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Objectives
By the end of this presentation, participants will be able to:
 Apply recommendations for couples who want to conceive
 Describe understanding of the CDC’s assessment on contraception in 

regards to Zika



First time in history…

“Never before in history has there been a situation where a bite from a 
mosquito could result in a devastating malformation.”
– Dr. Tom Frieden, CDC Director
Fortune, April 13, 2016

“…the last time an infectious pathogen (rubella virus) caused an 
epidemic of congenital defects was more than 50 years ago…”
– New England Journal of Medicine, April 13, 2016



Zika Virus Transmission
 Primary mode of transmission

 Aedes aegypti and Aedes 
albopictus mosquitoes

 Additional modes of 
transmission
 Intrauterine and perinatal 

transmission (mother-to-fetus)
 Sexual transmission
 Laboratory exposure
 Blood Bank

Aedes aegypti mosquito

Aedes albopictus mosquito



The Milenneals’ STD:Basic Reproduction 
Number

• Seasonal Influenza Virus 1.3
• HIV 2-5
• Zika 3-6.6



ZIKA Proven to Cause Microcephaly and other Adverse 
Outcomes

 Brain has not developed properly during
pregnancy or has stopped growing after
birth

 Linked to pregnancy loss
 Evidence insufficient to confirm Zika virus as 

cause

 Range of problems detected in infants 
infected with Zika virus before birth:
 Seizures

 Developmental delay

 Intellectual disability

 Problems with movement and balance

 Feeding problems, such as difficulty swallowing

 Hearing loss

 Visions problem

Note scattered intracranial 
calcifications

Note large ventricles
and volume loss

Typical newborn head CT scanCT scan images courtesy of
Dr. Erin Staples

Karwowski MP, Nelson JM, Staples JE, et al. Zika Virus Disease: A CDC Update for Pediatric 
Health Care Providers. Pediatrics. 2016;137(5):e20160621



Late Onset Microcephaly

8/11/2016

Normal size heads at birth
Not detectable on in utero sonography
Damaged brains have stopped growing
By 6 months of age microcephaly develops
Mothers were infected during 3rd trimester



89% Head Circumference



How Can Pregnant Women and Their Fetuses Become Infected?

 Pregnant women can be infected
through:
• A mosquito bite
• Sex with an infected male/female

partner

 If infected around conception:
• Zika might present risk to fetus

 If infected during pregnancy:
• Zika can be passed to the fetus during 

pregnancy or around the time of birth



The issue

• Rapid spread of Zika virus in South America with increasing 
reports of cases of congenital abnormalities associated with 
Zika virus infections led WHO to declare a Public Health 
Emergency of International Concern on Feb 1, 2016



N Engl J Med 2009;360:2536-43

Over 70 % of the 
population infected 

within a 13-week period



The Virus
• Flavivirus: RNA virus

• Related to Yellow fever, dengue virus, Japanese 
encephalitis and West Nile Virus

• Until now, little knowledge on pathogenesis
• Viral replication at dendritic cells  spreads to lymph 

nodes and bloodstream
• Viremia occurs within 3 to 4 days of symptom onset 

• Can be detected in blood from day of symptoms to 11 days 
after onset

• Can be detected in urine, sperm, and saliva of infected 
individuals 

Nature Reviews Microbiology 3, 13-22 (January 2005)



N Engl J Med 2016;374:951-958



Zika Virus Transmission Cycle

N Engl J Med 2016;374:1552-63.

Transmitted to humans from Aedes mosquitoes
• A. aegypti –confined to tropical andsubtropical regions
• A. albopictus- found in temperate regions as well

• Much wider range of A. albopictus in US
• Aggressive daytime biter 
• Found in densely populated urban environments
• With return of infected travelers it is a concern for 

local spread

• Regions above 6500 feet (2000 meters) are excluded 
from travel precautions

• Sexual transmission
Present in sperm
? How long the virus persists

• Blood Transfusions
• Organ transplantation 
• Lactation—no documented cases to date



http://www.nytimes.com/interactive/2016/health/what-is-zika-virus.html



Zika virus microcephaly and Guillain-Barré syndrome. Geneva: World Health Organization, March 17, 2016
http://apps.who.int/iris/bitstream/10665/204633/1/zikasitrep_17Mar2016_eng.pdf



Zika Virus and Risk for Neurological Abnormalities



N Engl J Med 2016;374:1552-63.





Studies of Guillain–Barré Syndrome in Association with Zika Virus Infection
According to Study Design and Date of Publication

N Engl J Med 2016;374:1506-1509



Zika Virus
Clinical presentation

N Engl J Med 2009;360:2536-43



Zika Virus
Differential diagnosis
• Other viral causes of arthritis:

• Dengue fever
• Chikungunya
• Parvovirus
• Rubella 
• Other viruses: enterovirus, adenovirus, and alphaviruses

• Measles
• Leptospirosis
• Malaria
• Rickettsial infection
• Group A Streptococcus



A- Maculopapular rash on the face
B- Conjunctival and palpebral erythema 
C- Retroauricular lymphadenopathy
D- Conjunctival injection with prominence of vasculature DOI: 10.1056/NEJMoa1602412

Zika Virus
Clinical presentation



E- Rash on the legs, with a lacy reticular pattern
F- Maculopapular rash on the inner arm
G- Edema of the foot, which the patient reported was painful 
H- Blanching macular rash on the gravid abdomen. DOI: 10.1056/NEJMoa1602412

Zika Virus
Clinical presentation



http://www.who.int/csr/disease/zika/case-definition/en/

1- With no evidence of infection with other flaviviruses
2-Contact with a confirmed case, or a history of residing in or travelling to an area with local transmission of Zika virus within 2 weeks prior to onset of symptoms.

Zika Virus
Diagnosis



Zika Virus
Treatment

No active treatment nor prevention via vaccination 
available to date



Countries, territories and areas with autochthonous Zika virus 
circulation, 2007–2016

Zika virus microcephaly and Guillain-Barré syndrome. Geneva: World Health Organization, March 17, 2016
http://apps.who.int/iris/bitstream/10665/204633/1/zikasitrep_17Mar2016_eng.pdf

• Between March 2015 and April 2016, >5,000 cases of microcephaly were reported among 
newborns born to Brazilian mothers with Zika virus infection

• Represents >20-fold increase in microcephaly compared with previous years



Countries, territories and areas with autochthonous Zika virus 
circulation, 2007–2016

Zika virus microcephaly and Guillain-Barré syndrome. Geneva: World Health Organization, March 17, 2016
http://apps.who.int/iris/bitstream/10665/204633/1/zikasitrep_17Mar2016_eng.pdf



Countries, territories and areas with autochthonous Zika virus 
circulation, 2007–2016

Zika virus microcephaly and Guillain-Barré syndrome. Geneva: World Health Organization, March 17, 2016
http://apps.who.int/iris/bitstream/10665/204633/1/zikasitrep_17Mar2016_eng.pdf



Zika Virus Infection and Pregnancy

• No evidence that pregnant women experience more severe 
disease 

• Infection in all trimesters has been associated with fetal 
abnormalities

• It should be presumed that the risk for congenital infection exists throughout 
pregnancy

• Vertical transmission of Zika virus from mother to fetus has 
been associated with several sequelae 



N Engl J Med 2016;374:1552-63.

Fetal microcephaly (>2 standard deviations below the mean for gestational age)



• CDC issued a travel alert on January 15, 2016, advising pregnant 
women to consider postponing travel to areas with active 
transmission of Zika virus

• On January 19, interim guidelines for U.S. health care providers caring 
for pregnant women with travel to an affected area, updated on 
February 5th 



MMWR Morb Mortal Wkly Rep 2016;65:211-214

• As of February 17, CDC  had  received  reports  of  nine  pregnant  travelers  with 
laboratory-confirmed Zika virus disease; 10 additional reports of  Zika virus  disease  
among  pregnant  women  are  currently under  investigation

• No Zika virus–related hospitalizations or deaths among pregnant women were reported

• Pregnancy outcomes among the nine confirmed cases includes:
• Two early pregnancy losses
• Two elective terminations
• Three live births (two apparently healthy infants and one infant with severe 

microcephaly)
• Two pregnancies (approximately 18 weeks’ and 34 weeks’ gestation) are continuing 

without known complications



N Engl J Med 2016;374:1552-63.

Potential problem in the US

Endemic mosquitoes' spread



The Lancet Volume 387, Issue 10016, 23–29 January 2016, Pages 335–336

A global village 
So far travel associated infections in US around 390 cases 

Approximately half a 
million pregnant 

women are estimated 
to travel to the United 

States annually from the 
40+ Zika-affected 
countries and U.S. 

territories with active 
transmission of Zika

virus











http://www.cdc.gov/zika/geo/united-states.html

As of April 20, 2016
• Zika virus disease and Zika virus congenital infection are nationally notifiable conditions
• ArboNET for January 1, 2015 – April 20, 2016

• US States
Travel-associated Zika virus disease cases reported: 388
Locally acquired vector-borne cases reported: 0
Total: 388

• Pregnant: 33
• Sexually transmitted: 8
• Guillain-Barré syndrome: 1

• US Territories
Travel-associated cases reported: 3
Locally acquired cases reported: 500
Total: 503

• Pregnant: 48
• Guillain-Barré syndrome: 4



Current Approach to Possible Zika
Virus Cases 



8/9/2016 Update
22 locally transmitted cases in Miami
9/10/2016 56 nontravel Zika Cases in Miami vs 9/14 CDC 43
Domestic Travel Ban-1 square mile in Miami
1658 total Zika cases in US:15 sexually transmitted
US Territories 65 travel relates cases, 17629 nontravel related
41 US military and their families infected while overseas-1 
pregnant



Couples who are actively trying to conceive and planning travel or are 
returning from an area of active Zika virus transmission

• Pregnant women in any trimester should consider postponing travel to 
any area where there is Zika virus transmission

• Healthcare providers should discuss pregnancy intention and reproductive 
options with women of reproductive age

• Couples could consider several factors regarding risk:
• Duration and extent of exposure to infected mosquitoes and the steps taken to prevent 

mosquito bites
• Most infections are asymptomatic 
• Sexual transmission is possible
• Couples can monitor for symptoms 
• The timing from exposure to development of symptoms is thought to be a few days to 

two weeks



Recommendations for women who traveled to areas with ongoing Zika
Virus transmission prior to conception

• Possible exposure to Zika virus should wait at least eight weeks after 
exposure to attempt conception

• Timing from exposure to symptoms (if they occur) is a few days to 
two weeks

• Viremia is expected to last approximately one week in clinical illness

• If positive symptoms of Zika virus infection after exposure should 
wait at least eight weeks after symptom onset to attempt 
conception

• There is no current evidence to suggest that a fetus conceived after maternal 
viremia has resolved would be at risk for fetal infection



What is the wait period for a woman who plans on becoming 
pregnant and whose partner traveled to regions with active Zika virus 

transmission?

• Asymptomatic men traveling to an active Zika virus area  wait at 
least eight weeks after last exposure to attempt conception

• If confirmed or clinical syndrome Zika virus infection  should wait 
at least six months after symptom onset to attempt conception

• Testing for the purpose of assessing the risk of sexual transmission is not 
recommended

• Duration of shedding in the male genitourinary tract is limited
• Unknown whether infected men who never develop symptoms can transmit 

Zika virus to their sex partners
• Sexual transmission of Zika virus from infected women to their sex partners 

has not been reported/ WRONG!



What are the special considerations for couples 
undergoing fertility treatment?

• Fertility treatment for sexually intimate couples using their own 
gametes and embryos should follow the timing recommendations 
for persons attempting conception



What are the guidelines for a pregnant woman whose 
partner has traveled to or resides in an area with active Zika

virus transmission? 

• Correctly and consistently use condoms or abstain from sex for the 
duration of the pregnancy

• If a pregnant woman has sex without a condom with a male partner 
with possible Zika virus exposure

• Should be tested if she develops at least one symptom compatible with 
infection or if the partner is diagnosed with Zika virus infection



If a pregnant woman traveled to a country declared as having 
active Zika virus transmission immediately after her return

• There is no standard in terms of exposure risk relative to the timing of 
when a country is declared as having Zika transmission activity

• ? 30 day window after return (based on expert opinion) 



Testing a pregnant woman who became pregnant 
after she was exposed to Zika virus?

• Asymptomatic pregnant women who were exposed to Zika virus 
within 8 weeks prior to conception (6 weeks prior to last menstrual 
period) follow the same testing recommendations as women exposed 
during pregnancy 



If a pregnant women develops clinical illness consistent with Zika
virus disease during or within 2 weeks of travel to areas with 
ongoing Zika virus transmission: 

• Testing is recommended for pregnant women with clinical illness 
consistent with Zika virus disease

• Includes one or more of the following signs or symptoms: acute onset of 
fever, maculopapular rash, arthralgia, or conjunctivitis, during or within 2 
weeks of travel



• Report any suspected cases to their local health department in the 
county where the suspected patient resides

• Zika Clinical Questionnaire Form 
• Following approval by MDHHS

• Fill out Microbiology/Virology Test Form DCH-0583 and complete the CDC Test 
Request Form

http://www.michigan.gov/mdhhs/0,5885,7-339-71551_2945_5103-14806--,00.html
http://www.michigan.gov/mdhhs/0,5885,7-339-71551_2945_5103-14806--,00.html


What if the IFA IgM is reported positive?

• This is a preliminary report 
• Must be confirmed by plaque reduction neutralization test (PRNT)

• May take 1-4 weeks
• This is due to a lack of standard test and possible false positive test
• May cross react with viruses in the flavivirus family 

• At the same time: 
• Referral to a Maternal Fetal Medicine specialist for evaluation
• Risk assessment
• Patient communication for clinical decision-making 



• Important questions to ask:
• History of other virus infection or vaccination 
• Symptoms of acute infection and timing related to exposure 
• Confirmed Zika infection in a sexual partner 
• Other evidence of congenital Zika infection or complication, such as fetal 

microcephaly or intracranial calcifications

What if the IFA IgM is reported positive?



Simultaneous outbreaks of dengue, chikungunya and Zika virus infections: diagnosis challenge in a returning traveler with 
nonspecific febrile illness

Emerg Infect Dis 2015;21:2274-2276



Possible final results of the confirmatory PRNT after a 
preliminary positive report for Zika virus serology (IgM)? 

A. Evidence of a recent infection with Zika virus 
B. Evidence of a recent infection with another virus (such as dengue) 
C. No Evidence of infection with a flavivirus of undetermined type (positive for 

more than one virus) 
D. No evidence of infection (preliminary IgM test is false positive) 

• If evidence of recent Zika infection (positive IgM & PRNT confirmation)
• CDC recommends serial fetal ultrasounds and consider testing amniotic fluid

• All tests should be reported to the local health department



Possible final results of the confirmatory PRNT after a 
preliminary positive report for Zika virus serology (IgM)? 

• If the result is negative for Zika infection
• Consider fetal ultrasound to detect abnormalities consistent with Zika

virus disease 
• If consistent with Zika virus disease  retest the pregnant woman for 

Zika virus infection
• If not consistent with Zika virus disease  routine prenatal care

• Fetal ultrasounds might not detect microcephaly or intracranial calcifications 
until the late second or early third trimester of pregnancy



• The anatomic survey should also look for:
• Irregularly shaped ventricular margins
• Increased periventricular echogenicity
• Cystic lesions
• Intraventricular adhesions
• Callosal or vermian dysgenesis
• Small transcerebellar diameter
• Enlarged cisterna magna
• Increased amount of cerebrospinal fluid around 

the brain

Fetal abnormalities 
consistent with Zika virus 

disease 
• Microcephaly
• Intracranial calcifications 
• Brain and eye abnormalities



What are the recommendations for 
amniocentesis for Zika virus testing?
• Should be individualized  similar to evaluation of other congenital infections
• The sensitivity and specificity of RT-PCR testing of amniotic fluid is unknown

• Consider testing if--
• Fetal microcephaly 
• Intracranial calcifications and/or ventriculomegaly

• This is regardless of maternal laboratory test results for Zika virus infection

• Positive or inconclusive maternal laboratory test results for Zika virus infection

• Recommended sample to be submitted in a CSF collection tube



http://www.cdc.gov/zika/hc-providers/tools.html



http://www.cdc.gov/zika/hc-providers/tools.html



http://www.cdc.gov/zika/hc-providers/tools.html



CDC recommendations for:
All infants with possible congenital Zika virus infection:
• Comprehensive physical examination, measurement of the occipitofrontal circumference, length, weight, 

and assessment of gestational age

• Full body photographs and any rash, skin lesions, or dysmorphic features should be documented 

• Cranial ultrasound, unless prenatal ultrasound results from third trimester demonstrated no 
abnormalities of the brain 

• Evaluation of hearing by evoked otoacoustic emissions testing or auditory brainstem response testing
• If abnormal  refer to an audiologist for further evaluation

• Ophthalmologic evaluation
• Other evaluations specific to the infant's clinical presentation



CDC recommendations for:

Infants with microcephaly or intracranial calcifications, additional evaluation includes the 
following:
• Consultation with a clinical geneticist or dysmorphologist
• Consultation with a pediatric neurologist for additional evaluation
• Testing for other congenital infections 

• Syphilis, toxoplasmosis, rubella, CMV, LCMV, and HSV infections 
• Consider consulting a pediatric infectious disease specialist 
• CBC and CMP
• Consideration of genetic and other teratogenic causes based on additional congenital anomalies 

that are identified through clinical examination and imaging studies



Mayo Clin Proc. 2016;91(4):514-521









www.cdc.gov/features/StopMosquitoes



Useful references for patients 

http://www.nytimes.com/interactive/2016/health/what-is-zika-virus.html

http://www.cdc.gov/zika/index.html
oabreu2@hfhs.org



Pregnancy Planning and Access to
Contraception
 Primary strategy to reduce Zika-related pregnancy complications is to 

support women who want to delay or avoid pregnancy

 Healthcare providers should:
Discuss prevention of unintended pregnancy with women and couples 

who live in areas with Zika and who want to delay or avoid becoming 
pregnant.
Provide information about birth control methods that best meet their 

needs (including long-acting reversible contraceptives).



Women and Their Partners Thinking about Pregnancy

WOMEN MEN

Recent travel to an area with Zika or sex without a condom with an infected male

Zika virus disease Wait at least 8 weeks after symptom 
onset

Wait at least 6 months after symptom 
onset

No Zika virus disease Wait at least 8 weeks after exposure Wait at least 8 weeks after exposure

Residence in an area with Zika

Zika virus disease Wait at least 8 weeks after symptom 
onset

Wait at least 6 months after symptom 
onset

No Zika virus disease Talk with health care provider Talk with healthcare provider



Considerations for Couples Interested in Conceiving
Living in an Area With Active Zika Virus Transmission

 Reproductive life plan
 Environmental risk of exposure
 Personal measures to prevent mosquito bites
 Personal measures to prevent sexual transmission
 Education about Zika virus infection during pregnancy
 Risks and benefits of pregnancy at this time



Tools for Healthcare Providers and Couples Who Want to Conceive

www.cdc.gov/Zika
*Free online materials available in English and Spanish

http://www.cdc.gov/Zika


 If couples decide to attempt conception:
- Prevent mosquito bites through

- Use of EPA-registered insect repellent during pregnancy
- Wearing long-sleeves/pants
- Removing standing water,
- Staying in rooms with screens on windows/doors
- Staying and sleeping in air-conditioned rooms or under bed nets

- After successful conception, prevent sexual transmission through correct and
consistent use of condoms or abstaining from sex for duration of pregnancy

Recommendations for Couples Interested in Conceiving
Living in an Area With Active Zika Virus Transmission



 If couples decide to wait to conceive, healthcare providers should discuss
- Strategies to prevent unintended pregnancy
- Use of the most effective contraceptive methods that can be used correctly and

consistently
- Role of correct and consistent use of condoms in reducing the risk for sexually

transmitted infections, including Zika

Recommendations for Couples Interested in Conceiving
Living in an Area With Active Zika Transmission & Waiting to Conceive



Most Effective Family Planning Methods



Unintended Pregnancy in the US

Dreweke J. Countering Zika Globally and in the United States: Women’s Right to Self-Determination Must Be Central, New York: Guttmacher Policy 
Review, 2016, https://www.guttmacher.org/sites/default/files/article_files/gpr1902316.pdf

https://www.guttmacher.org/sites/default/files/article_files/gpr1902316.pdf


Contraceptive Access in the United States

 61 million women in the US between 15-44 years1

• 43 million are at risk for unintended pregnancy2

• ~62% currently use a contraceptive method
• 10.5% are currently using a LARC (IUD or implant)

• 10% of women at risk of unintended pregnancy not currently using any 
contraceptive method

1. Daniels K, Daugherty J and Jones J, Current contraceptive status among women aged 15–44: United States, 2011–2013, National Health Statistics 
Reports, No. 173.

2. Jones J, Mosher WD and Daniels K, Current contraceptive use in the United States, 2006–2010, and changes in patterns of use since 1995, National
Health Statistics Reports, 2012, No. 60,



Contraceptive Method Choice Among US Women, 
2011-2013
 Most common contraceptive methods used were

• Pill (25.9%)
• Female sterilization (25.1%)
• Male condoms (15.3%)
• Long-acting reversible contraceptives (10.3%)
• Male sterilization (8.2%)

Current Contraceptive Status Among Women Aged 15–44: United States, 2011–2013; NCHS Data Brief No. 173, December 2014



Unmet Contraceptive Need in the US
 20.1 million women at risk for unintended pregnancy were in need of 

publicly funded contraceptive services
• Either had an income <250% of Federal poverty level OR
• Were <20 years of age

 Of these, 5.6 million (28%) did not have health insurance
 Publicly funded providers met approximately 42% of the need

Many US women at risk for unintended pregnancy

Frost JJ et.al, Contraceptive Needs and Services, 2013 Update, New York: Guttmacher Institute, 2015, 
http://www.guttmacher.org/pubs/win/contraceptive-needs-2013.pdf

http://www.guttmacher.org/pubs/win/contraceptive-needs-2013.pdf


Use of LARC Women of Reproductive Age (15-44 years)

 Long-Acting Reversible Contraception (LARC)
• Intrauterine devices (IUD) & Implant

 Most effective type of reversible birth control
• <1% of LARC users become pregnant

 Safe, no effort after insertion, and can 
prevent pregnancy for 3-10 years

 Nationally, use of LARC is low

 Barriers to LARC use
• Patient: awareness, access, and cost
• Provider: reimbursement, training, acquisition & 

stocking costs, and awareness about the safety of LARC

CDC. U.S. medical eligibility criteria for contraceptive use, 2010.MMWR Recomm Rep 2010;59(No. RR-4):1–86. 
Trussell J. Contraceptive failure in the United States. Contraception 2011;83:397–404.



Economic Impacts of Increasing Access to
Family Planning Services
 $7 saved for every $1 spent on family planning services to prevent 

unintended pregnancies
 Improved use of LARC generates health-care cost savings by reducing 

inconsistent contraceptive use
• $288 million per year saved in total health-sector costs if 10% of women (20–29 years) switched 

from OCP to LARC
• Immediate post-partum LARC provision is cost-saving: $6.50 saved for every $1 spent on an 

adolescent immediate postpartum implant program

 Preventing unintended pregnancies reduces birth defects and associated 
costs
• Up to $10 million in savings per averted case of microcephaly



What Title X Providers and Staff Can Do



Prior to Local Transmission
1. Educate healthcare providers about the importance of discussing safer sex 

and contraception with women and couples who live in areas with local 
Zika transmission and who want to delay or avoid becoming pregnant.

2. Assess availability of contraceptive access for women of reproductive age 
in your jurisdiction/network/patient population who wish to avoid or 
delay pregnancy during a local Zika outbreak.

3. Identify geographic areas or vulnerable populations who may not have 
access to contraceptive services.



Once Local Transmission has Occurred
1. Inform healthcare providers about the importance of discussing safer sex 

and contraception with women and couples who live in areas with local 
Zika transmission and who want to delay or avoid becoming pregnant.

2. Recommend that healthcare providers ensure that couples who want to 
delay or avoid pregnancy are informed about birth control methods that 
best meet their needs, including long-acting reversible contraceptives 
(IUDs, implants).

3. Develop plans to provide contraceptive access for underserved 
populations.



What CDC is doing



 Analyzing data from Pregnancy Risk Assessment Monitoring System
(PRAMS)
• Surveillance project of CDC and state health departments
• Collects state-specific, population-based data on maternal attitudes

and experiences before, during, and shortly after pregnancy
• Covers 78% of all US births
• Assesses unintended pregnancy and postpartum contraceptive use

 Planning comprehensive assessment of contraceptive access and
unintended pregnancy in states and territories

Assessing Access to Contraception in the US



Expand Coverage Remove Barriers

1. Reimburse providers for actual cost of 
providing contraceptive services for 
women of childbearing age.
 Screening for pregnancy intention
 Contraception counseling
 Insertion, removal, replacement, or

reinsertion of LARC
 Follow-up

2. Reimburse providers for the actual cost 
of LARC or other contraceptive devices
to provide the full range of 
contraceptive methods.

Address Inadequate Reimbursement
Rate

3. Reimburse for immediate 
postpartum insertion of LARC by
unbundling payment for LARC 
from other postpartum services.

4. Remove administrative and 
logistical barriers to LARC.
 Prior authorization requirements
 Medical management
 High acquisition & stocking costs



Improving Access to Contraception in Continental US: 
CDC’s Role Within the Larger HHS Context

CDC’s 6/18
Initiative
• 4 states funded

to implement 
evidence-based
payment 
strategies to
improve health
outcomes and
reduce costs

CDC’s ASTHO
LARC Learning 
Community
• 13 states to

identify the
opportunities, 
challenges, and
TA needs using a 
multi-pronged
approach to
policy
implementation
of post-partum
LARC.

CMCS’
Maternal and
Infant Health
Initiative
• 14 states funded

to facilitate data
collection/report
on contraceptive
measure

CMMI’s
Payer-
Provider 
Summit
• 4 states brought 

together to
identify
promising
alternative
payment 
strategies

MCHB’s 
COIIN
focused on 
reducing
infant 
mortality
• 29 states are

addressing
increased
access to
contraception

OPA’s Quality
Improvement
Initiative
• 15-20 Title X

grantees aligned
with the state
Medicaid
programs
funded by CMCS

HRSA’s
Bureau of 
Primary 
Health Care
• Strengthening

the quality of 
contraceptive
services
provided by
community
health centers

• Centers for Medicaid/CHIP Services (CMCS); Maternal and Infant Health Initiative (MIH); Maternal and Child Health Bureau (MCHB); Collaborative Improvement &
Innovation Network (COIIN) to Reduce Infant Mortality (COIIN); Office of Population Affairs (OPA);Health Resources and Service Administration (HRSA)



In Summary 
• Zika virus infections was declared a Public Health Emergency of 

International Concern due to increasing reports of cases of congenital 
abnormalities 

• Pregnant women should be advised not travel to areas of ongoing Zika
virus outbreaks

• Sexual partners of pregnant women traveling to areas of ongoing Zika virus 
outbreaks should ensure safe sexual practices or abstain from sex for the 
duration of their pregnancy

• Pregnant women who have been exposed to Zika virus should be 
counselled and followed for birth outcomes based on the best available 
information

• Diagnosis of Zika virus infection is evolving and should be coordinated with 
the local Health Department and laboratory staff



Increasing Contraceptive Access in Puerto Rico:
Private-Public Partnership



Access to Contraception is Limited in Puerto
Rico

Estimating Contraceptive Needs and Increasing Access to Contraception in Response to the Zika Virus Disease Outbreak. Morbidity and
Mortality Weekly Report. April 2016, Vol. 65, No. 12.



Barriers to Contraception in Puerto Rico
 Limited number of contraceptive methods available to women
 High de facto out-of-pocket costs for patients
 Insurance reimbursement/perceptions of reimbursement of providers
 Logistical barriers that limit same-day provision
 Lack of patient education
 Shortage of physicians trained in insertion and removal of long-acting 

reversible contraceptives (i.e., intrauterine devices (IUDs) and implants)
 Cultural and other factors



Voices from the Field “When a woman on Medicaid comes into a community health center and wants contraception, we have to 
refer her to the Preven clinic. She has to travel, many times up to 1 hour, and still has to pay $150-300 out 
of pocket costs for an IUD and the insertion. There is no same-day access.” (OB/Gyn Provider, Community 
Health Center)

 “I have many patients who I educate about all methods and who decide on one that she feels is best for 
her. However, because of the cost she has to pay out-out pocket, they are unable to get an IUD and have to 
settle for a method that is cheaper in the short-run but less effective.” (OB/Gyn Private Practice)

 “We have 50 women on a wait list waiting for Nexplanon.” (OB/Gyn Private/University Provider)

 “I had a patient that came from another clinic. Because she was required to do a Pap smear and STD test 
[not CDC guidance], she could not get an IUD same-day. 2 months later she returned for her results but the 
doctor was absent. 1 month later she returned but was not on her period. She was pregnant!” (OB/Gyn, 
Community Health Center)

 “I tried to get a Mirena IUD. I got a prescription from my doctor, I went to the pharmacy, and was told my 
private plan does not cover any LARC methods. I called my plan and was told the same. I could get pills, 
the injection or the ring. That’s it.” (OB/Gyn UPR Faculty Physician)



Improving Access to Contraception in Puerto Rico

 A collaboration between the CDC 
Foundation, with CDC technical 
assistance, the Puerto Rico 
Department of Health and other local 
organizations to improve access to 
women who desire contraception.

 Goal: to reduce Zika-related 
pregnancy complications and birth 
defects by providing the full range of 
contraceptive methods to women 
living in Puerto Rico who want to 
delay or avoid pregnancy.

• Increase
Awareness

• Increase Supply

• Increase
Provider

Education

I Th



Immediate Action Items
 Improve same-day access to services:

– Remove testing requirements for initiation of contraceptive methods
– Remove requiring physicians to refer the woman to a limited number 

of centralized clinics to obtain the contraceptive method
 Add the Levonorgestrel IUD (sole source) to the Medicaid MCO and Health 

Plan formulary
– Provide a hormonal IUD at a price that is sustainable long-term
– Only copper IUD is on the Medicaid MCO formulary in Puerto Rico and 

is more expensive
 Scale-up short-acting methods while simultaneously working on 

introduction and sustainability of LARCs



Long-term sustainability
 Train physicians on contraceptive provision, including LARC insertion and removal
 Increase physician awareness to screen women about their desire to achieve, delay, 

or avoid pregnancy
 Increase patient demand for the most effective contraception methods by 

educating women about the safety and efficacy of LARC methods
 Introduce the contraceptive implant to the Puerto Rican Market, Medicaid MCO 

and Health Plan formulary.
 Initiate discussions about the insufficient provider reimbursement rate and 

administrative and logistical barriers for LARC methods.
 Work collaboratively on the Medicaid Cap concerns with Congress



Resources

• www.acog.org/zika
• www.cdc.gov/zika

http://www.acog.org/zika
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