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Introduction  
/Ŷ�ϮϬϭϵ͕�ƚŚĞ�EĞǁ�,ĂŵƉƐŚŝƌĞ��ŚŝůĚƌĞŶ͛Ɛ�,ĞĂůƚŚ�&ŽƵŶĚĂƚŝŽŶ�;E,�,&Ϳ�ŝŵƉůĞŵĞŶƚĞĚ�Ă�ƐƚƌĂƚĞŐŝĐ�
grantmaking model aimed at strengthening protective factors and early intervention practices to 
prevent or ameliorate childhood trauma and other adverse childhood experiences (ACEs). This work 
includes three strategy areas: Prevention, Early Intervention, and Increased Access to Health and Dental 
Insurance Coverage. One component of the prevention strategy area is the reduction of unintended 
pregnancy by increasing awareness and availability of all contraceptive methods so that people are 
empowered to confidently decide if and when they want to parent. NHCHF was joined in this work by 
another funding partner who has related strategies, specifically relating to advancing reproductive 
justice.  
 
To inform the development of this work, the two funders supported an assessment of the current 
landscape of sexual and reproductive health care services, particularly access to birth control methods, 
in New Hampshire. Health Resources in Action (HRiA), a non-profit public health organization, was hired 
to conduct the assessment. The overarching objectives of the assessment were to: 

x Understand the current landscape of access to and education about contraceptive methods in 
New Hampshire; and 

x Examine the barriers that individual patients face in accessing contraceptives and other sexual 
and reproductive health care. 

Assessment methods included a review of secondary data, a review of current literature, a survey of 
health care providers, and a population-based survey of health care consumers. This topline report 
details key findings from the assessment and provides suggested next steps for furthering this area of 
work.  
 
This assessment was designed to fit into the needs and strategy areas of NHCHF and its funding 
partners, including prevention of ACEs and reproductive justice through increasing access to 
contraceptive methods. As a result, the assessment encompasses a wide range of topics, including 
experiences of ACEs, access to birth control and other sexual and reproductive health care, patient 
experiences of bias and coercion, and systems and clinical barriers.  
 
Assessment Focus  
Initially, the assessment focused on the availability and accessibility of Long-Acting Reversible 
Contraceptives (LARC) over other birth control methods. LARC methods include intrauterine devices 
(IUDs) and contraceptive implants. These methods were prioritized due to their high efficacy at 
preventing pregnancy and the potential for extended use without requiring user actions. However, 
following the provider survey and literature review, ƚŚĞ�ĚĞĐŝƐŝŽŶ�ǁĂƐ�ŵĂĚĞ�ƚŽ�ĞǆƉĂŶĚ�ƚŚĞ�ĂƐƐĞƐƐŵĞŶƚ͛Ɛ�
focus to include all birth control methods and access to sexual and reproductive health services more 
broadly.  
 
Findings from the literature review illuminated the potential risk of reinforcing limited contraceptive 
choice and coercive practices through LARC-specific initiatives that target priority populations (often 
Black, Latina, or Indigenous women, poor women, or individuals with disabilities) and ƚŚĂƚ�ĚŽŶ͛ƚ also 
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increase access to other birth control methods.1,2  To address the potential for harm, the assessment 
was expanded to incorporate a reproductive justice framework.  
 
Reproductive justice, first conceived by the Women of African Descent for Reproductive Justice and led 
by organizations such as SisterSong, centers the experience of women of color and other marginalized 
people in advocacy, policy, and research.3  The framework emphasizes access as a central tenet. The 
expanded focus prompted additional, patient-level data to be collected, focusing on ƉĂƚŝĞŶƚƐ͛�
experiences of barriers and facilitators to access, discrimination and coercion, and awareness of all birth 
control methods.  
  

 
1 Gomez, A.M., Fuentes, L., Allina, A. (2014). Women or LARC first? Reproductive autonomy and the promotion of long-acting 
reversible contraceptive methods. Perspectives on Sexual and Reproductive Health, 46(3), 171 ʹ 175. doi:10.1363/46e1614 
2 Moniz, M.H., Spector-Bagdady, K., Heisler, M., Harris, L.H. (2017). Inpatient postpartum long-acting reversible contraception: 
Care that promotes reproductive justice. Obstetrics and Gynecology, 130(4), 783 ʹ 787. DOI:10.1097/AOG.0000000000002262 
3 Reproductive Justice. (n.d.). Sister Song. Retrieved December 2021. 
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Assessment Methods  
HRiA utilized a mixed-methods approach to provide an assessment of the current landscape of access to 
and education about birth control methods in New Hampshire. Assessment methods included surveys of 
health care providers and consumers, a literature review, and collection and review of secondary data.  
 
Surveys 
This assessment included two surveys, one of health care providers and one of health care consumers in 
New Hampshire. The survey of providers was primarily focused on provision of and access to LARC 
methods, while the consumer survey focused on all contraceptive methods and access to sexual and 
reproductive health care services more broadly.  
 

Provider Survey 
To better understand healtŚ�ĐĂƌĞ�ƉƌŽǀŝĚĞƌƐ͛�ƉƌĂĐƚŝĐĞƐ͕�ŬŶŽǁůĞĚŐĞ͕�ĂŶĚ�ĂƚƚŝƚƵĚĞƐ�ĂďŽƵƚ�ƉƌŽǀŝĚŝŶŐ�LARC, 
an anonymous survey of New Hampshire health care providers was conducted. The survey was 
distributed to providers in the New Hampshire Bi-State Primary Care Association, the New Hampshire 
Planned Parenthood Network, and at federally qualified health centers (FQHC) and rural health centers 
(RHC) throughout the state. The survey was open from December 2019 to February 2020.  
 
A total of 120 survey responses were received, however, after excluding respondents who did not 
provide direct patient care and responses that were mostly incomplete, the final sample was 97 
respondents. Data were cleaned and analyzed using Microsoft Excel and SAS 9.4. The survey collected 
data on the following: work related information including role and specialty, clinical setting, patient 
ages, and years in practice; familiarity and training of LARC insertion, removal, and counseling best 
practices, past training and interest in future training topics and challenges and barriers to providing and 
accessing LARC. The survey tool can be found in Appendix A.  
 
Over half of provider survey respondents (57.7%) were nurse practitioners, with 40.2% of respondents 
practicing Family Medicine and 22.7% practicing OB/GYN or tŽŵĞŶ͛Ɛ�,ĞĂůƚŚ͘��ƉƉƌŽǆŝŵĂƚĞůǇ�ŽŶĞ-third 
of respondents described the setting of their main clinical practice as a community hospital or clinic. A 
full description of respondents can be found in Table 1. 
 
Table 1. Description of Provider Survey Respondents 

  
Professional Qualifications % (n) 
Nurse Practitioner 57.7% (56) 
Attending Physician  17.5% (17) 
Midwife  11.3% (11) 
WŚǇƐŝĐŝĂŶ͛Ɛ��ƐƐŝƐƚĂŶƚ 9.3% (9) 
Other 4.1% (4) 
Specialty   % (n) 
Family Medicine  40.2% (39) 
OB/GYN or Women's Health  22.7% (22) 
Pediatrics 13.4% (13) 
Internal Medicine/Adult Medicine 7.2% (7) 
Midwifery  5.2% (5) 
Other  11.3% (11) 
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Setting of Main Clinical Practice  % (n) 
Community hospital/clinic 32.0% (31) 
Federally Qualified Health Center  19.6% (19) 
University medical center/clinic 18.6% (18) 
Sexual and reproductive health care center/Family planning clinic 14.4% (14) 
Private office or clinic 9.3% (9) 
Other  6.2% (6) 
Years in Practice  % (n) 
0 - 5 years 29.9% (29) 
6 - 10 years 18.6% (18) 
11 - 15 years 13.4% (13) 
16 - 20 years 9.3% (9) 
21 or more years 28.9% (28) 

DATA SOURCE: New Hampshire Health Care Provider LARC Survey, 2020 

 
Consumer Survey 
To better understand the landscape of sexual and reproductive health care in New Hampshire a 
population-based survey was launched from June ʹ September 2021. The survey was targeted at New 
Hampshire health care consumers (defined as individuals who currently or in the past utilized health 
care services in the state). Survey questions were included to address the overlapping needs of the 
assessment funders. Survey topics included barriers to accessing sexual and reproductive health care 
services and knowledge and experience with birth control methods. Additionally, respondents were 
asked about different experiences of trauma, including ACEs, experiences of bias and discrimination in 
health care, and coercion about birth control method use. These areas were included as these 
experiences can influence care seeking behaviors, as well as sexual and reproductive health outcomes.  
 
The survey was administered electronically to a random sample of the general population of New 
Hampshire. To recruit participants, HRiA staff contacted relevant community and health care 
organizations to distribute the survey via their networks (e.g., via listserv, social media pages, websites, 
flyers with QR codes, etc.). Examples of organizations include the New Hampshire Department of Health 
and Human Services Family Planning Program and contracted clinics, Bi-State Primary Care Association, 
Planned Parenthood of Northern New England, student groups at colleges and universities, and family 
resources centers. Intentional efforts were made to oversample from groups with typically lower 
response rates and/or groups that are typically left out of conversations about sexual and reproductive 
health care, such as adolescents (under 18) and young adults (18 ʹ 24), ethnic and racial minorities, cis-
gender men, and sexual and gender minorities. The survey was offered in English and Spanish. Eligibility 
criteria for the survey included:  

x Age 10 or over at the time of the survey  
x Currently receive health care services in New Hampshire or has in the past  
x Ability to complete the survey in English or Spanish  

A total of 144 survey responses were received; however, after excluding respondents who 1) did not 
consent to completing the survey, 2) have never received any health care services in New Hampshire, 
and 3) did not respond to the majority of the questions (i.e., mostly incomplete surveys), there was a 
final sample of 94 responses. Data were cleaned and analyzed using SAS 9.4. Sample sizes (N) vary by 
survey question due to respondents not answering each question, ŝŶĚŝĐĂƚŝŶŐ�͚ƉƌĞĨĞƌ�ŶŽƚ�ƚŽ�ĂŶƐǁĞƌ͛�Žƌ�
͚ĚŽŶ͛ƚ�ŬŶŽǁ͛͘�No survey responses were completed in Spanish.  
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Table 2 details characteristics of the consumer survey respondents. More than one-third of respondents 
(39.4%) were 30 ʹ 39 years old at the time of the survey. Over 80% of respondents identified as cis-
gender women (83.5%), and over two-thirds of respondents identified as White (69.2%). In terms of 
health insurance, almost one-third of respondents had coverage through Medicaid (30.9%) and 18.1% 
had coverage through Medicare. 
 
Table 2. Description of Consumer Survey Respondents 

  
County of Residence % (n) 
Belknap County 1.1% (1) 
Carroll County 2.1% (2) 
Cheshire County 1.1% (1) 
Coos County 11.7% (11) 
Grafton County 6.4% (6) 
Hillsborough County 10.6% (10) 
Merrimack County 10.6% (10) 
Rockingham County 3.2% (3) 
Strafford County 6.4% (6) 
Sullivan County 0.0% (0) 
Outside of New Hampshire 46.8% (44) 
Age % (n) 
Under 20 years old 4.3% (4) 
20-29 years old 24.5% (23) 
30-39 years old 39.4% (37) 
40 years old and over 31.9% (30) 
Gender Identity  % (n) 
Agender 1.1% (1) 
Genderqueer 1.1% (1) 
Gender fluid 1.1% (1) 
Man/Cis-Man 6.6% (6) 
Non-Binary 2.2% (2) 
Transgender/Trans 0.0% (0) 
Trans Man/Trans Male/Trans Masculine 2.2% (3) 
Trans Woman/Trans Female/Trans Feminine 0% (0) 
Woman/Cis-Woman 83.5% (76) 
Prefer to self-describe 2.2% (2) 
Sex Assigned at Birth % (n) 
Female 89.4% (84) 
Intersex 0.0% (0) 
Male 10.6% (10) 
Sexual Orientation % (n) 
Bisexual 10.8% (10) 
Gay 1.1% (1) 
Lesbian 3.2% (3) 
Not sure/Questioning 1.1% (1) 
Pansexual 2.2% (2) 
Queer 2.2% (2) 
Straight (Heterosexual) 78.5% (73) 
Prefer to self-describe 1.1% (1) 
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Race and Ethnicity* % (n) 
American Indian or Alaskan Native 23.4% (22) 
Asian 3.2% (3) 
Black or African American 6.4% (6) 
Hispanic, Latina/o/x, or of Spanish origin 6.4% (6) 
Native Hawaiian or Other Pacific Islander 0.0% (0) 
White 69.2% (65) 
Highest Level of Education Completed % (n) 
High school diploma or less 20.2% (19) 
Some college or �ƐƐŽĐŝĂƚĞ͛ƐͬdĞĐŚŶŝĐĂů�ĚĞŐƌĞĞ 34.0% (32) 
�ĂĐŚĞůŽƌ͛Ɛ�ĚĞŐƌĞĞ�Žƌ�ŵŽƌĞ 45.7% (43) 
Current Health Insurance*  
Private insurance (e.g., insurance through an employer or a parent/spouse's employer, 
insurance that you or someone else purchases through the marketplace) 

85.1% (80) 

Medicaid (e.g., insurance through the state or federal government, including Granite 
Advantage) 

30.9% (29) 

Medicare (e.g., insurance through the federal government for adults 65 and older or for 
younger adults with certain disabilities or diseases) 

18.1% (17) 

Family Planning Waiver Coverage (Medicaid coverage for family planning services only) 5.3% (5) 
Tricare (insurance for U.S. Armed Forces military personnel, retirees, and their dependents) 1.1% (1) 
I do not have health insurance 2.1% (2) 

DATA SOURCE: New Hampshire Sexual and Reproductive Health Services Consumer Survey, 2021 
Note: Asterisk (*) denotes where multiple responses were allowed; therefore, percentages may not add up to 100% 
 
Where possible, consumer survey data were stratified by select demographic characteristics. Due to 
small sample sizes within sub-populations, interpretation of data should be made with caution. 
Statistical testing was not conducted in analyses due to the small sample sizes. Below are the 
characteristics that analyses were able to be conducted by: 

x Race and Ethnicity: Data were examined by respondents who identified as at least one race 
other than White and/or Hispanic, Latina/o/x, or of Spanish origin (as categorized as Black, 
Indigenous, and People of Color (BIPOC)) and by respondents who only identified as White and 
not Hispanic, Latina/o/x, or of Spanish origin (as categorized as non-BIPOC). 

o American Indian and Alaskan Native: Data were also examined by respondents who 
identified as American Indian and Alaskan Native and by respondents who did not. 

x Sexual Orientation: Data were examined by respondents who identified as lesbian, gay, 
bisexual, transgender, or queer (LGBTQ+) and by respondents who did not. 

The survey tool can be found in Appendix B. 
 
Literature Review  
In August 2020, a review of current literature was conducted. The objective of the literature review was 
to better understand patient barriers to accessing LARC methods, as well as examining the intersection 
between LARC methods, grantmaking, and the reproductive justice framework. Search terms used were 
related to consumer attitudes towards LARC, barriers to access contraceptive methods, reproductive 
justice, and grantmaking and LARC. Specific populations were also included in the search including youth 
and young adults (24 and under), Black women, Latinx women, immigrants, patients with Medicaid, 
Medicare, or other public insurance, and people accessing birth control post-delivery. Literature was 
limited to papers in English and regarding studies done in the United States. Papers published prior to 
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2010 were excluded, to account for the changes to birth control coverage policies due to the 
implementation of the Affordable Care Act. The complete literature review can be found in Appendix C.  
 
Secondary Data Review  
To further understand access and use of birth control in New Hampshire, data from the 2018 Pregnancy 
Risk Assessment Monitoring System (PRAMS) were reviewed. PRAMS is a survey administered to 
individuals who have recently given birth. According to the Department of Health and Human Services, 
administrator of the survey in New Hampshire, approximately one in twelve individuals who have 
recently delivered are selected to complete the survey in the state. For the purposes of this assessment, 
specific PRAMS indicators analyzed include contraceptive use before and after pregnancy, pregnancy 
intention and desire, and health care visits that included contraceptive counseling.  
 
Assessment Limitations  
�Ɛ�ǁŝƚŚ�Ăůů�ĚĂƚĂ�ĐŽůůĞĐƚŝŽŶ�ĞĨĨŽƌƚƐ͕�ƚŚĞƌĞ�ĂƌĞ�ůŝŵŝƚĂƚŝŽŶƐ�ƌĞůĂƚĞĚ�ƚŽ�ƚŚĞ�ĂƐƐĞƐƐŵĞŶƚ͛Ɛ�ŵĞƚŚŽĚƐ�ƚŚĂƚ�ƐŚŽuld 
be acknowledged. While the data do provide valuable insights and important context, findings may be 
limited in their generalizability to the overall system in New Hampshire. The survey data also are based 
on self-report; therefore, there may be cases of over- or under-reporting as well as errors in reporting 
due to misremembering. It is important to note that survey data were collected at a single point in time 
so findings, while descriptive, should not be interpreted as definitive.  
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Key Findings  
This topline report provides an overview of findings from the assessment of sexual and reproductive 
health services in New Hampshire, including barriers and facilitators to providing and accessing services, 
awareness and acceptability of contraceptive methods, and experiences of bias, coercion, and trauma. 
Through a review of secondary data, a provider survey, and a consumer survey the following key themes 
emerged.  
 
Review of PRAMS Data 
Over half of all respondents (52.5%) to the 2018 PRAMS (the most recent year that data are available) 
indicated that they wanted to be pregnant at the time of their pregnancy. However, when respondents 
under the age of 24 are looked at alone, the proportion goes down to one third (Table 3). A slightly 
higher proportion of respondents under 24 (35.3%) indicated that they wanted to be pregnant at a later 
time.  
Table 3. Pregnancy Intention Before Getting Pregnant, by All Respondents and Respondents Under 24, NH PRAMS, 2018 

 All Respondents 
(N=575) 

Respondents <24 
(N=68) 

I wanted to be pregnant later 12.5% 35.3% 
I wanted to be pregnant sooner 20.9% 14.7% 
I wanted to be pregnant then 52.5% 33.8% 
/�ĚŝĚŶ͛ƚ�ǁĂŶƚ�ƚŽ�ďĞ�ƉƌĞŐŶĂŶƚ�ƚŚĞŶ�Žƌ�ŝŶ�ƚŚĞ�ĨƵƚƵƌĞ 2.8% 7.4% 
/�ǁĂƐŶ͛ƚ�ƐƵƌĞ�ǁŚĂƚ�/�ǁĂŶƚĞĚ 11.3% 8.8% 

DATA SOURCE: New Hampshire Pregnancy Risk Assessment Monitoring System (PRAMS), New Hampshire Department of 
Health and Human Services, 2018 
 
KĨ�ƚŚŽƐĞ�ǁŚŽ�ƐĂŝĚ�ƚŚĞǇ�ǁĂŶƚĞĚ�ƚŽ�ďĞ�ƉƌĞŐŶĂŶƚ�ůĂƚĞƌ͕�ĚŝĚŶ͛ƚ�ǁĂŶƚ�ƚŽ�ďĞ�ƉƌĞŐŶĂŶƚ�ƚŚĞŶ�Žƌ�ŝŶ�ƚŚĞ�ĨƵƚƵƌĞ͕�
ĂŶĚ�ƚŚŽƐĞ�ǁŚŽ�ǁĞƌĞŶ͛ƚ�ƐƵƌe, 85.5% (130) said they were doing something to not get pregnant again. Of 
those respondents, 22% (29) were 24 years or younger (Table 4). The most common methods of birth 
ĐŽŶƚƌŽů�ƵƐĞĚ�ǁĞƌĞ�ĐŽŶĚŽŵƐ�;Ϯϲ͘ϳйͿ͕�/h�Ɛ�;ϭϵ͘ϭйͿ͕�ĂŶĚ�ǁŝƚŚĚƌĂǁĂů�;͞ƉƵůů�ŽƵƚ�ŵĞƚŚŽĚ͟Ϳ�;ϭϴ͘ϯйͿ͘� 
 

Table 4. Type of Birth Control Used by Respondents who did not Want to be Pregnant, Respondents Overall and Respondents 
Under 24, NH PRAMS, 2018 

Type of Birth Control 

Respondents Who Did Not 
Want to be Pregnant Then 

(N=130) 

Respondents <24 Who Did Not 
Want to be Pregnant Then 

(N=29) 
Tubes tied 13.7% -- 
Vasectomy 1.5% -- 
Birth control pills 16.8% 23.3% 
Condoms 26.7% 23.3% 
Shot/injection 9.9% 26.7% 
Patch/ring 1.5% -- 
IUD 19.1% 20.0% 
Implant 6.9% 13.3% 
Natural family planning 6.9% -- 
Withdrawal 18.3% 20.0% 
Abstinence 11.5% 13.3% 
Other 3.8% 3.33% 

DATA SOURCE: New Hampshire Pregnancy Risk Assessment Monitoring System, New Hampshire Department of Health and 
Human Services, 2018 NOTES: Question allowed for respondents to select all that apply; therefore, percentages may not add up 
to 100% 
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For respondents to PRAMS that indicated they were not doing anything to prevent pregnancy, 
respondents overall most frequently indicated that they did want to use pregnancy prevention methods 
(33%), they were practicing abstinence (31%), and/or they were worried about side effects (25%) (Table 
5).  
 
Table 5. Reason for Not Doing Anything to Prevent Pregnancy, Respondents Overall and Respondents Under 24, NH PRAMS, 
2018 

Reason for Not Preventing Pregnancy 
All Respondents 

(N=107) 
Respondents <24 

(N=11) 
Want to get pregnant 17% 8% 
Already pregnant 1% -- 
Tubes tied 5% -- 
Do not want to use 33% 23% 
Worried about side effects 25% 23% 
Abstinence 31% 15% 
Partner does not want to use 6% 8% 
Problems paying 5% 8% 
Other 28% 46% 

DATA SOURCE: New Hampshire Pregnancy Risk Assessment Monitoring System (PRAMS), New Hampshire Department of 
Health and Human Services, 2018 
NOTES: ͞KƚŚĞƌ͟�responses included infertility; lack of insurance and/or waiting to get insurance approval for LARC methods; 
Fear of IUD insertion; Being okay if pregnancy occurred though not actively trying 
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Findings from Provider and Consumer Surveys  
The following section includes key themes from the provider and consumer surveys conducted as part of 
this assessment, including an overview of the utilization and provision of sexual and reproductive health 
care services in the state, systems- and patient-level barriers to access, and consumer experience with 
bias, pressure, and childhood trauma. While direct comparisons between findings from the provider and 
consumer surveys cannot be made, similar data points are presented together to create a fuller picture 
of the sexual and reproductive health landscape in New Hampshire.  
 

Landscape of Sexual and Reproductive Health Services  
Most respondents to the consumer survey indicated that they have received sexual and reproductive 
health care services at some point in time. Respondents were asked to indicate which type of services 
they received ʹ either at the time of the survey or in the past (Figure 1). The most frequently selected 
services were breast cancer screening (55.6%), counseling and prescribing of a birth control method 
(54.4%), and pregnancy testing (42.2%). Relatedly, when asked whether they were aware of the free or 
low cost sexual and reproductive health care services available in New Hampshire, over three-quarters 
(77.5%) reported being aware.  
 
Figure 1. Type of Sexual and Reproductive Health Care Services Ever Received, Consumer Survey, 2021 (N=90) 

 
DATA SOURCE: New Hampshire Sexual and Reproductive Health Services Consumer Survey, 2021 
NOTES: ͞KƚŚĞƌ͟�ƌĞƐƉŽŶƐĞƐ�included consultation about use of sperm donors to conceive, HIV prevention through PrEP, erectile 
disfunction, and hormonal treatment of vaginal pain 
 
Most provider survey respondents indicated that they currently provide sexual and reproductive health 
services to their patients (80.6%). When asked what type of sexual and reproductive health care services 
they regularly provided, approximately one fifth of respondents indicated that they provided testing and 
treatment for sexually transmitted infections (22.1%), pregnancy testing and options counseling (21.0%), 
and/or contraceptive counseling and prescriptions (20.7%) (Figure 2). 
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Figure 2. Type of Sexual and Reproductive Health Services Provided, Provider Survey, 2020 (N=77) 

 
DATA SOURCE: New Hampshire Health Care Provider LARC Survey, 2020 
NOTES: ͞KƚŚĞƌ͟�ƌĞƐƉŽŶƐĞƐ�ŝŶĐůƵĚĞ�abortion services, PrEP, sexuality counseling, and OB/GYN services  

 
Respondents to the consumer survey that indicated they had received sexual and reproductive health 
services were asked where they had received care. More than half of respondents (56.1%) indicated that 
they had received sexual and reproductive health care from an OB/GYN provider (Figure 3. Location of 
Sexual and Reproductive Health Care Services, Consumer Survey, 2021. 
 
Figure 3. Location of Sexual and Reproductive Health Care Services, Consumer Survey, 2021 (N=82) 

 
DATA SOURCE: New Hampshire Sexual and Reproductive Health Services Consumer Survey, 2021 
NOTES: Data are organized in descending order 
 
All respondents to the provider survey whose primary practice setting was a Sexual and Reproductive 
Health Care Center, Family Planning Clinic, or an FQHC provided sexual and reproductive health care 
services (Figure 4).  
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Figure 4. Provision of Sexual and Reproductive Health Services, by Primary Practice Setting and Provider Specialty, Provider 
Survey, 2020 

 
DATA SOURCE: New Hampshire Health Care Provider LARC Survey, 2020 

 

Knowledge and Awareness of Birth Control Methods 
In both the consumer and provider surveys, respondents were asked about their level of familiarity with 
currently available birth control methods. Consumers were also asked about their personal experiences 
with different methods and reasons behind current use or non-use of birth control.  
 

Awareness of Birth Control Methods  
Consumer survey respondents were asked to indicate their use and awareness of various birth control 
methods (Figure 5). Respondents most frequently reported that they currently use birth control pills 
(26.5%), ĞǆƚĞƌŶĂůͬŵĂůĞ�ĐŽŶĚŽŵƐ�;Ϯϰ͘ϭйͿ͕�ĂŶĚ�ǁŝƚŚĚƌĂǁĂů�;Žƌ�ƚŚĞ�͞ƉƵůů�ŽƵƚ͟�ŵĞƚŚŽĚͿ�;Ϯϭ͘ϳйͿ͘�On the 
other hand, respondents most often reported to have never heard of the FDA Approved Birth Control 
App (18.1%), Contraceptive Sponge (13.3%), and Cervical Cap (12.1%).  
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Figure 5. Use and Awareness of Birth Control Methods, Consumer Survey, 2021 (N=83) 

 
DATA SOURCE: New Hampshire Sexual and Reproductive Health Services Consumer Survey, 2021 
NOTES: Data are orŐĂŶŝǌĞĚ�ŝŶ�ĚĞƐĐĞŶĚŝŶŐ�ŽƌĚĞƌ�ďǇ�͚ĐƵƌƌĞŶƚůǇ�ƵƐĞ͖͛�Awareness/use categories as shown in the figure are 
abbreviated for readability; Data labels for percentages less than 5% are omitted from the figure for readability 

 
The provider survey also asked about provider confidence in their knowledge of LARC topics. Across IUD- 
and implant-related topics, a majority of respondents reported being moderately or completely 
confident (Figure 6). Respondents most often reported being moderately or completely confident in 
contraceptive efficacy of IUDs (98.0%) and side effects of IUDs (94.2%). On the other hand, the topic 
area that had the largest portion of respondents who reported being not confident at all in was 
pertaining to implant insertion and removal procedures (21.6%). 
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Figure 6. Provider Confidence in Knowledge of LARC Topics, Provider Survey, 2020 (N=51) 

 
DATA SOURCE: New Hampshire Health Care Provider LARC Survey, 2020 
NOTES: Data labels for percentages less than 5% are omitted from the figure for readability 

 

Use/Non-Use of Methods 
The consumer survey asked ĂďŽƵƚ�ƌĞƐƉŽŶĚĞŶƚƐ͛�ĐƵƌƌĞŶƚ�ƵƐĞ�ŽĨ�ďŝƌƚŚ�ĐŽŶƚƌŽů�ŵĞƚŚŽĚƐ͘�Over three-
quarters of respondents indicated that they currently use at least one form of birth control (78.3%, 
n=65). The most common reasons respondents reported for currently using birth control were to 
prevent pregnancy (86.8%), prevent STIs/STDs (60.3%), and to regulate or reduce menstrual periods 
(42.7%) (Figure 7). Of the 18 respondents who reported to not currently use any birth control methods, 
respondents most often reported their main reasons for not using were that their sexual partners do not 
put them at risk for pregnancy (27.8%), they are menopausal or post-menopausal (22.2%), and/or that 
they are not currently sexually active (16.7%). 
 
Figure 7. Reported Reasons for Current Use of Birth Control, Consumer Survey, 2021 (N=68) 

 
DATA SOURCE: New Hampshire Sexual and Reproductive Health Services Consumer Survey, 2021  
NOTES: Data are organized in descending order; Question allowed for respondents to select all that apply; therefore, 
percentages may not add up to 100%; Categories as shown in the figure are abbreviated for readability; PCOS=Polycystic ovary 
syndrome 
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that they have been using their current birth control methods for one to three years (50.7%, n=35), and 
over a quarter had been using their methods for four to six years (n=19, 27.5%). Furthermore, 
respondents reported comfort and satisfaction with their current birth control methods ʹ 85.9% (n=61) 
being very comfortable using their birth control methods, while 91.4% (n=74) of respondents reported 
being satisfied or very satisfied with their current birth control methods and unlikely to change methods 
in the next six months. 
 
Specific to condom use, of respondents who have been sexually active in the past year, 51.4% reported 
to have used condoms to prevent pregnancy and 36.2% reported to have used condoms to prevent 
STIs/STDs most or all of the time (Figure 8 and Figure 9).  
 
Figure 8. Reported Frequency of Use of Condoms (Either External/Male or Internal/Female) to Prevent Pregnancy, Consumer 
Survey, 2021 (N=70) 

 
DATA SOURCE: New Hampshire Sexual and Reproductive Health Services Consumer Survey, 2021 
NOTES: Categories as shown in the figure are abbreviated for readability 
 
Figure 9. Reported Frequency of Use of Condoms (Either External/Male or Internal/Female) to Prevent Sexually Transmitted 
Infections (STIs/STDs), Consumer Survey, 2021 (N=69) 

 
DATA SOURCE: New Hampshire Sexual and Reproductive Health Services Consumer Survey, 2021 
NOTES: Categories as shown in the figure are abbreviated for readability 
  

Barriers to Care 
As shown in Figure 10, the consumer survey asked respondents about barriers that stopped them from 
receiving sexual and reproductive health care services when they needed them. About one in three 
respondents reported to not have experienced any barriers to accessing sexual and reproductive health 
care services (31.7%, n=26). The top barriers that respondents most often reported were cost of care 
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(22.0%), not being able to take time off from work or away from caregiving responsibilities (18.3%), and 
appointments being scheduled too far into the future (17.1%).  
 
Figure 10. Reported Barriers to Receiving Sexual and Reproductive Health Care Services When Needed, Consumer Survey, 2021 
(N=82) 

 
DATA SOURCE: New Hampshire Sexual and Reproductive Health Services Consumer Survey, 2021 
NOTES: Data are organized in descending order; Question allowed for respondents to select all that apply; therefore, 
percentages may not add up to 100%; Categories as shown in the figure are abbreviated for readability 

 
Similar top barriers arose when examining across subgroups, as shown in Table 6. Barriers such as cost 
of care and appointments being scheduled too far in the future came up as top barriers impacting 
respondents across all subgroups. Unfriendly doctors, providers, or staff was identified as a top barrier 
among LGBTQ+ respondents. Additionally, among American Indian/Alaskan Native respondents, the 
most commonly identified barrier was that services were not offered in their preferred languages.  
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Table 6. Top Five Barriers to Receiving Sexual and Reproductive Health Care Services When Needed, by Subgroup, Consumer 
Survey, 2021 

  

All 
Respondents 

(N=82) 
Non-BIPOC 

(N=48) 
BIPOC  
(N=34) 

AI/AN  
(N=21) 

Straight/ 
Heterosexual 

(N=61) 
LGBTQ+  
(N=17) 

1 

Cost of care Cost of care Cost of care 

Services not 
offered in 
preferred 
language  

Could not take 
time off (work, 

childcare 
responsibilities) 

Cost of care 

2 

Could not take 
time off (work, 

childcare 
responsibilities) 

Could not take 
time off (work, 

childcare 
responsibilities) 

Appointments 
being 

scheduled too 
far in future 

Cost of care Cost of care 
Unfriendly 

providers/staff 

3 

Appointments 
being 

scheduled too 
far in future 

Unfriendly 
providers/staff 

Could not take 
time off (work, 

childcare 
responsibilities) 

Could not take 
time off (work, 

childcare 
responsibilities) 

Clinic hours 
don't work with 

schedule 

Appointments 
being 

scheduled too 
far in future 

4 

Clinic hours 
don't work 

with schedule 

Appointments 
being 

scheduled too 
far in future 

Clinic hours 
don't work 

with schedule 

Appointments 
being 

scheduled too 
far in future 

Services not 
offered in 
preferred 
language  

Health 
insurance 

doesn't cover 
what needed 

5 

Unfriendly 
providers/staff 

Clinic hours 
don't work 

with schedule 

Services not 
offered in 
preferred 
language  

Clinic hours 
don't work 

with schedule 

Appointments 
being 

scheduled too 
far in future 

Afraid 
procedure 
would hurt 

DATA SOURCE: New Hampshire Sexual and Reproductive Health Services Consumer Survey, 2021 
NOTES: Categories as shown in the figure are abbreviated for readability; interpret subgroup data with caution due to small 
sample sizes 
 
Respondents to the provider survey were asked to share their perception of patient-level barriers to 
increasing the use of LARC methods specifically (Figure 11). A quarter (25.3%) of respondents indicated 
that patient fear regarding the insertion of LARC methods was a barrier. Of consumer survey 
respondents, 7.3% indicated that fear a procedure would hurt had prevented them from accessing 
sexual and reproductive health care services in the past (Figure 10). 
 
Less than one percent of respondents to the provider survey (0.6%) listed language as a potential barrier 
for increasing LARC use among their patients, while 11.0% of respondents to the consumer survey 
shared that lack of services in their preferred language had prevented them from accessing sexual and 
reproductive health care.  
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Figure 11. Provider Perceptions of Systems and Clinical Barriers to Increasing LARC Use, Provider Survey, 2020 (N=50) 

  
DATA SOURCE: New Hampshire Provider LARC Survey, 2020  
NOTES: Data are organized in descending order; Question allowed for respondents to select all that apply; therefore, 
percentages may not add up to 100%; Categories as shown in the figure are abbreviated for readability 
  

Systems-level Barriers to Increasing LARC Use 
Respondents to the provider survey were asked their perspective on barriers at the clinic or systems-
level to increasing use of LARC methods. Approximately two-thirds of respondents (68.8%) indicated 
that they did not perceive any systems/clinic-level barriers. For the respondents that did indicate 
barriers, the most frequently selected barriers were lack of provider comfort with the insertion and 
removal of LARC methods (16.7%), lack of provider knowledge/training, and clinical difficulties obtaining 
and/or maintain a supply of LARC devices.  
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Figure 12. Provider Perceptions of Systems and Clinical Barriers to Increasing LARC Use, Provider Survey, 2020 (N=16) 

 
DATA SOURCE: New Hampshire Provider LARC Survey, 2020  
NOTES: Data are organized in descending order; Question allowed for respondents to select all that apply; therefore, 
percentages may not add up to 100%; Categories as shown in the figure are abbreviated for readability 
 

WĂƚŝĞŶƚƐ͛��ǆƉĞƌŝĞŶĐĞƐ�ŽĨ�Discrimination and Pressure  
The consumer survey included questions about respondent experiences of discrimination and pressure 
when accessing sexual and reproductive health care services. These questions were included as 
discrimination and coercion can be unfortunately common experiences for people accessing sexual and 
reproductive health care services.4 This is especially true for Black, Indigenous, and Latina women, 
individuals with disabilities, people living in poverty, and members of the LGBTQ+ community.5 These 
experiences have been shown to impact individuals͛�ĂĐĐĞƐƐ�ƚŽ�ƐĞǆƵĂů�ĂŶĚ�ƌĞƉƌŽĚƵĐƚŝǀĞ�ŚĞĂůƚŚ�ĐĂƌĞ͕�ƚŚĞ�
quality of the services they receive, and individual health outcomes.6 ,7,8   
 

Discrimination 
To measure discrimination, the consumer survey utilized the Discrimination in Medical Settings scale, 
which uses seven statements to understand the frequency ŽĨ�ŝŶĚŝǀŝĚƵĂůƐ͛�ĞǆƉĞƌŝĞŶĐĞƐ�ǁŝƚŚ�ĞǀĞƌǇĚĂǇ�

 
4 Gold, R. (2014). Guarding against coercion while ensuring access: A delicate balance. Guttmacher Policy Review, 17(3), 8 ʹ 14.  
5 Ibid.  
6 Agenor, M., Perez, A.E., Wilhoit, A., Almeda, F., Charlton, B.M., Evans, M.L., Borrero, S., Austin, S.B. (2021). Contraceptive care 
disparities among sexual orientation identity and racial/ethnic subgroups of U.S. women: A national probability sample study. 
:ŽƵƌŶĂů�ŽĨ�tŽŵĞŶ͛Ɛ�,ĞĂůƚŚ͕�30 (10), 1406 ʹ 1415. DOI: 10.1089/jwh.2020.8992 
7 Rosenthal, L., Lobel, M. (2020). Gendered racism and the sexual and reproductive health of Black and Latina women. Ethnicity 
& Health, 25(3), 367 -392. DOI: 10.1080/13557858.2018.1439896.  
8 Everett, B.G., Higgins, J.A., Haider, S., Carpenter, E. (2019). Do sexual minorities receive appropriate sexual and reproductive 
health care and counseling? :ŽƵƌŶĂů�ŽĨ�tŽŵĞŶ͛Ɛ�,ĞĂůƚŚ, 28(1), 53 ʹ 62. DOI: 10.1089/jwh.2017.6866 
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mistreatment in clinical settings.9 ZĞƐƉŽŶĚĞŶƚƐ�ǁĞƌĞ�ĂƐŬĞĚ�ƚŽ�ŝŶĚŝĐĂƚĞ�ŝĨ�ƚŚĞǇ�͞EĞǀĞƌ͕͟�͞ZĂƌĞůǇ͕͟�
͞^ŽŵĞƚŝŵĞƐ͕͟�͞DŽƐƚ�ŽĨ�ƚŚĞ�dŝŵĞ͕͟�Žƌ�͞�ůǁĂǇƐ͟�experience the following when going to a provider for 
sexual and reproductive health care services: 

x You are treated with less courtesy than other people 
x You are treated with less respect than other people  
x You receive poorer services than others  
x A doctor, nurse, or other provider act as if they think you are not smart  
x A doctor, nurse, or other provider act as if they are afraid of you  
x A doctor, nurse, or other provider act as if they are better than you 
x A doctor, nurse, or other provider act as if they are not listening to what you were saying 

Overall, 35 respondents (42.7%) indicated that they experience at least ŽŶĞ�ŽĨ�ƚŚĞ�ĂďŽǀĞ�͞^ŽŵĞƚŝŵĞƐ͕͟�
͞DŽƐƚ�ŽĨ�ƚŚĞ�dŝŵĞ͕͟�Žƌ�͞�ůǁĂǇƐ͘͟ Those respondents were asked to indicate their perceived reasons for 
those experiences. Half (51.4%) indicated that their gender or gender identity was a factor in their 
experiences of discrimination (Figure 13).  
 
Figure 13. Respondents' Perceived Reasons for Experiences of Discrimination, Consumer Survey, 2021 (N=35) 

 
DATA SOURCE: New Hampshire Sexual and Reproductive Health Services Consumer Survey, 2021 
NOTES: ͞KƚŚĞƌ͟�ƌĞƐƉŽŶƐĞƐ�ŝŶĐůƵĚĞĚ providers being too busy and the reason for care seeking  

 
More than one-third of BIPOC respondents indicated that they are ͞^ŽŵĞƚŝŵĞƐ͕͟�͞DŽƐƚ�ŽĨ�ƚŚĞ�dŝŵĞ͕͟�Žƌ�
͞�ůǁĂǇƐ͟ treated with less courtesy than other people when accessing these services, compared to a 
quarter of non-BIPOC respondents (Table 7).  
 
 
 
 

 
9 Peek, M.E., Nunez-Smith, M., Drum, M., Lewis, T.T. (2011). Adapting the Everyday Discrimination Scale to medical settings: 
Reliability & validity testing in a sample of African American patients. Ethnicity & Disease, 21(4), 502 -509.  
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Table 7. Experiences of Bias When Accessing SRH Services (Percent of Respondents Indicating Sometimes, Most of the Time, or 
Always), by BIPOC and non-BIPOC Respondents, Consumer Survey, 2021 

 
BIPOC  
(N=34) 

Non-BIPOC  
(N=48) 

You are treated with less courtesy than other people  35.3% 25.0% 

You are treated with less respect than other people  20.6% 20.8% 

You receive poorer services than others  23.5% 12.5% 

A doctor, nurse, or other provider act as if they think you are not smart  26.5% 18.8% 

A doctor, nurse, or other provider act as if they are afraid of you  17.7% 4.2% 

A doctor, nurse, or other provider act as if they are better than you 26.5% 29.2% 

A doctor, nurse, or other provider act as if they are not listening to what you 
were saying 

23.5% 14.6% 

DATA SOURCE: New Hampshire Sexual and Reproductive Health Services Consumer Survey, 2021 
NOTES: Table only showing data for the percent of respondents who indicated sometimes, most of the time, or always; 
interpret subgroup data with caution due to small sample sizes 

 
Overall, American Indian/Alaskan Native respondents reported fewer negative experiences accessing 
sexual and reproductive health care services, when compared to non-American Indian/Alaskan Native 
respondents (Table 8). 
 
Table 8. Experiences of Bias When Accessing SRH Services (Percent of Respondents Indicating Sometimes, Most of the Time, or 
Always), by American Indian/Alaskan Native and non-American Indian/Alaskan Native Respondents, Consumer Survey, 2021 

 AI/AN 
(N=22) 

Non-AI/AN 
(N=68) 

You are treated with less courtesy than other people 23.8% 31.2% 

You are treated with less respect than other people  0.0% 27.9% 

You receive poorer services than others  9.5% 19.7% 

A doctor, nurse, or other provider act as if they think you are not smart  9.5% 26.2% 

A doctor, nurse, or other provider act as if they are afraid of you  4.8% 11.5% 

A doctor, nurse, or other provider act as if they are better than you 9.5% 34.4% 

A doctor, nurse, or other provider act as if they are not listening to what you 
were saying 

0.0% 24.6% 

DATA SOURCE: New Hampshire Sexual and Reproductive Health Services Consumer Survey, 2021 
NOTES: Table only showing data for the percent of respondents who indicated sometimes, most of the time, or always; 
interpret subgroup data with caution due to small sample sizes 
 
More than half of respondents that identified as LGBTQ+ (52.9%) indicated that doctors, nurses, or 
other providers act as they are better than them at least some of the time. Slightly lower proportions 
(47.1%) indicated that they are treated with less curtesy or with less respect than others (Table 9). 
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Table 9. Experiences of Bias When Accessing SRH Services (Percent of Respondents Indicating Sometimes, Most of the Time, or 
Always), by LGBTQ+ and non-LGBTQ+ Respondents, Consumer Survey, 2021 

 LGBTQ+ 
(N=17) 

Straight/ 
Heterosexual 

(N=61) 

You are treated with less courtesy than other people 47.1% 23.0% 

You are treated with less respect than other people  47.1% 11.5% 

You receive poorer services than others  29.4% 13.1% 

A doctor, nurse, or other provider act as if they think you are not smart  41.2% 14.8% 

A doctor, nurse, or other provider act as if they are afraid of you  17.7% 6.6% 

A doctor, nurse, or other provider act as if they are better than you 52.9% 19.7% 

A doctor, nurse, or other provider act as if they are not listening to what you 
were saying 

35.3% 13.1% 

DATA SOURCE: New Hampshire Sexual and Reproductive Health Services Consumer Survey, 2021 
NOTES: Table only showing data for the percent of respondents who indicated sometimes, most of the time, or always; 
interpret subgroup data with caution due to small sample sizes 

 
Respondents to the consumer survey were also asked if they had ever felt that a provider had pressured 
them to use or not to use a certain birth control method. Approximately one-third (32.9%) of 
respondents indicated that they felt that a provider had pressured them to use a specific birth control 
method, even though they were not interested in or comfortable with the method. A slightly lower 
proportion (22.2%) reported feeling that a provider had pressured them to not use a birth control 
method that they were interested in or comfortable with using. 
 
When examined by respondent race/ethnicity, a slightly higher proportion of BIPOC respondents 
(35.3%) reported feeling pressured to use a specific method compared to non-BIPOC respondents 
(31.9%). American Indian and Alaskan Native respondents reported less feelings of pressure to use 
specific methods (14.3%) compared to other respondents (40.0%).  
 
Respondents that reported feeling pressured to use or not use a specific method were asked which birth 
control methods they experienced pressure around (Figure 14). Similar proportions of respondents 
indicated feeling pressured to use birth control pills (57.7%) as reported feeling pressured not to use 
them (55.6%). Slightly less than one-third of respondents (30.8%) indicated feeling pressure to use a 
hormonal IUD (e.g., Mirena, Skyla), while a similar proportion (27.8%) reported feeling pressured to not 
use a non-hormonal IUD (e.g., Paragard). 
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Figure 14. Birth Control Methods, by Experiences of Pressure, Consumer Survey, 2021 

 
DATA SOURCE: New Hampshire Sexual and Reproductive Health Services Consumer Survey, 2021 
NOTES: No respondents indicated feeling pressure either direction with Female Sterilization or Spermicide; therefore, not 
shown in figure  

 

Patient Experience of ACEs     
Respondents to the consumer survey were also asked about their experiences of Adverse Childhood 
Experiences (ACEs). ACEs are stressful events (including experiences of abuse, neglect, and household 
ĐŚĂůůĞŶŐĞƐͿ�ƚŚĂƚ�ƚĂŬĞ�ƉůĂĐĞ�ĚƵƌŝŶŐ�ƚŚĞ�ĨŝƌƐƚ�ƐĞǀĞŶƚĞĞŶ�ǇĞĂƌƐ�ŽĨ�Ă�ƉĞƌƐŽŶ͛Ɛ�ůŝĨĞ�ƚŚĂƚ�ŚĂǀĞ�ďĞĞŶ�ůŝŶŬĞĚ�ƚŽ�
long-term negative health and social problems.10 This topic was included in the consumer survey as 

 
10 Adverse Childhood Experiences. (April 2021). Centers for Disease Control. Retrieved December 2021. 
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experiences of ACEs has been associated with increased sexual risk taking11 and increased risk for a 
mistimed pregnancy12 in adulthood. 
 
Based on survey results, three in four respondents reported that they had experienced at least one ACE 
(n=49, 76.6%) (Figure 15). One in five respondents reported experiencing four or more ACEs (n=12, 
18.8%).  
 
Figure 15. Number of Reported Adverse Childhood Experiences, Consumer Survey, 2021 (N=64) 

 
DATA SOURCE: New Hampshire Sexual and Reproductive Health Services Consumer Survey, 2021 
 
When examining the different types of ACEs, respondents most often reported experiencing 
emotional/psychological abuse (32.8%), household mental illness (31.3%), and household substance 
abuse (25.0%) (Figure 16). 
 
Figure 16. Reported Adverse Childhood Experiences, Consumer Survey, 2021 (N=64) 

 
DATA SOURCE: New Hampshire Sexual and Reproductive Health Services Consumer Survey, 2021 
NOTES: Data are organized in descending order; Question allowed for respondents to select all that apply; therefore, 
percentages may not add up to 100%; Categories as shown in the figure are abbreviated for readability 

 
11 Hillis, S.D., Anda, R.F., Felitti, V.J., & Marchbanks, P.A. (2001). Adverse childhood experiences and sexual risk behaviors in 
women: A retrospective cohort study. Family Planning Perspectives, 33(5), 206 ʹ 211. https://doi.org/10.2307/2673783 
12 Young-Wolff, K.C., et. Al. (2021). Adverse childhood experiences and pregnancy intentions among pregnant women seeking 
prenatal care. tŽŵĞŶ͛Ɛ�,ĞĂůƚŚ�/ƐƐƵĞƐ͕�31(2), 100 ʹ 106. https://doi.org/10.1016/j.whi.2020.08.012 
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Discussion & Recommended Next Steps 
Sexual and reproductive health care services in New Hampshire will likely be impacted in coming 
months by a New Hampshire Executive Council decision to reject family planning contracts for three 
sexual and reproductive health providers across the state. According to the Planned Parenthood New 
Hampshire Action Fund, the three providers that were defunded provide care to approximately 80% of 
patients that received reproductive health care covered by the state Family Planning Fund.13 While the 
data collection of this assessment occurred prior to the decision, its impact should be considered in 
relation to the key findings and any strategies that follow this assessment. 
 
The cost of care emerged as a key barrier to sexual and reproductive health care services across the 
groups looked at for this assessment, rising from both consumer and provider surveys. While direct 
comparisons between the provider and consumer surveys cannot be made, there were notable 
differences between provider perception of patient barriers and consumers͛ report of their own 
experiences, including patient fear of procedures and language barriers.  
 
While experiences of discrimination varied between subgroups, gender and sexuality did emerge as 
factors in those experiences. Of consumer survey respondents who reported experiencing some form of 
discrimination while accessing sexual and reproductive health care, over half attributed their 
experiences to their gender or gender identity. Additionally, LGBTQ+ respondents were more likely to 
report experiences of discrimination, when compared to other respondents. Unfriendly providers or 
office staff also emerged as a key barrier for LGBTQ+ respondents accessing these services.  
 
Patient experiences with feeling pressured to use or not use a specific birth control method also arose as 
a key finding from the assessment, with birth control pills, cervical caps, and IUDs being the methods 
that respondents most frequently indicated as experiencing pressure around. In addition to experiences 
of discrimination and coercion, a majority of respondents indicated having at least one ACE. It is 
important to understand these experiences of trauma that patients may bring with them and that may 
influence their health or health care seeking behaviors.  
 
Following the completion of this assessment, the following strategies are recommended as potential 
next steps for this work:  

x WƌŽǀŝĚĞ�͞dƌĂƵŵĂ�ϭϬϭ͟�ĂŶĚͬŽƌ�ƚƌĂƵŵĂ�ŝŶĨŽƌŵĞĚ�ĐĂƌĞ�ƚƌĂŝŶŝŶŐƐ�ĨŽr providers and staff in settings 
that provide sexual and reproductive health care services 

x Focus groups or interviews with key populations to further understand assessment findings and 
identify potential strategies. Potential populations for further data collection could include: 

o Health care providers or administrators 
o Staff from the New Hampshire Family Planning Program 
o Consumers from specific subgroups of interest (e.g., young adults)  

x Identify and fund opportunities for health care providers and/or health center staff training on 
topics related to assessment findings, such as: 

o Identifying and addressing bias in care delivery 
o Birth control counseling approaches that support patient choice and limit feelings of 

pressure or coercion 
o LARC insertion and removal procedures 

 
13 NH Executive Council Votes to Dismantle the NH Family Planning Program During a Pandemic. (September 15, 2021). Planned 
Parenthood New Hampshire Action Fund. Retrieved December 2021. 
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x Identify and fund opportunities for capacity building around reproductive justice advocacy for 
providers and/or consumers  

x Identify opportunities to decrease patient cost burden for sexual and reproductive health care   

 
 

Appendix A: Provider Survey Instrument  
 
Introduction 
dŚŝƐ�ƐƵƌǀĞǇ�ŝƐ�ĚĞƐŝŐŶĞĚ�ƚŽ�ŝŶĨŽƌŵ�ĨƵƚƵƌĞ�ĨƵŶĚŝŶŐ�ĂŶĚ�ĂĐƚŝǀŝƚŝĞƐ�ďǇ�EĞǁ�,ĂŵƉƐŚŝƌĞ��ŚŝůĚƌĞŶ͛Ɛ�,ĞĂůƚŚ�
Foundation to support their efforts to reduce unintended pregnancies in women under the age of 24. 
This survey is being administered to health care providers throughout New Hampshire to assess their 
practices, knowledge, and attitudes about providing Long-Acting Reversible Contraceptives (LARC), 
including IUDs and implants. The results of this survey will be used to inform futures training and 
capacity building opportunities throughout the state.  
 
Your responses to this survey will be kept confidential and will only be used for the purposes of this 
assessment. Your responses will not be shared with Bi State or your clinical practice. This survey should 
take about 10-15 minutes to complete. You can exit the survey at any time. Please only complete the 
survey one time. 
 
As a thank you for completing this survey, you will be given the opportunity to enter a raffle for one of 
four $50.00 Amazon gift cards. To enter the raffle, follow the link at the end of the survey. 
 
If you have any questions about this survey or the assessment, please contact Meghan Guptill, Research 
Associate, Health Resources in Action (mguptill@hria.org).  
 
Thank you for participating! 
 
Screening Question  
1. Do you provide direct patient care? 

� Yes 
� No (Move to End of Survey) 

Respondent Information  
2. What are your professional qualifications? 

� Attending physician  
� Fellow/resident 
� Nurse Practitioner  
� Midwife 
� Physician Assistant  
� Other (Please Specify) 

 
3. What is your specialty?  

� K�ͬ'zE�Žƌ�tŽŵĞŶ͛Ɛ�,ĞĂůƚŚ 
� Internal Medicine /Adult Medicine 
� Family Medicine 
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� Pediatrics  
� Midwifery 
� Other (Please Specify) 

 
 

4. What type of setting is your main clinical practice?  
� Community hospital/clinic 
� University medical center/clinic 
� Private office or clinic 
� Family planning clinic 
� Federally Qualified Health Center (FQHC) 
� University/College Health Center 
� School-based health center 
� Other (Please Specify) 

 
5. How many years have you been in practice (post-training)? 

� 0 ʹ 5 years 
� 6 ʹ 10 years 
� 11 ʹ 15 years 
� 16 ʹ 20 years 
� 21 or more years  

 
6. What is the age range of your patients? (Check all that apply) 

� Under 17 
� 17 ʹ 18 years  
� 19 ʹ 24 years 
� 25 ʹ 49 years 
� 50 years and older  

 
7. What is the zip code of your primary practice site? 

 
8. What is the county of your primary practice site? 

 
9. Do you provide sexual and reproductive health services to patients (e.g., reproductive life planning, 

pre-conception counseling, contraceptive counseling and prescribing, STI testing and treatment, 
pregnancy testing)?  
� I currently provide those services to patients. ;DŽǀĞ�ƚŽ�͞�ƵƌƌĞŶƚ�WƌĂĐƚŝĐĞ͟Ϳ 
� I do not currently provide those services but have in the past. ;DŽǀĞ�ƚŽ�͞dƌĂŝŶŝŶŐ͟Ϳ 
� I do not currently provide those services but am interested or planning to in the future. (Move 

ƚŽ�͞dƌĂŝŶŝŶŐ͟Ϳ 
� I have never provided those services and do not plan to provide them in the future. (Move to 

End of Survey) 

Current Practice  
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10. Which of the following sexual and reproductive services do you currently provide to patients? 
(Select all that apply) 
� Contraception counseling and prescribing  
� STI counseling, testing, and treatment  
� Pre-conception counseling  
� Pregnancy testing and options counseling  
� Contraceptive counseling specific to pregnant and post-partum women  
� Other (please list) 

 
11. Do you provide LARC (long acting reversable contraceptives), including IUDs and implants, as part of 

your practice?  
� Yes, the contraceptive methods I provide include LARC.  ;DŽǀĞ�ƚŽ�͞WƌĂĐƚŝĐĞ�ĨŽƌ�WƌŽǀŝĚŝŶŐ�

>�Z�͟Ϳ 
� No, the contraceptive methods I provide do not include LARC.  ;DŽǀĞ�ƚŽ�͞ZĞĂƐŽŶƐ�ĨŽƌ�EŽƚ�

WƌŽǀŝĚŝŶŐ�>�Z�͟Ϳ� 
 

 Reasons for Not Providing LARC /&�Z�^WKE^��dK�ηϭϭ�ŝƐ�͞EŽ͟� 
12. Why do you not provide LARC? (Check all that apply) 

� dŚĞƌĞ͛Ɛ�ŶŽƚ�ĞŶŽƵŐŚ�ŶĞĞĚͬĚĞƐŝƌĞ�ŝŶ�ŵǇ�ƉĂƚŝĞŶƚ�ƉŽƉƵůĂƚŝŽŶ�ƚŽ�ũƵƐƚŝĨǇ�offering LARC 
� I would need more knowledge and training to provide LARC  
� I am uncomfortable discussing or prescribing LARC 
� I am uncomfortable with LARC insertion  
� I do not think LARC methods are safe  
� I do not think LARC methods are effective  
� LARC methods are not appropriate for my patient population  
� My clinic does not have time for insertion or follow-up appointments 
� My clinic has difficulty obtaining and/or maintaining a supply of devices 
� I am concerned about being liable for complications and/or side effects   
� Reimbursement rates for the services are low   
� Other, please specify: 
 

13.  Would you consider providing LARC if you received more training? 
� Yes  
� No  
� Unsure  

[If yes to 14]: 
14.  What training topics would you find helpful? (Check all that apply)  

� Contraceptive Counseling 
� LARC Insertion 
� LARC Removal 
� Other, please specify:  

 
15. Would you consider providing LARC if financial reimbursement from insurers for LARC was higher? 
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� Yes  
� No  
� Unsure  

 
15. Is there anything else that would make it easier or an option for you to provide LARC?  

 
16. Who do you refer to if a patient wants LARC? [Check all that apply] 

� Another provider in my practice 
� A Family Medicine or Primary Care practice 
� An OB/GYN Practice 
� A Sexual and Reproductive Health Care or Family Planning Practice (e.g., Planned Parenthood, 

Equality Health Center, Lovering Health Center) 
� Community Health Center/Federally Qualified Health Center 
� Other (Please list) 
� /�ĚŽŶ͛ƚ�ŵĂŬĞ�ƌĞĨĞƌƌĂůƐ�ĨŽƌ�>�Z� 

End of survey for respondents that do NOT provide LARC 
 
 
Practice for Providing LARC [IF RESPONSE TO #11 is YES, RESPONDENT MOVED HERE] 
17. Please indicate which of the following LARC methods you currently provide (Check all that apply): 

� Copper T IUD (ParaGard) 
� LNG-20 IUD (Mirena) 
� LNG-18.6 (Lileta)  
� LNG-19.5 (Kyleena) 
� LNG-13.5 (Skyla)  
� Contraceptive implant (Implanon)  
� Other LARC methods, please specify:  

 
18. In your best estimate, how often do you insert the following LARC? 

  
Never 

Less than 
once a 
month 

At least 
once a 
month 

At least 
once a week  

Copper T IUD      

Levonorgestrel-releasing IUDs     

Contraceptive implant     

 
19. In your best estimate, how long do patients at your clinical practice wait for an IUD insertion or 

removal appointment? 
 

20. In your best estimate, how long do patients at your clinical practice wait for an Implant insertion or 
removal appointment? 

Training 
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21. Have you received any training to provide contraceptive counseling for LARC to patients?  
� Yes 
� No  

If ηϭϵ�ŝĨ�͞zes͟: 
22. How long ago was this training? 

� 0 ʹ 5 years 
� 6 ʹ 10 years 
� 11 ʹ 15 years 
� 16 ʹ 20 years 
� More than 20 years ago 

 
23. How would you describe this training? 

� Introductory  
� Intermediate 
� In-depth  

24. Where did you receive this training? 
� In medical school  
� In residency/fellowship/clinical training 
� In practice 
� Other (Please specify) 

 
25. Have you received any training to provide IUD insertion and removal? 

� Yes  
� No  

If #25 ŝƐ�͞zĞƐ͗͟ 
26. How long ago was this training? 

� 0 ʹ 5 years 
� 6 ʹ 10 years 
� 11 ʹ 15 years 
� 16 ʹ 20 years 
� More than 20 years ago 

 
27. How would you describe this training? 

� Introductory  
� Intermediate 
� In-depth  

 
28. Where did you receive this training? 

� In school  
� In residency/fellowship/clinical training 
� In practice 
� Other (Please specify) 
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29. Have you received any training to provide Implant insertion and removal? 
� Yes  
� No  

If #29 ŝƐ�͞zĞƐ͗͟ 
30. How long ago was this training? 

� 0 ʹ 5 years 
� 6 ʹ 10 years 
� 11 ʹ 15 years 
� 16 ʹ 20 years 
� More than 20 years ago 

 
31. How would you describe this training? 

� Introductory  
� Intermediate 
� In-depth  

 
32. Where did you receive this training? 

� In school  
� In residency/fellowship/clinical training 
� In practice 
� Other (Please specify) 

 
33. Have you participated in a Planned Parenthood training covering contraceptive counseling best 

practices? 
� Yes 
� No 

 
34. Have you participated in an ACOG training covering LARC best practices? 

� Yes 
� No 

 
35. What other training topics or opportunities related to LARC counseling and insertion/removal would 

you like to have offered in New Hampshire? (Check all that apply)  
� Side-effects of LARC  
� Efficacy of LARC 
� Insertion ʹ IUDs 
� Insertion ʹ Implant  
� Removal ʹ IUDs 
� Removal ʹ implant  
� Contraceptive Counseling Best Practices  
� Clinical Best Practices for LARC  
� Billing  
� Other (Please specify)  
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Confidence and Knowledge  
36. How confident are you in your knowledge of the following topics related to IUDs?  

 Not Confident 
at All 

Slightly 
Confident 

Somewhat 
Confident 

Moderately 
Confident 

Completely 
Confident 

Contraceptive efficacy       

Side effects      

Insertion/removal procedure       

 
37. How confident are you in your knowledge of the following topics related to the Implant?  

 Not Confident 
at All 

Slightly 
Confident 

Somewhat 
Confident 

Moderately 
Confident 

Completely 
Confident 

Contraceptive efficacy       

Side effects      

Insertion/removal procedure       

 
38. How confident do you feel counseling patients about the following topics? 

 Not Confident 
at All   

Slightly 
Confident 

Somewhat 
Confident 

Moderately 
Confident 

Completely 
Confident 

Copper T IUD       

Levonorgestrel-releasing IUDs      

Contraceptive implant      

 
39.  Please indicate which of these methods you are comfortable recommending to the following 

patients: 

 
Copper T IUD 

Levonorgestrel-
releasing IUDs 

Contraceptive 
implant 

None of these 
methods 

Nulliparous patients     
Immediately post-partum patients     
Immediately post-abortion patients     
Adolescent patients      

 
 
Patient Access to LARC 
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40. Among your patients seeking contraception, how frequently do you discuss the following methods? 
 Never Rarely Sometimes Usually, Always 

Copper T IUD       

Levonorgestrel-releasing 
IUDs 

     

Contraceptive implant      

 
41. What is your primary approach to contraceptive counseling? (Select one)  

� Patient-directed 
� Tiered approach (most-to-least effective) 
� Most commonly used to least commonly used 
� Personal provider preference  
� �ŽŶ͛ƚ�ƵƐĞ�Ă�ƐƉĞĐŝĨŝĐ�ĂƉƉƌŽĂĐŚ 
� Other (Please Specify)  

 
42. In your opinion, which of the following are clinic-level barriers to increasing the use of LARC among 

patients served at your practice? (Check all that apply)  
� Not enough need/desire in patient population to justify offering  
� Lack of provider knowledge/training 
� Lack of provider comfort with discussing or prescribing these methods 
� Lack of provider comfort with insertion and removal  
� Provider concerns over safety of method 
� Provider concerns over efficacy of method   
� Appropriateness of method for patient population  
� Clinic lacks time for insertion or follow-up appointments 
� Clinical difficulty obtaining and/or maintaining a supply of devices 
� Provider concerns about liability for complications and/or side effects  
� Reimbursement rates for LARC services are low  
� Other, please specify 

 
43. In your opinion, which of the following are patient-level barriers to increasing the use of LARC 

among patients served at your practice? (Check all that apply)  
� Patient concerns over safety of method  
� Patient concerns over efficacy of method 
� Patient embarrassment discussing contraceptive methods and/or related topics 
� Number of visits needed for counseling and insertion  
� Transportation  
� Insurance or cost  
� Language  
� Patient culture/beliefs/values 
� Fear of insertion procedure 
� Low levels of awareness about LARCs 
� Long wait time for appointments  
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� Other, please specify 
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Appendix B: Consumer Survey Instrument 
Welcome and Informed Consent   
Thank you for taking this confidential survey to assess access to birth control and other sexual and 
reproductive health services in New Hampshire. Before you begin, we ask that you read our informed 
consent form.    
 
Background   
In 2019, the New Hampshire Children's Health Foundation implemented a strategic grantmaking model 
aimed at strengthening protective factors and early intervention practices to prevent or mitigate 
childhood trauma and other adverse childhood experiences ("ACEs"). One component of this work is the 
reduction of unintended pregnancy through increasing the awareness and availability of all birth control 
methods so that people are empowered to confidently decide if and when they want to parent. To 
further this work, they have partnered with other funders.   
 
Purpose 
The purpose of this survey is to understand the perception and experiences of accessing birth control 
and other sexual and reproductive health services in New Hampshire. Sexual and reproductive health 
care are services provided by a health care provider (like a doctor, midwife, or nurse) that help 
individuals have a healthy reproductive system, a safe, satisfying sex life, and a safe pregnancy and 
childbirth if they choose. Topics that fall under this umbrella include birth control, testing and treatment 
for sexually transmitted infections, pre-conception, prenatal care/pregnancy, and delivery care, 
sexuality and healthy relationships, pregnancy testing, abortion services, and more. Birth control are 
methods that are used primarily to prevent pregnancy, but many people use them for other reasons as 
well. Examples of birth control include birth control pills, IUDs, or condoms. We are interested in hearing 
from you regardless of your experience with or knowledge of these services. You do not need to have 
used birth control to answer these questions.    
 
In addition to this survey, our assessment includes a separate survey of health care providers and 
interviews with key stakeholders throughout New Hampshire.    
    
What Happens in This Survey 
If you are over the age of 10 and currently receive health care services in New Hampshire or have in the 
past, you are eligible for this survey. The survey will ask you questions about your experiences asking 
different types of health care, your awareness of or experience with different types of birth control, and 
about different types of trauma that you may have experienced in the past. This survey will take 
approximately 15 minutes to complete. There are no "right" or "wrong" answers. Once you complete 
the survey, your participation in the assessment will be completed. There will be no further invitations, 
activities, or contact with assessment personnel.    
  
Some of the topics covered may be sensitive and may bring up uncomfortable emotions or remind you 
of negative experiences you may have experienced in the past. If you find yourself being overwhelmed 
by these emotions while completing the survey or afterwards, these organizations are available to 
support you: 
 
New Hampshire Coalition Against Domestic Violence 
 Website:  https://www.nhcadsv.org/  
 Domestic violence 24-hour hotline: 1-866-644-3574 

https://www.nhcadsv.org/
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 Sexual assault 24-hour hotline: 1-800-277-5570 
 
 
National Alliance on Mental Health New Hampshire 
Info & Resource Line: 1-800-242-6264 
Support Groups: https://www.naminh.org/find-support/support-groups/ 
 
New Hampshire Community Mental Health Centers 
List of mental health centers in New Hampshire: https://www.naminh.org/find-support/support-groups/ 
 
LGBTQ Mental and Physical Health Resources 
List of resources: https://www.naminh.org/resources-2/lgbtq/  
 
Anonymity 
Your responses will be kept private to the extent allowed by law. Information from this survey will be 
used for community improvement and may be published; however, your name will not be used in any 
publications. Responses will be summarized in a report across all survey participants.  
 
Optional Gift Card Raffle 
At the end of this survey, you will have the option to enter a raffle to win one of ten (10) gift cards for 
$50. If you would like to enter the raffle, you will be taken to a separate survey to enter your contact 
information. Your contact information will be kept separately from your response to this survey and will 
not be associated in any way. You do not have to enter the raffle.  
 
Questions 
If you have questions or concerns about this survey, please contact Meghan Guptill, Senior Associate, 
Health Resources in Action at 617-279-2232. 
 
If you accept these terms and wish to take the survey, please consent below: 

o Yes, I consent to these terms and which to continue with the survey   

o No, I do not wish to continue the survey [End Survey] 
 
*************************************************************************************
****** 
Would you like to take the survey in English or Spanish? / ¿Prefiere contestar la encuesta en Inglés o 
en Español? 

o English/Inglés 

o Spanish/Español [Move to Spanish survey] 
 

Section 1: Respondent Information 
 

https://www.naminh.org/find-support/support-groups/
https://www.naminh.org/find-support/support-groups/
https://www.naminh.org/resources-2/lgbtq/
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Q1. Do you currently receive health care services in New Hampshire? 

o Yes, I currently receive health care services in New Hampshire   

o No, I do not currently receive health care services in New Hampshire but have in the past   

o No, I do not currently receive health care services in New Hampshire but might in the future   

o No, I have never received health care services in New Hampshire and do not plan to in the future [End 
Survey] 
 
Q2. Are you a resident of New Hampshire? 

o Yes   

o No   
 
Q3. Have you seen a health care provider for any reason in the past 12-months?  

o Yes   

o No   

o I don't remember   
 
Q4.  What is your zip code?  
 
Q5. How old are you? 

o Under 15 years old   

o 15 - 17 years old   

o 18 - 19 years old   

o 20 - 24 years old   

o 25 - 29 years old   

o 30 - 34 years old   

o 35 - 39 years old   
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o 40 - 45 years old   

o Older than 45 years old   
Q6. How do you currently describe your gender identity? Please select one (We recognize that there 
may be more than one word or phrase that you use to describe your gender identity but for the 
purposes of the survey, please select the one response that best aligns with your identity) 

o Agender   

o Genderqueer   

o Gender fluid   

o Cis-Man/Man   

o Non-Binary   

o Transgender/Trans   

o Trans Man/Trans Male/Trans Masculine   

o Trans Woman/Trans Female/Trans Feminine   

o Cis-Woman/Woman 

o Prefer not to answer   

o Prefer to self-describe: ________________________________________________ 
 
 
Q7. What sex were you assigned at birth, such as on an original birth certificate? 

o Female   

o Intersex   

o Male  

o Prefer not to answer   
 
Q8. How do you currently describe your sexual orientation? Please select one (We recognize that there 
may be more than one word or phrase that you use to describe your sexual orientation but for the 
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purposes of the survey, please select the one response that best aligns with your identity) 

o Bisexual   

o Gay   

o Lesbian  

o Not sure/Questioning   

o Pansexual   

o Queer   

o Straight (Heterosexual)   

o Prefer not to answer   

o Prefer to self-describe: ________________________________________________ 
 
Q9. What is your race? Select all that apply 

o American Indian or Alaskan Native 

o Asian 

o Black or African American 

o Native Hawaiian or Other Pacific Islander 

o White 

o Prefer not to answer 

o Prefer to self-describe: ________________________________________________ 
Q10. Do you consider yourself to be Hispanic, Latina/o/x, or of Spanish origin? 

o Yes   

o No   
 
Q11. What is the highest level of education you have completed? 
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o No formal schooling completed   

o Less than high school   

o Some high school   

o High school graduate/GED or equivalency  

o Some college   

o Associate's degree/Technical degree   

o Bachelor's degree   

o Master's degree   

o Professional or Doctorate degree   

 
Q12. What is your primary language (e.g., the language you speak most at home)? Please select one 

o Arabic   

o Chinese (including Mandarin and Cantonese)   

o English    

o French   

o Haitian Creole   

o Spanish   

o Other, please specify: ________________________________________________ 
Q13. What type of health insurance(s) do you currently have? Select all that apply  

o Private insurance (e.g., insurance through an employer or a parent/spouse's employer, insurance that 
you or someone else purchases through the marketplace)   

o Medicaid (e.g., insurance through the state or federal government, including Granite Advantage)   

o Medicare (e.g., insurance through the federal government for adults 65 and older or for younger adults 
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with certain disabilities or diseases)   

o Family Planning Waiver Coverage (Medicaid coverage for family planning services only) 

o Tricare (insurance for U.S. Armed Forces military personnel, retirees, and their dependents) 

o I do not have health insurance  

o Other, please specify: ________________________________________________ 
 
*************************************************************************************
****** 
Section 2: Health Care Use  
The next set of questions will ask you about sexual and reproductive health care services that you may 
have received in the past or that you currently receive. Sexual and reproductive health care are services 
provided by a health care (like a doctor, midwife, or a nurse) that help individuals have a healthy 
reproductive system, a safe, satisfying sex life, and a safe pregnancy and childbirth if they choose. Topics 
that fall under this umbrella include birth control, testing and treatment for sexually transmitted 
infections, pregnancy testing, pre-conception, prenatal care/pregnancy, and delivery care, abortion 
services, sexuality, healthy relationships, and more. 

Q14. Where have you received sexual/reproductive health care services from in New Hampshire in the 
past 12-months? Select all that apply 

o I have not received sexual/reproductive health 
care services in New Hampshire in the past 12-
months   

o Alice Peck Day Hospital   

o Ammonoosuc Community Health Services   

o Amoskeag Health   

o Androscoggin Valley Hospital    

o CAP Belknap/Merrimack County   

o Caring for Women   

o Catholic Medical Center    

o Cheshire Medical Center   

o Concord Hospital   

o Coos County Family Health Services   

o Cottage Hospital   

o Dartmouth-Hitchcock Medical Center   

o Elliot Hospital   

o Equality Health Center   

o Exeter Hospital    

o Franklin Regional Hospital    

o Frisbie Memorial Hospital    

o Goodwin Community Health   
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o Hampstead Hospital   

o Health First   

o Huggins Hospital   

o Indian Stream Health Center   

o Joan G. Lovering Health Center   

o Lakes Region General Hospital   

o Lamprey Health Care   

o Littleton Regional Hospital   

o Manchester Department of Health   

o Mascoma Community Health Center   

o Memorial Hospital   

o Mid-State Health Center   

o Monadnock Community Hospital   

o Monadnock Family Services   

o New London Hospital    

o Parkland Medical Center   

o Planned Parenthood   

o Portsmouth Regional Hospital   

o Southern New Hampshire Medical Center   

o Speare Memorial Hospital   

o St. Joseph Hospital   

o Upper Connecticut Valley Hospital    

o Valley Regional Hospital    

o Weeks Medical Center   

o Wentworth-Douglass Hospital   

o White Mountain Community Health Center   

o Other, please specify: 
_______________________________________ 

 
 

 
Q15. What type of sexual and reproductive health care services have you ever received (either currently 
or in the past)? Select all the apply   

o Counseling and prescribing of a birth control method (e.g., birth control pills, IUD, contraceptive ring)   

o Testing and/or treatment for sexually transmitted infections (STIs/STDs) 

o Pregnancy testing   

o Prenatal/postnatal care   

o Miscarriage/pregnancy loss care   
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o Pregnancy termination/abortion services   

o Pap smear   

o Breast cancer screening   

o Male sterilization/vasectomy   

o Female sterilization/tubal ligation (e.g., getting your tubes tied)   

o Infertility services   

o Education about sexual and reproductive health topics   

o Other, please specify ________________________________________________ 

o I have never received any of these services [If selected, move to Section 3: Birth Control Use] 

o Prefer not to answer  
 

Q16. Where do you receive sexual and reproductive health care? Select all that apply 

o Primary care provider (e.g., the person you go to for your routine medical care such as a family medicine 
doctor or a pediatrician)   

o OB/GYN   

o Midwife 

o Family planning clinic (such as Planned Parenthood) 

o Urgent care   

o Local health department   

o Other, please specify: ________________________________________________ 

o Prefer not to answer   

 
Q17. Please indicate anything that has ever stopped you from getting sexual and reproductive health 
care services when you needed them. Select all the apply 
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o Health insurance doesn't cover what I needed   

o I don't have health insurance   

o Lack of providers that accept my health insurance    

o Cost of care (e.g., high co-pays or prescription costs)   

o Lack of transportation   

o Clinic hours don't work with my schedule   

o Appointments were being scheduled too far in the future   

o Services were not offered in my preferred language   

o Couldn't take time off work and/or away from caregiving responsibilities   

o Lack of childcare   

o Felt discriminated against   

o Unfriendly doctors, providers, or office staff  

o Concerned that my health information will not be kept confidential   

o Afraid that someone else would find out that I had been there   

o Concerns my parents/guardians would find out   

o Concerned my boyfriend/girlfriend/spouse/partner would find out   

o My boyfriend/girlfriend/spouse/partner didn't want me to go   

o I don't like going to the doctor   

o Afraid or uncomfortable asking questions/talking to providers about that topic   

o Provider I went to wouldn't provide me sexual and reproductive health care    

o Didn't know where to go   
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o Afraid of a pelvic exam   

o Afraid a procedure would hurt   

o I was embarrassed  

o Nothing has stopped me from getting sexual and reproductive health care services   

o Other, please specify   ________________________________________________ 
 
Q18. When you go to a provider for sexual and reproductive health care services, how often do the 
following things happen to you? 
 

 Never Rarely Sometimes Most of the 
Time 

Always 

You are treated with less 
courtesy than other 
people 

     

You are treated with less 
respect than other people 

     

You receive poorer 
services than others 

     

A doctor, nurse, or other 
provider act as if they 
think you are not smart 

     

A doctor, nurse, or other 
provider act as if they are 
afraid of you 

     

A doctor, nurse, or other 
provider act as if they are 
better than you 

     

A doctor, nurse, or other 
provider act as if they are 
not listening to what you 
were saying 

     

 
/Ĩ�͞^ŽŵĞƚŝŵĞƐ͕͟�͞DŽƐƚ�ŽĨ�ƚŚĞ�dŝŵĞ͕͟�Žƌ�͞�ůǁĂǇƐ͟�ƐĞůĞĐƚĞĚ�ĨŽƌ�ĂŶǇ�ƌŽǁƐ͕�ŵŽǀĞ�ƚŽ�Yϭϵ͘�KƚŚĞƌǁŝƐĞ�
move to Q20] 
 
Q19. If you answered "Sometimes," "Most of the Time," or "Always" to any of the questions above, what 
do you think are the main reasons for these experiences? Select all that apply  

o Your race   

o Your ancestry or national origins   

o Your gender/gender identity   
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o Your age  

o Your religion   

o Your sexual orientation   

o Your education or income level   

o A physical disability   

o Your height   

o Your weight   

o Some other aspect of your physical appearance   

o Prefer not to answer   

o Other, please specify: ________________________________________________ 
 

Q20. Have you ever felt like a health care provider was pressuring you to use a specific method of birth 
control, even though you were not interested in or comfortable with that method?  

o Yes    

o No   

o I don't remember    
 
[If resƉŽŶƐĞ�ƚŽ�YϮϬ�ŝƐ�͞zĞƐ͕͟�ŵŽǀĞ�ƚŽ�YϮϭ͘�KƚŚĞƌǁŝƐĞ�ŵŽǀĞ�ƚŽ�YϮϮ 
 
Q21. Which method(s) did you feel you were pressured to use? Select all that apply  

o Birth control pills   

o Contraceptive Implant (Nexplanon, Implanon)   

o Hormonal Intrauterine Device (IUD) (Mirena, Skyla, Liletta, Kyleena)   

o Non-Hormonal Intrauterine Device (IUD) (ParaGard, Copper T)   

o Contraceptive Patch (Othro Evra)   
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o Contraceptive Ring (NuvaRing, Annovera)   

o Contraceptive Shot/Injection (Depo-Provera, Depo)   

o Cervical Cap   

o Contraceptive Diaphragm   

o Contraceptive Sponge   

o External/Male Condoms   

o Internal/Female Condoms   

o FDA Approved Birth Control App (Natural Cycles)    

o Fertility Awareness (Rhythm Method, Natural Family Planning)   

o Withdrawal ("Pull Out" Method)  

o Spermicide (Foam, Jelly, Cream)   

o Emergency Contraception (Plan B, Morning After Pill)   

o Vasectomy (Male sterilization)   

o Female sterilization (Tubal ligation, getting your tubes tied, Essure)   

o Other (Please list) ________________________________________________ 

o Prefer not to answer    
 

Q22. Have you ever felt like a health care provider was pressuring you to use a specific method of birth 
control, even though you were not interested in or comfortable with that method?  

o Yes    

o No   

o I don't remember    
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/Ĩ�ƌĞƐƉŽŶƐĞ�ƚŽ�YϮϮ�ŝƐ�͞zĞƐ͕͟�ŵŽǀĞ�ƚŽ�YϮϯ͘�KƚŚĞƌǁŝƐĞ͕�ƐŬŝƉ�YϮϯ 
 
Q23. Which method(s) did you feel you were pressured to NOT use? Select all that apply  

o Birth control pills   

o Contraceptive Implant (Nexplanon, Implanon)   

o Hormonal Intrauterine Device (IUD) (Mirena, Skyla, Liletta, Kyleena)   

o Non-Hormonal Intrauterine Device (IUD) (ParaGard, Copper T)   

o Contraceptive Patch (Othro Evra)   

o Contraceptive Ring (NuvaRing, Annovera)   

o Contraceptive Shot/Injection (Depo-Provera, Depo)   

o Cervical Cap   

o Contraceptive Diaphragm   

o Contraceptive Sponge   

o External/Male Condoms   

o Internal/Female Condoms   

o FDA Approved Birth Control App (Natural Cycles)    

o Fertility Awareness (Rhythm Method, Natural Family Planning)   

o Withdrawal ("Pull Out" Method)  

o Spermicide (Foam, Jelly, Cream)   

o Emergency Contraception (Plan B, Morning After Pill)   

o Vasectomy (Male sterilization)   

o Female sterilization (Tubal ligation, getting your tubes tied, Essure)   
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o Other (Please list) ________________________________________________ 

o Prefer not to answer 
 
/Ĩ�ƌĞƐƉŽŶĚĞŶƚ�ŝŶĚŝĐĂƚĞĚ�ƚŚĞŝƌ�ĂŐĞ�ĂƐ�͞hŶĚĞƌ�ϭϱ�ǇĞĂƌƐ�ŽůĚ͕͟�͞ϭϱ�ʹ ϭϳ�ǇĞĂƌƐ�ŽůĚ͕͟�Žƌ�͞ϭϴ�ʹ ϭϵ�ǇĞĂƌƐ�ŽůĚ͕͟�
move to Q24 ʹ Q26. Otherwise, move to Section 3] 
 
Q24. Have you ever been denied sexual and reproductive health care services because you did not have 
ǇŽƵƌ�ƉĂƌĞŶƚ�Žƌ�ŐƵĂƌĚŝĂŶ͛Ɛ�ĐŽŶƐĞŶƚ�ƚŽ�ƌĞĐĞŝǀĞ�ƐĞƌǀŝĐĞƐ͍� 

o Yes    

o No   

o I don't remember    
 

Q25. Have you ever been denied sexual and reproductive health care services because of your age?  

o Yes    

o No   

o I don't remember    
 
Q26. What changes could a doctor's office or clinic make that would help you feel more comfortable and 
confident accessing sexual and reproductive health care services as a young person? Examples could be 
offering clinic services at your school, having "teen only" waiting area or appointment hours, etc.  
 

 
 

Section 3: Birth Control Awareness 
The next set of questions ask about your experience with different types of birth control. Birth control 
are methods that are used primarily to prevent pregnancy, but many people use them for other reasons 
as well. Examples of birth control include birth control pills, IUDs, or condoms. We are interested in 
hearing from you regardless of your experience with or knowledge of these methods. You do not need 
to have used birth control to answer these questions.  
 
Q27. Please indicate your experience/awareness with each of the following birth control methods. 
 

 
I currently use 
this method 

I have used this 
method in the 

past 

I have never used 
this method, but I 
am familiar with 

it 

I have heard of 
this method but 
ĚŽŶ͛ƚ�ŬŶŽǁ�

anything about it 

I have never 
heard of this 

method 

Birth Control Pills       
Contraceptive Implant (Nexplanon,      
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Implanon)  
Hormonal Intrauterine Device (IUD) 
(Mirena, Skyla, Liletta, Kyleena)  

     

Non-Hormonal Intrauterine Device (IUD) 
(ParaGard, Copper T)  

     

Contraceptive Patch (Othro Evra)       
Contraceptive Ring (NuvaRing, Annovera)       
Contraceptive Shot/Injection (Depo-
Provera, Depo)  

     

Cervical Cap        
Contraceptive Diaphragm       
Contraceptive Sponge       
External/Male Condoms       
Internal/Female Condoms       
FDA Approved Birth Control App (Natural 
Cycles)  

     

Fertility Awareness (Rhythm Method, 
Natural Family Planning)  

     

Withdrawal ("Pull Out" Method)       
Spermicide (Foam, Jelly, Cream)       
Emergency Contraception (Plan B, Morning 
After Pill)   

     

Vasectomy (Male sterilization)       
Female sterilization (Tubal ligation, getting 
your tubes tied, Essure)  

     

 
/Ĩ�͞/�ĐƵƌƌĞŶƚůǇ�ƵƐĞ�ƚŚŝƐ�ŵĞƚŚŽĚ͟�ŝƐ�ƐĞůĞĐƚĞĚ�ĨŽƌ�ĂŶǇ�ŽĨ�ƚŚĞ�ƌŽǁƐ�ĂďŽǀĞ͕�ŵŽǀĞ�ƚŽ�^ĞĐƚŝŽŶ�ϰ�;͞�ƵƌƌĞŶƚ�
�ŝƌƚŚ��ŽŶƚƌŽů�hƐĞ͟Ϳ͘�/Ĩ�ŶŽƚ͕�ŵŽǀĞ�ƚŽ�^ĞĐƚŝŽŶ�ϱ�;͞EŽ��ƵƌƌĞŶƚ��ŝƌƚŚ��ŽŶƚƌŽů�hƐĞ͟Ϳ 
 
Section 4: Current Birth Control Use 

 
Q28. There are many reasons why someone might be using birth control. Please indicate all the reasons 
for your current use of birth control. Select all the apply  

o Prevent pregnancy   

o Prevent sexually transmitted infections (STIs/STDs)   

o Regulate or reduce menstrual period (e.g., Having lighter and/or fewer periods or having no period at 
all)   

o Reduce menstrual cramps   

o Reduce other premenstrual symptoms (e.g., headaches, backaches, bloating, depression symptoms, 
etc.)  

o Improve acne   
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o Management of endometriosis    

o Treatment of PCOS (polycystic ovary syndrome)   

o Other, please specify: ________________________________________________ 

o Prefer not to answer  
 

Q29. How long have you been using your current method(s)? (Your best guess is fine) 

o Less than a year   

o 1 - 3 years   

o 4 - 6 years   

o 7 - 9 years   

o 10 or more years   
 
Q30. How comfortable are you with using your current birth control method(s)? (e.g., knowing how to 
use it correctly, understanding potential side effects, etc.) 

o I am very comfortable using my birth control method(s)   

o I am somewhat comfortable using my birth control method(s) but would want more information and 
support   

o I do not feel comfortable using my birth control method(s)   

 
/Ĩ�ƌĞƐƉŽŶƐĞ�ƚŽ�YϯϬ�ŝƐ�͞/�Ăŵ�ƐŽŵĞǁŚĂƚ�ĐŽŵĨŽƌƚĂďůĞ�ƵƐŝŶŐ�ŵǇ�ďŝƌƚŚ�ĐŽŶƚƌŽů�ŵĞƚŚŽĚ;ƐͿ͟�Žƌ�͞/�ĚŽ�ŶŽƚ�ĨĞĞů�
ĐŽŵĨŽƌƚĂďůĞ�ƵƐŝŶŐ�ŵǇ�ďŝƌƚŚ�ĐŽŶƚƌŽů�ŵĞƚŚŽĚ;ƐͿ͕͟�ŵŽǀĞ�ƚŽ�Yϯϭ͘�KƚŚĞƌǁŝƐĞ�ƐŬŝƉ�ƚŽ�YϯϮ 
 
Q31. What information or support would help you feel more comfortable using your birth control 
method(s)?  
 
 
 
Q32. How satisfied are you with your current birth control method(s)? 

o I am very satisfied with my current method(s), and I will not change methods in the next 6 months   

o I am satisfied with my current method(s), and I am unlikely to change methods in the next 6 months   
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o I am unsatisfied with my current method(s), and I am likely to change methods in the next 6 months   

o I am very unsatisfied with my current method(s), and I am planning on changing methods in the next 6 
months   

o I plan to stop using birth control in the next 6-months in order to become pregnant   
 
/Ĩ�ƌĞƐƉŽŶƐĞ�ƚŽ�YϯϮ�ŝƐ�͞/�Ăŵ�ƵŶƐĂƚŝƐĨŝĞĚ�ǁŝƚŚ�ŵǇ�ĐƵƌƌĞŶƚ�ŵĞƚŚŽĚ;ƐͿ͟�Žƌ�͞/�Ăŵ�ǀĞƌǇ�ƵŶƐĂƚŝƐĨŝĞĚ�ǁŝƚŚ�ŵǇ�ĐƵƌƌĞŶƚ�
ŵĞƚŚŽĚ;ƐͿ͕͟�ŵŽǀĞ�ƚŽ�Yϯϯ͘�KƚŚĞƌǁŝƐĞ͕�ŵŽǀĞ�ƚŽ�^ĞĐƚŝŽŶ�ϲ�;͞�ŽŶĚŽŵ�hƐĞ͟Ϳ 
 
Q33. Why are you unsatisfied with your current birth control method(s)? Select all that apply  

o Side effects   

o Effectiveness of method (e.g., Got pregnant)    

o Convenience (how easy it is to get your method; how easy it is to take/use the method)    

o Cost of method   

o Other, please specify: ________________________________________________ 
Section 4: Current Birth Control Use 
 
Q34. You indicated that you are not currently using a birth control method. Is this correct? 

o I am not currently using any birth control method(s).  

o I am currently using at least one birth control method. [Move back to Section 3]  

o Prefer not to answer  
 

 
Q35. What are the main reasons why you are currently not using birth control? Select all the apply  

o Currently pregnant/Sexual partner is currently pregnant   

o Actively trying to get pregnant/Sexual partner is actively trying to get pregnant   

o Sexual partner(s) do not put me at risk for pregnancy (e.g., Same sex partner, not having penis/vagina 
sex)   

o I had a procedure that makes me unable to get pregnant/get some else pregnant (e.g., Tubes tied, 
vasectomy)    
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o Sexual partner(s) had a procedure that makes them unable to get pregnant/get some else pregnant 
(e.g., Tubes tied, vasectomy)  

o Not currently sexually active   

o Infertility (self or sexual partner(s)   

o Side effects of contraceptive methods   

o Concerns about hormone exposure   

o Inconvenience   

o It's expensive/I can't afford it   

o Heard negative things about birth control (e.g., from family, friends, social media, etc.)   

o Religious beliefs/religious upbringing   

o Personal beliefs   

o Don't currently see a health care professional  

o Prefer not to answer   

o Other, please specify: ________________________________________________ 
 
/Ĩ�ƌĞƐƉŽŶƐĞ�͞�ƵƌƌĞŶƚůǇ�ƉƌĞŐŶĂŶƚͬ^ĞǆƵĂů�ƉĂƌƚŶĞƌ�ŝƐ�ĐƵƌƌĞŶƚůǇ�ƉƌĞŐŶĂŶƚ͟�ŝƐ�ƐĞůĞĐƚĞĚ�ŵŽǀĞ�ƚŽ�^ĞĐƚŝŽŶ�ϱ�
;͞�ƵƌƌĞŶƚůǇ�WƌĞŐŶĂŶƚ͟Ϳ͘�KƚŚĞƌǁŝƐĞ͕�ŵŽǀĞ�ƚŽ�^ĞĐƚŝŽŶ�ϲ�;͞�ŽŶĚŽŵ�hƐĞ͟Ϳ 

Section 5: Currently Pregnant  
 
Q36. You indicated that either you or your sexual partner are currently pregnant. Was the timing of the 
pregnancy right for you? 

o Yes, the pregnancy occurred when I wanted it to   

o No, I wanted the pregnancy to occur sooner   

o No, I wanted the pregnancy to occur later   

o No, I did not want the pregnancy to occur at all   
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o Prefer not to answer 
   

 
Q37. Was the timing of the pregnancy right for your sexual partner? 

o Yes, the pregnancy occurred when they wanted it to   

o No, they wanted the pregnancy to occur sooner   

o No, they wanted the pregnancy to occur later   

o No, they did not want the pregnancy to occur at all   

o Prefer not to answer   
 

 
Q38. Has your health care provider talked to you or your sexual partner about using birth control after 
the baby is born? 

o Yes, the provider talked to me/my partner about birth control, and I do not have any questions   

o Yes, the provider talked to me/my partner about birth control, but did not provide enough information 
about different methods   

o No, my provider has not talked to me about birth control after the baby is born   
 

Section 6: Condom Use 
Q39. In the past 12 months, how often have you used condoms (either external/male or internal/female 
condoms) to prevent pregnancy, either alone or in combination with another birth control method? 

o All the time   

o Most of the time   

o Sometimes   

o Rarely   

o I used condoms but did not use them to prevent pregnancy   

o I have not been sexually active in the past 12 months   
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o Prefer not to answer   
 
Q40. In the past 12 months, how often have you used condoms (either external/male or internal/female 
condoms) to prevent sexually transmitted infections (STIs/STDs), either alone or in combination with 
another method? 

o All the time   

o Most of the time   

o Sometimes    

o Never, both my partner and I are not having sex with other people   

o Never, I choose not to use condoms for STI prevention in the past 12 months   

o I have not been sexually active in the past 12 months   

o Prefer not to answer   
 
Q41. Have you been tested for sexually transmitted infections (STIs/STDs) in the past 12-months (e.g., 
Chlamydia, Gonorrhea, HIV, HPV, Syphilis)? 

o Yes   

o No  

o I don't know   

o Prefer not to answer   

o  
Section 6: Experiences of Trauma  
The following question asks about different types of trauma that you may have experienced during your 
life. We are asking these questions as experiences of trauma can impact an individual's health and well-
being throughout their lifespan, including their sexual and reproductive health. As a reminder, your 
responses to this survey are anonymous and you can select 'Prefer not to disclose' for any question you 
do not want to respond to.   
 
If you or someone you know has experienced violence, the New Hampshire Coalition Against Domestic 
Violence can help. They offer free and confidential services to all that can be accessed through their 24/7 
hotlines. You do not need to be in crisis to call. 
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Their contact information is: 
 Website:  https://www.nhcadsv.org/  
 Domestic violence 24-hour hotline: 1-866-644-3574 
 Sexual assault 24-hour hotline: 1-800-277-5570 
 
Q42. Did you experience any of the following during your childhood (any time before your 18th 
birthday)? Select all that apply  

o Emotional/Psychological Abuse: A parent, stepparent, or other adult living in your home swore at you, 
insulted you, put you down, or acted in a way that made you afraid that you might be physically hurt 

o Physical Abuse: A parent, stepparent, or adult living in your home pushed, grabbed, slapped, threw 
something at you, or hit you so hard that you had marks or were injured 

o Sexual Abuse: An adult, relative, family friend, or stranger ever touched or fondled your body in a sexual 
way, made you touch their body in a sexual way, or attempted to have any type of sexual intercourse 
with you    

o Household Mental Illness: Lived with anyone who was depressed, mentally ill, or suicidal    

o Household Substance Abuse: Lived with anyone who was a problem drinker or alcoholic or who used    

o Household Violence: Your parents or other adults in your home slapped, hit, kicked, punched, and/or 
beat each other up  

o Emotional Neglect: Made to feel that no one in your family loved you, thought you were important or 
special, or that your family didn't look out for each other, feel close to each other, or support each other   

o Physical Neglect: Often or very often did not have enough to eat, had to wear dirty clothes, had no one 
to protect you, and/or parents/guardians were too drunk or high to take care of you or take you to a 
doctor if you needed it   

o Incarceration: Lived with anyone who served time or was sentenced to serve time in a prison, jail, or 
other correctional facility   

o Divorce: Parents were divorced or separated     

o I don't remember  

o Prefer not to answer   
 

Section 7: Information Sources, Insurance Coverage, and Resources 
 
Q43. What are your primary sources of information about sexual health topics, including birth control 

https://www.nhcadsv.org/
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and pregnancy prevention? Select all that apply  

o Health care provider (e.g., Doctor, Nurse, Midwife)   

o Parent/Guardian   

o Partner/Spouse/Boyfriend/Girlfriend   

o Sibling   

o Other family member   

o Friends   

o Teacher   

o Internet  

o Books   

o Other, please specify ________________________________________________ 
 
 
Q44. Are you satisfied with the information that your health care provider has given you regarding birth 
control methods (e.g., condoms, birth control pills, IUDs, etc.)?  

o Yes, I am satisfied with the information provided   

o No, I am not satisfied with the information provided   

o My provider hasn't talked to me about birth control methods   

o I am not interested in talking to my provider about birth control methods   
 
Q45. Do you have health insurance that pays for birth control? 

o Yes, my health insurance pays for birth control   

o No, my health insurance does not pay for birth control   

o I do not have health insurance   

o I'm not sure if my health insurance pays for birth control or not   
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Q46. How do you pay for birth control? Select all that apply  

o Health insurance (Private Insurance, Medicaid, TriCare)   

o Self-pay (Cash, Check, Credit Card)   

o Family Planning Waiver (Medicaid coverage for family planning services only)   

o Other, please specify ________________________________________________ 

o I don't use birth control  

o Prefer not to answer   
 
Q47. How do you normally get your birth control method(s)? Select all that apply 

o At a health care clinic (i.e. Depo injection given by a nurse, an IUD placed by a provider, etc.)   

o From a pharmacist (e.g., at a pharmacy in a store like CVS, Wal-Mart, or Target)   

o Over the counter (e.g., methods that you can buy at the store without a prescription like condoms)   

o Online (e.g., Amazon, Bedsider, Pill Club)   

o Mail order services (e.g., Nurx)   

o Other, please specify:________________________________________________ 

o I don't use birth control  

o Prefer not to answer 
Q48. Which of the following resources are you aware of in your community? Select all that apply 

o Domestic/sexual violence crisis services   

o Family Resource Centers (FRC)   

o Home visiting services   

o Mental health services   

o Parent education classes    
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o Parenting groups   

o I'm not aware of any of these in my community  
 
Q49. Are you aware that there are free/low cost sexual and reproductive health care services available 
ŝŶ�EĞǁ�,ĂŵƉƐŚŝƌĞ͍�/Ĩ�ǇŽƵ͛Ě�ůŝŬĞ�ƚŽ�ůĞĂƌŶ�more about these services and where they are located, please 
ǀŝƐŝƚ�ƚŚĞ�EĞǁ�,ĂŵƉƐŚŝƌĞ�&ĂŵŝůǇ�WůĂŶŶŝŶŐ�WƌŽŐƌĂŵ͛Ɛ�ǁĞďƐŝƚĞ͗�
https://www.dhhs.nh.gov/dphs/bchs/mch/family.htm  

o Yes   

o No   
 
 

YϱϬ͘�dŚĂŶŬ�ǇŽƵ�ĨŽƌ�ƚĂŬŝŶŐ�ƚŚŝƐ�ƐƵƌǀĞǇ͊�dŽ�ƚŚĂŶŬ�ǇŽƵ�ĨŽƌ�ǇŽƵƌ�ƚŝŵĞ͕�ǁĞ͛Ě�ůŝŬĞ�ƚŽ�ĞŶƚĞƌ�ǇŽƵ�ŝŶ�Ă�
raffle to win one (1) of ten (10) $50 e-gift cards. To enter this raffle, you will be taken to a 
separate survey to enter your name and contact information. This information will be kept 
separate from your responses to the survey. It is optional to enter the raffle. 
 
Would you like to enter the raffle? 

o Yes,  SURVEY ENDS, TAKEN TO SEPARATE FORM] 

o No  [SURVEY ENDS, TAKEN OUT OF FORM] 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://www.dhhs.nh.gov/dphs/bchs/mch/family.htm
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Appendix C: Literature Review  
 
Long-Acting Reversible Contraceptives, Racial Justice, and Reproductive Justice 

1. Provider Bias in Long-Acting Reversible Contraception (LARC) Promotion and Removal: 
Perceptions of Young Adults (Higgins and Kramer, 2016)  

DOI: 10.2105/AJPH.2016.303393  
LINK:https://www.researchgate.net/profile/Jenny_Higgins/publication/308173598_Provider_Bias_i
n_Long-
Acting_Reversible_Contraception_LARC_Promotion_and_Removal_Perceptions_of_Young_Adults/li
nks/57e1b03c08ae9e25307d4471/Provider-Bias-in-Long-Acting-Reversible-Contraceptionomotion-
and-Removal-Perceptions-of-Young-Adults.pdf 
OVERVIEW: dŚŝƐ�ƉĂƉĞƌ�ĚĞƐĐƌŝďĞƐ�Ă�ƋƵĂůŝƚĂƚŝǀĞ�ƐƚƵĚǇ�ŽĨ�ĐŽŶƚƌĂĐĞƉƚŝǀĞ�ƵƐĞƌƐ͛�ƉĞƌĐĞƉƚŝŽŶƐ�ŽĨ�ƉƌŽǀŝĚĞƌ�
bias in relation to LARC. Qualitative data was derived from focus groups and interviews with women 
aged 18 ʹ 29 in Dane County, Wisconsin who were former or current LARC users. From data 
collection, researchers identified four themes related to provider influence and bias: 1) Providers as 
a trusted source of information about LARC methods and contraceptives overall, 2) Patient 
preferences, for both initiating and discontinuing a method, are not always honored by providers, 
particularly when they relate to concerns or experiences of side effects, 3) Women connected 
provider biases to historical reproductive injustice and expected providers would be more likely to 
recommend LARC to women of color, poor women, or women perceived as uneducated or 
unintelligent, and 4) Women identified larger, systemic biases and pressures as being at play, as 
versus individual provider racism or bias. Women of color interviewed for the study discussed 
personal experiences of racism and bias by the medical community as having influenced their 
ĚĞĐŝƐŝŽŶ�ĂƌŽƵŶĚ�>�Z��ƵƐĞ͘�dŽ�ĐŽƵŶƚĞƌĂĐƚ�ƚŚĞƐĞ�ŚŝƐƚŽƌŝĐĂů�ĂŶĚ�ƐǇƐƚĞŵŝĐ�ŝŶũƵƐƚŝĐĞƐ͕�ƚŚĞ�ƉĂƉĞƌƐ͛�
authors recommend a user-centered approach to both initiation and discontinuation of LARC. The 
authors also recommend that contraceptive counseling include acknowledgement of historical racial 
injustices associated with LARC methods.  
ABSTRACT: Long-acting reversible contraception (LARC) is effective and acceptable. However, 
concern exists about potential provider bias in LARC promotion. No study has documented 
ĐŽŶƚƌĂĐĞƉƚŝǀĞ�ƵƐĞƌƐ͛�ĂƚƚŝƚƵĚĞƐ�ƚŽǁĂƌĚ�Žƌ�ĞǆƉĞƌŝĞŶĐĞƐ�ǁŝƚŚ�ƉƌŽǀŝĚĞƌ�ŝŶĨůƵĞŶĐĞ�ĂŶĚ�ďŝĂƐ�ƌĞŐĂƌĚŝŶŐ�
LARC. We collected qualitative data in 2014 to address this gap. Participants were 50 young adult 
women with any history of contraceptive use (including LARC) in Dane County, Wisconsin. Women 
often described providers as a trusted source of contraceptive information. However, several 
women reported that their preferences regarding contraceptive selection or removal were not 
honored. Furthermore, many participants believed that providers recommend LARC 
disproportionately to socially marginalized women. We encourage contraceptive counseling and 
removal protocols that dŝƌĞĐƚůǇ�ĂĚĚƌĞƐƐ�ŚŝƐƚŽƌŝĐĂů�ƌĞƉƌŽĚƵĐƚŝǀĞ�ŝŶũƵƐƚŝĐĞƐ�ĂŶĚ�ƚŚĂƚ�ŚŽŶŽƌ�ƉĂƚŝĞŶƚƐ͛�
wishes. 
2. ^ŝƐƚĞƌ�^ŽŶŐ�ĂŶĚ�EĂƚŝŽŶĂů�tŽŵĞŶ͛Ɛ�,ĞĂůƚŚ�EĞƚǁŽƌŬ�>ŽŶŐ-Acting Reversible Contraception 

Statement of Principles (2017)  

LINK: https://www.nwhn.org/wp-content/uploads/2017/02/LARCStatementofPrinciples.pdf 
OVERVIEW: dŚŝƐ�ũŽŝŶƚ�ƐƚĂƚĞŵĞŶƚ�ĨƌŽŵ�^ŝƐƚĞƌ�^ŽŶŐ�ĂŶĚ�ƚŚĞ�EĂƚŝŽŶĂů�tŽŵĞŶ͛Ɛ�,ĞĂůƚŚ�EĞƚǁŽƌŬ�ůŝƐƚƐ�
out a series of principles providers and public health officials are encouraged to endorse and 
incorporate into their work around contraceptives. The principles are: 
1) Acknowledgment of the history of LARC and seek to ensure counseling is provided in a manner 

consistent and respectful manner that neither denies access nor coerces patients into a specific 

https://www.researchgate.net/profile/Jenny_Higgins/publication/308173598_Provider_Bias_in_Long-Acting_Reversible_Contraception_LARC_Promotion_and_Removal_Perceptions_of_Young_Adults/links/57e1b03c08ae9e25307d4471/Provider-Bias-in-Long-Acting-Reversible-Contraceptionomotion-and-Removal-Perceptions-of-Young-Adults.pdf
https://www.researchgate.net/profile/Jenny_Higgins/publication/308173598_Provider_Bias_in_Long-Acting_Reversible_Contraception_LARC_Promotion_and_Removal_Perceptions_of_Young_Adults/links/57e1b03c08ae9e25307d4471/Provider-Bias-in-Long-Acting-Reversible-Contraceptionomotion-and-Removal-Perceptions-of-Young-Adults.pdf
https://www.researchgate.net/profile/Jenny_Higgins/publication/308173598_Provider_Bias_in_Long-Acting_Reversible_Contraception_LARC_Promotion_and_Removal_Perceptions_of_Young_Adults/links/57e1b03c08ae9e25307d4471/Provider-Bias-in-Long-Acting-Reversible-Contraceptionomotion-and-Removal-Perceptions-of-Young-Adults.pdf
https://www.researchgate.net/profile/Jenny_Higgins/publication/308173598_Provider_Bias_in_Long-Acting_Reversible_Contraception_LARC_Promotion_and_Removal_Perceptions_of_Young_Adults/links/57e1b03c08ae9e25307d4471/Provider-Bias-in-Long-Acting-Reversible-Contraceptionomotion-and-Removal-Perceptions-of-Young-Adults.pdf
https://www.researchgate.net/profile/Jenny_Higgins/publication/308173598_Provider_Bias_in_Long-Acting_Reversible_Contraception_LARC_Promotion_and_Removal_Perceptions_of_Young_Adults/links/57e1b03c08ae9e25307d4471/Provider-Bias-in-Long-Acting-Reversible-Contraceptionomotion-and-Removal-Perceptions-of-Young-Adults.pdf
https://www.nwhn.org/wp-content/uploads/2017/02/LARCStatementofPrinciples.pdf
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method. This principle also includes recognition that the communities currently targeted for 
LARC use are largely those that have subjected to historical sterilization abuse and reproductive 
control.  

2) Ensure that patients are provided comprehensively, scientifically accurate information about the 
full range of contraceptive options in a manner that ensures each person is supported in 
identifying the method that best meets their needs. This principle discourages a focus on LARC 
ĂƐ�Ă�͞ŽŶĞ-size-fits-Ăůů͟�ŵĞƚŚŽĚ�ĂŶĚ�ĐŽŶƚƌĂĐĞƉƚŝǀĞ�ĐŽƵŶƐĞůŝŶŐ�ƚŚĂƚ�ĚŝŵŝŶŝƐŚĞƐ�ƉĂƚŝĞŶƚ͛Ɛ�ĂƵƚŽŶŽŵǇ�
and decision-making.  

3) Expand conversations about contraception beyond prevention of unintended pregnancy to 
include counseling and support for patients who seek contraception for other health reasons.  

4) ��ƉĂƚŝĞŶƚƐ͛�ĚĞĐŝƐŝŽŶ�ƚŽ�ŝŶŝƚŝĂƚĞ�Ă�>�ZC method should be made on the basis of quality counseling 
that does not pressure them into a certain method. Patients should not be denied access to 
their method of choice based on limitations in health for the insertion or removal of LARC 
devices.  

5) Patients should be able to make the decision to discontinue LARC with support from their 
medical provider without judgement or obstacles.  

6) Public health focus on LARC should not come at the expense of the ongoing need to support 
comprehensive sex education for all individuals.  
 

3. Realizing Reproductive Health Equity Needs More Than Long-Acting Reversible Contraception 
(Gubrium et al., 2016)  

DOI: 10.2105/AJPH.2015.302900 
LINK: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4695938/pdf/AJPH.2015.302900.pdf 
OVERVIEW: dŚŝƐ�͞ƉĞƌƐƉĞĐƚŝǀĞƐ�ƉŝĞĐĞ͟�ŝƐ�ŝŶ�ƌĞƐƉŽŶƐĞ�ƚŽ�ĂŶ�ĂƌƚŝĐůĞ�ƉƵďůŝƐŚĞĚ�ŝŶ�ƚŚĞ��ŵĞƌŝĐĂŶ�:ŽƵƌŶĂů�
of Public Health advocating for increased use of LARC as a means to achieve reproductive health 
equity. The authors express concern about LARC as a remedy for health inequities through the 
prevention of adolescent pregnancy. The authors note that pushing LARC as a solution focuses 
primarily on reducing public costs instead of identifying and addressing systemic inequities that 
impact young people lives.  Authors also note that promoting LARC over all other methods ignores 
the racist, coercive history of LARC methods in communities of color and poor communities. The 
authors argue that a true reproductive justice approach means the reduction of barriers to all 
methods of contraception and to start and stop use of method per their own desires.  
4. Locating LARC Within the Context of Sexual and Reproductive Justice (Roberts and Kaplan, 

2016)  

DOI: 10.2105/AJPH.2015.302900 
LINK: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4984769/pdf/AJPH.2016.303206.pdf 
OVERVIEW: This letter was written in support of the perspectives piece discussed above and the 
ŽƌŝŐŝŶĂů�ĂƌƚŝĐůĞ�ƚŚĂƚ�ŝŶƐƉŝƌĞĚ�ŝƚ͘�dŚĞ�ůĞƚƚĞƌ͛Ɛ�ĂƵƚŚŽƌƐ�ǁƌŝƚĞ�ƚŚĂƚ�ĚŝƐĐƵƐƐŝŽŶƐ�ŽĨ�ďĂƌƌŝĞƌs to 
contraception should include acknowledgment of the role racism and poverty play in health 
disparities and to omit that is to silence communities that have experienced sexual and reproductive 
oppression. The authors then write how they have rethought their own approach to contraception 
education and to move away from a campaign that could be viewed as promoting LARC as the 
͞ďĞƐƚ͟�ŵĞƚŚŽĚ͘� 
 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4695938/pdf/AJPH.2015.302900.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4984769/pdf/AJPH.2016.303206.pdf
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5. Women or LARC First? Reproductive Autonomy and the Promotion of Long-Acting Reversible 
Contraceptive Methods (Gomez, Fuentes, and Allina, 2014)  

DOI: 10.1363/46e1614.  
LINK: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4167937/pdf/nihms593628.pdf 
OVERVIEW This article argues that the promotion of LARC should be centered on the priorities, 
needs, and preferences of individual women, instead of the promotion of specific technologies. The 
ĂƵƚŚŽƌƐ͛�ƐƚĂƚĞ�ƚŚĂƚ�Ă�ƚĞĐŚŶŽůŽŐǇ-ĨŽĐƵƐĞĚ�ĂƉƉƌŽĂĐŚ�ŽĨ�ƉƌŽŵŽƚŝŶŐ�>�Z��ĂƐ�ƚŚĞ�͞ďĞƐƚ͟�ŵĞƚŚŽĚ�ĨŽƌ�
͞ŚŝŐŚ-ƌŝƐŬ͟�ƉŽƉƵůĂƚŝŽŶƐ͕�ŝƚ�ƵŶŝŶƚĞŶƚŝŽŶĂůůǇ�ƌĞƐƚƌŝĐƚƐ�ĐŽŶƚƌĂĐĞƉƚŝǀĞƐ�ŽƉƚŝŽŶƐ�ĨŽƌ�ƚŚĞ�ŵŽƐƚ�ǀƵůŶĞƌĂďůĞ�
patients and undermines reproductive autonomy.  The authors state that interventions to reduce 
barriers to LARC and strategies to increase use of LARC have been targeted at young women of color 
and poor women due to disproportionately high rates of unintended pregnancies in these 
ĐŽŵŵƵŶŝƚŝĞƐ�ďƵƚ�ƚŚĂƚ�ƚĂƌŐĞƚŝŶŐ�ƚŚĞƐĞ�ǁŽŵĞŶ�ĂƐ�͞ŚŝŐŚ-ƌŝƐŬ͟�ŝŐŶŽƌĞƐ�ŝŶĚŝǀŝĚƵĂů�ŚŝƐƚŽƌǇ͕�ƉƌĞĨĞƌĞŶĐĞ͕�
and priorities, as well as the historical and systemic racial and socio-economic factors at play. The 
authors recommend that strategies focus on increasing access to contraceptives for all patients and 
ŶŽƚ�ũƵƐƚ�ƚŚŽƐĞ�ĚĞĞŵĞĚ�͞ŚŝŐŚ-ƌŝƐŬ͕͟�ƐƚĂƚŝŶŐ�ƚŚĂƚ�͞ƚŚĞ�ŐŽĂů�ƐŚŽƵůĚ�ďĞ�ƚŚĂƚ�ĞǀĞƌǇ�ǁŽŵĂŶ�ŚĂƐ�ƚŚĞ�
opportunity to use a LARC method, meaning that she has a provider who can and will give her the 
method, without barriers like waiting periods; insurance that covers insertion and removal; and the 
ŬŶŽǁůĞĚŐĞ�ƚŽ�ŵĂŬĞ�ĂŶ�ŝŶĨŽƌŵĞĚ�ĚĞĐŝƐŝŽŶ͘͟�dŚĞ�ĂƵƚŚŽƌƐ�ĂůƐŽ�ĐĂůů�ĨŽƌ�Ă�ǁŽŵĞŶ-centered approach to 
family planning counseling that supports women in identifying her family planning priorities and 
choosing and using the method that best fits those needs.  
6. Inpatient Postpartum Long-Acting Reversible Contraception: Care That Promotes 

Reproductive Justice (Moniz et. al, 2017)  

DOI: 10.1097 
LINK: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5657594/pdf/nihms897417.pdf 
OVERVIEW: This paper presents strategies to help center reproductive justice and equity in the 
provision of postpartum LARC. The authors note that, while postpartum insertion of LARC methods, 
has been shown to be a safe and effective approach to initiate contraceptive use, there are three 
primary reproductive justice concerns with the current practice. First, the authors note the history 
of unequal access to birth control, with white, upper-class women (those whose reproduction was 
ĚĞĞŵĞĚ�͞ĚĞƐŝƌĂďůĞ͟Ϳ�ďĞŝŶŐ�ĚĞŶŝĞĚ�Žƌ�ĚŝƐĐŽƵƌĂŐĞĚ�ĨƌŽŵ�ĂĐĐĞƐƐŝŶŐ�ĐĞƌƚĂŝŶ�ďŝƌƚŚ�ĐŽŶƚƌŽů�ŵĞƚŚŽĚƐ͕�
while women of color and poor women have been coerced and pressured into using the same 
methods. The authors write that, while this may not play out as overtly as it once did, iƚ͛Ɛ�Ɛƚŝůů�Ă�
dynamic at play in the medical field, with programs to offer low-cost or free LARCs to priority 
populations (often communities of color or poor women) often do so without also increasing access 
to other methods, limiting the contraceptive choices of patients. The authors note that these 
ƉƌŽŐƌĂŵƐ�ĂůƐŽ�ƌĂƌĞůǇ�ĐŽǀĞƌ�>�Z��ƌĞŵŽǀĂů͘�^ĞĐŽŶĚůǇ͕�ƚŚĞ�ĂƵƚŚŽƌƐ�ĐŝƚĞ�ĞǀŝĚĞŶĐĞ�ƚŚĂƚ�ĐůŝŶŝĐŝĂŶ͛Ɛ�
recommendation of LARC differs based on patient race/ethnicity and socio-economic class, with 
clinicians more likely to recommend an IUD to Latina and Black patients of low socio-economic 
status than they are to white women. Finally, the authors cite data of socio-economic differences in 
postpartum contraception, with poor women more likely to receive postpartum sterilization or 
postpartum LARC insertion. The authors attribute this differential peripartum counseling, unequal 
access to the full range of contraceptives, and constrained decision making among Medicaid 
beneficiaries who may lose their insurance following the postpartum period. 
To address unequal access and experiences, the authors suggest applying a reproductive justice 
framework to postpartum LARC policies and practices. To do so, they suggest three steps: 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4167937/pdf/nihms593628.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5657594/pdf/nihms897417.pdf
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1) Promote universal availability of post-partum LARC by advocating for universal payer coverage 
of immediate post-partum LARC services, hospitals offering the service to all interested patients 
(regardless of insurance status or type), and, even if hospitals do not offer the service, still 
discussing the option with patients so women can transfer care if desired.  

2) Protect patient autonomy through standardized contraceptive counseling for all patients on all 
methods available.  

3) Ensure LARC removal when desired, regardless of insurance status or type. The authors suggest 
ŽĨĨĞƌŝŶŐ�>�Z��ƌĞŵŽǀĂů�ĂƐ�Ă�͞ŶŽ�ĐŚĂƌŐĞ͟�ǀŝƐŝƚ͘� 

ABSTRACT: Inpatient insertion of long-acting reversible contraceptives (LARC) (intrauterine devices 
and implants) is increasingly offered to women immediately after childbirth. Enthusiasm for this 
approach stems from robust safety, effectiveness, and cost-effectiveness data, and responsiveness 
ƚŽ�ǁŽŵĞŶ͛Ɛ�ŶĞĞĚƐ�ĂŶĚ�ƉƌĞĨĞƌĞŶĐĞƐ͘�tŚŝůĞ�ĐůŝŶŝĐĂů�ĞǀŝĚĞŶĐĞ�ĨŽƌ�ŝŵŵĞĚŝĂƚĞ�ƉŽƐƚƉĂƌƚƵŵ�>�Z��ŝƐ�ǁĞůů-
established, the ethical implications of enhancing access to this care have not been fully considered. 
Contraceptive policies and practices often embody a tension between fostering liberal availability 
and potentially coercive promotion of some methods. Historical contraceptive policies and 
contemporary disparities in LARC use point to the need to consider if health policies and health care 
ƉƌĂĐƚŝĐĞƐ�ƐƵƉƉŽƌƚ�Ăůů�ǁŽŵĞŶ͛Ɛ�ƌĞƉƌŽĚƵĐƚŝǀĞ�ǁŝƐŚĞƐ͘�/ŵŵĞĚŝĂƚĞ�ƉŽƐƚƉĂƌƚƵŵ�>�Z��ƐĞƌǀŝĐĞƐ�ŶĞĞĚ�ƚŽ�ďĞ�
designed and implemented with the goal of ensuring autonomy and equity in postpartum 
contraceptive care. To this end, these services should include strategic plans to promote universal 
availability, prevent coercion, and enable device removal. 
 
 
7. Long-Acting Reversible Contraception: A Route to Reproductive Justice or Injustice (Kaitz, 

Mankuta, and Mankuta, 2019) 

DOI: 10.1002/imhj.21801 
LINK: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6972575/pdf/IMHJ-40-673.pdf 
OVERVIEW: This article connects racial and social justice, LARC, and infant mental health. The 
authors first provide an overview of unintended pregnancy in the United States, LARC methods and 
their promotion, and the historical legacy of racism and racist policies relating to the promotion and 
provision of LARC, linking this all to reproductive justice frameworks. The authors argue that infant 
mental health providers should be invested in these issues, particularly racial and reproductive 
justice, due to their impact on the well-being and future of parents and families. The authors also 
take the position that the infant mental health field can contribute to reproductive justice through 
their own research, giving examples of potential research such as the impact of women and children 
long-term mental health or research with the end goal of designing tools to help women and 
children navigate potentially discriminatory systems. The authors also argue that infant mental 
health providers should support reproductive justice through their teach and advocacy, working to 
destigmatize contraception and abortion.  
ABSTRACT: This article presents information on unintended pregnancies and the ongoing efforts of 
policy makers to promote long-acting reversible contraception (LARC) to reduce the numbers of 
such pregnancies. Also discussed is the tension between the encouragement of LARC to promote 
ƚŚĞ�ƉƵďůŝĐ͛Ɛ�ŝŶƚĞƌĞƐƚƐ�ŝŶ�ĂĐŚŝĞǀŝŶŐ�ƚŚĂƚ�ŐŽĂů�ǀĞƌƐƵƐ�ƚŚĞ�ŶĞĞĚ�ƚŽ�ĂƐƐƵƌĞ�ƚŚĂƚ�Ăůů�ǁŽŵĞŶ�ĐĂŶ�ĚĞĐŝĚĞ�
about their bodies and reproductive needs. Our discussion includes information, primarily from the 
United States, on (a) risks associated with unintended pregnancies, (b) LARC devices approved in the 
United States (copper intrauterine devices (IUDs), hormone IUDs, and implants), (c) public and social 
benefits of increasing the use of LARC, (d) disadvantages and barriers to using LARC, (e) dangers of 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6972575/pdf/IMHJ-40-673.pdf
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promoting LARC in unjust ways, and (f) the meaning of reproductive justice and its connection to 
social justice. By sharing the information with the audience of this journal, we hope that it will be 
integrated into clinical work and research on mental health and development. We also hope that 
ĞǆƉĞƌƚƐ�ŝŶ�ƚŚŽƐĞ�ĨŝĞůĚƐ�ǁŝůů�ďĞĐŽŵĞ�ĚŝƐĐƵƐƐĂŶƚƐ�ŝŶ�ƚŚĞ�ĐŽŶǀĞƌƐĂƚŝŽŶ�ƌĞŐĂƌĚŝŶŐ�ǁŽŵĞŶ͛Ɛ�ƌĞƉƌŽĚƵĐƚŝǀĞ�
health and social justice that is taking place in the United States and elsewhere. 
8. Celebration Meets Caution: Long-Acting ZĞǀĞƌƐŝďůĞ��ŽŶƚƌĂĐĞƉƚŝŽŶ͛Ɛ��ŽŽŶƐ͕�WŽƚĞŶƚŝĂů��ƵƐƚƐ͕�

and the Benefits of Reproductive Justice Approach (Higgins, 2014) 

DOI : 10.1016/j.contraception.2014.01.027 
LINK : https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4251590/pdf/nihms643861.pdf  
OVERVIEW: With all the positive attention on LARC methods, the authors encourage readers to give 
extra care and consideration to three factors parallel to moving forward with research, programs, 
and policies. The three considerations are as follows: 
1) The presentation of LARC as the best solution for preventing unintended pregnancies and the 

associated poverty and social disadvantage. The authors write that this framework suggests that 
access to effective contraceptives is the primary causes of the health disparity and that 
unintended pregnancies are a cause and not a consequence of social inequity. The authors 
argue that this ignore the larger systemic and cultural factors that are at play and places the 
ďƵƌĚĞŶ�ĨŽƌ�ƐŽĐŝĂů�ĐŚĂŶŐĞ�ŽŶ�ǁŽŵĞŶ͛Ɛ�ďŽĚŝĞƐ͘� 

2) A clinical emphasis on LARC over all other methods due to their high efficacy. The authors argue 
that this sole focus on efficacy ignores the reasons beyond pregnancy prevention that someone 
might seek out contraception, as well as the concerns or desires of women with regards to their 
contraception method.  

3) Inadvertent failure to acknowledge prior reproductive injustices to poor women of color and 
how this historical legacy impacts the experience of LARC promotion. The authors encourage 
clinicians to acknowledge this legacy, stating that it will help to address concerns among 
patients.  

With these three considerations in mind, the authors encourage providers to approach LARC, as well 
as other contraceptive methods, with a reproductive justice framework.  

 
ABSTRACT: Recent years have witnessed an outpouring of research and funding pertaining to long-
acting reversible contraception (LARC). The time is ripe to contextualiǌĞ�>�Z�͛Ɛ�ŚǇƉĞ�ǁŝƚŚŝŶ�ŽƵƌ�
broader reproductive health goals and toolsͶthat is, how we can best address the needs of 
ŝŶĚŝǀŝĚƵĂůƐ�ǁŚŽ�ďĞŶĞĨŝƚ�ĨƌŽŵ�ƚŚĞ�ƌĞƉƌŽĚƵĐƚŝǀĞ�ŚĞĂůƚŚ�ƐĞƌǀŝĐĞƐ�ǁĞ�ƉƌŽǀŝĚĞ͘��ĨƚĞƌ�ƌĞǀŝĞǁŝŶŐ�>�Z�͛Ɛ�
major benefits, this commentary presents three potentially problematic aspects of LARC promotion: 
1) the notion that increasing LARC use could singlehandedly end unintended pregnancies and their 
associations with poverty, 2) the clinical emphasis on LARC methods over all others, and 3) 
inadvertently failing to acknowledge the ways in which poor women of color will experience LARC 
promotion through legacies of racism and eugenics. The comment concludes by highlighting the 
benefits of a reproductive justice approach to LARC: an approach devoted to making LARC 
ĂĨĨŽƌĚĂďůĞ�ĂŶĚ�ĂĐĐĞƐƐŝďůĞ�ǁŚŝůĞ�ƐŝŵƵůƚĂŶĞŽƵƐůǇ�ƌĞƐƉĞĐƚŝŶŐ�ǁŽŵĞŶ͛Ɛ�ĚĞĐŝƐŝŽŶƐ�ŶŽƚ�ƚŽ�ƵƐĞ�>�Z�͕�ƚŚĞŝƌ�
ability to have LARC removed when they wish, and their ability to determine for themselves where 
contraception and pregnancies fit into their lives. 
 
 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4251590/pdf/nihms643861.pdf
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9. Counseling Women on Long-Acting Reversible Contraceptive Use While Maintaining 
Reproductive Justice (Gandhi et. al, 2017) 

LINK: http://www.rimed.org/rimedicaljournal/2017/10/2017-10-35-ethics-gandhi.pdf 
OVERVIEW This paper presents a case study of a woman preparing to deliver her 5th child, who had 
multiple difficult pregnancies, and interactions with the local child welfare options. The woman 
repeatedly declined to discuss contraceptive options for following delivery. The case study asks 
whether it would be ethnical to contiŶƵĞ�Ă�ĚŝƐĐƵƐƐŝŽŶ�ŽĨ�>�Z��ĨŽůůŽǁŝŶŐ�ƚŚĞ�ƉĂƚŝĞŶƚ͛Ɛ�ĚĞĐůŝŶĂƚŝŽŶ͘�
The responses, one by medical students and two written by members of an ethics committee, 
disagree in their approach. The medical students recognize the potential for paternalism and 
coercion in ƚŚĞ�ƐĐĞŶĂƌŝŽ͕�ďƵƚ�ĂƌŐƵĞ�ƚŚĂƚ͕�ŐŝǀĞŶ�ƚŚĞ�ƉĂƚŝĞŶƚ͛Ɛ�ŵĞĚŝĐĂů�ĂŶĚ�ƐŽĐŝĂů�ŚŝƐƚŽƌǇ͕�ƚŚĞƌĞ�ŝƐ�ĂŶ�
obligation to provide counseling LARC. They do note that this counseling should occur with a 
framework of reproductive just and should be accompanied by larger, systemic changes to increase 
access to LARC for all women. The two responses from the ethics committee disagree that the 
ĐŽŶǀĞƌƐĂƚŝŽŶ�ƐŚŽƵůĚ�ďĞ�ĐŽŶƚŝŶƵĞĚ͕�ŶŽƚŝŶŐ�ƚŚĂƚ�ƌĞƐƉĞĐƚŝŶŐ�Ă�ƉĂƚŝĞŶƚ͛Ɛ�ĚĞĐŝƐŝŽŶ�ŵĂŬŝŶŐ�ĂŶĚ�ĂƵƚŽŶŽŵǇ�
is key in the described situation and that, well the team should continue to offer a discussion about 
LARC at other points in the ƉĂƚŝĞŶƚƐ͛ care, continuing the conversation after the patient declines in 
that moment may do more harm than good. 
10. Guarding Against Coercion While Ensuring Access: A Delicate Balance (Gold, 2014) 

LINK: https://www.guttmacher.org/gpr/2014/09/guarding-against-coercion-while-ensuring-access-
delicate-balance 
OVERVIEW: This article from the Guttmacher Institute provides an overview of the racist and 
eugenicist history of LARCs, sterilization, and reproductive coercion in the United States. The author 
provides these histories to better understand how the safeguards put in place as a reaction could 
ƉŽƚĞŶƚŝĂůůǇ�ŝŵƉĂĐƚ�ǁŽŵĞŶ͛Ɛ�ĂĐĐĞƐƐ�ƚŽ�ƚŚĞŝƌ�ĚĞƐŝƌĞĚ�ĐŽŶƚƌĂĐĞƉƚŝǀĞ�ŵĞƚŚŽĚ͘�dŚĞ�ĂƵƚhor argues that 
the push for LARC as the best method for all that seek contraception could unintentionally recreate 
the coercive, paternalistic patterns by limiting the information they provided to women and 
inhibiting their ability to make an informed, independent decision about the best contraception 
method for their lives.  
 

 Patient-Level Barriers to LARC 
 

1. Projections and Opinions from 100 Experts in Long-Acting Reversible Contraception (Foster et 
al., 2015)  

DOI : 10.1016/j.contraception.2015.10.003 
LINK : https://www.contraceptionjournal.org/action/showPdf?pii=S0010-7824%2815%2930139-6  
OVERVIEW: This paper describes the results of a survey of researchers that had published peer-
reviewed articles on LARC use. The survey asked respondents to: 1) Identify the top five factors 
preventing LARC use in the U.S. from a list, 2) Estimate the percentage of women that would use 
LARC if listed barriers were removed, 3) Provide their opinion on provider incentives for LARC 
placement (e.g., financial incentives offered by health plans), and 4) Provide their opinion on patient 
incentives for LARC placement (e.g., Reduced jail time for women that agree to use a LARC 
methods).  
The cost of LARC devices was the most frequently identified barrier to greater use, followed by 
patient knowledge of safety, acceptability of method, and expectations about use (side effects and 
placement). On average, respondents perceived that if these barriers were removed, approximately 
a third of contraception-eligible women would use LARC. Support for provider incentives for 

http://www.rimed.org/rimedicaljournal/2017/10/2017-10-35-ethics-gandhi.pdf
https://www.guttmacher.org/gpr/2014/09/guarding-against-coercion-while-ensuring-access-delicate-balance
https://www.guttmacher.org/gpr/2014/09/guarding-against-coercion-while-ensuring-access-delicate-balance
https://www.contraceptionjournal.org/action/showPdf?pii=S0010-7824%2815%2930139-6
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providing LARC was mixed among participants, with more positive support for minimum threshold 
goals compared to financial incentives. Respondents overall indicated little to no support for 
patient-level incentives for LARC use.  
ABSTRACT: Objective: This survey of published researchers of long-acting reversible contraceptives 
(LARCs) examines their opinions about important barriers to LARC use in the United States (US), 
projections for LARC use in the absence of barriers and attitudes toward incentives for clinicians to 
provide and women to use LARC methods. Study design: We identified 182 authors of 59 peer-
reviewed papers on LARC use published since 2013. A total of 104 completed an internet survey. We 
used descriptive and multivariate analyses to assess LARC use barriers and respondent 
characteristics associated with LARC projections and opinions. Results: The most commonly 
identiĨŝĞĚ�ďĂƌƌŝĞƌ�ǁĂƐ�ƚŚĞ�ĐŽƐƚ�ŽĨ�ƚŚĞ�ĚĞǀŝĐĞ�;ϲϯйͿ͕�ĨŽůůŽǁĞĚ�ďǇ�ǁŽŵĞŶ͛Ɛ�ŬŶŽǁůĞĚŐĞ�ŽĨ�ƐĂĨĞƚǇ͕�
method acceptability and expectations about use. A shortage of trained providers was a commonly 
cited barrier, primarily of primary care providers (49%). Median and modal projections of LARC use 
in the absence of these barriers were 25ʹ29% of contracepting women. There was limited support 
for provider incentives and almost no support for incentives for women to use LARC methods, 
primarily out of concern about coercion. Conclusions: Clinical and social science LARC experts 
project at least a doubling of the current US rate of LARC use if barriers to method provision and 
adoption are removed. While LARC experts recognize the promise of LARC methods to better meet 
ǁŽŵĞŶ͛Ɛ�ĐŽntraceptive needs, they anticipate that the majority of US women will not choose LARC 
methods. Reducing unintended pregnancy rates will depend on knowledge, availability, and use of a 
ǁŝĚĞƌ�ƌĂŶŐĞ�ŽĨ�ŵĞƚŚŽĚƐ�ŽĨ�ĐŽŶƚƌĂĐĞƉƚŝŽŶ�ƚŽ�ŵĞĞƚ�ǁŽŵĞŶ͛Ɛ�ŝŶĚŝǀŝĚƵĂů�ŶĞĞĚƐ. Implications: Efforts to 
increase LARC use need to meet the dual goals of increasing access to LARC methods and protecting 
ǁŽŵĞŶ͛Ɛ�ƌĞƉƌŽĚƵĐƚŝǀĞ�ĂƵƚŽŶŽŵǇ͘�dŽ�ĂĐĐŽŵƉůŝƐŚ�ƚŚŝƐ͕�ǁĞ�ŶĞĞĚ�ƌĞĂƐŽŶĂďůĞ�ĞǆƉĞĐƚĂƚŝŽŶƐ�ĨŽƌ�ƵƐĞ͕�
provider training, low-cost devices and noncoercive counseling, rather than incentives for provision 
or use. 
 
2. The Impact of Race and Ethnicity on Receipt of Family Planning Services in the United States 

(Borrerro et al., 2009)  

DOI : 10.1089/jwh.2008.0976 
LINK :https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2743980/pdf/jwh.2008.0976.pdf 

 
OVERVIEW: This study looked at access to family planning services by race/ethnicity. Overall, the 
sample showed similar access to family planning by race/ethnicity. However, Hispanic women 
receive more counseling about tubal sterilization and Hispanic and black women receive birth 
control counseling in general, though these do not necessarily correspond with the future use of 
those methods. Furthermore, this does not address the quality of the counseling received and 
͞ŐŝǀĞŶ�ƚŚĞ�ŚŝƐƚŽƌǇ�ŽĨ�ĞĨĨŽƌƚƐ�ƚŽ�ĐŽŶƚƌŽů�ƚŚĞ�ĨĞƌƚŝůŝƚǇ�ŽĨ�ƉŽŽƌ�ĂŶĚ�ŵŝŶŽƌŝƚǇ�ǁŽŵĞŶ�ŝŶ�ƚŚŝƐ�ĐŽƵŶƚƌǇ͕�ŵŽƌĞ�
ĐŽƵŶƐĞůŝŶŐ�ŵĂǇ�ŶŽƚ�ŶĞĐĞƐƐĂƌŝůǇ�ŵĞĂŶ�ďĞƚƚĞƌ�ĐĂƌĞ͘͟�Overall, in the sample, only 45% of women who 
received a pap smear received birth control counseling.  

 
ABSTRACT: Objective: This study sought to examine the independent effect of patient race or 
ethnicity on the use of family planning services and on the likelihood of receiving counseling for 
sterilization and other birth control methods. Methods: This study used national, cross-sectional 
data collected by the 2002 National Survey of Family Growth (NSFG). Our analysis included women 
aged 18ʹ44 years who had heterosexual intercourse within the past 12 months, who were not 
actively seeking to get pregnant, and who had not undergone surgical sterilization. The primary 
outcome was receipt of family planning services within the past 12 months. Specific services we 
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examined were (1) provision of or prescription for a method of birth control, (2) checkup related to 
using birth control, (3) counseling about sterilization, and (4) counseling about birth control. Results: 
Although we found no racial/ethnic differences in the overall use of family planning services, there 
were racial/ethnic differences in the specific type of service received. Hispanic and black women 
were more likely than white women to receive counseling for birth control (adjusted OR 1.5, 95% 
confidence interval [CI] 1.2, 1.8, and adjusted OR 1.3, 95% CI 1.1, 1.7, respectively). Hispanic women 
were more likely than white women to report having been counseled about sterilization (adjusted 
OR 1.5, 95% CI 1.0, 2.3). Conclusions: Minority women were more likely to receive counseling about 
sterilization and other birth control methods. However, there were no differences in access to family 
planning services by race or ethnicity. Future studies are needed to examine the quality and content 
of contraceptive counseling received by minority compared with nonminority women. 

 
3. Intersections of Ethnicity and Social Class in Provider Advice Regarding Reproductive Health 

(Downing, LaVeist, and Bullock, 2007)  

DOI: 10.2105/AJPH.2006.092585 
LINK: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1994173/pdf/0971803.pdf 

 
OVERVIEW: This paper examines the relationship between social class, ethnicity, and provider 
interactions around family planning. Participants were asked to fill out two scales, 1) a Restrictive 
Recommendations Scale, to measure how often participants experienced health care providers 
advising them to limit their family size, and 2) a Motherhood Discouraged Scale to measure the 
perceived support of future childbearing participants felt from healthcare providers during 
pregnancy. Low-income African American and Latina women had statistically significantly higher 
odds of having received recommendations to limit their family size compared to middle-class White 
women. Low-income Latina women and women with more children or unmarried women had 
statistically significantly higher odds of being discouraged in future childbearing during pregnancy. 
Authors argue that this study raises concerns about barriers to equal contraceptive care in the form 
of stereotypes and discrimination against low-income women, particularly low-income women of 
color.  

 
ABSTRACT: KďũĞĐƚŝǀĞƐ͘�tĞ�ĞǆĂŵŝŶĞĚ�ŚŽǁ�ĞƚŚŶŝĐŝƚǇ�ĂŶĚ�ƐŽĐŝĂů�ĐůĂƐƐ�ŝŶĨůƵĞŶĐĞ�ǁŽŵĞŶ͛Ɛ�ƉĞƌĐĞƉƚŝŽŶƐ�
of reproductive health care. Of primary interest was assessing whether health care providers are 
perceived as advising low-income women, particularly women of color, to limit their childbearing 
and to what extent they feel they are discouraged by providers from having future children. 
Methods. Ethnically diverse, low-income (n=193) and middle-class women (n=146) completed a 
questionnaire about their pregnancy-related health care experiences. Results. Logistic regression 
analyses revealed that low-income women of color experienced greater odds of being advised to 
limit their childbearing than did middle-class White women. A separate model demonstrated that 
low-income Latinas reported greater odds of being discouraged from having children than did 
middle-class White women. Conclusions. Low-income women of color were more likely to report 
being advised to limit their childbearing and were more likely to describe being discouraged from 
having children than were middle-class White women. More research is needed regarding how 
ĞƚŚŶŝĐŝƚǇ�ĂŶĚ�ƐŽĐŝĂů�ĐůĂƐƐ�ŝŵƉĂĐƚ�ǁŽŵĞŶ͛Ɛ�ĞǆƉĞƌŝĞŶĐĞƐ�ǁŝƚŚ�ƌĞƉƌŽĚƵĐƚŝǀĞ�ŚĞĂůƚŚ�ĐĂƌĞ͘ 

 
4. Cost as a Barrier to Long-Acting Reversible Contraceptive Use in Adolescents (Eisenberg, 

McNicholas, and Peipert, 2013) 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1994173/pdf/0971803.pdf
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DOI: 10.1016/j.jadohealth.2013.01.012  
LINK: https://www.jahonline.org/article/S1054-139X(13)00054-2/fulltext 

  
OVERVIEW: This paper describes the results of a PubMed search of cost barriers to accessing 
contraception for adolescents. Cost has been identified as a primary barrier for adolescents 
accessing LARC. This is related to a combination of challenges: lack of insurance coverage, coverage 
that requires parental consent, or coverage that does not require parental consent but would be 
reported to parents by the private insurance company. This paper also discusses the benefits and 
challenges to providing LARC right after delivery or abortion. Adolescents may be more motivated to 
receive LARC at that time, but there are sometimes insurance restrictions that prevent that and the 
high cost of LARC is prohibitive. Two examples of how LARC is used among adolescents when there 
is no cost barrier are also included.  

 
ABSTRACT: Cost is a major barrier to adolescents' ability to obtain long-acting reversible 
contraception (LARC). By reviewing the available literature on this issue, we provide a framework to 
understand how insurance coverage, out-of-pocket expenses, parental involvement, and recent 
pregnancy can impact access. We provide examples of cost-free access to LARC for adolescents, 
such as the Contraceptive CHOICE Project. Universal coverage for contraception, without cost-
sharing, could increase use of LARC among adolescents resulting in fewer unintended pregnancies, 
improved health outcomes, and considerable cost savings to the healthcare system. 

 
5. Accessibility of Long-Acting Reversible Contraceptives in Federally Qualified Health Centers 

(Beeson et al., 2014)  

DOI: 10.1016/j.contraception.2013.09.014 
LINK: https://www.contraceptionjournal.org/article/S0010-7824(13)00639-2/fulltext 
 
OVERVIEW: This study explored the barrier of not having access to onsite LARC methods and what 
clinic factors are associated with that barrier. The researchers sent out a survey to FQHCs, surveyed 
FQHCs, collecting self-reported responses on family planning services offered. They found in their 
study sample that there was more chance of providing LARC onsite in medium and large clinics than 
small clinics. Clinics were three times as likely to provide IUDs onsite if had Title X funding and two 
times for contraceptive implants. Having an OB/GYN provider on staff increased the likelihood 
slightly of implants being available onsite, regardless of the size of clinic. Western states appear 
more likely to offer onsite than other regions. Urban areas have greater onsite access and clinics 
with higher percentages of Medicaid and uninsured patients for contraceptive implants. In 
qualitative responses, providers stated cost and reimbursement related barriers for both clinics and 
patients, as well as training and the unique challenges of providing care to groups such as 
adolescents and undocumented immigrants. 

 
ABSTRACT: Objective(s): This study examines the on-site availability of long-acting reversible 
contraception (LARC) methods, defined here as intrauterine devices and contraceptive implants, at 
Federally Qualified Health Centers (FQHCs). We also describe factors associated with on-site 
availability and specific challenges and barriers to providing on-site access to LARC as reported by 
FQHCs. Study design: An original survey of 423 FQHC organizations was fielded in 2011.  
Results: Over two thirds of FQHCs offer on-site availability of intrauterine devices yet only 36% of 
FQHCs report that they offer on-site contraceptive implants. Larger FQHCs and FQHCs receiving Title 
X Family Planning program funding are more likely to provide on-site access to LARC methods. Other 

https://www.jahonline.org/article/S1054-139X(13)00054-2/fulltext
https://www.contraceptionjournal.org/article/S0010-7824(13)00639-2/fulltext
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organizational and patient characteristics are associated with the on-site availability of LARC 
methods, though this relationship varies by the type of method. The most commonly reported 
barriers to providing on-site access to LARC methods are related to the cost of stocking or supplying 
the drug and/or device, the perceived lack of staffing and training, and the unique needs of special 
populations. Conclusion: Our findings indicate that patients seeking care in small FQHC 
organizations, FQHCs with limited dedicated family planning funding and FQHCs located in rural 
areas may have fewer choices and limited access to LARC methods on-site. Implications: Despite the 
presumed widespread coverage of contraceptives for women as a result of provisions in the 
Affordable Care Act, there is a limited understanding of how FQHCs may redesign their practices to 
provide on-site availability of LARC methods. This study sheds light on the current state of practice 
and challenges related to providing LARC methods in FQHC settings. 

 
 

6. Understanding Factors Associated with Postpartum Visit Attendance and Contraception 
Choices: Listening to Postpartum Women and Health Care Providers (Henderson et al., 2016) 

DOI: 10.1007/s10995-016-2044-7 
LINK: https://link.springer.com/article/10.1007/s10995-016-2044-7 
OVERVIEW: This article describes a qualitative study that examined postpartum visit attendance 
from the perspective of low-income postpartum women and providers in the University of Chicago 
health system. Key findings related to LARC from the women were that most women expected 
conversations about contraceptives at the postpartum visit and that many women would have 
preferred contraceptive care to occur earlier than the 6-week postpartum visit. Some expressed that 
receiving contraceptives including LARC before leaving the hospital would be ideal for preventing 
unintentional pregnancy. Some women felt that having contraceptive services at the Well-Baby Visit 
(WBV) would be helpful because it would consolidate appointments, while other women felt it 
would detract from the focus on the baby. 
Key findings related to LARC from the providers were that insurance issues were perceived to be the 
largest barrier to patients receiving contraceptive care, especially LARC. Policy restraints on the 
delivery of LARC and scheduling 6-week postpartum visits were also mentioned as barriers. Overall, 
providers were supportive of LARC, but recognized the barriers with insurance and policies, and also 
the hesitancy and misinformation of some patients. They expressed the importance of respecting 
patient desires and not pressuring them to receive LARC. Providers were supportive of combining 
WBV with contraceptive care, though they had varying ideas of how that could be structured. 
Both women and providers expressed that flexibility in the timing and method of contraceptive care 
as a strategy to improve care. 
ABSTRACT: Background While there is considerable variability with respect to attendance at the 
ƉŽƐƚƉĂƌƚƵŵ�ǀŝƐŝƚ͕�ŶŽƚ�ŵƵĐŚ�ŝƐ�ŬŶŽǁŶ�ĂďŽƵƚ�ǁŽŵĞŶ͛Ɛ�ƉƌĞĨĞƌĞŶĐĞƐ�ǁŝƚŚ�ƌĞƐƉĞĐƚ�ƚŽ postpartum care. 
>ŝŬĞǁŝƐĞ͕�ƚŚĞƌĞ�ŝƐ�ĂůƐŽ�ůŝŵŝƚĞĚ�ŝŶĨŽƌŵĂƚŝŽŶ�ŽŶ�ƉƌŽǀŝĚĞƌƐ͛�ƉƌĂĐƚŝĐĞƐ�ƌĞŐĂƌĚŝŶŐ�ƚŚĞ�ƉŽƐƚƉĂƌƚƵŵ�ǀŝƐŝƚ�ĂŶĚ�
ĐĂƌĞ�ŝŶĐůƵĚŝŶŐ�ƚŚĞ�ĚĞůŝǀĞƌǇ�ŽĨ�ĐŽŶƚƌĂĐĞƉƚŝŽŶ͘�dŽ�ƵŶĚĞƌƐƚĂŶĚ�ĂŶĚ�ĂĚĚƌĞƐƐ�ĚĞĮĐŝƚƐ�ŝŶ�ƚŚĞ�ĚĞůŝǀĞƌǇ�ĂŶĚ�
utilization of postpartum care, we examined the perceptions of low-income postpartum women 
with respect to barriers to and preferences for the timing and location of the postpartum visit and 
ƌĞĐĞŝƉƚ�ŽĨ�ĐŽŶƚƌĂĐĞƉƚŝŽŶ͘�tĞ�ĂůƐŽ�ĞǆĂŵŝŶĞĚ�ƉƌŽǀŝĚĞƌƐ͛�ĐƵƌƌĞŶƚ�ƉƌĞŶĂƚĂů�ĂŶĚ�ƉŽƐƚŶĂƚĂů�ĐĂƌĞ�ƉƌĂĐƚŝĐĞƐ�
for promoting the use of postpartum care and their attitudes toward alternative approaches for 
delivering contraceptive services in the postpartum period. Methods Qualitative face-to-face 
interviews were completed with 20 postpartum women and in-depth qualitative phone interviews 
were completed with 12 health care providers who had regular contact with postpartum women. 
/ŶƚĞƌǀŝĞǁƐ�ǁĞƌĞ�ĐŽĚĞĚ�ƵƐŝŶŐ��ƚůĂƐ͘ƚŝ�ƐŽĨƚǁĂƌĞ�ĂŶĚ�ƚŚĞŵĞƐ�ǁĞƌĞ�ŝĚĞŶƚŝĮĞĚ͘�Results Women believed 

https://link.springer.com/article/10.1007/s10995-016-2044-7
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that receiving care during the postpartum period was an important resource for monitoring physical 
and mental health and also strongly supported the provision of contraception earlier than the 6-
ǁĞĞŬ�ƉŽƐƚƉĂƌƚƵŵ�ǀŝƐŝƚ͘�WƌŽǀŝĚĞƌƐ�ƌĞƉŽƌƚĞĚ�ďĂƌƌŝĞƌƐ�ƚŽ�ǁŽŵĞŶ͛Ɛ�ƵƐĞ�ŽĨ�ƉŽƐƚƉĂƌƚƵŵ�ĐĂƌĞ�ŽŶ�ƚŚĞ�
patient, provider, and system levels. However, providers were receptive to exploring new clinical 
practices that may widen the reach of postpartum care and increase access to postpartum 
contraception. Conclusion �ƉƉƌŽĂĐŚĞƐ�ƚŚĂƚ�ŝŶĐƌĞĂƐĞ�ƚŚĞ�ŇĞǆŝďŝůŝƚǇ�ĂŶĚ�ĐŽŶǀĞŶŝĞŶĐĞ�of postpartum 
care and the delivery of postpartum contraception may increase the likelihood that women will take 
advantage of essential postpartum services. 

 
7. Beyond Same-Day Long-Acting Reversible Contraceptive Access: A Person-Centered 

Framework for Advancing High-Quality, Equitable Contraceptive Care (Holt et al., 2020) 

DOI: 10.1016/j.ajog.2019.11.1279 
LINK: https://www.ajog.org/article/S0002-9378(19)32700-0/fulltext 
 
OVERVIEW: This article explores the focus on LARC as the primary contraceptive encouraged in 
healthcare settings and the particular issues surrounding that focus, particularly in terms of 
patient autonomy and how it may be limiting access to other forms of contraceptives. The 
authors then lay out a framework for family planning care that takes into account the contexts 
of: Historical, Social, Political, and Economic; Policy and Health Systems; and Community and 
Family. They propose four components of care process for LARC use: Outreach and Trust 
Building, Access, Quality, and Follow-up Support, with specific recommendations to ensure care 
is patient-centered under each component. 

 
ABSTRACT: THE PROBLEM: Efforts to expand contraceptive access in the United States over the 
last decade have predominantly focused on long-acting reversible contraceptive methods, with 
relative neglect of other aspects of contraceptive access and resulting failure to ensure 
reproductive autonomy. THE SOLUTION: tĞ�ĚĞĮŶĞ�Ă�ĨƌĂŵĞǁŽƌŬ�ƚŚĂƚ�ƉŽůŝĐǇŵĂŬĞƌƐ͕�ƉƌŽŐƌĂŵ�
implementers, and researchers can use as a blueprint for considering a broader range of factors 
ŝŶŇƵĞŶĐŝŶŐ�ĞƋƵŝƚĂďůĞ�ĂĐĐĞƐƐ�ƚŽ�ŚŝŐŚ-quality, person-centered contraceptive care and identifying 
potential solutions. 
 

8. ͞/�ĚŽŶ͛ƚ�ŬŶŽǁ�ĞŶŽƵŐŚ�ƚŽ�ĨĞĞů�ĐŽŵĨŽƌƚĂďůĞ�ƵƐŝŶŐ�ƚŚĞŵ͗͟�tŽŵĞŶ͛Ɛ�<ŶŽǁůĞĚŐĞ�Žf and Perceived 
Barriers to Long Active Reversible Contraceptives on a College Campus (Hall et al., 2016)  

DOI : 10.1016/j.contraception.2016.02.00 
LINK : https://www.contraceptionjournal.org/article/S0010-7824(15)30052-4/fulltext 
OVERVIEW: This paper describes a study done at a large university to assess self-reported 
knowledge of and barriers to LARC use among undergraduate women. Most reported little to no 
knowledge about LARC and its availability. Participants also answered a series of true and false 
questions about LARC to which many participants responded incorrectly or did not know. For 
ĞǆĂŵƉůĞ͕�ŽǀĞƌ�ϴϬй�ŽĨ�ƉĂƌƚŝĐŝƉĂŶƚƐ�ŐĂǀĞ�ŝŶĐŽƌƌĞĐƚ�ƌĞƐƉŽŶƐĞƐ�Žƌ�ƐĂŝĚ�ƚŚĞǇ�ĚŝĚ�ŶŽƚ�ŬŶŽǁ�ƚŽ�͞/Ĩ�Ă�
woman becomes pregnant with an IUD, it can cause an abortiŽŶ͟�ĂŶĚ�͞/h�Ɛ�ĂŶĚ�ŝŵƉůĂŶƚƐ�
contain both estrogen and progesterone. Lastly, participants selected from a series of choices 
any barriers that had to using the intrauterine device and implant and which barrier was the 
main reason. The largest percentage (43.7йͿ�ŽĨ�ƉĂƌƚŝĐŝƉĂŶƚƐ�ŵĂƌŬĞĚ�͞zŽƵ�ĚŽ�ŶŽƚ�ǁĂŶƚ�Ă�ĨŽƌĞŝŐŶ�
ŽďũĞĐƚ�ŝŶ�ǇŽƵƌ�ďŽĚǇ͟�ĂƐ�Ă�ďĂƌƌŝĞƌ�ĨŽƌ�ƵƐŝŶŐ�ĂŶ�/h�͘�͞zŽƵ�ĚŽ�ŶŽƚ�ŬŶŽǁ�ĞŶŽƵŐŚ�ĂďŽƵƚ�ƚŚĂƚ�ŵĞƚŚŽĚ�
ƚŽ�ĨĞĞů�ĐŽŵĨŽƌƚĂďůĞ�ƵƐŝŶŐ�ŝƚ͟�ǁĂƐ�ƚŚĞ�ďĂƌƌŝĞƌ�ŵŽƐƚ�ƌĞƉŽƌƚĞĚ�ĂƐ�ƚŚĞ�ƚŽƉ�ƌĞĂƐŽŶ�ĨŽƌ�ŶŽƚ�ƵƐŝŶŐ�ĂŶ�

https://www.ajog.org/article/S0002-9378(19)32700-0/fulltext
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IUD (17.5%). TŚĞ�ůĂƌŐĞƐƚ�ƉĞƌĐĞŶƚĂŐĞ�;ϰϭ͘ϮйͿ�ŽĨ�ƉĂƌƚŝĐŝƉĂŶƚƐ�ŵĂƌŬĞĚ�͞zŽƵ�ĚŽ�ŶŽƚ�ŬŶŽǁ�ĞŶŽƵŐŚ�
ĂďŽƵƚ�ƚŚĂƚ�ŵĞƚŚŽĚ�ƚŽ�ĨĞĞů�ĐŽŵĨŽƌƚĂďůĞ�ƵƐŝŶŐ�ŝƚ͟�ĂƐ�Ă�ďĂƌƌŝĞƌ�ĨŽƌ�ƵƐŝŶŐ�ĂŶ�ŝŵƉůĂŶƚ͘�͞zŽƵ�ĚŽ�ŶŽƚ�
ŬŶŽǁ�ĞŶŽƵŐŚ�ĂďŽƵƚ�ƚŚĂƚ�ŵĞƚŚŽĚ�ƚŽ�ĨĞĞů�ĐŽŵĨŽƌƚĂďůĞ�ƵƐŝŶŐ�ŝƚ͟�ǁĂƐ�ĂůƐŽ�ƚŚĞ�ďĂƌƌŝĞƌ�ŵŽƐt 
reported as the top reason for not using an implant (22.0%). 
 
ABSTRACT: ObjectiveͶTo assess multiple dimensions of long-acting reversible contraception 
(LARC) knowledge and perceived multi-level barriers to LARC use among a sample of college 
women. Study DesignͶWe conducted an internet-based study of 1,982 female undergraduates 
at a large mid-western university. Our 55-item survey used a multi-level framework to measure 
ǇŽƵŶŐ�ǁŽŵĞŶ͛Ɛ�ƵŶĚĞƌƐƚĂŶĚŝŶŐ�of experiences with intrauterine devices (IUD) and implants and 
their perceived barriers to LARC at individual, health systems, and community levels. The survey 
included a 20-item knowledge scale. We estimated and compared LARC knowledge scores and 
barriers using descriptive, bivariate, and linear regression statistics. ResultsͶFew college 
women had used (5%) or heard of (22%) LARC, and most self-ƌĞƉŽƌƚĞĚ�͞ůŝƚƚůĞ͟�Žƌ�͞ŶŽ͟�
knowledge of IUDs (79%) and implants (88%). Women answered 50% of LARC knowledge items 
correctly (mean 10.4, range 0ʹ20), and scores differed across sociodemographic groups (p-
values<0.04). Factors associated with scores in multivariable models included race/ ethnicity, 
program year, sorority participation, religious affiliation and service attendance, employment 
status, sexual orientation, and contraceptive history. Perceived barriers to IUDs included: not 
wanting a foreign object in body (44%); not knowing enough about the method (42%); 
ƉƌĞĨĞƌƌŝŶŐ�Ă�͞ĐŽŶƚƌŽůůĂďůĞ͟�ŵĞƚŚŽĚ�;ϰϮйͿ͖�ĐŽƐƚ�;ϮϳйͿ͖�ĂŶĚ�ŶŽƚ�ďĞŝŶŐ�ŝŶ�Ă�ůŽŶŐ-term relationship 
(23%). Implant ƌĞƐƵůƚƐ�ǁĞƌĞ�ƐŝŵŝůĂƌ͘�͞EŽƚ�ŬŶŽǁŝŶŐ�ĞŶŽƵŐŚ͟�ǁĂƐ�ǁŽŵĞŶ͛Ɛ�ƉƌŝŵĂƌǇ�ƌĞĂƐŽŶ�ĨŽƌ�/h��
(18%) and implant (22%) nonuse. ConclusionͶLack of knowledge (both perceived and actual) 
was the most common barrier among many perceived individual, systems, and community-level 
ĨĂĐƚŽƌƐ�ƉƌĞĐůƵĚŝŶŐ�ƚŚĞƐĞ�ĐŽůůĞŐĞ�ǁŽŵĞŶ͛Ɛ�>�Z��ƵƐĞ͘�&ŝŶĚŝŶŐƐ�ĐĂŶ�ŝŶĨŽƌŵ�ŝŶŶŽǀĂƚŝǀĞ͕�ŵƵůƚŝ-level 
interventions to improve understanding, acceptability, and uptake of LARC on campuses. 
 

9. The Contraceptive CHOICE Project: Reducing Barriers to Long-Acting Reversible Contraceptives 
(Secura et al., 2010) 
 

DOI: 10.7758/rsf.2018.4.3.08 
LINK: https://www.jstor.org/stable/10.7758/rsf.2018.4.3.08 
OVERVIEW: This paper describes one stage of a study on contraceptive use among women. Enrolled 
women were allowed choose the contraceptive method of their choice for three years at no cost 
after contraceptive counseling was provided. Over half of women chose LARC as their contraceptive 
method of choice which is much higher than the three percent use of LARC in the US around the 
time of the study. After accounting for the bias of women who were already interested in LARC self-
selecting into the study, the researchers still estimated that 42% of women would have selected 
LARC. They attribute this difference to removing the barriers of cost, receiving an introduction to 
LARC methods, and addressing misinformation. 
ABSTRACT: OBJECTIVEͶTo introduce and promote the use of long-acting reversible methods of 
contraception (LARC; intrauterine contraceptives and subdermal implant) by removing financial and 
knowledge barriers. STUDY DESIGNͶThe Contraceptive CHOICE Project is a prospective cohort 
study of 10,000 women 14-45 years who want to avoid pregnancy for at least one year and are 
initiating a new form of reversible contraception. Women screened for this study are read a script 
regarding LARC to increase awareness of these options. Participants choose their contraceptive 
method that is provided at no cost. We report the contraceptive choice and baseline characteristics 
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of the first 2,500 women enrolled August 2007 through December 2008. RESULTSͶSixty seven 
percent of women enrolled (95% confidence interval: 65.3, 69.0) chose long-acting methods. Fifty-
six percent selected intrauterine contraception and 11% selected the subdermal implant. 
CONCLUSIONͶOnce financial barriers were removed and LARC methods were introduced to all 
potential participants as a first-line contraceptive option, two-thirds chose LARC. 
 

Updates on Colorado LARC 
1) Could We Level the Playing Field? Long-Acting Reversible Contraceptives, Nonmarital Fertility, 

and Poverty in the United States (Wu and Mark, 2018) 

DOI: 10.7758/rsf.2018.4.3.08 
LINK: https://www.jstor.org/stable/10.7758/rsf.2018.4.3.08 

 
OVERVIEW: This article proposes policy changes around dissemination of information and 
provision of free access to LARC to reduce unintended and nonmarital births (though being 
ŝŶƚĞŶƚŝŽŶĂů�ĂďŽƵƚ�ƌĞĐŽŐŶŝǌŝŶŐ�ŝŶũƵƐƚŝĐĞƐ�ŝŶ�ƚŚĞ�ƉĂƐƚ�ĂŶĚ�ƌĞƐƉĞĐƚŝŶŐ�ƚŚĞ�͞ƉƌĞĨĞƌĞŶĐĞƐ͕�ĐŚŽŝĐĞs, and 
ĚĞĐŝƐŝŽŶƐ�ŽĨ�ŝŶĚŝǀŝĚƵĂůƐ͟Ϳ͘�dŚĞ��ŽůŽƌĂĚŽ�>�Z��ƉƌŽŐƌĂŵ�ŝƐ�ƐƵŵŵĂƌŝǌĞĚ�ŝŶ�ƚŚŝƐ�ĂƌƚŝĐůĞ�and presents 
teen LARC use in 2013 by state with Colorado having percentage of use at 25.8%, compared to 
the lowest in Mississippi (0.7%). They note that the difference in percentage point is likely 
related to factors such as the Title X funding rather than differences in personal preferences. 
 
ABSTRACT: Could we combat poverty by reducing the number of unintended and nonmarital 
births? This article proposes a federal policy that would provide all women with information 
about, and free access to, a range of contraceptive services, including long- acting reversible 
contraceptives; reviews what it is that we do and do not know; discusses several dynamic 
selection mechanisms by which this policy could lead to poverty reductions; stresses the need 
for longitudinal randomized intent- to- treat pilots that would provide causal evidence on 
whether this policy would in fact reduce poverty; and provides rough estimates of take- up, 
costs, and benefits were such a policy to substantially increase the use of highly effective 
contraceptive methods. 

 
2) How Much can Expanding Access to Long-Acting Reversible Contraceptives Reduce Teen Birth 

Rates? (Lindo and Packham, 2017) 

DOI: 10.1257/pol.20160039 
LINK: http://www.jstor.com/stable/26598171 
 
OVERVIEW: This paper examines the Colorado Family Planning Initiative (CFPI) to get a deeper 
understanding of how it affected teen outcomes specifically. They analyzed administrative data 
from clinics participating in the CFPI and then did some comparative analyses with other US 
counties with Title X clinics to gain understanding of confounding factors. The researchers 
provide a thorough overview of the program and what changes were made in clinics and then 
present analyses of what difference this made in rates of LARC use. They roughly estimate that 
ƚŚŝƐ�ƉƌŽŐƌĂŵ�ƉƌĞǀĞŶƚĞĚ�͞ĂƉƉƌŽǆŝŵĂƚĞůǇ�ϭ͕ϰϳϴ�ƚĞĞŶ�ďŝƌƚŚƐ�ƚŚĂƚ�ǁŽƵůĚ�ŚĂǀĞ�ďĞĞŶ�ĐŽŶĐĞŝǀĞĚ�
ďĞƚǁĞĞŶ�ϮϬϬϵ�ĂŶĚ�ϮϬϭϯ͘͟�/ƚ�ŝƐ�ŶŽƚĞĚ�ƚŚĂƚ�ƚŚŝƐ�ǁŽƵůĚ�ŚĂǀĞ�ĐŽƐƚ�ĂďŽƵƚ�Ψϭϯ͕ϱϯϭ�ƉĞƌ�ƚĞĞŶ�ďŝƌƚŚ�
avoided in that period, however this does not include prevented births in subsequent years 
while LARC would still be in effect. In addition, more research is needed once additional data 

https://www.jstor.org/stable/10.7758/rsf.2018.4.3.08
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becomes available about other populations besides teenagers to understand the full impact of 
the program. 
ABSTRACT: We estimate the degree to which expanding access to long-acting reversible 
contraceptives (LARCs) can reduce teen birth rates by analyzing Colorado's Family Planning 
Initiative, the first large-scale policy intervention to expand access to LARCs in the United States. 
Using a difference-in-differences approach, we find that the $23M program reduced the teen 
birth rate in counties with clinics receiving funding by 6.4 percent over 5 years. These effects 
were concentrated in the second through fifth years of the program and in counties with 
relatively high poverty rates. State-level synthetic control estimates offer supporting evidence 
but suffer from a lack of power.  
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OVERVIEW: This paper examines the Colorado Family Planning Initiative (CFPI) by comparing data 
from 2008, a year before the program began to 2011, two years into the program. This program 
ƉƌŽǀŝĚĞĚ�ĨƵŶĚŝŶŐ�ĨŽƌ�ŶŽ�ĐŽƐƚ�>�Z��ĨŽƌ�ĐůŝŶŝĐƐ�ƚŚĂƚ�ĐŽǀĞƌĞĚ�ŵŽƐƚ�ŽĨ��ŽůŽƌĂĚŽ͛Ɛ�ƉŽƉƵůĂƚŝŽŶ͘��ĨƚĞƌ�ƚŚƌĞĞ�
years of the program, age-specific fertility rates among low-income, younger women were lower 
than expected. High-risk births (defined as births to women who are unmarried, under 25 years, and 
without a high school education) and abortion rates and significantly decreased in CFPI clinic areas. 
WIC Infant caseload fluctuated some, but overall decreased from 2008 to 2011 after increasing in 
the previous three years. The authors suggest that removing the cost barriers of LARC leads to 
greater uptake and the prevention of unplanned pregnancy. 
ABSTRACT: CONTEXT: Long-acting reversible contraceptive (LARC) methods are recommended for 
young women, but access is limited by cost and lack of knowledge among providers and consumers. 
The Colorado Family Planning Initiative (CFPI) sought to address these barriers by training providers, 
financing LARC method provision at Title Xʹfunded clinics and increasing patient caseload. 
METHODS: Beginning in 2009, 28 Title Xʹfunded agencies in Colorado received private funding to 
ƐƵƉƉŽƌƚ��&W/͘��ĂƐĞůŽĂĚƐ�ĂŶĚ�ĐůŝĞŶƚƐ͛�>�Z��ƵƐĞ�were assessed over the following two years. Fertility 
rates among low-income women aged 15ʹ24 was compared with expected trends. Abortion rates 
and births among high-risk women were tracked, and the numbers of infants receiving services 
through the Special Supplemental Nutrition Program for Women, Infants and Children (WIC) were 
examined. 
RESULTS: By 2011, caseloads had increased by 23%, and LARC use among 15ʹ24-year-olds had 
grown from 5% to 19%. Cumulatively, one in 15 young, low-income women had received a LARC 
method, up from one in 170 in 2008. Compared with expected fertility rates in 2011, observed rates 
were 29% lower among low-income 15ʹ19-year-olds and 14% lower among similar 20ʹ24-year-olds. 
In CFPI counties, the proportion of births that were high-risk declined by 24% between 2009 and 
2011; abortion rates fell 34% and 18%, respectively, among women aged 15ʹ19 and 20ʹ24. 
Statewide, infant enrollment in WIC declined 23% between 2010 and 2013. 
CONCLUSIONS: Programs that increase LARC use among young, low-income women may contribute 
to declines in fertility rates, abortion rates and births among high-risk women. 
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