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ALTHOUGH 
REPRODUCTIVE 

HEALTH 
PROVIDERS 

FOUND NEW 
WAYS TO 

MAINTAIN 
ACCESS TO 

SERVICES, THERE 
WAS A DEFINITE 

EFFECT ON 
ACCESS FOR 

MANY PATIENTS.

Pandemic Affected Family 
Planning, Abortions,  
Contraceptive Counseling
Sixteen percent of physicians discontinued LARC placement

New research highlights the chal-
lenges many reproductive health 
providers and family planning 

clinics faced dur-
ing the COVID-19 
pandemic. These 
include discontinua-
tion of services, such 
as placing long-acting 
reversible contracep-
tion (LARC) and 
prescribing emergen-
cy contraceptive pills 
in advance.1

Abortion care 
also was affected. 
“We saw a dramatic 
increase in people 
seeking no-
test medication 
abortion,” says 
Karen Meckstroth, 
MD, MPH, medical 
director of University of California, 

San Francisco (UCSF) Family Planning 
and clinical professor of obstetrics, 
gynecology, and reproductive sciences. 

Meckstroth answered 
questions via email. 
“At UCSF, we were 
not able to mail the 
medications, so it still 
required that patients 
stopped by or drove 
by to see the clinician 
in person, briefly, 
when they would 
get medications and 
sign the consent. 
Still, many people 
preferred this to 
coming into the 
clinic.”

There was a brief 
period in 2020 

when providers 
were permitted to mail 

abortion pills directly to patients, since 
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THE TRUSTED SOURCE FOR CONTRACEPTIVE AND STI NEWS AND RESEARCH SINCE 1980

EXECUTIVE SUMMARY

Reproductive health providers handled many challenges during the 

COVID-19 pandemic, including maintaining access to contraceptives .

• Some clinics discontinued or reduced services for placing long-acting 

reversible contraception and also stopped prescribing emergency 

contraceptive pills in advance, but telehealth increased .

• Abortion providers could briefly mail abortion pills directly to patients, 

but the U .S . Supreme Court stopped that expansion to abortion access in 

January .

• In March 2021, the Food and Drug Administration allowed mailing of 

abortion pills to patients, restarting the telehealth medication abortion 

program .

the pandemic reduced access to in-
person medication abortion services. 
This ended in January with a U.S. 
Supreme Court decision. Then, 
when President Biden took office, 
the Food and Drug Administration 
(FDA) decided in March to resume 
mailing of medication abortion pills, 
says Ushma Upadhyay, PhD, MPH, 
associate professor in residence at 
UCSF.

“With the COVID pandemic 
and changes that the FDA began to 
allow providers to mail abortion pills 
directly to patients or to use mail 
order to send abortion pills, it was a 
great opportunity to jump in there 
and evaluate the service,” Upadhyay 
says. “We thought it was important 
to document outcomes during 
this window of opportunity that 
could inform subsequent decisions 
on whether the change should be 
permanent.”

Upadhyay and colleagues 
collected data on 141 patients and 
outcomes on 120 from October 
2020 to January 2021.2

“We are collecting data again 
because they restarted in March, 
and we started our data collection in 
April 2021,” she says.

Investigators found that 95% of 
telehealth medication abortions were 

successful with no complications. 
“That was consistent with in-clinic 
care,” Upadhyay adds. “We saw the 
same rates as we see where people go 
in to pick up their medication.”

The results also showed that 
providing medication abortion 
without an ultrasound was helpful. 
“It has helped many providers 
think about how we can provide 
person-centered care rather than 
recommending the same evaluation 
for all patients,” Meckstroth says. 
“I’m glad we were able to obtain 
some preliminary evidence on the 
safety and efficacy of telehealth 
abortion with an asynchronous, 
mailing model. It’s encouraging that 
this appears to be a safe option for 
people who qualify by their history 
and symptoms. I hope to be able to 
offer this at UCSF.”

Although reproductive health 
providers found new ways to 
maintain access to services, there 
was a definite effect on access for 
many patients. The results of a survey 
conducted between September and 
October 2020 revealed that one-
fifth of physicians who provided 
reproductive health services before 
the pandemic discontinued them 
during the pandemic. Twenty percent 
stopped reminding patients about 
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contraception injections or LARC 
removal or placement. LARC removal 
as a service was discontinued by 
17% of those surveyed, and 16% 
discontinued LARC placement. Also, 
18% stopped prescribing emergency 
contraceptive pills in advance.1

Investigators also found that the 
pandemic ushered in new reproduc-
tive health services, such as telehealth 
for contraception initiation — re-
ported by 43% of respondents. Forty-
eight percent started telehealth for 
contraception continuation services.

“We used survey data from 
1,063 physicians who provided 
family planning services just before 
the pandemic to compare reported 
changes in family planning-related 
clinical services and healthcare 
delivery strategies before and during 
the pandemic,” says Lauren B. 
Zapata, PhD, MSPH, epidemiologist 
with the Centers for Disease Control 
and Prevention (CDC). Zapata also is 
a research scientist in the division of 
reproductive health with the CDC’s 
National Center for Chronic Disease 
Prevention and Health Promotion. 
Zapata answered questions via email.

Surveyed physicians reported 
significant changes in the provision 
of family planning-related clini-
cal services and healthcare delivery 
tactics. Compared with the period 
just before the COVID-19 pandemic, 
many physicians discontinued services 
during the pandemic. Survey data 
did not capture reasons why certain 
services were discontinued. But there 
were some differences in discontinua-
tion of services and tactics by type of 
physician.

“For example, discontinuation 
of LARC placement and LARC 
removal services differed significantly 
by physician type,” Zapata adds. The 
highest discontinuation of LARC 
services was among pediatricians, and 
the lowest was among OB/GYNs.

The highest discontinuation of 
emergency contraception was among 
primary care providers. The lowest 
was among pediatricians.

“One promising finding from 
this analysis was the use of telehealth 
for contraception care in accordance 
with recommendations to offer tele-
health services during the pandemic,” 
Zapata explains. “More than half 
of the physicians surveyed reported 
providing telehealth for both contra-
ception initiation and continuation 
at some point during the pandemic, 
reflecting significant increases com-
pared with just before the pandemic.”

When providers implement 
healthcare service delivery methods 
that reduce the need for in-person 
visits, such as telehealth, it can 
decrease disruptions in care.

“We also found that many 
practices [that were] not providing 
certain services or strategies just 
before the pandemic initiated those 
services during the pandemic, like 
telehealth services for contraception 
and renewing contraception 
prescriptions without requiring an 
office visit,” Zapata says.

Implementing remote healthcare 
service delivery techniques can 
reduce the need for in-person visits 
and decrease disruptions in care.1

The pandemic fostered innovation 
among abortion providers as well.

“This COVID [pandemic] 
provided an opportunity to test a 
new service delivery method that 
some patients prefer because it works 
in their lives, and they didn’t have to 
risk COVID infection,” Upadhyay 
says.

Researchers found that abortion 
providers changed their protocols 
in response to the pandemic. 
Abortion clinics provided more 
telehealth services, including pre-
abortion counseling on the phone or 
videoconferencing, and text message 

or phone follow-up, Upadhyay 
explains.

“Healthcare delivery strategies 
that reduce the need for in-person 
visits can limit disruptions in 
family planning care,” Zapata says. 
“Strategies that were increasingly 
employed or implemented during 
the pandemic included telehealth 
for contraception care, acceptance of 
self-report of blood pressure during 
telehealth visits for contraception, 
renewal of contraception prescriptions 
without requiring an office visit, and 
allowing curbside pickup or mail 
delivery of contraception. The survey 
did not address provider comfort 
with implementing these healthcare 
delivery strategies.”

While some family planning-
related healthcare delivery strategies 
could reduce the need for in-person 
visits, Zapata and colleagues observed 
no significant changes for the 
following:

• supporting self-administration 
of subcutaneous injectable 
contraception;

• counseling on extending use of 
LARC beyond their FDA-approved 
duration;

• providing or prescribing 
emergency contraceptive pills in 
advance;

• providing or prescribing a year’s 
worth of oral contraceptives;

• sending patients reminders 
about contraceptive injections or 
LARC removal or replacement.

The study results confirm what 
family planning providers said in 
2020 about the disruption in services 
and increases in telehealth for 
contraceptive care.

“We know that discontinuing 
key family planning services during 
the COVID-19 pandemic may limit 
access to contraception and impede 
reproductive autonomy, or the ability 
to decide and control contraceptive 
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use, pregnancy, and childbearing,” 
Zapata says. “It is critical that access 
to family planning services remains 
available while keeping healthcare 
providers and their patients safe.”

It helps to prevent service dis-
ruption when providers implement 
healthcare service delivery methods 
such as telehealth for contraception, 
curbside pickup or mail delivery of 
contraception, providing or prescrib-
ing emergency contraceptive pills in 
advance, or providing or prescribing a 
year’s worth of contraception.

“Healthcare providers and public 
health professionals should be 
aware that resources exist to ensure 
continued access to contraception 
during the COVID-19 pandemic,” 
Zapata says.

Delays in contraceptive care and 
abortion care can have significant 
consequences for patients.

“I regularly see patients with 
unplanned pregnancies who have 
stories of not being able to obtain 
their contraception, the pharmacy not 
filling their prescription as expected,” 
Meckstroth explains.

Patients say they became pregnant 
while waiting for a visit to place 
an IUD. Others say they were told 
they should stop their contraceptive 
method, but were not offered an 
alternative. “All of these increased 
during COVID. I think COVID 
has reinforced the importance 
of removing structural barriers 
to obtaining contraception and 
abortion,” Meckstroth says.

Barriers include only providing 
one month of birth control pills at a 
time, requiring clinic visits that are 
unrelated to their contraceptive care, 
or requiring a subsequent visit for an 
implant or IUD.

“All of these became 10 times 
more challenging for patients during 
COVID,” Meckstroth says. “The 
increase in telehealth during COVID 
will continue to provide more options 
for patients.”  n
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Contraceptive Counseling Lacking  
in Southern Clinics, New Study Shows

Only one in 10 patients who 
received a recent positive preg-

nancy test reported their reproductive 
health provider discussed all preg-
nancy options at clinics in a Southern 
publicly funded family planning 
system, researchers noted.1

The patients whose providers 
mentioned all pregnancy options were 
more likely to rate their counseling 
as excellent on all items, compared 
with patients who did not receive 
information on all options.

“Our objective was to estimate the 
association between having providers 
discuss all pregnancy options, includ-
ing abortion, adoption, and parenting, 
and the patient-reported experience 
with how the counseling session was,” 
says Katherine Ahrens, PhD, MPH, 
assistant research professor with the 

Muskie School of Public Service at the 
University of Southern Maine.

The researchers found that discus-
sion of all options during pregnancy 
counseling was associated with a more 
positive patient experience.

“This was done in the U.S. South, 
an area of the country where they 
might have a particular reluctance to 
talk about abortion, sometimes,” she 
says. “Even in areas where abortion 
might be stigmatized, we found that 
people had a better experience if 
their provider discussed all pregnancy 
options, including abortion.”

The findings might surprise some 
healthcare providers who worry that 
patients could be offended if they 
mention abortion or adoption.

“When we looked at these groups 
separately — the women who 

were planning to have an abortion 
and those who were planning on 
continuing pregnancy, including 
adoption — each of those groups 
overall reported better experience with 
counseling when all three options 
were discussed,” Ahrens explains.

“We felt this was an important 
finding to share because in the South-
ern United States, where our work at 
Provide is focused, many of the pro-
viders we train tell us that they only 
refer for prenatal care, or that they’ll 
only offer information about abor-
tion or adoption if the client expresses 
despair about the pregnancy,” says 
Kristin Nobel, MPH, senior director 
of evaluation at Provide Inc. in Round 
Rock, TX. “Many are afraid they’ll 
offend their clients if they mention 
other options. But in our study, which 
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was conducted in the deep South, 
clients were more satisfied when their 
provider offered them all their options 
— particularly when the providers 
were trained to do this in a way that 
was professional and supportive.”

In a separate project, researchers 
conducted 37 interviews of women. 
Clients told the researchers that they 
viewed providers as more professional 
and competent when they offered all 
options in an unbiased, respectful, and 
nonjudgmental way, Nobel says.

“One point we feel is important 
to get across is that because there is 
cultural stigma around deciding not 
to parent, clients are often afraid to 
mention to their provider that they’re 
considering alternatives,” Nobel 
explains. “They’re usually willing 
to forgo information about these 
alternatives in order to avoid being 
judged by their provider.”

When providers mention abortion 
and adoption as options, it takes the 
burden of potential stigma off the 
shoulders of the patient. “It allows 
for a much more honest and effective 
conversation that will help the client 
access the care and support services 
they actually want and need,” Nobel 
explains. “That’s what we found in our 
study.”

Patients’ hesitancy to mention 
abortion or adoption can give 
providers the impression that their 

patients are not interested in or do not 
want to discuss these options.

“Despite the fact that about one 
in five pregnancies ends in abortion 
— even in red states and rural areas 
— providers will say, ‘That’s not an 
option my clients are interested in,’” 
Nobel says.

Study findings show that providers 
can give their patients a better experi-
ence by discussing all three options, 
Ahrens says. Researchers also found 
that providers who had been recently 
trained on options counseling were 
more likely to discuss all three preg-
nancy options.

“There are resources available to 
help train your staff to do options 
counseling in a way that is without 
bias or judgment,” Ahrens says.

Among the people whose providers 
did not discuss all three options, 11% 
indicated in a post-visit survey that 
they were leaving with an unmet need 
for abortion referral.

“There will always be some clients 
who just don’t feel comfortable 
disclosing an interest in abortion or 
adoption to their provider,” Nobel 
adds. “But the percentage of clients 
leaving without the information they 
need can be reduced dramatically 
through client-centered counseling 
and quality referrals.”

The study used 19 patient-reported 
experience rating items, including:

• Gave me the right amount of 
help;

• Answered all my questions;
• Did not make me feel ashamed;
• Showed me care and compassion;
• Made sure I had privacy.1

In each of the items, the patients 
who reported that their provider 
discussed all pregnancy options rated 
the item higher than those who said 
their provider did not discuss all 
pregnancy options.

“The patient experience is assessing 
how much patient-centered care was 
provided,” Ahrens says.

“Rather than taking a highly 
customized approach, which can be 
subject to stigma and misunderstand-
ings, offering all options every time 
helps ensure that all clients have an 
opportunity to receive the information 
they are seeking,” Nobel says. “My 
hope is that this study will reassure 
providers that most, if not all, clients 
will ultimately be happier with their 
experience if they’re offered all their 
options without bias or judgment.”  n
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Researchers Make Case for Same-Day  
LARC Access

In recent years, studies have 
shown the benefits of same-day 

contraception access. But practice has 
not always caught up with research.1

“All research is showing the 
benefits of having all options for 
women,” says Tracey A. Wilkinson, 

MD, MPH, assistant professor of 
pediatrics at Indiana University 
School of Medicine. The standard 
practice was for women to return 
for their contraceptive method — 
particularly for long-acting reversible 
contraceptives (LARCs), she says.

Investigators wanted to find out 
how successful providers were at 
getting patients to return for their 
chosen contraceptive.

“That’s where the study design 
came from, and it was much more 
complicated than we thought,” 
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Wilkinson says. “While over half of 
people did get the desired form of 
contraception eventually, the amount 
of work and referral to get it done was 
not an easy lift.”

Women face additional costs 
and logistics when providers do 
not give them access to same-day 
contraception. “It’s easy for someone 
to say, ‘This LARC device costs $900, 
and it’s too expensive to stock in our 
clinic,’” Wilkinson explains.

But it also is costly to for staff to 
conduct follow-up on referrals and to 
file insurance paperwork to see if the 
device is covered. “Each patient is a 
huge lift for our clinical system, and 
every time there’s a step, people fall 
through the cracks,” Wilkinson says.

The clinical system the researchers 
examined did not stock any LARC. 
This is a problem. But it also is 
problematic if a clinic stocks only 
certain types of LARC.

“That doesn’t put all the forms of 
contraception on the same playing 
field,” Wilkinson says. “Our job is to 
approach this from the perspective 
of a reproductive justice framework, 
where all options are there equally, 
and we let the patient decide what’s 
important to them.”

Ideally, clinics would treat 
contraceptive care like primary care, 
making an effort to have as many 
options available as possible, she says.

“Access is what we need to focus 
on,” Wilkinson says. “There are plenty 
of providers and clinics that want to 
provide contraceptives, but [barriers 
are] the logistics of insurance approval, 
stocking the device, and clinic supply 
ordering.”

Even with the Affordable Care Act 
(ACA) improving contraception access 
for many women, insurance remains 
a significant barrier. One-third of 
unsuccessful contraception referrals 
involved insurance issues, Wilkinson 
says.

“Every clinic checks the person’s 
insurance before ordering the expen-
sive device,” she explains. “We now 
have multiple versions of hormonal 
IUDs [intrauterine devices], so some-
one’s insurance may cover one type of 
IUD and not another.”

Plus, the U.S. Supreme Court 
decided a contraceptive access case in 
favor of employers, saying they do not 
have to provide contraceptive coverage 
if it goes against their moral beliefs.

“It’s not unheard of for people to 
be working at institutions that say 
they have a moral disagreement with 
contraception, and the employee may 
not know this until contraception is 
requested,” Wilkinson says. “Now, 
we have a landscape where it’s not as 
universally [true] that your insurance 
is going to cover it.”

Some healthcare facilities will 
provide contraceptive services and 
absorb the cost if insurance billing 
is unsuccessful. “Or, they may have 
figured out a way around it, but that 
takes will, motivation, commitment,” 
she adds. “You could have five or six 
people whose IUDs are not covered, 
and you’re talking about thousands of 
dollars.”

This is unaffordable for many 
healthcare organizations that serve 
a poor and uninsured population. 
“They have to keep their doors open,” 
Wilkinson says.

Data showed less-than-ideal 
outcomes for patients who had to 
return for their device when it was 
not available on the same day. “We’re 
not doing a good job of taking care 
of patients who expressed a desire for 
pregnancy prevention,” she says.

Another barrier involves low rates 
of bridge contraception. “Counseling 
on bridge contraception is very low,” 
Wilkinson adds. “We had some 
people in our cohort who came back 
for an IUD, and it turned out they 
were pregnant.”

The same people had said they did 
not want to become pregnant, but 
they walked out of their first clinic 
visit with just a referral — instead of 
a contraceptive method to bridge the 
time before they could have the IUD 
inserted.

“We found the average number of 
days between referral and placement 
is about a month,” Wilkinson says.

This barrier can be resolved easily, 
with the clinician offering the patient 
a birth control method to use until 
they return for the LARC. The clinic 
can make a follow-up call to check on 
the patient obtaining a contraceptive.

Also, clinics often do not schedule 
follow-up appointments until they 
receive insurance approval. There 
should be a tracking system in 
place to make it easier to follow 
the referrals, ensuring no one falls 
between the cracks, Wilkinson says.

“Just like I have an alert in my 
system when someone has been 
waiting for over an hour, maybe there 
could be an alert when someone has 
not been scheduled in X number of 
days,” she says. “Maybe you could 
reach out to that patient and they say, 
‘I never heard anything.’”

Or, maybe the patient decided 
against a particular contraception, 
so the provider can offer a different 
method.

“If you have a patient who says, ‘I 
don’t have a partner right now, and I 
am not having sex,’ then you could 
say, ‘Great — let me give you emer-
gency contraception or condoms, in 
case that changes,’ or ‘Here is a birth 
control patch you can use until your 
IUD is in,’” Wilkinson says.

Another barrier involves clinic 
protocols that are not evidence-based. 
“Make sure your clinic protocols are 
as up to date as the guidelines are,” 
she says. “You shouldn’t have different 
levels of care based on what clinic 
you’re at.”
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U.S. Teens Less Likely Than Peers in Norway  
to Use Hormonal Contraceptives

Teen birth rates have fallen in 
recent years, but the rate in the 

United States is higher than in other 
high-income countries, including the 
Netherlands and all Scandinavian 
countries.1

Researchers studied teens’ hormon-
al contraception use in the United 
States and Norway to see if these dif-
fered and whether they could explain 
the birth rate differences. Abortion 
rates between Norway and the United 
States are similar. About half of 
women in both nations experience 
their sexual debut before they turn 18 
years of age. But teen birth rates in 
the United States are about six times 
higher than in Norway, says Kather-
ine Ahrens, PhD, MPH, lead study 
author and assistant research professor 
at the University of Southern Maine’s 
Muskie School of Public Service.

The U.S. teen birth rate is 16.7 
births per 1,000 teens — 73% lower 
than the peak in 1991. In Norway, the 
teen birth rate is 2.8 births per 1,000 
teens.

“Why is there a difference be-
tween Norway and the U.S. in teen 
pregnancy rates?” Ahrens asks. “Is it 
because Norwegian women initiate 
hormonal contraception at an earlier 
age than U.S. women?”

This concept takes exploration 
of teenagers’ contraception use in a 
slightly different direction. Most stud-
ies look at women’s current contracep-
tion use or post-sexual debut contra-
ception use, she notes.

Ahrens and her co-author collected 
data on a cohort of women, born 
between 1989 and 1997, in Norway 
and the United States to study their 
patterns of contraception use, particu-
larly hormonal contraceptives.

“We wanted to see how these 
patterns compared between the U.S. 
and Norway because Norway had 
lower teen pregnancy rates and birth 
rates than the U.S.,” Ahrens explains. 
“We wanted to explore one aspect of 
contraception that we hadn’t explored 
before: When do teens start hormonal 
contraception?”

They found that Norwegian teens 
were more likely to have initiated 
contraception by age 19 years than 
were American teens. Among those 
born between 1995 and 1997, by age 
19, only 26% of women in Norway 
had not filled a prescription for 
hormonal contraception. By contrast, 
40.5% of U.S. women of the same 
age had not yet used a hormonal 
method.

Also, 72.8% of Norwegian 
respondents reported using the pill 
as their first hormonal method, 
while only 46.3% of the U.S. 
women reported using the pill first. 
American women were more likely 
to use the contraceptive injection, 
the contraceptive ring, and the 
intrauterine device (IUD) than were 
women in Norway.

The pill was the most common 
hormonal contraceptive used by 
women in both countries. “The 
U.S. tended to have higher uptake 
for those other methods, especially 
[injection], implants, and the IUD,” 

Protocols should address IUD 
removal as well. “If a LARC device 
is not a good fit for them, there 
should be zero barriers for removal,” 
Wilkinson says. “There’s a huge 
problem with that. As a community, 
we have to stop that immediately.”

It is important for providers to 
validate patients’ concerns, while 
also providing them with evidence-
based information and contraceptive 
counseling that mentions common 
side effects and what can be done 
about them.

“We have to start treating 
reproductive healthcare like it’s a 

guarantee for everybody — men, 
women, everybody,” Wilkinson says. 
“Why don’t we have tools to let 
people have children when they want 
them?”

There needs to be governmental 
commitment, accompanied with 
policy changes. “Reproductive 
healthcare has been politicized,” 
Wilkinson says. “Politics have come 
into science about medical care, and 
politics should stay out of science and 
medicine.”

Robert Hatcher, MD, MPH, 
chairman of the Contraceptive 
Technology Update editorial board, 

notes, “Everything we have learned 
about the delivery of contraceptive 
services suggests they should be 
available to every woman who 
wants it on the first visit after they 
have been told all the contraceptive 
options. Ideally, the cost should be 
zero.”  n
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Physician Training with IUDs Partly Affected  
by Medicaid Expansion Status

Ahrens says. “This was a descriptive 
study, so we don’t have a lot of 
explanations. The same contraceptive 
methods are available in both 
countries.”

One possible factor is the birth 
control pill is available at a subsidized 
cost in Norway. Teenagers can easily 
obtain the pill from providers, 
including nurses. Other contraceptive 
methods were added to Norway’s 
reimbursement system later, she adds.

When Ahrens and her co-author 
divided the women and their con-
traception use by year, they found 
that at age 15 years, U.S. teens were 
more likely to have started hormonal 
contraception than were Norwegian 
teens. But after age 15 years, teens 

in Norway were much more likely 
to have started to use a hormonal 
contraceptive.

Investigators did not explore 
why that difference occurred, 
but it is possible that 15-year-old 
American teens were using hormonal 
contraceptives for reasons other than 
to prevent pregnancy. “I wonder if 
there is more use in the U.S. of the 
pill or hormonal methods for non-
contraceptive purposes,” Ahrens 
explains. “It could be teens are 
initiating these methods for other 
reasons.” For example, hormonal 
contraceptives can be used to prevent 
severe menstrual symptoms.

The next phase of research is to 
find out if Norwegian teens are using 

contraceptives more consistently than 
American teens. “We know certain 
methods are more effective at pre-
venting pregnancy than are others,” 
Ahrens says. “Is Norway’s use of the 
pill a more effective method overall 
than what we’re doing in the U.S., 
which is a range of methods?”  n
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A survey of OB/GYN residents  
 revealed a significant difference 

in exposure to placement of 
intrauterine devices (IUDs) based 
on whether they were working as 
residents in states that expanded 
Medicaid vs. states that did not.1

More than 4,000 residents re-
sponded to the optional, anony-
mous survey, sent by the 2015-2016 
Council on Resident Education in 
Obstetrics and Gynecology. The 
responses revealed those who worked 
in university programs in states that 
accepted Medicaid expansion inserted 
more IUDs and received more experi-
ence with immediate postpartum IUD 
training than did those in states that 
did not expand Medicaid.

“We asked five questions about 
IUD insertion,” says Megan L. Evans, 
MD, MPH, study co-author, assistant 
professor of OB/GYN at Tufts Univer-
sity School of Medicine and associate 

director of the OB/GYN residency 
program at Tufts Medical Center in 
Boston. “We compared where resi-
dents were and whether that state had 
expanded Medicaid, and we looked at 
comparable IUD insertion rates per 
resident. The study asked residents to 
estimate how many IUDs they had 
placed at the time of residency.”

Researchers wanted to know if 
Medicaid expansion affected the 
number of IUDs placed. They found 
the effect was only for residents 
trained in university settings. Those 
trained in community programs 
saw similar IUD insertion rates for 
both Medicaid expansion and non-
expansion states.

“What’s unique is we had such a 
high response rate — 85% — which 
is hard [to achieve] in survey studies,” 
Evans says. “It was indicative of the 
resident population throughout the 
country.”

Since the survey was conducted 
in 2016, IUDs have increased in 
popularity as a contraceptive method. 
“IUDs have been on the rise for the 
last 15-plus years as a method of 
choice,” she says. “IUD insertions 
occur in a variety of locations and 
training sites, and it could be an 
outpatient clinic.”

The researchers asked about 
immediate postpartum IUD insertion 
in hospitals. “In states that expanded 
insurance, residents had higher rates 
of immediate postpartum placement 
than did residents who were not in 
expansion states,” Evans says.

The researchers did not look into 
the reasons why residents inserted 
more IUDs in Medicaid expansion 
states. “We didn’t get into that 
amount of information,” says Caitlin 
Dane, MD, MPH, OB/GYN resident 
physician at Tufts Medical Center. 
“The idea is when states accept 
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Medicaid expansion, it expands the 
patient population that has access 
to these services, and expands the 
number that residents can interact 
with in the clinic or postpartum.”

When researchers broke down 
the data to compare community 
programs in expansion states vs. 
non-expansion states, they found 
no difference in IUD insertion rates 
among residents. The difference was 
significant only among residents at 
university sites.

“We looked at general training 
across both implants and IUDs, 
broken down by region of the 
country, and we saw it was the same 
in community programs,” Evans says. 
“It could be the patient population.”

Similar to their findings with 

general IUD use, they found that 
residents in expansion states had more 
training with immediate postpartum 
insertion of IUDs in university 
programs vs. those with immediate 
postpartum IUD training in non-
expansion states.

“We were interested in the 
correlation between Medicaid 
expansion and training,” Dane says. 
“What we found was it’s possible that 
state and federal policy could impact 
training.”

States that expanded Medicaid and 
offered more access for patients would 
affect resident education because 
residents would receive more exposure 
to IUD placement, Dane adds.

The findings suggest residents’ 
IUD training in states without 

Medicaid expansion could be affected 
by that status.

“It could have potential impacts 
on patients down the line if they’re 
not getting the training in residency,” 
Evans says. “Because we care 
passionately about these issues, how 
policy impacts patient care, and how 
we practice medicine, [expanded 
Medicaid] has the potential to impact 
resident training.”  n
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Studies Show the Benefits of School-Based 
Contraceptive Counseling

The results of two recent studies 
suggest benefits for adolescents 

who receive contraceptive services 
through school-based health centers 
in Oregon. Contraceptive Technology 
Update asked lead author Emily R. 
Boniface, MPH, research associate 
in Oregon Health and Science 
University’s department of obstetrics 
and gynecology, to answer questions 
about the new research. The transcript 
has been lightly edited for length and 
clarity.

CTU: One study finding is 
that school-based health centers 
provided both more counseling 
and showed a larger increase in 
long-acting reversible contraceptive 
(LARC) provision when compared 
with community health centers 
(CHCs).1 Why might school-based 
health centers (SBHCs) have had 
better outcomes? Are SBHCs at high 
schools, colleges, or both?

Boniface: The SBHCs in our 
sample did not include any clinics 
located in colleges. Our study sample 
only included SBHC visits that served 
adolescents aged 14-19.1

Our finding that SBHCs provided 
more counseling may be a result of 
a few things. First, some SBHCs 
in Oregon are prohibited from 
dispensing contraception, so those 
counseling-only visits may be to 
provide counseling and a referral to 
another provider to get the actual 
method. Second, CHC providers 
might not bill for counseling even 
if they provide it, so it might not 
show up on the electronic health 
record. Third, it’s also possible 
that SBHCs are a more accessible 
source of contraceptive counseling 
for adolescents, considering the 
additional barriers they face to access 
care, including transportation and 
cost. Unfortunately, our electronic 

health record data only capture 
services that providers billed for, 
so we can’t definitively explain the 
difference.

The faster increase in LARC provi-
sion at SBHCs is likely due to the 
fact that SBHCs were slower to offer 
LARC methods than CHCs. LARC 
methods aren’t right for everybody, 
but as more SBHCs started to offer 
them over time, we saw more adoles-
cents choosing those methods. The 
time trends in LARC provision that 
we observed appeared to be converg-
ing, which suggests that interest in 
using those methods is fairly similar 
at both SBHCs and CHCs.

CTU: What role did Title X play 
for SBHCs?

Boniface: Title X participation 
improved access to LARC methods 
at SBHCs. To participate in Title X, 
clinics are required to offer a wide 
range of contraceptive methods on-
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Community Health Centers Rarely Offer One-Year 
Supply of Oral Contraceptives

site, so it’s not surprising that we saw 
a big difference in provision of the 
most effective methods at SBHCs 
based on Title X participation.

CTU: In the second study, you 
concluded that SBHCs play an 
important role in providing access to 
contraceptive services to adolescents.2 
What kind of reproductive health 
model do Oregon SBHCs employ, 
and how have these evolved over 
time?

Boniface: The state SBHC pro-
gram’s model is based on high-quality, 
patient-centered, and evidence-based 
reproductive healthcare, and encour-
ages on-site access to contraception as 
a clinical best practice. If an SBHC 
decides not to offer methods in the 
clinic, they are required to provide re-
ferrals to a provider who will dispense 
contraception.

Preventing adolescent pregnancy 
has always been a goal of Oregon’s 
SBHCs, from the inception of the 
program in 1985. Since that time, the 
state health authority has continued 
to expand the number of SBHCs. 
Now, there are almost 80 certified 
sites across the state.

CTU: The study shows that 
provision of intrauterine devices 
(IUDs) and implants increased almost 

fivefold at SBHCs between 2012 and 
2016.2 Did this mirror the national 
trends in greater acceptance of IUDs 
and implants, or does the increase 
suggest something particular about 
SBHCs and their contraceptive 
counseling strategies?

Boniface: The time trends in 
LARC use that we observed do mir-
ror national trends during the same 
period. These trends are likely caused 
by increased availability and endorse-
ment of LARC methods as safe and 
effective for adolescents by organiza-
tions — such as the American College 
of Obstetricians and Gynecologists 
and the American Academy of Pediat-
rics — instead of specific counseling 
strategies, which should focus on the 
patient’s needs and preferences rather 
than method effectiveness alone.

CTU: What are some advantages 
for SBHCs when they enroll in Title 
X? Is this a model that other states 
employ, or could it be duplicated 
elsewhere?

Boniface: Participating in Title X 
provides multiple advantages to both 
the clinic and its clients, including 
access to a wider range of methods 
and ongoing provider training. 
Since Title X is a federal program, 
the model could be duplicated 

in any state in the country, and 
Oregon can serve as a model for 
how Title X and SBHCs can work 
together synergistically to improve 
contraceptive services for adolescents. 
More than half of SBHCs in the 
country are not allowed to dispense 
contraception, so there is certainly 
room for expansion of this model 
nationwide.

Title X expands access to a wide 
range of methods in SBHCs and 
other participating clinics. It is 
encouraging news that the Biden 
administration recently strengthened 
Title X by reversing previous negative 
changes to the program.  n
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S tates and community health 
centers could do a better job 

of removing access barriers to oral 
contraceptives, according to the 
results of a new study.

Only a small percentage of states 
and community health centers 
provide patients with a one-year 
supply of oral contraceptives on site.1

Community health centers play 
an important role in women’s health 

and quality of life, says Julia Strasser, 
DrPH, MPH, senior research 
scientist in the department of health 
policy and management at George 
Washington University Milken 
Institute School of Public Health.

“There are barriers to access family 
planning services, especially for 
low-income women,” Strasser says. 
“Community health centers can help 
reduce those barriers.”

Community health centers 
provide primary care as well as family 
planning services to patients across 
the United States. These services are 
offered regardless of a person’s ability 
to pay.

Knowing how important these 
health centers are to women of 
reproductive age, Strasser wanted 
to study how they handled oral 
contraceptives, which are the most 
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common non-permanent method of 
contraception in the United States.

“I was looking at current 
practices, related to providing 
an entire year’s supply of oral 
contraceptives, as opposed to one 
month or three months at a time,” 
she explains. “I wanted to see if one 
year was available on site at health 
centers.”

Researchers found that half of 
health centers provide any supply 
of contraceptives on site, and 
about 30% of the one-half offer 
patients a one-year supply of oral 
contraceptives.

“The majority of health centers 
do not provide a one-year supply 
on site,” Strasser says. “We wanted 
to understand policy- and practice-
related barriers to doing so.”

Investigators conducted 
interviews and studied survey 
answers to learn about potential 
barriers, including Medicaid 
reimbursement. “We did a state-
by-state policy analysis of both 
Medicaid and private insurance for 
one-year’s supply at a time,” Strasser 
says. “We did interviews with 
healthcare staff to understand their 
practices.”

On the policy side, only three 
states require coverage for a one-
year supply for contraception 
under all Medicaid and private 
insurance coverage mechanisms. On 
the practice side, barriers include 
clinicians’ preferences for prescribing 
contraceptives.

“I looked at the way healthcare 
organizations, leadership, and 
pharmacists approach this practice,” 
Strasser explains. “Through 
conversations with them, I learned 
that clinicians and pharmacists 
might have preferences or beliefs 
about patients losing pills or failing 
to return to the clinic or other 
challenges related to primary care.”

Since they worry about patients’ 
ability to maintain a year’s supply 
of contraceptives, this could be a 
barrier to their providing a one-year 
supply on site, Strasser says.

Health centers with better 
reproductive health integration or 
that focus on quality improvement 
practices related to planning services 
were better able to provide a one-
year supply on site. “Where family 
planning is more integrated into 
overall practices, it seems there was 
more emphasis on meeting quality 
improvement indicators, like meeting 
a one-year supply,” Strasser says. 
“Those that don’t have as robust 
a focus on family planning would 
usually have a lower supply.”

When Strasser interviewed 
members of community health 
center leadership teams, one person 
said, “I tell patients to go to Planned 
Parenthood because they can get 
[contraceptives] faster than we could 
get it here.”

If clinicians at a health center 
were unable to give patients a one-
year supply of oral contraceptives, 
they might give them the three-
month supply and recommend they 
visit a family planning center for an 
additional nine months of pills.

Research shows women who 
receive a one-year supply experience 
better health outcomes and lower 
costs to the state because of fewer 
unintended pregnancies and more 
gynecological screening check-ups 
than when they do not receive the 
one-year supply.

“If you have one or two packs of 
pills at a time, and you run out of 
them and can’t get to a pharmacy, 
you have to go somewhere to find 
it,” Strasser explains. “If that takes a 
couple of days, then you’re no longer 
taking it continuously, and you run 
the risk of pregnancies.”

One solution is to address 
provider knowledge and preferences 
to help change health center 
practices. For instance, researchers 
could note that people are not 
less likely to return for follow-up 
appointments if they receive a year’s 
supply of contraceptives. This is 
because the women who ask for a 
year’s supply are not first-time users 
of the pill. They already know about 
side effects.

“If it’s someone’s first time with 
the pill, then you will want them to 
come back in a couple of months to 
discuss side effects,” Strasser adds.

Another potential avenue for 
change at the policy level is to lobby 
states to require a one-year supply of 
oral contraceptives — particularly for 
Medicaid services.

“Recognize that it’s a slow process 
because it’s a change that would have 
to take place in 48 states,” Strasser 
says.  n
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A SUPPLEMENT TO CONTRACEPTIVE TECHNOLOGY UPDATE

QUARTERLYSTI
TM

Pandemic Unlikely to Have Stopped Trend  
of Rising STDs, Researchers Suggest

Research shows a continued trend of increased cases of 
sexually transmitted diseases (STDs) through 2019.  
 A sharp decline was reported at the beginning of the 

COVID-19 pandemic in the spring of 2020.1,2

The 2019 STD Surveillance Report noted annual cases of 
STDs in the United States reached an all-time high in 2019 
for the sixth consecutive year. In 2019, there were 2.5 million 
reported cases of chlamydia, gonorrhea, and syphilis, and a 
nearly 30% increase in reportable STDs between 2015 and 
2019.1

Data from 2020 showed a similar trend of high STD cases 
in the first 11 weeks of 2020, but reported cases were much 
lower than 2019 cases for a week in April 2020.2

“According to our study, during March-April 2020, 
preliminary national case reporting for STDs dramatically 
decreased, compared to the same time in 2019,” says Melissa 
Pagaoa, MPH, epidemiologist for the Centers for Disease 
Control and Prevention (CDC). “However, resurgence in 
reported gonorrhea and syphilis cases later in the year suggest 
STDs may have increased during 2020.”

Three factors were the likely cause of the initial decrease in 
diagnosed and reported cases of STDs:

• Reduced screening. “Many healthcare clinics either lim-
ited in-person visits to symptomatic cases or closed entirely,” 
Pagaoa says.

• Limited resources. State and local health department 
STD staff often were redirected from routine STD respon-
sibilities to COVID-19 activities, reducing staff available to 
track and report STDs.

• Stay-at-home orders. The orders were intended to 
reduce the spread of COVID-19, but also might have influ-
enced sexual behaviors and reduced transmission of STDs.

“The COVID-19 pandemic exacerbated an already-

stretched system for STD control in the United States and 
accelerated the need to deliver accessible, high-quality STD 
services in new ways,” Pagaoa says.

The CDC identified several innovative ways that STD 
services can meet people where they are, both during the pan-
demic and in the future, she notes. These include:

• STD express clinics. These can provide walk-in testing 
and treatment without a full clinical exam.

• Partnerships with pharmacies and retail health 
clinics. These sites can provide new access points for STD 
services, including on-site testing and treatment.

• Telehealth/telemedicine. With telehealth/telemedicine, 
the healthcare community can close the gaps in testing 
and treatment, ensuring access to healthcare providers and 
supporting self-testing or patient-collected specimens.

The key to success is preventing STDs. “While STDs are 
incredibly common, they’re also entirely preventable,” Pagaoa 
explains. “Healthcare providers of all kinds can take three 
simple actions: talk, test, treat.”

Providers should understand each patient’s sexual 
history and current risk. This helps providers offer tailored 
counseling, which enables patients to make informed 
decisions about their sexual health. “Testing and treating for 
these infections, according to CDC’s clinical guidance, can 
protect the health of their patients and others,” she says.

For the week of Dec. 6-12, 2020, the preliminary 
cumulative totals for the year, compared to 2019, were 14% 
lower for chlamydia, 7.1% higher for gonorrhea, and 0.9% 
lower for primary and secondary syphilis, Pagaoa says.2

As of late October 2021, STD data for 2021 were not 
publicly available.

“Before the pandemic, reductions in STD screening, 
treatment, prevention, and partner services contributed to 
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STD increase for many years,” Pagaoa 
says. “Since the pandemic, large 
numbers of STD program staff have 
been deployed to the COVID-19 
response. Less staff and resources means 
more delays in services.”

Also, public health and disease 
prevention staff report experiencing 
burnout as they pivot from COVID-19 
back to STD intervention and partner 
services. “STD defenses are down,” she 
says. “We must prioritize and focus 
our efforts to regain lost ground and 
control the spread of STDs.”

On-the-ground support is needed 
for prevention and surveillance 
programs at the state and local level, 
including disease investigation, contact 
tracing, training, and community 
engagements and partnerships.

From a provider perspective, com-
munication is essential. “Providing 
quality care requires providers and pa-
tients to have open and honest discus-
sions about sexual health and STDs,” 
Pagaoa says. “Taking a sexual history of 
each patient should be a routine part of 
healthcare and is especially important 

when there are symptoms or physical 
exam findings that suggest a possible 
infection.”

One potential best practice strategy 
is to read the CDC’s guide to taking 
a sexual history.3 “It outlines general 
guidance on creating a welcoming 
clinical environment, as well as ap-
proaching these potentially uncom-
fortable conversations in a respectful, 
patient-centered way,” Pagaoa says.

Also, the Sexually Transmitted 
Infections (STI) Treatment Guidelines, 
2021, provides current evidence-based 
prevention, diagnostic, and treatment 
recommendations. It serves as an 
important source of clinical guidance 
for anyone providing STI-related care.4

“CDC has published a number of 
resources to help providers leverage 
the guidance, including an 18 × 24 in. 
wall chart, as well as a pocket guide, of 
recommended STI treatment regi-
mens,” Pagaoa adds. “An easy-to-digest 
table of screening recommendations is 
available; providers can toggle recom-
mendations by disease or population, 
whichever is easier for them.”

Providers are the gateway to STD 
testing and treatment for patients, and 
they are an invaluable resource for 
accurate prevention information.

“By working together, patients and 
providers can help reduce STDs in the 
United States,” Pagaoa says.  n
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Better Education on Sexually Transmitted 
Infections Is Needed

A small study of women who  
 responded to a study recruitment 

flier that offered a free, rapid HIV test 
revealed the participants knew very 
little about sexually transmitted infec-
tions (STIs).1

The women were randomly selected 
based on their response to a flier posted 
at a clinic in Mississippi, says Marqu-
eta Abraham, DNP, MSN, first vice 
president for the American Federation 
of Government Employees Union, VA 
Hospital, Memphis, TN.

Enrollees completed the Sexually 
Transmitted Disease Knowledge Ques-
tionnaire (STD-KQ), which included 

questions on the validity of various 
statements about STIs. The STD-KQ, 
published in 2007, was developed 
with 27 items that measure knowledge 
about these diseases.2

The questionnaire asks for “true,” 
“false,” and “don’t know” as responses 
to each statement.

• Genital herpes is caused by the 
same virus as HIV.

• Soon after infection with HIV, a 
person develops open sores on his or 
her genitals (penis or vagina).

• Human papillomavirus (HPV) 
can lead to cancer in women.

• A woman can tell she has 

chlamydia if she has a bad-smelling 
odor from her vagina.

• There is a vaccine that prevents a 
person from getting chlamydia.

• If a person had gonorrhea in the 
past, he or she is immune (protected) 
from getting it again.2

The study’s enrollees, all of whom 
were African American women, dem-
onstrated low knowledge about STIs, 
frequently answering “don’t know” 
when they first completed the STD-
KQ, Abraham says. The pre-test mean 
score was 7.7, meaning about eight 
questions correct out of 27. After the 
seminar, they scored 22 correctly.
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“The women said, ‘We haven’t 
heard [about STDs] from my doc-
tors or nurses; we haven’t heard about 
it from education in school,’” she 
explains. “The topic was too taboo to 
talk about, and that was the conclu-
sion: They honestly didn’t know the 
answers.”

Abraham presented a 45-minute 
educational seminar about STIs, then 
the women talked about it for nearly 
two additional hours.

“I showed them YouTube videos on 
sexual hygiene and showed them the 
different types of STDs in case they 
didn’t know how those looked on their 
bodies,” Abraham says. “They seemed 
enlightened and told me it helped.”

Women appeared surprised by some 
of the STI information because they 
had never discussed these facts before 
attending the seminar. “We veered off a 
little bit from the education provided,” 
Abraham says.

For example, the women discussed 
what to do before and after sex, includ-
ing using a condom, having another 
form of contraception (if that is a 
priority), and taking personal hygiene 
measures post-sex. The women ex-
plained how they did not feel comfort-
able asking questions about STIs when 
seeing their doctors.

“They told me how, when they’re 
with their doctor, they got nervous 
and didn’t want to mention what they 
wanted to know — a white coat syn-
drome,” Abraham explains.

The most surprising finding was 
the basic lack of education on STIs, 
she says. People do not talk about the 
downside to sex, such as contracting an 
STI and receiving treatment.

“A great thing to happen could be 
pregnancy, but we don’t talk about how 
having multiple sexual partners and 
having unprotected sex could get you 
an STD if you’re not safe,” Abraham 
says.

At the educational seminar, the 
women discussed how important it is 
to use condoms and make sure they 
know about their sexual partners’ STI 
history.

The unmarried women who 
participated in the study reported that 
they used condoms, but more as a 
contraceptive than for STI prevention. 
One woman wanted to know why she 
needed STD protection if she only had 
one sexual partner. Abraham’s response 
was: “How do you know he’s not doing 
anything with anyone else, and then 
both of you are at risk, and so is the 
other person. Condom use is impor-
tant even if it’s just one boyfriend.”

Abraham also reinforced the idea 
that the women should ask their 
healthcare providers for information 
and tell them what they want in terms 
of reproductive care.

“I told them, ‘Don’t be afraid to 
say what you need to your provider 
because that’s what they’re there for,’” 
she says. “If it’s not being done, then 
just ask for it.”

Reproductive health providers 
could use the STD-KQ to assess 
patients’ knowledge about STIs. Ask-
ing patients about STIs should be a 
standard part of every health visit, 
but it needs to be more than just one 
yes-or-no question. “Sometimes, you 
have to dive in to see exactly what’s 
going on with the patient,” Abraham 
says. “That goes with taking your time 
and getting to know them so they can 
open up.”

The key is to be patient, ask ques-
tions in a nonjudgmental way, and 
provide a safe and trusted place for 
them to open up. Patients need ac-
curate information from a source they 
respect.

“Women [in the study] were 
surprised about how much they didn’t 
know, and they were very thankful for 
the seminar,” Abraham says. “They 
said, ‘We haven’t done this before — 
been open enough to talk about things 
like that.’”  n
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College Students Need Better STI,  
Sexual Violence Education

N early two-thirds of college 
students reported having 

experienced sexual and/or physical 
violence at some time in their lives, 
according to the results of a new 
study.1

Investigators analyzed data from 
2,291 students enrolled in a cluster-
randomized, controlled trial from 
2015 to 2017. They also found that 
students had low rates of self-efficacy 
to obtain consent.

The students also had low levels of 
communication about condom use.

“We looked at sexual violence and 
physical violence and grouped them 
together,” says lead author Briana 
Edison, MPH, doctoral student at 
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Georgia State University’s department 
of health promotion and behavior.

About 65% had experienced at 
least one incident of lifetime sexual 
and physical violence, including any 
form of unwanted sexual contact or 
sexual assault, physical violence, and 
dating violence. “We don’t know if 
it involved dating partners or family 
members; that’s not something 
we delved into,” she adds. “It 
does include unwanted kissing or 
touching.”

Edison and colleagues also 
studied the students’ experience 
with campus resources, sexual health 
communication, consent self-efficacy, 
and confidence in obtaining consent 
and understanding what consent 
means. “We looked at condom use 
as a desired healthy sexual behavior 
outcome,” Edison adds.

In a sample of students who said 
they were sexually active, sexual com-
munication was low. Many did not 
talk about condom use or prevention 
of sexually transmitted infections 
(STIs). “Close to 70% indicated 
communication about pregnancy 
prevention, and less than one-third of 
the sample talked about STI and HIV 
prevention,” she says.

Investigators measured condom 
use in terms of frequency: Did they 
rarely, sometimes, often, or always use 
condoms? “We looked at consistent 
vs. inconsistent condom use, which 
was anything except ‘always,’” Edison 
says.

Edison and colleagues found that 
30% of students reported consistent 
condom use, and 70% were inconsis-
tent. To assess self-efficacy to obtain 
sexual consent, they used a scale that 
ranged from strongly agree to strongly 
disagree.

“About 90% of people agreed with 
items related to obtaining consent 
from a sexual partner,” Edison says. 
“Women felt more confident, so they 

had higher scores of self-efficacy than 
the males did.”

The findings suggest it is im-
portant to provide sexual violence 
programming on college campuses, 
including skills training — such 
as role-playing — between sexual 
partners.

“It would be beneficial to show 
students how to communicate with 
partners and make sure they feel com-
fortable talking about condom use, 
contraceptive use, and STI preven-
tion,” Edison explains. “It seems like 
students do feel comfortable obtain-
ing consent from their partners, but 
that conversation shouldn’t stop there. 
The discussion should go further and 
make sure there are conversations and 
both parties are free of STIs.”

It is important for providers to 
encourage patients to discuss actual 
sexual health practices, such as using 
condoms and getting tested regularly 
for STIs. They also need to know they 
have to disclose any positive STIs.

“Promoting better-quality com-
munication between sexual partners 
should be part of sexual violence 
prevention programming,” Edison 
adds. “Usually, in cases of sexual 
violence, you may see more negative 
outcomes in terms of STI transmis-
sion and pregnancy, so it’s a benefi-
cial conversation to have in terms of 
sexual violence and dating violence 
on campuses.”

Colleges also need to improve ac-
cess to condoms on campus. “When I 
was an undergrad student, it was hard 
to get condoms, unless you walked 
20 minutes to the nearest Walgreens,” 
Edison explains.

More recently, colleges are stock-
ing at least some condoms. “In many 
of the back rooms in campus build-
ings, they had free condoms in both 
male and female bathrooms,” she 
says. “Every time it was full, the very 
next day it was empty. It was obvious 

students were taking them when they 
were available.”

Another tactic is to improve 
education about STI and HIV risk. 
Providers should share statistics and 
make it clear that STIs can happen to 
anyone who engages in risky sexual 
contact.

“Adolescents and young adults 
both are populations that think they 
are invincible,” Edison says. “People 
don’t think about STIs until it hap-
pens to them, or they don’t think it’s 
that prevalent of a problem in their 
lives.”

STIs are more common than col-
lege students imagine. “If you talk 
with students, there probably is some-
one in their friend group who has an 
STI or had one before,” Edison says.

Providers at college campuses 
and in the community — where 
many students receive their care — 
should do a better job of making sure 
students know about community 
resources for contraception care, STI 
prevention and education, and re-
sources for victims of sexual violence.

“If students don’t want to use col-
lege campus health centers, then there 
are student and affiliation groups that 
do this type of work, and students 
should know about their community 
resources,” Edison says. “It’s not just 
the responsibility of the campus or 
student; local organizations could be 
more prevalent on college campuses 
and get information to students, host-
ing events if possible.”  n
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