
Sterilization update: Two options now 
approved as transcervical procedures
Adiana a choice for minimally invasive, nonincision sterilization 

Women who want a permanent form of birth control now have
a new option. The Food and Drug Administration (FDA) has
approved the Adiana permanent contraception system, manu-

factured by Hologic of Bedford, MA.
“While tubal ligation is the most common form of permanent contra-

ception used throughout the world, hysteroscopic procedures such as
those employing the Adiana permanent contraception system enable
women to choose lifetime protection from pregnancy without the risks
of general anesthesia and the longer recovery periods associated with
traditional sterilization procedures,” says Ted Anderson, MD, PhD,
associate professor of obstetrics and gynecology at Vanderbilt University
in Nashville, TN, and clinical investigator of the pivotal clinical trial for
the Adiana system. “The Adiana procedure is a safe and simple alterna-
tive that not only provides patients with peace of mind in preventing
pregnancy, but also leaves nothing in the uterus that might limit
women’s options for future gynecologic tests and procedures.”

To perform an Adiana procedure, a catheter is positioned immediately
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The Food and Drug Administration has approved the Adiana permanent con-
traception system, manufactured by Hologic. It joins Essure (Conceptus) as a
transcervical sterilization option.
• The Adiana procedure is minimally invasive, requires no incisions, and can

be performed in a physician’s office using local anesthesia. Patients are nor-
mally able to return to work or resume their daily activities within one day. 

• At three months, a hysterosalpingogram is performed to confirm the fal-
lopian tubes are completely blocked, and the patient may begin relying 
on Adiana for permanent contraception.
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inside the opening of the patient’s fallopian tube
using a hysteroscope. The catheter applies a low
level of bipolar radiofrequency energy to remove
a thin layer of cells inside the fallopian tube, then
delivers a soft polymer matrix to the site that
remains within the prepared section of the tube.
The procedure is then repeated on the other fal-
lopian tube. A hysterosalpingogram is conducted

at three months post-procedure to ensure the fal-
lopian tubes are completely blocked blocked by
the tissue ingrowth and matrix, and that the
woman can begin relying on the method for
permanent contraception.

The procedure is most appropriate for women
who are sure about their decision to use a highly
effective permanent contraceptive method, don’t
want to undergo an abdominal/surgical proce-
dure, are concerned about safety, need to get back
to normal activities or work quickly, and recog-
nize the appeal of having an office-based proce-
dure, says Amy Pollack, MD, MPH, senior
lecturer in the Mailman School of Public Health at
the New York City-based Columbia University.
Pollack is former chief medical officer for Adiana
and current consultant for Hologic. (See patient
exclusion criteria, p. 111.)

The method joins Essure (Conceptus; Mountain
View, CA) as a sterilization option. The Essure pro-
cedure involves the use of a soft micro-insert that is
placed into the fallopian tubes through the cervix
using a hysteroscope. Once in place, the device is
designed to elicit tissue growth in and around the
micro-insert to form an occlusion or blockage in the
tubes over a three-month time period. A hysteros-
alpingogram (HSG) must be performed after 12
weeks to determine tubal occlusion. 

Both options in transcervical sterilization have
moved female sterilization from a minimally
invasive laparoscopic technique, which requires
entry into the abdominal cavity, to a less invasive
hysteroscopic procedure, states a 2009 review of
the Adiana and Essure procedures.1 With their
decreased potential for complications, and ease of
performance with minimal anesthesia, the two
methods now allow physicians to move such pro-
cedures from the operating room to the office.

Review the research

To demonstrate the safety and effectiveness of
Adiana, researchers recruited 770 women with
known parity to participate in a prospective, mul-
ticenter study. Overall, bilateral placement suc-
cess was achieved in 611 of 645 women (95%).
Bilateral occlusion was confirmed in 570 of 645
(88.4%). The one-year pregnancy prevention rate
as derived with life-table methods was 98.9%.2

Investigators contacted 625 women in the clini-
cal study after one year and reported the follow-
ing side effects that might be related to the Adiana
procedure: cramping unrelated to menstrual peri-
ods (6%), painful menstruation (5%), vaginal
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bleeding (4%), pelvic pain (3%), back pain (3%),
vaginal spotting (1%), painful sexual intercourse
(1%), headache (1%), unusually heavy or long-
lasting nausea (1%), and menstrual periods (1%).3

Adiana and Essure, in terms of their safety pro-
file, are almost exactly alike, notes Pollack. Their
safety profiles, as presented to the FDA during the
regulatory process and the approval process, were
comparable in terms of patient satisfaction, ease of
use, and complication rates, Pollack says. Whereas
Essure reported efficacy approaching 100% in its
pivotal trial, and Adiana reported just more than a
1% difference, this small gap closes when provid-
ing sterilization for women in the United States,
whose fertility is beginning to decline at the aver-
age age of sterilization, says Pollack.

To help physicians get up to speed with the
Adiana procedure, Hologic offers a three-part
training program, explains Tony Kingsley, senior
vice president of gynecological surgical products.
The first section is a didactic, which can be deliv-
ered online, through a physician speaker, or
through a company sales representative. The sec-
ond section is a hands-on training with an inani-
mate model to allow the physician to become
comfortable with the equipment used to perform
the procedure. The final section includes the com-
pletion of three proctored procedures to ensure
the physician is capable of safely and effectively
performing the procedure. 

Physician and patient information materials
on the method are available at Adiana’s dedi-
cated web site, www.adiana.com. The company
is scheduled to present information at the Nov.
15-19, 2009, meeting of the Global Congress of
Minimally Invasive Gynecology in Orlando, 
FL, sponsored by the American Association of
Gynecologic Laparoscopists.

As office-based procedures, Essure and 
Adiana represent cost-effective options to 
tubal sterilization.1

“The outpatient office-based nature of transcer-
vical female sterilization with Essure gives this
method a very favorable cost profile as compared
with other methods,” states the 2009 review of
the transcervical methods. “Taking into consider-
ation the cost related to the initial purchase and
upkeep of the required equipment, it appears that
Adiana will be similarly or slightly less economi-
cally efficient than Essure.”

Most insurance plans will cover the Adiana
procedure; however, women should check 
with their insurance providers for confirmation.
Participating insurance companies list the

procedure as hysteroscopic sterilization, CPT
58565. According to Adiana’s patient information,
some plans will cover only part of the cost of the
procedure; in addition, the amount of the copay
might vary depending on where the procedure is
performed, such as in a physician’s office or at an
outpatient clinic.

It always is good news when a safe and effec-
tive contraceptive option becomes available to
women, Pollack says. “Adiana is a safe, effective
transcervical method,” she reports. “Now that
there are two different transcervical methods
available to women in the U.S., we should see a
faster-paced transition from laparoscopic surgical
methods to those more easily provided in the
office and using local anesthesia.”
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Who Should Not Use Adiana?

The Adiana System should not be used in a
patient who:

• is uncertain about her desire to end fertility;
• has clinical evidence of an active pelvic infec-

tion or history of a recent pelvic infection;
• has intrauterine pathology that would prevent

access to tubal ostium or the intramural portion
of either fallopian tube (such as large submu-
cous fibroids, uterine adhesions, apparent uni-
or bilateral proximal tubal occlusion, suspected
unicornuate uterus, etc.);

• is pregnant or suspects pregnancy;
• is currently less than three months since her

last pregnancy;
• has previously undergone a tubal ligation;
• is currently taking immunosuppressive medica-

tions (e.g. steroids);
• has a known allergy to contrast media.

Source: Hologic, Bedford, MA.



Identify women at risk 
of weight gain with DMPA

Findings from new research may aid clinicians
in identifying women who are likely to gain

weight while using depot medroxyprogesterone
acetate (DMPA, Depo Provera). Research indi-
cates that DMPA users whose weight increased
by 5% within the first six months of use are at risk
of continued, excessive weight gain.1

Researchers found that early gainers were more
likely to exhibit three major risk factors than women
who were not early gainers: a body mass index
(BMI) under 30, having children before starting
DMPA, and a self-reported increase in appetite after
six months of DMPA use, says Abbey Berenson,
MD, professor in the Department of Obstetrics &
Gynecology and Pediatrics and chief of the Division
of Pediatric & Adolescent Gynecology at the
University of Texas Medical Branch at Galveston.
Berenson served as a coauthor on the current
research.

DMPA, a contraceptive injection given four
times a year, is a popular form of birth control.
Among U.S. female adolescents who ever had
intercourse, ever-use of the shot increased from
10% in 1995 to 21% in 2002.2 For women ages 15-
44, 17% named the shot in methods most com-
monly ever used in 2002.3

Obesity, defined as a body mass index of 30 or
more, continues to rise in the United States. The
proportion of U.S. adults who are obese increased
to 26.1% in 2008 compared to 25.6% in 2007,
according to a Centers for Disease Control and
Prevention (CDC) state-based telephone survey

of adults ages 18 and above.4

“Obesity is a major risk factor for many chronic
diseases such as heart disease and diabetes,” said
William Dietz, MD, PhD, director of the CDC’s
Division of Nutrition, Physical Activity, and
Obesity, in a release highlighting the new CDC
data. “As obesity increases among all age groups,
we are seeing chronic diseases in much younger
adults compared to a few decades ago.” 

Take a closer look

To perform the DMPA study, researchers fol-
lowed 240 women ages 16-33 who used the con-
traceptive injection for up to three years.
Investigators looked at several potential predic-
tors of weight gain, including age, race, baseline
obesity prior to DMPA use, lifestyle variables
such as smoking and exercise level, and weight
gain at six months. Results indicate women who
had gained more than 5% of their body weight
within six months, or after just two injections of
DMPA, continued to gain significant weight dur-
ing the next 30 months.

The current study’s finding that women with
BMI less than 30 were more likely than obese
women to experience early weight gain is in con-
trast with previous reports that overweight girls
and young women ages 12-19 are more likely to
gain above those of normal weight.5

Authors of the current research point out earlier
studies were based on adolescent populations,
whereas the new study used a late adolescent-
adult population of girls and women ages 16-33.
This suggests that age may mediate the relation-
ship between initial BMI and excessive weight
gain, authors state.

The researchers say their evidence supports the
observation that DMPA users do not all follow the
same trajectory of weight gain. While some users
will gain minimal amounts of weight, about 25%
will gain excessive weight with continued DMPA
use. Therefore, clinicians might want to extend
contraceptive counseling beyond discussing mean
weight gain as a side effect of DMPA, they note.

“If women choose DMPA, clinicians may want to
tailor counseling to each individual user and her
risk factors in addition to closely monitoring weight
gain at every follow-up visit,” the researchers state.

For women who have gained weight with DMPA
and choose to continue the method, use the follow-
ing healthy eating and lifestyle suggestions from the
National Institute of Diabetes and Digestive and
Kidney Diseases to discuss weight control:
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New research indicates that depot medroxyproges-
terone acetate (DMPA) users whose weight
increased by 5% within the first six months of use
are at risk of continued, excessive weight gain.
• Findings indicate that early gainers were more

likely to exhibit three major risk factors than
women who were not early gainers: a body mass
index under 30, having children before starting
DMPA, and a self-reported increase in appetite
after six months of DMPA use. 

• The research may aid clinicians in identifying
women who are likely to gain weight while using
the contraceptive method.
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• Eat a variety of nutritious foods from the basic
food groups and limit your intake of saturated and
trans fats, added sugars, salt, and alcohol.

• Be physically active for at least 30 minutes on
most or all days of the week. This level of exercise
helps reduce your risk for chronic diseases such
as diabetes. Set goals for moderate-intensity
physical activities, such as walking at a brisk
pace, and chart your progress as you increase
your activity level.

• If you are trying to lose weight or sustain
weight loss, be physically active for 60 to 90 min-
utes a day. Chart your progress as you increase
your activity level.

• Take stairs instead of elevators, park further
from entrances, or go for a walk instead of watch-
ing TV after dinner. Make sure that you are in a
safe and well-lit location when engaging in these
activities.

• Keep a food diary. Write down all of the food
you eat in a day, what time you eat, and your
feelings at the time. Review your diary to find
ways to improve your eating habits.

• Serve smaller amounts of high-calorie foods
and larger amounts of low-calorie foods such as

vegetables and fruits. Compare your portions 
to the serving size listed on food packaging 
for a few days so you know how much you are
eating.6
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Coitus interruptus: Is 
it rare among teens?

With the wide array of birth control options
available today, are adolescents still relying

on coitus interruptus? Results of a 2009 study indi-
cate that clinicians should not consider use of con-
traceptive withdrawal infrequent among teens.1

Withdrawal has been used as contraceptive
method for hundreds of years and continues to be
utilized today in the adolescent population, despite
its rare acknowledgement and high failure rate,
says Jennifer Woods, MD, MS, FAAP, assistant
professor of pediatrics in the Section of Adolescent
Medicine at the University of Arkansas for Medical
Sciences in Little Rock and lead author of the cur-
rent research. Study results indicate the method is
commonly used alone or when other methods may
be considered the primary method, she states.

“Clinicians should be aware of this usage in
order to investigate usage patterns and the context
of usage in short-/long-term sexual relationships
as well as in prevention of STIs [sexually transmit-
ted infections] and pregnancy,” states Woods.

Use of withdrawal has grown over the 20 years
from 1982 to 2002, according to a national survey of

women ages 15-44.2 The proportion who had ever
had a partner who used withdrawal increased from
25% in 1982 to 56% in 2002.2

To perform the current study, investigators
enrolled 387 sexually active adolescent females
ages 14-17 from primary care adolescent health
clinics in areas with high rates of pregnancy and
sexually transmitted infection. As part of a larger
longitudinal study, subjects contributed face-to-face
quarterly and annual questionnaires assessing con-
traceptive behavior, recent sexual behaviors, as
well as partner- and family-based attitudes/beliefs. 

The outcome variable was defined as withdrawal

Results from the National Survey of Family Growth
indicate the proportion of women ages 15-44 who
ever used withdrawal (coitus interruptus) increased
from 25% in 1982 to 56% in 2002. A 2009 study
indicate that clinicians should not consider use of
withdrawal infrequent among teens.
• The probability of pregnancy among perfect users

of withdrawal is estimated at about 4% in the first
year of use. 

• In typical users of the method, the probability rises
to about 27% in the initial year of use.
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use during the previous 12 weeks. Predictor vari-
ables included 19 individual, family, and partner
variables. All models additionally controlled for any
current hormonal use, current condom use, and
past withdrawal use.

Controlling for primary contraceptive method,
withdrawal was mentioned in 13.2% of interviews
with young women using hormonal methods, in
32.4% of the interviews with those using con-
doms, and in 4.7% of interviews with no method. 

Researchers found that current withdrawal use
was more likely with those who reported a more
diverse sexual repertoire, more sexual partners in
the past three months, higher sexual control,
lower perceived STI risk, higher sexual self-effi-
cacy, lower sexual coercion, higher condom nega-
tivity, living with a boyfriend, and lower family
sexual health support.1

Contraceptive Technology defines coitus interrup-
tus as the practice of withdrawing the penis from
the vagina and away from external genital organs
of women before ejaculation, with the intention of
avoiding pregnancy.3 Prevalence rates vary from
9% to 48% among teens, depending on how with-
drawal is measured (used at last sex occasion or
regular use).4-6

Determining the efficacy rates for withdrawal
is difficult. Contraceptive Technology estimates the
probability of pregnancy among perfect users at
about 4% in the first year of use; among typical
users the probability of pregnancy rises to about
27% in the initial year of use.3

As a method of contraception, withdrawal has
its advantages in that it costs nothing, requires no
devices, involves no chemicals, and is available in
any situation. “I have long been an advocate of
making sure that we do not tell people that with-
drawal doesn’t work. I include it in all my general
contraception talks,” says Susan Wysocki, RNC,
NP, president and CEO of the Washington, DC-
based National Association of Nurse Practitioners
in Women’s Health. “It is the one method you
never leave home without.”

In addition, when combined with other meth-
ods, such as female barrier methods, it is intuitive
that withdrawal would increase the effectiveness
of those methods, Wysocki notes.

Despite its advantages, withdrawal is unfor-
giving of incorrect or inconsistent use, which
leads to the heightened probability of pregnancy
among typical users. Also, withdrawal does not
completely protect couples from exposure to STIs,
because not all pathogens are limited to seminal
fluid.3 For example, surface lesions from herpes

genitalis or human papillomavirus might be
actively infective.3

Be sure that those who report use of with-
drawal as a contraceptive method are provided
emergency contraception. 
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Check treatment options 
for bacterial vaginosis

After taking the necessary diagnostic steps, the
results are clear: The patient sitting in front of

you needs to be treated for bacterial vaginosis (BV).
The most common vaginal infection in women of
childbearing age, women with BV may present
with a white or gray discharge, odor, pain, or burn-
ing during urination. Symptoms aren’t always pre-
sent, though. More than 50% of women with BV
may be asymptomatic.1

Clinicians are concerned with BV due to its link
to such adverse pregnancy outcomes as preterm
delivery and low birth weight, postpartum and
postabortal endometritis, and acquisition of sexu-
ally transmitted infections (STIs), including HIV.2,3

A new review looks at current evidence on antimi-
crobial treatments of bacterial vaginosis.4

“Treating BV could help reduce susceptibility 
of women to HIV,” says lead researcher Oyinlola
Oduyebo, MD, lead author of the review and a
senior lecturer in the Department of Medical
Microbiology and Parasitology at the University 
of Lagos in Nigeria. “Therefore it is important,
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particularly in the developing world, to establish
the most effective and appropriate forms of treat-
ment.” 

There is a need for larger, better-designed stud-
ies of BV treatment, says Oduyebo. Many studies
were excluded from the review because they did
not meet the review’s criteria, she notes.

“Mainly the methods of diagnosis in such stud-
ies were not acceptable because at the time the
studies were carried out, the methods of diagno-
sis had not been standardized and the current
methods were not available,” Oduyebo states. 

The best options for treatment of BV remain
topical clindamycin, topical metronidazole gel,
oral metronidazole, or tinidazole, says Sharon
Hillier, PhD, professor of obstetrics, gynecology
and reproductive sciences, and molecular genetics
and biochemistry at the University of Pittsburgh,
and senior investigator at the Magee-Womens
Research Institute, both in Pittsburgh. All are
good at effective treatment, she notes.

She points to the 2006 edition of the Centers for
Disease Control and Prevention’s (CDC) Sexually
Transmitted Diseases Treatment Guidelines, which
recommends the following regimens:

• metronidazole, 500 mg, orally twice a day for
seven days; 

• or metronidazole gel, 0.75%, one full applica-
tor (5 g) intravaginally, once a day for five days; 

• or clindamycin cream, 2%, one full applicator
(5 g) intravaginally at bedtime for seven days.5

Look for the 2010 edition of the CDC guidance
to include the use of oral tinidazole (Tindamax;
Mission Pharmacal, San Antonio). The drug was
approved for use in treatment of BV in 2007. 

Tindamax is administered as 1 g (two tablets)
once daily for five days or 2 g (four tablets) once
daily for two days, compared to the twice-daily,
seven-day oral dosing of metronidazole. Results
from Tindamax’s clinical trial indicate both regi-
mens of the drug were effective.6

How about treatment of sex partners? According
to the CDC, results of clinical trials indicate that a
woman’s response to therapy and the likelihood of
relapse or recurrence are not affected by partner
treatment.5 Therefore, it is not recommended.

Although most women will respond to initial
treatment, about 20%-25% will have recurrence of
infection following treatment, observes Hillier.
The CDC recommends that women be advised to
return for additional therapy if symptoms recur,
with another round of treatment. Although there
are limited data, treatment with the same drug
again appears to result in the same level of cure
as when re-treatment with a different drug regi-
men is used for recurrent infection.7 Women with
multiple recurrences should be managed in con-
sultation with a specialist, the CDC notes.5

Results from a randomized trial for persistent BV
indicate that metronidazole gel 0.75% twice per
week for six months after completion of a recom-
mended regimen was effective in maintaining a
clinical cure for six months.8

“The best data suggests that recurrence is not
due to antimicrobial resistance,” Hillier notes.
“We don’t really know why women have high
rate of recurrence.” 

The need for a clear understanding of the patho-
genesis of BV is acute, states a 2009 overview of the
condition.9 Hillier agrees with this assessment. “As
someone who has worked in vaginitis research my
entire life, I am very frustrated with the lack of
good answers we have for clinicians taking care of
women with bacterial vaginosis,” she states. “Our
answers are not yet satisfactory.”
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The most common vaginal infection in women of
childbearing age, women with bacterial vaginosis
(BV) may present with a white or gray discharge,
odor, pain, or burning during urination. More than
50% of women with BV may be asymptomatic.
• BV has been linked to adverse pregnancy out-

comes such as preterm delivery and low birth
weight, postpartum and post-abortal endometri-
tis, and acquisition of sexually transmitted infec-
tions, including HIV.

• Antimicrobial treatments for BV include topical
clindamycin, topical metronidazole gel, oral
metronidazole or tinidazole. Although most
women will respond to initial treatment, about 20-
25% will have recurrence of infection in the
month following treatment.
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More women delay births 
— What are their options?

Ahealthy, nonsmoking woman, age 36, waits
in your examination room. While she has

been married for seven years, she and her hus-
band are not yet ready to begin their family. What
contraceptive choices are available to her?

Providers need to know these options, as more
women are opting to delay their first birth, accord-
ing to a new analysis by the National Center for
Health Statistics (NCHS) in Hyattsville, MD.1 In
2006, about one out of 12 first births were to women
35 years of age and older; in 1970, the ratio was one
out of 100, says T.J. Matthews, MS, an NCHS
demographer and lead author of the analysis. 

Although the trend toward older first-time
mothers has been gradual over the time period
reviewed, the changes were much more dramatic
from 1970 to 1990, Matthews notes. While the
analysis did not look at reasons behind the shift,
the changing roles of women in society over the
last 36 years have made their impact in delayed
childbearing, he contends.

Which women are more likely to delay child-
birth? While the analysis shows the average age
at first birth increasing for all racial and ethnic
groups between 1990 and 2006, Asian and Pacific
Islander women now have the highest average
age at 28.5 years, while American Indian/Alaska
Native women have the youngest at 21.9 years.
The average age at first birth for non-Hispanic
white women (26.0 years) was older than the
average for the U.S. population (25.0 years) while
those for non-Hispanic black women (22.7 years)
and Hispanic women (23.1 years) were younger,

the analysis shows.1

Geography also is a factor. In 2006, Massachu-
setts’ first-time mothers recorded the oldest average
age (27.7), while Mississippi’s first-time mothers
were the youngest, recording an average of 22.6
years.1

In looking at similar population trends in other
developed countries, analysts found that the
United States has the youngest age of first-time
mothers. This trend stayed consistent in 1970 and
again in 2006, notes Matthews. The United States
is making some progress in lowering the percent-
age of first-time births in younger women. In
2006, only 21% of first births were to mothers
under age 20, down from 36% in 1970.1

For women who are choosing to delay child-
birth, what methods of contraception are being
selected? Philip Ivey, MD, a physician at South-
west Women’s Health in Casa Grande, AZ, says
most are using intrauterine devices (IUDs).

Women who are healthy, lean, and nonsmoking
can choose combination hormonal methods, in 
pill, patch, and ring form until menopause, says
Andrew Kaunitz, MD, professor and associate
chair in the Obstetrics and Gynecology Department
at the University of Florida College of Medicine —
Jacksonville. Progestin-only and intrauterine meth-
ods are reasonable options for older women who
are obese; smoke cigarettes; or have hypertension,
diabetes, or migraine headaches.2

A recent clinical practice guidance notes that
age, weight, and combination contraceptive use
represent three independent risk factors for
venous thromboembolism (VTE).2 The risk for
VTE jumps in women older than age 39 who use
combination birth control. There is an estimated
incidence of more than 100 cases per 100,000
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More women are opting to delay their first birth,
according to a new analysis. In 2006, about one out
of 12 first births were to women 35 years of age
and older. In 1970, the ratio was one out of 100.
• Asian and Pacific Islander women now have the

highest average age at first birth (28.5 years),
while American Indian/Alaska Native women
have the youngest at 21.9 years. 

• The average age at first birth for non-Hispanic
white women (26.0 years) is older than the aver-
age for the U.S. population (25.0 years) while
those for non-Hispanic black women (22.7 years)
and Hispanic women (23.1 years) are younger. 
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person-years among women who are older than
age 39, compared with 25 cases per 100,000 per-
son-years among adolescents.3 The risk almost
doubles among obese women in comparison to
nonobese women who receive oral contraceptives.4

“If all three risk factors — combined contracep-
tive use, age, weight — are present in the same
woman, you’re dealing with a substantially ele-
vated thromboembolism risk, meaning that other
nonestrogen methods are more appropriate,”
says Kaunitz.
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Encourage condoms, 
with passion, please
By Robert Hatcher, MD, MPH
Professor of Gynecology and Obstetrics
Emory University School of Medicine
Atlanta

The HIV community has been asking since 1982:
“How might we go about encouraging condom

use in discordant couples?” On the whole, our
efforts have been a disappointing failure.

So why have we failed? My suggestion is the
absence of passion in promoting condom use. If
we don’t get passionate about condom use, the
rest of our efforts will make no difference.

How can we prevent HIV transmission in 
HIV-discordant couples? Consider the following
10 points with your patients:

1. Put the condom on your husband or partner
with your hands, your mouth or whatever 
it takes to make it be one of the most exciting
parts of the sex act. Make it fun! Get over your
embarrassment, and you may be alive to have
intercourse for many more years.

2. In advance, talk, negotiate and make a
commitment together. Don’t “just do it;” talk about
your plan. Negotiate this plan carefully. Honestly
discuss what it would mean for the uninfected per-
son to die. That’s not fun. Remember that hope is
not a method of preventing the spread of sexually
transmitted diseases (STDs).

3. Commitment to condoms every single time
is a very effective (but not perfect) step toward
the prevention of HIV transmission. Agree to
use outercourse or abstinence, whenever con-
doms are not, for whatever reason, going to be
used. Many of the other ways of having fun sexu-
ally are far less likely than vaginal intercourse to
lead to the transmission of HIV.

4. Terminate a relationship or stop having
intercourse in that relationship if it is clear that
the uninfected person is exposing himself or
herself to the life-threatening risk of sex with-
out consistent condom use.

5. Monogamy is moral. This is a message that
resonates in most societies. Although it is not the
pattern that is going to prevail in all marriages or in
all long-term relationships, it is certainly worth dis-
cussing in all relationships. Monogamy is clearly a
help in preventing HIV initial infection in either
partner. Monogamy in discordant couples is going
to prevent the introduction of other sexually trans-
mitted infections that might increase the risk of HIV
transmission.

6. Male or female condoms must be available to
be used. Female condoms may be the answers for
millions of women unable to get their husbands or
trusted long-term partners to use male condoms
consistently AND those same women may be
unable for a variety of reasons (often having to do
with the status of women in a given society), to
leave that relationship. The availability of adequate
numbers of condoms, both male and female con-
doms, is a huge challenge. It is a challenge to each
couple. It also is a challenge to high schools, univer-
sities, health organizations, and social marketing
systems. It costs less than $5 to produce 100 male
condoms, which is enough for two acts of inter-
course weekly for almost an entire year. Programs
that make men and women return to clinics
repeatedly for three to 12 condoms are providing
inadequate supplies. Returning repeatedly to ask
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for condoms also might be extremely embarrassing.
7. Encourage repeated HIV testing of the HIV-

negative person in a discordant couple. This may
provide reinforcement for a couple to continue
using condoms. Such testing may lead to verbal-
ized or unstated comments such as: “Fantastic, I’m
still not infected after four years of very pleasur-
able sex — always using a condom. This is really
working, and it’s worth the effort.”

8. Accurate education must be available —
not the typical, biased, inaccurate rubbish about
the effectiveness of condoms promulgated by
many abstinence-only sex education programs.
Currently, the message should be that all three
components of the ABC (Abstinence, Be Faithful,
Condoms) approach are excellent ways to pre-
vent new HIV infection. One can say that if a dis-
cordant couple has intercourse, condoms are the
most effective approach to preventing transmis-
sion of HIV: from 87%-90% effective over time.
Said another way, heterosexual relationships are
87%-90% less likely to transmit HIV if condoms
are used consistently and correctly.1

9. Just why don’t our laws reflect the impor-
tance of this issue? Put the reproductive organs of
HIV-positive people (and the rest of their bodies)
into jail if they fail to inform their wife, husband,
or trusting long-term partner, that they are HIV-
positive, or if they refuse to use condoms every
single time. Jail may not be enough. I am one of
those who oppose capital punishment. People
who are HIV-positive and knowingly have inter-
course with others without using a condom are
killing other people. This must not be considered
acceptable behavior. Schools, medical facilities,
and the media must speak with a united voice in
opposition to this destructive behavior.

10. Finally, please, take this challenge seri-
ously. I will take a crack at saying that we must
encourage condom use with passion paraphrasing
Stephen King’s passionate words about writing:2

“You can approach preventing the transmission
of HIV in HIV-discordant couples with nervous-
ness, hopefulness, or even despair — the sense that
you can never do it perfectly even if you do all you
know you should do. You can come to this chal-
lenge (as the couple, or as the clinician caring for the

couple, or as the purveyor of public health) with
your fists clenched and your eyes narrowed, ready
to kick ass and take down names. You can come to
it because it is personally so important to you and
to the person you love and your children and/or
parents, or you can do it because you want to
change the world. Let me say it again: Don’t come
to the challenge of preventing HIV transmission in
HIV-discordant couples lightly. Come with passion.

“I’m not asking you to come reverently or
unquestioningly; I’m not asking you to be politi-
cally correct or to cast aside your humor. (God, we
know you have a sense of humor when it comes
to the area of sex!) This isn’t a popularity contest,
it’s not the moral Olympics, and it’s not church,
the synagogue, or the mosque. It’s the prevention
of what has been called the worst epidemic in his-
tory. It’s an infection that causes pain, ostracism,
chronic infections, cancer, and death. It’s emotion-
ally and economically extremely debilitating. If
you can take it seriously, then we can do business.
If you can’t or won’t take the prevention of infec-
tions using condoms seriously, it’s time for you to
do something else in public health or medicine.”

Teach others to wash their hands after they
sneeze, maybe. 
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Programs address HPV 
insurance coverage 

Two new programs have been announced by
Merck & Co. to help confirm patients’ insurance

coverage and address providers’ reimbursement
concerns regarding Gardasil, the quadrivalent
human papillomavirus (HPV) vaccine. 

The Confidence in Coverage Status program
provides clinicians with patients’ insurance bene-
fit information prior to office visits. Providers
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who participate in the program will be able to
determine which of their privately insured 19- to
26-year-old female patients who are scheduled
for office visits in the next one to two weeks have
coverage for the HPV vaccination.

By submitting patients’ names, birth dates, 
and insurance information, as well as relevant
provider information, to a web site, www.vaccine
supportservices.com, or faxing information to a
toll-free number, (866) 209-9051, providers will
receive faxed reports within three to five days
that include coverage status and, if applicable,
copay, coinsurance, and deductible amounts. 

Eligible privately insured 19- to 26-year-old
female patients who receive Gardasil doses from
April 1, 2009, through April 30, 2010, will be eligi-
ble for a rebate through the second program, the
Patient Rebate Program for Gardasil, when their
out-of-pocket costs for Gardasil exceed $30 per
dose. The maximum rebate is $130 per dose. 

Information about both programs is available 
at www.gardasil.com/rebate. To request rebate
forms, call 800-GARDASIL [(800) 427-3274].  ▼

Check new STD testing 
guidance issued by CDC 

If your facility provides comprehensive sexually
transmitted disease care for men who have sex

with men (MSM), be sure to incorporate new guid-
ance from the Centers for Disease Control and

Prevention (CDC) regarding gonorrhea and
chlamydia testing.

A new CDC analysis of rectal and pharyngeal
Neisseria gonorrhoeae (GC) and Chlamydia trachoma-
tis (CT) testing data from six gay-focused, commu-
nity-based organizations indicate a large number
of new cases.1 Rectal GC and CT test positivity
rates were higher at sites using nucleic acid
amplification tests (NAATs) (GC 5.4%, CT 8.9%).
Pharyngeal GC was detected in 5.3% of NAATs.

By using nucleic acid amplification tests to detect
rectal or pharyngeal chlamydia and gonorrhea, clin-
ics might be able to detect thousands of infections
among the MSM population that otherwise might
not be diagnosed, advises the CDC. Such tests are
not cleared by the Food and Drug Administration
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CNE/CME Questions

After reading Contraceptive Technology Update, the
participant will be able to:

• identify clinical, legal, or scientific issues related to
development and provisions of contraceptive technology
or other reproductive services. 

• describe how those issues affect services and patient
care.

• integrate practical solutions to problems and informa-
tion into daily practices, according to advice from nation-
ally recognized family planning experts. 

13. At what time period is a hysterosalpingogram con-
ducted following an Adiana procedure to ensure the
fallopian tubes are completely blocked? 

A. Two weeks
B. One month
C. Two months
D. Three months

14. Which of the following is NOT a predictor for contin-
ued, excessive weight gain in users of DMPA?

A. Alcohol use
B. Body mass index under 30
C. Having children before starting DMPA

15. Among typical users of contraceptive withdrawal
(coitus interruptus), the probability of pregnancy rises
to about ___ in the initial year of use.

A. 15%
B. 27%
C. 30%

16. According to the CDC, what is recommended for
partner therapy when it comes to bacterial vaginosis?

A. Both women and their partners should receive 
treatment.

B. Partner therapy is indicated only when other infec-
tions are present.

C. Partner therapy is not recommended.

Answers: 13. D; 14. A; 15. B; 16. C.

CNE/CME Instructions 

Physicians and nurses participate in this con-
tinuing nursing medical education/continuing

education program by reading the articles, using
the provided references for further research, and
studying the questions at the end of the issue.
Participants should select what they believe to be
the correct answers and refer to the list of correct
answers to test their knowledge. To clarify confu-
sion surrounding any questions answered incor-
rectly, please consult the source material. After
completing this activity with the December issue,
you must complete the evaluation form provided
and return it in the reply envelope provided in
that issue to receive a certificate of completion.
When your evaluation is received, a certificate
will be mailed to you. ■



for the diagnosis of rectal or pharyngeal NG and CT
infections. However, individual laboratories such as
Laboratory Corp. of America (www.labcorp.com)
and Quest Diagnostics (www.questdiagnostics.
com) have met regulatory standards and now offer
such tests for the diagnosis of rectal and pharyngeal
NG and CT infections, says the CDC. 

The rectum and pharynx are the most common
sites for GC and CT infection among MSM; such
infections usually are asymptomatic and typically
occur without concomitant urethral infection.2

The CDC recommends at least yearly screening
for rectal GC and CT infection for MSM who had
receptive anal intercourse during the preceding
year, and it recommends at least yearly screening
for pharyngeal GC infection for MSM who have
participated in receptive oral intercourse during
the preceding year.
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