
Pharmacists, providers linking 
to provide emergency contraception
States eye Washington’s blueprint in designing collaborative practices

Energized by the success of a Washington state pilot project,
providers, pharmacists, and other stakeholders in various parts of
the United States are sitting down at the table to design their own

programs to expand access to emergency contraceptive pills (ECPs).
Representatives from Alaska, California, Connecticut, Idaho, Mary-

land, Washington, DC, North Carolina, New Jersey, New York, Okla-
homa, Oregon, Texas, Pennsylvania, and Utah, as well as three Canadian
provinces and the Philippines, recently met with partners in the Wash-
ington state pilot project to learn how they can increase ECP access
through direct pharmacist provision. The workshop was hosted by the
Program for Appropriate Technology in Health (PATH), with other orga-
nizers such as the Washington State Pharmacists Association, the Unive-
rsity of Washington Department of Pharmacy, the Washington State
Board of Pharmacy, and Elgin DDB Needham ad agency, all in Seattle. 

During the three-day workshop, participants received an overview 
of key issues involved in collaborative drug therapy agreements; dis-
cussed issues of communication, public relations, collaborative drug
therapy agreements, regulation, legislation, training, and service deliv-
ery; and brainstormed on key elements needed within individual states
to make direct pharmacist provision of ECPs a reality.
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Representatives from 13 states, the District of Columbia, three Canadian
provinces, and the Philippines are looking at the success of a Washington
state pilot project to learn how they can increase access to emergency con-
traceptive pills (ECPs) through direct pharmacist provision. 
• Providers in central Oregon are working with pharmacists to initiate a

pilot project in a seven-county area.
• A mix of health care providers, pharmacists, and health care advocates is

taking a broad view of access in California, examining not only expanded
access to ECPs, but other contraceptive methods as well.
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“The purpose of the workshop was to share
information about what we had done here on the
Washington project, and to use that as a starting
point or a base for other states who are interested
in increasing ECP availability through pharma-
cists prescribing,” says Jane Hutchings, MPH,
senior program officer at PATH. (Those who were
unable to attend the workshop can download the
information from PATH’s Web site: http://www.
path.org/html/ec_tools.htm.)

As of May 1999, 130 pharmacies were partici-
pating in the Washington project, and more than
800 pharmacists have received training in ECP pre-
scribing, according to PATH. In the first 13 months
of the project, 9,333 ECP prescriptions were pro-
vided to women directly by a pharmacist.

Pregnancy risk can vary, depending on a vari-
ety of factors, but assuming a 10% pregnancy risk
and a 75% method-effectiveness rate, PATH esti-
mates that the prescriptions filled in the first 13
months of the project may have prevented
between 504 and 2,100 unintended pregnancies,
half of which PATH estimates likely would have
ended in abortion. 

Central Oregon acts

The Central Oregon Independent Practice
Association, a group of physicians who cover
Crook, Deschutes, Jefferson, Grant, Harney, Lake,
and Wheeler counties, is working with several
agencies to move toward collaborative agree-
ments for ECP prescribing, reports Mary Jeanne
Kuhar, MD, an OB/GYN in Bend, OR, who is
involved with organizing the project.

The physicians’ group is collaborating with 
the Central Oregon Pharmacy Association to put
together the pilot project. The project has been
approved by the Oregon Medical Association 
and has been presented to the Oregon Board of
Pharmacy for its review. 

“Our idea is to do a pilot project which will
just be in our seven-county area, so it will not be
statewide to start with,” reports Kuhar. “We have
been very fortunate to be able to work closely
with the health division which oversees the 

different family planning clinics in the counties,
and they are very supportive of this.”

Changes may need to be made in existing regu-
lations in regard to outpatient collaborative
agreements since they have not been used previ-
ously in Oregon, says Kuhar.

There is a definite need for expanded access 
to ECPs in Central Oregon, she explains. Many
women are geographically isolated from immedi-
ate provider care, and public family planning
clinics do not offer weekend hours. According 
to preliminary user survey data from the Wash-
ington state project, many women go the phar-
macy on weekends or after normal business
hours for their ECP prescriptions.

“Judging from the experience that the Seattle
group has had, [the weekend] is when over half
of the people who need this service access it,”
Kuhar observes. “That is usually a time when if
you call your physician and get that interaction
going, it is hard, because people aren’t in their
offices, you are dealing with an on-call person
who has a lot of other responsibilities, and some-
times that can become quite cumbersome.”

Kuhar points to new data indicating that delay
of the first dose of ECPs decreases their efficacy.
(Reanalysis of data indicates that for both the
Yuzpe regimen of combined oral contraceptives,
currently in use in the United States, and a pro-
gestin-only method, delaying the first dose of
ECPs by 12 hours increases the odds of pregnancy
by about 50%. See Contraceptive Technology
Update, July 1999, p. 75.)

“I really think that the timing issue is crucial,
and with that, pharmacists are accessible in a way
right now that physicians’ offices are not,” Kuhar
comments. “It also is kind of a one-stop deal,
where you can have the counseling, sign up for
the protocol, get the medication, and be done.”

California is taking a broad view of the issues
surrounding collaborative agreements, reports
Jane Boggess, PhD, co-director of the statewide
effort. Boggess and co-director Francine Coeytaux,
MPH, both with the Pacific Institute for Women’s
Health in Los Angeles, have assembled into an
access committee state leaders who potentially are
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concerned not only with expanding ECP access,
but access to other contraceptive methods as well.

“I think that the issue really is much broader
than emergency contraception,” notes Boggess. 
“It pertains to injectable hormonal contraception,
such as the new Lunelle product seeking federal
approval that is coming out, to oral contraceptives,
to even over-the-counter products.” (The new
Lunelle product is a combined hormonal injectable
contraceptive from Pharmacia & Upjohn of
Bridgewater, NJ. See CTU, June 1999, pp. 65-66.)

Boggess’ experience as the former chief of the
California State Office of Family Planning gives
her expanded knowledge of the myriad logistics
involved in distribution and reimbursement of
contraceptive products. The partial privatization
of the California family planning program has
resulted in many women having their contracep-
tive method prescriptions filled at pharmacies,
rather than dispensed through public clinics.

Access barriers are encountered even when
Medicaid patients go to retail pharmacies for con-
doms, Boggess explains. Since pharmacy reim-
bursement programs rely on an 11-digit code, 
and condoms are stamped with a 10-digit code,
patients must return to public clinics if they want
subsidized condoms, she explains.

In addition to the distribution of contraceptive
commodities, pharmacists have a role to play in
the consultative/management team when it
comes to reproductive health care, Boggess says.
That belief is shared by fellow access committee
member George Pennebaker, PharmD, of
Rancho Cordova. Pennebaker works with Plano,
TX-based EDS Inc., contractor for the state of
California’s Medicaid program, and serves as
treasurer of the Sacramento-based California
Pharmacy Association.

“The physician’s forte is diagnosis of the symp-
toms and the situation that the patient presents,
coming up with a conclusion of what the diagnosis
is, and then the recommendation as to what kind
of therapy might be indicated,” he explains. “Then
the pharmacist starts to get into the equation and
deals with the pharmacology and the pharmacoki-
netics that are the pharmacists’ forte.”

This situation is appropriate in the area of
emergency contraception because the diagnosis
has already been made, he notes. “The condom
breaks, or ‘We just didn’t get around to that last
night,’ and therefore, the diagnosis is straightfor-
ward and clear. Then what is appropriate for the
situation is a discussion of the alternatives that
are available in those circumstances, and the

effects and side effects of the emergency contra-
ceptive, and that is where the pharmacist can do
the kind of competent and confidential counsel-
ing that is appropriate.” 

Pharmacists are not interested in encroaching
on or replacing the role of clinicians, says
Boggess. In moving toward expanded access,
each member of the health care community must
realize the role he or she will play in making such
access a reality, she notes.

“I think it is something that is going to take
quite a bit of processing, because it also has the
potential to be a pocketbook issue,” Boggess says.
“Whenever that is the case, I think that it is
important for people to remember that where
there is consensus around common good issues,
to try and keep that as the bottom line.”  ■

Implanon status report:
Not on U.S. market yet

Anew single-rod progestin contraceptive
implant from Netherlands-based Organon

NV is poised for market introduction in the United
Kingdom and the Netherlands, and it may enter
the approval process soon for use in the United
States. Organon is committed to bringing the
Implanon system to the United States, says Nancy
Alexander, PhD, associate director of medical ser-
vices for contraception in the company’s U.S.
branch. 

While Organon considers the timing of
Implanon’s entrance in the federal Food and Drug

August 1999 / CONTRACEPTIVE TECHNOLOGY UPDATE ® 87

Subdermal contraception provides women with
extremely effective, convenient, and safe birth con-
trol. Manufacturers of Implanon, a single-rod pro-
gestin implant, are set to introduce the method in
the United Kingdom and the Netherlands and plan
to seek regulatory approval for U.S. sales.
• Wyeth-Ayerst Laboratories has had approval

from the Food and Drug Administration for its
two-rod levonorgestrel implant since 1996 but
has chosen to withhold introduction until further
research can be completed.

• The Population Council is evaluating the progestin
Nestorone in a subdermal contraceptive. Scien-
tists also are studying a single-rod implant system,
Uniplant, which releases nomegestrol acetate.
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Administration (FDA) approval process, Wyeth-
Ayerst Laboratories of Philadelphia already has
FDA clearance in hand to market its two-rod lev-
onorgestrel implant system. Indeed, the company
has had such approval since 1996.

Wyeth-Ayerst is continuing to conduct addi-
tional research and development pertinent to that
approval, and until that research is complete, the
company will not market the product, according
to a press statement issued through company
spokeswoman Audrey Ashby. The company’s
research includes an assessment of potential
design changes in the trocar insertion device for
the two-rod implant.

Some family planners have referred to the new
Wyeth-Ayerst product as Norplant II. However,
the product is yet unnamed, says Ashby, and is
described by Wyeth-Ayerst simply as the two-rod
levonorgestrel implant.

Benefits of implants

Subdermal contraception provides women
with extremely effective, convenient, and safe
birth control, notes Andrew Kaunitz, MD, prof-
essor and assistant chair of the OB/GYN depart-
ment of the University of Florida Health Sciences
Center in Jacksonville.

The principal setbacks associated with the
Norplant six-rod implant system have been
insertions performed with incorrect technique
and difficult removals, which often relate to
such insertions, says Kaunitz. Second generation
implants, including Implanon, address these
concerns.

“Insertion of this single-rod implant system is
easy and facilitated by a dedicated introducer
instrument,” he observes. “Removal is easier and
quicker than the original six-implant Norplant
system. For these reasons, U.S. clinicians and
their patients should be looking forward to the
availability of Implanon and, when it is mar-
keted, the two-rod levonorgestrel system.”

Alexander, who observed insertions and
removals of Implanon in Indonesia, remarks on
the advantages of the single-rod implant:

“We do believe that the single rod is so much
easier to implant, as well as to remove. I think the
device for implanting makes it more difficult to
insert it incorrectly. And the removal has to be
easier with just one rod.”

The Implanon system relies on the progestin 
3-keto-desogestrel contained in a single capsule
of ethylene vinyl acetate for its contraceptive 

efficacy. It is inserted beneath the skin and is
effective for three years. In a study using 68 mg 
of the progestin, the drug showed rapid absorp-
tion, reaching stable levels in about one month
and rapid elimination upon removal.1

In an overview of 13 studies, Implanon showed
high contraceptive effectiveness, with zero preg-
nancies during 53,530 cycles.2 Side effects associ-
ated with the method include acne and weight
gain.3 The implant has been studied for three
years of use. “It is reversible and convenient, and
its compliance is adherent independent,” notes
Alexander. “It is extremely effective.”

A five-year trial of the two-rod contraceptive
implant, conducted among 594 women in the
United States and the Dominican Republic,
reported a cumulative pregnancy rate of 0.8 per
100, with an annual average pregnancy rate below
2 per 1,000 women.4 Prolonged bleeding/spotting
and irregular bleeding were the most frequently
cited medical reasons for removal.

A randomized three-year clinical trial com-
pared the experiences of 600 women using the
two-rod levonorgestrel rod implants with a con-
trol group of 598 women using Norplant.5 No
pregnancies occurred in either group.

Research is continuing on other forms of pro-
gestin subdermal contraceptives. The Population
Council in New York City continues to evaluate
the use of the progestin Nestorone in a subdermal
contraceptive. Phase II clinical trials of Nestorone
have been completed, with no pregnancies
observed in 1,570 woman-months of use.6

Scientists also are looking at a single-rod
implant system, Uniplant, which releases
nomegestrol acetate. In a study of 1,803 women
in a nine-country clinical trial, 15 pregnancies
were recorded in a 12-month period with a net
cumulative pregnancy rate of 0.94%.7 A total of
276 women discontinued prior to completing one
year of study, with menstrual-related side effects
listed for most of the medical discontinuations.
Uniplant is being evaluated for one year of use.
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Abortion care gets high
marks from patients

The first comprehensive look at the quality of
abortion care in the United States shows high

levels of satisfaction from the perspective of
women who have received such services.1

Based on interviews with more than 2,200
women who have had abortions, 60% rated their
care as “excellent,” with another 38% registering
level of services as “very good” or “good.” The
survey was conducted for the Kaiser Family
Foundation of Menlo Park, CA, by The Picker
Institute, a Boston-based health care quality
assessment and improvement research organiza-
tion affiliated with the Beth Israel Deaconess
Medical Center Corp.

Abortions performed in the United States are
among the safest medical procedures.2 Though

many clinical studies have been conducted to
document the safety and efficacy of abortion pro-
cedures, no large-scale studies have examined
patients’ experience with abortion.

“Studies of patient satisfaction have largely
ignored a very common procedure among
women of reproductive age, and we thought it
was time to find out about the quality of abor-
tion through the eyes of women experiencing
them,” says Tina Hoff, director of Kaiser Family
Foundation’s public health information and
communications.

The public, in general, is unaware about the
quality of U.S. abortion services, states Phillip
Stubblefield, MD, professor and chairman of
OB/GYN at Boston University School of Medi-
cine and director of OB/GYN at Boston Medical
Center. Stubblefield served as moderator for a
discussion of current levels of abortion care ser-
vices at a news briefing sponsored by Kaiser
Family Foundation and the National Press
Foundation in Washington, DC. 

“Women typically, if they need an abortion, get
one and then they don’t want to talk about it any-
more,” Stubblefield observes. “It is nice to have
some real information and have it get into the
news media, magazines, and journals that people
will see.”

Look at the study

Twelve abortion clinics from different areas of
the United States were chosen to reflect the char-
acteristics of abortion clinics nationwide. Annual
procedure volume ranged at the sites from 1,500
at one facility to 8,000 at the largest clinic. Four of
the clinics were nonprofit, while eight were for-
profit. Six were freestanding, three were part of
multi-clinic provider groups, and three were affil-
iates of Planned Parenthood Federation of
America in New York City.

Interviews were conducted between July and
October of 1998 with women who were contacted
three to four weeks following their abortions. Site
visits were made to each facility to map the pro-
cess of care, examine existing patient feedback
mechanisms, and conduct focus group research
with patients and providers.

In addition to tabulating results regarding
patients’ perceptions of abortion care, researchers
also compared those results with perspectives
collected from a national database of female
ambulatory surgery patients. 

The measure that most influenced patients’
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High levels of patient satisfaction were reported in
the first comprehensive look at the quality of U.S.
abortion care. Women from 12 different facilities
throughout the nation were interviewed to gain an
understanding of patients’ assessment of service.
• Of more than 2,200 women who had abortions

and were surveyed, 60% rated their care as
“excellent,” with another 38% registering the
level of services as “very good” or “good.”

• The measure that most influenced patients’ over-
all rating of quality of care was the adequacy of
the information they received from the clinic staff
about the procedure and what to expect.
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overall rating of quality of care was the adequacy
of the information they received from the clinic
staff about the procedure and what to expect phys-
ically and emotionally following the abortion. A
total of 98% of women participating in the survey
said the abortion procedure was explained to
them, and 99% reported that the information was
clear and understandable. In contrast, patients in
other satisfaction surveys conducted by The Picker
Institute involving other health care services con-
sistently report wanting more information than
they received.

Overall attention to privacy was rated by 94% as
“excellent,” “very good,” or “good” by women
receiving abortions. Staff interactions also earned
high marks, with 88% of women reporting they
were treated with “a lot of respect and dignity”
and 78% noting they had “a lot of confidence and
trust” in clinic staff. A total of 96% of those receiv-
ing abortion care say they would recommend their
abortion provider to a friend or family member,
according to the study.

Though earning high marks from most
patients, responses indicate that clinics could
improve care by:

• providing more privacy in the waiting area;
• offering more post-procedure telephone help;
• giving more information when patients call

to make an appointment;
• dispensing more pain relief; 
• furnishing more intensive care in the recov-

ery area. 

Keeping standards high

Results of the survey are not surprising, says
Bernard Smith, MD, who serves as the chairman
of the Washington, DC-based National Abortion
Federation committee on quality improvement.
While it is difficult to make a one-to-one correla-
tion with perceptions of care with the outcomes
and medical care data collected for quality assur-
ance purposes, abortion providers have known
that they have done a good job in providing qual-
ity patient care, notes Smith. 

Smith, a Milwaukee abortion provider, says
he will apply the survey’s results to his own
facility in enhancing the privacy of patients in
the recovery area and continuing to ensure that
confidentiality is observed in all aspects of care.
“I think most, if not all, clinics handle that issue
[confidentiality] quite well,” he notes. “I know
we have in place certain steps and protocol to
assure it.”
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Counseling key 
in Norplant satisfaction

How can you help women who choose the
Norplant implant system to achieve satisfac-

tion with the long-term method? Proper counsel-
ing about all methods of birth control, as well as
Norplant’s side effects, is key to appropriate
delivery, according to findings from women in
four Florida counties.1

Florida was the first state in the nation to intro-
duce the Norplant system in its publicly funded
family planning clinics. Researchers interviewed
1,152 Norplant users and 1,268 non-users who
attended public clinics in Duval, Hillsborough,
Lee, and Palm Beach counties, then conducted
follow-up interviews with a subsample of women
up to one year later. Logistic regression models
were used to compare the associations of sociode-
mographic and medical characteristics with
Norplant selection and method satisfaction.

More than 90% of Norplant users were satis-
fied with the method, according to the results.
Women with side effects and those who felt pres-
sure to select a method were significantly less
likely than others to be satisfied.
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Results from a study of Norplant introduction in four
Florida counties indicate that proper counseling
about all methods of birth control, as well as
Norplant’s side effects, are key to appropriate deliv-
ery of the contraceptive implant.
• More than 90% of Norplant users were satisfied

with the method, according to the study’s results.
Women with side effects and those who felt
pressure to select a method were significantly
less likely than others to be satisfied.

• Researchers found that women’s tolerance of
Norplant’s side effects was higher if they were
prepared to anticipate such events.
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Florida public family planners made extens-
ive preparations prior to the introduction of
Norplant, says Leslie Clarke, PhD, research
associate professor in the department of health

policy and epidemiology
at the University of
Florida in Gainesville.
The state produced its
own educational videos
and coordinated training
sessions for clinicians
throughout the state,
notes Karla Schmitt,
ARNP, MPH, who
headed the training ses-
sions and is now a nurs-

ing consultant with the bureau of sexually
transmitted diseases at the Florida Department
of Health in Tallahassee.

The BRAIDED (Benefits, Risks, opportunity 
to Ask questions, Inquiry, Discussion, Education,
Documentation) method of educating patients 
on risks and benefits of Norplant was distributed
to health care providers for use in counseling on
the method. In addition, the state developed sys-
tems to track Norplant use and encourage clinical
follow-up.

Prepared for side effects

Researchers found that women’s tolerance of
side effects was higher if they were prepared to
anticipate such events, notes Schmitt. Questions
included in counseling sessions covered several
issues, such as the following:

• How do you feel about spotting for one 
full year and having to have sex when you are
spotting?

• How would you respond if a spouse, boy-
friend, or parent asked you about those “bumps”
in your arm?

• What will you use to protect yourself against
sexually transmitted diseases if you select this
contraceptive method?

• Why do you think this method will be the
right choice for your sexual health/child bearing
plans at this time?

“This kind of candid questioning and dialogue
gets out into the open issues that often were
behind the desire for a removal at three to six
months,” notes Schmitt. “The reality is that can-
did sexual behavior questioning is not a part of
many contraceptive option counseling sessions 
or interactions between providers and clients.”

Clarke agrees that education played a key
part in Norplant satisfaction. The amount of
preparation spent in developing good patient
and provider educational material paid off in
the level of understanding evidenced in the
selection of Norplant as a contraceptive choice,
she notes.

In introducing Norplant, Florida state family
planners set a clear policy stating that under no
circumstances would removal be denied, regard-
less of where it was inserted, according to
Schmitt. During the survey follow-up, a system
of checks and balances went into place when
women reported pressure to keep the implant
system. 

Officials found that in many cases, women
either had to wait for an appointment with a
provider trained in removals, or they were
asked to try a trial run of supplemental estrogen
to help with spotting side effects. Women who
chose supplemental estrogen often went on with
no subsequent problems, she says.

Diminished Norplant use

The use of Norplant has diminished in 
Florida during the past few years, Schmitt
reports. Factors affecting the decline include the
media coverage and litigation surrounding the
method, as well as the advent of DMPA (depot
medroxyprogesterone acetate) injections as an
alternate progestin-only method, say Clarke and
Schmitt. 

However, many women who were satisfied
with the Norplant method have asked for a 
new set to be inserted, Schmitt notes, while oth-
ers have sought removal at the five-year time-
line, fulfilling their need for “spacing” their
family.

“I firmly believe good counseling is the key 
to success with this method,” she explains, “and
that it only will be retained when women are
fully informed, are reassured removal is always
a cost-free option available to them, and that
they themselves selected this method and it was
not strongly urged on them by the providers
under an illusion that it had minimal side
effects.” 
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Focus on young men 
in pregnancy prevention

Take a tip from an award-winning adolescent
pregnancy prevention program: Recognize

that young men are not just part of the problem,
but part of the solution as well.

The Mexican American Community Services
Agency (MACSA) of San Jose has designed its
Male Involvement Program to delay early sexual
activities among young boys, educate teens and
young adult males on personal sexual responsibil-
ity, prevent the spread of sexually transmitted dis-
eases and unplanned pregnancies through edu-
cation, and promote fatherhood responsibility. 

Enrique Arreola, MACSA division director,
estimates the program has reached about 5,000
young men in the first three years of operation.
The Male Involvement Program is funded
through the California Department of Health
Services office of family planning. The program is
being evaluated by the University of California,
San Francisco.

Now in its fourth year of operation, the
MACSA program is one of five to receive 1999
recognition from the National Campaign to
Prevent Teen Pregnancy in Washington, DC.

The National Campaign, founded in 1996, is a
nonprofit, nonpartisan initiative focused on pre-
venting teen pregnancy, with a goal to reduce the
national teen pregnancy rate by one-third
between 1996 and 2005. By helping young men
realize they have a bright future that does not
need to be derailed by early pregnancy and 

parenthood, the Male Involvement Program
embodies some of the themes that will help reach
the National Campaign’s goal, says Bill Albert, 
communications director.

“Unfortunately, for too long in this country, I
think we focused all our adolescent pregnancy
prevention initiatives on young girls, but the last
time I checked, it takes two to tango,” he
observes. “In this country, we have begun to rec-
ognize if we want our daughters to not get preg-
nant, we have to talk to our sons as well.”

The project area for the Male Involvement
Program is Santa Clara County, the fourth largest
county in California. More than 40% of the popu-
lation is composed of ethnic minorities, with
Spanish as the second most commonly spoken
language. According to county health department
fiscal year 1996-1997 statistics, more than 1,900
births to adolescent mothers were recorded, with
71% of births to Hispanic teen-age mothers.

Evaluation figures from the Male Involvement
Program show that 83% of participants ages 15 to
17 and more than 95% of those over 18 have had
sex. Of these two age groups, 11% and 35%,
respectively, are young fathers. 

A holistic approach is needed to reach these
young men, says Arreola. “I think programs need
to recognize other issues that are happening with
these participants. As a program, we need to rec-
ognize those issues and start getting job place-
ments, company tours, educational tours, financial
aid information, as well as provide information on
pregnancy prevention, the consequences of dating
young girls, how difficult it is to be a young father
— give them the whole spectrum.”

Targeting 3 age ranges

The Male Involvement Program focuses on
three target populations: boys ages 10 to 14, 15 
to 19, and 20 to 24. Special emphasis is placed on
geographic “hot spots,” delineated by ZIP codes
as areas of immediate need. Boys ages 10 to 14 
are reached through programs at middle schools,
community centers, and MACSA’s youth center.
Education is centered on teen-age pregnancy pre-
vention and male responsibility.

MACSA focuses its services for male youth
ages 15 to 19 through the juvenile probation
department, its own youth center, neighborhood
health fairs, community service organizations,
and local high schools. Educators have recog-
nized the need for the program and have opened
their doors to MACSA, Arreola notes.
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The Male Involvement Program of the Mexican
American Community Services Agency of San 
Jose is focused on delaying early sexual activities
among young boys, educating teens and young
adult males on personal sexual responsibility, pre-
venting the spread of sexually transmitted diseases
and unplanned pregnancies through education, and
promoting fatherhood responsibility.
• The Male Involvement Program focuses on boys

ages 10 to 14, 15 to 19, and 20 to 24.
• Many of the young men come from low-income

households, are raised in high-crime areas, and
are exposed to gang activity and drug use at an
early age.
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Young men, primarily Hispanics 20 to 24, are
reached through adult education classes, incarcer-
ation facilities, trade and special training schools,
community centers, neighborhood outreach, and
other MACSA programs. These young men repre-
sent a crucial population segment, as local health
department statistics show that 65% of births to
adolescent girls ages 14 to 17 were fathered by
adult men over 22. MACSA’s figures indicate that
more than 95% of its 20 to 24 age group is sexually
active, with 36% noted as young fathers.

Planning for the future

Many of the young men targeted by the pro-
gram come from low-income households, are
raised in high-crime areas, and are exposed to
gang activity and drug use at an early age.
Prevention and education services in the form of
MACSA’s own “Be Proud, Be Responsible” pro-
gram and the “Independent Thinking Skills” pro-
gram from L. L. Brown International of Kent, WA,
are presented to these young men at risk.

One component of the program, offered at the
Elmwood Correctional Facility, has been in place
for the past three years, notes Arreola. A similar
program is offered for adolescent males through
the juvenile probation department. “Our mental-
ity in reaching young men is not just promoting
teen pregnancy prevention, but other issues as
well,” he says. “We have the young men think
about their future and setting their goals and
eventually they start thinking about education,
about opportunities in life for being successful,
and the fact that they are not going to want to get
a young girl pregnant or date young girls.”

Sessions focus on issues such as earning high
school diploma equivalency certification, anger
management, and substance abuse. Support
groups are offered for both adolescents and young
men once they leave correctional facilities to fur-
ther emphasize Male Involvement Program goals.

Having effective male staff has been a key ele-
ment to MACSA’s success, says Arreola. He credits
outreach educator Sammy Nuñez and youth advo-
cate Benjamin Paredez for their dynamic interac-
tion with young men throughout the community.

“Effective program educators are those that
have been through certain experiences of what
they are preaching,” Arreola explains. “You can
hire people who have credentials and everything,
but if they don’t relate to the student, the pro-
gram is not going to work.”  ■

First look at abstinence
programs published
By Lisa Kaeser, JD
Senior Public Policy Associate
Alan Guttmacher Institute
Washington, DC

Nearly three years have passed since
President Clinton signed into law a new

abstinence education program as part of massive
welfare reform legislation. Two evaluations of the
program’s first year’s implementation have been
published recently, providing a closer look at
how the states have elected to use the annual
entitlement of $50 million in federal funds.

Although the program was technically autho-
rized in August of 1996, it took some time for the
federal oversight agency, the federal Bureau of
Maternal and Child Health, and the states them-
selves to draw up plans for spending the money
in a manner consistent with the statute. In this
instance, Congress was quite specific in its intent,
stating that the funds were “to enable the State to
provide abstinence education,” especially focus-
ing on groups that are most likely to bear chil-
dren out-of-wedlock, but that such educational
programs must teach that “sexual activity is
likely to have harmful psychological and physical
effects,” along with seven other tenets. 

Comments were collected

It took some time for the bureau to develop
and receive comments on guidelines for the new
abstinence program, a key component of which is
that programs funded with this money must
comply with at least one of the eight tenets but
not violate any of them. States then developed
their own plans, for many an arduous task since
the expectations of a wide range of stakeholders
— including Congress, public health experts, and
advocates for many viewpoints — had to be met.
Much of the debate centered on the message that
would be sent to young people and how that
message would be delivered. Ultimately, 48 states
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and the District of Columbia accepted the funds
for new abstinence programs; California and
New Hampshire turned them down.

The two overviews published to date look at
the states’ abstinence programs during fiscal year
1998, the first full year of implementation. They
provide some sense of the diversity of the efforts
funded that year, making comparative evalua-
tions a challenge. (Funding was provided to eval-
uate some of the abstinence programs’ activities
in separate legislation.) Clearly, however, it is too
soon to judge whether the overall program has
“worked” in terms of reducing out-of-wedlock
births.

Abstinence coordinators surveyed

Earlier this year, the Sexuality Information and
Education Council of the United States (SIECUS)
in New York City published Between the Lines, a
report summarizing its survey of the abstinence
program coordinators in each state. The survey
found:

• State health departments have primary
authority over the abstinence programs in 36
states and Washington, DC; only three governors
stepped in to appoint a separate coordinator (LA,
CT, ND); the rest shared authority.

• Although the federal statute did not specify
the program’s target audience, states generally
chose to direct their efforts toward young people
ages 10 to 14; 34 states also included parents as
intended audiences, 10 focused on one or more
specific racial or ethnic groups, and only four
focused on low-income populations.

• Programs in 27 states and Washington, DC,
included media campaigns, 20 of which were
new efforts.

• 38 states made 447 grants to community-
based organizations in 1998. These included orga-
nizations providing health care services (29
states), youth development activities (27), private
social science agencies (19), faith-based institu-
tions (18), and crisis pregnancy centers (11).

• 25 states made 251 grants to schools. Notably,
SIECUS concluded that at this point, the program
has not disrupted existing sexuality education
programs overall. (Iowa, however, did report
replacing its program with abstinence education.)

• Besides the federal evaluation effort, evalua-
tions will be conducted in 39 states and Washing-
ton, DC. Other than outcome measures, many also
will measure teen pregnancy rates and whether
attitudes toward abstinence have changed. 

Since the abstinence program’s funding falls
under the auspices of the Title V, the Maternal
and Child Health Block Grant, maternal and
child health directors within the state depart-
ments of health are overseeing most of the 
state efforts. 

Consequently, the Association of Maternal
and Child Health Programs in Washington, 
DC, conducted another survey, “Abstinence
Education in the States,” that made similar find-
ings to the SIECUS survey while adding some
new information. Most of the state directors
reported that even though they were already
providing abstinence education prior to the
law’s enactment, they had responded to the 
new mandate. Additional findings included 
the following:

• Most states are using a variety of approaches
to meet the federally required match of $3 in state
funds for every $4 in federal dollars, including
other state dollars, private or foundation funding,
in-kind volunteer staffing, facilities and equip-
ment, and matching funds from community-
based grantees.

• In general, state legislatures have confined
their role to approving the allocation of matching
funds, although a few legislators have become
involved personally.

• More than 90% of the states that have funded
local programs have funded school districts, and
some states have collaborated with their state
education agencies.

• On average, 5% of states’ total abstinence
education budgets are set aside for evaluations.
More than half of the states are contracting their
evaluation activities out to universities or private
contractors.

• States need assistance in finding abstinence
curricula that meet the federal law’s mandates 
as well as comport with public health principles
and with responding to media attention.

Taken together, these overviews provide 
an excellent baseline of information about the
early implementation of the federal abstinence
education program. However, many questions
remain about the program’s ultimate impact 
on the provision of sexuality education in this
country. 

Undoubtedly, the next challenge for those
interested in what information young people 
are receiving regarding abstinence and sexuality
will be to discover the content of information
that is being taught under the abstinence pro-
gram’s auspices.  ■
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Contraceptive choices
video now available

Do new staff need the latest information on
birth control methods? The Center for Health

Training in San Francisco offers a 40-minute train-
ing video, “Contraceptive Choices: What Your
Clients Need to Know.”

The video is intended to give staff the back-
ground necessary to conduct basic client education
sessions. It presents all currently available meth-
ods of contraception, along with counseling tips.
Emergency contraception information also is dis-
cussed, along with effective counseling techniques.
The video is produced by Marcia Gelt, MPH.

To order, contact: Center for Health Training,
2229 Lombard St., San Francisco, CA 94123. Phone:
(415) 929-9100. Fax: (415) 929-9465. Price: $15 for
Title X-funded agencies; all others, $35. There is a
$3 shipping and handling fee; call for shipping and
handling charges for large orders. Make checks
payable to: Center for Health Training. Agency
purchase orders also are accepted.  ▼

Nurse practitioner 
organization renamed

The National Association of Nurse Practitioners
in Reproductive Health in Washington, DC,

has changed its name to the National Association
of Nurse Practitioners in Women’s Health
(NPWH). The new name reflects the wide range
of women’s health issues addressed by the orga-
nization over the last several years, says Chris
Knutson, MSN, RNC, board chairperson.

Founded in 1980, NPWH has grown from a
grassroots group of nurse practitioners working in
family planning clinics to a nationally recognized
organization. “The concept of women’s health has
dramatically changed since we were first
founded,” says Susan Wysocki, RNC, NP, presi-
dent of NPWH. “In 1980, women’s health was
reproductive health, but that is no longer true. We

now know much more information about such
issues as women and heart disease, women and
depression, and women and autoimmune dis-
eases, to cite a few examples.”

NPWH’s mission also has been updated, she
says. “While it seems obvious to us as nurse practi-
tioners, not everyone knows that nursing uses a
holistic approach. Therefore, our new mission is
explicit in defining health to be inclusive of a indi-
vidual’s physical, emotional, and spiritual needs.
We also maintain our strong belief that women
should make their own choices about their health.”

NPWH will continue to offer expert informa-
tion on such topics as contraception, sexually
transmitted diseases, pregnancy, menopause, 
and other reproductive health issues. 

For more on NPWH, contact Elena Berger,
NPWH membership coordinator, at 503 Capitol
Court, Suite 300, Washington, DC 20002. Phone:
(202) 543-9693. Fax: (202) 543-9858. E-mail:
NPWHDC@aol.com.  ▼
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Mark calendars 
for ARHP conferences

The Association of Reproductive Health
Professionals (ARHP) in Washington, DC, 

is sponsoring back-to-back conferences in
September in Dallas. These meetings are spon-
sored with the National Association of Nurse
Practitioners in Women’s Health in Washington,
DC, and the Planned Parenthood Federation of
America in New York City.

The health care needs of teens will be the high-
light of the Sept. 22-23 “Adolescent Reproductive
Health ‘99” session. Seminars will focus on ado-
lescent health care challenges, sexuality, and
other important issues facing today’s teens. 

The 36th annual meeting of ARHP will follow
on Sept. 23-25. Sessions will include material on
contraception, abortion, sexually transmitted
infections, and other reproductive health issues.
Both conferences offer continuing education 
credits. For registration information, contact 
Amy Swann, Association of Reproductive 
Health Professionals, 2401 Pennsylvania Ave. 
N.W., Suite 350, Washington, DC 20037-1718.
Telephone: (202) 466-3825. Fax: (202) 466-3826. 
E-mail: conferences@arhp.org.  ■

CE objectives
[For details on Contraceptive Technology

Update’s continuing education program, contact:
Customer Service, American Health Consultants, P.O.
Box 740056, Atlanta, GA 30374. Telephone: (800) 688-
2421. Fax: (800) 284-3291. E-mail: customerservice@
ahcpub.com. Web: www.ahcpub.com.]

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

• Identify clinical, legal, or scientific issues
related to development and provisions of contra-
ceptive technology or other reproductive services.
(See related stories, pp. 87 and 89.)

• Describe how those issues affect service deliv-
ery and note the benefits or problems created in
patient care in the participant’s practice area. 

• Cite practical solutions to problems and inte-
grate information into daily practices, according
to advice from nationally recognized family plan-
ning experts.  ■
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