EVIDENCE SUMMARY: CONTRACEPTION

Contraception
Clinical Recommendations
The Women’s Preventive Services Initiative recommends that adolescent and adult women have access to the
full range of female-controlled contraceptives to prevent unintended pregnancy and improve birth outcomes.
Contraceptive care should include contraceptive counseling, initiation of contraceptive use, and follow-up care
(e.g., management, and evaluation as well as changes to and removal or discontinuation of the contraceptive
method). The Women’s Preventive Services Initiative recommends that the full range of female-controlled
U.S. Food and Drug Administration-approved contraceptive methods, effective family planning practices, and
sterilization procedures be available as part of contraceptive care.
The full range of contraceptive methods for women currently identified by the U.S. Food and Drug
Administration include: (1) sterilization surgery for women, (2) surgical sterilization via implant for women,
(3) implantable rods, (4) copper intrauterine devices, (5) intrauterine devices with progestin (all durations
and doses), (6) the shot or injection, (7) oral contraceptives (combined pill), 8) oral contraceptives (progestin
only, and), (9) oral contraceptives (extended or continuous use), (10) the contraceptive patch, (11) vaginal
contraceptive rings, (12) diaphragms, (13) contraceptive sponges, (14) cervical caps, (15) female condoms, (16)
spermicides, and (17) emergency contraception (levonorgestrel); and (18) emergency contraception (ulipristal
acetate); and additional methods as identified by the FDA. Additionally, instruction in fertility awareness-based
methods, including the lactation amenorrhea method, although less effective, should be provided for women
desiring an alternative method.
Implementation Considerations
The Women’s Preventive Services Initiative recommends as a preventive service, access to and provision
of the full range of female-controlled U.S. Food and Drug Administration-identified contraceptive methods.
This includes access to contraceptive counseling, initiation of contraceptive use, and follow-up care (e.g.,
management, evaluation, as well as changes to and removal or discontinuation of the contraceptive method) by
a health care provider or appropriately trained individual. Additionally, effective family planning practices, and
patient-specific services or U.S. Food and Drug Administration-approved methods that may be required based
on individual women’s needs are recommended as part of contraceptive preventive services.
The Women’s Preventive Services Initiative recommends accommodation of an alternative form of
contraception when a particular drug or device (generic or brand name) is medically inappropriate for a patient
as determined by the individual's health care provider. Research indicates that delayed initiation or disruption
of contraceptive use increases the risk of unintended pregnancy; therefore, the Women’s Preventive Services
Initiative recommends timely authorization of contraceptives.
The Women’s Preventive Services Initiative also recommends as a preventive service counseling that
emphasizes patient-centered decision-making and allows for discussion of the full range of contraceptive options.
Recommendations continued on page 82.
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For some women, more than one visit may be needed to achieve effective contraception. More than one
visit may also be necessary to identify the appropriate contraceptive methods to optimize compliance and
effectiveness as determined by a woman and her health care provider, based on shared decision making.

EVIDENCE MAP
Adolescent and adult women should have access to the full range of female-controlled contraceptives
to prevent unintended pregnancy and improve birth outcomes.
• The full range of female-controlled U.S. Food and Drug Administration-approved contraceptive
methods, effective family planning practices, and sterilization procedures should be available as part
of contraceptive care.
•

Systematic Reviews
None

Additional Studies
 ontraceptive efficacy is well
C
established and supported in an
observational study and review of
population data.1
• L ARC uptake is associated with
lower rates of abortion, repeat
abortion, and teenage births
compared to regional and national
rates (p<0.001).2
• Counseling about and access to
the full range of contraceptive
methods is associated with increased
contraceptive use and decreased
unintended pregnancy rates.2,3
•

Evidence map continued on page 83.
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USPSTF¹
•
•

 SPSTF: No recommendation
U
Bright Futures4: Recommends a
developmentally targeted sexual
history, assessment of STI and
pregnancy risk, and provision of
appropriate screening, counseling,
and, if needed, contraceptives.
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Contraceptive care should include contraceptive counseling, initiation of contraceptive use, and follow-up care
(e.g., management, and evaluation as well as changes to and removal or discontinuation of the contraceptive method).
Systematic Reviews
2013 Cochrane review supports
the effectiveness of counseling
on contraceptive adherence and
continuation for oral contraceptives
and injectables.5

Additional Studies
•

 ounseling about and access to
C
the full range of contraceptive
methods is associated with increased
contraceptive use and decreased
unintended pregnancy rates.2,3

USPSTF¹
 SPSTF: No recommendation
U
• Bright Futures: See page 92.
•

 igher continuation rates are
H
associated with increased supply
of oral contraceptives at initiation
(1 RCT)6,7
• Providing an increased supply
of contraceptive pill packages
is associated with decreased
unintended pregnancies.7,8
•

Abbreviations: ACA=Affordable Care Act, LARC=long acting reversible contraceptive, USPSTF=U.S. Preventive Services
Task Force

SUMMARY OF EVIDENCE

Introduction
The goal of primary prevention of unintended pregnancy is to aid women in the achievement of their pregnancy
intentions and to improve maternal, child, and family outcomes by increasing the likelihood that every
pregnancy is one that is both desired and planned.9 Contraceptive methods enable women to actively prevent
unintended pregnancy and control the timing of a desired pregnancy. When choosing a contraceptive method,
women may consider efficacy, side effects, convenience, prevention of sexually transmitted infections, and
non-contraceptive benefits. Most of these methods are female controlled and can be discussed in the context of
routine clinical care or with specific counseling.
Contraceptive counseling offers an opportunity to discuss reproductive health goals, educate about the
various methods, clarify or dispel myths or misinformation, and facilitate the provision of a method that will
be successful for individual women. Comprehensive counseling may facilitate effective use and increase the
provision of methods with the highest efficacy, especially in high risk populations, while taking into account the
woman's preferences, her time frame for pregnancy, contraceptive efficacy, safety, and side effects.
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Current Recommendations and Coverage of Services
The gap in services provided under the provisions of the Patient Protection and Affordable Health Care Act of
2010 (ACA) previously identified by the Institute of Medicine (IOM) Committee was the absence of coverage
for contraception10 (Table 1).

Table 1. Summary of Recommendations Currently Covered by the Affordable Care Act
IOM Committee11

Includes the full range of Food and Drug Administration-approved contraceptive
methods, sterilization procedures, and patient education and counseling for
women with reproductive capacity to prevent unintended pregnancy and
promote healthy birth spacing.

USPSTF

Not addressed

Bright Futures4

Recommends a developmentally targeted sexual history, assessment of STI and
pregnancy risk, and provide appropriate screening, counseling, and, if needed,
contraceptives.

Abbreviations: IOM=Institute of Medicine; STI=sexually transmitted infection; USPSTF=U.S. Preventive Services Task Force

Contraceptive coverage under the ACA requires that all plans in the Health Insurance Marketplace cover
contraceptive methods and counseling for all women, as prescribed by a health care provider without charging
copayment or coinsurance when provided by an in-network provider regardless of whether the deductible
has been met.12 Private companies are increasingly challenging the contraception provisions in the ACA,13 and
employed women may have plans that are exempt from contraceptive coverage.14 Nonetheless, as a result of the
ACA’s contraceptive coverage requirement, more than 55 million women currently have access to birth control
without copayments.15
Data from a 2016 study evaluating the impact of contraceptive coverage under the ACA demonstrated a
70% decrease in mean total out-of-pocket expenses for U.S. Food and Drug Administration (FDA) approved
contraceptives for commercially insured women from 2011 to 2013.16 The study reviewed contraceptive
claims for nearly 2.5 million women ages 15 to 44 years in a commercial claims database who were using
contraceptives and compared out of pocket costs for pre-implementation versus post-implementation of the
ACA contraceptive and family planning mandate.
Title X of the Public Health Service Act, a federal grant program established in 1970 and administered by the
Department of Health and Human Services, provides reproductive healthcare and contraceptive services to
low-income U.S. women and men.17 Title X serves approximately 1 million teens each year and provides family
planning and related preventive health services for low-income persons.
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Background
Family planning services are at the cornerstone of effective prevention in reproductive health and include
contraception, patient education, and counseling. In the United States, nearly half of the pregnancies that occur
annually are unintended.18,19 Unintended pregnancy is defined as a pregnancy that is either mistimed (27%
of all pregnancies) or unwanted (18% of all pregnancies).19,20 Between 2008 and 2011, the overall unintended
pregnancy rate in the United States decreased substantially among women ages 15 to 44 years from 54 per 1,000
to 45 in 2011, a decline of 18% and the lowest rate of unintended pregnancy in at least 30 years.19,20 Despite the
availability of effective forms of contraception, disparities exist in contraceptive use and rates of unintended
pregnancy.21 Unintended pregnancies disproportionately occur in women age 18 to 24 years, especially among
those with low incomes or from racial/ethnic minorities.22
Long acting reversible contraception (LARC) has been recommended to effectively reduce unintended
pregnancy,23 although these methods are less frequently used in the United States compared with other
developed countries.24 Access to effective forms of contraception is an important step in preventing unintended
pregnancies, but it is not enough to address disparities in unplanned pregnancy. A comprehensive approach
includes access to preconception care, fertility planning, health care counseling, and reproductive health
education and promotion.25
The Healthy People 202026 goals specify the importance of promoting healthy pregnancy outcomes by
preventing unintended conception26,27 and recognize this as a challenge in the United States. These goals are
further defined by increasing the proportion of intended pregnancies from 51% to 56%26 because births resulting
from unintended or closely spaced pregnancies are associated with adverse maternal and child health
outcomes. These include delayed prenatal care, premature birth, and negative physical and mental health
effects for children.28-30
Other harms include increased risk of delaying prenatal care, maternal depression, or experiencing physical
violence during pregnancy,31-34 in addition to the impact on health behaviors such as breastfeeding and birth
outcomes. Secondary benefits of access to contraception include promoting pregnancy spacing, or healthy
pregnancy intervals, which is associated with reduction of repeated unintended pregnancy and improved
health outcomes for both the mother and the infant. In spite of advances in contraceptive technology and its
effectiveness, rates of unintended pregnancy in the United States remain high.
Primary prevention is aimed at preventing the onset of a specific condition.35 As recently as 2016, a committee
assembled by the Centers for Disease Control and Prevention (CDC) released guidelines on health care system
measures to advance preconception care36 and to consider this as a quality metric for prevention. Preconception
interventions, such as an evaluation of every woman’s current pregnancy intentions, may be incorporated as an
aspect of women’s primary care since data suggest that healthier pregnancies occur in women who are healthy
prior to conception.37 A preconception visit can optimize the chances of a healthy pregnancy by screening for
conditions that adversely affect pregnancy, reducing the use of teratogenic medications, and promoting the use
folic acid daily to prevent birth defects.38
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Contraception as primary prevention enables the routine screening of pregnancy intention. Primary prevention
of unintended pregnancy also includes an evaluation of a patient’s satisfaction with her contraceptive method
at subsequent visits to reduce discontinued or interrupted use. A recent study found that at subsequent visits
after a birth control method was started, providers were less likely to discuss method satisfaction, consistent
and correct use, or take a subsequent sexual history than at initial family planning visits.39 Over a 1-year period,
as many as a one fourth of all women experience a gap in contraceptive use and approximately two
out of five women may use their oral contraceptives inconsistently, contributing significantly to the risk for
unintended pregnancy.40
Contraceptive efficacy is well established (Table 2),1,41 non-contraceptive benefits of hormonal contraception
are recognized,42 and risk factors for unintended pregnancy are known.11 Effectiveness is primarily related to
contraceptive accessibility and access, especially amongst vulnerable or higher risk populations, including
adolescents. Barriers to contraceptive access include policy provisions for privately insured women, immediate
access to emergency contraception, and patient protections in the case of provider refusal, including
pharmacists, all of which may vary by state.43
From 2006 to 2010, the National Survey of Family Growth reported that 78.6% of sexually experienced females
ages 15 to 44 years received reproductive health services in the previous 12 months.18 The Healthy people
2020 target for this health indicator is 86.5%.45 In 2010, 11.5 million visits were made to primary care offices
for family planning counseling or contraception.46 In the same year, 62% of reproductive aged women used
contraception.47 The most frequently used methods of contraception in the United States continue to be oral
contraceptives and sterilization (Table 3), despite an increase in the availability of more effective methods.48
The use of LARC among women at risk for unintended pregnancy is increasing in the United States, but was
only 8.5% in 2009,24 compared with much higher rates in other developed countries.24 National data show
that, contrary to the evidence-based CDC recommendations on medical eligibility criteria for contraceptive
use,49 only 38% of physicians providing contraception in the United States offer intrauterine devices (IUDs) to
adolescents, 53% to nulliparous women, and 25% immediately after abortion.50,51 Women who do not use any
form of contraception represent 10% of women at risk for unintended pregnancies, yet account for over half of
the unintended pregnancies that occur annually.1 Notably, the annual risk of pregnancy associated with nonuse
of contraception is 85%.
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Table 2. Contraceptive Effectiveness, Proportion Pregnant Over 1 Year of Use1,44
Contraceptive method

Prefect use (%)

Typical use (%)

Implant

0.05

0.05

Vasectomy

0.10

0.15

IUD, levonorgesterol-releasing

0.2

0.2

IUD, Copper-T

0.6

0.8

Tubal sterilization

0.5

0.5

Injectable

0.2

6

Pill

0.3

9

Vaginal ring

0.3

9

Patch

0.3

9

6

12

9/20

12/24

Male condom

2

18

Withdrawal

4

22

0.4-5

24

Spermicides

18

28

Emergency contraception‡

NA

NA

No method

85

85

Diaphragm
Sponge*

Fertility awareness methods†

*For sponge, first figure is for women who have not previously given birth and second is for women who have.
†Includes cervical mucus methods, body temperature methods, and periodic abstinence.
‡Effectiveness of emergency contraception is not measured on a 1-year basis like other methods; it is estimated to reduce
the incidence of pregnancy by approximately 90% when used to prevent pregnancy after 1 instance of unprotected sex.
Abbreviations: IUD = intrauterine device
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Table 3. Contraceptive Method Choice, U.S. Women 2012*
Women at risk
of unintended
pregnancy (%)

Contraceptive
user (%)

Method

Users, N

Women age 1545 years (%)

Pill

9,720,000

16.0

23.3

25.9

Tubal (female)
sterilization

9,443,000

15.5

22.6

25.1

Male condom

5,739,000

9.4

13.7

15.3

IUD

3,884,000

6.4

9.3

10.3

Vasectomy

3,084,000

5.1

7.4

8.2

Withdrawl

1,817,000

3.0

4.4

4.8

Injectable

1,697,000

2.8

4.1

4.5

Fertility awarenessbased methods

509,000

0.8

1.2

1.4

Implant

492,000

0.8

1.2

1.3

Patch

217,000

0.4

0.5

0.6

Emergency
Contraception

91,000

0.2

0.2

0.2

Other methods†

133,000

0.2

0.3

0.4

No method, at risk
of unintended‡
pregnancy

4,175,000

6.9

10.0

NA

No method, not at risk

19,126,000

31.4

NA

NA

Total

60,887,000

100.0

100.0

100.0

*Most effective method used in the past month by U.S. women.
†Includes diaphragm, female condom, foam, cervical cap, sponge, suppository, jelly/cream, and other methods.
‡At risk refers to women who are sexually active; not pregnant, seeking to become pregnant, or postpartum; and not noncontraceptive sterile.
Abbreviations: IUD=intrauterine device; N=sample size.

Several national and professional organizations have issued recommendations for contraception use (Table
4). The United States Medical Eligibility Criteria for Contraceptive Use, 2016 (US MEC),49,52 is adapted
from the World Health Organization (WHO) medical eligibility criteria (MEC) 5th edition53 and provides
recommendations for contraceptive method safety and efficacy based on updated scientific evidence for women
with a wide range of medical conditions.49 These provide clinicians with comprehensive safety and prescribing
guidelines for patients with comorbidities and potential contraindications to particular contraceptive methods.
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The U.S. Selected Practice Recommendations for Contraceptive Use 2016 (U.S. SPR),52 comprises
recommendations that address a select group of common, yet sometimes controversial or complex issues
regarding initiation and use of specific contraceptive methods, serve as a supplement to the MEC, and are
specific to U.S. family planning practices.54 The document offers guidance related to the use of contraceptives,
including initiation, choice of method, follow-up criteria and testing prior to initiation of methods, with
additional guidance on problems that may arise during use such as missed pills or unscheduled bleeding.54
The CDC recommendations for Providing Quality Family Planning Services (QFP) provide additional guidance
on contraceptive counseling and provision for the full range of contraceptive methods,55 with specific guidance
for offering comprehensive contraceptive services. Some organizations, including the CDC, now recommend
increasing access to LARC to reduce unintended pregnancy because of its high level of effectiveness.23 The
American Academy of Pediatrics (AAP) updated its policy statement in 2014 to emphasize that the firstline contraceptive choice for adolescents who choose not to be abstinent is a LARC method, specifically an
intrauterine device or a subdermal implant.56 In 2015, the American College of Obstetricians and Gynecologists
(ACOG) strengthened its LARC recommendations to underscore LARC as the most effective reversible
contraceptive option for most women, including nulliparous women and adolescents who are sexually active.57

Table 4. Recommendations of Professional Organizations58
American College of Obstetricians and
Gynecologists (ACOG)59

Counseling on contraceptive options to prevent unwanted pregnancy, including
emergency contraception, for women 13-39 years.

American Academy of Family
Physicians (AAFP)60

Counseling for men and women to decrease the number of unwanted
pregnancies, including abstinence information and prescriptions for routine
contraception and emergency contraception.

American Academy of Pediatrics
(AAP)61

Routine contraception and counseling for all adolescents regardless of sexual activity.

American Medical Association (AMA)62

Reducing unintended pregnancy through family planning and education, and
discussing emergency contraception during routine contraceptive counseling.

Centers for Disease Control, U.S
Office of Population affairs (CDC)55

Recommends contraceptive services to delay or prevent pregnancy. These include
a full range of FDA-approved contraceptive methods, a brief assessment to identify
the methods that are safe for the client, contraceptive counseling to help a client
choose a method of contraception and use it correctly and consistently, and
provision of one or more selected contraceptive method(s), preferably on site, but
by referral if necessary. Education is an integral component of the contraceptive
counseling process that helps clients to make informed decisions and obtain the
information they need to use contraceptive methods correctly.
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UPDATE OF EVIDENCE

Contraception is effective in preventing unintended pregnancy1 and LARC methods have the highest efficacy in
all patient populations. Data from California demonstrate a 47% reduction in the rate of adolescent pregnancy
between 1992 and 2005, crediting accurate sexual education and increased access to family planning.63 A
statistical model estimating the number of women at risk for unintended pregnancy in Oregon if a similar
approach to family planning were adopted determined that numbers would drop from >58,000 to <6,000.64

Contraceptive counseling provides an effective opportunity to discuss contraceptive options and emphasize
patient-centered decision making.2,3,65 A recent cluster randomized trial evaluating the effectiveness of a
“contraceptive vital sign” in primary care demonstrated that primary care providers who routinely incorporated
an evaluation of patients’ contraceptive use or pregnancy intentions improved prescribing practices and were
more likely to document effective contraceptive use when prescribing potentially teratogenic medication.66
Contraceptive counseling in primary care may increase the uptake of hormonal methods and LARC,67 although
data on structured counseling in specialized reproductive health settings demonstrated no such effect.2,3,65,68,69
A randomized controlled trial conducted in California demonstrated higher continuation rates of oral
contraceptives for patients who received a 7-month supply compared with a 3-month supply of oral pill
packs (51% vs. 35%; OR 1.9, 95% CI 1.3 to 2.7). Continuation rates were also higher among participants
receiving pill packs compared with those receiving a prescription (OR 1.5, 95% CI 1.1 to 2.4) regardless of age,
education, parity, or insurance status.6 An observational study, also from California, of data from publicly
funded reproductive health programs found an association between women receiving a 1-year supply of oral
contraceptive pill packages and a decrease in both unintended pregnancies and abortions6,8 compared with
women who received 3 or 1 cycle of pills. Improved continuation rates are also associated with use of LARC
versus oral contraceptives70 due to ease of use and efficacy.
A 2013 Cochrane review of strategies to improve contraceptive adherence and acceptability identified three
trials demonstrating effectiveness of contraceptive adherence and continuation, while six other trials did not.5
Two of three trials showing counseling effectiveness were conducted in the United States. Studies focused on
oral contraceptives or injectables (DMPA), and, while hormonal contraceptives are the most popular forms of
reversible contraception, patterns of typical use result in lower effectiveness compared to the high theoretical
effectiveness of this method. Effective counseling methods to improve adherence were limited to the trials
that combined intensive counseling and multiple contacts or reminders. Limitations of the review included
variation in counseling strategies, small sample sizes, high loss to follow-up, and limited contraceptive types,
as none examined counseling for users of the vaginal ring, implant, IUD, or levonorgestrel intrauterine system
(LNG IUS).
The CHOICE project was a large scale U.S. study aimed at reducing unintended pregnancies by providing nocost contraception and promoting the use of LARC methods. Notably there was no randomization or control
group, but findings demonstrated a teenage birth rate of 6.3 per 1,000 among study participants compared
with the national average of 34.3 per 1,000 over the same period. Among 9,256 adolescents and women ages 14
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to 45 years at risk for unintended pregnancy who were offered no-cost contraception of any type, there was a
significant reduction in the rate of abortion, repeat abortion, and teenage birth rates compared with regional
and national rates (p<0.001).2 Population based outcomes of teenage birth and repeat abortion were used as
proxies for unintended pregnancies.
A cluster randomized trial across 40 clinics in the United States71 investigated whether a clinic-level
intervention could improve access to LARCs and reduce pregnancy rates among women age 18 to 25. Results
demonstrated a lower pregnancy rate in the family planning intervention group who received counselling
on IUDs or implants (565 [71%] of 797 vs 271 [39%] of 693, odds ratio 3.8, 95% CI 2.8 to 5.2) and more
selecting LARC methods during the clinic visit (224 [28%] vs 117 [17%], 1.9, 1.3 to 2.8). There was a significant
intervention effect on pregnancy rates in women attending family planning visits (hazard ratio 0.54, 95% CI 0.34
to 0.85).

CONCLUSIONS

The effectiveness of the full range of FDA-approved contraceptive methods for preventing or delaying
pregnancy is well established. Effective comprehensive contraceptive care includes counseling, initiation,
and follow-up. Contraceptive counseling and access to contraceptive methods is associated with increased
contraceptive use and decreased unintended pregnancy rates. Long acting reversible contraceptive (LARC)
methods are the most effective reversible contraceptive option for most women, including nulliparous women
and adolescents who are sexually active. Counseling on LARC methods is associated with lower pregnancy
rates and lower rates of abortion and repeat abortion. Providing an increased supply of oral contraceptives at
initiation is associated with higher continuation rates and lower unintended pregnancy rates. Further research
is needed to evaluate counseling approaches that promote uptake of the most effective contraceptive methods,
reducing costs for women seeking contraception, and reducing barriers to access, especially among those at
highest risk for unintended pregnancy.
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