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ABSTRACT 

 

IUDS AND WOMEN’S CONTRACEPTIVE DECISION-MAKING:  

EXAMINING THE IMPACT OF CONTRACEPTIVE EXPERIENCES, REPRODUCTIVE 

GOALS AND CHANGING LIFE CIRCUMSTANCES ON CONTRACEPTIVE CHOICES 

 

Jessica Barbara Christine White            Advisor: 

University of Guelph, 2021             Professor K. C. O’Doherty 

 

 

 

Intrauterine devices (IUDs) are considered the most effective form of birth control for 

reducing unintended pregnancies. Given this, contraceptive counselling and research focuses 

on how to increase IUD uptake amongst women. However, this approach assumes 

effectiveness is the most important consideration in women’s reproductive decision-making. 

This study examines how women in Ontario come to make choices about their preferred form 

of contraception and what factors are important to their decision-making process. I conducted 

a pattern-based qualitative analysis of 20 semi-structured interviews with women in Ontario. 

Based on this analysis, I argue that contraceptive decision-making involves the considerations 

of individual women’s goals, their experiences with previous forms of contraception, and the 

changing circumstances throughout their lives. The results suggest that the current emphasis 

solely on effectiveness and IUDs in women’s contraceptive counselling is inconsistent with 

how women make sense of contraception in the context of their day-to-day lives.  
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Chapter 1: Introduction 

The Canadian Contraception Consensus (CCC), the clinical guidelines for 

contraceptive use in Canada, states that intrauterine devices (IUDs)1 should be recommended 

as the first-line birth control for all women of reproductive age (Black et al., 2016). Emphasis 

is placed on the effectiveness of IUDs, which are considered to be the most effective form of 

reversible birth control (Black et al., 2015). This form of long-acting, reversible contraception 

(LARC) comes in two forms - copper and hormonal - which are 99.2% and 99.8% effective 

in preventing pregnancy, respectively.2 IUDs can remain in place for 5-10 years after 

insertion with no impact on a woman’s fertility after removal. Not only is the IUD more 

effective in preventing pregnancy than other forms of contraception, it also avoids what 

researchers and public health messaging have referred to as “user error” – that is, since the 

IUD is inserted into the uterus by a health care practitioner, women do not have to be 

responsible for making sure they take an oral contraceptive or use another form of short-term 

contraceptive on a regular basis (Black et al., 2016). Despite the CCC, researchers 

investigating trends in IUD adoption by health care practitioners in Ontario found IUDs were 

recommended and inserted at rates below those suggested in clinical guidelines (Dunn, 

Anderson & Bierman, 2009; Stubbs & Schamp, 2008). Estimates of IUD use in North 

America vary, but suggest that IUDs are used by anywhere from 1-3% (Black et al., 2016; 

Dunn et al., 2009) of contraception-using women of reproductive age in Canada and the 

United States, compared to more than 10% - 26% of women in Europe (Dunn et al., 2009), 

and more than 40% of women in China (Black et al., 2016).  

 
1 Terms used to refer to this form of birth control are not consistent in the literature. Some literature 

distinguishes between the “copper” IUD and the “hormonal” IUD, as in this document. Other literature refers to 

the copper version as an IUD, and the hormonal version as an IUS, or intrauterine system. For the purposes of 

this proposal, I will use the term “IUD” to refer to both the copper device and the hormonal device. If there is a 

need to distinguish between these terms, I will use “hormonal” or “copper” as descriptors.   
2 Effectiveness is defined in relation to the failure rate of a contraceptive, where the failure rate is the 

percentage of women trying not to conceive that have become pregnant, using that method, in a given year. 

(Black et al., 2015). 
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Researchers investigating the reasons why IUDs are not used more frequently as a 

primary form of birth control have identified several consistent concerns. Women often cite a 

fear of side effects with IUD use, and while clinical practice guidelines note limited “major” 

side effects, IUDs are associated with pain during insertion, prolonged or more painful 

menses, and spotting and cramping up to six months post-insertion (Black et al., 2016; Stubbs 

& Schamp, 2008). Other concerns are unrelated to side effects and include the process of 

insertion itself (Hall et al., 2016; Okpo, Allerton & Brechin, 2014; Potter, Rubin & Sherman, 

2014), not wanting a medical device inside the body (Okpo et al., 2014; Potter et al., 2014; 

Rubin & Winrob, 2010), desire for control of one’s own contraceptive (Amico, Bennett, 

Karasz, & Gold, 2016; Hall et al., 2016; Sundstrom, Baker-Whitcomb & DeMaria, 2014),  

preferring shorter-acting birth control (Potter et al., 2014; Sundstrom et al., 2014), 

considerations of cost (Hall et al., 2016; Sundstrom et al., 2014; Dunn, Anderson & Bierman, 

2009), and barriers to removal (Amico et al., 2016).  

The disparity between IUD use and clinical recommendations has led to research on 

how to increase IUD uptake in reproductive aged women, with calls for more sexual health 

education and improved clinical persuasion techniques (Sweeney et al., 2015; Moskowitz & 

Jennings, 1996). While some studies have found women to be confused by how the IUD 

works (e.g. Okpo et al., 2014), this is not a common finding in the literature, nor does the 

literature point to women having concerns about effectiveness of IUDs in preventing 

pregnancy. If researchers postulate that the primary goal of contraception is effectiveness in 

preventing pregnancy, it may be logical to assume that effectiveness of contraception is the 

most important indicator of contraceptive choice. A focus on educating women about the 

effectiveness of IUDs would then be a reasonable action to address the assumed goals. Yet 

when considering the barriers to IUD use that research has identified, little evidence points to 

women being uneducated about the effectiveness of IUDs or contraception in general (Hall et 
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al., 2016) The call for more education by researchers and public health officials is 

inconsistent with women’s reported knowledge about IUDs. Additionally, a lack of 

knowledge about IUD use is not a barrier reported by women, suggesting that women are not 

only considering effectiveness when it comes to making contraceptive choices.  

Following the calls for patient-centred considerations of women’s reproductive health 

in relation to LARC (Dehlendorf, Bellanda & Policar, 2015; Higgins, 2014; Manchikanti 

Gomez, Fuentes & Allina, 2014), this project challenges the focus on contraceptive 

effectiveness as the most important factor in a woman’s choice of contraceptive. Building on 

recent literature on the importance of considering women’s reproductive life course in 

contraceptive decision making (Downey et al., 2017; Manchikanti Gomez et al., 2020), this 

project examines how women come to make choices about their contraceptives, and what 

factors, beyond consideration of effectiveness, may play a role in these decisions. In order to 

explore these research questions, I conducted interviews with 20 women between the ages of 

20 and 52 in Ontario. 

In order to contextualize this research project, I first provide a background on the use 

of contraceptives in North America, moving on to a focus on IUDs and their use by women in 

Ontario. I then explore reproductive health research on IUDs with a focus on how researchers 

frame the problem of unintended pregnancy and IUD “under” use. The findings of these 

studies point to several consistent reasons as to why women may not want to use IUDs as 

their primary form of contraceptive. Next, I consider the disconnect between the 

identification of barriers to IUD use and researchers’ calls for increased education. Finally, I 

examine a small but growing body of literature critical of calls for LARC-first contraceptive 

approaches. 
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1. 2. Argument 

Public health literature on women’s use of contraception often represent women’s 

contraceptive decision making as if it happens based on logical reasoning with a focus on a 

single outcome. Women are presented as assessing each available form of contraceptive and 

making their decisions based solely on the effectiveness of contraceptive. Since LARCs, and 

IUDs, specifically, are considered to be the most effective form of birth control in preventing 

conception, public health officials and contraceptive researchers often seem to imply that 

best, and therefore only rational choice of contraception, is an IUD. Rather, based on a series 

of interviews with women about their contraceptive use, I argue that women make their 

decisions based on their goals in seeking contraceptives, from preventing pregnancy to 

managing menstruation; what they’ve learned; their experiences and those of their peers; and 

that their choice of contraceptive is embedded in the changing circumstances of their life 

course. 

Chapter 2: Literature Review 

2. 1. Contraception in North America 

There is a wide variety of contraceptives approved for use in North America. 

Contraceptives are commonly organized according to different categories that explain their 

use: barrier methods (internal and external condoms), hormonal methods (oral contraceptive 

pill, NuvaRing, patches, Depo-Provera injections), and long-acting reversible methods, 

including IUDs and implants (Black et al., 2009). Other ways to reduce the chance of 

conception may include family planning methods (fertility awareness methods, basal body 

temperature tracking), withdrawal, or permanent sterilization (including tubal ligations, 

vasectomies and hysterectomies). The most common forms of birth control used by women 

in Ontario are condoms, oral contraceptive pills, sterilization, and withdrawal methods (Black 

et al., 2009; Dunn et al., 2009). 
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Contraceptives are often distinguished between their “typical” and “perfect” use 

effectiveness in preventing pregnancy (Black et al., 2015). All contraceptive methods are 

extremely effective at preventing pregnancy when manufactured and used perfectly; however, 

contraceptives are not always used “perfectly.”  Common reasons for contraceptives not 

being used “perfectly” include manufacturing errors, missing a birth control pill, using birth 

control while on a medication that can interfere with its use, ripping or slipping of a condom, 

and mistakes made by a medical professional (Black et al., 2015). Whatever the cause of the 

error, the perfect use of contraceptives does not necessarily align with their effectiveness in 

“typical,” or day-to-day use. 

When research is conducted on these methods as they are “typically” used, 

researchers find that their effectiveness in preventing pregnancy is lower - in many cases - 

than with “perfect” use. In the case of condoms, hormonal methods, and family planning, 

literature places a lot of blame on women for this discrepancy, which is often referred to as 

“user error”, regardless of the reason for the contraceptives’ ineffectiveness or failure (Black 

et al., 2015). Alternative explanations for contraceptive failure include method failure, 

frequency of sexual intercourse and age of user (Trussell, 2013; Trussell & Kost, 1987). A 

comparison of contraceptive effectiveness based on “typical” use and “perfect” use is 

illustrated in Table 1. Studies have found little to no difference between “typical” use and 

“perfect” use with long-acting reversible contraception (LARC), thus leading to the strong 

push for LARC use. Given their consistently high effectiveness of preventing pregnancy, 

researchers have postulated that LARC should be the most used form of contraceptives used 

by women. 

LARC is a grouping of birth control technologies that provide protection from 

unplanned pregnancy through the use of implants or devices inserted into the uterus. Unlike 

other long-lasting forms of birth control for women, such as hysterectomies, LARC can be 
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removed with no negative effects on fertility (Black et al., 2015). The most common form of 

LARC used in Canada are intrauterine devices, or IUDs (Black et al., 2016). LARC differ 

from other more widely used forms of contraception such as oral contraceptives or condoms 

in that they do not require women to remember to take the pill consistently or ensure a 

condom has been properly applied before intercourse, thus reducing “user error” (Black et al., 

2015). 

2. 2. Intrauterine Devices 

IUDs are small, t-shaped devices that are inserted by a healthcare practitioner. 

Through the use of a speculum and the applicator (a small straw-like tube containing the 

IUD) the doctor is able to insert the IUD into the vaginal canal, through the cervix, and into 

position within the uterus. After withdrawing the applicator, the doctor trims two small string 

that are attached to the end of the IUD to aid in removal so that they sit through the cervix, 

near the back of the vagina. While IUD insertions take place in a medical setting, they are not 

considered surgeries, and women are not consistently provided with any form of pain relief or 

anaesthesia during the procedure. 

IUDs are praised for their reduction of “human error” (Black et al., 2016b) that may 

lead to unintended pregnancies. Therefore, when IUDs are ineffective in preventing 

pregnancy, this is typically not attributed to “user error” and is often related to errors with the 

device or the insertion process (Black et al., 2016b). IUDs provide the same level of 

pregnancy protection as permanent procedures such as tubal ligation (female sterilization), 

without requiring a surgical procedure (Black et al., 2016b). There are two types of IUDs 

currently approved for use in Canada: hormonal and copper.  

2. 2. 1. Hormonal IUDs 

There are two different hormonal devices approved for use in Canada: Mirena, which 

has been on the market longest, and Jaydess, a smaller device. According to the CCC, 
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Canada’s clinical guidelines, both forms of hormonal IUDs work by excreting small amounts 

of the hormone levonorgestrel into the uterus, which prevents fertilization through thickening 

cervical mucus and preventing ovulation (Black et al., 2016b). Mirena can remain in the 

uterus for 5 years after insertion, and is slightly larger than its counterpart Jaydess, which can 

remain in the uterus for 3 years (Black et al., 2016b). Both forms of the hormonal IUD have a 

failure rate of 0.2%, making them the most effective form of LARC available in Canada 

(Black et al., 2016b). 

2. 2. 2. Copper IUDs 

The copper IUD is similar to hormonal IUDs in size and shape but features a copper 

wire wrapped around the device. The copper wire works as a contraceptive by interacting 

with the endometrium and causing changes to the uterus lining. Copper also prevents the 

ability of sperm to move within the reproductive tract and penetrate an ovum, thus preventing 

conception (Black et al., 2016b). Along with being a LARC, copper IUDs can be used as a 

form of emergency contraceptive if inserted within 7 days of otherwise unprotected 

intercourse, before fertilization can occur. (Black et al., 2016b; Stubbs & Schamp, 2008). 

Once inserted into the uterus, copper IUDs remain effective for up to ten years, and have a 

failure rate of 0.6-0.8% (Black et al., 2016b). 

Benefits. Canadian clinical guidelines note that IUDs provide non-contraceptive 

benefits. Hormonal IUDs are also prescribed to address heavy menstrual cycles, and in the 

case of some women, may significantly reduce or stop menstruation altogether (Black et al., 

2016b; Stubbs & Schamp, 2008).  Clinical guidelines also note that there is evidence to 

suggest hormonal IUDs may help with severe menstrual pain (dysmenorrhea) and chronic 

pelvic pain (endometriosis) (Black et al., 2016b; Stubbs & Schamp, 2008).  Use of both the 

copper and hormonal IUDs is also associated with lower risk of endometrial cancer compared 

to baseline population risk.  
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Side Effects. The clinical guidelines point to four main side effects from the use of 

IUDs.  

Spontaneous or increased bleeding. Women may experience bleeding after the 

insertion of the copper or hormonal IUD. Research suggests that irregular bleeding may last 

up to six-months post-insertion (Black et al., 2016b). After possible post-insertion bleeding, 

the clinical guidelines distinguish between side effects for copper and hormonal devices. 

With the copper IUD, research suggests that amounts and lengths of menstrual bleeding often 

increase. In contrast, menstrual bleeding often decreases with hormonal IUDs and may result 

in a lack of menstrual bleeding altogether. (Black et al., 2016b) For this reason, copper IUDs 

are not recommended for women who experience heavy bleeding during menstruation, while 

hormonal IUDs may be recommended to help regulate bleeding in women with heavy 

periods.  

Pain in use and insertion. Women often experience pain and cramping during and 

after the insertion of an IUD. Research suggests that there may be reduced insertion pain in 

women who have had children and who use smaller IUDs, such as Jaydess (Black et al., 

2016b; Maguire, Morell, Westhoff & Davis, 2014). Similar to bleeding, pain and cramping 

associated with the use of IUDs is expected to go away over the six-months post insertion. 

However, along with the increased bleeding associated with copper IUD use, there may also 

be increased cramping. The CCC clinical guidelines state that between 3-8% of women who 

have received an IUD have the device removed early because of persistent pain (Black et al., 

2016b).  

Development of ovarian cysts. There is an increased risk in the development of 

ovarian cysts with use of a hormonal IUD. However, most ovarian cysts are asymptomatic 

and do not cause pain for the patient, nor do the cysts usually require further medical 

treatment. (Black et al., 2016b). 
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Hormonal side effects. Since the hormonal IUD releases small amounts of 

reproductive hormones over time, it may be associated with the development of hormonal 

side effects. These effects are not associated with the use of a copper IUD. Possible hormonal 

side effects of IUD use are similar to what many women may experience during 

menstruation, including the development of acne, altered mood, and increased tiredness. 

(Black et al., 2016b).  

2. 3. Research on IUD (Under)Use 

The body of research identifying barriers to the use of IUDs has identified several 

factors that may impact their uptake amongst women. Studies have considered the role of the 

healthcare practitioner, the patient, and the healthcare system as potential barriers to the 

uptake in IUDs amongst North American women (Rubin & Winrob, 2010). Consisting of data 

from interviews, focus groups, and various forms of survey research, the academic literature 

consistently points to several barriers that impact women’s choice of an IUD as their primary 

form of contraceptive.  

This section of the proposal will examine main themes within the literature on IUD 

(under)use. These themes include a focus on unintended pregnancy as a risk to women, the 

acceptability of possible side effects of contraception, women’s concerns about the IUD 

insertion process and bodily autonomy, and an aversion towards having a medical device 

inserted into the body. I will also demonstrate how many researchers focusing on 

contraception have framed the prevention of unintended pregnancy through IUD use as more 

important than women’s preference for a different form of contraceptive. 

2. 3. 1. Unintended Pregnancy 

Much of the research focusing on the need to increase IUD use starts with 

documenting the rates of ‘unintended’ or ‘unplanned’ pregnancy (e.g. Hall et al., 2016; 

Sundstrom, Baker-Whitcomb & DeMaria, 2015; Sweeney et al., 2015; Okpo, Allerton, & 
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Brechin, 2014). For example, in the introductory paragraph to the most recent national survey 

of contraception uses in Canada conducted by Dunn and colleagues (2009), the researchers 

note that 27% of women in Canada report having an unplanned pregnancy. However, there is 

no further exploration of the issue of unplanned pregnancy until the discussion of the paper, 

where Black et al. describe preventing unplanned pregnancy (and the transmission of STI’s) 

as “key public health priorities” (2009, p. 637) without further exploration of how pregnancy 

is affecting public health. The same emphasis is demonstrated in the CCC guidelines; the first 

summary statement made for doctors in Canada is that “Canadian women spend a significant 

portion of their lives at risk of an unintended pregnancy” (Black et al., 2015, p. 183).  

Despite a focus on unintended pregnancy, none of the aforementioned articles define 

what is meant by unplanned pregnancy, nor do they distinguish between different contexts of 

an unplanned pregnancy, and how these pregnancies may impact different women. For 

example, unplanned pregnancy could refer to teenage girls becoming pregnant in high school 

or college, pregnancy in the context of a married relationship where the couple is not actively 

seeking to have a child, pregnancy as the result of sexual abuse or violence, pregnancy 

resulting from contraceptive failure or pregnancy resulting from not using contraceptives at 

all. This list is non-exhaustive but is meant to demonstrate how the idea of an “unintended 

pregnancy” should not be presented as a single problem. In some circumstances, such as an 

unintended pregnancy between two people who wanted to conceive, but didn’t think they 

were able to, an unintended pregnancy may be seen as something to be celebrated (Higgins, 

2014). Higgins (2014) notes that we should be careful about emphasizing pregnancy 

prevention at the same level of illness prevention, exploring how it is not necessarily a 

dangerous or negative experience for all women. 

By not exploring what it means to have an “unintended pregnancy” from the 

standpoint of those experiencing it, an assumption is being made that unintended pregnancy 
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is a problem in all circumstances, and that it should be addressed in the same way – through 

more effective contraception. When researchers exploring the barriers to the use of IUDs fail 

to explain the problem of ‘unintended pregnancy’ that they are working to address, they are 

failing to justify that this is an important outcome. In order to make the claim that increased 

IUD use will decrease rates of unintended pregnancy, it is important to clarify what is meant 

by unintended pregnancy and whether these pregnancies can be considered unwanted. 

While contraception is intended to prevent pregnancy, Dunn and colleagues (2009) 

note that different forms of contraception may have additional uses, such as preventing the 

transmission of STIs by using condoms. Yet the focus on preventing unintended pregnancy 

remains central in much contraceptive literature. What often goes unconsidered is the 

potential benefits that other forms of contraceptives may offer over IUDs. 

2. 3. 2. Experiences and Perceived Side Effects of IUD Use 

This section of the literature review focuses on experienced and perceived side effects 

of IUD use. In contrast to the previous section on the medical risks associated with IUDs, this 

section highlights research that has investigated how women and health care practitioners 

make sense of clinical risks and side effects of IUDs, along with women’s experiences living 

with these side effects. According to the Canadian contraceptive guidelines, the most 

common side effects are pain during and post insertion, bleeding or spotting post insertion, 

and changes in menstrual cycles. Spotting and cramping are described as normal side effects 

in women that have undergone insertion and can last up to six months after the procedure 

(Amico et al., 2016; Black et al., 2016a), though the experience can be painful, annoying or 

uncomfortable. 

Intended consequences of alternative contraception. Beyond preventing women 

from unwanted pregnancy, birth control can serve several other functions, such as protection 

from sexually transmitted infections (STI’s) and hormonal regulation with oral birth control 
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pills and other forms of hormonal birth control such as the patch or NuvaRing (Black et al., 

2009). Little research on IUD use considers the beneficial side effects that are offered by 

other forms of contraception.  

STI prevention. Intrauterine devices provide no protection against the transmission of 

STIs. Canadian clinical guidelines for contraceptive use emphasize that the best way to 

prevent the transmission of STI’s is condom use (Black et al., 2016a). The most common 

combination of contraceptive methods in Canada is the use of both an oral contraceptive and 

a condom (Black et al., 2009). The use of two forms of contraception is referred to as dual 

protection and is often advocated as a way to prevent STIs while also providing a hormonal 

back-up method for contraception, such as an oral contraceptive (Black et al., 2009). In Black 

et al.’s (2009) survey of contraceptive use in Canada, the authors note that there is a need for 

more effective methods of contraception, such as IUDs, since condoms often fail.  

Despite the fact that condoms would still have to be used in combination with IUDs in 

order to prevent STIs, only two studies examining barriers to IUD uptake make note of how 

an increase in IUD could impact condom use. Kavanaugh et al. (2012) conducted a 

qualitative research study to explore the perspectives of patients and health care workers 

about the use of LARC in adolescent women. Through conducting interviews with staff at 

family planning clinics and focus groups with women who attend those clinics, the 

researchers found that staff were concerned that increased use in LARC would reduce 

condom use, and thus leave young women vulnerable to STIs (Kavanaugh et al., 2012). 

Similar to the findings of Kavanaugh and colleagues, Okpo et al. (2014) conducted a study 

about the perceptions of LARC amongst young women in Scotland by interviewing women 

they randomly recruited in shopping malls and other public spaces. Okpo et al. reported that 

some of their participants expressed concerns that advertising LARC as contraception for 

young women is a problem because of STIs (p. 937), presumably because if women were to 
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use LARC and fail to keep using condoms, the women would have no protection against 

STIs. In both of these research studies it was the participants who raised issues about the 

possibility of increased STI risk transmission if more young women were to use LARC. 

Neither Kavanaugh et al., nor Okpo et al. further explored these concerns. None of the other 

cited researchers investigating the barriers to IUD use explain that IUDs do not reduce the 

need for dual protection to prevent the transmission of STIs.  

Hormonal regulation. In 2013, Sundstrom, Baker-Whitecomb and DeMaria (2015) 

conducted a qualitative interview study with undergraduate students to examine how young 

women in college perceive LARC. The researchers aimed to develop recommendations for a 

public education campaign to improve LARC access on campus. Using grounded theory to 

analyse their interview data, Sundstom et al. (2015) described a sub-theme they entitled 

“Chasing Side Effects”, where they note that “initiation of contraception did not involve 

decisions about birth control or avoiding unintended pregnancy” (p. 1509). The authors 

describe women as seeking the “positive side effects” (p. 1509) associated with oral 

contraceptives. Possible benefits of oral contraceptives include reduction of acne, reduction 

of pain and bleeding during menstruation, and increased consistency of duration and 

frequency of menstruation through regulating reproductive hormones such as estrogen (Black 

et al. 2009; Sundtrom et al., 2015). This finding is contrary to the focus on investigating IUD 

use as a way to avoid unintended pregnancy, as these potential benefits demonstrate how 

choosing a form of contraception is not just a matter of considering effectiveness in avoiding 

pregnancy. 

The beneficial side effects of hormonal contraceptives were discussed in some studies 

focused on investigating contraceptive use overall (e.g. Black et al., 2009), but not by 

research examining IUDs as the more ‘effective’ option of contraception (e.g. Hall et al., 

2016; Sundstrom et al., 2015). The beneficial effects of other forms of contraception appear 
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to be minimized in contrast to the effectiveness of IUDs. This minimizes some of the reasons 

why women may use contraceptives, especially when some side effects associated with the 

use of the IUD – such as increased cramping or bleeding – are similar to those that the oral 

contraceptive can help to prevent (Black et al, 2016b). Even in Sundstom et al.’s (2015) 

research, where women specifically indicated using oral contraceptives because of their 

beneficial side effects, the authors do not discuss how this is a good reason to consider 

contraceptive options other than IUDs and the theme is left unexplored. Instead, the authors 

suggest the beneficial side effects of LARC be discussed in order to help increase their use. 

While pregnancy prevention is the main goal of contraception for many women, the lack of 

attention to the various benefits of different forms of contraception in these research studies 

illustrates the focus on preventing pregnancy rather than an emphasis on why a woman may 

need a contraceptive, or their concerns in using one. In focusing on effectiveness on this 

dimension alone, researchers are not taking into account how women’s choice of 

contraception affects different aspects of their lives. 

Concerns related to insertion. IUDs differ from other forms of reversible birth 

control in that they require insertion into the female uterus by a healthcare practitioner and 

remain in place anywhere from 3 to 10 years, and the IUD cannot be fully inspected nor 

safely removed by the patient. In Canada, the patient must make an appointment with either 

an OBGYN or family practitioner trained in IUD use to have their IUD inserted, checked and 

removed (Black et al., 2016b). IUDs are unique in that they are the only form of birth control 

that requires the long-term introduction of a foreign object into women’s reproductive 

systems.  

Pain. One of the consistently reported barriers to IUD use is fear of pain during 

insertion (Hall et al., 2016; Maguire et al., 2014; Potter et al., 2014). In a double-blind, 

randomized study assessing pain experienced by 200 women during IUD insertion, Maguire 



  

 15 

et al. (2014) found that health care practitioners consistently underestimated the extent of 

their patients’ pain. Women were asked to rate their pain on a 100-point visual scale, and the 

average maximum pain experienced was rated as 63 (SD = 36). Using the same scale, health 

care practitioners estimated the maximum pain women experienced during insertion as 35 

(SD = 36). Maguire et al. (2014) noted that despite many clinical trials, researchers have yet 

to find an intervention that reduces the pain of IUD insertion. Women also express concerns 

about pain associated with the use of an IUD in general. Of women who elected to remove 

their IUDs early, many reported continued cramping and pain post-insertion (Amico et al., 

2016).  

Control of Contraceptive. Women have expressed hesitation about not having control 

over when their IUDs can be used or removed, noting that with other forms of birth control 

they have the power to discontinue use if they decide that the contraceptive doesn’t work for 

them. (Amico, Bennett, Karasz, & Gold, 2016; Okpo et al., 2014; Rubin & Winrob, 2010). 

Women’s concerns about the control of their contraceptive is not unfounded. In a recent 

interview study, researchers met with 16 women in New York City who sought to remove 

their IUDs within nine months of insertion (Amico et al., 2016). All women who participated 

in the study cited pain or other side effects that they associated with the IUD as a main 

contributor to seek early removal. Interviews with women who sought early IUD removal 

found that these women were met with persuasion, resistance and outright refusal by their 

health care practitioners to remove their IUD (Amico et al., 2016). In Hall et al.’s (2016) 

survey study of 1604 female undergraduate students, 42% of respondents indicated that 

wanting to be in control of starting or stopping their contraception is a major barrier to IUD 

use.  

In order to counter the narrative of the IUD placing contraception out of the woman’s 

control, Sundstrom et al. (2015) suggest presenting the IUD to young women as an 
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empowering choice of birth control that will allow them to control their reproductive health 

for longer periods of time (p. 1512). This suggestion may function to increase IUD uptake, 

but does not consider the particular ways in which women actually express their desire for 

control in their daily lives in the context of contraceptive use. It also does not acknowledge 

that, regardless of how it is presented, using an IUD requires the assistance of a health care 

professional.  

Foreign Objects. Some women have reported discomfort or uneasiness about the idea 

of an insertable contraception device. Kavanaugh and colleagues completed a study with both 

practitioners and clients in a New York health clinic and found that the most common 

disadvantage noted by patients was that the IUD was a foreign body (Kavanaugh, Frohwirth, 

Jerman, Popkin & Ethier, 2012). Hall et al. (2016) found that not wanting a foreign body in 

their bodies was the barrier to IUD use most endorsed by undergraduate women (42.7% of N 

= 1892). In qualitative studies, women have described having the IUD inserted into the body 

as “serious”, “invasive”, and “creepy” (Sundstrom et al., 2015, p. 1509); not wanting it “up in 

me” (Rubin & Winrob, 2010); and reminding them of torture (Okpa et al., 2014). 

While many researchers point to more education as easing the discomfort over the 

insertion of a foreign object (Sundstrom et al., 2015; Okpa et al., 2014), Rubin and Winrob 

reflect on their participants responses by noting that “there are few other medical devices or 

medication delivery systems that an otherwise healthy person chooses to have placed inside 

the body” (2010, p. 738). However, along with Sundstrom et al. and Okpa et al., Rubin and 

Winrob nevertheless advocate for increased, effective methods of contraceptive counselling 

on the side of health practitioners in order to combat the discomfort around having a foreign 

object in the body. As with the other barriers to IUD use, researchers tend to advocate for a 

focus on education to convince women that the barriers are not barriers, rather than accepting 

the results of their studies. 
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2. 4. The Uneducated Woman 

The proposition that education will act as a mechanism to increase IUD use is based 

on an assumption that women are misinformed about reproductive health and thus making 

incorrect contraceptive decisions. As discussed in the previous section, public health and 

medical research that examines IUD use appears to approach women’s choices about 

contraceptives as if the only reason to choose a particular form of contraceptive is its 

effectiveness in preventing pregnancy. If the only concern for women was preventing 

pregnancy, a focus on education about this might be a logical intervention. However, 

focusing exclusively on the most effective mechanism to prevent pregnancy does not align 

with findings from research that point to women’s consideration of how a particular form of 

contraception fits into their life. Put simply, there are factors beyond just effectiveness in 

preventing pregnancy that are relevant and legitimate considerations in making a choice 

about contraceptive use.  

Many of the concerns that women have expressed about IUD use are not based on 

myths or misconceptions about IUD use. In fact, when Rubin and Winrob (2010) tried to 

investigate myths about IUDs held by young women attending a reproductive health centre in 

the Bronx, they reported that they found few myths about IUDs and had to modify their 

interview guide to focus on perceptions of IUD use. The researchers began to ask the women 

to explain why they believed the uptake of IUDs was so low in the US population. After 

reporting that the women mentioned all of the aforementioned barriers to using IUD’s as a 

contraceptive method, the authors concluded that the women in the study were not 

knowledgeable about the female reproductive health system - despite not assessing the 

women’s knowledge in any way - and that further education could be used to educate women 

about the benefits of IUD use. These conclusions are not atypical in research investigating the 

hesitancy towards the use of IUDs. 
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One of the only studies that directly assessed reproductive knowledge in relation to 

LARC use was conducted by Hall et al. (2016). After administering a survey to over 1600 

undergraduate women, the researchers conducted multivariate linear regression to determine 

the relationship between various demographic and sexual variables and scores on a LARC-

knowledge survey. Using descriptive statistics, Hall et al. found that women’s perceived 

knowledge about LARC, which was assessed through a Likert scale ranking how much 

women felt they knew about LARC and how they are used, is lower than the women’s actual 

knowledge about LARC. The multivariate analysis suggested that Hall et al’s earlier 

assumption that higher levels of education and resources amongst young women would 

translate into higher levels of utilization did not hold true for the women in their study. 

Paradoxically (and similar to the suggestions made by Rubin and Winrob, 2010), Hall 

et al. (2016) still recommend more education as a potential way to increase the use of IUDs 

amongst women. This is the recommendation made by every other article reviewed here that 

addresses ‘patient barriers’ to IUD use (e.g. Higgins, Ryder, Skarda, Koepsel & Bennet, 

2015; Okpo et al., 2015; Sweeney et al., 2015; Sundstrom et al., 2014; Kavanaugh et al., 

2013; Black et al., 2009) as well as those exploring trends in IUD use, which call for 

increased education on the part of the medical professionals and patients about the ‘real’ risks 

and side effects of IUD use, as they are described in medical guidelines (e.g. Sweeney et al., 

2015; Black et al., 2009; Dunn et al., 2009; Stubbs & Schamp, 2008). As previously 

discussed, all of these studies found reasons as to why women may not want to use an IUD as 

their primary form of contraception unrelated to myths or misconceptions about IUD use. In 

the context of this literature, the proposition of education and clinical persuasion as a way to 

encourage IUD use amongst women is incompatible with research findings.  
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2. 4. 1. Preference and Critical Literature on LARC 

One of the considerations that is underexplored in research on IUD use is women’s 

preferences for a particular form of contraception. While researchers have discussed the 

potential benefits of other forms of birth control as a reason for why women may choose that 

method - such as Sundstrom et al.’s (2015) finding that women were ‘chasing’ beneficial side 

effects with the oral contraceptive pill - the focus always turns back to effectiveness of the 

IUD in preventing pregnancy and the need for education to increase IUD uptake. Hall et al. 

(2016) explored women’s perceived barriers to IUD use through their survey of 

undergraduate women and the responses most commonly endorsed as barriers were 

consistent with barriers identified in the previously discussed qualitative studies. Unlike 

previous studies, Hall et al. acknowledged that many of the most common barriers 

respondents endorsed were related to women’s preferences (such as not wanting an object in 

the body and wanting to control starting and stopping the contraception) and is the only study 

that references calls for patient-centred decision making, where the preference of the patient 

is considered as the foremost consideration in choosing a form of contraceptive, rather than 

effectiveness alone (including Dehlendorf, Bellanda & Policar, 2015; Higgins, 2014; 

Manchikanti Gomez, Fuentes & Allina, 2014). Similarly, Dunn et al. (2009) who investigated 

regional trends in IUD insertion rates in Ontario made a brief note in their discussion that 

“patient preference… could also be a factor in IUD use” (p. 472) but failed to provide further 

elaboration of this line of reasoning. 

There have been some recent commentaries calling for restraint in pushing for the use 

of LARC over other methods, particularly based on the importance of women’s preference 

for contraception (Dehlendorf, Bellanda & Policar, 2015; Higgins, 2014; Manchikanti 

Gomez, Fuentes & Allina, 2014).  Manchikanti Gomez, Fuentes and Allina (2014) have 

expressed concerns that the current emphasis on LARC acts to promote a particular 
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technology over the preferences of women, noting that “even with perfect knowledge and no 

barriers to access, many women will still not choose LARC methods,” and that the priority 

should be on supporting the reproductive goals of women (p. 172). Likewise, Higgins (2014) 

has criticized the potential negative impacts of moving to LARC-first contraceptive model 

from an options-based model, arguing that focusing on LARCs alone may ignore other 

factors important to women in reaching their reproductive goals. Finally, Dehlendorf, 

Bellanda and Policar (2015) insist that there is a need to be ‘preference-sensitive’ when 

discussing issues of an intimate nature – such as contraception – given its relationship to 

sensitive topics like pregnancy, relationships, sex and fertility. All of these commentaries 

have suggested a need for more women and preference-centred approaches to contraceptive 

research and contraceptive counselling. 

There is a need for more empirical research considering how women come to make 

choices about contraception, and IUDs specifically, without presupposing the prioritization of 

effectiveness in preventing pregnancy over other factors. To develop further understanding of 

why not all women use IUDs, I argue that research should explore how women come to make 

choices about their contraception and how these choices tie into other aspects of women’s 

lives. This qualitative interview study looked to answer the following two research questions: 

(1) How do women in Ontario come to make choices about their preferred form of 

contraception, and (2) What factors, beyond effectiveness, do women describe impacting 

their contraceptive decision-making process?  

Chapter 3: Methods 

3. 1. Participants 

This study is based on interviews with 20 adult women from Ontario, Canada 

conducted in early 2020. My main avenues of recruitment were to be social media and print 

flyers (Appendix A and B, respectively), which were to be posted in public spaces in Guelph 
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and the surrounding area; however, these flyers were posted in early March 2020, only a few 

days before the province of Ontario called a state of emergency due to the COVID-19 

pandemic, severely limiting access to public spaces. Thus, the majority of recruitment took 

place online. Online recruitment images were placed on several social media sites, including 

Facebook, Twitter, Instagram and Kijiji. My network helped to share these social media 

posters, which invited potential participants to participate in a qualitative interview study. 

Participants were asked to register their interest in participating in the study through 

contacting me through email, a phone call, or through completing an online screening 

questionnaire. Participants who contacted me through email were asked to complete the 

screening questionnaire via an email exchange to determine study eligibility. The screening 

questionnaire is provided in Appendix C.  

I sought to conduct interviews with English-speaking women of reproductive age 

(between 16 and 55) and with female reproductive organs, who were using or had used 

contraceptives, and lived in Ontario. The use of a screening questionnaire provided me with 

the opportunity to ensure that potential participants met the inclusion criteria of the study. It 

also provided the opportunity for me to conduct purposive sampling, where I sought to 

achieve diversity in experiences by inviting women from different age groups, racial/ethnic 

backgrounds, and who had used/considered different forms of contraception in my sample.  

A total of seventy-one potential participants completed the screening questionnaire. 

After removing those who did not meet the inclusion criteria, I had a pool of sixty potential 

participants to draw from for this study. I oversampled women who had used an IUD as a 

form of contraception to ensure I could develop an understanding of their experiences. 

However, by recruiting only women who have used an IUD, I would not have been able to 

take into consideration why women do not want to use an IUD, and how their reproductive 

decision making and priorities may differ from IUD-using women. Thus, I still interviewed 
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women who had considered using an IUD and chosen not to, and those who had never 

considered an IUD as a potential form of contraception.  The majority of women in my study 

were aged 20-29 (though 5 were aged 30-52), white, and heterosexual (though 6 identified as 

bisexual, and a further 2 identified as queer). Participant demographics are presented in Table 

2.  

3. 2. Procedure 

Participants invited to participate in the study were contacted to schedule a date and 

time for the interview and provided with an information letter and consent form further 

detailing the study. Nineteen interviews were conducted over the phone, and one was 

conducted in person. I collected written or oral consent before proceeding with the interview. 

I walked participants through the format of the interview and assured them they could ask 

questions at any time. All interviews were recorded with a digital audio recorder. I was 

guided by an interview guide (Appendix D), and interviews lasted between 29 and 96 

minutes. After the completion of the interview, participants completed a demographics 

questionnaire (Appendix E). Participants were also given the opportunity to choose their own 

pseudonym to be used in this project. Participants were provided with a $10 Amazon.ca gift 

card in appreciation of their time. Interviews were transcribed verbatim, verified, and 

anonymized. Names were replaced by pseudonyms and identifying information was 

removed. This study was approved by the University of Guelph Research Ethics Board (REB 

# 20-01-001).  

3. 3. Analysis 

 I conducted and report on a pattern-based qualitative analysis that sought to identify 

common themes in participants talk and experiences that I have identified as important to the 

contraceptive decision-making process. The first stages of my analysis involved 

familiarization with my data. This involved the reading and re-reading of the transcripts for 
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each interview. I developed a summary for each interview that included key points, questions 

that the interview raised for analysis, and connections to academic articles and other 

participants interviews. 

I then created independent contraceptive timelines for each of the 20 participants. 

These timelines started at each women’s description of her first experience with using a 

contraceptive, highlighted her reasons for starting contraception, her experiences with the 

contraception, and how long she used that form of contraceptive. This continued for each 

subsequent contraceptive the woman described using for any period of time, including times 

where she described being sexually abstinent, not using any contraceptive, actively seeking 

pregnancy, or other periods of note. I kept a record of any side effects the woman described 

as part of her experience with that particular contraceptive. Women’s first sexual encounters, 

the start and end of relationships, and notable events such as starting school and moving 

countries were recorded on the contraceptive timelines. I made note of priorities that women 

described in their interviews, such as avoiding hormones or ensuring effectiveness of the 

contraceptive and included these on the contraceptive timelines. The purpose of the 

development of these timelines was to understand how women move through the 

contraceptive decision-making process. This allowed me to identify patterns across women’s 

contraceptive experiences that I explore in the analysis of this paper. Thus, this analysis takes 

both a nomothetic and ideographic approach to research (Lamiell, 1998). One of these 

contraceptive timelines is described in a case study of the participant that changed their 

contraceptive method the most frequently.  

 In addition to the contraceptive timelines, I used NVivo 12 to code the interview 

transcripts. This allowed me to organize the data and collect patterns that I had identified in 

the contraceptive timelines, as well as use the coding in the development of the timelines 

themselves. This focus on coding areas of particular interest to the researcher is sometimes 
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referred to as selective coding (Braun & Clarke, 2013). However, I also engaged in a more 

complete coding process that involved systematically reading and coding each transcript to 

identify “anything and everything of interest or relevance” (Braun & Clarke, 2013, p. 206) to 

women’s experiences with IUDs and contraceptive decision making. In this coding process I 

wanted to ensure that I was capturing women’s talk and experiences relevant to the research 

questions that could not be captured in the contraceptive timelines. Finally, I used the 

contraceptive timelines, selectively coded files and complete coded files in the development 

of the analysis presented below. It is important to note that analysis was an iterative process 

that required me to move between reading, development of the contraceptive maps, writing 

and coding as I worked to develop this analysis. 

Chapter 4: Analysis 

In order to examine how and why women choose (not) to use an IUD, women’s 

decisions need to be explored in the context of their reproductive histories. The first part of 

this analysis will focus on the initiation of these women’s reproductive experiences with 

contraception: what was the first form of contraception these women used, and what factors 

led to this decision? This will provide context for the second part of the analysis, which 

examines why women in this study (didn’t) change their form of contraception, with a 

particular focus on initiation and discontinuation of the IUD. Finally, in the third part of this 

analysis, I examine one women’s contraceptive decisions in a case study. 

4. 1. Contraceptive Initiation and the Birth Control Pill 

The first part of this analysis focuses on women’s first experiences considering, 

accessing and initiating contraception. This first contraceptive proved to be instrumental in 

women’s contraceptive decision-making experiences, as they made decisions as to what 

contraceptives (if any) to pursue next based on their experiences with their first 

contraceptive, and the reasons for initiating or discontinuing this contraceptive. In this 
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section, I explore how women frame the oral contraceptive pill (OCP) as the default form of 

contraception, and how this impacts their contraceptive decision making. I also examine the 

reasons why women reported initiating contraception, which include starting the OCP as a 

form of developmental marker or indicator of fitting in with other women in their peer group; 

the use of the OCP to manage acne and menstruation; and the initiation of the OCP in 

anticipation of regular sexual activity, often tied to the development of a more serious 

relationship requiring more than condoms.  

4. 1. 1. The OCP as the Default Form of Contraception 

With the exception of one woman who had only ever used condoms – and when 

necessary, the emergency contraceptive pill – all women in this study used hormonal birth 

control and started with the oral contraceptive pill (OCP). The OCP appears to have become 

so tied to the notion of contraception that when women referred to “birth control” in this 

study, it seemed to be taken as synonymous with this specific form of contraceptive. Use of 

the oral contraceptive pill was so widespread that reference to taking “the pill” sufficed to 

indicate that women are talking about the birth control pill, specifically, and not any other 

form of medication that is taken in the form of a pill.  The reasons for choosing to start using 

contraception in general tended to vary across women and their specific goals, but when it 

came to using the oral contraceptive pill, it was presented by women in this study as the 

default option of contraception. This section of the analysis focuses on how this “default” 

nature of the OCP seems to impact women’s contraceptive decision making. 

Kassandra’s experience provides an example of how the OCP is presented as the 

default form of contraception amongst many of the women. Kassandra (27) was born with a 

medical condition that made it impossible for her to have intercourse until the age of 26, 

when she underwent surgery that allowed her to have penetrative sex. When Kassandra was 
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17, she had considered using the oral contraceptive pill for her heavy periods, but was told 

that she should be cautious with hormonal birth control:  

EXCERPT 1A:  

Interviewer: So, when, I guess, when did you have that conversation about not being 

able to use hormonal birth control?  

Kassandra: So that was when I was 17. And I wasn’t so much not, as it’s a thing that 

should be potentially avoided and if I was going to start, I should have a conversation 

with a healthcare provider about it, about taking the one that was best for me and 

wouldn’t – or would, reduce the chances of developing breast cancer. So, when I was 

17… So, I did have very heavy periods, but I didn’t consider it because the risks 

outweighed the benefits in my case. But there’s a lot more risks, both socially and 

medically, with getting pregnant, so that’s really where that tipping point is for me at 

least.  

 

For Kassandra, the risk of breast cancer was enough to avoid using the OCP to 

mitigate her heavy periods. However, after her surgery, Kassandra described her 

consideration of contraception now that the “risk” of pregnancy has become a reality: 

EXCERPT 1B: 

Kassandra: Yeah after the surgery I mentioned, I had become sexually active in a way 

that could lead to pregnancy, so I went to my doctor to have a conversation about it, 

brought up my medical history with the risk of breast cancer, and had a really long 

conversation about my family history, all of the risks and benefits of the different 

types, and at the end of that going with the pill at first. Because I was waiting for a 

referral to get the IUD, but I went for the birth control pill at first. 

Interviewer: So, those were – were those the top ones you were considering using at 

that time?  

Kassandra: Um, I feel like - probably the one I was considering in my mind was the 

pill. Like the pill, cause that’s the one everyone kind of knows and thinks about, but a 

friend of mine had recently gotten an IUD and really liked it, and I’m also really bad 

at medication compliance. So, I felt like that would be a good choice as well, but kind 

of – they kind of seemed scary, so. It wasn’t the one that popped into my head first, it 

was definitely the pill. 

 

Despite knowing that the use of the birth control pill could increase her risk of breast cancer, 

Kassandra presented going on the OCP as the one that “popped into her head first”, equating 

contraception with the OCP. The risk associated with the OCP seems to be contrasted with 

its’ normality as the “one everyone kind of knows and things about”. It seems that from 

Kassandra’s account, the OCP is the form of contraception that everyone would go on unless 

they have a reason not to. Interestingly, her reasoning for not remaining on the OCP and 
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using the IUD instead is not because of the increased risk of breast cancer, but because she’s 

“really bad at medication compliance,” framing herself and her actions as the problem with 

the OCP, despite having a rationale to avoid it altogether for her health. This is consistent 

with how much of the literature on IUD promotion frames “user error” as the only problem 

with some contraceptives, rather than considering potential issues with the contraceptive 

technology itself. 

The OCP appears to be considered the default not only by women considering 

contraception, but by their families and healthcare providers. In the following excerpt, 

Mikayla (20) recounts her experience considering contraceptives with her doctor. 

EXCERPT 2 

Interviewer: Do you remember anything about what those conversations were like? 

Mikayla: Umm I never- I honestly don’t think that I really even considered any other 

options other than umm than oral contraceptives. I think that was just kinda like 

assumed that that was going to be what I would do.  

 

For Mikayla and her healthcare provider, other contraceptive options weren’t even a 

consideration. Despite the variety of options available, it was just “kinda assumed” that an 

OCP was the route she was going to take. Mikaela’s description provides one example of how 

standardized the use of the OCP is amongst woman and doctors. Starting contraception 

means starting the birth control pill unless someone specifies otherwise. Mikayla suggests 

that her healthcare provider also assumed that she was going to start on the OCP. Maeve’s 

(27) healthcare provider seemed to make a similar assumption – birth control means the OCP. 

EXCERPT 3 

Maeve: I like I – I – I don’t know. I didn’t give a lot of thought into it. I went to the 

doctor for a sprained ankle and I was like “Oh where would I- who would I talk to? 

Like I uh like was interested in birth control,” and the just gave me some free sample 

(of the OCP).  And yeah. It was a very – there was not a lot of discussion or thought 

or yeah.  

 

In Maeve’s interaction with her healthcare provider, there was no discussion of what 

form of birth control she may want to use, nor did her provider talk to her about why she 

might be using contraception. Instead, the assumption appeared to be that as a woman of a 
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certain age, Maeve would be starting to take the OCP. Maeve’s account suggests that she 

wasn’t actively looking to start birth control – she was interested in discussing contraceptive 

options with a healthcare provider and was given a free sample of an OCP. Maeve’s 

experience illustrates the ease of access to the oral birth control pill; however, the default 

nature of the OCP can pose a problem if other contraceptives that may be a better fit for 

women’s contraceptive goals are not considered. 

4. 1. 2. Birth Control Pill as a Developmental Marker 

For some women, the use of birth control was not borne from a desire to manage their 

periods or control their acne, nor were they using contraception as a way to prevent 

pregnancy. Instead, woman sought the OCP as a form of developmental marker: when you 

reach a certain age, as a woman, you start birth control. In excerpt 4, Rosie (27) describes her 

first time considering using the OCP. 

EXCERPT 4 

Rosie: I remember being like, I thought it was – I thought it was kind of like uh 

normal thing, like I thought it was like when you get to a certain age, um, and like you 

have your period that you just had to go on to birth control pills. So like the 

conversations were kind of like, am I doing this – am I gonna be doing this thing that 

now all my friends are kind of doing, um, mom? And then she was like “uh well, no.” 

Um, yeah. So it was kind of like, the conversation was kind of like “Hey everyone 

else is doing this. Is this something I’m kind of supposed to be doing when I get to 

this certain age?” Yeah. 

 

Rosie’s account provides us with an example of a consistent pattern in these 

interviews, where the birth control pill has become normative. Rosie describes coming to see 

using the OCP as something that you should do – “you just had to go on birth control pills” – 

rather than something that you can do as a woman for specific reasons We also see the 

influence of Rosie’s peer group on her perception of the normality of using the birth control 

pill. Rosie describes using the OCP as “normal”, as something “all my friends are kind of 

doing”, or “what everyone else is doing”. Despite not being sexually active, nor wanting to 

use the OCP for menstrual regulation, Rosie appears to see the use of contraception as a sign 
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that she is at the same level of development as her peers. We see a similar sentiment in 

Joanna’s (24) description of her decision to use the OCP in high school: 

EXCERPT 5 

Joanna: I was probably in grade 11 or 12 and I remember – I was not at all sexually 

active or anything but at that – but then I was like, oh everybody else is on birth 

control so I want to go on it too. And I told my doctor it was – I was concerned about 

acne.  

Interviewer: Were you concerned about acne?  

Joanna: No. No I wasn’t. I just was like, a very immature woman who thought that 

going on birth control would mean that I was – I had – that I wasn’t a kid anymore, 

honestly.  

 

Like Rosie, Joanna was in high school, and despite not being sexually active, she saw 

“everyone else” as using birth control. Unlike Rosie, Joanna didn’t just consider using the 

OCP because others were doing it – she started the birth control pill as a way to feel that she 

“wasn’t a kid anymore”. Rather than discussing the reason why she wanted to use the OCP 

with her doctor, Joanna told her doctor she was concerned about acne. This suggests that acne 

can be used as a self-evident reason for going on the pill that requires no further justification 

that Joanna was able to use in order to rationalize her request for birth control. The regulation 

of acne is one recognized reason for which women are prescribed the birth control pill and 

was a common rationale other woman gave in this project for first starting on the OCP.  

4. 1. 3. Managing Acne and Menstruation 

Many of the participants started using the OCP not as a form of contraceptive, but as a 

way to manage heavy or painful menstruation, or to help ‘control’ their skin. While some 

then transitioned to using the OCP as a form of birth control when they became sexually 

active, the management of acne and menstruation was instrumental in their contraceptive 

experience. The desire to control menstruation or hormonal acne narrows down the potential 

options for women seeking contraception to the OCP. Sanjeet (30) describes her reasons for 

choosing the OCP below: 

EXCERPT 6:  
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Sanjeet: So the primary reason I was getting it was because I had really debilitating 

cramps and would experience really difficult periods and really unpredictable periods, 

so the main reason I went on it in the first place was for that more than anything else. 

And so, because of that was like, through consultation with my doctor we went on 

hormonal birth control because that appeared to be the one that could address my, my 

particular needs. 

 

 For Sanjeet, the main goal in seeking the OCP was managing her periods “more than 

anything else”. Similar to other women in the study, Sanjeet presented contraceptive uses of 

the OCP as less important to the secondary uses they could provide. The OCP is also unique 

amongst most other forms of contraceptives precisely because it provides additional benefits 

in period regulation and acne management.  

The use of the OCP for period regulation can shape the way that women relate to it as 

part of daily life. For some women, the contraceptive benefits of the OCP manifested 

themselves as a bonus – since they were already on the OCP, it made initiating sexual 

intercourse easier and requiring less preparation. For other women, the use of the OCP 

became so tied to period regulation that they no longer saw its use as having contraceptive 

benefits. This is illustrated in the case of Blaire (23), who ended up seeking the IUD as a 

secondary form of contraception, despite using the OCP: 

EXCERPT 7: 

Blaire: So, like I had a lot of anxiety about getting pregnant. So, I have anxiety and I 

wasn’t getting my period. We were using condoms but like I'm like there’s just a user 

error associated with the pill and condoms that I didn’t want to have to deal with 

anymore…Um, so I wanted to stay on the pill and have the copper IUD just as an 

insurance. I got no human error associated with it, so I’m more comfortable having 

that as like a solid form of birth control because I've never really thought about my 

pill as birth control, because I've kind of always been on it for other reasons. As you 

might remember, like I started for really heavy periods, so I just don't think about it as 

like this is for contraception. It’s just something else I take.  

 

Blaire initiated the OCP at the age of 15 to help regulate her periods. After starting on 

her initial OCP formula, she started experiencing migraines and a sharp decline in her mental 

health, which her and her doctor later attributed to the estrogen in the OCP. Yet Blaire chose 

to remain on an OCP to ensure her periods did not return to their previous state. Blaire later 
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switched to a different formula – a low-dose contraceptive – that she describes in the excerpt 

above. At the time point that Blaire is describing in excerpt 7, she had already been on an 

OCP for over 5 years. We can then see how the use of the OCP to manage her menstruation 

has shifted Blaire’s conception of its use. Blaire has “never really thought about [her] pill as 

birth control”. While Blaire’s decision to use the OCP along with an IUD was unique in this 

study, her description of the experience provides an illustration of how the reasoning for 

initiating a form of contraception can shape how women come to make sense of their 

contraceptive use. 

These women’s experiences illustrate why it is important to consider the reason for 

initiating contraceptives in the context of women’s reproductive decision making. For women 

who are looking to regulate menstruation and acne, the meaning and purpose of birth control 

can shift over time. Rather than seeing the OCP exclusively or primarily as a contraceptive, it 

becomes a regulatory tool for their periods. If researchers and public health officials assume 

that women are focusing on contraceptive uses first, this can erroneously lead to the question 

of why women are using the OCP if they – like Blaire – have “a lot of anxiety about getting 

pregnant”. While Blaire did choose to seek a LARC to mitigate this anxiety, other women 

may not want to use a secondary form of contraception for legitimate reasons. Suggesting 

that these women change their OCP to a LARC would be based on a misunderstanding of 

their relationship to the OCP. Public health officials and physicians may not consider these 

women as making the best “rational” decision based on biomedical markers such as 

contraceptive effectiveness. However, these women are prioritizing other reasons for using 

contraception over effectiveness and have come to relate to their OCP in a different way.  

4. 1. 4. Initiation of Regular Sexual Activity 

For all women in the study who used hormonal contraception for the purposes of 

pregnancy prevention, the OCP was the starting point for hormonal birth control. Some 
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women talked about starting the OCP in anticipation of the initiation of sexual activity, such 

as Riley (25) “I was 14. Um, yeah, it was like right after I got together with my boyfriend at 

the time and I thought I should probably be on contraception in case we wanted to have sex.” 

For other women, condoms were used as the only form of contraception until they got into a 

more serious relationship and anticipated having sex regularly:  

EXCERPT 8: 

Interviewer: Thinking back, can you tell me about the first time you considered using 

contraception?  

Sara: Um, it was about a year ago. Um, was when I started, um, like seeing my 

partner that I’m with right now. And…um, yeah we – like, at the beginning of the 

relationship we were obviously using condoms and then as things got more serious 

and we decided that this is like, a long-term thing, um… that’s when I started thinking 

about using contraception.  

 

 Sara’s (24) description of considering starting the OCP highlights the importance of 

anticipating or responding to regular sexual intercourse as a key marker in contraceptive 

decision marking. For those women who did not already start the OCP to manage their 

periods or acne, the development of a sexual relationship acted as a catalyst for starting 

contraception. For women in the study, condoms signified casual encounters that didn’t 

require “a long-term thing”, whereas the use of an OCP was associated with the anticipation 

of continued sexual activity (a stable relationship). These first relationships always coincided 

with the OCP and not another form of long-term contraception. As will be explored in Part 2 

of this analysis, LARC initiation is also associated with relationship development. Downey et 

al. (2017) refer to the link between changes in contraceptive device and changes in personal 

relationships as the “relational” aspect of contraceptive choices. The relational aspect of 

contraceptive decision-making highlights the contextual nature of starting and stopping 

contraceptives as women move through different sexual relationships and renegotiate their 

comfort and priorities in each one.  

 An important consideration for women in choosing the OCP in response to anticipated 

continued sexual activity was the ease of starting this form of contraception compared to 
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others. This relates directly to the development of the OCP as the normative, default form of 

contraception used for women. The normative cultural narratives relating to the OCP, the 

availability of free OCPs at doctors and universities, and the ease of initiation in comparison 

to a LARC make it a ‘natural’ first step for women. As Rania (23) puts it, “taking birth 

control just seems like that's-that's just what you're supposed to do once you start having 

sex”. Even in cases where other contraceptives are considered, the natural initiation of the 

OCP in response to the anticipation of sexual activity was widespread:  

EXCERPT 9:  

Laila: Yeah I think I would like just I went with my mom and we just like went to this 

random walk in clinic and I think I told them that I was like thinking about having sex 

and that I was looking for contraception. And then he recommended, like the doctor 

recommend the pill. And I don't remember if he asked me any specific questions he 

probably just asked… I don't remember what he asked me. But yeah he gave me a 

couple of, I think he gave me a couple of packs of the pill for free that they had. And 

so I started taking them.  

Interviewer: Do you remember if he mentioned any other kinds of contraception?  

Laila: I think he did and I think also a lot of my friends were on the pill, that was the 

most common one that I knew about. And it seemed like the easiest option to start 

right away that he could just give me in that moment, so I was like “Yeah, I'll do 

that.”  

 

Laila’s (25) description of initiating the birth control pill captures the main themes 

explored in the earlier part of the analysis on the initiation of women’s contraceptive 

timelines. First, we see how Laila presents the pill as being the first form of contraception 

offered to her, and the “most common one [she knew] about”. This demonstrates the 

normality of the OCP as the default form of contraception. Second, Laila refers to her friends’ 

use of the OCP in relation to her choice to use it, highlighting that the pill seems to be a 

developmental milestone in her peer group. Third, while Laila did not initiate the pill earlier, 

she had previously talked to the doctor and her mother about starting the OCP to manage her 

acne. Finally, Laila describes starting the OCP in anticipation of engaging in sexual activity 

and highlights the ease of beginning the pill, noting the “packs of pills for free” and that the 

OCP is the “easiest option to start right away”.  
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Part one of this analysis has demonstrated how and why women in this study came to 

initiate the OCP as their initial form of contraception. The normative nature of the OCP, along 

with the beneficial side effects it offers seem to play a large part in why most women started 

using the OCP as part of their contraceptive timelines. Through this analysis we can see how 

the choice of the OCP was not necessarily based on a consideration of effectiveness in 

preventing pregnancy, nor necessarily the best fit for lifestyle. Instead, women’s choices of 

contraceptive were affected by the representation of the OCP as a default contraceptive, along 

with the particular personal factors: fitting in with peers, the ability of the OCP to aid in 

managing their periods, or preparing for intercourse, that were specific to their situation. 

Thus, women’s choices represent the intersection of social norms and their personal 

experiences. 

4. 2. Exploring Alternatives: Contraceptive Decision Making and IUDs 

The second part of this analysis will focus on the factors leading to a change in 

contraceptive after initiating the OCP, with a particular focus on decision-making regarding 

IUD use. Previous research has demonstrated the iterative and reflective nature of 

contraceptive decision making (Downey et al., 2017; Manchikani Gomez et al., 2020). As 

circumstances change, women have increased knowledge drawn from a multitude of 

experiences that help inform their decisions about contraception. This section of the analysis 

will examine how women’s contraceptive choices are influenced by their experiences with 

contraception and their changing goals as they consider new forms of contraception.  

4. 2. 1. Navigating Side Effects 

The most common reason that led to women to changing their contraceptive was 

undesirable side effects of particular contraceptives. The experience of side effects was not 

framed as abnormal; instead, some women talked about side effects as a result of 

contraception as inevitable. Riley (25), for example, was surprised when she didn’t 
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experience side effects with the first OCP she was on “The very first time that we tried with 

Tri-Cyclen Lo and it was a good fit. Uh, yeah. Like I-- Basically, most of the like, side effects 

that I was expecting to have didn't happen. So that was a good fit pretty much right away.” 

Riley described expecting weight gain, acne and some moodiness and while she later 

reflected that each of those had happened to some degree, overall she found her first 

experience on the OCP to be successful. Other women similarly talked about experiencing 

these mild side effects like moodiness, acne and weight gain. 

 However, it was when the side effects of a particular contraceptive started interfering 

with their day-to-day life that women started seeking alternatives. In the below excerpt, Sage 

(25) describes her experience after starting the OCP in high school:  

 

 EXCERPT 10 

Sage: Using the pill was one of the worst experiences of my entire life. I got 

extremely depressed. I was temporarily suicidal for like a week or two. I did not - It 

took me a little while to realize what was going on. 'Cause it was - oh god, my senior 

year of high school I was like applying to undergrad programs. It was really stressful 

time. So I just thought that I was stressed out. But there was a night where I like was 

having a perfectly normal day and I could not stop sobbing for three hours. And I just 

like, was having a regular conversation with my dad but I could not stop crying, even 

though like the content of our talk was like, not sad or emotional in any way. So I was 

like, kind of losing it and I finally realized that like, gee, this started when I started 

taking the pill, I must be having a reaction. I stopped taking it, this was like a month, 

maybe six weeks after I was first given it, and I very quickly returned to my normal 

personality. 

 

More than one woman described struggling with suicidal ideation after starting the 

OCP. For those women not experiencing suicidal ideation, strong emotional side effects were 

the most common reason women stopped using the OCP. Women described finding it 

difficult to get out of bed, having severe mood swings, developing depression and anxiety, 

finding it difficult to get along with friends, having to take a semester off of school or take 

time off of work, and having relationship problems. All of these problems had a significant 

impact on how these women conducted their day to day lives and made the potential benefits 

of the OCP not worth the consequences. Some women, such as Sage, chose to stop using the 
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OCP altogether, while other woman chose to try a different brand or formula. However, all 

women described reflecting back on their experiences with the OCP and the side effects they 

experienced when making a decision as to which contraceptive they should consider in the 

future. This highlights the importance of reflecting back on previous contraceptive 

experiences to women’s contraceptive decision making. 

The navigation of side effects also played a large role in women’s discontinuation of 

other forms of contraception, including the IUD.  Of the 20 women interviewed, 11 had used 

an IUD; 6 of these women ended up having their IUDs removed (see table 1). For some 

women, the side effects of the IUD were not worth the benefits they had anticipated. The 

tipping point, as described by Joanna (24) appeared to be when the side effects started 

affecting how women functioned in their day-to-day lives. 

EXCERPT 11 

Joanna: I was less likely to do physical activity, ‘cause it hurt. I didn’t feel like 

moving as much, it was distracting. It’s – there’s enough things to think about in the 

world, and especially when you’re trying to do school, then to have to think about 

your, like the inside of you and how it’s affecting you know, like your sex life , how 

it’s affecting going to the bathroom, right, because it felt like it made my tummy hurt. 

It made me feel like I had to pee much more often. So it just was… you know, 

something else to worry about and think about when I felt like I had enough on my 

hands already.  

Interviewer: And you mentioned that it impacted your sexual activity?  

Joanna: Yeah, cause it hurt.  

Interviewer: It hurt to have sex?  

Joanna: I didn’t want to – it hurt, I didn’t wanna do it. 

 

Joanna used the copper IUD for two years before she had it removed. She noted that 

she likely would not have known that her experience with the IUD wasn’t normal if she 

hadn’t discussed how she was feeling with other friends who had used an IUD. The 

importance of comparing experiences with peers came up often throughout the interviews 

and helped women to calibrate their experiences in relation to others. For Joanna, these 

conversations allowed her to realize how much the IUD was affecting her daily experiences. 

This is emphasized by Joanna as she references how “there’s enough things to think about” 
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and how she felt like she “had enough on her hands” with school. The IUD also impacted 

Joanna’s sexual activity – not only did she find herself avoiding sex because of the pain 

caused by the IUD, but she reported that her vagina developed a copper smell that also 

impacted her sexual activity. Riley (25) also found that the IUD prevented her from engaging 

in sexual activity and found that the side effects became too much when she realized she was 

avoiding intercourse – the reason she had chosen to use an IUD in the first place.  

4. 2. 2. Relationship Development: Shift from Long-Term to Serious 

In part one, I explored how for some women, the use of an OCP was associated with 

the anticipation or initiation of a serious sexual relationship. In many cases, women later 

returned to this “relational” (Downey et al., 2017) aspect of contraceptive decision making. 

Amy (25) for example, initiated the OCP in response to the development of a serious 

relationship with her boyfriend, and his sexual performance issues, which he associated with 

condom use. As that relationship ended and it became more obvious that her partner’s 

performance was not related to condom use, Amy decided she no longer needed to be on the 

pill, which she hoped would help with the mild side effects she experienced. When Amy 

entered another long-term relationship, she decided that she would rather continue using 

condoms than re-initiate the OCP. Similarly, Rosie (27) started on the OCP when she started 

regularly having sex in university and remained on it for several years. In the following 

excerpt, Rosie describes her reasoning for going off the OCP: 

EXCERPT 12 

Rosie: I felt like I wanted to see and get back to like whatever my natural or regular 

self, like looked like before I started taking the pill. Because it had been so long, I 

like, I want to kind of like, I want to stop because I want to have my body back a little 

bit. 

Interviewer: Kind of like a reset on your menstruation I guess? 

Rosie: Yeah, I know yeah. Cause like I, you wait for your period and mine was like, I 

just remember it looking different when I was on the pill than while I was taking it. 

So I wanted to get back to that and like it was just it’s annoying to take it every single 

day and I had, you know you do fuck up once in a while so I was just like. Am I even 

really using this properly? Or is this most effective for me? And then at that point in 
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time I was in a situation where I wasn’t even having sex regularly, so I was like okay I 

didn’t really need this in my life, as much as I did maybe two or three years ago right? 

 

Rosie’s description of deciding to stop using the OCP illustrates how multiple factors 

can contribute to changing a women’s preferred form of contraceptive. Rosie had been on the 

OCP for five years, and her reasoning for being on a contraceptive had changed. First, Rosie 

noted that her periods felt different while taking the OCP, and she wanted to “get back” to her 

natural self. She also experienced sadness during her menstrual cycle that she hadn’t 

experienced before taking the OCP, and this probably contributed to her notion of “getting 

her body back”. Rosie also notes the inconvenience of having to take the pill on a daily basis 

and her worry that she wasn’t taking the OCP correctly. In asking if the OCP is the “most 

effective for me”, Rosie is referring to the idea that there are different contraceptives that 

work for different women based on where they are and what they are trying to achieve. 

Finally, Rosie notes that her relationships have changed; since Rosie is no longer having sex 

regularly, there is no need for her to continue on a long-term form of contraceptive. These 

factors illustrate that what may have been the best contraceptive for Rosie when she started, 

the OCP, changed as she left university and was no longer engaging in regular intercourse. 

The difference in her relationships and the seriousness of those engagements was impactful in 

her decision to stop using the OCP.  

 Just as the OCP was often associated with the beginning of a relationship, for many 

women the initiation of the IUD denoted the seriousness of a relationship. For many women, 

IUDs fulfilled the functions that facilitated being part of a long-term serious relationship by 

allowing for regular, unplanned sexual intercourse without the need for intervention or 

regular contraceptive taking. Blaire (23) described how many of her friends seemed to switch 

to the IUD from the OCP and condoms around the same time: 

EXCERPT 13 

Interviewer: And what do you think it is about like long term relation- ‘cause you 

mentioned they were all in long term relationships and then they got an IUD? 
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Blaire: Yeah, I think what it is, like condoms protect against both pregnancy and STIs, 

but if someone is with someone long term, like some of those people in long term 

relationships were at the point where, they were looking into marriage. So they were 

like, “It just makes more sense to switch. Like, STI’s are not a concern for us 

anymore. We’re a monogamous couple, we don’t need to be concerned about that 

aspect of things” 

 

The seriousness of the relationships that Blaire is discussing is underlined by her 

reference to marriage. In her description, the use of the IUD seems to present almost a 

secondary developmental milestone: relationships approaching marriage result in the need for 

a longer-acting contraceptive than even the OCP. Stephanie (52) also discussed how she 

would have only considered using an IUD in case of a serious relationship, referencing 

marriage as a developmental marker requiring a long-term solution to contraception.  

4. 2. 3. Family Planning and Changing Priorities 

 The ways women prioritize different considerations when choosing a contraceptive 

change over time. As examined in part one of this analysis, for many women the main reason 

for starting on the OCP is the management of acne and menstruation. As women become 

sexually active, the prevention of STIs often takes precedence, with an emphasis on the need 

for condoms. As Laila (25) describes it, these changing priorities often intersect with the type 

of relationship a women may be engaged in: “With not a long-term partner, I think STI 

prevention important, and I think STI and pregnancy prevention are like, equal there;” 

however, “If it's a long-term partner, at that time, my biggest consideration is of effectiveness 

for pregnancy prevention.” For Laila, her priorities change in conjunction with a change in 

her relationships. The emphasis on pregnancy prevention in long-term relationships is 

explored in previous sections of this analysis.   

A change in priorities also seems to interact with the progression of time. Kitty (29) 

had previously described the importance of preventing an “oopsie” (an unwanted pregnancy) 

and how she monitors her cycle along with the use of condoms to ensure she won’t get 
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pregnant. However, when discussing her current situation with her partner, Kitty’s concern 

about getting pregnant seems to have diminished in relation to her current life circumstances: 

EXCERPT 14 

Kitty: Now, with my current boyfriend, it's like he knows I don't care about kids. I 

know he wants kids, but it's not like something he's pushing. I just know if an oopsie 

happened, he'd be like not too worried about it. I’d probably still consider an abortion. 

Um, but like I'm 29, so it's not-- And I'm not in a financial situation where I'd be like 

completely fucked if that happened. Um, so it's like I would deal with it as it comes. 

 

Although Kitty thinks she would consider an abortion in the case of an unintended 

pregnancy, she also notes that based on her current life circumstances, she would “deal with it 

as it comes”, suggesting she’d be open to proceeding with the pregnancy despite her not 

“caring about” or wanting children. With her current boyfriend, Kitty uses condoms 

sometimes, depending on her ovulation cycle. Kitty and her partner have discussed what it 

would mean if she did become pregnant. When asked if she would consider using an IUD, 

Kitty responded “If was at an increased like, um, like if there was an increased worry of me 

getting pregnant or if I got pregnant, got an abortion then I'd probably do it,” suggesting that 

right now, effectiveness in preventing pregnancy is not a priority, but leaving room for that 

priority to shift in the future.  

Melissa’s (43) contraceptive timeline also illustrates how contraceptive decision-

making change over time. Melissa was using the OCP with her ex-husband, but explains how 

her priorities changed after her divorce: 

EXCERPT 15A 

Melissa: I was just sort of like, you know figuring out what I wanted to do in a lot of 

areas in my life. And I was starting to date again, and I decided it would be like a 

really really really really really really bad thing to get pregnant, particularly at that 

point. So I like, looked at the forms that were available and the Mirena had of course, 

the 99.98 % effectiveness so I decided to do that. 

 

For Melissa, the period following her divorce was marked with an increased emphasis 

on effectiveness on preventing pregnancy, thus leading her to choose the form that was 

“99.98% effective.” The transition from an OCP during marriage to an IUD after her divorce 
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suggest that to Melissa, the idea of having an unplanned pregnancy while married was more 

acceptable than an unplanned pregnancy with a new partner after her divorce. Melissa was 

unique in her emphasis on pursuing a more effective form of contraceptive following the end 

of a serious relationship, but as one of the older women in the studies, was also one of only 

three women who had been married. Over time, however, the focus on effectiveness became 

less salient for Melissa, who chose to have her IUD removed early: 

EXCERPT 15B 

Melissa: I was in my mid 30s and I had been divorced and I wasn’t partnered but I 

still thought I’d like to have children someday, so I started looking into the process of 

egg freezing and I decided to go through with that process. But in order to do that, to 

do the retrieval you couldn’t have an IUD in. 

 

 If considered from the public health indicator of method continuation, which ranks 

contraceptive methods based on their rates of continuation amongst users, Melissa’s choice to 

remove the IUD early would represent a negative mark on the statistics of IUD use. However, 

when considered in context, Melissa’s choice to stop using the IUD represents a change in 

priorities that took place in direct relation to age: egg freezing was important if Melissa 

wanted the option to have children in the future, and this required stopping the IUD. This 

shift in priorities also shaped how Melissa made decisions about the next form of 

contraceptive she was going to use:  

EXCERPT 15C 

Melissa: Well I decided like after having had the removal and everything, and you 

know having the eggs in storage, but then if I want to potentially, I do decide to use 

these eggs in the relatively near future, I don’t want to go through necessarily the 

process of having the IUD re-inserted and then re-removed, and I also don’t 

necessarily, if I’m going to go through that process, want to mess my body up with a 

bunch of hormones from the pill so at that point I decided to use non hormonal-

methods, and that’s what I’m still doing. 

 

For Melissa, the preservation of potential fertility became a priority and shaped the 

form of future contraception that made sense to use in her day-to-day life. Having an IUD 

inserted and removed presents a financial and physical barrier to achieving this goal, and thus 

no longer makes sense in the context of her life. Likewise, the use of an OCP can result in a 
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delayed return to fertility after cessation. These considerations led Melissa to choose 

contraceptives which she knew may be less “effective”, such as the condom and the sponge, 

because they made sense in relation to her contraceptive goals.  

The experiences of women explored in this section illustrate how unplanned 

pregnancy may take on different meanings for different women, and throughout a woman’s 

lifespan. For some women, a change in relationship coincided with a need for increased 

efficacy of contraceptive in preventing pregnancy. For other women, the consequences of an 

unintended pregnancy became less negative as they entered into a committed, long-term 

relationship, thus leading to the diminished focus on contraceptive effectiveness. In the case 

of Melissa for example, prevention of an unplanned pregnancy became more or less 

important as her life circumstances and relationships with partners changed.  These different 

experiences between women and across the lifespan illustrate how unplanned pregnancy is 

not a singular problem but varies based on each woman and their circumstances. 

4. 2. 4. No Change in Contraception 

Of the 20 women in this study, 18 changed their initial form of contraception at least 

once. These changes in the use of contraceptive could be shown to be associated with 

changing circumstances and priorities of the women themselves. The exceptions – Elsa (25) 

and Mikayla (20) – had by the time of the interview always remained on the same form of 

contraception they started with. In this part of the analysis I consider the experiences and 

decision making of women who did not change the form of contraception they used. While 

other women started with the OCP and changed contraceptives based on different priorities, 

these women have not yet done so, though it is important to note we only have access to their 

reproductive histories as of the time of the interviews and the participants are still relatively 

young. Although Elsa and Mikayla to date have not changed their choice of contraception, 

their accounts nevertheless confirm the overall pattern for how women make decisions about 
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contraception based on specific goals and life situation. Their experiences are explored in 

turn.  

 Mikayla’s (20) started contraception at 15 to manage her periods while she was in 

high school, thus preparing her for initiating sexual intercourse at 16. Unlike other women, 

however, Mikayla never used condoms. Mikayla and her partner made their sexual debut at 

the same time, so she did not describe herself as concerned about STIs. She has remained in 

this initial relationship. Mikayla also found it easy to fit the OCP into her daily life and didn’t 

feel the need for a second form of contraceptive, such as a condom. Mikayla reflects on her 

experiences in excerpt 16:  

EXCERPT 16 

Mikayla: I feel like my contraceptive like story is pretty like average. You know like 

I’ve been using it for like a very long time, with no problems, and like I don’t take it 

at perfect use. And, sometimes like forget to take it once in a while, but overall like 

I’ve been just really happy with using oral contraceptives. And, for that reason I 

haven’t really considered any other – or looked at any other, except for the IUD. 

 

While Mikayla describes her experience with contraception as “average”, it stands out 

as unusual amongst women in this study. Many of the other women did experience some sort 

of problem with their contraceptive and several described imperfect use of the OCP, leading 

to seeking different options. One factor that may have contributed to only having used the 

OCP is Mikayla’s age: as the youngest woman in the study (age 20), Mikayla has perhaps not 

changed her priorities in a way that have warranted her re-evaluating her contraceptive goals. 

Additionally, Mikayla has only ever had sex with her current partner, thus not necessitating 

the use of condoms for STI protection. Reflecting on this, Mikayla does note that she would 

use condoms if she did have intercourse with someone other than her current partner.  

 Elsa’s (25) experience differed from the other women in this study in that she has 

never used the OCP. Similar to Mikayla, Elsa has been with the same partner since her sexual 

debut and was still in a relationship with him at the time of this study. However, Elsa was 

hesitant to initiate an OCP, “I remember that my partner suggested birth control um and then 
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at that point I felt that again like I didn’t wanna do anything that would potentially be harmful 

to my body, so that’s why I advocated for condom use.” Elsa described herself as growing up 

in a conservative, Christian household, and did not receive any form of sexual education at 

her private Catholic school. Elsa recognized the impact that this had on her contraceptive 

decision making, “just me growing up as a Catholic girl in a very conservative family setting, 

I always saw - I always associated birth control with really scary side effects to the body, like 

it could harm the women’s body and stuff”. While Elsa did end up seeking additional 

information on hormonal birth control, she appeared to confuse the functions of the OCP and 

Plan B, referring to both as “birth control” throughout the interview.  

 Since Elsa’s partner had received public school sexual education, he was positioned as 

the expert on contraception in the relationship, something that Elsa described herself as 

consistently resisting. Her partner appeared to suggest different forms of contraception to 

Elsa throughout their relationship, which Elsa found distressing:  

EXCERPT 17 

Elsa: think we actually had a bit of an argument about that actually cause uh, not just 

IUDs but just overall the form of contraception in general because I think he was 

trying to help me see that there are alternatives to condoms, which I fully appreciate, 

but again psychologically I wasn’t ready for that. And I like felt at the time, at the heat 

of the moment, I felt like I didn’t own my sexuality. Like I was being told how to - 

like what forms I should be considering so that he feels better about the less risk 

associated with that…I think all women can probably relate to this, that they just feel 

like the levels of anxiety that women have to go through with contraception are much 

higher than the men’s like psychological impact. So I think that had really built up 

that sense of frustration and unfairness or what have you. And then I told him like it’s 

not really your place to dictate to me what form of contraception I prefer. 

 

Elsa describes herself as being aware of the fact that there are other contraceptive 

options available, but not being “psychologically ready” for seeking those out. Elsa seems to 

relate this to the way her upbringing has shaped her view of sexuality. For example, when 

first attending a public university in a new province, Elsa described herself as reacting in 

outrage to the outward and public discussion of sex and contraceptive methods during 

orientation. Unlike other women in the study, Elsa has also never talked to a healthcare 
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provider about contraception or sexual health more generally. Elsa attributes this to the fact 

that her family physician is a friend of the family, and she worries about the information 

getting back to her parents. 

Part 2 of this analysis has focused on examining contraceptive decisions over time, 

with the initiation and discontinuation of each new contraceptive providing women new 

experiences to draw upon in their subsequent decisions. Women have to navigate side effects 

of contraceptives and their impact on their lives. As women’s relationships with their partners 

change, so does the need for a particular form of contraceptive. Finally, the changing 

priorities over the duration of women’s contraceptive experience need to be taken into 

account, suggesting a “one size fits all” based approach to contraceptive evaluation fails to 

account for the reality of how women relate to contraception.  

4. 3. Carmen’s Story: A Case Study 

This section of the analysis examines the experiences of Carmen (25) as a case study 

for understanding the nature of a contraceptive decision-making timeline. By conducting an 

analysis of a single account, we can see how Carmen negotiated her reproductive goals, 

experiences with different forms of contraception, and worked with her family and healthcare 

providers to determine what form of contraceptive would be best for her at each point in her 

life. Carmen provided a detailed, chronological account of her experiences with contraception 

and her reasoning for discontinuing and seeking out each new method. Like many of the 

women in this study, Carmen’s contraceptive experience started with the OCP but changed 

over time as she gained new insights and changed her reproductive goals. This analysis will 

follow Carmen’s account of her contraceptive timeline to demonstrate how contraceptive 

decision-making is embedded in a history of previous experiences, personal medical factors, 

and lifestyle priorities.  
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Carmen’s menses started at the age of 9. The impact on her day-to-day life was 

significant. She described using “super plus tampons for 7 or 8” of the ten days of her period. 

Carmen describes regularly missing school during her period and going to the gynaecologist 

at the age of 12 in attempt to find a way to manage her period. Similar to many of the other 

women in this study, Carmen was offered the OCP as a way to manage her period. However, 

Carmen’s mother did not want her to start on the OCP at such a young age. Carmen recalls 

not being “included in that conversation” because of her age, pointing to the ways that age 

and time can affect the way that women’s reproductive decisions are approached.  

4. 3. 1. OCP Formula One 

Carmen initiated her first form of contraception at the age of 16, OCP formula one, in 

consultation with her mom and her family doctor. She was looking to help control her heavy, 

painful periods. Carmen also emphasized that the birth control pill was appealing “because I 

was a teenage girl and very focused on my skin and um, had bad breakouts,” something else 

common to other women in this study. However, Carmen’s experience with the first OCP 

formula she used was brief: “Two weeks later, we had – I think I was on [brand], and we had 

to pull me off because I was crying non-stop and having suicidal thoughts.” The side effects 

of the OCP made it unsafe for Carmen to continue the first form of contraception, and she 

discontinued its’ use.  

4. 3. 2. OCP Formula Two 

Carmen appears to attribute the negative side effects she experienced with her first 

OCP as instrumental in her later advocacy for herself in finding the right form of 

contraceptive, “from those very moments it allowed like a very open conversation and it kind 

of started for me to be like, ‘okay, this wasn’t right for me’. Through more discussions with 

her mom and family doctor, Carmen decided on a second OCP formula in an effort to manage 

her periods.  
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The second OCP formula worked well for Carmen: “I felt really strong on it, I was 

having like, great periods, my skin was fantastic”. This formula provided Carmen with the 

management of her periods and acne that she had sought with the first OCP. While on the 

second OCP formula, Carmen also became sexually active and used condoms in conjunction 

with the pill.  

However, Carmen was switched off the second formula due to pre-existing conditions 

that put her at an increased risk: “I have like a congenital birth defect in my heart, so not 

really like the best thing to have. So my doctor was like ‘Yeah, no.’” 

4. 3. 3. OCP Formula Three 

Since it was deemed unsafe for Carmen to continue on the second OCP formula, she 

started on a third formula in the hopes of continuing to manage her heavy periods. While on 

the pill, Carmen continued to use condoms with sexual intercourse. However, Carmen found 

that the third formula created similar side effects to the first OCP she had tried:  

Carmen: It was more like, it was a slow kind of decline in my thought process and 

mental health, and I was sleeping more and then I noticed the third week it impacted. 

I was having suicidal thoughts but at the time I was seeing someone, and it made me, 

granted it wasn’t the greatest relationship, and it was like, on and off, but during that 

three week mark I would try to break up with him. 

 

Through tracking her moods with journaling, Carmen described finding a pattern in 

her mental health. She noted that that the third week of this pill formula caused a strong, 

negative emotional reaction and led to suicidal ideation. In consultation with her doctor, 

Carmen described taking only the first two weeks of the pill formula. She was reluctant to 

come off the OCP until she found another contraceptive out of a concern that her heavy, 

painful periods would return. 

4. 3. 4. Hormonal IUD 

Carmen was researching contraceptives when she came across the hormonal IUD. 

This IUD offered two appealing benefits: firstly, because the hormones were localized to the 
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uterus, Carmen would not have hormones entering her blood stream and affecting her mental 

health; secondly, the hormonal IUD often results in reduced and even no periods, making it a 

good option for someone with her type of menstruation.  

After consulting with her doctors and determining that the hormonal IUD would be a 

good fit, Carmen had the 3-year hormonal IUD inserted. During her experience with the third 

OCP formula Carmen was diagnosed with anxiety and depression and started taking 

antidepressants. However, the impact of the OCP became obvious to Carmen “like a month 

later; we were able to pull me off, like the antidepressants and everything, because, and take 

away those diagnoses and everything because it was the pill.”  

The hormonal IUD worked well for Carmen. She described the post-insertion period 

as resulting in prolonged spotting and cramping and noted that in comparison to how her 

periods made her feel, the experience “was a breeze”. After the IUD settled, Carmen reported 

that she hadn’t had a period for a year in a half while on the IUD, which was ideal for her 

circumstances. However, the IUD started to be expelled from the uterus and became stuck in 

the cervix on what Carmen described to be an extremely bloody and painful summer 

afternoon at work, requiring her to seek medical attention. The doctor provided Carmen with 

the option of having a new IUD inserted right away, however Carmen reported responding 

that it was “the worst pain I’ve ever felt in my life, get this out of me. I don’t want it 

anymore.” The intense pain associated with the IUD “falling out” of the uterus prevented 

Carmen from considering another IUD. 

4. 3. 5. Condoms 

Carmen decided to use condoms as a contraceptive as she researched and considered 

other contraceptive options with her doctors. They decided that the NuvaRing would not be a 

good fit because of the intense cramping she experienced during menstruation and the 

possibility that women really sensitive to the pill, such as her, may react negatively to the 
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local hormones. They also decided against the Depo-Provera shot because of Carmen’s 

sensitivity to hormones, but since “it’s only every three months, if it put me out for whatever 

reason, and I struggled on it, that’s a long time for it to have to be in your system.” Carmen 

considered the copper IUD, but since she already experienced heavy and painful periods, it 

was decided it wouldn’t be a good fit. Carmen’s weighing of the contraceptive options and 

considering the varying side effects demonstrate how she was able to use her pervious 

experiences with birth control to navigate the contraceptive-decision making process.  

4. 3. 6. OCP Formula Four 

After about six months, Carmen started on a fourth, low-dose formula of the OCP to 

try and manage her periods. She reported being on this OCP for about 8 months before she 

started experiencing breakthrough bleeding and clotting. Carmen then decided to switch off 

the fourth formula of the OCP, since “If the birth control isn’t going to work for my periods, 

specifically, that’s what I was mainly focused on at that point, it wasn’t – that wasn’t going to 

be it.” Carmen wanted to ensure that her goals were being achieved with her contraceptives, 

and the fourth OCP formula failed to help her periods. 

4. 3. 7. Condoms 

Carmen then spent another period of time using condoms as a contraceptive and had 

begun to ask questions about the fertility awareness method (FAM) and basal body 

temperature tracking at the gynaecologist. She described receiving pushback from her 

gynaecologist who wanted her to try another IUD:  

Carmen: What I’ve come to realize is like, in Western medicine, most doctors don’t 

believe in like, the FAM method or stuff like that, they’re kind of “You’re gonna get 

pregnant, even if you use condoms.” That’s what was stressed to me. “It’s not safe”. 

And I’m sure for some women it’s not, but if you’re really serious about your health 

and you know you can’t be on the pill, and the other options that you’ve brought 

forward are not recommended for you because of how you react emotionally to the 

pill… 
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At this point, Carmen had considered almost every possible contraceptive available to 

women in Canada, and none of them were able to work with her particular needs and 

priorities. While trying to come up with a form of contraception that would work for her, 

Carmen spent a lot of time studying the reproductive system and different forms of 

contraceptives, so she knew that pregnancy was not inevitable even if she was to just use 

condoms, let alone in conjunction with FAM and a basal body temperature thermometer. 

Reflecting on this conversation with her gynaecologist, Carmen described having to push 

against what she saw as a priority in ‘Western medicine’ - that effectiveness should be 

positioned over other considerations, such as side effects, priorities and pervious experiences 

(such as with the pain and the IUD) that may lead women to seek “less effective” 

contraceptives. 

4. 3. 8. Fertility Awareness Method (FAM) 

For the past two years, Carmen has been using a Swedish device called Daysy that 

uses the FAM and a basal body thermometer as her main form of contraceptive.  Once 

Carmen located the Daysy, she brought it to her gynaecologist (different from the one 

referenced in contraceptive #7, above) who she described as being in “full support of it”. 

Eventually, Carmen and her boyfriend started not using condoms on days that Daysy deemed 

she is least likely to become pregnant, and Carmen describes herself as happy to have finally 

found a contraceptive that works for her. In terms of her periods, Carmen noted that they’ve 

shortened to three days, but are still quite heavy; they are looking into a diagnosis of 

endometriosis. As Carmen’s menstrual patterns have changed, it appears that more 

contraceptive options, such as FAM, have become an option for her.  

The third section of this analysis has provided a case study of Carmen, a participant who 

has used eight different forms of contraception in the past 9 years. In considering Carmen’s 

experiences, this analysis demonstrated an example of the contraceptive timeline. In many 
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instances, Carmen’s experiences are similar to other women in the study: the use of 

contraception to manage menstruation, the navigation of side effects, and the changing 

priorities over time and with experience of more contraceptives. This case study is presented 

in an attempt to illustrate the interconnected process of contraceptive decision making. To 

examine any of the 8 contraceptives in the above sections out of context would prevent an 

understanding of the reflexive nature of the contraceptive decision-making process. 

Chapter 5: Discussion 

This analysis sought to examine how women make decisions about their preferred 

form of contraception, and what factors women took into consideration when choosing a 

contraceptive. Through examining women’s contraceptive timelines and experiences, this 

analysis has demonstrated how women’s contraceptive decision making should be considered 

as a process that includes considerations of women’s goals, their experiences with previous 

forms of contraception, and the changing circumstances throughout their lives. The evolving 

experiences that women have with contraception lead to women changing their primary form 

of contraception throughout their lives. The current LARC-first approach in contraceptive 

literature and guidelines focuses on developing persuasive contraceptive counselling 

techniques to increase uptake in IUD use and prevent unintended pregnancy. This analysis 

suggests that the idea that women should choose their primary form of contraceptive based 

primarily on its effectiveness in preventing pregnancy is incongruent with how women 

actually make sense of contraception as part of their lives. The rapid change of some 

women’s experiences and contraceptive priorities may position a LARC as too long-term, 

thus not making it the best contraceptive fit for every woman. Finally, changing 

circumstances and potential side effects of contraceptives point to a need for easy (and 

preferably self-initiated) contraceptive method initiation and discontinuation, which is 

currently not possible with LARC.  
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In this analysis, I have highlighted how the changing nature of women’s intimate 

relationships play a role on contraceptive decision-making. When first starting contraception, 

the OCP represented the development or anticipation of regular sexual encounters, while 

condoms were presented as insufficient for pregnancy prevention, or as an indicator of a 

casual relationship. Similarly, when women in this study re-evaluated their contraceptive use 

later in their lives, those women who were no longer regularly having sexual encounters often 

chose to stop using contraception, while women that developed long-term, serious 

relationships favoured long-acting contraception. Downey et al. (2017) found a similar 

pattern in their study of contraceptive decision-making amongst Black and Latina women in 

the United States, noting how women had a tendency to evaluate their contraceptive use at 

the end of their relationship, or at the initiation of a new relationship. Downey et al. (2017) 

described this as the intersection between relationship status and commitment “across the 

reproductive landscape” (p. 541). This relational aspect of contraceptive decision making 

contends that women will continue to evaluate and re-evaluate their contraceptive choices as 

they move in and out of relationships throughout their lives. These findings suggest that for 

women who anticipate casual sexual encounters, the use of LARC may be counterintuitive, as 

it appears to be conceptualized as a marker of long-term relationships and commitment. 

Unlike the OCP, which was found to be easily accessible, research indicates that the use of 

the IUD is marked with delays and barriers to insertion (Biggs et al., 2018; Bergin et al, 

2012; Dunn et al., 2009), concerns about pain and the insertion process (Hall et al., 2016; 

Okpo, Allerton & Brechin, 2014; Potter, Rubin & Sherman, 2014), considerations of cost 

(Hall et al., 2016; Sundstrom et al., 2014; Dunn, Anderson & Bierman, 2009), and the need 

for approval and insertion by a healthcare provider (Amico et al., 2016; Hall et al., 2016; 

Sundstrom, Baker-Whitcomb & DeMaria, 2014). If we consider that women re-evaluate 

contraception as they move in and out of intimate relationships, it is understandable why it 
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appears that IUDs and the additional barriers they entail were associated with commitment 

and long-term relationships, whereas the easily accessible OCP was associated with casual 

sexual encounters.  

Research on the marketing of the OCP suggests that the default nature of this 

contraceptive, as explored in this analysis, is not accidental. Watkins (2012) highlights how in 

the United States the OCP came to be marketed as a lifestyle drug that can be used for the 

‘intended side effects’ discussed in this thesis, such as menstrual management or control of 

acne. This focus on marketing is described by Watkins as a way for pharmaceutical 

companies to maximize profits of a less-than-perfect technology, rather than focusing on the 

development of a contraceptive that better fits women’s reproductive desires. The efficacy of 

this marketing and the subsequent normalization of OCP use may be related to the 

widespread use amongst women in this study. Relatedly, Mann & Grzanka (2018) have 

criticized the recent marketing of LARC, demonstrating how advertisements function to 

increase the use of LARC by appealing to the lifestyle attainable with their use. They 

illustrate how the use of LARC is being presented as promoting women’s agency and 

mitigating the inconveniences of other contraceptive options. These advertisements, however, 

also are demonstrated as constructing LARC as the only responsible option for contraception 

(Mann & Grzanka, 2018). Should lifestyle-based LARC advertisements become as 

efficacious as those for the OCP, perhaps a shift in norms will see the IUD becoming more of 

the ‘default’ form of contraceptive. Taken together, these studies examining marketing of 

contraception demonstrate an emphasis on the lifestyle achievable with contraceptive use, 

rather than the reproductive benefits. In both of these cases, women are treated as the 

consumers of products, where the benefit of a particular contraceptive is positioned as more 

important than a fit with a woman’s reproductive desires or life circumstances. 
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Another notable finding in this analysis was how women’s contraceptive use shifted with 

their changing priorities, from STI prevention and effectiveness in pregnancy prevention to 

the maintenance of fertility when anticipating pursual of conception. These changing 

priorities appeared to be somewhat linked to women’s relationship status, with those in 

monogamous, long-term relationships reporting being less concerned about STIs and thus 

less likely to continue using condoms. Women’s level of concern about unintended 

pregnancy, and thus their emphasis on contraceptive effectiveness, also seemed to change 

over time. Women who described being very concerned about unintended pregnancy 

described seeking the most effective form of contraception, often an IUD. This finding is 

similar to that of Grazanka and Schuch’s (2020) concept of reproductive anxiety, which they 

described as a fear of becoming pregnant. Grazanka and Schuch conducted a study of 

college-aged women’s perception of LARC and found that “higher reproductive anxiety 

motivated participants to use LARC for its perceived effectiveness above and beyond other 

contraceptive methods, even if there were perceived risk (e.g. pain, side effects, and 

infertility).” (p. 282). The extent to which a woman experiences some form of ‘reproductive 

anxiety’ appears to determine her motivation for prioritizing effectiveness in her 

contraceptive methods. For these women, the benefits of an IUD outweigh the potential 

barriers and match their priorities in a contraceptive.  

My analysis has demonstrated that the prioritization of effectiveness was not consistent 

for all women, nor was effectiveness always the priority for the duration of a woman’s 

contraceptive experience. I found that women who described being less concerned about an 

unintentional pregnancy were likely to be using condoms, an OCP, or withdrawal as their 

primary form of contraception. Rather than effectiveness, these women described having 

other characteristics that they valued in their contraceptive. For example, for many women in 

this study, the most important consideration in choosing a contraceptive was the extent to 
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which the side effects affected their daily lives. This is consistent with other contraceptive 

research, which consistently finds that side effects are one of the main reasons for 

contraceptive method discontinuation (Castle & Askew, 2015; Dickerson et al., 2013; 

Moreau, Cleland & Trusell, 2007). There may also be a shift in women’s priorities over time. 

Melissa, for example, described ease of use as a priority during her marriage, effectiveness as 

a priority after her divorce, and maintenance of fertility as a priority later in life. These 

shifting priorities are commonly found in longitudinal accounts of contraceptive decision 

making (Coombe, Harris, & Loxton, 2019; Lucke, Watson & Herbert, 2009), but appear 

underemphasized in the development of the recent, LARC-first approach in clinical 

guidelines.  

As has been pointed out by recent critical commentaries, the current clinical focus on 

promoting contraceptives based on effectiveness (LARC-first policies) is inconsistent with 

the priorities and preferences of contraceptive-seeking women (Dehlendorf, Bellanda & 

Policar, 2015; Higgins, 2014; Manchikanti Gomez, Fuentes & Allina, 2014). However, the 

extent to which a LARC-based approach to contraceptive counselling was actually taken with 

the women in this study is questionable. Despite Canadian clinical guidelines emphasizing a 

focus on IUDs as the best choice for every woman, the OCP appears to remain dominant as 

the first recommendation of contraception for many women in this study. Stubbs & Schamp 

(2008) suggest that Canadian physicians remain unaware of the clinical guidelines on IUDs, 

leading to a call for a national approach to family planning and health policy (Hulme et al., 

2015).   Regardless of their uptake, contraceptive guidelines appear to be inconsistent with 

women’s experiences of contraceptive-decision making. I argue that a “one size fits all”, 

LARC-based approach is not only ineffective for addressing the priorities of different 

women, it also fails to recognize that the priorities of individual women change over time, 
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thus resulting in a different ideal contraceptive method throughout the course of a single 

woman’s life. 

Finally, I found that women reflected back on their experiences with contraception when 

making contraceptive decisions. For some women, this involved returning to a contraceptive 

that had worked well for them in the past; for others, negative experiences effectively 

removed that form of contraceptive as an option for future use. The self-reflective nature of 

contraceptive decision-making points to the importance of understanding women’s 

contraceptive choices in context of their reproductive histories. Downey et al. (2017) reported 

similar, self-reflective findings in their participants’ description of contraceptive decision 

making and described this “dynamic” process as a contraceptive journey that provide women 

with “a cumulative base from which decision-making power was drawn” (p. 541). Likewise, 

Manchikanti Gomez et al. (2020) found that participants referred back to their previous 

contraceptive experiences when considering whether or not they would use an IUD. Taken 

together, these findings support the importance of considering women’s contraceptive 

decision making from a life course approach (Downey et al., 2017; Gray & McDonald, 

2010).  

It’s important to emphasize that women’s reproductive histories need to be understood in 

conjunction with their priorities in seeking contraception. For example, women who placed 

high value on the convenience and effectiveness of the IUD but had experienced negative 

side effects while using it may be willing to try a contraceptive that had not previously 

worked for them if it was the best option to meet their reproductive goals. Similarly, women 

who had positive experiences with a particular contraceptive may not necessarily return to 

that form if it no longer addresses their contraceptive priorities. This is consistent with 

findings of Manchikanti Gomez et al. (2020), who found that women who were happy with 

their current method described it as “good enough” for their reproductive goals, thus resulting 
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in disinterest in seeking a LARC. Overall, the findings of my research suggest that the 

prioritization of LARC in contraceptive counselling, and the portrayal of effectiveness as the 

most important indicator of women’s contraceptive choice is inconsistent with the realities of 

how women make decisions about contraception. Instead, contraceptive research and 

recommendations should centre on reducing barriers to contraceptive use and encouraging 

woman-centred approaches to contraceptive counselling.  

5. 1. Limitations  

 One limitation of this research study is that the participants were predominately 

young. Given the timeline approach taken in analysis, having access to longer reproductive 

histories available with older women, which may include changes in contraception due to 

more lifestyle changes, could provide a more nuanced understanding of the changing 

priorities in women’s reproductive journeys. It is also possible that changes in contraceptive 

use do not occur in some women even when there is a change in priorities or circumstances, 

which was not illustrated in this sample. I also did not collect demographic information on 

household income and education levels, which are both associated with differences in 

contraceptive method use.  

There are documented differences in the contraceptive care received by racial and 

ethnic minorities that could impact contraceptive-decision making and preferences for care. 

However, these questions were not specifically interrogated in the design of this research. 

Despite the inclusion of non-white participants, questions of the impact of race and ethnicity 

on contraceptive choices were not incorporated into the interview guide or pursued in 

questions to the participants. This illustrates the importance of considering how the questions 

we ask our participants can shape the data we receive in our studies. Given the nature of this 

small, qualitative study, it is not possible to characterize the full range of experiences in 

contraceptive decision making for women in Ontario. In particular, due to the nature of the 
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sample, there were several structural and historical impacts relating to women’s contraceptive 

decision making that were not explored. Although there are documented impacts of 

indigeneity and colonization (Stote, 2012), race and ethnicity (Ross & Solinger, 2017), 

disability (Tilley et al., 2014), class (Romero & Agénor, 2009), heteronormativity (Fish & 

Bewley, 2010), and gender identity (Radi, 2020) on reproductive rights and contraceptive 

access, these considerations were not explored in this analysis. Taken together, these 

limitations point to the need for more research on contraceptive decision making from an 

intersectional perspective, which foregrounds the ways in which women’s differing social 

identities and experiences may intersect to shape their approaches to contraceptive decision 

making.  

Chapter 6: Conclusion 

 Clinical guidelines on women’s reproductive health recommend a LARC-first 

approach to contraceptive counselling, emphasizing contraceptive effectiveness over other 

considerations that may play a part in women’s decision-making process. This notion prevails 

in much of the public health and academic literature on contraceptives, suggesting that 

women who fail to use LARC require education or persuasion to make the ‘right’ decision 

about LARC use. The purpose of this study was to examine women’s contraceptive 

experiences, with an emphasis on contraceptive decision-making. Through an interview study 

with 20 women aged 20 to 52, I sought to understand how and why women came to choose a 

particular contraceptive, and I examined what factors, beyond effectiveness, may play a part 

in women’s preferences for a particular form of contraceptive. 

My analysis was divided into three parts. The first part examined women’s initiation 

of contraception and what factors contributed to this decision. I found that 19 of 20 women in 

this study used some form of hormonal contraception, and all of these women began with the 

OCP. Overall, the OCP was represented as easy to access; women described it as the “default 
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form” of contraception, often equating birth control in general with the OCP specifically. For 

some women, the initiation of the OCP represented a developmental marker indicating that 

they had reached an age of maturity, and starting contraception was part of a desire to fit in 

with their peers. Women also started the OCP not necessarily as a form of contraception, but 

as a way to manage their acne or menstruation. The OCP also represented the development or 

anticipation of regular sexual encounters, whereas condoms were presented as insufficient for 

pregnancy prevention and an indicator of a casual relationship.  

The second part of the analysis examined how and why women came to change their 

primary form of contraception. For many of the women in this study, unwanted side effects of 

their primary contraception encouraged them to seek other options. The changing nature of 

women’s intimate relationships also played a role in contraceptive-decision making; women 

who were no longer regularly having sexual encounters chose to stop using contraception, 

while women who developed long-term, serious relationships favoured long-acting 

contraception. Women’s contraceptive use also shifted with their changing priorities, from 

STI prevention and effectiveness in pregnancy prevention to the maintenance of fertility 

when anticipating pursual of conception. 

The third and final part of my analysis examined Carmen’s experiences with 

contraception as a case study illustrating the reflexive nature of contraceptive decision-

making. Carmen has progressed through 8 different contraceptive stages. Her experiences 

illustrate many of the main themes of this analysis, from the initiation of the OCP for 

management of menstruation, to the navigation of side effects from the various forms of 

contraceptives she’s tried. With each new contraceptive, Carmen developed a new base of 

experiences from which to make her next contraceptive decision. Her contraceptive decisions 

were also impacted by changing circumstances, from the prioritization of period management 

when younger, to the increased emphasis on pregnancy prevention when she entered into a 
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more serious relationship. I argue that by examining Carmen’s reproductive decisions in turn, 

we are able to see the multiple considerations, beyond just contraceptive effectiveness, that 

impact women’s contraceptive choices. 

 This analysis has demonstrated the importance of considering relational factors, 

women’s priorities and preferences, and the changing circumstances across a women’s life in 

the contraceptive decision-making process. I argue that the current focus on a one-size-fits-

all, LARC-first approach to contraceptive counselling and research is incongruent with the 

lived realities of how women make contraceptive decisions. Instead, researchers, public 

health officials and clinicians should focus on reducing barriers to contraceptive use and 

practicing patient-centred reproductive care. 
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TABLES 

Table 1 

Effectiveness of contraceptive methods comparing typical and perfect use over one year 

Method Failure rate perfect 

use 

Failure rate typical 

use 

Continuation rate 

(%) 

Canadian women 

using method (%)* 

Hormonal IUD† 0.2 0.2 80 2 

Copper IUD† 0.6 0.8 78 2.3 

Implant† 0.05 0.05 84 0.1 

Tubal ligation 0.1 0.15 100 7.4 

Progesterone Injection (Depo-Provera 0.2 6 56 2.4 

Hormonal contraceptive (patch, pill, ring) 0.3 9 67 45.5 

Diaphragm 6 12 57 0.2 

External condom 2 18 43 54.3 

Internal condom 5 21 41 0.3 

Sponge and spermicide 9-20 12-28 36-42 0.8 

Withdrawal 4 22 46 11.6 

Family planning 0.4-5 24 47 2.5 

No method 85 85  14.9 

This table has been adapted from Black et al., 2015.  

Failure rate refers to the % of women not trying to conceive that have experienced pregnancy within one year of use.  

Continuation rate refers to the % of women who are still using the method after one year.  

* This statistic only includes sexually active women trying to prevent pregnancy. 

† Indicates designation as LARC (long-acting reversible contraceptive method)  
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Table 2 

Participant demographics and contraceptive characteristics 

Pseudonym Age Sexual Orientation Race/Ethnicity Relationship Status IUD Status Notes 

Laila 24 Straight White Single Yes Yes (4 years) 1 IUD 

Carmen 25 Straight White Partnered Yes Removed* Fell Out (1 IUD) 

Kassandra 27 Queer White Single Yes Yes (10 Days) 1 IUD 

Sara 24 Bisexual Middle Eastern Partnered Yes Yes (1 month) 1 IUD 

Joanna 24 Bisexual White Partnered Yes Removed 2 IUDs 

Sanjeet 30 Straight South Asian Partnered Yes Removed 1 IUD 

Stephanie 52 Straight White Married No -  

Sage 25 Straight White Partnered Yes Removed 4 IUDs 

Riley 25 Queer White Single Yes Removed 1 IUD 

Kitty 29 Bisexual White Partnered Considered -  

Rania 22 Straight Black Partnered Considered -  

Melissa 43 Bisexual White Partnered Yes Removed 1 IUD 

Rosie 27 Bisexual White Single Considered -  

Emily 34 Straight White Single Considered -  

Blaire 23 Straight White Single Yes Yes (2 years) 1 IUD 

Elsa 25 Straight East Asian Partnered No -  

Ann 51 Straight White Married No -  

Mikayla 20 Straight White Partnered Considered -  

Amy 25 Straight East Asian Partnered Considered -  

Maeve 27 Bisexual White Partnered Yes Yes (7 months) 1 IUD 
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Appendix B: Web Poster 
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Appendix C: Screening Questionnaire 

The following information will be used to find out a little bit more about you. This 

information will be used to help ensure we choose people with diverse life experiences to 

participate in the research. All of the information will be kept confidential and one 

participants have selected to participate in the interviews, this information will be destroyed.  

 

Inclusion Criteria 

What is your sex (biological)?: Male, Female, Intersex 

What city do you live in? [Free Form] 

What forms of contraception, if any, have you considered using?: [Check all that apply] 

 IUD (Hormonal)   IUD (Copper)   Birth Control Pill  

 Contraceptive Patch  NuvaRing     External (Male) Condom  

 Depo-Provera (Shot)  Sponge    Internal (Female) Condom 

 Spermicide       Withdrawal   Family Planning/Rythym  

 Diaphragm    None    Other (Specify): ________ 

 

What forms of contraception, if any, have you used?: [Check all that apply] 

 IUD (Hormonal)   IUD (Copper)   Birth Control Pill  

 Contraceptive Patch  NuvaRing     External (Male) Condom  

 Depo-Provera (Shot)  Sponge    Internal (Female) Condom 

 Spermicide       Withdrawal   Family Planning/Rythym 

 Diaphragm    None    Other (Specify): ________ 

 

Contact Information 

What is your name? [Free Form] 

What is your email? [Free Form] 

What is your phone number? [Free Form] 

What is the best way to contact you? [Call, Text, Email] 
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Appendix D: Interview Guide 

1. Thinking back, can you tell me about the first time you considered using a form of 

contraceptive? This may have been used as a birth control, or for other reasons such 

as painful/heavy periods or acne.  

Sub-Questions/Prompts: 

• What forms of contraception did you consider using? 

• Who did you talk to about what kinds of contraception you might want to use? 

What did those conversations look like? 

• What kinds of things did you consider when choosing your contraception?  

• What other sources of information did you consider in making your decision? 

• How did you come to make the choice you did?  

 

2. How was your experience of using that first form of contraception?  

Sub-Questions/Promps: 

• What was the process of getting the contraception (i.e. doctors visit, 

purchasing at the store, negotiating financials, etc)? 

• How would you say those contraceptives fit into your day to day life? 

(Prompts: sexual activity, work/school, financial, comfort, worry/risk, etc) 

 

3. Can you walk me through your history of contraceptive use? What other forms of 

contaraception have you used?  

Sub-Questions/Prompts: 

• What has made you want to change, or stop using, a form of contraception? 

• How would you describe your experience with those forms of contraception? 

• How would you say those contraceptives fit into your day to day life? 

(Prompts: sexual activity, work/school, financial, comfort, routines/mornings, 

worry/risk, etc) 

• Was there anything about worked well for you with previous forms of 

contraceptions? What about things that didn’t work well? 

 

4. Are there any forms of contraception that you’ve considered using, but chosen not to?  

Sub-Questions/Prompts: 

• Why did you decide not to use them?  

 

5. Are there any forms of contraception that you don’t think you’d ever use? Why’s that? 

 

6. What would you say are the most important considerations to you when it comes to 

choosing a contracepetive? Why? 

 

7. Are there any times where you’ve faced restrictions on your contraception use? 

 

8. Please describe your experiences considering contraceptives with a health care 

provider, if you have. How did that conversation go? 

 

9. I’d like to ask a question about IUDs, which could include the hormonal IUD 

(commonly known as Mirena or Kayless), or the copper IUD.  

 

A. Used: How did you come to choose to use an IUD? What was your experience like? 
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(Consultation, insertion, post-insertion, during, removal if applicable).  

B. Considered:  You’ve noted that you’ve considered using an IUD before. What was 

it about the IUD tht made you ocnsider using it? Are you still considering it? Why? 

/ What led to to decide against the IUD? 

C. Never considered: What do you know, or have you heard, about IUDs? Would you 

ever consider using an IUD? Why not?  

10. Is there anything else you would like to say about contraceptive use? 
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Appendix E: Information Letter and Consent Form 

You are invited to participate in a research project to study women’s experiences with 

contraception in their day to day lives. My name is Jessica White, a graduate student at the 

University of Guelph, and this research is being completed as part of my master’s thesis. If 

you would like to contact me or my supervisor at any time, our information is provided 

below.  

 

Jessica White, Graduate Student 

Department of Psychology, University of Guelph 

jwhite29@uoguelph.ca 

 

Kieran O’Doherty, Associate Professor (Faculty Supervisor) 

Department of Psychology, University of Guelph 

odohertk@uoguelph.ca, 519-824-4120 ext. 58919 

 

This research is not funded or sponsored by any research bodies or other organizations. 

 

Purpose of the Study 

We are asking you to take part in this research because I am interested in learning more about 

how and why women come to use a particular form of contraception (otherwise referred to 

birth control). I am also interested in women’s conversations about contraception with 

friends, family, and healthcare providers.  

 

Participation 

You are being invited to participate in this study because you completed the screening 

questionnaire, and were deemed eligible to participate in the study because:  

 You are biologically female and identify as a woman 

 You have used at least one form of contraception in your life 

 You are fluent in English 

 You are between 16 and 55 years of age 

 You live in Ontario 

 

Procedures 

If you choose to participate in this study, you will be invited to: 

 Participate in a 60 to 90-minute interview study about your experiences with 

contraception. This can be completed either in person or over the phone and will be 

audio recorded.  

o If you would like to meet in person, we can arrange to meet in a public space, 

such as the University of Guelph or a public library.  

o If you would prefer to do the interview over the phone, I will call you at your 

convenience.   

 Complete a demographics questionnaire, which includes providing information about 

your age, gender, sexual orientation, among others.  

 

Potential Risks 

Discomfort 

mailto:jwhite29@uoguelph.ca
mailto:odohertk@uoguelph.ca
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Some people may find questions about contraception, their experiences with family, friends 

and health care providers, or possible negative health outcomes uncomfortable or upsetting. If 

you do experience any discomfort during the study, you are encouraged to let me (Jessica 

White, the interviewer) know. We can arrange to contact your medical doctor, mental health 

professional, or some resources I have provided below.   

 

 Mental health line: Connex Ontario, 1-866-531-2600 

 Online mental health resources: mindyourmind.ca 

 

Potential Benefits 

Although this study may not benefit you directly, it will help us to understand women’s lived 

experiences with different forms of contraceptives, with goal of helping to improve women’s 

reproductive health. 

 

Privacy & Confidentiality  

This is a qualitative research study, meaning I will be using direct quotes from different 

interviews in my analysis. Every effort will be made to keep your identity anonymous, such 

as through the use of pseudonyms, removing other names or locations mentioned, and only 

using written, anonymized transcripts for analysis.  

 

We will work to protect your privacy in a number of ways: 

 The interview will be recorded on an audio recording device, which will be stored in a 

locked cabined in the faculty advisor’s research lab.  

 The recording will be downloaded within 24 hours to an encrypted laptop and stored 

in a password protected lab drive for analysis.  

 Your name will be placed in a master list and associated with your chosen 

pseudonym. This list will be stored on an encrypted computer and password protected 

lab drive. 

 The data you provide will be associated only with this pseudonym and stored on an 

encrypted computer and password protected lab drive for analysis.  

 This lab drive can only be accessed only by qualified laboratory personnel under the 

supervision of the faculty advisor. 

 Hard copy documents, such as your demographics questionnaire or notes taken during 

the interview will be stored in a locked filing cabinet in the research lab. After all data 

is collected, these documents will be transferred into an electronic format, stored on 

an encrypted computer and password-protected lab drive, and the hard copies will be 

destroyed.  

 

The data collected from this study will remain on the encrypted computer and lab drive 

indefinitely. The data will be shared in Jessica White’s Master’s thesis and in academic 

journals and conferences. 

 

Compensation 

If you consent to take participate in this interview, you will receive a $10 Amazon.ca gift 

card in appreciation. In order to receive your gift card, I will need to collect your email 

address. The email address you use will be collected separately from the rest of the study 

data, and email addresses will be deleted after all interviews have been completed.  

 

https://mindyourmind.ca/
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Ethics 

Your participation in this study is completely voluntary. You may also choose to skip any 

questions. You may withdraw for any reason without any penalty. You will be able to 

withdraw from this study for up to three months (________________) after the interview. 

Beyond that date, the researcher will already have disseminated the information. 

 

You do not waive any legal rights by agreeing to take part in this study. This project has been 

reviewed by the Research Ethics Board for compliance with federal guidelines for research 

involving human participants. If you have questions regarding your rights and welfare as a 

research participant in this study (REB# _______), please contact:  

 

Director, Research Ethics 

University of Guelph 

reb@uoguelph.ca. 519- 824-4120, ext. 56606 

 

Please save a copy of this information letter for your records. If you wish to participate in this 

study and will be conducting an interview over the phone I will ask for verbal consent to take 

part in this research. I will document consent in my notes.  

 

Women’s Experiences with Contraception:  Consent Form 

I have read the Letter of Information for the research study titled Women’s Experiences with 

Contraception and I have had my questions answered to my satisfaction. 

 

I have been given a copy of the Information letter and am freely signing this consent form.

  

 

Participant Name:         ___________________________________________________

       

Participant Signature:         ___________________________________________________

   

Date:            ___________________________________________________ 

  

mailto:reb@uoguelph.ca
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Appendix F: Demographic Survey 

In order for us to learn about the range of people participating in this research, we would 

appreciate it if you could answer the following questions.  

 

Please either fill in your answer in the space provided or check the answer(s) that best apply 

to you.  

 

 

Pseudonym: _________________________________ 

 

1. What is your age? _______________________ 

 

2. How would you describe your sexual orientation?  

 

 Straight / Heterosexual           Gay/Lesbian         Queer  

 

 Bisexual         Asexual          Pansexual        

 

 Other: _________________ 

 

3. How would you describe your racial/ethnic background? (White, Black, Indigenous, 

etc.) 

 

______________________________________________ 

 

 

4. How would you describe your relationship status?  

 

 Single       Partnered           Married 

 

 Divorced       Separated          Widowed 

 

 Other: _________________ 
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