
New methods make inroads on Pill’s 
position, but OCs remain popular 
Patch use edges down, ring use increases, and over half offer implant

As 2007 draws to a close, review the changes at your family plan-
ning facility. How has the mix of contraceptive options changed
throughout the year?

For more than half (53%) of the 2007 Contraceptive Technology Update
Contraception Survey respondents, 2007 marked the first year of avail-
ability of the contraceptive implant (Implanon, Organon; Roseland, NJ). 

A small, thin, hormonal contraceptive that is effective for up to three
years, Implanon was approved in July 2006 by the Food and Drug
Administration (FDA). (Read the CTU article “Bulletin: Single-rod
contraceptive implant Implanon gets Food & Drug Administration’s
OK,” September 2006, p. 97.) The device, made of a soft medical poly-
mer, contains 68 mg of the progestin etonogestrel. Implanted in the
inner side of a woman’s upper arm during an in-office procedure, the
matchstick-sized device releases the drug in a low, steady dose.

Implanon represents an extremely effective, convenient, and safe
method of contraception, observes Andrew Kaunitz, MD, professor and
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New methods continue to be added to U.S. family planning clinics, accord-
ing to results of the 2007 Contraception Survey.
• More than 90% of responses indicate the availability of NuvaRing, the

contraceptive vaginal ring. The number reflects an almost 10% increase
from the previous year.

• About 84% of survey participants said their facility offered the Evra con-
traceptive patch, compared to about 88% in 2006. About 93% of partici-
pants indicated the method was in use in 2005. 

• More than half (53%) of survey participants say they now offer Implanon,
the contraceptive implant.
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associate chair in the Obstetrics and Gynecology
Department at the University of Florida College 
of Medicine — Jacksonville. “The insertions I have
performed have proceeded quickly and smoothly,
and all recipients are continuing to use their
implants,” he notes. “Unfortunately, few women
seem to be aware of this method currently, and

insurance coverage is iffy.”
Kaunitz says he is looking forward to the manu-

facturer sponsoring direct-to-consumer (DTC)
advertising regarding implantable contraception 
to increase awareness among women. Organon is
now evaluating a DTC campaign for Implanon, but
has not yet set a timeline for implementation, says
Jake Knorr, company spokesman. Kaunitz also
looks to more health plans to cover the birth con-
trol method. (Implanon training will be offered at
the 2008 Contraceptive Technology conference in
Boston March 6-8 and in San Francisco April 3-5.
Registration information is available at the Con-
temporary Forums web site, www.contemporary
forums.com.)

More women select ring

The contraceptive vaginal ring (NuvaRing,
Organon; West Orange, NJ) continues to gain
ground among women since its FDA approval in
2001. More than 90% of 2007 survey participants
say they now offer NuvaRing, up from 80% in 2005. 

The NuvaRing is popular with college-age and
older women, reports Lynn Fair, WHNP, a nurse
practitioner at Columbia/Boone (MO) County
Health Department.

Some survey participants say the need for vagi-
nal insertion makes some women shy away from
NuvaRing use. Reassurance is needed to help
women understand the ease of NuvaRing, says
Bryna Harwood, MD, assistant professor of obstet-
rics and gynecology and director of family planning
at the University of Illinois at Chicago. Harwood
reviewed patient guidelines for use of the contra-
ceptive ring and patch at the 2007 Contraceptive
Technology conference in Washington, DC.1

When counseling women, instruct women to
insert the ring into the vagina as far as possible,
she says. Reassure women that the ring can’t get
lost or “misplaced,” Harwood notes.

Patch use declines

Use of the contraceptive patch (Ortho Evra,
Ortho-McNeil Pharmaceutical; Raritan, NJ)
dropped in 2007. About 84% of survey participants
said their facility offered the method, compared to
about 88% in 2006. About 93% of participants indi-
cated the method was in use in 2005. What has led
to the decrease?

The FDA revised Ortho Evra’s labeling in
November 2005 with a bolded warning that the
patch exposes women to higher total amounts of
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estrogen than a typical birth control pill contain-
ing 35 mcg estrogen. (Review the CTU article,
“FDA revises Evra safety labeling due to
increased estrogen levels,” January 2006, p. 1.)

While there has been positive response to the
patch and ring, neither method is used as much as
pills. Cost is an important factor, says Tia Hansuld,
clinic director and nurse practitioner at the Casper-
Natrona County Health Department in Casper, WY.

Quick Start an option?

How do you initiate use of the contraceptive
ring and patch? Research has looked at immedi-
ate initiation of combined hormonal methods.

For the vaginal ring, researchers looked at 201
women who used immediate start of the ring or
low-dose oral contraceptives. Researchers charted
user satisfaction and method continuation three
months after ring or pill initiation. Among the
study participants with follow-up data, 61% of
ring users and 34% of pill users were very satis-
fied with their methods. About 80% of women
using the ring chose to continue with the ring fol-
lowing the trial, while 59% of pill users chose to
continue with the Pill.2 (See “New research
emerges on NuvaRing contraceptive,” CTU,
August 2006, p. 88.)

In a different study with the contraceptive
patch, 60 women were evenly randomized to initi-
ate use of the method by Quick Start (Group 1) or
on the first day of their next menses (Group 2).
Investigators used telephone contact at six weeks
to ensure that the second cycle had been initiated.
A single follow-up visit was scheduled after com-
pletion of the third patch cycle. Continuation rates
for Groups 1 and 2 were 97% and 93%, respec-
tively, into the second cycle, and 93% and 90%,
respectively, into the third cycle. About half of the
subjects planned to continue using the patch after
the study.3 (See “‘Quick Start’ approach eyed for
DMPA and patch,” CTU, May 2006, p. 53.)

Anita Nelson, MD, professor in the Obstetrics
and Gynecology Department at the University of
California in Los Angeles (UCLA) and medical
director of the women’s health care programs at
Harbor — UCLA Medical Center in Torrance,
describes the Quick Start method for pill initia-
tion in Contraceptive Technology.4 She also is an
advocate of the approach for initiating the contra-
ceptive ring, patch, and injection. Nelson advises
nine days of backup contraception when the
Quick Start method is used for the patch, and
seven days of backup contraception for the ring.
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What pills do you offer? 
Readers share options 

Aquick check of the charts shows the next
patient is a 21-year-old nonsmoking women.

If she is a candidate for oral contraceptives (OCs),
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Survey Profile

Atotal of 166 providers participated in the 2007
Contraceptive Technology Update Contracep-

tion Survey, which monitors contraceptive trends
and family planning issues among readers. Results
were tallied and analyzed by AHC Media in Atlanta,
which publishes CTU and more than 60 other medi-
cal newsletters and sourcebooks, as well as pro-
duces audio conferences.

About 54% of responses came from nurse
practitioners or registered nurses. Physicians
represented about 41% of the responses, with
health educators/counselors representing about
1% of the response group. About 4% listed other
professions. About 85% of respondents identified
themselves as care providers, with nearly 10%
involved in administration. 

Some 38% of the respondents said they were
employed at public health facilities, with about
32% working in private practice settings. About
13% listed student health centers as their place
of employment, with some 7% working in hospi-
tals. The remaining 10% reported employment in
other settings.

When it comes to location of their employment,
about 40% said they worked in an urban setting.
About 33% said they were employed in a rural facil-
ity, while about 24% listed a suburban location. ■



which one will you choose? Participants in the
2007 Contraceptive Technology Update Contracep-
tion Survey say their No. 1 oral contraceptive
(OC) of choice is Yasmin, a monophasic pill con-
taining 3 mg drospirenone and 0.030 mg ethinyl
estradiol from Berlex, the U.S. affiliate of Bayer
HealthCare Pharmaceuticals in Wayne, NJ.

Yasmin leads the nonformulary category for the
second year in a row. It is followed by Ortho Tri-
Cyclen Lo (Ortho-McNeil Pharmaceutical; Raritan,
NJ) and Alesse, from Wyeth Pharmaceuticals;
Collegeville, PA. (See the graphic, below, on top
nonformulary pills.) Ortho Tri-Cyclen Lo is a
triphasic pill that contains 25 mcg of estrogen for 21
days and three doses of the progestin norgestimate
(180 mcg daily/days 1-7; 215 mcg daily/days 8-14;

250 mcg daily/days 15-21). Alesse is a monophasic
20-mcg pill. 

Joe Childress, MD, a physician at the Institute
for Women’s Health in San Antonio, likes the pro-
gestin in Yasmin. The progestin, drospirenone, is
a spironolactone analogue with antimineralocor-
ticoid properties.

When bound by formulary, about 32% of 2006
survey participants say they write prescriptions
for Ortho Tri-Cyclen Lo for young nonsmoking
women. Alesse and Yasmin were other leading
choices in the 2007 formulary category. 

More generics in use

The year 2007 saw the addition of the first
combination contraceptive pill, Lybrel from
Wyeth Pharmaceuticals of Collegeville, PA. The
drug is designed to be taken 365 days a year,
without a placebo phase or pill-free interval.
(Read more about the drug approval; see the
article “Continuous use oral contraceptive
receives FDA regulatory approval,” July 2007, 
p. 73.) Also, the Food and Drug Administration
gave approval to a separate indication for the
treatment of acne to Yaz, a 20 mcg ethinyl estra-
diol/3 mg drospirenone pill from Berlex. (CTU
reported on the news in “Add another ‘acne pill’
to list of current OCs,” April 2007, p. 41.)

However, the addition of new pills to the mar-
ket may not signal the expansion of your family
planning facility’s formulary. Almost 65% of
participants in the 2007 CTU Contraception
Survey say their facilities have increased the use
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The leading nonformulary pill choice for young
women in the 2007 Contraception Survey is Yasmin,
a monophasic pill containing 3 mg drospirenone and
0.030 mg ethinyl estradiol. The pill held the leading
spot for the second year in a row. 
• Almost 65% of survey participants say their facili-

ties have increased the use of generic oral con-
traceptives due to budget constraints.

• While the contraceptive patch and vaginal ring
have gained popularity with family planning
patients, the Pill still holds a top spot. About 42%
of 2007 survey participants report more than half
of their patients leave the office with an oral con-
traceptive prescription in hand. 
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of generic oral contraceptives due to budget con-
straints. While U.S. clinicians have been able to
choose from a variety of generic OCs for a num-
ber of years, Canadian clinicians have just seen
approval of the first generic birth control pill 
in the form of Portia, a pill with 0.15 mg lev-
onorgestrel and 0.03 mg ethinyl estradiol from
Barr Laboratories of Pomona, NY.

Affordable options are a must

Affordable options are a must, says Tricia 
Trow Weaver, PA-C, a physician’s assistant at the
University of South Florida Student Health Services
Women’s Clinic in Tampa. When possible, Weaver
writes a prescription for a branded product when
the patient has insurance with an affordable copay.
Students often prefer to purchase what the student
center has on formulary, she notes.

While the contraceptive patch and vaginal
ring have gained popularity with family plan-
ning patients, the Pill still holds a top spot, say
participants in the 2007 CTU survey. Case in
point: Ruth Miner, RN, CNP, a nurse practi-
tioner at the Jackson County Health Department
in Murphysboro, IL, says at least 75% of women
who seek care at the facility use pills, and that
number has been increasing.

About 42% of 2007 survey participants report
that more than half of their patients leave the
office with an OC prescription in hand. This num-
ber reflects an increase from 2006’s 37% figure.  ■

How do you use pills? 
Check these strategies

When counseling a woman on when to start
her first pack of oral contraceptives (OCs),

what is your strategy for pill initiation? Most
participants in the 2007 Contraceptive Technology
Update Contraception Survey say they are using the
Quick Start method.

Recent research indicates that immediate
initiation of pills before start of the next menses
improves continuation of pill use.1-3 (See the CTU
articles “Quick Start, Same Day: Jump-start pills,
shot,” August 2007, p. 88, and “Will ‘Quick Start’
give women jump on pill use?” January 2003, 
p. 4.) Prescribers once instructed on one of two
approaches: the “first-day start,” which initiates
pill use on the first day of the woman’s next

period, or the “Sunday start,” when pill use begins
on the Sunday after the menstrual cycle begins.
Now Quick Start is listed as the preferred method
of pill initiation in Contraceptive Technology.4

“I feel especially in teenage girls who are sexu-
ally active, it is a good way to protect them from
pregnancy rather than waiting for menses,” says
Eileen Britton, RNC, WHNP, a physician exten-
der at Beaufort County Health Department in
Washington, NC. Using Quick Start cuts down on
the chance of unintended pregnancy by getting
patients started on a method in a timely manner,
agrees Wendy Hearn, MSN, FNP-C, a nurse prac-
titioner at the Jefferson County Department of
Health and Environment in Lakewood, CO.
Clinicians at the facility used to require women to
abstain for two weeks and return for a pregnancy
test and then start them on pills if the test was
negative. Quick Start cuts out this unnecessary
delay, says Hearn. (Research also has looked at
Quick Start of two other combined hormonal
methods, the contraceptive vaginal ring and
patch. See “New research emerges on NuvaRing
contraceptive,” CTU, August 2006, p. 88, and
“‘Quick Start’ approach eyed for DMPA and
patch,” CTU, May 2006, p. 53.)

Smoking, OCs don’t mix

When it comes to women who smoke and the
Pill, about 79% of survey participants say they
will not write prescriptions for women ages 35-39
who smoke 10 cigarettes a day. For women ages
40 and older who smoke, about 90% say they will
not prescribe OCs.

How can you help women to stop smoking?
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Most participants (64.5%) in the 2007 Contraception
Survey say they are using the Quick Start method to
initiate combined pill use.
• When it comes to women who smoke and the

Pill, about 79% of survey participants say they
will not write prescriptions for women ages 35-39
who smoke 10 cigarettes a day. For women ages
40 and older who smoke, about 90% say they
will not prescribe OCs.

• Most survey participants say they prescribe Alesse,
a monophasic 20 mcg pill, for women who have
experienced nausea on previous combined pills.
The brand also garnered the most votes as pill of
choice for older nonsmoking women.
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Try the “Five A’s” approach developed by the
federal Public Health Service5:

• Ask. Check tobacco use at every visit. When
discussing tobacco use, avoid yes/no questions
such as, “Do you smoke?” Opt for multiple-
choice questions that will yield more information.

• Advise. Use clear, strong, and personal rec-
ommendations to help women quit. Statements
such as, “Your hair and breath will smell better,”
may help patients respond to the smoking cessa-
tion message.

• Assess. Where is your patient in her path to
smoking cessation? If she isn’t ready to stop now,
review the benefits that will be achieved when she
is, such as saving money and improving health.
Repetition is crucial for patients who are struggling
to stop smoking. Keep delivering the message.

• Assist. Help your patient devise a plan to
stop smoking. Look at options such as nicotine
patches, gum, inhalers, and other nicotine
replacement products, because only 5% of
women who go “cold turkey” are successful.6

• Arrange for follow-up. The first attempt
may not be successful; on average, it takes five
attempts before a woman actually quits smoking. 

What pill for nausea?

Many women may experience nausea when
beginning use of a new OC. Which pill do survey
participants prescribe for women who have expe-
rienced nausea on previous combined pills?

Alesse, a monophasic 20 mcg pill from Wyeth
Pharmaceuticals, Collegeville, PA, continues to
lead in this category. About 56% of 2007 partici-
pants named the pill as top choice, compared to
44% in 2006. Alesse was followed by Loestrin, a
20 mcg pill from Warner-Chilcott of Rockaway,
NJ, and Ortho Tri-Cyclen Lo, a multiphasic 25
mcg pill from Ortho-McNeil Pharmaceutical in
Raritan, NJ. The two were named by 19% and
20% of respondents, respectively.

If a woman is in her 40s, healthy, and a non-
smoker, she is a potential candidate for combined
oral contraceptives. When it comes to pill options
for older women, 2007 survey participants again
named Alesse (44%) as their preferred choice, fol-
lowed by Loestrin (19%) and Ortho Tri-Cyclen Lo
(11%). 

When do you use pills?

While oral contraceptives provide reliable birth
control, they also offer noncontraceptive benefits.

Use of combined OCs can lead to reduced risk of
ovarian cancer and endometrial cancer.4 About
40% of 2007 survey participants says they specifi-
cally prescribed the Pill in the last year to help
women decrease their risk of cancer of the ovary.

When it comes to initiating combined OC use in
postpartum women who are not breast-feeding,
about 46% of 2007 survey participants say they
will begin pill use four to six weeks after delivery.
About 22% say they start pills one to three weeks
postpartum, while about 11% begin OC use upon
hospital discharge.

For breast-feeding women who wish to use
progestin-only pills, about 42% indicate they will
initiate pill use four to six weeks postpartum,
while about 24% say they begin pill use one to
three weeks following delivery. About 23% state
they start minipills upon hospital discharge.
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EC: Family planners 
still advocate access 

August 2007 marked the first anniversary of 
the Food and Drug Administration’s (FDA)

approval of over-the-counter (OTC) status for the
emergency contraceptive Plan B (Barr Pharmaceu-
ticals; Pomona, NY). How has the change affected
how family planning clinicians work with emer-
gency contraception (EC)?

Not much, according to the results of the 2007
Contraceptive Technology Update survey. About
83% report their facilities prescribe EC onsite and
provide EC pills at any time, slightly lower than
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2006’s 88% figure. However, 69% say they pre-
scribe advance provision of EC, up from 2006’s
66% statistic.

While women and men ages 18 and older are
now able to buy the drug without a prescription
at participating pharmacies, Plan B remains pre-
scription-only for women younger than 18. The
nonprescription version of the drug is kept
behind pharmacy counters, and proof of age
must be shown prior to purchase. Duramed, Barr
Pharmaceutical’s subsidiary, began shipping the
dual-label EC product in November 2006. (See
the articles “Finally! Emergency contraception
given approval by FDA for nonprescription
sale,” CTU, October 2006, p. 109, and “Shipment
of dual-label EC now reaching stores,” CTU,
January 2007, p. 5.)

Consumers are watching ads

Consumer advertising for the new form of Plan
B may have raised awareness about emergency
contraception, report respondents to the CTU
annual survey. Use of Plan B has almost doubled
in the last year at Hill County Family Planning in
Havre, MT, says director Karen Sloan, RNCNP.
“All our new clients see a video that I made that
discusses all forms of birth control and talks
about Plan B,” she says. These people tell their
friends, she adds. “We advertise in the local
paper and the college phone book and, on our
answering machine, we have a message about the
‘morning-after pill,’” Sloan says. 

Numbers for EC requests also have increased

at Virginia Commonwealth University Student
Health Service in Richmond, says Nancy Harris,
NP, a nurse practitioner at the facility. Center clin-
icians inform students about the availability of
EC when they come in for health visits, as well as
provide information in the waiting room and on
its web page. The center also provides an EC
“blackboard in a bag” — a blackboard presenta-
tion that residence advisors (RAs) can access to
put up on their dorm floors. The “blackboard in 
a bag” is in a computerized graphic format and
allows RAs to print it out to be displayed on
dorm bulletin boards, explains Harris. The pre-
sentation, developed by the health center at mini-
mal cost, covers basic information on EC and
reminds women to seek sexually transmitted dis-
ease (STD) testing as well if they have had sex
with a new partner. It also includes counseling
contact information for women who may have
been sexually assaulted.

Who pays for OTC?

Continuing to write prescriptions for emergency
contraception makes sense for two reasons. For
example, Martha Cole, MD, a private practice

November 2007 / CONTRACEPTIVE TECHNOLOGY UPDATE ® 123

Family planners continue to support access to
emergency contraception (EC) following the 2006
approval of over-the-counter status (OTC) for Plan
B. About 83% of 2007 Contraception Survey partic-
ipants report their facilities prescribe EC onsite and
provide EC pills at any time, slightly lower than
2006’s 88% figure.
• About 70% say they prescribe advance provision

of EC, up from 2006’s 66% statistic.
• Advocacy organizations are working together to

tackle Medicaid coverage for over-the-counter
emergency contraception. Medicaid covers no
OTC product in about one-third of states. About
one-third of states have Medicaid coverage for
some OTC products, while the remaining one-
third have coverage of many products.
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The National Health Law Program, a public inter-
est law firm that seeks to improve health care for
the working and unemployed poor, children, people
with disabilities, and people of color, has published
Over the Counter or Out of Reach? A Report on
Evolving State Medicaid Policies for Covering
Emergency Contraception. The publication offers a
chart that maps policies in all 50 states, as well as a
resource list for each state. An online version of the
document is available on the agency’s web site,
www.healthlaw.org. Click on the publication’s title
under the subheading, “NHeLP Publication.”

The National Institute for Reproductive Health/
NARAL Pro-Choice New York offers a publication,
Expanding Medicaid Coverage for EC on the State
Level, which outlines how eight states have changed
their Medicaid policies to cover OTC EC. The publica-
tion also includes a set of recommendations to help
advocates ensure that low-income women have
access to EC. An online version of the publication is
available at NARAL Pro-Choice New York’s web site,
www.prochoiceny.org. Click on “Medicaid and EC,”
then “Learn More.” Click on the publication title to
download it. 
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obstetrician/gynecologist in Bethesda, MD, says
she writes advance prescriptions for EC because
patients tell her that paying for OTC EC out of
pocket is more expensive than having the prescrip-
tion filled, with insurance picking up the cost.

Secondly, some women with Medicaid cover-
age may not be getting coverage for OTC emer-
gency contraception. According to the Emergency
Contraception web site (www.not-2-late.com),
Medicaid currently covers no OTC product in
about one-third of states. Nearly another third 
of states have Medicaid coverage for some OTC
products, while the remaining one-third have
coverage of many products. A group of advocacy
organizations is working to tackle this and other
access issues for low-income women, reports the
web site.

Most state Medicaid programs still require a
prescription for drug reimbursement, according 
to the National Institute for Reproductive Health/
NARAL Pro-Choice New York. Women on Medi-
caid have to pay out of pocket for the drug, which
averages about $50, or obtain a provider prescrip-
tion to obtain coverage.1

Eight states (Hawaii, Illinois, Maryland, 
New Jersey, New York, Oklahoma, Oregon, 
and Washington) have revised their Medicaid
legislation to cover OTC emergency contracep-
tion. Other states are looking at revising statutes
to include coverage. (See the resource box on 
p. 123 to check your state’s position.)
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Snapshot: Shot remains 
as long-acting option

The next patient in your examination room is
an 18-year-old female who is seeking effective

contraception. She has tried oral contraceptives
(OCs), but she hasn’t been successful in sticking
with the dosing regimen. What options can you
offer her?

Consider the contraceptive injection (DMPA,
Depo-Provera; Pfizer, New York City; or
Medroxyprogesterone Acetate Injection, Teva
Pharmaceuticals USA, North Wales, PA). 

According to results of the 2007 Contraceptive
Technology Update Contraception Survey, many
family planning providers continue to prescribe
the drug, 15 years after it debuted on the U.S.
market. The shot remains a popular option for
younger women: About 86% say they are in favor
of prescribing the drug for teens, similar to 2006’s
survey results.

Not only is Depo-Provera a popular choice, it is
a wise choice for young teens, says Beth Sperring,
ARNP, a nurse practitioner at Suwannee County
Health Department in Live Oak, FL. When the
teen’s parents are involved in the birth control
process, they often express preference to Depo-
Provera over the pill, she says. “I still deliver the
message about sexually transmitted disease [STD]
risks, cervical cancer risks, and encourage absti-
nence and safe sex,” says Sperring. “The dosing
schedule of Depo allows elimination of one more
topic of contention between the parent and ado-
lescent that will often occur with daily reminders
about taking the pill.”

Check Same Day Start 

If your clinic offers DMPA, consider the use of
same-day start of the injection. More clinicians
are now eyeing this form of contraceptive initia-
tion, says Anita Nelson, MD, professor in the
Obstetrics and Gynecology Department at the
University of California in Los Angeles (UCLA)
and medical director of the women’s health care
programs at Harbor — UCLA Medical Center in
Torrance. 

Recent research indicates that introduction of
DMPA as a Same Day injection policy is a safe and
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In spite of concerns about bone health, many family
planning providers continue to prescribe the contra-
ceptive injection depot medroxyprogesterone acetate
(DMPA) 15 years after its debut on the U.S. market. 
• The shot remains a popular option for younger

women. About 86% of 2007 Contraception Survey
participants say they are in favor of prescribing the
drug for teens, similar to 2006’s survey results.

• More clinicians are now eyeing the use of same-
day start of the injection. Recent research indi-
cates that introduction of DMPA as a Same Day
injection policy is a safe and efficient way of pro-
viding women needed effective contraception.

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



efficient way of providing women needed effective
contraception within seven days of the office visit.1

Immediate administration of DMPA is associated
with improved adherence to DMPA continuation
and fewer pregnancies.2 (See the articles “Quick
Start, Same Day: Jump-start pills, shot,” August
2007 CTU, p. 88, and “‘Quick Start’ approach eyed
for DMPA and patch,” May 2006, CTU, p. 53.)

To offer DMPA in the Same Day start manner,
clinicians need to obtain a thorough history of
unprotected intercourse since the last menstrual
period to determine the need for pregnancy test-
ing. Women who have had unprotected inter-
course in that time frame should have a sensitive
urine pregnancy test to determine their status. If
patients have had unprotected intercourse in the
last five days, they should be provided emer-
gency contraception. If DMPA is given in the
Same Day start manner, condoms must be used
for the next seven days. Patients will need to
repeat the pregnancy test two to three weeks after
the injection if they have had any recent unpro-
tected intercourse, says Nelson. 

Impact on bone health?

Clinicians and patients continue to be mindful
of DMPA’s potential impact on bone health, fol-
lowing the 2004 “black box” warning added to
DMPA labeling. The warning states that pro-
longed use of the drug may result in the loss of
bone mineral density (BMD). The labeling now
advises that DMPA should be used as a long-term
birth control method (longer than two years) only
if other birth control methods are inadequate.
Women who continue to use the drug past the
two-year mark should have their BMD evaluated.
(Review CTU’s coverage of the DMPA labeling;
see “Be prepared to counsel on use of DMPA
and bone health issues,” February 2005, p. 17.) 

The Association of Reproductive Health
Professionals (ARHP) offers the following infor-
mation for health care providers to help them dis-
cuss the revised labeling.3

• DMPA is a safe and effective contraceptive
for adolescent females as well as adult women.

• Use of DMPA should not be restricted rou-
tinely based on skeletal health concerns, because
there is no evidence of increased fracture risk
from the reversible and transient decreased BMD
evident in current DMPA users.

• The black box label does not mandate serial
BMD testing or the provision of “add-back” estro-
gen supplementation. 

• The current Food and Drug Administration
(FDA) guidance does not prohibit use of DMPA
for more than two years. Existing data do not
suggest the need to place any time limit on
DMPA use for adolescents or women in general. 

For women who have additional risk factors for
low BMD, such as cigarette smokers and women
on chronic corticosteroids, clinicians can consider
supplemental use of menopausal doses of estro-
gen along with ongoing DMPA use. Examples of
menopausal doses of estrogen include conjugated
equine oral estrogen 0.625 mg daily, micronized
oral estradiol 1 mg daily, and transdermal estra-
diol 0.05 mg patches. All women should consume
age-based, appropriate amounts of calcium and
vitamin D, advises the ARHP.3 (ARHP offers a
handout on the revised DMPA labeling at www.
arhp.org/factsheets/ dmpa.cfm.) 
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Clinics look to provide 
HPV vaccine, education
By Adam Sonfield 
Senior Public Policy Associate
Guttmacher Institute
Washington, DC

Ayear ago, the introduction of the human papil-
lomavirus (HPV) vaccine was being hailed as a

major public health success story. Merck’s Gardasil,
shown to prevent two HPV strains responsible for
70% of cervical cancer cases (as well as two other
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strains tied to nearly all cases of genital warts), was
approved by the Food and Drug Administration
(FDA) in June 2006. It soon was recommended by
the government for all girls ages 11-12. A “catch-up”
campaign also was advised for young women aged
13-26. 

A second vaccine, Cervarix,
was submitted to the FDA in
April 2007 by GlaxoSmithKline
and could be approved early in
2008.

At the start of 2007, legislators
in half the states introduced pro-
posals to require HPV immuniza-
tion for school attendance,1 a tactic
that has been widely credited for
achieving near-universal use of
other vaccines. Yet, these proposals
were derailed by opposition from
an unlikely combination of supporters of parental
rights, opponents of vaccines in general, drug
company critics, communities of color, and public
health advocates. Many in the latter group argued
for a slower approach and support voluntary
vaccination while educating the public and moni-
toring the vaccine’s safety as it is rolled out to mil-
lions of Americans.

The nation’s 7,500 family planning clinics are
well positioned to help under this new scenario
in terms of providing voluntary HPV vaccination
— particularly to the older, catch-up population
— and educating women about HPV, cervical
cancer, and the benefits of the vaccine. Nearly
four in 10 of women ages 15-24 who obtain sexu-
ally transmitted disease testing or treatment ser-
vices do so at one of these clinics.2 Many of these
young women have no interaction with the
health care system apart from their clinic visits.

More specifically, family planning clinics are a
key source of care for black and Latina women,
groups that have particularly high rates of cervical
cancer mortality.3 And because almost six in 10 of
their clients are parents,2 clinics’ educational efforts
can help not only to inform a client’s own vaccine
choice but also to equip her decision about vacci-
nating her children.

At about $300 per patient, even with Merck’s

discount for clinics, the HPV vaccine is extraordi-
narily expensive for a vaccine. To meet this cost,
clinics will have to cobble together money from a
range of public and private funding sources. The
Vaccines for Children (VFC) program provides free
vaccines to children through age 18 who are unin-

sured, underinsured, or have public
coverage such as Medicaid.
Medicaid itself covers the vaccine
for women ages 19-20 and through
age 26 in roughly half the states (at
the state’s option). Several states
also have allocated millions of their
own dollars to cover vaccine provi-
sion and education. (Ironically, the
Title X family planning program
may not play a major role because
its funding is limited and because 
in some states, laws requiring

parental consent for vaccination will interfere. Title
X-supported services must be provided confiden-
tially to all clients, including minors.)

In the private sector, a major source of funding
will be private health insurance. Merck estimates
that 94% of individuals with private coverage are
in plans covering the vaccine,4 and three states —
Colorado, Nevada, and New Mexico — already
have enacted laws mandating such coverage.1

Yet, reimbursement by private plans has been
reportedly low compared to high upfront costs
for providers.

Merck itself has established a patient assistance
program to reimburse providers for that upfront
cost for vaccines provided to uninsured, low-
income adults. However, health department clin-
ics and other government-run agencies are not
eligible, and providers that are eligible are reim-
bursed quarterly, which requires another source
of funding to tide them over. 

What lies ahead?

Beyond the financial challenges, clinics wishing
to provide the vaccine must decide which popula-
tions to target, secure quality training for their
staff, design appropriate counseling and service
protocols, explore reconfiguring their hours and
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venues, and find ways to bring in potential clients. 
In some states, VFC participation requires

providers to offer all of the vaccines required for
adolescents and young adults, not merely the HPV
vaccine, and it entails costly procedures related to
vaccine refrigeration. The vaccine’s unusual regi-
men, which is three shots in six months, means that
clinics must ensure that women return for subse-
quent shots when they would not otherwise visit.
And with continuing controversy, whatever its
validity, over the HPV vaccine’s safety, efficacy, and
link to sexual behavior, rigorous informed consent
protocols will be especially salient.

These are serious challenges, but if they can be
overcome, family planning clinics can prove them-
selves anew to be a central cog in the nation’s pub-
lic health system and help reduce long-standing
racial, ethnic, and socioeconomic disparities in cer-
vical cancer incidence and mortality.
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CNE/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. ■

CNE/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
technology or other reproductive services. 

• describe how those issues affect services and
patient care.

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

17. What is the hormone dosage in the contra-
ceptive implant Implanon?

A. 68 mg of the progestin etonogestrel
B. 50 mg of the progestin etonogestrel
C. 35 mg of the progestin etonogestrel
D. 25 mg of the progestin etonogestrel

18. Drospirenone, the progestin found in the oral
contraceptive Yasmin, is an analogue of:

A. norgestimate.
B. spironolactone.
C. norelgestromin.
D. ethynodiol diacetate.

19. The emergency contraceptive Plan B
remains prescription-only for women:

A. younger than 25.
B. younger than age 21.
C. younger than age 18.
D. younger than age 16.

20. If DMPA is given in the Same Day start man-
ner, condoms must be used:

A. until the next menses.
B. for the next month.
C. for the next two weeks.
D. for the next seven days.

Answers 17. A; 18. B; 19. C; 20. D.

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.



128 CONTRACEPTIVE TECHNOLOGY UPDATE ® / November 2007

David F. Archer, MD
Professor of OB/GYN

The Jones Institute for
Reproductive Medicine

The Eastern Virginia 
Medical School

Norfolk

Kay Ball, RN, MSA, CNOR,
FAAN

Perioperative
Consultant/Educator

K&D Medical 
Lewis Center, OH

Linda Dominguez, RNC, OGNP
Assistant Medical Director

Planned Parenthood
of New Mexico
Albuquerque

Andrew M. Kaunitz, MD
Professor and Associate

Chairman
Department of OB/GYN

University of Florida
College of Medicine

Jacksonville

Anita L. Nelson, MD
Medical Director

Women’s Health Care Clinic
Harbor-UCLA Medical Center

Torrance, CA

Amy E. Pollack, MD, MPH
Senior Lecturer

School of Public Health
Columbia University

New York City

Michael Rosenberg, MD, MPH
Clinical Professor of OB/GYN

and Epidemiology
University of North Carolina
President, Health Decisions

Chapel Hill

Allan Rosenfield, MD
Dean, School of Public Health

Columbia University
New York City

Sharon B. Schnare
RN, FNP, CNM, MSN, FAANP

Clinical Instructor, Department
of Family and Child Nursing,

University of Washington
Seattle School of Nursing

Wayne Shields
President & CEO, Association 

of Reproductive Health
Professionals

Washington, DC

James Trussell, PhD
Professor of Economics 

and Public Affairs
Director

Office of Population Research
Princeton (NJ) University

Susan Wysocki, RNC, BSN, NP
President

National Association of Nurse
Practitioners in Women’s

Health
Washington, DC

EDITORIAL ADVISORY BOARD

Chairman: 
Robert A. Hatcher, MD, MPH

Senior Author, Contraceptive Technology
Professor of Gynecology and Obstetrics

Emory University School of Medicine, Atlanta

United States Postal Service
Statement of Ownership, Management, and Circulation
1. Publication Title 2. Publication No. 3. Filing Date

4. Issue Frequency 5. Number of Issues Published Annually 6. Annual Subscription Price

7. Complete Mailing Address of Known Office of Publication (Not Printer) (Street, city, county, state, and ZIP+4) Contact Person

Telephone

8. Complete Mailing Address of Headquarters or General Business Office of Publisher (Not Printer)

9. Full Names and Complete Mailing Addresses of Publisher, Editor, and Managing Editor (Do Not Leave Blank)
Publisher (Name and Complete Mailing Address)

Editor (Name and Complete Mailing Address)

Managing Editor (Name and Complete Mailing Address)

10. Owner (Do not leave blank. If the publication is owned by a corporation, give the name and address of the corporation immediately followed by the names and
addresses of all stockholders owning or holding 1 percent or more of the total amount of stock. If not owned by a corporation, give the names and addresses of 
the individual owners. If owned by a partnership or other unincorporated firm, give its name and address as well as those of each individual. If the publication is
published by a nonprofit organization, give its name and address.) 

Full Name Complete Mailing Address

AHC Media LLC 3525 Piedmont Road, Bldg. 6, Ste 400

Atlanta, GA 30305

11. Known Bondholders, Mortgagees, and Other Security Holders Owning or 
Holding 1 Percent or More of Total Amount of Bonds, Mortgages, or 
Other Securities. If none, check box None

Full Name Complete Mailing Address

Thompson Publishing Group Inc. 1725 K Street NW, Suite 700

Washington, D.C. 20006

12. Tax Status (For completion by nonprofit organizations authorized to mail at nonprofit rates.) (Check one)
The purpose, function, and nonprofit status of this organization and the exempt status for federal income tax purposes:

Has Not Changed During Preceding 12 Months
Has Changed During Preceding 12 Months (Publisher must submit explanation of change with this statement)

PS Form 3526, September 1998 See instructions on Reverse)

10/1/07

$449.00

Robin Salet

404/262-5489 

Contraceptive Technology Update

Monthly

3525 Piedmont Road, Bldg. 6, Ste. 400, Atlanta, 
Fulton County, GA 30305

3525 Piedmont Road, Bldg. 6, Ste. 400, Atlanta, GA 30305

0 2 7 4 - 7 2 6 X

12

Brenda Mooney, 3525 Piedmont Road, Bldg. 6, Ste. 400, Atlanta, GA 30305

Rebecca Bowers, same as above

Joy Daughtery Dickinson, same as above

13. Publication Name 14. Issue Date for Circulation Data Below

15. Extent and Nature of Circulation Average No. of Copies Each Issue Actual No. Copies of Single Issue
During Preceding 12 Months Published Nearest to Filing Date

a. Total No. Copies (Net Press Run)

(1) Paid/Requested Outside-County Mail Subscriptions Stated on 
Form 3541. (Include advteriser’s proof and exchange copies)

(2) Paid In-County Subscriptions (Include advertiser’s proof and 
b. Paid and/or exchange copies)

Requested
(3) Sales Through Dealers and Carriers, Street Vendors,Circulation

Counter Sales, and Other Non-USPS Paid Distribution

(4) Other Classes Mailed Through the USPS

.c. Total Paid and/or Requested Circulation
(Sum of 15b(1) and 15b(2)

d. Free (1) Outside-County as Stated on Form 3541
Distribution
by Mail
(Samples, (2) In-County as Stated on Form 3541
Complimen- 
tary and

(3) Other Classes Mailed Through the USPSOther Free)

e. Free Distribution Outside the Mail (Carriers or Other Means)

f. Total Free Distribution (Sum of 15d and 15e)

g. Total Distribution (Sum of 15c and 15f)

h. Copies Not Distributed

i. Total (Sum of 15g,  and h.

Percent Paid and/or Requested Circulation
(15c divided by 15g times 100)

16. Publication of Statement ofOwnership
Publication required. Will be printed in the ______________________issue of this publication. Publication not required.

17. Signature and Title of Editor, Publisher, Business Manager, or Owner Date

I certify that all information furnished on this form is true and complete. I understand that anyone who furnishes false or misleading information on this form or who omits
material or information requested on the form may be subject to criminal sanctions (including fines and imprisonment) and/or civil sanctions (including multiple damages
and civil penalties).

Instructions to Publishers
1. Complete and file one copy of this form with your postmaster annually on or before October 1. Keep a copy of the completed form for your records.

2. In cases where the stockholder or security holder is a trustee, include in items 10 and 11 the name of the person or corporation for whom the trustee is acting. Also
include the names and addresses of individuals who are stockholders who own or hold 1 percent or more of the total amount of bonds, mortgages, or other securities
of the publishing corporation. In item 11, if none, check the box. Use blank sheets if more space is required.

3. Be sure to furnish all circulation information called for in item 15. Free circulation must be shown in items 15d, e, and f.

4. Item 15h., Copies not Distributed, must include (1) newsstand copies originally stated on Form 3541, and returned to the publisher, (2) estimated returns from news
agents, and (3), copies for office use, leftovers, spoiled, and all other copies not distributed.

5. If the publication had Periodicals authorization as a general or requester publication, this Statement of Ownership, Management, and Circulation must be published;
it must be printed in any issue in October or if the publication is not published during October, the first issue printed after October.

5. In item 16, indicate date of the issue in which this Statement of Ownership will be published.

6. Item 17 must be signed.

Failure to file or publish a statement of ownership may lead to suspension of second-class authorization.

PS Form 3526, September 1999 (Reverse)

Contraceptive Technology Update September 2007

November 2007

Publisher 9/27/07

1285 1297

626 646

4 6

140 231

204 106

974 989

24 24

0 0

0 0

23 20

47 44

1021 1033

264 264

1285 1297

95 96


