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Updated Guidance Issued to Aid  
in Care of Sexual Assault Survivors
Experiences can have implications for patients’ long-term health

The American College of 
Obstetricians and Gynecologists 

(ACOG) has issued updated guidance to 
aid clinicians with screening protocols 
and resources in caring for sexual assault 
survivors.1

Approximately one in five women in 
the United States experience completed 
or attempted rape in their lifetime.2 It is 
estimated that 1.47 million rape-related 
physical assaults against women occur 
annually.2

For sexual assault survivors, the 
emotional complexity and vulnerability 
related to issues discussed and exams per-
formed during reproductive healthcare 
visits may be difficult, says Serina Floyd, 
MD, MPH, committee opinion author. 
The new guidance offers a framework 
to approach sexual assault screening and 
care in a compassionate and comprehen-
sive fashion, she states.

Women’s experiences of sexual 
harassment and sexual assault can af-
fect their physical and mental health 
significantly. In a recent study,  

researchers examined the relationship 
between a history of sexual assault or 
verbal or physical sexual harassment in 
the workplace and measures of physi-
cal and mental health. These factors 
included blood pressure, sleep, mood, 
and anxiety.3 Data were drawn from 304 
women between 40 and 60 years of age 
who initially were recruited as part of a 
larger study evaluating the relationship 
between menopause and cardiovascular 
health.

The researchers found that women 
who had been assaulted were almost 
three times more likely to experience 
symptoms consistent with major depres-
sion and were more than two times more 
likely to experience increased anxiety. 
Both sexual harassment and sexual 
assault were associated with a twofold 
higher likelihood of poor sleep that was 
consistent with clinical insomnia. The 
associations remained true even when 
researchers considered demographics, 
socioeconomic status, medical history, 
and medication use.3
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“We know that sexual harassment 
and assault are prevalent in our soci-
ety and can cause significant harm,” 
says Rebecca Thurston, PhD, 
professor of psychiatry, clinical and 
translational science, epidemiology, 
and psychology at the University of 
Pittsburgh and lead author of the pa-
per. “If you are a healthcare provider, 
recognize that these experiences can 
have implications for your patient’s 
health.”

Screen All Women  

for a History of Assault 

Women’s healthcare provid-
ers should conduct screening of all 
patients for a history of sexual assault, 
paying attention in particular to those 
who report dysmenorrhea, pelvic 
pain, or sexual dysfunction, advises 
the new ACOG guidance. Use the 
SAVE protocol:

• Screen all patients for sexual 
violence. Because patients need to feel 
safe to talk, ask patients about sexual 
violence without parents, partners, 
friends, or children in the room. 
Conduct the screening discussion 
in a room that has a door closed for 
privacy.

• Ask direct questions in a non-
judgmental manner. Approach the 
subject in a normal manner. One 
way to introduce the subject is to 
say something like, “I am starting 
to ask all my patients about sexual 
assault because it is such a big prob-
lem in women’s lives and it can hurt 
them in so many ways. I want you 
to tell me about anything in your 
past that may have confused or hurt 
you so that I can help you in the 
right way.”

Once the subject has been intro-
duced, ask the following three ques-
tions, allowing time for the patient to 
answer between each question:

1. Have you ever been touched 
sexually against your will or without 
your consent? 

2. Have you ever been forced or 
pressured to have sex? 

3. Do you feel that you have con-
trol over your sexual relationships and 
will be listened to if you say “no” to 
having sex? 

• Validate the patient. If the 
patient answers in the affirmative to 
any of the three questions, let her 
know that you believe her and that 
her disclosure is important for her 
healthcare.

• Evaluate, educate, and refer. If a 
patient answers in the affirmative to 
any of the three questions, a clinician 
will need to ask the following ques-
tions to determine further steps:

• What type of violence occurred? 
Who was the perpetrator, and when 
did the violence take place? 

• Is the patient in any present 
danger from the perpetrator? 

• How does the patient feel this 
is affecting her now physically and 
psychologically (in addition to any 
symptoms you are aware of )? 

• Has the patient had any suicidal 
ideation/attempts?4

Clinicians must be ready to 
provide resources for victims of 
sexual violence. These services include 
psychological, legal, social, and crisis 
services; support groups and hotlines; 
and housing and other community 
support services. 

There are complex legal and evi-
dentiary protocols surrounding care 
for sexual assault survivors at their 
first point of contact following an as-
sault. These protocols vary from state 
to state, so providers should familiar-
ize themselves with the specifics of 
their state and local requirements 
and resources. The guidance includes 
resources from the United States De-
partment of Justice and the Interna-
tional Association of Forensic Nurses 

http://www.AHCMedia.com
mailto:Groups%40AHCMedia.com?subject=
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to guide clinicians toward pertinent 
information. (Access the guidance at: 
https://bit.ly/2FXUxrN.)

Make Your Office 

Survivor-Friendly

Let your patients know that the 
topic of sexual violence is important 
to you and your staff. How can you do 
this? Be sure to have information in 
the office about the issue. The follow-
ing visual cues will let patients know 
that sexual violence is a topic that is 
discussed freely as part of a routine 
visit:

• Display posters and distribute 
educational material. These printed 
items let patients know that you are 
aware of how sexual violence affects 
women’s lives. 

• Have staff wear buttons that 
say something about sexual violence. 
By seeing such buttons, patients will 
know that staff members are sensitized 

to the subject and are open to talking 
with patients about it. 

• Display informational material 
about sexual violence in public areas 
as well as in private places, such as the 
bathrooms, where patients can take it 
without being seen. 

• Maintain referrals that can be ac-
cessed easily by patients, such as those 
that are low-cost or free, accessible to 

transportation, and available in mul-
tiple languages. (Check out the resources 
listed on the Centers for Disease Control 
and Prevention’s Violence Prevention 
website at https://bit.ly/2Xpaj2B. ACOG 
also has identified additional resources 

that may be helpful for healthcare pro-
viders and patients; visit https://www.
acog.org/More-Info/SexualAssault.)4 

As public discourse advances to-
ward a more open and robust discus-
sion about the prevalence of sexual 
assault, it is important to develop 
resources to support survivors and 
strategies to prevent such violence, 
states the ACOG guidance.

“When it comes to sexual harass-
ment or sexual assault, our study 
shows that lived experiences may 
have a serious impact on women’s 
health, both mental and physical,” said 
Thurston in a press statement. “This is 
an issue that needs to be tackled with 
urgency, not just in terms of treatment 
but in terms of prevention.”  
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EXECUTIVE SUMMARY

The American College of Obstetricians and Gynecologists has issued updated 

guidance to aid clinicians with screening protocols and providing resources in 

caring for sexual assault survivors.

• Approximately one in five women in the United States experience completed 

or attempted rape in their lifetime. It is estimated that 1.47 million rape-related 

physical assaults against women occur annually.

• Results of a new study indicate that in midlife, women who have been 

assaulted are almost three times more likely to experience symptoms 

consistent with major depression and more than two times more likely to 

experience increased anxiety.
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Contraceptive Jewelry: Potential Family Planning 
Option?

S cientists are now looking at 
administering contraceptive 

hormones through special jewelry 
backings on items such as earrings, 
necklaces, and watches to improve user 
compliance.1

Despite the widespread use of birth 
control, about half of all pregnancies 
in the United States are unintended.2 
Almost 90% of these are due to con-
traceptive failure, including imperfect 
use.3 By offering more contraceptive 
options, it is more likely that the needs 
of individual women can be met, says 
Mark Prausnitz, PhD, a Regents 
Professor and the J. Erskine Love Jr. 
chair in the School of Chemical and 
Biomolecular Engineering at the Geor-
gia Institute of Technology. Prausnitz, 
Mohammad Mofidfar, PhD, post-
doctoral fellow, and Laura O’Farrell, 
DVM, PhD, senior research scientist, 
have tested the contraceptive jewelry 
concept on animal models as an initial 
step in developing options for women. 
The proof-of-concept research was 
supported by the U.S. Agency for 
International Development under a 
subcontract funded by FHI 360.

“Because putting on jewelry may 
already be part of a woman’s daily 

routine, this technique may facilitate 
compliance with the drug regimen,” 
said Praunitz in a press statement. 
“This technique could more effectively 
empower some women to prevent 
unintended pregnancies.”

The earring patch tested by the 
Georgia Tech researchers is made of 
three layers. One layer is imperme-
able, with an adhesive to secure it to 
an earring back, the underside of a 
wristwatch, or the inside surface of 
a necklace or ring. The middle layer 
of the patch consists of the contra-
ceptive drug levonorgestrel in solid 
form, while the outer layer is a skin 
adhesive designed to help stick to skin 
to facilitate drug transfer. Once the 
drug is absorbed by the skin, it moves 
into the bloodstream. Initial testing 
suggests the contraceptive jewelry may 
deliver sufficient amounts of hormone 
to provide contraception.1 

The contraceptive jewelry has been 
tested on pigs’ ears and on the skin 
of hairless rats. To simulate removal 
of earrings during sleep, the research-
ers applied the patches for 16 hours, 
then removed them for eight hours. 
Results indicate that although drug 
levels dropped while the earrings were 

removed, the patch could produce 
necessary amounts of the hormone in 
the bloodstream.1

“Pharmaceutical jewelry introduces 
a novel delivery method that may 
make taking contraceptives more ap-
pealing,” states Praunitz. “Making it 
more appealing should make it easier 
to remember to use it.”

Taking Transdermal 

Contraception to  

New Levels

U.S. women may already be famil-
iar with transdermal contraception: 
The first contraceptive patch, Ortho 
Evra, debuted in 2002. Mylan Inc. of 
Pittsburgh announced in April 2014 
that it had received regulatory ap-
proval to market a generic version of 
the patch. The generic patch, trade-
marked as Xulane, delivers 150 mcg of 
norelgestromin and 35 mcg of ethi-
nyl estradiol in a daily dose through 
the transdermal system, which is the 
same formulation as in the Ortho 
Evra patch. Janssen Pharmaceuticals 
decided to discontinue production 
of Ortho Evra about the time of the 
generic product rollout.

National prescription numbers for 
Ortho Evra decreased from 5 million 
in 2006 to about 1.3 million in 2010. 
Use of the patch may have decreased 
because of concerns about its use and 
risk of venous thromboembolism 
(VTE). In 2005 and 2008, the drug 
labeling was edited to address issues 
related to VTE risk with exposure to 
contraceptive hormones seen with 
Ortho Evra compared to certain com-
bined oral contraceptives. In March 
2011, the drug’s warning label was 

EXECUTIVE SUMMARY

Scientists are looking at administering contraceptive hormones through 

special jewelry backings to improve user compliance.

• The jewelry consists of three layers. One layer is impermeable, with an 

adhesive to secure it to an earring back, the underside of a wristwatch, or 

the inside surface of a necklace or ring. The middle layer consists of the 

contraceptive drug levonorgestrel in solid form, while the outer layer is a skin 

adhesive designed to help stick to skin to facilitate drug transfer.

• The first contraceptive patch, Ortho Evra, debuted in 2002 and ceased 

production in 2014. Its generic equivalent, Xulane, has been available since 

2014. 
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edited to include information on the 
potential risk of VTE and the pharma-
cokinetics profile of ethinyl estradiol 
associated with the use of Ortho Evra, 
which made the information more 
prominent to healthcare providers.

Agile Therapeutics is developing 
an investigational low-dose, once-
weekly contraceptive patch called 
Twirla (AG200-15 levonorgestrel/
ethinyl estradiol transdermal system). 
The patch is a combined hormonal 
contraceptive containing ethinyl 
estradiol and levonorgestrel. It is 
designed for application once weekly 
for three weeks, followed by a week 
without a patch. Research indicates 
the efficacy and safety of the Twirla 
patch are comparable to those of a 

combined pill.4 The patch has un-
dergone additional comparative wear 
testing intended to assist with meet-
ing regulatory approval. 

Agile Therapeutics also is pursuing 
other forms of transdermal contracep-
tion, including a regimen designed to 
allow women to experience shorter, 
lighter periods; one to allow women 
to extend the length of their cycles; 
one that allows extension of the cycle 
length and shorter, lighter periods; and 
a progestin-only patch designed for use 
by women who cannot or do not wish 
to use estrogen.  
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Researchers Investigate Potential Male 
Contraceptives

E arly studies of a potential male 
contraceptive pill, which contains 

a modified testosterone that has the 
combined actions of an androgen and 
a progesterone, are underway.1 The 
experimental male oral contraceptive, 
known as 11-beta-methyl-19-

nortestosterone dodecylcarbonate, or 
11-beta-MNTDC, was the subject 
of a recent study to analyze its safety, 
tolerability, pharmacokinetics, and 
pharmacodynamics.

To conduct the research, scientists 
enrolled 40 healthy men at the Los 

Angeles BioMed Research Institute 
at Harbor-UCLA Medical Center 
in Torrance, CA, and the University 
of Washington in Seattle. Ten par-
ticipants randomly received a pla-
cebo, while the other 30 participants 
received 11-beta-MNTDC at two dose 
levels: 200 mg (14 participants) and 
400 mg (16 participants). The men 
took their assigned drug or placebo 
once daily with food for 28 days.

For men who received 11-beta-
MNTDC, analyses indicate the average 
circulating testosterone level decreased 
as low as in androgen deficiency; 
however, no severe side effects were re-
ported. The drug’s side effects were mild 
and included acne, fatigue, or headache. 
Although five participants reported 
mildly reduced sex drive, and two 
men reported mild erectile dysfunc-
tion, there was no reported decrease in 
sexual activity. None of the participants 
stopped taking the active drug because 
of side effects.1

EXECUTIVE SUMMARY

Early studies of a potential male contraceptive pill, which contains a 

modified testosterone that has the combined actions of an androgen and 

a progesterone, are underway. The experimental male oral contraceptive, 

known as 11-beta-methyl-19-nortestosterone dodecylcarbonate, or 11-beta-

MNTDC, was the subject of a recent study to analyze its safety, tolerability, 

pharmacokinetics, and pharmacodynamics.

• Levels of luteinizing hormone and follicle-stimulating hormone, required for 

sperm production, dropped greatly when the study drug was used, compared 

to placebo. The drug’s effects were reversible after stopping treatment, 

analyses indicate.

• Researchers also are investigating an oral form of dimethandrolone 

undecanoate. In early research, investigators found that doses of 200 mg 

or less markedly suppressed serum testosterone, luteinizing hormone, and 

follicle-stimulating hormone.
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“Our results suggest that this pill, 
which combines two hormonal activi-
ties in one, will decrease sperm pro-
duction while preserving libido,” says 
study co-senior investigator, Christina 
Wang, MD. Wang is the associate 
director of the UCLA Clinical and 
Translational Science Institute at Los 
Angeles Biomedical Research Institute 
at Harbor-UCLA Medical Center.

Effects from low testosterone levels 
were minimal, notes co-senior inves-
tigator, Stephanie Page, MD, PhD, 
professor of medicine at the University 
of Washington. Although the study 
drug can mimic testosterone through 
the rest of the body, the concentration 
in the testes is not high enough to sup-
port sperm production, Page said in a 
press statement.

Researchers reported that levels of 
luteinizing hormone and follicle- 
stimulating hormone, which are 
required for sperm production, de-
creased significantly when the study 
drug was used compared to placebo. 
The drug’s effects were reversible after 
treatment stopped, analyses indicate.1

Since 11-beta-MNTDC would 
require at least three 60- to 90-day 
periods to affect sperm production, 28 
days of treatment is too little time to 
observe optimal sperm suppression, said 
Wang in a press statement. Researchers 
plan longer studies. If research indicates 
effectiveness, testing will move forward 
in sexually active couples.

Other Options  

in the Pipeline

Scientists at the two research 
centers are proceeding with other 
potential male contraceptive options. 
One approach focuses on an oral form 
of dimethandrolone undecanoate 
(DMAU). In early research, doses of 
200 mg or less were found to markedly 
suppress serum testosterone,  

luteinizing hormone, and follicle- 
stimulating hormone.2

“The goal is to find the compound 
that has the fewest side effects and is 
the most effective,” notes Page. “We are 
developing two oral drugs in parallel in 
an attempt to move the field forward.”

Further along in the research pipe-
line is a potential male contraceptive 
in gel form, supported by the National 
Institute of Child Health and Human 
Development (NICHD) and the Popu-
lation Council. The gel, which contains 
testosterone and a progestin compound 
known as segesterone acetate (Nesto-
rone), is applied to the back and shoul-
ders and absorbed through the skin. The 
progestin reduces sperm production to 
low or nonexistent levels by blocking 
natural testosterone production in the 
testes. The replacement testosterone 
maintains functions, including normal 
sex drive, that depend on adequate blood 
levels of the hormone. 

Scientists at Los Angeles BioMed 
Research Institute at Harbor-UCLA 
Medical Center and the University of 
Washington will coordinate research 
from seven other clinical centers. The 
Phase II study, now in the enrollment 
phase, will last 24 months and involve 
450 men. The endpoint will be contra-
ception efficacy in the female partner.

Men who enroll in the study will 
use the study gel daily for four to 
12 weeks to determine participants’ 
tolerance of the formulation and to 
ensure that they encounter no unac-
ceptable side effects. If the sperm 
levels have not decreased adequately, 
participants will continue using the 
gel for up to 16 weeks. Once partici-
pants’ sperm levels are sufficient for 
contraception, the participants will 
move to the efficacy phase, which is 
designed to study the formulation’s 
contraceptive effectiveness. This phase 
will last 52 weeks and calls for couples 
to rely solely on the male partner’s 
application of the gel for pregnancy 

prevention. Men will remain in the 
study for observation for 24 weeks 
after they discontinue use of the gel.

The time for a male contraceptive 
is long overdue. Results of a 2005 
international survey indicate that a 
large percentage of men are inter-
ested in trying new reversible forms 
of male contraception.3 According 
to recent data, nearly 60% of un-
married men ages 15-44 relied on a 
condom, vasectomy, or withdrawal at 
last intercourse.4 

“Many women cannot use hor-
monal contraception and male con-
traceptive methods are limited to va-
sectomy and condoms,” says Diana 
Blithe, PhD, chief of the NICHD 
Contraceptive Development Pro-
gram. “A safe, highly effective and 
reversible method of male contracep-
tion would fill an important public 
health need.”  

REFERENCES
1. Yuen F, Thirumalai A, Pham C, et al. 

The novel androgen 11β-methyl-19-

nortestosterone dodecylcarbonate 

(11β-MNTDC) effectively suppresses 

gonadotropins and testosterone in 

healthy men: A potential oral male 

hormonal contraceptive. Presented at 

ENDO 2019: New Orleans; March 2019.

2. Thirumalai A, Ceponis J, Amory 

JK, et al. Effects of 28 days of oral 

dimethandrolone undecanoate in 

healthy men: A prototype male pill.  

J Clin Endocrinol Metab 2019;104: 

423-432.

3. Heinemann K, Saad F, Wiesemes M, 

et al. Attitudes toward male fertility 

control: Results of a multinational 

survey on four continents. Hum 

Reprod 2005;20:549-556.

4. Daniels K, Abma JC. Unmarried men’s 

contraceptive use at recent sexual 

intercourse: United States, 2011-2015. 

NCHS Data Brief 2017;(284):1-8.



66   |   CONTRACEPTIVE TECHNOLOGY UPDATE® / June 2019 CONTRACEPTIVE TECHNOLOGY UPDATE® / June 2019   |   67

Examining Immune Treatment for Cervical  
Pre-Cancers

R esearchers are moving ahead 
with studies of a potential 

immunotherapeutic, nonsurgical 
approach to treating cervical 
intraepithelial neoplasia (CIN) caused 
by human papillomavirus (HPV) 
infection.1

The third most common cancer 
in women, cervical cancer is caused 
primarily by persistent infection with 
high-risk HPV, in which individu-
als fail to mount a sufficient immune 
response to the virus.2 There are very 
few products trying to cure women 
who already have an HPV infection, 
notes Diane Harper, MD, MPH, 
MS, professor of family medicine and 
obstetrics and gynecology at Michigan 
Medicine. Prophylactic HPV vac-
cines are used to generate antibodies 
to neutralize viral particles, while 
therapeutic HPV vaccines stimulate 
cell-mediated immune responses to 
target and kill infected cells. Clini-
cians are familiar with prophylactic 
HPV vaccines. Routine immunization 
is recommended for girls and boys 
at age 11 or 12, and the series can be 
started at age 9. Immunization also 

is recommended through age 26 for 
females and through age 21 for males. 
Males 22-26 years of age also may be 
immunized.3 Although the Food and 
Drug Administration has approved the 
use of the nine-valent HPV vaccine in 
women and men ages 27-45, the Ad-
visory Committee on Immunization 
Practices is reviewing further informa-
tion and moving toward a potential 
vote on the matter.

In results of a recent study con-
ducted by Harper and associates, 
women who received a potential vac-
cine, known as tipapkinogen sovacivec, 
were more than twice as likely as those 
who received placebo to see their CIN 
eliminated regardless of the type of 
HPV infection.

“It’s very exciting. This is the first 
time we’ve seen something with this 
success rate that is relatively easy to 
implement,” said Harper in a press 
statement.

Focus on Research

In the current study, scientists 
enrolled 192 women diagnosed with 

CIN2 or CIN3; 129 were selected 
randomly to receive the vaccine, while 
63 were assigned a placebo. Study 
participants received a total of three 
shots in the thigh, which were given 
once per week for three weeks. After 
six months, participants received 
treatment with standard surgical 
procedures for CIN 2/3, with exami-
nation performed on the removed 
tissue.

Complete resolution was signifi-
cantly higher in the vaccine group 
than in the placebo group for CIN 
2/3, regardless of which of the 13 
high-risk HPV types was assayed 
(24% vs. 10%, P < 0.05). Figures also 
were higher for complete resolution 
for women with CIN 3, regardless 
of high-risk HPV type (21% vs. 0%, 
P < 0.01). Researchers followed the 
participants for another two and a 
half years after surgery, with results 
indicating that more women in the 
vaccine group remained completely 
clear of HPV. Scientists noted that 
the vaccine was tolerated well, with 
injection site reactions being the most 
common reported adverse events.1

Stopping the Infection

High-grade cervical intraepithelial 
neoplasia (CIN 3) has an incidence of 
about one to two per 10 females with 
low-grade CIN. Without treatment, 
progression to cervical cancer occurs 
in about one-third of cases.4 Current 
treatment for CIN 2 and 3 may in-
clude laser therapy, cryotherapy, loop 
electrosurgical procedure (LEEP), 
or cone biopsy to remove or destroy 
the abnormal tissue. Such treatments 
may lead to scarring and a shortened 
cervix, which can cause problems  

EXECUTIVE SUMMARY

Researchers are moving ahead with studies of a potential immunotherapeutic, 

nonsurgical approach to treating cervical intraepithelial neoplasia caused by 

human papillomavirus infection (HPV).

• Cervical cancer is caused primarily by persistent infection with high-risk HPV 

in which individuals fail to mount a sufficient immune response against the 

virus.

• Prophylactic HPV vaccines are used to generate antibodies to neutralize viral 

particles, while therapeutic HPV vaccines stimulate cell-mediated immune 

responses to target and kill infected cells.

• Current treatment for cervical intraepithelial neoplasia may lead to scarring 

and a shortened cervix, which can cause problems during childbirth and lead 

to increased risk of cesarean section.
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during childbirth and lead to in-
creased risk of cesarean section. In 
addition, women who undergo this 
procedure have a very high risk of 
developing cervical cancer over the 
next 20 years if they do not continue 
to be screened.

“The surgical procedure removes 
all the tissue that is headed towards 
cancer, but it doesn’t remove all the 
HPV,” says Harper, who also serves 
as a member of the University of 
Michigan Rogel Cancer Center and 
senior associate director of the Michi-
gan Institute for Clinical and Health 
Research.

In the current study, researchers 
found that the tipapkinogen sovacivec 
vaccine not only eliminated the le-
sions, but also eliminated the HPV 
infection.  
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Report Highlights Need for New STI Prevention, 
Treatment Options

S erious gaps exist in the 
research pipeline regarding 

the development of prevention 
and treatment options for sexually 
transmitted infections (STIs) such as 
gonorrhea, chlamydia, and syphilis, 
according to a new report.1

“Despite a few promising advance-
ments, STI research is nowhere near 
where it needs to be,” says Jeremiah 
Johnson, MPH, HIV project director 
with Treatment Action Group and lead 

author of the current paper. “I hope 
this report is an eye-opener for people 
working not just on STI prevention, 
but also other areas of sexual health.”

In 2017, a total of 30,644 cases 
of primary and secondary syphilis 
were reported in the United States, 
a 10.5% jump from 2016 figures. A 
total of 555,608 cases of gonorrhea 
were reported in 2017, representing an 
increase of 18.6% since 2016. More 
than 1.7 million cases of chlamydia 

were diagnosed in 2017, with 45% of 
cases found among young females 15 
to 24 years of age.2

The new report highlights the need 
for increased STI prevention, treat-
ment, and diagnostics, says Barbara 
Van Der Pol, PhD, MPH, president 
of the American Sexually Transmit-
ted Diseases Association, and associ-
ate professor in the Department of 
Infectious Diseases at the University of 
Alabama at Birmingham.

“We have made important strides 
in the STI research field, but nowhere 
near enough to keep up with the scope 
of the STI crisis here and around the 
globe,” said Van der Pol in a press 
statement.

Could Vaccines Offer  

an Answer?

In 2018, the National Institutes 
of Health made a significant new 
investment in gonorrhea, chlamydia, 
and syphilis vaccine research. The 

EXECUTIVE SUMMARY

According to a new report, serious gaps exist in the research pipeline 

regarding the development of prevention and treatment options for sexually 

transmitted infections such as gonorrhea, chlamydia, and syphilis.

• In 2018, the National Institutes of Health made a significant new investment 

in gonorrhea, chlamydia, and syphilis vaccine research. The funding 

opportunity, which will invest $9 million in FY 2019, is scheduled to endow 

three to five awards. Although the sum is significant, vaccine development 

will require even more funding, the report states.

• Infrastructure for the delivery of sexual health services remains highly 

underfunded in the United States, the report notes. Declining funding for 

sexual health clinics must be addressed.
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funding opportunity, which will in-
vest $9 million in FY 2019, is sched-
uled to endow three to five awards. 
Although the sum is significant, 
vaccine development will require 
even more funding, the report states. 
Commercial vaccine producers will 
be unlikely to commit to funding 
such products unless there is some 
certainty of vaccine safety, as well as 
the potential of an established mar-
ket, according to the report.1

In the case of gonorrhea, Oregon 
State University researchers have made 
progress in narrowing down targets for 
a potential vaccine. Scientists recently 
completed proteomic profiling on all 
the proteins produced by 15 gonorrhea 
strains. Among the isolates were World 
Health Organization-maintained 
reference strains that show all known 
profiles of gonococcal antimicrobial 
resistance.3 Nine new potential vaccine 
candidates were identified as a result of 
the research. 

Investigators are looking at multiple 
paths for a potential chlamydia vac-
cine. McMaster University scientists 
in Ontario recently published research 
indicating that a novel chlamydial 
antigen known as BD584 may serve 
as a potential candidate. Data indicate 
that administering BD584 through the 
nose reduced chlamydial shedding by 
95%.4

Recent efforts to map all proteins 
produced by syphilis and identify 
vaccine targets have brightened the 
outlook for vaccine development.  

According to research published by 
University of Connecticut scientists, 
outer membrane proteins have been 
identified. Collaboration with re-
searchers at the University of North 
Carolina is underway to determine 
whether the identified strains are simi-
lar to strains in Malawi and China.5

Time to Rework  

the Infrastructure

Infrastructure for the delivery of 
sexual health services remains highly 
underfunded in the United States, the 
report states. Declining funding for 
sexual health clinics must be addressed.

Most local health departments par-
ticipating in a 2017 survey reported 
stagnant or declining funds for HIV, 
STI, and viral hepatitis services. Local 
departments that reported fund-
ing cuts indicated that subsequent 
reduced services were most likely to 
affect disease surveillance and STI 
partner services, as well as HIV test-
ing and hepatitis B vaccination. Al-
most half (43%) reported reductions 
in HIV, STI, and/or viral hepatitis 
program staffing levels. The greatest 
loss in staffing was in public health 
nurses.6

“Now is the time to increase fund-
ing at the National Institutes of Health 
for major new STI research initiatives,” 
states David Harvey, MSW, executive 
director for the National Coalition of 
STD Directors.  
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An essential part of delivering  
 critical preventive services 

to youth includes discussing 
confidentiality and private time 
(without a parent in the room) between 
adolescents and young adults (AYA) 
and their healthcare provider to build 
trust and promote optimal health 
and well-being. Previous research has 
shown that without the assurance of 
confidentiality and private time, AYA 
are more likely to forego care, are less 
willing to discuss potentially sensitive 
topics, or may not seek care altogether.1 
This is especially true for vulnerable 
populations who may be engaging in 
substance use or experiencing sexual or 
physical abuse, psychological distress, or 
suicidal ideation.

Disparities also exist in access and 
preventive care utilization by youth 
of color, LGBTQ and gender diverse 
youth, immigrants, and non-citizen 
adolescents and young adults. A recent 
examination of 4,760 adolescents and 

emerging adults from a nationally rep-
resentative sample demonstrated that 
citizenship was associated with twice 
the likelihood of having a routine place 
to access care and double the odds of 
seeing a mental health professional in 
the past year compared to non-citizen 
AYA.2 These findings are especially 
troubling in the context of the cur-
rent social and political debate around 
immigration reform, family separation, 
and access to public benefits.

The U.S. Preventive Services Task 
Force and Bright Future Guidelines 
recommend preventive services, and 
yet the majority of AYA in the United 
States do not receive this critical care. 
Even fewer receive private, confiden-
tial time and discussions with their 
healthcare provider.3 In response, the 
Adolescent Health Consortium of four 
national medical societies (the Society 
for Adolescent Health and Medicine, 
the American Academy of Pediatrics, 
the American Academy of Family 
Physicians, and the American College 
of Obstetricians and Gynecologists) 
formed to collaborate on this impor-
tant topic. Their formative research, 
discussed below, sheds light on some 
of the experiences and attitudes held 
by AYA, parents, and providers. 

Do All Adolescents 

Receive Private Time?

In 2016, a survey of a nationally 
representative sample of 1,918 adoles-
cents and young adults was conducted 
to define the factors associated with 
AYA experiences of private time and 
confidentiality discussions, as well 

as the effect of these experiences on 
improving critical preventive services 
delivery.1 For males, older age strongly 
predicted receipt of private time, while 
for females, independent predictors in-
cluded older age, other or mixed race, 
higher family income, and ever having 
sex. Males also were significantly less 
likely to report ever having received 
private time with their provider (49%) 
and discussing confidentiality (44%) 
compared to females. Data indicate 
that males often receive less support 
for seeking sexual and reproduc-
tive health information and services, 
although they report higher rates 
of sexual risk behaviors and would 
benefit greatly from being included in 
these conversations.4 It also would be 
valuable and informative to include 
in future research the experiences of 
gender-diverse youth, as one may 
hypothesize there would be significant 
differences based on existing discrimi-
nation, stigma, and bias.  

AYA who received private time 
with a provider and talked about 
confidentiality reported more positive 
attitudes toward their providers. They 
also were more willing and comfort-
able talking about sensitive subjects, 
which could enhance adolescents’ 
likelihood of receiving care. Increased 
comfort and trust with a healthcare 
provider also may enhance feelings of 
autonomy and empowerment criti-
cal to having difficult conversations, 
advocating for themselves, and feeling 
better prepared during the transi-
tion to adult healthcare. Only 43% 
of youth ages 15-18 and two-thirds 
of young adults ages 19-26 reported 
ever having private time with their 
healthcare provider. Adolescent and 
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young adult females were more likely 
to report receiving private time if 
their regular provider also was female, 
which may imply that young people 
are more comfortable with a same-
gender healthcare provider, or that 
parents are comfortable leaving youth 
alone with a provider of the same 
gender.1

Confidentiality  

Is Important

Recent research indicates that ado-
lescents and parents often agree about 
the importance of confidentiality and 
private time with healthcare provid-
ers, but both believe this should 
begin at an older age (18 years) than 
the professional recommendation of 
13 years.3 In the current era of the 
#MeToo movement, concerns about 
private time with healthcare providers 
may be even more prevalent among 
parents and adolescents as accounts of 
healthcare provider sexual abuse are 
being exposed. Additionally, U.S. his-
tory of medical abuse, coercion, and 
discrimination among people of color 
may contribute to justifiable mistrust 
and hesitation by parents and AYA 
around confidentiality and private 
time with healthcare providers. 
Privacy and confidentiality concerns 
should be validated and addressed by 
healthcare providers as they work to-
gether in partnership with the parents 
to align themselves with adolescents’ 
and young adults’ goals for optimal 
health and well-being.5  

These collective findings signify 
the need for providing universal, 
standardized education to healthcare 
providers, adolescents, and parents 
about the importance of private time 
and discussions of confidentiality.6 
Healthcare providers must acknowl-
edge that all AYA have intersec-
tional lives, and they arrive at their 

healthcare visits as individuals from 
diverse backgrounds and experiences. 
Their identities and development are 
affected by social determinants of 
health, such as housing, education, 
and family stability, as well as struc-
tural inequities within the United 
States such as racism, gender identity 
discrimination, and poverty. When 
parents, providers, and young people 
work in partnership based on shared 
understanding, trust, respect, and 
communication, this triadic relation-
ship has the best chance of achieving 
optimal health outcomes, equity, and 
justice. (See Resources.)  
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RESOURCES

• For providers, parents, and adolescents: Get medically accurate, age-

appropriate, affirming, and honest sex education through digital media: 

https://amaze.org/ 

• For providers: Physicians for Reproductive Health Adolescent and 

Reproductive Sexual Health Education Program offers evidence, case-based 

modules, and patient videos on confidentiality, LGBTQ youth, and adolescent-

friendly services: https://bit.ly/2Pl4pwH

• For providers: Look at the Bright Futures web site for a compilation of 

current forms and materials on preventive health supervision and health 

screening for adolescents: https://bit.ly/2sGuufY

https://amaze.org/
https://bit.ly/2Pl4pwH
https://bit.ly/2sGuufY
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1. Approximately how many U.S. 

women experience completed 

or attempted rape in their 

lifetime?

a. One in three

b. One in four

c. One in five

d. One in 10

2. What is the daily drug dosage 

of the Xulane contraceptive 

patch?

a. 150 mcg of norelgestromin and 

35 mcg of ethinyl estradiol 

b. 200 mcg of norelgestromin and 

30 mcg of ethinyl estradiol

c. 250 mcg of norelgestromin and 

25 mcg of ethinyl estradiol

d. 300 mcg of norelgestromin and 

20 mcg of ethinyl estradiol

3. Which two hormones 

are necessary for sperm 

production?

a. Epinephrine and follicle-

stimulating hormone

b. Luteinizing hormone and 

follicle-stimulating hormone 

c. Ghrelin and follicle-stimulating 

hormone

d. Luteinizing hormone and 

orexin

4. Of the following, which is 

the most effective treatment 

for cervical intraepithelial 

neoplasia?

a. Imiquimod

b. Podofilox

c. Podopyllin resin

d. Cryotherapy 
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2.  describe how those issues affect services and patient care;

3.  integrate practical solutions to problems and information into daily practices, according 
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4.  provide practical information that is evidence-based to help clinicians deliver 
contraceptives sensitively and effectively.
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