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NOW APPROVED

Introducing improved pain relief
with reduced opioid consumption*†1

The first and only IV formulation 
of acetaminophen available in the US

Indication
OFIRMEV is indicated for the management of mild to moderate pain;
the management of moderate to severe pain with adjunctive opioid 
analgesics; and the reduction of fever.

Important Safety Information
OFIRMEV should be administered only as a 15-minute infusion.

Do not exceed the maximum recommended daily dose 
of acetaminophen.

Administration of acetaminophen by any route in doses higher 
than recommended may result in hepatic injury, including the risk 
of severe hepatotoxicity and death.

OFIRMEV is contraindicated in patients with severe hepatic 
impairment, severe active liver disease or with known hypersensitivity 
to acetaminophen or to any of the excipients in the formulation.

Acetaminophen should be used with caution in patients with the
following conditions: hepatic impairment or active hepatic disease,
alcoholism, chronic malnutrition, severe hypovolemia, or severe 
renal impairment.

Discontinue OFIRMEV immediately if symptoms associated with 
allergy or hypersensitivity occur. Do not use in patients with
acetaminophen allergy.

The most common adverse reactions in patients treated with OFIRMEV 
were nausea, vomiting, headache, and insomnia in adult patients and 
nausea, vomiting, constipation, pruritus, agitation, and atelectasis in 
pediatric patients.

The antipyretic effects of OFIRMEV may mask fever in patients treated
for postsurgical pain.

Please see Brief Summary of Prescribing Information on adjacent page
or full Prescribing Information at OFIRMEV.com. For product inquiries,
please call 1-877-647-2239.

*OFIRMEV 1 g + PCA morphine vs placebo + PCA morphine.
†The clinical benefit of reduced opioid consumption was not demonstrated.

Reference: 1. Sinatra RS, Jahr JS, Reynolds LW, Viscusi ER, Groudine SB, Payen-Champenois C.
Efficacy and safety of single and repeated administration of 1 gram intravenous acetaminophen 
injection (paracetamol) for pain management after major orthopedic surgery. Anesthesiology.
2005;102:822-831.
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weeks and was 39.8 weeks in those who
delivered at 38-40 weeks.

The study findings are concerning,
because fetal lung maturity is known to
reduce the risk of respiratory morbidity,
and confirmation of fetal lung maturity
is “a recognized exception to longstand-
ing recommendations against elective
delivery before 39 weeks’ gestation,” Dr.
Bates and her associates noted. 

Also, despite existing recommendations
to the contrary, one-third of elective
cesarean deliveries in one large study
were performed before 39 weeks, they
said.

Taken together, the findings in the cur-
rent study “are consistent with relative im-
maturity at 36-38 weeks (regardless of
lung maturity), compared with 39-40
weeks, and lower threshold for admission
to the NICU and for invasive sepsis work-
ups (suspected sepsis),” the investigators
wrote.

They added that the findings should be
considered in light of the study’s limita-
tions – including the retrospective study
design and the related possibility of
confounding, and the fact that the study
does not fully address the risk of stillbirth
associated with either delivery strategy
studied. Nonetheless, they concluded that
the findings suggest that “in the absence
of ongoing concern about fetal death or
maternal well-being if the pregnancy
continued, delivery should be delayed un-
til 39 weeks.”

The findings also suggest that purely
elective fetal lung maturity testing and
early delivery should be avoided, Dr. Bates
and her associates noted.

One of the study authors, Dr. Alan T.
N. Tita, was a Women’s Reproductive
Health Research Advanced Scholar at the
University of Alabama at Birmingham at
the time of the study and received fund-
ing from the National Institute of Child
Health and Human Development. No
relevant financial disclosures were
reported by the other authors. ■
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Birth Rate for U.S. Teens Falls to Lowest Level 

B Y  R O B E R T  F I N N

FROM THE CENTERS FOR DISEASE

CONTROL AND PREVENTION

T
he birth rate for U.S. teens aged
15-19 years fell to the lowest level
since recording began in 1940,

according to new data for 2009.
The 2009 teen birth rate was 39.1

births per 1,000 teens, down 6% from the
2008 rate of 41.5 births per 1,000,
according to the report by the CDC
National Center for Health Statistics.
The 2009 rate was 37% lower than in
1991, the peak year for teen births. The
CDC’s annual report is based on virtually
100% of vital records collected in the 50
U.S. states, the District of Columbia, and
U.S. territories. The report is available at
www.cdc.gov/nchs. 

Overall fertility also fell in 2009 to
66.7 births per 1,000 women aged 15-44
years, compared with 68.6 per 1,000

women in 2008. The CDC’s preliminary
estimate of births in 2009 was 4,131,019,
3% less than 2008. Early data through
June 2010 suggest that the decline in
fertility has continued, according to the
report.

Fertility rates increased in only one age
group: women aged 40-44 years. In that
group, the 2009 rate was 10.1 births per
1,000 women, up 3% from the 2008 fig-
ure and the highest rate since 1967.

The rate of preterm births declined for
the third straight year, to 12.2% of all
births in 2009. The rate of cesarean
deliveries rose to a record high of 32.9%
in 2009, up from 32.3% in 2008. 

The low birth weight rate remained
unchanged at about 8.2% between 2008
and 2009.

The CDC also reported the total fer-
tility rate (TFR) – an estimate of the
number of births that a hypothetical

group of 1,000 women would have over
their lifetimes, based on the age-specific
rates of a particular year. The TFR for
2009 was 2,007.5, down 4% from the rate
in 2008. This is the largest decline in TFR
since 1973. The 2008 and 2009 rates were
both below the replacement rate of 2,100
births per 1,000 women. The U.S. TFR
was below replacement for every year
between 1972 and 2005 and above
replacement in 2006 and 2007. ■


