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Abstract

Objective—To determine population-based estimates of use of contraception among women 15 – 

44 years of age in the United States by disability status.

Study Design—We examined the relationship between disability status and use of contraception 

among 7,505 women at risk of unintended pregnancy using data from the 2011-2015 National 

Survey of Family Growth (NSFG).

Results—After examining the full distribution of contraceptive method use by disability status, 

we found that disability status was significantly associated with differences in 3 categories of use: 

female sterilization, the oral contraceptive pill, and non-use of contraception. Multivariate analysis 

shows that use of female sterilization was higher among women with cognitive disabilities (aOR 

=1.54, 95% CI = 1.12-2.12), and physical disabilities (aOR = 1.59, CI= 1.08-2.35), than for those 

without disabilities, after controlling for age, parity, race, insurance coverage, and experience of 

unintended births. Use of the pill was less common among women with physical disabilities than 

for those without disabilities (aOR =0.57, CI = 0.40-0.82). Finally, not using a method was more 

common among women with cognitive disabilities (aOR = 1.90, CI = 1.36-2.66).

Conclusions—Self-reported cognitive disabilities (“serious difficulty concentrating, 

remembering, or making decisions”), as well as physical disabilities, are significant predictors of 

contraceptive choices, after controlling for several known predictors of use.
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Implications—The patterns found here suggest that screening for self-reported cognitive and 

physical disabilities may allow health care providers to tailor counseling and sex education to help 

women with disabilities prevent unintended pregnancy and reach their family size goals.
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1. Introduction

Women with disabilities constitute a substantially underserved, hard-to-reach, and growing 

population in the U.S.[1-10] They are more likely than women without disabilities to 

experience poverty, low-income, and unemployment. [2-4] According to an analysis of data 

from the 2005 Survey of Income and Program Participation, 11.7% of U.S. civilian, 

noninstitutionalized women of childbearing age live with a disability. [5, 6] More recently, 

findings from an analysis of the combined 2008-2012 Medical Expenditure Panel Survey 

data estimated 12.3% of U. S. non-institutionalized women of childbearing age have a 

disability. [7] Although women with disabilities have the same sexual and reproductive 

rights as other women, they may face discriminatory attitudes regarding their rights to 

engage in sexual activity and make decisions related to pregnancy, childbirth, and parenting. 

[5-7]

Compared to women without disabilities, women with disabilities are likely to have similar 

child-bearing desires but are less likely to intend to become pregnant. [4] Factors potentially 

influencing this difference include greater risks for physical and/or emotional problems 

during pregnancy and delivery; increased risk of financial and physical strain involved in 

parenting; and, realistic fears of losing custody of a child due to societal assumptions about 

the ability of women with disabilities to care for their children [4-8, 11]. Thus, unintended 

pregnancy is often a serious issue for women with disabilities. [4-14 ]

Although there is a limited but growing knowledge base on pregnancy in women with 

disabilities, [8, 10, 14] little is known from representative samples about their contraceptive 

use, particularly among women with cognitive or intellectual (including learning) 

disabilities.[15,16] Research has identified disparities between U.S. women with and 

without disabilities in accessing and receiving recommended clinical preventive services 

such as routine physical examinations, cervical cancer screenings, and family planning 

services. [17, 18] Women with disabilities report multiple barriers to achieving pregnancy. 

For example, they report difficulties finding accessible facilities and medical equipment as 

well as obstetrical practitioners and other providers who are knowledgeable about the 

potential interactions between their disability and pregnancy, and a lack of health insurance 

to cover the services [8-14]. They also may experience disability-related barriers to using 

contraception such as the inability to swallow a pill, or difficulty handling the packaging. [19 

-22] Without access to family planning services and appropriate contraception, women of 

reproductive age with disabilities are at heightened risk of experiencing unintended 

pregnancy. [7]
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Nearly half (45%) of pregnancies in the U.S. are unintended. [23] Most unintended 

pregnancies are caused by inconsistent, incorrect, or non-use of a contraceptive method. [24] 

Female sterilization and the oral contraceptive pill have been the most common 

contraceptive methods for women in the U.S. since 1982. [25, 26] The average failure rate 

for the pill is 7% in a year, and the average failure rate for any method during contraceptive 

use is 10% in a year of use. [26] This 10% failure rate may help to explain the popularity of 

female sterilization in the US.

Although two recent studies investigated contraceptive use among women with physical 

and/or sensory disabilities [15, 16] little is known about use among women with cognitive 

disabilities and those with both physical and cognitive disabilities. This is important because 

cognitive disabilities are more common in the reproductive ages than physical disabilities. 

[5, 6] A recent report of telephone survey data collected from women 18-50 years of age in 

seven states in 2013 found that women with disabilities are more likely than others to use 

female sterilization at last intercourse. [29]

2. Material and Methods

2.1. Source of Data

We used data from the 2011-2015 National Survey of Family Growth (NSFG). The NSFG is 

conducted by the CDC's National Center for Health Statistics in collaboration with other 

agencies of the U.S. Department of Health and Human Services. The survey is largely 

focused on topics related to fertility, sexual activity, contraceptive use, reproductive health 

care, and family formation. The NSFG uses a stratified, multistage area probability sample 

to make nationally representative estimates for women and men aged 15-44 years in the 

household population of the United States. Interviews are conducted in person in 

respondents' homes by trained female interviewers. The 2011-2015 NSFG contained 

interviews with 11,300 women with response rates of about 72%. [30,31]

The NSFG collected standard demographic items including age, marital and cohabiting 

status, race and Hispanic origin, parity, current insurance coverage, and detailed information 

on past and current contraceptive use. We also included the NSFG's measures of current 

disability status and the recoded variable CONSTAT1, which measures the current 

contraceptive status and method use of each woman in the sample.

2.2. Disability measures

In 2011, the U. S Department of Health and Human Services established six standard 

disability-related questions as a minimum question set for population-based U.S. surveys, 

defining disability from an evidence-based functional perspective, including current 

limitations in hearing, vision, cognition, mobility, self-care, and independent living. [32, 33] 

These items were included in the NSFG for the first time in 2011-2015. Disability status was 

measured using a series of six questions, with yes/no responses. The questions ask whether 

the respondent has difficulty hearing, seeing, concentrating or making decisions, walking or 

climbing stairs, dressing or bathing, and going out on errands alone (Figure 1). For the 

present analyses, participant responses were classified as no disability (i. e., “no” to all six 
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questions), any disability (i. e., yes to any of the six questions), cognitive disability only, 

physical disability only, or both physical and cognitive. (Definitions are in Figure 1)

2.3. Exclusions

For the present analysis, we excluded women who were not at risk of unintended pregnancy. 

These women reported never having had intercourse with a man, or not having intercourse in 

the last 3 months, or being currently pregnant, up to 6 weeks' postpartum, trying to become 

pregnant at the time of the interview, or sterile for non-contraceptive health reasons, such as 

having had a hysterectomy (codes 30-41 on the recoded variable CONSTAT1). Applying 

these exclusion criteria provided a total sample of 7,505 women at risk of unintended 

pregnancy at the date of interview. Using the sampling weights reveals that these women 

represent 42 million women 15-44 in the U. S. household population.

2.4. Analysis procedures

We compared contraceptive use among women with and without disability in 7,505 women 

by age, race, and parity. Contingency table analyses with Rao-Scott second order Corrected 

Pearson tests were used to test the significance of differences between women with and 

without disabilities. Analyses accounted for survey weights, clustering and stratification of 

the data. Statistical significance of the tests was defined by p< 0.05. The survey module of 

Stata Version 14 was used for this analysis. We used the survey logistic regression procedure 

in Stata for the logistic regression analyses. The control variables for the regression analyses 

were age (15-24, 25-34, 35-44), parity (0, 1, 2 or more); race and origin (Hispanic, Black, 

White, and other); source of insurance coverage (private, government, and no insurance); 

and whether the woman had had any previous unintended pregnancies (never pregnant; no 

unintended pregnancies; one or more unintended pregnancies). All of these were recoded 

and imputed variables in the NSFG, so they had no missing data.

Results

As shown in Figure 1, among all 7,505 respondents examined in this analysis, 17.1% 

reported at least one of the 6 types of disability. (Respondents were allowed to report more 

than one type, and 5.8% did so.) Cognitive disability (self-reported “serious difficulty 

concentrating, remembering, or making decisions,” 11.3%) was the most commonly 

reported; another 6.5% reported vision or hearing disabilities (yes to questions 1 or 2), and 

5.1% reported other physical disabilities (yes to questions 4, 5, or 6). Thus, among the 

household population in this age range, the most common type of disability is “cognitive,” 
followed by vision or hearing, followed by other physical disabilities. 25

Table 1 shows a profile of the demographic characteristics of women with and without 

disabilities. All women (n=11,300) are shown in the first two columns, and women at risk of 

unintended pregnancy (n=7,505) are shown in the third and fourth columns. Since our 

analysis is focused on those at risk of unintended pregnancy, we will discuss them in the 

following text. Women with disabilities are not more likely to be 15-24 than women without 

disabilities (29.0% vs. 25.7%, p=.09). Women with disabilities are somewhat more likely to 
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have had a birth (67.8% vs. 63.1%) than women without disabilities (p=.02). Differences by 

race and ethnicity are small.

The 7,505 sampled women 15-44 at risk of unintended pregnancy are shown by the 

contraceptive method they were using at the date of interview in Table 2. Overall, 20.8% of 

women at risk of unintended pregnancy were using female sterilization as their method of 

birth control; 6.5% had a husband or partner who was using male sterilization; 23.2% were 

using the pill, making the pill the most commonly-used method; 10% were using the IUD; 

8.1% used another highly effective method (implants, injectables, etc), 13.4% had a male 

partner who was using the condom; 7.7% were using other less effective methods (e.g. 

withdrawal, rhythm methods), and 10.3% were having intercourse but not using a method. 

These are long-standing patterns of contraceptive use in the US, except for the recent rise of 

the intrauterine device (IUD). [25,26]

In table 2, we used a dichotomous measure of disability to maximize sample size and 

simplify the presentation. We found large and significant differences by disability status in 3 

of the contraceptive use categories: use of female sterilization, use of the pill, and not using 

any method. The pill and sterilization are the most commonly-used methods. [25, 26] 

Differences by disability status in male sterilization, use of the IUD, use of other highly 

effective methods (e. g., injectables, implants), the male condom, and other less effective 

methods (e.g., withdrawal, rhythm methods), were smaller (table 2).

Female Sterilization

First, 30.2% of women with disabilities were using female sterilization, compared with 

18.8% of women without disabilities (p< 0.001). (Table 2). Sterilization is uncommon 

among women 15-24. However, at 25-34 and 35-44 years of age, women with disabilities 

were more likely to use sterilization than women without disabilities: For example, at ages 

35-44, 53% of women with disabilities were using female sterilization, compared with 34% 

of women without a disability (p = 0.00).

Pill

Secondly, women with disabilities were less likely to use the pill (14.8%) than women 

without disabilities (24.9%, p<0.001). These differences were seen in each age group, but 

they were significant only for women 25-34 years of age (p = 0.01).

No method

Third, 14.1% of women 15-44 with disabilities were not using any method, compared with 

9.5% of women without disabilities (p<0.001). This difference was 19.7% vs. 10.6% at age 

15-24 (p-value = 0.00), and 13.9% vs. 9.4% at age 25-34 (p = 0.02). It was not significant at 

age 35-44 (10.1% vs 8.9%).

Parity

By parity, differences in non-use were large among childless women. Among childless 

women with disabilities, 19.6% were not using a method, compared with 11.4% of childless 

women without disabilities (p<0.001). (table 2).
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By race/origin, there were significant differences by disability status in use of sterilization 

among white and black women. Black women living with a disability were more likely to 

use sterilization than Black women without a disability (41% vs. 23%, respectively, p < 

0.001). However, there was no difference in non-use by disability status among Black 

women.

Detailed disability for age 15-44

Table 3 uses more specific categories of disability: cognitive disability only, physical 

disability only, and both cognitive and physical, by age. The difference in use of female 

sterilization by disability status is due to those with physical disabilities. Use of female 

sterilization is higher among women with physical disabilities (31.3% vs. 18.8%, p = 0.00) 

and both physical and cognitive disabilities, compared with those without disabilities (39.8% 

vs 18.8%, p=0.00). The use of sterilization among women with cognitive disabilities is not 

significantly different from women without disabilities (22.8% vs. 18.8%, p =0.10). Pill use 

is lower among those with both physical and cognitive disabilities (9.9% vs. 24.9%, p 

=0.00). Non-use is higher (16.9% vs. 9.5%, p =0.00) among women with cognitive 

disabilities than among women with no disabilities.

By age, at least two findings in table 3 are striking: women 15-24 with cognitive disabilities 

are about twice as likely to be non-users of contraception than women without disabilities 

(20.4% vs. 10.6%, p= 0.00). Secondly, among women 35-44 with both physical and 

cognitive disabilities, the proportion using sterilization was 71%, compared with 34% of 

those 35-44 without disabilities (p =0.00). Higher use of sterilization was also apparent 

among those with disabilities 25-34 years of age (29.4% vs. 15.9%, table 3; p-value, .000). 

Next we examine these relationships in a multivariate context to see if they persist after 

controls.

Table 4 shows logistic regression results. We analyzed three logistic regression models (each 

was done several different ways to check for robustness). All three models included all 7,505 

women at risk in the denominator. Model 1 uses as its outcome the use of female 

sterilization (=1, vs all other categories=0). The outcome for Model 2 is use of the pill (vs all 

other categories). The outcome for Model 3 is non-use of any method (=1, vs any method = 

0).

Model 1 predicts the use of female sterilization for birth control purposes. After adjustment 

for age, parity, race, insurance coverage, and previous unintended pregnancies, having a 

cognitive disability increased the odds of female sterilization (aOR =1.54, 95% CI 1.12, 

2.12). Physical disabilities were also predictors of sterilization (aOR =1.59, 95% CI 

1.08-2.35), and women with both physical and cognitive disabilities were more likely than 

women without disabilities to use sterilization (aOR=2.67, 95% CI 1.71 – 4.51).

Age, parity, and lack of private health insurance coverage also conferred independent effects. 

Women who had at least 1 previous unintended pregnancy had more than twice the odds of 

sterilization (aOR = 2.26, 95% CI 1.80 – 2.83), but the effect of disability was independent 

of past unintended pregnancies. Black race had an independent effect (aOR 1.36, 95% CI = 

1.05 – 1.76), but having a disability was associated with sterilization independently of race.
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Model 2 predicts the use of the oral contraceptive pill. (We also ran the models excluding 

sterilized women from the denominator; the results were very similar, except that standard 

errors and confidence intervals were larger.) After adjusting for age, parity, race, insurance 

coverage, and previous unintended pregnancies, women with physical disabilities were less 

likely to be using the pill (aOR =0.57 95% CI 0.40-0.82), as were women with both physical 
and cognitive disabilities (aOR = 0.37; 95% CI = 0.21 - 0.66) compared to women without 

disabilities.

Increasing age, having two or more births, being non-White, and having government health 

insurance coverage or no insurance were all significant predictors of reduced odds of using 

the pill. Having had an unintended pregnancy was not a significant predictor of using the 

pill.

Model 3 shows the prediction of non-use of contraception among women who had 

intercourse in the 3 months before the interview. After controlling for age, parity, race, 

insurance coverage, and previous unintended pregnancy, women with cognitive disabilities, 

compared to women without disabilities, had almost twice the odds of being nonusers of 

contraception (aOR = 1.90; 95% CI 1.36-2.66). Women with other types of disabilities had 

elevated odds but they did not reach the .05 level of significance.

Discussion

In this study, we analyzed contraceptive use patterns by disability status among US women 

15-44 years of age in the 2011-2015 NSFG, using an evidence-based 6-item measure of 

disability. We noted an increased use of female sterilization by women with physical, 

cognitive, and both types of disabilities. These findings were evident among women with 

children, and among women 25 and older. Secondly, in adjusted models we found reduced 

odds of using the pill among women with physical disabilities. Third, we found increased 

odds of non-use among women with cognitive disabilities—women who reported that they 

had “serious difficulty concentrating, remembering, or making decisions.” To our 

knowledge, our analysis is the first to document such findings among a national population-

based sample of women of reproductive age. The greater non-use of contraception among 

sexually active women under age 25 with cognitive disabilities is important for clinicians to 

consider when helping young women avoid unintended pregnancy. Our analyses also 

showed effects (particularly for sterilization and the pill) that are stronger for women with 

both physical and cognitive disabilities. The differences are significant and remain in 

adjusted models. These findings also have clinical implications in that they highlight the 

potential for adverse outcomes in this marginalized and at-risk population.

Our study has several strengths-- including a large, nationally representative sample with a 

good response rate, an evidence-based measure of disability, an examination of disability 

types previously not examined in this context, and thorough, in-person collection of data on 

contraceptive use. Its limitations include 1) collection of data from the household 

population, which excludes the smaller number of women ages 15-44 with more severe 

disabilities living in institutions; 2) the lack of questions directly measuring disability 

severity; and, 3) the collection of disability-related data at the date of the interview--making 
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it difficult to measure the timing of key predictor variables (such as education, family socio-

economic background or insurance coverage) with respect to the onset of disability. 

Resolving such issues may require the use of event history or longitudinal data.

Future research should address the causes of the differences we have found. For example, 

contraceptive failure rates and the frequency of unintended births are known for the general 

population but unknown for women with disabilities. Adverse outcomes associated with 

unintended pregnancy may be especially serious for women with disabilities. [7] We 

recommend that future research include the development and rigorous evaluation of 

interventions to support effective preconception care, prevent unintended pregnancy, and 

enhance the success of family planning among women with disabilities.
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Figure 1. 
Questions on Disability in the NSFG, and unweighted frequencies, Among the 7,505 women 

at risk of unintended pregnancy: 2011-2015 NSFG.

Mosher et al. Page 10

Contraception. Author manuscript; available in PMC 2019 June 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Mosher et al. Page 11

Ta
b

le
 1

D
is

tr
ib

ut
io

n 
of

 s
el

ec
t c

ha
ra

ct
er

is
tic

s 
am

on
g 

w
om

en
 1

5-
44

 y
ea

rs
 o

f 
ag

e,
 b

y 
di

sa
bi

lit
y 

St
at

us
 a

nd
 r

is
k 

of
 u

ni
nt

en
de

d 
pr

eg
na

nc
y:

 U
ni

te
d 

St
at

es
, 2

01
1-

20
15

 

N
at

io
na

l S
ur

ve
y 

of
 F

am
ily

 G
ro

w
th

. (
N

's
 a

re
 u

nw
ei

gh
te

d 
sa

m
pl

e 
si

ze
s.

 P
er

ce
nt

ag
es

 a
re

 w
ei

gh
te

d 
na

tio
na

l e
st

im
at

es
.)

A
ll 

N
 =

 W
om

en
 1

1,
30

0
W

om
en

 a
t 

ri
sk

 o
f 

un
in

te
nd

ed
 p

re
gn

an
cy

 N
 =

 7
,5

05
P

-v
al

ue
 o

f 
w

om
en

 a
t 

ri
sk

 o
f 

un
in

te
nd

ed
 

pr
eg

na
nc

y
N

o 
di

sa
bi

lit
y 

N
 =

 9
,0

18
A

ny
 d

is
ab

ili
ty

 N
 =

 2
,2

82
N

o 
di

sa
bi

lit
y 

N
 =

 6
,0

61
A

ny
 d

is
ab

ili
ty

 N
 =

 1
,4

44

To
ta

l
10

0%
10

0%
10

0%
10

0%

A
ge

 
15

-2
4 

ye
ar

s
31

.8
%

36
.1

%
25

.7
%

29
.0

%
0.

09

 
25

-3
4 

ye
ar

s
35

.2
%

30
.8

%
37

.4
%

34
.1

%
0.

09

 
35

-4
4 

ye
ar

s
33

.0
%

33
.2

%
36

.8
%

36
.9

%
0.

98

P
ar

it
y

 
N

o 
bi

rt
hs

45
.5

%
43

.2
%

37
.0

%
32

.2
%

0.
02

 
1 

or
 m

or
e 

bi
rt

hs
54

.5
%

56
.8

%
63

.1
%

67
.8

%
-

R
ac

e/
E

th
ni

ci
ty

N
on

-H
is

p 
W

hi
te

57
.7

%
56

.5
%

60
.3

%
60

.2
%

0.
95

N
on

-H
is

p 
B

la
ck

14
.3

%
16

.8
%

13
.5

%
16

.1
%

0.
06

 
H

is
pa

ni
c

19
.9

%
20

.9
%

19
.4

%
19

.1
%

0.
87

 
O

th
er

8.
1%

5.
9%

6.
8%

4.
7%

0.
02

U
nw

an
te

d 
P

re
gn

an
cy

N
ev

er
 p

re
gn

an
t

39
.1

%
35

.6
%

31
.9

%
25

.9
%

0.
00

E
ve

r 
pr

eg
na

nt
, a

ll 
in

te
nd

ed
28

.2
%

21
.2

%
29

.9
%

23
.4

%
0.

00

E
ve

r 
pr

eg
na

nt
, h

ad
 a

n 
un

in
te

nd
ed

 p
re

g
32

.8
%

43
.2

%
38

.2
%

50
.8

%
0.

00

In
su

ra
nc

e

Pr
iv

at
e

63
.5

%
40

.1
%

64
.2

%
42

.3
%

0.
00

G
ov

er
nm

en
t

19
.6

%
38

.0
%

18
.0

%
35

.6
%

0.
00

N
on

e
16

.9
%

21
.9

%
17

.7
%

22
.1

%
0.

02

Contraception. Author manuscript; available in PMC 2019 June 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Mosher et al. Page 12

Ta
b

le
 2

Pe
rc

en
t o

f 
w

om
en

 1
5-

44
 y

ea
rs

 o
f 

ag
e 

at
 r

is
k 

of
 u

ni
nt

en
de

d 
pr

eg
na

nc
y 

by
 c

on
tr

ac
ep

tiv
e 

m
et

ho
d,

 d
is

ab
ili

ty
 s

ta
tu

s,
 a

cc
or

di
ng

 to
 a

ge
, p

ar
ity

, a
nd

 r
ac

e/

et
hn

ic
ity

: 2
01

1-
20

15
 N

SF
G

 (
N

's
 a

re
 u

nw
ei

gh
te

d 
sa

m
pl

e 
si

ze
s.

 P
er

ce
nt

ag
es

 a
re

 w
ei

gh
te

d 
na

tio
na

l e
st

im
at

es
. S

ee
 f

oo
tn

ot
es

 b
el

ow
)

N
P

er
ce

nt
 t

ot
al

F
em

al
e 

st
er

ili
za

ti
on

M
al

e 
St

er
ili

za
ti

on
P

ill
IU

D
O

th
er

 h
ig

hl
y 

ef
fe

ct
iv

eǂ
C

on
do

m
O

th
er

 le
ss

 e
ff

ec
ti

ve
+

N
o 

m
et

ho
d

To
ta

l
7,

50
5

10
0%

20
.8

%
6.

5%
23

.2
%

10
.0

%
8.

1%
13

.4
%

7.
7%

10
.3

%

N
o 

di
sa

bi
lit

y
6,

06
1

10
0%

18
.8

%
7.

2%
24

.9
%

10
.5

%
7.

7%
13

.7
%

7.
6%

9.
5%

A
ny

 d
is

ab
ili

ty
1,

44
4

10
0%

30
.2

%
3.

3%
14

.8
%

7.
4%

10
.3

%
12

.0
%

7.
9%

14
.1

%

A
ge

 
15

-2
4

N
o 

di
sa

bi
lit

y
1,

65
2

10
0%

0.
8%

0.
3%

43
.3

%
8.

1%
14

.4
%

16
.3

%
6.

1%
10

.6
%

A
ny

 d
is

ab
ili

ty
45

6
10

0%
2.

4%
0.

2%
29

.5
%

5.
0%

19
.3

%
17

.8
%

6.
1%

19
.7

%

 
25

-3
4

N
o 

di
sa

bi
lit

y
2,

46
4

10
0%

15
.9

%
3.

4%
24

.0
%

14
.3

%
7.

7%
15

.8
%

9.
2%

9.
4%

A
ny

 d
is

ab
ili

ty
52

8
10

0%
29

.4
%

1.
6%

14
.8

%
9.

4%
9.

6%
13

.2
%

8.
2%

13
.9

%

 
34

-4
4

N
o 

di
sa

bi
lit

y
1,

94
5

10
0%

34
.4

%
15

.8
%

12
.9

%
8.

3%
2.

9%
9.

7%
7.

0%
8.

9%

A
ny

 d
is

ab
ili

ty
46

0
10

0%
52

.8
%

7.
4%

3.
2%

7.
4%

3.
8%

6.
2%

9.
2%

10
.1

%

P
ar

it
y

N
o 

bi
rt

hs

N
o 

di
sa

bi
lit

y
2,

13
8

10
0%

1.
0%

2.
0%

46
.8

%
4.

7%
9.

3%
17

.9
%

6.
8%

11
.4

%

A
ny

 d
is

ab
ili

ty
48

4
10

0%
3.

3%
0.

4%
32

.6
%

3.
3%

14
.5

%
20

.7
%

5.
7%

19
.6

%

1 
+ 

bi
rt

hs

N
o 

di
sa

bi
lit

y
3,

92
3

10
0%

29
.3

%
10

.3
%

12
.1

%
13

.9
%

6.
7%

11
.2

%
8.

1%
8.

4%

A
ny

 d
is

ab
ili

ty
96

0
10

0%
42

.9
%

4.
7%

6.
3%

9.
4%

8.
2%

7.
8%

9.
0%

11
.6

%

R
ac

e

N
H

 W
hi

te

N
o 

di
sa

bi
lit

y
2,

98
5

10
0%

17
.1

%
9.

9%
29

.2
%

10
.2

%
6.

1%
11

.9
%

7.
5%

8.
0%

A
ny

 d
is

ab
ili

ty
71

8
10

0%
28

.1
%

4.
2%

18
.0

%
7.

5%
9.

6%
11

.9
%

7.
9%

12
.9

%

Contraception. Author manuscript; available in PMC 2019 June 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Mosher et al. Page 13

N
P

er
ce

nt
 t

ot
al

F
em

al
e 

st
er

ili
za

ti
on

M
al

e 
St

er
ili

za
ti

on
P

ill
IU

D
O

th
er

 h
ig

hl
y 

ef
fe

ct
iv

eǂ
C

on
do

m
O

th
er

 le
ss

 e
ff

ec
ti

ve
+

N
o 

m
et

ho
d

N
H

 B
la

ck

N
o 

di
sa

bi
lit

y
1,

24
5

10
0%

22
.9

%
1.

9%
19

.3
%

8.
8%

13
.2

%
14

.8
%

6.
3%

12
.8

%

A
ny

 d
is

ab
ili

ty
32

9
10

0%
41

.1
%

0.
6%

9.
2%

4.
1%

11
.6

%
10

.2
%

9.
7%

13
.6

H
is

pa
ni

c

N
o 

di
sa

bi
lit

y
1,

46
7

10
0%

23
.6

%
3.

5%
17

.0
%

12
.8

%
8.

9%
14

.2
%

8.
0%

11
.8

%

A
ny

 d
is

ab
ili

ty
32

8
10

0%
29

.4
%

3.
7%

10
.2

%
9.

9%
9.

9%
13

.8
%

5.
2%

17
.9

%

O
th

er

N
o 

di
sa

bi
lit

y
36

4
10

0%
13

.3
%

4.
1%

20
.4

%
9.

7%
6.

7%
25

.5
%

10
.2

%
10

.0
%

A
ny

 d
is

ab
ili

ty
69

10
0%

23
.2

%
N

/A
11

.4
%

7.
9%

15
.5

%
11

.2
%

13
.7

%
17

.2
%

B
ol

de
d 

C
el

ls
: 

D
if

fe
re

nc
e 

is
 s

ig
ni

fi
ca

nt
 a

t p
<

0.
05

 u
si

ng
 a

 R
ao

-S
co

tt 
se

co
nd

 o
rd

er
 c

or
re

ct
ed

 P
ea

rs
on

 te
st

s 
co

m
pa

ri
ng

 w
ith

 “
no

 d
is

ab
ili

ty
” 

(t
he

 r
ow

 a
bo

ve
 it

).
 I

U
D

 (
in

tr
au

te
ri

ne
 d

ev
ic

e)
; P

O
P 

(p
ro

ge
st

in
 o

nl
y 

pi
ll)

ǂ “O
th

er
 h

ig
hl

y 
ef

fe
ct

iv
e”

 m
et

ho
ds

 in
cl

ud
e 

im
pl

an
ts

, i
nj

ec
ta

bl
es

, t
he

 p
at

ch
, r

in
g,

 a
nd

 e
m

er
ge

nc
y 

co
nt

ra
ce

pt
io

n.

+ “O
th

er
 le

ss
 e

ff
ec

tiv
e”

 m
et

ho
ds

 in
cl

ud
e 

di
ap

hr
ag

m
, f

oa
m

, s
up

po
si

to
ry

, j
el

ly
 o

r 
cr

ea
m

, p
er

io
di

c 
ab

st
in

en
ce

, t
he

 r
hy

th
m

 m
et

ho
d,

 w
ith

dr
aw

al
, o

th
er

 m
et

ho
ds

.

Contraception. Author manuscript; available in PMC 2019 June 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Mosher et al. Page 14

Ta
b

le
 3

P
er

ce
nt

 o
f 

w
om

en
 1

5-
44

 y
ea

rs
 o

f 
ag

e 
at

 r
is

k 
of

 u
ni

nt
en

de
d 

pr
eg

na
nc

y 
by

 c
on

tr
ac

ep
ti

ve
 m

et
ho

d,
 d

et
ai

le
d 

di
sa

bi
lit

y 
st

at
us

, a
nd

 a
ge

: 
20

11
-2

01
5 

N
SF

G
*

N
to

ta
l

F
em

al
e 

st
er

ili
za

ti
on

M
al

e 
St

er
ili

za
ti

on
P

ill
IU

D
O

th
er

 h
ig

hl
y 

ef
fe

ct
iv

eǂ
C

on
do

m
O

th
er

 le
ss

 e
ff

ec
ti

ve
 +

N
o 

m
et

ho
d

To
ta

l
7,

50
 5

10
0%

20
.8

%
6.

5%
23

.2
%

10
.0

%
8.

1%
13

.4
%

7.
7%

10
.3

%

N
o 

di
sa

bi
lit

y
6,

06
1

10
0%

18
.8

%
7.

2%
24

.9
%

10
.5

%
7.

7%
13

.7
%

7.
6%

9.
5%

A
ny

 d
is

ab
ili

ty
1,

44
4

10
0%

30
.2

%
3.

3%
14

.8
%

7.
4%

10
.3

%
12

.0
%

7.
9%

14
.1

%

C
og

ni
tiv

e 
on

ly
57

5
10

0%
22

.8
%

2.
6%

19
.5

%
6.

9%
10

.4
%

13
.9

%
6.

9%
16

.9
%

Ph
ys

ic
al

 o
nl

y
48

6
10

0%
31

.3
%

5.
9%

13
.0

%
8.

7%
10

.0
%

10
.8

%
8.

4%
11

.9
%

B
ot

h
38

3
10

0%
39

.8
%

1.
0%

9.
9%

6.
5%

10
.4

%
10

.6
%

8.
9%

12
.9

%

A
ge

 
15

-2
4

N
o 

di
sa

bi
lit

y
1,

65
2

10
0 

%
0.

8%
0.

3%
43

.3
%

8.
1%

14
.4

%
16

.3
%

6.
1%

10
.6

%

A
ny

 d
is

ab
ili

ty
45

6
10

0%
2.

4%
0.

2%
29

.5
%

5.
0%

19
.3

%
17

.8
%

6.
1%

19
.7

%

C
og

ni
tiv

e 
on

ly
22

1
10

0%
2.

8%
N

/A
29

.3
%

4.
8%

18
.1

%
19

.3
%

5.
3%

20
.4

%

Ph
ys

ic
al

 o
nl

y
12

4
10

0%
0.

9%
0.

7%
33

.1
%

5.
9%

21
.9

%
19

.8
%

3.
4%

14
.2

%

B
ot

h
11

1
10

0%
2.

9%
N

/A
26

.6
%

4.
5%

19
.2

%
12

.9
%

10
.2

%
23

.5
%

 
25

-3
4

N
o 

di
sa

bi
lit

y
2,

46
4

10
0%

15
.9

%
3.

4%
24

.0
%

14
.3

%
7.

7%
15

.8
%

9.
2%

9.
4%

A
ny

 d
is

ab
ili

ty
52

8
10

0%
29

.4
%

1.
6%

14
.8

%
9.

4%
9.

6%
13

.2
%

8.
2%

13
.9

%

C
og

ni
tiv

e 
on

ly
22

3
10

0%
26

.7
%

2.
5%

21
.4

%
8.

4%
6.

9%
13

.2
%

7.
5%

13
.3

%

Ph
ys

ic
al

 o
nl

y
17

6
10

0%
31

.0
%

0.
9%

13
.2

%
8.

1%
9.

3%
14

.3
%

9.
2%

13
.9

%

B
ot

h
12

9
10

0%
31

.9
%

0.
9%

5.
5%

12
.8

%
14

.6
%

11
.7

%
7.

9%
14

.6
%

 
35

-4
4

N
o 

di
sa

bi
lit

y
1,

94
5

10
0%

34
.4

%
15

.8
%

12
.9

%
8.

3%
2.

9%
9.

7%
7.

0%
8.

9%

A
ny

 d
is

ab
ili

ty
46

0
10

0%
52

.8
%

7.
4%

3.
2%

7.
4%

3.
8%

6.
2%

9.
2%

10
.1

%

C
og

ni
tiv

e 
on

ly
13

1
10

0%
45

.5
%

6.
4%

3.
4%

7.
8%

4.
4%

7.
3%

8.
4%

16
.9

%

Ph
ys

ic
al

 o
nl

y
18

6
10

0%
45

.0
%

11
.8

%
3.

9%
10

.3
%

5.
2%

4.
3%

10
.1

%
9.

4%

B
ot

h
14

3
10

0%
71

.4
%

1.
8%

1.
8%

2.
9%

0.
9%

8.
0%

8.
7%

4.
2%

* N
's

 a
re

 u
nw

ei
gh

te
d 

sa
m

pl
e 

si
ze

s.
 P

er
ce

nt
ag

es
 a

re
 w

ei
gh

te
d 

N
at

io
na

l e
st

im
at

es
.

Contraception. Author manuscript; available in PMC 2019 June 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Mosher et al. Page 15
B

ol
de

d 
C

el
ls

: 
D

if
fe

re
nc

e 
is

 s
ig

ni
fi

ca
nt

 a
t p

<
0.

05
 u

si
ng

 a
 R

ao
-S

co
tt 

se
co

nd
 o

rd
er

 c
or

re
ct

ed
 P

ea
rs

on
 te

st
s 

co
m

pa
ri

ng
 w

ith
 “

no
 d

is
ab

ili
ty

”
IU

D
 =

 in
tr

au
te

ri
ne

 d
ev

ic
e

ǂ “O
th

er
 h

ig
hl

y 
ef

fe
ct

iv
e”

 m
et

ho
ds

 in
cl

ud
e 

im
pl

an
ts

, i
nj

ec
ta

bl
es

, t
he

 p
at

ch
, r

in
g,

 a
nd

 e
m

er
ge

nc
y 

co
nt

ra
ce

pt
io

n

+ “O
th

er
 le

ss
 e

ff
ec

tiv
e”

 m
et

ho
ds

 in
cl

ud
e 

di
ap

hr
ag

m
, f

oa
m

, s
up

po
si

to
ry

, j
el

ly
 o

r 
cr

ea
m

, p
er

io
di

c 
ab

st
in

en
ce

, t
he

 r
hy

th
m

 m
et

ho
d,

 w
ith

dr
aw

al
, o

th
er

 m
et

ho
ds

.

Contraception. Author manuscript; available in PMC 2019 June 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Mosher et al. Page 16

Ta
b

le
 4

A
m

on
g 

w
om

en
 a

t r
is

k 
of

 u
ni

nt
en

de
d 

pr
eg

na
nc

y,
 u

na
dj

us
te

d 
an

d 
ad

ju
st

ed
 o

dd
s 

ra
tio

s 
of

 u
si

ng
 f

em
al

e 
st

er
ili

za
tio

n,
 th

e 
pi

ll,
 a

nd
 n

ot
 u

si
ng

: 2
01

1-
20

15
 

N
SF

G
 (

od
ds

 r
at

io
s 

in
 b

ol
d 

ar
e 

st
at

is
tic

al
ly

 s
ig

ni
fi

ca
nt

 a
t p

<
0.

05
 o

r 
be

tte
r)

F
em

al
e 

St
er

ili
za

ti
on

P
ill

N
ot

 u
si

ng
 (

“n
o 

m
et

ho
d”

)

To
ta

l N
7,

50
5

7,
50

5
7,

50
5

O
R

aO
R

*
O

R
aO

R
*

O
R

aO
R

*

D
IS

A
B

IL
IT

Y
 S

T
A

T
U

S

R
ef

er
en

ce
: n

o 
di

sa
bi

lit
y

C
og

ni
tiv

e 
di

sa
bi

lit
y 

on
ly

1.
27

 (
0.

96
-1

.6
9)

1.
54

 (
1.

12
-2

.1
2)

0.
73

 (
0.

50
-1

.0
7)

0.
67

 (
0.

44
-1

.0
1)

1.
93

 (
1.

40
-2

.6
6)

1.
90

 (
1.

36
-2

.6
6)

Ph
ys

ic
al

 d
is

ab
ili

ty
 o

nl
y

1.
96

 (
1.

44
-2

.6
7)

1.
59

 (
1.

08
-2

.3
4)

0.
45

 (
0.

32
-0

.6
3)

0.
57

 (
0.

40
-0

.8
2)

1.
28

 (
0.

85
-1

.9
3)

1.
26

 (
0.

83
-1

.9
0)

B
ot

h 
di

sa
bi

lit
ie

s
2.

84
 (

2.
04

-3
.9

7)
2.

67
 (

1.
71

-4
.1

6)
0.

33
 (

0.
18

-0
.6

0)
0.

37
 (

0.
21

-0
.6

6)
1.

40
 (

0.
90

-2
.1

8)
1.

45
 (

0.
91

-2
.3

2)

A
G

E

R
ef

er
en

ce
: 2

5-
34

15
-2

4 
ye

ar
s

0.
05

 (
0.

03
-0

.0
8)

0.
14

 (
0.

09
-0

.2
2)

2.
35

 (
1.

97
-2

.8
2)

1.
23

 (
1.

00
-1

.5
2)

1.
24

 (
1.

01
-1

.5
3)

0.
87

 (
0.

70
-1

.0
8)

35
-4

4 
ye

ar
s

2.
72

 (
2.

25
-3

.3
1)

2.
28

 (
1.

80
-2

.8
9)

0.
44

 (
0.

34
-0

.5
6)

0.
62

 (
0.

48
-0

.8
0)

0.
89

 (
0.

69
-1

.1
4)

1.
16

 (
0.

87
-1

.5
5)

PA
R

IT
Y

R
ef

er
en

ce
: 1

 b
ir

th

N
o 

bi
rt

hs
0.

18
 (

0.
12

-0
.2

7)
0.

40
 (

0.
22

-0
.7

3)
3.

40
 (

2.
71

-4
.2

6)
1.

64
 (

1.
08

-2
.4

9)
0.

86
 (

0.
68

-1
.0

8)
0.

87
 (

0.
57

-1
.3

1)

2 
bi

rt
hs

 o
r 

m
or

e
8.

73
 (

6.
67

-1
1.

42
)

6.
35

 (
4.

81
-8

.3
9)

0.
38

 (
0.

29
-0

.4
9)

0.
43

 (
0.

32
-0

.5
8)

0.
45

 (
0.

34
-0

.6
0)

0.
43

 (
0.

31
-0

.5
9)

E
ve

r 
ha

d 
un

in
te

nd
ed

 p
re

gn
an

cy

re
f:

 E
ve

r 
pr

eg
na

nt
, n

ev
er

 h
ad

 u
ni

nt
en

de
d 

pr
eg

na
nc

y

N
ev

er
 p

re
gn

an
t

0.
04

 (
0.

02
-0

.0
6)

1.
13

 (
0.

52
-2

.4
2)

5.
99

 (
4.

73
-7

.5
9)

1.
70

 (
1.

08
-2

.6
7)

1.
23

 (
0.

97
-1

.5
7)

1.
00

 (
0.

63
-1

.5
9)

E
ve

r 
pr

eg
na

nt
, a

t l
ea

st
 1

 u
ni

nt
en

de
d 

pr
eg

na
nc

y
2.

04
 (

1.
69

-2
.4

6)
2.

26
 (

1.
80

-2
.8

3)
0.

91
 (

0.
72

-1
.1

6)
0.

95
 (

0.
73

-1
.2

4)
0.

71
 (

0.
56

-0
.9

0)
0.

61
 (

0.
47

-0
.8

0)

R
A

C
E

 &
 O

R
IG

IN

re
fe

re
nc

e:
 N

H
 W

hi
te

N
H

 B
la

ck
1.

54
 (

1.
23

-1
.9

3)
1.

36
 (

1.
05

-1
.7

6)
0.

56
 (

0.
45

-0
.7

0)
0.

65
 (

0.
51

-0
.8

1)
1.

54
 (

1.
22

-1
.9

4)
1.

61
 (

1.
26

-2
.0

5)

H
is

pa
ni

c
1.

39
 (

1.
10

-1
.7

7)
0.

93
 (

0.
72

-1
.2

0)
0.

50
 (

0.
39

-0
.6

5)
0.

70
 (

0.
53

-0
.9

1)
1.

52
 (

1.
20

-1
.9

4)
1.

63
 (

1.
26

-2
.1

1)

O
th

er
0.

73
 (

0.
47

-1
.1

4)
0.

75
 (

0.
46

-1
.2

3)
0.

64
 (

0.
42

-0
.9

6)
0.

59
 (

0.
40

-0
.8

7)
1.

26
 (

0.
93

-1
.7

1)
1.

26
 (

0.
93

-1
.7

1)

IN
SU

R
A

N
C

E
 C

O
V

E
R

A
G

E

R
ef

er
en

ce
: p

ri
va

te
 in

su
ra

nc
e

G
ov

t p
la

n
1.

80
 (

1.
50

-2
.1

6)
1.

57
 (

1.
25

-1
.9

7)
0.

49
 (

0.
40

-0
.5

9)
0.

65
 (

0.
53

-0
.8

0)
1.

50
 (

1.
17

-1
.9

1)
1.

56
 (

1.
18

-2
.0

6)

Contraception. Author manuscript; available in PMC 2019 June 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Mosher et al. Page 17

F
em

al
e 

St
er

ili
za

ti
on

P
ill

N
ot

 u
si

ng
 (

“n
o 

m
et

ho
d”

)

To
ta

l N
7,

50
5

7,
50

5
7,

50
5

O
R

aO
R

*
O

R
aO

R
*

O
R

aO
R

*

N
o 

in
su

ra
nc

e
1.

72
 (

1.
38

-2
.1

5)
1.

52
 (

1.
18

-1
.9

5)
0.

35
 (

0.
28

-0
.4

3)
0.

42
 (

0.
34

-0
.5

3)
1.

48
 (

1.
12

-1
.9

4)
1.

47
 (

1.
10

-1
.9

7)

* A
dj

us
te

d 
m

od
el

s 
in

cl
ud

e 
di

sa
bi

lit
y 

st
at

us
, a

ge
, p

ar
ity

, e
ve

r 
ha

d 
an

 u
ni

nt
en

de
d 

pr
eg

na
nc

y,
 r

ac
e/

or
ig

in
, a

nd
 in

su
ra

nc
e 

co
ve

ra
ge

.

Contraception. Author manuscript; available in PMC 2019 June 01.


	Abstract
	1. Introduction
	2. Material and Methods
	2.1. Source of Data
	2.2. Disability measures
	2.3. Exclusions
	2.4. Analysis procedures

	Results
	Female Sterilization
	Pill
	No method
	Parity
	Detailed disability for age 15-44

	Discussion
	References
	Figure 1
	Table 1
	Table 2
	Table 3
	Table 4

