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Potential link found between 
hormonal contraception, HIV risk
WHO to hold technical consultation in early 2012

R esults from an analysis presented at the recent 2011 International 
AIDS Society conference in Rome suggest that using certain methods 
of hormonal contraception — particularly injectable contraception – 

might double the risk of HIV acquisition in a previously uninfected woman 
and also might double the risk that an HIV- infected woman will transmit 
HIV to a previously uninfected male sexual partner.1

The researchers analyzed data from women and men in HIV discordant 
couples, prospectively following 3,790 heterosexual HIV-1 serodiscordant 
couples (in which one partner was HIV-1 seropositive and the other seronega-
tive) from Kenya, Uganda, Rwanda, Botswana, Zambia, Tanzania, and South 
Africa for up to 24 months. The scientists looked at hormonal contraceptive 
users and nonusers, comparing rates of HIV-1 acquisition in women and 
HIV-1 transmission from women to men using multivariate Cox proportional 
hazards regression and marginal structural modeling. The information pre-
sented at the Rome conference has not yet been peer-reviewed or published; its 
findings are available only in slide and oral form.

ExECUTIVE SUMMARy
Results from a new study suggest that using certain methods of hormonal 
contraception — particularly injectable contraception -- might double the 
risk of HIV acquisition in a previously uninfected woman and also might 
double the risk that an HIV- infected woman will transmit HIV to a previously 
uninfected male sexual partner. 
• A technical consultation to review all available data has been scheduled for 
early 2012 by the World Health Organization.
• No change in contraceptive policy is appropriate or necessary at this time, 
international reproductive health groups advise. U.S. medical eligibility crite-
ria currently categorize use of combined hormonal methods, progestin-only 
pills, contraceptive injection, and implant as “1,” which means no restrictions 
on use, in women at high risk for HIV, HIV-infected, or AIDS diagnosed.
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Most of the couples for whom data were avail-
able were part of a randomized placebo-controlled 
trial, designed to assess the efficacy of acyclovir in 
preventing HIV infection associated with herpes 
simplex infection.2,3 Other data in the analysis came 
from a parallel observational study of immune cor-
relates of HIV protection at two of the same study 
sites. All couples were provided comprehensive HIV-

prevention services, including risk-reduction counsel-
ing for individuals and couples, free condoms, and 
treatment for sexually transmitted infections (STIs). 
Most couples reported using condoms.

Among 1,314 couples in which the HIV-1 sero-
negative partner was female, HIV-1 acquisition rates 
were 6.61 and 3.78 per 100 person-years in women 
using and not using hormonal contraception (adjusted 
hazard ratio [HR] 1.98, 95% confidence interval [CI] 
1.06-3.68, p=0.03). Among 2,476 couples in which 
the HIV-1 seronegative partner was male, HIV-1 
transmission rates from women to men were 2.61 
and 1.51 per 100 person-years in those whose part-
ners used versus did not use hormonal contraception 
(adjusted HR 1.97, 95% CI 1.12-3.45, p=0.02).]1

The U.S. Agency for International Development 
(USAID) in Washington, DC, plans to co-fund a 
technical consultation being organized by the World 
Health Organization (WHO) for late January in 
Geneva, Switzerland, says Chelsea Polis, PhD, USAID 
epidemiological advisor. The consultation is being 
called to assess whether current WHO recommen-
dations on contraceptive use for women at risk of 
HIV infection, women with HIV infection or AIDS, 
or women taking antiretroviral therapy remain con-
sistent with the current body of evidence, given the 
new research findings, states Mary Lyn Gaffield, 
MPH, PhD, a scientist at WHO’s Department of 
Reproductive Health.

The consultation will include a multi-disciplinary 
group of experts who will evaluate the available sci-
entific evidence on the use of hormonal contraceptives 
and HIV acquisition, progression, and infectivity/
transmission. The consultation is designed to review 
implications for programs, service delivery, and future 
research, notes Gaffield. 

More information needed

Both the USAID and the International Planned 
Parenthood Federation (IPPF) in London have issued 
separate statements regarding current practice with 
hormonal contraception in light of the new data. 
“USAID does not believe that a change in contra-
ceptive policy or programming is appropriate or 
necessary at this time,” reads an August 2011 field 
communication.4 “We do not yet have full informa-
tion on this analysis or its implications.”

In a response to the release of the study informa-
tion, IPPF says it is consulting with partners in the 
family planning and HIV/AIDS communities to fully 
understand the implications of the study’s findings 
and its potential affect on family planning clients 
and services.5 “Currently, IPPF considers that this 
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study should not be used to draw conclusions on 
hormonal contraceptive use overall and its potential 
role in increasing users risk of HIV acquisition or 
transmission,” states the IPPF response. “There were 
not enough women using oral contraceptives (OC) in 
this study to find statistically significant results on the 
links between use of OC and HIV.”

Women using contraceptive implants or intra-
uterine devices containing hormonal contraception 
were not included in this study, the IPPF response 
notes. “The study’s findings can therefore only really 
highlight important considerations for injectable 
contraceptives,” the IPPF response notes. “Available 
information we have from the study thus far does not 
indicate which injectables were used (depot medroxy-
progesterone acetate [DMPA] or northisterone enan-
thate), nor the duration of use — factors which could 
affect the level of risk.”

Stay tuned for more

Safe and effective contraceptive choices are essen-
tial for women with and at risk for HIV-1 infection. 
The new data have highlighted concerns about the 
safety of hormonal contraceptives in settings with 
high HIV prevalence and incidence, and they require 
a thorough review of all data, the context, and alter-
native options available to women wishing to avoid 
unwanted pregnancy, says Gaffield.

More than 50 studies have looked at whether use 
of hormonal contraception is a risk factor for HIV-1 
infection. Most were cross-sectional; 15 were pro-
spective studies.6

In a 2007 study designed to measure the risk of 
HIV-1 infection associated with hormonal contra-
ceptive use, neither OCs nor DMPA was associated 
with HIV-1 acquisition.7 However, among women 
who were negative for herpes simplex virus type 2 
at study enrollment (48% of the study population), 
both methods increased risk of HIV-1 acquisition. 
(To read more about the study, see the Contraceptive 
Technology Update article “Hormonal contraception 
use doesn’t up HIV risk,” March 2007, p. 29.)

What should providers do until more defini-
tive data is available? The IPPF directs clinicians to 
look to the WHO Medical Eligibility Criteria for 
Contraceptive Use.8 “Until conclusive findings are 
available, the World Health Organization (WHO) 
guidance is the best available guide for program-
matic decisions that affect most women,” the IPPF 
statement reads. “The WHO has addressed this 
issue in the context of Medical Eligibility Criteria for 
Contraceptive Use and concluded that hormonal con-
traception remains a safe option for women at high 

risk of and living with HIV.” 
U.S. medical eligibility criteria currently categorize 

use of combined hormonal methods, progestin-only 
pills, contraceptive injection, and implant as “1” — 
no restrictions on use — in women at high risk for 
HIV, HIV-infected, or AIDS diagnosed. Initiation 
and continuation of the levonorgestrel intrauterine 
system and the Copper T380A intrauterine device are 
categorized as “2” — advantages generally outweigh 
theoretical or proven risks- for women at high risk 
for HIV or HIV-infected. Initiation of both types of 
intrauterine contraception are classified as “3” — the-
oretical or proven risks usually outweigh the advan-
tages — for women who are diagnosed with AIDS. 
Continuation of both devices is categorized as a “2” 
for women with AIDS.9

Dual protection against unintended pregnancy 
and STIs, including HIV, can be achieved by using 
condoms along with a highly effective method of con-
traception, advises USAID. Program managers should 
continue to promote condoms to prevent transmis-
sion of STIs, including HIV.4
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More clinicians put 
US MEC into practice

Are you implementing guidance from the US 
Medical Eligibility Criteria for Contraceptive 

Use, 2010, (US MEC) released by the Centers 
for Disease Control and Prevention (CDC)?1 The 
American College of Obstetricians and Gynecologists 
(ACOG) has just issued a Committee Opinion on the 
guidelines to help clinicians provide family planning 
services to women, especially those with medical con-
ditions.2

ACOG decided to publish the Committee Opinion
to publicize the “extremely useful” evidence-
based recommendations originally developed by 
the World Health Organization, but they were 
adapted specifically for use in the United States by 
the CDC, says Eve Espey, MD, MPH, professor in 
the Department of Obstetrics and Gynecology in 
the School of Medicine at the University of New 
Mexico. (To read more about the criteria, see the 
Contraceptive Technology Update article, “Base your 
family planning practice on evidence-based medicine 
in 2010,” August 2010, p. 85.)

“The 4-[category] rating US MEC recommenda-
tions are in a format that is easy for clinicians to 
understand and use as a reference for the many con-
traceptive scenarios they face on a daily basis,” 
explains Espey, chair of ACOG’s Long-Acting 
Reversible Contraception Work Group and a co-
developer of the bulletin.

The CDC MEC guidelines provide a sound, evi-
dence-based document that when used on a national 
basis, will provide consistently high-level contracep-
tive care, says Sharon Schnare, FAANP, clinical 
instructor in the Department of Family and Child 
Nursing at the University of Washington School of 
Nursing in Seattle.

Put it into practice

The US MEC contains combinations of medi-
cal conditions and contraceptive methods that are 
rated on a scale of 1 to 4 in terms of safety. Category 
1 indicates there are no restrictions for use of the 

ExECUTIVE SUMMARy
The American College of Obstetricians and Gyne-
cologists has issued a Committee Opinion on the US 
Medical Eligibility Criteria for Contraceptive Use, 2010 
(US MEC) to help clinicians provide family planning 
services to women, especially those with medical 
conditions.
•  The 4-category rating US MEC recommendations 
are presented in a format that is easy for clinicians to 
understand and use as a daily reference.
• While the guidance is an important element that 
needs to be considered by the provider and the pa-
tient when choosing the most appropriate method, 
other elements such as effectiveness, availability, 
and acceptability should be included in the decision-
making process.

method, while category 4 indicates the method could 
present an unacceptable health risk for the patient. 
(See box item on p. 125 for an explanation of the 
four categories.)

More than 65 medical conditions and character-
istics, from women’s cancers and chronic diseases to 
breastfeeding and smoking, with additional sub-con-
ditions, are covered in the US MEC. Consider women 
who smoke: Use of combined oral contraceptives 
(OCs) in a woman age 35 or older who smokes 15 
or more cigarettes per day is considered a Category 
4 due to the risk of myocardial infarction and stroke. 
Use of combined pills in a woman who is the same 
age, but smokes fewer than 15 cigarettes per day, is 
classified as Category 3 and generally is not recom-
mended unless other methods are unavailable or 
unacceptable to her. Use of combined OCs is classi-
fied as Category 2 for smokers younger than 35.2

Women with certain medical conditions are at 
higher risk for adverse outcomes with an unintended 
pregnancy, and these recommendations can assist 
clinicians in helping patients choose the most appro-
priate contraceptive method, notes Espey. These con-
ditions include endometrial cancer, epilepsy, history 
of bariatric surgery, ovarian cancer, peripartum car-
diomyopathy, solid organ transplantation, stroke, sys-
temic lupus erythematosus, thrombogenic mutations, 
and tuberculosis. They are marked with an asterisk in 
the Committee Opinion.

Check chronic conditions

Most patients can choose from an array of avail-
able contraceptive methods without substantial con-
cerns about the safety of the method. However, for 
women with chronic medical conditions, questions 



November 2011 / CONTRACEPTIVE TECHNOLOGy UPDATE ® 125

can arise regarding contraceptive safety, notes Emily 
Godfrey, MD, MPH, assistant professor of fam-
ily medicine at the University of Illinois at Chicago 
College of Medicine. 

For example, the use of combined hormonal con-
traceptives by women with known thrombogenic 
mutations has been shown to carry unacceptable risks 
of venous thromboembolism, observes Godfrey, who 
presented information on the US MEC at the recent 
Reproductive Health 2011 conference.3

The US MEC contains recommendations for the 
safe use of contraceptive methods by women and 
men with various characteristics and medical condi-
tions and is intended to assist healthcare providers 
when counseling patients about contraceptive method 
choice, explains Godfrey. In collaboration with the 
World Health Organization, the CDC regularly 
identifies new relevant, scientific evidence as it is pub-
lished and updates the guidance as needed. (The US 
MEC was just updated regarding postpartum contra-
ception; see the CTU article, “Contraception guidance 
for postpartum period,” September 2011, p. 101.)

While it is intended that the US MEC will become 
the primary reference for clinicians to assist patients 
with making safe contraceptive choices, the guidance 
is just one element that needs to be considered by 
the provider and the patient when choosing the most 
appropriate method, Godfrey notes. Other important 
elements providers should consider are effectiveness, 
availability, and acceptability.

“Hopefully, clinicians who follow the US MEC 
guidance when treating patients with chronic medi-
cal conditions will better counsel patients regarding 

safe contraceptive choices, including restricting use 
when there is evidence of risk, but also facilitating use 
where there is evidence of safety,” states Godfrey. 
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US Medical Eligibility Criteria
for Contraceptive Use 

• Category 1: A condition for which there is 
no restriction for the use of the contraceptive 
method.

• Category 2: A condition for which the 
advantages of using the method generally out-
weigh the theoretical or proven risks.

• Category 3: A condition for which the 
theoretical or proven risks usually outweigh the 
advantages of using the method.

• Category 4: A condition that represents an 
unacceptable health risk if the contraceptive 
method is used.

Source: Centers for Disease Control and Prevention. U S. 
medical eligibility criteria for contraceptive use, 2010. MMWR 
Recomm Rep 2010; 59(RR-4):1-86.

EPT gets support 
from ACOG

I f you haven’t included expedited partner therapy 
(EPT) in your practice of treating patients with 

gonorrhea and chlamydia, more support for the 
measure has arrived in the form of a new committee 
opinion from the American College of Obstetricians 
and Gynecologists.1 The national organization is call-
ing for providers to prescribe antibiotics for the male 
partners of their female patients diagnosed with chla-
mydia or gonorrhea to reduce high reinfection rate, as 
well as to push for legalization of expedited partner 
therapy in those states and jurisdictions where it is 
illegal or where the legal status of EPT is unclear or 
ambiguous.1

Chlamydia and gonorrhea are the top two most 
commonly reported sexually transmitted infections 
(STIs) in the United States. Girls ages 15-19 and 
young women ages 20-24 are especially impacted: 
The largest number of reported cases in 2009 of both 
STIs was among females in these two age groups.2

Evidence indicates that EPT can decrease reinfec-
tion rates compared to standard partner referrals for 
examination and treatment, said Diane Merritt, MD, 
chair of ACOG’s Committee on Adolescent Health 
Care in a press release accompanying the publication. 
“Of course, it’s preferable that a physician examine a 
patient in-person before prescribing medication, but 
the benefits of EPT among individuals whose partners 
are otherwise unlikely to seek care in preventing chla-
mydia and gonorrhea reinfections outweigh the risks 
to the partners,” noted Merritt.

Available evidence indicates that EPT is at least 
equally effective to standard partner management 
for gonorrhea and chlamydia, notes Gail Bolan, 
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MD, director of the Division of Sexually Transmitted 
Disease Prevention at the National Center for HIV/
AIDS, Viral Hepatitis, STD, and TB Prevention in the 
Centers for Disease Control and Prevention (CDC). 
Evidence also indicates that traditional partner man-
agement by public health agencies and healthcare pro-
viders for these sexually transmitted infections (STIs) 
often is not feasible and that the benefits of EPT out-
weigh the risks, states Bolan. “We are pleased to hear 
that ACOG joins the list of professional organizations 
that now endorse EPT,” Bolan comments. “These 
endorsements are important elements in establishing a 
standard of care for EPT.”

Get on board

According to the CDC’s most recent analysis, EPT 
might be legally permissible in 30 states, states Bolan. 
However, it is not widely practiced among many 
practitioners due to numerous barriers, including poli-
cies that don’t allow for reimbursement for the cost of 
partner treatment, she notes.

“We hope that the ACOG opinion will encourage 
more practitioners to practice EPT to prevent reinfec-
tion of STIs and work with stakeholders to remove 
barriers to its implementation,” says Bolan. 

The CDC has developed a toolkit to help policy-
makers and practitioners address barriers related to 
EPT implementation, notes Bolan. The information 
can be found at www.cdc.gov/std/ept. (Contraceptive 
Technology Update reported on the toolkit in the 
article “STD treatment: time to get on board with 
expedited partner therapy,” April 2011, p. 37.)

Chlamydia and gonorrhea are infections that might 
not cause symptoms, or if they do, their presenta-
tion — vaginal or penile discharge, abnormal vaginal 
bleeding, cramping — might not set off warning bells 
in those who are infected. “Many people who have 
an STI are not aware of it and pass it to their part-
ners,” said Merritt. “Undiagnosed and untreated STIs 
can cause scarring and damage a woman’s ability to 
become pregnant when she’s ready to have a baby.

Chlamydia and gonorrhea can be quickly diag-
nosed with a simple urine test and treated with a 
short course of antibiotics, notes ACOG.

More data coming

Researchers in Washington state are doing a final 
analysis of data in a community-level trial of EPT. 
The goal of the study is to determine if an EPT pro-
gram can decrease the prevalence of chlamydia and/or 
the incidence of gonorrhea in the state’s women. 

Case report-based triage appears to be working, 

which confirms earlier experience in King County3, 
reported Matthew Golden, MD, MPH, professor in 
the Department of Medicine and adjunct professor of 
epidemiology at the University of Washington, at the 
2011 International Society for Sexually Transmitted 
Diseases Research in Quebec City, Canada.4 The 
program appears to have increased patient-delivered 
partner therapy use by providers and partner treat-
ment, though not in all areas. Effect on prevalence of 
infection are yet to be defined, he stated.4
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HPV vaccine rates 
trail teen vaccines

R esults from a new survey by the Centers for 
Disease Control and Prevention (CDC) show 

that teen vaccination rates for human papillomavirus 
(HPV) remain low in comparison with other vac-
cines administered to young adults.1 The Advisory 
Committee on Immunization Practices recommends 
that teens routinely receive three vaccines: menin-
gococcal conjugate (MenACWy, 2 doses); tetanus, 
diphtheria, acellular pertussis (Tdap, 1 dose); and 
the three-dose HPV vaccine. To conduct the current 
survey, more than 19,000 parents of teenagers ages 
13-17 were contacted by telephone regarding vaccina-
tion rates. The calls were followed by verification of 
records with healthcare providers.

While vaccination coverage increased for all three 
vaccines from 2009 to 2010, rates for HPV vaccina-
tion lagged behind, statistics indicate. Tdap coverage 
increased from 55.6% to 68.7%, while MenACWy 
rates climbed from 53.6% to 62.7%. When it came 
to the HPV vaccine, though, girls who had received 
one dose of the three-shot series increased 4.4 per-
centage points to 49%. Just 32% of girls received the 
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entire series, reflecting a 5 percentage point increase 
over the previous year.1

The HPV results are very concerning, noted Anne 
Schuchat, MD, director of the CDC’s National 
Center for Immunization and Respiratory Diseases in 
a press release accompanying the survey results pub-
lication. “Our progress is stagnating, and if we don’t 
make major changes, far too many girls in this gen-
eration will remain vulnerable to cervical cancer later 
in life,” stated Schuchat.

Two vaccines are available to prevent the HPV 
types that cause most cervical cancers: Cervarix, 
manufactured by GlaxoSmithKline, and Gardasil, 
manufactured by Merck. As of July 2011, the CDC 
reported the retail price of the vaccine at about $130 
per dose, or $390 for full series. 

The HPV vaccine is covered under the Vaccines for 
Children (VFC) program, which helps families of eli-
gible children who might not otherwise have access to 
coverage. The program provides vaccines at no cost 
to providers who serve eligible children. The VFC 
program covers those who are younger than age 19 if 
they are Medicaid-eligible, American Indian, Alaska 
Native, or have no health insurance. Those youth 
who have health insurance that does not cover vac-
cination can receive VFC vaccines through federally 
qualified health centers or rural health centers.

HPV vaccination is recommended with either 
vaccine for 11- and 12 year-old girls; it also is rec-
ommended for girls and women ages 13-26 who 
have not yet been vaccinated or completed the vac-
cine series. For males, the Advisory Committee on 
Immunization Practice’s guidance is that the three-
dose series of quadrivalent HPV vaccine might be 
given to males ages 9-26 to reduce their likelihood 
of acquiring genital warts. (See the box, p. 128, for 
information to provide to parents & young adults 
about the vaccines.)

The CDC is urging healthcare providers to make 
strong recommendations for HPV vaccinations and 
vaccinate every eligible patient on time. “Stronger 
provider recommendations for HPV vaccination, 
implementing reminder-recall systems, eliminat-
ing missed opportunities, and educating parents of 
adolescents regarding the risk for HPV infection and 
the benefits of vaccination, are needed to effectively 
protect adolescent girls against cervical cancer,” the 
new analysis states.1 (To help providers get across 
the vaccination message, the CDC has developed 
several free provider resources. Visit the Vaccines and 
Immunizations portal at the CDC web site, www.
cdc.gov/vaccines. Under “For Specific Groups,” 
select “Preteens and Teens” then “Health Care 
Professionals.” At the bottom of the page, under 

“Related Pages,” select the links under “Adolescent 
Campaign Materials” to download free resources, 
such as a fact sheet on HPV vaccinations. Also, text 
messaging might help patients complete three doses; 
see the Contraceptive Technology Update article, 
“HPV vaccines on time via text messaging,” August 
2011, p. 94.)

HEDIS measure may help

More impetus to follow through with HPV vac-
cination might come in the form of a new mea-
sure added to the 2012 edition of the Healthcare 
Effectiveness Data and Information Set (HEDIS) 
by the National Committee for Quality Assurance 
(NCQA). HEDIS is the most widely used perfor-
mance measurement tool in healthcare; it is used by 
more than 90% of U.S. health plans.

NCQA’s human papillomavirus vaccine measure 
aligns with guideline recommendations released by 
the CDC’s Advisory Committee on Immunization 
Practices, says Andy Reynolds, NCQA spokesperson. 
The HPV measure will assess whether female adoles-
cents complete the three-dose vaccination series by 
age 13, Reynolds states.

The new measure went through NCQA’s review 
and approval processes, going through field tests, a 
public comment session, and feedback from experts 
and stakeholders, says Reynolds. The HPV measure 
was added as a first-year measure for the HEDIS 
2012 measure set, he states.  

How might the new measure impact HPV vacci-
nation rates? Melinda Wharton, MD, MPH, deputy 
director of the National Center for Immunization and 
Respiratory Disease at the CDC, says, “We hope that 
the new HEDIS measure will help improve coverage 
in this age group.”

As is the case with texting while driving, buckling 
one’s seat belt prior to ignition, and drinking and 
driving, accepting and acting upon the most impor-
tant public health initiatives fall upon the shoulders 
of an individual, says Robert Hatcher, MD, MPH, 
professor of gynecology and obstetrics at Emory 
University School of Medicine in Atlanta. “It is the 
obligation of the medical community and health edu-
cators to inform women and men about the vaccine 
for human papillomavirus and its protective effects 
against cervical and other reproductive health can-
cers,” says Hatcher.

The effectiveness of Gardasil, the initial HPV vac-
cine, has been well-documented, notes Hatcher. In 
clinical trials, among persons not previously exposed 
to a targeted HPV type, data indicate nearly 100% 
vaccine efficacy in preventing cervical precancers, 



128 CONTRACEPTIVE TECHNOLOGy UPDATE ® / November 2011

vulvar and vaginal precancers, and genital warts in 
women caused by the four HPV types (16, 18, 6 and 
11), as well as 90% vaccine efficacy in preventing 
genital warts and 75% vaccine efficacy in preventing 
anal precancers in men.2
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What to Tell Parents,Teens about HPV Shot
• Vaccination with either brand of HPV vaccine (Gardasil or Cervarix) is routinely recommended for 

girls ages 11-12. It is also recommended for girls and women ages 13-26 who have not yet been vacci-
nated or completed the vaccine series.

• Gardasil, is also licensed, safe, and effective for males ages 9-26. Boys and young men may choose to 
get this vaccine to prevent genital warts.

• If a pre-teen was not vaccinated against HPV at ages 11 or 12, the vaccines can be given later in the 
teen years. However, studies show that 11 through 12 years is the ideal age to get maximum protection 
from HPV vaccines.

• Pre-teens should get vaccinated before their first sexual contact (i.e., when they could be exposed to 
HPV). This is because the vaccine prevents disease in people who have not previously gotten one or more 
HPV types. It does not work as well for those who were exposed to the virus before getting the vaccine.

Source: Centers for Disease Control and Prevention, Questions & Answers for Parents of Pre-Teens and Teens about Human Papillomavirus 
(HPV) and the HPV Vaccine; accessed at http://www.cdc.gov/vaccines/who/teens/products/downloads/print-materials/f-qahpv-parents-
color.pdf.

the School of Medicine at the University of California, 
San Francisco (UCSF). Shih, a co-author of the review 
and accompanying editorial,3 is conducting a qualita-
tive study of vasectomy use to explore patient level 
factors by race/ethnicity.

“Our preliminary analysis shows that there is a 
wide range of misconceptions about vasectomy,” says 
Shih. “In addition, ideas of contraceptive responsibil-
ity, manhood, and regret/permanence are common 
themes.”

Shih also is conducting a survey of California 
Family PACT (Planning, Access, Care, Treatment) 
clinics to check provider level factors. Results are 
pending on both studies, she notes.

What’s the holdup?

Racial disparities still exist in male sterilization, 
according to the overview article. In particular, black 
and Latino men are less likely to rely on vasectomy 
for contraception than white men.4

While combined female and male sterilization 
rates are about 23-24% in all racial/ethnic groups, 
significant differences in distribution of the two types 
of sterilization exist across racial/ethnic groups. This 
disparity is most evident in non-Latino black popula-
tions, notes the overview. While 22% of women rely 
on female sterilization, just 1% rely on male steriliza-
tion. In Latino populations, 20% use female steriliza-
tion, while 3% use male sterilization.2

What steps can you take in your practice to 
increase access to vasectomy?

Increasing men’s awareness, acceptance, and selec-
tion of the procedure is one key, states the editorial.4

What will it take 
to boost vasectomy use?

W hile vasectomy is a safe, simple, effective form 
of contraception, female sterilization is the pre-

ferred method of sterilization among couples in the 
United States. About 17% of women between ages 
15-44 have had tubal sterilizations, while only 6% 
rely on male sterilization for birth control.1

What will it take to reverse that trend? 
Underutilization of vasectomy is multifactorial, 

according to a new overview of U.S. vasectomy use 
and techniques.2 There are patient, provider, and sys-
tem level factors that contribute to its underuse, says 
Grace Shih, MD, MAS, assistant clinical professor in 
the Department of Family & Community Medicine in 
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Providers need to dispel common myths surrounding 
vasectomy, such as “vasectomy is like castration,” “a 
man cannot have sex or an ejaculation after vasec-
tomy,” and “vasectomy makes men weak and less 
productive.”5

Explain to men that a vasectomy will not change 
sexual function and experience. There will be no 
change in interest in sex, no difference in ability to 
reach orgasm, no problems with erection, and no 
change in sexual pleasure.5

Remind men that vasectomy is safe and effective; 
in fact, it is one of the safest and most effective family 
methods, according to Contraceptive Technology.6

The first-year failure rate in the United States is 
estimated at 0.15%, with a range of 0% to 0.5%; 
failure rates are believed to be similar to those for 
female sterilization and lower than those for revers-
ible methods.6 (The Association of Reproductive 
Health Professionals offers a free vasectomy patient 
handout. Go to its web site, www.arhp.org. Select 
“Publications and Resources,” “Patient Resources,” 
then under “Fact Sheets,” select “Vasectomy.” It is 
available in English and Spanish.)

The current editorial call for increasing the num-
ber of providers trained in the no-scalpel vasectomy 
technique, An integral step to increasing vasectomy 
use is increasing the number of providers trained in 
the simple no-scalpel vasectomy (NSV) procedure. 
(Review information on NSV; see the Contraceptive 
Technology Update article, “Add no-needle to no-
scalpel vasectomy,” July 2007, p. 79.)

Make it more visible

How does Shih promote vasectomy in her practice?
“Our primary method at UCSF has been to 

increase visibility of our vasectomy services to the 
community and to clinicians,” she explains. “We 
have included our referral protocol in Department of 
Public Health bulletins/newsletters and collaborate 
with the Obstetrics and Gynecology Department to 
make sure our services are known.

Shih says plans are under way to present educa-
tional talks on vasectomy to familiarize providers 
with the no-scalpel procedure. UCSF clinicians and 
residents are encouraged to discuss vasectomy as an 
option for any couple desiring permanent sterility. 

In California, Family PACT covers vasectomy ser-
vices, so insurance coverage is less of an issue, notes 
Shih. 
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Medicaid targeted
by budget hawks
By Adam Sonfield
Senior Public Policy Associate
Guttmacher Institute
Washington, DC

A t the federal and state levels, cutting government 
spending has led the political agenda in 2011, and 

conservative policymakers have specifically targeted 
Medicaid.1

Proposals in Congress, including a Fy 2012 bud-
get backed by House Republicans, would convert 
Medicaid from an open-ended entitlement program 
(meaning that the program’s budget adjusts automati-
cally with economic circumstances to meet fluctuat-
ing levels of demand) into a capped block grant to 
the states.2 The Republican Governors Association 
has called for “increased flexibility” to restructure 
Medicaid and control costs, with a block grant cited as 
one option to that end.3

The potential contraction of Medicaid is a particu-
lar concern because the program today is the most 
important source of public funding for a broad range 
of reproductive health services (with the notable excep-
tion of abortion). It provides comprehensive coverage 
of family planning services and supplies, pregnancy-
related care, testing and treatment for sexually trans-
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the flexibility states already have under current law 
to reshape their Medicaid programs, and administra-
tion officials reportedly proposed substantial cuts to 
Medicaid during deficit reduction negotiations earlier 
this year. 

On the other hand, the administration has stoutly 
defended the ACA and its expansion of Medicaid by 
citing projections that the law will reduce costs for the 
states and the federal government.(REFERENCES 
2,8) In the end, Medicaid was given special protec-
tions under the deficit reduction agreement reached 
in early August. It was not touched in the initial $900 
billion set of budget cuts, and it was exempted from 
$1.2 billion in broad-based cuts that will be triggered 
if a second round of congressional negotiations fails in 
November. These exemptions could be little more than 
a temporary reprieve, however. It is widely expected 
that Medicaid and the ACA more broadly will remain 
a continued object of contention in the years ahead and 
a prime target during future budget negotiations.
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mitted infections, and other reproductive health 
care for more than nine million women aged 15–44, 
including 40% of those women with incomes below 
the poverty level.4 Its role in providing reproductive 
health services is enhanced by three types of expansion 
programs that provide coverage for pregnancy care, 
family planning services, and breast and cervical cancer 
treatment to people who do not otherwise qualify for 
Medicaid. The result is that, in 2006, Medicaid paid 
for 48% of all U.S. births (including 64% of births 
resulting from unintended pregnancy) and accounted 
for 71% of all public spending on family planning.5,6

This crucial role is slated to expand further under 
the Patient Protection and Affordable Care Act (ACA) 
of 2010. Starting in January 2014, all states must 
extend Medicaid eligibility to citizens and long-time 
legal residents with incomes up to 133% of poverty. 
In most states, this change will cause a considerable 
expansion of the program, particularly for childless 
adults. By 2019, experts project that Medicaid will 
serve 16 million people who would otherwise be unin-
sured.7 Women and men newly eligible for Medicaid 
will not necessarily receive the full package of benefits 
provided traditionally under Medicaid, but provisions 
in the ACA, including a mandatory package of essen-
tial health benefits, should ensure strong coverage for 
reproductive health services. The ACA is also expected 
to end up encouraging millions of Americans already 
eligible for Medicaid to sign up for coverage, in part 
because it will eliminate long-standing bureaucratic 
obstacles to enrollment.8

Proposals by state governors and congressional 
Republicans to convert Medicaid into a block grant 
or otherwise scale back the program would, of course, 
move the U.S. healthcare system in an entirely different 
direction. 

A block grant is attractive for many policymak-
ers because it would provide greater predictability 
in costs and -- for state policymakers and advocates 
of a smaller federal government -- because it would 
shift power from the federal government to the states. 
It would only be effective as a cost-cutting, mea-
sure, however, if the grant amounts are structured 
to increase at a slower pace than is expected in the 
program’s current form. This change is exactly what 
conservative policymakers are proposing. The House 
Republican plan, for example, projects 49% less fed-
eral funding in 2030 than would be the case under cur-
rent law,(REFERENCE 2) which is a reduction likely 
to force considerable rollbacks in access to care, poten-
tially including reproductive healthcare.

For its part, the Obama administration’s approach 
toward Medicaid during the budget debates has been 
mixed. On the one hand, it has publicly emphasized 
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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.
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3. Pass the online tests with a score of 100%; you will 
be allowed to answer the questions as many times as 
needed to achieve a score of 100%. 
4. After successfully completing the last test of the 
semester, your browser will be automatically directed 
to the activity evaluation form, which you will submit 
online. 
5. Once the completed evaluation is received, a credit 
letter will be e-mailed to you instantly.   n
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1. According to the US Medical Eligibility Criteria 
for Contraceptive Use, 2010, use of combined 
oral contraceptives in a woman age 35 or 
older who smokes 15 or more cigarettes per 
day is considered what category?
A. Category 1
B. Category 2
C. Category 3
D. Category 4

2. What are the top two most commonly re-
ported sexually transmitted infections in the 
United States?
A. Chlamydia and gonorrhea
B. Chlamydia and syphilis
C. Gonorrhea and syphilis
D. Chlamydia and genital herpes

3. What Healthcare Effectiveness Data and In-
formation Set (HEDIS) measure is set to take 
place in 2012?
A. A measure to assess whether female ado-
lescents complete the three-dose vaccination 
series for human papillomavirus by age 12.
B. A measure to assess whether female ado-
lescents complete the three-dose vaccination 
series for human papillomavirus by age 13.
C. A measure to assess whether female ado-
lescents complete the three-dose vaccination 
series for human papillomavirus by age 14.
D. A measure to assess whether female ado-
lescents complete the three-dose vaccination 
series for human papillomavirus by age 16.

4. According to Contraceptive Technology (Ardent 
Media, 2007), what is the first-year failure rate 
for vasectomy in the United States?
A. 0.15%, with a range of 0% to 0.5%
B. 0.2%
C. 0.8%
D. 3%

n Address family 
planning needs of 
women on teratogenic 
meds 

n Take steps to manage 
chronic pelvic pain

n What’s new with 
combined oral 
contraceptives?

n What’s the impact 
of the ACA on 
reproductive health?
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the National Association of Nurse Practitioners in 
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Health Profes sionals as a vital information source for 
healthcare professionals.
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