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Introduction: The objective of this review was to conduct a systematic evaluation of the measure-
ment and operationalization of the social determinants of health in research on long-acting revers-
ible contraception use in the U.S. To contribute to the ongoing refinement of the quality of social
determinants of health and long-acting reversible contraception use research, this systematic scop-
ing review examines how social determinants of health are measured and operationalized in studies
that examine long-acting reversible contraception initiation and usage at the patient level.

Methods: A detailed search of 5 electronic databases (PubMed, Embase, Web of Science, CINAHL,
and PsycINFO) was conducted between December 2020 and January 2021 according to PRISMA
guidelines. Determinants were assessed using the Dahlgren and Whitehead model. The protocol
and data extraction template were developed a priori.

Results: A total of 27 articles representing 26 studies were included in our study. A total of 12 studies
were retrospective and cross-sectional in design; the remaining studies were a combination of
designs. Healthcare services and health insurance were identified as the most frequently researched
categories of determinants. There was wide variation in reported operationalization of race and eth-
nicity, limited engagement with sexuality, and uneven geographic representation across studies.

Discussion: This systematic scoping review is the first, to the best of our knowledge, to focus on the
measurement and operationalization of social determinants of health and on current long-acting
reversible contraception use research. Future research on the impact of social determinants of health
on long-acting reversible contraception use must explore the full range of factors shaping contracep-
tive decision making and use and focus on equity-informed data collection methods and reporting.
AJPM Focus 2022;1(2):100032. © 2022 The Authors. Published by Elsevier Inc. on behalf of The American Journal
of Preventive Medicine Board of Governors. This is an open access article under the CC BY-NC-ND license
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INTRODUCTION

Long-acting reversible contraceptives (LARCs) such as
intrauterine devices (IUDs) or implants are considered
some of the most innovative reproductive health tech-
nologies of contemporary medicine.1 Public health and
medical professionals endorse LARC as a means of pre-
venting unintended pregnancy because of its high
f Pre-
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effectiveness and low rate of human error.2,3 Unintended
pregnancy rates across racial, ethnic, and socioeconomic
groups are considered a persistent clinical and public
health problem because of the association of unintended
pregnancy with adverse maternal and infant health,
financial outcomes, and social outcomes (e.g., decreased
educational attainment).2,4,5 Therefore, some public
health and medical professionals cite LARC as a means
to not only prevent pregnancy but also help to achieve
overall public health and health equity.2,3,6 Meanwhile,
others raise concerns about overpromotion of LARC at
the expense of patient preferences and autonomy, partic-
ularly for groups who face stigma, coercion, or bias from
healthcare providers.7−9 In both positions, scholars
agree that understanding the social factors shaping con-
traceptive decision making is critical to meeting patient
needs and overall public health. Thus, a growing body of
literature shows increasing attention to the social deter-
minants of health (SDOH) that influence LARC initia-
tion and usage.10

The SDOH framework emphasizes factors above indi-
vidual behavior, biology, or genetics such as the condi-
tions in which patients live, work, learn, and play that
shape health status.11,12 Specifically, research studies may
examine which SDOH among many (e.g., insurance sta-
tus, educational attainment) are associated with LARC
initiation and usage with the goal of increasing initiation
and use of these contraceptives in groups with compara-
tively low rates. Although previous scholarship has
reviewed some social determinants that impact LARC
use,10 this review explicitly focuses on factors above the
individual level. This decision is in keeping with guidance
from Dahlgren and Whitehead, developers of a widely
cited rainbow model of the SDOH, as well as from other
leading SDOH researchers.13 As noted by Dahlgren and
Whitehead and others, there is a need to tackle the wider
SDOH in the rainbow model, referring to social and com-
munity networks; living and working conditions (i.e.,
water and sanitation, agriculture and food, health and
social care services, unemployment and welfare, working
conditions, housing and living environment, education,
and transport); and general socioeconomic, cultural, and
environmental conditions because individual behavior,
biology, physiology, genetics, or lifestyle factors such as
exercise and smoking have been overemphasized in the
literature.13 To date, no systematic review of SDOH and
LARC use has explicitly engaged with the wider aspects of
the SDOH framework.
Meanwhile, there is no consensus on how to measure

and operationalize social determinants in reproductive
and other health research.13 Recent systematic reviews
and meta-analyses have addressed critical gaps in our
understanding of, for example, LARCs, condom use, and
sexually transmitted infections,14 or patient preferences
for contraceptive counseling.15

To contribute to the ongoing refinement of the quality
of SDOH and LARC use research, this systematic scoping
review examines how SDOH are measured and operation-
alized in studies that examine LARC initiation and usage at
the patient level. Moreover, as scholars call for a more
nuanced framing of the SDOH that includes its wider tiers
(e.g., racism, wealth inequality, social stigma),12,13 this
review considers the ways in which current research on
LARC and the SDOH does or does not offer a critical
engagement with the breadth and complexity of the SDOH
framework.
METHODS
A systematic scoping review of the literature was conducted using
the PRISMA format. In consultation with a research librarian, a
search strategy and database selection were developed. Ultimately,
a search for published articles through January 2021 was con-
ducted in 5 electronic databases: PubMed, Embase, Web of Sci-
ence, CINAHL (Cumulative Index to Nursing and Allied Health
Literature), and PsycINFO. Terms to capture contraceptive meth-
ods of interest (i.e., LARCs, IUD, implant) as well as their abbrevi-
ations, associated brand names, and synonyms (e.g., birth control)
were included. Terms including SDOH, health equity, and health
disparity as well as their associated terms were included to develop
a comprehensive understanding of the literature. Terms related to
specific aspects of the SDOH framework, such as housing, health
care, insurance, stigma, income, community, and occupation were
also included. A search strategy is included in Appendix A (avail-
able online). Initially, search terms related to contraceptive injec-
tions (e.g., Depo-Provera) were included. However, these terms
were excluded from this analysis because after consensus, it was
concluded that this method did not meet strict criteria for revers-
ibility. Although active for up to 14 weeks, potentially meeting the
criteria for long-acting, the contraceptive injection cannot be
removed once administered as can the IUD and implant. For the
purposes of this review, studies needed to focus on current use
and/or initiation at the patient/individual level as a primary out-
come variable. Studies were excluded if they dealt primarily with
patient/individual perceptions, knowledge, or attitudes around
LARCs where patients/individuals were not initiating or using
LARC at the time of the study. Although the current review is not
registered with PROSPERO (the International Prospective Regis-
ter of Systematic Reviews), the protocol and data extraction tem-
plate were developed a priori. Protocol, template data collection
forms, extracted data, and all data used for analysis are available
on request.

Study search and inclusion process proceeded until January 2021.
Manual searches of relevant studies’ references were conducted to
capture any additional sources, with included studies published after
2005. This year was selected because it represents an increase in
peer-reviewed, English-language scholarship published on the
SDOH.16 Studies could be qualitative, quantitative, or mixed-meth-
ods primary research; be conducted in the U.S.; have included adults
aged ≥18 years, and have examined at least one SDOH. LARC use
(i.e., a continuation of a LARC; initiation of a LARC or use for the
www.ajpmfocus.org
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first time; or uptake, the returning to use after a period of nonuse)
was a primary outcome measure. Studies were excluded if they
focused on LARC provision immediately after delivery, immediately
after abortion, or when used as emergency contraception because
such cases involve a set of factors (e.g., unique clinical guidelines)
that warrant separate analysis. Studies with adolescents were also
excluded; adolescents experience specific regulations and settings (e.
g., school based) for contraceptive care. Finally, studies were
excluded on the basis of publication type (e.g., abstract).

Three reviewers (MMBD, CP, and SOC) screened titles and
abstracts. Full texts of articles deemed eligible after title and
abstract screening were assessed by 2 reviewers (MMBD, SOC) to
verify inclusion. All reviewers independently and in duplicate
screened a subset of 221 records to establish consistency; the
remaining titles and abstracts were then divided among MMBD
and SOC. Covidence, a web-based software platform, was used for
screening and management of imported references. Next,
reviewers met to discuss conflicts in Covidence and develop con-
sensus; the most common topics of discussion were whether
LARC use was a primary outcome and whether factors were social
Figure 1. PRISMA flow diagram.
LARC, long-acting reversible contraception; SDOH, social determinants of hea

December 2022
determinants. Figure 1 presents the PRISMA diagram. Given the
focus of this review on a critical application of the SDOH, we did
not include studies where (1) race was treated as an individual
physiologic, biological, or genetic variable and (2) where socioeco-
nomic status was measured as an individual-level variable. Studies
that explicitly stated that race was examined as a social construct
were eligible. Meanwhile, studies that examined health services’
interventions to decrease the cost of LARC were eligible because
although arguably impacting socioeconomic status, these studies
fall under the living and working conditions tier of the rainbow
model, that is, emphasize the layers of the SDOH framework
beyond individual patient characteristics.

Data from full texts were independently (MMBD and SOC)
extracted using a standardized data form created in Qualtrics.
Reviewers (MMBD, CP) then conducted a narrative synthesis of
extracted information from analysis on individual studies to
determine how they measured or operationalized an SDOH, to
determine its impact on LARC use, and to identify overall themes
and patterns in studies’ quality, methodologic approaches, and
design. Reviewers met during each phase of research to discuss
lth.



Figure 2. The Dahlgren and Whitehead Rainbow Model, 2021 (reused with permission).
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challenges and discrepancies and reach consensus. The most com-
mon topic for discussion was where a factor fit into the Dahlgren
and Whitehead model13 (Figure 2). The model was repeatedly ref-
erenced by all reviewers to assist with the development of the
extraction form and with analysis. To assess for study bias, 2
reviewers (MMBD and SOC) independently applied an adapted
version of the Joanna Briggs Institute’s critical appraisal checklist
for analytical cross-sectional quality assessment (Appendices B
and C, available online).17 Most studies were cross-sectional,
therefore combining relevant questions from other forms into one
checklist was a pragmatic approach to evaluation. Following the
recommendations from Munn et al.,18 checklists were used to sys-
tematically assess for overall quality, identify any major threats to
validity, and gather a comprehensive portrait of the data rather
than to numerically score studies. None of the studies for full-text
review were excluded owing to concerns over quality.
RESULTS

Of the 27 articles representing 26 studies, the most fre-
quent study designs were cross-sectional and retrospec-
tive: retrospective cohort studies (n=9) and retrospective
medical chart or record review (n=3). Study designs are
summarized in Appendix D (available online). A total of
23 studies examined use across the hormonal IUD, non-
hormonal IUD, and implant; 2 of these specifically com-
pared use of IUD with that of implant; and 3 studies
examined the hormonal and nonhormonal IUD. Sample
sizes ranged from 87 to 3,794,793. Of the 26 studies
included, 5 included data from university health centers,
3 included data from Title X-funded clinics, 2 included
data from family planning clinics, 2 included data from
Planned Parenthood clinics, and 1 included data from a
community health center. Two were conducted with
data from county jails. One study used data from a pri-
vate practice medical group office setting. The remaining
studies utilized state (e.g., California Women’s Health
Survey) or national (e.g., the National Survey of Family
Growth, Veteran’s Health Administration clinical data
sets) data sets. Studies were published between 2007 and
2020.
In accordance with the Dahlgren and Whitehead’s

commentary on the rainbow model13 and previous
scholarship on the SDOH framework,12,16,19 articles
were included if the primary exposure variable was not
an individual behavior or lifestyle factor (e.g., smoking,
exercise), biology or physiology (e.g., weight), or genet-
ics. If a study examined participants’ race and/or ethnic-
ity and LARC as a nonbiological, nongenetic factor, this
was considered an SDOH because of consensus within
our research team and in a range of leading health schol-
arship on race and ethnicity being social constructs and
not biological or genetic.20 Two articles fit this criterion.
One study fit the Dahlgren and Whitehead description
of social and community networks, that is, marital sta-
tus.21 Table 121−42 summarizes where studies fit into the
Dahlgren and Whitehead model.
Most articles examined SDOH in the living and work-

ing conditions level of the Dahlgren and Whitehead
model. Healthcare services (n=9), health insurance
(n=5), healthcare services and health insurance (n=1),
education (n=2), and housing (n=2) were the specific
categories of factors examined in this level. Our review
confirms previous findings that many SDOH studies
www.ajpmfocus.org



Table 1. Social Determinants and LARC Use Identified in Included Studies vs. Levels of Dahlgren and Whitehead Model

Dahlgren and Whitehead Model Levels Social determinants

General socioeconomic, cultural, and environmental conditions Heteronormativity22

Racial discrimination (experienced by Veterans)23

Living and working conditions Healthcare services24−29

Health insurance30−34

Healthcare services and health
Insurance35

Housing (for Veterans)36,37

Education38,39

Social and community networks Sexual satisfaction40,41

Marital status21

Individual lifestyle factors N/A

Age, sex, and constitutional factors (nonbiological, physiologic, or genetic) Race and/or ethnicity and nativity22

Race and/or ethnicity42

N/A, not applicable.
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examine healthcare services or health insurance. Exam-
ining education and housing are more novel contribu-
tions to the SDOH and LARC use literature. Notably,
both articles examining housing were from the same
study of women Veterans and their contraceptive
use.36,37 Two studies examined factors at the general
socioeconomic, cultural, and environmental conditions
level of the model. One study examined the number of
patients who identify as a sexual minority at a family
planning clinic who seek LARCs through the lens of het-
eronormativity or the social norm dictating that hetero-
sexuality is the default or preferred expression of
sexuality. The second study examined racism as experi-
enced by women Veterans seeking LARCs. A narrative
summary of articles on the living and working condi-
tions and general socioeconomic, cultural, and environ-
mental conditions of the Dahlgren and Whitehead
model is presented in the following paragraphs.
Within healthcare services, studies (n=9) examined

aspects of clinical practice that reduced barriers to access
(i.e., wait time for insertion) or improved patient knowl-
edge, showing some positive determinants of LARC use.
One study (a randomized cluster trial) looked at both
healthcare services and health insurance status, that is,
public funding for LARC and provider training.35 Posi-
tive determinants included changes to an appointment
scheduling script that increased contact with and
reminders for patients,43 changes to a counseling script
to include discussion of self-removal,44 a revolving loan
fund that reduced clinic cost and patient wait time,45

and source of care (women receiving care from family
planning clinics had lower odds of LARC use than those
receiving care from a private doctor’s office or health
maintenance organization facility).24

Within health insurance (n=5), there is evidence that
expanding insurance coverage and reducing the cost of
December 2022
LARC for patients and clinics are positive determinants
of LARC use. As noted earlier, 1 study looked at both
healthcare services and health insurance status. Three
studies examined the impact of the Affordable Care Act
on LARC use. Notably, Nelson and colleagues30 found
that among privately insured women, wanting to switch
methods if cost were not a factor was associated with
new LARC uptake, although there was no awareness of
no-cost IUD coverage. Pace et al.31 found that the
Affordable Care Act has significantly decreased LARC
cost-sharing, but had not yet increased the LARC initia-
tion rate during its first year.
Two articles from 1 study examined homelessness in

women Veterans using national Veteran’s Administra-
tion data sets. The LARC uptake among homeless
women Veterans, especially those from recent conflicts,
was similar to that of the general population.36 However,
increasing drive distance was negatively correlated with
LARC use for both housed and homeless Veterans, espe-
cially for Veterans residing >100 miles from a Veteran’s
Affairs Medical Center.37 No studies that fit inclusion
criteria on housing or homeless for non-Veterans were
found, limiting our ability to analyze housing and LARC
use in the general population or for other groups.
Two articles examined educational factors using data

from the American College Health Association-National
College Health Assessment II survey, both finding that
LARC use significantly increased among college women
in the studies’ time frame (2008−201338 and 2011
−201439) and both noting that less effective methods
such as condoms and short-acting reversible contracep-
tives are used more frequently than LARC methods.
Walsh-Buhi and colleagues39 found that those attending
2-year schools had greater odds of reporting LARC use
at last vaginal sex than those attending 4-year schools.
They also found that women on campuses located in the



6 Downey et al / AJPM Focus 2022;1(2):100032
Midwest, South, and Western parts of the country had
greater odds of LARC use (than women attending
Northeast campuses), whereas Thompson et al.35 did
not examine campus location or 2- versus 4-year
institutions.38,39 These analyses of LARC predictors and
dual LARC/condom use have implications for health
promotion and education. Findings suggest that college
health services are well positioned to meet the sexual
and reproductive health needs of diverse populations of
students. College health professionals should elicit stu-
dents’ individual and/or relationship priorities to tailor
messaging/services offered for pregnancy/sexually trans-
mitted infection prevention.
One study examined the role of race-based discrimi-

nation in LARC use.23 This study used data from a
national telephone survey of women Veterans aged 18
−44 years receiving Veteran’s Administration health
care who were also at risk of unintended pregnancy.
Women who perceived race-based discrimination in
their healthcare encounters were less likely to use any
prescription contraception than women who did not
(OR=0.65; 95% CI=0.42, 1.00), with the largest differ-
ence seen in rates of IUD or implant use (OR=0.40; 95%
CI=0.20, 0.79). In the study sample of 1,341 women,
7.9% of racial and ethnic minority women perceived
such discrimination. As with the housing studies in this
review, the sample being limited to Veterans indicates
the need for further empirical study in this area of social
determinants and LARC use.
One study examined heteronormativity and LARC

use.22 This study used survey data to categorize partici-
pants on the basis of self-report of sexual identity and
sexual behavior in the survey arm of the HER Salt Lake
Contraceptive Initiative. Among 3,901 survey respond-
ents, 32% (n=1,230) identified with a sexual-minority
identity, and 6% had had a female partner in the past 12
months. Bisexual and mostly heterosexual women
selected an IUD or implant more frequently than exclu-
sively heterosexual women while showing a preference
for the copper T380 IUD. Exclusively heterosexual and
lesbian women did not differ in their contraceptive
method selection. Women with only female partners
selected IUDs or implants less frequently than those
with only male partners. The study concluded that more
than 30% of the participants identified as a sexual
minority, and many women who identify as bisexual or
lesbian have a pregnancy risk owing to sexual behavior
that includes having sex with men. The authors also
note sexual minority women’s increased odds of select-
ing the copper IUD to be of interest because it does not
provide noncontraceptive benefits, which they hypothe-
sized may be of interest to sexual minorities, especially
lesbian-identified women.
Given previous commentaries on the impact of racism
and ethnocentrism on LARC provision and use,8 records
were examined for their operationalization of race and/
or ethnicity. A total of 3 articles reported race and eth-
nicity as distinct demographic constructs. Thirteen
articles reported race/ethnicity or race and ethnicity. A
total of 6 articles reported race only. One study exam-
ined race/ethnicity/nativity. One study did not report
these variables owing to the variables being unavailable
in the health records data used in the study. Appendix D
(available online) describes how each study reported
assessment for race and/or ethnicity.
Geographically, n=9 studies were conducted exclu-

sively in the urban settings. The remaining studies did
not include sufficient information to assess urban versus
rural or were conducted at the state or national level.
Using the U.S. Bureau Economic Analysis delineation of
regions,46 variation was as follows: 5 studies used data
from the Mideast, 3 studies used data from the Far
West, 3 used data from New England, 3 used data from
the Southeast, and 3 used data from the Rocky Mountain
region. One study was conducted in the Great Lakes, the
Plains, and one was conducted in the Southwest. The
remaining studies were national in scope or used data
from multiple regions (e.g., Planned Parenthood clinics
across 15 states35). Appendix D (available online) sum-
marizes the geographic characteristics.
DISCUSSION

This systematic review raised several important consid-
erations for future clinical practice and research on
SDOH and LARC usage. First, most studies dealt with
factors at the living and working conditions13 level of
the SDOH framework. Within that level, healthcare
services, health insurance, housing, and education were
the specific categories of variables examined. As changes
to each of these sets of factors emerge at local and
national levels, future research must attend to how
LARC use is impacted. For example, health insurance
loss and changes to higher education owing to the coro-
navirus disease 2019 (COVID-19) pandemic may have
resulted in disruption to LARC use for certain groups.
Moreover, living and working conditions also include a
range of other factors—Dahlgren and Whitehead’s
model also names unemployment, agriculture and food
production, water and sanitation, and work environment
but is not limited to these; future research must consider
previously understudied social determinants at this level
of the framework. In addition, clinical practice must
consider how to incorporate discussion of and recom-
mendations around social determinants into client-cen-
tered contraceptive counseling.15
www.ajpmfocus.org
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A total of 3 studies examined factors (i.e., marital sta-
tus, race) at the age, sex, and constitutional factors
level.13 Two studies dealt with the general socioeco-
nomic, environmental, and cultural level, examining het-
eronormativity and racial discrimination, respectively.
This relatively small number of studies may have
reflected the difficulty of conceptualizing or measuring
dynamic socioeconomic, environmental, and cultural
factors. Future qualitative or mixed-methods research
on the impact of SDOH and LARC use may help to elu-
cidate the complex variables within this level of the
framework.11 Likewise, there were relatively fewer quasi-
experimental and RCTs in our review. Future quasi-
experimental and RCTs may add to the evidence base
for causal links between social factors and LARC use
patterns.
Of particular importance, owing to the ongoing atten-

tion to racial and ethnic reproductive health inequities,
we present our findings regarding the assessment of race
and ethnicity. Our review shows that there is no consis-
tent use of terms related to race and ethnicity in current
research on SDOH and LARCs. Taken together, the cur-
rent literature may fail to capture important distinctions
in formative experiences across groups of LARC users.
For example, interchangeably using African American
and Black in reports of LARC usage when a study
includes participants of the African diaspora who do not
identify as African American may misrepresent signifi-
cant linguistic and cultural differences, historical or gen-
erational traumas, or immigration statuses that all shape
access to or preference for LARCs.47 Allowing partici-
pants to identify as multiracial and biracial and, when-
ever practicable, use their own language may encourage
a person-centered, more comprehensive research agenda
on LARC use.
Although these are not entirely novel findings, several

recent commentaries call for health care and associated
research to develop a race-conscious framework and pay
closer attention to word choice around race and ethnic-
ity.47−49 As the authors note, precise and updated lan-
guage fosters inclusivity and shows respect, which are
critically important in fields (such as reproductive
health) that are complicit in structural racism and strati-
fied reproduction or the systematic valuing of some
groups’ fertility over others.50−54 Specific conventions
will vary across disciplines. The American Medical Asso-
ciation (AMA) recommends including methods section
on the source of classifications used (e.g., self-report,
investigator observed, database, electronic health record,
survey instrument), the reasons that these were assessed
(including if the assessment is required by the funding
agency), as well as reporting of race and ethnicity of the
study population in the results section. Furthermore, the
December 2022
AMA discourages the generic other as a convenience
grouping or label (a convention noted in several studies
in our review) unless it was a prespecified formal cate-
gory in a database or research instrument.49 The AMA
recommends that the categories included in other
groups should be defined and reported. Boyd and col-
leagues call for several key changes, including a consis-
tent and explicit analysis of racism and not just the
documenting of race and ethnicity in health policy and
healthcare research.48 Other disciplines engaging in con-
traception research (e.g., social work, demography) must
look to these or their own scholarly guidelines to refine
the reporting of race and ethnicity in a sensitive, equita-
ble manner.
Gaps in the literature regarding regional representa-

tion were identified. No studies meeting inclusion crite-
ria were conducted in key subregions of the Southern
U.S., that is, the Gulf South (Florida, Alabama, Missis-
sippi, Louisiana, Texas Gulf Coast). These areas are
marked by stark maternal and reproductive health
inequities,55 including access to contraceptive services.56,57

The legacies of slavery, white supremacist policy, and rac-
ism in the subregion have a direct relationship with these
inequities,58 particularly for Black59 and Indigenous
women,60 by curtailing access to resources and education
over generations as well as exacerbating negative, discrim-
inatory clinical encounters.7,61

Finally, a conceptual and practice gap in the literature
was noted because only 1 article specifically examines
heteronormativity and LARC use (i.e., uptake). By exam-
ining how sexual identity and sexual behavior emerge in
LARC use, Everett and colleagues highlight the need to
support all those who can get pregnant in accessing
quality contraception care.22 Findings that 1 in 3 women
accessing family planning centers identified as a sexual
minority support additional evidence that these partici-
pants are a common yet underappreciated presence in
reproductive health settings.62 However, a broad grap-
pling with sexuality’s complexity was not present in the
reviewed literature. Everett and colleague’s categoriza-
tion of sexual identity (i.e., exclusively heterosexual,
mostly heterosexual, bisexual, or lesbian) and sexual
behavior (i.e., only male partners, both male and female
partners, only female partners, or no partners) could be
expanded in future research to include more terms such
as asexual or allowing research participants to use their
own terms. As with language around race and ethnicity,
using person-centered and updated categories connotes
respect, more accurately documents inequities, and bet-
ter reflects the sexual lives of those who use LARCs.63

Finally, Everett and colleagues22 note that they did not
analyze differences in use by gender identity (e.g., trans-
gender, gender nonconforming) because of limited
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sample size. Further research must continue to consider
SDOH across the gender identity landscape to accurately
support LARC use for, for example, trans, non-binary,
and gender-nonconforming populations. A reproductive
justice-informed research agenda will include and not be
limited to a comprehensive understanding of contracep-
tive use patterns of queer people regardless of sexual or
gender identities.64

Although understanding regional, racial, ethnic, sex-
ual identity, and gender gaps in LARC research is impor-
tant for public health, readers should refrain from seeing
LARC uptake as a goal in and of itself. As many scholars
and activists have noted, true reproductive autonomy
means that many people, regardless of the social deter-
minants they experience, may still choose another
method of contraception.8,65,66 Future research on
SDOH and LARC use must consider elective LARC
removal/switching (and social determinants thereof) as
part of full access and patient centeredness.67 Without
comprehensive research on multilevel determinants,
providers may miss opportunities to design meaningful
public health and social-welfare strategies that distin-
guish between a genuine unmet need for LARC and pro-
motion of LARC as a solution to problems that require
social—not technologic—solutions.9,68
LIMITATIONS

Many studies on LARC usage include those considered
of reproductive age (15−45 years). Excluding studies
with participants aged <18 years may miss research on
LARC use and the SDOH in a significant proportion of
young people who elect these contraceptive methods.
Therefore, a potentially significant body of LARC and
SDOH research is not represented in our analysis. How-
ever, contracepting adolescents in the U.S. are subject to
specific regulations and institutional contexts (e.g.,
school-based health services) that warrant a separate
analysis. Studies on postpartum, postabortion, and use
of LARC as emergency contraception for similar reasons
were omitted; because of the specific dynamics and set-
tings related to contraceptive decision making immedi-
ately after delivery, abortion, or as emergency
contraception, this segment of the literature warrants its
own analysis. Relevant studies published in languages
other than English may have been overlooked because
this review exclusively included English-language publi-
cations. In addition, this review is limited because rural
and urban designations refer to the location of the
research setting and not the residence of the participant.
It is possible that LARC users may live in an otherwise
rural environment but access health care in an urban set-
ting some distance away. Finally, because of the diversity
of methodologic approaches in the included studies,
quantitative synthesis of the information on the relation-
ships between SDOH and LARC use was not possible.
However, the current review has value in examining
which social determinants have been most frequently
studied. Future reviews should aim to draw conclusions
on the statistical association of relevant social determi-
nants and LARC use.
Despite these limitations, to the best of our knowl-

edge, this review produced the most comprehensive syn-
thesis to date of research on the impact of SDOH on
LARC use in the U.S. By selecting the publication cut off
year of 2005, this analysis is situated in a key period of
SDOH scholarship while maintaining breadth and depth
in our review. Moreover, our analysis is conceptually
grounded in the Dahlgren and Whitehead rainbow
model, one of the most influential and widely cited ver-
sions of the SDOH framework.13 This is important
because misunderstandings and misapplications of the
SDOH framework have been identified by its original
advocates.12,13
CONCLUSIONS

In this systematic scoping review, a broad range of
recent scholarship on SDOH and LARC use was syn-
thesized. Healthcare services, health insurance, hous-
ing, and education were the most frequently
researched categories of determinants. There was con-
sistent reporting of the role of insurance coverage and
reducing cost as a positive determinant of use. An
important finding of this review is a lack of consis-
tency in how race and ethnicity are conceptually
defined and assessed in this body of research. There is
a need for greater accuracy and inclusivity regarding
race and ethnicity as well as methodologic justification
as to how and why researchers use the categories they
do. One article critically engaged with sexuality and
its role in impacting LARC use. In addition, uneven
geographic representation in the included articles sug-
gests that certain regions or subregions marked by
contraceptive access barriers (i.e., the Gulf South) are
potentially understudied. The social determinants of
LARC usage identified in this study can be used to
understand gaps in current knowledge regarding who
uses LARCs, what their experiences are, and how to
meaningfully identify and eliminate barriers to usage
(including removal or switching). Our review may
also provide examples of how to conduct research on
LARC use that considers factors above individual
genetics, physiology, and behavior.
Given the Supreme Court’s decision to overturn

Roe v. Wade (resulting, at this writing, in total or near
www.ajpmfocus.org
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total bans on abortion in almost half of the states),
addressing the social factors that impact LARC use is
critical for public health and medicine in several
ways.69 Being denied a wanted abortion is associated
with anxiety and low self-esteem, decreased workforce
participation, decreased financial security, decreased
educational attainment, and decreased maternal
bonding.70,71 Abortion restrictions are associated with
increased maternal mortality.72 Moreover, in the
absence of programs that promote public health and
support parenting such as expanded child care, health
care, and higher education, being forced to carry an
unwanted or mistimed pregnancy to term may be par-
ticularly detrimental to the individual, family, and
social wellbeing.73−75 To the degree that LARC use
may prevent unwanted and mistimed pregnancies in
the post-Roe landscape, research, policy, and pro-
grams to improve patient-centered LARC provision
must be examined. Similar social determinants
impacting abortion access have been shown to impact
LARC use, and future research must examine these
intersections. For example, nearly half of people who
access abortion are below the Federal Poverty Line;
Black and Latina people utilize abortion in higher pro-
portions than other groups.76 Although not a panacea
against the negative impacts of abortion bans, LARC
provision (informed by the principles of health equity
and reproductive justice) may be part of an overall
strategy to mitigate the harms of reproductive rights’
curtailment. Going forward, high-quality and evi-
dence-based intervention research on social determi-
nants is needed to benefit all people who may use
contraception, including LARC methods.
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