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Dear Colleague:

Many journals are moving to electronic publishing and so is 
The Contraception Report. In years past, because of rising printing
and distribution costs, we have had to pare down greatly our 
distribution list. Because we are committed to reaching as many
clinicians as possible, both nationally and internationally, the 
decision has been made to publish The Contraception Report exclu-
sively online.

You can still receive your FREE subscription automatically via 
e-mail. Use one of three options to sign up. (See sidebar.)  

In addition, you can now access — without charge — current and
past issues of The Contraception Report and Patient Updates at our
new Web site:

http://www.contraceptiononline.org/contrareport/ 

See pages 4 and 5 for details.

In this last printed version of The Contraception Report, we provide
an overview of issues and trends related to teenage sexuality, re-
productive health, and contraception use. We discuss the relative
impact of abstinence and contraception on declining pregnancy
rates and provide counseling suggestions for improving oral 
contraceptive adherence and disease prevention practices 
among teens. 

The Patient Update provides an overview of issues related to
teenage sexuality and contraception use.

We hope you find this information useful in your practice.
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David A. Grimes, MD
Executive Editor 
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The Contraception Report can now
be accessed via the World Wide Web.
The site is part of Contraception 
Online, a site launched by Baylor 
College of Medicine in August 2001.
More than 50 back issues are avail-
able, dating from 1996 to the present.
Site users may view and download in-
dividual issues or search the entire
newsletter content for specific key-
words. The site has been designed 
for ease of use by both clinicians and
patients. 

More than 50 Patient Updates are
available for practitioners to down-
load and distribute or for patients to
access themselves. 

The Web site will dramatically in-
crease the reach of The Contraception
Report and simplify the continuing
medical education (CME) process.
Online availability expands the
newsletter’s reach to the internation-
al medical community and provides
lay audiences with information
about contraception and reproduc-

tive health issues. CME credit is avail-
able online for activities related to
the most recent issues of The Contra-
ception Report.

The Contraception Report Web site
was developed in cooperation with
Baylor College of Medicine’s Center
for Collaborative and Interactive
Technologies and is supported by an
unrestricted educational grant from
Wyeth-Ayerst Laboratories.

The Contraception Report Is Now Available Online: Sign Up
for a FREE Subscription to Arrive Automatically via E-Mail 
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SUMMARY
Pregnancy, birth, and abortion

rates among teenagers have declined
steadily over the past decade,
although the abortion ratio remains
highest of any decade age group.
Despite these declines, the US
adolescent pregnancy rate far
exceeds those of other industrialized
nations. The declines have been
attributed to changes in sexual
experience levels (increased
abstinence) and more effective
pregnancy avoidance among sexually
active teens (better contraceptive
practices). Oral contraceptives (OCs)
are the most commonly used birth
control method among adolescents;
however, increases in the use of
injectables, implants, and condoms
have been documented. Effective
counseling tailored to the unique
characteristics of teens can improve
contraceptive adherence and
decrease the risk of sexually
transmitted disease.

Introduction
Nearly 1 million teenage pregnan-

cies occur each year in the United
States — the vast majority of which
are unintended.1 Unintended preg-
nancy among adolescents has
substantial social, economic, and
health consequences.1,2 Most teenage
mothers (and fathers, as well) are not
prepared for the emotional, psycho-
logical, and financial responsibilities
and challenges of parenthood. Be-
tween 1985 and 1990, public costs
from teenage childbearing totaled
$120 billion. If each birth had been
postponed until the mother was at
least 20 years old, $48 billion of these
costs would have been averted.1

Teenage mothers and their babies
are at greater risk of adverse health
consequences compared with older
mothers. Teenage mothers are much
less likely than older women to re-
ceive timely prenatal care (Figure 1)
and more likely to begin care in the
third trimester or have no care at all.3
They are also more likely to smoke
cigarettes during pregnancy. Indeed,

smoking among pregnant teenagers
increased during the mid- to late
1990s, while smoking rates for older
pregnant women dropped. As a con-
sequence of these and other factors,
babies born to teenagers are more
likely to be born preterm (less than 
37 completed weeks of gestation) 
and have low birthweight (<2500 g),
and, thus, are at greater risk of serious
and long-term illness, developmental
delays, and death in the first year 
of life.3

About one-third of all US teenage
pregnancies end in induced abortion.1
Teenagers have the highest abortion
ratio (number of abortions per 1,000
live births) of any age group (Figure
2). The youngest adolescents (those
under age 15 years) are nearly twice as
likely to terminate their pregnancies
as teens aged 15 to 19 years. Three 
abortions occur for every four live
births among adolescents under age
15 years.4

The problem of teenage pregnancy
is especially pronounced in the Unit-
ed States. Among developed nations,

Sexual Behavior and Contraception among Adolescents 
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Figure 1

Selected Characteristics for Teenage Mothers and Mothers 
Aged 20 Years and Over, United States, 1999
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Source: Ventura SJ, et al, 2001 (see reference 3).



the US has the highest rate of teen
births — 49 per 1,000 women aged 15
to 19 years in 2000.3 According to a
recent study that examined teen
pregnancy rates of developed nations
during the mid-1990s, the US far ex-
ceeded other industrialized countries
(Figure 3). US teens became pregnant

nearly twice as often as their counter-
parts in Great Britain or Canada.
Compared with Sweden and France,
US teen pregnancy rates were three
to four times higher.5

Despite the striking differences in
pregnancy rates, timing and levels of
adolescent sexual activity were simi-
lar across developed nations. The
study authors concluded that better
education and easier access to contra-
ception and other reproductive
health services in Sweden, France,
Canada, and Great Britain contribute
to better use of birth control and,
thus, lower teen pregnancy rates
than in the US.5

US adolescents also may be heavi-
ly influenced by media. According to
the American Academy of Pediatrics,
adolescents spend more than 40

hours each week using the three lead-
ing forms of media among this age
group — television, music, and the
Internet. The average US teen will
view nearly 14,000 sexual references
each year, yet fewer than 200 men-
tion contraception, abstinence, or
the risk of pregnancy or sexually
transmitted diseases (STDs). By the
time teens graduate from high
school, they will have spent 15,000
hours in front of the television versus
12,000 in the classroom.2

Declining Birth Rates
Although still alarmingly high, US

teenage birth rates are declining, as
are rates of pregnancy and abortion
among adolescents (Figure 4).3,6

Teenage childbearing has been de-
clining in the United States since the
late 1950s, except for a brief upward
climb in the late 1980s through
1991. The 2000 birth rate for US
teenagers of 49 births per 1,000
women aged 15 to 19 years was 
the lowest level ever reported for 
the nation.3

The US teenage birth rate in 2000
was 2% lower than in 1999 and 22%
below the peak of 62 per 1,000 in
1991. The rate fell steadily through-
out the 1990s, reversing a brief, but
steep 24% increase in the late 1980s
(from 50 in 1986 to 62 in 1991). The
rate was at an all-time high in 1957,
when it reached 96 per 1,000. The
number of births to teenagers in
2000 (479,000) was the lowest since
1987.3 If birth rates by age had re-
mained at 1991 levels throughout
the 1990s instead of declining as
they did, an additional 546,000
births would have occurred among
teenagers over the decade.3

The rate of second births to
teenage mothers has leveled off, 
following a decline in the early
1990s. After falling 22% between
1991 and 1996, the birth rate for
teenagers who had already had one
child stabilized. Annually, about 17%
of teenagers who already have one
child give birth to a second. About
100,000 teenagers gave birth to a sec-
ond or higher-order child in 2000.3
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Figure 2

Abortion Ratio of US Women Who Obtained a Legal Abortion, 
by Age Group, 1997
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Figure 3

Pregnancy Rates for Women
Aged 15 to 19 Years, 

by Country, 1995
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Although birth rates have de-
clined, the US has experienced a
steep rise in the proportion of
teenage births to unmarried women.
The proportion of adolescent births
to unmarried teenagers has contin-
ued to increase since the 1950s. In
1957, about 14% of teenage pregnan-
cies occurred in unmarried women.
In 2000, that proportion had risen to
almost 79%. The increase in the per-
cent unmarried reflects the fact that
very few teenagers are marrying, and
the birth rate for married teenagers
has dropped.3

Although teen birth rates have
fallen across all ethnic groups, strik-
ing disparities remain. Rates for
Hispanic and black teenagers contin-
ue to be substantially higher than for
other groups (Figure 5). Much of the
racial disparities stem from socioeco-
nomic disadvantages and lack of
hope for a successful future.3,7

Fewer Pregnancies and Abortions
Falling teenage pregnancy rates 

reflect declines in rates for all three
pregnancy outcomes — live birth, 
induced abortion, and fetal loss. Pub-
lished teenage pregnancy rates are

available for 1976 through 1997.8 Ac-
cording to the most recent complete
estimates, the teenage pregnancy rate
fell 19% from its peak in 1990 (117
pregnancies per 1,000 women aged 
15 to 19 years) to 1997 (94 per 1,000).
The 1997 rate was the lowest in the
20 years for which a consistent series
of estimates is available.3,8

Both non-Hispanic black and white
teenagers experienced steep declines
in teenage pregnancy rates. Between
1990 and 1997, pregnancy rates for
these two groups fell 23% and 26%,
respectively. Pregnancy rates for His-
panic teenagers have been falling
only since 1994, declining 11% from
1994 to 1997; the 1997 rate was 5%
lower than in 1990.8

State-specific teen pregnancy rates
vary widely. In 1997, pregnancy rates
among US women aged 15 to 19 years
ranged from 48 in North Dakota to
128 in Delaware. From 1995 to 1997,
the teenage pregnancy rate decreased
in 40 of the 43 reporting areas for
which age-specific data were avail-
able. Statistically significant declines
occurred in 34 states, ranging from
2% in Ohio to 20% in Maryland. No
state showed a significant increase.9

Abortion rates for US teens fell
sharply, as well.4,8 Abortion rates for
women aged 15 to 19 years declined
by nearly one-third between 1990 and
1997. In 1990, 40 abortions occurred
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Figure 4

Pregnancy, Birth, and Abortion Rates among US Women 
Aged 15 to 19 Years, 1990 to 2000*
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Sources: Henshaw SK, 2001 (see reference 6); Ventura SJ, et al, 2001 (see reference 3).

Figure 5

US Birth Rates by Race, 15- to 19-Year-Olds, 1999
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for every 1,000 women in this age
group. By 1997, the rate had dropped
to less than 28.8

Changes in Sexual Activity
Two principal factors govern

teenage pregnancy rates: sexual be-
havior and contraceptive use.10

Determining the relative contribution
of each requires an understanding of
sexual and contraceptive practices
during the 1990s.

In 1995, about half (52%) of all
never-married teenagers aged 15 to 
19 years had had sexual intercourse 
at least once. According to a recent
analysis of data from the National
Survey of Family Growth (NSFG), this
figure represents a statistically signifi-
cant decline from the proportion who
were sexually experienced in 1988
(56%). The likelihood of sexual expe-
rience increases with age (Figure 6);
19-year-old teens are three times more
likely to be sexually experienced than
those aged 15 years (26% vs 79%, re-
spectively). The younger women are
when they first have intercourse, the
more likely it is to have been unwant-
ed or involuntary (70% of women
having sex under age 13 years). At all

ages, male teenagers are slightly more
likely to be sexually experienced
than their female counterparts.11

Among all male adolescents, the
proportion who were sexually experi-
enced declined significantly, from
60% to 55%, between 1988 and

1995. Among female adolescents, the
proportions who were sexually expe-
rienced were similar for the two time
periods, at 51% in 1988 and 49% in
1995.11 These patterns represent the
first decline or lack of increase since
national surveys started tracking lev-
els of sexual experience among
teenagers in the early 1970s.

Changes in the age at first sexual
intercourse occurred for female
teenagers, but not for male teenagers.
Although the overall proportion of
female teenagers who engage in sexu-
al intercourse has not increased,
female teenagers in 1995 had first
sexual intercourse at younger ages
than in 1988. Nineteen percent of 
female teenagers had had sex before
age 15 years in 1995, compared with
11% in 1988 (Figure 7). This trend
among female adolescents toward
earlier sex was evident across all de-
mographic subgroups. Among male
teenagers, the proportion who had
sexual intercourse before age 15 years
held stable at 21% in both time 
periods.11

Thirty-eight percent of all teen-
agers had had intercourse within 3
months of the survey. Among male
adolescents, the proportion of those
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Figure 7

Sexual Experience and Contraceptive Practices among 
Never Married US Women Aged 15 to 19 Years, 1988 and 1995
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Figure 6

Proportion of US Women and Men Aged 15 to 19 Years 
Who Have Ever Had Sexual Intercourse, by Age, 1995
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sexually active had declined since
1988, particularly among white and
15- to 17-year-old males. Among fe-
male teens, the proportion remained
relatively stable across time for these
race and age groups. Black teenagers,
however, were more likely to be cur-
rently sexually active than white 
and Hispanic teenagers at both time
points.11

Contraceptive Use
In 1995, 29% of female and 18% of

male teenagers who were sexually ac-
tive had unprotected intercourse the
last time they had sex. For sexually
active female adolescents, this repre-
sented a significant increase in the
proportion whose last sexual inter-
course was without contraception, up
9 percentage points from 1988. This
change is explained by a significant
drop in the use of oral contraceptives,
which was only partially compensat-
ed for by the adoption of implant or
injectable contraception and by a sig-
nificant increase in condom use.11

Male adolescents also reported sig-
nificant drops in partners’ OC use 
and increases in condom use during
last sexual intercourse. However, 
male teens experienced no significant

decline in the proportion whose last
sexual intercourse was protected. The
simultaneous use of a hormonal
method and the condom during last
sexual intercourse (8%) increased sig-
nificantly among sexually active
female teens from 1988 to 1995.11

Both white and black female ado-
lescents reported less OC use and
more condom use during their last
sexual intercourse in 1995 compared

with 1988, but black teenagers also 
reported considerable use of implants
or injectables in 1995. As a result, 
the gap in unprotected sex evident 
in 1988 between black and white 
female teenagers closed by 1995 as
white teenagers’ protection levels 
decreased.11

In 1982, less than 50% of women
aged 15 to 19 years used a contracep-
tive method at first intercourse. This
rose to 65% in 1988 and to 77% in
1995.11,12

Teens engaging in sexual inter-
course for the first time who use a
contraceptive method typically
choose the condom. The use of a con-
dom at first intercourse doubled from
1982 to 1988, increasing from 23% to
47%. By 1995, 70% of teens reported
condom use at first sex. Use of hor-
monal methods is very uncommon at
first intercourse. Only 8% of female
teens reported using a hormonal
method at first sex in 1995.11,12

Sex Education Policies
Programs have been developed at

the federal, state, and local levels to
promote postponement of sex and, 
in a few cases, use of contraception
among teenagers. In most cases, how-

ever, the emphasis is on abstinence. 
A recent review of state policies re-
ported that states do not provide local
school districts with detailed instruc-
tion about sexuality education, and
what minimal guidance they do pro-
vide leans heavily toward
abstinence.13

A 1999 survey of 825 US public
school districts examined sexuality
and abstinence education policies. 

Results indicated that 10% of school
districts have a comprehensive policy
that addresses abstinence in a broader
educational program to prepare ado-
lescents to become sexually healthy
adults. About one-third have an 
“abstinence-plus” policy that treats
abstinence as the preferred option,
but permits discussion about the ben-
efits of contraception. About 23%
have an abstinence-only policy that
treats abstinence as the only option
outside of marriage, with discussion
of contraception either prohibited en-
tirely or limited to its ineffectiveness
in preventing pregnancy and disease.
The remaining 33% of school districts
have no policy.14

“Surveys reveal that abstinent
teens think that better education
about abstinence will reduce teen
pregnancy rates, while sexually active
teens believe better instruction about
and access to contraception would be
more effective,” says Anita L. Nelson,
MD, Associate Editor of The Contracep-
tion Report. A recent survey by the
Kaiser Family Foundation reported
that 46% of teens who attended
school-based sexuality education
classes said the classes failed to teach
them how to discuss contraception
and sexually transmitted diseases
with their partners. The students cited
“outdated or irrelevant” videos and
“embarrassed” teachers as some of the
reasons for the problem.15

Abstinence Approaches
Available evidence does not sup-

port the benefit of abstinence-only
approaches.16-18 In June 1992, for 
example, California inaugurated its
Education Now and Babies Later
(ENABL) program, a slimmed-down,
five-session version of the Postponing
Sexual Involvement curriculum that
had shown promise in an Atlanta-
based evaluation.16 Aimed at middle-
school students, the initiative was 
intended to delay the onset of sexual
activity among youths aged 12 to 
14 years. 

Despite the program’s popularity,
it failed to produce results. Extensive
surveys of intervention and control

10 The Contraception Report • Volume 12, No. 6, December 2001

“Surveys reveal that abstinent teens think that
better education about abstinence will reduce
teen pregnancy rates, while sexually active teens
believe better instruction about and access to 
contraception would be more effective.”

Anita L. Nelson, MD



groups at 3 and 17 months found no
positive impact on sexual behavior.
Indeed, data indicated an increase in
sexual activity and pregnancy among
certain ENABL subgroups versus con-
trol counterparts.17 Investigators
theorized that the curriculum may
have been too modest in length and
scope to have a positive impact. The
program was terminated abruptly in
February 1996.18

Research also evaluated the effec-
tiveness of “virginity pledges,” in
which adolescents vow to abstain
from sexual intercourse. Using data
from the federal National Longitudi-
nal Study of Adolescent Health (Add
Health survey), a recent analysis 
reported that although the pledges
delay intercourse by an average of 
18 months, substantial limitations
exist.19 For example, the pledges were
found to work only in those school
contexts in which the pledge essen-
tially constituted minority group
behavior. Teens are attracted to vir-
ginity pledges because they offer a
shared group identity that sets young
people apart from their peers. As the
proportion of students who pledge
rises, the effectiveness of pledging
decreases.19

The study also found that virginity
pledges have the paradoxical effect 
of placing some teens at higher risk
of unintended pregnancy and STDs

because teens who break the pledge
are one-third less likely than non-
pledgers to use contraceptives once
they do become sexually active.19

Role of Contraception
A 1999 report sought to quantify

the contribution of abstinence versus
contraception in declining teen preg-
nancy rates.10 Examining the change

in teen pregnancy between 1988 
and 1995 (Figure 8) — the years for
which NSFG data are available on
teen sexual experience — the authors
calculated that the lower proportion
of sexually experienced teens (in-
crease in abstinence) was responsible
for roughly 25% of the actual de-
crease of 10 pregnancies per 1,000
during the period. On the other
hand, 75% of the decline was attrib-
uted to decreased pregnancy rates
among sexually experienced teens
(that is, their increased ability to
avoid pregnancy, primarily through
more effective use of contracep-
tion).10 In 1995, 88% of female
teenagers reported having received 
instruction about birth control meth-
ods, up from 72% in 1988.11

The report cited the increase 
in use of long-acting hormonal
methods as a key factor in the con-
traception-related decline in teen
pregnancy rates. Between 1988 and
1995, use of injectable and implant-
ed birth control grew from 0% to
13% among contraceptors aged 15 to
19 years. During this period, condom
use increased slightly while OC use
declined substantially. The authors
concluded that the modest shift to-
ward long-acting contraception
resulted in a 9% decrease in contra-
ceptive failure-related pregnancies
between 1988 and 1995.10
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Figure 8

Pregnancy Rates and Outcomes
for Sexually Experienced US
Women Aged 15 to 19 Years, 

1988 and 1995
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Source: Darroch JE, et al, 1999 (see reference 10).
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Despite the decline in use during
the early 1990s, oral contraceptives
remain the most common method
among adolescents (Figure 9). About
44% of female contraceptors aged 15
to 19 years rely upon OCs, according
to NSFG data. Condoms are the next
most frequently used method in this
age group; roughly 37% of teen con-
traceptors rely upon male condoms.12

Teenage pill users present a special
challenge. They may not understand
the importance of taking OCs exactly
as prescribed. “Teens may have more
trouble taking OCs correctly than
older women, and many teenage 
pill users quit after a relatively brief
period of time,” notes Paula J.A.
Hillard, MD, Associate Editor of The
Contraception Report. “One-year con-
tinuation rates may be as low as or
lower than 50%.”

The 1995 NSFG found that among
teens 15 to 17 years of age, 28% re-
ported missing two or more pills in
the previous 3 months of OC use.
Among older teens,13% reported
missing two or more pills in the 3
months prior.12 These data indicate
that counseling about proper OC use
may be particularly important among
younger teens. Clinicians may also
wish to consider different prescription
patterns, including shortened pill-
free intervals or a continuous OC 
regimen.

Improving Successful Use
“Clinicians should attempt to dis-

pel such myths as the belief that the
pill causes weight gain or leads to last-
ing infertility or birth defects,” says
Dr. Hillard. “In addition, certain 
noncontraceptive benefits of OC use
are particularly important to adoles-
cents. Clinicians should stress the
alleviation of dysmenorrhea and 
improvement in acne associated with
all oral contraceptives. For example,
one study found that adolescents who
experienced relief of dysmenorrhea
were the most likely to use the pill in

a consistent, ongoing manner.20 Em-
phasizing the noncontraceptive
health benefits of OCs may influence
adolescents to continue taking the
pill consistently, even after a rela-
tionship ends and before a new
relationship begins.”

Teens may particularly benefit
from verbal instruction about OC use
and being shown the actual pill pack-
age. Written instructions may
sometimes be discarded because of
fear of parental discovery. On the
other hand, when parental knowl-
edge is not a concern, involving the
teen’s parents may enhance adher-
ence. Teens may agree to involve a
parent if the ostensible reason for OC
use is noncontraceptive, such as re-
lief of dysmenorrhea or acne.

Pill-taking reminders are also im-
portant. “It’s critical for teens to
figure out cues to action, such as re-
lating pill taking to toothbrushing or
dinner,” explains S. Jean Emans, MD,
Associate Editor of The Contraception

Report. “A reminder, such as an alarm
on a beeper or cell phone, a happy
face on the bathroom mirror or tooth-
brush, or other approach can be a
useful strategy as well.” 

Clinicians should encourage teens
to ask questions before they leave the
office or clinic. Teens should be urged
to call immediately if any questions
arise — rather than consulting friends.
The name and phone number of the
health care provider to call should be
given to the patient and she should
meet the staff member in person, if
possible. In addition, practitioners
may wish to schedule more frequent
visits with teenage patients than with
adults. “For teens who are judged to
be a significant risk for discontinua-
tion, a follow-up visit in 4 to 6 weeks
may be helpful, as many individuals
discontinue in the first month,” adds
Dr. Hillard.

Also, appointments for adolescents
who are at high risk for teen pregnan-
cy should be flexible. Teens who are
the siblings of parenting teens are at
greater risk of nonadherence and
early pregnancy. Young people who
have sexually transmitted diseases,
who have multiple (or serial) partners,
or who are involved in substance
abuse also need to be seen more 
frequently.

E-mail is another good way to com-
municate with teens, if within the
scope and time of the practitioner.
Suggesting names of reliable teen-
oriented Web sites also can help pro-
vide important factual information.
(A list of teen sites appears in the 
Patient Update accompanying this
issue of The Contraception Report.)

Side Effects
Specific teen concerns about OC

side effects may vary among popula-
tions. Suburban teens may be
primarily concerned about weight
gain, an issue which needs to be 
addressed the first time oral contra-
ceptives are discussed. Inner-city
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Figure 9
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Encouraging Correct and Consistent OC Use in Teens



teens also are apt to be concerned
about weight gain, but many also
have fears about blood clots, birth 
defects, and infertility.21

“Practitioners should dispel mis-
conceptions regarding the pill to
help improve successful, continuous
OC use,” says Dr. Hillard. “The most
common side effect within the first
few months is breakthrough bleed-
ing, occurring in 20% to 40% of OC
users. This may be potentially scary
or worrisome if teens have not been
warned about its possibility and told
that it tends to resolve with contin-
ued use.”

STD Protection
Each year, about 3 million

teenagers acquire a sexually trans-
mitted disease. One-quarter of all
sexually transmitted infection cases
in the United States occur among
teenagers. Rates of chlamydia, gon-
orrhea, and pelvic inflammatory
disease are all highest in adolescents
and decline dramatically with in-
creasing age.11 Moreover, between
1994 and 1998, the rate of human
immunodeficiency virus (HIV) infec-
tion from heterosexual sex rose
nearly 117% among teenage girls.22

Adolescents are more vulnerable to
STDs than adults not only because of
their higher likelihood of having had
sex with multiple partners, but also
because young female adolescents
may be biologically more susceptible
to infection due to increased cervical
ectopy and lack of immunity.11

Given the increased STD risk
among adolescents, condom coun-
seling is particularly important. Ado-
lescents who use hormonal methods
of contraception may be less likely 
to use condoms than other sexually
active teens. However, skills-based
educational interventions aimed at
promoting condom use can substan-
tially increase the proportion of teens
who simultaneously use OCs and
condoms. In one randomized con-
trolled trial, 383 African-American
adolescents attended a series of 
counseling sessions that included 
information about STDs, HIV, and

contraception. The number of OC
users who also reportedly used con-
doms increased approximately 20%.23

Condom use should be discussed
with all adolescents. Clinicians can
open the discussion by asking, “Does
your boyfriend use condoms? Does he
use them every time? If not, why?
How could you get him to use them
consistently? Would it help if you al-
ways carried some with you? Will he
continue to use condoms after you go
on the pill?”

“Clinicians should discuss the pros
and cons of sharing the initiation of
OC use with their partners if the
young woman feels OC use might
impact the decision to use con-
doms,” says Dr. Emans. “Adolescents
benefit from counseling that assists
them in healthy sexual decision-
making and provides responsible
choices, including abstinence, con-
traception, and STD prevention.”
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Take Home Messages
• Nearly 1 million teenage pregnancies occur each year in the US, most 

of which are unintended.

• One-third of all US teen pregnancies end in induced abortion.

• Babies born to teens have greater risk of preterm birth, low birthweight,
serious and long-term illness, developmental delays, abuse, and death.

• During the 1990s, declines occurred in US rates of teen pregnancy (down
19%), birth (22%), and abortion (30%).

• More effective contraception accounted for 75% of the decline in teen
pregnancy from 1988 to 1995; increased abstinence accounted for 25%.

• The younger women are when they first have intercourse, the more 
likely intercourse was unwanted or involuntary (70% of women under
age 13 years).

• Approximately three-fourths of US teens use contraception at first 
sexual intercourse.

• OCs and condoms are the most commonly used contraceptive methods
among US teens.

• Sexually active teens are at high risk for STDs; one-quarter of new 
infections annually occur among teens.

“Breakthrough bleeding may be potentially scary
or worrisome if teens have not been warned about
its possibility and told that it tends to resolve with
continued use.”

Paula J.A. Hillard, MD
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1. Approximately how many teenage pregnancies occur in
the US annually

a. 500,000

b. 1 million

c. 1.5 million

d. 2 million

2. What proportion of all US teenage pregnancies ends 
in induced abortion

a. one-fifth

b. one-fourth

c. one-third

d. one-half

3. Between 1991 and 2000, the US teenage birth rate 
declined approximately

a. 10%

b. 20%

c. 30%

d. 40%

4. Which of the following ethnic groups has the lowest
teen birth rate

a. Asian or Pacific Islander

b. Hispanic

c. black

d. white

5. During the latter 1990s, each of the following rates 
declined among US teens EXCEPT 

a. pregnancy

b. abortion

c. birth

d. second birth

6. Existing evidence supports what conclusion about the
effect of abstinence-only education programs on teen
pregnancy rates

a. reduced pregnancy rates

b. no demonstrable effect

c. increased pregnancy rates

d. has not been studied

7. According to the 1995 NSFG, what proportion of never-
married US teenagers aged 15 to 19 years were sexually
experienced

a. one-fourth

b. one-third

c. one-half

d. two-thirds

8. According to the 1995 NSFG, approximately what 
proportion of US teens used contraception at first 
intercourse

a. one-third

b. one-half

c. two-thirds

d. three-fourths

9. According to the 1995 NSFG, which of the following 
is the most common contraceptive method among 
US teens

a. male condom

b. oral contraceptive

c. injectable

d. withdrawal

10. What proportion of annual STD infections in the US
occurs among teens

a. one-fifth

b. one-fourth

c. one-third

d. one-half

Please mark your answers on the CME Quiz Answer Form.
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