Virginia Commonwealth University

VCU Scholars Compass

Theses and Dissertations Graduate School

2007

Disparities in the Use of Emergency Contraceptives

Rebecca Dallman
Virginia Commonwealth University

Follow this and additional works at: https://scholarscompass.vcu.edu/etd

Cf Part of the Epidemiology Commons

© The Author

Downloaded from
https://scholarscompass.vcu.edu/etd/1396

This Thesis is brought to you for free and open access by the Graduate School at VCU Scholars Compass. It has
been accepted for inclusion in Theses and Dissertations by an authorized administrator of VCU Scholars Compass.
For more information, please contact libcompass@vcu.edu.


http://www.vcu.edu/
http://www.vcu.edu/
https://scholarscompass.vcu.edu/
https://scholarscompass.vcu.edu/etd
https://scholarscompass.vcu.edu/gradschool
https://scholarscompass.vcu.edu/etd?utm_source=scholarscompass.vcu.edu%2Fetd%2F1396&utm_medium=PDF&utm_campaign=PDFCoverPages
http://network.bepress.com/hgg/discipline/740?utm_source=scholarscompass.vcu.edu%2Fetd%2F1396&utm_medium=PDF&utm_campaign=PDFCoverPages
https://scholarscompass.vcu.edu/etd/1396?utm_source=scholarscompass.vcu.edu%2Fetd%2F1396&utm_medium=PDF&utm_campaign=PDFCoverPages
mailto:libcompass@vcu.edu

Disparities in the Use of Emergency
Contraceptives

by

Rebecca Dallman

Advisor: Derek A. Chapman, PhD

Department of Epidemiology and Community Health
Master of Public Health Program
MPH Research Project. EPID 691

Virginia Commonwealth University
Richmond, Virginia

May 2007



Table of Contents
Abstract.............oooiiii.. i
Introduction....................eee. 1
MethodS......ccoovvvvviii, 6
Results.........ooooviiiiviinnn. 9
Discussion..........vvvvvviiiinnnn. 12
Tables 1-6..........covviiiiinnnn. 17

References.....ccoovvvvevvinii. ... 23

Dallman 1



Dallman ii

Abstract

Purpose: Unintended pregnancies are often a burden to pregnant women and to the health
care system. The rates of unintended pregnancies have decreased since the wide use of
contraceptives has increased; however, young women, women with low income, and
racial/ethnic minorities are more likely to use contraceptives inconsistently, which
increases the risk of an unintended pregnancy. This risk could be reduced with the proper
use of emergency contraceptives (ECs).

Methods and Analysis: A cross-sectional study was conducted using the data from the
female respondents of the 2002 Cycle 6 NSFG. Logistic regression was used to determine
rates of use of ECs among different risk groups. A second analysis only including women
who have had an abortion in the past 12 months was also conducted.

Results: In the total study population, women over the age of 30 were more likely to
never have used ECs, to not have used ECs in the past 12 months, and to not have
received EC counseling in the past 12 months. Among those who have had an abortion,
women aged 15-19 were less likely to have never received ECs. Those aged 15-19 and
30-34 were less likely to not receive EC counseling. Income level did not have a
significant effect on use of EC services. For the whole study population, Hispanic women
were significantly less like to not receive ECs in the past 12 months. Hispanic women
were also less likely to not receive EC counseling in the past 12 months for the total
study population and for those who have had an abortion.

Discussion: Unintended pregnancies create burden for individuals as well as the public
health infrastructure. ECs could help to prevent some of these unintended pregnancies.
Age was the most significant and consistent predictor of use of EC services Further
research should focus on evaluating the use of ECs specifically among those who have
unprotected sex in order to more precisely evaluate the characteristics of women using
and not using ECs. Further research into the barriers preventing women from accessing
ECs is also necessary to increase use of ECs and prevent unintended pregnancies.
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Introduction

Approximately half of all pregnancies in the United States are unintended
pregnancies according to the National Survey of Family Growth (NSFG).! Because there
are numerous benefits from healthy preconception behavior and obtaining early prenatal
care, this high proportion of unintended pregnancies is an obvious public health concern.
Women who become pregnant unintentionally have a higher risk of obtaining prenatal
care later in their pregnancy.? Forty-two percent of unintended pregnancies end in
abortion, which is costly to both the healthcare system and the pregnant woman.' In
addition, unintended pregnancies may be mistimed and could occur within a short time
after another pregnancy. Short interpregnancy intervals increase the risk of insufficient
maternal nutrients which in turn increase the risk of preterm birth, fetal growth
retardation, and maternal mortality and morbidity.?

Unintended pregnancies do not occur equally among all groups of women. In
2001, women aged 18-24 had the highest rate of unintended pregnancies, with greater
than one unintended pregnancy per 100 women.' The overall pregnancy rate in women
aged 15-19 did decrease from 1984-2001, possibly due to an increase in the use of
contraceptives; however, the proportion of pregnancies that were unintended in this age
group increased.' Several studies have been conducted to examine the effectiveness of
interventions targeting teenagers. A review of these interventions in 2002 showed that
interventions attempting to delay first sexual intercourse and to improve the consistent
use of contraceptives among teenagers have been generally unsuccessful.* In order to
develop more successful interventions to reduce the number of unintended pregnancies, it

is necessary to examine contraceptive use and consistency of use among teenagers more
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closely. Using data from the National Longitudinal Study of Adolescent Health, a survey
of adolescents from grades 7-12, Manlove, et al. examined the relationship between use
of contraceptives and the characteristics of teens’ sexual relationships.>® They found that
63% of teens surveyed reported always using contraceptives during their first sexual
relationship, 16% reported inconsistent use, and 21% reported never using contraceptives
in their first sexual relationship.’ In a later study, only 58% of female teens who had more
than one sexual relationship reported consistent use of contraceptives.” Those who were
in longer romantic relationships with a partner that they were familiar with had a higher
rate of inconsistent contraceptive use, perhaps because of a reduced fear of contracting a
sexually transmitted disease.® In both studies, discussing the use of contraceptives with
one’s sexual partner before sex was associated with more consistent use among
females.>® The results of this study provide important information for moving forward in
developing intervention programs for teens; however, these studies do not look at the
direct causes of inconsistent contraceptive use. Barriers to consistently obtaining
contraceptives were not examined as a possible reason for inconsistent use.

Unintended pregnancy rates are also higher among low-income women.' Low-
income women have a five times higher risk of an unintended pregnancy than higher
income groups. In 2001, the rate of unintended pregnancy was 112 per 1000 for women
below the federal poverty line compared to 29 per 1000 for women greater than 200%
above the poverty line.! This disparity between income groups increased from 1994 to
2001. The rate for low-income women increased by 29% between these years and the rate
for the higher-income women decreased by 20%." One possible explanation for this

disparity is that low-income women have a higher rate of unprotected sex and
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inconsistent contraceptive use.” While Title X federal dollars have made it possible to
supply contraceptives to some low-income women, in the late 1990s, clinics provided
care for only 40% of low-income women in need of contraceptives.® In addition, between
1994 and 1997, one in seven publicly funded clinics shut-down or stopped providing
contraceptive services.® During these years, new clinics began to offer contraceptive care
at approximately the same rate, so the overall number of clinics providing services did
not decrease.® However, these changes in services provided could leave many low-
income women without consistent access to contraceptive care for a brief or extended
period of time. For example, women who receive injectable contraceptives from a public
health clinic may not be able to obtain their next injection on time if the clinic
discontinues services. In a study among low-income women who used injectable
contraceptives, 20% of women who discontinued use for any reason became pregnant
with an unintended pregnancy within nine months of discontinuing the injections.’

There is also evidence that there are disparities in rates of unintended pregnancy
and emergency contraceptive use among different racial and ethnic groups.'®!! Black
women and Latina women are significantly less likely than white women to have
knowledge about ECs."" In another study focusing on the characteristics of women who
have abortions, with national data collected by The Alan Guttmacher Institute, found that
African Americans, Hispanics, and other minorities were all significantly more likely
than whites to have abortions due to nonuse of contraceptives.'’

Inconsistent use of contraceptives is one possible cause of increased rates of
unintended pregnancies among high-risk groups, including young women and low-

income women. In a study of women waiting for pregnancy results at local health
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department clinics, 46% of the women who said their potential pregnancy was
unintended also reported inconsistent contraceptive use.'> According to the 2001 NSFG
data, inconsistent contraceptive use during the month of conception was reported for 48%
of the unintended pregnancies.’ There is a clear and logical relationship between
inconsistent use of contraceptives and higher rates of unintended pregnancy.

One possible method to decrease the number of unintended pregnancies resulting
from inconsistent contraceptive use is to increase the use of emergency contraceptives
(ECs). ECs are most commonly hormonal contraceptives that are taken orally after
unprotected sex to prevent implantation and pregnancy, but can also include intrauterine
devices.">!"* More than 75% of unintended and unwanted pregnancies could be avoided
with the proper use of ECs."* One study found that in the year 2000, an estimated 51,000
abortions were avoided with the proper use of ECs, and this could account for 43% of the
decrease in abortions from 1994 to 2000.'® When one considers the cost of unintended
pregnancies, whether they end in abortion or birth, providing ECs to women in private
and public healthcare settings is cost-effective for all parties."* For insurance companies
that cover abortions or births, covering and promoting ECs would save money."* The
same logic could be applied to Medicaid and other publicly-funded programs that assist
pregnant women.

The benefits of ECs for preventing unintended pregnancies are clear; however, the
women who could benefit the most are under using this resource.'® Therefore, it is
important to examine the barriers preventing women from using ECs. Because ECs are
more effective the sooner they are taken after unprotected sex, availability is an important

barrier.”” In some states, women aged 17 and under are required to see a physician and









Table 1: Descriptives for abortion subjects (n = 96)

Age
15-19
20-24
25-29
30-34
35-39

40+

Percent of
FPL
0-99

100-199
200-299
300-399
400-499
500+

Race/Ethnicity
WhiteNH
BlackNH
OtherNH
Hispanic

Frequency Percent
(unweighted) (Weighted)
17 222
29 35.0
25 23.0
20 15.7
3 3.2
2 0.9
29 30.2
27 24.8
13 12.2
7 12.5
10 8.6
10 11.7
35 44.0
37 32.1
7 10.4
17 13.5

*Odds of having an abortion
**Qdds of having an abortion adjusted for age, income, and

race/ethnicity

OR*
0.682
1.000
0.695
0.423
0.081
0.022

1.000
0.746
0.418
0.499
0.380
0.616

1.000
3.486
2.798
1.367

95% CI
0.292 1.352
1.000 1.000
0.339 1.423
0.214 0.836
0.023 0.282
0.004 0.107
1.000 1.000
0.402 1.385
0.167 1.407
0.172  1.447
0.160 0.901
0.260 1.458
1.000 1.000
1.984 6.125
1.144 6.847
0.643 2.908

Adjusted Model

OR**
0.643
1.000
0.727
0.448
0.088
0.025

1.000
0.882
0.565
0.772
0.640
0.933

1.000
3.095
2.283
1.099

95% ClI
0.300 1.376
1.000 1.000
0.345 1.531
0.227 0.882
0.025 0.314
0.005 0.120
1.000 1.000
0.481 1.619
0.221 1.444
0274 2174
0.268 1.526
0.380 2.289
1.000 1.000
1.741 5.502
0.972 5.360
0.526 2.294
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Table 2: Women who have never used ECs in the total survey

population
Never Used ECs Adjusted Model
Frequency Percent
Age (unweighted) (Weighted) OR* 95% CI OR** 95% CI

15-19 509 91.9 1.130 0.756 1.688 1.141 0.761 1.712
20-24 1102 90.9 1.000 1.000 1.000 1.000 1.000 1.000
25-29 1179 94.8 1.812 1.260 2.606 1.877 1.304 2701
30-34 1281 96.5 2723 1.779 4.168 2.918 1.885 4.517
35-39 1230 98.5 6.510 3.745 11.318 6.947 3962 12.184

40+ 1167 98.9 9.275 4.388 19.601 10.055 4.829 20.936

Percent of FPL
0-99 1338 96.0 0.895 0.551 1.453 1.080 0.656 1.778
100-199 1410 96.0 0.895 0562 1.426 0.991 0.624 1.572
200-299 1119 96.4 1.000 1.000 1.000 1.000 1.000 1.000
300-399 925 95.0 0.706 0417 1.194 0.654 0386 1.107
400-499 871 96.1 0.910 0.538 1.539 0.776  0.468 1.289
500+ 805 95.1 0.720 0.385 1.348 0.712 0.379 1.337
Race/Ethnicity

WhiteNH 3491 95.7 1.000 1.000 1.000 1.000 1.000 1.000
BlackNH 1325 96.0 1.060 0.677 4.660 1.083 0680 1.725
OtherNH 305 96.0 1.055 0.622 1.792 1.159 0.684 1.964
Hispanic 1347 96.2 1.118 0.805 1.554 1.128 0.805 1.580

*Odds of never using ECs
**Variables included in adjusted model: age, income,
race/ethnicity
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Table 3: Women who have never used ECs among those who have had

abortion
Never Used ECs Adjusted Model
Frequency Percent
Age (unweighted) (Weighted) OR* 95% Cl OR** 95% ClI

15-19 9 55.8 0.258 0.106 0.627 0.117  0.021 0.663
20-24 23 83.1 1.000 1.000 1.000 1.000 1.000 1.000
25-29 23 93.4 2875 0701 11.793 1.983 0.370 10.629
30-34 16 81.4 0.895 0.244 3.288 0.568  0.083 3.865
35-39 3 100.0 >09.99 >99.99 >99.99 >99.99 >99.99 >99.99
40+ 2 100.0 >99.99 >99.99 >99.99 >09.99 >09.99 >99.99

Percent of FPL
0-99 22 80.0 2047 1.155 3.630 1.471 0.898 2.408
100-199 21 76.1 1.631 0.685 3.883 0.798  0.203 3.143
200-299 10 66.1 1.000 1.000 1.000 1.000 1.000 1.000
300-399 7 100.0 >99.99 >99.99 >99.99 >09.99 >99.99 >99.99
400-499 7 69.3 1.168 0.277 4.844 0.319 0.034 2.999
500+ 9 88.0 3.746  0.478 29.347 3.057 0.075 124.216

Race/Ethnicity
WhiteNH 29 80.5 1.000 1.000 1.000 1.000 1.000 1.000
BlackNH 32 87.1 1632 0.727 3.663 3.156  0.987 10.090
OtherNH 5 87.7 1.733 0.211 14.218 2959 0.118 74.493
Hispanic 10 54.3 0.288 0.127 0.655 0.357 0.113 1.126

*Odds of never using ECs
**Variables included in adjusted model: age, income,
race/ethnicity
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Table 4: Women who have not used ECs in the past 12 months among the total survey
population

No EC in past 12 months Adjusted Model
Frequency Percent
Age (unweighted) (Weighted) OR* 95% CI OR** 95% ClI
15-19 23 58.2 0.890 0.482 1.644 0.789 0.430 1.447
20-24 62 61.0 1.000 1.000 1.000 1.000 1.000 1.000
25-29 60 92.5 7.848 3.560 17.303 7.950 3.483 18.147
30-34 40 85.0 3.610 1.677 7.772 3.785 1.787 8.018
35-39 19 91.2 6.652 1.531 28.897 6.565 1.451 29.712
40+ 14 90.2 5.951 3.315 10.682 6.333 2.953 13.584
Percent of FPL
0-99 43 68.9 0.769 0.313 1.890 0.758 0.261 2.203
100-199 53 79.1 1.312 0.459 3.751 1.137 0.408 3.167
200-299 34 74.2 1.000 1.000 1.000 1.000 1.000 1.000
300-399 30 75.0 1.041 0419 2.588 0.848 0.328 2.190
400-499 24 68.0 0.738 0.273 1.994 0.433 0.157 1.193
500+ 34 82.1 1.597 0.657 3.880 1.067 0471 2.730
Race/Ethnicity

WhiteNH 130 79.0 1.000 1.000 1.000 1.000 1.000 1.000
BlackNH 40 70.3 0.630 0.287 1.381 0.548 0.255 1.176
OtherNH 10 59.6 0.393 0.150 1.032 0.406 0.097 1.706
Hispanic 38 62.6 0.445 0.242 0.820 0452 0.216 0.946

*Odds of not using ECs in the past 12 months
**Variables included in adjusted model: age, income, race/ethnicity
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Table 5: Women who have not received EC counseling in the past 12 months among the total
survey population

No EC counseling in past 12

months Adjusted Model
Frequency Percent
Age (unweighted) (Weighted) @ OR* 95% CI OR** 95% ClI
15-19 1079 93.9 1.250 0.847 1.845 1.281 0.825 1.769
20-24 1254 92.4 1.000 1.000 1.000 1.000 1.000 1.000
25-29 1246 96.6 2300 1.389 3.809 2.322 1.400 3.850
30-34 1324 98.5 5454 3.089 9.629 5396 3.001 9.704
35-39 1247 98.9 7162 4175 12.286 6.845 3.930 11.922
40+ 1197 99.6 20.490 10.039 41.824 18.696 9.145 38.224
Percent of FPL
0-99 1523 95.0 0.388 0.235 0.640 0.552 0.328 0.931
100-199 1612 96.4 0.546 0.315 0.949 0.655 0.373 1.151
200-299 1288 98.0 1.000 1.000 1.000 1.000 1.000 1.000
300-399 1050 96.7 0.607 0.355 1.040 0.507 0.297 0.864
400-499 976 98.1 1.061 0.534 2.109 0.788 0.398 1.562
500+ 898 96.9 0.635 0.314 0.283 0.505 0.258 0.989
Race/Ethnicity

WhiteNH 4026 97.5 1.000 1.000 1.000 1.000 1.000 1.000
BlackNH 1462 96.4 0.677 0477 0.960 0.739 0.517 1.057
OtherNH 369 96.7 0.747 0.393 1422 0.875 0.460 1.662
Hispanic 1490 93.6 0.370 0.260 0.527 0.413 0.288 0.591

*Qdds of not receiving EC counseling in past 12 months
**Variables included in adjusted model: age, income, race/ethnicity
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Table 6: Women who have not received EC counseling in the past 12 months among those who
have had abortion

No EC counseling in past 12

months Adjusted Model
Frequency Percent

Age (unweighted) (Weighted) OR* 95% ClI OR** 95% ClI
15-19 12 76.1 0.363 0.132 1.000 0.185 0.040 0.848
20-24 25 89.8 1.000 1.000 1.000 1.000 1.000 1.000
25-29 20 88.4 0.865 0.254 2944 0.596 0.108 3.277
30-34 15 721 0.294 0.105 0.822 0.191 0.060 0.613
35-39 3 100.0 >99.99 >99.99 >99.99 >99.99 >99.99 >99.99
40+ 2 100.0 >09.99 >99.99 >99.99 >99.99 >99.99 >99.99

Percent of FPL
0-99 23 84.7 1.560 0.430 5.666 1.526 0.397 5.869
100-199 23 81.6 1.250 0.323 4.838 0.517 0.096 2.788
200-299 9 78.0 1.000 1.000 1.000 1.000 1.000 1.000
300-399 7 100.0 >99.99 >99.99 >99.99 >09.99 >99.99 >99.99
400-499 6 61.0 0.441 0.100 1.949 0.216 0.027 1.697
500+ 9 94.3 4696 0.444 49.719 3.571 0.151 84.264
Race/Ethnicity

WhiteNH 32 92.9 1.000 1.000 1.000 1.000 1.000 1.000
BlackNH 27 76.0 0.243 0.084 0.701 0.322 0.102 1.016
OtherNH 6 91.7 0.844 0.062 11.558 1.039 0.070 15.342
Hispanic 12 68.7 0.168 0.082 0.347 0.195 0.109 0.349

*Odds of not receiving EC counseling in past 12 months
**Variables included in adjusted model: age, income, race/ethnicity
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