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the diaphragm (p=.044) and spermicides (p=.003). Previ-
ous use of any specific method was not significantly relat-
ed to the likelihood of discontinuation.

Hazards Analyses
According to the univariate Cox proportional hazards analy-
sis, two baseline variables were related to the risk of dis-
continuing effective contraceptive use (not shown). The
number of side effects experienced with pill use in the past
increased the risk of discontinuation (hazard ratio, 1.2; 95%
confidence interval, 1.0–1.5); on the other hand, having
medical insurance at the time of enrollment lowered the
risk of stopping effective use (0.6; 95% confidence inter-
val of 0.4–1.0).

At the univariate level, several time-varying variables sig-
nificantly increased the risk of discontinuation—having prob-
lems using one’s current method, predominantly using a
coitus-dependent method, having had two or more part-
ners and having intercourse at least weekly (Table 2, page
149); in contrast, the perception that a pregnancy was “not
at all likely” in the upcoming year significantly lowered
women’s risk of discontinuing effective contraceptive use.
However, neither past nor current side effects were relat-

ed to discontinuation. Moreover, just 2–3% of women re-
ported an incident STD infection at each follow-up,* and
such a diagnosis was not associated with the risk of dis-
continuation (not shown).

In the fully adjusted multivariate Cox proportional haz-
ards model, women having just one problem using their cur-
rent method were three times as likely to discontinue effective
use (hazard ratio, 3.0), and those having two or more prob-
lems were five times as likely to stop use (5.0), as were women
who were experiencing no problems (Table 3). Furthermore,
women covered by medical insurance at baseline were only
about half as likely to discontinue use as were those who
lacked coverage at enrollment (0.5); similarly, women who
had gained insurance coverage by one of the follow-up in-
terviews were also less likely to drop effective use than were
women who ultimately never had coverage (0.5). In addi-
tion, women who had engaged in at least one risky sexual
behavior during the year before enrollment were less like-
ly to discontinue effective use than were women who did
not report any such risky behavior (0.4).

DISCUSSION AND CONCLUSIONS

In this cohort study, we evaluated predictors of contraceptive
discontinuation—defined as using an effective method dur-
ing 75% or fewer acts of coitus—among women who pre-
sented at an STD clinic and were enrolled in a study to as-
sess how STD clinics could offer family planning services.
Our most significant finding—that neither current nor pre-
vious experience of side effects was associated with the like-
lihood of contraceptive discontinuation—differs from re-
sults of prospective studies conducted within community
family planning clinics and health maintenance organiza-
tions.14 Furthermore, although we had not hypothesized
as such, we found that method-use problems increased the
risk of discontinuation, whereas medical insurance cover-
age and risky sexual behavior in the year preceding en-
rollment decreased that likelihood.

Our study’s cumulative 12-month discontinuation rate
of 29% is lower than that derived from the 1995 NSFG,
which found that 44% of women discontinued for “method-
related reasons.”15 However, our lower rate is unsurpris-
ing for several reasons. First, to ensure that our study was
conducted among women who would be at risk of dis-
continuing use (i.e., were using a method), we limited in-
clusion to those women who had completed at least the
first follow-up interview, where we had the opportunity to
ask about—and thus ensure—method initiation. Some of
the women who were excluded because they missed the
first follow-up (N=330) had probably initiated, and sub-
sequently discontinued, method use.

Further, whereas analyses based on the NSFG have cat-
egorized method switching as discontinuation,16 we did
not consider it as such if the succeeding method was also
an effective method and was used at an effective frequen-
cy. Moreover, we found no significant relationship between
method switching and the likelihood of discontinuation.

Quantifying contraceptive use is difficult, and typically

Predictors of Contraceptive Discontinuation

TABLE 3. Hazard ratios (and 95% confidence intervals) from
multivariate Cox proportional hazards models showing the
association between the risk of discontinuing effective
method use and selected characteristics

Characteristic Hazard ratio p-value

No. of problems using current method*
0 (ref) 1.00
1 2.99 (1.63–5.48) .000
≥2 5.03 (3.14–8.06) .000

Had medical coverage at baseline
Yes 0.53 (0.32–0.88) .014
No (ref) 1.00

Gained medical coverage by follow-up
Yes 0.50 (0.26–0.95) .036
No (ref) 1.00

Lost medical coverage by follow-up
Yes 1.41 (0.66–3.02) .379
No (ref) 1.00

Risky sexual behavior in year before enrollment
Yes 0.36 (0.15–0.88) .025
No (ref) 1.00

Study arm
Intervention 0.90 (0.59–1.36) .604
Control (ref) 1.00

*Based on the number of problems (out of a possible 11) that resulted in in-
tercourse without the use of contraception. Notes: Model controlled for all of
the variables listed in Table 1 (except for perception of pregnancy in next year),
plus the following time-varying variables: side effects with current method,
new and total number of sexual partners in the past four months, frequency of
sexual intercourse, predominant type of current method, number of coitus-
dependent methods used before enrollment, number of hormonal methods
used before enrollment, cumulative number of method switches, insurance
coverage and problems using current contraceptive method. Note: ref=refer-
ence category.

*Diagnosis of Neisseria gonorrhea, Chlamydia trachomatis, HIV or Trepone-

ma pallidum infection.


