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ABSTRACT
Background In the USA, abortion has become
increasingly concentrated among poor women.
For many, poverty represents difficulties meeting
financial obligations, but the authors expect it is
also associated with a range of potentially
difficult life circumstances that may influence
women’s pregnancy decisions.
Methods This mixed methods study relied on
two data sources. Quantitative data came from a
national sample of 9493 women obtaining
abortions in 2008 and examined exposure to 11
potentially disruptive events. The authors also
examined associations between disruptive events,
poverty status and contraceptive use. Qualitative
information from 49 in-depth interviews was
used to provide insights into patterns that
emerged from the quantitative analysis.
Results More than half (57%) of the women
obtaining abortions experienced a potentially
disruptive event within the last year, most
commonly unemployment (20%), separation
from a partner (16%), falling behind on rent/
mortgage (14%) and/or moving multiple times
(12%). Poverty status was significantly associated
with several of the events, particularly those that
could directly impact on a family’s economic
circumstances, for example losing a job or having
a baby. Information from the in-depth interviews
suggested that disruptive events interfered with
contraceptive use, but the quantitative survey
found no difference in contraceptive use by
exposure to disruptive life events, even after
controlling for poverty status.
Conclusion Many abortion patients make
decisions about their pregnancies in the midst of
complex life circumstances.

BACKGROUND
Women have abortions for a myriad of
reasons. Just under three-quarters of
abortion patients in the USA in 2004
indicated that having a child would inter-
fere with their school, employment or

ability to care for other dependents, and
a similar proportion related that they
could not currently afford a child.1 Most
women identified multiple reasons for
their abortions, and this same study
found that nearly half (48%) of women
seeking abortions did not want to be a
single mother, or were having relation-
ship problems, and smaller proportions
cited disruptive situations such as
unemployment (their own, 22%, or their
partners’, 12%) and housing instability
(19%) as contributing to their decision.
Thus, the most common reasons why
women seek abortions are to avoid dis-
rupting their lives, but many also do so in
response to disruptive events that have
already occurred.
In 2008, a family of three with an

annual pre-tax income of US$17 600 or
less was considered poor, and 13% of
USA residents met this criterion.2 Poor
women are over-represented among abor-
tion patients, and this has been increasing
over time. Abortions among poor women
accounted for 42% of the 1.21 million
procedures performed in 2008, up from
27% of 1.31 million abortions performed
in 2000.3 Poverty can represent difficul-
ties meeting financial obligations such as
paying rent and buying food, but the cir-
cumstances faced by poor women may
extend beyond these types of financial

Key message points

▸ Most women who have abortions in the USA
have experienced one or more disruptive events
in the past year, and exposure to these events is
more common among women with poverty level
incomes.

▸ Many abortion patients in the USA make deci-
sions about their pregnancies in the midst of
complex life circumstances.
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difficulties. For example, poor women have less stable
relationships4 5 and reduced access to health care.6

These situations can increase both the risk of unin-
tended pregnancy and women’s motivations to ter-
minate them.
Nationally, slightly more than 1% of women were

exposed to sexual or physical violence by an intimate
partner in the last 12 months.7 Some 7% of all
women obtaining abortions in 2008 reported that
they had ever been physically or sexually abused by
the man with whom they became pregnant,8 suggest-
ing that women with abusive partners are substantially
over-represented among abortion patients. Intimate
partner violence (IPV) can serve as a distinct form of
disruption. While employment and separation from a
partner occur infrequently, IPV can be recurrent.
Women living in poverty are disproportionately repre-
sented among women experiencing IPV,9 but whether
IPV is more prevalent among poor women obtaining
abortions has not been previously explored.
Poverty can also impact on contraceptive use pat-

terns. Disadvantaged women are less likely to use
contraception and more likely to have gaps in use
than are better-off women,10 and poor women are
more likely than better-off women to experience
contraceptive failures.11 Among abortion patients in
2000, 48% of those living below the poverty line
were using a contraceptive method in the month that
they became pregnant compared to 60% of women at
300% of poverty or higher.12 If poor women experi-
ence more disruptions in their lives, this could inter-
fere with their ability to consistently use contraception
and, in turn, contribute to their higher levels of unin-
tended pregnancy and abortion.13

Picking up where previous analyses have left off,
this article addresses several gaps. The extent to which
a national sample of women obtaining abortions
experienced a range of potentially disruptive events in
the 12 months prior to the abortion is examined with
a view to determining whether these experiences
differ according to poverty status. The study also
aimed to assess whether exposure to IPV is more
common among poor women obtaining abortions.
Lastly, this article explores associations between
contraceptive use, poverty and disruptive events, as
the authors expect that experiences such as unemploy-
ment and having a child could interfere with the
ability of women to access and use contraception.

METHODS
Data
The 2008 Abortion Patient Survey (APS) is the fourth
in a series and uses a design and questionnaire similar
to those for studies of abortion patients conducted in
1987, 1994–1995 and 2000–2001.3 A sample of facil-
ities providing abortion services was randomly
selected from all hospitals, clinics and physicians’
offices where abortions were known to be performed

in 2005. Staff members distributed an anonymous,
four-page questionnaire to all women who obtained
an abortion during the fielding period (which ranged
from 2 to 12 weeks). The survey header was a state-
ment of informed consent, but signed consent was not
obtained as the signatures would have been a source
of identifying information. Participating facilities
(n=95) reported performing 12 866 abortions during
the fielding period, and the final sample contains
information from 9493 women (a response rate of
74%). Missing information on key demographic vari-
ables was imputed, and weights were constructed to
correct for non-response and to make the data repre-
sentative of all women obtaining abortions in the
USA. More detailed information about the data collec-
tion procedures has been published elsewhere.3 8 14

To complement the quantitative survey, the authors
also conducted 49 semi-structured in-depth interviews
(IDIs) with women aged 18 years or older between
June and October 2008. One goal of the qualitative
component was to explore abortion patients’ expecta-
tions around abortion counselling, and the facilities
were purposively selected to represent states with dif-
ferent state-mandated counselling requirements. The
interviews took place at three clinics: one located in a
large city in Texas (mandated counselling and a
24-hour waiting period), one in a mid-sized city in
Connecticut (state-mandated information must be
included in the informed consent materials) and one
in a small city in Washington state (no state mandated
regulations for counselling). Respondents were
recruited by members of the interview team from the
waiting rooms of the clinics. The interviews included
questions about respondents’ life circumstances,
including factors that led them to decide to terminate
this pregnancy. Oral consent was obtained from all
qualitative participants, and each received US$35 cash
as compensation for her time. More detailed informa-
tion about the qualitative data collection procedures is
available in another publication.15 All survey proce-
dures and study instruments were approved by the
Institutional Review Board of the authors’ institution.

Key variables
The quantitative survey assessed whether women had
experienced 11 potentially disruptive events in the
last 12 months (Table 1). Most of these 11 items were
adopted from the General Social Survey (GSS), a bian-
nual survey that collects information on attitudes and
beliefs from a nationally representative sample of
adults. The list was restricted to events the authors
anticipated would be most common among abortion
patients based on prior qualitative research.1 16 The
authors’ original intention was to compare exposure
to events between all women of reproductive age
(GSS) and women obtaining abortions, but the items
were not asked on the 2008 version of the GSS
survey.
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In the quantitative survey, contraceptive use is based
on a series of three items asking respondents the last
method they used, how long they had been using it,
and the month and year they had stopped. As in prior
APS surveys, contraceptive use refers to use of any
method during the month the woman got pregnant.12

Exposure to IPV was measured according to two
items adopted from domestic violence screening
instruments:17 “Has he [the man with whom you
became pregnant] ever hit, slapped, kicked or other-
wise physically hurt you?” and “Has he ever forced
you to do anything sexual when you didn’t want to?”
Exposure to IPV was examined separately to other
disruptive life events because the time frames were
not comparable and because exposure to IPV is quali-
tatively different from other disruptive events.
The key independent variable of poverty was based on

two items that asked about total family income in the last
year and the number of people living in the household.
The classifications for poverty status are poor (under
100% of the federal poverty line for family size), low-
income (100–199%) and better-off (200% or more).

Analytical strategy
For the quantitative analysis, percentage distributions
were used to present incidence of disruptive life
events. Chi-square (χ2) statistics assessed statistically
significant associations in the bivariate analyses. All
analyses relied on weighted data and the complex
sampling feature of Stata 12.0™ (StataCorp, College
Station, TX, USA).
For the qualitative analysis, an inductive and

deductive code structure was developed using NVivo
8™ (QSR International, Cambridge, MA, USA).
Analyses were conducted to summarise themes and
concepts. The relevant theme for this analysis was the
ways that disruptive life events interact and overlap
with one another, which the authors had not concep-
tualised at the start of the study. For the purposes of
this analysis, the qualitative data were used to provide
insights into the quantitative findings and to provide
insights into events and contraceptive use dynamics
that were absent from the quantitative component
(unanticipated themes). For analyses relying solely on
the qualitative data see Moore et al.15

Table 1 Life disruptions and exposure to intimate partner violence among women obtaining abortions, by poverty status, 2008
Abortion Patient Survey

Poverty status

All women <100% 100–199% 200+%
Women’s responses to question:
“In the last 12 months have you
experienced any of the following?” (n=9493) (n=3990) (n=2544) (n=2959) p

I was unemployed or looking for work for
at least a month

19.9 25.3 18.8 13.6 0.000

I separated from my partner/husband 16.2 17.3 16.9 14.0 0.013

I fell behind on my rent or mortgage 14.4 16.0 16.0 11.0 0.000

I moved two or more times 11.8 14.3 11.7 8.4 0.000

A close friend died 10.2 10.8 10.0 9.5 0.274

I had a baby 10.2 13.8 10.5 5.2 0.000

A dependent/family member had a serious
health problem

6.9 6.5 7.4 7.1 0.362

My partner was in jail or incarcerated 5.7 7.0 5.9 3.7 0.000

I had a serious health problem 3.2 3.4 3.3 3.0 0.763

I was the victim of a robbery or assault 1.6 1.8 1.6 1.3 0.266

My home was burglarised 1.5 1.6 1.7 1.2 0.340

Number of events

One or more 57.4 62.8 58.8 48.9 0.000

Two or more 25.4 29.9 26.1 18.5 0.000

Three or more 11.2 14.6 11.2 6.5 0.000

Has the man who got you pregnant ever

Hit, slapped, kicked or otherwise
physically hurt you?

5.8 7.8 5.4 3.5 0.000

Forced you to so something sexual
when you didn’t want to?

2.6 3.6 2.1 1.6 0.000

Either of the above? 7.0 9.3 6.4 4.4 0.000

Article

38 Jones RK, et al. Journal of Family Planning and Reproductive Health Care 2013;39:36–43. doi:10.1136/jfprhc-2012-100311

copyright.
 on M

ay 19, 2023 by guest. P
rotected by

http://jfprhc.bm
j.com

/
J F

am
 P

lann R
eprod H

ealth C
are: first published as 10.1136/jfprhc-2012-100311 on 20 A

ugust 2012. D
ow

nloaded from
 

http://jfprhc.bmj.com/


RESULTS
Patient demographics
The demographic profile of women obtaining abor-
tions in 2008 has been reported elsewhere,3 but
Table 2 shows the characteristics of this population as
well as the qualitative sample. The IDI sample was
generally similar to abortion patients nationally with
the exceptions that smaller proportions of qualitative
respondents were Black (10% vs 30%) and poor
(29% vs 42%) women. Regarding the latter, the
observation that 39% of the IDI sample is low-income
suggests that, even if they were not poor, many still
had financial difficulties.

Disruptive events
Women accessing abortion services experienced a
range of disruptive events in the last 12 months
(Table 1). Most commonly, they reported that they
had been unemployed for at least a month (20%),
separated from a husband or partner (16%), fallen
behind on the rent or mortgage (14%), and/or moved
two or more times (12%). Ten percent had experi-
enced the death of a close friend or had had a baby in
the past year.
Poverty status was associated with several of the

events which, in most cases, were most commonly
experienced by poor women. One-quarter (25%) of
poor women had been unemployed for at least a
month compared to 14% of better-off women. A
higher proportion of poor women had also separated
from a partner, fallen behind on rent or mortgage,
moved two or more times or had had a baby.
A majority of the IDI respondents had experienced

one or more disruptions, and these events sometimes
directly influenced their decision to have an abortion.
“I have two babies, so I have an 18-month and a

6-month old … so I can’t have another one right now.
… I just know I am not strong enough for it; some
women are stronger than others. I am just not strong
enough to take care of three kids. … they both cry at
the same time, and I am sick [from this pregnancy].
Oh no; I can’t do it, I am sorry.” [Poor, two children,
married]
Another reported that she felt a great deal of

responsibility to take care of both her own and her
sister’s family after the death of her mother.
“My mother just recently passed away. … Right now

would not be a good time to have to be able to take
care of the baby …. Now I am the head of household.
So I have to make sure everything that has to do with
the house is under control.” [Poor, one child, in a non-
cohabiting relationship]
Some IDI respondents also spoke about disruptive

events that were not captured on the survey instru-
ment, including a change in work status (e.g. working
more or fewer hours), starting or stopping school,
homelessness, drug use and getting sober. Partner

conflict that did not lead to separation could also be
disruptive.
“Me and [my husband] are going through some pro-

blems right now, and I figure, what if I had to [do]) it
by myself? I cannot, like, nowadays daycare cost…
people charge you too much …. So I was just thinking
about [having the baby], …but right now my life is
not good.” [Poor, two children, married]
As in the quantitative survey, the IDI respondents

with fewer financial resources appeared to be dispro-
portionably affected by disruptive events. More often
than women with higher incomes, they mentioned
losing jobs, having to take on more responsibilities
after separating from partners, experiencing deaths in
their families and difficulties related to drug use.

Table 2 Personal and relationship characteristics of women
obtaining abortions, quantitative and qualitative sample, 2008
Abortion Patient Survey

Quantitative Qualitative
Characteristic (%) (n=9493) (%) (n=49)

Age group (years)

<17 6.6 0.0

18–19 11.0 10.2

20–24 33.4 51.0

25–29 24.4 16.3

30–34 13.5 18.4

35–39 8.2 2.0

40+ 2.9 2.0

Race and ethnicity

Non-Hispanic White 36.1 46.9

Non-Hispanic Black 29.6 10.2

Asian, South Asian, API 6.7 4.1

Non-Hispanic other 2.7 4.0

Hispanic 24.9 34.7

Poverty status

<100% 42.4 28.6

100–99% 26.5 38.8

200+% 31.1 32.7

Education

Less than 12th grade 18.3 8.2

High school graduate or GED 29.5 14.3

Some college or associate degree 35.8 63.3

College graduate or above 16.5 14.3

Prior births

0 39.1 49.0

1 26.5 14.3

2+ 34.5 36.7

Union status

Married 14.8 22.4

Cohabiting 29.2 22.4

Never married 45.0 NA

Divorced or widowed 5.3 NA

Separated from husband 5.7 NA

API, Asian Pacific Islander; GED, General Educational Development degree;
NA, not available.
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More than half (57%) of the women in the quanti-
tative survey had experienced at least one disruptive
event during the past year (Table 1), and a higher pro-
portion (63%) of poor women did so compared to
better-off women (49%). One-quarter of patients had
experienced two or more events and slightly more
than one in 10 women (11%) had experienced three
or more. Incidence increased as income decreased.
Most IDI respondents who reported disruptions
related experiencing multiple disruptions within the
past year, and the phrase “A lot was going on” was
used by several respondents. In some cases, disruptive
events were interrelated.
“Well, at the time [that I became pregnant] my boy-

friend, … we were good, things were stable between
us. And then his mom had kicked us out of the house,
so we were living out of a motel. We were going from
motel to motel and … he was trying to bring in
money, because I was sick, I couldn’t work: I [was]
constantly throwing up. And then, I guess the pressure
on him of taking care of me and knowing that I was
pregnant got to him, and just all of a sudden, out of
the blue, he said, ‘Go your way, I will go my way. I
have to take care of my own and you take care of your
own’.” [Poor, one child, not in a relationship]
Respondents described how the emotional impact

of one disruption could lead to others. The emotional
difficulty that one woman experienced after her
mother died kept her from leaving an abusive partner.
“I mean, I was actually seeing a counsellor for

depression. I was put on antidepressants and anxiety
medications, and it just – I should have left before,
and I just didn’t. I mean, through therapy, through
everything, I know I should have left sooner and, you
know, my mom got sick all of a sudden [and subse-
quently died], and all this happened, so I just didn’t
get out when I should have.” [Poor, two children,
married]

Intimate partner violence
Associations between exposure to IPV and poverty
status were statistically significant, and poor women
were at least twice as likely to have been exposed to
any type of IPV than were better-off women
(Table 1).
A few of the qualitative respondents had been phys-

ically abused or sexually assaulted by their partners,
and one had become pregnant as a result of sexual
assault by a stranger. Their stories illustrate how IPV
can act as a disruptive factor in women’s lives.
“He’s physically abusive … I just feel like he is

unstable right now, and, you know, I just don’t think
that – I see my kids [I already have] right now without
a dad and I just, you know, I just don’t want to do
that [again].” [Poor, five children, not in a
relationship]
“Well, actually, my situation – my husband was

beating me. I fled. He raped me. And that’s when I

was [got] pregnant. So I want to terminate it and
move on.” [Poor, no children, married]

Disrupted contraceptive use
Nearly half of the interviewees reported that disrup-
tive events had interfered with their contraceptive use.
Hectic or inconsistent work schedules, holding down
multiple jobs, and balancing work with childcare
responsibilities made it difficult for some women to
keep medical appointments to obtain hormonal
contraception.
“You go and get them [Depo-Provera® shots] like

every 3 months, and it had been, like, five, and I just
took over a new business, and I am working, like, 90
hours a week. I mean, I am not making any money
from my business, but I am working, like, you
wouldn’t imagine. So, I completely didn’t even think
about it.” [Low-income, no children, cohabiting]
“I work 6 days a week, I am tired. I worked last

night, a double shift, and I am here today and it’s my
only day off … And when I am not working I am
home with the kids. I am just always so beat that I
just – I don’t make it to places that I should make it
to, like my appointment and stuff like that.”
[Low-income, two children, married]
Several women mentioned losing jobs, which led to

loss of health insurance, and, in turn, loss of access to
hormonal contraception. Others said that the cost of
contraception, even through publicly funded health
clinics, was more than they could afford at the time.
Another factor affecting some women’s ability to

prevent pregnancy was contraceptive sabotage. Six of
the interviewees reported that they suspected or knew
that their partners had tried to impregnate them
against their will, usually by refusing to withdraw.
One woman, who had two sons and whose husband
wanted a daughter, reported that he had discouraged
her from going back on the pill because he perceived
it to have negative side effects. His refusal to with-
draw, which had been their agreed-upon method of
contraception, resulted in her current pregnancy.
Associations between contraceptive use and disrup-

tions were less straightforward in the quantitative
survey. Just over half (51%) of abortion patients sur-
veyed in the USA reported using a contraceptive
method during the month they became pregnant
(Table 3). Most commonly, 27% had been using
condoms, 17% reported using a hormonal method,
6% had been relying on withdrawal and 2% were
using some other method (data not shown). While
contraceptive non-use and number of disruptions
were statistically associated, there was no clear
pattern. Levels of contraceptive use were highest for
women who reported no disruptions or two disrup-
tions (52% and 53%, respectively), but were not sub-
stantially different for women who reported one or
three or more disruptions (49%).

Article

40 Jones RK, et al. Journal of Family Planning and Reproductive Health Care 2013;39:36–43. doi:10.1136/jfprhc-2012-100311

copyright.
 on M

ay 19, 2023 by guest. P
rotected by

http://jfprhc.bm
j.com

/
J F

am
 P

lann R
eprod H

ealth C
are: first published as 10.1136/jfprhc-2012-100311 on 20 A

ugust 2012. D
ow

nloaded from
 

http://jfprhc.bmj.com/


Associations between poverty status and contracep-
tive use were statistically significant and easier to inter-
pret. Some 44% of poor women reported using
contraception the month they became pregnant com-
pared to 54% and 57% of low-income and better-off
women, respectively. Women exposed to physical, but
not sexual, violence reported lower levels of contra-
ceptive use in the month they got pregnant compared
to those who had not experienced physical abuse
(45% compared to 52%).
Because poor women experienced more disruptions

and were less likely to be using contraception, the
authors hypothesised that poverty status may be a con-
founder of the relationship between disruptions and
non-use of contraception. Logistic regression was used
to examine associations between these two variables
after controlling for poverty status (data not shown)
but, even after taking poverty status into account,
women who experienced no disruptions were no
more or less likely to report contraceptive use in the
month they got pregnant than those who experienced
one, two or three disruptions.

DISCUSSION AND CONCLUSIONS
The authors found that most women accessing abor-
tion services in the USA had dealt with at least one
disruptive event in the 12 months preceding the abor-
tion. Information from the in-depth interviews
revealed that some women were exposed to disruptive

situations that were not assessed in the present quanti-
tative survey. Thus, the true extent to which women
having abortions have experienced disruptive events is
likely to be higher than what was measured in the
quantitative survey.
Women living below the federal poverty line are

substantially over-represented among abortion
patients.3 The authors’ research suggests that in add-
ition to economic hardship, poor women obtaining
abortions are more likely than those who are better-
off to be dealing with disruptive events. That poor
women were more likely to experience life events
such as unemployment, breaking up with a partner,
and having a baby may be both a cause and a conse-
quence of economic strain. For example, having a
newborn or becoming unemployed can directly
impact the economic resources available to women
and their families and move them into poverty.
Conversely, couples with limited financial resources
may be more likely to break up due, in part, to the
strains caused by economic hardship.
One in four abortion patients had dealt with more

than one disruption in the 12 months prior to the
abortion, and information from the interviews
revealed that disruptions could be interrelated. The
quantitative data show that multiple disruptions were
more common among abortion patients living in
poverty, perhaps because a lack of financial resources
prevents them from dealing with the fallout from one
disruption and, in turn, a ‘chain effect’ is initiated.
About half of the abortion patients were using

contraception in the month they got pregnant, and
non-use of contraception was more common among
poor women relative to those who were better-off.
While the qualitative data suggest that disruptive
events sometimes led to difficulties accessing or using
contraception, the authors found no associations
between disruptions and non-use of contraception in
the quantitative sample, even after controlling for
poverty status. There are several potential explana-
tions for these seeming discrepancies. First, the quan-
titative survey measured contraceptive use during the
month of pregnancy, but information from some of
the IDI respondents suggested that the impact of the
disruptions had begun several months prior to getting
pregnant. Additionally, the measure in the quantitative
survey may be too unrefined to capture the dynamics
of contraceptive use. For example, some women may
have been on the pill in the month they got pregnant,
but taken it inconsistently due to disruptive events.
A small but non-negligible proportion of women

obtaining abortions were exposed to IPV by the man
with whom they got pregnant and this, too, was more
common among poor women relative to those who
were better-off. The qualitative data revealed that IPV
can introduce instability into women’s lives, and this
may contribute to the association between IPV and
reduced levels of contraceptive use found in the

Table 3 Contraceptive use in the month of pregnancy among
abortion patients in the USA, by selected characteristics, 2008
Abortion Patient Survey

Using contraception?

All
women Yes No

Characteristic
100.0
(n=9493)

51.0
(n=4884)

49.0
(n=4609) p

Number of events in last 12 months 0.026

0 4013 51.9 48.1

1 3033 49.4 50.6

2 1359 53.3 46.7

3+ 1088 49.0 51.0

Poverty status 0.000

100% 3998 44.4 55.6

100–199% 2525 54.3 45.7

200+% 2970 57.2 42.8

IPV: Has the man who got you pregnant ever

Hit, slapped. kicked
or otherwise
physically hurt you?

549 44.5 55.5 0.005

Forced you to do
something sexual?

243 56.2 43.8 0.147

Either of the above? 659 46.1 53.9 0.023

No exposure to IPV 8554 51.6 48.4 0.023

IPV, intimate partner violence.
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quantitative survey. The interviews also revealed
instances of reproductive control where male partners
engaged in birth control sabotage, though these were
not necessarily associated with IPV.
This study has several potential limitations. The

survey was conducted in the midst of a recession and
outcomes such as unemployment may be experienced
less frequently by abortion patients during more stable
economic times. Alternately, it is unclear if abortion
patients experienced disruptive events at the same,
higher or lower level than all women. In 2008, 6% of
women reported having a child in the last 12
months,18 and the unemployment rate for all women
was 5.4%.19 However, national data on most of the
disruptive events assessed in the present study are not
available, and it cannot be assumed that all of these
events were also more common among abortion
patients. Exposure to violence may be under-
reported,20 21 and thus the measure of IPV exposure
should be regarded as a conservative one. The present
study is limited to women who were able to access
abortion services; undoubtedly there are women, and
poor women in particular, who were unable to do so.
Finally, the present investigation is not meant to estab-
lish or imply causality. Rather, information about the
number and type of disruptive events experienced by
women who have abortions provides insights into the
complexities of their lives and a better understanding
of the context in which they make decisions about
how to resolve their unintended pregnancies.
This research has several policy implications. It is

possible that easier access to highly effective methods
could reduce unintended pregnancy among women
who experience disruptive events (e.g. if methods
were available free of charge, over the counter, or if
multiple refills could be obtained at one time).
Increased access to long-acting contraceptive methods
such as the intrauterine device could also reduce the
ability of disruptive events to interfere with contracep-
tive use as these methods do not require refills or
maintenance costs. Of note is that the IDIs revealed
that some unintended pregnancies were the product
of birth control sabotage and sexual violence. Clearly,
women experiencing these events will have less
control over pregnancy prevention. Screening for
reproductive control by health care providers may
provide useful information for women who are
experiencing these forms of abuse and help determine
an appropriate contraceptive method for them.
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