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Introduction: In order to understand adolescent girls’ and young women’s use of contraceptive
services, this paper examines trends in receipt of contraceptive services, focusing on provider type
and payment source.

Methods: The analysis uses nationally representative data from females aged 15−25 years in the
2002, 2006−2010, and 2011−2015 National Surveys of Family Growth. In 2018, summary meas-
ures for receipt of any contraceptive service, the type of provider visited and payment used were
created and compared across survey years and age groups (15−17 and 18−25 years).

Results: From 2002 to 2011−2015, the proportion of adolescent girls aged 15−17 years relying on
publicly funded clinics for contraceptive care fell from 47% to 24% (95% CI=38.4%, 55.0% and 95%
CI=19.0%, 29.9%), whereas the proportion relying on private providers increased from 49% to 69%
(95% CI=40.7%, 57.1% and 95% CI=61.6%, 76.2%). A significant, but smaller, shift away from clin-
ics occurred among women aged 18−25 years. Over the same period, use of health insurance to
pay for contraceptive services among all females aged 15−25 years increased from 68% to 81%
(95% CI=64.7%, 71.3% and 95% CI=78.5%, 83.8%), whereas the proportion who had private insur-
ance during the year, but did not use it to pay for contraceptive care, declined from 21% to 9%
(95% CI=18.3%, 23.5% and 95% CI=6.8%, 10.7%).

Conclusions: Private providers now provide the bulk of contraceptive services to adolescent girls
and young women, with reduced reliance on publicly funded clinics. Supporting private practices
in providing confidential and comprehensive family planning services must be a priority. Publicly
funded clinics remain an important safety-net provider of contraceptive care for adolescent girls
and young women.
Am J Prev Med 2019;56(3):343−351. © 2018 American Journal of Preventive Medicine. Published by Elsevier
Inc. This is an open access article under the CC BY-NC-ND license
(http://creativecommons.org/licenses/by-nc-nd/4.0/).
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T o achieve their sexual and reproductive health
(SRH) goals, adolescent girls and young women
need access to contraceptive services, informa-

tion, and care. Historically, most adolescent girls seeking
contraceptive care went to publicly funded clinics (51%
−62% in 1982−1995).1 By 2002, however, that proportion
had fallen to 48% and by 2006−2010, to 39%.2 By
contrast, among women aged 20−24 years, about 40%
relied on public providers for their contraceptive care
throughout this period.
Women report choosing publicly funded providers

because of the belief that they provide quality,
nonjudgmental, confidential care for free or at low cost.3

Studies have also found that women obtaining care from
publicly funded clinics typically receive a broader range of
SRH services compared with those going to private pro-
viders, and are more likely to have conversations about
condoms or birth control during certain kinds of visits.2,4

The purpose of this paper is to examine changes in the
receipt of contraceptive services among adolescent girls
s.org/licenses/by-nc-nd/4.0/).
Am J Prev Med 2019;56(3):343−351 343

http://crossmark.crossref.org/dialog/?doi=10.1016/j.amepre.2018.10.018&domain=pdf
http://creativecommons.org/licenses/by-nc-nd/4.0/
mailto:jfrost@guttmacher.org
https://doi.org/10.1016/j.amepre.2018.10.018
http://creativecommons.org/licenses/by-nc-nd/4.0/


344 Frost and Lindberg / Am J Prev Med 2019;56(3):343−351
(ages 15−17 years) and young women (ages 18−25
years) in the U.S. between 2002 and 2015, focusing on
those girls and women whose age put them at high risk
both for unintended pregnancy and for barriers that
may obstruct efforts to obtain confidential care.5,6 It is
hypothesized that changes in where adolescent girls and
young women go for contraceptive services may be
related to changes in insurance coverage, as well as to
other changes in the financing and delivery of SRH care
services.
There are many potential drivers of change in patterns

of adolescent girls’ and young women’s contraceptive
care. Over the last decade, policies have been imple-
mented to improve access to both health care generally
and to contraceptive and other SRH services specifically.
These include contraceptive coverage mandates,7,8 Med-
icaid family planning expansions,9 and parts of the
Affordable Care Act10 that cover young adults on their
parents’ insurance policy to age 26 years (effective from
September 2010); require preventive care (including
SRH services) to be provided with no cost sharing (effec-
tive from January 2013)11; and expand access to health-
care coverage (effective from January 2014). These
changes improve adolescent girls’ and young women’s
ability to pay for care from private doctors, reducing the
pool who must rely on publicly funded clinics for afford-
able care. By contrast, demographic and economic shifts
over the past two decades have resulted in rising propor-
tions of adolescent girls and young women living in pov-
erty,12 increasing the pool of girls and women who need
free or low-cost care. At the same time, declining or stag-
nant public funding for family planning services through
the Title X program13 has resulted in a steady drop in the
number of Title X-funded clinics since 2008.14 Concerns
about confidentiality of care for minors/dependents,
even among young adults on their parents’ insurance
plans, may also act as a barrier to adolescent girls and
young women obtaining contraceptive care.5,15

There are also supply-side drivers if private providers
increase their provision of contraceptive methods or
counseling to adolescent girls and young women in
response to improved reimbursement rates by private
insurance companies. Increased emphasis on contracep-
tive counseling and services may also be fueled by new
evidence-based SRH clinical practice guidelines advanced
by governmental agencies and medical organizations
including the Centers for Disease Control and Prevention,
the Office of Population Affairs, American Academy of
Pediatrics, the American Congress of Obstetricians and
Gynecologists, and the Society for Adolescent Health and
Medicine.16−21

Although this analysis is unable to untangle the
impact of all of these drivers on observed trends in
where adolescent girls and young women receive con-
traceptive care and how they pay for this care, it is
important to monitor these patterns to better under-
stand how shifts in policy and service delivery may
impact adolescent girls’ and young women’s SRH.

METHODS

Study Sample
This study uses nationally representative data from female respondents
in several rounds (2002,22 2006−2010,23 2011−201524,25) of the
National Survey of Family Growth (NSFG), a periodic national proba-
bility household survey of females and males aged 15−44 years in the
U.S. In-person interviews were conducted in 2002 and then continu-
ously from June 2006 to December 2010 and again from June 2011 to
June 2015. The analysis was restricted to female respondents who
were aged 15−25 years at the time of each survey (4,399 respondents,
2011−2015; 4,838 respondents, 2006−2010; 2,780 respondents, 2002).
The female response rate varied between 72% and 80% for the full
sample and was slightly higher among adolescent girls and young
women. The NSFG public use data sets include recoded variables that
have imputed values for missing data. See above references for more
detail on the methodology for imputing missing values. Methods of
data collection and dissemination of the public use data set were
approved by NCHS’s IRB for protection of human subjects.

Measures
All females were asked whether they received any of seven spe-
cific contraceptive services from a doctor or other medical care
provider in the prior 12 months. This analysis created a sum-
mary recode that measures receipt of any contraceptive service
in the past year, and also presents data on three of the individ-
ual contraceptive services. These include counseling or informa-
tion about birth control, a checkup or medical test related to
using a birth control method, a method of birth control or a
prescription for a method, counseling or information about get-
ting sterilized, a sterilizing operation, counseling or information
about emergency contraception, and emergency contraception
or a prescription for it.

For each service received, females were provided a list and asked
to identify the type of provider visited. The list read: private doctor’s
office, HMO, community or public health clinic, family planning or
Planned Parenthood clinic, school/school-based clinic, hospital out-
patient clinic, employer or company clinic, hospital emergency
room, hospital regular room, urgent care center, and some other
place. For this analysis, provider type is grouped into three main
categories: private doctor’s office/HMO, publicly funded clinic, and
other.

Clinics are further divided according to funding source (Title
X-funded and non−Title X-funded clinics) and type (public
health department, community/Federally Qualified Health Center,
family planning/Planned Parenthood, and other clinics). These
classifications were assigned using a detailed database of publicly
funded clinics and were not based on information asked of the
respondent. The clinic database is updated and maintained by the
Guttmacher Institute and is loaded onto the NSFG interviewers’
computers. Respondents were asked for the name and address
of visited clinics so they could be matched to the clinic list and
classified according to funding source and type.
www.ajpmonline.org
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Females’ reports of their health insurance coverage over the past
year were grouped into a summary measure with three mutually
exclusive categories: private health insurance, including military cov-
erage, at all during the year; Medicaid or other public health insur-
ance at all during the year; and no health insurance coverage all year.
Military health coverage is provided to military personnel and their
families because of their service, not their income, and is therefore
more similar to employer-based private health insurance than to
public insurance. Women who reported having both private and
public health insurance during the year were classified according to
the type of insurance that they reported using for their contraceptive
visit.

Females’ reports of how they paid for each service were
grouped into four mutually exclusive categories: private insurance,
Medicaid or other public insurance, out-of-pocket payment/other,
and no payment necessary or copayment only.

Responses on health insurance were combined with those on
payment type to create a summary variable with five mutually
exclusive categories: had and used private insurance to pay for care,
had private insurance during the past year but did not use it to pay
for care, had and used Medicaid to pay for care, had Medicaid in
the past year but did not use it to pay for care, and uninsured all
year. There are several reasons why females may not have used
insurance or Medicaid to pay for their care, even though they
reported coverage during the year: they were not insured at the
time of their visit (among females [aged 15−25 years] receiving
contraceptive services, 10%−19% of those privately insured and
23%−33% of those covered by Medicaid had ≥1 months without
coverage); their insurance did not cover the service they received;
or they opted not to use their coverage, either for confidentiality or
for some other reason. It is not possible, using the NSFG, to untan-
gle these reasons.
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Statistical Analysis
All analyses used Stata, version 15.1, and were completed in 2018.
Sampling weights provided in the NSFG data files account for the
complex sampling design and allowed division of the data into
nationally representative and non-overlapping periods. In making
comparisons of proportions between survey cycles, significance
tests were calculated using weighted logistic regression; the resulting
95% CIs are presented in the tables. ORs and p-values are not pre-
sented but are available upon request. Only tests statistically signifi-
cant at p<0.05 are reported in the text, unless otherwise noted.
Analyses are stratified by age in order to examine differences
between adolescent girls and young women.
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RESULTS

Of theffi22 million U.S. females aged 15−25 years in each
time period, approximately half reported receipt of con-
traceptive services during the prior year; 41%−43%
received a birth control method or prescription, 28%
−31% reported a checkup related to birth control, and
22%−26% received birth control counseling (Table 1).
There was no significant change in overall receipt of con-
traceptive services between 2002 and 2015.
Among adolescent girls aged 15−17 years, 26%−32%

reported receipt of contraceptive services in the prior year
March 2019
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compared with 56%−59% of young women aged
18−25 years. Among both age groups, there was a small,
but significant, drop in the proportion reporting con-
traceptive counseling between 2002 and 2006−2010 (19%
to 13%, and 29% to 25%, respectively). Among adoles-
cents, there was also a dip in receipt of any contraceptive
service between 2002 and 2006−2010 (from 32% to 26%),
whereas the proportion remained stable among young
women aged 18−25 years, as did the proportions receiv-
ing any contraceptive service between 2002 and 2011
−2015 for both age groups.
Between 61% and 69% of females aged 15−25 years

received contraceptive services from private providers in
each survey year and 27%−35% received care from
publicly funded clinics (Table 2). These patterns varied by
age and time period. In 2002, adolescent girls aged
15−17 years were equally likely to obtain contraceptive
care from publicly funded clinics (47%) as they were to go
to private providers (49%), whereas among young women
aged 18−25 years, 65% went to private providers and
33% to clinics. Over time, variation between the age
groups diminished as the share of adolescent girls relying
on publicly funded clinics for contraceptive care fell
(from 47% to 24%), and the proportion relying on private
providers increased (49% to 69%). The adolescent shift
away from clinics occurred both among those receiving
care from Title X-funded clinics (25% to 13%) and among
those going to other publicly funded clinics (21% to 12%).
From 2002 to 2011−2015, the proportion of adolescent
girls who reported receiving contraceptive services from
family planning/Planned Parenthood clinics declined
from 14% to 3%. Young adults aged 18−25 years experi-
enced smaller, but still statistically significant, shifts
toward private providers and away from clinics for con-
traceptive services; this decline was only among non
−Title X clinics and among family planning/Planned Par-
enthood clinics.
The shift in where adolescent girls and young women

go for contraceptive services was accompanied by a shift
in how they paid for this care (Table 3). The proportion
of adolescent girls and young women who used some
form of health coverage (either public or private health
insurance) to pay for contraceptive services rose from
68% in 2002 to 75% in 2006−2010 to 81% in 2011−2015.
Similar patterns occurred among both adolescents aged
15−17 years and young women aged 18−25 years. There
were increases in both the proportions of young females
(aged 15−25 years) using private (49% to 55%) insurance,
as well as those using public (19% to 26%) insurance to
pay for their contraceptive care. Use of private insurance
increased significantly for young women aged 18−25 years
(51% to 57%) whereas adolescents experienced a nonsig-
nificant upward trend (40% to 47%); use of public
insurance increased for both age groups (25% to 36% for
adolescent girls and 18% to 24% for young women).
What was most striking was a drop in the proportion

of adolescent girls and young women who reported hav-
ing, but not using, private insurance to pay for con-
traceptive services in 2011−2015 compared with 2002
(21% to 9%); among adolescent girls, this proportion
declined from 24% to 8% and from 20% to 9% among
young women.
As expected, the levels and type of coverage (public

versus private), as well as the proportions who had but
did not use private insurance to pay for care, differ
according to whether or not the women visited a private
provider or public clinic for contraceptive care (Table 4).
However, the general pattern of decreasing proportions
of adolescent girls and young women who had, but did
not use, private health insurance to pay for care persists
regardless of provider type. A majority of adolescent
girls and young women receiving care from private pro-
viders used private health insurance to pay for that care,
and >90% used either private or public coverage. Among
adolescent girls and young women who received care
from clinics, use of any type of insurance rose (from
43% to 57%), but remained much lower than for women
receiving care from private providers. Despite a decrease
in the proportions who have, but do not use, private cov-
erage (from 36% to 19%), nearly half of all adolescent
girls and young women who visited a clinic and reported
having private insurance during the year did not use pri-
vate insurance to pay for care. Moreover, among adoles-
cent girls and young women who received care from
clinics, the proportion uninsured all year rose from 12%
in 2002 to 18% in 2011−2015.
DISCUSSION

Over the past decade, the proportion of all adolescent girls
and young women who report obtaining contraceptive
services from a healthcare provider each year has
remained mostly level. However, there has been a clear
shift in where they receive contraceptive care and how
they pay for that care. Increasing proportions of adoles-
cent girls and young women are obtaining care from pri-
vate providers, fewer are going to publicly funded clinics,
and more are using health insurance to pay for their care.
In particular, there has been a decline in adolescent girls
and young women receiving contraceptive care from fam-
ily planning/Planned Parenthood clinics. Whereas in the
past adolescent girls were distinct, in that most sought
care from clinics, their behavior has become more similar
to adult women; the majority of females now receive con-
traceptive care from private providers.
www.ajpmonline.org



Table 2. Type of Provider Visited for Contraceptive Services Among Females Aged 15−25 Years, National Survey of Family Growth, 2002−2015

Survey year
and age

Receiving
contraceptive
services, N

(in thousands)

Type of provider visited

Type of publicly funded clinic visited

By funding status By type

Total
Private

doctor/HMO
Publicly

funded clinic Other Title X Non−Title X
Public health
department

Community
clinic/FQHC

Family
planning/PP

Hospital/
school

Ages 15−25 years

2002 11,258 100 62.6
(59.0, 66.1)

35.0
(31.2, 38.7)

2.5
(1.5, 3.4)

18.7
(16.0, 21.5)

16.2
(13.7, 18.7)

8.9
(7.1, 10.7)

8.0
(6.5, 9.6)

13.2
(10.6, 15.7)

4.9
(3.6, 6.2)

2006−2010 11,024 100 61.0
(57.3, 64.7)

35.0
(31.3, 38.7)

4.0*
(2.8, 5.2)

17.7
(14.7, 20.8)

17.3
(14.2, 20.4)

6.8
(4.7, 8.9)

9.3
(6.8, 11.9)

12.6
(10.1, 15.2)

6.3
(4.7, 7.8)

2011−2015 11,015 100 68.8*, **
(65.7, 71.8)

27.1*, **
(24.1 30.0)

4.2
(2.6, 5.8)

16.1
(13.7, 18.5)

10.9*, **
(8.8, 13.0)

6.8
(5.1, 8.6)

9.1
(7.2, 10.9)

6.9*, **
(5.3, 8.5)

4.3
(2.8, 5.8)

Ages 15−17 years

2002 1,853 100 48.9
(40.7, 57.1)

46.7
(38.4, 55.0)

4.4
(1.0, 7.8)

25.3
(17.7, 32.9)

21.4
(15.0, 27.7)

11.3
(6.3, 16.2)

13.2
(7.6, 18.8)

14.3
(7.0, 21.6)

7.9
(3.5, 12.2)

2006−2010 1,487 100 52.5
(45.4, 59.5)

40.3
(34.2, 46.4)

7.2
(2.7, 11.7)

17.4
(12.2, 22.6)

22.9
(17.0, 28.7)

8.5
(4.5, 12.5)

11.8
(7.0, 16.6)

10.1
(6.3, 13.8)

9.9
(6.0, 13.9)

2011−2015 1,698 100 68.9*, **
(61.6, 76.2)

24.5*, **
(19.0, 29.9)

6.7
(1.2, 12.1)

12.8*
(8.8, 16.9)

11.6*, **
(7.8, 15.5)

7.5
(4.3, 10.6)

8.2
(5.0, 11.4)

3.4*, **
(1.4, 5.4)

5.5
(2.5, 8.4)

Ages 18−25 years

2002 9,405 100 65.3
(61.2, 69.3)

32.7
(28.5, 36.8)

2.1
(1.3, 2.9)

17.5
(14.5, 20.4)

15.2
(12.4, 18.0)

8.4
(6.2, 10.6)

7.0
(5.3, 8.7)

12.9
(10.3, 15.5)

4.3
(2.9, 5.7)

2006−2010 9,537 100 62.3
(58.6, 66.1)

34.2
(30.4, 37.9)

3.5
(2.3, 4.7)

17.8
(14.5, 21.0)

16.4
(13.2, 19.7)

6.5
(4.4, 8.7)

8.9
(6.4, 11.5)

13.0
(10.3, 15.7)

5.7
(3.9, 7.4)

2011−2015 9,318 100 68.7**
(65.6, 71.9)

27.5**
(24.3, 30.7)

3.7
(2.1, 5.4)

16.7
(14.1, 19.3)

10.8*, **
(8.6, 13.0)

6.7
(5.0, 8.5)

9.2
(7.2, 11.2)

7.5*, **
(5.7, 9.4)

4.1
(2.4, 5.7)

Note: Values are weighted proportions (95% CIs). Boldface indicates statistical significance (*Significantly different from 2002 at p≤0.05; **Significantly different from 2006−2010 at p≤0.05).
aOther providers include hospital inpatient care, emergency room, urgent care center, and some other place.
FQHC, federally qualified health center; PP, Planned Parenthood.
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Table 3. Health Insurance Status and Payment Source for Contraceptive Services, National Survey of Family Growth,
2002−2015

Survey year
and age

Receiving
contraceptive
services, N

(in thousands)

Total % using
public or private
insurance to pay

for care

Insurance status and payment source for contraceptive servicesa

Total

Private insurance
past year Medicaid past year

Uninsured
all yearc

Used to pay
for care

Did not use
for careb

Used to pay
for care

Did not use
for careb

Ages 15−25 years

2002 11,258 68.0
(64.7, 71.3)

100.0 49.1
(45.3, 52.8)

20.9
(18.3, 23.5)

19.0
(16.1, 21.9)

4.4
(3.0, 5.7)

6.7
(5.0, 8.4)

2006−2010 11,024 74.7*
(71.8, 77.7)

100.0 51.0
(46.8, 55.2)

13.5*
(11.5, 15.6)

23.8*
(20.5, 27.0)

4.1
(3.0, 5.2)

7.6
(5.6, 9.6)

2011−2015 11,015 81.2 *, **
(78.5, 83.8)

100.0 55.5*
(51.6, 59.4)

8.8*, **
(6.8, 10.7)

25.7*
(22.6, 28.8)

3.4
(2.6, 4.3)

6.6
(5.1, 8.1)

Ages 15−17 years

2002 1,853 65.0
(56.4, 73.5)

100.0 40.3
(32.6, 48.0)

23.6
(17.4, 29.7)

24.7
(17.6, 31.7)

7.6
(4.1, 11.1)

3.8
(0.6, 7.1)

2006−2010 1,487 71.4
(65.3, 77.4)

100.0 42.0
(35.8, 48.1)

16.0*
(11.4, 20.6)

29.4
(23.4, 35.4)

10.9
(6.2, 15.6)

1.7
(0.4, 3.1)

2011−2015 1,698 83.1*, **
(78.4, 87.8)

100.0 47.3
(39.6, 55.0)

7.9*, **
(4.7, 11.1)

35.7*
(28.3, 43.2)

6.0
(3.1, 8.9)

3.0
(1.2, 4.9)

Ages 18−25 years

2002 9,405 68.6
(65.2, 72.1)

100.0 50.8
(46.5, 55.1)

20.4
(17.6, 23.2)

17.9
(15.0, 20.8)

3.8
(2.4, 5.1)

7.2
(5.3, 9.2)

2006−2010 9,537 75.3*
(72.2, 78.3)

100.0 52.4
(48.0, 56.8)

13.2*
(10.9, 15.4)

22.9*
(19.3, 26.5)

3.0
(2.0, 4.0)

8.5
(6.2, 10.8)

2011−2015 9,318 80.9*, **
(77.8, 83.9)

100.0 57.0*
(52.5, 61.4)

8.9*, **
(6.6, 11.2)

23.9*
(20.6, 27.2)

3.0
(2.0, 4.0)

7.3
(5.6, 9.0)

Note: Values are weighted proportions (95% CIs). Boldface indicates statistical significance (*Significantly different from 2002 at p≤0.05; **Signifi-
cantly different from 2006−2010 at p≤0.05).
aHealth insurance status during the past 12 months and whether women used their insurance to pay for their contraceptive service visit.
bWomen may not have used their health insurance to pay for their visit for several reasons: They were not insured at the time of the visit, their insur-
ance did not cover the service they received, or they opted not to use their insurance for confidentiality or other reasons. These women paid for the
visit themselves (self-pay) or received free or reduced-fee care.
cUninsured women paid for the visit themselves (self-pay) or received free or reduced-fee care.
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The observed shifts in young women’s reports about
where they obtain care are consistent with data reported
by clinics themselves. Among clinics receiving federal
Title X funding for family planning services, the number
and proportion of clients who were under age 20 years
has dropped since 2002, falling from 1.4 million (29%)
in 2002 to 707,000 (17%) in 2015.14,26

Between 2002 and 2011−2015, the proportion of
young women covered by and using Medicaid to pay for
contraceptive services increased, as did the proportion
who used their private insurance to pay for such care.
These changes likely allowed more adolescent girls and
young women to access care from private providers, con-
tributing to the decline in clinic use documented in this
analysis. Increased Medicaid use parallels its increased
availability, driven both by rising poverty levels and by
multiple public policies expanding Medicaid eligibility.
Improved use of private insurance likely reflects improved
contraceptive coverage by insurance companies, greater
knowledge among young women about their insurance
coverage options, and greater willingness among young
women to use their coverage. Some of the latter changes
may be related to cohort effects; the current cohort of
adolescent girls and young women may have reduced
stigma around their sexuality and SRH behaviors. It will
be important to continue to track their service needs and
utilization to better understand drivers of these trends.
Additionally, improved coverage and reimbursement

for contraceptive counseling and related services, as well
as guidelines that recommend adolescent contraceptive
needs be addressed in primary care settings,10,27 may have
influenced private physicians’ interest or willingness to
provide these services.
Although expansion of insurance coverage may allow

more adolescent girls and young women to obtain con-
traceptive care from private providers, it is important to con-
sider the implications on these girls and women as well as
those who continue to rely on publicly funded clinics. Shift-
ing contraceptive care for adolescents and young adults to
private providers creates potential opportunities to integrate
www.ajpmonline.org



Table 4. Health Insurance Status and Payment Source for Contraceptive Services by Provider Type, National Survey of Family
Growth, 2002−2015

Provider type
and survey year,
ages 15−25 years

Receiving
contraceptive
services, N

(in thousands)

Total %
using public
or private

insurance to
pay for care Total

Insurance status and payment source for contraceptive servicesa

Private insurance
past year Medicaid past year

Uninsured
all yearc

Used to pay
for care

Did not use
for careb

Used to pay
for care

Did not use
for careb

Private doctor

2002 7,044 82.6
(79.8, 85.4)

100 68.8
(65.4, 72.2)

12.3
(9.7, 14.8)

13.8
(11.0, 16.6)

1.6
(0.9, 2.3)

3.6
(2.3, 4.8)

2006−2010 6,724 91.2*
(89.1, 93.2)

100 70.1
(65.5, 74.7)

5.4*
(3.9, 6.9)

21.1*
(17.1, 25.0)

1.3
(0.5, 2.0)

2.1
(0.9, 3.3)

2011−2015 7,574 91.8*
(89.6, 94.0)

100 69.7
(65.6, 73.8)

4.3*
(2.6, 6.0)

22.1*
(18.6, 25.6)

1.8
(1.1, 2.6)

2.1
(1.2, 2.9)

Publicly funded clinic

2002 3,937 42.9
(37.9, 47.8)

100 15.3
(11.6, 19.0)

36.1
(31.5, 40.7)

27.6
(22.9, 32.3)

9.1
(6.0, 12.3)

11.9
(8.4, 15.5)

2006−2010 3,859 47.6
(42.0, 53.1)

100 19.3
(15.0, 23.7)

27.4*
(22.3, 32.4)

28.3
(23.2, 33.3)

8.1
(5.6, 10.5)

17.0
(12.5, 21.5)

2011−2015 2,979 56.9*, **
(49.9, 63.9)

100 21.8
(14.7, 29.0)

18.7*, **
(13.7, 23.7)

35.1
(29.0, 41.1)

6.7
(4.3, 9.1)

17.7*
(13.2, 22.3)

Note: Values are weighted proportions (95% CIs). Boldface indicates statistical significance (*Significantly different from 2002 at p≤0.05; **Signifi-
cantly different from 2006−2010 at p≤0.05).
aHealth insurance status during the past 12 months and whether women used their insurance to pay for their contraceptive service visit.
bWomen may not have used their health insurance to pay for their visit for several reasons: They were not insured at the time of the visit, their insur-
ance did not cover the service they received, or they opted not to use their insurance for confidentiality or other reasons. These women paid for the
visit themselves (self-pay) or received free or reduced-fee care.
cUninsured women paid for the visit themselves (self-pay) or received free or reduced-fee care.
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SRH into overall health care, but also creates challenges for
preserving the same levels of confidentiality and service qual-
ity that are traditionally available from clinics.
Many of the differences in the quality of contraceptive

care provided by clinics versus private providers are rooted
in the fact that clinics have legislative and administrative
protocols that mandate confidential receipt of services28;
and they follow national guidelines that specify expecta-
tions for the delivery of quality family planning serv-
ices.19,29 Compared with Title X clinics, smaller private
practices often lack the administrative and procedural over-
sight to design, implement, and monitor specific protocols
for this care.30

Moreover, improved access to SRH services for ado-
lescents and young adults, especially at private providers,
may be complicated by confidentiality concerns31 if they
are dependent on their parents’ health insurance plan. A
recent study found that concerns about receipt of confi-
dential SRH care were greater for adolescents and young
adults covered by private insurance compared with those
on Medicaid,5 indicating a challenge for private pro-
viders in being able to address the confidentiality con-
cerns of their clients. This study found that nearly half
of young women going to clinics who reported having
private insurance did not use this private health insur-
ance to pay for care. A recent study of clients visiting
March 2019
Title X-funded clinics found that among women under
age 20 years who had private health insurance, a major-
ity of those who did not use their insurance reported
confidentiality concerns as the reason.32 Thus, support-
ing private healthcare providers in delivering confiden-
tial and comprehensive quality family planning services
to young women must be a priority.
Even with increased use of health insurance to pay for

contraceptive services, the publicly funded clinic network
remains important, as more than one in four adolescent
girls and young women who received contraceptive care
went to such a clinic. These clinics, especially those
funded by Title X, remain the ultimate safety net and con-
tinue to serve the most vulnerable women, including poor
and low-income women of all ages.33 Moreover, the pro-
portion uninsured among adolescents and young adults
receiving care from clinics rose from 12% in 2002 to 18%
in 2011−2015. Possible reductions to the protections
afforded by the Affordable Care Act moving forward may
increase the pool of women in need of this safety net, so
efforts to support and monitor clinic access to contracep-
tive and other SRH care services will remain essential.
This is especially important because safety-net family
planning clinics, including Planned Parenthood sites,
offer much more than contraception, including cancer
screenings, sexually transmitted infection care, and other
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preventive care services that many adolescent girls and
young women may not have access to otherwise.
Limitations
There are a number of limitations to this analysis. The
data do not identify the types of private clinicians seen by
adolescent girls and young women—pediatricians, obste-
trician-gynecologists, or other specialists—and whether
SRH services are being provided as part of comprehensive
primary care or as a specialized service.34 Young women
may have incorrectly identified the type of provider vis-
ited. Among women who reported having but not using
health insurance to pay for services received, the data do
not allow specification of reasons, such as women not
being covered at the time of their visit, the insurance plan
not covering the service received, or women choosing not
to use their insurance for confidentiality or other reason.
More direct research on the quality of contraceptive care
offered by different providers is warranted given these
shifts in utilization, including access to a range of con-
traceptive methods, appropriate non-directive counseling,
and confidential care.
CONCLUSIONS

Finally, future research should consider how source of
care may impact SRH behaviors and outcomes; the
observed changes in service use patterns documented in
this study have occurred during a period of dramatic
declines in the adolescent pregnancy rate, but increases in
sexually transmitted infection rates.35,36 Ensuring young
people’s continued access to contraceptive care, regardless
of healthcare provider or source of payment, is a critical
component of preventive health care.
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