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“OBESITY IS KNOWN 
TO WORSEN 

PREGNANCY RISKS AND 
COMPLICATIONS .” 

 —  WILLIAM MOSHER, PHD, 
SENIOR SCIENTIST, JOHNS 

HOPKINS UNIVERSITY

Research Examines Weight and 
Contraceptive Choices: What Does 
It Mean for Your Practice?
Latest figures show about 37% of U.S. women of reproductive age 
are obese

Results of just-released research 
indicate that obese women are 
more likely to rely 

on female sterilization 
than on other forms of 
contraception.1 How 
do weight concerns 
and obesity affect 
contraceptive decision-
making?

Increased weight and 
obesity are increasingly 
common among people 
of reproductive age in 
the United States, says 
William Mosher, PhD, 
Senior Scientist in the 
Johns Hopkins University 
Bloomberg School of Public Health in 
Baltimore.

“Obesity is known to worsen 
pregnancy risks and complications, such 
as gestational diabetes, pre-eclampsia, 

gestational hypertension, cesarean birth, 
preterm birth, congenital anomalies, and 

perinatal death, according 
to recent reviews, so the 
health consequences of 
unintended pregnancy 
among obese mothers 
may be more serious 
than among those with 
normal body mass index 
[BMI, defined as weight 
in kilograms divided 
by height in meters 
squared],” notes Mosher, 
who served as lead 
author of the research 
paper. “This makes their 

contraceptive choices 
interesting and important for their own 
health and the health of their babies.”  

To conduct the analysis, researchers 
looked at the 2011-2015 National 
Survey of Family Growth (NSFG), a 
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large nationally representative survey 
with data on BMI, contraceptive use, 
and the necessary control variables. 
These data allowed researchers to 
look at obese women’s use of female 
sterilization, the intrauterine device 
(IUD), and systemic hormonal 
contraception (oral contraceptive 
pills and other hormonal options), 
Mosher explains.

“We found that obese women are 
much more likely to choose female 
sterilization, somewhat more likely 
to use the IUD, and less likely to 
use hormonal contraception, than 
women with normal BMI (less than 
25), even after controlling for age, 
parity, education, race, marital status, 
and self-reported health,” states 
Mosher. “The use of sterilization 
is still very common among obese 
women, and the use of IUDs is still 
lower than it could be.”  

As the article suggests, Mosher 
says this finding could reflect a need 
for certainty that protection from 
pregnancy is permanent, less access 
to IUDs or less knowledge of their 
effectiveness, a wish to avoid any 
more use of the Pill or other systemic 
hormonal contraception, a fear 
that health insurance may not be 
available in the future and therefore a 
permanent solution (sterilization) is 
needed, or other factors not currently 
understood. 

Weigh the Effect  

of Obesity
The prevalence of obesity in 

the United States has increased 
dramatically over the past four 
decades. From 1988-1994, 25.9% 
of women age 20 years and older 
were considered obese (defined as 
a BMI of 30 or above), with 3.9% 
considered extremely obese (Class 
3 obesity defined as BMI of 40 or 
above). In 2013-2014, in this same 

age group, 40.4% were classified as 
obese and 9.9% were classified as 
extremely obese.2 

While no evidence suggests 
that any contraceptive method is 
ineffective in obese adolescents or 
women, concerns have been raised 
about the diminished effectiveness 
of certain methods because of 
physiologic differences in women 
who are obese.3 Such concerns center 
on methods with a mechanism of 
action that relies on the systemic 
distribution of steroid hormones. 
These include contraceptive pills, the 
patch, and the vaginal ring. 

Studies of the combined oral 
contraceptive have indicated altered 
contraceptive steroid half-life in 
obese women,4-5 although follicular 
development did not suggest 
significant difference in obese vs. 
normal-weight women who used 
the Pill.4-6 In a large prospective 
postmarketing study of more than 
52,000 women, data indicated a 
slight increased risk of failure (hazard 
ratio, 1.5; confidence interval [CI] 
1.3-1.8) in obese women compared 
with normal-weight women.7 

Labeling for the contraceptive 
patch package states that it may be 
less effective in women weighing 
more than 90 kilograms. In two 
small studies of the vaginal ring, 
follicular development was founded 
to be minimal in obese women, 
and hormone levels remained in the 
therapeutic range up to 35 days after 
ring insertion.8-9

While a 2009 review of available 
data did not find evidence of lower 
combined hormonal contraceptive 
effectiveness in obese women, it 
noted major limitations of available 
retrospective data, much of which 
relied on self-reporting of compliance 
and body weight.10 A 2013 Cochrane 
review and 2016 update concluded 
that available evidence generally did 
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not indicate an association between 
BMI or weight and contraceptive 
effectiveness. However, the analyses 
noted that while more recent 
studies included larger numbers of 
overweight and obese women, the 
overall quality of evidence was low, 
particularly for older studies.11,12

Obtaining prospective data in 
broadly representative populations 
with respect to BMI is “critically 
important,” as obesity rates continue 
to rise among U.S. women, states a 
recent commentary on the subject.13 
Emerging prospective data from 
contraceptive trials suggest that rising 
rates of obesity in the U.S. population 
may be an important contributor to 
the “creeping Pearl” phenomenon. 
The Pearl Index is defined as the 
number of pregnancies observed in a 
trial, divided by the number of cycles 
of product use multiplied by 1,300.13

Counsel on Choices
According to the U.S. Selected 

Practice Recommendations for 
Contraceptive Use, obese women 
generally can use combined hormonal 
contraceptives (U.S. MEC 2; [benefits 
outweigh theoretical or proven 
risks]).14,15 Screening for obesity is 
not necessary for the safe initiation of 
combined hormonal contraceptives. 
Clinicians may wish to measure 
weight and calculate BMI at baseline 
to help monitor any changes and 

counsel women who might be 
concerned about weight change 
perceived to be associated with their 
contraceptive method.

Although not directly studied, 
BMI should not have an effect 
on the effectiveness of the copper 
or hormonal IUD, since the 
contraceptive effect is local. 
Studies also note the efficacy of 
the etonogestrel implant does not 
appear to be affected by weight.3 
Research suggests the efficacy 
of the contraceptive injection is 
not decreased in obese women.3 
Women with a body mass index of 
30 or higher can safely use all three 
methods, as all are rated Category 1 
(no restrictions on use).  
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EXECUTIVE SUMMARY

The prevalence of obesity in the United States has increased dramatically over 

the past four decades. In 2014, about 37% of U.S. women ages 20-39 were 

obese, which is defined as a body mass index of 30 or greater.

• Results of just-released research indicate that obese women are more likely 

to rely on female sterilization than other forms of contraception.

• Women with a body mass index of 30 or higher can safely use the copper T 

and hormonal intrauterine contraception, as well as the contraceptive implant, 

as all are rated Category 1 (no restrictions on use).
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National Data Indicate Drop in Teens Having Sex

New national data suggest 
that the proportion of high 

school students who ever had 
sexual intercourse has dropped, 
particularly among students in 
earlier grades and among black and 
Hispanic students.1

Previous research findings indicate 
that an early start of sexual activity 
is associated with factors such as 
more sexual partners, lack of condom 
use, teen pregnancy, and sexually 
transmitted infection (STI) in 
adolescence.2 Most adolescents begin 
sexual activity during high school, 
data show.3

In the new study, an analysis 
of data from national Youth Risk 
Behavior Surveys, researchers 
determined that the proportion of 

high school students across the nation 
who had ever had sexual intercourse 
decreased “significantly” during the 
period of 2005–2015 overall, among 
ninth and 10th grade students, 
among black students across all 
grades, and among Hispanic students 
in three grades. The researchers note 
that a similar pattern by grade was 
seen in nearly half of the states that 
had available data.

Examination of the Data
In examining the data closer, 

researchers noted several distinctions 
by sex, grade, and race/ethnicity. 
Among students overall, significant 
decreases were noted among all sex 
and race/ethnicity subgroups except 
white students, the scientists note. 

While decreases were seen among 
ninth and 10th grade students, no 
such drops were seen in 11th and 
12th grade students. The researchers 
point out that a similar pattern 
was seen in almost half (14) of the 
states in which the prevalence of 
ever having had sexual intercourse 
decreased in ninth grade only or in 
ninth and 10th grades only. North 
Dakota and Wyoming experienced no 
decreases by grade. While statistically 
significant decreases were observed 
among black students in all grades 
and Hispanic students in three grades 
(ninth, 10th, and 12th grades), 
there were no statistically significant 
decreases observed among white 
students in any of the grades.1

Anita Nelson, MD, professor and 
chair of the obstetrics and gynecology 
department at Western University 
of Health Sciences in Pomona, CA, 
notes that the survey does not include 
teens who have dropped out of 
school.

“But the good news there is that 
high school graduation rates also 
increased 2010-2015,” she points out.

Talk With Teens
This good news comes on the heels 

of data published in 2016, in which 

EXECUTIVE SUMMARY

New national data suggest that the proportion of high school students who 

ever had sexual intercourse has dropped, particularly among students in 

earlier grades and among black and Hispanic students.

• Previous research findings indicate that an early start of sexual activity is 

associated with factors such as more sexual partners, lack of condom use, 

teen pregnancy, and sexually transmitted infection in adolescence. Most 

adolescents begin sexual activity during high school, data show.

• A 2016 analysis of national data indicated that the number of teens who 

currently are sexually active dropped from 38% in 1991 to 30% in 2015.
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an analysis of national adolescent 
data indicated that the number of 
teens who currently are sexually active 
had dropped from 38% in 1991 
to 30% in 2015.3 According to the 
2016 statistics, current sexual activity, 
which is defined as having had sexual 
intercourse during the past three 
months, decreased from 34% in 2013 
to 30% in 2015.

A 2017 review of national 2011-
2015 data indicates that more teens are 
using contraception: 95% of males and 
90% of females ages 15-19 reported 
using a contraceptive method at last 
sex.4 The method most commonly 
used among teenagers in 2011–2015 
remained the condom (reported by 
97.4% of teenage females), followed 
by withdrawal (59.7%), and the 
contraceptive pill (55.5%).5

Educating teens about sexual 
health is “critical,” says Lynn Barclay, 
president of the Research Triangle 
Park, NC-based American Sexual 
Health Association. 

“While these trends are encouraging, 
we mustn’t believe for a minute that the 
work is done,” notes Barclay. “Twenty 
million sexually transmitted infections 
occur each year in the U.S., and half are 
in youth ages 15-24.” 

When it comes to educating 
young people, clinicians must offer 
more information than dwelling on 
the physical aspects of sex, Barclay 
states.

“It does little good to tell a teen 
to ‘use a condom’ if they lack the 
skills or power to negotiate safer 
sex in a relationship,” says Barclay. 
“We need discussions around values, 
boundaries, gender differences, and 
self-image- they all play a huge part 
in making healthy choices.” (Use 
a Centers for Disease Control and 
Prevention patient handout, “Know 
Your Condom Do’s and Don’ts,” 
available at http://bit.ly/2CSYtEi, to 
help teens understand the importance 
of condom use.)  
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Update: Few California Retailers Offer 
Pharmacist-prescribed Contraception

In 2016, a new California law took 
effect, allowing pharmacists to 

prescribe birth control. Fast forward 
to present: Results of a new study 

indicate few of the state’s pharmacies 
actually are offering the service.1

Results of the study show that only 
11% of the state’s more than 5,000 

community-based retail pharmacies 
offer contraception. More than 60% 
charge a fee for the service.

The California legislation, 
enacted in 2013 and implemented 
in April 2016, is designed to expand 
contraceptive access for women. 
Under the law, women can obtain 
contraceptive pills, patches, rings, and 
injections directly from a pharmacist 
without having to see a doctor or 
nurse first.

“Our findings strongly suggest 
that more pharmacies need to offer 
this service to live up to the promise 
of widespread, easier access to birth 
control,” says Anu Manchikanti 
Gomez, MSc, PhD, the study’s lead 

EXECUTIVE SUMMARY

In 2016, a California law took effect, allowing pharmacists to prescribe birth 

control. Results of a new study indicate that few of the state’s pharmacies 

currently are offering the service.

• Results of the study show that only 11% of the state’s more than 5,000 

community-based retail pharmacies offer contraception. More than 60% 

charge a fee for the service.

• California, Oregon, Colorado, and New Mexico currently are the only states 

that allow pharmacists to prescribe birth control once they have been trained 

on how to assess patients’ potential health risks as well as how to counsel 

them about appropriate birth control. 
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author and an assistant professor of 
social welfare at the University of 
California–Berkeley. Gomez also 
serves as the director of the campus’s 
Sexual Health and Reproductive 
Equity Program.

Study Findings
To conduct the study, researchers 

used telephone surveys of a rep-
resentative sample of more than 1,000 
California licensed pharmacies.

Most of the pharmacies were in 
urban areas and part of retail chains. 
In each call, interviewers asked 
pharmacy staff if they offered birth 
control without a prescription from 
a doctor. If interviewers received a 
positive response, they continued 
with questions about the types 
of contraception available and 
whether service fees were charged. 
Findings indicate that one in 11 
of the pharmacies contacted had 
pharmacists who could prescribe birth 
control, including birth control pills 
(77%), vaginal rings (40%), patches 
(38%), and contraceptive injections 
(9%). Of the drugstores that offered 
contraception, about 68% charged 
service fees ranging from $40 to $45.1

Researchers point out that while 
insurance covers the cost of the 
contraception itself, pharmacies may 
charge patients service fees since 
insurers currently are not required 
to reimburse for them. Women who 
receive publicly-funded care may fare 
somewhat better: California legislation 
has authorized the state Medicaid 
program to reimburse pharmacies 
for contraceptive services. Full 
implementation is mandated by 2021.

Other States Move 

Toward Expansion
Anita Nelson, MD, professor and 

chair of the obstetrics and gynecology 

department at Western University of 
Health Sciences in Pomona, CA, says 
she is not surprised by the current 
study’s findings, since California’s 
public healthcare, 

Family PACT, is readily available 
and offers coverage of all methods. 
Pharmacists are very busy and may 

not have time to take all the steps 
needed, she notes. Also, many chains 
have in-house clinics with nurse 
practitioners who can prescribe 
hormonal contraceptives as well as 
take care of problems that might 
develop, Nelson says.

California, Oregon, Colorado, 
and New Mexico currently are the 
only states that allow pharmacists 
to prescribe birth control once 
they have been trained on how to 
assess patients’ potential health 
risks as well as how to counsel them 
about appropriate birth control. 
Pharmacists in Oregon currently 
can prescribe only oral and patch 
contraceptives, although a pending 

bill seeks to expand access to include 
the contraceptive vaginal ring and 
contraceptive injection.2 Bills in 
Maryland and Hawaii have passed 
through the legislature; Iowa, 
Illinois, Massachusetts, Maine, South 
Carolina, Texas, and Tennessee 
considered similar legislation.2 The 
Washington, D.C. District Council 
voted unanimously in December 
2017 to push the Defending Access 
to Women’s Health Care Services 
Amendment Act of 2017 into law. 
It will authorize pharmacists to 
prescribe contraceptives. 

Federal guidance also has 
been issued. In a January 2017 
informational bulletin, the federal 
Center for Medicaid and CHIP 
Services encouraged states to expand 
the scope of pharmacy practice to 
foster immediate access to such 
drugs.3 

Collaborations with clinicians 
are key in expanding access through 
pharmacist prescribing practices. 
Boards of pharmacies are requiring 
pharmacists to provide care 
summaries to be shared with clients’ 
primary care clinicians to allow all to 
act as an interprofessional team.  

Hurdles remain, data show. A 
study of Oregon pharmacists prior 
to implementation of contraceptive 
prescribing showed that the 
three main barriers perceived by 
pharmacists in providing such services 
include shortage of pharmacy staff 
to provide services, concerns about 
liability, and a need for additional 
training.4

“Pharmacist-prescribed pills 
are a step in the right direction,” 
observes Robert Hatcher, MD, 
MPH, professor emeritus of 
gynecology and obstetrics at Emory 
University School of Medicine in 
Atlanta. “How long will it be before 
there is complete over-the-counter 
availability of pills?”  

“OUR FINDINGS 
STRONGLY 
SUGGEST 

THAT MORE 
PHARMACIES 

NEED TO OFFER 
THIS SERVCE TO 
LIVE UP TO THE 

PROMISE OF 
WIDESPREAD, 

EASIER ACCESS 
TO BIRTH 

CONTROL .”
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Task Force Recommends Against Hormone 
Therapy for Chronic Conditions

The U.S. Preventive Services 
Task Force has issued a final 

recommendation statement and 
evidence summary upholding its 
earlier recommendation against use 
of hormone therapy for the primary 
prevention of chronic conditions 
in postmenopausal women.1,2 The 
current recommendation is consistent 
with similar Task Force guidance 
issued in 2012.

The Task Force recommendation 
only applies to women who have 
gone through menopause and are 
considering hormone therapy to 
prevent chronic health problems, 
says Task Force member Maureen 
Phipps, MD, MPH, department 
chair and Chace-Joukowsky professor 
of obstetrics and gynecology and 
assistant dean for teaching and 

research on women’s health at the 
Warren Alpert Medical School of 
Brown University in Providence, 
RI. Women who are considering 
hormone therapy to manage 
menopausal symptoms, such as 
hot flashes or night sweats, are not 
included in this recommendation, she 
states.

Keep Focus on 

Menopausal Symptoms
Menopause occurs at a median 

age of 51.3 years. The average U.S. 
woman who reaches menopause is 
expected to live another 30 years.1 By 
2020, statistics indicate there will be 
more than 50 million U.S. women 
who will be older than 51 years of 
age.3

While the prevalence and 
incidence of chronic conditions such 
as coronary heart disease, dementia, 
stroke, fractures, and breast cancer 
increase with age, it is uncertain what 
risk can be attributed to menopause 
alone.1

Since the 2002 publication of 
initial findings from the Women’s 
Health Initiative, the largest 
randomized controlled trial on the 
effects of menopausal hormone 
therapy conducted to date, use of 
menopausal hormone therapy has 
declined steeply among U.S. women. 
However, clarification of the study’s 
evidence indicates that for most 
women in their 50s or within one 
decade of the onset of menopause, 
hormone therapy is safe for initiation 
of treatment for menopausal 
symptoms.

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, expresses concern that the 
Task Force’s current recommendation 
against use of hormone therapy 
for chronic conditions will be 
misinterpreted as advising against 
its use for any purpose, including 
menopausal symptoms.

EXECUTIVE SUMMARY

The U.S. Preventive Services Task Force has issued a final recommendation 

statement and evidence summary upholding its earlier recommendation 

against use of hormone therapy for the primary prevention of chronic 

conditions in postmenopausal women.

• The current recommendation is consistent with similar Task Force guidance 

issued in 2012.

• The recommendation only applies to women who have gone through 

menopause and are considering hormone therapy to prevent chronic 

health problems. Women who are considering hormone therapy to manage 

menopausal symptoms, such as hot flashes or night sweats, are not included in 

the recommendation and should talk to clinicians about their options.
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Clinicians’ understanding of 
hormone therapy’s benefits and 
risks has changed over the two 
decades, notes Kaunitz. Guidance to 
clinicians and women should reflect 
such changes, emphasizing the need 
for individualized care and shared 
decision-making, facilitating sound 
decisions regarding hormone therapy 
use, he says.

Review 2017 Position 

Statement 
When it comes to appropriate use 

of hormone therapy for menopausal 
and postmenopausal women, 
clinicians may want to refer to the 
2017 position statement on from the 
North American Menopause Society.5 
According to the evidence-based 
review, hormone therapy remains the 
most effective treatment for vasomotor 
symptoms and the genitourinary 
syndrome of menopause. The risks of 
hormone therapy use vary depending 
on type, dose, duration of use, route 
of administration, timing of initiation, 
and whether a progestogen is used; 
clinicians should keep those risks in 
mind in individualizing care during 
lifespans.

For women 60 years of age and 
younger, or who are within 10 years 
of menopause onset and have no 
contraindications, the guidance states 
that the benefit-risk ratio is most 
favorable for initiation of treatment in 

women with bothersome vasomotor 
symptoms and those at elevated risk 
for bone loss or fracture. Initiation 
of therapy more than 10 or 20 years 
from menopause onset or at age 
60 years or older is associated with 
a less favorable benefit-risk ratio 
because of heightened absolute risks 
of coronary heart disease, stroke, 
venous thromboembolism, and 
dementia. In the case of longer 
durations of therapy for such 
documented indications as persistent 
vasomotor symptoms or increased 
risk for osteoporosis, clinicians should 
perform periodic reevaluation and 
offer shared decision-making. Vaginal 
estrogen, or other nonestrogen 
therapies (oral ospemifene), or 
vaginal DHEA may be used at any 
age for prevention or treatment 
of the genitourinary syndrome of 
menopause, the guidance states.5 

There now are a variety of 
approved systemic hormone therapy 
formulations, including lower doses, 
non-progestin therapy for women 
with a uterus, and transdermal routes 
of delivery, notes Kaunitz. 

Although there is no conclusive 
evidence on the risk/benefit ratio 
for alternative formulations from 
randomized trials, Kaunitz points 
out that findings from observational 
studies indicate lower risks of venous 
thromboembolism with transdermal 
therapies compared with oral 
estrogen.5,6  
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Zika Remains on Research, Public Health Radar

Efforts on the public health and 
research fronts continue to 

focus on the Zika virus, declared by 
the World Health Organization in 
2016 as a public health emergency of 
international concern. The virus now 
has spread to 80 countries, including 
50 in the Americas and Caribbean.1

Zika infection during pregnancy 
can cause serious damage to 
the brain and microcephaly in 
developing fetuses, and can lead to 
congenital Zika syndrome in babies. 
This syndrome includes a pattern 
of birth defects, such as brain 
abnormalities, vision problems, 

hearing loss, and problems 
moving limbs. These babies may 
appear healthy at birth, but have 
underlying brain defects or other 
Zika-related health problems. In 
2016, of the 250 U.S. pregnant 
women with a confirmed Zika 
infection in 2016, about one in 10 
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(24) had a fetus or baby with Zika-
related birth defects.2

Interim Guidance
In October 2017, the Centers 

for Disease Control and Prevention 
(CDC) issued updated interim 
clinical guidance for healthcare 
providers caring for infants born to 
mothers with possible Zika virus 
infection during pregnancy.3 The 
updated recommendations call for 
pediatric healthcare providers to assess 
risk of congenital Zika virus infection, 
to communicate with obstetrical 
providers, and to remain vigilant for 
problems that may develop in infants 
without birth defects born to mothers 
with possible Zika virus exposure 
during pregnancy.

“There’s a lot we still don’t know 
about Zika, so it’s very important 
for us to keep a close eye on these 
babies as they develop,” said Brenda 
Fitzgerald, MD, CDC Director, 
in a statement. “Learning how 
best to support them will require a 
team approach between healthcare 
providers and families.”

Progress on the Vaccine 

Front
Results from two Phase I 

clinical trials now suggest that an 
experimental Zika vaccine developed 

by scientists at the National Institute 
of Allergy and Infectious Diseases 
(NIAID) is safe and induces an 
immune response in healthy adults.4

Scientists at the NIAID’s Vaccine 

Research Center and Laboratory of 
Viral Diseases have developed the 
investigational vaccine using a small 
piece of DNA known as a plasmid. 
By inserting genes into plasmid 
to encode two proteins found on 
the surface of the Zika virus, the 
researchers create a vaccine that, upon 
injection, produces a reaction that 
mimics the Zika virus and sets off an 
immune response in the body.

Two different plasmids have 
been developed for clinical testing, 

labeled as VRC5288 and VRC5283. 
While they are almost identical, 
the two differ in specific regions of 
the genes that might affect protein 
expression and immunogenicity. 
With VRC5283 showing the most 
promise, researchers have moved 
forward, launching a Phase II 
trial in March 2017 that aims to 
vaccinate 2,490 healthy participants 
in areas of confirmed or potential 
active mosquito-transmitted Zika 
infection, including the continental 
United States and Puerto Rico, 
Brazil, Peru, Costa Rica, Panama, 
and Mexico. The two-part trial 
is designed to assess the vaccine’s 
safety and ability to stimulate an 
immune response in participants, as 
well as determine the optimal dose 
for administration.

The trial is divided into two parts; 
Part A will build on ongoing Phase I 
trials to evaluate further the vaccine’s 
safety and ability to stimulate an 
immune response. Researchers 
plan to enroll 90 healthy men and 
non-pregnant women ages 18-35 at 
three sites in Houston, Miami, and 
San Juan, Puerto Rico, to conduct 
this section of the study. The second 
section of the trial, known as Part 
B, will enroll at least 2,400 healthy 
men and non-pregnant women ages 
15-35. Its focus is to determine if the 
vaccine can protect effectively against 
Zika-related disease when someone 
is exposed to the virus naturally. 
The study will be based in Houston, 
Miami, and San Juan, as well as at 
two additional sites in San Juan, 
two sites in Costa Rica, and one site 
each in Peru, Brazil, Panama, and 
Mexico. Participants will be assigned 
randomly to receive either the 
investigational vaccine or a placebo 
at three separate clinic visits, each 
four weeks apart. 

Participants in the Part B trial 
will be followed for nearly two 

EXECUTIVE SUMMARY

Efforts on the public health and research fronts continue to focus on the Zika 

virus, declared by the World Health Organization in 2016 as a public health 

emergency of international concern.

• The virus now has spread to 80 countries, including 50 in the Americas and 

Caribbean.

• Zika infection during pregnancy can cause serious damage to the brain and 

microcephaly in developing fetuses, and can lead to congenital Zika syndrome 

in babies. This syndrome includes a pattern of birth defects, such as brain 

abnormalities, vision problems, hearing loss, and problems moving limbs.

THE TWO-
PART TRIAL IS 
DESIGNED TO 
ASSESS THE 
VACCINE’S 

SAFETY AND 
ABILITY TO 
STIMULATE 

AN IMMUNE 
RESPONSE .
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Seven Words the CDC Has Been Advised Not to 
Use in Budget Proposals
By Robert Hatcher, MD, MPH
Professor Emeritus, Gynecology 
and Obstetrics
Emory University School  
of Medicine, Atlanta

I t has been reported that the 
12,000 employees of the Centers 

for Disease Control and Prevention 
(CDC) have been told not to use 
seven words in budget proposals. 
These seven words are:

• vulnerable;
• science-based;
• evidence-based;
• diversity;
• entitlement; 

• fetus; and
• transgender.
The Washington Post reported 

that a CDC analyst said the word 
ban was issued at a briefing held in 
preparation for upcoming federal 
budget requests. CDC scientists 
and staffers were said to be “in-
credulous” at the news.1 (Editor’s 
note: Brenda Fitzgerald, MD, 
CDC Director, took to social media 
following the story to assure that 
“there are no banned words at CDC.” 
However, the newspaper stands firmly 
by its reporting.)

What Should Be Done?
How do you feel about the use 

of these seven words? I really like 
the word vulnerable for two reasons. 
First, it is a word that suggests 
that compassion, love, tenderness, 
understanding, and listening are 
important in helping people.

Second, it is one of the adjectives 
that could be used to describe the 
thousands of women I have cared 
for at Grady Memorial Hospital 
in Atlanta. I have felt compassion 
for these women as I have tried 
to meet their contraceptive needs. 
The individuals we have served are 

years, undergoing assessments for 
adverse events and symptoms of 
Zika infection. Researchers will 
compare the rates of confirmed cases 
of Zika in the placebo group and 
the vaccinated group to determine if 
the investigational vaccine protects 
against disease caused by Zika 
infection. 

“We are pleased to have advanced 
rapidly one of NIAID’s experimental 
Zika vaccines into this next stage of 
testing in volunteers,” said Anthony 
Fauci, MD, NIAID Director, in a 
statement. “We expect this study 
will yield valuable insight into the 

vaccine’s safety and ability to prevent 
disease caused by Zika infection.”  
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   Teens with PID: Check your 
screening practices

   Teratogenic medicines: 
Counsel on contraception

   Review bacterial vaginosis 
treatment options

   Update: Provide solutions for 
endometriosis pain

COMING IN FUTURE MONTHS

vulnerable to unintended pregnancies 
for a variety of reasons. 

If one goes to Webster’s New 
Collegiate Dictionary, one learns that 
vulnerable is derived from the Latin 
verb vulnerare, “to wound.” Then 
one finds two possible meanings 
of vulnerable: 1. capable of being 
physically wounded; e.g., The 
people of Santa Barbara continue 
to be vulnerable to the flames of a 
massive fire that has already destroyed 
hundreds of homes. 2. open to attack; 
e.g., Haiti will be vulnerable to the 
winds and rain of this major tropical 
storm if it continues on its current 
path.

In moving on to the next words, 
I think of the two years I served at 
the CDC as an Epidemic Intelligence 
Service officer. These years changed 
my life. Why? Not only did I learn 
just how important public health is:

• I learned to acknowledge and 
celebrate the diversity of the people 
whom I would be serving.

• I learned that a major goal at 
the CDC is to make evidence-based 
recommendations and I should make 
this my goal throughout my career.

Good science-based practices, I 
was taught, require rigorous research.

Furthermore, I was taught that 
people who are vulnerable may be 
vulnerable for reasons over which 
they have no control and must receive 
the same high-quality care as afforded 
to others.

There is everything to be said for a 
good beginning to life, which means 
careful attention to that extraordinarily 
complicated little fetus that is 
favorably and unfavorably responding 
to so many influences throughout 
pregnancy, during delivery, and then 
during the postpartum period and the 
first years of life.

At the CDC, I was taught that 
women were entitled to receive 
contraceptive services in a completely 
voluntary manner and that birth 
control was important for their health 
and the health of their family.

Transgender was not discussed 
when I was at the CDC, but I 
participated several years later in a 
seminar at the Morehouse School of 
Medicine, where focus was given to 
six transgender individuals. One man 
was a little girl at birth. His parents 
made a short movie of their 3-year-old 
daughter to send to her grandparents 
in Europe. She was asked, “What do 
you want to be when you grow up?” 

She didn’t say “an actress” or “a mother 
of two children.” She answered, “I 
want to be a man.”

I feel OK about the word 
transgender. As my wife, Maggie 
says: “Transgender people are 
transgender people, period.” And 
their educational, health, and social 
needs are important — as important 
as anyone else’s needs.

So, what should be done about 
the “Don’t use these seven words” 
edict? Gandhi is credited with 
saying, “Big problems require 
small solutions.” Perhaps one six-
word solution to this horrendous 
suggestion might be: Tomorrow, 
decide to disregard it completely. 
That is what I will do. I no longer 
work for the CDC.  
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Clinicians are invited to 
celebrate the 30th anniversary of 
the Contraceptive Technology 
conferences, held this year in 
San Francisco and Washington, 
DC. The conferences feature 
six preconferences, including 
Nexplanon and IUD training 
sessions. 

Get the latest information 
on reproductive health issues, 
delivered via a variety of teaching 
styles, including didactic sessions, 

CTU Updates
Register now for Contraceptive Technology conferences

faculty panels, concurrent sessions, 
interactive case study discussions, and 
hands-on training. 

The San Francisco conference is 
scheduled for March 4-7, followed by 

the Washington, DC, event April 4-7. 
Go to www.contemporaryforums.

com for complete information and 
online registration.  
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A SUPPLEMENT TO CONTRACEPTIVE TECHNOLOGY UPDATE

QUARTERLYSTI
TM

“AS THE OVERALL 
PREVALENCE 
OF THE VIRUS 

DECLINES 
IN THEIR 

POPULATION (DUE 
TO VACCINATION), 

EVEN 
UNVACCINATED 
ADOLESCENTS 

ARE BENEFITING.”

Clinical Challenge: How to Increase HPV  
Vaccine Uptake

While more than 29,000 cases of cancer each year 
could be prevented with human papillomavirus 
(HPV) vaccination, many parents may be hesitant 

to have their young teens vaccinated. What can clinicians do 
to overcome barriers to widespread implementation of HPV 
vaccination in their current practice?

The Washington, DC-based Association 
of Reproductive Health Professionals 
has just released a webinar on increasing 
HPV vaccine uptake to help providers 
review evidence-based information on 
the subject. The webinar focuses on 
provider education, access, consent to 
care, confidentiality, and administrative 
issues.(Review the webinar at http://bit.
ly/2DFM6ik.)

HPV is the most common sexually 
transmitted disease in the United States, 
notes Beth Kruse, MS, CNM, ARNP, 
webinar co-presenter and lead clinician 
for the Family Planning Program at 
Public Health Seattle King County. 
Nearly all sexually active people will 
get HPV at some point in their lives.1 
According to data from the Centers for Disease Control 
and Prevention (CDC), approximately 79 million 
Americans currently are infected with the virus, and about 
14 million people become infected each year.2

“It should be noted that these numbers are estimates 
from the pre-vaccine era; the current incidence/prevalence 
is likely much lower with uptake of the HPV vaccine, 
especially in persons less than 25 years old,” she notes.

Most new infections of HPV occur in individuals in 
their teens and early 20s, says Kruse. 

Why Vaccination Is Important
The CDC analyzed data from the National Program 

of Cancer Registries and the National Cancer Institute’s 
Surveillance, Epidemiology, and End Results program 
to calculate the incidence of HPV-associated cancers. Its 
analysis indicates that during the period of 2008-2012, an 

average of 38,793 cancers associated with 
HPV were diagnosed yearly, including 
23,000 (59%) among females and 
15,793 (41%) among males.3 

By multiplying these amounts by 
the percentages attributable to HPV, 
the CDC estimated that about 30,700 
new cancers were attributable to HPV, 
including 19,200 among females and 
11,600 among males, states Kruse.

In looking at the 38,793 cancers that 
occur each year in the United States at 
anatomic sites associated with HPV, 
about 30,700 can be attributed to HPV. 
Approximately 28,500 are attributable 
to HPV types that are high-risk and 

that are included in the 9-valent HPV 
vaccine. Some 24,600 cancers are attributable to HPV 
types 16 and 18, which are included in all of the currently 
available HPV vaccines.3

Push for Early Vaccination
Current estimates suggest that four out of 10 adolescent 

females and six out of 10 adolescent males are unvaccinated 
for HPV, says Craig Roberts, PA-C, MS, clinical assistant 
professor emeritus at University of Wisconsin-Madison.

To be effective, HPV vaccines should be given before 

http://bit.ly/2DFM6ik
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exposure to HPV, so there is no reason 
to wait until a teenager is having sex 
to offer them HPV vaccination, notes 
Roberts, who served as webinar co-
presenter. The HPV vaccine produces 
a higher immune response in preteens 
than in older adolescents, he explains.

“Preteens should receive all doses 
of the HPV vaccine series long before 
they begin any type of sexual activity 
and are exposed to HPV,” notes 
Roberts. “Most individuals get HPV 
infections shortly after becoming 
sexually active for the first time.” 

Routine HPV vaccination is 
recommended for all adolescents 
at age 11 or 12 years, and is 
recommended for females 13-26 years 
of age and males 13-21 years of age 
who were not adequately vaccinated 
when they were younger. For people 
who initiate vaccination before their 
15th birthday, the recommended 
schedule is two doses of HPV 
vaccine. For people who initiate 
vaccination on or after their 15th 
birthday, the recommended schedule 
is three doses of HPV vaccine, says 
Roberts. Vaccination continues to 
have benefit up to at least 26 years 
of age for persons at risk. HPV 
vaccination also is recommended for 
males ages 22-26 who have certain 
immunocompromising conditions; 
gay, bisexual, and other men who 
have sex with men; and transgender 
individuals who were not adequately 
vaccinated previously.

Focus on Herd Immunity 
A recent national analysis of 

HPV vaccine impact measured via 
the National Health and Nutrition 
Examination Survey shows that HPV 
types 6, 11, 16, and 18 (4vHPV-type) 
prevalence in sexually active 14- to 
24-year-old females decreased by 89% 
among those who were vaccinated, and 
by 34% among those who were never 

vaccinated, over the two time periods 
studied (2003-2006 vs. 2011-2014).4

Among 14- to 19-year-olds, 
4vHPV-type prevalence decreased 
from 11.5% (95% confidence interval 
[CI], 9.1%-14.4%) in 2003-2006 
to 3.3% (95% CI, 1.9%-5.8%) in 
2011-2014, when one or more dose 
coverage was 55%. Among 20- to 
24-year-olds, prevalence decreased 
from 18.5% (95% CI, 14.9%-
22.8%) in 2003-2006 to 7.2% (95% 
CI, 4.7%-11.1%) in 2011-2014, 
when one or more dose coverage was 
43%. 

This decrease in prevalence of 
the virus types included in the 
original vaccine among unvaccinated 
females suggests herd protection, says 
Roberts.

“In other words, as the overall 
prevalence of the virus declines in 
their population (due to vaccination), 
even unvaccinated adolescents are 
benefiting, since the probability of 
becoming infected is directly correlated 
with prevalence,” states Roberts.

Talk With Parents
Several barriers have been 

identified that contribute to low HPV 
vaccination rates among adolescents. 

When it comes to parental barriers, 
data from the 2010 National Health 
Interview Survey suggest that 
parents of unvaccinated girls who 
were not interested in vaccinating 
their daughters mentioned reasons 
such as not knowing enough about 
the vaccine, belief that the vaccine 
was not needed, and concerns 
about safety.5 Not receiving the 
recommendation from a healthcare 
professional, belief that one’s child is 
too young to receive the vaccination, 
and cost of the vaccine are other 
parental barriers that have been cited 
in the literature, notes Roberts.

There is still work to be done 
to help dispel parental fears and to 
confirm facts about the HPV vaccine, 
notes Roberts. Use some of the 
straightforward statements offered by 
the American Cancer Society in 2016 
to counsel parents about the HPV 
vaccine:

• It is effective and can prevent 
cervical and other cancers.

• The primary side effect is pain at 
the injection site, and the HPV vaccine 
causes no long-term side effects. 

• The HPV vaccine does not cause 
fertility problems.

• The HPV vaccine does not 
contain harmful ingredients.

EXECUTIVE SUMMARY

Current estimates suggest that four out of 10 adolescent females and six out 

of 10 adolescent males are unvaccinated for human papillomavirus (HPV). 

Approximately 79 million Americans currently are infected with the virus, and 

about 14 million people become infected each year.

• Routine HPV vaccination is recommended for all adolescents at age 11 or 12 

years, and is recommended for females ages 13-26 and males ages 13-21 who 

were not adequately vaccinated when they were younger. HPV vaccination also 

is recommended for males ages 22-26 who have certain immunocompromising 

conditions; gay, bisexual, and other men who have sex with men; and 

transgender individuals who were not adequately vaccinated previously.

• Clinicians can recommend the HPV vaccine series the same way they 

recommend the other adolescent vaccines in talking with parents about the 

shot.
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• Getting the HPV vaccine does 
not encourage youth to become 
sexually active.

• The HPV vaccine is approved 
for both males and females.

• The HPV vaccine offers long-
lasting protection against cancer.

“Studies of HPV vaccine-
hesitant parents show that the single 
most effective strategy to improve 
vaccination rates in adolescents is 
for the health care provider to give a 
direct, strong recommendation to be 
vaccinated,” says Roberts. “Patients 
and their parents trust their provider 
to give them good advice-regularly 
review all routinely recommended 
immunizations with patients, and 
provide updates when needed.”

Clinicians can recommend the 
HPV vaccine series the same way 
they recommend the other adolescent 
vaccines, states Roberts. “For 
example, you can say, ‘Your child 
needs these shots today,’ and name all 
of the vaccines recommended for the 
child’s age,” says Roberts.  
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Study Analyzes Optimum Time for HIV Testing

The Centers for Disease Control 
and Prevention (CDC) currently 

recommends that all citizens be tested 
for HIV infection at least once between 
the ages of 13 and 64 years. Results of a 
recent study indicate that age 25 would 
be better than younger ages for a single 
HIV screening test among those young 
adults without symptoms.1

Researchers at Massachusetts 
General Hospital collaborated with 
the CDC and the Massachusetts 

Department of Public Health to 
develop the new analysis. They used 
CDC data on new HIV diagnoses 
in 2013 and the stage of disease at 
the time of diagnosis to compare the 
probable results of implementing 
a one-time HIV screening test 
at various ages between 13 and 
30. Outcomes included virologic 
suppression, life expectancy, 
lifetime costs, retention in care, and 
incremental cost-effectiveness ratios 

in dollars/year-of-life saved from the 
healthcare system perspective. In 
sensitivity analyses, the study varied 
HIV incidence, screening and linkage 
rates, and costs.

The analysis indicates that 
compared with current U.S. screening 
practices, a screen at age 25 would 
lead to the most favorable care 
continuum outcomes in terms of 
proportion diagnosed (77% vs. 
51%), linkage to care (71% vs. 51%), 
retention in care (68% vs. 44%), 
and virological suppression (49% 
vs. 32%). Researchers found that 
compared with the next most effective 
screen, a screen at age 25 provided the 
most clinical benefit, and was cost-
effective.1

Researchers note that the analysis 
results do not apply to youth at high 
risk, such as gay and bisexual males, 
who should be tested more frequently. 
Other populations at high risk for 
HIV infection include people who 
inject drugs and their sex partners, 
people who exchange sex for money 

EXECUTIVE SUMMARY

The Centers for Disease Control and Prevention currently recommends that 

all citizens be tested for HIV infection at least once between the ages of 13 

and 64 years. Results of a recent study indicate that age 25 would be better 

than younger ages for a single HIV screening test among those young adults 

without symptoms.

• The findings indicate that compared with current U.S. screening practices, a 

screen at age 25 would lead to the most favorable care continuum outcomes 

in terms of proportion diagnosed, linkage to care, retention in care, and 

virological suppression.

• Researchers found that compared with the next most effective screen, a 

screen at age 25 provided the most clinical benefit, and was cost-effective.

http://bit.ly/2gCyxk8
http://bit.ly/2gCyxk8
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or drugs, and sex partners of people 
who are infected with HIV.

“For at-risk groups, HIV screening 
should occur much more frequently 
than once in a lifetime, since a single 
screen will only capture a very small 
proportion of the population with 
HIV,” said Andrea Ciaranello, MD, 
MPH, senior author of the study in a 
press statement. “However, for young 
people who become infected by age 
25, the gains in life expectancy and 
improvements in health outcomes, 
including viral suppression, from 
that one-time screening test would be 
substantial.”

What Are the Next 

Steps?
The current analysis indicates that 

from 2009 to 2013, HIV diagnoses 
in those ages 13-29 were highest 
in ages 22-25. Since there often 
is a delay between when someone 
becomes infected with HIV and when 
the person is diagnosed, scientists 
cannot be certain at what age most 
infections are occurring, notes Richard 
Dunville, MPH, research officer in 
the CDC’s Division of Adolescent and 
School Health and study coauthor. 
However, the study leads scientists 
to doubt that screening adolescents 
who are 18 years of age and younger 
without risk factors would be a “good 
use” of limited resources, he notes.

The benefits of a one-time HIV 
screening test appeared lower if youth 
found to be living with HIV did not 

remain in care and on antiretroviral 
medications, the researchers note.

“Interventions to support linkage 
to care and retention in care are 
critical,” says Ciaranello, assistant 
professor of medicine at Harvard 
Medical School. “Our study 
underscores the value of ongoing 
research supported by the National 
Institutes of Health to examine the 
most effective ways to improve health 
outcomes for youth with HIV.”

About half of all young people ages 
13-24 who have HIV do not know they 

are infected, but less than 15% of adults 
with HIV are unaware, notes study lead 
author Anne Neilan, MD, MPH, of 
the Massachusetts General Hospital’s 
Division of Infectious Diseases and the 
Medical Practice Evaluation Center.

“HIV screening is an important 
component of addressing this 
disparity,” said Neilan in a press 
statement. “Our results indicate that 
focusing screening on teens 18 or 

younger without risk factors would 
be a less efficient use of a one-time 
screen than screening at a later age.”

In 2015, youth ages 13 to 24 
represented 22% of all new HIV 
diagnoses in the United States. Most 
(81%) of the new diagnoses were 
found in gay and bisexual males. 
Young black/African American and 
Hispanic/Latino gay and bisexual 
males were especially affected.2

Researchers recently have obtained 
funding to develop mobile apps that 
aim to increase HIV testing, and use 
of and adherence to pre-exposure 
prophylaxis (PrEP) to prevent HIV 
infection among young people. For 
those who test positive for HIV, 
scientists plan to create electronic 
health interventions to link them 
with care and improve adherence to 
antiretroviral therapy. (See more on 
this subject; read the December 2016 
STI Quarterly supplement article, 
“Researchers Develop Mobile Technology 
to Prevent and Treat HIV in Young 
Adults,” at http://bit.ly/2qPaOrp.)  
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