately 65% of girls 
received the first dose of HPV 
vaccine, compared to 56% of boys 
receiving the first dose, a 6% jump 
from 2015 for boys. The 2016 rates 
for girls were similar to 2015, the 
analysis reflects.1

Despite these gains, areas for 
improvement remain, say public 
health officials. Although most 
teens have received the first dose 
of HPV vaccine, data indicate that 
43% of teens are up to date on all 

the recommended doses of HPV 
vaccine. Teens who receive the 
first dose of HPV vaccine before 
their 15th birthday need two doses 
of HPV vaccine to be protected 
against cancers caused by HPV, 
while teens and young adults who 
start the series at ages 15-26 must 

receive three doses of HPV vaccine 
to be protected.1

“I’m pleased with the progress, 
but too many teens are still not 
receiving the HPV vaccine — which 
leaves them vulnerable to cancers 
caused by HPV infection,” said 
Brenda Fitzgerald, MD, director 
of the Centers for Disease Control 
and Prevention (CDC), in a press 

statement. “We need to do more 
to increase the vaccination rate and 
protect American youth today from 
future cancers tomorrow.”

The two-dose option for young 
people can be used as a strong 
incentive to persuade parents to 
vaccinate early, notes Anita Nelson, 
MD, professor and chair of the 
obstetrics and gynecology department 
at Western University of Health 
Sciences in Pomona, CA.

Simplify completing the 
series for the parent and patient, 
suggests Susan Wysocki, WHNP-
BC, FAANP, president and chief 
executive officer of iWomansHealth 
in Washington, DC, which focuses 
on information on women’s health 
issues for clinicians and consumers. 
Have them put a reminder in their 
cell phone at the end of the visit, she 
notes.

“Know whether pharmacies in 
your area can provide the HPV 
vaccine and provide an Rx for the 
next shot,” says Wysocki. “Be creative 
to strongly convey that the series 
must be completed to be effective.” 

Alix Casler, MD, medical 
director and chief of pediatrics at 
Orlando Health Physician Associates 
in Orlando, has had success in 
increasing HPV vaccination rates in 
her practice. Her practice experienced 
a 20% increase in HPV vaccination 
rates for boys and girls after she led 
a successful quality improvement 
project to boost percentages.

How can you positively affect 
HPV vaccination rates in your 
practice? Casler offers three 
suggestions: 

• Make it part of the whole office 
culture so that everyone on your 
team is aware of the disease burden 
and effect of HPV disease, and 

“THE HPV 
VACCINE IS 

RECOMMENDED 
AT AN AGE 

WHERE 
ESSENTIALLY NO 
ONE HAS BEEN 

EXPOSED, SO WE 
CAN PROTECT 

EVERYONE FROM 
THIS VIRAL 

INFECTION THAT 
MOST IF NOT ALL 
OF US WILL GET 

AT SOME TIME IN 
OUR LIVES .”

http://bit.ly/2li1dma
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therefore the importance of HPV 
vaccination. 

This needs to be a clear message 
throughout the whole office 
experience, from phone, to check 
in, to rooming, to the provider visit 
to the nurse, says Casler. “If your 
messaging is consistent and clear, 
parents and patients really grasp 
the passion and importance of the 
message.”

When parents hear a clear 
recommendation for same-day 
vaccination, 80% of those parents 
choose to vaccinate, notes Casler. This 
is supported by data on HPV and flu 
vaccine acceptance.2

• Recommend HPV vaccination 
“same day, same way.” In other 
words, the HPV vaccine should be 
recommended the same way that we 
recommend all vaccines. 

Casler offers the following script 
for discussing vaccination: “Today 
we have three vaccines to do: the 
meningitis vaccine, the HPV vaccine, 
and the Tdap.” Clinicians should 
offer enough explanation of each 
vaccination, including what diseases 
are being prevented, such as “certain 
rare, but devastating, forms of bacterial 
meningitis; multiple common forms 
of cancer, tetanus, diphtheria (which 
is not seen in the United States due to 
vaccinations), and whooping cough, 
which not only results in a bad cough 
for several months, but also could be 

spread to someone’s baby, who could 
die from it.” 

Providers also should discuss side 
effects, in the following manner: 
“All of these shots could cause 
local reaction with pain, redness, 
and swelling, and a small group of 
patients also may feel a little bit 
unwell with symptoms as if they 
were coming down with something, 
which is really just the immune 
system responding and doing its 
job. Usually a little ibuprofen will 
help. Occasionally, teens will faint 
with blood draws or shots, so you 
may want to lie down for a few 
minutes after being vaccinated to 
avoid this.”

• Be knowledgeable and 
confident in your knowledge so that 
you can respond openly to parental 
concerns.

Casler says providers should 
be prepared to discuss topics that 
parents have read on social media, 
and explain why much of what is 
circulated is mythical in nature. 
Also, clinicians should be prepared 
to discuss how the ACIP makes its 
decisions on when to vaccinate with 
what shot.

“The HPV vaccine is 
recommended at an age where 
essentially no one has been exposed, 
so we can protect everyone from this 
viral infection that most if not all of 
us will get at some time in our lives,” 

EXECUTIVE SUMMARY

Six of 10 U.S. parents now are choosing to have their teens vaccinated against 

HPV. However, although most teens are getting their first dose of the vaccine, 

many are not completing the full vaccination schedule, data indicate. 

• In December 2016, the Advisory Committee on Immunization Practices 

revised its HPV vaccine recommendations to include a two-dose schedule for 

teens initiating the vaccination series prior to their 15th birthday.

• The latest estimate shows that approximately 65% of girls received the first 

dose of HPV vaccine, compared to 56% of boys receiving the first dose, a 6% 

jump from 2015 for boys.

says Casler. “This is a common viral 
illness that goes on to cause multiple 
cancers in perhaps more than 40,000 
people per year, and pre-cancers in 
perhaps half a million people per 
year, in the U.S. alone, most of which 
are completely preventable with the 
vaccine.”

The HPV vaccine is recommended 
at an age when the immune system is 
at its best, notes Casler. This results 
in a robust immune response, so that 
if and when that immune response is 
needed later on in life, it will be there 
and ready to go, she says.

Clinicians should remember that 
if vaccines cause negative effects, 
they are withdrawn, says Casler. For 
example, the RotaShield vaccine in 
the 1990s that was on the market 
for less than a year was associated 
with a few nonfatal cases of 
intussusception, and was withdrawn, 
she explains. Safety monitoring 
systems such as the Vaccine Adverse 
Event Reporting System, a national 
vaccine safety surveillance program 
run by the CDC and the Food 
and Drug Administration, and 
the Vaccine Safety Data Link, a 
collaborative project between the 
CDC’s Immunization Safety Office 
and nine healthcare organizations, 
are in place to ensure vaccine safety, 
she notes.  
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Condoms: Report Showcases Usage Trends

A recent analysis of national data  
 indicates that from 2011-2015, 

23.8% of women and 33.7% of men 
ages 15-44 used a condom at last 
sexual intercourse. Of those who used 
condoms, about 60% of men and 
56% of women relied on condoms 
alone for pregnancy prevention.1

At the present time, condoms are 
the only contraceptive method that 
provides protection against pregnancy 
and most sexually transmitted 
infections (STIs), including the 
human immunodeficiency virus. The 
analysis was designed to examine 
recent trends in condom use during 
vaginal intercourse and measure the 
prevalence of condom use, alone 
or in combination with another 
contraceptive method.

Data from the analysis indicate 
the percentages of female and male 
condom users who used condoms 
only at last intercourse in the past 
12 months decreased from 67.9% 
of women and 63.0% of men in 
2002 to 65.6% and 57.6% for 
2006-2010 and 59.9% and 56.4% 
for 2011-2015. Coupled with this 
decline, the percentages of female 
condom users who used condoms 

plus nonhormonal methods at last 
intercourse grew from 11.9% in 
2006-2010 to 15.1% for 2011-2015.1

Data for the new analysis came 
from the National Survey of Family 
Growth (NSFG). The purpose of 
the NSFG is to provide nationally 
representative, scientifically credible 
data on factors related to birth and 
pregnancy rates, family formation and 
dissolution patterns, and reproductive 
health for use by various Department 
of Health and Human Services 
programs, as well as for research, 
explains the paper’s author, Casey 
Copen, MPH, PhD, a statistician 
with the National Center for Health 
Statistics. The survey has collected 
data on condom use in women since 
1973, and men since 2002. Questions 
were added in 2013 to query women 
ages 15-44 about condom problems 
during the past four weeks of use.

Other findings from the analysis 
indicate that 25.0% of women and 
33.2% of men used condoms plus 
hormonal methods at last sexual 
intercourse, while 15.1% of women 
and 10.5% of men used condoms 
plus nonhormonal methods. About 
7% of women ages 15-44 who used 

a condom during the past four 
weeks reported the condom broke or 
completely fell off during intercourse 
or withdrawal, while 25.8% said the 
condom was used for only part of the 
time during intercourse.1

Condoms Are 

‘Accessible Option’

The overall proportion of 
condom use is stable in recent 
years, with no large changes across 
the U.S. population, said Dennis 
Fortenberry, MD, MS, professor of 
pediatrics at the Indiana University 
School of Medicine and a member 
of the board of directors for the 
American Social Health Association.

“Although condoms will never 
solve all of the STI and pregnancy 
prevention needs of a diverse 
population, they remain an accessible 
and low-cost technology necessary 
for comprehensive public health 
prevention approaches,” Fortenberry 
noted in a press statement.

Condom use is “quite high 
among younger sexually active 
populations where STI and 
pregnancy are important and access 
to other means of prevention may 
be limited,” said Fortenberry. The 
new report confirms this increased 
use: Among teens ages 15-19, 36% 
of women and 53% of men said they 
used condoms each time they had 
sex during the past year, compared to 
11% of men and 9% of women ages 
35-44.1

Consistent, Correct Use 

Is Key

Providers can do more to 
teach people how to use condoms 
correctly, Fortenberry said. “The 
relatively high frequency of condom 

EXECUTIVE SUMMARY

A recent analysis of national data indicates that from 2011-2015, 23.8% 

of women and 33.7% of men ages 15-44 used a condom at last sexual 

intercourse. Of those who used condoms, about 60% of men and 56% of 

women relied on condoms alone for pregnancy prevention.

• About 7% of women ages 15-44 who used a condom during the past four 

weeks reported the condom broke or completely fell off during intercourse or 

withdrawal, while 25.8% said the condom was used for only part of the time 

during intercourse.

• Among teens ages 15-19, 36% of women and 53% of men said they used 

condoms each time they had sex over the past year, compared to 11% of men 

and 9% of women ages 35-44.
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use problems suggests the need for 
continued public health education 
and training, since other research 
suggests that problems are less 
frequent among more experienced 
users,” he said.

According to Contraceptive 
Technology, healthcare providers 
should encourage patients to practice 
using condoms; when providing 
instruction on how to use condoms, 
they should have patients unroll a 
condom onto a model of a penis or a 
banana, both with eyes open and then 
again in the dark. They should offer 
to help patients select a condom that 
is most suitable to their needs, which 
may include the female condom. 

Many clinics now provide a variety 
of condoms in different sizes and 
textures to help patients find what 
works best for them.

Use the Centers for Disease 
Control’s fact sheet with a section 
on “Know Your Condom Dos and 
Don’ts,” to help men and women 
understand how to use a condom the 
right way every time. (Access the free 
fact sheet at http://bit.ly/2bNyguF.) 
Remind patients that a new condom 
must be used with every act of 
intercourse if any risk of pregnancy or 
sexually transmitted infection exists. 
Also, condoms should be donned 
before any genital contact, with the 
condom unrolled all the way to the 

base of erect penis. Immediately after 
ejaculation, the rim of the condom 
should be held while the penis is 
withdrawn, with the used condom 
disposed of safely.2  
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Vaginal Estrogen Found to Be Safe, Effective 
Option During Menopause

During menopause, estrogen 
deficiency can lead to thinning 

of the vaginal epithelium. As a result, 
women may experience vaginal 
dryness, itching, dyspareunia, and 
urinary symptoms. Results of recent 
research indicate that vaginal estrogen 
is effective and safe for the treatment 
of these genitourinary symptoms.1

No previous U.S. studies 
have focused on an overall index 

of benefits and harms of using 
vaginal estrogen in a large group of 
women followed for many years, 
says Carolyn Crandall, MD, MS, 
professor of medicine in the Division 
of General Internal Medicine and 
Health Services Research at the 
David Geffen School of Medicine at 
the University of California in Los 
Angeles. Although estrogen pills have 
been linked with increased risks of 

cancer and cardiovascular disease, 
scientists hypothesized it was possible 
that vaginal estrogen had a different 
risk profile, especially because vaginal 
estrogen use results in much lower 
estrogen levels than estrogen pill use 
does, says Crandall, lead author of the 
current paper.

To perform the prospective 
observational cohort study, 
researchers used data from 
participants of the Women’s Health 
Initiative Observational Study, who 
were recruited at 40 U.S. clinical 
centers. Participants ranged in age 
from 50 to 79 years at baseline and 
did not use systemic estrogen therapy 
during follow-up. The scientists 
collected data regarding incident 
coronary heart disease, invasive 
breast cancer, stroke, pulmonary 
embolism, hip fracture, colorectal 
cancer, endometrial cancer, death, 
and self-reported use of vaginal 
estrogen in either cream or tablet 
form. The analysis notes that in 
women with an intact uterus, the 

EXECUTIVE SUMMARY

Results of recent research indicate that vaginal estrogen is effective and safe 

for the treatment of genitourinary symptoms. Such low-dose vaginal estrogen 

options keep blood levels within the normal postmenopausal range.

• In women with an intact uterus, the risks of stroke, invasive breast cancer, 

colorectal cancer, endometrial cancer, and pulmonary embolism were not 

significantly different between vaginal estrogen users and nonusers.

• All low-dose vaginal estrogen preparations now approved by the Food 

and Drug Administration carry the same boxed warning about health risks 

as systemic formulations of estrogen alone and combination formulas. The 

regulatory agency is reviewing a proposal to modify package labeling so that it 

better reflects the safety profile of vaginal estrogen.
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risks of stroke, invasive breast cancer, 
colorectal cancer, endometrial cancer, 
and pulmonary embolism were not 
significantly different between vaginal 
estrogen users and nonusers. Data 
indicate that women using vaginal 
estrogen were found to be at less risk 
for coronary heart disease, fracture, 
and all-cause mortality than nonusers. 
When researchers looked at results 
based on hysterectomy status, the 
risk of invasive breast cancer, stroke, 
colorectal cancer, endometrial cancer, 
and venous thromboembolism was 
not significantly different in vaginal 
estrogen users than in nonusers.1

Vulvovaginal atrophy, also 
known as genitourinary syndrome 
of menopause, represents a 
common progressive condition in 
menopausal women that has an 
important negative effect on sexuality 
and overall quality of life, says 
Andrew Kaunitz, MD, University 
of Florida Research Foundation 
Professor and Associate Chairman 
of the Department of Obstetrics 
and Gynecology at the University 
of Florida College of Medicine–
Jacksonville. Unfortunately, concerns 
about the safety of vaginal estrogen 
have resulted in this syndrome being 
undertreated in U.S. women. Few 
large-scale studies have assessed the 
association between use of vaginal 
estrogen and the risk of developing 
cancer or cardiovascular disease, notes 
Kaunitz, a paper co-author.

“The findings of this large, long-
term Women’s Health Initiative 
cohort study should provide 
reassurance regarding the safety of 
vaginal estrogen therapy,” he says.

Understand the 

Symptoms

What populations of menopausal 
women are served best by use of 
vaginal estrogen? According to JoAnn 

Pinkerton, MD, executive director 
of the North American Menopause 
Society, bothersome symptoms of the 
vagina and vulva increase during and 
after the menopause transition or may 
start several years after menopause. 
The major contributor is the loss or 
decrease of estrogen, notes Pinkerton.

“Up to 70% of women may suffer 
from progressive vaginal changes, 

most without treatment,” says 
Pinkerton. “These women may have 
symptoms such as vaginal dryness 
and painful intercourse, or urinary 
urgency or recurrent urinary tract 
infections.”

The results of the current study 
suggest that the use of low-dose 
vaginal estrogen does not carry 
the same health risks as the use of 
systemic hormone therapy, says 
Pinkerton. Thus, it is safer and should 
be considered as an effective and safe 
therapy for women with indications 

of progressive bothersome vaginal 
changes, painful sex, or recurrent 
urinary tract infections, she notes.

“These findings should reassure 
women and their healthcare providers 
that low-dose vaginal estrogen, which 
keeps blood levels within the normal 
postmenopausal range, is effective 
and safe for postmenopausal women 
who need relief from only vaginal 
symptoms,” says Pinkerton. “The 
boxed warnings about the risk of 
heart disease, stroke, blood clots, and 
cancer do not apply to these low-dose 
vaginal therapies. Instead, women 
who experience bleeding or those with 
breast cancer should include their 
healthcare providers and oncologists in 
deciding about this option.”

Women who are having vaginal 
dryness, itching, burning, or pain 
with sex should talk to their providers 
about options, such as nonhormonal 
lubricants and vaginal moisturizers, 
low-dose vaginal estrogen therapy, 
or the new intravaginal DHEA daily 
suppositories, says Pinkerton. Results 
of a recent analysis of vaginal estrogen 
therapy options indicate that such 
treatments appear to have similar 
efficacy and safety.2

At the current time, all low-dose 
vaginal estrogen preparations approved 
by the Food and Drug Administration 
carry the same boxed warning about 
health risks as systemic formulations 
of estrogen alone and combination 
formulas. The boxed warning, which 
reflects estrogen class labeling, states: 
“WARNING: endometrial cancer, 
cardiovascular disorders, breast 
cancer, and probable dementia.” 
The regulatory agency is reviewing a 
proposal to modify package labeling so 
that it better reflects the safety profile 
of vaginal estrogen.  
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Medicaid Waivers Pose New Threats  
to Reproductive Health
By Adam Sonfield 
Senior Policy Manager
Guttmacher Institute
Washington, DC

A s of mid-September 2017, 
healthcare legislation in 

Congress was in a state of chaos. 
Congressional attempts to repeal 
and replace the Affordable Care Act 
(ACA) had seemingly failed over the 
summer, but Sens. Lindsey Graham 
(R-SC) and Bill Cassidy (R-LA) were 
leading a last-ditch effort before a 
September 30 procedural deadline.1 
Simultaneously, Sens. Lamar 
Alexander (R-TN) and Patty Murray 
(D-WA) were working on bipartisan 
legislation to shore up the ACA’s 
health insurance marketplaces.2 Sen. 
Bernie Sanders (I-VT) introduced his 
vision for a single-payer U.S. health 
system, with 16 original Democratic 
co-sponsors.3 And in the background, 
the Trump administration was 
working to sabotage the ACA through 
such measures as gutting funding for 
the “navigator” program that helps 
people sign up for, understand, and 
use their health coverage.4

Amid this chaos, state policy-
makers around the country are 
pursuing changes to Medicaid that 
could have implications just as serious 
for access to healthcare, including 
sexual and reproductive healthcare, 
as anything proposed in Washington. 
The Trump administration has 
encouraged states to apply for 
research and demonstration “waivers” 
of federal law, particularly those that 
“build on the human dignity that 
comes with training, employment and 
independence” and “help working 
age, nonpregnant, nondisabled 
adults prepare for private coverage.”5 
Medicaid waivers are nothing new, 
but conservative state officials are 
seeking approval — and appear 
likely to receive it — for changes 
that previous administrations had 
consistently rejected.6

Keep an Eye on Texas

Most directly alarming for 
reproductive health advocates is 
a pending application by Texas. 
Several years ago, Texas chose to 

forgo federal funding for its family 
planning program to exclude Planned 
Parenthood and other providers with 
ties to abortion. Texas now is seeking 
to reinstate federal funding for the 
program (“Healthy Texas Women”) 
with permission to carry over several 
policies that would be unprecedented 
under Medicaid.

First, Texas is seeking to exclude 
health centers that either provide 
abortion (with nongovernmental 
funds) or are associated with a 
provider that does so — a policy 
that would conflict with Medicaid 
law guaranteeing enrollees’ ability 
to receive family planning services 
from any qualified provider. Over the 
course of multiple years, the Texas 
policy has already been demonstrated 
to obstruct rather than facilitate 
women’s access to publicly funded 
contraceptive care, and if the federal 
government were to endorse the 
policy, it would establish a dangerous 
precedent for other states to follow.7 

Second, Texas is looking to carry 
over an existing state policy that 
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effectively requires minors ages 
15-17 to obtain consent from a 
parent or legal guardian to receive 
publicly funded family planning 
services. Parental consent has never 
been permitted for family planning 
services under Medicaid, with good 
reason: It would impose a severe 
barrier for teenagers, many of whom 
might forgo needed family planning 
services if they could not get them 
confidentially, but remain sexually 
active and at risk of unintended 
pregnancies and sexually transmitted 
infections. 

Broader Waivers Threaten 

Reproductive Health

Other pending Medicaid waivers 
would endanger reproductive health 
services in a less-targeted manner, as 
part of broader attempts to reshape 
Medicaid.8 Among other things, 
conservative policymakers are seeking 
to impose work requirements for 
some Medicaid enrollees; to limit 
how long an individual can enroll 
in Medicaid or to temporarily lock 
out enrollees for failing to follow 
Medicaid rules; to require mandatory 
drug screening and testing; to 
reverse efforts that have streamlined 
Medicaid enrollment; and to ramp 
up premiums and cost sharing. For 
example, a pending waiver application 
from Maine includes a work 
requirement, monthly premiums, and 
lock-out periods for “able-bodied” 
adults on Medicaid, including those 
enrolled in the state’s Medicaid family 
planning expansion.9

Work requirements, lock-out 
periods, premiums, and other 
eligibility limitations would constitute 
barriers to getting and staying enrolled 
in Medicaid and thereby would 
impede access to reproductive health 
services, interfere with continuity 
of care, undermine patient-provider 

relationships, and jeopardize patient 
health. These provisions also could be 
coercive, such as by providing financial 
incentives for Medicaid enrollees 
to choose long-term or permanent 
contraceptive methods because they 
may have coverage only for a short 
time or cannot pay further premiums 
or copayments. 

Maine’s proposed premium 
requirement would be especially 
problematic as applied to the state’s 
Medicaid family planning expansion. 
Enrollees would be charged as much 
as $360 a year — an amount well 
above the average annual cost of 
providing publicly supported family 
planning care or what an uninsured 
woman might pay out of pocket for 
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many forms of contraception. This 
premium requirement would dissuade 
people from enrolling in the state’s 
family planning expansion, leading 
them to rely on limited over-the-
counter options or on subsidized care 
from safety-net providers that have 
limited grant funding.  
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1. According to the U.S. 
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Contraceptive Use, immediate 

postpartum initiation of IUDs 

and implants is classified as:

a. Category 1 (no restriction for 

use)

b. Category 1 (no restriction for 

use) or Category 2 (advantages 

generally outweigh theoretical 

or proven risks)

c. Category 3 (usually not 

recommended; clinical judgment 

and continuing access to clinical 

services are required for use)

d. Category 4 (should not be 

used)

2. According to a December 

2016 recommendation from 

the Advisory Committee on 

Immunization Practices, teens 

should initiate the two-dose 

schedule HPV vaccination prior 

to which birthday?

a. 15th

b. 18th

c. 20th

d. 25th

3. Vulvovaginal atrophy also 

is known as which of the 

following?

a. Atrophic vaginitis

b. Genitourinary syndrome of 

menopause

c. Formication

d. Vulvodynia
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