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Introduction: Barriers to long-acting reversible contraception (LARC) use in the United States have been described in prior studies, but few have focused on women's income status. We explored associations between income status and perceived LARC barriers in a community-based sample of reproductive-aged women.

Methods: Non-pregnant, heterosexually active women aged 18 to 40 years completed a cross-sectional survey at a large community event in the Midwestern U.S. in 2018. Outcome measures were comprised of 26 survey items gauging perceived barriers to LARC use (e.g., access barriers, side effects). We estimated crude and age-adjusted prevalence ratios (PRs) for each outcome by participants' income status: low-income (≤ 200% of federal poverty guideline) versus higher income.

Results: Low-income women (n = 72) were significantly more likely than higher income women (n = 183) to endorse 11 of the 26 barriers to LARC use (PR range, 1.23–7.63). Cost of LARC was the most frequently identified access barrier and was more acute for low-income women (PR 1.57, 95% CI 1.17–2.11). After adjustment for age, most associations were attenuated. However, low-income women were still more likely to report concerns about LARC use due to family expectations or beliefs (aPR 3.69, 95% CI 1.15–11.8).

Conclusion: Low-income women perceive more barriers to LARC access and more negative perceptions about use. While these associations also correlate with age, they nonetheless reflect concerns that impact contraceptive equity. Efforts to increase LARC access should address these barriers and focus on concerns more common among low-income women regarding LARC use.
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INTRODUCTION

Despite comparable rates of contraceptive use across income levels in the United States, low-income women experience significantly higher rates of unintended pregnancy (1–5). Increasing access to long-acting reversible contraception (LARC) has been identified as a strategy to reduce these disparities. Subdermal upper arm implants and intrauterine contraceptives are classified as LARC and offer high (>99%) efficacy as well as low user requirements (6, 7). In U.S.-based studies, improvements in LARC uptake have been demonstrated with contraceptive counseling, no-cost provision of LARC and post-visit support (8–11). Clinic-based LARC interventions have also correlated with decreases in unintended pregnancy, teen pregnancy and abortions at the population level (2, 9). However, even with interventions to mitigate barriers to LARC uptake, low-income women continue to face an increased risk of unintended pregnancy (2).

Previous studies of U.S. populations have identified numerous barriers to LARC use spanning individual and systemic levels, but few have centered on the experiences of low-income women (10, 12, 13). Data regarding low-income women's pregnancy planning identified themes of lack of reproductive agency, concern about reproductive coercion, and contraceptive use and desire mismatch (14, 15). This secondary analysis explored associations between income status and a broad range of perceived barriers to using LARC in a sample of women attending a large community-based event in the Midwestern U.S.



METHODS

Participants were recruited over three days at the 2018 Minnesota State Fair, a large community event that attracted over 2 million visitors (an estimated 20% of the state population) (16). Inclusion criteria were: female, 18 to 40 years old, English speaking, and not currently pregnant but at risk for pregnancy (vaginal sex with a male partner in the past year). Women were excluded if they were planning a pregnancy in the next 12 months or were biologically incapable of pregnancy due to hysterectomy, bilateral oophorectomy, tubal ligation, or another surgical or medical reason. Participants initially self-screened with posters and hand-outs describing study inclusion and exclusion criteria at the fair's research facility. For fairgoers who expressed interest in participating, eligibility was then confirmed with an electronic survey that terminated if criteria were not met. Electronic surveys were administered anonymously to eligible participants via Qualtrics on iPads or participants' mobile devices using a personalized link. The protocol was deemed exempt by the University of Minnesota institutional review board (STUDY00002291). Participants received a drawstring backpack on completion of the study.

We collected sociodemographic characteristics and reproductive health histories. Using participants' self-reported household income and size, we classified participants as low-income (<200% 2017 federal poverty guideline [FPG]) or higher-income (≥200% FPG). We chose this cut-off due to eligibility through the Minnesota Family Planning Program to cover the costs of contraception for patients below 200% of the FPG (17). Outcome variables were derived from 26 survey items in checklist (yes/no) format gauging perceived barriers to LARC use. Measures were adapted from a previous study of LARC barriers among young homeless women and encompassed 7 access-related barriers (e.g., cost), 11 concerns about side effects, and 8 concerns about other aspects of LARC use (e.g., pain with insertion) (10). For this analysis, we excluded participants with prior LARC use (n = 105) or with missing data for age (n = 3) or household income (n = 5).

We characterized the sample with descriptive statistics and assessed bivariate associations between income group and participant characteristics using Chi-square tests and t-tests (α = 0.05). Using modified Poisson regression, we estimated prevalence ratios (PRs) and confidence intervals (CIs) for each outcome variable. We computed both unadjusted and age-adjusted estimates given that income is typically correlated with age, which we also confirmed empirically in our dataset. All analyses were conducted in Stata version 14 (StataCorp, College Station, Texas). Sample size was not determined a priori for this analysis.



RESULTS

During recruitment for the main study, 423 women approached the study team with interest in participation and 365 (86.3%) screened eligible. After excluding current LARC users (n = 105) for this analysis, the sample was comprised of 255 survey participants—n = 72 (28%) classified as low-income and n = 183 as higher income. Overall, the sample was predominantly white and non-Hispanic (Table 1). Compared to higher-income participants, low-income participants were significantly younger (mean age of 25 vs. 30 years), less likely to be married (14 vs. 41%) and had fewer people in their household. They were also less likely to have a higher education degree and have private insurance. There were no significant differences between groups in reproductive health history variables (Table 1).


Table 1. Demographic and reproductive health characteristics of participants by income status.
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Our findings for LARC barriers are detailed in Table 2, in descending order of prevalence among low-income participants. In unadjusted analysis, low-income women were significantly more likely to endorse 4 of 7 perceived barriers related to LARC access: cost, not knowing where to go, family expectations/beliefs, and transportation. Concerns about potential LARC side effects were common and significantly more prevalent among low-income women with respect to weight gain, future fertility, and acne (PR range, 1.23–1.65). Low-income women were also more likely to endorse concerns related to LARC misplacement/displacement, efficacy, and disclosure of use to others. After adjustment for age, associations were attenuated and only family expectations/beliefs remained statistically significant (aPR = 3.69, 95% CI 1.15–11.8).


Table 2. Perceived LARC barriers by income status.
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DISCUSSION

Our exploratory study sheds light on psychosocial and structural barriers to LARC use by income level, which have been understudied in prior literature. We examined a wide spectrum of potential barriers and found that low-income women were more likely to cite several including family beliefs, impact on future fertility, and device efficacy. Associations were partially driven by age, as they attenuated upon age adjustment. From previous research on attitudes toward IUDs among young women, similar concerns including misplacement, future infertility, and pain were identified (13). Many of these concerns were derived from anecdotal experiences of friends and acquaintances (13). Similar studies have identified mistrust of information provided by healthcare professionals and concern about reproductive coercion as factors influencing LARC uptake (10, 18, 19). The impact of these factors in relation to contraceptive choice among low-income women are worth evaluating in larger multivariable analyses with greater statistical power.

Ensuring access to LARC is critical, especially for subgroups such as low-income women who bear a larger burden of unintended pregnancy. Between the contraceptive provision of the Affordable Care Act and the Minnesota Family Planning Program, a large proportion of our study population qualified for contraception at no cost. Despite these measures, half of low-income women in our study identified cost as an obstacle. Whether this finding is due to actual or perceived costs in LARC access is unclear due to the complexity of contraceptive insurance coverage. Financial barriers to contraception have been demonstrated in similar studies of hypothetical and actual cost mitigation of LARC (8, 11). Given the large impact of cost on contraceptive choice among low-income women, the perceived financial burden of LARC despite insurance coverage warrants further study.

One strength of our study is the general racial and economic congruence of our sample to Minnesota where 22% of people have a household income under 200% of the FPG and 79% identify as white, non-Hispanic (20, 21). However, Minnesota has a lower poverty rate and less racial diversity than many other states, which may limit the ability to generalize results to more diverse and lower income populations. Our exploratory study is also limited by its sample size, which resulted in some wide confidence intervals and reduced options for multivariable modeling. Adjusting for age also likely controlled for confounding by other sociodemographic characteristics correlated with age, but our estimates could still be affected by residual confounding. Nonetheless, we hope that our findings will prompt further study of perceived barriers to LARC use experienced by low-income women, including the causal pathways by which income status shapes women's LARC perceptions and access. Future research should focus on exploring ways to further understand these barriers and solutions to help alleviate them.
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