
Condoms: Fears of partner disapproval, 
less pleasure linked to teens’ nonuse
Give teens accurate information regarding use of condoms

If your adolescent patients are not using condoms for protection, are
you exploring the reasons behind such decisions? Results of a just-
published survey of more than 1,400 adolescents and young adults

indicate that teens who don’t use condoms were significantly more
likely to believe that condoms reduce sexual pleasure and also were
more concerned that their partner would not approve of condom use.1

Adolescents might not be getting the information they need when it
comes to condom use and negotiation skills. Commonly used absti-
nence-only curricula don’t provide complete, current, or accurate medi-
cal knowledge about the effectiveness of condoms, states a 2008 review
of current programs.2

The three programs assessed were Me, My World, My Future (published
by Teen-Aid for use by middle school students), Sexuality, Commitment &
Family (published by Teen-Aid for use by high school students), and Why
kNOw (published by AAA Women’s Services for sixth grade through high
school). They often provide inaccurate medical information to adolescents,
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Contraceptive Technology Update
remembers Allan Rosenfield

Reproductive health organizations around the globe are paying tribute
to Allan Rosenfield, MD, dean emeritus of the Columbia University

Mailman School of Public Health and member of the Contraceptive
Technology Update Editorial Advisory Board since its inception.
Rosenfield died Oct. 12, 2008, after being diagnosed in late 2005 with
amyotrophic lateral sclerosis, also known as Lou Gehrig’s disease. He
was 75 years old.

(See Rosenfield, continued on page 136) 



and this information including false or misleading
statements about the effectiveness and safety of
condoms, the review says. The programs inflate the
actual failure rate of condoms, which suggests that
using condoms is somewhat like playing “Russian
roulette” with HIV, the report notes.2

How do abstinence-only and comprehensive
sex education programs compare when it comes

to adolescent sexual behavior? A current assess-
ment of 56 such programs indicates that most
abstinence-only programs did not delay initiation
of sex. However, most comprehensive programs,
which emphasize abstinence and the use of pro-
tection for those who do have sex, showed strong
evidence of positive influence on teens’ sexual
behavior, including delaying initiation of sex and
increasing condom and contraceptive use.3

Focus on condom use

To understand teens’ use of condoms, take a
look at the current research. Investigators from
the Bradley Hasbro Children’s Research Center 
in Providence, RI, and three other institutions
surveyed more than 1,400 adolescents and young
adults between the ages of 15 and 21 who had
unprotected sex in the previous 90 days.1

Study participants in Atlanta, Miami, and
Providence completed an audio computer-
assisted interview to gather information about
sexual risk behaviors including condom use.
Questions included attitudes and perceptions
about condom use, and communication and
negotiation with partners about condom use. The
study group included 797 females and 613 males.
About half were African American. Almost one-
fourth (24%) were Hispanic, and 19% were white. 

Researchers found that two-thirds of adoles-
cents did not use a condom the last time they had
sex. Participants also reported an average of two
partners and about 15 incidents of unprotected
sexual activity within the 90-day period. In addi-
tion to concerns about reduced sexual pleasure
and partner disapproval, teens who did not use
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Teens who don’t use condoms are more likely to
believe that condoms reduce sexual pleasure and are
more concerned that their partner would not approve
of condom use, according to new survey results.
• Commonly used abstinence-only curricula don’t

provide complete, current, or accurate medical
knowledge about condoms, a current review
indicates.

• An assessment indicates that most abstinence
programs did not delay initiation of sex. However,
most comprehensive programs showed strong
evidence of positive influence on teens’ sexual
behavior, including delaying initiation of sex and
increasing condom and contraceptive use.
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condoms also were less likely to discuss condom
use with their partners. Those findings held true
across racial/ethnic groups, gender, and geo-
graphic locations, researchers report.

“It’s clear that we have to address these atti-
tudes, fears, and concerns that many teens have
regarding condom use, if we want to reduce their
risk for contracting a sexually transmitted infec-
tion,” says Larry Brown, MD, professor in the
Department of Psychiatry and Human Behavior in
the Alpert School of Medicine at Brown University.
“The good news is that these attitudes may be eas-
ily influenced and changed through clinical and
community-based interventions.”

What influences condom use?

What are some of the most common attitudes
and concerns influencing condom use in adoles-
cents? Consider these possibilities, says Brown,
who served as lead author for the current research: 

• Teens might have negative feelings about per-
sonal factors about condoms. They might see don-
ning a condom as a hassle, something that will ruin
the mood of sex, and make sex less pleasurable. 

• Teens worry that their partners won’t want to
use condoms, says Brown. They might be suspi-
cious about the reason for using a condom, or they
might want to not use one as a sign of commitment. 

• Teens might not use condoms when they
have difficulty talking with their partners about
condom use in the role of safer sex. Adolescents
might not feel that they are able to refuse or delay
sex until it is safer, says Brown. 

“Two other reasons teenagers and older cou-
ples don’t use condoms is that they think con-
doms don’t work; one reason why they think 
that they don’t work is because they frequently
break,” says Robert Hatcher, MD, MPH, profes-
sor of gynecology and obstetrics at Emory
University School of Medicine in Atlanta. “When
used, condoms are effective in preventing both
infection and pregnancy, and when used cor-
rectly, condoms break only 1% to 2% of the time.” 

What are some specific ways that health care
providers can address those attitudes and con-
cerns? Screen teens’ sexual behavior, says Brown.
Discuss whether they are having sex and whether
condoms are used at all and with all partners. If
consistent condom use is not in play, discuss
what barriers impede such use.

Teach teens how to bring up discussions of sex
and condoms in a mutually caring, respectful,
and tactful manner, says Brown. Counsel that

most partners won’t refuse with this approach, he
notes. (For tips on effective condom counseling,
see the Contraceptive Technology Update article,
“Counsel on correct, consistent condom use,”
February 2008, p. 17.)

Reduce teens’ discomfort with condoms by
encouraging them to continue to try condoms and
finding a brand that provides optimal fit, comfort,
and sensation. Condom makers now are making
condom use more pleasurable with freshening
wipes, lubricants, ribbings, and even vibrating
rings, reports Anita Nelson, MD, professor in the
Obstetrics and Gynecology Department at the
David Geffen School of Medicine at the University
of California in Los Angeles.

Refer teens to small group interventions with
other teens, such as those offered at community-
based organizations, that address those issues,
offers Brown. (For ideas on offering condom
programs at your facility, see the CTU article,
“Condoms: Does your clinic cover the bases?”
December 2006, p. 139.)

Continue to provide comprehensive sexuality
education to adolescent patients, especially if your
state accepts abstinence-only sexuality education
funds. As of August 2008, the following states had
opted out of Title V abstinence-only federal fund-
ing: Alaska, Arizona, California, Colorado,
Connecticut, Delaware, District of Columbia,
Idaho, Iowa, Maine, Massachusetts, Minnesota,
New Jersey, New Mexico, New York, Ohio,
Pennsylvania, Rhode Island, Tennessee, Vermont,
Virginia, Washington, Wisconsin, and Wyoming.4

States that have rejected federal abstinence-
only funds generally cite concerns about the effi-
cacy and accuracy of abstinence-only curricula.4

Those states also tend to have progressive gov-
ernments and strong advocates for comprehen-
sive sexuality education, notes an overview of
state trends.4

Give teens the facts about the condom’s role in
prevention of sexually transmitted diseases (STDs).
When placed on the penis before any genital contact
and used throughout intercourse, condoms prevent
direct contact with semen; genital lesions and sub-
clinical viral shedding on the glans and shaft of the
penis; and penile, vaginal, and anal discharges 
or infectious fluids, according to Contraceptive
Technology.5 Condoms thus greatly reduce the risk 
of STDs that are transmitted primarily to or from
the penile urethra, such as gonorrhea, chlamydia,
trichomoniasis, hepatitis B infection, and HIV, it
advises. Condoms also provide protection against
STDs that are transmitted primarily through 
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skin-to-skin contact or mucosal surface contact,
such as genital herpes, human papillomavirus,
syphilis, and chancroid.5
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Research focuses 
on sterilization regret

Black women who undergo tubal sterilization
to prevent future pregnancies are more likely

than their white counterparts to regret the deci-
sion, results from a new study indicate.1

According to the analysis of data from the
National Survey of Family Growth (NSFG), age 
at the time of sterilization was the most powerful
predictor of post-sterilization regret, which is con-
sistent with other studies, states Sonya Borrero,
MD, lead author of the current research and assis-
tant professor of medicine at the University of
Pittsburgh School of Medicine. The likelihood of
regret declines continuously until a woman reaches
her 40s, she explains. [Research from the land-
mark prospective, multicenter, observational
study, the United States Collaborative Review of
Sterilization (CREST), indicates that women 30
years of age and younger at the time of steriliza-
tion have an increased probability of expressing
regret.2 See the Contraceptive Technology Update
article, “Young age a factor in sterilization regret,”
October 1999, p. 116.]

“Because young age was such a strong predic-
tor of regret, we stratified our analyses by age
group to look at factors influencing regret in
older women,” Borrero reports. “Among women
ages 30-44, black race predicted subsequent regret
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Rosenfield had served as dean at the New
York City school since 1986, and he was named
dean emeritus in 2008. Among his many accom-
plishments, Rosenfield served as national chair 
of Planned Parenthood Federation of America
(PPFA), bringing attention to the field of maternal
mortality. PPFA honored Rosenfield in 2006 with
the PPFA Margaret Sanger Award, its highest, 
for his lifelong dedication to women’s health and
rights. “Allan Rosenfield believed in the power of
humankind to change the world for the better,”
read a statement issued by PPFA. “He will be
missed not only by his friends and family, but by
all of us who recognize his lifelong contributions
to the health of women and their families.”

Rosenfield was internationally recognized for
his innovative public health work on women’s
reproductive health and human rights, innovative
family planning studies, strategies to address
maternal mortality in poor countries, and efforts 
to address the HIV/AIDS pandemic.

Georges Benjamin, MD, FACP, executive
director of the American Public Health Association,
said in a public statement, “Dr. Rosenfield was not
only a great leader for the public health community,
but was also a great advocate for the populations
with whom he worked.”

Rosenfield served as co-author of a 1986 paper
on maternal mortality that posed the question,
“Where is the M in MCH [Maternal and Child
Health]?” Published in The Lancet, it called atten-
tion to the crisis in women’s health where providers
focused on the health of children at the expense of
women. This seminal paper led international health
groups and policy-makers to focus on poor mater-
nal health.

Rosenfield served as co-principal investigator of
the Mother-To-Child Transmission-Plus Initiative,
the first major multicountry, family-centered HIV
care and treatment program in resource-limited
settings. Established in 2002, the program now
links prevention of mother-to-child transmission in
13 sites in nine countries with care and treatment
for women living with HIV, their children, and their
partners. 

Rosenfield is survived by his wife, Clare; son
and daughter-in-law, Paul and Rachel Rosenfield;
daughter and son-in-law Jill and Marc Baker; and
five grandchildren. In lieu of flowers, the family
requests that donations be made to the Allan
Rosenfield Fund, Mailman School of Public Health,
722 W. 168th St., 14th Floor, New York, NY 10032,
or online at giving.columbia.edu/giveonline. ■
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even after controlling for socioeconomic factors.”
Borrero says it is unclear if this current finding

is related to racial differences in decision making,
counseling at the time of sterilization, or subse-
quent life events that might be more likely to occur
to black women compared to white women, such
as a change in partner or loss of a child. More stud-
ies are needed to sort out the reasons for the racial
disparity. In the meantime, providers should keep
the findings in mind when counseling patients on
tubal sterilization, the research concludes. 

Why is it so important to understand the impact
of regret when it comes to female sterilization?
Tubal sterilization is the second most popular
method of contraception in the United States.3

Racial/ethnic variations exist in the use of steriliza-
tion; in an analysis using the 2002 NSFG, black
women were more likely to be sterilized compared
with white women after controlling for important
socioeconomic confounders such as age, insurance
status, marital status, education, parity, religion,
and income.4

Keep in mind that few of the women who
undergo tubal sterilization or whose husbands
undergo vasectomy later go on to regret either pro-
cedure, according to a study drawn from CREST
data. Its findings indicate that the proportion of
women who experience regret essentially is the
same (about 7%) five years after their husbands’
vasectomy or their own tubal sterilization.5 (CTU
reported on the data in the article, “New data
address impact of sterilization,” January 2003, 
p. 7.)

Analysis of the CREST data indicates the 14-year
cumulative probability of requested reversal infor-
mation was 14.3%; but in women under age 24
who underwent sterilization, the request for rever-
sal information was as high as 40.4%. Risk factors
for increased regret include having received less
information about the procedure, having had less
access to information or support for other contra-
ceptive method use, and having made the decision
under pressure from a spouse or because of medi-
cal indications.6

“Those women who do express regret are gen-
erally either very young; in an unstable relation-
ship; are experiencing general life stresses —
financial, relationship ending; having the proce-
dure based on someone else’s needs; counting on
the possibility of reversal; counting on adoption
later in life; just gave birth or had an abortion; or
not consulting a partner or . . . telling anyone,”
says Marsha Gelt, MPH, project director at the
Center for Health Training in Oakland, CA. Gelt
has provided training on sterilization counseling. 

Consider it permanent

There are unique ethical considerations when it
comes to sterilization as a method of contraception
because, unlike other methods, it is permanent and
has far-reaching implications, according to a 2007
committee opinion issued by American College of
Obstetricians and Gynecologists (ACOG).7

Women considering sterilization need compre-
hensive counseling on all of the reversible contra-
ceptive alternatives, advises the ACOG committee
opinion. Women considering sterilization also
need to understand that while there are techniques
that attempt to reverse tubal ligations, they require
invasive surgery and have no guarantees of suc-
cess, the opinion advises.

Talk with women about the potential of future
regret with sterilization, as well as inform them
about the estimated failure rate as well as the risk
of ectopic pregnancy with sterilization. According
to Contraceptive Technology, failure rates for tubal
sterilization are roughly comparable to those of 
the intrauterine device: the copper T380A device
has a five-year cumulative failure rate of 14 per
1,000 procedures, and levonorgestrel devices range
from five to 11 failures per 1,000 procedures.6

Although women do not need consent from
others to undergo sterilization, encourage them to
discuss their decision with their husband or other
appropriate intimate partner because sterilization
affects them as well, advises the ACOG opinion. 
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Black women who undergo tubal sterilization to
prevent future pregnancies are more likely than
their white counterparts to regret the decision, new
study results indicate.
• Tubal sterilization is the second most popular

contraception method in the United States. The
proportion of women who experience regret
essentially is the same (about 7%) five years
after their husbands’ vasectomy or their own
tubal sterilization.

• Sterilization should be considered a permanent
form of birth control. Techniques that attempt to
reverse tubal ligations require invasive surgery
and have no guarantees of success. Women
considering sterilization need counseling on all
reversible contraceptive alternatives. 
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U.S. report eyes 
abortion trends

According to a new report released by the
Guttmacher Institute, the rate of abortion in

the United States is at its lowest level since 1974.1

However, this overall trend masks large dispari-
ties in rates of unintended pregnancy and abor-
tion across demographic subgroups. 

While abortion rates have declined among all
racial and ethnic groups, Hispanic and black
women are obtaining abortions at rates three and
five times higher, respectively, than non-Hispanic
white women, the report shows. Between 1994 and
2004, the abortion rate for Hispanic women fell by
20%, from 35 to 28 per 1,000 women ages 15-44.
This decrease was less than the 30% decline among
non-Hispanic white women (from 15 to 11 per
1,000), but more than the 15% decline among black
women (from 59 to 50 per 1,000). These variances in
rates reflect disparities in unintended pregnancy, as
well as in access to the most effective contraceptive
methods, the report states. 

“After so many years of family planning
progress, it is disheartening to see the gaps in repro-
ductive health outcomes widening again,” states
Sharon Camp, PhD, president and chief executive
officer of the Guttmacher Institute. “Clearly, we
need to re-energize the public commitment to qual-
ity contraceptive services for all American women.”

A substantial drop in the abortion rates of
teenagers and women ages 20-24 accounts for
much of the overall decline in abortions from
1989 to 2004. During this period, the abortion rate
of women in their 30s changed little, while the
rate of women ages 40 or older slightly increased.
Despite the increase, women ages 40 or older
have consistently been those with the lowest
abortion rate, the report notes.

Women in their 20s account for the majority
(57%) of abortions, the report shows. Minors
account for fewer than 7% of all abortions.

Abortion is far more common among unmar-
ried women than married women, although rates
for both groups have dropped significantly in the
past 15 years. When looking at race and ethnicities,
black women account for 37% of abortions, non-
Hispanic white women for 34%, Hispanic women
for 22%, and women of other races for 8%.

Medication abortion procedures appear to
have affected abortion practice, the report states.
The proportion of procedures performed in the
earliest weeks of pregnancy (before nine weeks 
of gestation) has increased from about 50% in 
the early 1980s to 61% in 2004. The proportion of
abortions performed after 12 weeks of pregnancy
has changed little, and less than 0.2% take place
after 24 weeks, the analysis shows. “The continu-
ing trend toward very early abortions ought to
help us refocus the public debate away from the
controversial, but very small, number of late-term
abortions,” says Camp.

Over the past three decades, the proportion of
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The rate of abortion in the United States is at its low-
est level since 1974; however, this overall trend
masks large disparities in rates of unintended preg-
nancy and abortion across demographic subgroups,
a new report states. 
• While abortion rates have declined among all

racial and ethnic groups, Hispanic and black
women are obtaining abortions at rates three and
five times higher, respectively, than non-Hispanic
white women, report findings indicate.

• Medication abortion procedures appear to have
impacted abortion practice, the report states. The
proportion of procedures performed in the earli-
est weeks of pregnancy (before nine weeks of
gestation) has increased from about 50% in the
early 1980s to 61% in 2004. 
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abortions obtained by teens has dropped steadily,
from 33% in 1974, to 25% in 1989, then to 17% in
2004. In 2004, more than half of all abortions (57%)
were obtained by women in their 20s, the report
states. Teen abortion rates also have declined, drop-
ping from 42 per 1,000 women ages 15-19 in 1989 to
20 in 2004. 

A large part of the decline in abortions among
teens is likely attributable to increased use of con-
traceptives and use of more effective methods,
the report states. However, the decrease in the
abortion rates among teen-agers and women ages
20-24 from the early 1990s to 2001 was accompa-
nied by an increase in the proportion of unin-
tended pregnancies ending in birth.2 This finding
suggests that part of the decline among these
women might be due to an increase in the pro-
portion of unintended pregnancies continued to 
a birth, the report notes.

Behind the vast majority of abortions is an
unintended pregnancy. Because women of color
are much more likely to experience unintended
pregnancies than any other group, they also are
more likely to seek and obtain abortions, says
Rachel Jones, PhD, senior research associate at
the Guttmacher Institute.

Previous Guttmacher research has found that
unintended pregnancy and abortion rates also are
increasing among poor and low-income women,
states Jones. Research released earlier this year
indicates that half of women at risk are not fully
protected from an unplanned pregnancy: 8% use
no contraception at all, 15% have gaps in use, and
27% use their method inconsistently or incorrectly.3

(Contraceptive Technology Update reported on the
research in the article “Contraception: To use or
not to use isn’t the only question for women,”
July 2008, p. 73.)

“Policy-makers at the state and federal levels
should be asking themselves what can be done to
help poor women and women of color prevent
unintended pregnancies and achieve better health
outcomes more generally,” Jones states.
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Check binge drinking 
in reviewing STD risks

When discussing risks for sexually transmitted
diseases (STDs), you cover such topics as

condom use, but do you also address alcohol use,
specifically binge drinking? Results of a new study
indicate that you should. Researchers who exam-
ined such behavior by gender at an STD clinic
found that drinking five or more alcoholic bever-
ages at one time increased the risk of unsafe sexual
behaviors and having an STD for female patients.1

To conduct the study, researchers approached 795
STD clinic patients at the Baltimore City Health
Department who were being evaluated and/or
treated for STDs. Of those approached, 671 (322
males, 349 females; 95% African American, 83% het-
erosexual) agreed to answer questions about their
recent alcohol/drug use and risky sexual behaviors
using computer-assisted self-interview technology.
The association between binge drinking and sexual
behaviors/STDs was analyzed and adjusted for
age, employment, and drug use.

The research findings indicate that binge drink-
ing among female STD clinic patients was associ-
ated with certain risky sexual behaviors. Within
gender, women binge drinkers were twice as likely
to have multiple sex partners compared to women
who did not drink alcohol. Compared to nondrink-
ing women, women binge drinkers also were five
times as likely to have gonorrhea, researchers
found.1

“While our study did not examine cause, it cer-
tainly showed that binge drinking is associated
with risky sex in women, a fact backed up the
finding of higher rates of gonorrhea in women,”
says Heidi Hutton, PhD, assistant professor of
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In a new study that examined behavior for risk of
sexually transmitted disease (STD) by gender at a
Baltimore STD clinic, drinking five or more alcoholic
beverages at one time increased the risk of unsafe
sexual behaviors and having an STD for females.
• Within gender, women binge drinkers were twice

as likely to have multiple sex partners compared
to women who do not drink alcohol. 

• Compared to nondrinking women, women binge
drinkers also were five times as likely to have
gonorrhea, the findings suggest.
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psychiatry and behavioral sciences at Johns
Hopkins University School of Medicine and
corresponding author for the study. 

The National Institute of Alcohol Abuse and
Alcoholism (NIAAA) defines binge drinking as a
pattern of alcohol consumption that brings a per-
son’s blood alcohol concentration to 0.08 g% or
above. To achieve this blood level concentration,
men typically need to consume five or more
drinks, and women need to consume four or
more drinks, in about two hours.2

To determine possible binge drinking behavior,
Geetanjali Chander, MD, MPH, assistant profes-
sor of medicine in the Division of General Internal
Medicine at Johns Hopkins University School 
of Medicine, suggests a standard approach
recommended by the NIAAA. First, ask, “Do 
you sometimes drink beer, wine, or other alco-
holic beverages?” If yes, then ask a screening
question about heavy drinking days: “How many
times in the past year have you had four or more
drinks in a day (for women) or five or more
drinks per day (for men)?” 

Adolescents and young adults are at special
risk for binge drinking. About 90% of the alcohol
consumed by U.S. citizens under age 21 is in the
form of binge drinks.3 The proportion of current
drinkers that binge drinking is highest in the 18-
to 20-year-old group.4

Results from a 2003 published survey indicate
that most sexually active single women believe they
are at low risk for contracting STDs, yet their risk
profiles are similar to those in higher-risk popula-
tions.5 Researchers surveyed 1,210 women ages 18-
25 by telephone about demographic characteristics
and risk behaviors such as episodes of binge drink-
ing, history of vaginal sex and STDs, perceived STD
risk, overall condom use, and partner-specific con-
dom use. Both students and nonstudents were
included in the survey. An analysis of the results
indicates binge drinking significantly was associ-
ated with unprotected sex among nonstudents, but
not so with students. The finding might be due to
the fact that while colleges offer educational pro-
grams on binge drinking and impaired judgment,
most nonstudents may not have access to such pro-
grams and information, researchers report.5

When discussing alcohol use with patients, use
the following tips from the NIAAA to help them
curb alcohol use:6

• When you do drink, pace yourself. Sip
slowly. Have no more than one drink with alco-
hol per hour. Alternate “drink spacers” — nonal-
coholic drinks such as water, soda, or juice —

with drinks containing alcohol.
• Don’t drink on an empty stomach — have

some food so the alcohol will be absorbed more
slowly into your system.

• What triggers your urge to drink? If certain
people or places make you drink even when you
don’t want to, try to avoid them. If certain activi-
ties, times of day, or feelings trigger the urge, plan
what you’ll do instead of drinking. If drinking at
home is a problem, keep little or no alcohol there.

• When an urge to drink hits, consider these
options: Remind yourself of your reasons for
changing, or talk it through with someone you
trust. Get involved with a healthy, distracting activ-
ity. “Urge surf” — instead of fighting the feeling,
accept it and ride it out, knowing that it soon will
crest like a wave and pass.

• You are likely to be offered a drink at times
when you don’t want one. Have a polite, convinc-
ing “no, thanks” ready. The faster you can say no
to those offers, the less likely you are to give in. If
you hesitate, it allows time to think of excuses to
go along.

Note that a person’s blood alcohol concentra-
tion can continue to rise even while he or she is
passed out. Even after a person stops drinking,
alcohol in the stomach and intestine continues to
enter the bloodstream and circulate throughout
the body, so do not assume a person will be fine
by “sleeping it off.” Talk about the critical signs
for alcohol poisoning: mental confusion, stupor,
coma, or person cannot be roused; vomiting;
seizures; slow breathing (fewer than eight breaths
per minute); irregular breathing (10 seconds or
more between breaths); hypothermia, bluish skin
color, paleness.7

Students whose roommates are unconscious or
close to unconscious from binge drinking should
be taken immediately to the university infirmary,
says Robert Hatcher, MD, MPH, professor of
gynecology and obstetrics at Emory University
School of Medicine in Atlanta. 
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Pelvic floor disorders 
affect about 1 in 4 women

Nearly 24% of U.S. women are affected with
one or more pelvic floor disorders, report

researchers funded by the National Institutes of
Health (NIH).1 The analysis is the first to docu-
ment the extent of such conditions in a nationally
representative sample.

Pelvic floor disorders occur when the pelvic mus-
cles and connective tissue, which hold the bladder,
uterus, bowel, and rectum in place, are weakened
or injured. Such disorders include urinary inconti-
nence, fecal incontinence, and pelvic organ pro-
lapse, which results when pelvic organs such as the
uterus, bladder, and bowel collapse onto the vagina.
(For more about pelvic floor disorders, see the
Contraceptive Technology Update article “Up the
radar for pelvic floor disorders,” May 2008, p. 53.)

The study of nearly 2,000 women in seven 
U.S. cities found that the proportion of women
who reported at least one pelvic floor disorder
increased with age: 9.7% of women ages 20-39,
26.5% of women ages 40-59, 36.8% of women
ages 60-79, and 49.7% of women 80 or older.

The study was conducted by researchers in
NIH’s Pelvic Floor Disorders Network, which
seeks to improve diagnosis, treatment, and pre-
vention of pelvic floor disorders in women. 

The 1,961 women who participated in the survey
answered questions about symptoms of pelvic floor
disorders. The women were ages 20 and older and
were not pregnant. Overall, 23.7% of the women
had symptoms of at least one pelvic floor disorder:
15.7% had urinary incontinence, 9% had fecal
incontinence, and 2.9% had symptoms of pelvic

organ prolapse. 
Underweight and normal weight women were

less likely to have a pelvic floor disorder (15.1%)
than were overweight women (26.3%) and obese
women (30.4%), researchers report. The preva-
lence of pelvic floor disorders also varied with
the number of times a woman had given birth:
12.8% for women who had never given birth,
18.4% of women who had one child, 24.6% of
women who had two children, and 32.4% for
women who had three or more children.

The researchers did not find any differences in
pelvic floor disorders based on race, ethnicity, or
level of education achieved. The researchers
noted that their study focused on moderate to
severe forms of pelvic floor disorders, and so did
not include women with mild symptoms. 

Treatment for pelvic floor disorders varies with
the severity of symptoms. Treatment may involve
behavioral therapies, exercises to strengthen mus-
cles, vaginal devices such as pessaries to hold up
the bladder or other pelvic organs, medications, 
or surgery. Physicians with expertise in caring 
for pelvic floor disorders offer a variety of nonsurgi-
cal and surgical treatments that can significantly
improve the quality of life for patients with those
problems, says Joseph Schaffer, MD, professor of
obstetrics and gynecology at University of Texas
Southwestern Medical Center and a co-author of
the current research. Patients with pelvic floor dis-
orders should be encouraged to seek care from
health care providers, particularly those with exper-
tise in pelvic floor medicine and surgery, he says.

The Pelvic Floor Disorders Network recently
completed a large clinical trial comparing the 
use of pessary with and without pelvic floor
muscle training for the treatment of urinary
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Nearly 24% of U.S. women are affected with one or
more pelvic floor disorders, a new report shows. The
analysis is the first to document the extent of such
conditions in a nationally representative sample.
• Pelvic floor disorders occur when the pelvic mus-

cles and connective tissue, which hold the bladder,
uterus, bowel, and rectum in place, are weakened
or injured. Such disorders include urinary inconti-
nence, fecal incontinence, and pelvic organ pro-
lapse, which results when pelvic organs collapse
onto the vagina. 

• Ongoing research is being conducted by the fed-
erally funded Pelvic Floor Disorders Network.
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incontinence. Those results will be available in
2009, says Susan Meikle, MD, MSPH, network
project scientist. Other ongoing studies include
testing different surgical procedures to correct
pelvic floor prolapse, evaluating strategies
patients have adapted when they have fecal
incontinence, and a trial of surgical prophylaxis
of stress urinary incontinence including patient
preferences for treatments, she reports. 

Network researchers published evidence in
2006 indicating that by performing two surgical
procedures during the same operation, the inci-
dence of urinary incontinence in women with
pelvic organ prolapse is halved.2

To treat patients with pelvic organ prolapse,
providers traditionally have recommended a sin-
gle surgical procedure known as sacrocolpopexy,
whereby surgical mesh and sutures are used 
to anchor the vagina to the sacrum. However,
after sacrocolpopexy, many women experience
incontinence, which makes them candidates for 
a second surgical procedure, known as the Burch
colposuspension. This procedure calls for addi-
tional sutures to be sewn through the wall of the
vagina and anchored to ligaments inside the
pelvic cavity, near the pubic bone.

Network investigators undertook the study to
determine if proactively performing the Burch
colposuspension at the same time as sacro-
colpopexy might prove effective at preventing
incontinence in women with prolapse who did
not have symptoms of stress incontinence before
surgery. In women without stress incontinence
who were undergoing abdominal sacrocolpopexy
for prolapse, Burch colposuspension significantly
reduced postoperative symptoms of stress incon-
tinence without increasing other urinary tract
symptoms, researchers report.2
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Global AIDS program: 
More money, new flaws
By Adam Sonfield
Senior Public Policy Associate
Guttmacher Institute
Washington, DC

On July 30, President Bush signed a law revis-
ing and renewing the President’s Emergency

Plan for AIDS Relief (PEPFAR).1 In a deal reminis-
cent of the one that produced the original 2003
law, Bush and congressional conservatives agreed
to more than triple the funding for the program
in exchange for significant policy concessions
from congressional progressives, particularly in
the area of HIV prevention.2

The two sides agreed to authorize $48 billion
over five years for HIV/AIDS, tuberculosis, and
malaria — up from a total of $15 billion over the
first five years of the program. If the new funding
goals are met, the program’s future impact should
be even greater. The additional funding also is
meant to help train at least 140,000 new health care
workers and to help countries bolster their over-
taxed health systems and better integrate HIV/
AIDS services.

The revised PEPFAR law eliminates or eases a
series of spending requirements in the original law
that hampered flexibility at the local level. One
major change is in regard to treatment. The old law
earmarked 55% of funding for treatment; the cur-
rent law includes a similar earmark (50%) but
allows the money to go toward care, as well as
treatment. This change is critical to helping the
ever-growing population living with HIV for long
periods of time. 

Another important change is in regard to
prevention and PEPFAR’s emphasis on abstinence
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promotion. Under the revised law, the global AIDS
coordinator is required to develop a strategy to
prevent the sexual transmission of HIV in which 
at least half of funding is directed to “activities
promoting abstinence, delay of sexual debut,
monogamy, fidelity and partner reduction” —
which is to say, prevention activities other than
those exclusively promoting condom use among
sexually active people. This requirement only
applies in countries with generalized epidemics,
and not in those countries where HIV is more con-
centrated (among sex workers, for example). 

This replaces a more restrictive earmark from the
original PEPFAR law that required abstinence-until-
marriage programs to receive at least one-third of
all HIV prevention funds. Notably, that original ear-
mark applied to all prevention funds — including
those targeting the nonsexual transmission of HIV,
such as mother-to-child — and in all countries
regardless of the nature of their epidemics.

A major concession on the part of congressional
progressives is that the new law avoids all mention
of family planning or reproductive health services.
The revised PEPFAR law explicitly promotes link-
ages between HIV prevention and treatment pro-
grams and a wide array of related services, from
maternal and child health care to substance abuse
services. An early draft of the bill included family
planning programs in these efforts and encouraged
them to provide referral or even provide PEPFAR-
supported HIV prevention services on site. It also
would have allowed PEPFAR to fund voluntary
contraceptive services at HIV treatment sites for
women seeking to delay or avoid pregnancy. The
administration and congressional conservatives

fought hard and vocally to eliminate these provi-
sions, despite the fact that the administration itself
already had taken steps to better integrate family
planning and HIV prevention services.3

Remaining untouched from the 2003 law is a
requirement that nongovernmental organizations
wishing to receive PEPFAR funding take a pledge
in opposition to prostitution. This provision is
currently in litigation over its impact on U.S.-
based organizations’ free speech rights.

The new law also strengthens a “conscience”
provision under PEPFAR, allowing organizations
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CNE/CME Instructions 

Physicians and nurses participate in this continu-
ing medical education/continuing education

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 confusion surround-
ing any questions answered incorrectly, please
consult the source material. The semester ends
with this 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 informa-
tion into daily practices, according to advice from nation-
ally recognized family planning experts. 

21. Condoms greatly reduce the risk of STDs that are
transmitted primarily to or from the penile urethra,
Contraceptive Technology advises. What are exam-
ples of sexually transmitted infections that are NOT
transmitted primarily to or from the penile urethra?

A. Gonorrhea, chlamydia, trichomoniasis
B. Trichomoniasis, hepatitis B infection, HIV
C. Gonorrhea, chlamydia, HIV
D. Genital herpes, human papillomavirus, syphilis

22. What is the second most popular method of contra-
ception in the United States?

A. Tubal sterilization 
B. Oral contraceptives
C. Male condoms
D. Progestin-only injections

23. Which group of women accounts for the majority of
abortions in the United States?

A. Women in their teens
B. Women in their 20s 
C. Women in their 30s
D. Women in their 40s

24. Recent research indicates that among female STD
clinic patients, binge drinking was associated with cer-
tain risky sexual behaviors. What percentage of the
alcohol consumed by U.S. citizens under age 21 is in
the form of binge drinks?

A. About 50% 
B. About 75% 
C. About 90% 
D. About 98% 

Answers: 21. D; 22. A; 23. B; 24. C.



with a moral or religious objection to condom use
to opt out of even providing information or refer-
ral about that option. Faith-based organizations,
under both the original and the revised law, are
given priority in receiving funding.

The new administration and Congress will have
ample opportunities to fix the shortcomings of 
the revised law. Early in 2009, the president will
appoint a new global AIDS coordinator who will
be responsible for interpreting and writing guid-
ance on the updated PEPFAR law. 

If the administration cannot or will not address
problems that emerge with the new law, Congress
could make further adjustments to the law itself, as
it did in several subtle but important ways with the
2003 law. Its most important decision, however,
might be in regard to funding and whether it can
fully fund PEPFAR in the face of the current fiscal
crisis. 
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