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Objective: To investigate whether demographic, socioeconomic, and reproductive health characteristics affect
long-acting reversible contraceptive (LARC) use differently by race-ethnicity. Results may inform the dialogue
on racial pressure and bias in LARC promotion.
Study design: Data derived from the 2011–2013 and 2013–2015 National Surveys of Family Growth (NSFG). Our
study sample included 9321women aged 15–44. Logistic regression analyses predicted current LARC use (yes vs.
no). We tested interaction terms between race-ethnicity (non-Hispanic White, non-Hispanic Black, Hispanic)
and covariates (for example, education, parity, poverty level) to explore whether their effects on LARC use
vary by race-ethnicity.
Results: In the race-interactionsmodel, data did not show that low income and education predict LARC usemore
strongly among Black andHispanicwomen than amongWhitewomen. Therewas just one statistically significant
race-interaction: experience of unintended pregnancy (p=.014). Among Whites and Hispanics, women who
reported ever experiencing an unintended pregnancy had a higher predicted probability of LARC use than
those who did not. On the other hand, among Black women, the experience of unintended pregnancy was not
associated with a higher predicted probability of LARC use.
Conclusions:With the exception of the experience of unintended pregnancy, findings from this large, nationally
representative sample of women suggest similar patterns in LARC use by race-ethnicity.
Implications: Results from this analysis of NSFG data do not provide evidence that observed differences in LARC
use by race-ethnicity represent socioeconomic disparities, and may assuage some concerns about reproductive
coercion among women of color. Nevertheless, it is absolutely critical that providers use patient-centered ap-
proaches for contraceptive counseling that promote women's autonomy in their reproductive health care
decision-making.

© 2018 Elsevier Inc. All rights reserved.
Keywords:
Long-acting reversible contraception (LARC)
Race/ethnicity
Disparities
NSFG
1. Introduction

Although the unintended pregnancy rate in the United States has
fallen markedly in the last several years, racial and ethnic disparities
persist [1]. Black and Hispanic women are about twice as likely as
White women to experience an unintended pregnancy each year: 79
and 58, respectively, vs. 33 per 1000 women of reproductive age [1].
For many women who wish to delay or prevent pregnancy, long-
acting reversible contraceptives (LARC) are an attractive option. LARC
devices – the intrauterine device [IUD] and hormonal subdermal im-
plant – are the most effective non-permanent methods on the market
r), jenny.a.higgins@wisc.edu
hal@wisc.edu (D.B. Ehrenthal).
today [2]. They are safe for nearly all patients and are cost-effective if
in place for at least 1–2 years [3,4]. Importantly, women tend to think
highly of them: both devices exhibit high satisfaction and continuation
rates [5]. LARCdevices have surged in popularity in the last several years
[6]. In 2008, only 6.5% of contraceptive users used a LARC device,
compared to 15% in 2014 [6].

Recent rates of LARC use are similar by race: among current contra-
ceptive users, 18% of Hispanic women, 13% ofWhite women, and 15% of
Black women reported using LARC [6]. While women of color may be
statistically as likely to use LARC as White women [6], advocates of
reproductive justice remain deservedly vigilant about preventing
LARC-related coercion among poor women of color [7,8], given the
complex and often coercive U.S. history of contraception and steriliza-
tion for these women [9,10]. Indeed, a recent analysis of young
women ages 18–19 showed that although White contraceptive users
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spent more time than Black women using some of the more effective
methods (oral contraceptive pill, transdermal patch, and vaginal ring),
Black women spent more time than White women using LARC [11].
This pattern may indicate a unique racial profile for LARC use. Qualita-
tive research suggests that compared to White women, women of
color may perceive more provider pressure to use LARC [12]. Further,
a randomized controlled trial found that providers were more likely to
recommend IUDs to poor African American women than to poor
White women [13].

Given these concerns about inappropriate LARC promotion among
women of color, our first and primary study aimwas to use a nationally
representative dataset to investigate whether measured demographic,
socioeconomic, and reproductive health characteristics affect LARC use
differently by race and ethnicity. In contrast to the prior literature,
which tends to treat race as a control variable, in the present study we
use race-interaction terms to explorewhether individual characteristics
affect LARC use differently by race and ethnicity. Such an approach
could identify important intersectional effects and inform our
understanding of observed racial-ethic differences in LARC use. For
example, if the association between socioeconomic factors and LARC
use differs by race, it may indicate that observed racial differences in
LARC use are associated with structural inequities (i.e., disparities). On
the other hand, race-interactions between reproductive health factors
and LARC use may suggest differences in patient needs and preferences
(i.e., differences).

2. Materials and methods

2.1. Data source

We pooled the 2011–2013 and 2013–2015 waves of the NSFG, and
used this combined dataset covering 2011–2015 in our analyses. The
NSFG collects data on an extensive array of topics related to sexual
and reproductive health and employs multi-stage probability-based
sampling to achieve a nationally representative sample of the U.S.
household population between the ages of 15 and 44 [14]. The Univer-
sity of Wisconsin—Madison's Institutional Review Board includes NSFG
as a publicly available de-identified dataset that is exempt from review.

2.2. Study population

The study population included non-Hispanic White, non-Hispanic
Black, and Hispanic women of reproductive age (15–45). We excluded
women of other races and those who were multiracial (n=1081) due
to small sample sizes for the specific groups. We excluded women
who were currently pregnant (n=446) or trying to conceive
(n=452), as thesewomenwould not be potential current contraceptive
users. We did not exclude women based on lack of sexual activity
because IUDs and implants are long-acting and used continuously;
thus, women may use these methods even if they are not currently
sexually active. The final analytic sample included 9321 women (4655
White, 2070 Black, and 2596 Hispanic).1

2.3. Study variables

The outcome variable was current LARC use (yes vs. no). Given the
small number of implant users (n=140),we combined IUD and implant
users into one LARC category. Our primary covariate was race-ethnicity
(non-HispanicWhite, non-Hispanic Black, or Hispanic). Covariateswere
similar to those used in prior literature on patterns in use of LARC and
other contraceptives, including work focused on racial and ethnic
1 We also ran our analyses using the subsample of women who are current contracep-
tive users (n=6438) and found similar results, butwe report on results using the full sam-
ple because we were interested in LARC use among the broader population of women of
reproductive age.
differences [11,15–18]. These covariates included demographic charac-
teristics (age, religion, and marital status), socioeconomic characteris-
tics (poverty level, education, and current health insurance) and
reproductive health characteristics (parity, intent for [future] children,
number of partners in the past year, and experience of unintended preg-
nancy (mistimed or unwanted). We also adjusted for 2011–2013 vs.
2013–2015 wave of the NSFG.

2.4. Statistical analysis

First, chi-squared tests assessed differences in the distribution of
demographic, socioeconomic, and reproductive health characteristics
by race and LARC use. Then unadjusted logistic regression analyses pre-
dicted current LARC use with each covariate individually. Covariates
were then entered into an adjusted logistic regressionmodel predicting
current LARC use. We entered covariates in three blocks: Model 1 in-
cluded demographic characteristics, Model 2 added socioeconomic
characteristics, and Model 3 added reproductive health characteristics.

We then moved to modeling LARC use with race-interaction terms.
We chose to examine interaction effects – when the effect of one vari-
able on the outcome varies by level of another variable – because they
allow us to examine whether variables have different effects on LARC
use by race. In moving to the race-interaction terms model, we
collapsed levels of a few variables – age, religion, and number of
partners in the past year – to accommodate small cell sizes (nb15).
We entered all variables into the adjusted model as both main effects
and race-interaction terms. To ensure that any significant interaction
terms were robust, we ran the model twice; first removing
race-interaction termswith p-values less than .1, and then again remov-
ing those less than .05. Using this final iteration of the race-interaction
model, we then calculated predicted probabilities of current LARC use,
estimated at the mean values of the covariates for each racial/ethnic
group. This type of estimation facilitates interpretation of findings as
the likelihood that the “average” White, Black, or Hispanic woman will
be using LARC.

To adjust for the complex sampling framework of the NSFG, all anal-
yses used the “svy” commands in Stata SE software (version 15.0,
StataCorp, College Station, TX). We also used the “subpop” option for
subgroup analyses. All estimates we report are weighted to reflect the
household population of women aged 15–44 in the U.S. [14].

3. Results

3.1. Sample characteristics

LARC use differed significantly by race and ethnicity: 9% of White
women, 11% of Hispanic women, and 7% of Black women reported
currently using LARC (p=.03). Table 1 presents descriptive statistics of
LARC users. Overall, LARC users were more likely than non- LARC
users to be older, married or cohabiting, and parous; to not intend
(future) children; and to have experienced an unintended pregnancy
(all pb.01). Among LARC users, White women had higher income and
education than Black and Hispanic women and were also more likely
to be married and privately insured (all pb.0001). Black LARC users –
and Hispanic users, to a lesser extent – tended to be younger than
White users (p=.0002).

3.2. Logistic regression models

Table A.1 shows unadjusted odds and adjusted odds (Models 1–3)
from logistic regression models predicting current LARC use. Adjusted
odds were substantively similar to unadjusted odds. In the final
model, the associations betweenmeasured demographic, socioeconom-
ic, and reproductive health factors largely did not differ by race and eth-
nicity (see Table 2). There was just one statistically significant race-
interaction term: experience of unintended pregnancy (p=.014). To



Table 1
Characteristics of current users of long-acting reversible contraceptives among US women aged 15–44, by race/ethnicity, National Survey of Family Growth, 2011–2015 [2011–2013 and
2013–2015 pooled] (n=9321).

Percent of women
who are LARC users

Characteristics of
LARC users, by race

Total
N=9321

Hispanic
N=278

NH White
N=444

NH Black
N=167

p

N (% users) p n (col %) n (col %) n (col %)

Race
Hispanic 2596 (10.7%) 0.03 - - - - - - -
Non-Hispanic White 4655 (9.5%) - - - - - - -
Non-Hispanic Black 2070 (7.1%) - - - - - - -

Age (y)
15–19 1776 (2.1%) b.0001 9 (2.3%) 14 (2.2%) 17 (15.1%) .0002
20–24 1574 (11.5%) 69 (25.7%) 100 (19.1%) 41 (20.8%)
25–34 3271 (13.7%) 151 (45.9%) 206 (48.5%) 85 (44.8%)
35–45 2700 (7.8%) 49 (26.1%) 124 (30.2%) 24 (19.3%)

Religion
No religion 1978 (9.2%) 0.16 46 (15.2%) 133 (26.4%) 18 (9.8%) b.0001
Catholic 2162 (8.3%) 132 (48.4%) 58 (11.7%) 11 (7.6%)
Protestant 4676 (9.6%) 89 (33.2%) 217 (52.4%) 128 (72.5%)
Other religions 505 (13.0%) 11 (3.2%) 36 (9.5%) 10 (10.2%)

Marital status
Married 2598 (12.5%) b.0001 108 (42.2%) 191 (54.8%) 30 (21.2%) b.0001
Cohabitating 1220 (13.6%) 66 (21.8%) 86 (19.7%) 26 (20.1%)
Neither married nor cohabiting 5503 (6.0%) 104 (36.0%) 167 (25.5%) 111 (58.7%)

Poverty level (% federal poverty level)
Less than 100% 3274 (9.2%) 0.29 136 (43.3%) 105 (19.9%) 80 (40.4%) b.0001
100–199% 2105 (9.7%) 79 (26.0%) 89 (19.1%) 41 (27.2%)
200–299 1418 (11.0%) 25 (9.7%) 93 (24.1%) 25 (15.1%)
300 + % 2524 (8.5%) 38 (21.1%) 157 (36.9%) 21 (17.4%)

Education
No high school degree 2194 (6.1%) .003 70 (27.6%) 31 (5.7%) 28 (17.1%) b.0001
High school degree 2425 (9.0%) 82 (24.4%) 101 (22.9%) 54 (24.0%)
Some college, no degree 2073 (10.6%) 77 (26.5%) 102 (23.6%) 41 (34.9%)
Associate's degree 719 (12.8%) 21 (7.7%) 49 (11.5%) 22 (13.7%)
Bachelor's or higher 1910 (10.2%) 28 (13.8%) 161 (36.2%) 22 (10.2%)

Current health insurance
Private 4685 (9.0%) 0.51 93 (40.0%) 272 (65.6%) 71 (44.8%) b.0001
Medicaid 2283 (9.8%) 70 (21.3%) 84 (15.0%) 64 (34.7%)
Other or none 2353 (10.1%) 115 (38.7%) 88 (19.4%) 32 (20.6%)

Parity
No live births 4158 (3.9%) b.0001 34 (10.5%) 100 (21.3%) 25 (17.9%) .063
1 or 2 3436 (15.9%) 174 (63.7%) 275 (59.9%) 105 (63.9%)
3 or more 1727 (9.9%) 70 (25.9%) 69 (18.8%) 37 (18.3%)

Intention for (future) children
Intends/doesn't know 4776 (8.2%) .009 140 (44.7%) 188 (38.4%) 88 (57.2%) .015
Does not intend 4545 (10.5%) 138 (55.3%) 256 (61.6%) 79 (42.9%)

Number partners in past year
0 2294 (2.8%) b.0001 20 (9.0%) 29 (5.8%) 16 (6.6%) .36
1 5801 (11.4%) 228 (82.1%) 337 (81.0%) 113 (74.3%)
2 749 (11.0%) 17 (6.7%) 43 (7.9%) 24 (12.1%)
3 or more 477 (10.6%) 13 (2.3%) 35 (5.4%) 14 (7.0%)

Ever experienced unintended pregnancy
No 5295 (5.8%) b.0001 80 (27.7%) 177 (41.5%) 46 (30.8%) .012
Yes 4026 (14.6%) 198 (72.3%) 267 (58.5%) 121 (69.2%)

NSFG survey year
2011–2013 4681 (8.6%) 0.12 140 (47.8%) 211 (45.4%) 82 (42.8%) .82
2013–2015 4640 (10.2%) 138 (52.2%) 233 (54.6%) 85 (57.2%)

Frequencies are raw and percentages are weighted to reflect the U.S. female civilian population. P-values are from chi-squared tests computed using the weighted data. “Private” health
insurance includes private insurance andMedi-Gap; “Medicaid” includesMedicaid, CHIP, or a state-sponsored health plan; “Other or none” includes Medicare, military health care, other
government health care, single-service plan only, Indian Health Service only, and not currently covered by health insurance. “Unintended pregnancy” refers to a mistimed or unwanted
pregnancy.
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help interpret the significant interaction between race and unintended
pregnancy, Fig. 1 shows predicted probabilities of LARC use by experi-
ence of unintended pregnancy (yes vs. no), separately by race. The “av-
erage” White woman and the “average” Hispanic woman each have
about a 5% chance of using LARC if they have not experienced an unin-
tended pregnancy and about a 10% chance if they have. However, the
“average” Blackwoman has about a 5% chance of using LARC, regardless
of whether or not she has experienced an unintended pregnancy.



Table 2
Adjusted odds (final model) of current long-acting reversible contraceptive use among US
women aged 15–44, National Survey of Family Growth, 2011–2015 [2011–2013 and
2013–2015 pooled] (n=9321).

Adjusted Odds: Final Model

aOR (95% CI)

Race
Hispanic 1.12 (0.74, 1.68)
Non-Hispanic White Ref
Non-Hispanic Black 1.14 (0.70, 1.86)

Age (y)
15–24 1.39 (1.01, 1.91)
25–34 Ref
35–45 0.42 (0.32, 0.56)

Religion
No religion Ref
Protestant 1.04 (0.76, 1.42)
Other religions 1.04 (0.77, 1.39)

Marital status
Married 1.34 (.99, 1.83)
Cohabitating 1.44 (1.02, 2.04)
Neither married nor cohabiting Ref

Poverty level (% federal poverty level)
Less than 100% 1.05 (0.74, 1.50)
100–199% 1.08 (0.77, 1.51)
200–299 1.20 (0.88, 1.63)
300 + % Ref

Education
No high school degree 0.53 (0.33, 0.86)
High school degree 0.54 (0.38, 0.77)
Some college, no degree 0.79 (0.58, 1.08)
Associate's degree .98 (0.64, 1.50)
Bachelor's or higher Ref

Current health insurance
Private Ref
Medicaid 0.91 (0.67, 1.25)
Other or none 1.00 (0.76, 1.31)

Parity
No live births Ref
1 or 2 4.04 (2.77, 5.89)
3 or more 2.50 (1.54, 4.08)

Intention for (future) children
Intends/doesn't know Ref
Does not intend 1.08 (0.82, 1.42)

Number partners in past year
0 Ref
1 2.01 (1.29, 3.14)
2 or more 2.61 (1.62, 4.20)

Ever experienced unintended pregnancy
No Ref
Yes 2.00 (1.37, 2.91)

Race x Ever experienced unintended pregnancy
Hispanic: Yes vs. No 1.01 (0.60, 1.69)
Black: Yes vs. No 0.49 (0.28, 0.85)

NSFG survey year
2011–2013 Ref
2013–2015 1.21 (0.94, 1.55)

Note: OR= odds ratio; SE= standard error; CI= confidence interval. Results are weight-
ed to reflect the U.S. female civilian population. “Private” health insurance includes private
insurance andMedi-Gap; “Medicaid” includesMedicaid, CHIP, or a state-sponsored health
plan; “Other or none” includes Medicare, military health care, other government health
care, single-service plan only, Indian Health Service only, and not currently covered by
health insurance.

Fig. 1. Predicted probabilities of long-acting reversible contraceptive [LARC] use by history
of unintended pregnancy, by race. Generated from the final model, predicted probabilities
of LARCuse are estimated at themean values of the covariates [age, religion,marital status,
poverty level, education, current health insurance, parity, intent for (future) childbearing,
and number of partners in the past year] for each racial/ethnic group. Error bars represent
95% confidence intervals.
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4. Discussion

In light of well-placed concerns about racial bias in LARC promotion
[7,8], this study investigatedwhether demographic, socioeconomic, and
reproductive health factors influence LARC use differently by race and
ethnicity. Using a large, nationally representative sample of U.S.
women, we found that, with the exception of experience of unintended
pregnancy, associations between individual-level characteristics and
LARC use did not differ by race and ethnicity. Our data do not show,
for example, that low income and education aremore strongly associat-
edwith LARC use for Black andHispanicwomen than forWhitewomen.
Based on these data, racial differences in LARC use do not appear to
reflect social and economic inequalities by race, and may assuage
some concerns about inappropriate LARC promotion among women of
color. However, our analysis does not include measures of cultural or
psychological factors that may influence patterns in LARC use by race.

Examination of the race x unintended pregnancy interaction dem-
onstrates a potential opportunity to prevent recurrent unintendedpreg-
nancy among Black women who wish to use an effective contraceptive
method.WhileWhite andHispanicwomenweremore likely to beusing
LARC if they had experienced an unintended pregnancy, among Black
women, unintended pregnancy was not associated with LARC use.
One potential explanation for these results is that the meaning of
pregnancy intention may differ between White and Black women. For
example, Kendall and colleagues argue that the idea of pregnancy
planning may not be applicable to some low-income Black women
because the traditional benefits of delaying pregnancy (such as career
and marriage) are perceived as less attainable [19].

Another explanationmay be that someBlackwomen are responding
to personal experiences of racial bias and pressure in family planning
contexts [12,20–22]. Low-income Black women are more likely than
middle-income White women to report being advised to limit their
childbearing or discouraged from having children [20], and a random-
ized experiment of healthcare providers found them more likely to
recommend IUDs to poor African American women than to poor
White women [13]. For Black women, such experiences of racial bias
and pressure in family planning settings may translate into negative
perceptions of provider-dependent methods, like LARC [13,19–24]. For
example, among female African American contraceptive users, stronger
skepticism about contraceptive safety was associated with decreased
odds of using a provider-dependent method [24].

These prior findings, suggesting warranted distrust of family plan-
ning providers among some Black women, indicate that there is great
room for improvement in the way that providers deliver contraceptive
care. Especially in the context of past reproductive injustice in the U.S.,



Table A.1
Unadjusted and adjusted odds (Models 1–3) of current long-acting reversible contraceptive use amongUSwomen aged 15–44, National Survey of Family Growth, 2011–2015 [2011–2013
and 2013–2015 pooled] (n=9321).

Unadjusted Odds Adjusted Odds

OR (95% CI) Model 1: aOR (95% CI) Model 2: aOR (95% CI) Model 3: aOR (95% CI)

Race
Hispanic 1.14 (0.90, 1.45) 1.31 (1.03, 1.68) 1.29 (0.98, 1.70) 1.18 (0.90, 1.55)
Non-Hispanic White Ref Ref Ref Ref
Non-Hispanic Black 0.73 (0.57, 0.94) 0.85 (0.64, 1.13) 0.81 (0.61, 1.08) 0.67 (0.49, 0.91)

Age (y)
15–19 0.14 (0.08, 0.22) 0.20 (0.12, 0.34) 0.21 (0.12, 0.37) 0.73 (0.40, 1.33)
20–24 0.82 (0.62, 1.09) 1.01 (0.77, 1.33) 1.01 (0.77, 1.33) 1.54 (1.13, 2.10)
25–34 Ref Ref Ref Ref
35–45 0.53 (0.41, 0.69) 0.51 (0.39, 0.67) 0.53 (0.40, 0.69) 0.43 (0.32, 0.57)

Religion
No religion Ref Ref Ref Ref
Catholic 0.90 (0.66, 1.22) 0.82 (0.60, 1.14) 0.83 (0.61, 1.15) 0.90 (0.65, 1.23)
Protestant 1.04 (0.78, 1.40) 1.10 (0.80, 1.51) 1.09 (0.80, 1.49) 1.06 (0.78, 1.44)
Other religions 1.47 (0.98, 2.21) 1.55 (0.99, 2.41) 1.54 (0.99, 2.40) 1.60 (1.01, 2.55)

Marital status
Married 2.22 (1.74, 2.83) 1.92 (1.46, 2.52) 1.99 (1.52, 2.61) 1.31 (0.97, 1.78)
Cohabitating 2.46 (1.88, 3.21) 1.85 (1.38, 2.47) 1.84 (1.38, 2.46) 1.40 (0.99, 1.98)
Neither married nor cohabiting Ref Ref Ref Ref

Poverty level (% federal poverty level)
Less than 100% 1.09 (0.84, 1.42) 1.22 (0.88, 1.70) 1.03 (0.72, 1.48)
100–199% 1.16 (0.84, 1.59) 1.24 (0.90, 1.70) 1.08 (0.77, 1.50)
200–299 1.32 (1.00, 1.75) 1.26 (0.96, 1.66) 1.18 (0.87, 1.61)
300 + % Ref Ref Ref

Education
No high school degree 0.57 (0.40, 0.83) 0.87 (0.53, 1.43) 0.64 (0.39, 1.05)
High school degree .88 (0.64, 1.19) 0.83 (0.59, 1.17) 0.57 (0.40, 0.82)
Some college, no degree 1.04 (0.78, 1.40) 1.02 (0.75, 1.37) 0.81 (0.60, 1.10)
Associate's degree 1.30 (0.89, 1.89) 1.22 (0.83, 1.79) 1.01 (0.66, 1.53)
Bachelor's or higher Ref Ref Ref

Current health insurance
Private Ref Ref Ref
Medicaid 1.10 (0.86, 1.41) 1.24 (0.92, 1.68) 0.91 (0.66, 1.25)
Other or none 1.14 (0.88, 1.48) 1.02 (0.77, 1.34) 0.97 (0.74, 1.28)

Parity
No live births Ref Ref
1 or 2 4.73 (3.64, 6.15) 3.64 (2.54, 5.21)
3 or more 2.74 (1.99, 3.76) 2.27 (1.42, 3.62)

Intention for (future) children
Intends/doesn't know Ref Ref
Does not intend 1.32 (1.08, 1.63) 1.09 (0.83, 1.43)

Number partners in past year
0 0.23 (0.15, 0.34) 0.54 (0.34, 0.85)
1 Ref Ref
2 0.96 (0.63, 1.45) 1.25 (0.80, 1.94)
3 or more 0.93 (0.64, 1.34) 1.35 (0.88, 2.08)

Ever experienced unintended pregnancy
No Ref Ref
Yes 2.76 (2.15, 3.53) 1.84 (1.37, 2.46)

NSFG survey year
2011–2013 Ref Ref
2013–2015 1.20 (0.95, 1.50) 1.21 (0.95, 1.55)

Note: OR = odds ratio; SE = standard error; CI = confidence interval. Results are weighted to reflect the U.S. female civilian population. The first column shows unadjusted odds. In
adjusted models, Model 1 included demographic characteristics (age, religion, and marital status); Model 2 added socioeconomic characteristics (poverty, education, and health insur-
ance); and Model 3 added reproductive health characteristics (parity, age at sexual debut, intent for (future) children, number of partners in the past year, and experience of unintended
(mistimed or unwanted) pregnancy. “Private” health insurance includes private insurance andMedi-Gap; “Medicaid” includesMedicaid, CHIP, or a state-sponsored health plan; “other or
none” includes Medicare, military health care, other government health care, single-service plan only, Indian Health Service only, and not currently covered by health insurance.
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Black women deserve family planning providers in whom they trust,
and who can provide contraceptive care sensitively and respectfully.
Scholars have argued that successfully challenging reproductive injus-
tice entails training providers to address their biases [7] and to use
patient-centered approaches that place women's wishes first in contra-
ceptive care and method selection [7,8,25].
Strengths of the current study include its large, nationally-
representative sample and the use of race-interaction terms to explore
differences in patterns of LARC use by race and ethnicity. Limitations
include the small sample of implant users, which prevents us from
conducting separate analyses of IUD and implant users by race. Such
analyses would be informative, as implant users may be more likely
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than IUDusers to be Black, younger, and lower-income [15]. Finally, one
statistical concern about using logistic procedures to compare effects
across groups is that they assume that variation in the outcome arising
from variables not included in the analysis is equal across the groups of
study [26]. Although the NSFG covers a relatively expansive array of
topics, we were not able to capture nuances that could help explain ra-
cial differences in contraceptive choice and use. To address this statisti-
cal concern, we re-ran our final adjusted model using linear probability
modeling, which permits comparable effects across groups, but is more
difficult to interpret than logistic regression [26]. We found similar re-
sults in both models, emphasizing the validity of our logistic results.

In conclusion, our results contribute to the literature on racial and
ethnic differences in LARC use in that we found that only one character-
istic affected LARC use differently by race: experience of unintended
pregnancy. Nevertheless, it is of the utmost importance that clinicians
and public health professionals promote LARC and other methods sen-
sitively and responsibly, using patient-centered approaches that allow
each contraceptive client to select a method that works for her. Ulti-
mately, policies and programs are needed that will level the playing
field of contraceptive care, giving all women the freedom to control
their own fertility as they wish.
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