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Dear Colleague:

The National Survey of Family Growth (NSFG), conducted by the federal government, provides
comprehensive information about American reproductive health patterns.  The latest NSFG
reveals an increase in the use of male condoms among almost all women, a decline in use of 
oral contraceptives (particularly among young black women), and an increased reliance upon 
female sterilization among black and Hispanic women.  On the other hand, the contraceptive
practices of non-Hispanic white women have changed little since 1982.  Additionally, all groups
of women experienced a decline in the use of the diaphragm and intrauterine device. 

This issue of The Contraception Report examines the highlights of the last three NSFG surveys.  
We look at contraceptive use, unintended pregnancy, and pregnancy outcomes according to 
personal characteristics.

We have enclosed a revised Patient Update on emergency contraception.  Like Ann Landers, we
occasionally give bad advice.  Our last Patient Update had an overly conservative and unclear
message that we’d like to correct.  The Update advised women using emergency contraceptive
pills see their provider at 2 weeks for a pregnancy test.  This is not necessary.  If a woman’s
menses do not resume within 3 weeks, then she should see her clinician for a pregnancy test.
Please use the revised update and discard the old one.  Our apologies for any confusion this 
may have caused.  

With this issue, we welcome Mitchell D. Creinin, MD, to the Editorial Board.  We will all benefit
from his expertise in the years ahead.

Sincerely yours,

David A. Grimes, MD
Executive Editor

The
CONTRACEPTION

Report



Welcome to the Board…

Mitchell D. Creinin, MD
Associate Professor
Department of Obstetrics, Gynecology and Reproductive Sciences
Magee-Womens Hospital
University of Pittsburgh School of Medicine
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Educational Objectives:  After reading this monograph, 
participants will be able to:
1)  identify what proportion of unintended pregnancies in the

United States end in induced abortion;
2)  explain how the use of male condoms has changed since 1982;
3)  state the trend in use between 1988 and 1995 of oral contra-

ceptives among teens and among women aged 35 years and
older;

4)  identify the trends in reliance upon female sterilization
among women of different ethnic backgrounds; 

5)  name one technique used by the 1995 NSFG to elicit more 
detailed information about sensitive topics such as abortion;
and,

6)  state the trend in the percentage of women using the intra-
uterine device (IUD) or diaphragm found by the last three
surveys of the NSFG.

Educational Method:  The information is presented in a
monograph, and the reader’s knowledge is tested by the CME
quiz.  It will take the participant approximately 60 minutes to
complete this lesson and quiz.

Evaluation:  A course evaluation form will provide participants
with the opportunity to review the content of the monograph, to
identify future educational needs, and to comment on any
perceived commercial or promotional bias in the presentation.

Evaluation Instrument:  The 10-question multiple-choice
CME quiz is used as the evaluation instrument.

Intended or Target Audience:  This monograph is intended
for obstetricians and gynecologists, family physicians, pediatri-
cians, adolescent medicine specialists, nurse practitioners, nurse
midwives and others involved in reproductive health care.

Certifying Institution:  The Dannemiller Memorial Educa-
tional Foundation is accredited by the Accreditation Council for
Continuing Medical Education to sponsor continuing medical
education for physicians.  

The Dannemiller Memorial Educational Foundation designates
this educational  activity for up to 1 hour in category 1 credit 
towards the AMA Physician’s Recognition Award.  Each physician
should claim only those hours of credit that he/she actually
spent in the educational activity.

This educational activity was planned and produced in
accordance with the ACCME Essentials.

This continuing medical educational activity is made possible
through an unrestricted educational grant from Wyeth-Ayerst
Laboratories. 

Dr. Creinin received his medical degree from 
Northwestern University Medical School in Chicago,
Illinois.  He completed his residency in Obstetrics
and Gynecology at the University of California, San
Francisco (UCSF).  Dr. Creinin then completed two
fellowships at UCSF:  a Family Planning fellowship
from the Department of Obstetrics, Gynecology, 
and Reproductive Sciences and a Clinical Research
Fellowship from the Departments of Medicine and
Epidemiology and Biostatistics. 

Dr. Creinin has unique training and experience in
family planning.  He is perhaps best known as the 
pioneer in the use of methotrexate and misoprostol
for medical abortion.  Dr. Creinin’s other research 
interests also include new female barrier methods,
new oral and transdermal contraceptive preparations,
and contraceptive implants.  The Editorial Board 
welcomes Dr. Creinin.



Summary
According to the latest National 

Survey of Family Growth (NSFG), more
women used contraception in 1995 than
in 1982 or 1987.  Female sterilization
alone (not including male sterilization)
became the most popular method of 
contraception, followed by oral contra-
ceptives (OCs) and the male condom.
Use of the male condom increased
among almost all age groups.  Overall,
condom use increased by two-thirds.  In
addition, OC use declined among many
populations, including younger women
and those never-married.  On the other
hand, OC use more than doubled among
women aged 35-39 years.  Researchers
collected data for the first time on women
using subdermal implants and injectable
contraception. 

Introduction
What is the National Survey of

Family Growth and why is it impor-
tant?  The NSFG is a large, national
survey of U.S. women of reproductive
age conducted by the National 
Center for Health Statistics (NCHS) 
of the Centers for Disease Control
and Prevention (CDC).  The NSFG 
is the only study providing compre-
hensive, detailed information about
fertility and contraceptive practices
and factors that affect the reproduc-
tive health of women in the United
States.  As such, it represents an
important source of information for
public health policymakers and pro-
viders, and clinicians who serve the
reproductive needs of U.S. families.

In terms of racial background, the
survey divides women into three
groups:  “Hispanic,” “non-Hispanic
black,” and “non-Hispanic white and
other.”  Importantly, although the
NSFG collects data on socioeconomic
status and race/ethnicity, some of the
issues that appear to be related to
race may relate to access to health
care, counseling and health insurance.

In addition, the term Hispanic cannot
capture the wide range of Hispanics in
the U.S. that have different cultures,
beliefs and economic backgrounds,
for example, women from Puerto
Rico vs. El Salvador.

Contraceptive Use
The number of contraceptive users

among women aged 15-44 years 
increased from about 30 million in
1982 to nearly 39 million in 1995.
Approximately 64% of reproductive
age women were practicing contra-
ception in 1995 compared to 56% in
1982.  The increase in contraceptive
use occurred among women of 
all ages, races, and socioeconomic
levels.  Overall, the largest increase 
in the percentage of women using
contraceptives occurred to women
aged 20-24 years and among those
aged 35-44 years.  

Women at Risk
In 1995, 36% of women were 

not using contraception (Figure 1).
Of those not using a method, about
5% had had intercourse during the 

3 months preceding the survey and
were at risk for unintended pregnan-
cy.  Another 11% had never had
sexual intercourse.  The remainder
were either sterile because of hyster-
ectomy or another noncontraceptive
reason, currently pregnant, postpar-
tum, or trying to become pregnant, or
sexually experienced but had not had
intercourse during the last 3 months.
Although the number of white women
at risk for unintended pregnancy re-
mained relatively stable between 1982
and 1995, the proportion of sexually
active black women not using a 
contraceptive method declined sub-
stantially from almost 14% to 7%.

Trends in Method Use
Overall, the distribution of contra-

ceptive users by method remained
relatively steady between 1988 and
1995 (see Figure 2 on the following
page).  During this period, sterili-
zation (female and male combined)
remained the most popular method
of contraception.  In 1995, estimates
suggest about 15 million, or 39%, of
American women reported that they

What Do U.S. Women Use for Contraception?
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Figure 1

Percentage Distribution of Women Aged 15-44 Years
by Contraceptive Use and Nonuse — NSFG* 1995

*National Survey of Family Growth

Source: Piccinino LJ and Mosher WD, 1998 (see reference 1).
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relied on some form of sterilization.
Almost 28% of women relied upon
female sterilization compared to
about 11% of men relying upon male
sterilization.  

In 1995, female sterilization alone
became the most popular method 
of contraception (used by about 
11 million women).  After female
sterilization, the most widely used
methods were oral contraceptives
(OCs), used by 10.4 million women,
followed by the male condom, used
by about 8 million couples.  About 
4 million men relied upon vasectomy.
About 1 million women used injec-
table depot medroxyprogesterone
acetate (DMPA); the same number
used withdrawal.  Fewer than 1 million
women each used the implant, the
diaphragm, the IUD, abstinence, and
other methods.

Declines occurred in the percentage
distribution of women using the least

effective methods.  The percentage of
women using spermicidal foam drop-
ped from 2% in 1982 to <1% in 1995.
Likewise, those relying on periodic
abstinence dropped by about half —
from almost 4% in 1982 to about 2%
in 1995.  The proportion using “other”
methods also dropped by about half
— from 2% to 1%.  In contrast, reli-
ance on withdrawal increased from
2% to 3% over the same period.

Between 1982 and 1995, the most
dramatic changes occurred in OC and
condom use.  Compared to 1982 fig-
ures, in 1995, overall pill use among
women declined from 31% to 27%.
The largest decreases occurred among
black women younger than age 25
years.  Among teenage black women,
use of the pill dropped by almost
60% between 1988 and 1995 — from
75% to 32%.  Among black women
aged 20-24 years pill use declined 
by 36%.  Why young black women

stopped using the pill is not known;
however, dramatic increases in male
condom use occurred among this
population.

The decline in OC use was also
greater among women in their teens
and early twenties than for older
women.  Between 1988 and 1995, 
the percentage of teenagers using 
the pill fell from 59% to 44%; among
women aged 20-24 the percentage
dropped from 68% to 52% (Figure 3).
The decline in pill use accompanied
an increase in male condom use
among teens.

Among women age 30 years and
over, however, pill use increased.  
In fact, between 1988 and 1995, 
pill use among women aged 35-39
years doubled and among those aged 
40-44 years increased by six times.
The increase in pill use among older
women may be due in part to the 
increased recognition that healthy,
nonsmoking women can safely take
OCs until menopause.  Use of OCs
confers a number of well-documented
health benefits, including relief of
perimenopausal symptoms, protec-
tion against ovarian and endometrial
cancers, and prevention of ectopic
pregnancy.  Other health benefits 
include prevention of iron deficiency
anemia and dysmenorrhea and 
possible protection against premen-
opausal bone loss.  These health
benefits accrue to both older and
younger women.

Greater use of male condoms 
contributed to most of the increase 
in contraceptive users.  Use of this
method increased consistently from
12% in 1982, to 15% in 1988, and
20% in 1995.  Between 1988 and 1995
the total number of condom users
rose from 5 to 8 million.

The largest increase in condom use
occurred among the never-married
and among black women younger
than age 25 years.  Condom use 
more than doubled among the never-
married. Among black teens condom
use tripled; among black women aged
20-24 years, condom use rose six-fold. 

The popularity of the intrauterine
device (IUD) and diaphragm and the
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Figure 2

Percentage of Women Aged 15-44 Years Using Contraception, 
by Current Method — NSFG* 1982, 1988 and 1995
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Source: Piccinino LJ and Mosher WD, 1998 (see reference 1).



distribution of women users declined
during this time.  In 1982, more than
2 million women each used the IUD
and diaphragm.  By 1995, however,
only 0.3 million women were using
the IUD, and 0.7 million women
were using the diaphragm (Figure 4).
The largest decrease in IUD use
occurred among Hispanic women,
whereas the greatest decline in the
use of the diaphragm occurred
among college-educated women.  

The decline in IUD use may reflect
increased concern about HIV and

other sexually transmitted diseases
(STDs) among unmarried women.
Declines in the use of these methods
were offset by a concomitant increase
in the use of male condoms; howev-
er, additional factors may include
fears and misperceptions about the
IUD, use of newer methods, and an
increased reliance upon female steri-
lization.  Lack of clinician training
and unfounded fears about litigation
may also influence IUD accessibility.

Data on two new methods — the
implant and injectable contraception

— were available for the first time in
1995 (Figure 2).  About 0.5 million
women used the implant and about
1.1 million used injectable contra-
ception.  Because these methods 
are highly effective, their use may 
account for much of the decline in
unintended pregnancies and induced
abortions in the U.S. over the past 
7 years.  

Socioeconomic and Demographic
Characteristics

Trends in contraceptive use also
varied by factors such as race, ethnici-
ty, and age.  For example, little change
occurred in the proportion of white
women using OCs between 1988 and
1995.  On the other hand, pill use de-
clined substantially among Hispanic
women from 33% to 23%, and among
black women, from 38% to 24%. 

Other differences occurred among
racial/ethnic groups.  Although 
condom use increased among all
women, the increases were greater
among blacks and Hispanics than
whites.  Condom use almost tripled
among black teenagers — from 13%
to 38%.  Among Hispanic women,
male condom use also tripled — from
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Figure 3

Percentage Distribution of Women Contraceptive Users Relying on 
Oral Contraceptives by Age Group — NSFG* 1982, 1988 and 1995
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Source: Piccinino LJ and Mosher WD, 1998 (see reference 1).

Figure 4

Percentage of Women Contraceptive Users Aged 15-44 Years 
Using the IUD or Diaphragm — NSFG* 1982, 1988 and 1995
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7% to 21%.  Overall, among all races,
condom use rose substantially in
every age group except women 40-44
years of age (Figure 5).

Changes in patterns of IUD use
were greatest among Hispanics com-
pared to women of other ethnic
backgrounds.  In 1982, Hispanic
women accounted for about 19% of
all women using this method; how-
ever, by 1995 only 2% of Hispanics
were still using the IUD.  The reasons
for the decline in IUD use among 
Hispanic women in particular are not
known; however, this ethnic group
experienced a large increase in the 
use of male condoms and a greater 
reliance upon female sterilization.

Trends in method selection also
varied by marital status, education,
income and fertility intentions.  
For example, women younger than
30 years, never-married women,
those with 1 or more years of college
education, and women who intended
to have more children used OCs more
than any other group of women.  The
largest decline in pill use occurred
among never-married women (from
59% to 44%), those who were young,
less-educated, had a low income,
were black or Hispanic, and who 
intended to have children in the 
future.

In contrast, women relying on
sterilization tended to be older and
of minority races.  Most were in their
30s and 40s, were formerly married,
had the least education and income,
and were black and Hispanic.  Among
white women, the reliance upon
sterilization remained fairly stable 
at about 25% from 1982 to 1995.
Among Hispanic and non-Hispanic
black women, however, reliance upon
sterilization increased (Figure 6).  His-
panic women increased their reliance

upon female sterilization by 60%
from 1982 to 1995.  Black women 
increased their reliance upon female
sterilization by 33% during the same
period.  College-educated black
women were twice as likely as college-
educated white women to choose 
female sterilization (32% vs. 16%).

Increases in condom use were
widespread.  The increase was greatest
for never-married women (from 20%
to 30%) and for formerly married
women (from 6% to 15%).  Condom
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Figure 6

Percentage Distribution of Contraceptive Users 
Aged 15-44 Years Relying on Female Sterilization 

by Race and Ethnicity — NSFG* 1982, 1988 and 1995

*National Survey of Family Growth

Source: Piccinino LJ and Mosher WD, 1998 (see reference 1).
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Figure 5

Percentage of Women Contraceptive Users Relying on the Male Condom 
by Age Group — NSFG* 1982, 1988 and 1995
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use also increased among women
across all educational backgrounds,
but was higher for women with a 
college education than for those 
with less education.  Few changes 
in method choice occurred among
women who were currently married.

In contrast, dramatic changes in
method choice occurred among
never-married women.  The most
substantial change was a decline in
OC use from 56% in 1988 to 31% 
in 1995 among never-married black
women.  The number of never-
married white women relying on the
diaphragm also fell sharply from 17%
in 1982 to 1% in 1995.  During this
time, the proportion of never-married
white women using the male condom
doubled, from 14% to 30%.  Condom
use among never-married black
women more than tripled — rising
from 8% in 1982 to 28% in 1995.

Dual Method Use
The growing threat of HIV and

other STDs led to an increased inter-
est in the role of dual contraceptive
use.  Nevertheless, in 1995, only 9%
of contraceptive users reported that
they used more than one method.
Of those who used multiple methods,

virtually all used the
male condom as one 
of their choices.  

Of all contraceptive
users, 24% relied on
male condoms.  Two-
thirds of these users
relied on condoms
alone; the other third
combined condoms
with another method.
The most common
combinations were 
condoms with the pill
(used by about a third
of multiple method
users), with withdrawal
(used by about a quar-
ter), and with the cal-
endar rhythm method
(about 17%).  Fewer
than 5% of women
using condoms with
another method re-

ported using them with spermicide.
Women younger than 25 years who
were single and college educated
were more likely to report using 
dual methods than other women.

Dual method use varied by age.
Teenagers were most likely to rely on
condoms with the pill and condoms
with withdrawal (Figure 7).  Despite
efforts to encourage dual method use,
most women still rely primarily on one
method.  Women using OCs or other
methods need to be encouraged to
use male latex condoms if they are 
at risk of STDs.

Consistency of Oral 
Contraceptive Use

Oral contraceptives are one of 
the most effective and most popular
methods of contraception among
women of all ages.  The efficacy of
this method in preventing unintend-
ed pregnancy, however, depends on
consistent use.  Yet 16% of women
who used the pill indicated that they
missed two or more pills during a 
3-month period, according to a
secondary analysis of the NSFG.2

Inconsistent OC use was more
common among Hispanic and black
women than among white women

and those of other ethnic groups.  In
addition, among both dual method
users and those using only the pill,
recent onset of use was significantly
correlated with inconsistent use.2

Other factors associated with incon-
sistency of pill use included income
and having had an unintended preg-
nancy.  Women with an income
below 250% of the poverty level 
were more than four times as likely
as women with higher income levels
to use the pill inconsistently.  Like-
wise, for women relying on the pill
as their sole method of contraception,
those who had a previous unintend-
ed pregnancy had a higher rate of
inconsistent pill use than did those
who were dual users.

Age alone did not predict incon-
sistent pill use.  For example, 23% 
of women aged 15-19 years reported
inconsistent pill use as did 15% of
those aged 20-24 years.  Among
women aged 25-44 years, 16% were
inconsistent pill users; however, 
the differences among these groups
were not statistically significant.
Thus, clinicians should pay special
attention to counseling women who
are recently beginning OC use, those
with incomes below 250% of the
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Figure 7

Dual Use of the Male Condom and 
Oral Contraceptives Among Women 

Contraceptive Users by Age — NSFG* 1995

*National Survey of Family Growth

Source: Piccinino LJ and Mosher WD, 1998 (see reference 1).

0

2

4

6

8

10

15-19 20-24 25-29

Age (in years)

30-34 35-39 40-44

Pe
rc

en
ta

ge

continued on page 12

Take Home Messages
from the NSFG
•  5% of U.S. women (about 3 

million) are at risk of unintend-
ed pregnancy but not using
contraception.

•  Between 1982 and 1995, pill 
use dropped and male condom
use increased.

•  Pill use declined among
younger women and increased
among women aged 30 years
and older.

•  Despite the risk of HIV and 
other STDs, few women use 
dual methods.



Overall Trends
Unintended (or unplanned*) 

pregnancy is endemic in the United
States.  In 1994, nearly half (49%) 
of the 5.4 million pregnancies to
women aged 15-44 years were unin-
tended.  Nevertheless, this figure
represents a 16% decline since 1987 
in the rate of unintended pregnancy
among women of reproductive age.
The decline in unintended pregnancy
reflects improved contraceptive use.

While this fact is encouraging,
many women still experience an 
unintended pregnancy.  Stanley K.
Henshaw, PhD, said during an inter-
view for this article, “Unplanned
pregnancy in this country continues
to be much higher than in most 
comparable developed countries.”
Dr. Henshaw is Deputy Director of
Research at The Alan Guttmacher 
Institute (AGI) and the author of an
analysis of unintended pregnancy
based on the latest NSFG data.1

Methodology
Estimates of unintended pregnancy

came from the 1982, 1988, and 1995
cycles of the NSFG.  An unintended
pregnancy was defined as the sum of
abortions and births resulting from
pregnancies that had been reported
as unintended.  Researchers did not
separate out the number of abortions
that occurred for intended pregnan-
cies (ie, for a genetic abnormality).  

Birth rates and abortion rates were
also assessed.  A birth was considered
unintended if it met one of three 
criteria: the woman had been practic-
ing contraception when she became
pregnant, she had not wanted to 
become pregnant at that time, or 
she did not want any more children.
To determine the effect of changes 
in unplanned pregnancy, data from
other sources were used to estimate
the proportion of women who ever

had an unintended birth, and/or an
abortion. 

Abortions and Births
Unintended pregnancy leads to

abortions or unplanned births.  In
1994, more than half (54%), or 1.4
million of all unintended pregnan-
cies ended in induced abortion.  
The remainder of the unintended
pregnancies (excluding spontaneous
abortions) were carried to delivery
(Figure 1).  Although the overall rate
of induced abortions actually fell 
during this time, paralleling the 
decline in the unintended pregnancy
rate, the proportion of unintended
pregnancies resulting in induced
abortion actually rose from 50% to
54%.  Between 1987 and 1994, the
induced abortion rate dropped 11%
from 27 to 24 abortions per 1,000
women aged 15-44 years annually,
continuing a downward trend since
1980.  The overall decline in the un-
intended birth rate was even greater,
falling 22% from 27 to 21 births per
1,000 women aged 15-44 years. 

Age and Other 
Characteristics

Unintended pregnancy 
varied markedly by age.
Teenagers aged 15-17 years
had the highest proportion 
of unintended pregnancies;
approximately 83% of all preg-
nancies among these young
teenagers were unintended.
Among all teens aged 15-19
years, 78% of pregnancies
were unintended.  Women
aged 30-34 years, on the 
other hand, had the lowest
percentage of unintended
pregnancies, about 33%.  

The trend toward lower
percentages of unintended
pregnancies did not persist
with advancing age.  In fact,
the proportion climbed over

age 35 years, reaching about 51%
among women aged 40 years and
older.  Based on these figures, a
group of 100 women will have an 
estimated 142 unintended preg-
nancies by the age of 45 years. 

“Clinicians should be aware that
women who have an unintended
pregnancy are at greater risk for 
subsequent unintended pregnancy.
This group of women needs special
attention.  Clinicians need to counsel
these women and help them find 
a method that works for them and
encourage effective use,” emphasized
Dr. Henshaw.

The proportion of unintended
pregnancies also varied by other 
selected characteristics, including
marital status, race and ethnicity, and
income.  Low-income, unmarried,
black or Hispanic women aged 18-24
years experienced the highest rate of
unintended pregnancies.  An estimat-
ed 78% of never-married women and
63% of formerly married women had
an unintended pregnancy compared
to only 31% of married women.  

Trends in Unintended Pregnancy 
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*The terms unintended and unplanned are used
interchangeably in this article.

Figure 1

Estimated Percentage Distribution of
Pregnancies* by Intention Status and
Percentage Ending in Abortion, 1994

*Excludes spontaneous abortions

Source:  Henshaw SK, 1998 (see reference 1).

Unintended that 
ended in birth

Unintended that ended
 in induced abortion

Intended



Trends in induced abortion also
varied by age and other characteristics.
Teenagers had the lowest proportion
of elective abortions for all age groups
(Figure 2).  This occurred in spite of
the fact that they experienced the
greatest proportion of unintended
pregnancies. 

Nevertheless, in 1994, 45% of 
unintended pregnancies among
teenagers aged 15-19 years ended in
induced abortion.  This figure actually
represents a decline over 1987 figures
when almost 53% of unintended preg-
nancies among teenagers ended in
induced abortion.  The overall elective
abortion rate declined 24%, from 42
to 32 per 1,000 women aged 15-19
years.  These data may reflect an 
increasing trend among younger
women to carry an unintended 
pregnancy to delivery.  

In contrast, among women aged
20 years and older, the proportion 
of unplanned pregnancies that result-
ed in induced abortion increased
slightly from 51% in 1987 to 55% 
in 1994.  Women aged 40 years and
older had the highest percentage 
of abortions, almost 65%.

In 1994, about 4 million births 
occurred, of which an estimated 1.2
million were unintended.  As with
abortion, increasing age appears to
be a factor in the proportion of un-
planned births.  By the time women
reached 40-44 years of age, 38% had
experienced an unplanned birth;
15% of women in their thirties 
had experienced both at least one
unplanned birth and one abortion.
Unintended births also increased
slightly among teenage women, from
37 to 39 per 1,000.

In general, unmarried women
were also more likely to end an 
unintended pregnancy by elective
abortion.  About 60% to 65% of 
single women versus 37% of married
women ended their unintended preg-
nancies by induced abortion.  In
contrast, however, between 1987 and
1994, the proportion of unintended
pregnancies to married women that
ended in abortion increased from
28% to 37%.  Among never-married
women, on the other hand, the 
abortion rate declined and the unin-
tended birth rate increased.  Based 
on 1992 abortion data for each age
group, an estimated 14% of women

will have an elective abortion before
age 20 years, and 37% by age 30 years.

More than half (53%) of the women
who experienced an unintended pregnancy
in 1994 had been using a contraceptive
method. This fact underscores the need
to improve access to and compliance
with effective and easy-to-use meth-
ods.  Compared to women who were
not using a method, those women
who were using a method at the time
of an unintended pregnancy were
more likely to have an elective abor-
tion than to carry an unintended
pregnancy to delivery, 58% vs. 49%,
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Figure 2

Percentage of Unintended Pregnancies Ended by Induced Abortion by Age — NSFG* 1981, 1987, 1994
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Source:  Henshaw SK, 1998 (see reference 1).

Take Home Messages
from the NSFG
•  Half of all pregnancies in the 

U.S. are unintended.

•  Half of all unintended pregnan-
cies end in elective abortion.

•  The average woman will 
have about 1.4 unintended 
pregnancies by the time she
reaches age 45 years.



These populations have a high 
contraceptive failure rate.  The key
to reducing unplanned pregnancy 
further will be to decrease risky
behavior, promote the use of
effective contraceptive methods, 
including emergency contraceptive
pills, and to improve the effective-
ness with which all methods are
used,” said Dr. Henshaw.

Reference
1. Henshaw SK.  Unintended pregnancy in

the United States.  Fam Plann Perspect
1998;30:24-29 & 46.

respectively.  These figures suggest
that women who use contraceptives
may be more motivated to prevent
births than nonusers.  

“We need effective methods that
are easy to use, like the implant 
and injectable, but ideally without
some of the side effects,” stressed 
Dr. Henshaw.  “This is particularly 
important for women at greatest risk
for an unintended pregnancy—those
who are young, minorities, unmarried
women, and women whose income
falls below the federal poverty status
and who are recipients of Medicaid.

poverty level and those who have 
already experienced an unintended
pregnancy.

References
1. Piccinino LJ, Mosher WD. Trends in contra-

ceptive use in the United States: 1982-1995.
Fam Plann Perspect 1998;30:4-10 & 46.

2. Peterson LS, Oakley D, Potter LS, et al.
Women’s efforts to prevent pregnancy:
Consistency of oral contraceptive use. 
Fam Plann Perspect 1998;30:19-23.
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To what degree do young women have control over the
decision to initiate sexual intercourse?  How common is
the incidence of involuntary intercourse, and what are 
its repercussions?  These and other questions assessing
young women’s perceptions of their first sexual experience
were addressed in the 1995 NSFG.1 The findings offer 
new information about important and complex issues 
surrounding young women’s first intercourse.

Overall, the majority reported that their first premarital
intercourse was voluntary.  Nonetheless, about one in 
ten (9%) young women aged 15-24 years indicated their
first intercourse as being involuntary or rape.  Involuntary
intercourse appears most common among those whose
first intercourse occurred before age 14 years.  Almost
24% of those who had first intercourse at age 13 years or
younger classified the intercourse as being without their
consent, compared with 10% of those who were aged 
19-24 years at first premarital intercourse.  Respondents
rated the wantedness of their first intercourse on a scale 
of 1-10 with 1 meaning “least wanted” and 10 meaning
“most wanted.”  A rating score of 1-4 meant the inter-
course, even if voluntary, was unwanted. 

Substantial numbers of young women have engaged 
in a first sexual experience despite ambivalent or negative
feelings about doing so.  The youngest teens were most
likely to report first intercourse as involuntary or unwant-
ed.  Age of the male partner also influenced perception 
— twice as many young women whose sexual partner
was 7 or more years older at the time of first voluntary 
intercourse reported that intercourse was not highly 
wanted (36%), compared to those with a partner the
same age or younger (17%).  

In addition to damaging psychological effects, forced or
pressured first intercourse is associated with subsequent
risks (such as increased rates of sexually transmitted disease)
and risk behaviors.  Shrier et al, in a survey of almost
8,000 sexually active adolescents in Vermont, found that
30% of the young women and 10% of the young men 
reported ever being forced or pressured to have sexual 
intercourse.2 Teens experiencing forced sex were signifi-
cantly more likely to report suicidal ideation, more years
of sexual activity and failure to use a condom at last inter-
course.  Furthermore, young women who reported being
in one or more physical fights (odds ratio [OR] 1.6; 95%
confidence interval [CI], 1.4-1.9) were significantly more
likely to have been forced or pressured to have sex than
students not reporting these risk behaviors.   

Other research among 8th-10th graders in Alabama
found that sexual abuse is associated with risk behaviors
such as alcohol and drug abuse.3,4

References
1. Abma J, Driscoll A, Moore K.  Young women’s degree of control over
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1998;30:12-18.
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3. Nagy S, Adcock AG, Nagy MC.  A comparison of risky health behaviors
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4. Nagy S, DiClemente R, Adcock AG.  Adverse factors associated with
forced sex among southern adolescent girls.  Pediatrics 1995;96:944-946.

Young Women and First Intercourse 

continued from page 9



The National Center for Health 
Statistics (NCHS) began conducting
national fertility surveys in 1973,
repeating them again in 1976,
1982, 1988 and 1995.  The 1995
survey, or Cycle 5 of the National
Survey of Family Growth (NSFG),
contains the most comprehensive 
surveillance to date.  It provides 
detailed demographic data on 
the social, economic, and family
backgrounds of U.S. women.  

History and Design
Among the demographic character-

istics reported are age, marital status,
education, income level, race, and
ethnicity.  Other variables include 
information on religion, occupation,
health insurance and child care. 
According to William D. Mosher,
PhD, a statistician at the Reproduc-
tive Statistics Branch of the NCHS,
Hyattsville, MD, the NSFG represents
a “valuable resource for research on
the formation, growth and dissolu-
tion of families in the United States.”  

NSFG 1995 data come from person-
al interviews conducted in the homes
of a sample of 8,000-11,000 women
aged 15-44 years.  This sample repre-
sents women of reproductive age 
in the United States (60.2 million 
in 1995).  The 1995 NSFG sample
size was substantially larger than
that used in previous surveys.
Approximately 80% of a total of
13,795 eligible women—10,847—
completed interviews (Figure 1).

The 1995 survey assessed contra-
ceptive use for any reason (which

includes prevention of sexually 
transmitted diseases).  Earlier surveys,
such as the 1988 NSFG, measured
contraceptive use only for pregnancy
prevention.  Contraceptive users 
included women using at least one
method during the month of the 
interview, or whose partner used a
method.  Single, cohabiting, divorced
or separated and married women
participated.  Women aged 15-17
years who were living with their 
parents at the time of the survey
needed parental consent to
participate in the study. 

The 1995 NSFG study design in-
cluded several improvements.  First,
computer-assisted personal interviewing
replaced the previous method of 
administering the survey via paper-
and-pencil interviewing.  Second, to
increase the response rates, incentives
were offered to respondents.  Pre-
liminary tests revealed that paying
women a $20 incentive increased 
the response rate by about 7%, and
improved the reporting of private 
information.  

The National Survey of Family Growth — 
How Was It Conducted?
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Figure 1

Percentage Distribution of Women Eligible for the NSFG* 1995, 
by Response Outcome

*National Survey of Family Growth

Source: Mosher WD, 1998 (see reference 1).
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The incentive had other benefits
as well.  The pretest revealed that the
incentive helped to reduce costs by
saving money in time and travel for
interviewers.  Dr. Mosher also added
that, “Experience with the NSFG and
other surveys shows that incentives
also increase the interest of both 
respondents and interviewers, and
help to communicate the importance
of the interview to those who other-
wise may not have understood its
significance.”1

Third, audio computer-assisted
self-interviewing—a short, supplemen-
tary self-administered questionnaire
—facilitated the collection of infor-
mation about abortion and other
sensitive topics, such as sexual part-
ners and forced intercourse.  The
respondent listened to the questions
over headphones and used a laptop
computer to enter her answers.  
Researchers had found in preliminary
testing that women using the audio
questionnaire were more likely to 
report abortions.  Finally, to reach 
a more diverse population, the 
questionnaire elements were also
translated into Spanish.

NSFG Questionnaire
In addition to the new study

design, the NSFG questionnaire 
was expanded (Table 1).  New 
items included education, living
arrangements while growing up,
work history, history of cohabiting
relationships, sexual history with
male partners, and characteristics 
of the woman’s first voluntary male
partner.  Women were also asked
about smoking habits during
pregnancies.  

Other types of information
gathered remained the same as in
previous surveys.  For example, ques-
tions remained about pregnancy
history and family formation, steri-
lization procedures for the woman,
her husband or partner, fecundity
and infertility, contraception and
birth expectations, and use of family
planning and other medical services.
Finally, to estimate contraceptive 
effectiveness, researchers gathered
data on monthly contraceptive use
between 1991 and 1995.

One quality-control addition to
the 1995 NSFG was an event history.
The Life History Calendar asked
respondents to enter the month and

year of “five or six events in her life
that she remembered well.  …Three
major event histories were collected:
when the woman lived with her
mother, father and grandparents
while growing up; her regular, voca-
tional and GED [general equivalency
diploma] education; and her work
history. …The Life History Calendar
helped respondents remember, or 
figure out, the dates of events, by 
allowing them to relate the dates of
one event to the dates of others they
had already recorded.  Interviewers
reported that the calendar also made
the interview more interesting for
many respondents; some respondents
chose to keep their calendar when
the interview was over.”1 Thus, the
event history helped respondents 
to provide accurate information 
regarding their reproductive lives 
and enhanced the value of the latest
NSFG.

Reference
1. Mosher WD. Design and operation of the

1995 National Survey of Family Growth.
Fam Plann Perspect 1998;30:43-46.
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Table 1

New Elements Added to the
1995 NSFG* Questionnaire

• Life Event History
— Education: College, vocation-

al, high school equivalency
diploma

— Periods of living with 
mother, father, grandparents
during childhood

— Work (up to 10 periods 
of working)

• Smoking during each pregnancy

• Cohabiting relationships

• Partner history, 
January 1991-1995

• Forced intercourse
*National Survey of Family Growth

Preliminary tests revealed that paying women a $20 incentive
increased the response rate by about 7%, and improved the 

reporting of private information.  In addition, the pretest 
revealed that the incentive helped to reduce costs by saving 

money in time and travel for interviewers.    
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The
CONTRACEPTION

Report

1. Estimates from the National Survey of Family 
Growth (NSFG) and other sources found that, in 
1994, approximately what percentage of unintended
pregnancies ended in induced abortion
a. 24%
b. 44%
c. 54%
d. 78%

2. The NSFG also found about what proportion of all
women were using contraceptives in 1995
a. one-quarter
b. one-half
c. two-thirds
d. three-quarters

3. According to the 1995 NSFG, which method of 
contraception is the most popular among women
practicing contraception
a. female sterilization
b. male condoms
c. oral contraceptives
d. male condoms with periodic abstinence

4. Between 1988 and 1995 the percentage of non-Hispanic
black teenagers using oral contraceptives
a. remained the same
b. rose by 50%
c. declined by 30%
d. declined by 60%

5. According to the NSFG, between 1988 and 1995,
among women aged 35-39 years, use of oral 
contraceptives
a. remained stable
b. doubled 
c. dropped by 25%
d. dropped by 50%

6. NSFG data show that between 1982 and 1995 use of
male condoms among women aged 15-44 years rose
from 12% to 
a. 5%
b. 10%
c. 20%
d. 54%

7. NSFG data also show that the largest increase in 
male condom use occurred among
a. black women aged 20-24 years 
b. Hispanic teens
c. Hispanic women aged 30-34 years
d. white, non-Hispanic teens 

8. Estimates from the NSFG and other sources indicate
the highest percentage of unintended pregnancies
ending in elective abortion occurs in women aged 
a. 15-19 years
b. 20-24 years
c. 35-39 years
d. 40-44 years

9. Dual method use of the male condom and oral 
contraceptives was reported by what percentage 
of women aged 15-44 years in the 1995 NSFG
a. 2%
b. 9%
c. 17%
d. 28%

10. According to an analysis of the 1995 NSFG, what 
percentage of all teenage pregnancies (15-19 years) 
are unintended
a. 28%
b. 48%
c. 68%
d. 78%

Please mark your answers on the CME Quiz Answer Form.
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