
Carter-Wallace debuts new
polyurethane condom in U.S.
Trojan Supra Microsheer joins Durex Avanti; others eye market

Beginning this month, U.S. condom users will have a choice in
male polyurethane condoms when Carter-Wallace of Cranbury,
NJ, introduces its first polyurethane condom, the Trojan Supra

Microsheer. The Trojan condom joins the Durex Avanti manufactured by
London International Group of London, England, as the only nonlatex
synthetic male condoms now available in the United States. The sole
condom for women, the Reality female condom from the Female Health
Co. of Chicago, also is polyurethane.

More options are in store as Sensicon Corp. of Vista, CA, has obtained
510K approval from the U.S. Food and Drug Administration (FDA) for
four styles of condoms made of synthetic thermoplastic elastomer. Mayer
Laboratories of Oakland, CA, plans to follow this month’s Canadian
launch of its polyurethane EZ*ON condom with a U.S. introduction
sometime in 2000. 

As the demand for condoms has grown as part of the safer-sex strat-
egy to combat the spread of HIV/AIDS and other sexually transmitted
diseases, so has the development of new synthetic styles of protection.
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Choices in nonlatex synthetic condoms are expanding for American condom
users. This month marks the introduction of the Trojan Supra Microsheer
from Carter-Wallace of Cranbury, NJ, as the second male polyurethane
condom. The sole female condom, the Reality from the Female Health Co.
of Chicago, also is made of polyurethane.
• Condoms manufactured from polyurethane and other plastics do not

cause allergic reactions. They are more resistant to deterioration, may
enhance sensitivity, and are compatible with oil-based lubricants.

• The Durex Avanti condom from the London International Group was the
first nonlatex condom to enter the United States. Two California compa-
nies, Mayer Laboratories and Sensicon Corp., plan to introduce nonlatex
condoms in this country.
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Initial interest in nonlatex condoms was piqued
by the concern for those men and women who
have latex hypersensitivity. It is estimated that 
1 to 2 million American men and women are
allergic to latex.1

Condoms manufactured from polyurethane
and other plastics are more resistant to deteriora-
tion and may enhance sensitivity, according to the
current edition of Contraceptive Technology.2 And
unlike latex, these condoms are compatible with
oil-based lubricants.3

Now there are two choices

The Trojan Supra Microsheer is manufactured
from a medical grade, high-performance elas-
tomer polyurethane material, states Richard
Kline, group vice president for the personal
products marketing department of Carter
Products, the Carter-Wallace division charged
with condom sales. It has a flared-wall design
with an integral ring at the open end, and con-
tains a spermicidal lubricant. The condoms will
be sold in both three- and six-count packages.

Carter-Wallace has received FDA clearance for
two variations of the polyurethane condom: one
lubricated with silicone, and the condom mar-
keted as the Trojan Supra Microsheer, which is
lubricated with silicone and the spermicide
nonoxynol-9.4

The Trojan condom is manufactured through 
a dipping process of an aliphatic polyurethane
material, which results in a condom that has a
higher tensile strength and break force than a
latex condom.4

The Durex Avanti entered the U.S. market in
1994 and is available in the United Kingdom, Italy,
Germany, Holland, and the Nordic countries,
according to Karen McInnes of London Interna-
tional Group’s corporate affairs department. The
Avanti is available in one size and thickness and is
sold in two- and five-condom packs.

U.S. availability of the Avanti is not widespread;
some family planners still report problems in
locating the product on local market shelves. The
Internet has served as an alternate source of the

Avanti, listed as a top seller on Condomania, the
Web site for a Los Angeles-based retail business
(http://www.condomania.com).

The FDA has cleared seven male synthetic con-
doms for marketing through its 510K substantial
equivalence submission process, according to Jeff
Grant, operations director for Sensicon Corp., a
spin-off company from the former Tactyl Technol-
ogies, also in Vista, CA.

The seven condoms are the Avanti, the Trojan
Supra Microsheer and a similar nonlubricated ver-
sion, and four styles from Sensicon Corp.: a stan-
dard condom in both spermicidally lubricated and
nonlubricated versions, a “baggy” condom, and a
low-modulus/high elongation standard condom.
All of the Sensicon condoms are manufactured
from Tactylon, a nonlatex elastomer formulation 
of styrene ethylene butylene styrene.

Sensicon’s material has similar elastic properties
to latex but is translucent when nonlubricated and
clear when treated with a silicone lubricant. Sensi-
con condoms employ a vertical dipping manufac-
turing process and have a minimal rim at the open
end.5 The company’s low-modulus/high-elonga-
tion condom is the focus of a contraceptive efficacy
study funded by the National Institutes of Health
in Bethesda, MD, and performed by the California
Family Health Council in Los Angeles.

“We are about three-quarters of the way
through that study,” Grant says. “We are really
excited with the results to date.”

Findings published in 1992 show that the
Sensicon Tactylon condom performs as well and
is as acceptable to users as the latex condom.6

A similar comparison study by Family Health
International, a Research Triangle Park, NC-based
research firm, reflect slightly higher breakage
rates for Tactylon condoms over the latex control.7

The FDA 510K approval allows condom com-
panies to market new nonlatex condoms. How-
ever, all synthetic condoms are required to have
an interim labeling step until the required exten-
sive clinical trials on contraceptive efficacy are
completed.5

The Durex Avanti entered the United States
under the 510K approval process. Since that time,
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it has completed a contraceptive efficacy study.
Results from the study show that while the
Avanti compares well with a latex condom in
terms of pregnancy prevention, it falls short
when it comes to product performance. In 1,804
uses, the Avanti broke 66 times and fell off 22
times during intercourse, and it broke six times
and fell off 60 times during withdrawal. In 1,882
uses, the control latex condom broke seven times
and fell off three times during sex, and it broke
once and fell off 20 times during withdrawal.8

(For a full review of the study, see Contraceptive
Technology Update, October 1997, pp. 123-125.)

Sensicon will not divulge its timetable in bring-
ing its products to market. The company is mak-
ing sure it has all proper information in hand
before it introduces its condoms, says Grant.
Mayer Laboratories, now marketing its EZ*ON
polyurethane condom in a number of European
countries and entering the Canadian market this
month, says it is considering entering the U.S.
market as early as next year once it receives pre-
liminary 510K approval, according to David
Mayer, company president. A contraceptive effi-
cacy trial on the EZ*ON condom has just entered
the enrollment phase, he says.

Bi-directional donning

The EZ*ON is a thermal-formed condom 
manufactured from extruded polyurethane film.
The condom was developed by Family Health
International, with Mayer Laboratories acquiring
worldwide rights for its manufacture, marketing,
distribution, and sales in 1995. (Family planners
may remember this condom as the PolyMAXX.
See CTU, July 1996, pp. 77-79, for details.) 

EZ*ON, with its bi-directional donning, is the
first condom with no “wrong” side. It can be
unrolled in both directions, and flanges located
around the base of the condom allow it to be
pulled onto the penis. It is lubricated with
dimethylsiloxane, a nonspermicidal lubricant. 

“We think that that increases the ease of don-
ning the condom,” says Mayer. “We also have
found that it probably will reduce the damage or
trauma to the condom by fingernails, jewelry, or
something else.”

The EZ*ON condom has met safety and confor-
mity standards of the European Community
Medical Device Directives, which allows it to be
marketed in countries accepting such products. It
is finishing a third breakage and slippage study to
earn the FDA’s 510K approval, says Mayer.
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Counsel women to take
ECPs as soon as possible

Further analyses of a randomized, controlled
trial of two different regimens of emergency

contraceptive pills (ECPs) carry an important
message for family planners: The earlier the treat-
ment begins, the more effective it is.

Findings of a 21-center multinational random-
ized controlled trial published last year compared
the Yuzpe ECP regimen of combined oral contra-
ceptives with a progestin-only regimen using lev-
onorgestrel.1 (Contraceptive Technology Update
reported on the results of this study in the
November 1998 issue. See pp. 143-145.)

This study indicated that in both study groups,
the efficacy of both treatments declined with
increasing time following unprotected intercourse.
Researchers took a further look at their results and
now have concluded that in either treatment regi-
men, delaying the first dose by 12 hours increases
the odds of pregnancy by about 50%.2

“We looked at the pregnancy risk by 12-hour
intervals and found that at each 12-hour interval,
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the risk increased by about 50%,” confirms
Helena von Hertzen, medical director with the
Special Programme of Research, Development,
and Research Training in Human Reproduction, 
a division of the World Health Organization
(WHO) in Geneva, Switzerland, which coordi-
nated the study. “This increase was linear and
statistically significant.”

Look at analyses

For its analyses, the researchers looked at both
treatments together because there were too few
cases for each 12-hour interval to draft two sepa-
rate curves, von Hertzen says. The efficacy of
both regimens appears to be highest when the
treatment is taken within the first 12 hours, she
notes.

“This finding supports the earlier finding from
investigators in New Zealand, who reported that
the Yuzpe regimen is more effective if taken within
12 hours than between 13 and 24 hours,”3 she
notes. “In our study, the decrease in efficacy by
delay appeared to be somewhat slower with lev-
onorgestrel compared to the Yuzpe regimen.”

Researchers will be able to clarify the timing of
levonorgestrel-only ECPs further when a large
multicenter trial is completed in early 2000, says
von Hertzen. The study will include the experi-
ences of about 2,800 women who have used the
progestin-only regimen. 

Because the WHO study shows that the Yuzpe
regimen (and the levonorgestrel regimen as well)
is more effective when taken in the first 12 hours
after intercourse, with efficacy declining steadily

in each 12-hour period thereafter, the first ECP
dose should be taken as soon as possible, says
James Trussell, PhD. Trussell is professor of eco-
nomics and public affairs and associate dean of
the Woodrow Wilson School of Public and
International Affairs at Princeton (NJ) University.
The timing of the second dose can be altered if
taking it 12 hours later is impractical, he notes.

Trussell, who presented on ECP provision at the
1999 Contraceptive Technology conferences in San
Francisco and Washington, DC, says this finding of
decreasing effectiveness with increasing delay of
treatment has two clinical implications: Advance
provision of at least a prescription, if not of the
ECPs themselves, is a terrific idea; and clinicians
need to develop some mechanism for providing
EC on the weekends. 

“Having ECPs available from pharmacies, as in
Washington [state], is a great solution,” he says.
(Read more about the project, which allows
direct pharmacy provision of ECPs through col-
laborative agreements between pharmacists and
providers, CTU, June 1998, pp. 79-80.)

Planned Parenthood Federation of America 
in New York City now allows its affiliates to pre-
scribe ECPs over the telephone to all women,
including nonpatients, if the provider obtains a
medical history and informed consent before the
prescription. 

“It is extremely important, if prescribing 
ECPs (as contrasted with providing, which is
definitely preferable), to know that the phar-
macy to which you are sending your patient 
has the specific pill you are prescribing,” says
Robert A. Hatcher, MD, MPH, professor of
OB/GYN at Emory University in Atlanta. “This
is particularly important for Preven [Gynétics,
Belle Mead, NJ] and Ovral [Wyeth-Ayerst Lab-
oratories, Philadelphia], which a number of
pharmacies do not have in stock.” 

Trussell advocates advance education when it
comes to emergency contraception:

• Provide information to women and men in a
culturally sensitive manner during counseling.

• Use posters, brochures, audio and videocas-
settes, and wallet cards to reinforce the message.

• Advertise the availability of your emergency
contraception services.

• Be sure your receptionist and those who
answer the telephone have correct EC informa-
tion on hand.

An informal telephone survey of providers
listed on the Emergency Contraception Web site
(http://www.opr.princeton.edu/ec) and hotline
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The earlier emergency contraceptive pills (ECPs)
are administered, the more effective they are.
• Delaying the first dose by 12 hours increases the

odds of pregnancy by about 50%, conclude
researchers who did further analyses of findings
from a large multicenter trial. The study com-
pared the efficacy of the Yuzpe combined oral
contraceptive regimen and a levonorgestrel-only
regimen.

• Provide patients with either a prescription or a
pack of ECPs to keep on hand before the need
occurs, family planners say. Use counseling,
patient handouts, posters, and other informa-
tional tools to educate female and male patients
on the availability of emergency contraception.
Advertise its availability at your facility.
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(888-NOT-2-LATE) found that about 20% of those
answering the telephone were unable to give
information on EC, notes Trussell. Make sure
your frontline people are prepared; give them a
“FAQ” (frequently asked questions) sheet so they
can correctly answer such calls, says Trussell.
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U.K. distributor pulls
Norplant; U.S. holds firm

While sales of the Norplant implant will be
discontinued in October by its United King-

dom pharmaceutical distributor, the Philadelphia-
based company charged with sales in the United
States affirms its continued support of the contra-
ceptive method.

“The Norplant System is an important part of
Wyeth-Ayerst’s contraceptive franchise,” says
company spokeswoman Audrey Ashby. “A safe
and effective product, it is an attractive option for
many women seeking a safe and effective long-
term contraceptive.”

U.K. distributor Hoechst Marion Roussel AG 
of Frankfurt, Germany, says its decision resulted
from the “ongoing dispute between doctors and
the government over funding of new contracep-
tive technologies, and a four-year ‘trial by media’
associated with failed litigation against the com-
pany.” The result of these two actions affected U.K.
sales to a point where the product is no longer
commercially viable, according to the company.

Hoechst Marion Roussel stresses that its deci-
sion is purely commercial, and its confidence in
the safety and efficacy of the method remains
unchanged.

“I think this action reduces choices, particularly
for older women,” says Pramilla Senanayake,
MD, PhD, assistant director general of the
International Planned Parenthood Federation in

London. “Norplant is a good method and has been
endorsed by our international medical committee
as a safe and effective form of birth control.”

Research on the progestin-only implant system
spans more than 30 years, according to a chronol-
ogy prepared by its developer, the Population
Council in New York City. Leiras Oy of Turku, Fin-
land, holds the worldwide license for the implant’s
manufacture and distribution. The method is now
available in more than 60 countries, with more
than 6 million users worldwide. Norplant received
U.S. market clearance from the U.S. Food and
Drug Administration (FDA) in 1990. 

“This is a safe and effective method, reaffirmed
by the FDA in a 1995 Talk Paper,”1 says Sandra
Waldman, Population Council spokeswoman.
“We regret that women in the United Kingdom
will not have this contraceptive choice after
October.”

Use of the Norplant System, which was
launched in the United Kingdom in 1993, leveled
off at 55,000 in 1995 after a dispute arose between
the British Medical Association and the National
Health Service Executive. The two London-based
organizations clashed over adequate fees for
counseling and insertion of the implant system,
and to date they have not settled their differences,
according to Hoechst Marion Roussel. 

A compensation claim by 275 British women
over alleged side effects of the implant system
also was filed in 1995, touching off a flurry of
media stories. According to Hoechst Marion
Roussel, the claims represented less than half of
1% of U.K. users yet generated more than 400
adverse media reports. 

The lawsuit was abandoned earlier this year
after the Legal Aid Board in London withdrew
funding.2 The claim would have been the first
attempt under the Consumer Protection Act of
1987 to put a prescription-only medicine on trial
as a defective product.2

‘Unholy alliance’ blamed

“This is a very unfortunate additional attack 
on Norplant, comparable to what occurred in 
the U.S.,” observes Allan Rosenfield, MD, 
dean of the school of public health at Columbia
University in New York City. “In the end, here,
none of the cases went anywhere.” (The only 
U.S. jury trial of the Norplant system ended in
September 1998, with the jury finding for Wyeth-
Ayerst. For details, see Contraceptive Technology
Update, November 1998, p. 151. Several other
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claims have been dismissed. See CTU, July 1997,
pp. 87-88.)

Hoechst’s public announcement of its U.K.
sales decision lays blame at the feet of what the
company terms an “unholy alliance’ of bureau-
crats, lawyers, and the media.

“It raises serious questions as to who in the
end decides which products survive on the UK
prescription market — hitherto the province of
doctors and patients,” states the company’s pre-
pared media release. “One has to ask whether the
UK healthcare environment, with its reluctance to
invest and its mushrooming U.S.-style litigation
culture, really wants new technologies — despite
clear benefits to the user and the NHS [National
Health Service].”

Although the decision by Hoechst Marion
Roussel to discontinue Norplant sales was termed
“disappointing” by Toni Benefield, director of
information for the London-based Family
Planning Association, U.K., she points out that
women will be able to use Implanon, a new single-
rod implant system from Netherlands-based N.V.
Organon, when it becomes available later this year.

The single-rod subdermal implant, which 
contains the progestin etonogestrel (3-keto-
desogestrel), is inserted under the skin using 
a nonsurgical approach.3 Results from a nine-
center clinical trial of the method indicate that
Implanon has excellent contraceptive action dur-
ing its three-year lifetime.4 The most frequently
reported complaints with Implanon include
acne, breast pain, headache, and weight gain,
with weight gain and acne cited most often as
reasons for discontinuation.5

Will ‘media hysteria’ affect availability?

While the advent of a new contraceptive does
represent an additional choice, family planners
wonder about the impact of the discontinuation
of an already-established method.

“I have been inserting more Norplants lately,
and patients who are well-counseled about the
method do very well,” notes Sharon Schnare,
RN, FNP, CNM, MSN, a Seattle-based family
planning clinician and consultant who provides
family planning education on an international
basis. “I see very few side effects, especially when
compared to DMPA [depot medroxyprogesterone
acetate], and I am very concerned that media hys-
teria without factual information about Norplant
will again ruin the availability of the most effec-
tive birth control method on the planet.”
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New look for Ortho OCs
aids patients, providers

Get ready to instruct patients on use of the
updated Dialpak oral contraceptive (OC) 

dispenser from Ortho-McNeil Pharmaceutical 
in Raritan, NJ. The company just introduced 
the new packaging with two of its top products,
Ortho Tri-Cyclen and Ortho-Cyclen. The com-
pany plans to phase in the new packaging in its
seven other OC products over the next two
years.

Pills are enclosed in a sleek refillable, reusable,
and recyclable dispenser case that resembles a
makeup compact. When opened, the case dis-
plays the pills, which are packaged to fit around a
dial ring. Refill packs can be inserted in the case
each month, with written instructions to show
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Ortho Tri-Cyclen and Ortho-Cyclen are the first oral
contraceptives from Ortho-McNeil Pharmaceutical
of Raritan, NJ, to feature the updated Dialpak 
dispenser.
• The Dialpak is ready for instant use with an any-

day start and a one-way dial to help minimize the
possibility of mistakes. Its clearly numbered pills
and days of the week help women keep track
throughout the month.

• Pills are enclosed in a sleek, refillable, reusable,
and recyclable dispenser case that resembles a
makeup compact. When opened, the case dis-
plays the pills, which are packaged to fit around
a dial ring. Refill packs can be inserted into the
case each month.
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women how to insert them based on which day
they start their pill cycle.

The new Dialpak is ready for instant use 
with an any-day start and a one-way dial to help
minimize the possibility of mistakes. Its clearly
numbered pills and days of the week help
women keep track during the month, a feature
appreciated by Donnica Moore, MD, president
of Sapphire Women’s Health Group in Branch-
burg, NJ. 

“From a doctor’s perspective, what I like the
most is that each pill is numbered, so if you call
me in the middle of your cycle and say, ‘Dr.
Moore, I’m having some symptoms,’ I can put
that into perspective a whole lot easier by asking
what day you are in your cycle,” notes Moore.
“If you say you are on Day 14 as opposed to say-
ing, ‘I think I got my last period a couple of
weeks ago when I was at my aunt’s house,’ it is
much more precise this way.”

Keeping it simple

While there are no changes in the pills con-
tained in the new Dialpak design, Moore says 
the packaging will improve the pills’ effective-
ness because it makes it easier for women to take
them properly. Research shows that compliance
problems are common among all age groups,
with 47% of women missing one or more pills
per cycle, and 22% missing two or more pills 
per cycle.1

“I haven’t seen the new Dialpak but applaud
any effort to help women reliably use OCs” as
well as to conserve natural resources), says
Michael Rosenberg, MD, MPH, clinical professor
of OB/GYN and epidemiology at the University
of North Carolina and president of Health
Decisions, a private research firm, both in Chapel
Hill. “Such effort by manufacturers is an impor-
tant element of efforts to improve compliance,
along with efforts by physicians and patients
themselves.”

The Dialpak’s discreet design allows it to blend
in with other personal items, so women feel more
at ease keeping it with them during the day. That
feature is an advantage when a pill is missed in
the morning, Moore notes. “[The case] is more like
a make-up compact so women are more likely to
feel comfortable carrying it with them in their
purse,” she points out. “If they forget to take it
first thing in the morning, they can take it second
thing in the morning because they will have it
with them.”

While new packaging can aid in successful
pill taking, the provider continues to play a 
crucial role in encouraging compliance, notes
Rosenberg. It is important to let women who 
are starting OCs know that they may experience
side effects such as spotting or bleeding and that
the side effects most likely will be transient, he
explains.

Education is key

Focus counseling on the transience of most
side effects and identify a backup method should
there be problems with the pills, he says. Help
patients establish a daily pill-taking routine and
offer instructions on dealing with a missed pill.
Use easy-to-understand literature as “take-home”
information. 

Finally, patients should be encouraged to con-
tact the provider if they have any questions or do
experience difficulties, Rosenberg says. All this
needs to presented in a manner that conveys
empathy and concern for the patient, as well as
enthusiasm for the method. 

Whether it is termed “compliance” or “suc-
cess,” remember to focus on the importance of
the daily pill regimen, Moore says. The new
Dialpak can help women achieve success with
pills, she says. 

“There are 3 million unwanted pregnancies
per year in this country, and 65% of them are
from women who say they were using some
form of contraception. As far as I am concerned
as a gynecologist, any innovation that can
reduce that 3 million number is a great step
towards making all pregnancies intended 
pregnancies,” she says.

[Want additional information about preparing
patients for success with OCs? Read the article 
on pp. 45-47 in the April 1998 Contraceptive
Technology Update. Also, you can see full-color
photographs of the new Dialpak design on pp. 90 and 
92 in the 1999-2000 edition of A Pocket Guide to
Managing Contraception from Bridging the Gap
Foundation, Tiger, GA. Ordering information is
available by sending a fax request to (706) 265-
6009.]
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Questions, trust are vital
in teen medical history 

Where do your skills rate when it comes to
taking a medical history from an adoles-

cent? If you work in a publicly funded family
planning setting, those skills need to be at top
level, for four in 10 teen-agers who are sexually
active and in need of contraceptive services turn
to Title X–funded clinics.1

Take a tip from two experienced adolescent
care providers, who recently shared their experi-
ences at two national seminars: the Contraceptive
Technology conference in Washington, DC, and
San Francisco and the North American Society for
Pediatric and Adolescent Gynecology’s annual
meeting in New Orleans.

“An essential feature of the encounter with the
adolescent is to work at developing a relationship
with the adolescent,” says Susan Coupey, MD,
professor of pediatrics at the Albert Einstein
College of Medicine at Yeshiva University and
associate director of the division of adolescent
medicine at Montefiore Medical Center, both in
the Bronx, NY. “In order to do that, one has to ask
a couple of open-ended questions and then really
listen to the adolescent to develop an interest in
some area of the adolescent’s life.”

Melanie Gold, DO, assistant professor of
pediatrics at the University of Pittsburgh’s
school of medicine, uses the mnemonic device
“HEEADSSS” — Home, Education/Employ-
ment, Exercise/Eating, Activities, Drugs/
Depression, Suicidality, Sexuality, Safety — to
cover important points in the medical history.

Gold starts early in the interview with open-
ended questions, then progressively narrows the
focus. By working through the lines of dialogue,
the provider builds an active relationship with
the adolescent. “This building of communication
is different from the old way,” she says. “We
called on patients to give information, then we
gave instructions, then we became unhappy if
they didn’t follow the instructions.”

Confidentiality is key

Whether a teen comes in for an examination
accompanied by parent or alone, providers need
to stress upfront the information is confidential. 
If treatment is to be effective, teens must feel they
can divulge information without fear of judgment
or recrimination, whether they need a prescrip-
tion for birth control pills or a test for chlamydia.

If a teen is accompanied by a parent, Coupey
usually greets them both and invites them into the
office to talk for a few moments. She then asks the
parent to leave the office during the examination.
She uses this approach: “Your daughter is 15 now,
and I’m going to talk with the two of you a little
bit and then I’ll ask you to leave, Mrs. X. I will
examine her, and then we’ll speak again together
about what is going on.” By setting these parame-
ters, the provider has acknowledged that the teen
is old enough to have private time with the
provider.

Coupey suggests that once providers are alone
with the teen, they approach the issue of confiden-
tiality this way: “Now that we are alone, I just
want to tell you that I’m going to ask you some
questions that are about some very private mat-
ters. I want you to know that I’m not going to
share the information with your mother or your
parents unless I think your life is in danger.”

Follow this statement with a more explicit one:
“The things we talk about I will not share with
your parents unless I think your life is in danger,
and in that case, I will let you know. I’m not
going to do it behind your back.” 

Gold informs teens she will break confidentiality
in three situations: when a teen is suicidal, homici-
dal, or being physically or sexually abused. “I tell
kids that upfront, and I think that it reinforces that
what we talk about really is confidential. I think it
also makes it clear that there are times when we
have to not hold with the confidence.”

As you work through the questions, an adoles-
cent may share information on problems that are
outside your scope of treatment. A complaint of
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By asking questions about different aspects of an
adolescent’s life, a provider can target possible risk
behaviors for health problems, including unintended
pregnancy and sexually transmitted diseases.
• HEEADSSS — Home, Education/Employment,

Exercise/Eating, Activities, Drugs/Depression,
Suicidality, Sexuality, Safety — helps cover
important points in the medical history.

• Stress the confidentiality of information shared
between teen-ager and provider, unless the infor-
mation indicates the teen is homicidal, suicidal, or
is being physically or sexually abused. Develop
mental health referral sources for treating eating
disorders, substance abuse, and other problems. 
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amenorrhea may lead to discovery of a possible
eating disorder. Questions about missing a couple
of birth control pills may turn up signs of drug
abuse. What do you do?

Develop a cadre of mental health resources,
Gold suggests. Identify several with different
scopes of practice, especially those specializing in
eating disorders, substance abuse treatment, and
anger management. Even better, know those who
can handle requests for urgent attention.

Adolescent morbidity and mortality are con-
nected with behavioral issues, Coupey says. It is
essential to explore several aspects of a teen’s life
to assess his or her risk for developing health
problems. “Explore their relationships with their
peers and within their family, as well as their
recreational pursuits, their sexuality, drug use,
and particularly issues of mental health because
mental health problems are very prevalent in
adolescents,” Coupey explains. “Learn how to
ask adolescents questions to explore their mental
health without insulting them.”
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Teen pregnancy rates 
continue to decline

Good news: Teen pregnancy rates dropped at
both national and state levels in 1996, contin-

uing a downward trend.
According to a report released by the Alan

Guttmacher Institute (AGI) in New York City, the
nationwide teen pregnancy rate, which includes
births, abortions, and miscarriages, declined 4%
between 1995 and 1996.1 The teen birthrate also
fell by 4%, and the abortion rate dropped 3%.

The continued drop in the teen birth rate has
helped push the nation’s overall rate to the lowest
point since the government began keeping records
in 1909, according to data from the National
Center for Health Statistics in Hyattsville, MD.2

There were 3.88 million babies born in 1997,
lowering the overall birth rate to 14.5 births per
1,000 Americans. According to the center’s
demographers, the decline is due to the drop in
adolescent birth rates, coupled with the aging of
the general population.

The national teen pregnancy rate has decreased
9% since 1986, and, more significantly, 17% since
its peak in 1990, according to AGI. Slight increases
in the proportion of sexually active teens using
contraceptives, teens’ use of highly effective long-
term birth control methods such as Norplant
implants and Depo-Provera, and modest reduc-
tions among those using condoms and oral contra-
ceptives contributed to the decline, say AGI
researchers.

“Many groups want to take credit for the drop
in teen-age pregnancy, but the credit truly goes
to teen-agers,” says Jacqueline Darroch, PhD,
AGI vice president for research. “About 20% 
of the decrease since the late 1980s is because 
of decreased sexual activity, and 80% of the
decrease is because of more effective contracep-
tive practice — the method they are choosing
and how well they are using them.”

About 800,000 pregnancies occurred among
young women ages 15 to 19 in 1996, with 62% of
the pregnancies ascribed to those between ages 18
and 19. The highest number of teen pregnancies
was recorded in California (126,300), followed 
by Texas (80,490), New York (61,700), Florida
(48,290), and Illinois (42,510). Vermont (1,210),
North Dakota (1,230), Wyoming (1,510), South
Dakota (1,770), and Alaska (1,770) posted the
lowest figures.

Between 1985 and 1996, teen pregnancy rates
fell in 47 states, with the remaining states —
Illinois, Indiana, and Nevada as well as the District
of Columbia — showing declines between 1992
and 1996. In 27 states and the District of Columbia,
teen birthrates were higher in 1996 than in 1985; in
all but one of these areas, however, the rate was
lower in 1996 than 1992, according to AGI.
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Teen pregnancy rates continue to decline on state
and national levels, according to new figures. 
• The national teen pregnancy rate has decreased

9% since 1986 and 17% since its peak in 1990.
Slight increases in the proportion of sexually
active teens using contraceptives, teens’ use of
highly effective long-term birth control methods
such as Norplant implants and Depo-Provera,
and modest reductions among those using con-
doms and oral contraceptives have been cited
as possible influences.

• Adolescent abortion rates fell 3% between 1995
and 1996. The rate of abortions among women
ages 15 to 19 has dropped 31% since 1986. 
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Lower teen abortion rates were found in every
state between 1985 and 1996. While the District of
Columbia showed a higher rate in 1996 than 1985,
it recorded a decline between 1992 and 1996.

AGI based its analysis of birth rates on informa-
tion compiled by the National Center for Health
Statistics.3 Teen pregnancy rates in 1996 ranged
from 50 pregnancies per 1,000 young women in
North Dakota to 140 in Nevada and 256 in the
District of Columbia. State teen pregnancy rates
were lower in 1996 than 1992 in all but one state,
New Jersey, which stayed steady at 97.

California (125), Arizona (118), Florida (115),
and Texas (113) followed Nevada in highest preg-
nancy rates, with Minnesota (56), New Hampshire
(57), Maine (57), and Iowa (58) recording the low-
est rates after those in North Dakota.

State teen birthrates in 1996 showed wide varia-
tion, with the highest (70 to 75 births per 1,000
women) in Mississippi (75), Arkansas (75), Arizona
(74), Texas (73), and New Mexico (71); the District
of Columbia recorded 102 births per 1,000 women.
New Hampshire (29), Vermont (30), Maine (31),
Minnesota (32), and Massachusetts (32) saw the
lowest numbers of teen birthrates.

Abortion rates fall

Teen abortion rates fell 3% between 1995 and
1996, according to AGI, which surveys all abortion
providers. The rate for abortions among women
ages 15 to 19 has dropped 31% since 1986. The pro-
portion of teen pregnancies ending in abortions
has declined by 24% during the same time period.

States with the highest numbers of teen abor-
tions were New York (53), Nevada (51), New
Jersey (50), Maryland (46), and California (45); the
rate in the District of Columbia was 121 per 1,000
young women. The lowest levels of teen abortions
were noted in Utah (8), North Dakota (10), South
Dakota (10), West Virginia (11), Idaho (12), and
Iowa (12).

Overall, a little more than a third of all teen
pregnancies in 1996 ended in abortion, say AGI
researchers. When analyzing individual state
rates, however, 58% of New Jersey teen pregnan-
cies ended in abortion, with proportions in New
York (56), Massachusetts (53), and the District of
Columbia (54) also exceeding 50% levels. In
comparison, 15% of teen pregnancies in Utah
ended in abortion, with proportions below 20%
recorded in Oklahoma (17), Mississippi (17),
Kentucky (18), Arkansas (18), Louisiana (19),
and West Virginia (19).
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Understand the options
when it comes to fibroids
By Ivy M. Alexander, MS, C-ANP
Adult Nurse Practitioner/Assistant Professor
Adult and Family Nurse Practitioner Specialty
Yale University School of Nursing
New Haven, CT

Approximately 576,000 women undergo hys-
terectomies annually in the United States. 

Of these, 25% to 30% are attributed to uterine
fibroids.1,2 It is estimated that between 20% and
50% of the women over age 35 have fibroids,3,4

and while more than 50% are asymptomatic, oth-
ers suffer from pain, dyspareunia, and abnormal
bleeding.1,3-5

Uterine fibroids, also known as myomas or
leiomyomas, are benign neoplasms that arise
from smooth muscle in the uterus and are classi-
fied according to location. Although the exact
mechanism causing fibroid development is not
known, growth is affected by estrogen, epidermal
growth factor, and some enzymes.1,3,5 In most
women, fibroids will shrink following the natural
decrease in estrogen during menopause.3,4

Although most women with fibroids are
asymptomatic, many will develop symptoms
over time. Fibroid size and location generally
indicate what symptoms will be experienced.
Symptoms generally are insidious, beginning
with vague feelings of abdominal fullness and
pelvic pressure.4 Pressure and discomfort typi-
cally increase as the fibroid enlarges. 

Symptoms range from mild to severe and can
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include abdominal enlargement, constipation,
gastrointestinal pressure, backache, dyspareunia,
pregnancy loss, infertility, premature labor, and
urinary urgency, retention, or frequency. Hydro-
nephrosis or hydroureter is possible if the fibroid
blocks urinary drainage. Inferior vena cava com-
pression, although rare, can result in pulmonary
embolus. Abnormal bleeding, including meno-
metrorrhagia, metrorrhagia, or menorrhagia can
occur, often resulting in anemia.1,3-5 Abdominal or
pelvic pain is usually related to fibroid degenera-
tion, occurring when the fibroid outgrows its
blood supply.3,5

Diagnosis and evaluation

Most uterine fibroids are identified during the
bimanual exam. Myomas are usually firm (but
can be hard or soft) and not tender. They have
smooth, rounded protrusions and create an irreg-
ularly enlarged uterus. The beginning work-up
includes a Pap smear to evaluate for cervical can-
cer; a complete blood count to assess for anemia,
platelet abnormality, or blood dyscrasia; and a
serum beta human chorionic gonadotropin assay
to exclude the possibility of pregnancy.3-5 In
women who have abnormal bleeding, endome-
trial cancer should be excluded next using office
endometrial biopsy.3,5

Transvaginal ultrasound is a useful diagnostic
tool.3-5 Fibroid size and location can be evaluated
and ovarian tumors can be excluded. In women
with a uterine size of >12-weeks gestation, both an
abdominal and transvaginal ultrasound should be
ordered. Magnetic resonance imaging may be indi-
cated if the ultrasound does not clearly show the
fibroid. Renal ultrasound occasionally may be nec-
essary to evaluate hydronephrosis, and an intra-
venous pyleogram is useful in the rare case of
suspected ureter compression. Hysterosalpingo-
gram can be helpful when evaluating infertile
women (although infertility solely due to myomas
is uncommon), or when a submucosal fibroid is
suspected. Sonohysterography can be used to dis-
tinguish the type of fibroid and to plan surgical
intervention.3,5

Medical management focuses on controlling
symptoms and bleeding. Pain and pressure is
often reduced by nonsteroidal anti-inflammatory
drugs. Hormonal therapy may reduce irregular
bleeding. Fibroid size can be decreased with
gonadotropin-releasing hormone (GnRH).1,3,5

GnRH decreases circulating estrogen by inhibit-
ing pituitary gonadotropin secretion. However,

women taking GnRH experience side effects that
mimic perimenopausal symptoms including hot
flushes, headaches, vaginal dryness, fatigue, dys-
pareunia, insomnia, increased lipid levels, and
bone loss. Maximum fibroid shrinkage occurs in
the first three months of therapy, but long-term
treatment is generally not recommended due to
the side effect profile.1,3,5 GnRH does provide an
option for women who prefer to avoid surgery
and are nearing menopause. 

Surgical interventions are not indicated for
asymptomatic women.1,3,6 When surgery is neces-
sary, options include myomectomy (excision of
the fibroid) and hysterectomy. Myomectomy may
be a good option for a woman who wants to
retain fertility. However, because fibroids occur in
multiples, several surgeries may be needed over
time. Surgical risk and risk for future pregnancies
due to uterine scarring increase with each proce-
dure.1,3,5 The American College of Obstetricians
and Gynecologists (ACOG) in Washington, DC,
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cites infertility when the leiomyomata is the
likely cause and a patient’s desire to retain fertil-
ity as indications for myomectomy.6

Hysterectomy is generally the treatment of
choice for women who do require surgical inter-
vention, who want to stop menstruating, and
who have completed childbearing.1,3,5 Fibroid
size should be reevaluated every two to three
months by bimanual exam and ultrasound. If
the size stabilizes, then follow-up every six
months is appropriate.
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After reading Contraceptive Technology Update,
the participant will be able to:

• Identify clinical, legal, or scientific issues
related to development and provisions of contra-
ceptive technology or other reproductive services
(See “Carter-Wallace debuts new polyurethane
condom in U.S.,” p. 73, and “U.K. distributor
pulls Norplant; U.S. holds firm,” p. 77.)

• Describe how those issues affect service
delivery and note the benefits or problems created
in patient care in the participant’s practice area. 

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