
tual use: 0.1% and 1%,
respectively, during the
first six months of use,
and 2% and 4% over the
first 12 months of use. 

The pill, in contrast,
has substantially higher
failure rates (4% during
the first six months of use
and 9% during the first
year), although these are
the lowest rates for meth-
ods that require ongoing
action by the user. At the
other end of the spec-
trum are periodic absti-
nence, withdrawal and
spermicides, which all
have first-year failure
rates exceeding 20%. The
diaphragm or cervical
cap and the male con-
dom fall in the middle of
the range, with 12-month
failure rates of 13% and
15%, respectively.

Overall, the probabil-
ity of failure during the
first six months of use
accounts for more than
half (60%) of failure

within the first year of use. This pattern
reflects both the greater difficulty in using
a relatively new method correctly and con-
sistently and the higher likelihood of con-
tinued use among those who are more
comfortable with their method and able
to carry out the steps needed to use it suc-
cessfully.

Periodic abstinence has a particularly
high chance of failure during the early
stages of use; 68% of the probability of fail-
ure occurs in the first half of the 12-month
period. The six-month failure rates for the
pill, the diaphragm or cervical cap, the
condom, spermicides and withdrawal are
52–60% of the 12-month rates, suggesting
that for these methods the risk of failure
is more evenly distributed over time. The
failure rate for the injectable is even less
concentrated in the first half of the initial
year of use (34%). Implants have the low-
est probability of failure at both six and 12
months. It is not clear whether the rela-
tively large difference between the six-
month (0.1%) and 12-month (2.0%) failure
rates is due to measurement error or to
other factors, such as the device’s drug re-
lease pattern (in which hormonal levels
fall steadily in the early months of use and
then plateau at a very low level).26

Part of the difference across methods in
the unstandardized failure rates reflects

ligion and other covariates were statisti-
cally significant. Therefore, we do not pre-
sent rates by religion in this article.

Results
Method-Specific Failure Rates 
Table 1 presents the estimated failure rates
during the first six months and the first year
of use. Correcting for abortion underre-
porting increases the six-month failure rate
among users of all reversible methods from
about 6% to 8% and raises the 12-month
failure rate from 10% to 13%. The under-
reporting of abortion is more pronounced
for some methods than for others. Cor-
recting for missing abortions changes the
NSFG-reported six-month and 12-month
failure rates for the implant, the injectable,
the pill and periodic abstinence and the six-
month rate for the diaphram or the cervi-
cal cap by less than two percentage points.
The abortion adjustment has the biggest ef-
fect on failure rates for spermicides, rough-
ly doubling the six-month rate and in-
creasing the 12-month rate by 70%. 

The corrected, unstandardized rates re-
flect the actual experience of women re-
lying on each of these methods during the
study period. The implant and the in-
jectable—two relatively long-term hor-
monal methods with little scope for user
error—have very low failure rates in ac-

the fact that some groups of women are
more or less likely to choose specific meth-
ods. The standardized rates in Table 1
show the rates for each method if the
women were the same in terms of age,
union status and poverty status. Stan-
dardization increased the 12-month fail-
ure rates for the diaphragm or cervical cap
and for spermicides, withdrawal and pe-
riodic abstinence. This indicates that these
methods are more likely than others to be
used by women from social and demo-
graphic subgroups that tend to have lower
overall failure rates. Conversely, stan-
dardization decreased failure rates for
long-acting methods, the pill and the con-
dom, showing that these methods are
more likely than others to be chosen by
subgroups of women more prone to con-
traceptive failure.

Variation by Characteristics 
•Method-specific failure rates. Table 2 shows
12-month failure rates for subgroups by
women’s age, union status and poverty
status. (In preliminary analyses, we found
these three variables to be significantly as-
sociated with the probability of contra-
ceptive failure.) Poorer women experience
a higher probability of failure, regardless
of their age or union status or the method
that they used. Adolescents and adult
women younger than 25 tend to have
higher failure rates than do women aged
25–29, whose rates in turn are higher than
those of women aged 30 and older. More-
over, women in cohabiting unions gener-
ally experience higher rates of contracep-
tive failure than either married or other
unmarried women.

While all three of these factors exert in-
dependent effects on the probability of
contraceptive failure, age and union sta-
tus tend to interact. We found no signifi-
cant interactions between contraceptive
method and women’s socioeconomic vari-
ables in preliminary analyses, indicating
that the variation in failure rates by age,
union status and poverty status is similar
across methods.

For example, the lowest failure rates for
each method are among higher income
married women aged 30 and older: Their
12-month probability of becoming preg-
nant while using contraceptives ranges
from 1% or less with implants or injecta-
bles to 12–14% with spermicides, with-
drawal or periodic abstinence. The high-
est failure rates for each method are
among low-income cohabiting women
younger than 20, although there were
enough women for analysis only for im-
plants, the injectable, the pill and the con-
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Table 1. Percentage of U.S. women experiencing contraceptive
failure, by duration of use and method, according to correction
for abortion underreporting, 1995 National Survey of Family
Growth

Duration Uncorrected Corrected
and method

Unstandardized Standardized

FIRST SIX MONTHS OF USE
Total 5.5 7.9 7.7
Implant 0.0 0.1 0.1
Injectable 1.3 1.2 1.0
Pill 3.0 4.4 4.3
Diaphraghm/cervical cap 5.5 7.2 8.6
Male condom 5.6 8.9 8.8
Spermicides 7.8 16.2 17.1
Withdrawal 12.4 15.6 16.3
Periodic abstinence 13.2 14.9 17.5

FIRST 12 MONTHS OF USE
Total 9.9 13.1 12.9
Implant 1.8 2.0 1.4
Injectable 2.8 3.5 2.6
Pill 7.3 8.5 8.1
Diaphraghm/cervical cap 9.2 13.2 15.9
Male condom 9.7 14.9 14.7
Spermicides 16.6 28.2 29.0
Withdrawal 20.1 26.0 27.1
Periodic abstinence 20.2 21.8 25.3

Notes: Total contraceptive failure rates, uncorrected and corrected but unstandardized, are
from a model including no covariate other than duration of use. Uncorrected and corrected
but unstandardized method-specific failure rates are calculated from a model including du-
ration of use, method and the interaction between duration of use and method. Corrected
and standardized rates are based on a model including duration of use, method, age, union
status, poverty status, the interaction between duration of use and method, and the interac-
tion between age and union status. In the latter model, abortion data in 19 (5%) of 391 cells
were transferred to adjoining cells because of lack of exposure. “Other” reversible methods
were included in all models, but separate estimates for these methods are not shown, as they
do not reflect experience with any specific method.


