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Objectives: To describe the types of contraception used by women attending Title X-funded clinics and a compa-
rable group of low-income reproductive-age women at risk of unintended pregnancy.
Study design: We estimated the percentage of reproductive aged (15–44 years) women using contraception, by
method type and level of effectiveness in preventing pregnancy (i.e., most, moderately, and less effective),
using Title X Family Planning Annual Report (2006–2016) and National Survey of Family Growth (2006–2015)
data.Wedividedmost effectivemethods into permanent (female andmale sterilization) and reversible (long-acting
reversible contraceptives [LARCs]) methods.
Results: Among Title X clients during 2006–2016, use of LARCs increased (3–14%); use of moderately effective
methods decreased (64–54%); and use of sterilization (~2%), less effective methods (21–20%), and no
method (8–7%) was unchanged. These same trends in contraceptive use were observed in a comparable

group of women nationally during 2006–2015, during which LARC use increased (5–19%, pb .001); moderately
effective method use decreased (60–48%, pb .001); and use of sterilization (~5%), less effective methods (19%),
and no method (11–10%) was unchanged.
Conclusions: The contraceptive methodmix among Title X clients differs from that of low-income women at risk
of unintended pregnancy nationally, but general patterns and trends are similar in the two populations. Research
is needed to understand whether method use patterns among low-income women reflect their preferences,
access, or the conditions of the supply environment.
Implications: This study contributes to our understanding of patterns and trends in contraceptive use among
two groups of reproductive-age women — Title X clients and low-income women nationally who are at risk of
unintended pregnancy. The findings highlight areas for further research.
© 2019 The Author(s). Published by Elsevier Inc. This is an open access article under the CC BY-NC-ND license

(http://creativecommons.org/licenses/by-nc-nd/4.0/).
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1. Introduction

Improving pregnancy spacing and preventing unintended preg-
nancy are national health objectives [1]. Contraception, used correctly
and consistently, is one strategy for achieving these objectives [2],
and the US Food and Drug Administration (FDA) has approved a range
of safe, effective methods to satisfy the preferences, medical consid-
erations, and other needs of most women [3]. A full range of FDA-
approved methods, however, may not be accessible to all women,
especially those at higher risk of unintended pregnancy (e.g., 18–24,
cohabiting, poor and low-income, or minority) [4]. Barriers —
geographic, economic, administrative, cognitive (awareness and
knowledge), and psychosocial (stigma or confidentiality concerns)
[5]—may limit access to the most effective contraceptive methods
er the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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4 Contraceptive services include a birth control method/prescription or checkup,
counseling, sterilization counseling or procedure, or emergency contraception counseling
or prescription.

5 Other sexual or reproductive health services include a Pap test or pelvic exam; STD
counseling, testing, or treatment; pregnancy testing; prenatal care; postpartum care;
and abortion.
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[6,7], thereby reducing the number of acceptable options and increasing
the risk of unintended pregnancy.

Publicly funded family planning clinics play an important role in
meeting the contraceptive service needs of US women. In 2014, an esti-
mated 20.2millionUSwomenneeded (i.e., were sexually active, fecund,
and not pregnant or seeking pregnancy) publicly funded services
because of their young age (b20) or low income. Of this total, 39%
received care in a publicly funded clinic, including 19% who received
care in a clinic funded by the Title X National Family Planning Program
[8]. Title X is the only federal grant program dedicated solely to provid-
ing people with comprehensive family planning and related preventive
health services, with priority for providing care to individuals from low-
income families [9,10].

Many publicly funded family planning clinics offer their clients
a broad range of contraceptive methods. A 2015 survey found that
77% of all publicly funded clinics and 88% of Title X-funded clinics
reported offering at least 10 different reversible methods, and 59%
of all clinics and 72% of Title X clinics reported meeting the Healthy
People 2020 objective of offering on site the full range of FDA-
approved reversible contraceptives [11]. The distribution of contra-
ceptive methods provided to or used by women who attend publicly
funded family planning clinics remains unstudied, as does how
this distribution compares with self-reported contraceptive use by
a similar group of women nationally who are at risk of unintended
pregnancy.

The purpose of this study is to describe the patterns and trends in
contraceptive use among women at risk of unintended pregnancy
who attend Title X-funded family planning clinics. We also examine
patterns and trends in contraceptive use among a nationally representa-
tive sample of US women for comparison, focusing specifically on low-
incomewomen at risk of unintended pregnancywho reported receiving
contraceptive services in the previous 12 months.

2. Materials and methods

We used multiyear data from the Title X Family Planning Annual
Report (FPAR) for 2006–2016 and from the National Survey of Family
Growth (NSFG) for 2006–2015.

2.1. Title X Family Planning Annual Report

FPAR is an annual reporting requirement of all Title X grantees that
are funded, as part of a competitive award process [12], to provide
contraceptive education, counseling, and services; breast and cervical
cancer screening; sexually transmitted disease (STD) and HIV testing,
referral, and prevention education; and pregnancy diagnosis and
counseling [13]. Grantees aggregate for their network of subrecipients
and services sites and report on FPAR the following data: client
sociodemographic characteristics, contraceptivemethod used or adopted
at exit from the encounter, receipt of related preventive health services,
staffing, and revenue [12]. During each year of the study period, the
Title X service network included an average of 91 grantees, 1,151
subrecipients, and 4,251 service sites and served 4.7 million clients
(92% of whomwere female) [14]. A Title X client is defined as an individ-
ual who had at least one face-to-face encounter (i.e., visit) within the
calendar year during which they received services related to achieving
or preventing pregnancy [12].

2.2. National Survey of Family Growth

The NSFG is a nationally representative survey of reproductive-age
women and men living in US households. The survey collects informa-
tion on sexual activity, pregnancy, childbearing, infertility, contracep-
tion, and various social and demographic characteristics, including
age, race and ethnicity, annual household income and household size,
and health insurance status. The survey also asks female respondents
whether they received any contraceptive4 or other sexual or reproduc-
tive health service5 in the past 12 months. Household income as a per-
centage of the USCensus Bureaupoverty threshold is calculated for each
respondent using household income and size and state of residence.

During the three cycles of NSFG used in this study (2006–2010,
2011–2013, and 2013–2015), female response rates were 78%
(n=12,279), 73% (n=5,601), and 71% (n=5,699), respectively; the
age range of females included in the surveys was 15 to 44 years [15].
Detailed information about the NSFG is described elsewhere [16]. This
analysis uses de-identified, public use data files.

2.3. Contraceptive prevalence

We examined contraceptive method prevalence by use of any
method, use of an individual method, and use of a method according
to its level of effectiveness in preventing pregnancy (i.e., most, moder-
ately, and less effective) [17,18]. All analyses were restricted to
women considered at risk for unintended pregnancy.

2.3.1. Contraceptive prevalence based on individual methods
We calculated individual method prevalence using data on the

single most effective contraceptive method used by a woman. In the
FPAR, the single most effective method for a Title X client was the
method already used or newly adopted at the time of her last family
planning encounter of the year, as noted in her medical record. We
are unable to differentiate between these two scenarios in the FPAR
data. For clients using or adopting more than one type of method,
FPAR captures themost effective one in terms of pregnancy prevention.
Additionally, the FPAR groups “withdrawal” and “other methods” not
listed in the FPAR reporting form (e.g., emergency contraception) into
a single “withdrawal and other method” category.

In the NSFG data, individual method prevalence is based on the
single most effective contraceptive method used by the woman during
the month of the interview (CONSTAT1 variable) [19]. To align with
emergency contraception reporting in the FPAR, we grouped women
who reported using emergency contraception into a comparable
“withdrawal and other method” category. For both sources of data,
we grouped female barrier methods (female condom, diaphragm,
cervical cap, contraceptive sponge, and spermicide) and other hor-
monal methods (injectable, ring, and patch) into single and separate
categories.

2.3.2. Contraceptive prevalence based on method effectiveness
We calculated prevalence for eachmethod effectiveness category by

grouping the single most effective method used by each woman into
one of five categories based on themethod’s effectiveness in preventing
pregnancy under typical use conditions [17,18]. The five method effec-
tiveness categories were most effective permanent (female and male
sterilization); most effective reversible (long-acting reversible contracep-
tion [LARC]: implant and intrauterine device or system [IUD/IUS]);
moderately effective (injectable, vaginal ring, contraceptive patch, pill,
cervical cap, and diaphragm); less effective (male condom, female bar-
rier methods, fertility awareness-based methods [FABM], lactational
amenorrheamethod, andwithdrawal or other method); and nomethod
(no method recorded).

2.3.3. Identifying women at risk of unintended pregnancy
We restricted the analysis of contraceptive prevalence to women at

risk of unintended pregnancy (“at risk”). In the FPAR data, all female



Table 1
Percentage (weighted) distribution of female Title X clients and a comparablea national sample of low-income women at risk of unintended pregnancy,b by selected characteristics: FPAR (2006–2016) and NSFG (2006–2015)

Family Planning Annual Report National Survey of Family Growth

Population (N) or
sample (n) size

2006–07 2008–10 2011–13 2014–16

% point change
2006–07 vs.
2014–16

2006–08 2008–10 2011–13 2013–15

2006–08 vs. 2013–15
% point change and
p-value†

Chi-square test
(p-value)‡

N=8.2
million

N=12.4
million

N=11.3
million

N=9.2
million n=1,052c n=1,213c n=1,109c n=1,037c

% % % % % (95% CI) % (95% CI) % (95% CI) % (95% CI)

Age
15–19 25.6 23.6 20.0 18.5 –7.1 21.3 (18.5, 24.4) 22.4 (20.0, 25.1) 18.4 (16.0, 21.1) 18.4 (15.5, 21.7) –2.9 .15
20–29 52.7 53.2 53.4 51.8 –0.8 53.7 (49.0, 58.4) 48.4 (43.9, 52.9) 52.0 (48.1, 55.9) 52.6 (47.7, 57.5) –1.1
30–39 17.6 18.9 21.5 24.0 6.4 21.3 (17.8, 25.3) 25.3 (21.4, 29.6) 23.9 (19.7, 28.7) 23.2 (19.2, 27.8) 1.9
40–44 4.1 4.4 5.1 5.7 1.5 3.7 (2.3, 5.9) 3.9 (2.6, 5.8) 5.7 (3.5, 9.1) 5.8 (4.0, 8.4) 2.1

Race/ethnicity
Hispanic 25.3 27.9 29.1 31.6 6.4 21.2 (14.1, 30.6) 23.3 (18.6, 28.8) 24.6 (19.5, 30.5) 26.3 (20.9, 32.6) 5.1 .88
White, non-Hispanic 47.8 43.7 41.0 37.0 –10.8 54.3 (46.0, 62.3) 55.1 (49.0, 61.1) 49.7 (43.9, 55.6) 49.8 (43.9, 55.7) –4.5
Black, non-Hispanic 18.2 18.6 18.8 19.5 1.2 16.4 (11.5, 22.9) 13.6 (10.0, 18.3) 18.0 (14.4, 22.3) 15.9 (12.2, 20.5) –0.5
Other/multiple, non-Hispanic 4.9 5.2 5.6 5.7 0.9 8.1 (4.4, 14.5) 7.9 (5.4, 11.4) 7.7 (4.6, 12.7) 8.0 (5.5, 11.5) –0.1§

Income statusd

≤ 100% FPL 68.2 69.9 70.1 66.3 –1.9 37.0 (32.4, 41.8) 35.5 (31.5, 39.7) 43.5 (38.9, 48.2) 42.1 (37.7, 46.7) 5.1 .59
101%–150% FPL 16.7 15.3 14.1 14.0 –2.7 20.6 (17.5, 24.1) 20.3 (17.3, 23.6) 18.2 (15.1, 21.8) 19.0 (16.1, 22.3) –1.6
151%–200% FPL 6.2 5.4 5.3 6.0 –0.2 18.7 (15.8, 22.0) 18.2 (14.9, 22.0) 16.1 (12.9, 19.9) 16.1 (12.6, 20.4) –2.6
201%–250% FPL 2.5 2.4 2.2 2.8 0.3 17.5 (14.1, 21.5) 18.5 (15.6, 21.8) 15.7 (12.5, 19.6) 16.5 (12.8, 21.0) –1.0
≥ 251% FPL 4.8 4.4 4.9 6.4 1.7 6.2 (4.8, 8.0) 7.4 (5.5, 9.9) 6.6 (4.7, 9.1) 6.4 (4.3, 9.5) 0.2§

Health insuranced

Medicaid or other public 20.7 21.1 24.3 33.8 13.1 26.8 (22.7, 31.3) 30.1 (25.3, 35.4) 31.3 (26.3, 36.8) 31.8 (27.3, 36.7) 5.0 .56
Private 8.5 8.6 9.3 15.6 7.1 49.2 (43.7, 54.7) 46.3 (39.9, 52.8) 44.6 (39.2, 50.1) 48.9 (44.4, 53.4) –0.3
None 62.7 66.0 63.8 48.6 –14.0 24.0 (18.9, 29.9) 23.6 (19.6, 28.2) 24.2 (19.8, 29.2) 19.3 (14.9, 24.7) –4.7

Source of contraceptive care
Publicly funded clinic, Title X 100.0 100.0 100.0 100.0 — 21.6 (17.3, 26.7) 20.7 (16.2, 26.0) 19.1 (15.5, 23.3) 16.4 (13.3, 20.0) –5.1 b .01
Publicly funded clinic, non-Title X — — — — — 19.4 (14.6, 25.2) 17.2 (14.0, 21.0) 10.5 (8.2, 13.3) 15.7 (12.6, 19.3) –3.6
Physician/HMO — — — — — 55.7 (50.6, 60.7) 58.7 (52.5, 64.6) 65.5 (60.7, 70.0) 62.6 (58.8, 66.2) 6.9*
Othere — — — — — 3.3 (2.2, 5.0) 3.3 (2.0, 5.3) 5.0 (3.0, 8.3) 5.2 (3.7, 7.3) 1.9§

Abbreviations: FPAR, Family Planning Annual Report; FPL, federal poverty level; NSFG, National Survey of Family Growth; SE, standard error; HMO, health maintenance organization.
— Not applicable.
* b .05;
† Based on t test comparing estimates for first and current period.
‡ Based on chi-square test for difference by survey period.
§ Cell sizes are too small for significance testing.
Note: The size of the Title X age subgroups may not sum to the total because of rounding.

a We restricted the national sample of women at risk of unintended pregnancy to low-income women who reported receipt of any contraceptive services in the previous 12 months and who had not been surgically sterilized 13 or more months
before the survey. Low-income, at-risk women were those aged 20–44 years with a household income at or below 250% of the federal poverty level and those aged 15–19 years, regardless of income. Contraceptive services included a birth control
(BC) method/prescription or checkup, counseling, sterilization counseling or procedure, or emergency contraception (EC) counseling or prescription.

b In theNSFG,women at risk of unintended pregnancy includedwomenwhowere sexually active in the previous 3months (using contraception or not) and excludedwomenwhowere currently pregnant, trying to conceive, or sterile. In the FPAR,
women at risk of unintended pregnancy include all Title X clients except those who were pregnant or seeking pregnancy.

c The weighted NSFG samples for females 15–44 years are 2006–08 (N=9,143,000), 2008–10 (N=10,520,000), 2011–13 (N=10,345,000), 2013–15 (N=10,425,000).
d FPAR income and health insurance distributions include all Title X clients (female and male).
e Other sources of contraceptive care include an employer or company clinic, hospital or urgent care, or “some other place.”
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Table 2
Trends in contraceptive prevalence among female Title X clients and a comparablea national sample of low-incomewomen at risk of unintended pregnancy,b bymethod use (any or nomethod) andmethod effectiveness category (most, moderately,
or less effective), age group, and year: FPAR (2006–2016) and NSFG (2006–2015)

Family Planning Annual Report National Survey of Family Growth

2006–07 2008–10 2011–13 2014–16
2006–07 vs.
2014–16
% point
change

2006–08 2008–10 2011–13 2013–15
2006–08 vs.
2013–15
% point
change

Population (N) or
Sample (n)

N=8.2
million

N=12.4
million

N=11.3
million

N=9.2
million n=1,052c n=1,213c n=1,109c n=1.037c

% % % % % (95% CI) % (95% CI) % (95% CI) % (95% CI)

Any method
15–44 88.9 88.1 91.5 90.1 1.1 89.3 (86.5, 91.6) 89.2 (86.2, 91.6) 89.5 (86.7, 91.8) 90.2 (87.1, 92.6) 0.9
15–19 89.1 88.3 91.9 90.4 1.3 84.1 (77.3, 89.1) 83.2 (76.0, 88.5) 86.9 (80.3, 91.5) 89.2 (82.3, 93.6) 5.2
20–29 89.5 88.7 92.1 91.2 1.6 91.4 (87.8, 94.0 91.4 (88.0, 93.9) 90.6 (87.5, 93.0) 93.3 (90.5, 95.3) 1.9
30–44 87.2 86.5 90.1 87.9 0.7 89.3 (81.8, 93.9) 90.1 (84.8, 93.7) 89.4 (84.0, 93.2) 85.3 (78.0, 90.4) –4.0

Most effective permanentd

15–44 1.8 1.8 1.8 2.1 0.3 5.2 (3.7, 7.3) 7.8 (5.7, 10.6) 6.5 (4.2, 10.0) 5.1 (3.5, 7.5) –0.1
15–19 0.0 0.0 0.0 0.0 0.0 0.0 — 0.0 — 0.0 — 0.0 — 0.0
20–29 0.8 0.8 0.7 0.6 –0.2 4.1 (2.5, 6.8) 5.8 (3.5, 9.4) 4.1 (2.4, 6.8) 2.5 (1.2, 4.9) –1.7
30–44 6.2 5.8 5.5 5.9 –0.3 12.0 (7.1, 19.7) 17.0 (11.4, 24.5) 14.9 (8.4, 24.9) 13.1 (8.1, 20.5) 1.1

Most effective reversibled

15–44 3.0 5.8 9.3 14.1 11.1 5.3 (3.8, 7.4) 13.0 (10.1, 16.7) 16.4 (12.9, 20.5) 18.7 (15.0, 23.0) 13.4⁎⁎⁎

15–19 0.7 2.4 5.3 11.2 10.4 2.2 (0.7, 6.1) 5.1 (2.1, 11.6) 3.9 (1.1, 12.3) 11.4 (6.0, 20.5) 9.2⁎

20–29 3.2 6.2 9.7 14.7 11.5 6.6 (4.4, 9.8) 14.9 (11.1, 19.6) 17.9 (14.1, 22.6) 21.8 (17.1, 27.3) 15.1⁎⁎⁎

30–44 5.5 8.4 11.6 15.0 9.6 5.1 (2.7, 9.5) 16.0 (10.8, 23.1) 21.4 (13.8, 31.6) 17.7 (12.9, 23.8) 12.5⁎⁎⁎

Moderately effectivee

15–44 63.6 60.5 58.8 54.2 –9.4 60.1 (56.0, 64.1) 54.5 (49.9, 58.9) 51.3 (47.3, 55.2) 47.8 (43.2, 52.5) –12.3⁎⁎⁎

15–19 67.1 66.3 66.8 62.8 –4.2 60.2 (52.9, 67.1) 63.6 (55.6, 70.9) 62.9 (53.2, 71.6) 61.4 (51.7, 70.4) 1.2
20–29 66.2 62.8 61.0 56.2 –10.0 62.9 (57.1, 68.3) 55.3 (48.7, 61.7) 54.5 (49.4, 59.6) 48.9 (43.4, 54.4) –14.0⁎⁎⁎

30–44 53.3 49.4 48.2 45.4 –7.9 54.2 (46.3, 61.8) 46.1 (38.8, 53.6) 38.4 (31.1, 46.4) 37.3 (29.2, 46.1) –16.9⁎⁎

Less effectivef

15–44 20.5 20.0 21.6 19.6 –0.9 18.6 (15.7, 22.0) 13.9 (11.8, 16.4) 15.4 (12.5, 18.8) 18.6 (15.4, 22.2) 0.0
15–19 21.3 19.6 19.8 16.4 –4.9 21.7 (15.6, 29.3) 14.6 (10.1, 20.6) 20.2 (12.8, 30.4) 16.4 (10.6, 24.4) –5.3
20–29 19.4 18.9 20.7 19.7 0.3 17.7 (14.0, 22.2) 15.4 (12.4, 18.9) 14.1 (9.8, 19.7) 20.2 (16.4, 24.6) 2.4
30–44 22.2 22.9 24.8 21.6 –0.6 18.0 (12.4, 25.3) 11.0 (7.9, 15.2) 14.8 (9.5, 22.3) 17.2 (12.1, 23.9) –0.8

No method
15–44 8.1 6.9 6.2 6.8 –1.3 10.7 (8.4, 13.5) 10.8 (8.4, 13.8) 10.5 (8.2, 13.3) 9.8 (7.4, 12.9) –0.9
15–19 8.1 7.1 5.9 6.8 –1.3 15.9 (10.9, 22.7) 16.8 (11.5, 24.0) 13.1 (8.5, 19.7) 10.8 (6.4, 17.7) –5.2
20–29 7.8 6.5 5.7 6.1 –1.6 8.6 (6.0, 12.2) 8.6 (6.1, 12.0) 9.4 (7.0, 12.5) 6.7 (4.7, 9.5) –1.9
30–44 8.9 7.8 7.2 8.0 –0.9 10.7 (6.1, 18.2) 9.9 (6.3, 15.2) 10.6 (6.8, 16.0) 14.7 (9.6, 22.0) 4.0

Missing
15–44 3.0 5.0 2.3 3.1 0.1 — — — — —
15–19 2.8 4.7 2.1 2.8 0.0 — — — — —
20–29 2.7 4.8 2.2 2.7 0.0 — — — — —
30–44 3.9 5.8 2.7 4.1 0.2 — — — — —

Abbreviations: FPAR, Family Planning Annual Report; NSFG, National Survey of Family Growth; CI, confidence interval.
Note: The size of the Title X age subgroups may not sum to the total because of rounding.
— Not applicable.
⁎⁎⁎ b .001;
⁎⁎ b .01;
⁎ b .05.
a We restricted the national sample of women at risk of unintended pregnancy to low-income women who reported receipt of any contraceptive services in the previous 12 months and who had not been surgically sterilized 13 or more months

before the survey. Low-income, at-riskwomenwere those aged 20–44 yearswith a household income at or below250% of the federal poverty level and those aged 15–19 years, regardless of income. Contraceptive services included a birth control (BC)
method/prescription or checkup, counseling, sterilization counseling or procedure, or emergency contraception (EC) counseling or prescription.

b In the NSFG,women at risk of unintended pregnancy includedwomenwhowere sexually active in the previous 3months (using contraception or not) and excludedwomenwhowere currently pregnant, trying to conceive, or sterile. In the FPAR,
women at risk of unintended pregnancy include all Title X clients except those who were pregnant or seeking pregnancy.

c The weighted NSFG samples for females 15–44 years are 2006–08 (N=9,143,000), 2008–10 (N=10,520,000), 2011–13 (N=10,345,000), 2013–15 (N=10,425,000).
d Most effective permanent methods include female and male (vasectomy) sterilization. Most effective reversible methods/LARCs include implants and IUDs.
e Moderately effective methods include hormonal methods (injectables, vaginal ring, contraceptive patch, and pills) and cervical caps or diaphragms.
f Less effectivemethods includemale condoms, female barriermethods (female condom, sponge, and spermicide), fertility awareness-basedmethods (FABMs), lactational amenorrheamethod (FPAR only), andwithdrawal or “other”methods. EC

is grouped with less effective methods in both the FPAR and NSFG data.
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Title X clients were considered at risk if they were not pregnant or
seeking pregnancy. We assumed that most, if not all, of at-risk Title X
clients were sexually active and not known to be infecund because
they had to have had at least one encounter in the reporting year
aimed at preventing unintended pregnancy or achieving pregnancy
to be included in the FPAR. We further restricted the Title X study
population to women 15–44 to align with the NSFG population during
2006–2015. In the NSFG data, women were considered at risk if they
had had vaginal sex with a male in the past 3 months and were not
pregnant, seeking pregnancy, or infertile for noncontraceptive or
unknown reasons.

To make the two study populations more comparable, we restricted
the NSFG sample to low-income women 15–44 who reported receiving
any contraceptive service (birth controlmethod/prescription, check-up,
or counseling; sterilization counseling or procedure; or emergency
contraception counseling or prescription) in the past year; we also
excluded women who were sterilized 13 or more months before the
survey. Low-income, at-risk women were those aged 20–44 years
with a household income at or below 250% of the federal poverty level
and those aged 15–19 years, regardless of income.
2.4. Analytic strategy

The NSFG data include the following 2-year, mutually exclusive sur-
vey periods: 2006–2008, 2008–2010, 2011–2013, and 2013–2015. We
pooled the FPAR data by year (2006–2007, 2008–2010, 2011–2013,
and 2014–2016) to match, to the extent possible, these NSFG survey
periods. Contraceptive use data for the same Title X client may appear
more than once in the pooled FPAR data if she made at least one visit
in more than one of the calendar years in the pooled period. For exam-
ple, if a Title X client had a family planning encounter in 2006 and 2007,
her contraceptive use datawould appear twice in the pooled period, but
her method in each year might be different. “Study period” refers to
2006–2016 for FPAR and 2006–2015 for NSFG. “Current period” refers
to 2014–2016 for FPAR and 2013–2015 for NSFG.
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Fig. 1. Trends in the percentage of female Title X clients (a) and a comparablea national samp
permanent,c most effective reversible/LARC,d moderately effective,e less effective,f or no metho
NOTE: Abbreviations: FPAR, Family Planning Annual Report; NSFG, National Survey of Family G
women at risk of unintended pregnancy to low-income women who reported receipt of a
sterilized 13 or more months before the survey. Low-income, at-risk women were those aged
those aged 15–19 years, regardless of income. Contraceptive services included a birth control
or emergency contraception (EC) counseling or prescription. bIn the NSFG, women at risk
3 months (using contraception or not) and excluded women who were currently pregnant, tr
all Title X clients except those who were pregnant or seeking pregnancy. cMost effective p
reversible/LARC methods include implants and IUDs. eModerately effective methods include
caps or diaphragms. fLess effective methods include male condoms, female barrier methods
lactational amenorrhea method (FPAR only), and withdrawal or “other” methods. Emerg
and NSFG data. gThe FPAR populations for each period are as follows: 2006–07 (8,185,457),
at-risk females aged 15–44 years are as follows: 2006–08 (unweighted=1,052; weigh
(unweighted=1,109; weighted=10,345,000), 2013–15 (unweighted=1,037; weighted=10
For each time period and data source, we produced descriptive sta-
tistics for demographic and socioeconomic characteristics and assessed
changes over time in these characteristics by calculating the percentage
point change (increase or decrease) between the first and current
periods. For NSFG estimates,we performed t tests to compare the differ-
ences in each characteristic between the first and current periods.
Because the FPAR data are a census of Title X clients and not a sample,
we did not produce confidence intervals or perform additional statisti-
cal tests for this population. For FPAR-based findings, we highlight and
discuss changes (increase or decrease) of at least 5 percentage points
between the first and current periods.

We estimated the percentages of at-riskwomen using contraception
by individual method and method effectiveness category, overall
(15–44 years) and for three age subgroups (15–19, 20–29, and
30–44 years). Then we assessed changes over time by calculating the
percentage-point change in prevalence between the first (2006–07)
and current (2014–16) periods for the Title X population. For NSFG-
based estimates, we performed t tests to compare the differences
between prevalence estimates in the first (2006–2008) and current
(2013–2015) periods and presented 95% confidence intervals for overall
(15–44 years) estimates by method effectiveness category and for
selected individual methods in the figures. To guide the comparison of
FPAR- and NSFG-based findings, we highlighted when the FPAR per-
centage did not fall within the 95% confidence interval of the NSFG esti-
mate. We did not perform statistical testing between the two
populations as they represented overlapping groups, and onewas a cen-
sus count while the other was a population-weighted sample. The
reader should keep in mind that in the “Results” section our use of
terms like “higher” or “lower” to describe differences in contraceptive
prevalence between the two populations is not based on statistical com-
parisons between FPAR-based prevalence values and NSFG-based esti-
mates. We use these terms simply to highlight potential differences
between the two populations when the FPAR prevalence value falls
above or below the confidence interval for the NSFG-based estimate.
As noted earlier, statistical comparisons between these twodata sources
are not possible. We used SAS 9.4 [20] and SUDAAN 11 [21] and
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ermanent methods include female and male (vasectomy) sterilization. dMost effective
hormonal methods (injectables, vaginal ring, contraceptive patch, and pills) and cervical
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ency contraception (EC) is grouped with “less effective” methods in both the FPAR
2008–10 (12,390,516), 2011–13 (11,327,058), 2014–16 (9,245,609). hNSFG samples for
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Table 3
Trends in contraceptive prevalence among female Title X clients and a comparablea national sample of low-income women at risk of unintended pregnancy,b by age group, method use (any or no method), individual method type, and year: FPAR
(2006–2016) and NSFG (2006–2015)

Method by Age Group

Family Planning Annual Report National Survey of Family Growth

2006–07 2008–10 2011–13 2014–16 2006–07 vs.
2014–16
% point change

2006–08 2008–10 2011–13 2013–15
2006–08 vs. 2013–15
% point change

% % % % % (95% CI) % (95% CI) % (95% CI) % (95% CI)

15–44 N=8.2 million N=12.4 million N=11.3 million N=9.2 million n=1,052c n=1,213c n=1,109c n=1.037c

Any method 88.9 88.1 91.5 90.1 1.1 89.3 (86.5, 91.6) 89.2 (86.2, 91.6) 89.5 (86.7, 91.8) 90.2 (87.1, 92.6) 0.9
Male sterilization 0.1 0.1 0.2 0.2 0.1 0.5 (0.2, 1.3) 0.8 (0.2, 2.7) 0.1 (0.0†, 0.4) 0.2 (0.1, 0.7) –0.3
Female sterilization 1.6 1.6 1.6 1.9 0.2 4.7 (3.2, 6.8) 7.0 (5.0, 9.7) 6.4 (4.1, 9.9) 4.9 (3.3, 7.2) 0.2
Implant 0.1 0.7 2.2 5.5 5.5 0.1 (0.0†, 0.4) 1.2 (0.6, 2.6) 2.0 (1.2, 3.2) 5.2 (3.2, 8.6) 5.1⁎⁎⁎

IUD/IUS 2.9 5.1 7.1 8.6 5.6 5.2 (3.7, 7.3) 11.8 (8.9, 15.5) 14.4 (11.1, 18.5) 13.4 (10.6, 16.8) 8.2⁎⁎⁎

Other hormonald 20.0 20.6 22.5 22.3 2.3 16.8 (14.2, 19.9) 12.6 (10.5, 15.0) 16.6 (13.5, 20.3) 13.6 (11.2, 16.3) –3.2
Pills 43.6 39.8 36.1 31.9 –11.7 43.3 (38.6, 48.2) 41.7 (36.9, 46.7) 34.7 (30.7, 38.9) 34.2 (29.5, 39.3) –9.1⁎

Male condom 16.8 16.9 18.6 17.1 0.3 13.5 (10.7, 16.9) 10.3 (8.4, 12.4) 11.1 (8.5, 14.5) 11.7 (9.4, 14.5) –1.8
Female barriere 0.7 0.6 0.4 0.2 –0.5 0.2 (0.1, 0.7) 0.5 (0.1, 1.7) 0.2 (0.1, 0.9) 0.0† (0.0†, 0.3) –0.2
Withdrawal or otherf 2.9 2.4 2.5 2.0 –0.9 4.7 (3.0, 7.3) 3.2 (2.1, 4.8) 3.4 (2.3, 4.9) 6.0 (4.2, 8.5) 1.3
FABMg 0.2 0.3 0.3 0.4 0.2 0.2 (0.1, 0.5) 0.1 (0.0†, 0.4) 0.7 (0.3, 1.5) 0.9 (0.4, 2.1) 0.7
No method 8.1 6.9 6.2 6.8 –1.3 10.7 (8.4, 13.5) 10.8 (8.4, 13.8) 10.5 (8.2, 13.3) 9.8 (7.4, 12.9) –0.9
Missing 3.0 5.0 2.3 3.1 0.1 — — — — —

15–19 N=2.1 million N=2.9 million N=2.3 million N=1.7 million n=242 n=260 n=204 n=199

Any method 89.1 88.3 91.9 90.4 1.3 84.1 (77.3, 89.1) 83.2 (76.0, 88.5) 86.9 (80.3, 91.5) 89.2 (82.3, 93.6) 5.2
Male sterilization 0.0 0.0 0.0 0.0 0.0 0.0 — 0.0 — 0.0 — 0.0 — —
Female sterilization 0.0 0.0 0.0 0.0 0.0 0.0 — 0.0 — 0.0 — 0.0 — —
Implant 0.1 0.9 2.8 7.6 7.6 0.1 (0.0†, 1.0) 0.2 (0.0†, 0.8) 0.9 (0.3, 2.9) 7.5 (3.0, 17.3) 7.4⁎

IUD/IUS 0.7 1.6 2.4 3.5 2.9 2.0 (0.7, 6.1) 4.9 (2.0, 11.5) 3.0 (0.6, 13.0) 3.9 (1.6, 9.1) 1.9
Other hormonald 19.9 22.1 26.7 27.1 7.2 18.4 (12.8, 25.7) 18.3 (12.8, 25.5) 11.4 (7.4, 17.2) 20.7 (11.8, 33.7) 2.3
Pills 47.2 44.1 40.0 35.7 –11.4 41.8 (33.9, 50.3) 45.3 (38.7, 52.0) 51.4 (41.3, 61.5) 40.8 (31.3, 50.9) –1.1
Male condom 18.2 17.2 17.4 14.6 –3.6 17.0 (11.2, 25.0) 8.0 (5.0, 12.4) 16.6 (9.5, 27.6) 12.6 (7.3, 20.6) –4.5
Female barriere 0.4 0.4 0.3 0.2 –0.3 0.0 — 0.0 — 0.0 — 0.0 — —
Withdrawal or otherf 2.6 2.0 2.1 1.4 –1.2 4.7 (2.4, 9.0) 6.3 (3.0, 12.9) 2.9 (1.3, 6.4) 3.8 (1.7, 8.3) –0.8
FABMg 0.1 0.1 0.1 0.2 0.1 0.0 — 0.3 (0.0†, 1.5) 0.6 (0.1, 2.7) 0.0 — 0.0
No method 8.1 7.1 5.9 6.8 –1.3 15.9 (10.9, 22.7) 16.8 (11.5, 24.0) 13.1 (8.5, 19.7) 10.8 (6.4, 17.7) –5.2
Missing 2.8 4.7 2.1 2.8 0.0 — — — — —
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20–29 N=4.3 million N=6.6 million N=6.0 million N=4.8 million n=546 n=616 n=604 n=541

Any method 89.5 88.7 92.1 91.2 1.6 91.4 (87.8, 94.0) 91.4 (88.0, 93.9) 90.6 (87.5, 93.0) 93.3 (90.5, 95.3) 1.9
Male sterilization 0.1 0.1 0.1 0.1 0.0 0.1 (0.0†, 0.9) 0.2 (0.1, 0.8) 0.0 — 0.2 (0.0†, 1.2) 0.0
Female sterilization 0.7 0.7 0.6 0.5 –0.2 4.0 (2.3, 6.8) 5.6 (3.3, 9.3) 4.1 (2.4, 6.8) 2.3 (1.2, 4.4) –1.7
Implant 0.1 0.7 2.3 6.1 6.0 0.2 (0.0†, 0.8) 1.8 (0.6, 4.8) 3.1 (1.7, 5.6) 6.9 (4.2, 11.0) 6.7⁎⁎⁎

IUD/IUS 3.1 5.5 7.4 8.6 5.6 6.5 (4.3, 9.6) 13.1 (9.5, 17.9) 14.9 (11.3, 19.3) 14.9 (10.9, 19.9) 8.4⁎⁎

Other hormonald 20.8 21.2 22.6 22.0 1.2 17.7 (14.3, 21.8) 11.2 (8.5, 14.7) 20.5 (15.7, 26.3) 11.5 (8.9, 14.7) –6.3⁎⁎
Pills 45.3 41.5 38.3 34.1 –11.1 45.1 (38.4, 52.1) 44.1 (36.9, 51.5) 34.0 (28.8, 39.7) 37.3 (31.8, 43.2) –7.8
Male condom 15.7 15.9 17.7 17.3 1.6 13.4 (9.8, 18.0) 12.9 (9.9, 16.7) 10.1 (6.6, 15.3) 12.7 (9.5, 16.8) –0.7
Female barriere 0.6 0.5 0.3 0.2 –0.4 0.1 (0.0†, 1.0) 0.0 (0.0, 0.0) 0.2 (0.0†, 1.7) 0.1 (0.0†, 0.6) 0.0
Withdrawal or otherf 3.0 2.4 2.5 1.9 –1.0 4.1 (2.5, 6.6) 2.4 (1.4, 4.3) 2.9 (1.6, 4.9) 6.1 (4.0, 9.2) 2.0
FABMg 0.2 0.2 0.3 0.3 0.1 0.1 (0.0†, 0.8) 0.0 (0.0†, 0.3) 0.8 (0.3, 2.7) 1.3 (0.5, 3.8) 1.2
No method 7.8 6.5 5.7 6.1 –1.6 8.6 (6.0, 12.2) 8.6 (6.1, 12.0) 9.4 (7.0, 12.5) 6.7 (4.7, 9.5) –1.9
Missing 2.7 4.8 2.2 2.7 0.0 — — — — —

30–44 N=1.8 million N=2.9 million N=3.0 million N=2.7 million n=264 n=337 n=301 n=297

Any method 87.2 86.5 90.1 87.9 0.7 89.3 (81.8, 93.9) 90.1 (84.8, 93.7) 89.4 (84.0, 93.2) 85.3 (78.0, 90.4) –4.0
Male sterilization 0.4 0.4 0.5 0.5 0.1 1.7 (0.6, 4.8) 2.3 (0.5, 9.2) 0.3 (0.1, 1.4) 0.4 (0.1, 2.0) –1.3
Female sterilization 5.8 5.4 5.0 5.4 –0.4 10.3 (5.7, 18.1) 14.7 (9.5, 22.0) 14.5 (8.1, 24.6) 12.7 (7.9, 19.9) 2.4
Implant 0.1 0.5 1.3 3.3 3.2 0.0 — 1.0 (0.3, 3.1) 0.8 (0.3, 2.4) 0.8 (0.2, 3.4) 0.8
IUD/IUS 5.4 7.8 10.2 11.7 6.3 5.1 (2.7, 9.5) 15.0 (10.0, 21.9) 20.6 (13.0, 30.9) 16.9 (12.2, 22.8) 11.7⁎⁎⁎

Other hormonald 18.0 17.8 19.1 19.8 1.8 13.5 (8.8, 20.2) 10.4 (7.0, 15.3) 13.0 (8.7, 19.2) 12.9 (9.2, 17.6) –0.7
Pills 35.1 31.5 28.9 25.5 –9.6 40.7 (32.6, 49.2) 35.1 (27.9, 43.1) 25.4 (19.3, 32.7) 24.4 (17.5, 33.0) –16.2⁎⁎
Male condom 17.9 19.0 21.0 18.5 0.5 10.9 (6.8, 16.9) 7.7 (5.0, 11.5) 9.5 (5.1, 17.2) 9.3 (5.6, 15.2) –1.5
Female barriere 1.1 0.8 0.5 0.3 –0.8 0.6 (0.1, 3.0) 1.6 (0.4, 5.5) 0.3 (0.0†, 2.2) 0.0 — –0.6
Withdrawal or otherf 3.0 2.8 3.0 2.4 –0.6 6.0 (2.3, 14.6) 2.1 (1.0, 4.6) 4.5 (2.4, 8.5) 7.2 (3.6, 13.9) 1.2
FABMg 0.4 0.5 0.5 0.5 0.2 0.5 (0.1, 1.7) 0.2 (0.0†, 0.8) 0.4 (0.1, 1.8) 0.7 (0.2, 2.4) 0.2
No method 8.9 7.8 7.2 8.0 –0.9 10.7 (6.1, 18.2) 9.9 (6.3, 15.2) 10.6 (6.8, 16.0) 14.7 (9.6, 22.0) 4.0
Missing 3.9 5.8 2.7 4.1 0.2 — — — — —

Abbreviations: FPAR, Family Planning Annual Report; NSFG, National Survey of Family Growth; CI, confidence interval; IUD/IUS, Intrauterine device/system; FABM, fertility awareness-basedmethod. NOTE: The size of the Title X age subgroups may
not sum to the total because of rounding. — Not applicable.
⁎⁎⁎ b .001;
⁎⁎ b .01;
⁎ b .05.
† Greater than 0.0 and less than .05.
a We restricted the national sample of women at risk of unintended pregnancy to low-income women who reported receipt of any contraceptive services in the previous 12 months and who had not been surgically sterilized 13 or more months

before the survey. Low-income, at-riskwomenwere those aged 20–44 yearswith a household income at or below250% of the federal poverty level and those aged 15–19 years, regardless of income. Contraceptive services included a birth control (BC)
method/prescription or checkup, counseling, sterilization counseling or procedure, or emergency contraception (EC) counseling or prescription.

b In theNSFG,women at risk of unintended pregnancy includedwomenwhowere sexually active in the previous 3months (using contraception or not) and excludedwomenwhowere currently pregnant, trying to conceive, or sterile. In the FPAR,
women at risk of unintended pregnancy include all Title X clients except those who were pregnant or seeking pregnancy.

c The weighted NSFG samples for females 15–44 years are 2006–08 (N=9,143,000), 2008–10 (N=10,520,000), 2011–13 (N=10,345,000), 2013–15 (N=10,425,000).
d Other hormonal methods include injectable contraception, vaginal contraceptive ring, and contraceptive patch.
e Female barrier methods include diaphragm, cervical cap, female condom, contraceptive sponge, and spermicide
f The “withdrawal or other” category includes EC.
g In FPAR, the FABM method category also includes the lactational amenorrhea method.
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accounted for NSFG’s complex survey design using population weights
and design variables.

3. Results

3.1. Study population characteristics

Compared with low-income, at-risk women nationally in 2013–2015,
higher percentages of female Title X clients in 2014–2016 had incomes
below the poverty level (66% vs. 42%) or were uninsured (49% vs. 19%),
and lower percentages were privately insured (16% vs. 49%) or
non-Hispanic white (37% vs. 50%) (Table 1). Over the study period
(2006–2016), the percentage of the Title X population comprised of
teenagers decreased, while the percentages aged 30–39 or Hispanic
increased. Additionally, the percentages of women with Medicaid and
private insurance increased, while the percentage with no insurance
decreased. Among low-income, at-risk women nationally, most (63%)
relied on a private physician or health maintenance organization
(HMO) for contraceptive care. The characteristics of at-risk women
nationally were not significantly different over the study period, except
for an increase in the percentage relying on physicians or HMOs for
contraceptive care.

3.2. Contraceptive prevalence: any vs. no method

About the same percentages (90%) of at-risk Title X clients during
2014–2016 and women nationally during 2013–2015 were using any
contraception, while a lower percentage of Title X clients (7%) than
women nationally (10%) used nomethod (Table 2). Missing contracep-
tive use data for Title X clientsmay account for some of the difference in
nonuse between the two groups. Finally, in both groups, there were no
substantial changes in the use of any or no methods overall or by age
subgroup over time.

3.3. Contraceptive prevalence by method effectiveness

During 2014–2016, 2% of Title X clients overall (15–44 years) were
using a most effective permanent method (i.e., sterilization) compared
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Fig. 2. Trends in the percentage of female Title X clients (a) and a comparablea national sample
male sterilization, implant, or IUD/IUS, by year: FPAR (2006–2016)c andNSFG (2006–2015)dNO
Growth; IUD/IUS, intrauterine device/intrauterine system. aWe restricted the national sample o
any contraceptive services in the previous 12months andwhohad not been surgically sterilized
years with a household income at or below 250% of the federal poverty level and those aged
method/prescription or checkup, counseling, sterilization counseling or procedure, or eme
unintended pregnancy included women who were sexually active in the previous 3 months (u
conceive, or sterile. In the FPAR, women at risk of unintended pregnancy include all Title X cl
each period are as follows: 2006–07 (8,185,457), 2008–10 (12,390,516), 2011–13 (11,327,0
follows: 2006–08 (unweighted=1,052; weighted=9,143,000), 2008–10 (unweighted=1,
2013–15 (unweighted=1,037; weighted=10,425,000).
with 5% among women nationally in 2013–2015 (Table 2 and Fig. 1);
sterilization use in either group did not change substantially between
the first and current periods. The percentage of at-risk women using
most effective reversible methods was lower among Title X clients
than women nationally (14% vs. 19%), and in both groups use of these
methods increased over time. Moderately effective methods were the
most common type of methods used by both groups, but prevalence
of thesemethodswas higher among Title X clients thanwomen nation-
ally (54% vs. 48%). In addition, both groups experienced a decrease in
the use of moderately effective methods over time. The percentages of
women using less effective methods were similar for Title X clients
(20%) and women nationally (19%), and in both groups prevalence
between the first and current periods saw almost no change. Finally,
although prevalence bymethod effectiveness category varied according
to age subgroups — for example, most effective method use was lower
in teenagers than older women — over the study period, trends for
women overall (15–44 years) were generally consistent with those
found within age subgroups.

3.4. Contraceptive prevalence by individual method

For use of individual methods, the differences between the Title X
population and the comparable national population were more pro-
nounced (Table 3). Female sterilization was lower among Title X clients
(2%) than women nationally (5%), but male sterilization was similar
(0.2% in both groups); male or female sterilization prevalence did
not change between the first and current periods (Table 3 and Fig. 2).
IUD use was lower among Title X clients (9%) than women nationally
(13%) and increased in both groups over time. Prevalence of implants
was similar in both groups (~5%) and showed a similar increase from
0.1% in the first period. Similar percentages of women in Title X (32%)
and nationally (34%) used pills, which decreased over time in both
groups (Table 3 and Fig. 3). Among Title X clients, the use of other hor-
monal methods (e.g., injectable, ring, patch) was higher than among
women nationally (22% vs. 14%); over time, the prevalence of other hor-
monal methods in either group did not change. Compared with women
nationally, Title X clientmale condom usewas higher (17% vs. 12%) and
use of withdrawal (2% vs. 6%) or no method (7% vs. 10%) was lower. In
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both populations, use of FABMswas low (between 0.4% and 1%) and did
not change over time (Table 3 and Fig. 4). Aswith prevalence inmethod
effectiveness categories, use of individual methods varied by age sub-
groups, but trends for at-riskwomen overall (15–44 years)were gener-
ally consistent with trends observed within age subgroups.

4. Discussion

Contraceptive use and method choice are important measures of
contraceptive access [5] and strong predictors of unintended pregnancy
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among reproductive-age women (15–44) attending Title X-funded
clinics and a comparable group of low-income women nationally who
received contraceptive services in the past year and were at risk of
unintended pregnancy. Although the mix of contraceptive methods in
the national sample differed from that of the Title X clients, over time
in both groups we found an increased use of the most effective revers-
ible methods (i.e., LARCs); decreased use of moderately effective
methods; and no change in the use of permanent, less effective, or no
14
12

5
6

0.2 1
0

0

0

2006-08 2008-10 2011-13 2013-15

NSFG (15–44 years)

b Male condom
Withdrawal/Other
FABMs

e (b) of low-income women at risk of unintended pregnancyb who use the male condom,
ations: FPAR, Family Planning Annual Report; NSFG, National Survey of Family Growth;
at risk of unintended pregnancy to low-income women who reported receipt of any
d 13 or more months before the survey. Low-income, at-risk women were those aged
aged 15–19 years, regardless of income. Contraceptive services included a birth control
ergency contraception (EC) counseling or prescription. bIn the NSFG, women at risk of
sing contraception or not) and excluded women who were currently pregnant, trying to
ients except those who were pregnant or seeking pregnancy. cThe FPAR populations for
058), 2014–16 (9,245,609). dNSFG samples for at-risk females aged 15–44 years are as
213; weighted=10,520,000), 2011–13 (unweighted=1,109; weighted=10,345,000),

Image of Fig. 3
Image of Fig. 4


10 C.I. Fowler et al. / Contraception: X 1 (2019) 100004
method. Although the two populations were similar in terms of receipt
of contraceptive care and the upper-income threshold, the Title X
population appears to be more racially and ethnically diverse, poorer,
and uninsured at higher rates than their national counterparts.

The increase in LARC use observed in the two study populations is
consistent with LARC trends found in other analyses using NSFG
[24–26]. In theKavanaugh and Jerman study [26], however, the increase
in LARC use was offset by a decrease in sterilization, while the LARC in-
crease in our study was offset by declines in pill (Title X) or pill and
other hormonal methods (national). Our decision to exclude from the
NSFG sample women who had been sterilized 13 or more months be-
fore the survey meant that sterilization users in the NSFG represented
those sterilized in the past year and not the cumulative prevalence.

Ease of access is one plausible reason for the observed differences
in the use of other hormonal methods between Title X clients and the
national sample. As noted earlier, Title X clinics report higher on-site
availability of FDA-approved methods than publicly funded clinics
receiving no Title X funding [11]. In addition, a 2010 study found that
Title X-funded providers were more likely than private physicians to
provide other hormonal methods on-site [27]. Finally, participation of
almost all Title X providers in the federal 340B Drug Pricing Program
allows them to purchase contraceptive supplies at discounted rates
and offer them at low or no cost to their clients [28].

Finally, among at-risk Title X clients and low-incomewomennation-
ally, contraceptive nonuse was 7% and 10%, respectively. These percent-
ages changed little over the study period. Instead of a shift from less
effective or no method to more effective ones, we observed a shift
from moderately effective to most effective methods. Simulations by
Thomas and Karpilow [29–31] show potential reductions in unintended
pregnancy when at-risk women who are using no method adopt any
method, including a less effective one. Emphasis on a single type of
method (e.g., LARCs), they assert, overlooks the potential impact that
may result when nonusers adopt even a less effectivemethod. Research
is needed to understand possible reasons [32] why some at-riskwomen
who receive contraceptive care might not be using contraception.
5. Limitations

This study has some limitations. First and foremost, the contracep-
tive prevalence measures based on NSFG and FPAR data differ in ways
that may affect the observed differences in prevalence that we have
reported. The NSFG contraceptive use variable (CONSTAT1) is a self-
reported measure of the most effective contraceptive method used
in the month of the survey. The FPAR contraceptive use measure, in
contrast, is provider-reported data on the most effective method
received—either already being used or newly adopted during the Title
X encounter. In the FPAR data, we are unable to differentiate between
a method already in use or newly adopted during the encounter and
lack data on the method, if any, at entry to the encounter. Therefore,
the FPAR contraceptive use measure may overstate (1) use of any
method for Title X clients who enter the encounter using no method
and exit the encounter having received any method and (2) use of
more effective methods for Title X clients who enter the encounter
using a less effective method and exit the encounter having received a
more effective method. In addition, a reversible method that is not
inserted or injected during the Title X encounter (e.g., condoms, pills,
or patch) may be documented in the client’s medical record as the
method received and reported in FPAR, but the client may opt to not
use that documented method. The extent to which this occurs and
affects the national estimates is unknown.

In terms of the NSFG data, the variable (CONSTAT1) we used to
define our contraceptive use outcome captures the most effective
method used during the interview month. If a woman relies on a
coitus-dependent method, such as withdrawal or condom, but she
does not have sex in the interview month, she is coded as a nonuser.
This has the effect of overstatingmethod nonuse for female respondents
who meet these conditions.

In terms of the FPAR data, information on sexual activity and fecun-
dity status for Title X clients is not collected. As a result, we have
excluded only those clients who were pregnant or seeking preg-
nancy and may have retained some clients who were not at risk of
unintended pregnancy in the denominator of our FPAR-based preva-
lence calculations.

Finally, prevalence measures from both sources rely on the single
most effective method used in the month of the survey (NSFG) or at
exit from the family planning encounter (FPAR). Data on the single
most effective method underestimate the use of less effective methods
(e.g., condoms) that women may use concurrently.

6. Conclusion

Ensuring access to a broad range of safe and effective contraceptive
methods is a hallmark of high-quality, client-centered family planning
care [33] and a requirement of programs that receive Title X funding
[13]. In 2016, the National Quality Forum endorsed three contraceptive
provision measures, thereby acknowledging the relationship between
method choice and use on unintended pregnancy risk and the existence
of modifiable factors in the structure, financing, and delivery of contra-
ceptive care. These measures can play an important role in monitoring
gaps and driving quality improvements [34,35].

This study contributes to our understanding of contraceptive use
patterns and trends for two groups of low-income women at risk of
unintended pregnancy who accessed contraceptive services. Our
findings encourage consideration of how analytic strategies, data limita-
tions, patient preferences, and factors of the supply environment might
affect the patterns and trends we observe.
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