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INTRODUCTION

Contraception is important in the lives of  women, 
their male partners, and society as a whole.1 We live 

in an era of  changing preferences for fertility control, 
family size, timing of  establishing a family, and choice 
of  occupation. Canadians and their health care providers 
are thus involved in fertility-related decisions that will 
fundamentally influence individual lives and society as a 
whole well into the future. Family planning decisions affect 
and are influenced by emotional health, sexual attitudes 
and behaviours, gender equity, the quality of  relationships, 
and respect between men and women. Family planning 
choices made today will affect not only the structure of  
the future population, but also the health, family size, 
responsibilities, social opportunities, and ultimately the 
quality of  life of  Canadians. The ability of  all women in 
society to plan and space their pregnancies provides a 
wide range of  health, education, workplace, and economic 
benefits at the individual, community, and society levels.2–7 
Indeed, WHO recognizes reproductive and sexual health 
care as a fundamental human right.8

TRENDS IN REPRODUCTIVE HEALTH AND 
CONTRACEPTIVE USE IN CANADA

Canadian women will typically spend 3 years or fewer 
pregnant, attempting to conceive, or immediately post-
partum.9 The national overall average maternal age at 
first birth is currently over 30 years.10 The trend of  later 
age at the birth of  a first child means that Canadians are 
spending at least half  of  their reproductive lives at risk 
for unintended pregnancy10; nearly a third of  Canadian 
women have at least one induced abortion over their 
reproductive lifespan.11 Unintended pregnancies represent 
a significant cost, both directly and indirectly,12 thus health 
care providers and policy makers must provide patient care 
and support policies that help to reduce this cost at the 
individual and the societal level.

Trends in Births and Induced Abortions in Canada
Although there have been fluctuations in birth trends over 
the past century, there has been a significant overall decrease 
in pregnancy and birth rates among Canadian women. 

Between 1996 and 2005, there were 9.3% fewer pregnancies; 
this decline was mostly concentrated in women under 
30 years of  age.10 Between 2005 and 2011, the birth rate 
increased slightly again from 10.6 to 11.0/1000 population.13 
In 2005, births accounted for 77% of  pregnancy outcomes, 
induced abortions for 21%, and fetal loss for 2%.14 In 
Canada, national adolescent pregnancy rates have decreased 
(Figure 1); in 2010, the adolescent fertility rate (number of  
pregnancies per 1000 women aged 15 to 19 years) was 28.2 
compared with 35.4 in 2001.15 In 2012, over 80 000 induced 
abortions were performed in Canada with the highest 
number being reported in the 20- to 24-year old age group 
(over 21 000).16 The persistent need for abortion services 
indicates that we are not meeting the contraceptive needs of  
Canadian women. Different approaches to the provision of  
contraception are necessary to meet these needs (Figure 1).

Contraceptive Use
The 2006 Canadian Contraception Survey found that 
among sexually active women aged 15–49 who were not 
attempting to conceive, 14.9% were using no contraception 
while 20% were using contraception inconsistently.17 This 
is consistent with a series of  earlier studies.18–20 In the latest 
data from the CCHS involving a representative sample of  
Canadians aged 15 to 24,21 15.5% of  sexually active youth 
wishing to avoid pregnancy reported using no contraceptive 
method at last intercourse, with significant regional variation 
from 28% in the territories, 20% in British Columbia and 
Ontario, 13% to 17% in Atlantic and Prairie provinces and 
Alberta, and 7% in Quebec.22 Only 4.6% reported use of  
a LARC (e.g. intrauterine contraceptives and implants). 
The Canadian Contraception Survey found that the most 
commonly used methods of  contraception in Canada 
were oral contraceptives (44%) and condoms (54%) while 
the third most commonly used method of  contraception 
was withdrawal (12%).17 Contraceptive use is affected by a 
number of  variables. The CCHS found that contraceptive 
use at last intercourse varied by income quintile23; females in 
the lowest income quintile were twice as likely to report no 
contraceptive use compared to those in the highest quintile 
(20.5% vs. 10.0%). Lower education level has been correlated 
with poorer contraceptive adherence in women seeking 
abortion services.24 Population-based studies have also shown 
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a significant correlation between lower income and higher 
rates of  abortion.25 Recently arrived immigrant women are 
less likely than Canadian-born women to be using more 
effective methods of  contraception at the time of  conceiving 
an unintended, unwanted pregnancy, and more likely to have 
experienced barriers to accessing contraceptive methods.26,27 
Among Nova Scotia youth, mental health issues, particularly 
depression, were associated with lack of  contraceptive use.28

Thus, there are significant variations in use of  effective 
contraception in Canada, with low rates of  use (“high 
unmet need”) among vulnerable populations such as 
youth, those living in rural and remote territories, recent 
immigrants, and those of  lower socio-economic status.

Contraceptive Efficacy Versus Contraceptive 
Effectiveness
Contraceptive “efficacy” refers to how many pregnancies 
are prevented during correct and consistent use of  a 
method (“perfect use”). Contraceptive “effectiveness” 
refers to the number of  pregnancies that are prevented 
during typical use of  the method. Hence, effectiveness 
relies on both the inherent efficacy of  the contraceptive 
method as well as how consistently and correctly it is used 
(adherence). The difference between typical use failure 
rates and perfect use failure rates tends to increase as the 
method becomes more dependent on user adherence, with 
methods that are less dependent on user adherence having 
typical use failure rates closer to perfect use failure rates.29

Contraceptive methods may be arranged into 3 tiers based 
on typical use effectiveness (Table 2).30 Although the use 
of  top tier methods is advised for achieving the highest 

effective contraception, the choice of  contraceptive must 
be made in collaboration with each individual woman 
taking into account safety, effectiveness, accessibility, 
affordability, and acceptability. This discussion must 
respect her personal beliefs, culture, preferences, and 
ability to be adherent.31,32 Women should be informed 
about the range and effectiveness of  contraceptive options 
for which they are medically suitable so that they can 
identify the best “user-method fit” for them.33,34 Additional 
discussion regarding the prevention of  STIs and the use of  
condoms (dual protection) should take place in the context 
of  contraception counselling.

The Role of Adherence
Adherence refers both to continuation rates and to 
correct and consistent use of  a contraceptive method. 
Correct and consistent use of  a contraceptive method 
may require an individual to perform a complicated series 
of  intrapersonal and interpersonal acts (e.g., anticipating 
sexual contact in advance, publicly acquiring a method, 
discussing contraception with a partner or health care 
provider, using the method correctly in the context of  
every sexual interaction, addressing STI risk) that are 
rarely directly taught or discussed and the complexity of  
contraceptive behaviour may negatively affect adherence. 
LARC methods offer the highest effectiveness and highest 
continuation rates at one year, since they are effective 
independent of  any action by users on a daily, monthly, 
or coitally-dependent basis (Table 2). Unfortunately, the 
only LARC methods available in Canada are intrauterine 
contraceptive devices; contraceptive implants are not 
available to women in Canada.35

Figure 1. Pregnancy rates and outcomes in Canadian females under age 20.  
Rate per 1000 Canadian women under age 20 (CANSIM table 106-9002).*

*Abortion rates in Canada during the past 10 years are not calculated because of incomplete data.16  
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FAMILY PLANNING IS MORE THAN 
CONTRACEPTION: FOSTERING  
A REPRODUCTIVE LIFE PLAN

Very frequently, health care providers approach 
contraceptive practice with a focus only on preventing 
pregnancy rather than on family planning in the broader 
context of  a woman’s life. Assisting women to explore 
their plans for childbearing is an important part of  
family planning and contraceptive care. Women may be 
unaware, as they delay their first pregnancy, of  the natural 
decline in fertility with advancing maternal age and the 
potential difficulties to achieve a planned pregnancy at an 
advanced age (Table 3)36–39 When providing contraception 
counselling, it is critical to determine plans for future 
pregnancies and to proactively counsel women about the 
significant decrease in fertility that occurs by the late 30s.39, 40 
Family planning providers should address concerns 
about potential contraceptive effects on fertility and 
counsel on optimal reversible methods (including barrier 
contraception, as part of  a “dual method” approach) that 
allow women to delay childbearing if  that is what is desired.

Access to Contraception
There are a number of  barriers that can prevent 
women from obtaining, initiating, and continuing their 
contraceptive method of  choice.41 These include issues 
related to the individual user as well as wider system-
related medical, financial, and regulatory barriers. Medical 
barriers include lack of  appropriate counselling, delaying 
initiation of  contraception for menses or unnecessary 
investigations, applying inappropriate contraindications, 
and lack of  trained health care providers. System and 
structural barriers to equitable contraceptive access may 

Table 2. Percentage of women experiencing unintended pregnancy within the first year of perfect and typical use, 
percentage of women continuing use at the end of the first year, and percentage of sexually active Canadian women 
using contraceptives
 
 
 
Tier of  
effectiveness

 
 
 
 
Contraceptive method

% of women 
experiencing a 

pregnancy within 
the first year of 

perfect use

% of women 
experiencing a 

pregnancy within 
the first year of 

typical use

 
% of women  
still using the 
method at the  

end of one year

% of sexually active 
Canadian women 

who are not trying to 
conceive using each 

method17

I IUC progesterone-releasing (IUS) 0.2 0.2 80 2 

I IUC copper-releasing (IUD) 0.6 0.8 78 2.3

I Implant (Implanon) 0.05 0.05 84 0.1

I Vasectomy 0.5 0.5 100 7.4

I Tubal ligation 0.1 0.15 100 6.0

II Progesterone injection  
(Depo-Provera)

0.2 6 56 2.4

II Combined hormonal contraceptive 
(pill, patch or ring)

0.3 9 67 45.5

III Diaphragm 6 12 57 0.2

III Male condom 2 18 43 54.3

III Female condom 5 21 41 0.3

III Sponge, spermicide 9–20 12–28 36–42 0.8

III Coitus interruptus (“withdrawal”) 4 22 46 11.6

III Natural family planning 0.4–5 24 47 2.5

No method 85 85 14.9*
Adapted from Table 3-2 in Contraceptive Technology 2011, 20th edition,31 with data from Black et al.17 

Figures add to more than 100% because some women used more than one method.

*Different denominator from other figures in this column.

IUC: intrauterine contraceptive

Table 3. Effect of age on fertility39

Age when beginning  
attempts to conceive, years

% of women  
remaining childless

20–24 6

25–29 9

30–34 15

35–39 30

40–44 64



S8  l  OCTOBER JOGC OCTOBRE 2015

Canadian Contraception Consensus (Part 1 of 4) CHAPTER 1: Contraception in Canada

involve health policies that do not include contraception 
subsidies, inefficient approval processes for new 
contraceptives, and limited scopes of  practice of  allied 
health professionals who, with adequate training, could 
help to provide contraceptive care.41 Canadian family 
planning health policies and services that support 
equitable contraception access equal to that of  other 
nations are pending.42–53

Task-Sharing and Contraceptive Provision
There is significant potential to widely increase access to 
prescription contraceptives in a cost-efficient manner by 
expanding the scope of  practice among a range of  allied health 
professionals. Nurse practitioners and midwives currently 
prescribe contraception in many provinces in Canada. In 
some Canadian jurisdictions, nurse practitioner scope of  
practice includes IUD insertion. Although international 
evidence shows that IUD insertion may be appropriate within 
the scope of  midwifery,54–57 for any health care professional 
such a practice requires enough training and maintenance of  
skill to ensure safety.58 Both Quebec and British Columbia 
have instituted protocol-based contraception management by 
registered nurses allowing them to provide contraception59–63 
and have been exploring potential for independent 
prescription by pharmacists or nurses.59,64,65 Depending on 
the community, pharmacists, nurse practitioners, nurses, 
and midwives may often be more accessible than physicians, 
particularly in rural and remote communities, and may offer 

longer or more convenient patient contact hours. Such 
provincial initiatives should influence other Canadian health 
jurisdictions to consider expanded scope of  practice and task-
sharing in family planning.

Health Policy and Contraception Subsidy
Cost of  contraception is an important barrier to equitably 
meeting women’s contraceptive needs.66–68 In Canada, with 
only a few exceptions, the cost of  the method is almost 
exclusively borne by the user or their private insurer, rather 
than by the health system. This is in contrast to health 
policies in the United Kingdom, United States, Australia, 
New Zealand and more than 11 European Union countries 
that provide universal subsidy for contraception and 
contraception services.45–50 There is increasing evidence that 
a universal contraception subsidy in developed nations is 
cost-effective for the health system due to savings incurred 
through avoidance of  costs related to the management of  
unintended pregnancy.68–71 A United States study indicated 
a health system savings of  over $7 for every dollar invested 
in contraception and contraception counselling.72 A 2014 
analysis73 of  the effect of  the LARC promotion efforts in the 
United Kingdom have estimated a first 5 years cost-savings 
to the health system in excess of  predicted, in addition to 
baseline saving due to pre-existing contraception subsidy. A 
comparable study done in Canada showed that if  10% of  
oral contraceptive users switched to IUDs and used them 
for a minimum of  12 months, as much as $12 million in 
health system costs could be saved annually.12

One challenge faced by Canadian health system decision 
makers in evaluating strategies such as a universal subsidy for 
contraception is the lack of  a national indicator collection. 
The CCHS has historically collected intention for pregnancy 
and contraception data among 15- to 24-year olds and does 
not provide options on contraception questions regarding 
several modern methods. To effectively implement strategies 
that reduce the rate of  unintended pregnancies and the need 
for abortion, regular data collection on pregnancy intention 
and the use/adherence of  modern contraceptive methods 
among people throughout the reproductive age range is 
required.21 Collection of  these indicators is part of  the WHO’s 
Millennium Development Goal 5.74 Such data are currently 
collected in the United States,75 Australia,76 France,77 and the 
United Kingdom.78–80

Some Canadians may qualify for financial assistance that 
provides coverage for various contraceptive methods. 
For example, the NIHB Program is a national program 
that provides coverage to registered First Nations and 
recognized Inuit for a limited range of  medically necessary 
items and services that are not covered by other plans and 
programs. Most contraceptive options are covered under 
this program (Table 4).81,82

Table 4. Contraceptive methods covered under the 
NIHB Program
Method Name

Male condoms [Various]

Cu-IUD
(Limited use: 1 device per 12 months)

Flexi-T IUD
Liberte UT 380 short
Liberte 380 standard
Nova-T IUD
Mona Lisa N
Mona Lisa 5
Mona Lisa 10

Levonorgestrel IUS
(Limited use: 1 unit every 2 years)

Mirena 52 mg insert
Jaydess 13.5 mg unit

Depo-medroxyprogesterone acetate

Combined hormonal contraceptive 
pills

Progestin-only pill Micronor

Vaginal contraceptive ring Nuvaring

Transdermal contraceptive patch Evra

Progestin-only EC Plan B
Norlevo
Next Choice
Option 2
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Government- and Industry-Related Issues
Canadian women deserve access to all safe and effective 
contraceptive choices. Nevertheless, women in Canada 
have limited contraceptive choices compared to women in 
other developed countries. In 2004, Canadian women had 
access to only 35% of  all contraceptive products available 
worldwide and to 37% of  all hormonal contraceptives 
available worldwide, compared with 58% and 59%, 
respectively, in the United States; 52% and 54%, respectively, 
in the United Kingdom; 44% and 54%, respectively, in 
France; and 44% and 50%, respectively, in Sweden.83 For 
example, the single rod contraceptive implant, a safe, 
effective, and cost-effective LARC method, is approved 
in over 85 countries but did not receive Health Canada 
approval. Although health policy and decision makers in 
many countries, including the United Kingdom, United 
States, Australia, and New Zealand, have encouraged both 
health professionals and the public to increase uptake of  
LARC methods due to their superior effectiveness and 
higher adherence rates, Canadian women still do not have 
access to contraceptive implants, one of  the most effective 
LARC methods.47,49,83–87

There are several possible reasons for the narrower range 
of  contraceptive options in Canada. It may be due to a 
lack of  drug applications by manufacturers, to non-
conformity of  applications related to Health Canada’s 
extensive requirements, or to processes within Health 
Canada that delay approval of  contraceptives. Approval for 
contraceptives in Canada takes more than 2 years longer 
than approvals for new agents in other drug classes.83 In 
this environment, sponsors may not submit applications 
for new hormonal contraception when there appears 
to be a significant delay or low chance of  successful 
approval, particularly if  Canada is perceived to be a small 
market. Canadian health policy makers should consider a 
proactive process whereby an application for important 
products regarding reproductive health could be invited 
from prospective manufacturer applicants as happened 
in France in 1988 when the French government declared 
mifepristone to be “the moral property of  women”.88

SUMMARY

Effective contraception is underutilized in Canada, 
particularly among vulnerable populations, and Canadians’ 
choice of  contraceptive methods is narrow. Health care 
providers can guide women to understand the best evidence 
on the range of  contraception methods available and the 
effectiveness of  each method in typical use. Women require 
access to a wide range of  contraception choices, as the 
method selected must be acceptable in the context of  their 

priorities, values, culture, and relationships. Clinicians can 
assist women to choose, and use, appropriate methods to 
meet their individual and family reproductive goals within 
the context of  their lives.

Both health professionals and health policy makers can 
contribute to improving access to high quality knowledge, 
services, and the full range of  contraceptive methods 
to ensure that all Canadians are equally able to plan and 
space their pregnancies and to achieve their reproductive 
goals. Health policy makers can address equitable access 
to contraception through: subsidies for contraceptive 
methods; a review of  Health Canada processes and 
policies to ensure a wide range of  modern contraceptive 
methods are available to Canadian women; and task-
shifting that increases the scope of  practice of  various 
health care professionals thereby allowing women to 
access prescription contraceptive methods from a range 
of  health professionals (e.g., nurses, nurse practitioners, 
and pharmacists). Health professionals should provide 
proactive, evidence-based, accurate information and avoid 
creating medical barriers to contraceptive access.

Summary Statements
1.  Canadian women spend a significant portion of  

their lives at risk of  an unintended pregnancy. (II-2)
2.  Effective contraceptive methods are underutilized 

in Canada, particularly among vulnerable 
populations. (II-2)

3.  Long-acting reversible contraceptive methods, 
including contraceptive implants and intrauterine 
contraception (copper-releasing and levonorgestrel-
releasing devices/systems), are the most effective 
reversible contraceptive methods and have the 
highest continuation rates. (II-1)

4.  Canada currently does not collect reliable data 
to determine the use of  contraceptive methods, 
abortion rates, and the prevalence of  unintended 
pregnancy among reproductive-age women. (II-2)

5.  A universal subsidy for contraceptive methods as 
provided by many of  Canada’s peer nations and a 
few Canadian provinces may produce health system 
cost-savings. (II-2)

6.  Health Canada approval processes for contraceptives 
have been less efficient than those of  other drug 
approval agencies and Health Canada processes for 
other classes of  pharmaceuticals. (II-2)

7.  It is feasible and safe for contraceptives and family 
planning services to be provided by appropriately 
trained allied health professionals such as midwives, 
registered nurses, nurse practitioners, and 
pharmacists. (II-2)



S10  l  OCTOBER JOGC OCTOBRE 2015

Canadian Contraception Consensus (Part 1 of 4) CHAPTER 1: Contraception in Canada

Recommendations
1.  Contraceptive counselling should include a 

discussion of  typical use failure rates and the 
importance of  using the contraceptive method 
consistently and correctly in order to avoid 
pregnancy. (II-2A)

2.  Women seeking contraception should be counselled 
on the wide range of  effective methods of  
contraception available, including long-acting 
reversible contraceptive methods (LARCs). 
LARCs are the most effective methods of  
reversible contraception, have high continuation 
rates, and should be considered when presenting 
contraceptive options to any woman of  
reproductive age. (II-2A)

3.  Family planning counselling should include 
counselling on the decline of  fertility associated 
with increasing female age. (III-A)

4.  Health policy supporting a universal contraception 
subsidy and strategies to promote the uptake  
of  highly effective methods as cost-saving  
measures that improve health and health equity 
should be considered by Canadian health decision 
makers. (III-B)

5.  Canadian health jurisdictions should consider 
expanding the scope of  practice of  other trained 
professionals such as nurses, nurse practitioners, 
midwives, and pharmacists and promoting task-
sharing in family planning. (II-2B)

6.  The Canadian Community Health Survey should 
include adequate reproductive health indicators in 
order for health care providers and policy makers to 
make appropriate decisions regarding reproductive 
health policies and services in Canada. (III-B)

7.  Health Canada processes and policies should 
be reviewed to ensure a wide range of  modern 
contraceptive methods are available to Canadian 
women. (III-B)
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