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mean for family planning providers?

In March 2010, President Barack Obama signed the Patient Protection 
and Affordable Care Act into law, setting the wheels in motion for 
sweeping health care reform. Now that the dust has settled, what are 

the implications for those who provide reproductive health services, as 
well as those who receive them?

There are a number of “truly significant” changes for family planning 
provision under the new health reform law, says Clare Coleman, presi-
dent and chief executive officer of the Washington, DC-based National 
Family Planning & Reproductive Health Association. Health care reform 
was a hot topic at the association’s April 2010 national conference.1

According to an analysis by the Guttmacher Institute, a provision of 
the new law expands eligibility to all Americans with a family income 
below 133% of the federal poverty level, which allows 16 million more 
Americans to join Medicaid by 2019 than would otherwise be the case.2 
This is a plus for those seeking family planning services; all Medicaid 
recipients receive the program’s guarantee of family planning services 
without cost sharing, along with coverage for its comprehensive pack-
age of reproductive health services beyond family planning, the analysis 
states.2

ExECUTIvE SUMMARy

Several aspects of the recent federal health care reform legislation might benefit 
family planning providers and their patients.
• Medicaid eligibility is now extended to all Americans with a family income below 
133% of the federal poverty level. All Medicaid recipients will receive the program’s 
guarantee of family planning services without cost sharing. States also will be able 
to immediately expand Medicaid access for family planning services up to the state’s 
eligibility level for pregnant women.
• For uninsured patients with incomes above 133% of poverty level, the law allows 
them to purchase private insurance coverage through new health care exchanges, 
with almost all of purchases aided by a federal subsidy.
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Expanding access to health care through the 
Medicaid program for those with incomes under 
133% of the federal poverty level is “tremen-
dously important,” says Coleman. “Thirty-seven 
states will see their Medicaid programs grow 
under this provision, and 16 million new benefi-

ciaries are expected to be enrolled by 2019,” she 
says. “Recognizing the severe budget shortfalls 
most states are currently facing, the federal gov-
ernment will assume all costs of the expansion for 
the first five years.”

 States also will have the option to immediately 
expand Medicaid access for family planning ser-
vices up to the state’s eligibility level for pregnant 
women, says Coleman. Twenty-seven states have 
Medicaid family planning programs under the 
waiver system; in all of those states, Medicaid 
family planning expansions have saved state and 
federal dollars, says Coleman. The option also 
gives states an important tool to fill gaps in the 
health care safety net until coverage is available 
through increased Medicaid and private health 
insurance access in 2014, she observes.

Check insurance changes

Many family planning patients who are unin-
sured individuals might benefit from changes in 
insurance propelled by the new legislation. 

For those individuals with incomes above 
133% of poverty, the law provides them an abil-
ity to purchase private insurance coverage through 
the new health care exchanges, with almost all 
of them aided by a federal subsidy.2 Many of the 
plans will be required to offer a similar package 
of core services, according to the Guttmacher 
Institute analysis. While details are yet to be filled 
in, maternity care is included, which closes a 
major coverage gap in the individual and small 
group market. The final package is projected to 
include coverage such reproductive health ser-
vices as contraceptive services and supplies. 2 

Insurance plans participating in the exchanges will 
be required to contract with essential community 
providers, which include family planning centers, 
community health centers, public hospitals, and 
HIv/AIDS clinics. 

An important benefit for women is the provi-
sion for all private insurance plans, inside and 
outside the exchanges, to cover a package of pre-
ventive and screening services for women without 
cost sharing. The exact package will be defined by 
the federal government, following a study to be 
conducted by the Health Resources and Services 
Administration. 2

“Research clearly demonstrates that even nomi-
nal co-pays drastically reduce the utilization of 
preventive health care services, undermining key 
public health goals and ultimately only increas-
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ing health care costs,” says Coleman. “Making an 
up-front investment in these services is critical to 
the goal of improving public health and lowering 
overall costs.”

young people who might have been without 
health coverage will see benefit from the new 
reform legislation. According to the Guttmacher 
Institute analysis, all private plans that provide 
dependent coverage will be required to make it 
available for unmarried adult children younger 
than age 26. For those who might be at risk for 
unplanned pregnancy or sexually transmitted 
infections (STIs), this provision, which goes into 
effect later in 2010, represents another important 
avenue for care. 2

One important component of the health care 
reform legislation involves the inclusion of essen-
tial community providers in state-based exchanges, 
says Coleman. While expanding coverage is a criti-
cal component in health care reform, it is impera-
tive that poor and low-income patients have access 
to health care providers, she states.

“Across the country, millions of Americans cur-
rently receive high quality, culturally competent 
health care from safety net providers, including 
publicly funded family planning health centers 
and community health centers among others,” 
Coleman says. “To ensure that the most vulner-
able have access to the providers who best meet 
their needs, it is imperative that health plans par-
ticipating in the state exchanges work with the 
safety net provider community.” 

When combined with long-term investments in 
the health care workforce, the inclusion of safety 
net providers in state exchanges will help mitigate 
the growing provider shortage in preventive and 
primary health care, Coleman says. Including 
safety net providers greatly increase the odds that 
the newly insured patient population could see a 
provider on day one and that that provider could 
be reimbursed for providing that care, she states.

Safety net strengthened

New grants and programs stemming from 
health care reform legislation might benefit repro-
ductive health care providers. 

The new law includes $1.5 billion over five 
years to support maternal, infant and early child-
hood home visiting programs, with a focus on 
high-risk families. It also boosts the rebates phar-
maceutical manufacturers must offer to state 
Medicaid programs for brand-name and generic 

drugs and in the discounts offered to safety-net 
providers, including Title x–supported family 
planning centers, under the 340B Drug Discount 
Program.

Significant new funding is included for com-
munity health centers, which provide family plan-
ning services and other basic reproductive health, 
according to the Guttmacher Institute analysis. 2 
The legislation also establishes a dedicated $50 
million yearly funding stream for school-based 
health centers, many of which provide contracep-
tive care.

Providers see benefits

How might the new legislation be of direct 
assistance to health care providers? The reform 
package includes several dozen programs designed 
to bolster the health care workforce through loan 
forgiveness and provider training programs, some 
of which are relevant for family planning provid-
ers, according to the Guttmacher Institute analy-
sis.

Under the new law, certified nurse-midwives 
(CNMs) have achieved equitable reimbursement 
for their services under Medicare. As of Jan. 1, 
2011, the CNM reimbursement rate will increase 
from 65% to 100% of the Medicare Part B fee 
schedule, according to the American College of 
Nurse-Midwives (ACNM).

“Payment equity for certified nurse-midwives 
under Medicare will increase the availability of 
much-needed midwifery services for women, 
including maternity care, family planning, and 
primary care services,” says Melissa Avery, CNM, 
PhD, FACNM, FAAN, ACNM president. “We 
anticipate Medicaid and other payers will also 
provide equitable reimbursement to midwives, 
thus improving the opportunity for both mid-
wifery practices and for other employers to hire 
midwives.”

Challenges lie ahead

While several strides have been made in enact-
ing the health care reform legislation, family 
planners need to be mindful of challenges that lie 
ahead, Coleman advises. The current economic 
downturn has exacted a heavy toll on publicly 
funded family planner facilities, which had 
struggled prior to the recession, she notes. On top 
of problems with staff shortages and unpredict-
able cost increases, family planning clinics have 
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increased demand for services, combined with 
public funding cuts.

“In my own experience running a publicly 
subsidized health system, I had to cut hours and 
staff to control costs more than once, leaving the 
system ill-prepared when patient demand began 
to grow,” Coleman says. “Patients are less able to 
cover their share of costs, private donations are 
down, and state budgets will get worse before they 
get better. A big question is: Can the family plan-
ning public health system make it to health care 
reform?”

Many questions will be raised on how public 
health service programs such as Medicaid and 
Title x integrate with health insurance reform, 
states Coleman. Patients being seen under Title 
x or a Medicaid waiver today might move to 
traditional Medicaid or a state-based exchange, 
depending on income. This opens the door to 
problems with continuity of care, Coleman 
observes.

“Patients need consistency in their contraceptive 
care, and the programs aren’t designed to work 
together well,” she notes. “I can tell you from 
experience that it’s frustrating for patients and a 
real hassle for administrators.” 

There is concern that support for Title x and 
other Public Health Services Act programs might 
diminish under the current reform legislation, 
says Coleman. The Massachusetts experience with 
health care reform has shown family planners 
that careful attention needs to be paid as laws are 
enacted and regulations are written to ensure pub-
lic health programs are not penalized.

“In Massachusetts, since the passage of univer-
sal coverage, state family planning dollars have 
shrunk by nearly 70%, and the state has entirely 
defunded the STI clinic system,” Coleman says. 
“Now, some patients are waiting for gynecological 
appointments, and there are safety-net systems in 
crisis.” [Editor’s note: Contraceptive Technology 
Update reported on the historic health care reform 
legislation in a special March 23, 2010, e-mail bul-
letin. If you would like to sign up to receive future 
bulletins, contact Customer Service at custom-
erservice@ahcmedia.com or (800) 688-2421.]
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Study shows condom fit 
impacts its usage

The last time your teen-age male patient came 
to the adolescent clinic, he left with a bag of 

male condoms. However, when he returns to be 
tested for sexually transmitted diseases (STDs), he 
tells you he hasn’t used the condoms. Why?

If the condoms provided aren’t a comfortable 
fit, chances are your patient won’t use them con-
sistently and correctly. Results of a new study 
indicate that men who report wearing poorly fit-
ting condoms are more likely to remove condoms 
before penile–vaginal sex.1

The research was conducted using a conve-
nience sample of men recruited through adver-
tisements and through a condom web site. The 
participants then completed a survey on The 
Kinsey Institute web site.

In the study, men who reported wearing ill-fitting 
condoms also reported a number of related problems. 
Compared with men who did not have condom fit 
problems, those who did had more breakage, more 
slippage, and were more likely to report irritation 
of the penis. They also were more likely to report 
reduced sexual pleasure, plus more difficulty reaching 
orgasm, both for themselves and for their sexual part-
ner. Men with ill-fitting condoms said that the con-
doms interfered with their erection and contributed to 
dryness during intercourse. 1

ExECUTIvE SUMMARy

Results of a new study indicate that men who report 
wearing poorly fitting condoms are more likely to remove 
condoms before penile–vaginal sex.
• Compared with men in the study who did not have 
condom fit problems, those who did had more breakage, 
more slippage, and were more likely to report irritation of 
the penis. 
• They also were likely to report reduced sexual pleasure, 
plus more difficulty reaching orgasm, both for themselves 
and for their sexual partner. Men with ill-fitting condoms 
said that the condoms interfered with their erection and 
contributed to dryness during intercourse.
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Give them choices

What can clinicians do to work with patients 
toward improved use of condoms? 

Health care providers are in an ideal position 
to educate patients about condom “fit and feel” 
and then provide them with a variety of high-
quality condoms in various sizes, says Richard 
Crosby, PhD, professor of health behavior at the 
Lexington-based University of Kentucky and lead 
author of the current research. Failure to do so 
might  best be described by the old adage “penny-
wise and pound foolish,” Crosby notes.

When counseling on condom use, ask questions 
such as “Does this particular condom pinch or 
feel uncomfortable?” “Does it break?” and “Does 
it slip off?” advises study co-author 
William Yarber, HSD, professor in 
the departments of Applied Health 
Science and Gender Studies at Indiana 
University and senior research fel-
low at The Kinsey Institute. Previous 
research conducted by the research 
group shows that when condoms are 
ill-fitting, the risks for condom error 
increase.2 (Contraceptive Technology 
Update reported on the research; see 
“Your clinic can boost condom use,” 
December 2006, p. 140.)

Offer patients two or more types of condoms, 
suggests yarber. Encourage them to practice 
using them to determine which one feels better, 
he advises. While earlier research on condoms 
centered on parameters such as breakage and slip-
page, less attention has been focused on the eroti-
cism and pleasure aspects, says yarber. If patients 
encounter problems with the fit and feel of con-
doms, they are not going to use them, he states.

Encourage use of water-based lubricants, such 
as K-y Jelly, Astroglide, and AquaLube. Such 
lubricants do not degrade the condom material 
and help to increase sensation. Advise against use 
of oil-based lubricants, such as petroleum jelly, 
which reduce condom integrity and might facili-
tate breakage.3

Science eyes scale

Discussing penis size or condom issues might be 
challenging for some patients. 

To help clinicians engage men in discus-
sion of condom fit and feel, researchers at the 
Sexual Health Research Working Group at 

Indiana University Bloomington have devel-
oped a questionnaire, the “Condom Fit and Feel 
Scale.”4 The questionnaire includes such state-
ments as “Condoms feel too loose on my penis,” 
“Condoms feel too tight along the shaft of my 
penis,” and “Condoms feel too tight on the head 
of my penis.” Answers cover a range from “always 
applies” to “never applies.” The condom scale 
offers a way for men to express in a confidential 
way their condom concerns related to length, 
width, tightness, or looseness.

The group’s research shows that one size doesn’t 
fit all when it comes to condoms. In the study, 
21% reported that condoms felt too tight, while 
18% said their condoms felt too short. Ten percent 
of men said their condoms felt too loose, and 7% 

reported that condoms felt too long.5 
Problems with condom fit aren’t 

just confined to the United States. The 
Indiana researchers posed questions 
to men in five European countries 
(France, Germany, the Netherlands, 
Slovenia, and Spain) regarding con-
dom fit. Data indicates those surveyed 
reported a wide variety of problems 
associated with condom fit and feel.6 
Men in the Netherlands were least 
likely to report that condoms fit fine 
and were most likely to report that 

condoms were too short and too tight. Men in 
Spain were most likely to report that condoms were 
too long, the analysis suggests.6
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When counseling on con-

dom use, ask questions such as 

“Does this particular condom 

pinch or feel uncomfortable?” 

“Does it break?” and “Does it 

slip off?” 
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Tampon use may indicate 
vaginal ring acceptance

As a clinician who counsels on contraceptive 
choice, how can you determine if a woman 

is a likely candidate for the contraceptive vagi-
nal ring (NuvaRing, Merck & Co., Whitehouse 
Station, NJ)? New research suggests that young 
women who report tampon use are more likely 
to choose the contraceptive vaginal ring over 
oral contraceptives as their initial birth control 
method.1

The study was conducted as part of the 
Contraceptive Choice Project, a longitudinal study 
of 10,000 St. Louis area women. The project is 
designed to promote the use of long-acting, revers-
ible methods of contraception while evaluating 
user continuation and satisfaction for all reversible 
methods. 

To perform the current study, researchers per-
formed univariable and multivariable analyses of 
the 311 women who were asked about tampon 
use at the time of enrollment in the project and 
who chose the contraceptive vaginal ring or com-
bined oral contraceptives (COCs) in an effort to 
assess the association of tampon use and choice 
of combined hormonal method. Adjusted analysis 
indicated that tampon users were more likely to 
choose the contraceptive vaginal ring instead of 
combined pills (adjusted relative risk 1.34, 95% 
confidence interval 1.01-1.78). 

While use of tampons might be considered an 
indicator for the initial acceptability of the contra-
ceptive vaginal ring, all women should be offered 
the contraceptive vaginal ring regardless of experi-
ence with tampon use, says study co-author Renee 
Mestad, MD, clinical fellow at the Washington 

University School of Medicine, St. Louis. 
“Many women enjoy the benefits of COCs, but 

have difficulty remembering to take the pill daily 
and subsequently quit using them without let-
ting their clinician know,” Mestad says. “When 
patients know there are other similar, but more 
user-friendly options available, they may be more 
inclined to call their clinician to try something 
else.”

Don’t think that women who do not use tam-
pons aren’t interested in the vaginal ring as well; 
in the current study, 7% overall of such women 
chose the ring when all options were presented, 
says Mestad. Tampon users have an easier time 
imagining or “visualizing” in a sentient way 
how to place the ring and how it would feel once 
placed, she says.

“Clinicians would only need to take an extra 
few minutes to explain to non-tampon users that 
the ring is not felt by the patient when it sits prop-
erly in the vagina,” Mestad says. “Clinicians can 
also offer to place the first ring for their interested 
but skeptical patients to demonstrate the ease of 
placement and how it should feel when in place.” 

Who picks the ring?

Melissa Gilliam, MD, MPH, associate profes-
sor of obstetrics and gynecology at the University 
of Chicago and chief of its Division of Family 
Planning and Contraceptive Research, is looking 
at factors surrounding young women’s selection 
of the contraceptive vaginal ring. Her research 
team is conducting the ACCEPT (Acceptability 
of NuvaRing versus Birth Control Pills in College 
Women) study to look at these factors.

In an early study, researchers surveyed college 
students regarding reasons for selecting the ring 
versus other methods,2 says Gilliam. Those women 
who were interested in using the ring liked the fact 
that it was non-daily, did not mind self-insertion, 
did not mind feeling the ring during intercourse, 
liked the idea of a monthly method, had busy 
schedules, and were concerned about side effects, 
Gilliam reports. Women who were using oral con-
traceptives were less likely to consider using the 
ring.2

Gilliam’s research team has just published 
results of a study designed to compare satisfaction 
with and adherence to the contraceptive vaginal 
ring and a daily low-dose oral contraceptive pill 
among college and graduate students.3 To con-
duct the study, researchers randomly assigned 273 

ExECUTIvE SUMMARy

New research suggests that young women who report 
tampon use are more likely to choose the contraceptive 
vaginal ring over oral contraceptives as their initial birth 
control method.
• While use of tampons might be considered an indicator 
for the initial acceptability of the contraceptive vaginal 
ring, all women should be offered the contraceptive vagi-
nal ring regardless of experience with tampon use, study 
authors suggest.
• In counseling on ring use, explain that the ring is not felt 
by the patient when it sits properly in the vagina. Offer to 
insert the first ring to demonstrate the ease of placement 
and how it should feel when it is properly inserted.
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women to the contraceptive vaginal ring (n = 136) 
or pill (n = 137) for three consecutive menstrual 
cycles. Participants completed daily Internet-
based, online diaries regarding method adherence 
and satisfaction during cycles of use. At three 
months, they completed an online survey regard-
ing intention to continue their method and overall 
acceptability. At six months, scientists surveyed 
participants to see whether they continued using 
contraception and, if so, which method was used. 

“We found that many women did not continue 
their method — ring or pill — due to the cost of 
the method,” observes Gilliam. “Discontinuation 
reasons specific to the ring included concerns 
about side effects, such as discharge or bleeding, 
and some were not sexually active, so discontinued 
the method. But most liked the method.”
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Time to turn the tide 
against trichomoniasis

Trichomoniasis is the most common curable 
sexually transmitted disease (STD) in young, 

sexually active women. An estimated 7.4 million 
new cases occur each year in women and men, 
according to the Centers for Disease Control and 
Prevention (CDC).1 What can clinicians do to turn 
the tide? 

Trichomonas vaginalis (Tv) is the infectious 
agent that results in trichomoniasis. Interest in 
trichomoniasis has risen since research identified 
it as a risk factor for HIv. Women are especially 
at risk. Findings from one study indicate women 
with the infection have a 50% increased risk of 
acquiring HIv.2 Infection with Tv in women and 
men already infected with HIv can be problem-
atic. Research indicates that those coinfected shed 

more HIv in their secretions than those without 
the STD and put their partners at increased risk 
for HIv infection.3,4

While other STDs such as chlamydia and gonor-
rhea are reportable conditions, trichomoniasis is 
not. Research now indicates that the burden of Tv 
infection is high and that asymptomatic infections 
are common.5 Results of a longitudinal study of 
men and women ages 18-26 indicate that Tv was 
nearly as common as chlamydia and more com-
mon than gonorrhea.6 Study findings also revealed 
95% of those with documented Tv reported no 
symptoms in the week prior to testing.6

Pros of making TV a reportable disease

Should Tv be added to the list of reportable 
diseases? Charlotte Gaydos, MS, MPH, DrPH, 
professor of medicine in the Division of Infectious 
Diseases at Johns Hopkins University, discussed 
the pros and cons at the 2010 National STD 
Prevention Conference.7

The evidence is “very strong” for making Tv a 
reportable disease, Gaydos says. The prevalence 
of the infection, coupled with its association with 
pelvic inflammatory disease and adverse birth out-
comes, and the identification of the infection as a 
risk factor for HIv, are all arguments for such a 
public health mandate. However, with the current 
economic downturn, it is unlikely that the CDC 
will be able to obtain additional national funding 
for such an effort, Gaydos says.7

While Tv infection can cause symptoms such 
as vaginitis and cervicitis in women and urethritis 
in women and men, in most cases, the infection 
is asymptomatic.3 If it is not detected in women, 
trichomoniasis can lead to more serious conse-
quences, such as pelvic inflammatory disease and 

ExECUTIvE SUMMARy

Trichomoniasis (TV) is the most common curable sexually 
transmitted disease in young, sexually active women. An 
estimated 7.4 million new cases occur each year in women 
and men, according to the Centers for Disease Control and 
Prevention.
• Research now indicates that the burden of TV infection 
is high and that asymptomatic infections are common. 
Results of a longitudinal study of men and women ages 
18-26 indicate that TV was nearly as common as chlamyd-
ia and more common than gonorrhea.
• Treatment of TV is simple. Clinicians can prescribe a 
single 2 gram dose of metronidazole or tinidazole.
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preterm births.8,9 
Since there is no standard guideline to screen 

for trichomoniasis , such as there is with chla-
mydia, many clinicians might think to test only 
when symptoms are present, says Jill Huppert, 
MD, MPH, assistant professor of pediatrics and 
obstetrics and gynecology at Cincinnati Children’s 
Hospital Medical Center. Huppert and fellow 
researchers are focusing on better detection of 
the infection and looking at such options as rapid 
point-of-care tests and self-collected specimens in 
an effort to reduce transmission and potentially 
prevent future complications.

The most commonly used test to detect tricho-
moniasis is the wet mount; however, this in-office 
test detects only about 35-60% of infections in 
women.10 There are no good tests for Tv in men.4 
Culture can be used to test for infection, as well as 
two point-of-care tests: the OSOM Trichomonas 
Rapid Test (Genzyme Diagnostics, Framingham, 
MA) and the Affirm vP III (Becton Dickenson, San 
Jose, California), a nucleic acid probe test.11

Treatment of Tv is simple: Prescribe a single 2 
gram dose of metronidazole or tinidazole.4 Be sure 
to treat the infected patient and partners; counsel 
that those treated should abstain from sex for the 
next week.4 Use the moment to offer testing for 
other STDs, including HIv, and offer prevention 
and counseling messages.4 

Science eyes options

While trichomoniasis is a common sexually 
transmitted infection in adolescent women, barri-
ers to diagnosis lie in the need for a pelvic exam 
and wet mount. Huppert and research associates 
have conducted a study to see if women ages 14-22 
could accurately perform a point-of-care (POC) 
test on a self-obtained vaginal swab.12

In the study, 218 sexually experienced women 
collected a vaginal swab and performed a POC 
test for trichomoniasis. Using a speculum, the cli-
nician obtained vaginal swabs which were tested 
for trichomoniasis using the POC test, wet mount, 
culture, and transcription mediated amplification, 
using standard and alternative primers. Self and 
clinician results were compared to true positives, 
which were defined as culture positive or transcrip-
tion mediated amplification positive with both sets 
of primers.

Findings indicate that the women performing 
the test for themselves detected as many trichomo-
niasis infections as clinicians doing the same test 

or culture, and twice as many as detected with wet 
mount.12 In the future, incorporating self-per-
formed tests into routine practice could increase 
identification and treatment of trichomoniasis in 
vulnerable women such as adolescents, research-
ers conclude. This final point is of particular 
importance, because Pap smear recommendations 
are now putting off pelvic exams to an older age 
in many adolescents, says Robert Hatcher, MD, 
MPH, professor of gynecology and obstetrics at 
Emory University in Atlanta.
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Use social marketing  
to reach at-risk teens
[Editor’s note: Look to the July 2010 issue for 
the second of this two-part series for information 
on SWAP, an online database developed by the 
California STD/HIV Prevention Training Center.] 

How can you reach at-risk teens with health 
information on sexually transmitted diseases 

(STDs) or other reproductive health issues? Look 
to the youth Social Marketing Toolkit, an online 
resource developed by the California STD/HIv 
Prevention Training Center (CAPTC) in Oakland 
and the California Family Health Council in Los 
Angeles to help reproductive health providers  
develop cost-effective social marketing campaigns.

The toolkit is a one-stop free resource for pro-
viders, complete with planning materials, cam-
paign samples, and links to related resources. 
(See resource listing on p. 69 on how to access 
the online site.) It was developed in response to 
requests from local health providers for technical 
assistance in developing social marketing cam-
paigns, says Amy Smith, MPH, health promo-
tion and health education unit chief in the STD 
Control Branch of the California Department of 
Public Health and the CAPTC. There are no costs 
to other facilities who wish to use the toolkit’s 
resources, says Smith.  

Social marketing uses the same collection of 
tools to “sell” healthy behaviors, just as market-
ers strive to sell commodities such as blue jeans to 
the public. The youth Social Marketing Toolkit 
site explains how social marketing incorporates 
the four basic principles of commercial marketing, 
known as the “4 P’s”:

• Product. The product is a behavior change or 
a shift in attitude. For example, your clinic might 
want to develop a program to increase condom use 
among teens.

• Price. Price is defined as the cost of chang-
ing behaviors. The goal of social marketing is to 
reframe the recommended behavior change so that 
the consumer realizes that the benefits of change 
outweigh the efforts or costs.

• Place. Place represents all efforts to make the 
behavior change as easy as possible to a consumer. 
For example, if your facility is developing a con-
dom program for teens, it might mean offer-
ing free or inexpensive condoms at convenient 
locations or changing your clinic’s schedule to 

accommodate busy students.
• Promotion. How do you get the word out 

to the public on the program? Advertising is just 
one method. A promotional campaign includes 
incorporating messages about the recommended 
behavior change into all existing programs to 
reinforce the message on multiple levels. 

Social marketing employs a fifth “P” -- policy 
-- which is not included in commercial cam-
paigns. Efforts are made to influence policy that 
will promote positive behavior change. 

Why use social marketing to reach adolescents? 
When messaging is designed with youth input and 
there is creative use of appropriate media for the 
audience, social marketing for sexual health mes-
sages can be particularly effective in “spreading 
the word,” increasing awareness, and influencing 
behavior, says Joyce Lisbin, EdD, health communi-
cation coordinator at the STD Control Branch and 
the CAPTC.

Evaluation activities to determine the effective-
ness of social marketing approaches have resulted 
in increased awareness and positive changes in atti-
tude toward healthy behavior change, Lisbin says. 
Research indicates that social marketing interven-
tions adopting social marketing principles can 
form an effective framework for behavior change 
interventions.1

Feedback indicates that most providers would 
be highly likely to use the resource to develop a 
social marketing campaign, says Smith. From its 
launch on Dec. 2, 2009, there have been 9,554 
page views and 7,548 unique page views. Reviews 
of the site note its attractiveness, user-friendly fea-
tures and its value as a resource for public health 
professionals.

About 300 hours of staff time were devoted to 
the development, distribution, and evaluation of 
the online resource, says Lisbin.
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RESOURCE
To access the Youth Social Marketing Toolkit, visit the 
California STD/HIV Prevention Training Center web site,  
www.stdhivtraining.org. Click on “Resources” on the menu 
bar to access link.
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n What’s your knowledge 
level of contraceptive 
evidence?

n How to reach 
adolescents of color with  
social marketing

n How are contraceptive 
costs impacting your 
facility’s budget?

n Check benefits and 
pitfalls of off-label drug 
use 

COMING IN FUTURE MONTHS

New programs improve 
outcomes for teens

By Melanie Gold, DO 
Clinical Associate Professor of Pediatrics
University of Pittsburgh School of Medicine
Staff Physician 
University of Pittsburgh Student Health Service
and Kaiyti Duffy, MPH, Director of Education 

and Research
Anita Brakman, MS, Education & Research 

Manager
Physicians for Reproductive Choice and Health
New york City

Sexuality is a normal part of adolescent devel-
opment. Though sexual behaviors can lead to 

adverse reproductive health outcomes, most ado-
lescents will become sexually active during their 
teen-age years1, which makes interventions that 
promote or enhance sexual health in adolescents 
increasingly important. 

Until recently, most programs addressing teen 
sexuality have endorsed abstinence-only until 
marriage or focused predominantly on education 
about safer sex. However, there is widespread rec-
ognition that exposure to even the most effective 
sex education program is not enough to promote 
and sustain healthy adolescent sexuality.2  

Positive youth development (PyD) programs 
represent a third approach. The March 2010 issue 
of the Journal of Adolescent Health (JAH) exam-
ined PyD programs in terms of their effects on 
adolescent sexual and reproductive health (ASRH) 
outcomes. The authors assert, “It is possible that 
sexuality education programs provide youth the 
skills and knowledge needed to practice safe sexual 
behavior, whereas PyD programs provide them 
with the motivation to do so.”3

While PyD programs vary widely in their con-
tent, and the definition of PyD differs among 
researchers, the JAH chose to examine programs 
that focused on one or more of 12 goals identi-
fied by Catalano et al in earlier research on posi-
tive youth development.4 These goals then were 
combined into four categories, described as the 
“4 C’s”:  connectedness (bonding), competence 
(social, behavioral, cognitive, emotional, and 

moral), confidence (self-efficacy, belief in the 
future, self determination, and clear and positive 
identity), and character (pro-social norms and 
spirituality).5 

Authors deemed individual goals or subcon-
structs protective when findings from two or more 
longitudinal studies showed a significant associa-
tion between a goal or subconstruct and improve-
ment in at least one ASRH outcome including: ever 
had sex, recent sex/current sexual activity, early 
sexual debut, use of contraception, use of con-
doms, number of sexual partners, frequency of sex, 
sexual risk index, contraction of a sexually trans-
mitted infection, pregnancy/birth, and intentions to 
engage in sexual behaviors. Goals associated with 
a negative change were found to have risk associa-
tions.  

Twelve goals and multiple subconstructs 
were examined. Several notable points emerged. 
Cognitive competence, mostly measured by aca-
demic achievement, had a protective association 
with ever having sex, contraceptive use, and preg-
nancy/birth.6 Social and behavioral competence 
were combined, and when measured by a variety 
of scales measuring communication skills or asser-
tiveness, had a protective association with contra-
ceptive use.6

Connectedness was broken down into several 
smaller subconstructs. Sexuality-specific parent 
communication was found to have the most pro-
tective associations with improving outcomes in 
rates of ever having sex, contraceptive and con-
dom use, number of sexual partners, frequency of 
sex, and pregnancy/birth.7 Connectedness was the 
only category within which a risk association was 
found. Specifically, while the subconstruct “paren-
tal monitoring” had protective associations with 
various ASRH outcomes, parent overcontrol had a 
risk association with ever having sex.7

Two goals under the heading of “confidence” 

TEEN TOPIC
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CNE/CME INSTRUCTIONS 

Physicians and nurses participate in this continu-
ing nursing medical education/continuing edu-

cation program by reading the articles, using the 
provided references for further research, and study-
ing 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 confusion surround-
ing any questions answered incorrectly, please 
consult the source material. After completing this 
activity with this  issue, you must complete the eval-
uation form provided and return it in the reply enve-
lope provided in that issue to receive a certificate 
of completion. When your evaluation is received, a 
certificate will be mailed to you.  n

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

•  identify clinical, legal, or scientific issues related to 
development and provisions of contraceptive tech-
nology or other reproductive services;

•  describe how those issues affect services and 
patient care;

•  integrate practical solutions to problems and infor-
mation into daily practices, according to advice 
from nationally recognized family planning experts;

• provide practical information that is evidence-
based to help clinicians deliver contraceptives sen-
sitively and effectively.

21. Which of the following lubricants is NOT safe 
for use with latex condoms?
A. Petroleum jelly
B. KY Jelly
C. Astroglide
D. AquaLube

22. In research by Tepe M, et al, Obstet Gynecol 
2010, what was found to be a potential factor for 
acceptance of the contraceptive vaginal ring?
A. Previous use of an intrauterine device
B. Use of tampons
C. Previous use of a diaphragm
D. Previous use of spermicides

23. What is the most commonly used in-office 
test to detect trichomoniasis?
A. OSOM Trichomonas Rapid Test
B. Affirm VP III nucleic acid probe test
C. Wet mount
D. Pap smear

24. What are the “4 C’s” that are incorporated in 
positive youth development programs?
A. Connectedness, competence, courage, and 
character 
B. Connectedness, cohesiveness, confidence, 
and character 
C. Connectedness, competence, confidence, and 
community 
D. Connectedness, competence, confidence, and 
character 

Answers: 21. A 22. B 23. C 24. D

CNE OBJECTIvES/QUESTIONShad protective associations. Belief in the future was 
protective for early sexual debut and pregnancy/
birth. Self-determination had a protective associa-
tion with ever having sex and pregnancy/birth.8 In 
examining “character,” authors also found pro-
social norms and spirituality to have protective 
associations.9

Although the findings had several limitations, 
these data offer many insights into the provision of 
sexual and reproductive healthcare to adolescents. 
Primarily, it is insufficient to solely ask a teen 
about sexual behaviors or to counsel only about 
contraception and condom use. Adolescent health 
providers must assess the various socio-cultural 
and interpersonal forces that affect an adolescent’s 
determination to develop and sustain healthy sex-
ual self. By incorporating the concepts presented 
through PyD programs, providers can screen more 
effectively for risk while, at the same time, pro-
moting positive sexual development among teen 
patients.
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The Condom Fit and Feel Scale   
     Reece, M., Herbenick, D., & Dodge, B. (2009). Penile dimensions and men's perceptions of 

condom fit and feel. Sexually Transmitted Infections, 85, 127-131. 
  

      Please rate the extent to which each of the following 
statements has applied to you as you have used condoms 
for sexual activities in the past: 

  Never 
Applies To 

Me 

Sometimes 
Applies To 

Me 

Often 
Applies 
To Me 

Always 
Applies 
To Me 

        Condoms fit my penis just fine 
 

⃝ ⃝ ⃝ ⃝ 

  Condoms feel comfortable once I have them on my penis 
 

⃝ ⃝ ⃝ ⃝ 

        Condoms are too long for my penis 
 

⃝ ⃝ ⃝ ⃝ 

  I have some unrolled condom left at the base of my penis after I unroll it 
 

⃝ ⃝ ⃝ ⃝ 

        Condoms are too short for my penis 
 

⃝ ⃝ ⃝ ⃝ 

  Condoms will not roll down far enough to cover my penis  completely 
 

⃝ ⃝ ⃝ ⃝ 

        Condoms are too tight on my penis 
 

⃝ ⃝ ⃝ ⃝ 

  Condoms fee too tight along the shaft of my penis 
 

⃝ ⃝ ⃝ ⃝ 

  Condoms feel too tight on the head of my penis 
 

⃝ ⃝ ⃝ ⃝ 

  Condoms feel too tight around the base of my penis 
 

⃝ ⃝ ⃝ ⃝ 

        Condoms are too loose on my penis 
 

⃝ ⃝ ⃝ ⃝ 

  Condoms feel too loose along the shaft of my penis 
 

⃝ ⃝ ⃝ ⃝ 

  Condoms feel too loose around the head of my penis 
 

⃝ ⃝ ⃝ ⃝ 

  Condoms feel too loose around the base of my penis   ⃝ ⃝ ⃝ ⃝ 
 

Source: Michael Reece, PhD, MPH, Director, Center for Sexual Health Promotion, Indiana University, Bloomington. 
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