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contraceptive users had higher agre e m e n t
s c o res that “planning ahead spoils the fun
of sex” than women who always or quite
often practiced contraception, although
the mean scores for both groups re fle c t e d
general disagreement with that statement.

Negative attitudes towards contracep-
tion have been found to influence contra-
ceptive use;2 5 we found that infre q u e n t
contraceptive users are more likely to have
negative attitudes toward contraception,
to worry about side effects and to note that
condom use may be problematic because
of the need for cooperation from the male
p a r t n e r. Given persistent fear of side ef-
fects from the pill and other hormonal
c o n t r a c e p t i v e s ,2 6 p roviders need to ensure
that women are educated about the ben-
e fits and effectiveness of these methods,
while addressing their concerns or mis-
perceptions about potential side effects.

Partners, peers and family strongly in-
fluence contraceptive use.2 7 We found that
i n f requent contraceptive users are more
likely to perceive these influences as bar-
riers. There may also be a relationship be-
tween partners’ influence and race in the

w e re of greater concern to black women
than to white women, and to women with
no health insurance than to women in-
s u red through work. Transportation has
been noted as a barrier to other health ser-
vices, such as prenatal care, for low-income
w o m e n .1 9 But transportation alone cannot
account for lack of contraceptive acquisi-
tion and use, since some contraceptives are
available over the counter at many loca-
tions, including supermarkets, pharmacies
and retail stores such as Wa l - M a r t .

Institutional barriers to care, such as
waiting time at the clinic and delays in ob-
taining an appointment, also diff e re n t i a t-
ed frequent from infrequent contraceptive
users. This is consistent with previous re-
s e a rch in which women’s satisfaction with
c a re affected their contraceptive use.2 0 P re-
vious re s e a rch has shown that the prima-
ry barrier to clinic use is women’s belief
that clinics offer less personalized and
lower quality care than private physicians,
while the primary barrier to women’s use
of private physicians for family planning
services is cost and lack of re i m b u r s e m e n t
f rom Medicaid.21 Nevertheless, re g a rd l e s s
of provider type, women are satisfied with
their care if they perceive that the clinic
s t a ff is courteous, respectful and helpful.2 2

Expanding clinic hours and making ser-
vices more user-friendly could impro v e
patient satisfaction and increase contra-
ceptive utilization.2 3

Sociocultural barriers identified here in-
clude general attitudes towards birth con-
t rol. Women who think that “planning
ahead for sex spoils the fun” have been
found to be no less likely than others to
use contraceptives, although they are less
likely to be satisfied with their method.24

In our study, women who were infre q u e n t

case of condom use: White women in our
study perceived more barriers to condom
use than did black women, corro b o r a t i n g
the re s e a rch finding that black women are
m o re accepting of condom use than are
white women.28 This may reflect the fact
that black men are more likely than white
men to report condom use2 9 and the in-
fluence of perceived partner attitudes. It
is possible that social marketing of con-
doms in the black community for AIDS
and STD prevention has resulted in gre a t-
er acceptance of condoms by black wo-
men and men.30

Among the disadvantages noted about
condoms was the necessity for partner co-
operation and the ability to trust the man
to use them. These present potential dif-
ficulties in partner negotiation due to eco-
nomic dependence, social norms and fear
of physical violence.3 1 Although we could
not measure such difficulties in our study,
they re p resent potential barriers to suc-
cessful condom use. Directing condom
p romotion toward couples rather than at
women alone would not place the burd e n
of negotiation solely on the woman and
might lend support to her efforts to obtain
male cooperation.32

Although one-third of women in our
study perceived themselves as being at
low risk of pre g n a n c y, they nonetheless
w e re seeking a pregnancy test, perh a p s
due to unexpected or infrequent sex. Al-
though we did not specifically ask about
rape, it is also possible that some who re-
ported unexpected sex were actually vic-
tims of nonconsensual sex. (Nevertheless,
only 2% agreed that they were pressured
or forced into having sex.) Access to emer-
gency contraception is essential for wo-
men who have experienced coercive sex
or unprotected sex.33

Embarrassment about acquiring and
using condoms is a barrier to their use.34

We identified embarrassment as a factor
in three of the four comparison gro u p s
based on frequency of contraceptive use,

Ta ble 4. Mean score (and standard deviation) indicating level of agreement that selected is-
sues are barriers to contraceptive use, by type of insurance cov e r age, overall p-value for F
statistic indicating difference by insurance status, and specific contrasts and p-value for con-
trast, all according to potential barrier

Barrier Private Medicaid None F statistic Contrast p-value
p-value

Access .0368*
Have transportation

problems to clinic 1.42 (0.75) 1.84 (1.12) 2.07 (1.21) .0013 P vs. N .0003

Embarrassment .0054*
Is embarrassing

to buy condoms 2.48 (1.23) 1.93 (1.21) 1.85 (1.12) .0009 P vs. M .0088
P vs. N .0002

Side effects .0378*
Do not like irregular

periods with injectable 3.29 (1.32) 2.66 (1.36) 3.16 (1.34) .0349 P vs. M .0169
M vs. N .0225

Forced sex .0241*
Pressured or forced

to have sex 1.20 (0.64) 1.57 (0.96) 1.34 (0.71) .0241 P vs. M .0068

*From multivariate analysis of variance. (All other p values are from univariate analyses of variance.) Notes: P=private; M=Medicaid;
N=none. Possible values for mean scores range from strongly disagree (1) to strongly agree (5).

Ta ble 5. Mean score (and standard deviation) indicating level of agreement that selected is-
sues are barriers to contraceptive use, by level of education, overall p-value for F statistic in-
dicating difference by education, and specific contrasts and p-value for contrast, all accord-
ing to potential barrier

Barrier <12 years 12 years >12 years F statistic Contrast p-value
p-value

Side effects .0262*
Worry about side

effects of injectable 3.40 (1.43) 3.79 (1.21) 4.03 (1.22) .0032 <12 vs. >12 .0032
Would not use injectable; do

not like irregular periods 2.83 (1.35) 2.96 (1.35) 3.47 (1.28) .0058 <12 vs. >12 .0030
12 vs. >12 .0091

*From multivariate analysis of variance. (All other p values are from univariate analyses of variance.) Note: Possible values for mean
scores range from strongly disagree (1) to strongly agree (5).


