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DHHS

Department of Health and Human Services
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Human Immunodeficiency Virus, the virus that causes AIDS

NCHHSTP
National Center for HIV/AIDS, Viral Hepatitis, STD, and Tuberculosis Prevention
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National Center for Health Statistics (of CDC)

NICHD
Eunice Kennedy Shriver National Institute of Child Health and Human Development (of NIH)

NIH

National Institutes of Health, DHHS
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National Opinion Research Center
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Office of Population Affairs, DHHS

PSU

Primary Sampling Unit

PRWORA
Personal Responsibility and Work Opportunity Reconciliation Act (of 1996)

STD or STI
Sexually Transmitted Disease(s) or Infection(s)
OVERVIEW
Since its inception in 1973, the mission of the National Survey of Family Growth (NSFG) has been to collect information on pregnancy, childbearing and maternal and reproductive health. In 1973-1995 (Cycles 1-5), the survey interviewed only females, but beginning with the 2002 NSFG (“Cycle 6”), data were collected from males as well to help complete the picture of family formation, growth, and dissolution in the United States.  
It is important to note that for most NSFG respondents, the events that form the core of the NSFG – marriage, having and raising children – are the most positive and salient events in their lives.  Thus, these are things that most respondents enjoy recalling and answering questions about.  We recognize, however, that for some, the interview may broach difficult topics and must be handled in a way that minimizes potential sensitivity.  This attachment describes how the NSFG accomplishes this goal, while still collecting the data needed by a wide range of cosponsoring agencies.  Please note that no new questions are proposed for the period June 2009-December 2010.  If new questions are requested for 2011-12, a change package will be submitted. 

NOTE:  In this attachment, the term “Cycle 7” refers specifically to interviews conducted in 2006-10 and the activities necessary to produce and release the data files for those interviews.  “The continuous NSFG” extends from those interviews to include interviewing under a new contract, in 2011-2018.
The most sensitive questionnaire content is collected using Audio Computerized self-administered interviewing (ACASI) (See: Female Section J and Male Section K).  ACASI affords respondents greater privacy when answering the questions, and the audio component helps respondents of lower literacy participate in the survey.  Respondents in the 2002 and 2006-2008 NSFG’s have generally liked ACASI in part because it gave them control over the interview.  ACASI has been found to improve the reporting of sensitive, private, or stigmatizing behaviors such as abortions, substance use, and HIV/STD risk behaviors (Fu et al., 1998; Turner et al. 1998).
The ACASI data are made available in separate data files from the main public use data files.  Researchers wishing to use the ACASI data describe their proposed use of the data and sign a User Agreement stating that they will uphold NCHS standards for protecting the confidentiality of NSFG respondents.  The reports already prepared based on the ACASI data from the 2002 NSFG (Anderson et al., 2005, 2006; Mosher et al., 2005), as well as the range of analyses proposed thus far with the 2002 ACASI data, provide strong support for the collection of the ACASI data.  For example, several researchers are using the ACASI information on substance use, STD experience, and HIV risk behaviors to study infertility among African-American women.  Others are using the data to examine contraceptive method choice.  The questions on sexual activity other than vaginal intercourse are being used to understand better the risks faced by all persons 15-44 for HIV and other STD.
This attachment provides detailed information about why topics are included in the NSFG female questionnaire, and explains how the data are used.  Most of these topics have been covered in previous cycles of the NSFG, and this attachment gives particular attention to the justification for questions that are new or refined for the female questionnaire in the continuous NSFG.  
Attachment B2 gives justifications for topics included in the male questionnaire.  In many instances where the same series of questions is asked of both females and males, and the rationales for inclusion are similar, Attachment B2 includes a reference to the appropriate sections of this attachment to avoid redundancy.  A list of selected references cited in these justifications is shown at the end of Attachments B1 and B2.

BACKGROUND
The series of national fertility surveys that led to the NSFG was begun in 1955, when demographers, economists and others sought to explain the Baby Boom and predict when it would end.  Statistics from the birth registration system gave the basic data on how many births were occurring, but no one knew why the Boom was taking place, or how long it might last, and the surveys in 1955 and 1960 were designed to shed light on that issue (Freedman et al., 1959; Whelpton et al., 1966). 

As soon as these surveys began, however, researchers in many fields realized how valuable they were for a variety of uses.  These surveys filled in substantial gaps in data left by birth certificates, marriage and divorce certificates, and the Census.

Acknowledging that three events typically precede the birth of a child, insemination (most commonly through sexual intercourse), conception, and delivery of a live born child, a conceptual model is depicted in the figure below.  The connection between social and economic factors and the number of children born is mediated by three categories of “intermediate variables,” also known as “proximate determinants” of fertility.
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These intermediate variables include the age when intercourse begins, frequency of intercourse, use of contraception and sterilization, infertility, breastfeeding, miscarriage and stillbirth, and abortion (Bongaarts, 1978; Davis & Blake, 1956).  The primary role of the NSFG surveys is to provide data on all of these intermediate variables, including the health and sociodemographic factors related to them. 

The NSFG and its predecessor surveys are still the only source of national data that measure all of these variables in the same survey.  In the 1970s, 1980s and 1990s, a number of changes in American society occurred that led to the need for changes in the survey.  Thus, the survey has had to keep adapting its contents to an altered social environment and therefore to new policy and program concerns–while maintaining continuity to monitor trends reliably.  More recently NSFG data have been used extensively to monitor trends and inform policy on such issues as unintended pregnancy and childbearing, teenage pregnancy and sexual activity, family formation, infertility and impaired fecundity, family planning service use, risk of sexually transmitted diseases and HIV, and several others.  


In 2002, the NSFG conducted our first national survey of males 15-44 years of age, to increase our understanding of fatherhood, male fertility, men's reproductive health, and the way men experience and think about fatherhood and their fertility.  The success of the 2002 survey led us to implement continuous interviewing of both men and women in 2006.  
For nearly 4 decades, the female NSFG has been widely used by federal, state and local agencies, academic institutions, public health departments, policymaking organizations, and many more.  Some examples are:

1. The NSFG provides data that supplements vital statistics data on birth, infant mortality, and fetal death by estimating pregnancy rates.  NCHS staff have written and published a series of analyses using data from the 1982, 1988, 1995, and 2002 cycles of the NSFG to explain trends and differences in pregnancy rates by age and race.  For example, these studies helped to explain why teenage pregnancy rates remained high in the 1980's despite increased use of condoms, and how changes in use of contraception and sexual activity were reflected in declining pregnancy rates among teens during the late ‘90s and early 2000s (Abma et al., 2004; Abma et al., 1997; Chandra et al., 2005; Darroch et al., 1999a; Kahn et al, 1999; Moore et al., 1998; Ryan et al., 2005; Santelli et al., 2007; Ventura et al., 2000, 2004, 2008).  No other source has provided national data to explain trends and differences in the entire reproductive age span.

2. The NSFG provides data on both the individual and contextual factors that affect pregnancy rates and maternal and child health (for example, see Averett, Daniel & Argys, 2002; Billy, Brewster & Grady, 1994; Brewster, 1994a, 1994b; Mosher et al., 2003; Santelli et al., 2007).

3.
NSFG data are used to answer questions from Congress, the media, and the general public.  The survey offers a rich, flexible resource that allows NCHS to answer a wide range of data requests (see Attachment E1 in which Jeffrey Lancashire, Public Affairs Officer for NCHS, describes these requests).  The new “Key Statistics from the NSFG” on the NSFG website (http://www.cdc.gov/nchs/about/major/nsfg/abclist.htm) gives data users an efficient tool to access NSFG data on the most frequently requested topics from the survey.
4. 
The NSFG supplies data used in national public health planning, most notably the Healthy People 2010: National Health Promotion and Disease Prevention Objectives.  NSFG data are the main or only source for most of the objectives in Focus Area 9 – Family Planning, of HP2010 (Attachment E2), and for some objectives in the areas of STD and HIV prevention (US DHHS, 2006).  

3. The NSFG serves the needs of other federal agencies that support the NSFG, such as the National Institute for Child Health and Human Development (NICHD), the Office of Population Affairs (OPA), and the Division of HIV/AIDS Prevention (DHAP) of the Centers for Disease Control and Prevention (CDC), as explained in Attachments E1-E9.

BRIEF OUTLINE OF THE FEMALE QUESTIONNAIRE

The questionnaire to be fielded for continuous interviewing beginning in June 2009 is the same as the one fielded in 2008.  Following a brief outline below, the remainder of this attachment discusses topics in the female survey questionnaire in turn, emphasizing their program and policy uses.

Section A collects basic demographics such as marital and cohabitation status, Hispanic origin and race, education, a household roster, and summary questions about whether she lived with both parents, one, or none, and characteristics of her parents or parent-figures.  

Section B collects a detailed pregnancy history, including greater detail for recent pregnancies and births (such as prenatal care, smoking during pregnancy, and breastfeeding). Questions are also about any adopted, foster, or step-children she has raised, children she placed for adoption, and her pursuit of adoption (current and past).
Section C obtains a detailed marital and relationship history including information on each husband, cohabiting partner, and recent sexual partner.  Greater detail is collected for the respondent’s first sexual partner, her current husband or partner, or any current sexual partners.  Respondents 15-24 are asked about sex education.  All women are asked specific questions for up to 3 sexual partners in the last year. The number of lifetime sexual partners is also asked. 

Section D asks about sterilization operations, non-surgical sterility, and impaired fecundity.  Married or cohabiting women are also asked about their husband or partner’s fecundity.

Section E obtains information on the respondent’s contraceptive history and wantedness of each of her pregnancies.  Month-by-month sexual activity status and contraceptive method use are collected for approximately the last 4 years.  The first contraceptive method ever used, contraceptive use at first sex, and use with recent partner(s) are also collected.  Attitudes toward the pregnancy, including wantedness at time of conception, are also collected.    

Section F collects information on family planning and medical services received by women in the last 12 months.  For each of these services, respondents are asked about their provider and form of payment.  A computerized clinic database is used to classify clinics by whether they receive Title X funding. 

Section G asks about birth expectations and desires.

Section H obtains information on medical care for infertility; reproductive health conditions, including pelvic inflammatory disease; HIV testing experience and knowledge or use of the HPV vaccine (Gardasil).

Section I obtains selected address information, work status, health insurance, and religion.  Questions are also asked about child care.  A series of questions on attitudes toward contraception, gender roles, marriage, cohabitation, and parenthood is also asked.

Section J (Audio CASI) is self-administered.  Female respondents are asked to report their total numbers of pregnancies by outcome.  Questions on substance use in the last 12 months are followed by questions on sexual experience and STD/HIV risk behaviors with people of the opposite sex, and then people of the same sex.  The section concludes with questions on individual and family earnings and sources of income, and receipt of public assistance.

JUSTIFICATION OF THE FEMALE QUESTIONNAIRE BY SECTION AND TOPIC
Social, Economic and Demographic Characteristics

All co-sponsors of the NSFG need to be able to classify women by their social, economic, and demographic characteristics.  From a policy and program point of view, probably the most important of these characteristics are education, income (expressed as a percentage of the poverty level), race and Hispanic origin, age, and marital status. 

In studies based on the NSFG, these and other variables, such as labor force participation, employment status, religious affiliation, and religiosity have been shown to have important effects on fertility and family size, sexual activity, contraceptive prevalence and efficacy, the use of reproductive health services, pregnancy wantedness, and pregnancy outcomes (e.g., Santelli et al., 2000; Abma et al., 1997; Brewster, 1994a,b; Brown & Lichter, 2004; Brown et al., 2003; Chandra, 1998; Chandra et al., 2005; Chandra & Stephen, 1998, forthcoming 2008; Cooksey et al., 1996; Malat et al., 2000; Martinez et al., 2006; Mosher & Bachrach, 1996; Kallan, 1993; Kost et al., 2008; Kramer et al., 2007; Lehrer, 2004; Peterson et al., 1998; Piccinino & Mosher, 1998; Ranjit et al., 2001; Stephen & Chandra, 2000; Weeden et al., 2006).  The identification of sociodemographic groups in need of program assistance requires the collection of data by those sociodemographic characteristics.   

Some of these social and demographic characteristics collected for the respondents are also collected for the respondents’ spouses, cohabiting partners, and male sexual partners (See Section C).  
These social, economic, and demographic characteristics are collected in Section A and Section I of the female questionnaire, with the exception of income.  Because income questions have been shown in other national surveys to be sensitive, judging by high levels of nonresponse, they were placed in the Audio-CASI portion of the NSFG interview beginning with the 2002 NSFG. Below, each social, economic and demographic topic is addressed within the section it appears.
SECTION A

Hispanic origin and race

Data collected on race and Hispanic origin allow the identification of health disparities between racial and ethnic populations in the US and, thereby, facilitate Healthy People 2010’s goal of eliminating health disparities.  Many of the health measures provided by the NSFG vary by race and Hispanic origin.  For example, compared to the non-Hispanic white population, racial and ethnic minority populations in the United States tend to have earlier ages at first sex, lower contraceptive use, and higher rates of teen pregnancy, nonmarital childbearing, and unintended births (e.g., Chandra et al. 2005; Finer & Henshaw, 2006; Gaydos et al., 2006; Logan et al., 2007; Ventura & Bachrach, 2000; Ventura et al., 2008; Wu et al., 2001). Racial and ethnic differences have also been noted in patterns of cohabitation, marriage, and divorce which could lead to adverse health and socioeconomic outcomes (e.g., Bratter & King, 2008; Bramlett & Mosher, 2002). Collection of Hispanic origin and race enables funders, program designers, public health providers, and researchers to understand the extent of these differentials and to be able to identify groups most at risk.

The inclusion of questions regarding Hispanic origin and race adhere to legislative priorities and guidelines set forth by the Public Health Service Act and by the Office of Management and Budget (OMB) (e.g., Public Law 94-311 and OMB Directive No. 15).  The OMB issued the “Race and Ethnic Standards for Federal Statistics and Administrative Reporting” in 1977 that provided guidelines for the collection of race and ethnic data in federal surveys.  The Hispanic origin and race questions in the continuous NSFG reflect the updated questions which appear on the 2000 Census and conform to the revised 1997 OMB guidelines.  These allow respondents to report multiple races, a strategy adopted by the 2000 Census (Office of Management and Budget “Revisions to the Standards for the Classification of Federal Data on Race and Ethnicity”: Federal Register Notice). 

For the 3-4 percent of NSFG respondents who report multiple races, we ask them to indicate their primary race, if they wish.  This information is necessary to maintain comparability over time and between the NSFG and other datasets. First, it facilitates using the NSFG for long-term trend analysis by allowing categories to be constructed that are comparable to those published in Cycles 1-5.  It is also possible to categorize race according to the new classification that distinguishes single-race-reporting from multiple-race reporting. The need for bridging between the old and new classifications of race is not unique to the NSFG.  It is also needed by other surveys that have been conducted over time, for example, the NHIS, and it is estimated that Vital Statistics will need to bridge through at least 2010 when it is hoped that all states will be collecting data using the new race categories.  Because we make comparisons of NSFG estimates on births with Vital Statistics, it would be beneficial to maintain this bridging measure as long as it is needed by Vital Statistics.  Second, it is useful for producing trend data on standardized key indicators needed by our funding agencies.  Third, many researchers inside and outside NCHS wish to use these categories for long-term trend analyses spanning several decades (e.g., Stephen & Chandra, 2006; Mosher et al., 2004; Teachman, 2008).  Finally, having these data makes it possible for NSFG data to match other datasets (such as vital statistics, the CPS, and others) when we perform non-response adjustments and post-stratification. 

Event Histories
The 1995 NSFG (Cycle 5) was unique in that it included extended histories of school attendance, childhood family living arrangements, and employment.  The 2002 NSFG represented a return to summary measures of education, work, and childhood family background, with an emphasis on milestones, current status, and recent experience.  The continuous NSFG (beginning in 2006) continues this summary design, described below where each topic is addressed.  This streamlining occurred in the interests of better reserving respondent energy for the "core" event histories that the NSFG has collected since its beginning in the 1970s: pregnancy, contraception, marriage, and cohabitation, as well as the more recently added content on HIV and STD risk.  
Life-History Calendar

As in most past cycles, a life history calendar (LHC) is used in the 2009-2012 NSFG for females because it has been shown to help female respondents in remembering dates of fertility-related events and organizing events chronologically (Belli, 1998; Freedman et al., 1988; Martyn et al., 2002).  The continuous-interviewing LHC focuses on the 3 years leading up to the interview.  In this way it is designed to maximize usefulness only for the time period for which the most detailed questions are asked.  These questions are at the core of the NSFG content: the month-by-month accounting of contraceptives used, and a month-by-month accounting of whether she had sexual intercourse in the month.  Since these questions are detailed, and since important analyses (such as impaired fecundity and contraceptive efficacy) hinge on their accuracy, the need for the calendar's visual memory cues, or "anchors" is greatest for them (e.g. Kost et al, 2008).  Questions asked about events happening prior to this 3-year period are less detailed, and the calendar's full grid is not necessary for recording them. The only exceptions are pregnancies and date of first sexual intercourse, which the respondent records on the calendar even if they occurred prior to the 3 years before the interview. 

Education
The questions capturing educational credentials including the date of high school degree (or last high school attendance) and the date of the bachelor’s degree, are direct measures of a respondent's human capital, which affects their productivity in the labor force, and thus, their employment and earnings; their ability to provide resources for their children; and, their social peers and life goals.  Education is also an indicator of general health literacy, which has been associated with better access to health care services and lower levels of health-risking behaviors (need to add refs).   It is well-documented that educational attainment has important effects on fertility behavior and events such as the age at first birth and the timing of subsequent births, the occurrence of unwanted pregnancies, completed family size, effective use of contraception, and the use of reproductive health services (See references cited in the 2nd paragraph under Social, Economic, Demographic Characteristics).  Educational attainment in the NSFG is asked in a way that allows coding comparable to the Current Population Survey item used in 1992 and later (Kominski & Adams, 1992, 1993; Stoops, 2004).  For adolescents, information on whether they are currently attending school is particularly important because school attendance accounts for a major use of time and is the vehicle through which a substantial amount of education about AIDS, sex and family life may be provided. 

In addition to these measures, education information collected includes: receipt of high school degree and/or GED (high school equivalence), the highest college or university degree received, and the highest grade of regular school completed (for those not in school who do not have a high school diploma).

Household Roster
The household roster is critical for enumerating other key household members, such as husband or partner, resident biological or nonbiological children, parents, other family members, etc.  Household members’ basic information is collected in the screener preceding the interview.  The screening procedures reflect the most efficient and effective means of identifying eligible respondents and members within their households, based on the results of a pretest experiment conducted in the Cycle 6 pretest.  The household roster series within the interview is a chance for the respondent to verify the information provided in the screener earlier and add or subtract household members if necessary, and report the relationships of household members to herself.  

This series also does the following: 1) establishes the respondent’s as well as any spouse or partner’s relationship to all children (individuals under 19 years of age) living in the household; 2) generates family size, which is used in computing the ratio of family income to the poverty level, and 3) if the respondent reports being married but not separated, or cohabiting, and the spouse or partner is not living in the household, an additional question is asked to determine the spouse or partner's residence.  One reason for this question is to get an estimate of the number of male spouses or partners who are in the military, in prison, or in other institutions, and who would thus would be excluded from the household-based sample of men.
Childhood Background

Sexual, contraceptive and reproductive behaviors and family formation patterns are influenced by the type of family in which a woman grew up.  Section 101 of the 1996 Welfare Reform Act cites extensive data showing the detrimental effects of single parenthood on both the parent and the child.  Women who spent their childhoods in an “intact family”, that is, two parents from birth until leaving home, have a lesser likelihood of early sexual activity and early and nonmarital births than do women who did not grow up in an intact family (Albrecht & Teachman, 2003; Chandra et al., 2005; Hill, Yeung & Duncan, 1997; McLanahan & Bumpass, 1988; Moore et al., 1998; Thornton & Camburn, 1987; Wu, 1996; Wu & Martinson, 1993).  They are also less likely to cohabit before marriage, and less likely to divorce once married (Bramlett & Mosher, 2002; Teachman, 2002, 2003, 2004).

Research has also shown strong links between family disruption (such as widowhood, divorce, and remarriage) and children’s attitudes toward premarital sex, cohabitation, marriage, childbearing, and divorce (Axinn & Barber, 1997; Axinn & Thornton, 1996). 

As in the 2002 NSFG, the continuous NSFG (2006-present) collects summary information on childhood living arrangements.  The items chosen constitute the most efficient means of capturing just the essential information, while minimizing burden. 

Questions in this series ask the respondent whether she lived with both biological or adoptive parents from birth until the time she moved away, or until age 18 (if she had not moved away before the 18th birthday), or until the interview if she has not moved away.  It also captures whether her parents were married at her birth.  Finally, it asks for family living arrangements at age 14, permitting (limited) time-series analysis of this important predictor of risk behaviors during the teenage years.  Data like these could inform service programs for families as well as family-related legislation, such as Welfare Reform.

Selected characteristics of parents or parent-figures are also collected in this section, including education.  Studies of NSFG and other data have shown education of parents to be strongly related to reproductive behaviors, including the age at first sexual intercourse, contraceptive use, and age at first birth (e.g., Abma et al., 2004; Chandra et al., 2005; Martinez et al., 2006; Moore et al., 1998).  Respondents are also asked for their mothers’ age at first birth, number of children ever born, and work status during respondent’s childhood.  The age at which a teen girl’s mother had her first child also affects her own age at first sex and at first birth (e.g., Moore et al., 1998). 

SECTION B
Pregnancy and Birth History
One of the primary purposes of the NSFG, as mandated by the authorizing legislation for NCHS, is to provide data that help to explain “family formation, growth, and dissolution,” including trends and variations in birth and pregnancy rates. The NSFG obtains a complete birth and pregnancy history – that is, each pregnancy the woman has ever had up to the survey date – and how many more births she expects.  Birth registration data and provider-based data (e.g., hospital discharge and surveillance systems) have been used extensively to document a wide range of demographic and clinical aspects of pregnancy and childbirth in the U.S. and to monitor progress toward Healthy People 2000 and 2010 objectives (e.g., Berg et al., 1996; Frisbie et al., 1996; Martin et al., 2007; Mathews & Hamilton, 2005; Mathews & Ventura, 1997; Mathews et al., 1998; Menacker et al, 2004; Sutton & Mathews, 2004; Ventura et al., 1995, 2000, 2001, 2004, 2008).  NSFG and natality data together have also been used to estimate the economic burden associated with various pregnancy behaviors and complications.  For example, one report estimated that in 1995 the total costs attributable to smoking during pregnancy were 1.4 billion dollars (Adams et al., 1997).  

While the birth certificate and provider-based data systems include a rich array of clinical data, they are somewhat limited with regard to background characteristics of the mother and father of the baby (Chandra, 1995; Chandra et al., 2005).  These and other pertinent data, such as employment status and wantedness of the birth at time of conception, are best collected directly from the woman through survey interviews.  Some data, such as maternity leave and breastfeeding, can only be collected reasonably through survey interviews after the delivery.

In addition to differences in the types of information included, the NSFG data differ from the birth registration data in two major ways:  

1) NSFG data are not limited to live births:  for each pregnancy, we ask when it ended and how it ended (live birth, miscarriage, stillbirth, ectopic pregnancy, and abortion), and this allows us to analyze all reported
 pregnancies, or analyze, for example, spontaneous fetal loss (miscarriage, ectopic pregnancy, and stillbirth) as an outcome.  We also obtain information on smoking during pregnancy for pregnancies that resulted in spontaneous loss.  
2) The NSFG collects a pregnancy history and is not just the record of a single birth or pregnancy.  This allows NCHS and other analysts to report the effects of previous pregnancy outcomes on women’s current birth rates, infertility, and expectations for future births.  

NSFG pregnancy and birth data, in conjunction with other data collected in the survey, have enabled researchers for NCHS, NICHD, OPA, ASPE, and others to address policy-relevant issues such as:

–
The behavioral and demographic correlates of pregnancy outcome, including the subgroups of pregnant women (e.g., teens, poor women) who are at higher risk of adverse outcomes (Menacker et al, 2004).  The maternal characteristics associated with smoking during pregnancy and other health-risking behaviors have also been documented (Chandra, 1995; Chandra et al., 2005; Gillum & Sullins, 2008; Kost et al., 1998; Mathews, 2001; Page et al., 2008; Ventura et al., 2003).
–
How variables such as short inter-pregnancy intervals predispose women to such costly outcomes as preterm labor and low birth weight babies (Kallan, 1992, 1993)  

· The individual and contextual (community-level) factors that are related to how pregnancies are resolved among unmarried women (Murray, 1995)

–
The implications of premarital pregnancies and births for women’s future fertility, marriage, and cohabitation (Bennett et al., 1995; Lichter & Graefe, 2007; Wu et al., 2001) 

–
Whether racial differences in teen fertility are explained by socioeconomic and contextual factors (Brewster, 1994a, 1994b; Kahn & Anderson, 1992)

–
Whether the recent increases in births at ages 30-44 portend another baby boom, and if so, in what groups?  What risks of infertility, miscarriage, and health complications do these trends pose?  (Ventura et al., 1995 and 2000)

· The risk of miscarriage and other adverse pregnancy outcomes for minorities, teens, and the poor, compared to affluent whites (Guendelman et al., 1994; Mosher & Pratt, 1982)
–
How factors such as religious affiliation and participation are associated with family size, union formation, and contraceptive use, and how these relationships have changed over time.  The NSFG is one of very few sources that allows examination of contraception and family size according to religion and religiosity (Hayford & Morgan, 2008; Lehrer, 2004; Mosher, Williams, & Johnson, 1992; Page et al., 2008; Zhang, 2008).

Breastfeeding
Since these surveys began in 1955, every questionnaire has included questions on breastfeeding.  The original purpose of these questions was to measure roughly the length of the sterile period following pregnancy, also known as post-partum amenorrhea (Bongaarts, 1978; Davis & Blake, 1956).  Breastfeeding is a factor affecting the average time it takes to become pregnant after a prior delivery when contraception is not being used.  

Breastfeeding has numerous benefits for infant health and development, as well as for the mother-child bond (e.g., American Academy of Pediatrics, 1997, 2005; Dewey et al., 1995; Neville & Neifert, 1983); in fact, breastfeeding has been found to reverse the effects of poor perinatal outcomes (e.g., Lucas et al., 1997).

The seven Cycles of the NSFG to date provide a long time trend of national estimates of breastfeeding by a number of characteristics, such as race, education, region of residence, and source of health care (such as prenatal care or family planning services).  The NSFG data cover the decline in breastfeeding initiation rates in the 1950s and 1960s, and the increase in all groups since the 1970s (Hirschman & Hendershot, 1979; NCHS, 2007; Pratt et al., 1984; Ryan et al., 1991).  Based on data from the 2002 NSFG, about 67 percent of babies born in 1997-2000 were breastfed (Chandra et al., 2005).  As in prior years, breastfeeding was substantially more common among white mothers, college-educated mothers, older mothers, and mothers having intended births (Abma et al., 1997; Chandra et al., 2005; Forste et al., 2001; Taylor & Cabral, 2002; Taylor et al., 2006, 2008).  

Maternity Leave
In the continuous NSFG (2006-present), as in the 2002 survey, we continue to collect information on maternity leave following a birth, focusing on overall duration of maternity leave for births within the past 5 years, to minimize respondent burden and recall problems.  There is considerable interest in the relationship between maternal employment before and after pregnancy, particularly with respect to breastfeeding practices and child care arrangements.  An analysis of the 1988 NSFG data examined the potential incompatibilities between breastfeeding and maternal employment (Lindberg, 1996) – women employed part-time were significantly more likely to initiate and sustain breastfeeding than women working full-time.  NSFG data collected in 2002 indicate large differences in maternity leave by education and parity (Chandra et al., 2005).  For example, nearly 58% of college graduates reported taking maternity leave following their most recent birth, compared with 39% of those with a high school education and 17% of those with less than a high school education.
Among women who had their most recent birth in 1997-2002, 40 percent were not employed during their pregnancy, and 42 percent took maternity leave of some duration.  The remaining 18 percent did not take leave because their work schedules did not necessitate taking formal leave, because maternity leave was not offered or allowed by their employers, or because of some other reason (Chandra et al., 2005). 

Cesarean Delivery upon Maternal Request


The rates of cesarean delivery in the U.S. have increased by over 40% between 1996 and 2004, to 29.1% among live births in 2004, representing 1.2 million annually (Menacker et al., 2006), and continued to rise through 2006 (Hamilton et al., 2007).   This increase reflects an increase in primary cesareans (a woman’s first cesarean delivery) as well as a reduction in vaginal deliveries after a cesarean (abbreviated VBAC).  Given the significantly higher health care costs of cesarean delivery (nearly double the cost of vaginal deliveries), as well as the higher risk of maternal and neonatal complications, research has been directed at the clinical, economic, legal, and maternal factors that may affect the decision to have a cesarean delivery.   Beginning in Year 2 of continuous interviewing (2007), at the request of one of our funding agencies (NICHD), the NSFG female questionnaire included questions to measure the extent of primary cesarean delivery upon maternal request among recent births.  These questions will help determine whether it plays a role in the recent increases in the rate of primary cesarean delivery.  This topic was the focus of a recent NIH “State of the Science” Consensus Conference (NIH, 2006).   The NSFG provides a good vehicle for addressing this particular question, in the context of the full pregnancy history collected from each female respondent and the other social and behavioral variables available in the survey.  The new questions, based on those used in the Listening to Mothers Survey (DeClercq et al., 2006), were placed after questions about payment for delivery that are asked for all recent births and will be limited to primary cesareans in the last 5 years.   The key elements for defining this “maternal request” measure are:

· No medical indication for the cesarean

· Planned before labor began

· Initiated by the mother

Given the expected rarity of these types of cesarean deliveries, it is likely that multiple years of NSFG data will need to be pooled in order to yield statistically reliable estimates.  Therefore these questions will continue to be asked.  

Adoption and Relinquishment of Children
Data on adoption and relinquishment have become increasingly important to policy makers in recent years because of the concern about teenage abortions and unintended pregnancies on the one hand, and the inability of infertile couples to find children to adopt, on the other.  The NSFG data on adoption are collected for and sponsored by the Children’s Bureau of the Administration for Children and Families (see Attachment E5).  The NSFG is among the few sources of nationally representative data available to answer the following kinds of questions:  

· How many women have adopted a child?  What are the demographic characteristics of women who have adopted?  What are the characteristics of adopted children?  Cycle 6 NSFG data showed that about 1 percent of women 18-44 years of age had adopted a child, and the prevalence was higher for older women and women with fertility problems (Chandra et al., 2005; Jones, 2008).  

–
What percentage of babies is placed for adoption?  What are the characteristics of women who place babies for adoption?  Among children born to never-married women under age 45, the percent who were relinquished for adoption fell from 9 percent in the period before 1973 to 1 percent for the period 1989-95; among white women, the percent fell from 19 percent to 2 percent between the 2 periods (Bachrach et al., 1992; Chandra et al., 1999).  Analyses of Cycle 6 data indicate relinquishment for adoption has not changed significantly since the period 1989-1995 (Jones, 2008).
–
How many women are currently seeking to adopt a child?  What are their characteristics? What steps have they taken to adopt a child?  What are the characteristics of the children they would prefer or be willing to adopt (e.g., race, disability status, age)?  Continuing the time series from earlier NSFG Cycles (Abma et al., 1997; Bachrach et al., 1991; Chandra et al., 1999), the Cycle 6 NSFG data indicate that 35 percent of women 18-44 years of age in 2002 (roughly 19 million women) had ever considered adoption at some time in their lives, and 0.6 percent (roughly 300,000 women 18-44) were currently seeking to adopt (Chandra et al., 2005; Jones, 2008).  

Since the inclusion of never-married women for the first time in the 1982 round of the NSFG, there has been steady expansion and improvement of the data collected from women on adoption, adoption-seeking, and relinquishment.  Carrying forward information collected in the 1995 NSFG, the 2002 NSFG contained a detailed series of questions related to adoption demand and the care of non-biologic children (e.g., relative care, foster care).  In 2002, 13 percent of women 18-44 had ever cared for a nonbiological child, about 5 percent had cared for a child of relative, and about 5 percent had cared for a child related in some other way; about 1 percent of these women 18-44 had ever formally adopted a child (Chandra et al., 2005; Jones, 2008).  

In the 2002 NSFG and in the continuous survey (2006-present), the NSFG female survey includes questions on foster care and other informal arrangements for the care of children that women did not give birth to, including the extent to which these lead to legal adoption (Abma et al., 1997; Berrick & Barth, 1994; Chandra et al., 1999; Courtney et al., 1996; Chandra et al., 2005; Jones, 2008). 
Another key issue on which the NSFG currently provides the only national data is transracial adoption.  Despite efforts by previous administrations and various child welfare organizations to facilitate the adoption of children across racial lines, transracial adoption remains a controversial practice, in part because of concerns about self-esteem and racial identity (Abdullah, 1996; Alexander & Curtis, 1996; Penn & Coverdale, 1996; Silverman, 1993; Simon & Alstein,1996).  In the NSFG female questionnaire, the respondent reports her own race as well as the race of her adopted child using the following categories (American Indian or Alaska Native, Asian, Native Hawaiian or Other Pacific Islander, Black or African American, White).  Therefore, to the extent possible with the small numbers of women who have ever adopted a child, it is also possible with the NSFG to look at transracial adoption other than white/black.  
There has been particular interest in the NSFG data on preferences for the characteristics of the adopted child among adults considering adoption.  The NSFG provides not only an estimate of the prevalence of transracial adoption in the U.S., but also an indication of the numbers of people who would be willing to adopt children of a different race.  For example in 2002, among white women currently seeking or planning to adopt a child not previously known to her, 35 percent would prefer to adopt a white child, but 84 percent would accept a black child 
and 95 percent would accept a child of another race, neither black nor white (Chandra et al., 2005).

SECTION C
Marriage History and Cohabitation

Because marriage has traditionally been the principal social unit in which children are born and raised, marital history information has been essential in the NSFG and the surveys that preceded it.  In addition, policy interest in promoting marriage (PWORWA, 1996, renewed 2006) makes these issues more salient in recent years.  The timing of the entry into marriage and marital dissolution, along with the timing of sexual activity and childbirth, has implications for nonmarital childbearing, which has increased over the last several decades (Bramlett & Mosher, 2001, 2002; Ventura & Bachrach, 2000; Wu, Bumpass & Musick, 2001). Over half of children born today will spend some portion of their lives in a single-parent household before reaching adulthood (Bumpass & Lu, 2000). Nonmarital childbearing has been linked to adverse outcomes for the health and well-being of mothers and their children and have public policy implications for child care, health care, and income support (Bird et al., 2000; Terry-Humen et al., 2001). Racial differences in marriage and fertility behaviors may also have an impact on differences in socioeconomic status and well-being among whites, blacks and other racial and ethnic groups (Bramlett & Mosher, 2002; Lichter & Graefe, 2007; Graefe & Lichter, 2002;Manning, 2001; Raley, 2001). 


Over the last several decades, cohabitation has increased as an alternative social unit in which to bear and raise children (Bumpass & Lu, 2000; Bumpass & Sweet, 1989; London, 1991). Based on the 2002 NSFG, 50 percent of women 15-44 had ever cohabited, and 9 percent were currently cohabiting; 13-16 percent of women in their 20s were currently cohabiting (Chandra et al., 2005).  In 2002, 2.9 million children under age 15 lived with a single parent and his/her unmarried partner (Fields, 2003).  It has been estimated that about two-fifths of all children will spend some time in a cohabiting household before age 16 (Bumpass & Lu, 2000).  Differences have also been found in the sexual and reproductive behaviors of cohabiting women compared to non-cohabiting women as well as in attitudes regarding marriage and family (Bachrach, 1987; Clarkberg, Stolzenberg & Waite, 1995; Forste & Tanfer, 1996; Lindberg & Singh, 2008; Rao & Demaris, 1995). 

Several studies in recent years have considered the extent to which cohabitation may account for trends in nonmarital fertility and the determinants of childbearing decisions among couples of all relationship and coresidential statuses (Manning, 2001; Wu et al., 2001).  Particularly given record-high nonmarital birth rates shown by recent vital statistics data (Hamilton et al., 2007; Martin et al., 2007), it is an interesting and important question as to what proportion of those births occur within a cohabiting union.

The 1982 and 1988 NSFG surveys obtained some cohabitation data, and the 1995 and 2002 NSFG obtained a complete marriage and cohabitation history.  These data have helped to address such policy-related concerns as:

–
Are women who cohabit before marriage more likely to separate and divorce than other women?  Once divorced, are cohabitors more or less likely to remarry? 

–
How long do cohabiting couples live together, on average?

–
How do family background factors, such as having divorced or cohabiting parents, affect marriage, separation, divorce, and remarriage?  How does prior fertility or marriage affect the likelihood of future union formation?

–
What are the determinants of childbearing decisions among cohabiting couples, as compared with married and non-coresidential couples?  To what extent does cohabitation account for trends in nonmarital fertility?


In order to address two key gaps in prior NSFG data, questions were added in 2007 and 2008, and these are described below. 
Partner-specific fertility:  In prior NSFG questionnaires, the number of children a woman had with each husband or partner was inferred by comparing dates of birth against dates of her marriages and other relationships.  For many women, this was an adequate approach, but for those with more complex histories, particularly those who had nonmarital births or potentially overlapping relationships, it was not sufficiently accurate.  In 2007 (year 2 of continuous interviewing), a question was added to ask directly about biological children with each husband or cohabiting partner reported by the respondent.  These direct questions strengthen the NSFG’s measures of partner-specific fertility by providing direct information on the numbers of biological children the respondent has had with each of the men she has ever married or cohabited with, which has been called for by several federal statistical initiatives—and more recently by users funded by two of our funding agencies, the NICHD and the Office of Population Affairs. Also, these new items can be used in conjunction with the existing pregnancy, marriage, and cohabitation data to more accurately define marital and cohabiting status at time of pregnancy conception and outcome.   They can also be used to measure the extent of multi-partnered fertility, which until now could only be analyzed for men in the NSFG (Guzzo & Furstenberg, 2007; Manlove et al., 2008).   In prior NSFG instruments, these measures could only be defined by comparing birth dates of children with marriage and cohabitation dates (Bumpass & Lu, 2000).  Given the potential for overlapping sexual relationships, this contributed to unforeseen inconsistencies among the NSFG’s public-use recoded variables on this topic.  In light of the data needs for several NSFG sponsors and our users, it is important to improve our measures of the circumstances in which children are conceived and born (Chandra et al., 2005; FIFCFS, 1998, 2001; Martinez et al., 2006; Raley, 2001). 

Expectations for Marriage and Cohabitation:  In the 2002 NSFG and in 2006-2008,  the survey included a question on marriage expectations among respondents who are cohabiting with an opposite-sex partner.  The 3 new questions added in 2008 provide information for NCHS, NICHD, and OASPE on expectations to marry or cohabit among those who are not currently married or cohabiting.  Expectations and attitudes regarding cohabitation are probably changing, given that cohabitation increasingly occurs before, or instead of, marriage. Results from the Toledo Adolescent Relationships Study (TARS) indicated that nearly a third of adolescents in their sample expected to cohabit in the future (Manning et al., 2007).  Among men and women 15-44 years of age, NSFG data indicate that over 40% cohabited prior to marriage (Chandra et al., 2005; Martinez et al., 2006)  Although marriage continues to be desired across demographic groups, expectations regarding marriage vary across subgroups (e.g., race groups, socioeconomic statuses, single mothers) (Lichter et al., 2004; Manning et al., 2007; Manning & Smock, 2002).  

In conjunction with the other attitude items that were added in 2008 (year 3 of continuous interviewing), these new data on expectations for marriage and nonmarital cohabitation will allow NCHS, NICHD, and ASPE staff and their grantees to better interpret the stunning rise in nonmarital fertility, which comprised about 39% of all births in 2006 (Hamilton et al., 2007).  How many of these nonmarital births occur to cohabiting couples rather than women living alone?  Along with NSFG data on the stability of cohabitations, the implications of these births for child well-being can be assessed.  Similar questions have been asked in surveys focused on respondents younger than 30 years, such as the National Longitudinal Survey of Youth (NLSY97) and the TARS.  Given that there are no new nationally representative data tapping such central issues related to fertility and family change in the full reproductive-age range, the NSFG is the ideal vehicle for filling this gap.  

Collecting Data on the Sexually Active/Sexually Experienced Population
The NSFG includes questions on sexual behavior to fulfill one of its core missions: to monitor and study the risk of pregnancy and sexually transmitted diseases (STDs) in the population of males and females of reproductive age.  The sexually experienced population refers to those who have had sex at least once.  The sexually active population refers to those who have had sex recently, frequently defined as “in the 3 months prior to the survey.”  In many studies, one of these two sub-populations serves as the denominator for these risk behaviors (e.g., Ventura et al, 2008). 

The importance of understanding the sexually active/experienced population is one of the reasons the NSFG has included women of all marital statuses, instead of only ever-married women, since 1982.  On average, U.S. women are spending longer amounts of time sexually active and unmarried, as the duration between first sexual intercourse and first marriage has increased (Finer, 2007).  Premarital sex is virtually universal in the U.S. (Finer, 2007).   For most women, the interval between first sex and first marriage is over 5 years (Chandra et al., 2005, table 42).
Nonmarital childbearing has thus become more common, increasing from 11% of all live births in 1970 to 39% of all live births in 2006 (Hamilton et al., 2007).  Nonmarital childbearing varies widely between subgroups: in 2006, 25% of births to non-Hispanic white women were nonmarital, compared to 48% for Hispanics and 70% for non-Hispanic black women.  Pregnancies to unmarried women are much more likely to end in abortion: in 2004 35% of pregnancies to unmarried women ended in abortion, compared to 6% among married women (Ventura et al., 2008).

Data on the sexually active population are essential for many program uses, including:

–
Estimates for NICHD and NCHS of factors that affect the risk of pregnancy and the need for contraception, among both married and unmarried women.  

–
OPA’s Office of Adolescent Family Life needs to monitor trends in teenage sexual activity and use of contraception to assess needs for education, research, and service programs.  

–
OPA’s Office of Family Planning needs data on sexual activity, use of contraception, and use of family planning services among women of all marital statuses and within all the reproductive years.
To answer these data needs, direct questions are necessary on both lifetime sexual experience, and recent sexual activity.  

Lifetime sexual experience is measured by questions on:

–
whether the woman has ever had intercourse (asked directly only of never married, never-cohabiting, and never pregnant women); and

–
the age and date of  first intercourse (see also section on First Sexual Intercourse) and (if necessary) the age and date of first intercourse after menarche (to measure the start of exposure to pregnancy, the AIDS virus, and STDs)

Recent sexual activity is measured by questions on:

--
Date of last intercourse and date(s) of last intercourse with (up to 3) partners in the past 12 months

–
frequency of intercourse in a relatively recent period to measure those at risk of pregnancy in a standard period of time, especially among the unmarried.  In the continuous NSFG, frequency of intercourse in the month prior to the interview is asked.  In previous cycles of the NSFG, coital frequency has been measured in the “last 3 months before interview” and in the month before the interview month.  Recent sexual activity affects the choice of contraceptive methods, and the effectiveness of those methods (Peterson et al., 1998; Piccinino & Mosher, 1998).
–
numbers of different sexual partners in a recent period (see separate section on “numbers of partners”).

--
Whether she had intercourse during each month in the past 3 years.


The term “sexually active” is commonly used to mean having had intercourse at least once in the 3 months prior to the survey.  This measure of sexual activity serves as a snapshot of the population currently exposed to the risk of pregnancy and STDs.  This measure has been consistently defined across prior cycles of the NSFG so has served as a reliable indicator for monitoring trends (Abma et al., 2004) comparable to that in other data systems such as the Youth Risk Behavior Survey (CDC, 2008).  Particularly for teens, sexual intercourse can be sporadic, so that even if sexually experienced, an individual may not be currently sexually active. Among women of the full reproductive age range (15-44), a substantial percentage is sexually active: a recent study of Cycle 6 data showed that among unmarried women 70 % had sexual intercourse in the past 3 months (Lindberg & Singh, 2008).  

The sexually active population also serves as a denominator for an important measure of contraceptive use: the proportion using contraception at last sex within the past 3 months (see “Section E”. Contraceptive Behavior).  Several objectives of the Family Planning Chapter of the Healthy People 2010 initiative require tracking this subpopulation of sexually active adolescents (U.S. Department of Health and Human Services, 2006).


The number of the past 12 months during which women had sexual intercourse is another commonly used measure of “recent sexual activity” (Kost & Forrest, 1992; Lindberg & Singh, 2008).

All of these data have been collected successfully in the 1982, 1988, 1995, and 2002 Cycles of the NSFG.  Item nonresponse rates (either “don’t know” or “refused”) were close to zero (less than 1 percent for most items in 2002), so in the context of the NSFG interview, these questions are not overly sensitive.  Questions on sexual activity are essential to nearly all other analyses of NSFG data, including:

–
trends in pregnancy rates and birth rates among both teenagers and adults (Manlove et al., 2000; National Campaign to Prevent Teen Pregnancy (Science Says no.22), 2006a; Santelli et al., 2007; Terry-Humen et al., 2006; Ventura et al., 2008)

–
the population at risk of pregnancy and sexually transmitted diseases (Forrest & Singh, 1990; Henshaw, 1998; Kost & Forrest, 1992; Potter & Anderson, 1993);

–
contraceptive use (Abma et al., 2004; Chandra et al., 2005; Franzetta et al., 2006; Goldscheider & Mosher, 1991; Mosher et al., 2004; Mosher & McNally, 1991; Peterson, 1995b; Piccinino & Mosher, 1998);

–
the effectiveness of contraceptive methods (Kost et al., 2008); 

--
pregnancy risk among women discontinuing contraceptives (Vaughan et al., 2008)

–
condom use for disease prevention (Chandra et al., 2005); and

–
use of family planning and other reproductive health services (Chandra et al., 2005; Frost, 2008; Mosher et al., 2004).

First sexual intercourse:  The initiation of sexual intercourse signals the approximate beginning of exposure to the risk of pregnancy and sexually transmitted diseases.  Policymakers and researchers have long been concerned with the correlates of early, and conversely, delayed sexual initiation among adolescents.  In the 1960s, 70s and 80s, the average age at first intercourse declined, followed by a period of stability, then among male teens and younger female teens, in the early 2000’s, first intercourse occurred at older ages.  One of the NSFG’s most important functions is to allow continued tracking of trends in the timing of first intercourse (e.g., Abma et al., 2004; Abma & Sonenstein, 2001; Chandra et al., 2005; Martinez et al., 2006; Hogan et al., 2000; Manlove et al., 2000; Terry-Humen et al., 2006).

Younger ages at first intercourse translate to higher risks of pregnancy and sexually transmitted diseases.  Young women who have sexual intercourse at earlier ages, particularly before age 16, are physiologically and behaviorally more vulnerable to STDs (Eng & Butler, 1997; Morris et al., 1993).  Physiologically, younger teens’ developing reproductive tracts make them more susceptible to infections when exposed to disease, for example, due to greater cervical ectopy.   Behaviorally, those who first have intercourse at younger ages have higher numbers of both recent and lifetime sexual partners, more frequent sexual activity, and lower likelihood of using contraception at first intercourse (Abma et al., 2004; Chandra et al., 2005; Flanigan, 2001; Manlove et al., 2003, 2004; Terry-Humen et al., 2006).  Intercourse at younger ages is more likely to be nonvoluntary, which may lessen the chances that contraception is used (Abma et al., 2004; Abma et al., 1997; Child Trends, 2008; Moore et al., 1989).  As a result of all of these factors, teens are also more likely to suffer pelvic infections (Aral et al., 1991; Chandra et al., 2005) and have higher rates of gonorrhea than any other age group (Aral et al., 1988).  Many of these studies were done with the data from the NSFG.

Because one of the principal missions of OPA is to promote research on abstinence among unmarried teenagers, OPA requested that the NSFG ask women who have never had sexual intercourse their reasons for not having had intercourse yet.   These questions are also relevant for Section 912 of the PRWORA of 1996 (renewed in 2006) which sets aside $250 million over 5 years for abstinence education.  NSFG data will help to evaluate recent trends in age at first intercourse, for both females and males.

Given the importance of understanding the dynamics surrounding first sexual intercourse, since the 1995 NSFG has asked for selected characteristics about women’s first sexual partners.  In more recent Cycles this includes the nature of the date of last sex with him, the relationship at first sex, his education, race and Hispanic origin, and the nature of the current relationship, if ongoing.  These data have been used in conjunction with data on contraceptive use at first sex (See Section E) to further understanding of the conditions under which contraception is likely to be used at first sex (Manning et al., 2000; Manlove & Terry-Humen, 2007).
Number of sexual partners:  Questions on numbers and outcomes of marriages and cohabitation are structured so that they lead naturally into questions on the lifetime number of sexual partners, and the number of recent sexual partners.  These questions have been asked in the NSFG for two major reasons:  

1) Numerous studies have shown that having multiple sexual partners is associated with higher occurrence of a wide range of health problems, including HIV/AIDS, sexually transmitted diseases (such as Chlamydia, gonorrhea, and genital herpes), pelvic inflammatory disease (PID), cervical cancer, and infertility (e.g., Adimora et al., 2002; Chandra et al., 2005; Leichliter & Aral, 2008; Mosher et al., 2005).  

2) Questions on number of sexual partners help to clarify and amplify the marriage and cohabitation data collected in the survey.  

In the 2002 NSFG, women were asked their numbers of male sexual partners: 

· in their lifetimes;

· in the past 12 months;

· before their first marriage (if ever married)

In CAPI, the interviewer-administered portion of the interview, women reported male partners with whom they have had vaginal intercourse.  In ACASI, the self-administered portion of the interview, women were asked about all types of sexual activity, including vaginal intercourse, oral sex, and anal sex.  (See Section J: Audio CASI)
Many of the analyses of the 1988, 1995, and 2002 NSFG have found that the number of lifetime or recent sexual partners is closely associated with other variables.  To cite a few more recent examples:  

· In the 2002 NSFG, 3 percent of women with 1 lifetime partner had ever been treated for PID, compared with 11 percent of those with 10 or more lifetime partners (Chandra et al., 2005).

· A higher proportion of unmarried women than of cohabiting or married women have had 2 or more partners in the past year (Lindberg & Singh, 2008).

· Unmarried women with 2 or more partners in the last 3 months were much more likely than unmarried women with 1 partner in the last 3 months to report using condoms for preventing disease (Mosher & Pratt, 1993; Piccinino & Mosher, 1998). This association with condom use exists for the number of partners over the past 12 months as well (Chandra et al., 2005).

The success of the sexual activity questions in previous rounds of the NSFG confirms their importance for measuring the health and behavior of women.  In the continuous NSFG, we are again asking respondents to report their numbers of partners in their lifetime, in the last 12 months, and before first marriage (if ever-married).  As in the 2002 survey, they are asked in Audio CASI to report numbers of partners (in the last 12 months and in their lifetimes) with whom they engaged in any type of sex (including oral and anal sex as well as vaginal intercourse).  This is important information to collect in order to assess the level of risk for health problems mentioned above, as it provides a more complete measure of STD and HIV risk behavior in addition to risk for pregnancy (Anderson et al., 2006; Mosher et al., 2005).  Given the sensitivity of these topics to the respondent, it is important to collect these data within the privacy of Audio CASI.  This is discussed in more detail in “Section J:  Audio Computer-Assisted-Self-Interview”. 

Questions on the number of partners in the prior 12 months also serve as a filter question for a series asking for specific information about these partners (up to 3 of them), similar to the information gathered about the first partner (described earlier in “First Sexual Intercourse”).  Collection of dates of first and last sex with multiple recent partners allows analysts to go beyond sheer number of partners and distinguish serial monogamous partnerships from concurrent partnerships. It is important to monitor the prevalence of concurrent partnerships because it is associated with more rapid transmission of STIs through a population (Adimora et al., 2002).


Measurement of partner characteristics also makes possible the comparison of female and male partners’ ages at first and last sex.  The health care and policy and research communities have been interested in the repercussions of sexual intercourse between teen females and older males.  This age differential has been shown to be associated with a greater likelihood of nonvoluntary intercourse, less consistent contraceptive use, more casual relationship with the male, and giving birth as a teen, compared to situations involving individuals of more similar ages (Manlove et al., 2005; Manlove et al., 2008).  (Also see section on “Section J”). Since the NSFG captures contraceptive use with partners in the prior 12 months (See “Section E”), this makes it possible to examine partner and relationship characteristics with contraceptive use or nonuse in a recent period.

Sex Communication and Education
Since the 1982 NSFG, data have been collected on whether female respondents talked with parents and whether they received formal instruction (at school, church, or a community center) on pregnancy, sexually transmitted diseases, and birth control.  Talking with parents about these topics has been shown to influence the sexual and contraceptive behavior of adolescents (Albert, 2007; National Campaign to Prevent Teen and Unplanned Pregnancy, 2006b; Resnick et al., 1997).  Studies have also found that formal instruction on contraception and avoiding sex affects chances that a teenage female will become sexually experienced and the chances that she will use a contraceptive at first intercourse (Mauldon & Luker, 1996; Kohler et al., 2008; Mueller et al., 2008;).  Given these effects it is important to monitor the proportion of teenagers in the U.S. who receive formal sex education. (Abma et al., 2004; Lindberg et al., 2006)

The series on sex communication and education was improved for the continuous NSFG, beginning in 2006:

–
To minimize burden and maximize data quality, questions on sex communication and education are asked of respondents under 25.  The 2002 NSFG provided information for ages 15-19 and the 1995 and earlier surveys provided information on these topics for the full age range of women (15-44).

–
Questions about formal sex education include 4 topics: “how to say no to sex,”  “methods of birth control,” “preventing HIV/AIDS,” and “sexually transmitted diseases.”  Those who report receiving instruction in these topics are asked what grade they were in when they first received the instruction and, if not apparent (and if they have ever had sexual intercourse), whether it occurred before or after their first sexual intercourse.  This sequencing is important when assessing whether such communication and instruction leads teens to postpone first intercourse and reduce sexual risk behaviors.

–
The series ends with a question asking whether the respondent had ever taken a “public or written pledge to remain a virgin until marriage”. 

SECTION D
Surgical Sterilization

Data on surgical sterilizations are needed to measure the population at risk of pregnancy, the population using contraception, the population in need of family planning services, and changing preferences for sterilization compared with other contraceptive methods (Bumpass et al., 2000; Chandra, 1998; Chandra et al., 2005; Mosher et al., 2004; Peterson, 1995b; Piccinino & Mosher, 1998).  These data are particularly important for OPA, the CDC’s Division of Reproductive Health, and for private groups interested in family planning services.  

In addition to the prevalence of sterilizing operations such as tubal sterilization, hysterectomy, and vasectomy, the NSFG provides one of the few nationally representative sources of data on:

· reasons for sterilizing operations (e.g., contraceptive versus medical reasons), 

· sociodemographic characteristics of surgically sterile individuals, 
· method of payment for operations, and 

· desire for reversal among those with tubal ligations or vasectomies.

Some of the findings on these topics have been summarized in a report based on the 1973-1995 cycles of the NSFG (Chandra, 1998), and other findings from the 2002 survey have also been published (Borrero et al., 2007, 2008a, 2008b; Chandra et al., 2005; Mosher et al., 2004).  The questions on surgical sterilization have remained largely the same for the continuous NSFG as they were in the 2002 survey.
Impaired Fecundity and Infertility
Along with data on contraceptive use, data on infertility and fecundity impairments are among the most requested data the NSFG produces (Chandra & Stephen, 1998; Mosher & Pratt, 1982; Mosher & Pratt, 1990b).  Media coverage of NSFG data on infertility has been extensive, and a steady stream of requests on this subject continues.  In September 1996, NSFG staff provided testimony on the measurement of infertility to the Presidential Advisory Committee on Gulf War Veterans’ Illnesses.  In addition, the data are used:

· by the CDC’s Division of Reproductive Health, to plan research programs and to brief professional associations on infertility and infertility-related medical care; 

· to measure several objectives for the Healthy People 2010 Initiative; 
· to estimate the potential demand for infertility-related medical services (Guzick & Swan, 2006; Stephen & Chandra, 1998, 2006); and

· to explore the implications of trends in sexually transmitted diseases and pelvic infections on the prevalence of infertility (Andersen et al., 2005; Cates et al., 1990, 1994; Eng & Butler, 1997; Kelly-Weeder & Cox, 2006; WHO, 1995).

SECTION E
Contraceptive Behavior and the Planning of Pregnancies
The NSFG is the only continuing source of national data providing detailed information on women’s use of methods to prevent, space, and plan pregnancies, and to prevent sexually transmitted diseases (e.g., Kost et al., 2008; Mosher et al., 2004; Moreau et al, 2007; Wu et al., 2008).  Contraceptive use and unintended pregnancy are key topics for the research programs of NICHD and OPA, the two major sources of outside funds for the survey.  The NSFG serves as a principal source of data to measure Healthy People 2000 and Healthy People 2010 objectives on condom use and unintended pregnancy (see Appendix E2).  Every Cycle of the NSFG updates the list of contraceptive methods asked about to reflect currently available methods.
Studies have documented continuing effects of religion, income, and other individual socioeconomic characteristics, as well as neighborhood characteristics, on contraceptive use (Abma et al., 2004; Abma & Sonenstein, 2003; Brewster et al., 1998; Chandra et al., 2005; Godecker et al., 2001; Goldscheider & Mosher, 1991; Hogan & Kitigawa, 1985; Mosher, et al., 2004; Mosher, Deang & Bramlett, 2003; Mosher & McNally, 1991).  This reinforces the continuing relevance of the model depicted in the Figure on page 3, of factors affecting contraceptive use, and ultimately, birth and pregnancy rates.

The NSFG and its predecessor surveys have documented trends in contraceptive practice since 1955.  These surveys have demonstrated that contraception is the most important factor influencing the trend in birth and pregnancy rate, and often, differentials in birth and pregnancy rates (Glei, 1999; Mosher & Pratt, 1990a; Peterson et al., 1998; Pratt et al., 1984; Santelli et al., 2007; Ventura et al, 2008).  The NSFG has documented the rise of the pill until 1973, its fall from 1973-82, recovery until 1988, decrease between 1988 and 1995, and a rise from 1995 to 2002 (Abma et al., 2004; Chandra et al., 2005; Mosher et al., 2004).  NSFG data has also revealed the persistent rise in female sterilization until 1988 (Chandra, 1998); and the rise and fall of IUD use.  In recent reports, attention has focused on the increase in condom use from 1982-2002  (Abma et al., 1997; Abma et al., 2004; Bankole et al., 1999; Chandra et al., 2005; Mosher, 1990; Mosher et al., 2004; Peterson, 1995b; Piccinino & Mosher, 1998).  The NSFG has also documented the decline in use of the diaphragm in this era of HIV.

The NSFG continues to be an essential source for tracking the extent to which newly introduced methods are adopted.  The 2002 NSFG showed that significant percentages of women, particularly younger females, had used more recently introduced methods such as injectable contraception and emergency contraception (Abma et al 2004; Chandra et al 2005; Mosher et al, 2004). Although emergency contraception has been included in the questionnaire since 1995, questions were added to the continuous NSFG in 2006 asking where it was obtained, if it was used within a recent time period.  Interest in national data on how emergency contraception is obtained grew following the FDA’s approval for women over 18 to obtain the pills without a prescription in August 2006.  Since the use of emergency contraception is still rare, these questions will remain in the NSFG questionnaire to allow for continuing accumulation of cases. This information responds to the needs of the Office of Population Affairs who can use the data as part of their monitoring of family planning service receipt and women’s behaviors surrounding delaying and avoiding pregnancy during changing times.  

Trends in contraceptive use and sterilization are often estimated by tracking “contraceptive status” at the time of the survey.  Toward this goal, the NSFG has always provided a series of questions on sterilization operations, birth control methods currently used, if any, and whether the woman is currently pregnant or trying to become pregnant.  

Contraceptive effectiveness:  With every new cycle of the NSFG, a study is done to compute the effectiveness of each of the major methods of birth control.  These studies rely on the NSFG’s detailed data on women’s method use and their sexual intercourse patterns, during the several years preceding the survey.  Specifically, these questions cover:

(a) 
whether the woman had intercourse at all, during each month; and

(b)
what contraceptive method(s), if any, the woman or her partner used each month.
The series also collects dual method use and multiple method use (e.g., use of the pill and condom at the same act of intercourse, or use of the condom with one partner and the diaphragm with another partner) during each specific month.  This allows the NSFG to produce unique national estimates of contraceptive effectiveness by contraceptive method and characteristics of women (Fu et al., 1999; Kost et al., 2008; Ranjit et al., 2001).  In the continuous NSFG, this period is limited to the past 3 to 4 years (the beginning of the window is January, 3 years prior to the interview year) for both contraceptive method use and sexual intercourse.  This reduces respondent burden and recall error while still allowing reliable analyses of contraceptive effectiveness.  Method use linked to specific sexual partners within the 12 months before the interview will continue to be collected, as it was in the 2002 NSFG.  

From the 2002 NSFG, researchers determined that the 1-year chance of pregnancy during typical contraceptive use was 12 percent—ranging from 7 percent for injectable contraception to 17 percent for the condom and 25 percent for rhythm (periodic abstinence).  Failure rates were higher for women under 30 years old, black women, lower-income women, and cohabiting women.  (Kost et al., 2008).

The data on contraceptive effectiveness have implications for education and counseling about the proper use of birth control methods, and they help to explain the popularity of sterilization as a method of birth control.

Consistency and continuity of contraceptive use: Under a special contract with NCHS, researchers Deborah Oakley and Linda Potter developed recommendations for a series of questions on contraceptive consistency, based on review of research, and focus group and cognitive laboratory testing.  These recommendations guided the development of questions in section E on consistency of condom use, and these questions have been retained for the continuous NSFG.

Another way in which the NSFG addresses contraceptive behavior is to measure continuity of use.  If women actively discontinue a contraceptive method or switch methods as a result of experiencing problems with a method, their level of contraceptive protection changes, or they may put themselves at risk of unprotected intercourse between methods.  Researchers have found nontrivial amounts of contraceptive switching among unmarried women (Grady et al., 2002; Vaughan et al., 2008).  With the 1995 NSFG researchers found 31% of women discontinued a method within 6 months of starting, for method-related reasons (Trussell & Vaughan, 1999).  Recent analysis of 2002 data revealed substantial increases in method discontinuation since 1995 (Vaughan et al., 2008).

Beginning with Cycle 6, the NSFG has included questions asking whether women have ever discontinued specific contraceptive methods due to dissatisfaction, and asking for the reasons for having discontinued selected methods.  Understanding why women discontinue contraceptives is essential to health care providers for improving women’s continuity of use.  Cycle 6 data showed that the diaphragm and cervical cap had the highest discontinuation rates while the condom had the lowest, and that the most common reason for discontinuing hormonal methods was side effects (Moreau et al., 2007).  
Wantedness/Planning of pregnancies:  The NSFG is the only source of national data providing estimates of unwanted and unintended pregnancies among U.S. women of the full reproductive age range, 15-44. Unintended pregnancies and births remain common (Boardman et al., 2006; Chandra et al., 2005; David, 2006; Finer & Henshaw, 2006; Trussell & Wynn, 2008) and are associated with negative health and developmental consequences for women and children (Institute of Medicine, 1995; Barber et al., 1999; Dye et al., 1997; Pulley et al., 2002; Williams et al., forthcoming).

Since 1965, a series of questions has been integrated into the contraception questions in the NSFG to measure the proportion of pregnancies that were intended, mistimed, or unwanted by the woman at the time she became pregnant.  The earliest surveys showed that between 1965 and 1982, the proportion of recent births to married couples that were unintended dropped from two-thirds to one-third, as the pill and sterilization became popular family planning methods among married couples (Pratt et al., 1984).  Analysis of data from the 2002 NSFG, however, suggests that since the 1970’s, there has been no substantial reduction in the proportion of births that are unintended.  About one-third of births and one-half of all pregnancies are still unintended. (Chandra et al., 2005; Finer & Henshaw, 2006; Mosher et al., forthcoming 2009). 

Unintended pregnancies have long been a focus of public health policymakers and researchers, and also of the NSFG.  In preparation for the 2002 NSFG, NCHS awarded a Professional Services Contract for an analysis of these questionnaire items, and sought other expert recommendations through literature reviews, professional associations and expert meetings.  Based on all this input (recounted in Peterson and Mosher, 1999 and Campbell and Mosher, 2000), we incorporated selected items on these topics: 

· strength of efforts to prevent pregnancy; 
· strength of wanting to get pregnant or to avoid pregnancy, 

· reasons for unplanned pregnancy, including problems with contraceptive use, and

· whether a pregnancy was wanted/not wanted with that particular partner.  


These items have all been retained for the continuous NSFG. Considerable study is currently being conducted by teams of researchers at NCHS, the Guttmacher Institute, the National Campaign to Prevent Teen and Unplanned Pregnancy (www.thenc.org), and academic researchers.  Among the applications of these data are that they inform service providers and research, public education and policy organizations (including the OPA, one of the NSFG’s principal sponsors, and the National Campaign) about what improvements are needed in services aimed at helping women of all ages avoid pregnancies that they do not want. 


Questions on reasons for non-use of contraception have also been added and enhanced.  According to 2002 data, about half of all unintended pregnancies occurred to women who were not using contraception at the time they became pregnant (Finer & Henshaw, 2006).  The NSFG addresses this topic in two ways: 

1) (since the 2002 survey): within the pregnancy history, by asking women who were not using contraception at the conception of each unintended pregnancy, why they were not using contraception, and 
2) (in the 2006-present survey): by asking all women who are not currently using contraception and are not seeking pregnancy, why they are not using contraception.   

The NSFG helps understand the absence of contraceptive use among those at risk of unintended pregnancy, for a national sample of women of all reproductive ages (Gaydos et al, 2006; Kramer et al., 2007; Wu et al., 2008).  This continues to be a critical service for all our sponsors, including NCHS, OPA, NICHD, ASPE, and CDC’s DRH.  In addition, it will inform the efforts of the National Campaign to Prevent Teen and Unplanned Pregnancy, an organization formed in 1996 to help reduce the number of teen pregnancies in the U.S., and recently expanded to include reduction of unwanted pregnancies as a goal.  Understanding nonuse of contraception is an important part of the Campaign’s mission; and the Campaign often works for and with the NSFG’s funding agencies. 

SECTION F:
Use of Family Planning and Medical Services
Questions on use of family planning (birth control) services in the 12 months before the survey and the type of place where those services were received have distinctly practical uses in federal programs.  OPA has responsibility for funding family planning clinic services for low-income women under Title X of the Public Health Service Act.  OPA has an especially great interest in the data from Section F of the Female Questionnaire–because they can be used to develop statistical profiles of the demographic and health characteristics of Title X clinic users compared with those using other kinds of clinics, those using private doctors, and those who have not used family planning services.  NCHS has provided special tabulations to OPA on several occasions that contained this kind of statistical portrait of the populations they serve.  Some of these profiles have also been published (e.g., Chandra et al., 2005, tables 86-96; Mosher et al., 2004, tables 15-18).  

These NSFG data and other information have suggested that Title X clinics are now being pressed by their clients’ needs to offer services in addition to birth control–services such as screening for sexually transmitted diseases (STDs) and HIV, Pap smears and breast exams for cancer screening, screening and referral for infertility, and even general primary health care for women who have no other source of medical care.  This additional demand for other services faced by family planning providers shows that new data are needed at more frequent intervals on the population in need of family planning services. New data are also needed to understand the role Title X clinics, other clinics, and private doctors play in providing family planning and other health services to teenagers, the poor, and minorities (Abma et al., 1997; Chandra et al., 2005; Frost, 2001, 2008; Mosher et al, 2004).
Key data obtained in section F include:

(1)
Use of birth control and other medical services in the 12 months before the interview; and

(2)
Where women received those services in the last 12 months, and how they paid for them.

(3)  
From 15-24 year-old women, data on the first services they ever received; and 

(4)
From Clinic users, whether the specific clinic they visited is their regular source for medical care.

We obtain data on what type of clinic the respondent used by looking up her clinic’s name in an updated computerized data base of public clinics in the U.S.  The name and address of clinics used in the last 12 months will be checked against a list to classify the clinic by type (Title X or other public clinic).  The name and address of the clinic is not kept on the data file.
SECTION G: Birth Desires and Intentions
Questions on expected future births and their timing are relevant to short-term birth projections and indicate probable differences in completed family size among various socioeconomic groups (Abma et al., 1997; Chandra et al., 2005; Peterson, 1995a).

The NSFG questionnaire collects data on women’s birth expectations or intentions, to help strengthen our ability to forecast future birth rates.  A woman is asked whether she (and her husband or cohabiting partner, if applicable) intend to have a birth in the future.  In addition, a woman is asked if she wants to have a baby in the future, as well as whether her husband wants to have a baby in the future.  Thus, the NSFG asks separately the woman’s preferences for future births and her views of her husband’s or cohabiting partner’s preferences.  This is an attempt to get a more complete reporting of when the woman and her husband disagree about whether to have a baby.  It is also an attempt to capture “wanting” children in addition to actually “intending” to have them. “Wanting” measures the preference for children, while the intent may be a compromise with the partner or with economic reality–for example, as in a woman who says “I want to have another, but my husband doesn’t think we can afford it, so I don’t intend to have any more children.”

The questions on birth expectations are also used to classify childless women by whether the woman expects to be temporarily or permanently childless, and if permanent, whether her childlessness is voluntary or nonvoluntary.  In NSFG reports (Mosher and Bachrach, 1982; Abma and Martinez, 2006), women are said to be “voluntarily childless” if they have no children, do not expect to have any children in the future, and have no known fecundity impairment. In the last 3 decades there has been an increase in the number of women who are voluntarily childless. The NSFG data allows us to study this group of women and to learn how they differ from those who have children and those who expect to have children in the future (Abma & Martinez, 2006).

SECTION H
Infertility Services
The NSFG is the only nationally representative source of information on the receipt of medical help for infertility problems in the U.S.  In the 1982-2002 cycles of the NSFG, women were asked about medical help they may have received either to help them become pregnant or to help them prevent pregnancy loss.  Apart from analyses based on these 4 cycles, most studies of infertility services have been limited to self-selected samples of patients receiving such medical help.  As noted above in Section D, NSFG data on infertility service use are among the most requested information from the survey.  In addition to measuring several objectives for the Healthy People 2010 Initiative, the NSFG data on infertility services have been used:

· to estimate the need for infertility services and to document differentials in use of medical services for infertility (Anderson et al., 2008; Chandra & Stephen, 1998; Mosher & Pratt, 1990; Schmidt & Munster, 1995; Staniec & Webb, 2007; Stephen & Chandra, 1998, 2000; Vahratian, 2008a; Wilcox & Mosher, 1993, 1994);

· to help explain changes in the incidence of multiple births and adverse pregnancy outcomes (Doyle, 1996; Kiely et al., 1992; Martin, 1997; Martin, et al., 2005); 
· to investigate the possible consequences, both economic and health-related, of specific infertility treatments (Bates & Bates, 1996; Farr et al., 2008; Griffin & Panak, 1998; Spirtas et al., 1993); and
· to examine the impact of changes in insurance coverage on the use of infertility services (Bitler & Schmidt, 2006).

Pelvic Inflammatory Disease (PID)

PID is a major cause of infertility, ectopic pregnancy, and pelvic pain in women.  Between 1992 and 1994, almost half of gynecology visits to emergency departments were related to reproductive tract infections; the annual rate for PID-related visits to emergency rooms was 5.8 per 1000 women aged 15-44, and rates were disproportionately higher among younger women (15-24 years) and black women (Curtis et al., 1998).  “Direct medical expenditures for PID and its sequelae were estimated at $1.88 billion in 1998,” including costs for PID, chronic pelvic pain, ectopic pregnancy, and infertility associated with PID (Rein et al., 2000). 
A study of the 1988 NSFG found that 11 percent of women aged 15-44 had ever been treated for PID (Aral et al., 1991).  In 1995 and 2002, the percentages ever treated for PID had declined to 8 percent and 6 percent, respectively (Abma et al., 1997; Chandra et al., 2005), perhaps because of CDC and other program efforts to prevent PID through more effective STD testing and treatment.

PID is often caused by STDs such as gonorrhea or Chlamydia, although other behavioral factors, such as use of the intrauterine device for contraception and vaginal douching, have been associated with higher likelihood of PID as well (Cates et al., 1990, 1994; Cramer et al., 1985; Daling et al., 1985; Hillis et al., 1997).  Because of the substantial costs of PID and its relation to STDs and infertility, data will continue to be collected on PID in the continuous NSFG.   

Douching:  Data on vaginal douching will continue to be collected in the NSFG, as douching is a recognized risk factor for sexually transmitted infections, PID, and adverse pregnancy outcomes (Aral et al., 1992; Brotman et al., 2008; Fiscella et al., 1998; Scholes et al., 1998; Zhang et al., 1997).  PID and douching data are needed, and requested, by the CDC’s Divisions of Reproductive Health and Sexually Transmitted Disease Prevention, and staff in those Divisions have assisted NSFG staff in improving the clarity of the douching and PID questions.


HIV Testing: Data on HIV testing among men and women in the primary reproductive age range of 15-44 years are an important component guiding prevention programs for HIV and other sexually transmitted diseases.  See further justification under Section J (Audio CASI).  Based on analyses of these data from the 2002 NSFG (Anderson et al., 2005; Anderson & Sansom, 2006), the series of question on HIV testing was modified in the following ways for the continuous NSFG, which also address data needs of the NSFG cosponsors:
· question was added on "rapid testing" (including allowance for non-blood HIV tests)

· topics of post-test counseling have been refined to make them more interpretable

· selected "other (specify)" fields were added to inform future years of data collection (e.g., place of HIV testing, other topics covered in post-test counseling)

· entire series was made more comparable to NHIS questions

HPV Vaccine (Gardasil):  At the request, and with the funding, of the CDC’s Division of Sexually Transmitted Disease Prevention (DSTDP), questions were added in June 2007 (“year 2” of continuous interviewing) on Human Papillomavirus (HPV) and HPV vaccine knowledge, and to ask about HPV vaccine experience.  The Office of Population Affairs has also expressed strong support for this series.  

Genital HPV infection is the most common sexually transmitted infection (STI) in the United States (U.S.) today. Over half of sexually active women and men are infected with HPV at some point in their lives and approximately 20 million Americans 15 to 49 years of age (about 15% of the population) are currently infected with HPV.  In most cases, infections with HPV are not serious and resolve without treatment. However, in some individuals, HPV infections result in genital warts, Pap test abnormalities, or, cervical cancer. Although Pap testing has significantly reduced the incidence of cervical cancer in the United States, an estimated 12,000 U.S. women are diagnosed with cervical cancer every year and 4,000 women die of cervical cancer (U.S. Cancer Statistics Working Group, 2007).  

Clinical trials have shown significant efficacy and safety of two candidate vaccines that each protect against the two HPV strains responsible for about 70% of all cervical cancers in the U.S. One of these vaccines, Gardasil TM, was licensed by the FDA and recommended for routine use among 9-26 year old females in 2006 (CDC, 2007). In light of extensive marketing and public health campaigns to implement GardasilTM, it is important to monitor issues related to HPV awareness and HPV vaccine uptake.  

In addition, media and research indicate that parents and others are concerned about an increase in sexual risk-taking following vaccination against an STD (Mays et al., 2004; Stanberry & Rosenthal, 2005; Washam, 2005).  Other speculation is that vaccination may create a lower perceived risk of cervical cancer among women and result in a decreased reproductive and sexual health care. Other unknown consequences of an HPV vaccine program are possible. 

The new questions added to the NSFG, in conjunction with existing questions already asked by NSFG, offer an opportunity to gauge changes in sexual risk-taking and sexual health-care seeking that may accompany an HPV vaccine. Monitoring unintended changes in sexual or healthcare seeking behavior possibly resulting from availability of an HPV vaccine is necessary to allow for possible intervention to curb such changes before they lead to other negative health consequences
SECTION I

(Also see "Social, Economic, and Demographic Characteristics", on page 6)
Access to Health Care and Health Insurance Coverage

In assessing the need for and the utilization of health services, policymakers and program managers must understand the factors which enable individuals to gain access to the health services they need.  Two widely recognized factors are having a regular source of health care and having health insurance coverage.  The questions in this subsection are adapted from the 1993 Access to Care and 1998 Health Insurance Surveys of the National Health Interview Survey, and the NSFG data have been compared to NHIS in a published report (Jones & Cohen, 2007). 

Home ownership
Each respondent is asked whether she rents or owns the residence, or is occupying the residence without payment of cash rent (a proxy for publicly-subsidized housing).  Owning vs. renting may be less sensitive and less subject to error than income.  It also augments the information on the socioeconomic status of the respondents.

Employment
Along with education, employment determines access to health insurance and other material and social resources that influence the respondent’s orientation toward health, reproduction, and the family (Hansen & Garey, 1998; Kraft & Coverdill, 1994).  Research has documented important effects of employment on factors such as breastfeeding, unwanted pregnancies, birth timing, family size, contraception, and the use of reproductive health services. 

Questions about employment ascertain whether the respondent has ever worked full-time for a period lasting 6 months or longer, and the date of the first such employment.  Respondents are also asked about any paid work within the past 12 months.  Together these questions should capture essential summary information about work experience for adults and for adolescents.

Residence and place of birth
Social scientists have found that neighborhoods have important influences on the sexual, contraceptive and marital behavior of young adult men and women (Anderson, 1989; Averett et al., 2002; Billy et al., 1994; Billy & Moore, 1992; Brewster, 1994a, 1994b; Brewster et al., 1993; Grady et al., 1993; Hogan et al., 1985; Hogan & Kitagawa, 1985; Ku et al., 1993; Lloyd & South, 1996; Mosher et al., 2003; Mosher & McNally, 1991; Sucoff & Upchurch, 1998).  In past cycles of the NSFG, the collection of a minimal residential history has permitted researchers to analyze data for those women who lived in an area long enough to be influenced by their surroundings.  Census and other small-area data are merged with NSFG data to analyze the context in which decisions about family size, contraceptive use, and sexual activity are made.  As in the 1995 and 2002 NSFG’s, a contextual file containing detailed information on characteristics of the neighborhoods in which NSFG respondents live, will be prepared.  This file will enable analysis of small-area data for communities in which respondents live.
Respondent’s current residence is captured from listing and screening procedures, so does not need to be asked directly, but will become part of the (confidential) data file.  To be able to link to contextual data from the 2000 Census, exact residence in April 2000 is ascertained.  The series also captures the date the respondent moved to the U.S. to stay, if foreign-born.  Duration of residence in the U.S. is important for studying the association between immigrant status and exposure to U.S. culture regarding fertility and union formation.  It is also important for comparing survey-based estimates of birth rates to vital statistics.

Religion
Questions about religious affiliation and attendance have been asked in all cycles of the NSFG since 1973, and in all the predecessor surveys back to 1955 with excellent respondent cooperation.  In the 1995 NSFG, questions asking about the importance of religion to the respondent were added to the survey and will be retained for 2009-12.  The NSFG has never asked respondents to describe specific religious beliefs or attitudes.  

This section will briefly describe

(a) what religion questions are asked, 

(b) the uses of the data for understanding fertility and contraception, and 

(c) their contributions to the growing literature on religion and health.  

The questions—The NSFG questions on religious affiliation and religiosity are questions IC-1 to IC-10 (most respondents are not asked all of them).  They include the religious affiliation, if any the respondent was raised in, and their current affiliation (or denomination); frequency of attendance at services currently (and for those 15-24, at age 14); how important religion is in the respondent’s life; and which of several labels (such as “Born again Christian,” and “Fundamentalist,”) if any, the respondent identifies with.  

The questions on religious affiliation are sequenced so that the religious affiliation of about 85 percent of respondents can be classified using the first list of religions which includes: Catholic, Jewish, Southern Baptist, Baptist, Methodist or African Methodist, Lutheran, Presbyterian, Episcopal or Anglican, and Church of Jesus Christ of Latter Day Saints (LDS/Mormon).  The other 15 percent of respondents can be classified by the categories in the second list.  Along with a number of Protestant or Christian denominations, the second list includes Greek and other Orthodox, Unitarian- Universalist, Muslim, Buddhist, and Hindu. 
The question about “religion in which one was raised” was added in the 1995 NSFG, and kept for the 2002 survey and the continuous NSFG, for two reasons: first, to determine the effects of religious background on reproductive behaviors, particularly among teens and young adults (15-24); and second, because of the significant number of respondents who were raised in one religion, and then changed to a different religion at either adulthood or at marriage.  This question has been asked on other national surveys (such as the General Social Survey) with good respondent cooperation. 

Religion, fertility, and contraceptive use--For at least 5 decades, religious affiliation and attendance have been found to be strongly related to family size and contraceptive use as well as the age at first premarital intercourse, and the NSFG has been a major source of the data in those studies (Goldscheider & Mosher, 1984, 1991; Mosher & McNally, 1991; Mosher, Williams & Johnson, 1992; Zhang, 2008; Hayford and Morgan, 2008).  More recently, NSFG measures of the religious background have been shown to be strong independent predictors of the sexual behavior of teenagers, including oral and vaginal sex and contraceptive use (Brewster and Tillman, 2008; Regnerus, 2007). 

Given that child care, transportation, and other issues can interfere with attendance, and given that the religious participation of teens living with their parents may not be voluntary, a question on the importance of religion was added in the 1995 survey.  This question is strongly related to many NSFG outcomes—both behaviors and attitudes. (Chandra et al, 2005; Martinez et al, 2006). 

As in the 2002 NSFG, the continuous NSFG also includes a question asking about fundamentalist religious affiliation.  Studies have shown that over time, fundamentalism has become more strongly associated with family size, contraceptive use, and sexual activity.  The use of the measure in the 2002 NSFG was limited by a coding problem, but it is expected to be an additional useful correlate of NSFG measures. 

Religion and health--There is an already large and rapidly growing literature on religion, religious participation, and health (e.g., Koenig et al., 2001; Strawbridge et al., 1997).  In general, this literature has found that those who attend services or for whom religion is more important have lower mortality and less illness than others, and that some (but not all) of this relationship is related to healthier habits such as less smoking, more social contacts, and staying married. Two recent published studies using data from the 2002 NSFG show that religious participation and importance, and affiliation are related to cigarette smoking, alcohol consumption, and use of marijuana during pregnancy, after controlling for known confounders (Gillum & Sullins, 2008; Page et al., 2008). 

Respondent’s and Partner’s Current/last Job Information
Fertility, marriage and cohabitation are affected by the employment status and the nature of employment, and the earnings of an individual’s spouse or partner.  This series of questions is adapted from the Current Population Survey’s series on labor force participation and income. 

Child Care
Child care is one of the most important links between childbearing and employment for women.  Access to quality and affordable child care diminishes barriers to participation in the labor market.  Child care use and adequacy may also affect subsequent childbearing decisions (Blau & Robins, 1989).  As in the 2002 survey, this series ascertains whether childcare was used in the past four weeks and type(s) of childcare used.
Attitudes

On the urging of a number of consultants and researchers, a short series of attitude questions was included in the 2002 female and male questionnaires to measure associations between values and reproductive outcomes of interest, including:  age at first intercourse; teen pregnancy; pregnancy resolution; cohabitation, marriage, separation, divorce, and remarriage; and the importance of children and parenthood.  This series was retained for the Continuous NSFG and expanded slightly at the request of NICHD.  Questions in this section ask about attitudes toward:

· premarital sex,

· parenthood,

· nonmarital childbearing and parenting,

· gender roles,

· marriage and cohabitation,

· divorce, and

· condom use.

These items will serve as indicators of values, in both the male and female questionnaires.  They will also help to elucidate some current policy concerns about values surrounding sexual behavior, childbearing and the family, and their relationship with individual behavior.  Collecting family-related attitudes is consistent with the recommendations of the “Counting Couples” interagency initiative to improve family-related data (Federal Interagency Forum on Child and Family Statistics, 1998; Federal Interagency Forum on Child and Family Statistics, 2001).  

The questions will also be useful for ASPE’s research program on families, as well as NCHS statistical reports.  Some studies have collected similar questions from samples of teens and young adults (e.g., National Longitudinal Study of Youth and the Toledo Adolescent Relationships Study), but not from a national survey collecting fertility information from the wide reproductive-age range as available in the NSFG.  The disassociation of childbearing from marriage is continuing (Manning et al., 2007), with childbearing to unmarried women rising to record high levels (39% of all births in 2006).  Only for age groups 25-29 and above do marital births outnumber nonmarital births (Hamilton et al., 2007) and these are precisely the ages that previous studies do not interview.  

Cohabitation is increasingly more common among older adults (Brown et al., 2006) and young respondents as an alternative or a precursor to marriage (Smock et al., 2005).  It is also becoming an acceptable family structure in which to raise children–over 40% of single mothers are in cohabiting unions (Chandra et al., 2005).  Therefore, it is important to capture attitudes towards nonmarital childbearing, cohabitation, and marriage, especially given the relevance to NICHD and ASPE programming. 

Most of these items have been adapted from other national surveys.  Some of the attitude items are comparable to those which appeared on the earliest fertility surveys, while others are adapted from more recent national surveys including the National Survey of Adolescent Males (NSAM), the National Survey of Families and Households (NSFH), and the General Social Survey (GSS).  

SECTION J:  AUDIO COMPUTER-ASSISTED-SELF-INTERVIEW (Audio CASI)
This section collects the most sensitive data in the questionnaire, so it allows the respondent to enter her answers directly into the computer, rather than telling them to the interviewer.  To do this, the questions and answer categories have been kept relatively simple and straightforward.

Height and Weight

All respondents are asked for their height and weight, which can be used to define body mass index (BMI).  In the 2002 NSFG ACASI file documentation, users are instructed on how to define BMI and advised to define it only for non-pregnant adult women, given interpretation issues with BMI among teenagers and pregnant women.  Several studies have been published with 1995 and 2002 NSFG data to document the prevalence of overweight and obesity among women of childbearing age (Vahratian, 2008b), as well as the association of BMI with oral contraceptive failure, unintended pregnancy, and sexual behavior (Boehmer et al., 2007; Brunner & Hogue, 2005; Brunner-Huber & Toth, 2007; Kaneshiro et al., 2008a,b).
Pregnancy Reporting
Under-reporting of abortion has long been a challenge facing fertility surveys such as the NSFG (Fu et al., 1999; Jagannathan, 2001; Jones & Forrest, 1992; Jones & Kost, 2007).  In addition, women may be reluctant to report to an interviewer that she placed a child for adoption. 

For both of these reasons, the continuous NSFG’s Audio CASI includes a series of questions that ask about the respondent’s number of pregnancies in a recent period (last 5 years), by each type of pregnancy outcome:

· live birth

· spontaneous pregnancy loss (miscarriage, stillbirth, ectopic pregnancy)

· induced abortion

The series is designed to give each respondent an opportunity, in a non-punitive and private manner, to report other pregnancies she may not have reported to the interviewer.  The choice of a recent timeframe for these questions is intended to a) minimize recall errors, and b) facilitate comparison with other data sources on pregnancy and abortion reporting.  Lessons learned from earlier cycles of the NSFG, as well as advice from key users of these data, have been incorporated with the expectation of improving reporting of abortions in particular.  

Cigarette Smoking

Tobacco use has been the leading preventable cause of premature death in the United States, accounting for over 400,000 deaths each year (CDC, 2005).   Smoking is a risk factor for infertility, PID, cervical cancer, and other health problems (Chollat-Traquet, 1992), particularly when combined with use of hormonal birth control (Hatcher et al., 2004).  Smoking in pregnancy significantly increases the likelihood of low birthweight, miscarriage, and pregnancy complications.  In the context of adolescence, tobacco is also considered a “gateway” drug to use of potentially more dangerous, more addictive and illegal substances (U.S. DHHS, 1994).  

The NSFG data have been used for the Healthy People 2000 and 2010 Objectives on smoking among reproductive age women, teen women, oral contraceptive users, and currently pregnant women.  Questions on cigarette smoking are asked in the context of a series on substance use in the Audio CASI, including a question on age at first cigarette smoking.  Questions about cigarette smoking during pregnancy are in Section B’s pregnancy history, and, as in the 2002 survey, these will be asked in the continuous NSFG for all recent pregnancies (i.e., those within the last 5 years).  Data from the 2002 survey on these topics have been published in several reports (Chandra et al., 2005; Gillum & Sullins, 2008; Page et al., 2008).
Other Substance Use

The focus of the series on substance use is frequency of use within the last 12 months, as this has been shown to be most closely correlated with other risk behaviors and adverse outcomes.  After questions about cigarettes and alcohol, including a question on “binge drinking,” the Audio CASI questionnaire in the 2002 NSFG asked about use of marijuana, cocaine, crack, and illegal injected drugs (Anderson et al., 2005, 2006).   In the continuous NSFG survey, a question was added in Audio CASI on crystal meth (methamphetamines) in response to its increased prevalence since 2002.
School Suspension and Expulsion

In 2007 (year 2 of continuous interviewing), two questions on school suspension and expulsion that were previously included in the Cycle 6 Pretest (conducted in 2001) were restored in the ACASI portion of the survey for males and females 15-24 years of age.  These questions were previously deleted from the instrument due to interview length.  Once it was clear that interview length was below the desired targets, the questions were restored because suspension/expulsion from school:  is an adverse experience that constitutes a stressful life event and may indicate academic and social problems; and it is a measure reflecting educational problems that is appropriate for young people who have not finished school. These conclusions are explained in the following paragraph.  

It is well-documented that school performance and educational attainment have important effects on a host of outcomes measured by the NSFG: the effectiveness of contraceptive use, the timing of first sexual intercourse, age at the first birth, the occurrence of unwanted pregnancies, the use of reproductive health services, and risk of contracting sexually transmitted infections (STIs) (Bankole et al., 1999; Brown et al., 2003; Ford et al., 2005; Santelli et al., 2000).  However, since adolescents and some young adults have not yet completed schooling, “amount of education attained” is not meaningful for them in the way it is for older persons.  Therefore, experience with suspension and expulsion is a measure of educational problems, within the level of school relevant for, or recently experienced by, this age group.  Suspension or expulsion may be accompanied by lifestyles that include risk-taking and substance use among individuals in need of greater intervention.  This is relevant for both males and females and adding this to the female questionnaire will provide comparable data for them.  

Age of sexual partner at first sex, for minor respondents
Sexual intercourse between minors and non-minors is of interest to the research and public policy community because it constitutes statutory rape, with the exact ages and age differences varying from state to state.  Section 906 of the 1996 Welfare Reform Act directs the Department of Justice to initiate a program “that studies the link between statutory rape and teenage pregnancy, particularly by predatory older men committing repeat offenses.”  Individual instances of statutory rape disclosed in the NSFG ACASI are not reportable to any agencies or authorities, due to confidentiality laws covering NCHS survey respondents.  However, the NSFG staff provided aggregated tabulations of data from the 1995 NSFG to the Department of Justice for this program.  Regardless of specific ages, the issue of sexual partnerships between older males and younger female teens continues to be of interest because of associations with negative outcomes (Manlove et al., 2005).  The age of the first partner, as well as the ages of any current sexual partners, is asked in the ACASI portion of the interview for minor respondents (those aged 15-17 years) in order to address concerns about the potential reportability of these age differences.  
Nonvoluntary Sexual Intercourse

In addition to knowing when sexual intercourse is initiated, it is important to understand the circumstances surrounding the initiation of sexual intercourse.  Starting in 1995, the NSFG has included questions to assess whether first intercourse was voluntary or nonvoluntary.  Through this and previous surveys we know that a nontrivial amount of nonvoluntary intercourse occurs; it is strongly related to young age at first sex (Abma et al., 1998, 2004), and as recent analyses of the 2002 NSFG data show, strongly related to older age of the male partner (Manlove et al., 2005). Nonvoluntary sexual intercourse increases the risk of adolescent pregnancy and the acquisition of sexually transmitted diseases, including HIV (Boyer & Fine, 1992). Nonvoluntary sexual activity increases these and other risks in part by leading to more risky sexual behavior, such as increased numbers of partners  (Boyer & Fine, 1992; Browning & Laumann, 1997; Elliott et al, 2002; Roosa et al., 1997; Small & Kerns, 1993).  Women who have experienced nonvoluntary intercourse are also at greater risk of marital dissolution (separation and divorce) (Bramlett & Mosher, 2002) and unintended first birth (Williams et al., forthcoming).  In addition, it is important to measure the prevalence of ever having been forced to have intercourse, which remains relatively common among women in the U.S. (Child Trends, 2008).
Audio CASI contains the following question, developed with the help of experts on nonvoluntary sexual experiences: to what degree first intercourse was wanted, whether it was voluntary or not voluntary, and whether the respondent has ever been forced to have intercourse, and if so, at what age it first occurred.  The questions have follow‑up items asking about the type of force used, if any.  The NSFG staff obtained legal advice from the CDC Office of General Counsel about the series on nonvoluntary sexual intercourse.  To avoid any concerns about the reporting of these events to state authorities, the General Counsel recommended that we limit all of the questions on nonvoluntary sexual intercourse to respondents 18 years and older, and we have done so in Cycles 6 and 7.

Sexually Transmitted Disease (STDs)
STDs affect almost 12 million Americans each year, 86 percent of whom are aged 15 through 29.  About one-fifth of all young people, by the time they reach 21, have needed treatment for an STD.  In addition to increasing the risk of HIV infection and AIDS, the most serious complications of STDs are PID, sterility or impaired fecundity, ectopic pregnancy, blindness, and cancer associated with human papilloma virus (e.g., cervical cancer).  STDs are also related to fetal and infant death, birth defects, blindness, and mental retardation in babies born to infected mothers.  For new cases of STDs occurring among 15-24 year olds alone in 2000, the total estimated burden was $6.5 billion (Chesson et al., 2004); the total for all age groups was probably about double that figure.  The health and economic consequences of STDs continue to be a major concern (Eng & Butler, 1997).
At the request of CDC’s STD Division and NICHD, questions were included in the 1988 and 1995 on whether the woman had ever been told by a doctor that she had gonorrhea, Chlamydia, genital herpes, or syphilis.  Despite the probable under-reporting of STDs in self-reported surveys, these infections have been found to be significantly associated with a number of important variables measured in the NSFG, including:

· Responses to the AIDS epidemic (Campbell & Baldwin, 1991; McNally & Mosher, 1991; Mosher & Pratt, 1993);

· PID (Aral et al., 1991 ; Petersen et al., 1991);

· Health screening (Hewitt et al., 2002; Wilcox & Mosher, 1993);

· Testing for HIV and STD (Anderson et al., 2005; Mosher et al., 2005); and,

· HIV/STD risk behaviors (Anderson et al.,  2006; Mosher et al., 2005)

These uses have convinced NCHS and the sponsors that questions on STDs should be continued.  These questions are asked in the Audio CASI to enhance privacy for the respondents.  In keeping with the focus in Audio CASI on behaviors within a recent period, these questions on STDs are generally limited to the last 12 months.  Due to the chronic nature of certain STDs, respondents are asked about genital herpes, genital warts, and syphilis over their lifetimes.  A question on testing for Chlamydia in the past year has also been added to this question series in the Cycle 7 Audio CASI.  This item is already being used to track progress towards a national health objective that all sexually active women be tested annually for this often-asymptomatic infection (Tao et al., 2007), which is linked to reproductive health problems, including PID and infertility.

STD/HIV/AIDS-related Behavior 

The increasing numbers of heterosexual men and women infected with HIV, the AIDS virus, and the number of young women exposed to STDs by the risky behavior of themselves or their partners have increased the need to update frequently the information on women of reproductive age who are exposed to the risk of HIV infection (Anderson et al., 2000,  2006; Darroch et al., 1999b; Finer et al., 1999; Holmes et al., 1990; McNally & Mosher, 1991; Miller et al., 1999; Mosher et al, 2005).  Data for HIV/AIDS cases (in 33 areas with confidential name-based reporting) in 2002 suggest that 49 percent of HIV cases diagnosed in 2002 were transmitted by same-sex sexual contact among males, another 34 percent by heterosexual vaginal intercourse, 15 percent by injection drug use, and the other 2 percent by other or unknown means (Centers for Disease Control and Prevention, 2002).  Therefore, roughly 83 percent of cases were acquired through sexual behavior.

Furthermore, educational campaigns in recent years have encouraged teenagers to delay sexual activity, and some concern has been raised that teenagers may be responding to this message by engaging in oral or anal sex, which they may view as a means of retaining their virginity and preventing pregnancy.  (Brewster & Tillman, 2008; Halpern-Felsher et al., 2005; Mosher et al., 2005; Child Trends, 2005; Remez, 2000; Sanders & Reinisch, 1999; Schuster et al., 1996).  There is evidence, however, that certain diseases can be transmitted through oral sex, including gonorrhea, Chlamydia, chancroid, syphilis, and herpes (ACOG, 2008; Edwards & Carne, 1998; Hawkins, 2001), and some groups may also be at elevated risk of HIV transmission through oral sex, including men who have sex with men and certain drug users (Rothenberg, et al., 1998).  

While questions on oral and anal sex were included in the 2002 NSFG and in 2006-2008 under continuous interviewing, it was not possible from those questions to determine to what extent oral sex may occur before the young person has ever had vaginal intercourse.  Therefore in 
2007, a question was added for all persons 15-24 years of age who have had both vaginal intercourse and oral sex to determine which occurred first.  This information will help gauge exposure to sexually transmitted infections (STIs) and HIV prior to first intercourse.  

In the NSFG since 1988, questions on behavior that affect the risk of contracting the AIDS virus were asked at the request of the NICHD and the CDC’s Division of STD/HIV Prevention.  Questions on HIV testing were included for the first time in the 1990 Telephone Reinterview.  Much of these data have been published in several reports (Abma et al., 1997; Anderson et al., 1996, 2005, 2006; Chandra et al., 2005; Mosher et al., 2005; Mosher & Pratt, 1993; Wilson, 1993).  Questions on HIV testing and HIV risk behaviors were significantly expanded in the 2002 NSFG to reflect evolving data needs of the CDC, NCHS, and NICHD, and to improve the precision and usefulness of the behavioral risk data.  In addition to the new questions on whether vaginal intercourse or oral sex occurred first, in 2007, questions were added on the numbers of opposite-sex partners in the last 12 months, by type of sexual contact (oral, vaginal, or anal sex).  

Previous research, with the NSFG and other data sources (Anderson et al., 2006; Leichliter et al. 2007; Lindberg et al, 2008; Mosher et al., 2005), indicates that sexual activity other than vaginal intercourse is an important component of risk for sexually transmitted infections (STI), including HIV, among heterosexuals.  Beginning with the 2002 NSFG, the survey has begun monitoring the lifetime prevalence of oral and anal sex with opposite-sex partners.  The relatively high prevalence of these behaviors and their association with STI acquisition suggest that it is important to know not just lifetime prevalence but recent experience. Given the variability of STI-preventive behaviors (such as condom use) in connection with different sexual behaviors and with different partners, the NSFG, upon request of our funding partners at CDC’s Division of HIV-AIDS Prevention (DHAP) and Division of Sexually Transmitted Disease Prevention (DSTDP), has added separate questions in Audio CASI to ask the number of opposite-sex partners with whom the respondent has engaged in vaginal, oral, or anal sex in the last 12 months.   These data will strengthen the NSFG’s ability to obtain a more current measure of HIV and STI risk in the general population.  

Sexual Orientation, Attraction, and Behavior


Questions on sexual attraction (JH-2) and sexual orientation (JH-3) are placed near the end of the self-administered section of the questionnaire.  Previous research by Laumann, Michael, and others (1994; see also Mosher et al, 2005; Turner et al., 2005) suggests that sexual orientation, attraction, and behavior are correlated but not perfectly correlated dimensions, and that it is necessary in surveys to collect all three to get accurate measures of sexual behavior and their related risk groups. 


Thus, these questions are asked for several reasons:  first, to provide national estimates of populations (15-44 years of age) that are at increased risk of sexually transmitted infection (including HIV) (Anderson et al., 2006).  Second, they are asked as a correlate or explanatory factor for the sexual behavior data collected in the rest of the questionnaire (Jeffries, 2007; Jeffries & Dodge, 2007; Tao, 2008). Third, they are asked to provide data that will help to assess the adequacy of HIV testing, STI testing, health insurance coverage, and other factors (Anderson 
et al., 2005; Chandra et al., 2005; Martinez et al., 2006; Mosher et al, 2005, AD 362, tables 18-22).  For example, a number of Healthy People 2010 objectives have been specified for groups based on sexual orientation, and these measures could also respond to some of those data needs.  


A detailed report on sexual orientation, attraction, and behavior was published by NCHS in September of 2005 (Mosher et al, 2005).  That report found higher than expected percentages of women, particularly young women, reporting that they have had female-female sexual contact. The vast majority of these women, however, have also had sex with men. The STI implications of this behavior deserve further study.  That report also found 3.9% of respondents reporting that their sexual orientation was something other than heterosexual, homosexual, or bisexual; for black and Hispanic respondents, this was over 7 percent.  The report suggests that some respondents may not understand these three terms or may need other terms to choose from.  


Based on our own study of the sexual orientation data from Cycles 6 and 7, and some research in the NCHS Questionnaire Design Research Laboratory, the response choices for the sexual orientation question has been revised to offer the following response categories:


“Heterosexual or straight”, 


“Homosexual, gay or lesbian” (for men, “homosexual or gay”), or


“Bisexual.” 

Income

The justification for asking income in the survey was explained above under “Social, Economic and Demographic Characteristics.”  Because of their sensitive nature, the income questions were moved into ACASI in the 2002 NSFG and in the continuous survey (2006-present).  Moving the income questions to ACASI in 2002 reduced the level of missing data among female respondents by one-third, indicating greater respondent comfort with this mode.

Questions on the respondent’s own earnings (to complement information on family income) are included, as had been done in most previous cycles.  These questions on earnings and income were adapted from the Current Population Survey’s series of questions on income and public assistance.   
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