
he World Health Organization
(WHO) has issued new family
planning guidance, including

the following: 

• Most women with HIV infection
generally can use IUDs.
• Women generally can take hormon-
al contraceptives while on antiretro-
viral (ARV) therapy for HIV infection,
although there are interactions 
between contraceptive hormones 
and certain ARV drugs.
• Women with clinical depression 
usually can take hormonal contra-
ceptives.

More than 35 experts met at WHO
headquarters in Geneva, Switzerland,
in October 2003 and developed this
and other new guidance. The new
guidance updates the Medical Eligi-

bility Criteria (MEC) for Contraceptive
Use. This was the third expert meeting
to consider medical eligibility criteria.
WHO first issued the MEC in 1996;
they were first updated in 2000 (51).

MEC help define who can use
which contraceptive methods

The MEC offer guidance on whether a
person with a specific health condition
can safely start to use a specific con-
traceptive method or, if she or he
develops a health condition, can con-
tinue to use the method safely. For
each health condition and contracep-
tive method addressed, the Expert
Working Group by consensus classi-
fied a condition on a scale of 1 to 4.
Table 1 describes these four cate-
gories, which were set out at the first

MEC meetings in 1994-95. Where lim-
ited clinical judgement is available,
categories 1 and 2 mean that people
with the specific condition can safely
use the method; categories 3 and 4
mean that they should not use it.

In the 2003 meeting the Expert
Working Group addressed contracep-
tive use in situations involving or 
related to HIV/AIDS, considered
whether certain drugs interact with
hormonal contraceptives, assessed
several new contraceptive methods,
looked at several new conditions, and
reviewed new evidence relevant to
several other issues. This issue of
INFO Reports focuses on changes
and new criteria likely to have the
greatest impact on service delivery. v
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Table 1. WHO Medical Eligibility Criteria Classifications
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Women with HIV infection
generally can use IUDs

The 2003 Expert Working Group
made several changes to the MEC to
indicate that women often can safely
use IUDs in conditions related to HIV
and other sexually transmitted infec-
tions (STIs). Taken together, these 
changes should help reduce some 
providers’ concerns about offering
IUDs in areas where HIV infection and
other STIs are common.

At the meeting the WHO Expert
Working Group concluded

that a woman gener-
ally can start

using an
IUD, if she

wishes, even
if she has AIDS—provided

she is receiving ARV therapy
and is clinically well—or if she

has HIV infection or she is at
high risk of HIV infection. The

Expert Working Group changed
these conditions from category 3 to
category 2 for starting IUD use (see
Table 2). According to the bulk of
research considered at the WHO
meeting, IUD use does not increase a
woman’s chances of acquiring HIV
infection (2, 3, 14, 15, 22-24, 35, 37,
39, 43). 

Women generally can keep their IUDs
if they become infected with HIV or
develop AIDS while using IUDs (cate-
gory 2), although IUD users with AIDS
should be carefully monitored for
pelvic infection. Limited evidence
shows that complications of IUD use
are no more common among IUD
users infected with HIV than among
IUD users who are not infected with
HIV (29, 40). Also, IUD use does not
increase HIV transmission to sexual
partners (2, 30, 38).

IUD generally can stay during
treatment for STI or PID

Concerning other STIs, the WHO
Expert Working Group concluded that
a woman generally can keep her IUD
(category 2) even if she develops an
STI or pelvic inflammatory disease
(PID) while using the method, pro-
vided the infection is successfully
treated. The shift to category 2 makes 
the MEC consistent with WHO’s
Selected Practice Recommendations
concerning PID and IUDs, issued in
2002 (52). These changes rest on
findings that there is no difference in
the clinical course of PID whether the
IUD is removed or left in place during
treatment (18, 42, 45). Furthermore, a
woman usually can start IUD use
even if she has an STI other than
chlamydial infection or gonorrhea
(category 2). These other STIs in-
clude ulcerative diseases such as
syphilis and herpes.

After considering evidence on IUD
use in situations where STIs are com-
mon, the Expert Working Group 
concluded that a woman can usually
have an IUD inserted unless she
faces a very high individual likelihood
of exposure to chlamydia or gonor-
rhea. A study in Kenya found that
women at high individual risk of these
STIs were more likely to develop IUD-
related complications after the device
was inserted than those not at high
risk (28). The Expert Working Group
distinguished individual likelihood of
exposure from high prevalence of
these STIs in an area.

A provider still usually should not
insert an IUD in a woman known to
have AIDS (category 3) unless she is
clinically well on ARV therapy (cate-
gory 2). Nor should a woman receive
an IUD if she has PID, chlamydial
infection, gonorrhea, or purulent cervici-

tis (category 4). The MEC meeting did
not change these classifications.
Chlamydial infection and gonorrhea
can manifest themselves as purulent
cervicitis.

For two other conditions—obesity,
and uterine fibroids that do not distort
the uterine cavity—the Expert Work-
ing Group saw no evidence support-
ing a need for restrictions on IUD use
(see Table 2).

Women on antiretroviral 
therapy generally can use
hormonal contraceptives

In light of perhaps 1 million people
worldwide now using antiretroviral
(ARV) therapy for HIV and a United
Nations goal of treating 3 million,
about half of whom will be women, by 

HIV/AIDS and Contraceptive Methods

2

Prepared by Ward Rinehart, M.A.
Bryant Robey, Editor 

Design by Francine Mueller
Reviewed by Kathryn Church, Kathryn 
Curtis, Mary E. Gaffield, Sarah Johnson, 

Anshu Mohllajee, Kavita Nanda, 
Herbert Peterson and James D. Shelton.
Catherine Richey provided assistance.

Photo credit: David Alexander/CCP

Published by: 
The INFO Project at the Johns Hopkins 
Bloomberg School of Public Health
Center for Communication Programs.

Published with support from USAID, Global,
GH/POP/PEC, under the terms of Grant No.

GPH-A-00-02-00003-00.

INFO Reports is designed to provide an
accurate and authoritative report on important
developments in family planning and related
health issues. The opinions expressed herein
are those of the authors and do not necessarily

reflect the views of the US Agency for
International Development or the 

Johns Hopkins University.



Condition

a) Current purulent 
cervicitis or chlamydial 
infection or gonorrhea**

b) Other STIs (excluding 
HIV and hepatitis)

c) Vaginitis (including
trichomonas vaginalis
and bacterial vaginosis)

d) Increased risk of STIs

High risk of HIV

HIV-infected†

AIDS

Clinically well on ARV
therapy

Uterine fibroids that do not 
distort the uterus

Obesity

Source: World Health Organization, 2003 (55)
Refer to Table 1 for category definitions.
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Method

Cu-IUD LNG-IUD

Initiation Continuation

  PID–current*

STIs

3 2
a

4

44

2

2

2

1

3

2 2 2

2 2 2

1 1

2 2 2

3 2
a

4 2
a

4 2
a

3 2 3 2/3
b

3 2

3 2 3 2 3 2 3 2
3 2 3 2 3 2 3 2

3 3 2
c

3 2
c

2 1 2 1 2 1 2 1

2 1

3 2/3
b

Initiation Continuation

Conventions used in the tables of this report:

Indicates that category changed in 2003 MEC meeting; previous category is 
shown to the left of the arrow; new category, to the right.
Italics on condition and categories indicate a new condition added to the MEC. 
Italics on condition only indicate a redefined condition; see specific footnote for 
explanation of change.
Shading in a cell of the table indicates that the current classification is category 3 
(usually do not use) or 4 (do not use).
Cu-IUD = copper-bearing IUD
LNG-IUD = levonorgestrel-releasing IUD

*Formerly, “PID—current or within the last 3 months” (51) 
**Formerly, STI “current or within 3 months (including purulent cervicitis)” (51)
†Formerly, “HIV-positive” (51)

Clarifications:
a“Treat the PID/STI using appropriate antibiotics. There is usually no need for 
removal of the IUD if the client wishes to continue its use.” (55)

b“If a woman has a very high individual likelihood of exposure to gonorrhea or 
chlamydia, the condition is a Category 3.” (55) 

c“IUD users with AIDS should be closely monitored for pelvic infection.” (55)

Table 2. IUDs: Medical Eligibility Criteria 
Considered by the 2003 WHO Expert Working Group
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the end of 2005 (54), the MEC meet-
ing assessed whether and how ARV
drugs and contraceptive hormones
interact. The chief concern is that ARV
drugs might reduce the effectiveness
of hormonal contraceptives and so
increase the risk of pregnancy.

The few pharmacokinetic studies of
certain ARV therapies used with lim-
ited courses of combined oral contra-
ceptives (COCs) showed both positive
and negative effects on hor-
mone levels, and so the Expert
Working Group expressed caution by 
categorizing hormonal contraceptives
a Category 2 for users of ARV ther-
apy. The evidence is not sufficient,
however, to conclude that women on
ARV therapy should avoid hormonal
contraceptives. No studies of actual
clinical outcomes, such as pregnancy
rates or indicators of ovulation, have
been completed. Thus there is not 
sufficient evidence yet whether or not
the effectiveness of either hormonal
contraceptives or ARV therapy is 
compromised. Clinical and pharmaco-
kinetic studies involving the injectable
progestin depot medroxyprogesterone
acetate (DMPA) (Depo-Provera®) are
underway. Concern about lessened
contraceptive effectiveness would focus,
however, on lower-dose methods, such
as COCs and progestin-only pills, and
not so much on injectables. A woman
who is infected with HIV should use
condoms to prevent HIV transmission
and to avoid reinfection. Consistent
and correct use of condoms may com-
pensate for any decrease in the effec-
tiveness of hormonal methods (53).

Experts do not expect several classes
of ARV drugs to interact with hormones
because ARV drugs in these classes
appear to have no effect on liver
enzymes. Such drugs include nucleo-
side reverse transcriptase inhibitors
(NsRTIs) such as zidovudine, 
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stavudine, and lamivudine; nucleotide
reverse transcriptase inhibitors
(NtRTIs) such as tenofovir; and fusion
inhibitors such as enfurvitide (31).
Evidence is insufficient, however, to
conclude that no interactions exist
between these classes of drugs and
contraceptive hormones.

Concerns focus on non-nucleoside
reverse transcriptase inhibitors
(NNRTIs) such as nevirapine and
efavirenz and protease inhibitors such
as saquinavir and ritonavir. Concerning
the effectiveness of hormonal contra-
ceptives, the few published pharmaco-
kinetic studies of drug levels find con-
flicting effects on hormone levels after
a single dose of COC hormones (25,
26, 36, 44). Concerning the effective-
ness of ARV drugs, package labeling
indicates that the level of the ARV drug
amprenavir decreases when taken
along with contraceptive hormones,
while a study found levels of
saquinavir unchanged. Currently, no
more than one study report is avail-
able on any one ARV drug. For many
ARV drugs no studies are available.

The ARV therapies proposed by WHO
for use in limited-resource settings
consist of two NsRTIs—lamivudine
plus either stavudine or zidovudine—
and an NNRTI—either nevirapine 
or efavirenz (53). 

Hormonal methods again
judged appropriate with high
HIV risk, HIV, or AIDS

In another deliberation related to
HIV/AIDS, the Expert Working Group
concluded that evidence does not sup-
port any restrictions on hormonal con-
traceptives for women at high risk of
HIV infection or with HIV infection,
including those with AIDS. These health
conditions remain category 1 for all hor-
monal methods. Exceptions are (1) initi-
ation of the levonorgestrel-releasing
IUD (category 3), where the concern is
with insertion in women with AIDS, not
with the hormone, and (2) ARV therapy
(category 2/3; see previous section).

Hormonal methods do not protect
against HIV infection. Condoms are the
only family planning method that helps
prevent HIV/AIDS and other STIs, as
WHO guidance emphasizes (44).

Spermicide not suitable with
high HIV risk, HIV, or AIDS

A 2001 meta-analysis of five studies
concluded that women who use the
spermicide nonoxynol-9 several times
a day—usually sex workers—may be
more likely to develop HIV infection
than women who have sex just as often
but do not use spermicide. When used
this often, spermicide contributes to
abrasions of the vaginal wall, perhaps
making it easier for the AIDS-causing
virus to enter vaginal tissue. For all
women studied, most of whom had sex
far less often than sex workers, the
association between spermicide use
and HIV infection was not statistically
significant, but risk increased with 
frequency of use (49).

This evidence, which included a ran-
domized controlled trial conducted by
UNAIDS (47), moved the 2003 MEC
meeting to reclassify spermicide to
category 4 (not to be used) and dia-
phragms used with spermicide to cat-
egory 3 (usually not recommended)
for the conditions related to HIV/AIDS
(see Table 3). v

Condition

Method

High risk of HIV

HIV-infected**

AIDS

2 4

Spermicide
Diaphragm*/
Cervical Cap

1 3

2 4

2 4

1 3

1 3
Source: World Health Organization, 2003 (55)
Refer to Table 1 for category definitions.

*Used with spermicide
** Formerly, “HIV-positive”

Table 3. Spermicide: Medical Eligibility Criteria 
Considered by the 2003 WHO Expert Working Group

 



Considering depressive disorders for
the first time, the October 2003 MEC
meeting concluded that there is no
need for restriction on use of hor-
monal contraceptives for women with
depression (see Table 4). A variety of
studies have found no increase in

symptoms among depressed women
using combined or progestin-only oral
contraceptives (5, 6, 10, 17), DMPA
injectable (5, 8, 48), or Norplant®

implants (5, 48). A single study re-
ported that taking fluoxetine (Prozac®)
for depression did not reduce the

effectiveness of combined or pro-
gestin-only oral contraceptives (17).
Conclusions cannot be reached con-
cerning postpartum depression or
bipolar disorder because current evi-
dence is inadequate (33). v

Condition

Method

COC/
Patch/
Ring CIC POP

Cu-IUD LNG-IUDDMPA
NET-EN

Injectables
LNG/ETG
Implants

2
b

2
b

2
b

2
b

2
b

2/3
c

2/3
c

1 1  1

4
a

4
a

2
a

1

2
a

1

2
a

1

1
a

1

1
a

3

3

3 2

3 2

3

3

1

1

1

1

2

2

3

3

3 2 3 1 3 2 2 1 3 2 1 1
Source: World Health Organization, 2003 (55)
Refer to Table 1 for category definitions.

Initiation Continuation

Initiation ContinuationInitiation ContinuationInitiation ContinuationInitiation Continuation

Initiation Continuation

1 1

2
a

1
a

2
c

2
c

1 1

1 1

1 1

Depressive
disorders

Known

mutations

Drug Interactions

Antiretroviral
therapy

 Drugs that affect liver enzymes

a) Rifampicin*

b) Certain
   anticonvulsants**

Antibiotics (excluding rifampicin)

Griseofulvin

thrombogenic

*Formerly, “Certain antibiotics (rifampicin and griseofulvin)” (51)
**“(phenytoin, carbamazepine, barbiturates, primidone, topiramate, oxcarbazepine)” (55). (Italicized 

anticonvulsants were added October 2003.)
CIC=Combined Injectable Contraceptives
POP=Progestin-Only Pills

Clarifications:
a“Routine screening is not appropriate because of the rarity of the condition and the high cost of 
screening” (54). As for all the MEC, the classifications refer to known conditions and do not 
necessarily imply that screening is necessary or advisable.

b“Limited data...suggest drug interactions between many antiretrovirals (ARVs) and hormonal 
contraceptives, but there are currently no clinical outcome studies. Current concerns relate to 
efficacy and toxicity for both the hormonal contraceptive and the ARVs” (55).

c“There is no known drug interaction between ARV therapy and IUD use. However, AIDS as a condi-
tion is classified as Category 3 for insertion and Category 2 for continuation unless the woman is 
clinically well on ARV therapy, in which case both insertion and continuation are classified as 
Category 2.”

Table 4. Other New or Redefined Conditions 
Considered by the 2003 WHO Expert Working Group
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Broad-spectrum anti-
biotics—no restrictions

Case reports have raised suspicions
that broad-spectrum antibiotics in gen-
eral might lower the effectiveness of
hormonal contraceptives. Still, studies
find that various broad-spectrum
antibiotics do not lower hormone lev-
els and, with one early exception (13),
they have found no evidence of ovula-
tion. Pregnancy rates are similar 
among women taking COCs alone
and women taking both COCs and 

antibiotics (9, 12, 20). The 2003
Expert Working Group left broad-
spectrum antibiotics in MEC category
1 (use in any circumstances).

The MEC previously categorized use
of the antibiotics rifampicin and griseo-
fulvin both as category 3 (not usually
recommended) for most hormonal
contraceptives because these drugs
were thought to reduce contraceptive
effectiveness. There are reports of
pregnancies in users of hormonal con-
traceptives taking griseofulvin, and
griseofulvin affects liver enzymes in
mice, suggesting a possible impact on
hormone metabolism. There are no
published clinical or pharmacokinetic
studies on interaction between grise-
ofulvin and contraceptive hormones,
however. The Expert Working Group
reclassified use of griseofulvin to cate-
gory 1 for users of combined or pro-
gestin-only injectables and category 2
(generally use) for users of other hor-
monal methods.

Concern about cervical
lesions, but hormonal meth-
ods generally can be used

The Expert Working Group kept cervi-
cal intraepithelial neoplasia (CIN),
noninvasive lesions considered a pre-
cursor to cervical cancer, in MEC cat-
egory 2 (generally use) for hormonal
contraceptives except progestin-only
pills, for which CIN is classed as cate-
gory 1 (use in any circumstances).
The category 2 rating, assigned in the
first edition of the MEC, reflects “some
concern that COCs enhance the pro-
gression of CIN to invasive disease,
particularly with long-term use” (that
is, greater than five years) (51).
According to a 2002 meta-analysis of
over 30 studies presented to the
Expert Working Group (41), the risk of
developing invasive cervical cancer or
one of its more immediate precursors

increases with duration of use of
COCs or DMPA. The association is
statistically significant after five years
of use. Only limited evidence, howev-
er, addresses the question of whether
CIN is more likely to progress in
women who use hormonal contracep-
tives. The few studies comparing
COC use among women with low-
grade cervical lesions and use among
women with high-grade lesions yield
inconsistent findings (1, 11, 16, 27,
34, 46). One study followed up
women with low-grade lesions and
found that progression was signifi-
cantly more common in COC users
than nonusers (7). 

Postpartum limit on 
progestin-only methods
stays at six weeks for
breastfeeding women

The Expert Working Group continued
to recommend that women who are
breastfeeding should generally not use
progestin-only contraceptives (cate-
gory 3) until six weeks postpartum. The
systematic review of the evidence
found no adverse effects of these
methods on breastfeeding patterns
and, while the evidence is more lim-
ited, no adverse effects on infant
growth, development, or health when
women using progestin-only methods
started breastfeeding before six weeks
postpartum (32). Lacking data on the
effects of progestin in breast milk on
the infant’s brain and liver develop-
ment, however, the Expert Working
Group did not shorten the 6-week
restriction. Still, as the Expert Working
Group had noted in 2000 and reaf-
firmed in 2003, in many settings the
morbidity and mortality risks of preg-
nancy are high, and progestin-only
contraceptives may be one of the few
types of methods widely available to
breastfeeding women immediately
postpartum (51). v

Criteria Reaffirmed for Broad-spectrum Antibiotics and Hormonal 
Methods, Cervical Neoplasia and COCs, Breastfeeding and Progestins

6

WHO Family Planning 
Guidance on the Internet

LLaatteesstt MMEECC

http://www.who.int/reproductive-health/
publications/MEC_3/index.htm 

Related guidance from WHO, the
Selected Practice Recommendations for
Contraceptive Use (SPR), appears at
http://www.who.int/reproductive-health/
publications/rhr_02_7/index.htm 

KKeeeepp uupp oonn nneeww eevviiddeennccee rreellaatteedd ttoo
tthhee MMEECC.. The online system CIRE—
Continuous Identification of Research
Evidence—identifies new research 
articles whose study objectives concern
a topic addressed by WHO’s MEC or SPR.
CIRE screens emerging scientific litera-
ture so that WHO guidance can be up-
dated. Any updates to current guidance
appear in WHO’s postings of the MEC or
SPR on the World Wide Web (see above).
Changes to classifications of the MEC or
to the SPR are ordinarily made only 
following expert group meetings such 
as the October 2003 MEC meeting.
Records of all articles that CIRE has 
identified can be searched at  
http://www.infoforhealth.org/cire/
cire_pub.pl 
Visitors to this web page can sign up for
e-mail notification when CIRE posts new
records. Also, The Pop Reporter e-zine, at 
http://www.infoforhealth.org/popreporter/
current.shtml, notifies its readers of new
postings. Free subscription available at
http://prds.infoforhealth.org/signup.php 

                    



MEC for Patch and Ring Same as for Combined Pills;
Implanon Implant MEC Same as for Norplant

The Expert Working Group incorporat-
ed three new contraceptive methods
into the MEC—the combined hormonal
contraceptive patch, the combined 
hormone-releasing vaginal ring, and
the etonogestrel-releasing implant, Im-
planon®. The hormone levels and pat-
terns typical of the patch and the ring
are similar to those for COCs, as are
the type and frequency of side effects
reported in comparative studies.
Therefore, the meeting concluded,
MEC classifications applying to COCs
can be assumed to apply to the patch
and ring as well. There is no direct evi-
dence concerning use of either method
among women with health conditions.
The meeting also assumed that the
MEC classifications for the 5-year lev-
onorgestrel implant Norplant can also
apply to the 3-year etonogestrel
implant Implanon.

The Expert Working Group reclassified
implants and also progestin-only
injectables and the levonorgestrel-
releasing IUD as far as obesity is 
concerned. All were changed to 
category 1 (use in any circumstance)
from category 2 (generally use).
Research involving the progestin-only
injectable Depo-Provera (DMPA)
leaves unclear whether obese women
have more health problems, including
additional weight gain or more bleed-
ing changes, than DMPA users of
lower weight (4, 19, 21).

Since the October 2003 meeting new
evidence has become available show-
ing that the effectiveness of Norplant
implants decreases after the fourth
year of use for women weighing over
70 kg. v
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SSoouurrccee ooff cciittaattiioonnss ttoo rreesseeaarrcchh ssttuuddiieess::
In this issue of INFO Reports the citations to research studies come
from systematic reviews conducted on behalf of the WHO Secretariat
for the October 2003 Expert Working Group meeting. The Expert
Working Group considered this evidence in reaching its decisions
about medical eligibility criteria.

In general, these systematic reviews selected reports that were:

• Found through searches of MEDLINE, PREMEDLINE, 
POPLINE, and/or similar bibliographic databases;

• Published in peer-reviewed journals between 1966, in most 
cases, and August 2003; and 

• Reported studies, systematic reviews of studies, or meta-
analyses that examined health outcomes associated with 
use of a contraceptive method among women with a specified
health condition.

Kate Curtis, PhD, and Anshu Mohllajee, MPH, of the US Centers for
Disease Control and Prevention; Kavita Nanda, MD, MHS, of Family
Health International; Lori Bastian, MD, MPH, of Duke University; Mary
E. Gaffield, MPH, PhD, of WHO; and Jennifer S. Smith, PhD, MPH, of the
International Agency for Research on Cancer, conducted these 
systematic reviews.

Welcome to INFO Reports!
This is the first issue of INFO Reports, a
new publication series from the INFO
Project, publishers of Population
Reports. INFO Reports feature brief
looks at special topics, newsworthy
events, and important new research and
program developments in family planning
and related reproductive health. INFO
Reports will appear occasionally, as
important topics arise.

Subscribing to INFO Reports
All Population Reports subscribers are
receiving this first issue of INFO Reports. 
In the future, however, all future INFO
Reports will be automatically sent only to
those who subscribe specifically to INFO
Reports. 

There are three ways that you can make
sure to receive ALL future issues of 
INFO Reports: 

1. By e-mail: To receive INFO Reports issues 
fastest, please send an e-mail with "Elec-
tronic subscription to INFO Reports" in the
"Subject" line to inforeports@infoforhealth.org
and include your full name, complete mailing 
address, e-mail address, and client ID (if 
known). We will send you future issues elec-
tronically, as e-mail attachments. (If you would
prefer to just receive an e-mail notification that
a new issue has been published online, 
please type "Electronic notification to INFO 
Reports" in the "Subject" field.) 

2. By surface mail: To receive print copies of 
INFO Reports, please send an e-mail with 
"Print subscription to INFO Reports" in the 
"Subject" line to inforeports@infoforhealth.org
and include your full name, complete mailing 
address, e-mail address, and client ID (if 
known). Alternatively, write to: Orders, INFO 
Reports, Center for Communication Programs,
Johns Hopkins Bloomberg School of Public 
Health, 111 Market Place, Suite 310, 
Baltimore, MD 21202, USA. 

3. By the INFO web site: Go to http://www. 
infoforhealth.org/inforeports/infoelectsub.php 
and follow instructions for subscribing. 

Please Note: If you don't want to sub-
scribe but wish to order INDIVIDUAL
issues of INFO Reports and other 
publications from the Center for
Communication Programs at the Johns
Hopkins Bloomberg School of Public
Health, please send an e-mail to:
orders@jhuccp.org, or go to our on-line
order form at: http//www.jhuccp.org/
cgi-bin/orders/orderform.cgi, or write 
to Orders, Center for Communication
Programs, Johns Hopkins Bloomberg
School of Public Health, 111 Market
Place, Suite 310, Baltimore, MD 21202,
USA. 
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