
Latest research sheds new light 
on DMPA’s impact on bone health
Use linked to drop in density — loss may be reversed once shots stopped

Your next patient is a 17-year-old who admits she has a hard time
remembering to take the Pill, but says she wants to avoid unin-
tended pregnancy. When you begin to counsel on the injectable

contraceptive Depo Provera [depot medroxyprogesterone acetate
(DMPA), Pfizer, New York City], what do you tell her about the drug?

Results from a new study indicate that women who use DMPA expe-
rience bone loss. Women in the study who used the injectable for two
years recorded an approximate 6% decline in bone mineral density,
compared with a loss of 2.6% among women on oral contraceptives.1

While earlier research suggests that such loss is reversible after the
method is stopped, providers may want to include recommendations
on calcium replacement and exercise to promote bone health.

DMPA works as a contraceptive by inhibiting pituitary gonadotropin
secretion, which suppresses ovulation and ovarian estrogen production. 

Concern about the impact of reduced serum estrogen on bone has
prompted a number of studies of bone mineral density (BMD).

“It is clear that use of DMPA reduces ovarian production of estrogen,
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Women who use depot medroxyprogesterone acetate may experience
bone loss. A new study indicates women using the injectable for two years
recorded an approximate 6% decline in bone mineral density, compared
with a loss of 2.6% among women on oral contraceptives.
• While earlier research suggests that such loss is reversible after the

method is stopped, providers may want to include recommendations 
on calcium replacement and exercise to promote bone health.

• Bone health is a special concern when it comes to adolescents. Half of a
woman’s bone mass is gained during puberty and the first several years
after menarche. 
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resulting in lowered bone mineral density,”
observes Andrew Kaunitz, MD, professor and
assistant chair in the obstetrics and gynecology
department at the University of Florida Health
Science Center/Jacksonville. “What is by no
means clear is whether use of DMPA causes
any long-term impact on BMD or fracture risk.”

Look at the research

The new study looked at 191 women, ages 18-
33, who self-selected oral contraceptives (OCs),
DMPA, or nonhormonal contraception. Those
selecting OCs were randomized to pills contain-
ing 35 mcg ethinyl estradiol and norethindrone
or 30 mcg ethinyl estradiol and desogestrel.
Researchers performed dual-energy X-ray
absorptiometry to check the lumbar spine at
baseline, 12 months, and 24 months.

An analysis of data indicated that bone min-
eral density changes among DMPA users dif-
fered significantly from those experienced by
either of the pill groups or the nonhormonal con-
traceptive users, who were the control group.

The study’s lead author, Abbey Berenson,
MD, professor of obstetrics and gynecology at the
University of Texas Medical Branch, Galveston,
says her research group already has started
another large study on the effects of DMPA. 

“We are currently conducting a prospective,
controlled, longitudinal study comparing the
effects of DMPA and 20 mcg pills on bone min-
eral density,” she states. “We will recruit more
than 700 women between 16 and 33 years of
age from three racial/ethnic groups to partici-
pate in this study; furthermore, we will mea-
sure biomarkers and examine the issue of
reversibility.” 

How about teens?

What is the evidence when it comes to teen
use of DMPA? Bone health is a special concern
when it comes to adolescents: Half of a woman’s
bone mass is gained during puberty and the first
several years after menarche. Peak bone mass is
achieved in the early to mid-20s.2

Since the Food and Drug Administration
approved Depo-Provera in 1992, use of the drug
has grown among adolescent users. While about
half of teens report Pill use and a third say they
use condoms, about 10% record use of DMPA.3

Researchers at the Seattle-based Group Health
Cooperative’s Center for Health Studies have
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been examining use of DMPA in women and teens.
In one study, researchers found that women who
used DMPA continuously for three years experi-
enced about the same amount of bone loss as
women who are breast-feeding or going through
menopause; however, women steadily regained
bone density once they stopped using the contra-
ceptive.4 (For a review of the research, see “Bone
loss in DMPA users mostly reversible,” Contra-
ceptive Technology Update, December 2002, p. 136.) 

The Seattle scientists now have evaluated 
bone density changes with DMPA use and dis-
continuation in a cohort of adolescents, says
Delia Scholes, PhD, senior investigator at the
Center. Information on the study was presented
at the September 2003 meeting of the Washing-
ton, DC-based American Society for Bone and
Mineral Research.5

“In this latest study, use of DMPA contracep-
tion in adolescents was associated with signifi-
cant continuous losses of bone density at the hip
and spine,” says Scholes. “However, once again,
we saw significant gains post-discontinuation,
and so we have further evidence that the loss of
bone mass is largely reversible.”

What is your approach?

How should clinicians interpret current evi-
dence regarding use of DMPA, particularly in
adolescents?

Berenson contends that the new research
should be used on a limited basis to help deter-
mine the best method of contraception for the
patient. If the patient can take oral contraceptives
reliably, has no contraindications to estrogen, and
agrees to their use, oral contraceptives may repre-
sent a better choice than DMPA for the adolescent
patient, she says. 

“However, if the patient cannot use pills or the
contraceptive patch correctly, or if she has a con-
traindication to estrogen, DMPA should still be
considered as an option as it is a very effective
method for avoiding unintended pregnancy,”
states Berenson.

Kaunitz contends that currently available data
suggest use of DMPA by reproductive-age women
does not cause BMD deficits years or decades
later.6,7

“As we await more data regarding long-term
impact of DMPA use on skeletal health in teens, it
makes sense to recommend the same bone healthy
advice to DMPA users as to other young women:
achieve adequate calcium intake, exercise regularly,

and don’t smoke,” he states.
Encourage women to get more calcium into

their diet through such food items as fortified
juice and chewable candies. Also suggest use of
calcium supplementation, advises David Archer,
MD, professor of obstetrics and gynecology and
director of the Clinical Research Center at the
Eastern Virginia Medical Center in Norfolk.

“Most women do not take in sufficient calcium
in their diet,” comments Archer. “It is important
to note that low estrogen levels reduce absorption
of dietary calcium.”
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New report highlights 
abstinence programs

Where does your state stand when it comes to
funding for abstinence-only programs? A

new report released by the New York City-based
Sexuality Information and Education Council of the
U.S. (SIECUS) details the amount, type, and use of
federal abstinence-only-until-marriage funds in all
50 states and the District of Columbia.1
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Federal funding for abstinence-only programs
is set for $258 million in 2005, twice the amount
allocated in 2004.2 Funding for such programs has
jumped from the $59 million initially spent in
1998, when block grant monies were first imple-
mented. (Contraceptive Technology Update
reported on the funding initiation in the article,
“Money is coming for abstinence-only programs
. . . but do they work?” July 1997, p. 81.)

“At a time when many states and localities are
cutting both teen pregnancy and HIV/AIDS pre-
vention programs, we felt it was critical to docu-
ment the growth of unproven, and potentially
harmful, abstinence-only-until-marriage pro-
grams across the country,” says William Smith,
SIECUS director of public policy. “Hopefully, this
project will encourage clinicians and other repro-
ductive health providers to become involved, or
even more involved, with comprehensive sexual-
ity education in their community.” 

The report, SIECUS State Profiles: A Portrait of
Sexuality Education and Abstinence-Only-Until-
Marriage Programs in the States, provides an over-
view of controversies related to sexuality education
in each state, lists relevant state statutes, and gives
contact information for state-based organizations
involved in sexuality education and sexual health
issues. (To view the complete publication, go to
www.siecus.org/policy/states.)

“We hope this document will give educators,
policy-makers, community leaders, and parents a
comprehensive picture of what our nation’s young
people are, and in many cases, are not learning
with respect to their sexual health,” says Smith.

Federal abstinence-only funding, along with

matching state funds, go only to programs that 
fit a prescribed set of criteria, which send “an
unambiguous abstinence message,” include such
guidance as “monogamous relationships in the
context of marriage are the expected standard,”
and do not endorse or promote contraceptive use.
(CTU covered the guidelines in the May 1997
Washington Watch column, “Abstinence guide-
lines: What should you expect?” p. 62.)

Three major funding streams provide money
for abstinence-only-until-marriage programs:
Title V, passed as part of the 1996 Welfare Reform
Act; Special Programs of Regional and National
Significance-Community-Based Abstinence
Education (SPRANS-CBAE); and the Adolescent
Family Life Act (AFLA). 

According to the SIECUS report, states that
receive the most federal funding for abstinence-
only-until-marriage programs include Florida,
New York, Ohio, Pennsylvania, and Texas. The
states that receive the least include Delaware,
Maine, New Hampshire, North Dakota, and
Vermont. Arizona, California, and Pennsylvania
do not accept Title V money.

When it comes to SPRANS-CBAE and AFLA
grants, most of the grantees are in the South; the
Northeast has the fewest programs, the report
reveals. Crisis pregnancy centers are common
recipients of such funding, the report notes.

When it comes to sexuality education, state
laws vary widely, report findings note. Maine,
with the most comprehensive education law in
the nation, mandates sexuality education that 
is age-appropriate, medically accurate, and
provides information on abstinence and contra-
ception. California and Oregon have laws that
require those schools that choose to teach sexual-
ity education to take a comprehensive approach.
States with the most restrictive laws include
Alabama, Indiana, Louisiana, Mississippi, Ohio,
South Carolina, Tennessee, and Texas.

Clinicians may wish to use the SIECUS infor-
mation to help advocate for expanded compre-
hensive sexuality education programs in their
schools, clinics, and communities, says Smith. 
It also is important for clinicians to be aware of
abstinence-only-until-marriage programs within
their communities, because such programs may
include anti-choice and anti-family planning mes-
sages, he notes. 

Are abstinence education programs effective in
changing teen sexual behavior and persuading ado-
lescents to be sexually abstinent? Information on the
topic is limited. A federally funded, independent
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Abstinence-only programs are gaining in federal
funds: $258 million is proposed for 2005, twice the
level of current federal funding.
• A report from the Sexuality Information and

Education Council of the United States details
the amount, type, and use of federal abstinence-
only-until-marriage funds in all 50 states and the
District of Columbia.

• Federal abstinence-only funding, along with match-
ing state funds, go only to programs that fit a pre-
scribed set of criteria, which send “an unambiguous
abstinence message,” include such guidance as
“monogamous relationships in the context of mar-
riage are the expected standard” and do not
endorse or promote contraceptive use.
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evaluation of Section 510 abstinence education pro-
grams is scheduled for release in 2005.

A study looking at youth who pledged not to
have sex before marriage shows that a majority did
not live up to their vows, according to a recent
national study.3 The teens who pledged also devel-
oped sexually transmitted diseases (STDs) at about
the same rate as adolescents who had not made
such vows. The teens who had taken pledges also
were less likely to know they had an infection,
researchers note.4 Information was drawn from 
the Atlanta-based Centers for Disease Control 
and Prevention data on 12,000 U.S. teens.

“Because 88% of those who pledge abstinence
until marriage will have sex before marriage, it is
critical that all young people get access to infor-
mation that will help them protect themselves
from acquisition of STDs, whether or not they —
at some time — intend not to have sex,” says
study co-author Peter Bearman, PhD, professor
and chair of the department of sociology at
Columbia University in New York City.
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Reach out to teens: 
One agency’s story

Want to see more adolescents at your facility?
Planned Parenthood of South Palm Beach

and Broward County (PPSPBBC) in Boca Raton,
FL, has captured teens’ attention by packaging a
comprehensive health screening with a year’s
supply of free birth control pills.

Since the agency kicked off the Teen Health
Broward program in July 2004 at its Fort Lauder-
dale, Pembroke Pines, and Tamarac health clinics, 

a steady stream of teens have been coming in for
care, says Carla Shulman, RNC, OGNP, ARNP,
LHCRM, vice president of medical services and risk
manager for the agency. A $50 fee charged for the
health screening covers a check of the heart, lungs,
thyroid, and breasts, accompanied by an abdominal
assessment, pelvic exam, and Pap smear. Teens also
can opt to choose another form of birth control, but
have to pay for the alternate selection. Those teens
who cannot take the Pill do have to pay for an alter-
nate method.

While the offer of a free year’s worth of birth
control pills may attract some teens, the service is
not designed to advocate teen sex, she emphasizes. 

“This is about making access to health care
affordable and providing access to education
that is necessary for those teens who choose to
become intimate with another human being,”
Shulman states.

Filling a need

Providing adolescent care is nothing new for 
the Boca Raton-based agency; it subcontracts 
under Planned Parenthood of the Palm Beach and
Treasure Coast Area to offer Teen Time, a state-
funded Title X teen pregnancy prevention program.
The Teen Time program is available to males and
females ages 12-17 and offers a physical exam,
screening for sexually transmitted diseases (STDs),
and a year’s supply of contraception of their choice
at no cost. An office visit fee of $25 is charged for
follow-up visits between the annual examinations. 

While PPSPBBC has offered the Teen Time pro-
gram at its Boca Raton site one afternoon a week for
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What are you doing to reach teens with a preven-
tion message? Planned Parenthood of South Palm
Beach and Broward County in Boca Raton, FL, has
initiated a program that provides contraceptives at
no cost to teenagers.
• The new service includes a comprehensive health

screening with a year’s supply of free birth control
pills. 

• A $50 fee charged for the health screening cov-
ers a check of the heart, lungs, thyroid, and
breasts, accompanied by an abdominal assess-
ment, pelvic exam, and Pap smear. 

• Teens can opt to choose another form of birth
control, but they have to pay for the alternate
selection. 
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the past five years, it realized that it was not reach-
ing all the teens in need, says Shulman. A check of
1999 and 2000 Pap smears revealed that 25% of
teens 14-18 already had come in contact with HPV
(human papillomavirus, a major cause of cervical
cancer); this finding let officials know that the trend
is for people to develop physical intimacy at a
younger age, says Shulman. Reviewing its patient
demographics, PPSPBBC saw that many teen
patients were coming from north Broward County;
it is now aiming the new program at these teens.

The agency is providing the free pills through 
a grant from the Phoenix-based Contraception
Foundation that allows them to dispense the low-
dose contraceptive, Alesse (Wyeth Pharmaceu-
ticals, Philadelphia). Alesse represents a good pill
choice for young women for contraception, men-
strual suppression, or treatment of pelvic pain,
Shulman states. While the grant ends after Decem-
ber 2004, PPSPBBC intends to continue with the
Teen Health Broward program, she says. 

Patients using the Teen Health Broward pro-
gram are not scheduled in any specific block of
time, unlike the Teen Time program, explains
Shulman. Some teens don’t want to run into their
peers, which can happen during a dedicated ser-
vice time, she explains.

“They come in as part of the regular patient
schedule,” she states. “They are not isolated; they
are treated with the respect and dignity of a pri-
vate health facility.” 

Get the word out

Marketing of the program has been conducted
mostly through word of mouth, says Shulman. The
agency posted a notice on www.teenwire.org, the
New York City-based Planned Parenthood Federa-
tion of America’s national teen web site, and issued
a press release, which appeared in a local newspa-
per. Since that time, a local television station has
aired a report on the program, she states.

What do teens want to know when they come to
the clinic? Confidentiality is one concern, says Liz
Santarsiero, NP, clinician manager of the Fort
Lauderdale site. While clinicians encourage parental
involvement, they talk with teens about their desire
for private care. Many teens are opting to bring a
parent or family member with them, she notes.

Many teens are curious about the birth control
pill and how it affects their body. Clinicians give a
thorough description of the Pill’s mode of action
and emphasize that it does not provide STD pre-
vention, she states.

“I spend a lot of time just talking before the
exam to explain exactly what the exam is like,
because a lot of teens have never been to a gyne-
cologist or any health care professional other than
maybe a pediatrician,” says Santarsiero. “It is
really important for us to stress here how it is a
nonjudgmental environment, that they can come
to us in confidence.” 

Education is an important piece of the exami-
nation, she notes. Even though many teens are
coming for birth control, clinicians discuss that
abstinence is an option.

“Even if you have had sex before doesn’t mean
you have to keep having it,” she explains. “We
try to cover all aspects of care.”  ■

Lesbians, bisexual women
need to have screenings

If your practice includes care of lesbian and
bisexual women, and most practices do, don’t

dismiss taking their reproductive histories. New
research indicates that previous pregnancy,
induced abortion, and hormonal contraceptive
use are common among women who report sex
with women, regardless of whether they identify
themselves as lesbian.1

Why is it so important for clinicians to perform
Pap smears and sexually transmitted disease (STD)
screens for lesbian and bisexual women? According
to the researchers involved with the new study, par-
ity and hormonal contraceptives modify the risk of
reproductive cancers and cardiovascular disease;
however, clinicians may not obtain reproductive
histories from patients who self-identify as lesbian.1

“Pap smears are important because our work,
and case studies from some other authors,2 have
shown that oncogenic strains of human papillo-
mavirus [HPV] occur at the cervix in many
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For more information on the Teen Health Broward
program, contact: 
• Carla Shulman, RNC/OGNP/ARNP/LHCRM,

Planned Parenthood of South Palm Beach and
Broward Counties, 455 N.W. 35th St., Boca
Raton, FL 33431. E-mail: choices@lovecarefully.
org. Web: www.lovecarefully.org. 
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lesbians, including those who report no prior sex
with men,” states Jeanne Marrazzo, MD, MPH,
assistant professor of medicine at the University
of Washington in Seattle.

The Seattle scientists have detected not only
oncogenic HPV types at cervix, vagina, and vulva
sites in this group, but also demonstrated a high
prevalence of serum antibody to HPV-16 and
HPV-6 in earlier research,3 she notes.

According to Marrazzo, most women who self-
identify as lesbians have had sex with men, which
places them at some risk for chronic viral STD
infection such as HPV and herpes. Nonetheless,
research indicates that lesbians may not seek Pap
smears because they don’t believe they are at risk
for cervical cancer, and providers may mistakenly
tell them they are not needed, she explains.

Women who have sex with women are at the
same risk for STDs as heterosexual women; find-
ings from a 2000 study indicate that women who
had sex with women had a higher prevalence of
bacterial vaginosis (BV), hepatitis C, and HIV risk
behaviors than heterosexual women.4

While the reasons are unclear, lesbians have 
a higher prevalence of bacterial vaginosis,5 says
Marrazzo. Since BV has been strongly associated
with adverse outcomes of pregnancy, lesbians
planning pregnancy may consider being screened
for this condition, she notes. 

Providers need to realize that many lesbians
carry a rich concentration of risk factors for breast,
uterine, and ovarian cancer,6 and they should coun-
sel women on these items, says Kate O’Hanlan,
MD, a Portola Valley, CA-based gynecologic oncol-
ogist and past president of the Gay and Lesbian

Medical Association in San Francisco, a health
advocacy group for lesbian, gay, bisexual, and
transgender patients.

A 2001 cross-sectional community-based survey
indicates that lesbians may be more likely to report
cigarette and alcohol use and may have higher
body mass than heterosexual women.7 Respect-
fully counsel women to lower their body mass
index if the reading is higher than 25, and discuss
the importance of regular cholesterol, blood pres-
sure, and blood sugar checks, advises O’Hanlan.
Also, stress the importance of lifestyle issues such
as exercise and healthy eating, she notes.

Health care providers are “woefully unedu-
cated” about many aspects of lesbian sexual
health, from sexual behaviors and associated risks,
to types of protective measures women might take
against STD/HIV, says Marrazzo. She and her
associates maintain a web site, www.lesbianstd.
com, to get the word out to patients and providers
about lesbian sexual health issues.

“We get a large number of questions e-mailed
to us at this site, and we have archived quite a
few answers,” says Marrazzo. “There is no other
site that I am aware of that provides this level of
detail for lesbians who have questions about their
STD risk as related to sex with other women.”

Make women welcome

Research indicates that lesbian and bisexual
women are more likely than heterosexual women
to smoke cigarettes and use alcohol, and they
have worse access to health care.8 Making these
women feel comfortable when they walk into
your practice is paramount in providing good
care, says O’Hanlan.

Posting a nondiscrimination statement on the
waiting room wall that reads, “This office proudly
celebrates the diversity of our patient population
and does not discriminate by age, national origin,
religion, ethnicity, ability, sexual orientation, or gen-
der identity,” she suggests. Such a statement imme-
diately lets women know that the facility and its
staff will provide care in a nonjudgmental manner,
she says. See that your intake forms reflect the same
level of sensitivity; make sure that “domestic part-
ner” is listed along with the check boxes for mar-
ried, divorced, separated, and widowed, O’Hanlan
points out.

Use cultural sensitivity in discussing reproduc-
tive health manners, she suggests. Ask women
questions such as, “Do you need any contracep-
tion?” instead of “What kind of birth control pill
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Be sure to take reproductive histories when it
comes to care of lesbian and bisexual women.
New research indicates that previous pregnancy,
induced abortion, and hormonal contraceptive use
are common among women who report sex with
women, regardless of whether they identify them-
selves as lesbian.
• According to the new research, parity and hor-

monal contraceptives modify the risk of reproduc-
tive cancers and cardiovascular disease; however,
clinicians may not obtain reproductive histories
from patients who self-identify as lesbian.

• Many lesbians carry a rich concentration of risk
factors for breast, uterine, and ovarian cancer;
clinicians should counsel women on these items.
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are you using?” and ask “Do you have a spouse or
partner?” rather than “What does your husband
do?” she offers. (For more tips, check the articles,
“Address health needs of lesbians, bisexual
women” and “Check your care of lesbians/bisex-
ual women,” Contraceptive Technology Update,
August 2002, p. 92 and p. 93.)

“The lesbian patient likely has a family,” says
O’Hanlan. “And the clinician should ask about
her life in the context of her family.” 
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Women say yes to direct 
access to contraception

If women could directly access hormonal contra-
ception in pharmacies without a prescription,

would they be interested in doing so, provided
that pharmacists screen for the methods? A new
survey indicates they would.1

Without convenient access to hormonal contra-
ception, women may risk unintended pregnancy
by experiencing gaps in obtaining contraceptive
supplies, using less effective nonprescription
methods, or using no contraception at all, notes
Sharon Cohen, MPH, program administrator 
of the Oakland, CA-based Pharmacy Access
Partnership, which sponsored the survey. The

partnership is part of the Oakland-based Public
Health Institute, a nonprofit health promotion
organization.

“At a time when policy-makers and con-
sumers are looking for ways to deliver and 
gain access to health services in the most effi-
cient and cost-effective way, pharmacies repre-
sent a logical point of service,” says Cohen, who
presented information on the survey at the 2004
Reproductive Health conference sponsored 
by the Washington, DC-based Association of
Reproductive Health Professionals. “With their
easy accessibility and expanded hours of opera-
tion, pharmacy access to hormonal contracep-
tive methods could substantially expand
women’s access to, and use of, these methods.”

Between 25 million and 35.5 million women in
the United States ages 18-44 are at risk for preg-
nancy.2 The partnership estimates 17-24 million
women would fall in the potential market for using
pharmacy access to hormonal contraceptives. To
get a handle on women’s experiences accessing
contraception, as well as their attitudes and interest
in getting such methods as pills, patches, and rings
directly in pharmacies, the partnership contracted
the San Francisco-based Field Research Corp. to
perform a national survey, which included
responses from 811 women ages 18-44. 

Look at the results

Two-thirds (68%) of women surveyed said they
would use the pharmacy to access hormonal con-
traceptives such as the pill, patch, ring, and emer-
gency contraception (EC). 

According to survey results, women likely to

116 CONTRACEPTIVE TECHNOLOGY UPDATE ® / October 2004

Women are interested in directly accessing hor-
monal contraception in pharmacies without a pre-
scription, provided that pharmacists screen for the
methods, according to a new survey.
• Two-thirds (68%) of women surveyed said they

would use a pharmacy to access hormonal con-
traceptives such as the pill, patch, ring, and
emergency contraception. 

• Collaborative drug therapy agreements allow phar-
macists to partner with physician prescribers.

• Women in Washington state are participating in a
study to determine the feasibility of screening and
prescribing oral contraceptives, the patch, and
the ring through specially trained pharmacists.
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use pharmacy access include those now using the
pill, patch, or ring (66%) and women not using
contraception who would begin using hormonal
contraceptives (41%).

Pharmacy access would be an important step
in increasing the use of EC, survey results indi-
cate. If it were available without prescription,
55% of women say they would be more likely to
use EC and 40% say they would buy EC to have
at home.

Expanded access OK? 

Is it mandatory for women to receive a breast
and pelvic examination prior to obtaining hor-
monal contraception? A 2001 review of existing
recommendations for hormonal contraceptives
concluded that in most cases, waiting to schedule
a pelvic and breast exam prior to prescribing
birth control causes an unnecessary and poten-
tially dangerous delay.3 Consensus developed
over the last decade supports a change in practice
that hormonal contraception can safely be pro-
vided based on a careful review of medical his-
tory and blood pressure measurement, according
to review authors.3

Programs that provide hormonal contracep-
tives without requiring a pelvic examination can
expand low-income women’s access to such meth-
ods and improve the chances that they will obtain
other reproductive health services, according to
an analysis of one such program.4 (Contraceptive
Technology Update reviewed research of this
topic in the article, “Should access to birth con-
trol be streamlined?” October 2001, p. 117.)

Collaborative drug therapy agreements have
allowed pharmacists to partner with physician
prescribers in expanding access to care. Women 
in Washington state are participating in a study to
determine the feasibility of screening and pre-
scribing oral contraceptives (OCs), the patch, and
the ring through specially trained pharmacists,
rather than through visits to a doctor or clinic. The
Seattle-based University of Washington School of
Pharmacy and the Department of Obstetrics and
Gynecology are conducting the study. (CTU
reported on the study in the article, “New pro-
grams broaden contraceptive access,” July 2004,
p. 76. Also see the article, right, that details a
California pilot project that allows pharmacists
to administer contraceptive injections through
collaborative drug therapy agreements.)

Looking at the new survey results, support for
pharmacy access is broad and diverse, crossing

age, race/ethnicity, and marital status, says
Cohen. Interest in pharmacy access to hormonal
methods is even higher among women who face
significant barriers, such as uninsured and low-
income women, she observes. 

The primary take-away point about the part-
nership survey is the significant untapped
demand for this kind of service, says Kirsten
Moore, president of the Washington, DC-based
Reproductive Health Technologies Project.

“A broad cross-section of women — particu-
larly women with experience using contraception
and women who do not have a regular health
care provider — are telling us they feel they
would be better served with more convenient
access to contraceptive supplies,” Moore says.
“At the same time, I think we’re seeing a number
of misperceptions about the level of medical
screening that is necessary before selecting a con-
traceptive method, which means that pharmacists
will have an important role to play in educating
consumers about the risks and benefits of hor-
monal contraception.” 

References

1. Cohen S. Consumer attitudes toward direct access 
to hormonal contraception in the U.S. Presented at the
Reproductive Health 2004 conference of the Association 
of Reproductive Health Professionals. Washington, DC;
September 2004.

2. Abma JC, Chandra A, Mosher WD, et al. Fertility, fam-
ily planning, and women’s health: New data from the 1995
National Survey of Family Growth. National Center for
Health Statistics. Vital Health Stat 1997; 23. 

3. Stewart FH, Harper CC, Ellertson CE, et al. Clinical
breast and pelvic examination requirements for hormonal
contraception: Current practice vs. evidence. JAMA 2001;
285:2,232-2,239.

4. Harper C, Balistreri E, Boggess J, et al. Provision of hor-
monal contraceptives without a mandatory pelvic examina-
tion: The First Stop demonstration project. Fam Plann Perspect
2001; 33:13-18. ■

Project takes a shot 
at contraceptive access

Checking your next patient’s chart, you see
that the young woman uses depot medrox-

yprogesterone acetate (DMPA, Depo-Provera,
Pfizer, New York City) for birth control. When
you ask about her last injection, she tells you
she missed her scheduled shot because she 
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was out of town.
What if women could expand their access to get-

ting DMPA shots by having re-injections adminis-
tered by trained pharmacists? The Oakland, CA-
based Pharmacy Access Partnership is looking at
just such an arrangement through its demonstration
program, Health Step.

The Health Step program allows specially
trained pharmacists to partner with physicians
and clinics so that established DMPA patients 
can get re-injections at their regular provider 
or at a participating pharmacy, explains Nicole
Monastersky, MPH, partnership program man-
ager. Since summer 2003, this injectable contra-
ception program has been well received by
collaborating physicians, clinic staff, and phar-
macists, and it is available in 12 counties in
California, she states.

According to the partnership, pharmacists are
routinely providing injections of other drugs and
many schools of pharmacy now require that grad-
uates be trained to administer injections. Forty-
one states now allow pharmacists to administer
immunizations; they can give shots for such dis-
ease states as influenza, pneumococcal, hepatitis,
diphtheria, pertussis, and tetanus.1

“Pharmacies are open in the evening and week-
ends and can offer highly convenient and accessi-
ble services,” says Monastersky. “These changes
are starting to make pharmacies a viable option to
perform a ‘resupply’ function for women on
injectable contraceptives in much the same way
that they resupply women on oral contraceptives.”

Contraceptive injections are a popular form of
birth control for many California women. About
25% of women using hormonal methods select
contraceptive injections to prevent pregnancy,
according to information from the state’s Family
PACT (Planning, Access, Care, Treatment) pro-
gram, which provides family planning clinical
services at no cost to low-income residents.2

The Health Step program begins at the clinic or
physician’s office, where the patient is screened
for contraceptive contraindications and provided
with education and instructions for method use.
Women who choose DMPA as their preferred
method are informed of the new Health Step

pharmacy access option and if interested, they 
are provided with a prescription with refills, an
injection card, and information about designated
pharmacy locations.

Through collaboration with the Sacramento-
based Pharmacy Foundation of California, the
partnership has developed a variety of training
mechanisms to help pharmacists incorporate the
administration of injection-based contraceptives
into their practices. 

A distance-based learning program is available
on the Internet (www.cpha.com/CE), and the part-
nership schedules occasional live clinical training
on injectable contraception, which includes patient
management and injection technique. The partner-
ship also maintains a California toll-free hotline
[(800) 323-1336] and web site for the Health Step
program, www.healthstep.org. The web site
includes resources and educational material, as
well as locations of participating providers and
pharmacies.

“Convenience is important for many women —
particularly working women — by offering women
several access options, providers are recognizing
this need,” says Monastersky. “Enhanced access
may also make it easier for patients to maintain con-
traceptive adherence and thus avoid unintentional
pregnancy.” 
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■ Check link between
endometriosis, cervical
cancer

■ Touch-screen kiosks
for contraceptive
selection?

■ Male contraception:
New choices on the
horizon

■ How is the U.S.
doing in the battle
against HIV/AIDS?

■ What your patients
need to know about
interstitial cystitis

COMING IN FUTURE MONTHS

For more information on the Health Step program,
contact:
• Nicole Monastersky, MPH, Pharmacy Access

Partnership. Telephone: (510) 272-0150. E-mail:
nmonastersky@phi.org. Web: www.pharmacy
access.org and www.HealthStep.org. 
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What medications 
counteract the Pill?

Which drugs might impact the efficacy of the
birth control pill? Comments are offered by

Andrew Kaunitz, MD, professor and assistant chair
in the obstetrics and gynecology department at the
University of Florida Health Science Center/Jack-
sonville, and Susan Wysocki, RNC, NP, president
and chief executive officer of the National Associa-
tion of Nurse Practitioners in Women’s Health. 

Question: Would you please tell me what
medications counteract with the birth control
pill? A patient told me that she got pregnant after
Nyquil cold medicine interacted with the pill. Is
that possible? 

Kaunitz: When looking at concomitant use of
medications in women using oral contraceptives
(OCs), know that anticonvulsants represent the
class of medications taken by U.S. reproductive
age women that are most likely to impair OC effi-
cacy. Since seizures increase during pregnancy and
many anticonvulsants are teratogens, ensuring
highly reliable contraception represents a health
care priority in women taking anticonvulsants.1

Clinicians should be aware that an increasing
number of women who do not have seizure dis-
orders are taking anticonvulsants for such condi-
tions as bipolar disorder, migraine headaches,
and chronic pain syndromes.

Some anticonvulsants induce hepatic enzymes,
resulting in lower estrogen and progestin levels 
in women using OCs. Anticonvulsants known to
induce hepatic enzymes include barbiturates, prim-
idone, carbamazepine, felbamate, oxcarbazepine,
phenytoin, and topiramate.2 Anticonvulsants that
do not induce hepatic enzymes include benzodi-
azepines, ethosuximide, gabapentin, lamotrigine,
levetiracetam, tiagabine, valproic acid, vigabatrin,
and zonisamide.2

Although it makes sense to be concerned that
enzyme-inducing anticonvulsants indeed reduce
OC efficacy, the good-quality data available focus
on steroid blood levels, not pregnancy rates. Some
experts recommend use of 50 mcg estrogen pills for
women using anticonvulsants.3 Certainly, it makes
sense to avoid use of OCs formulated with fewer
than 30-35 mcg estrogen in women taking anticon-
vulsants known to induce liver enzymes.

Progestin-only (mini) pills are associated with
lower serum progestin levels than in women
using combination OCs; therefore, minipills are

not appropriate contraceptive choices for women
using anticonvulsants that induce liver enzymes.4

Regarding interactions of medications other than
antiepileptics with OCs, the primary problem is 
the antibiotic rifampin, a potent enzyme-inducer.
Antibiotics including tetracycline, quinolones,
metronidazole, and ampicillin, when used as
monotherapy, have not been found to decrease
steroid levels in women taking OCs.5 It may be
prudent, however, to recommend condom backup
for women taking two antibiotics simultaneously. 

Wysocki: Refer to the Geneva-based World
Health Organization (WHO) site with the latest
medical eligibility criteria for contraceptive use.
(Go to the WHO web site, www.who. int. Click
on “WHO sites,” “Reproductive Health and
Research,” and “Third edition of the Medi-cal
Eligibility Criteria for Contraceptive Use.”)

Nyquil (or its chemical equivalent) is not listed in
the drug interactions section. 
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CE/CME Instructions 

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

tion program by reading the articles, using the
provided references for further research, and
studying the questions at the end of the issue.
Participants should select what they believe to be
the correct answers and refer to the list of correct
answers to test their knowledge. To clarify confu-
sion surrounding any questions answered incor-
rectly, please consult the source material. After
completing this activity with the December issue,
you must complete the evaluation form provided
and return it in the reply envelope provided in
that issue to receive a certificate of completion.
When your evaluation is received, a certificate
will be mailed to you. ■
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Contraceptive Technology Update is endorsed by 
the National Association of Nurse Practitioners in
Women’s Health and the Association of Reproductive
Health Professionals as a vital information source for
health care professionals.

CE/CME Questions

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

• Identify clinical, legal, or scientific issues related to
development and provisions of contraceptive technol-
ogy or other reproductive services. (See “Latest
research sheds new light on DMPA’s impact on
bone health” and “Lesbians, bisexual women
need to have screenings.”)

• Describe how those issues affect service delivery and
note the benefits or problems created in patient care
in the participant’s practice area. (See “Treatment
alert for sexually transmitted diseases: Check use
of azithromycin for early syphilis.”)

• Cite practical solutions to problems and integrate
information into daily practices, according to advice
from nationally recognized family planning experts.
(See “New syphilis guidelines will change your
practice.”)

13. How much of a woman’s bone mass is gained
during puberty and the first several years after
menarche?

A. 25%
B. 35%
C. 50%
D. 75%

14. Why is it so important for clinicians to perform Pap
smears and sexually transmitted disease screens
for lesbian and bisexual women? 

A. This population group is at a high risk for granu-
loma inguinale.

B. Higher mortality rates have been detected in this
population group.

C. This population group has been shown to have
higher instances of pelvic inflammatory disease.

D. Research indicates parity and hormonal contra-
ceptives modify the risk of reproductive cancers
and cardiovascular disease.

15. What is the preferred drug for treatment of all
stages of syphilis, according to the Centers for
Disease Control and Prevention?

A. Penicillin G
B. Doxycycline
C. Podofilox
D. Cefotetan

16. Which population group is NOT considered at
high risk for syphilis?

A. Men who have sex with men and engage in high-
risk sexual behavior

B. Commercial sex workers
C. Those in adult correctional facilities
D. Adolescents

Answers: 13. C; 14. D; 15. A; 16. D.
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Clinicians who opt to use azithromycin for
treatment of early syphilis should review

recently published research that indicates that 
at least 10% of syphilis samples from patients at
sexually transmitted disease (STD) clinics in four
cities had a strain resistant to the antibiotic.1

Penicillin G is the preferred drug for treatment of
all stages of syphilis, according to the Atlanta-based
Centers for Disease Control and Prevention (CDC).2

The recommended dosage for the drug, 2.4 million
units, must be given intramuscularly.2 The injec-
tions are more painful than regular shots because a
large amount of the antibiotic must be forced into

the muscle.3 Some disease-control programs have
been using azithromycin as a single oral regimen as
an alternate approach to simplify treatment of early
syphilis patients and their sexual contacts.4

Antibiotic resistance is a concern to public
health officials because syphilis has been on the
increase in the United States since 2000. Between
2001 and 2002, the overall rate of syphilis increased
9.1%, from 2.2 cases to 2.4 cases per 100,000 popu-
lation, the highest rate since 1999, according to
CDC statistics.5 (Contraceptive Technology Update
reported on the uptick in the article, “Syphilis
rates climb for a second year,” February 2004,
STD Quarterly supplement, p. 3.)

Check the data

The new report on azithromycin treatment
failures was initiated by a separate inquiry into
syphilis cases, says Sheila Lukehart, PhD,
research professor of infectious diseases at the
University of Washington in Seattle. In working
with other researchers, she learned of apparent
clinical treatment failures following treatment of
syphilis with azithromycin in cases reported to
the San Francisco Department of Public Health.4

First alerted of an azithromycin failure in the
treatment of primary syphilis in one patient in
April 2003, San Francisco health officials began col-
lecting case information, with a total of eight appar-
ent treatment failures recorded.4 All of the patients
were male and self-reported as homosexual.

Treatment alert for sexually transmitted diseases:
Check use of azithromycin for early syphilis 
Reports note azithromycin treatment failures in syphilis infections 

If your practice includes use of azithromycin for
treatment of early syphilis, you need to review
recently published research that indicates that at
least 10% of syphilis samples from patients in four
cities had a strain resistant to the antibiotic.
• Penicillin G is the preferred drug for treatment of

all stages of syphilis, according to the Centers
for Disease Control and Prevention. However,
because penicillin has to be given intramuscu-
larly, some disease control programs have been
using azithromycin as a single oral regimen to
simplify treatment.

• Results from a Phase III equivalence trial of
azithromycin vs. benzathine penicillin for the
treatment of early syphilis may provide further
answers on the drug.

E X E C U T I V E  S U M M A R Y



Median patient age was 34 years. Seven patients
were non-Hispanic whites, and one was Asian
American. Five patients were positive for HIV.4

“I recalled that there was a single documented
macrolide-resistant strain of Treponema pallidum
that was isolated in the 1970s,”6 recalls Lukehart.
“So I suggested that we look for a similar gene
mutation in strains from some of the patients
with suspected azithromycin treatment failure.”

The new report confirms resistance to azithro-
mycin and identifies a mutation in the 23S rRNA
genes of Treponema pallidum.1 The mutation also was
found in samples collected in Baltimore,Seattle,
and Dublin, Ireland. Frequency of the mutation
varied among the sites; 88% of the Dublin samples
contained the mutation, while in San Francisco,
37% were found with the mutation.

The next step in research is to examine the
geographical distribution of strains containing
the mutation throughout the United States and
the world, says Lukehart. It is expected that the
mutation will be found in many geographical
regions, but it may well be absent in others, she
observes. 

Research eyes drug

Results from a Phase III equivalence trial of
azithromycin vs. benzathine penicillin for the treat-
ment of early syphilis may shed further light on 
the subject, says Edward Hook, III, MD, profes-
sor of medicine at the University of Alabama at
Birmingham. The Bethesda, MD-based National
Institute of Allergy and Infectious Diseases funded
the research. The purpose of the study is to deter-
mine if azithromycin (2.0 g administered orally as 
a single dose), is as effective for syphilis therapy as
the usual penicillin treatment (benzathine G peni-
cillin, 2.4 million units).

A pilot study, conducted by a research team
led by Hook, indicated that oral therapy with 
2.0 g azithromycin as a single dose or as two
doses one week apart would serve as an effective
alternative to therapy with benzathine penicillin
G.7 The pilot study treated almost 50 patients; the
phase III trial has 320 patients enrolled, he notes.

A data safety review board looked at interim
results of the Phase III trial in January 2003, and
gave researchers no indications to stop the study,
says Hook.

“I think the bottom line is that preliminary data
suggest that azithromycin may have a promising

role,” he comments. “However, there is a well-
described resistance mutation in some Treponema
pallidum isolates and in some instances, that muta-
tion appears to be related to treatment failure.”

What is your approach when it comes to treat-
ing syphilis? In the primary stage of infection,
patients may present with a single or multiple
sores, known as chancres. Sores normally occur
on the external genitals, vagina, anus, or in the
rectum, but also can be found on the lips and in
the mouth. Transmission of the organism occurs
during vaginal, anal, or oral sex.8

According to the CDC, the time between infec-
tion with syphilis and the start of the first symp-
tom can range from 10 to 90 days, with an average
of 21 days. Chancres will be painless and will be
firm, round, and small in appearance. Chancres
normally last three to six weeks. If adequate treat-
ment is not administered, syphilis will progress 
to a secondary stage, marked by a skin rash and
mucous membrane lesions.8

“Clearly, penicillin remains the drug of choice
for treating syphilis,” says Hook. “Azithromycin
may have a role; however, it would be inappro-
priate to treat a patient with azithromycin unless
careful follow-up can be ensured.”
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New syphilis guidelines 
will change your practice

Put syphilis testing on your radar screen:
Updated guidelines from the U.S. Preventive

Services Task Force (USPSTF) recommend that
health care providers perform syphilis screening
on pregnant women and people who are at high
risk for syphilis infection.1

The task force reviewed evidence from 1994 to
2003 to bring its original 1996 recommendations
up to date. What prompted the task force to take
another look at the subject? Two factors: a rise in
syphilis rates and updated evidence indicating
that screening of pregnant women can decrease
the prevalence of congenital syphilis in newborns,2

says Ned Calonge, MD, MPH, USPSTF chairman
and chief medical officer for the Denver-based
Colorado Department of Public Health and
Environment.

Rates are climbing

Syphilis rates in the United States rose in 2002
for the second consecutive year, following a
decade-long decline that resulted in an all-time 
low in 2000, according to the Atlanta-based Centers
for Disease Control and Prevention (CDC).3 The
increase was due in large part to increases in
reported syphilis cases among men, particularly
gay and bisexual men.3 (Contraceptive Technology
Update reported on the increase in the article,
“Syphilis rates climb for the second year,” STD
Quarterly supplement, February 2004, p. 3.)

Identifying and treating syphilis during prena-
tal visits is important. Congenital syphilis infec-
tion results in fetal or perinatal death in 40% of
affected pregnancies.4 In surviving newborns, it
can result in disease complications such as cen-
tral nervous system abnormalities; deafness;
multiple skin, bone, and joint deformities; and
hematological disorders.4

“We want to make sure that while syphilis
rates in the general population are really quite
low, syphilis is still around, and screening these
high-risk populations can find the disease early,
treat it, and keep it from becoming more of a
problem,” says Calonge.

Who’s at risk?

According to the USPSTF, the people who fall
into a high-risk category for syphilis includes
men who have sex with men and engage in high-
risk sexual behavior, commercial sex workers,
persons who exchange sex for drugs, and those
in adult correctional facilities. Optimal screening
frequency has not been determined for these
high-risk populations; clinicians should consider
the characteristics of the communities they serve
in determining appropriate screening strategies,
state the new recommendations.1

All pregnant women should be tested at
their first prenatal visit. For women in high-
risk groups, repeat serologic testing may be
necessary in the third trimester and at delivery.
Screening tests include the Venereal Disease
Research Laboratory (VDRL) or rapid plasma
reagin (RPR). The fluorescent treponemal anti-
body absorbed (FTA-ABS) or Treponema pal-
lidum particle agglutination (TP-PA) are used
as confirmatory tests. Penicillin C has been 
an effective treatment for syphilis infection.
Researchers are looking at the effectiveness 
of other antibiotics, such as azithromycin.5

Where does the USPSTF stand on routine
screening in the general population? According
to the new guidance, the task force recommends
against routine screening of people who are not
at increased risk for syphilis infection and do not
show symptoms of the disease.

“Given the low incidence of syphilis infection
in the general population and the consequent low
yield of such screening, the USPSTF concludes
that potential harms of screening (i.e., opportu-
nity cost, false-positive tests, and labeling) in a
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Pregnant women and people who are at high risk
for syphilis infection should receive screening tests
for the disease, according to updated guidelines
from the U.S. Preventive Services Task Force. 
• Those at high risk for syphilis infection include

men who have sex with men and engage in high-
risk sexual behavior, commercial sex workers,
persons who exchange sex for drugs, and those
in adult correctional facilities.

• All pregnant women should be tested at their first
prenatal visit. For women in high-risk groups,
repeat serologic testing may be necessary in 
the third trimester and at delivery.
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low-incident population outweigh the benefits,”
the recommendation states.1

Risk is real

Between 2001 and 2002, the overall rate of
syphilis increased 9.1%, from 2.2 cases to 2.4
cases per 100,000 population, the highest rate
since 1999, according to CDC statistics.1 The total
number of reported cases increased 12.4%, from
6,103 to 6,862 cases. Since some syphilis cases go
undiagnosed, the actual number of infections
may likely be higher, say public health officials.
(CTU first reported on the initial increase in its
article, “Syphilis rate rises for first time since
1990,” STD Quarterly, February 2003, p. 3.)

The job of eliminating syphilis in the United
States is not done, according to Ronald Valdiserri,
MD, MPH, deputy director of the CDC National
Center for HIV, STD, and TB Prevention. Despite
historic lows in some populations, increases among
gay and bisexual men represent a major new chal-
lenge to STD and HIV prevention efforts, he notes.
The CDC is working with state and local commu-
nity partners to reverse the trend. 
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Save the dates 
for fall conference

Mark your calendars for the Contraceptive
Technology “Quest for Excellence” confer-

ence, set for Nov. 11-12 in Atlanta.
A wide variety of reproductive health topics will

be addressed, from common clinical questions on
the contraceptive patch and ring to information on
new Pap smear guidelines. Preconference sessions,
scheduled for Nov. 10, will cover contraception for
women with chronic medical conditions, vulvar
disease, and recurrent vaginitis.

Main conference registration fees after Sept. 29
are $495 for physicians, with $395 charged for
nurses, physician assistants, residents, and oth-
ers. Full-time students are charged a $215 fee.
Individual pre-conference session fees are $145
for all attendees and $75 for students.

Review complete conference details at the
Dublin, CA-based Contemporary Forums web site,
www.cforums.com; click on “Conferences.” For
further information, e-mail the company at info@
cforums.com, or telephone (800) 377-7707, ext. 0.  ■
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