
p regnant it will hap-
pen”—slightly smaller
than the pro p o r t i o n
found in another study
that examined this ques-
t i o n .3 6 I n f requent contra-
ceptive users were more
likely to agree with this
statement than were fre-
quent users of contracep-
tives, lending support to
the importance of self-ef-
ficacy and personal con-
t rol for contraceptive use
e ff e c t i v e n e s s .

M o re than one-third of
respondents had not used
a contraceptive method
in the last six months.
This finding is disturbing
in a group of women who
did not intend to become
p regnant. A better un-
derstanding of the con-
cept of unintended pre g-
nancy is necessary in
o rder to make sense of
why women who do not
wish to become pre g n a n t
do not use contraceptives.

Recent re s e a rch documenting the discre p-
ancy between unintended pregnancy and
happiness about pre g n a n c y37 compels us to
develop a better understanding about pre g-
nancy ambivalence and motivation to pre-
vent pregnancy through additional re s e a rc h .

Cost of contraceptive care is associated
with a lack of satisfaction with care ,3 8 a n d
the costs associated the hormonal in-
jectable, the pill and condoms were noted
as problems for some women studied
h e re. A majority of respondents had no
health insurance at the time of the survey,
although contraceptive cost did not dif-
f e rentiate the women by level of insur-
ance. Moreover, while half of the women
reported working at the time of the sur-
v e y, a much smaller percentage had in-
surance through work. The nature of
many of the jobs available to these women
and these jobs’ lack of health insurance
coverage may explain this discrepancy.

A d d i t i o n a l l y, not all insurance plans cover
family planning visits or supplies, and no
plans cover condoms. Although most fam-
ily planning clinics provide services on a
sliding-scale fee and are free to women
below the federal poverty level, barriers
such as waiting time for appointments and
other considerations may prevent some
women from utilizing these services.

A number of women agreed that they
would be more likely to use the pill if it

insurance status and race. The rural nature
of the white study participants, and the is-
sues of privacy and confidentiality re-
g a rding contraceptive acquisition (which
may be lacking in small communities),
could account for some of these diff e r-
ences, in addition to greater acceptance of
condoms among blacks.

Although education was not statistical-
ly significant when we analyzed the data
by rank (in the nonparametric analysis), the
summary statistics suggest that women
who have attained more than a high school
education were less likely to agree that dis-
cussing birth control with their partner is
embarrassing or that they were too em-
barrassed to ask their partner to use a con-
dom than were women with a high school
education or less. This may re flect a high-
er degree of personal control, self-re l i a n c e
and assertiveness among the more edu-
cated women. Personal characteristics such
as concrete goals and long-term perspec-
tives, autonomous decision-making, and
c o n t rol over one’s life and body have been
found to account for increased acceptance
of a contraceptive implant.3 5

A fatalistic attitude toward pregnancy is
a sociocultural factor that re flects a lack of
c o n t rol over one’s life and body. In our
s t u d y, only half of the women strongly dis-
a g reed that “It doesn’t matter if I use birth
c o n t rol or not; when it is my time to get

w e re available over the counter and did
not re q u i re a pelvic examination. In some
states, women are given a thre e - m o n t h
supply of pills before a pelvic exam is re-
q u i re d ,3 9 so that women can be pro t e c t e d
f rom pregnancy until they get a clinic ap-
pointment. The pill is available over the
counter in some countries,4 0 and while
t h e re are good health-related reasons to
monitor women who use the pill, making
it widely available without a pre s c r i p t i o n
might increase its use.

Our re s e a rch has a number of limitations.
First, the study findings are from a small
convenience sample that is specific to Mis-
souri. Furthermore, only women who were
seeking pregnancy tests at public health de-
partment clinics were surveyed. Many
women use home pregnancy tests, or may
not even obtain a pregnancy test, and it is
possible that these women may have iden-
t i fied diff e rent barriers than the women
who were surveyed. 

A d d i t i o n a l l y, the women who came to
a clinic for a pregnancy test were to some
d e g ree already in the public health system.
Surveying women who do not re c e i v e
health care services in health departments
or family planning clinics might pro v i d e
additional information about access to
family planning services. A larger study
sample of women from a variety of settings
might also further identify additional bar-
riers to contraceptive access and use.

The fact that we did not know the tru e
p regnancy status of these women is another
limitation. However, because none of the
women in our sample had intended to be-
come pregnant, we believe that the infor-
mation supplied by this group of women
is instructive for understanding potential
barriers to contraceptive access and use. 

F u r t h e r, the exclusion of adolescents fro m
the study sample is a limitation. Our Insti-
tutional Review Board re q u i res pare n t a l
consent for re s e a rch involving persons
younger than 18. This would be difficult to
obtain; we observed when we pretested the
q u e s t i o n n a i re that very few minors were ac-
companied by a parent. We there f o re de-
cided to exclude adolescents from the study.

Women with lower levels of self-effic a-
cy and self-esteem might not make as
much of an effort to obtain contraceptives
or to use them effectively, but we did not
assess these psychological factors. Addi-
tional research to examine psychological
or personal factors that might affect wo-
men’s access to health care services or
their health care–seeking behavior is re c-
ommended.

F i n a l l y, although several comparisons
by contraceptive use, insurance status, ed-
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Table 6. Mean score (and standard deviation) indicating level of
agreement that selected issues are barriers to contraceptive use,
by race, and overall p-value for F statistic indicating diffe r e n c e
by race, according to potential barrier

Barrier White Black F statistic
p-value

Access .0026*
Clinic hours are not convenient 1.65 (0.91) 1.89 (1.14) .0251
Has transportation problems 1.74 (1.04) 2.04 (1.20) .0140
Takes too long to get appointment 1.60 (0.83) 1.85 (1.15) .0154
Too much time spent waiting at clinic 1.80 (1.07) 2.22 (1.27) .0006

Norms .0262*
Parents are against birth control 1.34 (0.74) 1.50 (0.86) .0374
Family is not supportive of using pills 1.71 (1.01) 1.99 (1.16) .0084

Denial .0011*
Did not think I would get pregnant 2.25 (1.33) 2.73 (1.41) .0002

Embarrassment .0010*
Embarrassing to buy condoms 2.13 (1.25) 1.79 (1.06) .0036

Forced sex .0001*
Pressured/forced to have sex 1.25 (0.60) 1.52 (0.85) .0001

Other .0004*
Not in sexual relationship/

having sex infrequently 1.84 (1.34) 2.39 (1.29) .0001
Partner does not want me 

to use injectable 2.23 (1.18) 1.88 (1.02) .0056
There is no clinic close to where I live 1.54 (0.80) 1.76 (1.03) .0247
Condoms makes sex less pleasurable 2.42 (1.37) 2.04 (1.10) .0063

*From multivariate analysis of variance. (All other p values are from univariate analyses of
variance.) N o t e : Possible values for mean scores range from strongly disagree (1) to strong-
ly agree (5).


