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New year, new implant: Time to add
Nexplanon to contraceptive options
Training offered at 2012 Contraceptive Technology conferences

Get ready to offer women Nexplanon, the latest iteration of the 
contraceptive implant. The subdermal implant is similar to the 
Implanon device; however, the applicator has been redesigned to 

facilitate insertion of the implant in the appropriate subdermal position 
using one hand. As a protective mechanism, the applicator is rendered unus-
able if no implant is present in the applicator.1 The implant is radiopaque, 
which allows it to be located by two-dimensional X-ray, computed tomog-
raphy, ultrasound scanning, or magnetic resonance imaging. Both devices 
are manufactured by Merck & Co. of Whitehouse Station, NJ.

As of November 2011, Nexplanon is available in the United States for 
healthcare providers who have completed the company’s clinical training 
program on the administration of the device, says Sarah Pfeiffer, Merck 
company spokesperson. Merck has started training healthcare profes-
sionals on the insertion procedure for Nexplanon; clinicians can visit the 
product’s web site, www.nexplanon-usa.com, to learn more about the train-
ing. (Nexplanon training will be offered at the upcoming Contraceptive 
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Nexplanon, the latest iteration of the contraceptive implant, is now available 
in the United States for healthcare providers who have completed a clinical 
training program on the administration of the device.
• The subdermal implant is similar to the Implanon device; however, the 
applicator has been redesigned to facilitate insertion of the implant in the 
appropriate subdermal position using one hand. As a protective mechanism, 
the applicator is rendered unusable if no implant is present in the applicator. 
The implant is radiopaque, which allows it to be located by two-dimensional 
X-ray, computed tomography, ultrasound scanning, or magnetic resonance 
imaging.
• Implanon will be continue to be available as the transition to Nexplanon 
takes place. Wholesaler acquisition prices for Implanon and Nexplanon are 
identical at $659.42.
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Technology 2012 conferences; see the news item on 
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Those who already are trained in Implanon 
placement do not need to attend a full class, says 
Anita Nelson, MD, professor in the Obstetrics 
and Gynecology Department at the David Geffen 
School of Medicine at the University of California 
in Los Angeles. They can update themselves online 

at the product web site, she notes.
A small 2010 study of providers previously 

trained in Implanon insertion looked at satisfac-
tion with the new Nexplanon inserter. Almost all 
investigators were satisfied with the new inserter 
from the first insertion onward, and all were satis-
fied or very satisfied after 12 insertions. The most 
frequently reported advantages included ease of use, 
one-handed action, and fast insertion time.1

Implanon still will be available as the transi-
tion to Nexplanon takes place, says Pfeiffer. The 
wholesaler acquisition prices for Implanon and 
Nexplanon are identical at $659.42, says Pfeiffer; 
however, the final transaction cost of Nexplanon 
varies based on the patient’s insurance provider, she 
notes.  

Implant safe, effective

The Nexplanon implant is approved by the Food 
and Drug Administration for up to three years of 
contraceptive use. It is extremely effective: to date, 
no pregnancies have been observed in prospective 
or retrospective cohort studies of Implanon, which 
included a total of more than 4,500 women and 
more than 7,000 women-years of exposure.2 In 
pregnancies reported to Merck, an analysis shows 
half had no implant present, and 38% were true 
product failures. One-fourth to one-third of the 
product failures occurred in women taking possibly 
intereacting drugs.2 (To see more about the reports, 
read the Contraceptive Technology Update article, 
“Counsel on efficacy of contraceptive implant,” 
March 2011, p. 28.)

The “get it and forget it” aspect of the contracep-
tive implant, as well as for intrauterine contracep-
tion, makes it an attractive choice for those who 
might have problems remembering to take a daily 
pill. More than 40% of young women ages 14-17 
participating in the Contraceptive Choice Project 
in St. Louis chose the implant for contraception. 
Of women who chose the implant in the St. Louis 
project, 83% were still using the method at one 
year. The St. Louis project is designed to promote 
the use of long-acting reversible contraceptives and 
to assess satisfaction and discontinuation rates with 
various contraceptive methods.

A recent study was conducted to compare 
the incidence of repeat teen-age pregnancy over 
a 24-month period postpartum among users of 
Implanon, the combined oral contraceptive pill, the 
contraceptive injection depot medroxyprogesterone 
acetate (DPMA), barrier methods, or no method. 
Teens who chose Implanon were significantly less 
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likely to become pregnant and were more likely to 
continue with the contraceptive method 24 months 
postpartum over other methods studied.3

Counsel on side effects

Like all progestin-only methods, Nexplanon 
causes bleeding changes in a large proportion of 
women.2 These changes might include amenor-
rhea, infrequent bleeding, irregular bleeding, or 
less often, prolonged or frequent bleeding. The best 
approach to reducing the impact of this side effect 
is to forewarn women about it and to counsel 
that it generally is not dangerous.4 From previous 
experience with the Norplant implant, research 
indicates that the quality of counseling before inser-
tion can improve a patient’s satisfaction with the 
implant and reduce the likelihood she will discon-
tinue it due to side effects.5

The most common adverse reaction causing 
discontinuation of use of the implant in clinical 
trials was change in menstrual bleeding patterns, 
specifically irregular menses (11.1%). The most 
common adverse reactions reported in clinical tri-
als were headache (24.9%), vaginitis (14.5%), 
weight increase (13.7%), acne (13.5%), breast pain 
(12.8%), abdominal pain (10.9%), and pharyngitis 
(10.5%).

Certain medicines might make Nexplanon less 
effective, according to the package insert. The 
insert advocates clinicians to check for use of the 
following drugs in women considering use of the 
method: barbiturates, bosentan, carbamazepine, 
felbamate, griseofulvin, oxcarbazepine, phenytoin, 
rifampin, St. John’s wort, topiramate, and HIv 
medicines.

Both the World Health Organization (WHO) 
and the U.S. Medical Eligibility Criteria For 
Contraceptive Use (MEC) list only a few medi-
cal conditions that contraindicate use of implants 
(Category 3 or 4: risks generally outweigh advan-
tages, or use poses unacceptable health risks): 
unexplained, unevaluated abnormal vaginal bleed-
ing; systemic lupus erythematosus with positive 
or unknown antiphospholipid antibodies; severe 
(decompensated) cirrhosis; benign or malignant 
liver tumor; current or past breast cancer; use 
of ritonavir-boosted protease inhibitors, certain 
anticonvulsants (phenytoin, carbamazepine, bar-
biturates, primidone, topiramate, oxcarbazepine), 
rifampicin, or rifabutin.2. The WHO guidance lists 
breastfeeding women less than six weeks post-
partum and current deep venous thrombosis or 
pulmonary embolus as contraindications; the U.S. 

guidance sees breastfeeding women less than six 
weeks as 1 or 2 (no restrictions or advantages gen-
erally outweigh disadvantages), and current deep 
venous thrombosis or pulmonary embolus as a 2.

While Nexplanon is effective in preventing preg-
nancy, like other hormonal contraceptives, it offers 
no protection against sexually transmitted infec-
tions (STIs). As with other hormonal contracep-
tives, counsel on use of dual use with condoms for 
STI protection.

When to insert?

For women who are using no method, the 
implant may be inserted during days 1-5 of the 
menstrual cycle. For women who are on the com-
bined hormonal pill, the implant can be inserted 
while they are taking active pills or within seven 
days after the last active pill. For those using 
the contraceptive injection, the implant may 
be inserted the day the next injection is due; 
for implants or intrauterine contraception, the 
implant may inserted the day of device removal.2

remind women that Nexplanon is easily 
reversible. research indicates that after Implanon 
removal, etonogestrel becomes undetectable in 
most users within a week, and most users ovulate 
within six weeks.2 The product package insert 
instructs women that if they do not want to 
get pregnant after the implant is removed, they 
should start another birth control method right 
away.
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Hot topic: Medicine
that is evidence-based

This year will see development of new evi-
dence-based documents for the family plan-

ning resource library: the U.S. Selected Practice 
recommendations for Contraceptive Use from the 
Centers for Disease Control & Prevention (CDC) 
and the newly-updated Title X Program Guidelines, 
issued by the Office of Family Planning within the 
Department of Health & Human Services’ Office of 
Population Affairs. 

The U.S. Selected Practice recommendations for 
Contraceptive Use (SPr) will provide evidence-based 
guidance for how to use contraceptive methods 
safely and effectively once they are deemed to be 
medically appropriate or safe, based on recommen-
dations in the U.S. Medical Eligibility Criteria for 
Contraceptive Use (US MEC), says Emily Godfrey, 
MD, MPH, guest researcher at the CDC. The US 
MEC was released in June 2010, with an update 
issued in July 2011.1,2 (To read more about the US 
MEC, see the Contraceptive Technology Update 
articles, “Base your family planning practice on 
evidence-based medicine in 2010,” August 2010, p. 
85, and “Contraception guidance for postpartum 
period,” September 2011, p. 101.) 

The SPr addresses important controversies or 
inconsistencies regarding how to maximize the 
effectiveness of contraceptive methods and how to 
manage their side effects or other problems dur-

ing use, notes Godfrey, who presented information 
at the recent Contraceptive Technology Quest for 
Excellence conference in Atlanta.3

The U.S. SPr is an adaptation of the World 
Health Organization’s Selected Practice 
recommendations for Contraceptive Use4, which is 
one of four documents that make up the agency’s 
evidence-based family planning guidance, known 
as the “Four Cornerstones,” explains Godfrey. The 
intent of these documents is to help improve access 
to and quality of family planning services.

The SPr is planned to be released in early 2013, 
says Godfrey. The document will be published by 
the CDC in the Morbidity and Mortality Weekly 
Report. (Register at the CDC MEC web site, http://
www.cdc.gov/reproductivehealth/unintendedpreg-
nancy/USMEC.htm, to receive notices on the US 
MEC, which allow will facilitate notices on the 
SPR). 

In addition, the CDC will be working with part-
ner agencies and medical news organizations to alert 
health care providers about the new evidence-based 
guidance, says Godfrey. (Stay tuned to CTU for 
news concerning the publication.)

New guidance for Title X

The new Title X guidance is the first new guid-
ance issued in the last decade. The guidelines origi-
nally were established in 1970; the last revision was 
made in 2001. Those involved in the current revision 
process have focused their efforts in key areas, says 
Michael Policar, MD, MPH, clinical professor of 
obstetrics, gynecology, and reproductive sciences at 
the University of California, San Francisco School of 
Medicine. They include:

• utilizing best evidence to design preventive ser-
vices;

• prioritizing provision of core family planning 
services;

• allowing flexibility for recommended services;
• avoiding services where harms exceed benefits;
• supporting client decisions regarding which ser-

vices she receives or declines;
• removing barriers to care for the client and pro-

vider;
• improving clinic efficiency;
• anticipating changes in source of primary care 

arising from the Affordable Care Act.5

Those involved in the revision process also are 
developing a mechanism to keep the guidelines cur-
rent, says Policar, who has participated in the guide-
lines review. The review of evidence, as well as the 
gaps identified, also will help to inform the federal 

EXECUTIvE SUMMAry
The year 2012 will see important work toward de-
veloping evidence-based documents for the family 
planning resource library: the U.S. Selected practice 
Recommendations for Contraceptive Use from the 
Centers for Disease Control & Prevention and the 
newly-updated Title X program guidelines, issued by 
the Office of Family Planning within the Department 
of Health & Human Services’ Office of Population 
Affairs. 
• The U.S. Selected practice recommendations for 
Contraceptive Use will provide evidence-based guid-
ance for how to use contraceptive methods safely 
and effectively once they are deemed to be medi-
cally appropriate or safe.
• The new Title X guidance is the first new guidance 
issued in the last decade. The guidelines originally 
were established in 1970; the last revision was made 
in 2001.
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agency’s future research efforts.
The agency is projecting the draft guidance will be 

available for comment in March 2012; the draft will 
be available at the agency’s web site, http://www.
hhs.gov/opa. The final document is projected for 
release in the fall of 2012.

Why is it important?

For clinicians, evidence-based medicine provides 
an opportunity to impact quality, says Policar. It 
provides patients with services that work, and it 
avoids the provision of services that don’t work.

By receiving care that is evidence-driven, patients 
receive services that are the most likely to prevent 
pregnancy and protect reproductive health, Policar 
notes. Barriers are removed to desired services, and 
patients avoid time lost for visits and services of lim-
ited/no benefit, he adds.

Another benefit of evidence-based medicine is that 
it minimizes the hazards of false positive test results, 
says Policar. This minimizing reduces anxiety for the 
patients, prevents unnecessary invasive work-ups, 
and avoids the consequences of overtreatment, he 
says.
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test, Syphilis Health Check (Diagnostics Direct, 
Stone Harbor, NJ), will no longer require lengthy 
wait times for results, refrigeration, or the drawing 
of blood to test for the STI.

Primary and secondary syphilis cases reported 
to the Centers for Disease Control and Prevention 
(CDC) rose from 13,500 in 2008 to 13,997 in 
2009, for an increase of 3.7%. The rate of primary 
& secondary syphilis in the United States in 2009 
was 4.5% higher than the rate in 2008 (4.6 cases 
per 100,000 population versus 4.4 cases.) After per-
sistent declines during 1992-2003, the rate among 
women increased from 0.8 cases in 2004 to 1.4 cases 
in 2009.1

Syphilis remains a major health problem in the 
South and in urban areas in other regions of the 
country, according to the CDC.1 Increases in cases 
among men having sex with men (MSM), including 
those men who partner with men and women, have 
been reported; they are characterized by high rates 
of HIv co-infection and high-risk sexual behavior.2-6

A review of case reports from 44 states and the 
District of Columbia show 62% of primary and sec-
ondary syphilis cases are among MSM.1

Clinicians in public health who are involved in 
STD control work have been clamoring for a point-
of-care test for syphilis, says Peter Leone, MD, 
professor of medicine at the School of Medicine at 
University of North Carolina at Chapel Hill

While the test does not serve as a definitive con-
firmation of disease, it gives clinicians the possibility 
to test outside the clinical laboratory and to imme-
diately identify individuals who will need further 
evaluation and treatment, he notes.

While there are limitations, as there are to any 
test, the Syphilis Health Check offers an ideal way 

EXECUTIvE SUMMAry
A new point-of-care test for syphilis, Syphilis Health 
Check (Trinity Biotech, Jamestown, Ny) is available. 
This test does not require lengthy wait times for 
results, refrigeration, or the drawing of blood to test 
for infection.
• While the test does not serve as a definitive confir-
mation of disease, it gives clinicians the possibility to 
test outside the clinical laboratory and to immediate-
ly identify individuals who will need further evalua-
tion and treatment.
• another syphilis test may be on its way:  Chembio 
diagnostics in Medford, Ny, has received certification 
to market its dpp Syphilis Screen & Confirm assay in 
European Union countries. It plans to seek U.S. ap-
proval.

Rapid syphilis test 
released in U.S.

A new point-of-care test for syphilis will provide 
clinicians another tool in battling increases in 

the sexually transmitted infection (STI). The new 
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to scale up testing in situations in which clinicians 
might not be drawing blood, such as HIv testing 
events, says William Smith, executive director of the 
Washington, DC-based National Coalition of STD 
Directors.

Take a closer look

The Syphilis Health Check is a qualitative rapid 
membrane immunochromatographic assay for the 
detection of Treponema pallidum (TP, syphilis) anti-
bodies in human whole blood, serum, or plasma. It 
can be used as an initial screening test or with a non-
treponemal laboratory test and clinical findings to 
aid in the diagnosis of syphilis infection.

The test uses a unique combination of anti-human 
immunoglobulins gold conjugate and highly purified 
TP recombinant proteins to specifically detect anti-
TP antibodies. To perform the test, the test device 
is removed from its wrapper and labeled with the 
patient’s name or control number. Using a lancet to 
stick the patient’s finger, a pipette is used to draw 
a few drops of blood. Just two drops of blood are 
added to the sample well of the test device, followed 
by four drops of buffer. Test results may be read in 
10 minutes. If the test is negative, there is one col-
ored band in the control area, while if positive, col-
ored bands are shown in the control and test areas. 
(For more information on the test, see the resource 
at the end of this article.) The test price should aver-
age about $10-$15 per test, says Joseph Vacante, 
Trinity Biotech general manager — North America.

Another syphilis test is undergoing clinical tri-
als in the United States. Chembio Diagnostics in 
Medford, Ny, has received a CE marking for its 
DPP Syphilis Screen & Confirm Assay. The mark-
ing indicates the product has met all relevant safety 
requirements to allow it to be sold in countries with 
the European Economic Area. 

According to the company, the test permits dual 
non-treponemal and treponemal testing, which elim-
inates the need and resulting cost of separate labo-
ratory tests. The company says it anticipates filing 
an application for Food and Drug Administration 
approval in 2012.
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RESOURCE
For more information on the Syphilis health Check test, contact: 

• Heidi Maxwell, Trinity Biotech, 2823 girts road, Jamestown, 
Ny 14701. Telephone: (740) 453-9618. e-mail: heidi.maxwell@
trinityusa.com.  n

Finally! HPV male shot
routinely recommended

The Advisory Committee on Immunization 
Practices (ACIP) has voted to recommend that 

males be routinely vaccinated against human papillo-
mavirus (HPv), a move many public health officials 
seeing as a boost for use of the shot.

In June 2006, the ACIP recommended HPv vac-
cine for 11- to 12–year–old girls and also for teen 
girls and young women through age 26 who had not 
already received the vaccine. In October 2009, the 
quadrivalent HPv vaccine (Gardasil, Merck & Co.) 
also was approved for use in boys and young men. 
However, the prior ACIP recommendation for males 
was a permissive one, and very few boys or young 
men received the vaccine with the permissive recom-
mendation, says Joseph Bocchini Jr., MD, chairman 
of the Department of Pediatrics at Louisiana State 
University Health Sciences Center in Shreveport, 
LA, and chair of the ACIP Working Group on HPv 
vaccines.

By making the male HPv vaccine a routine recom-
mendation, it will enable clinicians and patients, or 
clinicians and parents of younger males, to be able to 
talk about the benefits of the vaccine, says Bocchini. 
The fact that it is routinely recommended will aid in 
rapid uptake of the vaccine, he notes.

The recommendation becomes official with 
its publication as a policy note in the Centers for 
Disease Control and Prevention’s (CDC) Morbidity 
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and Mortality Weekly report (MMWr). The 
publication date had not been announced by 
Contraceptive Technology Update’s press time. 

“ACIP recommendations carry great weight with 
healthcare providers, who in turn influence parents 
looking for guidance,” said Deborah Arrindell,  
vice president for health policy with the research 
Triangle Park, NC-based American Social Health 
Association in a press statement following the com-
mittee meeting. “This is a public health victory we’ve 
long been seeking.”

Who should get shot?

ACIP has recommended routine vaccination of 
males ages 11 or 12 with three doses of the quadri-
valent HPv vaccine. The recommendation includes 
wording that vaccination can begin as young as age 
9, and that boys and young men ages 13 to 21 who 
have not already received the vaccine also should be 
immunized. The second dose should be administered 
one to two months after the first dose, and the third 
dose should be administered six months after the first 
dose. The quadrivalent vaccine is given to prevent 
genital warts and anal cancer in males.

The ACIP recommendation came from a careful 
review of data, much of which became available after 
the initial permissive recommendation in 2009. The 
new data included results from clinical trials indicat-
ing the effectiveness of the  quadrivalent HPv vac-
cine in males.1 Data indicate the greatest impact can 
be had when the vaccine is given at ages 11 or 12, 
where there is a better immune response compared 
with older ages.2 The vaccine is most effective when 
it is given before there is exposure to the virus, which 

EXECUTIvE SUMMAry
The advisory Committee on Immunization practices 
has voted to recommend that males be routinely 
vaccinated against human papillomavirus (HPV), a 
move many public health officials seeing as a boost 
for use of the shot.
• The committee has recommended routine vac-
cination of males ages 11 or 12 with three doses of 
the quadrivalent hpv vaccine. The recommendation 
includes that vaccination can begin as young as age 
9, and that boys and young men ages 13-21 who 
have not already received the vaccine also should be 
immunized. 
• It is still early to determine uptake of the hpv vac-
cine among males. However, research indicates that 
males might be more willing to receive vaccination 
when they learn it can prevent cancer.

occurs through sexual contact; this led to the ratio-
nale for recommending routine vaccine use in 11- or 
12–year–old males.

research continues in use of the quadrivalent vac-
cine in men who have sex with men. A just-published 
study indicates use of the quadrivalent vaccine 
reduced the rates of anal intraepithelial neoplasia, 
including of grade 2 or 3, among men who have sex 
with men.3

Vaccine safety affirmed

In looking at routine recommendation of males, 
ACIP members also reviewed of data on vaccine 
safety. Through September 2011, nearly 40 million 
doses of HPv vaccine have been distributed in the 
United States. results of clinical trials indicate the 
quadrivalent HPv vaccine is safe for males as well as 
for females.4. The most common adverse events or 
side effects that can occur following HPv vaccination 
include injection site reaction, headache and fever; 
those reactions have tended to be mild or moderate in 
intensity.4

Andrew Bonwit, MD, pediatric infectious dis-
ease specialist at Loyola University Health System 
in Chicago, says that it is important for clinicians to 
review the most current ACIP information before 
recommending or administering any vaccinations 
to be properly informed about the appropriate-
ness, benefits, guidelines, and risks involved. (To 
review the ACIP recommendations, go to its web 
site www.cdc.gov/vaccines/recs/acip. Select “ACIP 
Recommendations.”) 

“There are very few risks associated with the male 
HPv vaccine,” says Bonwit.

Will there be an increase? 

Coverage rates have increased each year since the 
HPv vaccine was approved in 2006. In 2010, overall 
coverage among girls ages 13-17 was 48.7% for one 
or more doses, and overall coverage was 32.0% for 
three doses.5 However, while rates for three vaccines 
given during adolescence -— meningococcal conju-
gate; tetanus, diphtheria, acellular pertussis; and HPv 
— have grown, rates of HPv vaccine coverage have 
lagged behind the other two.6 (Review the uptake 
results; see the CTU article, “HPV vaccine rates trail 
teen vaccines,” November 2011, p. 126.)

It is still early to determine uptake of the HPv 
vaccine among males. However, research indicates 
that men might be more willing to receive vaccina-
tion when they learn it can prevent cancer.7 (To read 
more, see “HPV vaccination in men — How to boost 
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uptake,” April 2011, p. 44.)
Will price preclude some males from receiving the 

vaccine? As of July 2011, the CDC reported the retail 
price of the vaccine at about $130 per dose, or $390 
for the full series. The publicly funded vaccines for 
Children program provides vaccine at no charge to 
children ages 18 years or younger who are uninsured 
or meet eligibility criteria; the quadrivalent vaccine is 
included in that program. The benefit for Medicaid-
eligible children becomes effective 90 days after estab-
lishment of the vaccine schedule in the MMWR.
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moving toward an accurate diagnosis and treatment 
plan, says Paul Nyirjesy, MD, professor of obstetrics 
and gynecology at and director of the Drexel vaginitis 
Center at Drexel University College of Medicine in 
Philadelphia. 

Take nothing for granted, especially when patients 
say they have yeast infections, says Nyirjesy, who 
presented on persistent vaginal infections at the recent 
Contraceptive Technology Quest for Excellence con-
ference.1

“your job is to get as accurate a diagnosis as pos-
sible,” notes Nyirjesy. “Start with a symptom-specific 
history.”

VVC — What is it?

vulvovaginal candidiasis (vvC) usually is caused 
by Candida albicans, but its mycology also includes 
Candida glabrata, Candida parapsilosis, Candida 
krusei, Candida lusitaniae, Candida tropicalis, and 
Saccharomyces cerevisiae. Typical symptoms include 
pruritus, vaginal soreness, dyspareunia, external dys-
uria, and abnormal vaginal discharge.2 About 20% of 
patients in the Drexel University program present with 
vvC, says Nyirjesy.

vulvar diseases are frequently misdiagnosed as 
vvC, and in turn, vvC frequently complicates many 
vulvar problems, says Nyirjesy. Accurate diagnosis 
with culture corroboration is crucial for women with 
recurrent infections, he states.

“Most women who come in to see me tell me they 
have recurrent yeast infections; by the time they get to 
me, only 25% do,” he states. “Of the 25% who do, 
about a third are due to yeast other than Candida albi-
cans, and then the treatment approach may be very 

EXECUTIvE SUMMAry
Recurrent vulvovaginal candidiasis (VVC) usually is 
caused by Candida albicans, but its mycology also 
includes Candida glabrata, Candida parapsilosis, Can-
dida krusei, Candida lusitaniae, Candida tropicalis, and 
Saccharomyces cerevisiae.
• In determining recurrent vvC, look for vaginal/
vulvar erythema and/or edema, an adherent white 
discharge, normal pH, and hyphae or blastospores 
on wet mount or potassium hydroxide (KOH) prep.
• Fungal cultures corroborate microscopic findings, 
are more sensitive than the microscope to detect the 
presence of yeast, and allow for speciation.
• If cultures point to Candida albicans, consider main-
tenance fluconazole. If it is some other yeast species 
and an azole treatment doesn’t work, look to boric 
acid for treatment.

Recurrent VVC
— What works?

The next file in your inbox is for a 35-year-old 
woman who has had recurrent vaginal infections. 

In the past year, she has had numerous episodes of 
itching, burning, and abnormal discharge. When you 
walk into the exam room, she presents you with a 
large bag filled with an assortment of antifungal and 
antibiotic preparations. What can you do to help 
break the cycle of recurrent infection?

Obtaining an appropriate history is the first step in 
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different.”
In determining recurrent vvC, look for vaginal/

vulvar erythema and/or edema, an adherent white 
discharge, normal pH, and hyphae or blastospores 
on wet mount or potassium hydroxide (KOH) prep, 
Nyirjesy notes. Fungal cultures corroborate micro-
scopic findings, are more sensitive than the microscope 
to detect the presence of yeast, and allow for specia-
tion. yeast polymerase chain reaction testing offers no 
proven clinical equivalence or benefit over culture; it 
is more costly, and it might miss certain species, says 
Nyirjesy.

What’s your approach?

For women who have routine uncomplicated epi-
sodes of vulvovaginal candidiasis, a variety of effective 
treatment options exists. recurrent disease remains a 
challenge, but it often can be managed successfully.3

recurrent vulvovaginal candidiasis is usually 
defined as four or more episodes of symptoms. 
Maintenance fluconazole might be helpful: in a dou-
ble-blind study, weekly treatment with fluconazole 
was effective in preventing symptomatic vulvovaginal 
candidiasis. The proportions of women who remained 
disease-free at six, nine, and 12 months in the flucon-
azole group were 90.8%, 73.2%, and 42.9%, as com-
pared with 35.9%, 27.8%, and 21.9%, respectively, 
in the placebo group.4

The Centers for Disease Control and Prevention’s 
Sexually Transmitted Diseases Treatment Guidelines 
states that oral fluconazole (i.e., 100-mg, 150-mg, or 
200-mg dose) weekly for six months is the first line 
of treatment as a maintenance regimen for recurrent 
vvC. If this regimen is not feasible, you can consider 
topical treatments used intermittently as a mainte-
nance regimen, the guidance notes.2

What if the problem is due to non-albicans Candida
infection? The optimal treatment of non-albicans vvC 
remains unknown, says the CDC. Options include 
longer duration of therapy (7-14 days) with a non-
fluconazole azole drug (oral or topical) as first-line 
therapy. If recurrence occurs, 600 mg of boric acid 
in a gelatin capsule is recommended, administered 
vaginally once daily for two weeks.2 This regimen has 
clinical and mycologic eradication rates of approxi-
mately 70%.5

Make sure it’s yeast

Never take it on faith that it’s a yeast infection. 
It often isn’t, says Nyirjesy.

“In symptomatic women, culture for yeast and 
culture often,” he suggests.

“If yeast is there, you won’t know it’s causing 
symptoms until you get rid of it.”

If cultures point to Candida albicans, consider 
maintenance fluconazole, Nyirjesy suggests. If it 
is some other yeast species and an azole treatment 
doesn’t work, try boric acid first, he says.
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Conference dates set for
Contraceptive Technology 

Get ready for the latest presentations on evidence-
based methods and practical tips for your prac-

tice at the two 2012 conferences for Contraceptive 
Technology. The San Francisco session is set for 
March 7-10, with the Boston session scheduled for 
March 28-31. The San Francisco conference will be 
held at the Hyatt regency San Francisco; the Boston 
conference is set for the Sheraton Boston.

Preconferences will include Nexplanon training, 
a clinical update on sexually transmitted infections, 
pearls for effective CPT and ICD coding, and contra-
ception for women with chronic medical conditions. 
The main conference will address current information 
on contraceptive technology and reproductive health, 
with 30 concurrent sessions touching on a broad 
range of women’s health topics.

Early registration for San Francisco ends Jan. 25; 
Feb. 15 is the early registration for Boston. Early 
registration fees are as follows: $265 preconference; 



10 CoNTraCepTIve TeChNology UpdaTE ® / January 2012

COMING IN FUTUrE MONTHS

$595 for MD/DOs; $495 for nurses, physician assis-
tants, pharmacists, residents, and others; and $345 
for full-time students. For those who cannot attend, 
a live webcast is available for the San Francisco main 
conference only; its fee is $445. For more information 
on registration, please visit the Contemporary Forums 
web site, www.contemporaryforums.com, and click 
on the conference title of your choice. registration 
also may be made by calling (800) 377-7707 or (925) 
828-7100.  n

for a broad-based family planning eligibility expan-
sion based solely on income, generally up to 185% or 
200% of the federal poverty level.1,2 (Five additional 
states have limited programs offering family planning 
coverage to individuals whose general Medicaid cover-
age is ending.)

Over the past two decades, these programs, which 
collectively serve about 2.7 million clients annually, 
have yielded substantial benefits for women, families, 
and society, as documented in a new Guttmacher 
Institute report that draws upon national-level analy-
ses and evaluation reports from almost every state 
with an income-based expansion.3

The services accessed under these expansions have 
helped to increase and improve the use of contracep-
tives, including the use of highly effective methods 
such as the Pill, injectables, intrauterine devices, 
and sterilization. Better contraceptive use, in turn, is 
reflected in measurable declines in unplanned preg-
nancy and teen pregnancy and improvements in preg-
nancy spacing. reductions in unplanned pregnancy 
have resulted in substantial savings for the federal and 
state governments, with California alone estimating 
that its family planning expansion saved upward of 
$4 billion in a single year. And beyond this, the pro-
grams also have improved access to related preventive 
services, including Pap tests and sexually transmitted 
infection screening and treatment. 

Outlining what works

The same Guttmacher report, drawing on evalu-
ations and a survey of state officials, documents the 
strategies taken by states to reach out to potential cli-
ents and streamline the enrollment process. States have 
developed Web sites and telephone hotlines to help 
people learn about the family planning expansions and 
find local providers. Many states also have worked 
with family planning providers to conduct community 
outreach, coordinate outreach across public programs, 
and tailor messages and activities for young adults, 
Latinas, and other high-priority populations.

Almost all states, meanwhile, have simplified the 
application and renewal process by using a bare-bones 
application form and relying on public and private 
databases to verify information such as citizenship sta-
tus and income. They have worked to enhance acces-
sibility by allowing applications online, by phone, or 
by mail, without an in-person interview, with several 
states working toward real-time eligibility determina-
tion. States also have improved accessibility by facili-
tating applications at the point of service. California 
and Iowa pioneered an approach that allows clients 
to leave the provider’s office officially enrolled in the 

n Ramp up rapid HIV 
testing — One facility’s 
story

n PID — Do patients 
understand risks?

n Undiagnosed herpes 
pose danger for HIV 
patients

n Teen sexuality — 
What do we know?

Medicaid expansions for 
family planning progress
By Adam Sonfield
Senior Public Policy Associate
Guttmacher Institute
Washington, DC

 

In October 2011, Ohio became the seventh state 
to use new authority under the Affordable Care 

Act (ACA) to extend coverage for family planning 
services to women and men with incomes well above 
the state’s standard Medicaid income eligibility ceil-
ings.1 This move is notable because Ohio’s “state plan 
amendment,” slated to become operational as early 
as January 2012, will be the first entirely new expan-
sion; the other six states had previously expanded their 
family planning coverage via a more burdensome and 
time-limited “waiver” process.

Ohio’s move is also notable because it was made 
under the state’s fiscally and socially conservative 
republican governor, John Kasich.

In total, 24 states, which are home to 71% of 
women of reproductive age, have received approval 
from the Centers for Medicare and Medicaid Services 
(CMS), through a state plan amendment or a waiver, 
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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.

program.
Most of the states also have worked to coordi-

nate the application process for their family planning 
expansion with other public programs, such as the 
broader Medicaid program and food subsidies. At 
least eight of the states have automated the process of 
shifting some enrollees between their family planning 
expansion and broader Medicaid, most commonly for 
women otherwise losing Medicaid coverage after giv-
ing birth.

These same types of enrollment and outreach strat-
egies will be central to efforts to expand Medicaid and 
private insurance coverage more broadly under the 
ACA, under the plans laid out by the law itself and 
a regulations being finalized by the Department of 
Health and Human Services.4-7

For that reason, state family planning officials and 
family planning providers should be key partners 
as states develop and implement these efforts. They 
should draw on experiences with their own expan-
sion programs and those run by other states and pro-
vide valuable on-the-ground support.8 Moreover, it 
is in the best interest of the national family planning 
effort to help ensure the success of the ACA. Family 
planning providers today rely on scarce grant fund-
ing, such as Title X, to subsidize care for uninsured 
clients. Converting uninsured clients to insured ones 
can secure additional revenue to meet ever-escalating 
demands and costs.
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1. The Nexplanon implant is approved by the 
Food and Drug Administration for what pe-
riod of use?
A. Up to three years of contraceptive use
B. Up to five years of contraceptive use
C. Up to seven years of contraceptive use
D. Up to 10 years of contraceptive use

2. What type of test is the Syphilis Health 
Check?
a. darkfield exam
B. Qualitative rapid membrane immunochro-
matographic assay
C. Venereal Disease Research Laboratory
D. Rapid Plasma Reagent

3. According to an October 2011 recommen-
dation by the Advisory Committee on Im-
munization practices, what is the earliest age 
the HPV vaccine may be given routinely to a 
male?
A. Age 9
B. Age 10
C. Age 11
D. Age 12

4. A maintenance regimen of which drug may 
be effective in treating recurrent vulvovaginal 
candidiasis?
a. azithromycin
B. Acyclovir
C. Amoxicillin
d. Fluconazole
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CNE/CME INSTrUCTIONS 

To earn credit for this activity, please follow 
these instructions.

1. Read and study the activity, using the pro-
vided references for further research.
2. Log on to www.cmecity.com to take a 
post-test; tests can be taken after each issue 
or collectively at the end of the semester. 
First-time users will have to register on the 
site using the 8-digit subscriber number 
printed on their mailing label, invoice or 
renewal notice. 
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 auto-
matically 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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2011 SALARY SURVEY RESULTS

Budget cuts pending — Keep job options open

Good news: In a year when reports of finan-
cial downturns have dominated the head-

lines, results of the Contraceptive Technology 
Update 2011 Salary Survey reflect a holding 
pattern in salary levels. About 36% of partici-
pants in the Contraceptive Technology Update 
Salary Survey reported a 1-3% increase in sal-
ary, with 42% seeing no change in pay levels. 
This finding is a near mirror image from the 
previous year, when 35% said they received 
a 1-3% increase, and 43% noted no change. 
(See “In the past year, how has your salary 
changed?” graphic, below.)

Where you work might make a difference. 
About 43% of 2011 respondents said they 

worked in a health department, with some 
34% in a clinic, compared to 2010’s 38% and 
30% figures for similar settings. About 9% 
said they worked in a college health service 
environment, with 8% at an agency. In terms 
of geography, almost half reported working in 
a rural area, with 19% in a medium-sized city. 
About 17% said they worked in an urban set-
ting, with 14% in a suburban location. (Check 
the snapshot on p. 4 for an overview of 2011 
respondents.)

For those in health department settings, 
though, it might prove wise to keep a weather 
eye out for potential budget cuts. According 
to results from a recent survey released by the 
Washington, DC-based National Association of 
County and City Health Officials (NACCHO), 

Family planning salaries hold fast
— Where will 2012 take employment levels?
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from July 2010 to June 2011, 55% of all local 
health departments reduced or eliminated at 
least one program, with services for mothers 
and children among the hardest hit.1

The annual NACCHO survey looks at cuts 
to program and expectation of budget; since 
2009, there has been little deviation between 
the two, says Christine Bhutta, PhD, senior 
research scientist. “This summer, almost 50% 
said they expect a reduced budget,” notes 
Bhutta. “Based on that, we expect more of the 
same in 2012.”

CTU’s Salary Survey reflects a similar change 
in staffing trends. About 56% reported lower 
staffing numbers, compared to 36% in 2010. 
Just 31% reported no changes in employment 
levels, compared to 53% in the previous year. 
A bright spot: 13% saw increases, a slight 
increase from 2010’s 10% level. Extra hours 
don’t enter into the picture for most survey 
respondents; about 69% report working 40 
hours or less a week. (See “How many hours 
a week do you work?” graphic, above.) About 

35% say they supervise between 4-10 people. 
(See “How many people do you supervise, 
directly or indirectly?” graphic, below.) 

Be prepared

No matter what your employment scene, 
having an updated resume at the ready can be 
handy if budget cuts indicate lower staffing 
levels at your office. Renee Dahring, MSN, 
NP, family nurse practitioner and owner of 
the NP Career Coach web site, www.nurse-
practitionerjobsearch.com, suggests that clini-
cians keep current a master resume, listing all 
jobs, credentials, and other pertinent informa-
tion. When applying for a particular position, 
a targeted resume can be drawn from the mas-
ter document, which allows you to make sure 
the resume fits the application, Dahring says. 

Flexibility is key in today’s job searches, 
says Dahring, who pens a “Career Coach” 
blog at www.advanceweb.com/NPPA. (On the 
left side of that web page, under “Columns,” 
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select “Career Coach.”) Don’t discount a 
part-time position, she notes. Many part-time 
jobs blossom into full-time positions, she 
notes. Look into locum tenens slots; many 
times, employers who are unable to hire 
full-timers due to a hiring freeze use locum 
tenens employees to fill needed positions, says 
Dahring.

Think about how far you are willing to 
travel for a job, Dahring suggests.

Putting too many restrictions on mileage 
or hours will limit your job possibilities, she 
notes.

Make sure your references are ready to 
go. In today’s competitive job market, there 
are often multiple job applicants who fit an 
employer’s advertised position, advocates 
Dahring. The candidate with fingertip refer-
ences wins the prize, she says. “Make sure you 
choose references who are going to respond, 

not the colleague who lets papers pile up on 
her desk,” notes Dahring. “Also, it’s not a 
bad idea to get a letter of recommendation 
in the event your references might be a little 
delayed.”

Another wise move is to contact as many 
recruiters as possible, says Dahring. The job 
candidate doesn’t pay the search fee, so there 
is no obligation to list with just one recruiter, 
she notes. Most recruiters broadcast poten-
tial jobs through e-mails, so communication 
is fairly unobtrusive, Dahring notes. Being 
connected helps; recruiters often have their 
pulse on jobs that other people might not hear 
about, she states.

Broaden your horizons

More education might be helpful in better-
ing your chances for another job. About 54% 
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Source: 2011 Contraceptive Technology Update Salary Survey results.

of 2011 survey respondents have a gradu-
ate degree; about 16% have worked in 
their present field for 15 years or less. (See 
“What is your highest academic degree?” 
and “How long have you worked in your 
present field?” graphics, p. 3.)

Nurse practitioners who are certified in 
women’s health might want to broaden 
their education to obtain additional certi-
fication as an adult or family practice NP, 
says Dahring. Once women’s health NP 
positions are filled, they are rarely vacated, 
so there are fewer positions to fill, she 
notes.

Many physician specialty groups are 
looking for adult or family practice NPs to 
“round out” their practices, notes Dahring. 
Physicians might have their hands full in 

dealing with specialty-specific care, says 
Dahring. An adult or family practice NP 
can address additional patient issues, such 
as diabetes care, that physicians might not 
have time to address in a routine exam.

“We are seeing a lot of those employers 
who formerly hired a lot of women’s health 
NPs now wanting to hire adult and fam-
ily nurse practitioners,” she reflects. “They 
want to maximize their potential.” 
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• About 64% of the 2011 Contraceptive 
Technology Update Salary Survey respondents 
identified themselves as nurse practitioners 
(NPs), with about 16% as registered nurses, 
and 5% as nurse-midwives. Administrators 
comprised about 13% of the current year’s 
responses. About 2% identified themselves 
as physician assistants; 1% identified as phy-
sicians. The survey was mailed in September 

2011 to 849 subscribers with 90 responses, 
for a response rate of 10.6%. 

• About 41% of all respondents indicated 
they made $59,000 or less; about  56% 
reported salaries between $59,000 and 
$99,999. About 3% said they earned a six-
figure salary. (See “What is your salary level” 
graphic, above.)
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