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Contraceptive use is deemed one of the 10 greatest public health achievements of the 20th century because its

benefits are universally acknowledged as a cornerstone for reducing global maternal morbidity and mortality.

Current data indicates gaps in contraceptive use patterns in the US, particularly among low-income women and

those from racial/ethnic and gender minority subgroups, necessitating further investigation using an ecological

approach. 
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1. Barriers to Contraceptive Use

1.1. Individual-Level Factors

These factors are situated within the intrapersonal dimensions. Lack of knowledge, misaligned concerns, religious

beliefs, and misconceptions about contraceptive safety and effectiveness are major barriers to the under-utilization

or ineffectiveness of contraceptives . The focus of abstinence-only education plays a role in the poor

knowledge and misconception of contraceptive methods, effectiveness, and safety. In addition, it is possible that

having a positive perception about contraceptives can improve understanding of and awareness of contraceptives.

There are also myths surrounding the health consequences or side effects of contraceptives. For example, many

women believe that IUDs or LARCs increase the risk of infection . In addition to these issues, low-income

women, particularly those with no or inconsistent health insurance coverage, may still experience financial burdens

when removing IUDs or implants. This is because hospitals bill the removal of IUDs or implants separately from

their placement despite the ACA’s provision .

1.2. Interpersonal-Level Factors

Interpersonal level factors refer to interactions with others in formal and informal social networks and social support

systems. Contraceptive use is influenced by the patient’s interaction with their healthcare providers. However,

provider bias determines which method of contraceptives they discuss, particularly among younger females. For

example, one study found that up to 50% of pediatricians prefer an abstinence-only form of contraception for

adolescents, with fewer than 20% discussing any type of IUD . Moreover, the propensity of discussing IUD is

higher among female and younger pediatricians . In addition, family and friends’ perspectives of contraception

may influence contraceptive selection and continuation. A recent review of the impact of social networks on

contraceptive use found that families were more likely to disseminate inaccurate or negative information about
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LARC . This highlights the importance for healthcare providers to identify strategies to dispel negative information

consistently. In the same vein, cultural barriers may affect contraceptive uptake. The deviation from receiving

accurate medical information and counseling about family planning may affect the effectiveness of a method. One

study reported that among 321 postpartum women of Mexican origin, LARC use was predominantly low in Austin,

Texas, USA (9%) and El Paso, Texas, USA (7%) . This study also showed an overwhelmingly low use between

intended and actual LARC use as only 8% used a LARC method compared to 52% who intended to use the same

. This disparate utilization supports the revelation that language barriers hinder access to immediate postpartum

LARC among non-English speaking patients . Moreover, healthcare providers’ unfounded belief and poor

knowledge about some methods of family planning services such as the IUD limit their provision of appropriate

contraceptive counseling for their patients.

1.3. Institutional-Level Factors

Institutional-level factors comprise aspects and activities within the healthcare system that influence contraceptive

use. Provider schedule and limited training about contraceptive counseling often act as barriers to contraceptive

use. A study of 167 pediatricians from the Massachusetts Pediatric Society revealed that 53% of pediatricians did

not have the time to counsel teenagers about contraceptives. Another 27% reported receiving no formal training on

contraceptive counseling . However, concerning IUD counseling, an overwhelming 117% of pediatricians said

they had no formal training on how to do so . Unfortunately, these issues are not unique to teenagers. Among

certified midwives and nurse-midwives from the American College of Nurse-Midwives, 63.5% said they desired

additional training for inserting immediate postpartum IUD, and 22.8% reported the same sentiments for implant

insertion . Indeed, the lack of formal training implies structural barriers suggesting that medical training

programs and hospitals do not provide the requisite training needed for providers to enable them to discuss family

planning options with patients. Other structural barriers related to contraceptive use include the lack or

unavailability of standardized procedures, cost-related challenges, low reimbursement from health insurers,

restrictive religious institutional policies, parental consent, or regulatory pharmacy prescription only-model that

hinders offering contraceptive counseling and services .

Simultaneously, barriers such as issues with confidentiality and privacy, perceived judgment or stigma, lack of

clinical space, costs, inadequate health insurance, and limited information about how to access contraceptive

services are persistent institutional barriers to contraceptive use .

1.4. Community-Level Factors

Community-level factors comprise interactions between and within healthcare organizations, community

organizations, and other informal networks that influence contraceptives. Shame and stigma related to sexuality,

particularly among sexual minorities, impede contraceptive counseling and use. One study found that queer

women have complicated relationships with their healthcare providers because medical professionals often

assume they do not need contraceptives . This coincides with results from a national survey showing that
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lesbians were significantly less likely than heterosexual women to receive contraceptive counseling or prescriptions

.

1.5. Policy-Level Factors

Policy-level factors are characterized by federal and state policies. Despite the ACA, restrictive state policies can

impede access to contraceptive care. Some states declined to expand or ended their state-federal Medicaid family

planning expansion programs in favor of a solely state-funded program. However, the state-funded programs

exclude, for instance, abortion services. For example, 18 states have abortion-related limitations on the allocation

of public funds, 15 states restrict the provision of state family planning funds, 13 states restrict the allotment of

some federal and state funds on services such as STI testing and treatment and sex education, and 8 states

explicitly limit the allocation of federal Title X family planning to exclude some types of providers, among other

forms of restrictions .

2. Facilitators of Contraceptive Use

In addition to the barriers discussed above, few studies reported facilitators supporting women’s contraceptive

uptake. These themes are displayed in  Table 1  and are structured by the social-ecological level, with most

facilitators identified at the individual level. Cited examples of facilitators for contraceptive use include peace of

mind knowing that there is a minimal risk for pregnancy, trust in providers’ suggestions on the best contraception

methods, and same-day LARC insertions to minimize transportation and convenience barriers. Social stigma

related to getting pregnant also served as a way to promote contraceptive use, especially among younger

populations. Finally, laws that support pharmacists’ and other providers’ ability to prescribe hormonal contraception

also minimize barriers for women when obtaining contraceptives. These providers provide a safe, convenient

access point for women seeking contraception, and in most cases, provide greater levels of knowledge about

contraception than physicians.

Table 1. Facilitators of Contraceptive Use by Social-Ecological Level.
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Ecological Level Themes

Individual

Self-aspirations 

Personal choices to defer pregnancy 

Confidence in asserting their sexual wishes 

Peace of mind 

Interpersonal Supportive relationships from parents, friends, and healthcare professionals 
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