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Abstract
Background
The availability and use of contraception to prevent unintended pregnancy has had profound and
positive impacts on the lives of American women. This study looks beyond the aggregate
benefits of contraceptive use to examine the individual-level benefits and reasons for using
contraception reported by women themselves.
Study Design
We surveyed 2,094 women receiving services from 22 family planning clinics located
throughout the United States.
Results
A majority of respondents reported that birth control use had allowed them to take better care of
themselves or their families (63%), support themselves financially (56%), complete their
education (51%), or keep or get a job (50%). Young women, unmarried women, and those
without children reported more reasons for using contraception than others. Not being able to
afford a baby, not being ready for children, feeling that having a baby would interrupt their
goals, and wanting to maintain control in their lives were the most commonly reported very
important reasons for using birth control.
Conclusions
Women value the ability to plan their childbearing and need continued access to contraception
and contraceptive services, allowing them to realize the benefits that accrue when unintended
pregnancies are avoided.
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1. Introduction
The development of and increased access to modern contraception has been heralded by
the U.S. Centers for Disease Control and Prevention (CDC) as one of the 10 greatest public
health achievements of the 20th century [1]. In 2011, the U.S. Department of Health and Human
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Services adopted guidelines specifying that contraceptive services be included as basic
preventive care for women [2]. In both cases, experts reviewed the existing evidence and
concluded that the availability and use of contraception has had a profound and positive impact
on the lives of women and families, including both health benefits and a range of socioeconomic
improvements [3,4]. Despite the preponderance of evidence-based research demonstrating the
critical value of contraception, publicly funded family planning and related women’s health care
services have received disproportionately large, and sometimes dramatic, funding cuts [5,6], and
attacks on contraception itself have become increasingly common [7].
In documenting the important role of family planning, research has emphasized the links
between contraceptive use and later ages at marriage, smaller families, longer birth intervals, and
the ability of women and couples to plan when and how many children to bear. These outcomes
are in turn linked to improvements in infant, child, and maternal health, as well as to improved
social and economic roles for women [3,4]. For example, short birth intervals are associated with
a variety of poor infant health outcomes, and births that are unintended are associated with
delayed prenatal care and lower rates of breastfeeding [8,9]. Economic analyses have found
clear associations between the availability and diffusion of oral contraceptives particularly
among young women, and increases in U.S. women’s education, labor force participation, and
average earnings, coupled with a narrowing in the wage gap between women and men [10–12].
Similar themes are found among developing countries. A large multi-country study conducted in
the 1990s assessed the impact of family planning on women’s lives in 10 countries, in part by
talking directly to individuals about their beliefs regarding the benefits and costs of contraceptive
use in their lives [13]. Across all the countries studied, most women and men interviewed
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reported that using family planning and having smaller families resulted in both economic and
health benefits.
In the United States, although models predicting fertility behavior or contraceptive
decision-making often include assumptions about how women evaluate the trade-off between the
expected benefits and costs from different behaviors [14–17], few studies have directly asked
American women why they use contraception and what benefit they expect or have achieved
from contraceptive use. Several studies have asked women why they are not using (or did not
use) contraception when it is expected that they should be using contraception, due to their being
sexually active and not trying to become pregnant [18,19]. But these same large, nationally
representative survey efforts have not asked similar questions of women who are using
contraception, and thus provide limited insights into women’s personal reasons for using
contraception and their individual-level expectation of benefits. One of the goals of the current
study was to fill that gap by asking women themselves to report why they currently are using
contraception and what benefits contraceptive use to prevent pregnancy has had in their lives.
Understanding women’s perspectives is also important for the design and implementation of
reproductive health services that can best meet women’s needs.
2. Materials and methods
2.1 Sample and fieldwork protocols
The sample for the 2011 Survey of Clinic Clients was based on first identifying
potentially eligible clinics from among the respondents to a previous nationally representative
survey of publicly funded family planning clinics; state and regional Title X program
administrators were also contacted to identify additional eligible sites. To be eligible, clinics
needed to have a specialized focus on the provision of contraceptive and related sexual and
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reproductive health services, such as providing and prescribing contraceptive methods, testing
and treating patients for sexually transmitted infections, conducting annual gynecology exams,
and administering pregnancy tests. Additionally, eligible clinics needed to be located in a
community that also had one or more comprehensive primary care providers. Typically, we
identified several sites in a state based on their responses to the prior survey, and then contacted
the program administrator to help us choose the sites that met our criteria, or to identify
alternative sites. Two-thirds of the final sample of clinics had been part of the prior survey
sample and one-third of the sample was identified from administrator recommendations. The
participating facilities represent a range of provider types (i.e., Planned Parenthood clinics,
health department clinics, hospital clinics and independent family planning centers) and were
located in 13 states from several geographic regions: Alaska, California, Colorado, Iowa,
Indiana, Kentucky, Louisiana, Massachusetts, Montana, Oregon, Pennsylvania, Texas and Utah.
Survey materials and instructions were provided to clinic managers at each participating
site. Clinic staff distributed the questionnaire to every eligible female patient during the fielding
period, which was 1 to 4 weeks at each clinic depending on patient volume (clinics with low
patient volume were in the field for longer periods). All female clients who received services
during the fielding period, except those coming in solely for pregnancy-related services (prenatal
care or abortion services) were eligible to participate. Women completed the questionnaire onsite and returned it to clinic staff in a sealed envelope to ensure anonymity and confidentiality.
Regular follow-up was conducted with clinic managers to answer questions and guide them
through the fieldwork period; a $100 gift card was offered to each clinic as an incentive. One
respondent at each site was also randomly selected to win a $100 gift card incentive.
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The four-page survey instrument consisted of mostly closed-ended questions and was
available in both English and Spanish. The questionnaire asked women about the reasons for
their visit, why they decided to visit that specific facility, what medical services they had
received in the prior year, a series of questions about the role that use of birth control to prevent
pregnancy has had in their lives, and a series of questions about their reasons for using birth
control. The survey items examined here were developed after a review of relevant literature, as
well as other surveys, around reasons for using contraception and related outcomes, such as
reasons for wanting to avoid pregnancy or for choosing to have an abortion. Demographic
characteristics and information about health insurance coverage were also collected. The survey
instrument and protocols were approved by our organization’s institutional review board.
2.2 Analysis
Analyses were performed using SPSS Statistics version 18, using the complex samples
procedures. Results are based on unweighted data, and the clustered nature of the sample has
been accounted for in analysis and significance testing. While this sample is not nationally
representative of all female clinic patients, we compared the distribution of our respondents to
the distribution of clients receiving care from Title X-funded clinics [20] by key characteristics,
such as age and race/ethnicity, and found them to be very similar. And, although all clinics
participating in this study were facilities that specialize in the provision of contraceptive and
reproductive services, we do not expect that women’s reasons for using contraception would
vary according to the type of clinic visited. We examined bivariate associations between
women’s reasons for using contraception and their sociodemographic characteristics (age,
race/ethnicity, parity, relationship status, education, poverty level) and present significance levels
for the differences between proportions. We conducted multivariable logistic regression to
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measure the joint associations between key reasons for using birth control and women’s
sociodemographic characteristics. We present adjusted odds ratios for each predictor variable
and the Nagelkerke R square, which estimates the proportion of variation explained by each
model [21].

3. Results

3.1.Response
We surveyed 2,094 women receiving services from 22 specialized family planning clinics in 13
states between October 2011 and January 2012 in the 2011 Survey of Clinic Clients. Of the 27
clinics identified for this study, three refused to participate, one was found to be ineligible and
one failed to reach a 50% response rate among clients. The remaining 22 clinics reported a total
of 3,105 eligible female clients seen during the survey period and usable data were collected
from 2,094 of these clients, for a response rate of 67%.
3.2 Women’s characteristics
Half of the women responding to our survey were in their twenties—34% were ages 20–24
years and 21% were ages 25–29 years. About one in four was either a teenager (22%) or ages 30
and over (24%) (data not shown). Most clients had no children (58%), and most were neither
married nor living with a partner (63%). Sixty-one percent of respondents had an income below
100% of the federal poverty level. Half of respondents were non-Hispanic white (51%) and
about one fifth were either non-Hispanic black (21%) or Hispanic (23%).
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3.3 Role of birth control in women’s lives
Women were asked to think about their lives and their use of birth control to prevent
pregnancy and to report if each of four statements was ‘definitely true,’ ‘somewhat true,’ or ‘not
really true or applicable’ for them. Six in 10 (63%) respondents reported that it was definitely
true that using birth control to prevent pregnancy has ‘allowed me to take better care of myself or
my family’ (Fig. 1). At least half of respondents said that using birth control to prevent
pregnancy has definitely ‘allowed me to support myself financially’ (56%), ‘helped me to stay in
school or finish my education’ (51%), or ‘helped me to get or keep my job or have a career’
(50%).
% of women responding that use of birth control to
prevent pregnancy has:

63

Allowed me to take better care of myself or my family

14

56

Allowed me to support myself financially

23

15

28

Helped me to stay in school or finish my education

51

13

36

Helped me to get or keep my job or have a career

50

14

36

0

20

Definitely true

40

60

%
Somewhat true

80

100

Not really true for me

Fig. 1. Distribution of women according to their response about the importance of
using birth control in their lives, 2011 Survey of Clinic Clients

3.4 Reasons for using birth control
Women were also asked to respond to a series of 17 possible reasons for using birth
control and to indicate if each reason was ‘very important,’ ‘somewhat important,’ ‘not so
8

important,’ or ‘not applicable’ for them. We divide 14 of these reasons into substantively related
groups (with one, two, or three reasons in each). An additional three reasons are substantively
distinct; we report them in Table 1, but they are not examined in the multivariate models.
About seven in 10 women (69%) reported that being unable to take on the financial
responsibility of a baby was a very important reason for using birth control (Table 1). In fact, the
single most frequently cited reason for using birth control was ‘I can’t afford to take care of a
baby now,’ mentioned by about two-thirds (65%) of respondents. Nearly one-quarter of
respondents (23%) reported that the fact that they or their partner was unemployed was a very
important reason for using birth control. Nearly all of the women who reported that being
unemployed was an important reason for using birth control, also reported that not being able to
afford a baby was an important reason.
Overall, about six in 10 women reported that each of the next four reasons were very
important to their decision to use birth control: 63% reported not being ready to have children;
57% said that having a child would interrupt their goals; 60% reported that using birth control
gave them better control over their lives and 60% expressed a desire to wait until their life was
more stable to have a baby.
Half of women (49%) responded that their lack of a husband or partner was a very
important factor in the decision to use birth control. More than four in 10 women (45%) said
that caring for the children they already have was a very important reason to use birth control.
On average, women reported about seven (out of the possible 14) different very important
reasons for using birth control. Young women, women without children and unmarried women
reported a greater number of reasons for using birth control compared to older women, women
with children and married women. In fact, teenagers reported nearly nine very important reasons
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for using birth control on average, compared to only about five reasons reported by women
ages30 years and over (data not shown).
3.5 Reasons for contraceptive use by women’s characteristics
Overall, women’s age, parity, and relationship status were the characteristics most likely
to be associated with different reasons for using birth control. Table 2 presents both the bivariate
and multivariate results of the associations between women’s characteristics and four reasons for
contraceptive use that were applicable to all women—financial constraints, having more control
over life, waiting until life is more stable, and not wanting to interrupt goals. There was
statistically significant variation between nearly all of women’s characteristics and reasons for
contraceptive use at the bivariate level. Age and relationship status were significant in all four
models, with greater percentages of younger women and unmarried, non-cohabiting women
reporting that each reason was very important compared to older or married women. Parity and
education were significant at the bivariate level in three of the four models, while poverty and
race/ethnicity were each significant in two of the four models.
The multivariate models controlled for all of the sociodemographic characteristics
together. In three of the four models—financial constraints (Model 1), more stable (Model 3)
and interrupt goals (Model 4)—younger women, women without children, and unmarried
women were much more likely than older women, women with children, and married women to
report that that reason was very important to their use of birth control.
Education was also significant in these same three models—financial constraints (Model
1), more stable (Model 3), and interrupt goals (Model 4). In each case, it was the middle
category—women with some college or an associate’s degree—who were more likely than
women with high school or less to report the reason as very important (adjusted OR=1.3, 1.6 and
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1.9, respectively). However, neither women’s poverty status nor their race or ethnicity were
significantly associated with the specific reasons for using birth control in Models 1, 3, and 4,
once the other variables were accounted for.
The associations between women’s characteristics and reporting that using birth control
gives them better control over their life was a very important reason (Model 2) follow a different
pattern compared to the other models in Table 2. Neither age, parity, education, nor poverty
status was significant in this multivariate model. High percentages of women with varying
characteristics were equally likely to report ‘better control” as a very important reason. The only
two variables significant in the multivariate model were relationship status and race/ethnicity.
Table 3 presents similar bivariate and multivariate results for three additional models—
examining women who reported that the following were very important reasons to use birth
control: not being ready for children (among respondents without any children) (Model 5), not
having a partner (among unmarried respondents) (Model 6), and caring for the children they
already had (among respondents with children) (Model 7). The patterns for Models 5 and 6 are
similar to those observed in Models 1, 3, and 4, with younger women, women without children
(when applicable), and unmarried women being more likely than older women, women with
children, and married or cohabiting women to report that not being ready for children or not
having a partner were very important reasons for using birth control. (Neither education, poverty
status, nor race/ethnicity was significant in either of these two models at the bivariate or
multivariate levels.) Few characteristics were predictive in Model 7—looking at women who
reported that caring for the children already born was a very important reason for using birth
control. Among the applicable respondents—those with children—over 90% reported one of
these reasons, and there were no significant differences by age, poverty or race/ethnicity.
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4. Discussion
This study documents women’s perception of the benefits of using contraception and
their reasons or motivation for use. Our focus is on the women served by specialized publicly
funded family planning clinics—a group that is disproportionately young, unmarried, and lowincome. Many of the benefits of providing women access to publicly funded contraceptive care
have been quantified at the aggregate level. For example, publicly funded family planning
clinics are estimated to help women avoid about 1.5 million unintended pregnancies each year
[22]. Without this care, levels of unintended pregnancy and abortion in the United States would
be two-thirds higher than they are today (and more than twice as high among poor women) [23].
Every dollar spent to provide publicly funded family planning services saves almost $4 that
would otherwise have to be spent on pregnancy-related care for the woman and medical care
during the first year of the infant’s life [22]. While these numbers illustrate important aggregate
benefits that accrue from the contraceptive services provided by publicly funded family planning
clinics, other more personal benefits that accrue to individual women are missed. To help fill in
this gap, we have detailed—in women’s own voices—some of the personal benefits and
motivations for family planning among the women served by publicly funded clinics.
Women reported receiving a range of benefits from their contraceptive use. The
majority of women perceive that using birth control allows them to better care for themselves
and their families, either directly or indirectly through facilitating their education and career.
These individual-level evaluations of the benefits of personal contraceptive use are generally
consistent with the findings of broader economic research examining the role that contraceptive
use has played in improvements in social and economic conditions for women, particularly
through greater education and more workforce participation [24,25].
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Most women considered many reasons for using contraception to be very important. As
might be expected for their stage in life, younger, unmarried, and childless women provided a
broader set of reasons than did women who were older, married, or already mothers. This
finding is consistent with the fact that young, unmarried women are generally at high risk for
unintended pregnancy, and suggests that they see avoiding unintended pregnancy as integrally
related to many aspects of their lives.
Some of the reported very important reasons for contraceptive use directly parallel the
reported benefits of economic security, improved educational and career outcomes, and being
able to better care for one’s family. For example, not being able to afford a baby, not being
ready for children, feeling that children would interrupt goals, not having a partner, and wanting
to better care for children already born were all considered very important reasons by the
majority of applicable respondents. Among women with children, nearly all reported that the
desire to care for their current children was a reason for contraceptive use. Additionally, many
women reported that birth control was a means to maintain control in their lives, and this was
more common among unmarried and black respondents. Birth control appears to offer a means
of personal empowerment, which may be especially important to certain women facing
instability in other aspects of their lives.
While financial realities are frequently a motivator in planning pregnancies, the
importance of unemployment in this study may reflect the influence of the recent economic
downturn. Nearly one out of four women in this study reported that being unemployed (either
they or their partner) was a very important reason for their contraceptive use. The ongoing
recession in the United States has altered the economic realities of many women’ lives, and it has
reshaped the environment in which family planning and reproductive decisions are made. In a
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2009 national study, nearly half of surveyed women (44%) reported that because of the
economy, they want to reduce or delay their childbearing [26]. Indeed, the number of births in
the United States has declined each year since 2007 [27,28], a pattern many interpret as a
response to the ongoing recession [29,30]. Taken together, the findings of this study and others
point to the instrumental role of contraception in the lives of women and families who are coping
with difficult economic realities.
The reasons women give for using birth control are also similar to the reasons for seeking
an abortion as measured in prior research. In a large study of abortion patients in 2004 [31],
nearly three-quarters of respondents indicated that they were seeking an abortion because they
could not afford a baby right now. About one-third reported that having a child would interfere
with their education, work, or ability to care for dependents, and nearly half cited relationship
problems or not wanting to be a single mother as a reason for seeking an abortion. In that study,
similar to this one, women often reported multiple reasons for their decision to use contraception
or to have an abortion, suggesting that there are interrelated motivations for not wanting to have
a child at a given point in time. The prior study also suggested that when women report reasons
for having an abortion, they are not expressing a desire for abortion per se, but instead are
speaking to why they do not want, or feel they cannot have, a baby at that point in their lives.
The fact that the reasons women give for using contraception are similar to the reasons they give
for having an abortion suggests that access to abortion would be better viewed in the broader
context of women’s desire to prevent unplanned childbearing, given their perceptions of its
myriad consequences for themselves and their families.
The findings from this current study suggest a number of avenues for future research.
Efforts to increase effective and consistent contraceptive use should consider how method choice
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and consistency of use intersect with women’s reasons for use. Some reasons for using
contraception may potentially be related to more effective contraceptive use, while other reasons
may potentially be a marker for reduced motivation or commitment. Additionally, a more
dynamic approach could consider how change in reasons for contraceptive use over the life
course may influence changes in contraceptive choice or use patterns. Finally, qualitative work
exploring women’s reasons for contraceptive use through open-ended questions, as opposed to
the fixed items provided in this survey, might further enrich our understandings of women’s
motivations to avoid pregnancy and the connections to method choice and use.
This study is subject to some limitations. It focuses solely on the experiences of women
at specialized publicly funded family planning clinics. Moreover, even among this group, it is
not based on a nationally-representative sample, although the social and demographic
characteristics of respondents were similar to the known national distribution of clients receiving
care from Title X-funded clinics [20]. However, we do not have any a priori expectation that the
reasons reported by our respondents for using contraception are necessarily different from the
reasons that would be reported by contraceptive users in the general population. In fact, the
finding that poverty status and race/ethnicity were not significant in most multivariate models
once women’s life stage was accounted for suggests that the reasons reported here may be
broadly applicable to a wider pool of contraceptive users, and that variation in the reasons for
using contraception will relate more to age, parity, and relationship status than to where women
receive their contraceptive care. Finally, although contraception may also be used by women
for health-related reasons separate from preventing pregnancy, such as treatment for
endometriosis, acne or regulating one’s menstrual cycle [32], these benefits are not examined in
this study.
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While the focus of this study is on women’s reasons for using contraception, our findings
have broader implications for the personal costs of unintended pregnancy and the need for access
to and use of contraceptive services. Women’s reported reasons for using contraception are in
many ways reflections of their fears about the consequences an unintended pregnancy would
have on their lives. It is therefore critical to recognize how important contraception is for
women and couples who are motivated to consciously and carefully plan for their and their
families’ futures. The results from this study provide further evidence of the value of women’s
continued and increased access to contraceptive care, and can be used by policymakers and
program planners to demonstrate the importance that women themselves place on these services.
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Table 1. Percentage of women reporting that each item (or any of the
items within summary variables) was a very important reason for using
birth control, 2011 Survey of Clinic Clients
Reason for using birth control

Total

Total N

1,992

Financial constraints
I can't afford to take care of a baby now
I or my partner/husband are unemployed

69
65
23

Not ready
Having a baby would change my life in ways I am not ready
I'm not ready to have kids
I'm too young to have a baby

63
53
52
38

Control over life
When I use birth control, I have better control over my life

60

More stable
I want to wait until my life is more stable to have a baby

60

Interrupt goals
Having a baby would make it hard to keep my job or get a
better job
Having a baby would make it hard to stay in school

57

No partner
I don't want to be a single mother
I don't have a husband or regular partner

49
41
33

Best for other children
I want the best future for the children I already have
Having a baby would make it hard to care for my other
I already have all the children I want

45
43
23
23

Other reasons
Birth control helps me have regular periods or clears my skin
My partner/husband wants me to use birth control
I don't want to have a baby because of health reasons

41
31
13

Mean number of 'very important' reasons reported
17

49
43

6.9

Table 2. Percentage of women reporting that each item is a very important reason for using birth control, by
background characteristics; and adjusted odds ratios from multivariate logistic regression analysis of the
association between each reason and women's characteristics, 2011 Survey of Clinic Clients

Characteristics
Total

Model 1: Financial Model 2: Control Model 3: More
constraints
over life
stable
Adj.
Adj.
Adj.
Bivariate odds Bivariate odds Bivariate odds
ratio
ratio
%
ratio
%
%
N
1992 69
60
60

Model 4: Interrupt
goals
Adj.
Bivariate odds
ratio
%
57

Age, years
<20
20-29
30+ (ref)

424 83 *** 2.63 *** 63 *
1054 70 ** 1.63 ** 62
435 53
1.00
53

1.23
1.32
1.00

83 *** 4.73 *** 80 *** 4.45 ***
65 *** 2.92 *** 58 *** 1.75 ***
28
1.00
35
1.00

Parity
0 children
1+ children (ref)

1028 76 *** 1.71 **
724 57
1.00

62
59

1.02
1.00

76 *** 4.08 *** 71 *** 2.40 ***
38
1.00
40
1.00

Relationship status
Married (ref)
Cohabiting
Not married or cohabiting

229 53
413 62
1088 74 **

1.00
1.08
1.58 *

52
58
64 *

1.00
1.16
1.47 *

31
1.00
31
1.00
54 ** 1.77 ** 49 ** 1.54 **
69 *** 2.68 *** 67 *** 2.62 ***

Education
High School or less (ref)
Some college or AA
College graduate or above

867 68
759 73
297 64

1.00
1.35 *
0.95

60
61
60

1.00
1.05
1.12

58
66
53

1.00
1.61 **
0.82

54
65
51

1.00
1.90 **
1.08

Poverty
<100% poverty (ref)
100%+ poverty

996 71
658 65

1.00
0.78

62
61

1.00
1.05

64
55

1.00
0.75

60
55

1.00
0.92

Race/ethnicity
White (ref)
Black
Hispanic
Asian/other

993
392
426
113

1.00
0.97
0.80
1.37

58
68
57
71

1.00
1.49 *
1.08
1.44

62
59
55
72

1.00
1.37
1.34
1.29

59
58
52
72

1.00
1.34
1.25
1.52

Nagelkerke R 2

71
68
61 *
81

.111

.022

.324

*p<.05. **p<.01. ***p<.001. ref=reference category. Note: For bivarate % and adjusted odds ratios,
significance levels are for comparison with the reference category.
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.233

Table 3. Percentage of women reporting that each item is a very important reason for using birth
control, by background characteristics; and adjusted odds ratios from multivariate logistic regression
analysis of the association between each reason and women's characteristics, 2011 Survey of Clinic
Clients

Characteristics
Total
Age, years
<20
20-29
30+ (ref)

Model 7: Best for other
children (among
Model 6: No partner
Model 5: Not ready
(among those with no (among those who are women with children)
N=662
unmarried) N=1381
children) N=935
Bivariate Adj. odds Bivariate Adj. odds Bivariate Adj. odds
%
ratio
%
ratio
%
ratio
81
55
91

88 **
80 *
65

Parity
0 children
1+ children (ref)

4.91 ***
2.45 ***
1.00

na

Relationship status
Married (ref)
Cohabiting
Not married or cohabiting

71
71
85 *

1.00
0.85
1.98 **

Education
High school or less (ref)
Some college or AA degree
College graduate or above

81
85
75

Poverty
<100% poverty (ref)
100%+ poverty
Race/ethnicity
White (ref)
Black
Hispanic
Asian/other

66 **
54 *
41

1.62 *
1.44
1.00

95
94 *
88

63 *** 2.09 ***
41
1.00

1.51
1.58
1.00

na

30
1.00
64 *** 3.85 ***

85
92
94

1.00
1.63
2.55 **

1.00
1.59
1.31

55
55
52

1.00
1.01
0.97

92
93
78 *

1.00
1.19
0.39 *

83
80

1.00
0.97

54
56

1.00
1.12

92
89

1.00
0.84

82
79
77
85

1.00
0.83
0.57
1.03

55
56
50
62

1.00
1.26
1.01
1.05

89
94
90
96

1.00
1.38
1.08
2.76

Nagelkerke R 2
.096
.173
.081
*p<.05. **p<.01. ***p<.001. ref=reference category. Note: For bivarate % and adjusted odds ratios,
significance levels are for comparison with the reference
category.
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