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Programs Aim to Make LARC  
a Choice for Women 
When cost is removed, women opt for more effective options 

In 2007, researchers at the Washington 
University School of Medicine in 
St. Louis initiated a cohort study 

of nearly 10,000 women that aimed 
to remove the financial 
barriers to contraception, 
promote the most 
effective methods of 
birth control, and reduce 
unintended pregnancy in 
the St. Louis area.

Results of the 
Contraceptive CHOICE 
Project have shown that: 

• Long-acting 
reversible contraception 
(LARC) makes an 
impact on unintended 
pregnancy. Women 
using either the 
intrauterine device (IUD) 
or the contraceptive shot had 
the lowest unintended pregnancy rates 
during year 1, year 2, and year 3 of their 
follow-up. Pill, patch, and ring users 
had much higher unintended pregnancy 
rates; they were 20 times more likely to 

have an unintended pregnancy compared 
to LARC users in year 1.1,2

• Women who choose LARC 
methods tend to stick with their 

chosen option. Among 
women who chose a 
LARC method in the 
Contraceptive CHOICE 
Project, 86% were still 
using the method at one 
year. For women who 
chose a non-long-acting 
method, only 55% were 
still using their method at 
a similar time point.3

• Once financial 
barriers are removed 
and long-acting 
reversible methods 
of contraception are 

introduced as a first-line 
contraceptive option, most 

women will choose LARC methods. 
Seventy-five percent of women in the 
Contraceptive CHOICE Project chose 
one of the three LARC methods (46% 
levonorgestrel intrauterine system, 12% 
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copper intrauterine device, and 17% 
subdermal implant).4

The success of the Contraceptive 
CHOICE Project is no longer an 
isolated event. Family planning 
clinicians throughout the nation 
are finding new ways to implement 
similar principles.

Providing Protection  

in Puerto Rico

A program designed to prevent 
unintended pregnancies and reduce 
birth defects during the height of 
the 2016-17 Zika virus outbreak in 
Puerto Rico provided women a full 
range of contraceptive options, free of 
charge, on the same day of their initial 
clinic visit.5 With such access, two-
thirds of women at risk of unintended 
pregnancy chose LARC methods.

Preliminary analysis of the Zika 
Contraception Access Network 
(Z-CAN) indicate more than 21,000 
women were served during its 
16-month period. The project was 
supported by the CDC Foundation, 
with technical assistance from the 
Centers for Disease Control and 
Prevention (CDC). Led by Eva 
Lathrop, MD, MPH, associate 
professor in the department of 
gynecology and obstetrics at Emory 
University School of Medicine and 
in Rollins School of Public Health’s 
Department of Global Health, 
Z-CAN was established in May 
2016. Lathrop served as the lead for 
contraception on the Pregnancy and 
Birth Defects Task Force during the 
CDC’s Zika response efforts. Denise 
Jamieson, MD, MPH, and Erin 
Berry-Bibee, MD, MPH, both with 
Emory’s Department of Gynecology 
and Obstetrics, also worked with the 
Z-CAN program.

During the outbreak, Puerto 
Rico recorded the highest number of 

symptomatic Zika virus infections in 
the United States and U.S. territories. 
Many women were at risk for 
unintended pregnancy, and more than 
50% of pregnancies in Puerto Rico 
were unintended in 2016, researchers 
report.5

During the project, 21,124 women 
received contraceptive services from 
a network of 153 specially trained 
providers in 140 established Puerto 
Rico clinics with gynecology and 
obstetrics services. All Z-CAN services 
were provided free of charge.

Researchers report 95% of those 
women received a contraceptive 
method on the day of their initial 
Z-CAN visit. While just 4% used 
a LARC method prior to Z-CAN, 
67.5% chose and received a LARC 
method at their initial visit. Of those 
women who received a LARC method, 
75.8% had used no method or a less 
effective method (such as condoms or 
withdrawal) prior to their visit.5

“Prior to Z-CAN, there were 
numerous barriers that limited 
women’s access to contraception,” 
says Lathrop. “Through Z-CAN, we 
were able to reduce these barriers and 
give women who wanted to prevent 
pregnancy access to the contraceptive 
method of their choice, including 
long-acting reversible contraception, 
such as intrauterine devices and 
contraceptive implants.”

Removing Cost Barrier 

Makes Impact

Results of a new study from 
researchers at the University of Utah 
Health find that cost often limits 
women’s access to the most effective 
contraceptive methods, such as IUDs 
and subdermal implants. The HER 
(Highly Effective Reversible) Salt Lake 
Contraceptive Initiative was designed 
to evaluate women’s contraception 
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choices if cost is not a factor.6 When 
cost barriers were removed in Salt Lake 
County, IUD and implant uptake more 
than doubled, from 20% to 44%.

In addition to removing cost as an 
obstacle, the program made all forms 
of contraceptive available. Women 
could change methods at any time in 
the study, free of charge.

Researchers designed the study in 
three six-month segments: a control, 
Intervention 1, and Intervention 
2. The control period served as the 
baseline for the study, evaluating 
the birth control methods selected 
by women who received standard 
contraceptive counseling and care 
at Planned Parenthood clinics 
throughout Salt Lake County. In 
Intervention 1, women seeking 
services at participating clinics were 
offered no cost, same-day access to 
the reversible contraceptive method of 
their choice, and could change their 
choice at any time during the three-
year study. Those women enrolled 
in Intervention 2 received the same 
care as the first intervention, as well 
as education about contraceptives 
through an online media campaign. 

The program provided no-cost 
contraception to 7,400 women and 

enrolled more than 4,400 women in 
the three-year study. Researchers report 
that women in Intervention 1 were 1.6 
times more likely to use an IUD and 
2.5 times more likely to use an IUD in 
Intervention 2 compared to those who 
enrolled during the control period.6

“When you remove cost as a factor, 
people are more likely to select more 
effective contraception methods that 
are often the most expensive up front,” 
says Jessica Sanders, PhD, MSPH, 
lead author and research assistant 
professor in obstetrics and gynecology 
at University of Utah Health. “When 
we added education and outreach to 
the picture, we saw an increase in the 
demand for these methods.”

While the Affordable Care Act 
(ACA) calls for insurance plans to cover 
all approved methods of contraception 
at no cost, research indicates about one 
in 10 women remain uninsured, either 
due to finances, documentation, or lack 
of knowledge of the requirement to 
buy insurance.7 While Medicaid covers 
birth control, only about half of doctors 
in 2015 were accepting new Medicaid 
patients.8 Also, 19 states have yet to 
expand Medicaid under the ACA.8

Women who rely on Title X 
publicly funded services have faced 

challenges as well. Texas is one of 
several states that have prohibited 
Planned Parenthood affiliates from 
providing healthcare services with the 
use of public funds. Following the 
federal government’s refusal to allow 
the exclusion of Planned Parenthood 
affiliates from the Texas Medicaid 
fee-for-service family-planning 
program, the state struck them 
from participating in a state-funded 
replacement program (Texas Women’s 
Health Program) effective January 1, 
2013. Research indicates that program 
claims for long-acting reversible 
contraception dropped by one-third 
following the exclusion.9  
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EXECUTIVE SUMMARY

The success of the Contraceptive CHOICE Project in removing financial 

barriers to contraception, promoting the most effective methods of birth 

control, and reducing unintended pregnancy is no longer an isolated event.

• A program designed to prevent unintended pregnancies and reduce birth 

defects during the height of the 2016-17 Zika virus outbreak in Puerto Rico 

provided women a full range of contraceptive options, free of charge, on the 

same day of their initial clinic visit. Of those women receiving a long-acting 

method, 75.8% had used no method or a less effective method (such as 

condoms or withdrawal) prior to their visit.

• A new study from researchers at the University of Utah Health provided 

no-cost contraception to 7,400 women and enrolled more than 4,400 women 

in the three-year study. Researchers report that with costs removed, women 

chose more effective contraceptive methods such as the intrauterine device.
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No Link Found Between Progestin-only Birth 
Control Methods and Depression

Depression is not uncommon among 
reproductive-age women. Data 

from a just-released analysis indicate 
that nearly 5% of American women 
of childbearing age have symptoms of 
major depression, with about 33% of 
women with severe symptoms reporting 
antidepressant use.1 It is estimated that 
at any given time, one in 20 teens meets 
clinical criteria for a mood disorder 
and up to one in four children will 
experience a mood disorder by their late 
adolescence.2

There has been limited, conflicting 
data linking progestin-only 
contraception, such as the contraceptive 
shot (depot medroxyprogesterone 
acetate, DMPA) and the contraceptive 
implant, with increased risk for 
depression. While one study showed 
a slight increase in the likelihood of 
depression in DMPA users, other 
studies have shown no association.3,4 

Good news: Results of a new review of 
all available data indicate no evidence to 
support a link between progestin-only 
birth control and depression.5

“Depression is a concern for a 
lot of women when they’re starting 
hormonal contraception, particularly 
when they’re using specific types 
that have progesterone,” notes 
Brett Worly, MD, lead author and 
assistant professor of obstetrics and 
gynecology at Ohio State University 
Wexner Medical Center. “Based on 
our findings, this side effect shouldn’t 
be a concern for most women, and 
they should feel comfortable knowing 
they’re making a safe choice.”

Review the Data

To conduct the analysis, researchers 
performed a systematic review of data 

tied to various progestin-containing 
contraception methods, including 
injections, implants, and pills. 
The analysis also included studies 
examining the effects of hormonal 
birth control on postpartum women, 
adolescents, and women with a history 
of depression. There is insufficient 
evidence to prove a link between 
progestin-only birth control and 
depression, researchers concluded.5

“This study is particularly 
important at this time when other 
studies with poor design6 or poor 
statistical interpretation7 have been 
highly publicized and raise the 
specter in the general population that 
hormonal contraception increases 
the risk of depression,” states Anita 
Nelson, MD, professor and chair 
of the obstetrics and gynecology 
department at Western University of 
Health Sciences in Pomona, CA.

The current review includes only 
studies with objective measures of 
depression, instead of complaints of 
sadness or mood changes, comments 
Nelson. Progestin is the presumed 
culprit, so it is particularly reassuring 
that this article focused directly on 
progestin-only methods and found 
no attributable increase in risk of 
developing depression, she states.

Talk With Patients

In counseling women on contra-
ceptive choice, clinicians must keep in 
mind that the best method is one that 

EXECUTIVE SUMMARY

Depression is not uncommon among reproductive-age women. Data from 

a just-released analysis indicate that nearly 5% of American women of 

childbearing age have symptoms of major depression, with about 33% of 

women with severe symptoms reporting antidepressant use.

• On a related note, results of a new review of all available data indicate 

no evidence to support a link between progestin-only birth control and 

depression.

• There has been limited, conflicting data linking progestin-only contraception, 

such as the contraceptive shot (depot medroxyprogesterone acetate, DMPA) 

and the contraceptive implant, with increased risk for depression. While one 

study showed a slight increase in the likelihood of depression in DMPA users, 

other studies have shown no association.
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will be in harmony with a patient’s 
wishes, fears, preferences, and lifestyle 
if it is to be used consistently and 
correctly.8 

Providers also need to be mindful 
of the possibility of mood disorders 
among patients, and to be proactive 
regarding providing or facilitating 
treatment of depression when it is 
identified, says 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.

“Adolescents and pregnant moms 
will sometimes have a higher risk of 
depression, not necessarily because 
of the medicine they’re taking, but 
because they have that risk to start 
with,” said Worly in a press statement. 
“For those patients, it’s important that 
they have a good relationship with 
their healthcare provider so they can 
get the appropriate screening done — 
regardless of the medications they’re 
on.”

Remind patients that use of the 
progestin-only shot, implant, and 
progestin-only pill in women with 
depressive disorders all are rated as 
Category 1 (a condition for which 
there is no restriction for the use of 
the contraceptive method) in the 

US Medical Eligibility Criteria for 
Contraceptive Use.9 For women 
taking psychotropic medications 
such as selective serotonin reuptake 
inhibitors (SSRIs), there is no 
evidence specifically examining the 
use of progestin-only contraceptives 
with such drugs. Limited clinical 
and pharmacokinetic data do 
not indicate an effect of SSRIs 
decreasing the effectiveness of oral 
contraceptives.9

Robert Hatcher, MD, MPH, 
professor emeritus of gynecology and 
obstetrics at Emory University School 
of Medicine in Atlanta, reminds 
readers that caution should be used 
in providing DMPA postpartum for 
a woman with a history of severe 
postpartum depression. Clinicians 
may consider waiting until six weeks 
postpartum for the first injection.8  
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Prevalence of HSV-2 Is Falling, Data Show

Two of the most common viruses, 
herpes simplex virus-1 (HSV-1) 

and herpes simplex virus-2 (HSV-
2), are steadily declining in the U.S 
population. For both virus types, a 
decrease in prevalence over time was 
seen in all race and Hispanic-origin 
subpopulations, according to national 
data.1

Both HSV-1 and HSV-2 cause 
human diseases ranging from very 

painful oral cold sores and genital 
lesions, to eye conditions that can 
lead to blindness. Infants infected 
with HSV may develop neurological 
and developmental problems. 
People infected with HSV also have 
an increased risk of acquiring or 
transmitting HIV.

Both viruses cause infections in 
which patients who present with 
symptoms have painful blisters or 

sores at the site of infection. Both 
viruses are transmitted through 
contact with an infected person’s 
lesion, mucosal surface, or genital or 
oral secretions. There is no cure for 
infections caused by such viruses; 
once a person has been infected, 
the virus can remain latent for long 
periods of time before periodically 
reactivating to cause recurrent 
disease.
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Take a Closer Look

While questions about HSV-1 and 
-2 testing have been included since 
1999 in the National Health and 
Nutrition Examination Survey, a large 
national survey, researchers had not 
examined prevalence data since 2010, 
notes Geraldine McQuillan, PhD, an 
infectious disease epidemiologist at the 
National Center for Health Statistics.2 

To gain a better perspective of trends 
over time, analysts looked at the data 
since the initial report.

What does the analysis reveal? 
During 2015-2016, the prevalence 
of herpes simplex virus type 1 was 
47.8%, and the prevalence of herpes 
simplex virus type 2 was 11.9%. In 
closer inspection, data indicate:

• Prevalence of both HSV-1 and 
HSV-2 increased with age.

• Prevalence of both HSV-1 and 
HSV-2 was higher among females than 
males.

• Prevalence of HSV-1 was highest 
among Mexican-Americans and lowest 
among non-Hispanic white persons. 
The analysis indicates that HSV-2 
prevalence was highest among non-
Hispanic black persons and lowest 
among non-Hispanic Asian persons.

• From 1999-2000 to 2015-2016, 

prevalence of both types of HSV 
decreased (HSV-1, 59.4% to 48.1%, 
and HSV-2, 18.0% to 12.1%).1

Symptomatic Relief,  

but No Cure

Randomized trials have indicated 
that three antiviral medications 
provide clinical benefit for genital 
herpes: acyclovir, valacyclovir, 
and famciclovir.3-6 Although these 
medications may provide symptomatic 
relief from outbreaks, they do not 
cure HSV infection. These systemic 
antiviral drugs can partially control 
the signs and symptoms of genital 
herpes when used to treat first clinical 
and recurrent episodes or when 
used as daily suppressive therapy, 
but neither eradicates latent virus 
nor affects the risk, frequency, or 
severity of recurrences after the drug 
is discontinued. German drug maker 
AiCuris received fast track status in 
August 2017 from the Food and Drug 
Administration to determine the 
safety and efficacy of oral pritelivir, 
the company’s lead candidate for 
the treatment of acyclovir-resistant 
mucocutaneous herpes simplex virus 
infections in immunocompromised 

adults. (Contraceptive Technology 
Update reported on pritelivir in its 
March 2017 article, “Task Force 
Recommends Against Genital Herpes 
Screening,” available at http://bit.
ly/2FSAU2U.)

Researchers at the National 
Institutes of Health’s National 
Institute of Allergy and Infectious 
Diseases are making progress in 
unraveling the role of cellular protein 
HCF-1 in initiating HSV infection 
and reactivation. This protein and 
associated proteins are recruited to 
the viral genome, enabling the virus 
to replicate and spread. Working 
with fellow scientists from Princeton 
University, the researchers have 
now published data that identifies 
new HCF-1 protein complexes that 
play additional roles in initiating 
viral infection and reactivation. By 
using a mouse model, investigators 
discovered they could reactivate latent 
HSV using compounds that turn 
on components of HCF-1 protein 
complexes.7  
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EXECUTIVE SUMMARY

Two of the most common viruses, herpes simplex virus-1 (HSV-1) and herpes 

simplex virus-2 (HSV-2), are steadily declining in the U.S. population. From 

1999-2000 to 2015-2016, prevalence of both types of HSV decreased (HSV-1, 

59.4% to 48.1%, and HSV-2, 18.0% to 12.1%). 

• Both HSV-1 and HSV-2 cause human diseases ranging from very painful oral 

cold sores and genital lesions, to eye conditions that can lead to blindness. 

People infected with HSV also have an increased risk of acquiring or 

transmitting HIV.

• Randomized trials have indicated that three antiviral medications provide 

clinical benefit for genital herpes: acyclovir, valacyclovir, and famciclovir. While 

these medications may provide symptomatic relief from outbreaks, they do 

not cure HSV infection.
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Get up to Speed in Addressing Urinary Tract 
Infections

I t is estimated that at least 40-60% 
of women develop a urinary tract 

infection (UTI) during their lifetime, 
with one in in four women likely 
to experience a repeat infection.1 
Women’s health clinicians are all too 
familiar with UTIs. In one year, of 
the estimated 11 million office and 
outpatient hospital UTI visits by 
patients 20 years of age and older, 
about 9 million visits were logged by 
women.2

Research presented at the 2017 
annual meeting of the Infectious 
Diseases Society of America indicates 
that women at risk of UTIs who 
increased their water intake by 
drinking an additional three pints of 
water a day were almost half as likely 
to get infections as women who did 
not.3 General daily recommendations 
for intake of total water — from all 
beverages and foods — is 2.7 liters 

(91 ounces) for women and about 3.7 
liters (125 ounces) for men.4 

“While doctors have long 
assumed this is the case and often 
recommended that women at risk for 
UTIs increase their fluid intake, it’s 
never really undergone a prospective 
trial before,” notes Thomas Hooton, 
MD, lead author of the study and 
clinical director of the division of 
infectious diseases at the University 
of Miami School of Medicine. “It’s 
good to know the recommendation 
is valid, and that drinking water 
is an easy and safe way to prevent 
an uncomfortable and annoying 
infection.”

To conduct the study, researchers 
followed 140 healthy premenopausal 
women who had at least three UTIs 
in the past year and reported low 
daily fluid intake. Women in the 
control group continued their usual 

daily fluid intake; those not in the 
control group were advised to drink 
1.5 liters (about three 16-ounce 
glasses) of water a day in addition to 
their usual daily fluid intake. Data 
indicate that after one year, women 
in the control group had 3.1 UTIs 
on average, while those in the group 
drinking additional water had 1.6 
UTIs on average. Women in the 
water group averaged fewer regimens 
of antibiotics (1.8) than the limited-
water group (3.5).3

Antibiotic Resistance  

Is a Concern

Urinary tract infections are 
bacterial in nature and may involve 
the lower or upper urinary tract 
or both. Cystitis is diagnosed 
when infection is limited to the 
lower urinary tract and presents 
with dysuria, frequent and 
urgent urination, and suprapubic 
tenderness in some instances. 
Acute pyelonephritis is diagnosed 
when there is infection of the 
renal parenchyma and pelvicaliceal 
system, accompanied by significant 
bacteriuria with fever and flank pain.5

A three-day antimicrobial 
regimen is now the recommended 
treatment for uncomplicated acute 
bacterial cystitis.5 Trimethoprim-

EXECUTIVE SUMMARY

Research presented at the 2017 annual meeting of the Infectious Diseases 

Society of America indicates that women at risk of urinary tract infection (UTI) 

who increased their water intake by drinking an additional three pints of water 

a day were almost half as likely to get infections as women who did not.

• It is estimated that at least 40-60% of women develop a UTI during their 

lifetime, with one in in four women likely to experience a repeat infection.

• A three-day antimicrobial regimen is now the recommended treatment for 

uncomplicated acute bacterial cystitis. Trimethoprim-sulfamethoxazole for 

three days is considered the preferred therapy.
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sulfamethoxazole for three days is 
considered the preferred therapy, 
offering a 94% bacterial eradication 
rate. In areas where antimicrobial 
resistance to trimethoprim-
sulfamethoxazole exceeds 15-
20%, clinicians may look at using 
trimethoprim alone, ciprofloxacin, 
levofloxacin, norfloxacin, or 
gatifloxacin.5 

Antimicrobial resistance is 
a valid concern for healthcare 
providers. Data from areas reporting 
antimicrobial susceptibility profiles 
reflect the prevalence of resistance 
to amoxicillin and trimethoprim-
sulfamethoxazole as high as 30% in 
some populations.5

Consider Cranberry 

Products

Results of a recent meta-analysis 
and assessment of human clinical 
trials suggest that cranberry products 
may be used as a first step in reducing 
recurrent UTIs.6 Such products are 
a low-cost, low-risk, and effective 
way to help prevent recurrent 
UTIs, researchers state. The analysis 
included 28 studies, with results from 
nearly 5,000 patients. Researchers 

found a statistically significant risk 
reduction in repeat UTIs overall, 
but not significant for any particular 
subgroup. Patients with recurrent 
UTIs who ingested cranberry 
products and had undergone 
gynecological surgery experienced 
a significant reduction in UTIs, the 
analysis suggests.6

The proanthocyanidins in cranberry 
fruit are bioactive components assoc-
iated with prevention of urinary tract 
infections.7 Their ability to inhibit 
bacteria from sticking to the urinary 
tract walls may lead to their effectiveness 
in limiting infection growth and 
recurrence, scientists believe.

“Our investigation supports that 
cranberry products can be a powerful 
tool to fight off frequent UTIs,” says 
lead author, Ângelo Luís, PhD, a 
researcher at the University of Beira 
Interior in Covilhã, Portugal. “While 
recommendations for dosage and 
duration of treatment require further 
study, the efficacy of the medicinal 
properties of cranberry products has 
been well-established.”  
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Provider Training May Boost Rates of  
HPV Vaccination

While a vaccine for human 
papillomavirus (HPV) has been 

available in the United States since 
2006 for girls, and 2009 for boys, 
in 2016, only 60.4% of those 13-
17 years of age had started the HPV 
vaccination series, and about 66% who 
started the series completed it.1

Results of a recent study indicate 
that a training intervention to aid 
provider communication about HPV 

vaccines with teen patients and their 
parents increased initiation and 
completion of the vaccine series.2 

 To conduct the cluster randomized 
clinical trial, researchers focused 
on 16 Denver, CO, primary care 
practices, with half implementing a 
communication training intervention 
and the other half serving as a 
control group for comparison. The 
study, which was conducted between 

February 2015 and January 2016, 
included 188 medical professionals 
and about 43,000 teens. 

Five components comprised the 
intervention. An HPV fact sheet 
library was used to create customized 
information sheets relevant to each 
practice’s patient population, along 
with a parent education website, a 
set of HPV-related disease images, 
and an HPV vaccine decision aid. 
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Also included was communication 
training on using a presumptive 
vaccine recommendation, followed 
by motivational interviewing if 
parents were resistant to vaccination. 
Participating practices were engaged 
in a series of two intervention 
development meetings over a six-month 
period prior to the intervention.

Researchers report that adolescents 
in the intervention practices had 
significantly higher odds of HPV 
vaccine series initiation (adjusted 
odds ratio [aOR], 1.46; 95% 
confidence interval [CI], 1.31-1.62) 
and completion (aOR, 1.56; 95% 
CI, 1.27-1.92). Those in the control 
practices registered a 9.5 absolute 
percentage point increase in HPV 
vaccine series initiation and a 4.4 
absolute percentage point increase 
in HPV vaccine series completion in 
intervention practices.2

Recommendations From 

Clinicians Count

What led the current research team 
to look at the issue of provider training 
when it comes to HPV vaccine uptake?

“We know that how and whether 
a provider recommends the vaccine 

is one of the most influential factors 
affecting HPV vaccine uptake,” says 
lead author Amanda Dempsey, 
MD, PhD, MPH, associate professor 
of pediatrics in the University of 
Colorado School of Medicine. 
“Studies have previously shown that 
providers often don’t provide high 
quality vaccine recommendations 
that accurately reflect the need and 
importance of the vaccine compared to 
other adolescent vaccines.”

Healthcare professionals who 
participated in the study reported that 
the communication training and the 
fact sheets were the most used and 
useful intervention components. The 
communication training consisted of 
a self-guided, 30-minute webinar, plus 
two in-person group training sessions 
that lasted one hour each. Providers 
learned how to use motivational 
interviewing to address parental HPV 
vaccine hesitancy. They also learned 
that it is the most effective technique 
for helping with such issues.2

Research indicates that providers’ 
recommendations play a crucial role in 
the acceptance of HPV vaccination by 
patients and parents of patients.3

What can you do to increase 
vaccination rates? According to 
the Centers for Disease Control 

and Prevention (CDC), receiving 
a recommendation for vaccination 
from a provider is the main reason 
parents choose to vaccinate their 
children. Clinicians can avoid 
missed opportunities by strongly 
recommending the HPV vaccine to 
parents of children ages 11-12 years 
on the same day and in the same 
way that they recommend Tdap and 
meningococcal vaccines.

Use the provider resources at the 
CDC’s website (http://bit.ly/2dj9dTt) 
to help answer patient and parent 
questions on the vaccine. Current 
recommendations now call for 11- 
to 12-year-olds to receive two doses 
of HPV vaccine at least six months 
apart, rather than the previously 
recommended three doses. Teens 
and young adults who start the series 
later, at ages 15-26, will continue to 
need three doses of HPV vaccine to 
protect against cancer-causing HPV 
infection. The recommendation was 
issued shortly after the Food and 
Drug Administration’s October 2016 
approval to add a two-dose schedule 
for the nine-valent HPV vaccine for 
adolescents ages 9-14. (Contraceptive 
Technology Update reported on the 
change; see the January 2017 article, 
“Just Two HPV Shots Recommended for 
Younger Teens” available at http://bit.
ly/2li1dma.)

If healthcare providers could 
increase HPV vaccination rates 
in eligible recipients to 80%, it is 
estimated that an additional 53,000 
cases of cervical cancer could be 
prevented during the lifetime of those 
younger than age 12, according to the 
CDC.4 For every year that the HPV 
vaccination rate does not increase, an 
additional 4,400 women will develop 
cervical cancer, estimates indicate.  
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Research Examines Use of Tenofovir Gel  
in Women

H IV infection continues to be 
a major public health issue in 

the United States, according to the 
Centers for Disease Control and 
Prevention (CDC). Recent data show 
that the vast majority of new infections 
among women are attributed to 
heterosexual contact.1

Findings from a new study, 
conducted in the KwaZulu-Natal 
province of South Africa, indicate 
that genital inflammation lowers 
the effectiveness of tenofovir gel in 
preventing HIV infection in women.2 
Data from the study, conducted by 
researchers at the Centre for the AIDS 
Programme in Research in South 
Africa (CAPRISA) and Columbia 
University’s Mailman School of 
Public Health, suggest that both 
genital inflammation and adherence 

need to be addressed to increase the 
effectiveness of topical pre-exposure 
prophylaxis strategies [PrEP] for HIV 
prevention in women.

The study offers researchers an 
important clue to enhance HIV 
prevention in women, notes Salim 
Abdool Karim, PhD, CAPRISA 
director and professor of epidemiology 
at Columbia’s Mailman School of 
Public Health.

“It is not only adherence-related 
behaviors, but also biological 
processes in the vagina, that need 
to be addressed to prevent HIV and 
enhance the effectiveness of topical 
pre-exposure prophylaxis,” said Karim 
in a press statement.  

To perform the analysis, 
researchers looked at HIV infection 
rates and cytokine levels as a marker 

of genital inflammation in 774 
women over 2.5 years. The analysis 
indicates that women with genital 
inflammation were at higher risk 
of subsequently contracting HIV 
compared to women without 
inflammation. Application of 
tenofovir gel provided 57% pro-
tection against HIV acquisition in 
women who had no evidence of 
vaginal inflammation, but provided 
no protection in women with genital 
inflammation, even if they used the 
gel consistently, researchers say.2

What’s the next step? According 
to Jo-Ann Passmore, PhD, professor 
at the University of Cape Town 
and principal investigator of the 
study, researchers plan to expand 
their results to assess how genital 
inflammation may affect the 
efficacy in HIV prevention trials of 
vaccines, passive immunization with 
antibodies, and antiretroviral PrEP 
administered through pills, rings, and 
implants. 

Check MEC Guidance

There continues to be evidence of 
a possible increased risk of acquiring 
HIV among progestin-only injectable 
users; scientists are unsure whether 
this is due to methodological issues 
with the evidence or a real biological 
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more than half with use of the device.
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effect.3 In 2017, the CDC issued an 
update to its U.S. Medical Eligibility 
Criteria for Contraceptive Use, 
2016, revising its recommendation 
on the use of the progestin-only 
contraception injection DMPA 
(depot medroxyprogesterone acetate) 
by women at high risk for HIV 
from Category 1 (no restriction) 
to Category 2 (benefits outweigh 
theoretical or proven risks).4

The guidance indicates that 
women at high risk for HIV should 
continue to have access to the 
contraceptive shot, but should be 
counseled about a possible, but 
uncertain, increased risk of getting 
HIV and how to reduce their risk. 
Clinicians should strongly encourage 
HIV infection prevention measures, 
including limiting the number of 
sexual partners, correct and consistent 
use of condoms, and consideration 
of preexposure and postexposure 
prophylaxis, for all women at risk for 
HIV acquisition.4

Researchers now are conducting 
the first randomized clinical trial 
designed to assess the risk of HIV 
acquisition by women using one of 
three contraceptives: DMPA, the 
levonorgestrel implant Jadelle, and 
the copper IUD. The ECHO Study 
(Evidence for Contraceptive Options 
and HIV Outcomes) was launched 
in December 2015. Spread across 
12 research sites in Kenya, South 
Africa, Swaziland, and Zambia, the 
study also is designed to evaluate the 
performance of these methods in 

relation to pregnancy rates, side effects, 
and women’s patterns of use. Initial 
results are expected in early 2019.

A potential new option may offer 
women protection. Interim results 
from a study in which all participants 
are offered use of a monthly vaginal 
ring containing dapivirine, an 
antiretroviral drug, indicate that 
women’s risk of acquiring HIV is 
reduced by more than half with use of 
the device.5

The monthly ring, developed by the 
nonprofit International Partnership 
for Microbicides, is currently under 
regulatory review in Europe. It is 
designed to provide women with 
a discreet and long-acting HIV 
prevention option. The Partnership 
also is developing a three-month 
dapivirine-only ring to offer women 
increased convenience and reduce 
annual costs, as well as a three-
month dapivirine-contraceptive ring 
to offer both HIV prevention and 
contraception. Both rings entered first 
clinical trials in 2017.  
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