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Summary
Background In the U.S. and globally, dominant metrics of contraceptive access focus on the use of certain contra-
ceptive methods and do not address self-defined need for contraception; therefore, these metrics fail to attend to
person-centeredness, a key component of healthcare quality. This study addresses this gap by presenting new data
from the U.S. on preferred contraceptive method use, a person-centered contraceptive access indicator.
Additionally, we examine the association between key aspects of person-centered healthcare access and preferred
contraceptive method use.

Methods We fielded a nationally representative survey in the U.S. in English and Spanish in 2022, surveying non-
sterile 15-44-year-olds assigned female sex at birth. Among current and prospective contraceptive users
(unweighted n = 2119), we describe preferred method use, reasons for non-use, and differences in preferred
method use by sociodemographic characteristics. We conduct logistic regression analyses examining the
association between four aspects of person-centered healthcare access and preferred contraceptive method use.

Findings A quarter (25.2%) of current and prospective users reported there was another method they would like to
use, with oral contraception and vasectomy most selected. Reasons for non-use of preferred contraception included
side effects (28.8%), sex-related reasons (25.1%), logistics/knowledge barriers (18.6%), safety concerns (18.3%), and
cost (17.6%). In adjusted logistic regression analyses, respondents who felt they had enough information to choose
appropriate contraception (Adjusted Odds Ratio [AOR] 3.31; 95% CI 2.10, 5.21), were very (AOR 9.24; 95% CI 4.29,
19.91) or somewhat confident (AOR 3.78; 95% CI 1.76, 8.12) they could obtain desired contraception, had received
person-centered contraceptive counseling (AOR 1.72; 95% CI 1.33, 2.23), and had not experienced discrimination in
family planning settings (AOR 1.58; 95% CI 1.13, 2.20) had increased odds of preferred contraceptive method use.

Interpretation An estimated 8.1 million individuals in the U.S. are not using a preferred contraceptive method.
Interventions should focus on holistic, person-centered contraceptive access, given the implications of information,
self-efficacy, and discriminatory care for preferred method use.
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Research in context

Evidence before this study
In the U.S., common metrics of contraceptive access do not
attend to self-defined need for contraception; therefore, these
metrics neglect person-centeredness, a key component of
healthcare quality, and the preference-sensitive nature of
contraceptive decision-making.
We searched PubMed for relevant publications until June 7,
2023 using the search terms (contracept* OR birth control OR
family planning) AND (preferred method) AND (United
States). We also identified relevant publications in the grey
literature. One key study, a 2022 report of nationally
representative survey data from Frederiksen and colleagues,
found that 25% of female contraceptive users in the U.S. were
not using their preferred contraceptive method. Another
analysis by Legasse and colleagues of nationally representative
survey data from 2015 to 17 found that 22% of 15–44-year-
old women who had “heterosexual intercourse” in the last
three months and were not pregnant or trying to become
pregnant would use a different contraceptive method if cost
was not a consideration.

Added value of this study
This study advances a new person-centered metric of
contraceptive access: use of preferred contraceptive method.
Unlike previous research, we include prospective contraceptive
users—individuals not currently using a method but who
indicated there was a method they would like to use, as well
as people who may use contraception for reasons outside
pregnancy prevention. We developed this metric through a
collaborative process that engaged stakeholders from sectors
including reproductive justice, advocacy, research, and
healthcare provision.
We use nationally representative data to describe the level of
preferred method use among current and prospective

contraceptive users and investigate its association with key
aspects of person-centered healthcare access. The analysis
includes 15-44-year-olds who were assigned female sex at
birth and are not known to be sterile. We find that, while
most current and prospective contraceptive users in the U.S.
are using their preferred method, a quarter would rather use
a(nother) method, translating to an estimated 8.1 million
individuals. Those who preferred another method were most
frequently interested in oral contraception and vasectomy. In
regression analyses, we found strong relationships between
preferred contraceptive method use and four components of
person-centered healthcare access: having enough
information to decide about the best contraception,
confidence in one’s ability to obtain desired contraception,
receipt of person-centered contraceptive counseling, and
never experiencing discrimination in family planning settings.

Implications of all the available evidence
Use of preferred contraceptive method captures one aspect of
person-centered contraceptive access, attending to individual
preferences and the dynamic nature of contraceptive use.
These data, along with the extant research, demonstrate the
value of focusing on preferred method use as a metric of
contraceptive access and highlight the need to intervene
upon barriers to preferred method use among over 8 million
individuals in the U.S. Our study suggests the need for
strategies to expand access to oral contraception and
vasectomy. This analysis also underscores the importance of a
holistic, person-centered approach to conceptualizing
healthcare access, given the strong relationships between
preferred method use and information, self-efficacy, person-
centered contraceptive counseling, and non-discriminatory
care.
Introduction
Being able to manage one’s fertility in an acceptable,
desired, and dignified manner is a key component of
sexual and reproductive health equity (SRHE), defined as
systems ensuring that all individuals have what they need
to attain their highest level of sexual and reproductive
health, including reproductive self-determination (the
ability to decide if, when, and how to become pregnant
and parent).1 The importance of SRHE in the U.S. has
been elevated since the overturning of Roe v. Wade in
2022 and the loss of a constitutional right to abortion, as
well as the prominence of broader threats to reproductive
and bodily self-determination.2 Meanwhile, increasing
misinformation about contraception and efforts to
restrict access to certain methods under the false claim
that they are abortifacients may further hinder contra-
ceptive access.3–5

Contraceptive use is a preference-sensitive decision,
as most individuals have multiple medically appropriate
options6; yet policy conversations regarding contraceptive
access often fail to center the extremely personal nature
of contraceptive decision-making and instead focus on
www.thelancet.com Vol 30 February, 2024
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increasing access to and use of specific methods.1 In
recent years, policies and programs have prioritized long-
acting reversible contraceptives (LARC), such as intra-
uterine devices (IUDs) and contraceptive implants, given
their long duration of use and high effectiveness rates in
preventing pregnancy. These efforts, however, can un-
dermine reproductive self-determination by neglecting
prospective users’ preferences.7

Likewise, current approaches to defining and tracking
contraceptive access in the U.S. tend to focus narrowly
on contraceptive method use and services provided,
often constrained by typically available data. For
example, performance measures for facility-based
“healthcare quality” include clinic-level reports of the
proportion of women aged 15–44 years at risk of unin-
tended pregnancy who are provided a most effective (i.e.,
permanent contraception, LARC) or moderately effective
(i.e., injectables, pills, patch, ring, or diaphragm) con-
traceptive method.8 These performance measures do not
shed light on the extent to which individuals requested
or desired the methods that they received. Similarly, a
Healthy People 2030 national public health goal is to
increase the proportion of women at risk for unintended
pregnancy who use effective birth control.9 Both metrics
also focus on risk of unintended pregnancy, which is
increasingly seen as an unhelpful and potentially
harmful measure because of the ways that it perpetuates
normative values about appropriate reproduction and its
poor conceptualization and measurement.1,10 Further,
conventional metrics of contraceptive access and quality
also exclude the many people who use contraception for
reasons other than pregnancy prevention,11 as well as
people who use or would like to use vasectomy, rein-
forcing gendered norms around pregnancy prevention.12

Finally, like much of the existing research, these metrics
do not define who is included in the population of
“women,” nor do they specify whether and how gender
identity is assessed, communicating a presumed focus
on cisgender women.

Focusing on use of certain methods in quality and
access metrics neglects that users may want to switch or
stop using methods, since method discontinuation and
switching are inherently part of the dynamic journey of
contraceptive use.13–15 In a 2022 nationally representative
survey of adult U.S. women, 25% of contraceptive users
indicated a preference for a different method.16 The
most recent National Survey of Family Growth asked
respondents what method they would use if cost was not
a worry; in 2015–17, 22% of U.S. women who had
“heterosexual intercourse” in the last three months and
were not pregnant or trying to become pregnant would
use a different method, with the highest level of un-
satisfied preferences among Black and Latinx women
and low-income women.17 Understanding preferred
method use is also critical for appropriate inclusion of
people not using contraception in metrics. Given the
www.thelancet.com Vol 30 February, 2024
many reasons for using or not using contraception,
automatic classification of people as being in “need” of
contraception based on demographic characteristics
(e.g., reproductive age, marital status, gender identity) or
risk of unintended pregnancy results in an inaccurate
understanding of who “needs” contraception and related
healthcare.

Given the lack of attention to self-defined contra-
ceptive needs, current contraceptive access metrics
and public health goals neglect one of the six key do-
mains of healthcare quality according to the Institute of
Medicine—person-centeredness.18 Implicitly, they also
overlook the related domains of equity (given that his-
torically marginalized communities may be considered
“at-risk” and therefore designated as having greater
need for more effective contraceptive methods,7 as well
as receive lower-quality care19) and efficiency (in that
contraceptive access efforts may waste resources if they
are based on external assumptions about who “needs”
contraception). Self-defined needs are also key to
conceptualizing contraceptive access. In their frame-
work for patient-centered healthcare access, Levesque
and colleagues (2013) define access as “the opportunity
to reach and obtain appropriate health care services in
situations of perceived need for care.”20 As relevant to
the current paper, the framework highlights appropri-
ateness of healthcare as a key dimension of person-
centered access, particularly related to the ability to
engage with healthcare. Important factors related to the
ability to engage include the interpersonal quality of
care, health literacy, and self-efficacy.20 This framework
—and others specific to contraception11,21,22—highlight
self-defined needs as a key component of person-
centered healthcare access, particularly relevant in the
context of preference-sensitive contraceptive decision-
making. In contrast to the previously described met-
rics that focus on use of “effective” methods, measuring
whether a person is using a preferred contraceptive
method captures a key aspect of person-centered con-
traceptive access.

This analysis sought to advance a person-centered
approach to tracking contraceptive access. The aims of
the study were: (1) to describe the use of preferred
contraceptive method among a nationally representative
sample of current and prospective contraceptive users in
the U.S.; and (2) to examine the relationship between
aspects of person-centered healthcare access (informa-
tion to support choosing a method, confidence in being
able to obtain contraception, interpersonal quality of
contraceptive counseling, and experiences of discrimi-
nation in family planning settings) and use of preferred
method of contraception.20 In centering preferred
method use, this study also responds to a recent call to
use and develop indicators measuring fulfillment of
method preferences as a way to center reproductive self-
determination and high-quality care.23
3
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Methods
This project utilized a three-phase process that sought to
disrupt norms in knowledge production that prioritize
the perspective of traditional academic researchers (see
Fig. 1).24 In contraceptive research, this paradigm has
resulted in the previously described measures that fail to
attend to the needs of those most affected by contra-
ceptive access barriers.11 First, we interviewed 36 in-
dividuals working across sectors, including research,
healthcare provision, advocacy, and reproductive justice.
We asked interviewees to define contraceptive need and
preferences, what issues they saw with existing mea-
surement approaches, and for recommendations for
alternative measures. Second, using insights from in-
terviews and the existing literature, we developed new
and modified existing survey questions to quantify key
aspects of person-centered contraceptive access.20 We
conducted 33 cognitive interviews in English and
Spanish to understand how survey respondents would
make sense of the questions and whether they captured
the intended constructs. We fielded refined questions in
a nationally representative survey. Finally, we convened
a working group with individuals representing multiple
sectors (many of whom participated in the first phase) to
select priority metrics. Members of the working group
participated in the project as co-researchers, shaping the
formulation of metrics, identifying how each metric
advanced SRHE, and collaborating on dissemination
efforts. This paper reports data from the national survey
phase of the project, with a focus on one priority metric
identified by the working group: use of preferred con-
traceptive method. The Committee for the Protection of
Human Subjects at the University of California, Berke-
ley and the Institutional Review Board at NORC at the
University of Chicago approved the study protocol.

Data source
Between January 13th and March 14th, 2022, we
collected nationally representative survey data through
NORC’s AmeriSpeak Panel. AmeriSpeak covers an
estimated 97% of U.S. households and includes 54,001
members from over 43,000 households.25 We completed
1

STAKEHOLDER INTERVIEWS
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Fig. 1: Person-centered contraceptive
a power analysis to determine a target sample size with
sufficient statistical power for primary descriptive ana-
lyses to detect differences between the largest racial/
ethnic groups, as well as within other subgroups, such
as age groups. Eligibility criteria included being between
the ages 15 and 44; assigned female sex at birth; not
known to be sterile; and able to complete the survey in
English or Spanish. To assess sex-related eligibility, we
included a screening question, “What was your sex
assigned at birth, on your original birth certificate?”
(female; male). To assess sterility, we asked two ques-
tions: 1) Have you had a hysterectomy or sterilization
procedure (a tubal ligation, “getting your tubes tied,” or
Essure)? (yes; no); 2) Has a doctor or other healthcare
provider ever told you that you are infertile (cannot get
pregnant) or that you might have difficulty getting
pregnant? (yes, a doctor/healthcare provider told me
that I am infertile and cannot get pregnant; yes, a doc-
tor/healthcare provider told me that I might have diffi-
culty getting pregnant; no).

NORC invited active AmeriSpeak panelists meeting
the age and sex criteria to complete survey screening.
Prior to beginning the screening survey, panelists read
an online informed consent form and indicated their
consent by clicking “yes.” Eligible panelists proceeded to
the full survey. For panelists ages 15–17, NORC first
obtained parental consent before inviting their children
to participate. These 15-17-year-old panelists then indi-
cated their informed assent before screening. Among
eligible panelists completing screening, 97.1% of 18–44-
year-olds and 97.6% of 15–17-year-olds completed the
survey. The median survey completion time was 25 min.
NORC provided participant remuneration in the form of
their cash equivalent “AmeriPoints” system. Partici-
pants received the equivalent of $8 for survey
completion.

Measures
Our primary measure of interest is use of preferred
contraceptive method; per the person-centered health-
care access framework, the ability to realize one’s con-
traceptive preferences represents a successful outcome
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access metrics project overview.
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in the cumulative process of navigating contraceptive
access (from information seeking to contraceptive
use).20 The numerator of this measure captures a desire
to maintain use of a current method(s)—that is, re-
spondents do not prefer to use a different method and
do not desire to stop using their current method(s). We
asked respondents, “Is there a method of birth control
that you would like to use but you are not currently
using?” (yes; no; I don’t know). We first categorized
“no” responses as using a preferred method and “yes”
responses as not using a preferred method. We classi-
fied responses of “I don’t know” as “uncertain.”We then
refined the classification of preferred method use by
looking at an additional question about desire to dis-
continue current contraceptive method use. We asked
current contraceptive users, “Do you want to stop using
[current method] in the next year?” (yes; no; maybe) for
each method they were using. We asked those
answering “yes” to indicate when they wanted to stop
using that method (as soon as possible; sometime in the
next 6 months; sometime in the next year; I’m not sure).
Current contraceptive users who (1) did not indicate
there was another method they would like to use; and (2)
reported they wanted to stop using any current method
as soon as possible were recategorized as “uncertain,” as
their desire to discontinue their method(s) made it un-
clear whether they were using a preferred method, and
yet we also did not have enough information to cate-
gorize them as not using a preferred method. This
recategorization included multiple method users who
wanted to stop using at least one method being classi-
fied as uncertain; wanting to stop using one method as
soon as possible suggested that users did not meet the
criteria of desire to maintain their current mix of con-
traceptive methods. We asked respondents not using a
preferred method what method(s) they would rather be
using and reasons for non-use of preferred method (See
Supplementary Material for survey questions.)

We assessed four aspects of person-centered health-
care access in relation to preferred contraceptive method
use: two measures that represented self-efficacy to ac-
cess preferred methods and two that captured inter-
personal quality of past contraceptive care. For the
domain of self-efficacy, we asked all respondents: 1) “Do
you feel like you currently have enough information to
make a decision about the birth control method(s) that is
best for you?” (yes; no; I’m not sure); and 2) “In general,
how confident are you that you can get the birth control
that you want, when you want it?” (not confident;
somewhat confident; very confident).

For interpersonal quality of care, we included mea-
sures of discrimination and quality of contraceptive
counseling. We asked respondents who had ever dis-
cussed contraception with a healthcare provider about
nine types of discrimination in family planning settings
during their lifetimes, using an existing measure.26 The
measure asks individuals if, while receiving birth
www.thelancet.com Vol 30 February, 2024
control or family planning services, they had ever
experienced the following because of their race,
ancestry, or national origin: 1) You were treated with
less courtesy than other people; 2) You were treated with
less respect than other people; 3) You received poorer
service than other people; 4) You felt like a doctor or
nurse was not listening to what you were saying; 5) A
doctor or nurse assumed you were on welfare; 6) A
doctor or nurse made assumptions about the number of
children you have; 7) A doctor or nurse assumed you
had multiple sexual partners; 8) A doctor or nurse
strongly encouraged you to use one method of birth
control when you preferred another; 9) A doctor or
nurse assumed you had a sexually transmitted disease,
such as chlamydia, gonorrhea, genital warts, herpes, or
HIV. We created a categorical variable describing the
number of types of discrimination ever experienced (0,
1–4, 5–9). We also used the Person-Centered Contra-
ceptive Counseling (PCCC) Measure, in which re-
spondents rate their most recent contraceptive care
provider on four aspects of person-centered counseling:
1) Respecting you as a person; 2) Letting you say what
mattered to you about your birth control; 3) Taking your
preferences about your birth control seriously; 4) Giving
you enough information to make the best decision about
your birth control method.27 Following PCCC scoring
conventions, we constructed a binary variable indicating
receipt of person-centered contraceptive counseling
(“excellent” ratings on all four items).

The dataset included sociodemographic items and
sexual and reproductive health characteristics, including
sexual and pregnancy history, experience with contra-
ception, and parenting status. NORC provided re-
spondents’ previously collected race/ethnicity data using
the following six categories: white, non-Hispanic; Black,
non-Hispanic; other, non-Hispanic; Hispanic; 2+ races,
non-Hispanic; Asian/Pacific Islander, non-Hispanic. To
ascertain current gender, we asked, “What is your cur-
rent gender identity?” (woman; man; transgender man;
genderqueer; non-binary; another gender identity); re-
spondents could select multiple response options.
Within the survey, we defined birth control as “anything
a person might take, do, or use to prevent pregnancy,
prevent sexually transmitted infections (STIs), OR other
reasons people might use birth control, like regulating
their menstrual cycle or treating medical conditions.”
We also noted that birth control includes “things you
need a prescription for, condoms, permanent surgeries,
not having sex at all, and other things.” We defined
current contraceptive use as any method used in the
past month; respondents could indicate use of multiple
methods.

Sample
3059 people completed the survey. In contrast to exist-
ing approaches that classify individuals as needing
contraception based on demographic characteristics and
5
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sexual behavior rather than their preferences, the
working group determined that the most appropriate
sample within which to examine use of preferred
method was current and prospective contraceptive users
who were not currently pregnant or trying to become
pregnant (unweighted n = 2132). Current contraceptive
users (unweighted n = 1988) were using any method,
including prescription methods, condoms, partner’s
vasectomy, and other methods (e.g., fertility-awareness-
based methods). Prospective contraceptive users (un-
weighted n = 144) were not using contraception at the
time of the survey but indicated there was a method they
would like to use. We excluded five current contracep-
tive users missing data on preferred method use and an
additional eight current and prospective users missing
data on three or more variables included in bivariate and
regression analyses. NORC constructed survey weights
using the following raking dimensions for adults: age,
education, race/ethnicity, marital status, number of
children in household, and age by race/ethnicity. Survey
weights account for differences between the U.S. pop-
ulation and the sample on these characteristics. The
final sample (unweighted n = 2119; see Fig. 2) includes
69.3% of individuals who completed the survey and is
representative of an estimated 32,395,624 individuals in
the U.S.

Analytic approach
We generated descriptive statistics for preferred con-
traceptive method use, sociodemographic and repro-
ductive health characteristics, and contraceptive
experiences and preferences. Using the population
sample weights constructed by NORC, we present 95%
Fig. 2: Analytic samp
confidence intervals (CIs) and generated the estimated
population size for each category of preferred contra-
ceptive method use (using, not using, uncertain). In
bivariate analyses, we examined the association between
preferred method use and key sociodemographic char-
acteristics. Bivariate associations are presented for vari-
ables with at least five respondents in each cell using the
Rao-Scott corrected chi-squared test.28–30 Because we did
not correct for multiple comparisons, we present the full
range of p-values; however to account for the concern
that multiple comparisons increase the risk of Type 1
error, we focus our discussion on relationships with p-
values <0.01. We conducted logistic regression analyses
to investigate the association between aspects of person-
centered healthcare access and use of preferred
method.20 Regression analyses focused on having
enough information to choose the most appropriate
contraceptive method and level of confidence in
obtaining contraception, as well as receipt of person-
centered contraceptive counseling and lifetime experi-
ences of discrimination in family planning settings
among those who had ever discussed contraception with
a healthcare provider. To explicitly examine how these
aspects of person-centered healthcare access are asso-
ciated with use of preferred method, we focused on a
binary version of this variable: affirmative use of
preferred method compared to the other two responses
(not using and uncertain). Regression analyses adjusted
for age, race/ethnicity, relationship status, pregnancy
history, educational attainment, insurance, employment
status, and largest affordable emergency expense. We
conducted all analyses using Stata statistical analysis
software (version 17.0), applying svy commands to
le construction.
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account for weighting and complex survey design. All
reported proportions are weighted. Unweighted n’s are
included in the tables.

Role of the funding source
The funder did not have a role in study design; in the
collection, analysis, and interpretation of data; in the
writing of the report; or in the decision to submit the
paper for publication.
Results
Characteristics of the sample are presented in Table 1
(sociodemographic) and 2 (reproductive health and
healthcare experiences). Regarding key aspects of
person-centered healthcare access, 77.9% of re-
spondents felt they currently had sufficient information
for contraceptive decision-making, while 56.4% felt very
confident and 38.4% somewhat confident about being
able to obtain desired contraception when they wanted it
(Table 2). Less than half (44.5%) reported no lifetime
experiences of discrimination in family planning set-
tings, while about a third (35.1%) had experienced
person-centered contraceptive counseling the last time
they discussed contraception with a healthcare provider.

Among current and prospective contraceptive users,
59.3% (95% CI 56.3, 62.2%) were using a preferred
method (Table 3). Approximately 1 in 4 (25.2%; 95% CI
22.6, 27.9%) were not using a preferred method, while
15.6% (95% CI 13.7, 17.7%) were in the uncertain
category. Among those not using a preferred method
(unweighted n = 475), nearly a third (32.1%) were not
currently using contraception. The most commonly
used methods among those not using a preferred
method included withdrawal (32.2%), external condoms
(24.4%), and oral contraceptive pills (23.2%). The
methods most frequently desired included oral contra-
ceptive pills (19.4%), followed by vasectomy (14.2%), the
hormonal IUD (10.4%), and the implant (10.0%). Most
frequently reported reasons for non-use of preferred
method included concerns related to side effects
(28.8%); sex-related reasons, including impact on plea-
sure or infrequent sex (25.1%); logistics and knowledge
barriers (18.6%); safety concerns (18.3%); and cost-
related reasons (17.6%). About half (52.8%) selected
only one reason for non-use (data not shown).

In Table 4, we present the distribution of use of
preferred contraceptive method by key sociodemo-
graphic characteristics. Notably, the youngest re-
spondents (15–17- and 18-24-year-olds) comprised a
larger proportion of those not using a preferred method
(45.5% collectively) compared to those using a preferred
method (34.1%) or uncertain (28.4%). In terms of
educational attainment, respondents with less than high
school education comprised a larger proportion of those
not using a preferred method (19.3%) compared to
those using their preferred method (12.7%) or
www.thelancet.com Vol 30 February, 2024
uncertain (13.6%). Similiarly, those with some college/
vocational or technical training comprised higher pro-
portions of those not using a preferred method (40.9%)
or uncertain (40.8%) compared to using a preferred
method (27.5%). Among those using a preferred
method, 23.6% had a high school degree or equivalent,
which was higher than the prevelance of high school
degree among those not using a preferred method
(13.0%) or uncertain (13.8%).

In unadjusted and adjusted logistic regression ana-
lyses (Table 5), we investigated the relationship between
four aspects of person-centered healthcare access and
use of preferred contraceptive method. After control-
ling for sociodemographic characteristics, we found
increased adjusted odds of use of preferred method
among those who currently felt they had enough in-
formation to decide about the best contraception for
them (Adjusted Odds Ratio [AOR] 3.31; 95% CI 2.10,
5.21) compared to those who did not. Likewise, those
who were very confident (AOR 9.24; 95% CI 4.29,
19.91) or somewhat confident (AOR 3.78; 95% CI 1.76,
8.12) they could obtain desired contraception when
desired had much higher odds of preferred method use
compared to those who were not confident. Among the
subsample of respondents who had ever discussed
contraception with a healthcare provider, those who had
received person-centered contraceptive counseling had
nearly twice the odds of preferred method use (AOR
1.72; 95% CI 1.33, 2.23) compared to those who had
not. Those who had experienced no discrimination in
family planning settings had 1.58 (95% CI 1.13, 2.20)
times the adjusted odds of preferred contraceptive
method use compared those who had ever experienced
5–9 types of discrimination.

Discussion
Among current and prospective contraceptive users in
the U.S., one in four are not using a preferred contra-
ceptive method, translating to an estimated 8.1 million
people. We find that reasons for not using preferred
methods extend beyond administrative, informational,
and time barriers to the characteristics of the methods
themselves (particularly side effects and sex-related
reasons). Importantly, regression analyses highlight
the importance of key aspects of person-centered
healthcare access, including information, self-efficacy,
and the long arm of low-quality and discriminatory
contraceptive care, to preferred contraceptive method
use. This sample of current and prospective users,
representing an estimated 32.4 million individuals, re-
flects the minimum population that needs access to
contraceptive methods and services. This access is crit-
ical for all three categories of preferred method use, as
all may need services to start, switch, or discontinue
contraceptive use (and those needs will change over
time, given the dynamic nature of the contraceptive
journey13).
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Weighted
%

Unweighted
n

Age

15–17 8.0 89

18–24 28.1 223

25–29 21.7 467

30–34 19.0 515

35–39 13.1 474

40–44 10.1 351

Current gender identity

Woman 96.9 2066

Man 0.3 7

Transgender man 0.0 0

Genderqueer, non-binary, fluid, non-
conforming, agender, or another gender

1.2 23

More than one gender 1.2 14

Missing 0.4 9

Current sexual orientation

Straight/heterosexual 80.5 1806

Gay/lesbian 1.2 18

Bisexual 14.7 224

Queer 1.9 42

Something else 1.4 21

Missing 0.3 8

Race/ethnicity

White only 54.9 1210

Black only 12.7 253

Latinx/Hispanic 22.2 388

Asian/Pacific Islander only 6.3 139

Another race/ethnicity only 0.6 25

Multiracial, not including Latinx/Hispanic 3.4 104

Relationship status

Married, engaged, or in a serious
relationship

54.8 1412

In another type of relationship 24.9 380

Not in a relationship (including divorcing/
separating)

19.8 319

Missing 0.5 8

Highest education completed

Less than high school 14.5 149

High school or equivalent 19.4 246

Vocational or technical school, some
college, or associates degree

33.0 754

Bachelor’s degree 23.0 642

Post graduate study or professional
degree

10.1 328

Born in the United States 87.8 1856

Language of survey

English 98.0 2078

Spanish 2.0 41

Insurance type

Commercial (e.g., employer-based, direct
purchase, health insurance exchange)

65.0 1488

State Medicaid or CHIP 20.5 358

Other public insurance (including
Medicare, military/VA, IHS)

4.4 83

(Table 1 continued on next column)

Weighted
%

Unweighted
n

(Continued from previous column)

None 6.1 128

Don’t know 3.8 56

Missing 0.2 6

Employment status

Working full time 49.7 1161

Working part time 18.9 366

Not working for pay 30.6 580

Other 0.5 8

Missing 0.3 4

Household income

Less than $30,000 21.7 387

$30,000–$49,000 26.9 528

$50,000–$74,999 18.9 420

$75,000–$99,999 21.3 529

$100,000 or more 11.2 255

Largest affordable emergency expense

I could not pay for any emergency
expense

18.8 311

$1–99 13.2 233

$100–399 22.0 416

Over $400 45.2 1140

Missing 0.8 19

Notes: Unweighted n = 2119.

Table 1: Sociodemographic characteristics of current & prospective
contraceptive users (ages 15–44) in a 2022 U.S. national sample.
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Prior research has found similar levels of preference
for use of a different contraceptive method among na-
tionally representative U.S. samples, though these
studies may focus only on current contraceptive users16

or those who had recent “heterosexual intercourse,”17

neglecting the unfulfilled preference to use contracep-
tion among those not currently using a method,
excluding contraceptive use for reasons beyond preg-
nancy prevention, and including individuals who do not
have a self-defined need for contraception. There has
been limited exploration to understand why individuals
are not using preferred contraception. One analysis of
population-based data from Ohio found that afford-
ability was the most frequent reason for not using a
preferred method; the study did not report on side ef-
fects, safety concerns, and impact on sexual pleasure as
reasons for non-use.31 A study using nationally repre-
sentative data collected in 2013 found that cost was the
top reason for non-use of preferred method, followed by
lack of perceived/actual need and fear of side effects and
health concerns.32 More recent research from 2022 also
found that the most reported reason for not using a
preferred method was side effects.16

In the present analysis, we found that some re-
spondents simultaneously selected a method they would
rather be using but later indicated they were not using
www.thelancet.com Vol 30 February, 2024
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Weighted
%

Unweighted
n

Ever had penile-vaginal sex 89.2 1966

Ever been pregnant 47.8 1310

Parent 41.9 1224

Ever used a contraceptive method 97.4 2087

Currently using multiple contraceptive methods 32.3 596

Current contraceptive method use

No method 8.1 144

Withdrawal/pulling out 34.3 633

Oral contraceptive pill 29.4 544

External condoms 24.4 475

Hormonal IUD 14.3 330

Fertility awareness 9.0 205

Implant 6.1 108

Vasectomy 6.0 220

Copper IUD 3.0 77

Shot 2.7 50

Ring 1.8 39

Emergency contraception 1.8 35

Internal condoms 0.9 12

Patch 0.7 14

Spermicide 0.3 10

Phexxi 0.2 4

Diaphragm <0.1 2

Cervical cap 0.0 0

Sponge <0.1 1

Currently feels they have enough information to make a decision about
the birth control method(s) that are best for them

Yes 77.9 1707

No 9.4 164

Not sure 12.2 237

Missing 0.5 11

Confidence they can get the birth control method they want when they
want it

Very confident 56.4 1301

Somewhat confident 38.4 718

Not confident 4.8 88

Missing 0.5 12

Number of types of discrimination ever experienced in a family planning
setting

0 types 44.5 992

1–4 types 26.0 564

5–9 types 20.6 424

Did not report ever discussing contraception with a healthcare provider 6.6 91

Missing 2.3 48

Received person-centered contraceptive counseling from most recent
healthcare provider seen for birth control

Yes 35.1 847

No 57.8 1169

Did not report ever discussing contraception with a healthcare provider 6.6 91

Missing 0.5 12

Notes: Unweighted n = 2119.

Table 2: Reproductive health and healthcare experiences of current & prospective contraceptive
users (ages 15–44) in a 2022 U.S. national sample.

Articles
this method due to concerns about side effects or for
sex-related reasons. Taken together, our findings and
the extant literature suggest the need for future
research, especially using qualitative approaches, to
explore this dynamic and whether concerns may be
addressed by high-quality information and counseling
or if this phenomenon reflects ambivalence between the
desire to use specific contraceptive methods and the
anticipated reality of use. Another possibility is that in-
dividuals would like to use an abstract contraceptive
method that is not currently available; some research
identifying ideal characteristics of contraceptive
methods notes that people’s ideals do not necessarily
align with currently available methods.12,33 Notably, the
data presented here represent one moment in time.
Understanding where respondents are in the process of
decision-making around contraception may be helpful,
as someone could indicate that they would rather use a
different method but be at one of several phases of
contemplating this decision.32

This study centers on the concept of person-centered
healthcare access,20 highlighting dimensions of contra-
ceptive access that are important to track and address
with interventions. Notably, this analysis revealed that
low-quality care is pervasive among current and pro-
spective users. Only 35% of respondents received
person-centered contraceptive counseling from their
most recent contraceptive care provider, while 26% re-
ported experiencing 1–4 types and 20% 5–9 types of
discrimination in family planning settings during their
lifetimes. Though data from clinical settings focused on
specific, recent clinical encounters generally finds the
majority of patients receive person-centered contracep-
tive counseling,34 other population-based research has
found lower levels, ranging from 30 to 51%.16,19,35 While
receipt of person-centered contraceptive counseling is
now being implemented as a metric of facility-level
healthcare quality,27 public health metrics such as
those utilized in the Healthy People 2030 national goals
have yet to integrate aspects of the ability to engage in
healthcare.20 Specifically, the strong relationships be-
tween having enough information and confidence about
obtaining contraception with preferred method use
signal the importance of these concepts in person-
centered contraceptive access.

Further, with the focus on current and prospective
users, this metric is helpful for capturing contraceptive
autonomy.11 By excluding non-users who do not want to
use contraception from the sample (a group that Sen-
dorwicz (2020) describes as “autonomous non-users”),
our metric thereby does not suggest that these in-
dividuals “need” contraception, as is implied by existing
public health and quality metrics. Person-centered ap-
proaches to tracking contraceptive access, such as use of
preferred method among prospective and current
www.thelancet.com Vol 30 February, 2024 9
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Weighted % (95% CI) Unweighted n Population Estimate

Using preferred contraceptive method

Yes 59.3 (56.3, 62.2) 1291 19,200,886

No 25.2 (22.6, 27.9) 475 8,147,499

Uncertain 15.6 (13.7, 17.7) 353 5,043,999

Among those not using a preferred contraceptive method

Weighted % Unweighted n Weighted % Unweighted n

First choice method respondent
would rather be using

Method(s) currently usinga

No method 2.1 7 32.1 144

Oral contraceptive pill 19.4 75 24.4 103

Vasectomy 14.2 99 1.5 9

Hormonal IUD 10.4 41 5.7 34

Implant 10.0 39 3.7 17

Shot 6.4 33 1.9 5

Copper IUD 6.3 34 1.5 9

Patch 6.2 24 0.8 3

Tubal ligation or other permanent method 5.6 40 0.0 0

Ring 3.5 17 0.6 5

Fertility awareness 2.6 11 6.4 38

External condoms 2.3 12 23.2 112

Cervical cap 1.3 1 0.0 0

Phexxi 1.0 6 0.0 0

Spermicide 0.4 1 0.3 2

Withdrawal/pulling out 0.3 2 32.2 139

Internal condoms 0.2 1 0.1 1

Diaphragm 0.1 1 0.0 0

Another method 0.2 2 0.0 0

Sponge 0.0 0 0.0 0

Emergency contraception 0.0 0 2.6 11

Don’t know what method they’d like to use 5.6 24 – –

Missing 2.0 5 – –

Reason not using preferred methodb

Concerns about side effects 28.8 116

Sex-related reasons (type, frequency, pleasure) 25.1 110

Logistics and knowledge barriers (can’t get to location, not available, don’t know where to
get, problems when tried to obtain)

18.6 95

Concerns about safety 18.3 68

Cost-related reasons (can’t afford it, another method is cheaper) 17.6 93

Interpersonal reasons (partner or family acceptability, secrecy) 11.4 70

Provider-related reasons (no trusted provider, provider suggestion) 15.7 71

Wants to get pregnant, have more children, or was recently pregnant 2.3 15

Concerns about effectiveness 1.5 3

Another reason 11.6 61

Not sure 5.9 26

Missing 10.4 37

Note: Unweighted n = 2119. Subsample of those not using preferred method unweighted n = 475. a29.2% of respondents were currently using more than one contraceptive
method. bRespondents may have provided multiple reasons for not using their preferred method.

Table 3: Preferred contraceptive method use and reasons for non-use among current & prospective contraceptive users (ages 15–44) in a 2022 U.S.
national sample.
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contraceptive users, are aligned with calls to advance
SRHE through a focus on reproductive well-being and
shift away from the widely critiqued measure of unin-
tended pregnancy.1 Given that public health metrics and
goals currently rely on individual-level survey data for
tracking, we suggest the adoption of use of preferred
method as an indicator of contraceptive access in the
U.S. Potential improvement on this metric include
adding the phrase “right now” to the primary question,
asking follow-up questions to clarify whether uncertain
www.thelancet.com Vol 30 February, 2024
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Using preferred method Total
unweighted
n

p value

Yes No Not sure

Weighted
%

Unweighted
n

Weighted
%

Unweighted
n

Weighted
%

Unweighted
n

Age 2119 0.0018

15–17 6.6 40 11.8 33 7.1 16

18–24 27.5 121 33.7 67 21.3 35

25–29 20.5 258 20.7 122 27.7 87

30–34 19.2 309 17.5 113 21.0 93

35–39 14.8 325 10.0 83 12.0 66

40–44 11.5 238 6.4 57 10.8 56

Race/ethnicity 2094 0.026

White only 58.2 789 47.9 232 55.8 189

Black only 12.8 151 11.9 60 14.1 42

Latinx/Hispanic 19.6 203 30.0 116 20.3 69

Asian/Pacific Islander only 5.9 76 7.4 39 6.0 24

Multiracial, not including Latinx/Hispanic 3.6 62 2.8 24 3.8 18

Relationship status 2111 <0.0001

Married, engaged, or in a serious relationship 59.7 910 42.3 269 58.6 233

In another type of relationship 24.2 222 25.5 82 27.2 76

Not in a relationship (including divorcing/separating) 16.1 156 32.3 124 14.2 39

Ever been pregnant 2114 0.018

Yes 49.9 833 40.9 257 51.7 220

No 50.1 455 59.2 217 48.3 132

Highest education completed 2119 <0.0001

Less than high school 12.7 72 19.3 50 13.6 27

High school or equivalent 23.6 160 13.0 45 13.8 41

Vocational or technical school, some college, or associates degree 27.5 420 40.9 189 40.8 145

Bachelor’s degree 25.0 426 18.5 124 22.8 92

Post graduate study or professional degree 11.2 213 8.3 67 9.1 48

Born in the United States 2111 0.30

Yes 89.0 1144 88.5 416 85.1 296

No or prefer not to say 11.0 143 11.5 58 14.9 54

Insurance type 2113 0.95

Commercial (e.g., employer-based, direct purchase, health insurance
exchange)

65.0 953 66.5 312 63.4 223

State Medicaid or CHIP 20.5 196 20.8 92 20.6 70

Other public insurance (including Medicare, military/VA, IHS) 4.7 45 2.9 16 5.6 22

None 6.0 62 6.1 41 6.8 25

Don’t know 3.8 29 3.7 14 3.7 13

Employment status 2107 0.81

Working full time 50.5 738 47.2 239 53.1 184

Working part time 18.9 206 20.3 87 17.9 73

Not working for pay 30.6 341 32.6 147 28.9 92

Largest affordable emergency expense 2100 0.015

I could not pay for any emergency expense 16.5 163 21.4 77 24.2 71

$1–99 11.6 116 16.0 64 15.6 53

$100–399 22.0 237 24.3 105 19.3 74

Over $400 49.9 760 38.4 225 41.0 155

Notes: Total unweighted n varies due to missingness (as shown in Tables 1 and 2) and because categories for which there were fewer than five respondents in a cell (“another race” category in the race/
ethnicity variable and “other” employment type in the employment variable) were excluded from bivariate analyses.

Table 4: Bivariate analyses of sociodemographic characteristics and preferred contraceptive method use among current & prospective contraceptive users (ages 15–44) in a 2022
U.S national sample.
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Unadjusted Odds
Ratio (95% CI)

Adjusted Odds Ratio
(95% CI)

Model 1: Currently feels they have enough information to make a decision about the birth control method(s) that are best for them

Has enough information 3.17 (1.97, 5.10) 3.31 (2.10, 5.21)

Not sure if they have enough information 1.08 (0.60, 1.93) 1.17 (0.66, 2.07)

Does not have enough information Reference Reference

Model 2: Confidence they can get the birth control method they want when they want it

Very confident 10.27 (4.73, 22.30) 9.24 (4.29, 19.91)

Somewhat confident 4.24 (1.93, 9.29) 3.78 (1.76, 8.12)

Not confident Reference Reference

Model 3: Person-centered contraceptive counseling from most recent healthcare provider seen for birth control

Received person-centered contraceptive counseling 1.71 (1.33, 2.21) 1.72 (1.33, 2.23)

Did not receive person-centered contraceptive counseling Reference Reference

Model 4: Number of types of discrimination ever experienced in a family planning setting

0 types 1.72 (1.25, 2.37) 1.58 (1.13, 2.20)

1–4 types 1.32 (0.96, 1.96) 1.30 (0.90, 1.88)

5–9 types Reference Reference

Notes: Models 1 and 2, unweighted n = 2096. Models 3 and 4, unweighted n = 1972 (including respondents who had ever discussed contraception with a healthcare provider). The following variables were
included in adjusted logistic regression analyses: age, race, relationship status, ever being pregnant, educational attainment, insurance, employment status, and largest affordable emergency expense.

Table 5: Associations between aspects of person-centered healthcare access and preferred contraceptive method use among current & prospective contraceptive users (ages 15–44)
in a 2022 U.S. national sample.

Articles
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participants desire use of a different method, and
determining whether respondents who want to stop
using a method as soon as possible should be classified
as not using a preferred method rather than uncertain.

Strengths of this study include use of a nationally
representative sample, which allows generalization to
the U.S. population of prospective and current con-
traceptive users who had not obtained a permanent
contraceptive method and were assigned female sex at
birth. We used cognitive interviews to refine our
measure of preferred method use and collaborated
with a working group including researchers, advocates,
and providers to define the contours of the metric of
preferred method use, ensuring that the denominator
is appropriate, and data are most useful. Further, by
including prospective and current contraceptive users
in this metric and not linking it to data collected in a
healthcare setting, this study offers a holistic, national
portrait of an important aspect of person-centered
contraceptive access neglected by current access and
quality measurement approaches.

Limitations
Limitations of this study include the broad short-
coming of survey research in its lack of detail to truly
contextualize findings, even with the use of follow-up
questions to identify why respondents were not using
preferred methods. Additionally, we categorized cur-
rent contraceptive users who wanted to stop using any
of their methods as soon as possible in the “uncertain”
category of preferred method use. Future research
should investigate the contraceptive preferences of
those in the uncertain category, including exploring
why some were uncertain about whether there was
another method they would like to use or if current
users who wanted to discontinue use would prefer to
use no method. While the AmeriSpeak sample is na-
tionally representative, the subsample of current and
prospective contraceptive users trends more educated
and insured than the general population. If this sample
represents more advantaged individuals, it may over-
estimate use of preferred method, as research has
documented lower access to and experiences of quality
care among under-resourced populations.17,19,36,37

Additionally, while we did not rely on cisgender or
heterosexual identification for eligibility or inclusion in
the denominator, we lacked sufficient sample sizes for
consideration of differences in preferred method use
by sexual orientation and gender identity. While in-
clusion criteria based on sex assignment at birth avoids
equating identification as a woman with reproductive
capacity, asking respondents to complete a body part
checklist would provide more accurate data on preg-
nancy capacity; this is particularly important since
transgender and nonbinary individuals have noted the
harm of centering assigned sex at birth.38 Additionally,
given the high interest in vasectomy, it is important to
include cisgender men and other individuals with the
capacity to produce sperm in future research about
preferred method use. Likewise, we excluded people
who had undergone permanent contraception proced-
ures or were otherwise infecund; including them in
future research will provide the most accurate estimate
of preferred contraceptive method use and the
www.thelancet.com Vol 30 February, 2024
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population who may need contraception, as individuals
and their partners use contraception for reasons
beyond pregnancy prevention.

Conclusion
These data highlight the need for contraceptive access
strategies that center the needs and preferences of cur-
rent contraceptive users, as well as those interested in
use. While many efforts over the last 15 years have
focused on increasing access to LARC,7,39 these data
reveal that other methods, including oral contraception
and vasectomy, are also among those most frequently
desired but not used. This suggests that a greater di-
versity of policy solutions than those that have facilitated
increased access to LARC must be tested and adopted.
For example, those not using a preferred method most
frequently selected oral contraception as their most
desired method; expanding service delivery approaches,
including telehealth, pharmacist prescribing, and over-
the-counter availability, and ensuring these options are
covered by health insurance could facilitate greater ac-
cess. Meanwhile, 14% of those not using a preferred
method desired vasectomy, a method for which there
are a host of different barriers to access, including
knowledge among men40 and the financial burden of
cost-sharing.41 This study also highlights the need for
high-quality information about contraception (particu-
larly important as misinformation and disinformation
have been identified as key threats to contraceptive ac-
cess in the U.S.3), as well as the significance of person-
centered, non-discriminatory healthcare in reproductive
self-determination. Our work points to the need to
continue to innovate in measurement related to
contraception and reproductive health more broadly,
with the goal of optimizing knowledge generation that
informs policy, programmatic, and clinical efforts to
support people in actualizing the sexual and reproduc-
tive lives they wish to live.
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