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Facts Are Important:
Correcting the Record on the Administration’s Contraceptive
Coverage Roll Back Rule
Facts are important, especially when discussing the health of women and the American public. On October 6, the Trump
Administration released a regulation – Religious Exemptions and Accommodations for Coverage of Certain Preventive
Services Under the Affordable Care Act – that threatens women’s access to and coverage of contraception. The
Administration makes several false statements in this Rule that do not meet a basic standard of scientific evidence.
Sound health policy must adhere to the facts.
Contraception is not an abortifacient; contraceptives do not cause abortions or miscarriages.
•

•

FDA-approved contraceptive methods are not abortifacients. Every FDA-approved contraceptive acts before
implantation, does not interfere with a pregnancy, and is not effective after a fertilized egg has implanted
successfully in the uterus.i
No credible research supports the false statement that birth control causes miscarriages.ii

Increased access to contraception is not associated with increased unsafe sexual behavior or increased sexual
activity.iii,iv
•
•
•
•

The percentage of teens who are having sex has declined significantly, by 14% for female and 22% for male
teenagers, over the past 25 years.v
More females are using contraception the first time they have sex. Young females who did not use birth control
at first sexual intercourse were twice as likely to become teen mothers.vi
Increased access to and use of contraception has contributed to a dramatic decline in rates of adolescent
pregnancy.vii
School-based health centers that provide access to contraceptives are proven to increase use of contraceptives
by already sexually active students, not to increase onset of sexual activity.viii,ix

Physicians and patients, not politicians, should determine the right contraceptive for her health care needs.
As with any medication, certain types of contraception may be contraindicated for patients with certain medical
conditions, including high blood pressure, lupus, or a history of breast cancer.x,xi For these and many other reasons,
access to the full range of FDA-approved contraception, with no cost sharing or other barriers, is critical to women’s
health.
•

•

The Rule suggests an increased risk of venous thromboembolism (VTE). VTE among oral contraceptive users is
very low. In fact, it is much lower than the risk of VTE during pregnancy or in the immediate postpartum
period.xii
The Rule suggests contraception increases the risk of breast cancer. In fact, there is no proven increased risk of
breast cancer among contraceptive users, particularly those under 40. For women over 40, health care providers
must consider both the risks of becoming pregnant at advanced reproductive age, as well as the risks of
continuing contraception use until menopause xiii

ACOG strongly opposes this political interference in patient and physician health care decisions. Every woman,
regardless of her insurer, employer, state of residence, or income, should have affordable, seamless access to the right
form of contraception for her, free from interference from her employer or politicians.
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