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black and Hispanic women in the NSFG and differential non-
response. We used a bootstrapping technique to obtain 95%
confidence intervals for the method switching rates. We also
examined the proportion of adopters of each method type
who previously used each origin method. In examining dif-
ferences in these method origins, it is important to note that
they are a function of both the origin distribution of all
method users and duration-specific transition rates (not cu-
mulative switching rates).

Next, we examined the social and demographic deter-
minants of switches between method pairs using discrete-
time hazards modeling.13 Each model in this analysis ex-
amines the risk of switching from a specific origin method
to a specific destination method. Thus, the coefficients as-
sociated with categorical variables indicate the relative in-
crease or decrease in the risk (the log of the hazard)—com-
pared with the risk among women in the reference
category—of stopping use of the origin method to switch to
a specific destination method (where the risks of switching
to a different method or of experiencing a censoring event
are competing risks). For interval-level variables, such as age,
the coefficients indicate the relative change in the risk of
switching associated with a one-unit increase in the variable’s
value. We also estimated hazards models of the risk of switch-
ing from a specific origin method to any destination method.*

We examined nine critical characteristics of women mak-
ing contraceptive switching choices as covariates in the haz-
ards models: age, race, Hispanic origin, educational at-

tainment, parity, religion, family arrangements during child-
hood, age at menarche and duration of use. 

Age, measured in years, was included for four reasons. First,
it is negatively related to the probability of experiencing an
unintended pregnancy, because fecundity and frequency of
intercourse decline with age.14 Second, age is positively re-
lated to the costs of an unintended pregnancy, because older
women are at higher risk than younger women of experi-
encing negative health outcomes for both themselves and
their children should they become pregnant,15 and are less
likely to desire additional children. Third, the possible ad-
verse health consequences related to pill or other hormon-
al method use are greater for older women. Finally, younger,
unmarried women tend to engage in higher-risk sexual be-
haviors,16 possibly increasing their demand for the condom
and dual methods. 

We included race and ethnicity (measured with di-
chotomous variables indicating whether the woman is black
and whether she is Hispanic) because they are believed to
reflect cultural differences in values and preferences that
were not measured in the NSFG. In addition, given the high-
er prevalence of STDs among minority populations, mi-
nority group members are more likely than others to per-
ceive themselves to be at high risk of acquiring these diseases
and modify their behavior accordingly.17

Education, measured in years of completed regular
schooling, was included because better-educated women
generally have greater access than those with less school-
ing to information about contraceptive methods and their
risks and benefits. Furthermore, the potential costs of a birth
are greater for better-educated women because their mar-
ket wage is higher than that of less-educated women and
thus they have more to lose by being out of the workforce. 

We included parity because childless women are more
likely to be postponing a birth than preventing a birth. We
considered whether women have any religious affiliation†
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*Statistical significance levels for coefficients in the hazards models reflect

the fact that the standard errors of these estimates were adjusted, using

STATA, to account for clustering in the NSFG sample.

†Initially, we also identified Catholics, conservative Protestants and mem-

bers of other religions, but we found very few differences across these

groups and collapsed our variable to a dichotomy to simplify our presen-

tation and focus on the religious distinction that we found to be most im-

portant.

TABLE 1. Percentage of married women using selected contraceptive methods who switched to a new method within two
years, by new (destination) method, 1995 National Survey of Family Growth

Origin method N Destination method

All Female Male Implant/ Pill Condom Other None
sterilization sterilization injectable/IUD reversible

All 2,973 39.6 2.0 2.8 2.4 7.9 9.3 6.6 8.7
(3.7–12.5) (1.3–2.8) (2.1–3.7) (1.6–3.2) (6.5–9.2) (7.8–10.9) (5.3–7.9) (7.2–10.4)

Implant/ 147 30.0 4.0 0.0 na 5.1 9.2 6.1 5.5
injectable/IUD (20.1–40.2) (0.2–11.2) (na) (1.4–9.6) (3.6–16.3) (1.9–11.9) (1.4–10.3)

Pill 745 41.5 2.2 1.7 3.3 na 14.7 9.0 10.6
(36.0–47.1) (0.8–3.9) (0.6–3.0) (1.5–5.3) (11.1–19.0) (6.0–12.2) (7.3–14.6)

Condom 764 41.6 1.5 5.6 2.6 11.5 na 7.7 12.6
(36.0–47.2) (0.6–2.7) (3.3–8.1) (1.2–4.3) (8.2–15.3) (5.4–10.4) (9.3–16.1)

Other reversible 546 29.6 1.5 2.9 0.9 5.7 8.4 na 10.2
(24.3–35.1) (0.2–3.3) (1.5–4.6) (0.1–2.0) (3.6–8.2) (5.8–11.3) (6.7–14.1)

None 771 42.8 2.1 1.5 2.3 17.0 12.4 7.4 na
(37.4–48.5) (1.0–3.4) (0.5–2.8) (1.2–3.8) (12.7–21.9) (9.5–15.7) (4.7–10.6)

Notes: Ns are unweighted. Figures in parentheses are 95% confidence intervals, derived from bootstrapping using 1,000 resamples. na=not applicable.


