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JACKSONVILLE

Study Examines Use  
of Hormonal Contraception  
and Breast Cancer Risk
Large study includes all forms of current hormonal contraception

Results from a study of 1.8 
million Danish women ages 
15-49 indicate 

that the risk of breast 
cancer is increased 
among women who 
currently or recently used 
contemporary hormonal 
contraceptives compared 
to those women who 
have never used such 
methods. While the risk 
increased with longer use, 
the absolute increases in 
risk were small.1

To perform the 
analysis, researchers 
evaluated the associations 
between use of hor-
monal methods of 
contraception and the 
risk of invasive breast cancer. The study 
was a nationwide prospective cohort 
study of all Danish women ages 15-
49 who had not experienced cancer 

or venous thromboembolism and 
had not received infertility treatment. 

The researchers used 
nationwide registries to 
obtain information about 
the use of hormonal 
contraception methods, 
diagnosis of breast 
cancer, and potential 
confounding factors. 
Hormonal contraceptives 
included combined oral 
contraceptives, patch 
and ring, as well as 
progestin-only methods, 
including progestin-
only pills, contraceptive 
injection, implant, 
and levonorgestrel 
intrauterine device.

Of the 1.8 million 
women in the study who were followed 
for 10.9 years on average (for a total of 
19.6 million person-years), 11,517 cases 
of breast cancer occurred, researchers 
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report. Compared to women 
who had never used hormonal 
contraception, the relative risk of 
breast cancer among women who 
currently or recently used hormonal 
contraception was 1.20 (95% 
confidence interval [CI], 1.14-
1.26). The risk was 1.09 (95% CI, 
0.96-1.23) with less than one year 
of use and increased to 1.38 (95% 
CI, 1.26-1.51) with more than 10 
years of use (P = 0.002). After use 
of hormonal contraception was 
discontinued, the risk of breast 
cancer remained higher among 
women who had used hormonal 
contraception for five years or more 
than among those women who had 
not used the hormonal methods. 
The risk estimates associated with 
current or recent use of different oral 
combination (estrogen-progestin) 
contraceptives were between 1.0 
and 1.6. The researchers also noted 
a higher risk of breast cancer among 
women who currently or recently 
used the progestin-only intrauterine 
system than among women who had 
never used hormonal contraception 
methods (relative risk, 1.21; 95% CI, 
1.11-1.33).

Data indicate that the overall 
absolute increase in breast cancers 
diagnosed among current and recent 
users of any hormonal contraceptive 
is 13 (95% CI, 10-16) per 100,000 
person-years, or about one extra 
case of breast cancer for every 7,690 
women who are using hormonal 
contraception methods for one year.1

Weigh the Evidence

In an accompanying editorial, 
David Hunter, MB, BS, ScD, 
professor of epidemiology and 
medicine at the University of Oxford, 
noted that the approximately 20% 
higher risk of breast cancer found 
among women who currently use 

hormonal contraceptives compared to 
those who do not must be considered 
against the low incidence rates of 
breast cancer among younger women.2

In the editorial, Hunter points out 
that while the absolute increase in 
cancer risk is 13 per 100,000 women 
overall, it is only two per 100,000 
women younger than age 35. The 
majority of cases that occurred in the 
analysis were recorded among women 
who were using oral contraceptives in 
their 40s, Hunter notes.

Andrew Kaunitz, MD, 
University of Florida Term Professor 
and Associate Chairman of the 
Department of Obstetrics and 
Gynecology at the University 
of Florida College of Medicine-
Jacksonville, points out that 
American Cancer Society data 
indicate that more than 80% of 
invasive breast cancer is diagnosed in 
women older than 49 years of age.3

Kaunitz says he was “surprised” 
that the authors of the current 
study chose to limit their analysis 
to women no older than age 49, as 
well as the decision not to adjust for 
clinical breast exams and screening 
mammograms, since both actions 
contribute to the diagnosis of 
breast cancer. Kaunitz notes that  
epidemiologists caution that when 
looking at cohort studies, odds ratios 
of less than 2 to 3 should not be 
interpreted as suggesting causation.4

“The findings of this study will 
not alter how I will counsel patients 
regarding benefits and risks of 
hormonal contraception,” states 
Kaunitz.

Move Past Headlines

For clinicians, it is important 
to remember that the risk of breast 
cancer in women of reproductive 
age is small, so an increase of 20% 
on such a small number of cases of 
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breast cancer means the absolute risk 
is small, observes 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. Many women may 
interpret a 20% increase in risk to 
mean that the individual’s risk is 
increased by 20% vs. the increased 
risk in the number of cases of breast 
cancer overall, she points out.

“In terms of the risk/benefit 
discussion, this study provides a 
good opportunity to discuss the ways 
in which hormonal contraceptives 
have also been found to prevent 
ovarian and endometrial cancer,” says 
Wysocki. “In that respect, it really 

isn’t as much a discussion about 
trading pregnancy prevention for a 
risk of cancer as it is reassuring about 
any concerns they might have.”

The results of the study also open 
the door for a discussion with patients 
about risks, and how a small increase 
in a small risk remains small, says 
Wysocki. As always, it is up to the 
patient to decide what is best for her 
own health, she notes. 

In discussing pill use, talk with 
patients about how the risk of breast 
cancer should be weighed with the 
benefits of using oral contraceptives. 

In his editorial, Hunter says that 
oral contraceptives are an effective 
method of contraception, may 
be helpful to women who have 
conditions such as dysmenorrhea or 

EXECUTIVE SUMMARY

Results from a study of 1.8 million Danish women ages 15-49 indicate that 

women who currently or recently used contemporary hormonal contraceptives 

have a higher risk of breast cancer than women who have never used such 

methods. While the risk increased with longer use, the absolute increases in 

risk were small.

• Hormonal methods included combined oral contraceptives, patch and 

ring, as well as progestin-only methods, including progestin-only pills, 

contraceptive injection, implant, and levonorgestrel intrauterine device.

• An accompanying editorial noted that the higher risk of breast cancer 

found among women who currently use hormonal contraceptives must be 

considered against the low incidence rates of breast cancer among younger 

women.

menorrhagia, and may be associated 
in later life with reduction in the 
risk of ovarian, endometrial, and 
colorectal cancer. He notes that there 
have been suggestions that using oral 
contraceptives for five years or more 
has a net effect of slightly reducing 
the total risk of cancer.

Hunter points out that the 
higher excess risk of breast cancer as 
women move into their 40s, as well 
as of other uncommon risks such as 
myocardial infarction and stroke, may 
open the door to consideration of 
such options as nonhormonal, long-
acting, reversible contraceptives.  
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Raise Awareness of Progestin-only Options

Progestin-only contraceptives are 
safe and offer women flexible, 

non-estrogenic birth control options. 
However, use lags behind that of 
other methods. Although more than 
10 million U.S. women use oral 
contraceptives, just 0.4% currently 
use progestin-only pills (POPs).1 

In 2012, it was estimated 1.3% 

of American women of reproductive 
age used the etonogestrel implant 
(Nexplanon, Merck, Whitehouse 
Station, NJ), and 4.5% used the 
contraceptive injection depot 
medroxyprogesterone acetate 
(DMPA).2 Although most U.S. 
women who use intrauterine 
contraception select a levonorgestrel 

device, use of both hormonal and 
nonhormonal IUDs is reported by 
just 10.3% of U.S. women.3

Possible Option  

for Some Women

Progestin-only methods represent 
an excellent option for women with 
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common medical conditions that 
preclude estrogen use, says Melissa 
Kottke, MD, MPH, MBA, director 
of the Jane Fonda Center and associate 
professor in the Department of 
Gynecology and Obstetrics at Emory 
University School of Medicine. The 
only U.S. Medical Eligibility Criteria 
for Contraceptive Use Category 4 
(condition represents unacceptable 
health risk if method is used) rating for 
progestin-only contraception is current 
breast cancer, Kottke notes. Category 
3 (usually not recommended; clinical 
judgment and continuing access 
to clinical services are required for 
use) conditions vary somewhat by 
method, says Kottke, who spoke about 
progestin-only methods at the 2017 
Contraceptive Technology conference 
in Atlanta.4 For example, for breast 
cancer, past history and no evidence 
of current disease for five years is 
considered a Category 3.

Research indicates no increase 
in cardiovascular events with use 
of progestin-only methods, says 
Kottke. Findings suggest no increase 
in venous thromboembolism 
with injection or pills.5 Data from 
observational studies show that 
progestin-only use is not associated 
with an increased risk of stroke or 
myocardial infarction.6,7

Hone Counseling Skills

Bleeding irregularities may 
occur in many women who use 
progestin-only methods. According to 
information from clinical trials, at one 
year of use, less than 10% of DMPA 
and levonorgestrel IUD users, and 

25% of implant users, have regular 
monthly bleeding, while others 
experience various patterns from 
infrequent bleeding and amenorrhea 
to bleeding that is irregular, frequent, 

or prolonged.8-10 Use a handy 
infographic developed by the Centers 
for Disease Control and Prevention 
to help women successfully handle 
bleeding irregularities encountered 
with use of progestin-only methods, 
notes Kottke. (Get the chart at http://
bit.ly/2AsYbqt.)

Overall, women indicate high 
satisfaction with using progestin-only 
contraception, but dissatisfaction 
and discontinuation of use may be 
associated with spotting or unscheduled 
bleeding.11 While researchers do not 
completely understand the exact 
causes of irregular bleeding with 
progestin-containing contraceptives, 
some have conducted studies to find 
effective therapies to manage such 
unscheduled bleeding. Researchers at 
the Washington University School of 
Medicine in St. Louis now are enrolling 
women using the contraceptive implant 
in a double-blind, randomized, placebo-
controlled trial evaluating ulipristal 
acetate, a selective progesterone receptor 
modulator, as a potential treatment.

In the study, women will be 
randomized to receive either 15 mg 
of ulipristal acetate daily for seven 
days or placebo for the same duration. 
The investigators hope to show that 
the drug will decrease bleeding and 
spotting days in implant users with 
unscheduled bleeding when compared 
to placebo as assessed by daily bleeding 
diaries.

Concerns about weight gain can 
keep some women from initiating 
progestin-only contraceptives and can 
lead to early discontinuation among 
users. However, a 2016 review of 22 
studies found limited evidence of 
body weight or body composition 
change with the use of progestin-only 
methods.12 The mean weight gain at 
six or 12 months was less than 4.4 
lbs. for most studies. 

By providing appropriate 
counseling about typical weight 

EXECUTIVE SUMMARY

Progestin-only contraceptives are safe and offer women flexible, non-

estrogenic birth control options. However, their use lags behind that of other 

methods.

• The only U.S. Medical Eligibility Criteria for Contraceptive Use Category 4 

(condition represents unacceptable health risk if method is used) rating for 

progestin-only contraception is current breast cancer.

• Data indicate no increase in cardiovascular events with use of progestin-

only methods. For example, studies suggest no increase in venous 

thromboembolism with injection or pills. Data from observational studies show 

that progestin-only use is not associated with an increased risk of stroke or 

myocardial infarction.

PROGESTIN-
ONLY METHODS 
REPRESENT AN 

EXCELLENT 
OPTION FOR 

WOMEN WITH 
COMMON 
MEDICAL 

CONDITIONS 
THAT PRECLUDE 
ESTROGEN USE .

http://bit.ly/2AsYbqt
http://bit.ly/2AsYbqt


16   |   CONTRACEPTIVE TECHNOLOGY UPDATE® / February 2018 CONTRACEPTIVE TECHNOLOGY UPDATE® / February 2018   |   17

gain, clinicians may help reduce 
contraceptive discontinuation 
resulting from perceptions about 
weight gain.  
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Update Your STI Management Skills

Your next patient is a 22-year-old 
female who has been sexually 

active with multiple partners. What 
is your approach to screening for 
sexually transmitted infections (STIs)?

According to 2016 surveillance 
data from the Centers for Disease 
Control and Prevention (CDC), 
in the United States more than 
2 million cases of chlamydia, 
gonorrhea, and syphilis were 
reported, which is the highest 
number ever.1 Most of the new 
diagnoses were attributed to 
chlamydia (about 1.6 million), with 
some 470,000 cases of gonorrhea 
and almost 28,000 cases of primary 
and secondary syphilis, says 
Kimberly Workowski, MD, FACP, 
FIDSA, professor of medicine in the 
Division of Infectious Diseases at 
Atlanta-based Emory University. 

Cases of chlamydia increased 
by 4.7% from 2015-2016 (1.59 
million cases), notes Workowski, who 
presented on STI topics at the 2017 
Contraceptive Technology conference 
in Atlanta.2 The uptick was driven 
by a 9.2% increase among men; a 
2.6% increase was noted among 

women.1 For gonorrhea, statistics 
indicate an 18.5% increase from 
2015-2016 (468,514 cases), with a 
22.2% increase among men and a 
13.8% upturn among women, says 
Workowski. The CDC recorded an 
increase of 17.6% in the number of 
primary and secondary syphilis cases 

EXECUTIVE SUMMARY

More than 2 million cases of chlamydia, gonorrhea, and syphilis were reported 

in the United States in 2016, the highest number ever. Most of the new 

diagnoses were attributed to chlamydia (about 1.6 million), with 470,000 cases 

of gonorrhea and almost 28,000 cases of primary and secondary syphilis.

• Cases of chlamydia increased 4.7% from 2015-2016 (1.59 million cases). The 

uptick was driven by a 9.2% increase among men; a 2.6% increase was noted 

among women.

• For gonorrhea, statistics indicate an 18.5% increase from 2015-2016 (468,514 

cases), with a 22.2% increase among men and a 13.8% upturn among women.
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from 2015-2016 (27,814 cases). Data 
show a 14.7% increase in men; 89% 
of men identified themselves as men 
who have sex with men (MSM).1

Check Your Screening 

Protocol

Given this new information, what 
is your STI screening approach for 
the 22-year-old patient? Workowski 
offered the following protocol for sex-
ually active adolescents and women 
younger than 25 years of age:

• annual chlamydia and gonorrhea 
screening;

• HIV serology if no previous test, 
and annual testing if at risk; and

• syphilis serology if at risk (high 
community prevalence).

Clinicians should consider herpes 
simplex virus type-specific serology 
if there has been a partner with 
genital herpes, Workowski notes. No 
routine screening is recommended for 
trichomoniasis, bacterial vaginosis, or 
human papillomavirus.3

Screening for STIs in women 
older than 25 years of age should be 
based on women who are at increased 
risk, including those who have new or 
multiple sex partners, a partner with 
concurrent partners, or a partner with 
an STI.

Reinfection Is Common

Nucleic acid amplification tests are 
recommended for women and men in 
testing for chlamydia and gonorrhea, 
says Workowski. The optimal 

specimen is vaginal swabs in women 
and first-catch urine in men. 

The CDC recommends oral 
administration of either 1 g of 
azithromycin in a single dose or 
100 mg of doxycycline twice daily 
for seven days for the treatment of 
chlamydia infection.3 People who 
have chlamydia should refrain from 
sexual activity for seven days after 
receiving a single dose of antibiotics 
or until they have completed a seven-
day course of antibiotics, to prevent 
spread of the infection to partners. 
Counsel patients that it is important 
for them to take all of the medication 
prescribed to cure the infection.

Reinfection is common, notes 
Workowski. In a review of 47 studies 
of both chlamydia and gonorrhea 
reinfection, the overall median 
proportion of females reinfected with 
chlamydia was 13.9% (n = 38 studies). 
Modeled chlamydia reinfection within 
12 months demonstrated peak rates at 
eight to 10 months of 19-20%, data 
indicate. Younger age was associated 
with higher rates of both chlamydia and 
gonorrhea reinfection.4 High chlamydia 
reinfection rates warrant retesting three 
months after treatment of the initial 
infection, Workowski says.

Expedited partner therapy (EPT) 
can aid in reducing reinfection. The 
American College of Obstetricians 
and Gynecologists issued a Com-
mittee Opinion in 2015 calling for 
providers to prescribe antibiotics 
for the male partners of their female 
patients diagnosed with chlamydia 
or gonorrhea to reduce the high 
reinfection rate.5 

Check the EPT map, maintained 
by the CDC at http://bit.ly/2sofAfl, 
to see the status of EPT laws in your 
state. EPT currently is permissible 
in 41 states, potentially allowable in 
seven states, and prohibited in two 
states. The CDC has a dedicated web 
page with information about EPT 
and the status of legislation at http://
bit.ly/2sxdbP9. The page contains 
an EPT legal/policy toolkit, which 
provides resources to assist states in 
evaluating their legal environment as 
it relates to EPT, and to assist them in 
addressing non-legal barriers to its full 
implementation.  
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Hot Flashes Could Be Precursor of Diabetes,  
Data Suggest

M any women experience 
vasomotor symptoms in 

menopause; about 35% to 50% of 

perimenopausal and 30% to 80% 
of postmenopausal women say they 
have symptoms such as hot flashes 

and night sweats.1 A just-published 
analysis of Women’s Health Initiative 
data indicates that hot flashes, 
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especially when they include night 
sweats, may increase the risk of 
developing diabetes.2

To perform the study, researchers 
analyzed data gathered from the 
more than 150,000 postmenopausal 
women ages 50-79 who participated 
in the Women’s Health Initiative 
(WHI), a long-term national health 
study focused on strategies for 
preventing heart disease, breast and 
colorectal cancer, and osteoporotic 
fractures in postmenopausal women. 
Of the total population analyzed, 
one-third of participants had 
experienced hot flashes. Researchers 
note that the incidence of hot flashes 
was associated with an 18% increased 
diabetes risk, and this risk continued 
to increase based on the severity and 
duration of the hot flashes. The risk 
for diabetes was the most pronounced 
for women who reported any type 
of night sweats, but only if the onset 
of hot flashes occurred late in the 
menopause transition, researchers 
report.2

Is Age a Factor?

These results follow earlier research 
released in 2017, which indicates 
that women who have early or 
normal onset of menopause are at 
a higher risk of developing type 2 
diabetes than those have late onset of 
menopause.3 To perform that study, 
researchers reviewed data obtained via 
the Rotterdam Study, a population-
based, prospective cohort study 
carried out in the Ommoord district 
of Rotterdam, the Netherlands. Of 
its 6,816 participants, 3,969 women 
were included in the present study. 

The analysis indicates that 
348 developed incident type 2 
diabetes over a median follow-up 
of 9.2 years. Compared to women 
with late menopause (defined as 
55 years or later), those with the 

earliest menopause (classified as 
age younger than 40 years) were 
almost four times more likely to 

have developed diabetes.3 Women 
who experienced menopause at ages 
40-44 were 2.4 times more likely 
to develop type 2 diabetes, whereas 
those with menopause at ages 45-55 
were 60% more likely than those 
with late menopause to develop the 
disease. Researchers note the risk of 
developing type 2 diabetes dropped 
by 4% per year later the woman 

experienced menopause. Adjustment 
for the various confounding factors 
and genetic risk score did not affect 
the results, scientists conclude.

Future studies should explore 
epigenetic marks (changes in gene 
function that do not involve changes 
to the DNA sequence) connected to 
menopause onset and whether these 
signatures can explain the relationship 
between age at natural menopause 
and type 2 diabetes, the researchers 
note. Future studies are needed 
to explore the mechanisms of this 
association, they say.

Impact on Your Practice?

What do these findings mean for 
your practice? Diabetes currently 
affects 15% of women age 55 and 
older, and its incidence is expected to 
more than double by 2050.3,4 Women 
who have diabetes are at higher risk of 
hospitalization or death from diabetes 
and its complications compared with 
men who have the disease. Timely 
identification and management of 
diabetes with lifestyle modifications 
or medical management is important 
to protect post-menopausal health.

The findings from the current 
study suggest that after adjustment 
for obesity and race, women with 
more severe night sweats, with 
or without hot flashes, still had 

EXECUTIVE SUMMARY

A just-published analysis of Women’s Health Initiative data indicates that hot 

flashes, especially when they also include night sweats, may increase the risk of 

developing diabetes.

• Of the total population analyzed, one-third of participants had experienced 

hot flashes. Researchers note that the incidence of hot flashes was associated 

with an 18% increased diabetes risk, and this risk continued to increase on the 

basis of the severity and duration of the hot flashes.

• The risk for diabetes was the most pronounced for women who reported any 

type of night sweats, but only if the onset of hot flashes occurred late in the 

menopause transition.
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a higher risk of diabetes, notes 
JoAnn Pinkerton, MD, executive 
director of the North American 
Menopause Society. Menopause 
is a “perfect time” to encourage 
behavior changes that reduce 
menopause symptoms, as well 
as the risk of diabetes and heart 
disease, she observes. “Suggestions 
include getting regular exercise 
and adequate sleep, avoiding excess 
alcohol, stopping smoking, and 
eating a heart-healthy diet,” said 
Pinkerton in a statement. “For 
symptomatic women, hormone 
therapy started near menopause 
improves menopause symptoms and 
reduces the risk of diabetes.”

Clinicians also should counsel 
patients on the importance of 
maintaining a healthy weight by 
eating a balanced, low-sugar diet, as 
well as the need to control high blood 
pressure with medication or lifestyle 
changes. Both tactics will help reduce 
the risk for heart disease. Patients 
also should be advised to increase 
sources of omega-3 fatty acids in their 
diet through eating fatty fish, such 
as mackerel, salmon, and sardines, 
or plant-based sources, such as soy, 
canola oil, flax seeds, and walnuts.  
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HIV Is Being Diagnosed Sooner After Infection

N ew information from the 
Centers for Disease Control 

and Prevention (CDC) indicates 
that the estimated median time from 
HIV infection to diagnosis improved 
from three years and seven months 
in 2011 to three years in 2015.1 This 
improvement, combined with other 
recent developments, indicates the 
nation’s approach to HIV prevention 
is successful, officials say. 

Information indicates that of the 
estimated 1.1 million people who 
were living with HIV in the United 
States in 2014, 85% knew their HIV 
status.2 Despite this progress, the 
new report also highlights ongoing 
challenges, says Brenda Fitzgerald, 
MD, CDC director.

“For example, many Americans 
aren’t getting tested for HIV as 
CDC recommends,” said Fitzgerald 

in a press briefing. “And too many 
people have HIV infections that go 
undiagnosed for far too long.”

Review the Data

The new analysis suggests that 
while the percentage of people who 
are at increased risk for HIV has 
grown, there are still gaps in testing. 
Results from a multi-city study 
found that of those who reported 
that they did not have an HIV test 
in the last year, 29% identified 
themselves as gay and bisexual men, 
42% as injecting drug users, and 
59% as heterosexuals at increased 
risk for HIV. 

Without increased testing, 
many people who are living with 
undiagnosed HIV may not know 
they have HIV for many years. Data 
indicate that 25% of those who were 
diagnosed with HIV in 2015 had 
lived with the disease for seven years 
or more without knowing it.1

EXECUTIVE SUMMARY

New information from the Centers for Disease Control and Prevention 

indicates the estimated median time from HIV infection to diagnosis improved 

from three years and seven months in 2011 to three years in 2015.

• This improvement, combined with other recent developments, indicates the 

nation’s approach to HIV prevention is successful, officials say.

• While the percentage of people who are at increased risk for HIV who 

reported receiving an HIV test in the previous year has increased, too few are 

being tested, public health officials say. Results from a multi-city study found 

that of those who reported that they did not have an HIV test in the last year, 

29% identified themselves as gay and bisexual men, 42% as injecting drug 

users, and 59% as heterosexuals at increased risk for HIV. 
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Disparities Exist

In the new report, the estimated 
time from HIV infection to 
diagnosis was different according to 
risk group and by race/ethnicity. The 
estimated time from HIV infection 
to diagnosis varied from a median of 
five years for heterosexual males and 
two-and-a-half years for heterosexual 
females to a median of three years 
for gay and bisexual males. When 
analyzed by race, statistics indicate 
the estimated time from HIV 
infection to diagnosis ranged from 
a median of four years for Asian 
Americans, three years for African 
Americans and Latinos, to two years 
for white Americans.

“Ideally, HIV is diagnosed within 
months of infection, rather than 
years later,” said Eugene McCray, 
MD, director of CDC’s Division of 
HIV/AIDS Prevention, in a prepared 
statement. “Further increasing 
regular HIV testing and closing 
testing, diagnosis and treatment gaps 
is essential to stopping HIV in our 
communities.”

Work to Close the Gap

To close the gap in time from 
HIV infection to diagnosis, the 
CDC is working on several fronts to 
achieve this goal, says McCray. It is 
educating the public and healthcare 
providers about the importance of 
testing, prevention, and treatment, as 

well as funding health departments 
and community-based organizations 
to conduct HIV testing programs. 
It also is developing new testing 
recommendations to help diagnose 
HIV earlier, when people are most 
likely to transmit the virus. CDC 
funding supports more than 3 million 
tests yearly across the country that 
identify more than 12,000 people 
with HIV, on average, who were not 
diagnosed previously.

CDC guidance calls for all people 
13-64 years of age to receive screening 
for HIV at least once. Those who 
are at higher risk for HIV infection, 
including sexually active gay, 
bisexual, and other men who have 
sex with men (MSM), should receive 
rescreening at least annually.3 

In a 2017 update, the agency 
concluded that the evidence is  not 
sufficient to warrant changing 
the current recommendation for 
annual screening for MSM to more 
frequent screening.4 Clinicians also 
can consider the possible benefits 
of HIV screening that is more 
frequent (every three or six months) 
for some sexually active MSM who 
are asymptomatic, based on their 
individual risk factors, local HIV 
epidemiology, and local policies, the 
update stated.

“The Vital Signs Report also 
found seven in 10 people at high risk 
who were not tested for HIV in the 
past year saw a healthcare provider 
during that time, signaling a missed 

opportunity for high-risk individuals 
to be tested as frequently as needed,” 
said Jonathan Mermin, MD, MPH, 
director of CDC’s National Center 
for HIV/AIDS, Viral Hepatitis, STD, 
and TB Prevention.

Robert Hatcher, MD, MPH, 
professor emeritus of gynecology and 
obstetrics at Emory University School 
of Medicine in Atlanta, reminds 
readers that any HIV diagnosis 
should lead to intense discussion of 
condom use.  
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The U.S. Department of Health 
and Human Services recently 

released a report highlighting the fact 
that 2.3 million young adults (ages 
19-26) have gained health insurance 
through the provisions of the 
Affordable Care Act, allowing them to 
be added to their parents’ insurance 
policies.1 While access to affordable 
care is a huge gain, being on parents’ 
insurance creates opportunities for 
breaches of confidentiality, especially 
through billing practices such as 
explanations of benefits.  

Access to confidential care 
can affect decisions to seek care, 
willingness to disclose behaviors, 
and the likelihood of returning for 
necessary follow-up. This is not a 
new concept — a 1997 study of high 

school students found that a group 
randomized to receive assurances 
of confidentiality were much more 
likely to disclose sexual behavior to 
healthcare providers than a group 
who had no such assurances. Almost 
half (47%) who were given assurances 
of confidentiality were willing to 
make disclosures compared to 39% 

of those who were not. Additionally, 
the group given assurances was more 
likely to indicate they would return 
for follow-up care (67% vs. 53%).2

Most examinations of young 
people’s need for confidential care 
have focused on those younger than 
18 years of age, the group who are 
most likely to depend on parents or 
other adults for healthcare. The more 

recent landscape of young adults 
up to age 26 who are included on 
parents’ health coverage has prompted 
new research to examine the need for 
confidentiality among this wider age 
range. A new analysis of the National 
Survey of Family Growth 2013-2015 
data has assessed specifically whether 
youth would forgo health services 
without access to confidential care, as 
well as how often young people are 
provided time alone with a medical 
provider. The findings confirm that 
confidentiality remains essential 
for those younger than 18 years of 
age, and also is important for older 
adolescents and young adults.3

In this study, authors found that 
18% of respondents ages 15-17 
and 9% those 18-25 would forgo 
services if one or more parents could 
find out about their health visit. 
The likelihood of forgoing care was 
more pronounced among those 
with private health insurance (22% 
would forgo) compared to those 
with Medicaid (12%), regardless of 
age. Those most at risk of forgoing 
care were those ages 15-17 who were 
not living with a parent; 29% of this 
population would skip healthcare 
visits without an assurance of 
confidentiality.3  

The study also asked those ages 
15-17 who reported at least one 
healthcare visit during the last 12 
months if they had time alone with 
a healthcare provider. Overall, 45% 
of this group reported some alone 
time with a provider, but 51% of 
the oldest respondents (age 17) 
reported time alone with a provide. 
Time alone with a provider also was 
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more common among girls who 
reported previous sexual intercourse; 
50% of sexually active girls reported 
having alone time with a provider, 
compared to 41% of their peers 
who reported never having sex. 
This difference was not seen among 
boys. Another difference seen only 
among girls was by race; 58% of 
black girls reported having time 
alone with a provider compared to 
43% of white girls.3 Unfortunately, 
the survey did not include details 
about the type of healthcare visit 
or data on transgender and gender-
nonconforming youth.

It is important to note that 
despite the importance of 
confidential care, many young 
people have open communication 
with their parents and other trusted 
adults regarding their sexual health. 
In the recent study, 30% of those 
ages 15-17 reported discussing four 
or more sexual and reproductive 
health (SRH) topics with their 
parents, and 37% of the older group 
reported discussing these topics 
with parents before they reached age 
18.3 This affirms earlier data from a 
2005 study, in which 60% of minors 
reported parents knowing about 
their sexual activity.4

States vary widely on their 
requirements for parental 
involvement or consent in minors’ 
SRH care, and medical providers can 
use tools such as those available on 
the Guttmacher Institute web site 
to learn about their local policies. 
In every state, patients of all ages 
can receive confidential care at sites 
funded by Title X, the federal family 
planning program. 

In addition to confidentiality 
being necessary for individuals to 
seek care, it is also developmentally 
appropriate to offer young people.5 
Over the course of adolescence, 
individuals have increasing capacity 

to give informed consent, have a 
need to develop autonomy, and 
can benefit from the opportunity 
to take responsibility for their 
health. Professional organizations 
including the American Academy 
of Pediatrics, Society for Adolescent 
Health and Medicine, American 
Academy of Family Physicians, and 
American Congress of Obstetricians 
and Gynecologists all support 
confidential SRH services for 
adolescents.6,7

Considering the past and present 
research, it remains clear that access 
to confidential care is essential for 
young people’s health. Providers must 
understand local policy, work to 
integrate confidentiality into practice 
systems such as electronic health 
records and billing systems, and make 
sure to discuss confidentiality with 
patients and their parents or legal 
guardians.  
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of invasive breast cancer is 
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c. Older than 49 years 
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2. What is the only U.S. Medical 

Eligibility Criteria for 

Contraceptive Use Category 

4 rating for progestin-only 

contraception?

a. Current breast cancer 

b. Migraine with aura

c. Ischemic heart disease

d. Severe decompensated 

cirrhosis

3. Current guidance calls 

for annual chlamydia and 

gonorrhea screening in all 

sexually active adolescents and 

women in what age range?

a. Ages 16-21 years

b. Younger than 21 years

c. Younger than 25 years

d. Younger than 30 years

4. What percentage of women 55 

years of age and older currently 

are affected by diabetes?
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