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Abstract

:

Contraceptive use is deemed one of the 10 greatest public health achievements of the 20th century because its benefits are universally acknowledged as a cornerstone for reducing global maternal morbidity and mortality. However, although the adoption of the Affordable Care Act in the United States (US) enhanced access to preventive health services, as well as increased contraceptive use, a considerable proportion of reproductive-aged women still have unmet reproductive health needs. Current data indicates gaps in contraceptive use patterns in the US, particularly among low-income women and those from racial/ethnic and gender minority subgroups, necessitating further investigation using an ecological approach. This narrative literature review aims to investigate the current perspective of contraceptive use in the US using the social-ecological model (SEM). Based on SEM levels, barriers to contraceptive use entail the following levels: individual (e.g., misbelief about the side effects of contraceptives), interpersonal (e.g., influence of family and friends), institutional (e.g., lack of training on how to use different types of contraceptives), community (e.g., societal stigma and shame), and policy (e.g., restrictive federal and states policies). Access to contraceptives for women is a system-level issue that necessitates consideration for multilevel strategies by key stakeholders to improve contraceptive uptake among vulnerable populations.
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1. Introduction


Contraceptive use is deemed one of the 10 greatest public health achievements of the 20th century by the United States (US) Centers for Disease Control and Prevention [1]. This is because its benefits are universally acknowledged as a cornerstone for reducing global maternal morbidity and mortality, improving knowledge about health benefits of pregnancy spacing for maternal and child outcomes, mitigating unintended pregnancy, preventing risky sexual behaviors, and reducing the risk of contracting sexually transmitted infections. Contraceptive use also encourages workforce participation and economic and social self-sufficiency for women [2].



Contraception is a vital dimension of women’s health. Decisions regarding contraceptives have important implications on human rights, including a woman’s right to life and liberty, freedom of opinion and expression, right to work and education, and other benefits [3]. To fulfill these rights, women must have full access to their contraceptive choices. Because women spend most of their adult lives trying to prevent pregnancy, protecting their reproductive healthcare rights must be upheld. For example, in the US, women spend almost three decades of their life trying to avoid becoming pregnant, in contrast to only about 3 years of their adult life trying to be pregnant, being pregnant, or postpartum [4]. Thus, access to contraceptive methods is integral in a woman’s life.



The prevalence of using at least one form of contraception method has remained steady in the US. National survey data reveal that between 2008 to 2016, about 60–62% of reproductive age women (15–44) used one method of contraception. However, recent reports indicate a slight increase of 65.3% between 2017 to 2019 [5,6,7,8]. While the increase seems promising, disparities exist in contraceptive use, type, and access across socioeconomic strata.



From 2017 to 2019, the most common form of contraception among reproductive-aged women was female sterilization (18.1%), oral contraceptive pills (14.0%), long-acting reversible contraceptives (LARCs) (10.4%), and male condoms (8.4%). Contraceptive use varies by age and socioeconomic status [7]. For example, while LARC use is higher among women aged 20–29 (13.7%) and 30–39 (12.7%), those between 15–19 (5.8%) and 40–49 (6.6%) were least likely to use LARCs [7]. In addition, teenagers tend to favor short-acting reversible contraception over LARCs. Data indicate that roughly 75% of sexually experienced teenage females have used the male condom at least once, 60% have used the withdrawal method, followed by the pill (56%) [9]. Simultaneously, current condom use was greatest among non-Hispanic Black women (11.0%) and Hispanic women (10.5%) compared to their White counterparts (7.0%) [7]. Additionally, being a college graduate increases the use of LARCs such as intrauterine devices [5].



Although the adoption of the Affordable Care Act (ACA) increased access to preventive health services, including pills, IUDs, and female sterilization, which has increased contraceptive use in the US, the percentage of reproductive-aged women in need of contraceptive services has increased, suggesting unmet reproductive healthcare needs [10,11]. In 2014 alone, more than 38.3 million (representing a 10% increase between 2000 and 2010) needed contraceptive services and supplies [11]. In addition, in 2014, the need for contraceptive use was more prevalent among poor women with family income under 100% of the federal poverty line (11%), low-income women with family income between 100% and 250% of the federal poverty line (7%), being Hispanic (8%), and non-Hispanic Black (4%) women. Interestingly, the need for contraceptive services decreased for non-Hispanic White women (1%) [11]. Overall, however, over 14% of women were uninsured in 2014. Without adequate insurance coverage and access, women lose their ability to prevent unintended pregnancy through contraceptive use and, thereby, reduce abortion rates.



Moreover, unintended pregnancy and abortion rates are higher in the US than in most developed nations. More so, the burden of these conditions disproportionately affects low-income women [12,13]. Without a doubt, publicly funded family planning services are the lifeline for optimal reproductive health outcomes. For example, in 2014, the proportions of unintended pregnancy, resulting births, and abortions would have been 68% higher without publicly funded family planning services [11]. Taken together, the data indicate gaps in contraceptive use patterns in the US, necessitating further investigation using an ecological approach.



Therefore, this narrative literature review aims to investigate the current perspective of contraceptive use in the US using the social-ecological model (SEM). Articles were extracted unsystematically from PubMed and Google Scholar using key terms specific to each section. Notably, we used the “OR” and “AND” Boolean combinations iteratively to search for relevant articles published between 2010 and 2021. Keywords used central to each section included but were not limited to “sexual health,” “reproductive health,” “contracept,” “barriers,” and “facilitators.”



Rationale for Using the Social-Ecological Model


The social-ecological model (SEM) of health promotion by McLeroy and colleagues states that health behavior and promotion are interrelated and occur around multiple levels in the individual, interpersonal, institutional, community, and policy levels [14]. SEM has been used across various health topics to identify, understand, and explain complex health issues and patterns [15,16]. This multifaceted perspective is important to understand and explicate factors that influence women’s contraceptive use (see Figure 1). Using the SEM will help identify leverage areas for targeted public health efforts to increase and sustain contraceptive use, particularly among low-income women.





2. Literature Review


Contraception Mechanisms


There are several contraceptive methods with varying degrees of effectiveness in preventing pregnancy. These methods are broadly categorized as female and male sterilization, LARC methods, short-acting hormonal methods, barrier methods, and natural rhythm methods. Contraceptive efficacy relates to the correct use and consistency of using a particular type of contraceptive. The World Health Organization measures contraceptive methods effectiveness by the number of pregnancies per 100 women using the method per year [3]. However, the effectiveness differs by type of contraceptive. Table 1 below shows the global estimates of contraceptive methods and their effectiveness.





3. Barriers to Contraceptive Use


3.1. Individual-Level Factors


These factors are situated within the intrapersonal dimensions. Lack of knowledge, misaligned concerns, religious beliefs, and misconceptions about contraceptive safety and effectiveness are major barriers to the under-utilization or ineffectiveness of contraceptives [17,18,19]. The focus of abstinence-only education plays a role in the poor knowledge and misconception of contraceptive methods, effectiveness, and safety. In addition, it is possible that having a positive perception about contraceptives can improve understanding of and awareness of contraceptives. There are also myths surrounding the health consequences or side effects of contraceptives. For example, many women believe that IUDs or LARCs increase the risk of infection [18]. In addition to these issues, low-income women, particularly those with no or inconsistent health insurance coverage, may still experience financial burdens when removing IUDs or implants. This is because hospitals bill the removal of IUDs or implants separately from their placement despite the ACA’s provision [20].




3.2. Interpersonal-Level Factors


Interpersonal level factors refer to interactions with others in formal and informal social network and social support systems. Contraceptive use is influenced by the patient’s interaction with their healthcare providers. However, provider bias determines which method of contraceptives they discuss, particularly among younger females. For example, one study found that up to 50% of pediatricians prefer an abstinence-only form of contraception for adolescents, with fewer than 20% discussing any type of IUD [21]. Moreover, the propensity of discussing IUD is higher among female and younger pediatricians [21,22]. In addition, family and friends’ perspectives of contraception may influence contraceptive selection and continuation. A recent review of the impact of social networks on contraceptive use found that families were more likely to disseminate inaccurate or negative information about LARC [23]. This highlights the importance for healthcare providers to identify strategies to dispel negative information consistently. In the same vein, cultural barriers may affect contraceptive uptake. The deviation from receiving accurate medical information and counseling about family planning may affect the effectiveness of a method. One study reported that among 321 postpartum women of Mexican origin, LARC use was predominantly low in Austin, Texas, USA (9%) and El Paso, Texas, USA (7%) [24]. This study also showed an overwhelmingly low use between intended and actual LARC use as only 8% used a LARC method compared to 52% who intended to use the same [24]. This disparate utilization supports the revelation that language barriers hinder access to immediate postpartum LARC among non-English speaking patients [25]. Moreover, healthcare providers’ unfounded belief and poor knowledge about some methods of family planning services such as the IUD limit their provision of appropriate contraceptive counseling for their patients.




3.3. Institutional-Level Factors


Institutional-level factors comprise aspects and activities within the healthcare system that influence contraceptive use. Provider schedule and limited training about contraceptive counseling often act as barriers to contraceptive use. A study of 167 pediatricians from the Massachusetts Pediatric Society revealed that 53% of pediatricians did not have the time to counsel teenagers about contraceptives. Another 27% reported receiving no formal training on contraceptive counseling [21]. However, concerning IUD counseling, an overwhelming 117% of pediatricians said they had no formal training on how to do so [21]. Unfortunately, these issues are not unique to teenagers. Among certified midwives and nurse-midwives from the American College of Nurse-Midwives, 63.5% said they desired additional training for inserting immediate postpartum IUD, and 22.8% reported the same sentiments for implant insertion [26]. Indeed, the lack of formal training implies structural barriers suggesting that medical training programs and hospitals do not provide the requisite training needed for providers to enable them to discuss family planning options with patients. Other structural barriers related to contraceptive use include the lack or unavailability of standardized procedures, cost-related challenges, low reimbursement from health insurers, restrictive religious institutional policies, parental consent, or regulatory pharmacy prescription only-model that hinders offering contraceptive counseling and services [20,26,27,28].



Simultaneously, barriers such as issues with confidentiality and privacy, perceived judgment or stigma, lack of clinical space, costs, inadequate health insurance, and limited information about how to access contraceptive services are persistent institutional barriers to contraceptive use [15].




3.4. Community-Level Factors


Community-level factors comprise interactions between and within healthcare organizations, community organizations, and other informal networks that influence contraceptives. Shame and stigma related to sexuality, particularly among sexual minorities, impede contraceptive counseling and use. One study found that queer women have complicated relationships with their healthcare providers because medical professionals often assume they do not need contraceptives [29]. This coincides with results from a national survey showing that lesbians were significantly less likely than heterosexual women to receive contraceptive counseling or prescriptions [30].




3.5. Policy-Level Factors


Policy-level factors are characterized by federal and state policies. Despite the ACA, restrictive state policies can impede access to contraceptive care. Some states declined to expand or ended their state-federal Medicaid family planning expansion programs in favor of a solely state-funded program. However, the state-funded programs exclude, for instance, abortion services. For example, 18 states have abortion-related limitations on the allocation of public funds, 15 states restrict the provision of state family planning funds, 13 states restrict the allotment of some federal and state funds on services such as STI testing and treatment and sex education, and 8 states explicitly limit the allocation of federal Title X family planning to exclude some types of providers, among other forms of restrictions [31].





4. Facilitators of Contraceptive Use


In addition to the barriers discussed above, few studies reported facilitators supporting women’s contraceptive uptake. These themes are displayed in Table 2 and are structured by the social-ecological level, with most facilitators identified at the individual level. Cited examples of facilitators for contraceptive use include peace of mind knowing that there is a minimal risk for pregnancy, trust in providers’ suggestions on the best contraception methods, and same-day LARC insertions to minimize transportation and convenience barriers. Social stigma related to getting pregnant also served as a way to promote contraceptive use, especially among younger populations. Finally, laws that support pharmacists’ and other providers’ ability to prescribe hormonal contraception also minimize barriers for women when obtaining contraceptives. These providers provide a safe, convenient access point for women seeking contraception, and in most cases, provide greater levels of knowledge about contraception than physicians.




5. Recommendations to Increase Contraceptive Use


In synthesizing the barriers and facilitators outlined, we developed a set of recommendations to increase access to and uptake for women’s contraceptive use. While not an exhaustive list, these recommendations could help alleviate some of the barriers cited and reduce unplanned pregnancy’s negative consequences.



At the most basic level, steps to increase knowledge and confidence in contraceptive use are critical. Barriers related to lack of knowledge are extensively cited in the literature. Among studies that discussed facilitators to contraceptive use, women who knew the benefits of contraception were more likely to utilize it. An increase in knowledge can be accomplished by incorporating contraceptive counseling into well-woman exams and moving from abstinence education programs to more holistic sexual education programs that discuss all methods to prevent pregnancy.



Provider communication is key to disseminating information on contraceptives to women. Providers serve as trusted sources of information; however, many lack the knowledge to make informed recommendations for contraceptive selection based on a woman’s needs. Therefore, more extensive training for family practitioners, midwives, and nurses could prove useful in serving as a resource to support women’s uptake of contraceptives. Furthermore, younger providers and females were also more likely to discuss contraception with their patients. Continuing education for existing providers and targeted training for male providers could support their confidence and ability to carry out contraceptive counseling.



Community movements supporting contraceptive use and removing the social stigma related to contraception are also ways to support women’s contraceptive uptake. While in theory, this can prove challenging, community initiatives that bring together multiple stakeholders, such as nonprofit, community, and medical organizations, are becoming more and more prevalent in public health. These movements create a shared plan and approach to improving health within a community and focus on supplying trusted information and resources through multiple initiatives to result in community change.



Policy-level initiatives that expand the ability of healthcare providers to recommend and prescribe contraception can help minimize access barriers to contraceptive use. These policies support providers’ training in contraceptive counseling and increase the chances for a woman to receive trusted information from multiple sources. Additionally, government-mandated insurance coverage for all forms of contraceptives is essential to removing financial barriers faced by women.




6. Policy Implications


Contraceptive use is not only beneficial for women, but it also has implications for public spending and society at large. Studies show that increases in contraceptive use, facilitated by Medicaid expansion, reduced infant mortality rates, especially among subpopulations (e.g., African Americans) [36]. Furthermore, the provision of postpartum IUD placement for low-income and underinsured women was found to significantly reduce state expenditures related to subsequent unintended pregnancies [37]. As a result, public policies that increase the accessibility and affordability of contraceptives, as well as the availability of providers to serve as sources of information, could pave the way for reducing unintended pregnancies, decreasing negative health and economic outcomes for a woman and her child, and improving population-level outcomes for future generations. In addition, policies aimed at providing comprehensive sexual education within the school setting should be encouraged and adopted. This is because our review indicates that abstinence-only sexual education limits knowledge and accurate use of contraceptives.



Our review also suggests that contraceptive use has political and societal ramifications. Hence, legislation should account for these variables while ensuring that women’s autonomy is not diminished.




7. Limitations


Although this study contributes comprehensively to the literature, there are some limitations. First, we conducted a nonsystematic literature search with only two electronic databases, leading to potential article selection bias. Even so, we did not assess the quality of the literature reviewed. Second, we focused on contraceptives and did not stratify them by contraceptive types, which might have facilitated in-depth knowledge in those aspects. Given these limitations, future studies should adopt a more rigorous systematic approach to better inform public health policies and efforts.




8. Conclusions


Although, on the surface, it seems as though there is universal access to contraceptive use in the US, an in-depth analysis demonstrates persistent gaps exist in contraceptive access, particularly among vulnerable women. This study calls for strategies to address contraceptive use from a multidimensional apparatus to ensure equitable access to contraception.
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Figure 1. Conceptual framework showing the factors that influence contraceptive use in the United States. 
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Table 1. Global estimates of contraceptive mechanisms and effectiveness.
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	Method
	How It Works
	Effectiveness: Pregnancies per 100 Women per Year with Consistent and Correct Use
	Effectiveness: Pregnancies per 100 Women per Year as Commonly Used





	Combined oral contraceptives (COCs) or “the pill”
	Prevents the release of eggs from the ovaries (ovulation)
	0.3
	7



	Progestogen-only pills (POPs) or “the minipill”
	Thickens cervical mucous to block sperm and egg from meeting and prevents ovulation
	0.3
	7



	Implants
	Thickens cervical mucous to blocks sperm and egg from meeting and prevents ovulation
	0.1
	0.1



	Progestogen only injectables
	Thickens cervical mucous to block sperm and egg from meeting and prevents ovulation
	0.2
	4



	Monthly injectables or combined injectable contraceptives (CIC)
	Prevents the release of eggs from the ovaries (ovulation)
	0.05
	3



	Combined contraceptive patch and combined contraceptive vaginal ring (CVR)
	Prevents the release of eggs from the ovaries (ovulation)
	0.3 (for patch)

0.3 (for vaginal ring)
	7 (for patch)

7 (for contraceptive vaginal ring)



	Intrauterine device (IUD): copper containing
	Copper component damages sperm and prevents it from meeting the egg
	0.6
	0.8



	Intrauterine device (IUD) levonorgestrel
	Thickens cervical mucous to block sperm and egg from meeting
	0.5
	0.7



	Male condoms
	Forms a barrier to prevent sperm and egg from meeting
	2
	13



	Female condoms
	Forms a barrier to prevent sperm and egg from meeting
	5
	21



	Male sterilization (Vasectomy)
	Keeps sperm out of ejaculated semen
	0.1
	0.15



	Female sterilization (tubal ligation)
	Eggs are blocked from meeting sperm
	0.5
	0.5



	Lactational amenorrhea method (LAM)
	Prevents the release of eggs from the ovaries (ovulation)
	0.9 (in six months)
	2 (in six months)



	Standard Days Method or SDM
	Prevents pregnancy by avoiding unprotected vaginal sex during most fertile days
	5
	12



	Basal Body Temperature (BBT) Method
	Prevents pregnancy by avoiding unprotected vaginal sex during fertile days
	Reliable effectiveness rates are not available
	



	TwoDay Method
	Prevents pregnancy by avoiding unprotected vaginal sex during most fertile days
	4
	14



	Sympto-thermal Method
	Prevents pregnancy by avoiding unprotected vaginal sex during most fertile
	<1
	2



	Emergency contraception pills (ulipristal acetate 30 mg or levonorgestrel 1.5 mg)
	Prevents or delays the release of eggs from the ovaries. Pills taken to prevent pregnancy up to 5 days after unprotected sex
	<1 for ulipristal acetate ECPs

1 for progestin-only ECPs

2 for combined estrogen and progestin ECPs
	



	Calendar method or rhythm method
	The couple prevents pregnancy by avoiding unprotected vaginal sex during the first and last estimated fertile days, by abstaining or using a condom.
	Reliable effectiveness rates are not available
	15



	Withdrawal (coitus interruptus)
	Tries to keep sperm out of the woman’s body, preventing fertilization
	4
	20







Effectiveness of methods is measured by the number of pregnancies per 100 women using the method per year. Methods are classified by their effectiveness as commonly used into: Very effective (0–0.9 pregnancies per 100 women); Effective (1–9 pregnancies per 100 women); Moderately effective (10–19 pregnancies per 100 women); and Less effective (20 or more pregnancies per 100 women). Adapted with permission from the World Health Organization.
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Table 2. Facilitators of Contraceptive Use by Social-Ecological Level.
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	Ecological Level
	Themes





	Individual
	
	
Self-aspirations [32]



	
Personal choices to defer pregnancy [32]



	
Confidence in asserting their sexual wishes [29]



	
Peace of mind [33]








	Interpersonal
	
	
Supportive relationships from parents, friends, and healthcare professionals [23,32]



	
Trust of provider [23,29]








	Institutional
	
	
Patient-centered contraceptive counseling [34]



	
Same-day LARC insertions [34]



	
Staff training [34]








	Community
	
	
Social stigma related to getting pregnant [32]








	Policy
	
	
Public policy allowing pharmacists to prescribe hormonal contraception [35]
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