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ABSTRACT

Title: Pregnancy Decision-Making among Women with a Recent Medicaid-
Funded Birth

Author: Dana L. Zaichkin

Approved:

Nancy A. Press, Ph.D.

While pregnancy, birth, and childrearing represent fulfillment of significant life
goals, unintended pregnancy has been associated with a host of unfavorable health,
social, achievement, and economic outcomes. Despite decades of study and intervention,
rates of unintended pregnancy have remained relatively unchanged for over three decades
and continue to elude researchers, clinicians, and policymakers. Unintended pregnancy
and its outcomes disproportionately impact women of socioeconomic disadvantage, racial
minorities, unmarried cohabitating women, and women 18 to 24 years old. Increasingly,
researchers have recognized pregnancy intention as a nuanced, multidimensional
phenomenon, with limited sensitivity to conventional measurement strategies and
ambivalence toward childbearing and contraception holding a key role in unintended
pregnancy.

The purpose of this study was to expand the knowledge and understanding of
factors and forces that influence sexually active women in their pregnancy decision-
making, including the initiation and use of contraception. This study analyzed previously
collected data from the TAKE CHARGE Final Evaluation: A Study of Recently Pregnant

Women study, conducted by Washington State Department of Social and Health Services.
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There were 1,292 women in the total sample, with qualitative subsamples of 593 and 258,
the latter emphasized in this study. All women had a Medicaid-funded birth in spring
2005 and were surveyed two years later, with many volunteering additional comments,
totaling over 2400.

This descriptive study maintained a naturalistic viewing position, implementing a
concurrent nested mixed methods design with qualitative priority and integration during
analysis. A novel characteristic of this study was the transformation of forced choice
survey responses into qualitative statements which were subsequently integrated with
volunteered participant comments and birth history data to create participant narratives
amenable to a process of pattern-coding.

Analysis uncovered four major themes: achieving childbearing goals, traditional
values, multifaceted ambivalence, and insurance and finances matter, but not for
pregnancy. These themes and seventeen subthemes were integrated with existing
literature to yield two thematic messages. The first message asserts that participants were
like everybody else, but living on the edge. Women in this study revealed that they
represented a cross-section of the population with characteristics, goals, interests, values,
and childbearing desires that could characterize the general population of Washington
women, with economic security as the significant exception. The second message is that
ambivalence is prevalent, multifaceted, and perhaps self-protective. This affirmed that
ambivalence toward pregnancy and childbearing is not a one-dimensional phenomenon,
but arises and evolves in various contexts, has a significant association with subsequent

birth, and may offer a protective mechanism for responding to a multitude of conflicting
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attitudes, social norms, and control beliefs that surround pregnancy and childbearing. For
many women, it may not be possible to form or express intentions even when pregnancy
is considered desirable and ambivalence may be a mechanism for moderating decisional
conflict.

Health care and social services providers would be well served to remain alert to
their personal/professional orientations, biases, and potentially stigmatizing behaviors.
Implementation of screening and intake strategies that elicit the values, interests, and life
situations of their clients may assist with goal alignment, improved trust, and mutual
plans that may lead to prevention of unwanted pregnancy and improved health outcomes
for women who desire pregnancy and childbearing. Current public policies that afford
insurance access for pregnant women and children as well as access to family planning
appear to be fulfilling a critical need, and may be enhanced by the Affordable Care Act.

The unique approach to analyzing survey data employed in this study may be
applied to other large fertility-focused studies, particularly when the integration of
volunteered comments is possible. This study supports the ongoing critique of
retrospective pregnancy intention measurement and reinforces the need for prospective
and longitudinal fertility research, as well as additional qualitative and integrated

methods study.
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CHAPTER 1
Introduction

While pregnancy, birth and childrearing constitute fulfillment of significant life
goals among women, men and societies, unintended pregnancy has been associated with
a host of unfavorable health, social, achievement and economic outcomes. Despite being
studied for decades, both the concept of unintended pregnancy and the development of
effective strategies to reduce its incidence in the United States continues to elude
researchers, clinicians and policymakers (Finer & Zolna, 2011; Luker,1999; Moos,
Bartholomew & Lohr, 2003; Mosher, Jones & Abma, 2012; Santelli et al, 2003; Trussell,
Vaughan & Stanford, 1999). The rates of unintended and adolescent pregnancy in the
United States exceed almost all other countries in the industrialized world (Darroch, Frost
& Singh, 2001; Finer & Zolna, 2011; Singh, Sedgh & Hussain; 2010; Trussell & Wynn,
2008). Unintended pregnancy and parenthood among young women has been linked
with failure to achieve educational goals, poverty, welfare dependence, domestic
violence, and impaired partnership relationships (Fergusson, Boden & Horwood, 2007).
Additionally, unintended pregnancy has been associated with delayed entry into prenatal
care and decreased opportunity to participate in preconception and early pregnancy risk
assessment that could mitigate untoward maternal and infant health risks (Brown &
Eisenberg, 1995; Washington State Department of Health, 2007).

Unintended Pregnancy

In the period 2004-2006, approximately 51% of Washington State pregnancies

were classified as unintended, which exceeded the national prevalence of 49% and the

Healthy People 2020 target of 44% (Cawthon, Woodcox & Lyons, 2008; Finer &



Henshaw, 2006; Finer & Zolna, 2011; Ranjit, Bankole, Darroch & Singh, 2001; US
DHHS, 2011). In the United States, the portion of unintended pregnancies has been
estimated at approximately 49% and has remained relatively unchanged between 1994
and 2006 (Finer & Henshaw; Finer & Zolna). An unintended pregnancy is typically
defined as one where the woman would have preferred to become pregnant at a later time
or not at all, or a pregnancy that ended in abortion, but demographic measurement
strategies have been evolving (Mosher et al., 2012; Santelli, et al., 2003, 2009; Schrader,
1997). In 2006, 3.2 million pregnancies in the United States were classified as
unintended, with 43% of these ending in abortion (Finer & Zolna,). Unintended
pregnancy is disproportionately prevalent among unmarried cohabitating women, ages 18
to 24 years, racial minorities, and women who have had one prior birth, have not
completed high school, and have incomes below 200% of federal poverty level (Finer &
Zolna; Mosher et al.). While the rate of unintended pregnancies declined between 1994
and 2001 among adolescents, college graduates, and wealthy women, rates increased for

poor women, ethnic minorities, and those with less education (Finer & Henshaw).
Economic Costs of Unintended Pregnancy

Unintended pregnancy imposes significant economic costs for society. Trussell
(2007) calculated the direct medical costs of unintended pregnancy in the United States
during 2002 as almost five billion dollars, with an average cost of $1609 per unintended
pregnancy. In contrast, use of contraception was estimated to avert 12 million
unintended pregnancies and save $19.3 billion in direct medical costs (Trussell). In

Washington State, 47% of all births were funded through the state Medicaid program in
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2006, costing taxpayers over $309 million per year for direct maternity care expenses and
comprising one of Washington Medicaid’s largest expenses (Cawthon et al, 2008).
During the 2004-2006 period, estimated expenditures to provide publically funded
maternity care for unintended pregnancies in Washington State exceeded $235 million
(Cawthon et al). Nationally, the cost of publically-funded maternity care associated with
unintended pregnancies was estimated at $11.1 billion for 2006 (Sonfield, Kost, Gold &

Finer, 2011)

Beyond direct medical expenditures, unintended pregnancy has been identified as
a contributor to long-term health and social services costs to support both women and
children, including state-sponsored health care coverage, welfare payments and other
consequences of poverty (Brown & Eisenberg, 1995). In particular, the younger the
woman at the time of pregnancy and childbirth, the stronger the association between
protracted poverty and welfare receipt (Brown & Eisenberg; Wellings, Wadsworth,

Johnson, Field & Macdowall, 1999).
Diminished Maternal and Infant Health Outcomes

Unintended pregnancy has been linked with maternal risk behaviors as well as
diminished maternal and infant health outcomes. Untoward infant outcomes associated
with unintended or unwanted pregnancy include increased odds of preterm delivery and
low birth weight, although these associations weaken when adjusted for confounding
socioeconomic status and other risk factors (Afable-Munsuz & Braverman, 2007; Keeton
& Hayward, 2007; Logan, Holcombe, Manlove & Ryan, 2013; Mohllajee, Curtis,

Morrow & Marchbanks, 2007; Sable et al., 1997). Compared to women with intended



pregnancies, increased maternal risk factors for poor pregnancy outcomes have been
strongly associated with unintended pregnancy and include delay in seeking prenatal
care, no prenatal care, denial of pregnancy, depression, tobacco use, and alcohol use
(Blake et al., 2007; Brown & Eisenberg, 1995; D’ Angelo, Gilbert, Rochat, Santelli &
Herold, 2004; Logan et al.; Mohllajee et al.). Additionally, women with unintended
pregnancy are more likely to report impaired partner relationships and intimate partner

violence (Blake et al.; D’ Angelo et al; Fergusson et al. 2007).

Closely-spaced births, where pregnancy occurs within 3 to 18 months of a prior
birth, are often the result of unintended pregnancy and have been associated with
increased risk of maternal morbidity and mortality, infant mortality, preterm birth, and
low-birth-weight birth (Brown & Eisenberg, 1995; Conde-Adudelo, Rosas-Bermudez, &
Kafury-Goeta, 2006). Several large studies have revealed significantly increased risks for
preterm birth, low-birth-weight, and early neonatal death when interpregnancy intervals
were less than 18 months and particularly when intervals were less than six months
(Conde-Adudelo et al.; Grisaru-Granovsky, Gordon, Haklwi, Samueloff & Schimmel,
2009; Hsieh et al, 2005; Rawlings, Rawlings, & Reed, 1998; Zhu, Rolfs, Nangle, &

Horan; 1999).
Disrupted Ability to Achieve Life Goals

Unintended pregnancy has been associated with inability to achieve life goals,
particularly those associated with education, career, and financial independence (Brown
& Eisenberg, 1995). In a longitudinal study of New Zealand youth, Fergusson and

colleagues (2007) reported young women who gave birth were significantly less likely to



complete basic education, achieve a university degree, enroll in any post-secondary
education, obtain full-time employment, or achieve independence from welfare support
compared to young women who were never pregnant or who obtained an abortion for
pregnancy. In their study of life-span goal changes during transition to parenthood,
Salmela-Aro and Nurmi (2000) found that women experiencing pregnancy and childbirth
were more likely to abandon goals associated with education, career, and financial
independence in favor of family and motherhood goals over the course of pregnancy and
early childrearing. In the United States, unintended pregnancy has been closely
associated with low education attainment, poverty, and welfare dependence (Brown &

Eisenberg, 1995; Finer & Henshaw, 2006; Finer & Zolna, 2011).
Unintended Pregnancy and Abortion

Abortion is one of the most enduring consequences attributed to unintended
pregnancy and has been the subject of divisive social, ethical, and political debate.
Whether legal or illegal, abortion has been a centuries-old option employed by women
for unintended and unwanted pregnancies (Brown & Eisenberg, 1995). Reduction in the
rate of unintended pregnancy is broadly viewed as a key step toward reducing the rate of

abortion.

While as many as 8% of abortions result from pregnancies described as intended,
Finer and Zolna’s (2011) analysis of the 2006-2008 National Survey of Family Growth
(NSFG) estimated 43% of unintended pregnancies ended in abortion. This reflects a
decline from 54% estimated in the 1995 NSFG and from 47% the in 2002 NSFG, offset

by an increase in the birthrate attributed to unintended pregnancy (Finer & Henshaw,



2006; Finer & Zolna). In Washington State, the rate of reported abortion for all women
between 15 and 44 years of age declined from 26.6 per 1000 women in 1990 to 14.8 per
1000 in 2011, but remained 28.8 per 1000 for women 20-24 years of age (Center for

Health Statistics, 2012).
Contraceptive Failure

If a woman desires only two children in her lifetime, she must use some form of
birth control for roughly three decades (Alan Guttmacher Institute, 2000). A young
woman who is sexually active and does not use contraception has an 85% chance of
becoming pregnant within one year (Trussell, 2011). Although most modern birth control
methods are very effective in preventing pregnancy, contraceptive failure has been
identified as a significant contributor to unintended pregnancy. While 52% of unintended
pregnancies are attributed to the 16% of women who do not use birth control (6%) or
have gaps in use (10%), nearly half of unintended pregnancies occurred among women
who reported using contraceptives. (Finer & Henshaw, 2006; Frost, Singh, & Finer,
2007a; Gold et al., 2009: Kost, Singh, Vaughn, Trussell, & Bankole, 2008). In the
analysis of demographic survey data, a common definition of contraceptive failure is a
“conception that occurred during a month in which a woman (or her partner) was using a
contraceptive method, as long as she did not report that she (or he) had stopped use
before becoming pregnant ” (Fu, Darroch, Haas & Ranjit, 1999, p.57). Among user-
dependent contraceptive methods, 12.4% of all women experience a contraceptive failure
within the first year of use, with highest rates for barrier, withdrawal, and fertility

awareness methods, and rates below 9% for hormonal methods (Kost et al.). Similar to



the prevalence for unintended pregnancy, women who are low income, non-Hispanic
black, cohabitating, or have one prior child demonstrate highest probability of
contraceptive failure.

Ambivalence and Pregnancy

The concepts of pregnancy intention, ambivalence, and desirability are significant
to understanding pregnancy rates, contraceptive failure, and pregnancy prevention.
There is a growing concern among researchers) that questions used to measure pregnancy
intention in demographic and epidemiological instruments are one-dimensional and not
necessarily congruent with women’s behavior and emotions or the multiple domains that
may influence contraception and pregnancy (Speizer, Santelli, Afable-Munsuz, &
Kendall (2004). Finer and Henshaw (2006) proposed a woman’s pregnancy intention is
more accurately characterized as a continuous measure than as a dichotomous variable.
Noting discordance in responses from women who responded to different survey
instruments, Santelli and colleagues (2003) concluded little was known about how
women’s intentions relate to patterns of contraceptive use or the multiple dimensions that
may influence pregnancy and contraception. Relying on analysis of 1995 and 1998
NSFG interview responses, no association was found between pregnancy attitudes and
subsequent pregnancy, but an association between contraceptive use attitudes and
pregnancy (Bruchner, Martin & Bearman 2004). In their analysis, the researchers
reported that adolescents who were ambivalent about pregnancy were less likely to use
contraceptives (Bruchner et al.). More recent quantitative and qualitative investigations

have strengthened the evidence that pregnancy intentions are multidimensional, evolving



in nature, and embedded with ambivalence, thereby extending the critique of
conventional measurement strategies and demonstrating the need for further qualitative
and longitudinal study (Gerber, Pennylegion, & Spice, 2002; Kaye, Suellentrop, & Sloup,
2009; Kendall et al. 2005; Nettleman, Brewer, & Ayoola, 2007; Santelli et al.; Santelli,
Lindberg, Orr, Finer, & Speizer, 2009; Santelli, Speizer, Avery, & Kendall; 2006;

Speizer et al.).
Significance for Nursing and Research

The prevention of unintended pregnancy interfaces with many aspects of clinical
nursing practice, particularly those working directly with at-risk women offering family
planning, public health, home-health, clinic, and school nursing services. Additionally,
nurses increasingly occupy key roles in the initiation, development, and administration of
public policy focused on pregnancy prevention, social services, and support of favorable

maternal-child outcomes.

While the focus of demographic and epidemiological research for many years, the
conceptualization of pregnancy intention as a dichotomous variable remains problematic.
Researchers recognize that pregnancy intention is a complex phenomenon and a
multitude of factors, including ambivalence about pregnancy, may interface with the
process of conception or conception avoidance. Where traditional definitions have been
challenged, constructivist qualitative approaches may yield greater value toward
revealing the multiple facets underlying the phenomena of pregnancy intention and yield

a conceptualization that can inform future research, clinical practice, and policy.



Purpose

The purpose of this research is to expand knowledge and understanding of factors
and forces that influence sexually active women in their pregnancy decision making,
including the initiation and use of contraception if they wish to avoid or delay pregnancy.
The results of this research should contribute to the body of knowledge toward informing
programs, policies and future research in unintended pregnancy prevention. This study
was designed to explore the following question: What are the social, environmental, and
experiential factors that influence sexually active women in their pregnancy, as well as
their ability to initiate and use contraception if they wish to delay pregnancy?

Accordingly, there were three specific aims. These aims were to:

1. Describe the characteristics of women with a recent Medicaid-funded birth, including

any patterns associated with their pregnancy interests;

2. Describe the contraceptive strategies employed by recently pregnant women and

perceived factors that contributed to their pregnancy; and

3. Describe the expressed attitudes of recently pregnant women toward pregnancy,

childbearing, and contraception.
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CHAPTER 2

Review of Literature

This chapter introduces concepts, relevant literature, and research that provide the
background and foundation for this research proposal, including the state of knowledge
and gaps in understanding. While decision making of any type can be a multifaceted
process, decisions dealing with fertility, pregnancy, and childbearing are particularly
complex, drawing the interest of social scientists, religious institutions, health care
providers, public health entities, researchers, and policy-makers for generations.
This literature review is organized around concepts relating to pregnancy and pregnancy
decision making, including outcomes, consequences, and trends. Specific concept areas
developed in this review include family planning, unintended pregnancy, consequences
of unintended pregnancy, contraception, contraceptive failure, pregnancy intention, and
ambivalence. Within each conceptual area, sub-topics are presented. As applicable, each
section incorporates literature that develops related history or trends plus quantitative,
qualitative, demographic, and epidemiologic research that illuminates the concept. The
majority of research presented will be drawn from studies conducted in the United States,
augmented by international research and other data that contributes to the concept or
demographic trend. Because this research proposal focuses on recently pregnant women
in Washington State, state level data, trends, and research will be incorporated. The goal
of this chapter is to uncover what is and is not known about pregnancy decision-making,

as well as how this research can contribute to understanding the phenomena.
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Assumptions

While family planning and reproductive health literature reflects diverse and
extensive interests, almost all of this scholarship reflects a common understanding and set
of assumptions. However, these assumptions are rarely articulated overtly. Given that
this proposal and review focuses on pregnancy decision making, it seems relevant to
attempt to articulate these underlying assumptions and preconceptions that may be held
by writers and researchers, including this author.

The first assumption and perhaps the broadest, is that procreation and
reproduction represent social goods and perhaps a moral imperative toward species
survival, strengthening society, providing biologic legacy, sustaining family, and
fulfilling individual life objectives. While not developed in depth, this assumption is
relevant to concepts of family planning and pregnancy intention that are developed in this
review.

A second assumption is that children in society should have the opportunity for
health and success in life, unencumbered by disease and social ills. This assumption is
embedded in literature addressing unintended pregnancy, the consequences of unintended
pregnancy as well as family planning and women’s health. While this assumption
reflects values and beliefs that may be more overtly articulated in developed nations, it is
evidenced in public programs, international health efforts, and humanitarian initiatives.

The third assumption is that women and possibly their partners desire to exercise
autonomy in the number of children as well as the timing of pregnancy and spacing
between children. In particular, this represents a key right in the exercise of free will as

well as the autonomy and health of women in societies. This assumption is embedded in
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literature relating to family planning, unintended pregnancy, consequences of unintended
pregnancy, pregnancy intention, and contraception.

The fourth assumption is that societies and governments have concern about rapid
expansion of the world population in the last century and the planetary resource demands
associated with this growth. Similarly, where many governments in both developed and
developing countries have committed resources to support parenting and the health of
children, they have interest in these resources being utilized effectively and efficiently, as
well as hold concern about the capacity of limited resources to achieve the intended
purpose. This assumption is evident, both explicitly and implicitly, in the literature
addressing family planning and unintended pregnancy.

While far from inclusive, this attempt to articulate preconceptions and
assumptions embedded in family planning and reproductive health literature reveal
assumptions that are both complimentary and competing. As this literature is explored,
awareness of assumptions can be useful in uncovering bias, revealing complexities, and
unveiling opportunities for discovery.

Search Strategy
The primary electronic database search was conducted using Medline and Old Medline
encompassing years 1948 through May 2010. This was preceded by a similar search in
January 2009. Medical subject headings were “pregnancy” and “pregnancy, unplanned”.
The search “pregnancy” plus “pregnancy, unplanned” resulted in 295 results which were
manually screened by title and complete reference for extraction. This yielded 106
articles for further review. Additional searches combined “pregnancy, outcome” with

“pregnancy, unwanted” and “pregnancy, unplanned” with “pregnancy outcome”.
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Articles were included for additional review if they addressed a concept or sub-concept
of this review. Only English or English translations of articles were included.
International articles were included if they addressed a general concept, health outcome,
or pregnancy outcome, but were excluded if their topic or research was local in nature.
Quantitative or qualitative research that addressed concept measurement or factor
identification was specifically sought as well as articles that offered synthesis or review
of literature. Literature reflecting history, trends, policy, and access to family planning
and contraception were included. Articles for any age group were selected. In addition
to the subject-heading searches, Medline similar article searches were conducted for
“contraception: social revolution” and “unintended rapid repeat pregnancy”. For all
searches, articles were excluded if they were focused on a specific clinical practice
situation or clinical efficacy of a specific contraceptive method. In addition to the
Medline database, Psychinfo and the Cochrane Database of Systematic Reviews were
searched. Both databases were searched with various keyword combinations of
“pregnancy”, “adolescent”, “fertility”, and “decision”.

Additional articles and literature were retrieved through searching the references
of previously retrieved articles and books. This was particularly useful in locating
sources representing sentinel concept development or historical significance. A manual
library search resulted in retrieval of several historical texts.

Topical index searching of three non-governmental research organizations from
2006 through August 2013 yielded many additional sources and contemporary updates.
These included the Guttmacher Institute (aka AGI), Kaiser Family Foundation (KFF),

and The National Campaign to Prevent Teen and Unplanned Pregnancy. The Guttmacher
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Institute proved particularly valuable, not only for the research, publications, and reports
produced by that entity, but for a topical index current research in other publications.

Several governmental agencies and quazi-governmental organizations were
accessed for data and reports to support this review, including the United Nations
Population Division (UNFPA), World Health Organization (WHO), United States Bureau
of Labor Statistics (BLS), United States Centers for Disease Control and Prevention
(CDC), Washington State Department of Social and Health Services (DSHS),
Washington State Department of Health Center for Health Statistics (DOH), and the
Washington State Health Care Authority (HCA). In particular, entities of the CDC
offered distinct resources, including the publication Morbidity and Mortality Weekly
Report (MMWR) and reports from the National Center for Health Statistics (NCHS), the
source for reports related to the National Survey of Family Growth (NSFG). Within
Washington State DSHS, the primary source was the Research and Data Analysis
Division (RDA).

Family Planning

Driving Forces — Population, Fertility, Health

Concern for world population growth, population distribution, and consumption
of planetary resources has been among the forces driving international interest in
controlling human fertility. As late as 1000 AD, the world population was estimated at
less than 300 million persons (Diczfalusy, 1995). Requiring about 800 years, the first
billion in human population occurred in 1804 and the second billion 123 years later in
1927. Subsequent billions of world population were added in progressively shorter

intervals of 33, 14, 13, and 12 years before the world reached six billion persons in 19