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planned pregnancy among these countries
is strikingly reflected in the disparity in
abortion rates. The  overall U. S. abortion
rate (25.9 abortions per 1,000 women aged
15–44) is 1.7 times that of Canada (15.3 per
1,000) and more than four times that of the
Netherlands (6.0 per 1,000).5 Differences in
pregnancy rates, however, are not so
marked. Again, the United States reports
the highest rate (94.8 pregnancies per 1,000
women aged 15–44), which is 1.3 times that
of Canada (72.0 per 1,000) and 1.5 times that
of the Netherlands (62.3 per 1,000).*6

Why Such Variation?
The three countries’ health care systems
undoubtedly contribute to the disparity
in rates of unplanned pregnancy and abor-
tion through dissimilar levels of access to
contraceptive services, approaches to sex-
uality education and sources of informa-
tion about pregnancy prevention. Differ-
ences in men and women’s understanding
of reproductive physiology, knowledge of
contraceptive methods and skill in using
contraceptives may also play a role. Other
possible factors, more difficult to quanti-
fy, are differences in cultural norms or re-
ligious values, as well as in the dynamics
of relationships between men and women. 

The extent to which a country’s health
care system provides coverage for its cit-
izens certainly affects access to medical
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Unplanned pregnancy rates vary
dramatically across developed
countries. Reproductive health ex-

perts, sociologists and politicians are eager
to understand why the rate of unplanned
pregnancy is so much higher in the Unit-
ed States than in other developed countries.

Hoping to help explain some of this
variation, the Henry J. Kaiser Family
Foundation designed and commissioned
a series of telephone surveys with adults
in the United States, Canada and the
Netherlands to assess differences in pub-
lic knowledge of and perceptions related
to pregnancy and contraception. We chose
Canada because although its culture and
economic growth are similar to those of
the United States,1 the proportion of preg-
nancies that are unplanned there (39%) is
only two-thirds that in the United States
(57%).2 We selected the Netherlands be-
cause the proportion of pregnancies that
are unplanned (6%3) is the lowest among
most Western nations, and because atti-
tudes toward sexuality reportedly are
more open there.4

The variation in the incidence of un-

services. The systems of the United States,
Canada and the Netherlands are similar
in that most health care providers, such as
doctors and hospitals, are in the private
sector and are reimbursed by a public or
private third party.7 However, they differ
with regard to whom they cover: The
Canadian and Dutch governments pro-
vide coverage for virtually all of their cit-
izens, regardless of income, as part of a na-
tional health insurance system.8 By
contrast, in the United States, government-
sponsored health programs cover pri-
marily individuals aged 65 and older and
people with disabilities (Medicare) and
those with very low incomes (Medicaid).
Most health care coverage in the United
States is provided through private, em-
ployment-based health plans with vary-
ing levels of coverage. But about 15% of
the U. S. population is uninsured.9

In addition, Canadian and Dutch health
plans typically cover all reproductive and
contraceptive services, whereas U.S. health
plans generally provide limited, if any, cov-
erage of these services.10 Cost, therefore,
may be more of a barrier to consistent and
effective contraceptive use in the United
States than in the other two countries.11

Accessibility to reproductive health ser-
vices is also a likely factor in the differ-
ences. Reproductive health services in the
United States traditionally have been pro-
vided by specialists, who usually charge
higher fees and are less geographically ac-
cessible (particularly in nonmetropolitan
areas) than general practitioners.12 By con-
trast, in Canada and the Netherlands, re-
productive health services, including most
contraceptive services, are typically pro-
vided through primary care providers,
such as general practitioners.13

Different attitudes and beliefs about
sexual activity may also affect the preva-
lence of unplanned pregnancy in each
country. Cultural norms and religious val-
ues are often reflected in and reinforced
by government laws and regulations, as

A 1994–1995 survey of men and women aged 18–44 in the United States, Canada and the

Netherlands revealed considerable differences in public knowledge and perceptions about un-

planned pregnancy and contraception. The proportion who believe that unplanned pregnancy

is a “very big problem” is 60% in the United States, 36% in Canada and 6% in the Netherlands.

Americans are more likely than their Canadian or Dutch counterparts to cite societal problems

as significant factors in the rate of unplanned pregnancy; higher proportions of Americans also

cite the cost of contraceptives (52% vs. 46% of Canadians and 34% of Dutch men and women)

and an inability to obtain methods (66%, 51% and 33%, respectively). In all three countries,

adults are generally well informed about the relative effectiveness of commonly used contra-

ceptives, but Americans are more skeptical about method safety and effectiveness. For exam-

ple, 17% think the pill is “very safe,” compared with 21% of Canadians and 40% of the Dutch;

and whereas 64% of Americans consider the pill “very effective,” 73% of Canadians and 90%

of Dutch men and women give it this rating. Health care professionals are the most frequently

cited source of contraceptive information, but only 51–63% of adults have ever discussed con-

traception with such a practitioner. (Family Planning Perspectives, 29:70–75, 1997)

Family Planning Perspectives

*Unplanned pregnancy rates are for 1988 for the United
States, 1985 for Canada and 1986–1988 (based on the pro-
portion of first births that were unintended) for the
Netherlands. Abortion and pregnancy rates are for 1992
for the United States, 1993 for Canada and 1994 for the
Netherlands. (See: references 2, 3, 5 and 6.)
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considered unwanted pregnancies among
women aged 13–18 an “extremely serious”
or “very serious” problem, and 6% cited
“unwanted pregnancies” as one of “the
most pressing problems” facing teenagers.21

A 1995 comprehensive report by the In-
stitute of Medicine concluded that the
“most obvious” factor explaining the high
level of unplanned pregnancy in the Unit-
ed States is Americans’ failure to use con-
traceptive methods carefully, consistent-
ly or at all. However, the analysts note that
the “sheer number and complexity” of in-
fluences on the unplanned pregnancy rate
means that no single solution is likely to
eradicate the problem, especially since the
interrelationships among these factors are
not well understood.22

In Canada, findings from a 1993 survey
about contraceptive awareness, attitudes
and practices revealed that women aged
15–44 are generally very aware of the di-
versity of methods available to them. Vir-
tually all Canadian women know of the
pill (99%) and condoms (95%).23

In the Netherlands, a 1994 review of the
research emphasized that the country’s
low abortion rate is due to a multiplicity
of factors, including a strong national de-
sire to reduce reliance on abortion, wide-
spread sexual and contraceptive educa-
tion, open discussions of sexuality in the
mass media and accessible family plan-
ning services.24

A few caveats are in order regarding the
interpretation of these data. Cross-national
comparisons related to reproductive health
issues are complicated by a number of fac-
tors. Methodologies for collecting and an-
alyzing data on unplanned pregnancies
and other reproductive health character-
istics may vary across countries. In addi-
tion, the data may not be available for the
same year or may not represent popula-
tions of the same age or marital status.

Care should be used even when com-
paring results from the same survey con-
ducted in more than one country. Attitudes
about responding to surveys (e.g., a ten-
dency for individuals to say they do not
know an answer or to refuse to answer)
may differ across countries. Translation is-
sues must be addressed, particularly when
the topic relates to sexual matters; termi-
nology must be chosen carefully to avoid
misunderstanding. Also, any broad gen-
eralizations about a country’s approach,
attitude or level of knowledge may be mis-
leading. Nevertheless, the contributions
that cross-country comparisons can make
to our understanding of problems such as
unplanned pregnancy and of alternate
ways to address such problems have re-

well as by medical, educational and media
policies and practices.14 While subgroups
within each country may differ in their
views about sexuality and contraception,
the Dutch tend to have a more open, lib-
eral attitude; as a result, these topics may
be discussed more freely and pragmati-
cally and in a less moralistic manner in the
Netherlands than they are in the United
States or Canada.15

Furthermore, the Dutch government
supports public information campaigns,
school sex education programs, and in-
formation centers to help teach young
people and immigrants about reproduc-
tion and contraceptive options.16 The
American and Canadian governments do
not take active roles in providing the pub-
lic with information about reproductive
health, and their sex education programs
vary by state or province and by school
district.17 Finally, news and educational
media coverage of reproductive health is-
sues is more limited in the United States
and Canada than in the Netherlands.18

A 1986 study examining the relationships
between unplanned pregnancy, contra-
ceptive use and family planning services in
the United States and a group of cultural-
ly similar Western countries explored why
rates of unplanned pregnancy and abortion
were so much higher in the United States
than elsewhere. The results showed that the
lower rates could be attributed in part to
more widely available, confidential and free
or inexpensive contraceptive services; na-
tional health insurance systems or nation-
al health care; the full integration of family
planning services into general health care;
family planning clinics that are perceived
as serving all women, not just poor or ado-
lescent women; and supportive attitudes
among providers toward the use of effec-
tive contraceptives.19

Earlier Studies
Only two polls since the early 1980s have
surveyed Americans’ views of the major
causes of unplanned pregnancy and their
concerns about the magnitude of the prob-
lem. A 1983 survey of 1,200 adults found
that many Americans believe the “increase
in sexual freedom in the United States” has
“caused many unwanted pregnancies”
(53%), as well as “led to a general break-
down in morality” (59%), “caused many
unhappy marriages and divorces” (47%),
and “made too many people feel they have
sexual rights that they don’t really have”
(39%).20 Results of a 1988 survey of 1,000
adults showed that Americans are highly
concerned about unplanned pregnancy
among teenagers. In all, 71% of respondents

sulted in common use of the only data
available, however imperfect.

Survey Methodology
The Kaiser Family Foundation Surveys on
Public Knowledge and Attitudes About
Unplanned Pregnancy and Contraception
were random-sample telephone surveys
of adults aged 18 and older in the con-
tiguous United States, Canada and the
Netherlands. The survey was designed by
the Henry J. Kaiser Family Foundation
and conducted by Louis Harris and As-
sociates in the United States and Canada,
and by R&M Research and Marketing in
the Netherlands.

The sampling procedure was designed
to produce representative samples of
adults in households with telephones.
Random-digit selection was used to assure
equal representation of people in house-
holds that are listed and unlisted in tele-
phone directories. Five attempts were
made to contact potential respondents in
the United States, six in the Netherlands
and three in Canada, before they were dis-
carded from the list. 

In each country, the survey findings
were weighted to reflect the demograph-
ic characteristics of the general population.
Weights were derived from the March 1993
Current Population Survey in the United
States, 1991 census data in Canada and
1994 data from the Central Bureau of Sta-
tistics and a “minicensus” in the Nether-
lands.25 (The Dutch “minicensus” was
based on a nationally representative sam-
ple of approximately 20,000 households.
It was carried out by a research company
not affiliated with the government.)

Each interview was conducted by a per-
son of the same sex as the respondent. In-
terviews were conducted in English in the
United States. For the Canadian and
Dutch surveys, the survey instrument was
translated into French and Dutch, using
culturally appropriate wording, and back-
translated into English for verification.

Interviews in the United States were
conducted between October 12 and No-
vember 13, 1994. Of the 4,051 eligible men
and women contacted by telephone, 2,002
(49%) completed the interview. Despite
the low completion rate, characteristics of
the unweighted sample are similar to
those of the general U. S. population, ex-
cept that college graduates and those with
some graduate education are overrepre-
sented (33% of the sample, compared with
21% of the general population).

In Canada, the survey took place be-
tween December 9, 1994, and January 3,
1995. Of the 4,651 eligible adults contact-



Findings
Unplanned Pregnancy
The survey revealed dra-
matic differences across
countries in perceptions
about the prevalence of
unplanned pregnancy,
defined as “a pregnancy
that a woman is not ac-
tively trying to have. It
could be unintended, a
mistake, unwanted, or
not at the right time.”
The proportion of Amer-
icans who think that un-

planned pregnancy is a “very big” problem
in their country (60%) is 10 times that of
Dutch men and women (6%) and almost
twice that of Canadians (36%). Similarly, the
proportion of adults who consider un-
planned pregnancy at least a “somewhat”
big problem is substantial in all three coun-
tries, but highest in the United States (93%,
compared with 81% in Canada and 41% in
the Netherlands).

Among Americans, 72% of men and
women believe that the incidence of un-
planned pregnancy in the United States
has increased over the last 10 years, and
7% think that it has decreased. (In fact, the
proportion of all pregnancies that were
unplanned rose from 51% in 1983 to 57%
in 1988, the most recent year for which
data are available.26) By contrast, 14% of
the Dutch believe that the incidence of un-
planned pregnancy in the Netherlands has
risen, and 50% correctly perceive that it
has declined. (In 1980–1985, 11% of first
births to women aged 20–40 resulted from
unplanned pregnancies; the proportion
fell to 6% in 1986–1988, the most recent pe-
riod for which data are available.27) In
Canada, 46% of adults think that the inci-
dence of unplanned pregnancy has
grown, while 16% think it has declined.
(No trend data are available for Canada.) 

The survey asked respondents the ex-
tent to which they believe that a number
of factors contribute to unplanned preg-
nancies. In all three countries, the factors
most commonly identified as contribut-
ing “very much” or “somewhat” are a de-
cline in moral standards and a general lack
of education (Table 1). However, the pro-
portions of Americans citing these factors
(88% and 86%, respectively) are slightly
higher than those among Canadians (68%
and 79%) and considerably higher than
the proportions among Dutch men and
women (48% and 54%).

American men and women are also
much more likely to view the cost of con-
traceptives and the inability to obtain them

ed by telephone, 1,002 (22%) completed
the interview. Again, although the com-
pletion rate was low, the unweighted sam-
ple very closely represents the general
population; however, it underrepresents
men and women aged 65 and older (7%
of the sample, compared with 16% of the
general population), those with less than
a high school education (22% vs. 38%) and
those with an annual income of more than
$50,000 (31% vs. 40%).

Dutch respondents were interviewed be-
tween December 15, 1994, and January 19,
1995. Of the 2,315 eligible men and women
contacted, 1,001 (43%) completed the in-
terview. The unweighted sample matches
national population estimates except that
adults with lower levels of education are
underrepresented (26% vs. 49%).*

The analyses reported in this article are
based on respondents aged 18–44, the age-
group for which these issues are most per-
sonally relevant. This restriction reduces
the sample size to 1,140 in the United
States, 594 in Canada and 536 in the
Netherlands. For results based on these
sample sizes, one can say with 95% confi-
dence that the error attributable to sam-
pling and other random effects is plus or
minus three percentage points for the U. S.
subgroup and four percentage points for
the Canadian and Dutch.

(52% and 66%, respectively) as factors than
are their Canadian (46% and 51%) and
Dutch (34% and 33%) counterparts. This
finding may reflect the differences in these
countries’ health care systems. 

Levels of knowledge about the most fer-
tile time in a woman’s menstrual cycle and
her likelihood of becoming pregnant if she
has unprotected intercourse are important
factors in men and women’s ability to as-
sess risk accurately and thereby prevent
unplanned pregnancies. The survey find-
ings indicate that 43% of Canadians, 40%
of Americans and 29% of Dutch men and
women are unable to correctly identify the
most fertile time in a woman’s menstrual
cycle. The proportions saying they are not
sure or giving no response are higher
among Dutch and Canadian respondents
(11% and 10%, respectively) than among
Americans (4%). On average, women in the
three countries are 37% more likely than
men to know when the most fertile time is.

Adults in all three countries underesti-
mate the likelihood that a sexually active
woman not using contraceptives will be-
come pregnant. Whereas an estimated
85% of women having unprotected inter-
course will become pregnant within one
year,28 Americans believe that the pro-
portion is 61%, Canadians 59% and Dutch
53%. The Dutch respondents were more
likely to answer that they were not sure
about this or to give no response (17%)
than were the Canadians (9%) or Ameri-
cans (2%). Men and women, including
those at greatest risk of an unplanned
pregnancy,† were equally misinformed.

Contraception
Men and women’s views of the effective-
ness of the most commonly used contra-
ceptive methods accord fairly well with the
methods’ actual effectiveness (Table 2).
Among Americans and Canadians, steril-
ization is the method most often perceived
as “very effective” (by 87% and 83%, re-
spectively), followed by the pill (64% and
73%, respectively). In the Netherlands,
adults are equally likely to consider ster-
ilization and the pill very effective (90%).

Condoms are the next most likely to be
perceived as very effective. They get this
rating from higher proportions of adults
(38–52%) than do the diaphragm (18–29%)
and rhythm (6–9%), even though the ac-
tual failure rates of these three methods are
very similar. In all three countries, rhythm,
withdrawal and spermicides (foam, cream,
jelly and suppositories) are least often iden-
tified as very effective methods. 

Americans are the least likely to rate the
pill as very effective, despite its compar-
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Table 1. Percentage of adults of reproductive age who say that var-
ious factors contribute “very much” or “somewhat” to the prob-
lem of unplanned pregnancy, by country, 1994–1995

Factor United States† Canada‡ Netherlands§
(N=1,140) (N=594) (N=536)

Decline in moral standards 88*** 68*** 48***
Lack of education in general 86*** 79*** 54***
Lack of understanding about

how to use birth control 77** 70*** 50***
Inability to get birth control 66*** 51*** 33***
Desire to have children 62*** 52*** 41***,††
Cost of birth control 52* 46*** 34***

*p<.05. **p<.01. ***p<.001. †p-values for U.S.-Canada comparison. ‡p-values for Canada-
Netherlands comparison. §p-values for U.S.-Netherlands comparison. ††The proportion re-
porting “not sure” or giving no response was 15% or greater.

*The completion rates differ slightly from the overall re-
sponse rates, which include, in both the numerator and
the denominator, potential respondents who were ex-
cluded because by the time they were contacted, the re-
quired number of persons of their sex had already been
interviewed. The United States and the Netherlands each
had a response rate of 50%; in Canada, the rate was 26%.
(Notably, nonresponse in Canada was almost entirely at-
tributable to the large number of potential respondents
who declined to participate—72% of those contacted.
Only about 1% of those contacted terminated the inter-
view prematurely.)

†We define men and woman as being at risk of an un-
planned pregnancy if they are sexually active (i.e., have
had sexual intercourse in the last 12 months), they and
their partner are fecund, they are 44 or younger and, for
women, they are not pregnant or seeking pregnancy.
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each country believe
that female sterilization
is very safe (35–59%),
and the proportions
giving this rating to the
remaining methods 
are markedly lower.
Among Americans and
Canadians, the IUD is
the method most often
considered “very un-
safe,” but Dutch men
and women are equally
likely to give the IUD
and spermicides this
rating (not shown).

When asked what
sources they typically
rely on for information

about contraception, respondents in each
country named a total of about 15 sources;
the average number of sources mentioned
per person was 1.4. By far the largest pro-
portions of men and women in each coun-
try rely on health care professionals as a
source of contraceptive information (64%
in the United States, 68% in Canada and
79% in the Netherlands—see Table 4).
Americans are about 1.5–3.0 times as like-
ly as Canadians or Dutch men and women
to rely on magazines, family, friends or
peers, and television. Women in all three
countries are about 1.5 times as likely as
men to seek contraceptive information
from health care professionals; men are 2.5
times as likely as women to rely on televi-
sion as a source of information (not shown).

Although health care professionals
were named as the leading source of in-
formation on contraception, only 25–34%
of adults in these countries have discussed
this topic with a professional in the past
two years. Furthermore, only 51–63% have
ever done so. Women in all three countries
are 2–3 times as likely as men to have had
a discussion about contraception with a
health care professional at least once. 

An overwhelming proportion of sexual-
ly active adults in the United States (86%),
Canada (87%) and the Netherlands (90%)
believe that their current or most recent part-
ner takes enough responsibility for pre-
venting unplanned pregnancy; differences
between men and women are negligible.
However, among men and women of re-
productive age, only 26% of Americans, 31%
of Canadians and 39% of Dutch believe that
“most men” are “responsible enough.” In
the United States, men are 48% more likely
than women to say that most men are “re-
sponsible enough,” and in Canada, they are
21% percent more likely; by contrast, Dutch
men and women are about equally likely to

atively low failure rate. On the other hand,
they are the most likely to give this rating
to methods with relatively high failure
rates, such as the diaphragm, rhythm,
withdrawal and spermicides.

The most striking differences in re-
spondents’ perceptions about which meth-
ods are “not very effective” are between
the Dutch and Americans (not shown).
The overwhelming majority of Dutch men
and women consider withdrawal and
rhythm to be not very effective (86% and
73%, respectively), compared with only
about half of Americans (57% and 44%, re-
spectively). In addition, even though the
diaphragm and condoms have failure rates
similar to that of rhythm, and spermicides
are somewhat more likely to fail, far fewer
adults in all three countries consider these
methods not very effective (7–19%, 3–7%
and 24–37%, respectively).

As shown in Table 3, condoms are the
method considered “very safe” by the
highest proportions of men and women
(56% in the United States, 66% in Canada
and 82% in the Netherlands), followed by
male sterilization (48%, 53% and 66%, re-
spectively). Considerably fewer adults in

hold this view (40% and 37%, respectively). 
In all three countries, contraceptive

users most often believe that both partners
share the responsibility for initiating dis-
cussions about contraception (Table 5,
page 74). Nevertheless, this perception is
somewhat less common in the United
States (41%) than in Canada and the
Netherlands (51% each). American and
Dutch method users predominantly think
that women are responsible for choosing
a method (49% and 50%, respectively) and
ensuring that it is used (44% and 51%);
Canadians, on the other hand, are most
likely to perceive choosing a method and
ensuring its use to be shared responsibil-
ities (43% and 49%, respectively). Paying
for contraceptives is primarily thought to
be a shared responsibility in Canada and
the Netherlands (38% and 41%), but is
most likely to be viewed as a man’s re-
sponsibility in the United States (34%).

Discussion
The survey findings suggest that public
knowledge about and perceptions re-
garding contraception and unplanned
pregnancy are related to the incidence of
unplanned pregnancy. For example,
Americans are more likely than Canadi-
an or Dutch men and women to say that
all of the factors suggested in the survey
contribute “very much” to unplanned
pregnancy. While this difference may re-
flect disparities between the United States
and the other two countries in the avail-
ability of reproductive health information
and the accessibility of contraceptive
methods, it may also indicate a stronger
desire on the part of Americans to at-
tribute a societal cause to the problem.

The United States is the only country of
these three in which a majority of adults
believe that the problem of unplanned
pregnancy is getting worse. While this
finding demonstrates an accurate under-
standing of the magnitude of the problem,
it may also reflect greater fear among
Americans of the personal or societal con-

Table 2. Percentage of adults of reproductive age rating various
contraceptive methods “very effective,” by country, and actual
U.S. failure rates

Method % of respondents Failure rate

United States† Canada‡ Netherlands§

Sterilization 87* 83 90*** ††
Pill 64*** 73*** 90*** 6.0
Condom 38 40*** 52*** 16.0
Diaphragm 29*** 18 19***,‡‡ 18.0
Rhythm 9 7 6 19.0
Withdrawal 12 9* 3*** 24.0
Spermicide 9* 6‡‡ 5**,‡‡ 30.0

*p<.05. **p<.01. ***p<.001. †p-values for U.S.-Canada comparison. ‡p-values for Canada-
Netherlands comparison. §p-values for U.S.-Netherlands comparison. ††The survey ques-
tion did not specify male or female sterilization; the failure rate of male sterilization is 0.2%
and of female sterilization is 0.5%. ‡‡The proportion reporting “not sure” or giving no response
was 15% or greater. Note: The failure rate is the proportion of women who would have an un-
intended pregnancy during the first year of typical use. Source: Failure rates—S. Harlap, 
K. Kost and J.D. Forrest, Preventing Pregnancy, Protecting Health: A New Look at Birth Con-
trol Choices in the United States, The Alan Guttmacher Institute, New York, 1991, pp. 120–122. 

Table 3. Percentage of adults of reproductive age
rating various contraceptive methods “very
safe”

Method United Canada‡ Nether-
States† lands§

Condom 56*** 66*** 82***
Male sterilization 48* 53*** 66***
Female sterilization 35* 40*** 59***
Diaphragm 24 21* 26††
Pill 17* 21*** 40***
Spermicide 16 16†† 15††
IUD 4*** 9***,†† 21***

*p<.05. **p<.01. ***p<.001. †p-values for U.S.-Canada compari-
son. ‡p-values for Canada-Netherlands comparison. §p-values
for U.S.-Netherlands comparison. ††The proportion reporting “not
sure” or giving no response was 15% or greater.

Table 4. Percentage of adults of reproductive
age citing various sources of information
about contraceptives

Source United Canada‡ Nether-
States† lands§

Health care
professionals 64 68** 79***

Magazines 23*** 15 13***
Friends or peers 14*** 6 5***
Television 13** 8 9*
Family 10*** 5 5***

*p<.05. **p<.01. ***p<.001. †p-values for U.S.-Canada compari-
son. ‡p-values for Canada-Netherlands comparison. §p-values
for U.S.-Netherlands comparison.



women have unprotected intercourse and
their lower unplanned pregnancy rate. 

Adults in all three countries have a gen-
erally accurate understanding of the rel-
ative effectiveness of commonly used con-
traceptive methods. Americans, however,
are the most skeptical about the effec-
tiveness of some of these methods, par-
ticularly the pill and condoms. This could
be a result of insufficient education on that
subject or could reflect that Americans
may be more likely to have experienced
or to know someone who has experienced
a contraceptive failure, since they are less
likely to choose an effective method. (For
example, the pill is the choice of 25% of
sexually active adults in the United States,
30% in Canada and 44% in the Nether-
lands; for the IUD, the proportions are 1%,
2% and 10%.29)

Similarly, while adults in all three coun-
tries have a generally accurate under-
standing of the relative safety of various
contraceptives, Americans express more
skepticism. Their lack of confidence in
contraceptive effectiveness and safety,
sometimes warranted and sometimes not,
may influence their decision to not use any
method, to use a method inconsistently or
to use a less effective method. Perhaps
Americans are exposed to greater levels
of media coverage of health risks or ad-
verse health effects of contraceptives,
without comparable coverage of studies
revealing the health benefits. Health care
personnel in the United States may also
conduct more thorough patient counsel-
ing on the potential adverse health effects
of contraceptives, in part to protect against
malpractice litigation, thus creating
heightened concern. 

The survey responses on contraceptive
safety may reflect not only how safe a
method is perceived to be, but also the de-
gree of protection it is thought to provide
against sexually transmitted diseases, in-
cluding the human immunodeficiency
virus. Additionally, some respondents
may have confused safety with effective-
ness, believing that an increased risk of
pregnancy associated with use of a less ef-
fective method makes the method “un-
safe” for the user.

Men and women in all three countries
cite health care professionals as the source
on which they rely most for information
about contraception. Nevertheless, only
slightly more than half have ever dis-
cussed this topic with a health care pro-
fessional. Clearly, health professionals can
help meet a need for information in each
of these countries. At the same time, how-
ever, the other sources of information

sequences of unplanned pregnancies.
Our findings that substantial proportions

of adults in all three countries are unin-
formed about the time during the menstrual
cycle when a woman is most fertile and
about the likelihood of conception if women
have unprotected intercourse do not con-
tribute to explaining country differences in
unplanned pregnancy rates. Rather, they
suggest a need in all three countries for bet-
ter education about reproductive physiol-
ogy and the risk of pregnancy.

On both of these topics, Dutch and
Canadian respondents were more likely
than Americans to say that they were not
sure of the answer or to give no response.
These differences may reflect cultural vari-
ations in men and women’s willingness
to answer questions of a personal and sex-
ual nature or to admit that they do not
know the answer. Dutch adults’ higher
level of knowledge about a woman’s fer-
tile period may be a factor in the lower un-
planned pregnancy rate in the Nether-
lands. However, no logical link is apparent
between their more widespread under-
estimation of the risk of pregnancy when

identified by our survey can also work to
improve public knowledge. 

A country’s rate of unplanned preg-
nancy is the result of complex interplay
among numerous factors. Our findings
suggest that underlying attitudes about
contraception and unplanned pregnancy
may both result from and affect contra-
ceptive behavior. For example, Americans’
views about the cost and problems of ob-
taining contraceptives and distrust of the
safety and effectiveness of leading meth-
ods may help explain why unplanned
pregnancy is more common in the Unit-
ed States than in Canada or the Nether-
lands. Variations among these countries’
unplanned pregnancy rates may also re-
sult from differences in health care sys-
tems, levels of funding for family planning
services, public education and informa-
tion, and political climate and culture.

Although much more can be learned
about the determinants of unplanned
pregnancy, and despite the inherent diffi-
culties in comparing findings across coun-
tries, the results of these surveys suggest
an interaction between a nation’s un-
planned pregnancy rate and its popula-
tion’s access to and underlying perceptions
about contraception. 

References
1. E. F. Jones et al., Teenage Pregnancy in Industrialized
Countries, Yale University Press, New Haven, 1986.

2. ——, “Unintended Pregnancy, Contraceptive Prac-
tice and Family Planning Services in Developed Coun-
tries,” Family Planning Perspectives, 20:53–67, 1988; and
J. D. Forrest, “Epidemiology of Unintended Pregnancy
and Contraceptive Use,” American Journal of Obstetrics
and Gynecology, 170:1485–1489, 1994.

3. E. Ketting, Netherlands Institute of Social Sexologi-
cal Research (NISSO), personal communication, Feb. 2,
1996.

4. E. F. Jones et al., Pregnancy, Contraception and Family
Planning Services in Industrialized Countries, Yale Uni-
versity Press, New Haven, 1989; and E. Ketting and A. P.
Visser, “Contraception in the Netherlands: The Low
Abortion Rate Explained,” Patient Education and Coun-
seling, 23:161–171, 1994.

5. S. K. Henshaw and J. Van Vort, “Abortion Services in
the United States, 1991 and 1992,” Family Planning Per-
spectives, 26:100–106 & 112, 1994; D. Ford, Health Statis-
tics Division, Statistics Canada, personal communica-
tion, Jan. 17, 1996; and E. Ketting, NISSO, personal
communication, Feb. 2, 1996.

6. National Center for Health Statistics, “Advance Re-
port of Final Natality Statistics, 1995,” Monthly Vital Sta-
tistics Report, Vol. 43, No. 11, Supplement, 1995, p. 12; 
D. Ford, Health Statistics Division, Statistics Canada, per-
sonal communication, Jan. 17, 1996; and E. Ketting,
NISSO, personal communication, Feb. 2, 1996.

7. E. F. Jones et al., 1989, op. cit. (see reference 4).

8. Ibid.; and E. Ketting and A. P. Visser, 1994, op. cit. (see
reference 4).

9. R. L. Bennefield, “Health Insurance Coverage, 1995,”

74 Family Planning Perspectives

Perceptions About Unplanned Pregnancy and Contraception

Table 5. Percentage distribution of current con-
traceptive users, by perceptions about which
partner takes responsibility for various aspects
of use

Aspect and United Canada‡ Nether-
partner States† lands§
reponsible (N=607) (N=325) (N=368)

Initiating discussion
Male 16* 10* 6***
Female 37** 28 34
Shared 41** 51 51**
Neither 4 7 6
Not sure/

no response 2 4 3

Choosing method
Male 16 12** 5***
Female 49* 41* 50
Shared 33** 43 39
Neither 1 2 5**
Not sure/

no response 1 2 1

Ensuring method is used
Male 14 12 10*
Female 44** 33*** 51*
Shared 40** 49** 38
Neither <1*** 3* 1
Not sure/

no response 2 2** <1*

Paying for method
Male 34** 25*** 9***
Female 27 22 23
Shared 31* 38 41**
Neither 7* 12*** 26***
Not sure/

no response 1 3 1

Total 100 100 100

*p<.05. **p<.01. ***p<.001. †p-values for U.S.-Canada compari-
son. ‡p-values for Canada-Netherlands comparison. §p-values
for U.S.-Netherlands comparison.



75Volume 29, Number 2, March/April 1997

17. Ibid.; and S. S. Brown and L. Eisenberg, 1995, op. cit.
(see reference 10).

18. Ibid.

19. E. F. Jones et al., 1989, op. cit. (see reference 4).

20. The Merit Report/Audits & Surveys, Sexual Values
in America, New York, The Merit Report, 1983.

21. National Association of Private Psychiatric Hospi-
tals (NAPPH)/Riter Research, Teenagers at Risk: An Adult
Perspective—An Independent National Survey Conducted
by Riter Research for the National Association of Private Psy-
chiatric Hospitals, NAPPH Education and Research Foun-
dation, Washington, D. C., 1988.

22. S. S. Brown and L. Eisenberg, 1995, op. cit. (see ref-
erence 10).

23. R. Boroditsky, W. Fisher and M. Sand, “The Canadi-
an Contraception Study,” Journal of the Society of Obste-
tricians and Gynaecologists of Canada, Vol. 17, No. 7, Sup-
plement, 1995, pp. 5–8.

24. E. Ketting and A. Visser, 1994, op. cit. (see reference 4).

Current Population Reports, Series P-60, No. 195, 1996.

10. The Alan Guttmacher Institute, Uneven & Unequal: In-
surance Coverage and Reproductive Health Services, New York,
n.d.; S. S. Brown and L. Eisenberg, eds., The Best Intentions:
Unintended Pregnancy and the Well-Being of Children and Fam-
ilies, National Academy Press, Washington, D. C., 1995;
and E. F. Jones et al., 1989, op. cit. (see reference 4). 

11. E. F. Jones et al., 1989, op. cit. (see reference 4).

12. M. T. Orr and J. D. Forrest, “The Availability of Re-
productive Health Services from U. S. Private Physicians,”
Family Planning Perspectives, 17:63–69, 1985.

13. E. F. Jones et al., 1989, op. cit. (see reference 4); and 
E. Ketting and A. P. Visser, 1994, op. cit. (see reference 4).

14. E. F. Jones et al., 1989, op. cit. (see reference 4).

15. S. S. Brown and L. Eisenberg, 1995, op. cit. (see refer-
ence 10); E. F. Jones et al., 1989, op. cit. (see reference 4); and
E. Ketting and A. P. Visser, 1994, op. cit. (see reference 4).

16. E. F. Jones et al., 1989, op. cit. (see reference 4); and E.
Ketting and A. P. Visser, 1994, op. cit. (see reference 4).

25. Bureau of Labor Statistics, U. S. Bureau of the Cen-
sus, Current Population Survey, March 1993, Washington,
D. C., 1993; Statistics Canada, Age, Sex and Marital Sta-
tus, Catalogue No. 93-310, Minister of Industry, Science
and Technology, Ottawa, 1992; Central Bureau of Statis-
tics, Population of the Municipalities of the Netherlands, Jan-
uary 1, 1994, Voorburg, the Netherlands, 1994; and GfK
MiniCensus, Kerncijfers voor Marketing & Beleidsplannen,
Jaargids 1994, Dongen, the Netherlands, 1994.

26. E. F. Jones et al., 1988, op. cit. (see reference 2); and
J. D. Forrest, 1994, op. cit. (see reference 2).

27. E. Ketting, NISSO, personal communication, Feb. 2,
1996.

28. R. A. Hatcher et al., Contraceptive Technology, 16th rev.
ed., Irvington Publishers, New York, 1994, Table 5-2, 
pp. 113–114.

29. E. Ketting and A. Visser, 1994, op. cit. (see reference
4); R. Boroditsky, W. Fisher and M. Sand, 1995, op. cit. (see
reference 23); and L. S. Peterson, “Contraceptive Use in
the United States: 1982–90,” Advance Data from Vital and
Health Statistics, No. 260, 1995.


