
Contraceptive implants: Single-rod 
Implanon headed to United States
Providers look to 2004 debut — hold continues on Norplant shipments

What options can you now offer to women who seek effective
birth control, but who have contraindications to estrogen-
based methods or a history of compliance issues with other

contraceptives? 
Progestin-only contraceptive implants offer safe, long-term birth con-

trol; however, no implants have been available in the United States since
August 2000 when Philadelphia-based Wyeth-Ayerst Pharmaceuticals dis-
continued shipments of its Norplant six-rod levonorgestrel implant. The
company halted distribution when questions arose over the effectiveness
of suspect lots of the contraceptive implant. (Contraceptive Technology
Update reported on the shipment suspension in the article “Check
Norplant stock, Company says: Recent batches may be ineffective” 
in the October 2000 issue, p. 117.)

Wyeth-Ayerst Pharmaceuticals is not selling or distributing Norplant
at this time, confirms Doug Petkus, company spokesman. The company
is in ongoing discussions with the Food and Drug Administration (FDA)
regarding the implant, he states. 

“Physicians have been advised to suggest to current Norplant users that
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Progestin-only contraceptive implants offer safe, long-term birth control;
however, no implants have been available in the United States since the
2000 discontinuation of Norplant six-rod levonorgestrel implants.
• Look to 2004 for the U.S. introduction of the Implanon one-rod contra-

ceptive implant. More than 725,000 have been inserted worldwide since
its 1999 introduction.

• Expect the same bleeding irregularities as with other progestin-only
implants.

• Norplant is not being sold or distributed in the United States. The com-
pany is in ongoing discussions with the Food and Drug Administration.
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backup contraception should be used,” reports
Petkus. “We have advised physicians not to sched-
ule new insertions until further notice.”

What then is on the U.S. horizon for contracep-
tive implants? Look to 2004 for the debut of
Implanon, a single-rod progestin implant, says
Edio Zampaglione, MD, associate director of the
contraception division of Organon Pharmaceuticals
in West Orange, NJ. Implanon is marketed in 17
countries; more than 725,000 implants have been
inserted since its introduction in 1999, he says.
(CTU provided an overview of Implanon in the
August 1999 article, “Implanon status report: Not
on U.S. market yet,” p. 87.)

Reports on Implanon have consistently shown a
high level of overall patient satisfaction and accep-
tance with an extremely low failure rate, Zampag-
lione observes. A key point about Implanon is that
there is a rapid return to fertility when use of the
implant is discontinued, he notes.

What are the options?

Several forms of contraceptive implants are
available around the world. In addition to
Norplant and Implanon, Jadelle, the two-rod lev-
onorgestrel implant developed by the New York
City-based Population Council, is registered in
Europe, North America, and some developing
countries.1 (CTU reported on Jadelle in its May
2001 article “What to expect in the next five years?
Innovative contraceptive delivery,” p. 49.) In addi-
tion, two generic levonorgestrel implants similar to
Norplant and Jadelle are manufactured and mar-
keted in China, with the six-month Nestorone
Elcometrine implant registered in Brazil.1

U.S. family planners may recognize Jadelle as
Wyeth-Ayerst Pharmaceuticals’ Norplant II, which
was approved by the FDA in 1996. However, the
company has suspended all U.S. development
work pertaining to this product until it completes
its discussions with the FDA about the current six-
rod Norplant system, says Petkus.

Due to their simpler insertion and removal
capabilities, it is expected that Jadelle and Implanon
will replace Norplant in the coming years, states

Olav Meirik, MD, PhD, senior research associate 
at Instituto Chileno de Medicina Reproductiva in
Santiago, Chile. Meirik makes this observation fol-
lowing a 2001 review of implant contraceptives
convened by the Special Programme of Research,
Development and Research Training in Human
Reproduction at the Geneva-based World Health
Organization (WHO). (The entire January 2002
issue of Contraception contains the published
research presented at the WHO meeting.)

Implants probably are the most efficacious
method of all reversible contraceptives, says
Meirik. However, the bleeding disturbances asso-
ciated with their use are problematic for many
women and require that potential users are well-
informed and counseled before deciding on
implants for contraception, he states.

To begin and end use of implant contracep-
tives, women are dependent on skilled and expe-
rienced family planning providers, says Meirik.
The need for appropriate counseling and inser-
tion and removal of implants place particular
demands on family planning services for the
provision of these contraceptives, he comments.

Insertion made easy

Clinicians need to know that Implanon will
provide a better bleeding pattern than Norplant
and will be much easier to insert and remove,
says Philip Darney, MD, MSc, professor at the
University of California, San Francisco, and chief
of the department of OB/GYN at San Francisco
General Hospital Medical Center.

Organon is developing a number of programs
where clinicians will get didactic as well as hands-
on training on the insertion and removal of Impla-
non using lifelike models, reports Zampaglione.

“The insertion technique is very different from
other implants available, and this will be stressed
during the training sessions,” states Zampaglione.
“There also will be appropriate follow-up to ensure
that all clinicians are very familiar and comfortable
with the insertion and removal of Implanon.”

Such training will be an important aspect in 
the successful introduction of Implanon as a U.S.
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contraceptive option.
“The ‘failure’ of Norplant in some European

countries and in North America was, in my opin-
ion, because training of providers in counseling
and insertion-removal techniques was incom-
plete,” comments Meirik.

What to expect?

Implanon consists of a single, covered rod con-
taining 68 mg of etonogestrel, the 3-keto metabolite
of desogestrel, with an initial release rate of around
60 mcg/day that decreases to about 30 mcg/day at
the end of two years.2 The implant provides contra-
ception for three years.

The chief advantages of Implanon are its trou-
ble-free use, its absence of estrogen, and its high
efficacy rating, says Darney. Studies undertaken
during the development of Implanon involved
1,176 women in at least 10 countries and con-
tributed 4,103 women-years of use in which no
pregnancies occurred.3

Expect bleeding irregularities with Implanon,
the same as those shared by other progestin-only
implants, says David Archer, MD, professor of
obstetrics and gynecology and director of the
clinical research center at the Eastern Virginia
Medical School in Norfolk.

Like Norplant, Implanon induces vaginal bleed-
ing irregularities.4 The incidence of amenorrhea
increases to 30%-40% during the first three months
of use and remains at that level thereafter. About
half of the users experience infrequent bleeding
during the first three months, but this percentage
declines to 30% by six months.5 In studies compar-
ing Implanon to Norplant, Implanon was consis-
tently shown to induce more amenorrhea and less
frequent bleeding than Norplant.6,7 The incidence
of prolonged bleeding is similar with both implants
and decreases over time.4

The Bethesda, MD-based National Institutes of
Health has issued a request for clinical trials of
new therapeutic interventions in an effort to con-
trol the irregular bleeding found in implants, a
chief reason for user discontinuation, notes Archer.

“I believe that there is a need for this type of
long-acting implant for American women,” says
Archer. “I hope that we will see a resurrection in
the interest level in this form of highly effective
contraception.”
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Nonoxynol-9 not 
protective against STDs

New research suggests that nonoxynol-9 (N-
9), the most commonly used spermicide

worldwide, does not protect against urogenital
gonorrhea and chlamydial infection.1

Researchers have hoped that N-9, a nonionic
detergent that has been used as a spermicide for 50
years, would prove effective against a variety of
sexually transmitted diseases (STDs) because it has
been successful against many bacteria, including
gonorrhea and chlamydia, in laboratory settings. 

Based on the results of the new study and
research spanning more than a decade of N-9 as a
vaginal microbicide, it is time to move on in devel-
oping new female-controlled forms of protection
against STDs, asserts Barbra Richardson, PhD,
research assistant professor of biostatistics at the
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The spermicide nonoxynol-9 falls short in preven-
tion of transmission of gonorrhea and chlamydia,
suggests newly published research data.
• Past research of nonoxynol-9 had indicated it

also might work as a microbicide by killing dis-
ease-causing microorganisms. Women’s health
advocates are calling for more research on micro-
bicide options.

• The new study suggests that nonoxynol-9, when
used with condoms, did not protect women from
the bacteria that cause gonorrhea and chlamydial
infection any better than condoms used alone.
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University of Washington in Seattle. Richardson is
the author of a companion editorial to the pub-
lished research.2

The need for effective microbicides is vital,
says Richardson. Most new HIV-1 infections
worldwide are contracted through heterosexual
intercourse; while the male condom provides pro-
tection from acquisition of STDs, use of a male
condom requires agreement by both sexual part-
ners, she points out. 

“Despite improvements in the availability and
distribution of male condoms and large-scale
educational campaigns, HIV-1 and other STDs
continue to spread at high rates in many parts of
the developing world,” says Richardson. “All of
these facts indicate a strong need for the develop-
ment of inexpensive, effective, female-controlled
methods for prevention of STDs — such as vagi-
nal microbicides.”

Examine the data

The just-published study, conducted by Research
Triangle Park, NC-based Family Health Interna-
tional researchers and colleagues in Cameroon,
found that nonoxynol-9, when used with condoms,
did not protect women from the bacteria that cause
gonorrhea and chlamydial infection any better than
condoms used alone.

The randomized controlled trial was conducted
at 10 community clinics and 10 pharmacies in
Yaoundé, Cameroon, between October 1998 and
September 2000, with six months of follow-up.
Participants included 1,251 women, excluding sex
workers, who were being treated for or had symp-
toms of sexually transmitted infections. Three
women were excluded from the gel group (0.5%)
and seven from the condom group (1%) because
of no follow-up data. Study participants were
issued nonoxynol-9 gel (100 mg) and condoms 
or condoms only.

In evaluating the effects of the nonoxynol-9 gel
on urogenital gonorrhea and chlamydial infection,
the investigators found no difference in the inci-
dence of these combined infections for women in
the nonoxynol-9 gel group compared with women
in the control group. They also noted a slightly
higher rate of urogenital gonorrhea in the N-9
group. While safe to use, the spermicide gel did
not protect against STD infection, they concluded.

The results of the research are consistent with
an earlier study conducted in Cameroon among
commercial sex workers, which examined use of
nonoxynol-9 film.3 (Contraceptive Technology

Update reported on preliminary results from
this investigation in the article “Search contin-
ues for female-controlled prevention” in the
June 1997 issue of STD Quarterly, p. 1.)

While research is promising on the microbicide
front, no product has yet moved from the research
pipeline to the drugstore shelf. (CTU reported on
advancements in microbicide investigations in
two 2002 issues: “2 trials will examine capability
of microbicide,” April 2002, p. 41; and “Progress
under way on the microbicide front,” January
2002, p. 5.) So what advice should clinicians offer
now about nonoxynol-9?

Condoms continue to be the best available
defense against STDs, says Michael Rosenberg,
MD, MPH, clinical professor of obstetrics and
gynecology at the School of Medicine and adjunct
professor of epidemiology at the School of Public
Health, both at the University of North Carolina
at Chapel Hill, and president of Health Decisions,
a Chapel Hill private research firm specializing in
reproductive health.

“I believe the word to patients should be that
these products probably do not provide protec-
tion against STDs, and thus concern about STDs
should strongly indicate the use of condoms,”
says Rosenberg. 
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Ciprofloxacin-resistant 
gonorrhea on the rise

Recent increases in the number of gonorrhea
cases resistant to fluoroquinolone antibiotics,

which include ciprofloxacin, ofloxacin, and lev-
ofloxacin, are spurring fears that these antibiotics
eventually may lose their effectiveness as a front-
line treatment for the sexually transmitted disease
(STD).

According to the Atlanta-based Centers for
Disease Control and Prevention (CDC), each year
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approximately 650,000 people in the United States
are infected with Neisseria gonorrhoeae, a gram-neg-
ative diplococcus. Ciprofloxacin has been an inex-
pensive treatment option for treatment of the STD;
however, recent information presented at the 2002
STD Prevention Conference in San Diego shows
that ciprofloxacin-resistant gonorrhea is becoming
more common in the United States.1

Gonorrhea, considered a “smart” bacteria,
long ago developed mechanisms to resist other
antibiotics, including penicillin. Ciprofloxacin
and other fluoroquinolones have been top-line
treatments since the 1980s, when gonorrhea 
grew resistant to tetracycline.2

Ciprofloxacin-resistant gonorrhea, which is resis-
tant to all fluoroquinolone antibiotics, already con-
stitutes a substantial proportion of total gonorrhea
cases in Hawaii and Southeast Asia. So far, 14% of
gonorrhea cases in Hawaii are ciprofloxacin-resis-
tant, and West Coast rates, although lower, rose 
to 0.4% in 2000 from 0.1% in 1998.2 The emergence
of resistant strains on the West Coast may have
resulted from contracting gonorrhea while traveling
in the Pacific region, public health officials believe. 

Look to the soon-to-be-released Guidelines for
Treatment of Sexually Transmitted Diseases from the
CDC for updated information on treatment of
gonorrhea, says Susan Wang, MD, MPH, medical
epidemiologist in the CDC’s division of STD pre-
vention. Wang coordinates the CDC’s Gonococcal
Isolate Surveillance Project, the national sentinel
surveillance system designed to monitor gonor-
rhea cases.

“If a patient could have acquired gonorrhea in
Asia, Hawaii, or the Pacific Islands, even if they’re
now in New York City or New Orleans or wher-
ever, then they should be treated with something
other than fluoroquinolones,” says Wang. “We are

recommending that clinicians ask about travel his-
tory for any patient they think has gonorrhea so
they can select the right antibiotic.”

Examine the data

According to the March 2002 report, a total of
41 ciprofloxacin-resistant cases were identified
from 1991 through 2000.1 The proportion of gon-
orrhea cases that were ciproflaxin-resistant, while
still small, doubled from 0.1% to 0.2% between
1998 and 1999 and remained constant in 2000. 

Nearly two-thirds of the cases were concentrated
in four areas on the West Coast: Seattle (10 cases),
Orange County, CA (seven), San Francisco (five),
and San Diego (five). Among 22 patients who were
asked about their travel histories, researchers note
half had traveled recently in a foreign country or
had a sexual partner with recent foreign exposure.

The San Francisco Department of Public Health
performs routine surveillance to measure the pro-
portion of gonococcal isolates with intermediate
susceptibility and resistance to ciprofloxacin, says
Jeffrey Klausner, MD, MPH, director of the depart-
ment’s STD prevention and control services. In
2001, about 22% of men at the city STD clinic had
gonococcal isolates with intermediate susceptibility,
and 2% had resistant gonococcal isolates. These fig-
ures reflect an increase from 10% and 0.3% in 2000,
respectively, he notes.

What are the options?

The CDC treatment recommendations include
three drugs for treatment of gonorrhea: cefixime,
ceftriaxone, or one of the three fluoroquinolones
(ciprofloxacin, ofloxacin, or levofloxacin), says
Wang. If clinicians have any concern that a patient
may have ciprofloxacin-resistant gonorrhea, then
they should use only cefixime or ceftriaxone, she
advises. If the patient is treated, then returns with
the same symptoms, the CDC recommends that a
culture test and susceptibility test be performed to
determine the drug resistance, she says.

In addition, the CDC is working with STD pro-
grams in selected areas of the country to perform
additional testing of gonococcal specimens, says
Wang. By performing more susceptibility testing,
these areas can gain a broader idea of what is
going on in their population, she notes. 

The San Francisco Department of Public Health
issued a 2001 medical advisory stating that fluoro-
quinolones were no longer recommended treatment
for gonorrhea, and that cefixime and ceftriaxone,
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Resistance to ciprofloxacin may be leading to
fewer options for treating gonorrhea.
• The emergence of resistant strains on the West

Coast may have resulted from residents con-
tracting gonorrhea while traveling in the Pacific
region. 

• Clinicians should inquire about travel history for
any patient with suspicion of gonorrhea so that
the proper antibiotic may be selected for treat-
ment. If clinicians have any concern that a
patient may have ciprofloxacin-resistant gonor-
rhea, they should use cefixime or ceftriaxone.
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both cephalosporin antibiotics, were recommended
options, says Klausner.

“For patients with a possible allergy to cephalo-
sporin antibiotics, we recommended fluoroquino-
lone treatment with patient education about
potential treatment failure and follow-up, particu-
larly in those patients with risk factors for fluoro-
quinolone-resistant gonococcal infection such as
recent sexual contact outside of the United States,”
says Klausner. “We also reminded physicians that
persons with gonorrhea should be co-treated for
chlamydia, unless chlamydia has been ruled out.”
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EC gets wired: Clinics use 
web, phone to boost access

How are you providing emergency contracep-
tion (EC) at your facility? Two Planned

Parenthood Federation of America affiliates are
breaking down the barriers to access by providing
care through a toll-free hotline and an Internet
assessment. If you’d like to extend the availability
of EC in your area, see what it takes to implement
such services in your organization.

Planned Parenthood of Greater Indiana in
Indianapolis has launched EC Online, which
allows women to be assessed for an EC prescrip-
tion via the Internet. The service was launched on
March 20, 2002, and in eight days logged 2,200
“hits” and nine orders for EC, says Maureen
Dobie, media coordinator for the affiliate. (The
service is available through the affiliate’s web
site, www.ppin.org.)

The affiliate operates 38 clinics and is the third-
largest agency in the New York City-based organi-
zation. Because it already employs a webmaster
and has the necessary technology infrastructure, it
was easier than expected to get the web site going,
says Dobie. The program has hired an extra nurse
practitioner to handle the increased workload.

The EC Online service is in operation Monday
through Friday, 9 a.m. to 4 p.m., and Saturday
from 9 a.m. to 1 p.m. The site instructs visitors

that EC Online is not a 24-hour service; women
who submit an on-line assessment outside of the
listed operating hours do not receive confirma-
tion for their prescriptions until the following
morning. If assessments are submitted after oper-
ating hours on Saturday, confirmation is not
received until Monday morning.

To receive EC, women must be 18 years old, have
a valid credit card, and supply the name, address,
and phone number of their local pharmacy. Only
Indiana residents can access the service. Women are
charged a nonrefundable $40 fee for the on-line
assessment, and must pay either $23 for a prescrip-
tion filled through one of the affiliate’s clinics or
$28-$35 if purchasing EC from a retail pharmacy.

The affiliate is running about seven weeks of
radio advertisements in four cities and newspa-
per advertisements at eight colleges to get the
word out about the Internet service, reports
Dobie. In addition, it is advertising in a weekly
alternative paper in Indianapolis and promoting
through three radio stations’ web sites. In-house,
staff members are wearing EC lapel pins and dis-
tributing fliers about EC’s mode of action.

The demand for EC in Indiana is “growing
tremendously,” says Dobie. The affiliate saw a 
33% jump in demand for such services from 2000 
to 2001. The Internet program is a second step in the
organization’s ongoing commitment to EC access; it
also has implemented free emergency contraception
for all survivors of sexual assault, she reports.

‘Dial EC’ covers NC

What’s the quickest and most accessible way to
receive EC pills in North Carolina? According to
local Planned Parenthood affiliates, it’s the “Dial
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Two new programs, a toll-free hotline and an
Internet on-line assessment, are broadening
access to emergency contraception (EC).
• Planned Parenthood of Greater Indiana has

launched EC Online, which allows women to be
assessed for a prescription via the Internet. To
receive EC, women must be 18 years old, have a
valid credit card, and supply the name, address,
and phone number of their local pharmacy.

• The Dial EC statewide telephone hotline has
logged more than 4,200 prescriptions since
February 2001. The program is a project of the
North Carolina affiliates of Planned Parenthood. 
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EC” statewide toll-free hotline that allows women
to call for EC prescriptions over the telephone.

The hotline [(866) 942-7762] is open Monday
through Friday from 9 a.m. to 7 p.m., Saturday from
11 a.m. to 7 p.m., and Sunday from noon to 5 p.m.
Trained specialists gather relevant medical informa-
tion over the telephone and fax prescriptions to a
caller’s nearest Planned Parenthood or pharmacy.

Since the program began in February 2001, more
than 4,200 prescriptions have been written, says
Shaina Gross, Dial EC project manager. The pro-
gram is a project of the North Carolina affiliates and
is housed in the Chapel Hill offices of the Planned
Parenthood of Orange and Durham Counties. 

Education has played a major role in the success
of the program, notes Gross. To bring pharmacies
on line, the program has provided information on
the difference between EC and mifepristone (the
abortion drug), as well as answered questions on
the demand for the method. 

The program averages 100 calls a week, with 30
of those calls coming in on Monday, says Gross.
Women who call North Carolina Planned Parent-
hood clinics are directed to dial the hotline for their
EC prescriptions. By calling the hotline, the women
quickly get their EC prescriptions without a physi-
cal exam, and the clinics are better able to schedule
their workdays, she notes. 

Dial EC posters featuring tear-off pads with
the hotline telephone number are posted at 
each of the state’s 100 health departments, 
says Gross. The health departments refer all
telephone requests for EC to the hotline. In 
turn, when callers say they obtained the tele-
phone number from the health department and
ask for follow-up contraceptive care, they are
referred back to the health departments.

Funding for the program has come in part from
Family Health International of Research Triangle
Park, NC, which received monies from the Menlo
Park, CA-based William and Flora Hewlett Founda-
tion to promote EC awareness. Gross estimates the
program’s operational costs at $100,000 in its first
year, plus $30,000 in marketing and advertising. To
augment the promotional budget, the program is
using a grassroots approach. Program leaders are
targeting college campuses with newspaper adver-
tisements and speaking with student health center
personnel about the need for EC. (Contraceptive
Technology Update reported on Planned Parent-
hood-Chicago Area and Planned Parenthood of
Georgia, the first two affiliates to offer EC on-line,
in its June 2001 article, “EC on the Internet: Pro-
grams go on-line,” p. 67.) n

Missing men: Address 
sexual health care needs

Take a look at your clinic’s appointment books.
If there are low numbers of male patients

scheduled for exams, don’t be surprised. A new
analysis of men’s health services shows that only
about 14% of men ages 15-49 schedule an annual
sexual or reproductive health visit, and younger
men, who are at the greatest risk of unintended
pregnancy and sexually transmitted diseases
(STDs), are the least likely to make a sexual or
reproductive health care visit.1

Despite the strides made in reproductive health
care, there is no standard definition of care for men,
and few health professionals are trained to meet
men’s needs, according to the analysis issued by
the Alan Guttmacher Institute, a New York City-
based sexual and reproductive health research
organization. Essential services, including informa-
tion on how to prevent transmission of STDs, coun-
seling regarding relationships and parenting, and
medical sexual and reproductive health services,
often are unavailable, the report asserts.

Why is this so? Relative to other health issues,
sexual and reproductive health receives relatively
little attention in the medical community, explains
David Landry, senior research associate at the
institute. While much of American medicine is
geared toward treatment, many of the services
men require are preventive ones, he notes.

“Groups such as the American Medical Associa-
tion, EngenderHealth, and the Urban Institute have
gone a long way in specifying model sexual health
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A new analysis of men’s health services reveals
that only about 14% of men ages 15-49 schedule
an annual sexual or reproductive health visit, and
younger men, who are at the greatest risk of unin-
tended pregnancy and sexually transmitted dis-
eases, are the least likely to make a sexual or
reproductive health care visit.
• Most U.S. men begin sexual intercourse in their

teens, and half have married and become fathers
by their late 20s; therefore, men spend an aver-
age of nearly 10 years being sexually active and
unmarried. 

• Half of births involving men in their late 20s, and
about one-third of those involving men in their 30s
and early 40s, result from unintended conceptions.
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services for men; but a great many barriers remain
to further develop these guidelines, including
training, inadequate reimbursement for sexual
health services, and more generally, counseling ser-
vices,” says Landry. “Moreover, there is a general
lack of awareness of how to address men’s sexual
and reproductive health not only among medical
providers, but among adolescents, parents, men
and women, community and religious leaders, 
and health educators.” 

Young men face significant obstacles accessing
sexual and reproductive health information and
medical care, agrees Bruce Armstrong, DSW, asso-
ciate clinical professor in the Mailman School of
Public Health at Columbia University and director
of the Young Men’s Clinic, both based in New York
City.

Many young men lack health insurance and
connection to regular sources of care; even when
they see providers, sexual and reproductive health
issues rarely are addressed, Armstrong observes.
In addition, many family planning clinics target
women’s services; as a result, many young men
are left to navigate the transition from adolescence
to adulthood on their own, he says.

Look at the numbers

The new report combines published and
unpublished data from national surveys con-
ducted by universities and research institutions,
as well as data from the Atlanta-based Centers 
for Disease Control and Prevention, the Bureau 
of the Census and the National Center for Health
Statistics. Highlights include the following:

• Most American men begin sexual inter-
course in their teens, and half have married and
become fathers by their late 20s; therefore, men
spend an average of nearly 10 years being sexually
active and unmarried, according to the analysis. 

• Half of births involving men in their late
20s, and about one-third of those involving men
in their 30s and early 40s, result from unin-
tended conceptions. 

• At least one-quarter of men ages 15-29, 17%
of men in their 30s, and 12% of men in their 40s
had more than one sexual partner in the last year.

While the message is getting out about the
importance of condom use, there still is work to
be done, according to the analysis’ findings. More
than two-thirds of young men who became sexu-
ally active in the mid-1990s used a condom at first
intercourse, compared with about one-quarter in
the early 1980s; still, four in 10 men ages 20-27

erroneously believe that condom use presents
health risks.

Bring men into focus

A positive approach will need to be used to
include men in the family planning picture,
Landry says.

“Too often, when policy-makers have addressed
issues related to sexual and reproductive health,
they have included men in only punitive ways, as
reflected in policies that garnish the wages of ‘dead-
beat dads’ or those that enforce statutory rape laws
on ‘predatory men,’” he observes. “While the family
planning community has learned to treat women as
individuals and not just as mothers, it is time to do
the same for men: to recognize their reproductive
health is, above all, about their own well-being and
their ability to engage in healthy, fulfilling sexual
relationships.” (See how the Young Men’s Clinic is
addressing the issue of men’s reproductive health
care in the article, below.)
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Bring in the men: 
One clinic’s tale

Monday evenings and Friday afternoons,
there’s a different look to the facility that

normally houses the family planning clinic oper-
ated by the department of population and family
health at Columbia University’s Mailman School
of Public Health and New York Presbyterian
Hospital. The space is transformed into the
Young Men’s Clinic, New York City’s sole facility
specifically focused on meeting men’s sexual and
reproductive health concerns.

Medical, counseling, and health education ser-
vices are provided at more than 2,500 visits each
year at the facility, which is operated by the Center
for Community Health and Education in the Mail-
man School of Public Health, Columbia University,
and the New York Presbyterian Hospital. The clinic
operates with funding from the federal Office of
Population Affairs and other sources, according to
clinic director Bruce Armstrong, DSW.
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Two-thirds of clinic clients are between 20 and 29
years old, and 90% are Latino, says Armstrong. To
reach these young men, the clinic markets its ser-
vices through an array of interventions designed to
increase men’s awareness of the need for and avail-
ability of “male-friendly” health care. 

Educate while they wait

Waiting room groups in the family planning
clinics encourage, enable, and support women’s
motivation and capacity to engage their sexual
partners in health services, says Armstrong.
During women’s wait times, a Young Men’s Clinic
social worker leads group discussions, enlivened
by PowerPoint slides developed by Columbia
University public health students. Following the
presentations, women are encouraged to make
clinic appointments for their partners. Since such
groups were implemented in 2000, the proportion
of male patients referred to the clinic by family
planning patients increased from about 25% in
1999 to 53% in 2001, says Armstrong.

Public health students also have developed
slides for use during men’s waiting time at their
clinic and lead discussions on such basic health
information as “What is a hernia?” and “Should a
man be circumcised?”

To further add to the male-friendly setting, the
Young Men’s Clinic waiting area features a “Wall of
Fame” filled with framed photos (some personally

signed) of Secretary of State Colin Powell, former
Surgeon General David Satcher, neighborhood
politicians, and other prominent men of color. Such
attention to detail has paid off; self-administered
patient forms show that 90% of revisit patients
were “very satisfied” with their prior clinic visit.

To reach area young men, the clinic has collabo-
rated with New York City-based EngenderHealth
in developing cartoons to broadcast clinic services
while promoting a range of male involvement
behaviors, says Armstrong. The cartoons are
printed on posters and posted in strategic loca-
tions throughout the neighborhood, such as corner
lampposts, grocery stores, telephone booths, play-
grounds, and barbershops.

The cartoons portray men involved in caring
behaviors such as holding a child, accompanying
a partner to her clinic appointment, having an
annual exam, getting screened for sexually trans-
mitted diseases, and talking about emergency
contraception. Each cartoon ends with the man
entering the clinic. 

Sharpen the skills set

The clinic has developed a training protocol for
all staff working at the facility to ensure that each
young male is thoroughly engaged in an assess-
ment of their sexual, reproductive, and psychoso-
cial needs, and to increase the competency of the
next generation of health professionals who will
address men’s health, says Armstrong. The proto-
col, “An Empowerment Approach to Working
with Young Men,” focuses on such issues as
increasing condom use, improving partner com-
munication, and increasing compliance with pre-
ventive physical exams and testicular self-exams.

“Our goal is to improve men’s health, includ-
ing sexual and reproductive health, by increasing
their access to culturally competent, developmen-
tally appropriate, and gender-sensitive health
care,” he says.  n

Research examines 
vasectomy reversal

As a family planning provider, you stress in
your contraceptive counseling that vasec-

tomy is a permanent form of birth control.
However, even with careful counseling, some
men will seek reversal following a divorce or
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Where Do Men Rate on 
the Sexual Health Scale?

• Nine in 10 men have heard of HIV, AIDS, gon-
orrhea, and syphilis, but far fewer know about
genital warts and are aware that chlamydia can
infect men.

• Half of men who use condoms do so for birth
control, not for protection against sexually
transmitted diseases.

• Reported rates of chlamydia and gonorrhea
reach 500-600 per 100,000 men in their early
20s, levels that are much higher than those of
men in their 30s or older. 

• More than one in 10 men who had AIDS diag-
nosed in 1999 were exposed to HIV through
heterosexual activity. 

Source: Alan Guttmacher Institute. In Their Own Right:
Addressing the Sexual and Reproductive Health Needs 
of American Men. New York City; 2002.



remarriage, a child’s death, or when they desire
more children.1

About 45 million couples throughout the world
are using vasectomy as a method of birth control,
compared with about 150 million for female ster-
ilization.2 In the United States, approximately half
a million vasectomies are performed each year.3 It
is estimated about one out of six men older than
age 35 in the United States have received vasec-
tomies, with the prevalence increasing along with
education and income. Among married couples
in the United States, only female sterilization and
oral contraception are relied upon more often for
birth control.3 The probability of pregnancy after
vasectomy is about 0.1% in the first year. 1

It is estimated that up to 6% of men who
undergo voluntary sterilization eventually will
request reversal.4 For those who do seek reversal,
recently published research indicates that vasec-
tomy reversal is effective and compares favorably
with intracytoplasmic sperm injection (ICSI), an
assisted reproductive technology procedure, for
achieving pregnancy. 5

“The general belief that vasectomy reversal is
less effective than assisted reproductive technol-
ogy for these patients is not always correct,” states
Lawrence Ross, MD, president of the Society for
Male Reproduction and Urology, an affiliate of 
the Birmingham, AL-based American Society for
Reproductive Medicine. “This study, considered
with other studies showing that the per-delivery
cost-effectiveness of vasectomy reversal compares
favorably with that of assisted reproductive tech-
nologies, will strengthen the interest in vasectomy
reversal as a treatment option.”

A vasectomy reversal involves a surgical

procedure that restores the flow of sperm through
the vasa deferens, the tubular structures that
allow sperm to travel from the testicles. It usually
is performed by an experienced microsurgeon
using specialized instruments, including an
operating microscope.6

Vasectomy reversal costs, including the sur-
geon’s fee, the hospital’s charge for use of the
operating room and ambulatory care facility, and
the anesthesia fee, can range from approximately
$5,000 to $15,000.6 In comparison, ICSI adds
about $2,500 to the cost of in vitro fertilization,
which can range from $8,000 to $10,000.7

A vasovasostomy, which entails stitching the
cut ends of the vas deferens together, is the opera-
tion most frequently performed for vasectomy
reversal.6 However, if excessive inflammation or
scarring has occurred in the epididymis, a vasoe-
pididymostomy must be performed to bypass the
blockage. This procedure entails stitching one end
of the vas deferens directly to the epididymis. 

Look at the research

In the just-published research, physicians at the
Oregon Health and Science University in Portland
found that men electing reversal 15 or more years
after their initial vasectomy procedure had slightly
better chances of achieving pregnancy with their
partners than men undergoing a sperm extraction
procedure combined with in vitro fertilization and
ICSI.5

The study group included 116 men who waited
at least 15 years from the time of vasectomy to the
time of reversal. The investigators compared
pregnancy rates for this group with published
results for a patient group that had utilized ICSI
for obstructive azoospermia (absence of sperm in
the ejaculate due to an obstruction), since vasec-
tomy results in a comparable, though intention-
ally-created, condition. They found an overall
pregnancy rate of 43% for vasectomy reversal
patients, compared to a pregnancy rate of 40% 
for ICSI patients.

According to the research findings, the most
important influence on pregnancy rates for post-
reversal patients is the age of the female partner.
Researchers found that when the female partner
was younger than age 30, couples had a 64% chance
of conceiving; when the female partner’s age was
older than 40, the pregnancy rate dropped to 28%.
The obstructive interval also had an impact on preg-
nancy rates; men who had an interval of 15-19 years
between vasectomy and reversal had a pregnancy
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Up to 6% of men who undergo voluntary steriliza-
tion eventually will request reversal due to divorce
or remarriage, a child’s death, or a desire for more
children.
• A vasectomy reversal involves a surgical proce-

dure that restores the flow of sperm, and it usually
is performed by an experienced microsurgeon
using specialized instruments, including an oper-
ating microscope.

• Recently published research indicates that
vasectomy reversal is effective and favorably
compares with intracytoplasmic sperm injection,
an assisted reproductive technology procedure,
for achieving pregnancy.

E X E C U T I V E  S U M M A R Y



rate of 49% vs. a rate of 33% for men with an inter-
val of 20-25 years. 

“The success of reversal is dependent on sev-
eral things, including the length of time since the
vasectomy,” says Eugene Fuchs, MD, professor 
of surgery/urology at Oregon Health Sciences
University and lead author of the research. “If you
have your vasectomy reversed before seven years
or so, the results are around 75%-80%; if you wait
until 15 years, then it is around 40%-45%.”

It’s still permanent

Better microsurgical techniques, use of vasoe-
pididymostomies, and awareness of the influ-
ences of partner age and interval time have led to
increased success rates for vasectomy reversals,
observes Fuchs, who estimates he has performed
more than 2,200 such procedures in the past 20
years. 

However, Fuchs says he has not changed his
counseling prior to performing vasectomies. He
continues to tell patients that they should not
have a vasectomy if they are seriously consider-
ing having it undone in a few years.

“It isn’t a temporary form of birth control; it is
a permanent form of birth control,” states Fuchs.
“Because even under the very best of circum-
stances, reversal is not 100%.” 
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After reading Contraceptive Technology Update,
the participant will be able to: 
• State the progestin used in the Implanon contra-

ceptive implant. (See “Contraceptive implants:
Single-rod Implanon headed to United States” in
this issue.)

• Identify the chemical agent in nonoxynol-9. (See
“Nonoxynol-9 not protective against STDs.”)

• Cite the drugs that can be used for treatment
when ciprofloxacin-resistant gonorrhea is sus-
pected. (See “Ciprofloxacin-resistant gonorrhea
on the rise.”)

• Give the name of the tubular structures that
allow sperm to travel from the testicles. (See
“Research examines vasectomy reversal.”)

21. What is the progestin used in the Implanon 
contraceptive implant?

A. levonorgestrel
B. nestorone 
C. etonogestrel
D. nomegestrol acetate

22. What is nonoxynol-9?
A. a nonionic detergent
B. a cationic detergent
C. a nonsurfactant antiseptic
D. a reverse transcriptase inhibitor

23. According to the Centers for Disease Control 
and Prevention, what antibiotics can be used 
for treatment if ciprofloxacin-resistant gonor-
rhea is suspected?

A. doxycycline or tetracycline
B. cefixime or ceftriaxone
C. penicillin or doxycycline
D. ofloxacin or levofloxacin

24. What are the tubular structures that allow 
sperm to travel from the testicles?

A. vasa deferens
B. epididymis
C. corpus spongiosum
D. Cowper’s glands


