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Abstract: Access to comprehensive contraceptive services for youth is essential to improving sexual and
reproductive health. However, youth in many countries still face substantial obstacles to contraceptive
access and use. The purpose of this study is to compare the contraceptive access experiences and perspectives
of pregnant and parenting Mexican-origin youth in Guanajuato, Mexico, and Fresno County, California.
Focus groups and in-depth interviews were conducted in Spanish and English among female youth in Mexico
(n= 49) and California (n= 25). Participants also completed a brief sociodemographic survey. Using a
modified grounded theory approach, qualitative data were coded and thematically analysed based on
Penchansky and Thomas’s Theory of Access, and results were compared by location. Although knowledge of
a service provider was high among youth in both locations, access was affected by social, cultural, and
institutional dynamics and contraceptive use was mixed. Across locations, participants described obstacles
to accessing their preferred method. Participants worried about parental and peer opinions about their use
of contraception (acceptability), and about perceived side effects including infertility and pain (adequacy).
Contextual differences included lack of contraceptive choice in Guanajuato (availability) and incomplete
knowledge about options in Fresno County (awareness). The power to request and receive their method of
choice (agency) emerged as an important dimension that was not part of the original theory. Latina youth
living in Mexico and the United States face multiple challenges accessing needed contraceptive options and
services. Recognising and reducing these barriers can strengthen the contraceptive care landscape and
promote the reproductive health and agency of young people. DOI: 10.1080/26410397.2023.2216527

Plain language summary: Although sexually active youth need access to comprehensive sexual and
reproductive health services, youth in many countries face substantial barriers to care. This study compares
the experiences of pregnant and parenting youth in accessing contraceptive services in Mexico and the United
States. We conducted interviews and focus groups with 74 Mexican-origin young women and found that
contraceptive use and access was affected by their concerns about parental and peer opinions as well as by
provider attitudes. In Mexico, several participants reported being denied their preferred method by their
provider. Identifying and addressing barriers to services can improve the quality of care and the reproductive
health of young people.

Keywords: contraception, reproductive health services, youth, hispanic or latino, Mexico, barriers to
access

Introduction
Informed choice and access to contraceptive ser-
vices is a critical component to improving the sex-
ual and reproductive health (SRH) of adolescents

and young adults, including the reduction of unin-
tended pregnancies.1 While meaningful access to
SRH care and services are important across the
life course, adolescence is a unique period of
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development during which individuals are often
more vulnerable to undesired health outcomes
due to limited knowledge and greater barriers to
contraception and related health services.1 Com-
paring youth experiences and perspectives sur-
rounding contraceptive access in different
settings can identify key enablers and obstacles
during this critical period.

Prior research has identified disparities in
contraceptive access for youth as well as the
importance of youth-friendly SRH services to
increase access and use.2 Obstacles to contracep-
tive access contribute to persistent differences in
pregnancy and childbirth rates among Latina
youth globally and within the United States. In
Latin America and the Caribbean, the adolescent
pregnancy rate is the second highest in the
world.3 In Mexico, nearly 20% of births occur
among adolescents.4 Despite a national policy
in Mexico advancing access to all contraceptive
options for young people,5 more than a quarter
have reported unmet contraceptive needs and
youth are consistently found to have worse
access to SRH services than older individuals.6,7

Although both the United States and Mexican
governments have attempted to improve the
state of SRH education for adolescents, progress
has been mixed, slow, and limited by opposing
stakeholders in both countries.8,9

In the United States, adolescent pregnancies
and births remain highest among Latino groups.10

While Latinos compose 39% of the total popu-
lation in California, nearly 75% of adolescent preg-
nancies occur in the Latino population and about
20% occur with non-native Latina individuals who
migrated to the United States.11,12 A study com-
paring birth rates of Latinas aged 15–19 living in
American border states, however, found that ado-
lescents living in California had lower birth rates
than those in other states, likely as a result of
increased access to contraception and youth-
friendly SRH services.10 Preventing unintended
pregnancy during adolescence remains important
as it may result in improved health, educational,
and economic outcomes for the affected youth
and for future generations.13,14

While Latino communities in different locations
may embody some cultural similarities and navi-
gate a variety of shared obstacles related to con-
traceptive access, meaningful differences in
broader societal norms, policies, and health care
systems shape the experience of young people.
For example, research in the United States has

highlighted a variety of personal and institutional
barriers barring access to SRH care among Latina
adolescents.15,16 Another study with adolescents
in California reported that Latina adolescents per-
ceive similar obstacles to accessing SRH services to
their non-Latino peers.17 Aligning with the
majority of literature studying migrant popu-
lations in the United States, the comparison
groups for these studies were native-born non-His-
panic youth rather than non-migrant individuals
in the source population, which may be more
appropriate.18 Qualitative research in Mexico
revealed that adolescents’ ability to access SRH
services was hindered by a lack of awareness as
well as by provider practices denying youth
access.19 However, research directly comparing
these groups in both places is lacking and it is
unclear to what extent these barriers persist or
are mitigated for Latina migrants compared to
their non-migrant peers.

Insufficient knowledge about contraceptive
methods and care, including their availability
and cost, continues to be an obstacle for young
people.20 A study comparing adolescent percep-
tions of barriers to accessing SRH services in Cali-
fornia concluded that perceived lack of
confidentiality, cost, and concerns about test
results were among the most common obstacles
and that nearly 30% of youth lacked knowledge
about clinic services.17 In both California and Mex-
ico, disparities in contraceptive access between
racial and ethnic groups may be driven by social
determinants including age, education, relation-
ship status, and economic status.21,22 Other
research has demonstrated that Latina women,
and their Black peers, in the United States face
worsened SRH access, lower use of the most effec-
tive contraceptive methods, and higher rates of
unintended pregnancy as a result of gendered
racism informed by harmful stereotypes from
medical providers.21 Similarly, a study in Mexico
found that indigenous and younger adolescents
were less likely to receive quality contraceptive
care compared to non-indigenous adolescents
and persons over 18 years old, illustrating the
intersectional discrimination of age and race.22

The purpose of this study was to analyse the
contraceptive access experiences and perspectives
of pregnant and parenting youth in two different
health care and cultural contexts – one in which
they are in the dominant culture in Mexico and
one in which they are an immigrant group in Cali-
fornia. Investigating the nuances surrounding the

A. Mitchell et al. Sexual and Reproductive Health Matters 2023;31(1):1–16

2



contraceptive needs of Mexican-origin youth in
both settings is critical to inform context-specific
solutions and identify factors associated with the
social and health environments of each place.18

Through this comparison, the findings can be
further delineated to identify those which may
be more universal to pregnant and parenting
youth experiences and perspectives, and which
may be more context-specific. Identifying and
building awareness about the shared and con-
text-specific enablers and obstacles from the per-
spective of pregnant and parenting young
people may provide the insights needed to
advance reproductive agency and access.

Methods
This study is a qualitative analysis of data col-
lected within a broader study of adolescent preg-
nancy and migration conducted in partnership
between the University of California,
San Francisco and the Mexican National Institute
of Perinatology.23 Qualitative results from inter-
views and focus groups with youth were con-
ducted in both locations to identify enablers and
obstacles to contraceptive access. Penchansky
and Thomas’s theory of access was used to assess
findings within specific dimensions of access to
contraception and SRH services.24 These dimen-
sions include Accessibility, Availability, Acceptabil-
ity, Affordability, and Adequacy. Saurman further
refined these dimensions by adding Awareness as
a dimension and recognised these dimensions as
interconnected.25

Setting
Respondents were selected from several commu-
nities in Fresno County, California, and Guana-
juato, Mexico. Guanajuato was selected as a
traditional point of origin for migrants to Califor-
nia and Fresno was selected as a primary point
of arrival for Mexican immigrants. Both settings
are major agricultural regions and reflect a mix-
ture of urban and rural communities. A binational
research team with established relationships in
both locations recruited youth from public hospi-
tals and clinics in multiple communities in Guana-
juato and from community-based organisations in
multiple towns within Fresno County.

Participants
Eligible participants were pregnant or parenting
females (within 12 months postpartum) aged

14–20 residing in the state of Guanajuato, Mexico,
and Fresno County, California. Eligibility criteria
also included the ability to speak Spanish or Eng-
lish. Participants in Fresno were limited to youth
who migrated from Mexico themselves or had at
least one parent that migrated. Youth receiving
services from each site were invited to participate,
resulting in a convenience sample spanning mul-
tiple communities and settings. Recruitment con-
tinued until consistent themes began to emerge
and the research team agreed that data saturation
had been reached.26

Data collection
Qualitative data were collected through a stra-
tegic combination of focus groups and in-depth
interviews, conducted in English or Spanish by
a binational team of five trained researchers,
between December 2016 and July 2017. Focus
groups and interviews occurred in classrooms
or meeting rooms. After explaining the study
aims and approach, researchers obtained verbal
consent from each participant prior to conduct-
ing any focus group or interview. There were
no participation refusals. Focus groups and
interviews explored participant experiences
with SRH care and services. Focus groups
explored contraceptive availability and infor-
mation generally, whereas interviews, which
were conducted in a more confidential setting,
delved into personal experiences with SRH care
and access. Participants also completed a brief
survey to collect demographic information
along with SRH clinic knowledge and contracep-
tive use.

The study instruments were piloted, modified,
and implemented by the binational research
team to gather personal experiences and
group-generated perspectives. Young people in
both contexts were compensated for their time
with either a $20 gift certificate or infant
supplies, per the recommendation of the rel-
evant local institution. Focus groups had an
average of five participants, with a range of 3–
22 participants. The greater frequency of adoles-
cent pregnancies in Mexico and fewer eligibility
requirements resulted in larger focus groups in
Mexico. Focus groups lasted about an hour
while interviews were generally less than
30 minutes in length. All focus groups and inter-
views were audio-recorded and transcribed
verbatim.
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Data analysis
All transcripts were coded in the original language
using Dedoose software Version 9.0.17.27 Three
researchers coded the focus groups and inter-
views, and a fourth researcher reviewed the
codes for inter-coder consistency. Researchers
coded data independently but met weekly to clar-
ify codes and refine the codebook to improve

reliability. To ensure coding consistency, a ran-
dom sub-sample of interviews and focus groups
was coded by two separate researchers and
inter-coder reliability tests were performed,
obtaining an average Cohen’s kappa value of 0.88.

This study used a modified form of grounded
theory in which a set of preliminary codes were
identified a priori based on the research’s initial

Table 1. Dimensions of Access* for contraception and sexual and reproductive health
(SRH) services.

Dimension Definition Examples

Accessibility “Accessible” services and resources are near to
the intended user

• Contraception is accessible at nearby locations

• SRH services are accessible within a short
distance

Availability “Available” services and resources are sufficient
to meet community demand

• Trained providers are available to competently
provide the full range of contraception and
other SRH services

• Health care settings maintain a stock of all
contraception and related resources

Acceptability “Acceptable” services and resources align with
the sociocultural norms and practices of the
user

• Users perceive contraception options and use
to be acceptable for themselves and to their
community

• Users find the available providers to be
acceptable to deliver SRH services

Affordability “Affordable” services and resources suggest
reasonable financial cost to the user

• Contraception and SRH services are low- or no-
cost (and/or the cost is covered by low- or no-
cost health insurance)

Adequacy “Adequate” services and resources are organised
in a way the target population can understand
and user-friendly

• Information about available contraception
accommodates users’ needs and desires

• SRH clinics maintain relevant hours and user-
friendly appointment systems

Awareness “Awareness” of services and resources is
achieved through effective communication and
dissemination of relevant information

• Communication about contraception and SRH
services builds health literacy among intended
users

• Information about contraception and other
SRH services is relevant to its context

Agency “Agency” entails the ability and personal
autonomy to act upon a desire to seek and
acquire, or to avoid, services

• Users are able to acquire the SRH services they
desire when and how they wish

• SRH services are free of coercion

*Adapted and expanded from Saurman25.
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research questions and the Theory of Access and
later added emerging codes inductively identified
from the data.28 This approach maintains the
essential elements of grounded theory including
an iterative and reciprocal data-theory
relationship.

Table 1 provides definitions and examples of
each dimension as they relate to youth access to
contraception. Coded text was exported into
Excel spreadsheets and thematically analysed for

themes and patterns within and across the various
dimensions of access by location. Additional sub-
codes were developed based on the themes that
emerged during analysis. Qualitative data were
analysed by participant location with a focus on
identifying enablers and barriers to contraceptive
access among young people. Spanish quotes
included in this manuscript were translated by a
native Spanish-speaking researcher and verified
against the original.

Table 2. Participant demographics by location

Guanajuato, Mexico Fresno, California

n (49) % n (25) %

Age (mean) 17.2 17.6

Age

≤16 15 30.6 4 16.0

17 to 18 23 46.9 17 68.0

19 to 20 11 22.5 4 16.0

Currently in school

No 44 89.8 5 20.0

Yes 5 10.2 20 80.0

Highest level of education

Elementary 10 20.4 0 0.0

Middle 28 57.1 2 8.0

Some high school 7 14.3 15 60.0

Finished high school 2 4.1 6 24.0

Some college 0 0.0 2 8.0

Missing 2 4.1 0 0.0

Relationship status

Single 3 6.1 9 36.0

In a relationship but not living with partner 8 16.3 6 24.0

Married or living with male partner 37 75.5 10 40.0

Other 1 2.1 0 0.0

Childbearing status

Pregnant 22 44.9 3 12.0

Parenting 27 55.1 22 88.0
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Select questions from the demographic survey
were analysed to compare participants’ character-
istics, knowledge of SRH services, and past and/or
current use of contraception young by location.
Demographic statistics were summarised using
Stata Statistical Software: Release 17.29

Ethical approval
The Institutional Review Board of the University of
California, San Francisco (# 16–20062, 30 Novem-
ber 2016), and the Committee of Investigation of
the Secretariat of Health in Guanajuato, Mexico,
approved the broader study.

Results
Participant demographics
Eleven focus groups (5 in Fresno; 6 in Guana-
juato) and 15 in-depth interviews (5 in Fresno;
10 in Guanajuato) were conducted with 74 preg-
nant or parenting female youth. Two-thirds of
participants resided in the state of Guanajuato,
Mexico, and one-third in Fresno County, Califor-
nia (Table 2). Most participants in Guanajuato
(90%) reported that they were not currently in
school and 76% described their highest level of
education as middle school or below, whereas
most participants in Fresno (80%) were currently
in school and 92% reported their highest level of
education as some high school or above. Just
over half (55%) of participants in Guanajuato
were parenting and the other 45% were preg-
nant; in Fresno, 88% were parenting and 12%
were pregnant.

Participant knowledge and use of
contraceptive resources
Young people in Guanajuato were less likely to
report knowledge of a SRH health provider in
their community—63% compared to 88% in
Fresno (Table 3). Both groups reported condoms
as the most frequently ever-used contraceptives
at 51% and 56%, respectively. Although hormonal
methods were the next most common methods
ever used in both locations, over half of partici-
pants in Fresno (52%) had used them compared
to only 14% in Guanajuato. Similarly, almost half
(48%) of Fresno participants reported usage of
long-acting reversible contraception (LARC) com-
pared to 12% in Guanajuato. Additionally, 29%
of participants in Guanajuato said they had
never used any method as opposed to 8% in
Fresno.

Participant experiences and perspectives
In both locations, several themes emerged within
the acceptability, affordability, and awareness,
dimensions of access, while comments related to
availability only emerged among Guanajuato par-
ticipants and those related to adequacy and acces-
sibility only emerged among those in Fresno
(Table 4). In addition, the concept of individual
agency, or the power to request and receive
their method of choice, emerged as an important
dimension. In many instances, these dimensions
of access overlapped.

Acceptability
In both locations, participants shared concerns
about how the perceptions of others, particularly
peers and parents, influenced their contraceptive
decisions. Fear of gossip and rumours among their
peers shaped participants’ willingness to seek con-
traceptive resources. Focus groups responses in
both locations revealed similar concerns:

“If we weren’t embarrassed, I think we would have
come [to the clinic], because maybe the moment
someone else begins to find out that you are seeing
someone, you feel ashamed, right? They’ll say, ‘look,
don’t stay with that person’ and ‘this girl already
got involved with this guy.’” (Guanajuato Focus
Group Participant)

Participants in Fresno similarly shared:

Participant 1: If they see you going in there and
they know they have condoms in there, they’ll be
like oh, they’ll try to be up in your business and
stuff. And maybe start a rumor.

Participant 2: I think that’s why people don’t go
there. I don’t want people to see me. That’s what
I think… (Fresno Focus Group Participants)

Participants in Fresno County shared further con-
cerns about the small size of their community and
the perception that “everybody is going to know”
about a clinic visit. In Guanajuato, one person
explained that to maintain privacy around acces-
sing SRH services, some youth seek input from a
medical professional instead of their peers:

“I think we are all afraid to ask for something… and
we think it is better to ask a person at the health center
who does not know us than a friend or an acquain-
tance.” (Guanajuato Focus Group Participant)

However, some participants preferred talking with
their peers and being concerned that their parents
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would find out if they tried to access services. As
one participant in Fresno described:

“Well, they just talk about it because they’re scared
to tell their parents. And they don’t know where to
find certain places to go and they’re scared that

their parents are going to find out if they go to
those clinics.” (Fresno Interviewee)

The role and influence of parents were mixed.
While some mentioned concern about their
parents’ knowledge and opinions, other

Table 3. Knowledge and use of contraceptive resources by location

Guanajuato,
Mexico Fresno, California

n (49) % n (25) %

Knowledge of a clinic/provider offering youth-friendly SRH services

No 12 24.5 1 4.0

Yes 31 63.3 22 88.0

Not sure 5 10.2 1 4.0

Missing 1 2.0 1 4.0

Methods of contraception ever used*

None 14 28.6 2 8.0

Condoms 25 51.0 14 56.0

LARCs (IUD, Implant) 6 12.2 12 48.0

Hormonal methods (Pill, Injectables, Vaginal Ring, Patch) 7 14.3 13 52.0

Non-hormonal methods (Withdrawal, Rhythm method) 2 4.1 8 32.0

Emergency contraceptive 3 6.1 0 0.0

Missing 2 4.1 0 0.0

Methods of contraception currently used**

None 6 12.2 5 20.0

Condoms 4 8.2 5 20.0

LARCs (IUD, Implant) 9 18.2 11 44.0

Hormonal methods (Pill, Injectables, Vaginal Ring, Patch) 3 6.1 1 4.0

Non-hormonal methods (Withdrawal, Rhythm method) 0 0.0 2 8.0

Emergency contraceptive 0 0.0 0 0.0

Missing 5 10.2 0 0.0

*Participants could select more than one answer.
**Includes only post-partum participants (n= 27 from Guanajuato, n= 22 from Fresno); Participants could select
more than one answer and Guanajuato participants reported no method or 1 single method while 2 Fresno par-
ticipants reported condom use along with a second method.
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participants in both locations described their
mothers as having a strong influence in their con-
traceptive decision-making. For example, when
asked about how they chose to use an intrauterine
device (IUD), which they reported being happy
about, one Fresno participant described:

“My mom kinda convinced me. Cuz she said that
like it was better, cuz the first time I would always
worry about taking the pill and then this time, I
don’t have to like worry about it. It’s just there.”
(Fresno Interviewee)

A young person in Guanajuato summarised their
perception that mothers should be involved,
explaining:

“More than anything else, mothers should be open,
‘look, you can use this one or this one, or not this
one, and this one is better for you.’ So that they
[youth] take care of themselves. If you don’t talk

to them [youth] openly, they will do it anyway.”
(Guanajuato Interviewee)

There were further nuances in the strength of
influence of others on participants’ fertility-
related decisions. Responses differed by location
in this regard in that a couple of participants in
Guanajuato specifically chose not to accept con-
traception advice from their mothers based on
their conscious decision to become pregnant.
Although not a common issue around acceptabil-
ity, some participants in both locations also ident-
ified concerns about unwanted side effects or pain
related to contraceptive use.

Affordability
Although youth in each location acquired contra-
ceptives from different sources, affordability was
not perceived as a significant issue in either situ-
ation. Participants in both locations described

Table 4. Shared and location-specific findings by Dimensions of Access* related to
contraception and sexual and reproductive health (SRH) services among youth and
young adults

Guanajuato findings Shared findings Fresno findings

Availability

. Delays in receiving anything
but condoms

. Barriers to young people
obtaining LARCs before or
after first birth

Agency

. Denial of preferred method

. Contraceptive coercion by
providers

Acceptability

. General influence of family, friends, or
providers

. Stigma surrounding parental and/or peer
perceptions of youth contraceptive use

. Fear of side effects (i.e. pain) related to
contraceptive use

. Participant desire for pregnancy or
prevention

Affordability

. Inadequate access to free, confidential
contraception increasing pursuit of higher
cost options via pharmacies

Awareness

. Presence or absence of SRH-related
community and media outreach

. Knowledge or lack of knowledge about
contraceptive options

. Inconsistent use of short-acting methods
(i.e. missing a pill)

Accessibility

. Unclear presence/
location of school-based
SRH resources

Adequacy

. Inadequate contraceptive
education

. Unclear schedule of
health resource trailer at
school

*Adapted and expanded from Saurman25.
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seeking contraception from their peers or from
stores where they presumably needed to pay
out-of-pocket as opposed to clinics where some
contraceptives were freely available. One Fresno
focus group was specifically asked where they or
their partners would go to get condoms and,
despite availability at the clinic one participant
explained, “just go to the store and buy it.” In Gua-
najuato, many participants reported accessing
free contraception through their local health
centre or hospital, though a few acknowledged
that free SRH services were not available in rural
settings. Some young people in Guanajuato also
reported that pharmacies, convenience stores,
and department stores were places youth pur-
chased methods, often out of fear of being seen
at an SRH-focused clinic.

Awareness
The most common issues participants mentioned
related to awareness were related to SRH edu-
cation and outreach. In Guanajuato, participants
explained that they received contraceptive infor-
mation, although this did not always translate to
use. One participant shared:

“I think it is easy, because nowadays in schools, in
communities, in other places there are people from
health centers or hospitals who give talks or even
give gifts to teenagers, so that if they have sex,
they can protect themselves. In any case, there are
talks or advertisements on radio, TV, everything
… [which] mention all those that are for use after
pregnancy, for example, the arm kind, the IUD,
the other copper one, and the most known, the
ones that teenagers use the most, which are con-
doms, or pills.” (Guanajuato Focus Group
Participant)

Another participant agreed and explained that
they had witnessed community outreach by
nurses and free contraceptive advertising on
television.

In contrast, many participants in Fresno
reported a more limited awareness of their
options prior to pregnancy or visiting a clinic
specifically for SRH-related services. As one
explained:

“I heard about [contraception] but I only thought
there was only one type of birth control. But
when I went [to the clinic], I noticed there was
like more than one.” (Fresno Interviewee)

One participant in Fresno recognised gaps in her
own awareness about contraception while seeking
pregnancy testing:

“… you can get birth control for free. I didn’t know
that until I was pregnant already. Once you look up
‘where can I get a pregnancy test?’, then it pops up
you can get birth control here. And it’s like no, it’s
too late for that one, I need the pregnancy test.”
(Fresno Focus Group Participant)

Finally, awareness and concern among partici-
pants of the possibility of pregnancy differed by
location. In fact, several participants in Guana-
juato described their pregnancies as planned,
which was not mentioned in Fresno. Several par-
ticipants in Fresno instead reflected on their
acceptance of the potential for pregnancy as a
consequence of sexual activity, although others
shared that their peers may not use contraception
due to perceived lack of risk. When asked why
their peers may not want to use contraception,
one participant in Fresno explained, “they said
that they’re being careful. That it’s not going to hap-
pen to them.”

Availability
Findings within the dimension of availability pri-
marily emerged among participants in Guana-
juato. Several explained that condoms are the
most common method available to young people
followed by pills, patches, and injections. One par-
ticipant shared that condoms were handed out
freely during school-based sex education classes.
Several participants, however, detailed obstacles
to acquiring their method of choice beyond
those most commonly available. For example,
one participant noted:

“I wanted the implant, but they told me at the
Maternity Hospital that they didn’t have any avail-
able at the time and asked me if I wanted to get the
IUD instead. I said yes because the important thing
is to protect myself.” (Guanajuato Focus Group
Participant)

Many participants in Guanajuato explained that
some contraceptive methods were only available
under specific circumstances such as being sexu-
ally active or immediately following pregnancy
and childbirth. In these instances, participants
shared stories of providers denying access to
desired contraceptive methods. Some partici-
pants, for example, shared that LARCs were una-
vailable to them prior to childbirth despite free
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provision of these methods at local health centres.
In contrast, young people who had experienced
pregnancy and birth often were encouraged to
consider LARCs by their provider.

Accessibility
Barriers related to the dimension of accessibility
primarily emerged among Fresno youth and also
overlapped with awareness. While some partici-
pants in Fresno reported no access to a school-
based health centre, others mentioned a mobile
clinic offering SRH services. However, they had
limited knowledge of the mobile clinic’s schedule,
and none reported utilising it. One participant
attempted to recall details about the mobile
clinic:

“[The mobile clinic is there] some days, I think it’s 3
days a week but it’s just there…We don’t know
about it until a student tells us, another kid tells
us. I never, the school never told us… because we
do have Sex Ed classes, but they never told us to
go to this place…” (Fresno Focus Group
Participant)

Adequacy
While most participants in Guanajuato described
receiving adequate information about contracep-
tives and other SRH topics, some participants in
Fresno described obstacles to adequate infor-
mation. Compared to participants in Guanajuato
who described their school-based SRH education
as fairly comprehensive – including information
about contraception such as condoms, pills, and
IUDs – those in Fresno outlined a variety of impor-
tant gaps including a perceived over-emphasis on
the menstrual cycle and on sexually transmitted
infections, along with a lack of information
about contraception and relevant resources.
Some participants in Fresno perceived educators
or schools to be unwilling to provide contraceptive
education. Several focus group participants
explained that while they received some SRH edu-
cation in school, it wasn’t comprehensive. When
asked whether educators shared information
about resources and youth-friendly clinics, one
participant reflected:

“I don’t think they would ever… they would tell us
use a condom, but they wouldn’t show us what’s a
condom and stuff like that. They’d be like, ‘oh just
use a condom’, what’s a condom. They don’t give
too much information, especially in middle school

… in middle school they mostly focus on HIV and
stuff like that. They just tell us… you know you
can get pregnant.” (Fresno Focus Group
Participant)

Young people in both locations recognised that
they had important knowledge gaps and alluded
to the benefit of incorporating SRH topics earlier
in school.

Agency
Although not one of the initial dimensions of
access, an individual’s agency, or having the
power to request and receive their preferred con-
traceptive method, emerged as an issue for youth,
particularly in Guanajuato. This dimension of
access was distinct from availability in that clinics
often had the method in stock, yet providers dis-
regarded the young woman’s preference. Youth
in Fresno did not discuss this concern. Several par-
ticipants in Guanajuato described being coerced
into using a contraceptive method or not receiving
their preferred method. One person shared that
contraception was required when they were dis-
charged after childbirth “… you have to leave
[the hospital] with a method because they [doctors]
make sure that you don’t get pregnant again. That’s
what they require” (Guanajuato Interviewee).

One participant was denied an implant during
their postpartum period and offered an IUD and
nothing else. Similarly, another participant
reported being coerced into an IUD insertion
despite their preference and advocacy for an
implant:

“They [providers] made me sign a paper form saying
what I was going to use, because they told me that
having another baby so soon was going to be very
difficult. Also, I told them that I didn’t feel strong
enough to have another one. They told me you
have to sign this paper and indicate what you are
going to use to take care of yourself. I had already
told them the implant, and they said yes, I signed
the form and everything. Here [at the clinic] I told
them the same thing and yes, everything was fine,
but not even an hour had passed before they told
me no and they put the copper IUD in instead.
[…] they [providers] forced it [IUD] on me. After
about three days I lost the IUD, it came out, and
now I have nothing.” (Guanajuato Focus Group
Participant)

When asked why they thought the providers didn’t
respect their decision to use an implant, this
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participant explained, “because they told me that it
was hormonal and they gave me a lot of cons about
that device, they told me that the IUD was better, and
I told them no, not that one. They told me, but yes,
yes that one, so they forced that one on me.”

Other participants in Guanajuato shared that
they weren’t provided with an explanation for not
receiving their chosen method, describing their
additional efforts to access contraception else-
where to make up for the lost opportunity. For
example, one voiced preference for a LARC postpar-
tum but was denied one at the hospital, explaining
“they didn’t tell me why, they just said no, and I had
signed a sheet as well, and they said no, that they
couldn’t insert it there.” This individual ultimately
acquired pills from another health centre.

Another participant reported receiving the
Depo shot, but when asked if this was their pre-
ferred method, she explained:

“No, before they had told me about a new one that
came out, the Mirena, but there at the hospital…
they didn’t put it in because I was discharged later.
First, they asked me if I was the one who was going
to get it, I said yes, but then they never came, and I
didn’t get anything in the end.” (Guanajuato
Interviewee)

This participant described the additional effort
required to make up for the lost opportunity,
first seeking an injection at their local health
centre and considering finding another provider
who would place an IUD “to better protect myself.”
While this participant was aware of the choices
and benefits of contraception, and advocated for
her preference, she was denied access at specific
times and locations.

Discussion
This study explores the multiple, concurrent, and
context-specific factors that influence access to
contraception and related SRH resources and
care for pregnant and parenting Mexican-origin
youth in Guanajuato, Mexico, and Fresno, Califor-
nia. Youth in both locations identified barriers
and facilitators to contraceptive access across sev-
eral Dimensions of Access. In addition to the orig-
inal dimensions identified, our findings highlight
the importance of personal agency in contracep-
tive access.

In many cases, these dimensions of access over-
lapped to shape the young people’s experiences
and ability to access SRH knowledge, care, and

resources. For example, lack of awareness often
was coupled with inadequate services available
at the facilities. Unlike in Fresno, youth in Guana-
juato perceived their school-based SRH education
and resources to be adequate and they were aware
of the availability of no-cost contraceptive
options. Affordability was not a notable barrier
to access in either location with most youth
aware of free or low-cost methods. However,
many young people in Fresno reported learning
about approved contraception methods and
about the availability of low- or no-cost resources
only after becoming pregnant themselves. Our
results affirm prior research which found that
comprehensive SRH knowledge, including contra-
ceptive information, is essential to informed
health decision-making and that other program-
ming may be needed to reach out-of-school
youth, particularly in Mexico.4,30

Our findings also underscore that knowledge is
insufficient when other dimensions such as avail-
ability or accessibility are limited. For example,
although more than half of participants in both
locations had reported ever using a condom, par-
ticipants in Fresno were much more likely than
those in Guanajuato to report use of other
methods. In contrast, youth in Guanajuato were
much more likely to report never having used
any contraceptive method and that the pregnancy
was intended. This underscores that contraceptive
non-use among youth is an imperfect measure of
unmet need, as youth for whom pregnancy was
planned and desired would have no unmet need
for contraception.31,32 Better understanding the
relationship between contraceptive use and
other concepts including pregnancy desire, con-
textual differences in perceptions of access, and
societal norms around pregnancy and sexuality
is needed. It also highlights the importance of
responding to individual needs and motivation.

As found in other research, issues related to
acceptability included concerns about side effects,
stigma, and the influence of peers and family
members. In both locations, information and
advice from the participants’ peers and mothers
influenced selecting a specific contraceptive
method. This contrasts with recent research
suggesting that social norms may be changing at
the population level and that many Latina youth
do not rely on others to make contraceptive
decisions.33 Other studies have found that Latino
parents in Mexico and the United States often
are reluctant to talk with their children about
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sexual topics and may benefit from culturally-
appropriate communication training.34,35 Addres-
sing misinformation, societal norms, and stigma
surrounding contraception among families and
peers is likely to increase acceptability.

Along with individual obstacles, existing and
perceived provider and clinical practices also
must be considered to improve acceptability and
adequacy. As in prior research, participants in
both locations described a desire for private and
non-coercive interactions around contraceptive
services.36 Youth-centred patient-provider
relationships involving trust, communication,
and shared decision-making have the potential
to improve the care experiences and health of
Latina youth across contexts.20,23,37 Providers car-
ing for pregnant and post-partum young people
need to avoid negative stereotypes and judgmen-
tal attitudes and focus on supporting healthy
behaviours and outcomes.38 In addition, provi-
ders should address young people’s concerns
about contraceptive side effects and support
their choices to switch or discontinue contracep-
tive methods.20 Notably, several participants in
Guanajuato were denied access to their preferred
method. While youth in Fresno did not report that
barrier in this study, similar obstacles have pre-
viously been documented among youth in the
United States.20 Prior research has also identified
gaps in provider training as well as provider mis-
conceptions regarding the ability of adolescents
to be candidates for LARC methods.39,40 Offering
contraceptive counselling of all methods during
prenatal care and providing post-partum options
can reduce rapid repeat pregnancies.38 Although
youth in Mexico may have access to multiple
over-the-counter contraceptive methods, most
methods in the United States require a prescrip-
tion from a provider. Ensuring availability of
and accessibility to desired contraceptives is a
cost-effective and critical component to achieving
reproductive agency, enabling timely access to
preferred methods.

While certain considerations across the dimen-
sions of access were similar in both locations, con-
textual differences arose, suggesting the need for
tailored strategies that recognise the differing
experiences and pregnancy intentions of youth.
The participants in our study often encompassed
intersecting characteristics, including young age,
immigration status, and educational level, which
affected the power dynamics with the provider
and their agency in receiving their desired

method. Prior research also found that particular
barriers to access may be acutely experienced by
young persons as a result of their own socioeco-
nomic status, cultural norms, or instances of per-
sonal discrimination.41

Recommendations
These results illuminate several strategies to
improve young people’s access to contraceptive
services including improving clinical services, pro-
viding comprehensive sexual health education,
engaging stakeholders, and supporting youth
agency and empowerment.

Opportunities remain to substantially improve
the clinical care for youth seeking SRH services.
These include incorporating training and account-
ability to ensure non-coercive and patient-centred
contraceptive counselling to improve adequacy
and acceptability. Sustained provider education
and mentorship should be prioritised alongside
changes to clinical protocols to improve provider
adherence to clinical recommendations.42

Strengthening provider practices and young
people’s awareness of their rights and confidenti-
ality is critical to facilitating accessibility to often
stigmatised SRH services and to promote afford-
ability by enhancing confidence in existing free
services. Youth-friendly programs and clinics
need support to build their capacity and outreach
to better serve youth, including offering flexible
schedules or more convenient locations to
improve accessibility and availability.

Merely eliminating obstacles or improving
access will remain insufficient to provide contra-
ceptive choice without a deeper and stronger
commitment to supporting the development of
adolescents’ agency. The social and political
dynamics in each country that shape young
people’s ability to successfully navigate the health
care system must be considered and addressed. In
both countries, this includes some political oppo-
sition to comprehensive sexual health education
and services for adolescents.8,9 California and
the United States also need to better address the
lower use and greater barriers to care among
migrant youth to ensure timely access to contra-
ceptive and prenatal care.15,16 This will require
collaborative efforts across key stakeholders in
the lives of youth including partners and peers,
parents and caregivers, school educators and
administrators, youth-focused community-based
organisations, and providers and others in the
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health care delivery systems to truly improve
access.

Limitations and strengths
Our study had some limitations. Participant
recruitment differed by location as those in Gua-
najuato were recruited within clinic and hospital
settings, while participants in Fresno were
recruited primarily within community-based
organisations. Because of this, populations in
each setting varied by pregnancy status, resulting
in a greater focus on post-partum experiences
among the Guanajuato participants. Additionally,
Fresno recruitment included the additional eligi-
bility criteria of recent migration, restricting
potential participants and possible willingness to
participate related to stigmatisation of immigra-
tion status. Consequently, the focus groups in Gua-
najuato had more participants due to greater ease
of recruitment. However, the researchers conduct-
ing the focus groups in both locations followed the
same protocol and questions and did not note a
substantial shift in the dynamics within the
groups. In addition, the experiences and views
of the pregnant and parenting participants may
not be reflective of other young people in these
locations.

Despite these limitations, similar themes
emerged across the locations. These data points
allow for an increased understanding of personal
and social enablers and obstacles documented in
each location and the utility of using the Dimen-
sions of Access25 to identify key themes. Overall,
findings revealed important considerations for
youth that can inform future efforts to improve
contraceptive access. Considered holistically, find-
ings from the surveys, interviews, and focus
groups offer insights into who and what may influ-
ence contraceptive decision-making among Latina

youth in distinct cultural settings and health
systems.

Conclusion
A youth-centred and context-specific approach to
understanding and addressing the multiple
dimensions that constitute contraceptive access
is crucial to improving SRH outcomes and equity.
This study confirms that providing non-judgmen-
tal and accurate information, improving clinical
services, and supporting youth empowerment,
are essential for informed choice among expec-
tant and parenting young people, and ultimately
affect their health and wellbeing. Collectively,
strengthening all Dimensions of Access will
improve the contraceptive care landscape and
support young people’s sexual and reproductive
goals.
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Résumé
L’accès des jeunes à des services contraceptifs com-
plets est essentiel pour améliorer la santé sexuelle
et reproductive. Néanmoins, dans beaucoup de
pays, les jeunes font encore face à des obstacles con-
sidérablesà l’accèset l’utilisationde la contraception.
L’objet de cette étude est de comparer l’expérience
de l’accès à la contraception et les perspectives de
jeunes femmes d’origine mexicaine enceintes et
mères à Guanajuato, Mexique, et dans le comté de
Fresno, Californie. Des entretiens approfondis et
par groupes d’intérêt ont été menés en espagnol et
en anglais avec des jeunes femmes au Mexique (n
= 49) et en Californie (n= 25). Les participantes ont
aussi complété unebrève enquête sociodémographi-
que. À l’aide d’une approche de théorie ancréemod-
ifiée, des données qualitatives ont été codées et
analysées thématiquement sur la base de la théorie
sur l’accès de Penchansky et Thomas, puis les résul-
tats ont été comparés par lieu géographique. Même
si la connaissance d’un prestataire de service était
élevée parmi les jeunes dans les deux lieux, l’accès
était influencé par la dynamique sociale, culturelle

Resumen
El acceso a servicios integrales de anticoncepción
para jóvenes es esencial para mejorar la salud
sexual y reproductiva. Sin embargo, en muchos
países la juventud aún enfrenta considerables
obstáculos para obtener y utilizar métodos antic-
onceptivos. El propósito de este estudio es com-
parar las experiencias y perspectivas de jóvenes
embarazadas o con hijos, de origen mexicano
en Guanajuato, México, y en el condado de
Fresno en California. Se realizaron grupos focales
y entrevistas a profundidad en español y en
inglés entre mujeres jóvenes en México (n = 49)
y en California (n = 25). Además, las partici-
pantes contestaron una corta encuesta sociode-
mográfica. Aplicando un enfoque modificado
de teoría fundamentada, se codificaron y anali-
zaron temáticamente datos cualitativos, según
la Teoría de Acceso de Penchansky y Thomas, y
se compararon los resultados por lugar. Aunque
en ambos lugares las jóvenes estaban bien infor-
madas sobre un prestador de servicios, su acceso
era afectado por dinámicas sociales, culturales e
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et institutionnelle et l’utilisation de contraceptifs
était disparate. Dans les deux sites, les participantes
ont décrit les obstacles pour avoir accès à leur méth-
ode préférée. Elles s’inquiétaient de l’opinion de
leurs parents et de leurs pairs sur l’utilisation de la
contraception (acceptabilité) et sur les effets secon-
daire perçus, notamment l’infertilité et la douleur
(adéquation). Les différences contextuelles compre-
naient lemanquede choix contraceptif àGuanajuato
(disponibilité) et des connaissances incomplètes sur
les options dans le comté de Fresno (sensibilisation).
La possibilité de demander et de recevoir leur méth-
ode de choix (pouvoir) est apparue comme une
dimension importante qui ne faisait pas partie de
la théorie initiale. Les jeunes Latino-Américaines
vivant au Mexique et aux États-Unis font face à de
multiples obstacles pour avoir accès aux options et
services contraceptifs dont elles ont besoin. En pre-
nant conscience de ces obstacles et en les réduisant,
il est possible de renforcer l’offre de soins contracep-
tifs et de promouvoir la santé et le pouvoir des jeunes
en matière de procréation.

institucionales y el uso de anticonceptivos var-
iaba. En ambos lugares, las participantes descri-
bieron los obstáculos para obtener su método
preferido. Ellas se preocupaban por las opi-
niones de sus padres y pares sobre su uso de
anticonceptivos (aceptabilidad), y por los efectos
secundarios percibidos, tales como infertilidad y
dolor (idoneidad). Ejemplos de diferencias con-
textuales eran la falta de opciones anticoncepti-
vas en Guanajuato (disponibilidad) y el
conocimiento incompleto de las opciones en el
condado de Fresno (conciencia). El poder para
solicitar y recibir su método de elección (agencia)
surgió como una dimensión importante que no
formaba parte de la teoría inicial. Las jóvenes
latinas que viven en México y en Estados Unidos
enfrentan múltiples retos para obtener las
opciones y los servicios de anticoncepción que
necesitan. Al reconocer y reducir estas barreras,
se puede reforzar el ámbito de servicios de antic-
oncepción y promover la salud reproductiva y la
agencia de las personas jóvenes.
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