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Objective: To examine current levels, correlates of, and changes in contraceptive use among reproductive-age women in the United
States between 2014 and 2016.
Design: We conducted simple and multivariable logistic regression analyses to identify associations between user characteristics and
contraceptive use, with specific attention to methods requiring a visit to a health care provider.
Setting: Not applicable.
Patient(s): All self-identified female respondents to the surveys. Secondary analysis of two rounds of the National Survey of Family
Growth, an in-home, nationally representative survey of people ages 15–44 years (2013–2015) and 15–49 years (2015–2017).
Intervention(s): None.
Main Outcome Measure(s): Current use of a contraceptive method, including use of individual methods and grouped method use in
2016, and change in use from 2014.
Result(s): Contraceptive use remained steady between 2014 and 2016 among sexually active females not seeking pregnancy (88%).
Among users, use of long-acting reversible contraceptive (LARC) methods increased from 14% to 18%, as use of short-acting
reversible contraceptive (SARC) methods fell from 32% to 28%. Implant use among 15- to 19-year-olds rose from 6% to 16% and
represents one of the largest increases observed. Access to sexual and reproductive health care was strongly associated with use of
all LARC and SARC methods except for the implant (adjusted odds ratios ranged from 3.21 to 13.53).
Conclusion(s): Contraceptive users are shifting primarily among the most and moderately effective method groups, and not from con-
traceptive nonuse to use. Reductions in access to sexual and reproductive health care could have implications for individuals’ ability to
use their preferred contraceptive methods. (Fertil Steril Rep� 2020;1:83–93. �2020 by American Society for Reproductive Medicine.)
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INTRODUCTION
I n the United States, the average
desired family size includes two
children; to achieve this goal, indi-

viduals and their partners must spend
approximately three decades trying to
prevent pregnancy (1). During the
reproductive years, overall contracep-
tive method use is ubiquitous among
sexually active American women (2),
and shifts in use between different
methods within the overall method
mix can have implications for several
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population-level reproductive health
outcomes such as pregnancies, abor-
tions, and births. Using contraception
can help individuals to achieve some
desired reproductive health outcomes,
and population-level measures reflect-
ing methods being used represent one
metric, among many, that helps shed
light on individuals’ ability to realize
full reproductive autonomy.

Surveillance at the state and na-
tional level helps to illustrate whether
state and federal policies may be
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facilitating or impeding access to
contraception, a necessary prerequisite
to contraceptive use for most methods.
And identifying differences in specific
method use among population groups
can help determine whether additional
programmatic or policy attention needs
to be directed toward ensuring access to
the full range of methods available for
everyone. Patterns of contraceptive
use vary considerably at the state level,
likely related to varying contexts across
states with regards to population demo-
graphics and differential support for
contraceptive access (3). Two examples
of federal initiatives that have helped
individuals to access contraceptive
methods for free or low out-of-pocket
costs include the Affordable Care Act
(ACA) and the Title X family planning
program, a federally funded initiative
since 1970 that prioritizes providing
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free or low-cost family planning care to low-income and
young individuals (4–6).

Between 2008 and 2014, large shifts in the percentage of
users of permanent contraception and long-acting reversible
contraceptive (LARC) methods at the national level were
documented, with an inverse relationship documented be-
tween rising use of LARC methods coinciding with falling
rates of permanent contraception (7). More recent national-
level data are now available that represent 2015–17, and
new analyses of these data are needed to consider whether
the contraceptive method mix in the population is relatively
stable and, if not, whether any recent changes observed
may be continuing longer-term trends that were previously
documented (7). In addition, given recent federal efforts to
undermine broad contraceptive access with regards to both
the ACA and the Title X program (8, 9), these latest contracep-
tive use data can provide a baseline from which future shifts
in use—overall and among methods—can be tracked.

This study examines overall contraceptive use and use of
individual methods, focusing on themost recent national data
from 2015 to 2017 and highlighting change between the pe-
riods of 2013 to 2015 and 2015 to 2017. Additionally, this
study considers associations between demographic, sexual,
and reproductive health characteristics of users and method
use in 2015 to 2017 and examines changes in specific method
use by these user characteristics between the past two rounds
of data, from 2013 to 2015 to 2015 to 2017. Given the na-
tional attention on access to sexual and reproductive health
care during the time period studied, this analysis helps to
shed light on the relationship between this access and specific
contraceptive method use across population groups.
MATERIALS AND METHODS
This study uses publicly available cross-sectional data
from the 2013 to 2015 and 2015 to 2017 female respon-
dent files of the National Survey of Family Growth
(NSFG). All NSFG respondents self-report their current
gender at the time of interview, which determines the
questionnaire they are routed into. The NSFG conducts
in-home, face-to-face interviews of a nationally represen-
tative sample of people of reproductive age, including
those living in college dormitories, fraternities, or soror-
ities, oversampling black and Hispanic teenagers ages 15
to 19 years-old. As such, the NSFG provides the most
comprehensive, deidentified data on contraceptive use in
the United States. The data and more detailed information
on survey methodology, sample design, response rates,
fieldwork procedures, and variance estimation are avail-
able on the NSFG website (10). Given the deidentified na-
ture of the public-use data in the data set, our
organization’s institutional review board (Department of
Health and Human Services identifier IRB00002197) deter-
mined that this analysis was exempt from institutional re-
view board approval.

The NSFG data were weighted to reflect the U.S.
reproductive-age female civilian population for each of the
2-year time spans, that is, September 2013 to September
2015 and September 2015 to September 2017. Analyses are
84
presented at the midpoint of each time period (2014 and
2016) as a reference year. The sample consists of 5,699 and
4,886 female respondents ages 15 to 44, from the 2013 to
2015 and 2015 to 2017 surveys, respectively. The 2015 to
2017 NSFG included an additional 668 female respondents
ages 45 to 49 at the time of screening; these individuals
were included only in analyses of 2015 to 2017 method use
and not in any analyses of change between the two time
periods.

The analysis considered current use and nonuse of
contraception in 2014 and 2016, as well as changes in use
and nonuse between 2014 and 2016, among three popula-
tions: all reproductive-age women, sexually active
reproductive-age women not seeking pregnancy, and sexu-
ally active reproductive-age women who reported current
contraceptive use. Among the last population of contracep-
tive users, we examined use of specific contraceptive methods
and groups of methods in 2014 and 2016, as well as changes
in method use between 2014 and 2016. In previous analyses
(7), we identified the population of sexually active
reproductive-age women not seeking pregnancy as those
who were ‘‘at risk for unintended pregnancy.’’ The population
described in this current analysis is identified using the same
criteria as in past analyses (women who were sexually active
in the 3 months before interview who were not pregnant or
trying to conceive and who were not sterile for noncontracep-
tive reasons), but we have updated our terminology to more
accurately reflect the text used in the survey. Given no change
over time in either the proportion of sexually active
reproductive-age women not seeking pregnancy or contra-
ceptive use among this population, we focus our analyses,
examining use of specific methods and groups and change
in use of these between the time periods on the narrower pop-
ulation of sexually active reproductive-age women who re-
ported current contraceptive use.

Current contraceptive use is defined as the most effective
method respondents reported using during the month of the
interview, as represented by the CONSTAT1 recode in the
NSFG data set. Of note, due to this prioritization of a method
based on effectiveness (11), use of more than one method is
not reflected in these analyses. Methods represented in this
analysis include female permanent contraception (tubal liga-
tion, Essure [Bayer], etc.), male permanent contraception (va-
sectomy), intrauterine device (IUD), implant, pill, patch, ring,
injectable, condom, withdrawal, natural family planning, and
other coitus-dependent methods (diaphragm, foam, sponge,
suppositories, and jellies). The natural family planning cate-
gory includes periodic abstinence, cervical mucus test or tem-
perature rhythm, and calendar rhythm. Due to small numbers
of respondents reporting patch, ring, or injectable use, we
grouped these together as nonpill short-acting reversible con-
traceptive (SARC) methods. We also created additional
method groups: permanent methods (female and male),
LARC methods (IUDs and implants), and SARC methods (pills,
patch, ring, and injectables). Respondents who indicated that
they were sterile by noncontraceptive surgical or nonsurgical
means were not included in this analysis.

Method use was considered across demographic, sexual,
and reproductive health characteristics that may be associated
VOL. 1 NO. 2 / SEPTEMBER 2020
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with contraceptive use. Such characteristics include age at the
time of interview (for consistency with past analyses of con-
traceptive use), race and ethnicity, income as a percentage of
the federal poverty level, nativity, education, relationship sta-
tus, health insurance coverage, parity, and future births ex-
pected. Due to low response rates on items asking about
sexual orientation and sexual attraction, we included respon-
dents’ lifetime experience of same-sex behavior (ever having
given or received oral sex from, or having ever had any sexual
contact with, a female). We considered respondents’ source of
reproductive health care in the past 12 months, which
included having received any of the following services in
the past 12 months: a birth control checkup, a Pap test, or a
pelvic exam. For individuals who reported more than one
source of reproductive health care, we prioritized first the
receipt of care at Title X clinics, then care at any other public
clinic, followed by care from any private provider. We also
considered individuals’ current insurance coverage, priori-
tizing first private sources of coverage including Medi-Gap,
then Medicaid, Children’s Health Insurance Program and
state-sponsored health plans, then other public coverage
includingMedicare andmilitary health care in cases where re-
spondents indicated more than one type of coverage.
Coverage through a single service plan or only Indian Health
Service was grouped with no coverage, according to the NSFG
recode documents. Finally, we created a variable that repre-
sented any access to reproductive health care, conceptualized
as a combination of actual receipt of care and a means of
covering the cost for care. Individuals who reported neither
receiving any form of reproductive health care in the past
year nor having any type of current health insurance
coverage were considered as those without access. Those
who either received any type of reproductive health care in
the past year or had any type of current health insurance
coverage were considered to have access to reproductive
health care.

We tabulated three sets of statistics for 2014 and for 2016:
the percentage of all women who used and did not use any
method, the percentage of sexually active women not seeking
pregnancy who used and did not use anymethod, and the per-
centage of method users by method type and demographic,
sexual, and reproductive health characteristics. To examine
changes in contraceptive use between the two time points,
we conducted simple logistic regression analyses to test for
significant differences between 2014 and 2016 in the percent-
ages of use overall and within method groups and specific
methods. Differences in method use between 2014 and 2016
that were significant at P < .05 are shown in the tables,
but, for changes in method use by characteristics between
the time points, we prioritize differences significant at P %
.01 and those for which there is strong literature to support
interpretation of the findings. Supplemental Table 1 (avail-
able online) presents findings for use by demographic and
reproductive characteristics for method groups for which
there was no overall significant change between the two
time periods examined, including permanent methods and
coitus-dependent methods.

For individual and grouped methods for which there was
significant change between 2014 and 2016, we used
VOL. 1 NO. 2 / SEPTEMBER 2020
multivariable logistic regression to estimate adjusted odds ra-
tios for the relationship among demographic, sexual, and
reproductive health characteristics and each of these contra-
ceptive methods or method groups in 2016. We began build-
ing each model with all independent variables, then
conducted a backward stepwise elimination process using
Wald tests for each independent variable at P > .1 in the
full model to determine whether its exclusion affected the
model. Variables were omitted from the model if the Wald
test was not significant at P < .05; all models include age,
race and ethnicity, and poverty status regardless of signifi-
cance due to their theoretical relevance to the outcomes.
Age was collapsed into four categories for the multivariable
models due to small cell sizes. Associations in the final multi-
variable models were considered significant at the P < .05
level. All analyses were conducted using the ‘‘svy’’ command
prefix within Stata 15.1 to account for the NSFG's use of a
multistage probability sample.
RESULTS
In 2016, female permanent contraception and oral contracep-
tive pills were the most commonly used methods among
women in the United States, each at about 22% of all users,
with condoms (15%) and IUDs (14%) representing the next
most popular methods. Between 2014 and 2016, the overall
prevalence of contraceptive use remained fairly stable, with
just over 60% of all women and almost 90% of sexually active
women not seeking pregnancy reporting use of a contracep-
tive method (Table 1). There were, however, some significant
changes in the type of methods employed by contraceptive
users. The percentage of contraceptive users relying on a
LARC method increased from 14.3% in 2014 to 17.8% in
2016 (P < .05), while the increase in implants rose from
2.6% to 4.3% (P< .05), playing a dominant role in the overall
increase in LARC methods. In contrast, the percentage of con-
traceptive users relying on any SARC method decreased from
31.8% in 2014 to 27.7% in 2016 (P< .05). There was a signif-
icant decrease in use of other coital methods, such as dia-
phragm, foam, sponge, suppositories, jellies, and creams
during this time frame; however, given the small sample sizes
for users of these methods, results from this particular signif-
icance test may be unstable and should be interpreted with
caution.

Mirroring the pattern of no significant change in overall
contraceptive method use among all sexually active women
not seeking pregnancy as shown in Table 1, there were few
significant changes in overall contraceptive method use by
demographic, sexual, and reproductive health characteristics
among this population (Table 2). One exception was a signif-
icant decrease in overall contraceptive use among sexually
active young adults ages 20–24 not seeking pregnancy,
from 90% to 83% (P < .05).

Use of LARC methods among 15- to 19-year-old contra-
ceptive users more than doubled from 9.8% in 2014 to 22.2%
in 2016 (P< .05). Increases in LARC use also occurred among
college graduates (12.5%-19.2%, P < .01), nulliparous
women (8.6%-15.1%, P < .01), those expecting to have three
or more (additional) births (6.3%-18.3%, P < .001), and
85



TABLE 1

Changes in contraceptive use and method mix between 2014 and
2016 among all women ages 15 to 44, sexually active women
ages 15 to 44 not seeking pregnancy, and women ages 15 to 44
using contraception.

Variable

2014
(n [ 5,699;
weighted

N [ 61,491,766)

2016
(n [ 4,886;
weighted

N [ 61,799,158)

Among all women
Not using contraception 38.6 36.5
Using contraception 61.4 63.5

Among sexually active
women not
seeking pregnancya

Not using contraception 11.5 12.0
Using contraception 88.5 88.0

Among contraceptive users
Any permanent method 28.2 29.7

Female permanent
contraception

21.8 22.4

Vasectomy 6.5 7.3
LARC method 14.3 17.8*

IUD 11.8 13.5
Implant 2.6 4.3*

SARC method 31.8 27.7*
Pill 25.3 21.9
Nonpill SARC methodb 6.5 5.8

Any coitus-dependent
method

25.1 24.5

Condom 14.5 15.2
Withdrawal 8.1 6.9
Natural family planning 2.2 2.4
Other coitus-dependent

methodsc
0.6 0.1*

Note: Data presented as percentages. Survey years in column headings represent the
midpoint of data collection years for each of the two National Survey of Family Growth
(NSFG) surveys. Population includes all female respondents ages 15 to 44 years, weighted
to reflect the U.S. female civilian population. LARC ¼ long-acting reversible contraception;
IUD ¼ intrauterine device; SARC ¼ short-acting reversible contraception.
a Sexually active women not seeking pregnancy includes female respondents who had had
sexual intercourse in the 3 months before interview, who were not pregnant or trying to
conceive, and who were not sterile for noncontraceptive reasons.
b Other nonpill SARCmethods include the contraceptive patch, the vaginal ring, and theme-
droxyprogesterone injectable.
c Other coitus-dependent methods include the diaphragm, foam, sponge, suppositories, jel-
ly/cream, and ‘‘other methods’’ as indicated by the CONSTAT1 variable (contraceptive status
recode prioritizing most effective method reported having been used during the month of
the interview) in the NSFG documentation.
* Indicates significant difference between the years at P < .05.
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those reporting never having had same-sex sexual contact
(13.3%-17.6%, P< .01). With regard to specific LARCmethod
use, between 2014 and 2016, IUD use significantly increased
among those at the highest income levels (10.4%-15.6%,
P < .05) and college graduates (11.6%-18.1%, P < .01); in-
creases in implant use were seen among those in the lowest
income level (3.8%-8.3%, P < .01) and those expecting three
or more (additional) births (2.3%-8%, P < .01).

The use of SARC decreased significantly among those
who had never given birth (58.3%-49.0%, P < .01), those
who received their family planning or gynecological care at
a Title X site in the past year (46.4%-27.2%, P < .01), and
those with any access to reproductive health care (34.4%-
29.1%, P < .01). Within SARC method use, pill use decreased
among respondents with non-Medicaid public insurance
(31.2%-12.7%, P < .01) and those who had received
family planning or gynecological care at a Title X clinic
86
(33.1%-14.6%, P < .01) or another public clinic in the past
year (31.8%-17.2%, P < .01). There were large decreases in
nonpill SARC use among those born outside of the United
States (7.0%-1.9%, P < .001).

When controlling for users’ demographic, sexual, and
reproductive health characteristics, having some level of ac-
cess to reproductive health care is a key factor associated
with higher levels of both LARC and SARC method use,
grouped and individually (Table 3). Access to reproductive
health care was associated with significantly higher levels
of SARC method use especially; those with access had 13.5
times higher odds of using nonpill SARC methods than those
without access (P < .01). Higher levels of LARC use were also
associated with having given birth (P < .05), while lower
levels were associated with being in the oldest age group of
45- to 49-year-olds (P< .001) and identifying as a race other
than white, black, or Hispanic (P < .01). Similar patterns of
associations among age, race, and parity as independent vari-
ables and the outcome of IUD use were observed at the multi-
variable level; being a college graduate was also associated
with increased IUD use at the multivariable level (P < .05).
Higher levels of implant use were associated with expecting
one or more additional births (P < .01), while lower levels
of implant use were associated with being older than 25
(P< .05), having at least a high school or GED education level
(P< .01), and having an income at 300% of poverty or higher
(P < .01).

Higher levels of SARC use were also observed among con-
traceptive users who expected one to two future births (P <
.01), while lower levels were observed among those 35 years
and older (P < .01) and those who had given birth (P <
.01). Lower levels of pill use were also associated with older
ages 35–49 (P < .05) and parity (P < .05). Higher levels of
nonpill SARC method use were associated with identifying
as non-Hispanic black (P< .001), and lower levels were asso-
ciated with individuals identifying as foreign born (P < .01).
DISCUSSION
As would be expected for the short time frame examined,
overall use of contraception, as well as use of contraception
among sexually active women not seeking pregnancy, re-
mained steady between 2014 and 2016. In fact, nonuse of
contraception has remained steady for at least about 15 years
at approximately 10% among sexually active women not
seeking pregnancy, as has use of less effective, coitus-
dependent methods (including the condom, withdrawal, and
fertility awareness–based methods), which has remained
around 20%–25% among this same population (7, 12). This
reveals a notable pattern: most of the shifts observed in
method use over this time period have been among the
most and moderately effective method groups (permanent
contraception, LARCs, and SARCs) and not from nonuse to
use or from less effective, coitus-dependent method use to
use of these more effective methods (Fig. 1). These shifts are
occurring over the same time period that access to contracep-
tion through health insurance coverage has increased (13). Of
note, these recent data indicate the start of a pattern demon-
strating decreases in SARC methods paralleling LARC
VOL. 1 NO. 2 / SEPTEMBER 2020



TABLE 2

Changes in contraceptive use among sexually active women ages 15-44 not seeking pregnancy and changes in selected method use among women ages 15-44 using contraception, by demographic,
sexual and reproductive health characteristics, between 2014 and 2016.

Among Those at
Risk for

Pregnancya

(N 2014[3,325,
N2016[2,895) Among All Contraceptive Users (N 2014[3,307, N 2016[2,888)

Any Method Use LARC Methods IUD Implant SARC Methods Pill
Non-pill SARC

methodsb

2014 2016 2014 2016 2014 2016 2014 2016 2014 2016 2014 2016 2014 2016

Overall Use 88.5 88.0 14.3 17.8* 11.8 13.5 2.6 4.3* 31.8 27.7* 25.3 21.9 6.5 5.8
Use by Demographic
Age
15-19 80.8 83.4 9.8 22.2* 3.5 5.7 6.3 16.4* 66.7 58.5 49.0 44.7 17.7 13.8
20-24 90.0 82.7* 18.6 17.9 12.7 9.6 5.9 8.2 51.7 45.0 42.4 38.3 9.3 6.6
25-29 88.6 90.5 18.7 24.0 14.5 19.1 4.2 4.9 36.2 32.5 30.0 25.7 6.2 6.8
30-34 88.1 91.4 15.8 15.3 15.3 13.7 0.5 1.6 25.6 24.4 20.2 19.3 5.5 5.1
35-39 90.3 88.9 14.1 17.1 13.7 15.5 0.4 1.6* 18.2 16.2 13.0 11.0 5.1 5.2
40-44 88.2 87.3 6.9 12.9* 6.6 12.7* 0.3 0.2 11.9 9.3 10.4 7.5 1.5 1.7
45-49 NA 87.1 NA 5.6 NA 5.5 NA 0.2 NA 7.8 NA 6.5 NA 1.3

Poverty status, %
<100 federal poverty level 85.8 85.5 15.9 19.6 12.1 11.3 3.8 8.3y 26.0 25.4 17.8 18.5 8.2 6.9
100-199 87.8 83.2 15.2 17.0 13.2 12.7 2.0 4.3 31.4 22.6* 21.5 15.0 9.9 7.6
200-299 90.6 91.4 15.7 17.8 12.6 12.4 3.1 5.4 32.1 27.6 28.1 21.2 4.0 6.3
300+ or higher 89.7 90.8 12.1 17.2* 10.4 15.6* 1.7 1.6 36.1 31.9 31.4 27.8 4.7 4.0

Race/ethnicity
White, non-Hispanic 90.2 89.0 13.2 18.1* 11.0 14.2 2.2 3.9 34.8 29.6 29.6 25.2 5.2 4.4
Black, non-Hispanic 84.0 84.4 15.1 17.0 12.0 11.5 3.1 5.4 32.0 28.9 19.8 15.8 12.2 13.1
Other or multiple races, non-Hispanic 89.7 88.8 13.7 9.8 10.8 7.4 2.9 2.5 25.3 28.8 20.6 21.5 4.7 7.3
Hispanic 85.6 86.9 17.8 21.3 14.6 15.7 3.3 5.6 26.0 21.2 18.2 16.3 7.8 4.8

Born outside the United States
Born in the US 88.6 88.2 14.7 18.1* 12.0 13.7 2.6 4.4* 33.7 29.9 27.3 23.4* 6.4 6.5
Foreign born 87.7 86.8 12.7 16.2 10.6 12.4 2.1 3.8 22.5 15.5* 15.5 13.6 7.0 1.9z

Relationship Status
Married 91.5 89.8 13.5 16.3 12.2 14.7 1.3 1.7 18.7 16.0 15.7 12.9 3.0 3.1
Cohabitating 90.3 93.0 18.1 20.7 15.0 15.4 3.1 5.3 31.6 27.7 25.7 20.6 6.0 7.1
Not married or cohabitating 83.1 82.8 13.6 18.2* 9.8 11.3 3.8 6.9 47.5 41.4* 36.6 32.9 10.9 8.5

Education
No high school diploma 83.7 87.5 14.6 19.8 8.8 7.6 5.8 12.2 33.7 29.1 20.3 20.0 13.4 9.1
High school or GED 90.3 86.8 13.0 16.9 9.7 12.5 3.3 4.4 24.6 22.5 18.3 16.0 6.4 6.6
Some College 88.2 86.6 17.0 16.1 14.7 12.0 2.3 4.1 33.9 28.9 27.9 23.0 5.9 5.8
College Graduate 89.3 90.4 12.5 19.2y 11.6 18.1y 0.8 1.1 34.5 29.6 30.4 25.7 4.1 3.9

Parity
0 85.4 84.7 8.6 15.1y 5.7 9.5* 2.9 5.6* 58.3 49.0y 49.3 41.4* 9.0 7.7
1-2 84.3 86.7 26.7 24.3 22.7 17.3 3.9 7.1 29.2 26.2 20.2 19.5 9.0 6.7
3 or more 92.1 90.9 14.7 17.6 12.8 15.3 1.8 2.3 12.7 11.7 8.9 7.6 3.8 4.1
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TABLE 2

Continued.

Among Those at
Risk for

Pregnancya

(N 2014[3,325,
N2016[2,895) Among All Contraceptive Users (N 2014[3,307, N 2016[2,888)

Any Method Use LARC Methods IUD Implant SARC Methods Pill
Non-pill SARC

methodsb

2014 2016 2014 2016 2014 2016 2014 2016 2014 2016 2014 2016 2014 2016

Number of future births expected
0 90.8 91.3 14.4 16.1 12.8 14.6 1.5 1.5 17.1 15.5 12.9 11.4 4.2 4.1
1-2 85.9 83.8 16.1 20.4 11.9 12.6 4.2 7.8* 49.2 42.2* 39.0 33.3 10.2 8.9
3 or more 83.3 84.7 6.3 18.3z 4.0 10.3* 2.3 8.0y 57.0 49.9 50.6 44.6 6.3 5.3

Current insurance coverage
None 87.8 81.4 17.3 18.4 12.7 9.7 4.6 8.7 18.2 15.5 13.4 13.3 4.8 2.2*
Private 89.8 90.0 12.6 16.4* 11.4 15.0* 1.2 1.4 36.4 31.5 30.9 27.0 5.5 4.5
Medicaid 85.6 86.9 18.2 20.8 13.1 10.5 5.1 10.3* 27.1 24.9 15.6 12.5 11.6 12.4
Other Public 82.2 84.9 11.7 22.7* 7.4 14.8 4.3 7.8 36.6 20.0* 31.2 12.7y 5.5 7.3

Source of family planning or GYN care
No Care 84.1 84.0 12.7 15.5 10.6 10.3 2.1 5.2* 12.6 17.5 9.9 15.2* 2.7 2.3
Private 91.0 90.9 14.3 17.8 11.9 15.1 2.4 2.7 39.0 33.1* 31.3 26.9 7.7 6.2
Title X 90.2 89.7 18.3 23.9 13.0 13.8 5.3 10.1 46.4 27.2y 33.1 14.6y 13.3 12.6
Other Public 87.0 82.4 17.0 24.1 14.1 15.1 2.9 9.0* 37.9 27.3* 31.8 17.2y 6.2 10.1

Access to carec

No access to care 84.8 76.9 12.7 11.5 10.0 4.1 2.7 7.3 5.5 5.2 3.1 4.6 2.3 0.6
Access to care 88.5 88.9 14.2 17.6* 11.7 13.7 2.5 3.9 34.4 29.1y 27.6 22.9* 6.8 6.2

Any same sex sexual contact
Never had same sex sexual contact 88.4 87.9 13.3 17.6y 11.0 13.6 2.3 3.9* 31.9 27.8 25.8 21.8* 6.1 6.0
Has had same sex sexual contact 88.7 88.2 18.8 19.4 14.9 13.0 3.8 6.4 31.2 29.2 22.7 23.8 8.5 5.4

NA, not applicable; LARC, long-acting reversible contraception; IUD, intrauterine device; SARC, short-acting reversible contraception; GYN, gynecological.
Survey years in column headings represent the midpoint of data collection years for each of the two NSFG surveys.
Data are all %.
Population includes all sexually active female respondents ages 15-44 not seeking pregnancy and those who reported current contraceptive method use, weighted to reflect the U.S. female civilian population of the United States.
An additional 668 respondents are included among 45-49 year olds in 2016, as this was the first round of the NSFG in which this age group was surveyed.
a Sexually active women not seeking pregnancy includes female respondents who had had sexual intercourse in the 3 months prior to interview, who were not pregnant or trying to conceive and who were not sterile for noncontraceptive reasons.
b Non-pill SARC methods include the contraceptive patch, the vaginal ring, and injectable contraception.
c Represents respondents who indicated either having received and of the following services in the past 12 months: a birth control check-up, a pap test, or a pelvic exam, OR having some form of insurance coverage.
* Significant difference between years at p<0.05 based on simple logistic regression analyses.
y Significant difference between years at p<0.01 based on simple logistic regression analyses.
z Significant difference between years at p<0.001 based on simple logistic regression analyses.
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TABLE 3

Adjusted odds ratios frommultivariable logistic regression analyses assessing the associations between selected demographic, sexual, and reproductive health characteristics and U.S. women’s use of
selected contraceptive methods, among users of contraception ages 15 to 49 years, 2016 (N [ 3,367).

Variable LARC methods IUD Implant
SARC

methods Pill

Nonpill
SARC

methodsa

Age (y)
15–24 Ref Ref Ref Ref Ref Ref
25–34 0.84 (0.57, 1.23) 1.44 (0.90, 2.31) 0.45 (0.23, 0.90)* 0.77 (0.54, 1.12) 0.77 (0.53, 1.11) 0.95 (0.56, 1.59)
35–44 0.57 (0.36, 0.91)* 1.08 (0.61, 1.90) 0.18 (0.07, 0.47)z 0.52 (0.32, 0.84)y 0.48 (0.28, 0.82)y 0.77 (0.38, 1.56)
45–49 0.18 (0.10, 0.34)z 0.37 (0.21, 0.67)y 0.04 (0.00, 0.31)y 0.32 (0.14, 0.70)y 0.34 (0.14, 0.82)* 0.30 (0.08, 1.11)

Poverty status
<100% federal

poverty level
Ref Ref Ref Ref Ref Ref

100%–199% 0.92 (0.58, 1.45) 1.01 (0.61, 1.68) 0.62 (0.29, 1.31) 0.78 (0.56, 1.10) 0.68 (0.44, 1.04) 1.26 (0.79, 2.02)
200%–299% 0.96 (0.60, 1.52) 0.87 (0.54, 1.41) 0.83 (0.36, 1.91) 1.13 (0.74, 1.74) 1.08 (0.70, 1.68) 1.33 (0.70, 2.56)
R300% or higher 1.18 (0.77, 1.80) 1.22 (0.73, 2.04) 0.34 (0.19, 0.64)y 1.12 (0.77, 1.63) 1.27 (0.85, 1.90) 0.86 (0.49, 1.52)

Race/ethnicity
White, non-Hispanic Ref Ref Ref Ref Ref Ref
Black, non-Hispanic 0.89 (0.61, 1.32) 0.99 (0.65, 1.51) 1.06 (0.62, 1.83) 0.99 (0.66, 1.46) 0.54 (0.32, 0.91)* 3.01 (1.79, 5.06)z

Other or multiple
races, non-Hispanic

0.44 (0.27, 0.71)y 0.45 (0.26, 0.79)y 0.51 (0.17, 1.49) 0.97 (0.57, 1.65) 0.74 (0.41, 1.34) 1.72 (0.69, 4.25)

Hispanic 1.07 (0.75, 1.53) 1.19 (0.78, 1.80) 0.95 (0.51, 1.78) 0.82 (0.56, 1.19) 0.63 (0.42, 0.95)* 1.48 (0.85, 2.56)
Born outside the

United States
Born in the

United States
Ref Ref

Foreign born 0.64 (0.38, 1.07) 0.35 (0.17, 0.71)y

Relationship status
Married Ref Ref Ref
Cohabitating 1.25 (0.78, 2.01) 1.09 (0.72, 1.65) 0.94 (0.57, 1.55)
Not married or

cohabitating
1.42 (0.98, 2.06) 1.66 (1.05, 2.64)* 1.62 (0.96, 2.72)

Education
No high school diploma Ref Ref Ref
High school or GED 1.77 (0.86, 3.64) 0.36 (0.19, 0.69)y 0.62 (0.33, 1.14)
Some college 1.58 (0.81, 3.06) 0.35 (0.17, 0.70)y 0.47 (0.23, 1.00)*
College graduate 2.39 (1.23, 4.64)* 0.19 (0.07, 0.47)z 0.42 (0.20, 0.90)*

Parity
0 Ref Ref Ref Ref Ref
1–2 2.45 (1.56, 3.83)z 2.02 (1.22, 3.36)y 2.35 (1.03, 5.37)* 0.57 (0.40, 0.82)y 0.56 (0.37, 0.84)y

R3 1.70 (1.07, 2.69)* 1.65 (1.01, 2.71)* 1.35 (0.64, 2.87) 0.33 (0.22, 0.48)z 0.30 (0.19, 0.45)z
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increases, representing some shifts toward more effective
method use among these two groups.

Overall, however, these longer-term trends challenge a
central assumption motivating some programmatic and pol-
icy initiatives aimed at reducing pregnancies among sexually
active women not seeking them (14–17); that is, increasing
access to more effective methods of contraception will shift
individuals who may have a need for contraception from
nonuse to use or from less effective methods like
withdrawal and condoms to some of the most effective ones
like IUDs. Indeed, this exclusive focus on effectiveness
prioritizes population-level reductions in pregnancies over
individuals’ own preferences regarding reproduction and
contraception, despite many studies having documented
that individuals prioritize many factors when selecting a con-
traceptive method, with effectiveness representing just one of
these factors (18–23). Notably, sexually active young adults
ages 20–24 not seeking pregnancy were the only age group
to experience decreases in overall contraceptive use but no
significant change in specific methods or method groups
between 2014 and 2016, which may be related to recent
shifts in their source of, and increases in use of insurance
coverage for, sexual and reproductive health care (24).

The significant increases in use documented among LARC
users, especially in the use of implants, is notable given both
the short amount of time between the data points and that the
increase continues a previously documented trend (7).
Although female permanent contraception and oral contra-
ception continue to be the two most popular contraceptive
methods among users in the United States, these latest data
are the first to document a significant decrease in use of
shorter-acting hormonal methods, or those considered to be
‘‘moderately effective’’ (11), to parallel the increases in
LARC use. If this pattern continues in subsequent years,
most long-term increases in LARC use could be considered
to be indicative of transitions in use from SARC and perma-
nent contraception users. Use of shorter-acting methods,
including the oral contraceptive pill, among women who
had never given birth significantly decreased in recent years,
corresponding to significant increases in the use of both LARC
methods—the IUD and implant. These shifts may possibly be
reflecting more widespread adoption of clinical guidance
around IUDs being appropriate methods for all interested po-
tential users, even those who have never been pregnant
(25, 26). For all LARC and SARC methods except the implant,
parity continues to be a predictor of use as in past years, with
increasing parity associated with LARC method use and nul-
liparity associated with SARC method use (7).

Most LARC use continues to be IUD use; however,
whereas increases in IUD use primarily drove past increases
in LARC use between data years, these latest national data
indicate that recent increases in LARC use can be attributed
primarily to increases in the use of the implant. In addition,
past increases in both IUD and implant use between
2008 and 2014 were documented across almost all
reproductive-age women (7), whereas increases in both of
these methods between 2014 and 2016 were concentrated
among particular population groups. Use of an IUD increased
between these time periods among those who fell into more
VOL. 1 NO. 2 / SEPTEMBER 2020
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advantaged categories with regards to income, education, and
health insurance coverage. In contrast, implant use more than
doubled among young contraceptive users ages 15 to 19 years
from about 6% in 2014 to over 16% in 2016, and other char-
acteristics associated with increases in implant use, such as
having lower levels of education, falling into the lowest in-
come category, and having Medicaid health insurance
coverage, may also reflect a relationship of younger age, as
well as disadvantage, to implant use. With multiple national
organizations having recommended LARC methods as appro-
priate for adolescents starting in the early 2010s (25, 26),
increased training focused on LARCs for this particular age
group (27, 28), and evidence indicating that adolescents pre-
fer implants over IUDs among LARC choices (29, 30), it may
be that these latest data represent the first time point at which
the impact of these many intersecting factors can be detected
at the national level for the youngest age group.

Although receiving family planning care at a Title X site,
a federally funded family planning program established
explicitly to provide funding for contraceptive service deliv-
ery to young and low-income people, was not significantly
associated with implant use in our analysis, a recent analysis
of Family Planning Annual Report Data from the Office of
Population Affairs (31) suggests that the Title X program
may be playing a role in facilitating access to implant use
among Title X patients. The significant decreases in use of
SARC methods, especially the pill, among individuals obtain-
ing care at Title X sites documented in our analysis during this
period may support a story of longer-term transitions from
SARC use to LARC use specifically among those getting
care at Title X sites, which we may be able to document in
future rounds of these data.
VOL. 1 NO. 2 / SEPTEMBER 2020
In 2016, access to reproductive health care, representing
reduced cost burden for individuals through either health in-
surance coverage or having received care from a public or pri-
vate provider, played a role in increased use of both LARC and
SARC methods among contraceptive users, when controlling
for other user characteristics. Given recent federal support for
undermining both insurance protections under the federal
contraceptive coverage guarantee of the ACA and the original
intent behind the Title X federally funded family planning
program (8, 32), monitoring the extent to which this type of
access will continue to be associated with changes in these
provider-controlled methods will be a critical undertaking.
Reductions in access via health insurance coverage or repro-
ductive health care could result in individuals having to
change their method to a less-desired but more accessible
one or to forego desired contraception all together.

Several limitations are inherent in the analysis of cross-
sectional secondary data. Given the design of the NSFG,
some population groups in the United States may be under-
represented or not represented at all, including those with En-
glish- and Spanish-language barriers, those who identify as
transgender, and institutionalized individuals. Associations
observed between respondent characteristics and contracep-
tive method use do not necessarily imply a causal relation-
ship. Of note, contraceptive method use in our analysis
represents the most effective method reported. As such, use
of more than one method is not captured in this analysis,
despite recent evidence indicating small increases in the use
of multiple methods, and less effective methods that may be
used in conjunction with more effective methods, such as
condom and withdrawal, may be underrepresented (7). In
addition, because permanent contraception is just that
91



ORIGINAL ARTICLE: FEATURED ARTICLES
(permanent), findings related to use of these methods cannot
be interpreted as incidence or ‘‘new’’ use of permanent contra-
ception. Individuals who indicated that they had a single ser-
vice health insurance coverage plan or coverage through the
Indian Health Service were grouped with ‘‘no coverage’’ in the
publicly available data, despite potentially having reproduc-
tive health care coverage through these sources.
CONCLUSIONS
Given the myriad positive outcomes for individuals’ health
and socioeconomic well-being associated with using contra-
ception, facilitating access to the full range of contraceptive
methods available for people who wish to avoid pregnancy
should continue to be high priority, especially in the current
political climate. Perhaps even more importantly, to align
with the core tenets of patient-centered care (33), people
should be able to select contraceptive methods based on
informed, voluntary, and full personal choice (34), not
because a health care provider, public health professional,
or legislator prioritizes a particular method over others
(35–37). Health care providers have a key role to play in
helping their patients make fully informed choices about
contraceptive methods, as patients themselves indicate that
they put a lot of stock in the opinions of their doctors (38).
Accordingly, surveillance activities should move toward
documenting both actual and preferred method use to
reveal the extent to which a gap exists between these two
metrics (39).
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