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Psychological distress and post-abortion contraceptive method
effectiveness level chosen at an urban clinic

Julia R. Steinberga, Jeanne M. Tschanna, Jillian T. Hendersonb, Eleanor A. Dreyc, Jody E.
Steinauerc, and Cynthia C. Harperc

aDepartment of Psychiatry, University of California, San Francisco
b Kaiser Permanente Center for Health Research, Northwest
cDepartment of Obstetrics, Gynecology and Reproductive Sciences, University of California, San
Francisco

Abstract
Objective—We investigated whether more psychological distress before an abortion is
associated with the effectiveness of contraception selected (low, moderate, or high effectiveness)
at an abortion clinic visit.

Method—Using data from 253 women attending an urban abortion clinic that primarily serves
low-income women, we tested the association between pre-abortion psychological distress and the
effectiveness level of post-abortion contraceptive choice. Based on typical use failure rates, we
classified effectiveness of contraceptive choice into three levels—low, moderate, and high
effectiveness. We measured psychological distress with four validated measures of depressive,
anxious, and stress symptoms, and negative affect, as well as with a global measure comprised of
these four measures. We used multivariable ordinal logistic regression to measure the association
of each psychological distress measure with post-abortion contraceptive method effectiveness
level, adjusting for sociodemographic factors, pregnancy history, trimester of abortion, and
importance of avoiding pregnancy in the next year.

Results—We found that compared to women experiencing less stress symptoms, negative affect,
and global psychological distress, women experiencing more stress symptoms [AOR = 1.028, 95%
CI: 1.001-1.050], negative affect [AOR = 1.05, 95% CI: 1.01-1.09], and global psychological
distress [AOR = 1.46, 95% CI: 1.09-1.95] were more likely to choose more effective versus less
effective methods, ps < .05, in adjusted models. Using dichotomous psychological measures we
found similar results.

Conclusions—Women experiencing more psychological distress before an abortion selected
more effective contraceptive methods after their abortions. Future research should examine
whether this distress is associated with subsequent contraceptive use or continuation.

Implications—The current study suggests that contraceptive providers should not assume that
women experiencing more psychological distress prefer to use less effective contraceptive
methods.

© 2013 Elsevier Inc. All rights reserved.

Author Correspondence: Julia R. Steinberg Department of Psychiatry University of California, San Francisco 3333 California St., Ste.
465, Box 0848 San Francisco, CA 94143-0848 415.476.7736 Julia.Steinberg@ucsf.edu.

Publisher's Disclaimer: This is a PDF file of an unedited manuscript that has been accepted for publication. As a service to our
customers we are providing this early version of the manuscript. The manuscript will undergo copyediting, typesetting, and review of
the resulting proof before it is published in its final citable form. Please note that during the production process errors may be
discovered which could affect the content, and all legal disclaimers that apply to the journal pertain.

NIH Public Access
Author Manuscript
Contraception. Author manuscript; available in PMC 2014 December 01.

Published in final edited form as:
Contraception. 2013 December ; 88(6): . doi:10.1016/j.contraception.2013.08.009.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Keywords
post-abortion contraceptive method selection; psychological distress; contraceptive effectiveness
level

Women who have abortions are at high risk of having subsequent unwanted pregnancies. Of
U.S. women having abortions, 50% have had one or more previous abortion [1]. Among
women in a contraceptive continuation study who reported not wanting to become pregnant
in the next year, those recruited from abortion care visits were 60% more likely to become
pregnant in the next year than those recruited from contraceptive care visits [2]. To help
women seeking abortions avoid future unwanted pregnancies, we must understand what
influences women's contraceptive decisions in the abortion care setting.

Psychological theories suggest that psychological distress may influence women's
contraceptive choices [3-5]; and previous research has examined the role of mental health
and distress in sexual and reproductive behaviors such as condom use, birth control use and
discontinuation, and contraceptive method choice in reproductive health care settings [6-18].
Building on this, we examined the role of distress in women's post-abortion contraceptive
method effectiveness level choice (i.e., low, moderate, or high effectiveness) in an urban,
hospital-based abortion clinic that serves low-income women. Psychological distress before
an abortion is common, with 20% of women experiencing relatively high levels of
depressive symptoms and 40-45% experiencing relatively high levels of anxiety just before
the abortion [19,20]. While research has examined the effects of pre-abortion psychological
distress on post-abortion psychological adjustment [19,20], no research has examined the
effects of pre-abortion distress on other outcomes such as women's post-abortion
contraceptive behaviors.

Most abortion clinics in the United States provide contraceptive information and counseling
during the abortion care visit [21]. Little research has focused on what influences post-
abortion contraceptive effectiveness level choice, let alone whether distress does so. The
current research tested whether psychological distress before an abortion influenced
women's post-abortion contraceptive effectiveness level choice. One possibility is that
among women presenting for abortion, those experiencing more psychological distress will
leave the abortion care visit with no contraceptive method. Cognitive resources allocation
and processing efficiency theories suggest that women's attention may be so focused on their
emotions that they may not have sufficient cognitive resources to devote to making
contraceptive decisions [3,4]. Therefore, experiencing more psychological distress in the
abortion care setting may result in a woman leaving the visit with less effective or no
contraceptive methods. Indeed, there is evidence that on days in which individuals
experience more negative emotions, their cognitive resources are reduced, possibly due to
less focused attention and motivation when experiencing negative affect [22].

An alternative possibility, from a stress and coping perspective, is that greater psychological
distress may lead to coping strategies that are more effective at preventing another unwanted
pregnancy. Consequently, those who are more psychologically distressed before an abortion
may engage in problem-focused coping, specifically active-behavioral coping [5,23,24], by
choosing to use more effective methods for preventing another unwanted pregnancy. From
this theory, we would hypothesize that women who were more psychologically distressed
would choose to leave their abortion care visit with more effective contraceptive methods.
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Methods
Sample

Women seeking surgical abortion services between April and September 2010 at an urban
hospital-based clinic were recruited to participate in this study. At this clinic, the
overwhelming majority of women do not have cost barriers for contraception because they
are covered by California Medicaid or Family PACT (91% in this sample), a California state
program that provides no-cost, FDA-approved contraceptive methods to women living
below 200% of the federal poverty line who do not have health insurance [25].

To be eligible, women had to be 18 years or older, literate in Spanish or English, and
seeking an elective abortion for reasons other than a fetal anomaly or maternal health
conditions. When women checked in to their abortion care visit, the front desk clinic staff
asked them if they were willing to participate in a study which required filling out two
booklets of questionnaires during their visit. Women received a $15 gift certificate for
participating.

Procedure
Women who agreed to participate were given Part 1 of a self-administered survey to
complete in the waiting room before receiving any services. Part 1 included measures of
psychological distress, demographic variables, pregnancy history and future pregnancy
desires. Clinic staff placed Part 2 in women's medical folders, and women completed this
after their contraceptive counseling and abortion but before leaving the clinic. Part 2
surveyed women about the contraceptive method with which they actually selected to leave
the clinic.

Outcome measure: Effectiveness level of post-abortion contraceptive choice
Post-abortion contraceptive choice was coded into three effectiveness levels based on the
typical use failure rate of the most effective method women selected [26]. In Part 2 of the
survey, women were asked: “What method(s) of pregnancy prevention are you leaving the
clinic with today? If you are going home with more than one, please check all that apply.”
The response options included: the oral pill, the patch, the ring, the injectable, the implant,
the levonorgestrel intrauterine device (IUD), the copper IUD, the diaphragm, spermicide or
sponge, condoms, emergency contraception, no method, and other (and specify what
method). No one chose to leave with the diaphragm, spermicide, or sponge. Women who
reported that they were leaving with no method, condoms, or emergency contraception (EC)
were coded as selecting low effective method because the typical use failure rate is greater
than 17%. Women who reported that they were leaving with the pill, patch, ring, or shot
(injectable) were coded as selecting moderately effective methods because the typical use
failure rate of these methods ranges from 6% to 9%. Women who reported that they were
leaving with an intrauterine device or an implant were coded as choosing highly effective
methods—long-acting reversible (LARC) methods—because the typical use failure rate of
these methods is less than 1%. If a woman did not check any option, she was excluded from
analyses. From this question, we coded our dependent variable of method effectiveness
level: 0 = low effectiveness (none, condoms, or emergency contraception), 1 = moderate
effectiveness (pill, patch, ring, or injectable), and 2 = high effectiveness (implant or IUD).

At this clinic, women who choose the IUD or implant leave with this method inserted.
Women who choose the pill leave with one pack and a 12-month prescription. Women who
choose the shot get an injection while in recovery before leaving the clinic. Women who
choose the patch or ring leave with a 12-month prescription. Women who choose emergency
contraception (EC) leave with at least one EC pill; and all women leave with condoms.
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Main predictor: Psychological distress
In line with other scales of psychological distress [27,28] that include items assessing
depressive, anxiety, and stress symptoms and negative affect, we used four scales to assess
various aspects of psychological distress: the Center for Epidemiologic Studies Depression
(CES-D) Scale [29], the anxiety and stress subscales of the short-form version of the
Depression Anxiety and Stress Scales (DASS-21) [30], and the negative affect subscale of
the Positive and Negative Affect Schedule (PANAS) [31]. For each scale, mean imputation
was used to calculate scores if a woman had completed at least 70% of the items (16 of 20
for the CES-D, 5 of 7 for the anxiety and stress subscales of the DASS-21, and 7 of 10 for
the negative affect scale). If a woman had completed less than 70% of any scale (n = 6 and 5
for the CES-D and negative affect measure, respectively), she was missing a score on that
scale. Because the scales were highly correlated (correlations range from 0.47 to 0.82) and
another study of women having abortions has created a composite of similar scales [28], we
created a composite of the mean of the standardized score on each of the four measures,
which we term global psychological distress. Women had to have a score on at least three of
the four measures to have a value for this measure. The alpha of this four-item measure was
0.88.

We examined continuous and dichotomous variables for each of the five distress measures.
The dichotomous variables classified people as experiencing severe depressive, anxiety, or
stress symptoms, high negative affect, and high global distress versus not. We used existing
cut-off scores for the anxiety (score ≥ 15) and stress (score ≥ 26) measures that define severe
amounts of each [32]. This resulted in 15.8 % and 15.4 % of the sample being classified as
experiencing severe anxiety or stress symptoms. To determine severe depressive symptoms,
high negative affect, and high global distress, we used a cut-off that was 1 standard
deviation above each measure's mean in this sample. This left 16.2% of the sample in the
severe depressive symptoms category, 17.8% in the high negative affect category, and
16.2% in the high global psychological distress category.

Covariates
Based on the literature, we included the covariates of age, self-identified race/ethnicity
(White, Black/African American, Hispanic, or Other), education (less than high school, high
school, some college, or college graduate or more), marital status (never married,
cohabitating, married, or separated/divorced), number of children, number of previous
abortions, the trimester of pregnancy at time of termination, and perceived importance of
avoiding pregnancy in the next year [18,33]. For race/ethnicity, the other category included
those who reported they were Asian, Native American, one person who reported “Mixed,”
and another who did not report anything. Those who did not report educational level (n = 1),
marital status (n = 3), number of previous abortions (n = 21), and number of children (n = 5)
were given the mode value for their age. For the five women who did not report the level of
importance of avoiding pregnancy in the next year, we imputed values based on responses to
similar items. One woman who strongly agreed that it was very important to avoid
pregnancy in the next six months and four women who said that that they strongly disagreed
that they would get pregnant in the next year were coded as agreeing that it was very
important to avoid pregnancy in the next year. In total, 30 women were missing on at least
one of these covariates, with 22 missing on one, 7 missing on two, and 1 missing on three of
them. Because main findings did not change if we exclude these 30 women, they were
retained in the analyses.

Analysis
We first examined bivariate relationships between each psychological distress measure (the
continuous measure) and the other study variables. Correlations were used for continuous
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variables, and one-way ANOVAs were used for categorical variables to detect significant
relationships. If the omnibus test for the one-way ANOVA was significant at p ≤ .05 and the
category had more than two levels, we followed-up with Tukey's Honestly Significant
Difference test to correct for multiple comparisons and pinpoint which categories were
different from one another. We then tested unadjusted and adjusted ordinal logistic
regression models in which the main predictor was each of the five psychological distress
measures. For each psychological measure, we examined one model that included the
continuous psychological measure and one model that included the dichotomous variable.

Results
We recruited 302 women who completed Parts 1 and 2 of the survey. Of these, 20 women
were missing a substantial number of items, 16 did not report the contraception method with
which they were leaving their abortion care visit, and 13 were missing on more than one of
the four scales comprising psychological distress, leaving 253 women (84% of the eligible
sample) for analyses. Of these 253, 11 women had a score on only three of the four
psychological distress measures. Table 1 shows descriptive information on the sample,
including means, standard deviations, and internal consistencies of the measures of
psychological distress, the different types of methods chosen, demographic characteristics,
reproductive history, and contextual factors of current abortion. The most common method
chosen was the IUD and the least common method chosen was emergency contraception.
Fifteen percent of the sample reported going home with low effective methods (no method,
condoms, or EC); 43% reported going home with moderately effective methods (pill, patch,
ring, or shot); and 42% reported going home with highly effective methods (i.e., IUD or
implant) in place. Eighty-one percent of women self-identified as non-White, 89 % had less
than a college education, and 57% were never married. Sixty percent of the women were
having a second-trimester abortion, 61% had had at least one previous abortion, and 60% of
women in this sample had at least one child.

The only significant relationship between any of the psychological distress measures and the
other study covariates was found between race/ethnicity and depressive symptoms and
negative affect (Table 2). Women who self-identified as Hispanic had more depressive
symptoms than women who self-identified as Other (includes Asians, Native Americans,
Mixed, and one woman who was missing), and women who identified as Black or African
American had less negative affect than women who identified as White, ps < .05.

In unadjusted ordinal logistic regression models, the continuous measures of depressive
symptoms, stress symptoms, negative affect, and the psychological distress composite were
significantly related to contraceptive effectiveness level choice, ps < .05 (Table 3). Women
experiencing more depressive symptoms [OR = 1.021; 95% CI: 1.001-1.043], more stress
symptoms [OR = 1.028; 95% CI: 1.004-1.051], more negative affect [OR = 1.051; 95% CI:
1.013-1.090], and more global psychological distress [OR = 1.46; 95% CI: 1.10-1.94] had an
increased likelihood of choosing more rather than less effective methods. Similarly, the
dichotomous measures of severe depressive symptoms, high negative affect, and high
psychological distress were all related to contraceptive effectiveness level choice, ps < .05.
Women experiencing severe depressive versus not severe depressive symptoms [OR = 2.27;
95% CI: 1.17-4.40], high negative versus not high negative affect [OR = 2.16; 95% CI:
1.14-4.08], and high versus not high global psychological distress [OR = 2.84; 95% CI:
1.52-5.29] were more likely to choose more rather than less effective contraceptive methods.

Adjusted models showed similar findings with the exception that the continuous measure of
depressive symptoms [AOR = 1.020; 95% CI: 0.998-1.042] was only a marginally
significant predictor of contraceptive effectiveness level, p = .08. The continuous measures
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of stress symptoms, negative affect, and global psychological distress and the dichotomous
measures of severe depressive symptoms, high negative affect, and high global
psychological distress all remained significantly related to contraceptive effectiveness level,
ps < .05.

Table 4 presents the adjusted model with all the covariates for the continuous global
psychological distress composite. Controlling for the covariates, compared to women with
less global psychological distress, women with more global psychological distress were
more likely to choose more effective methods, AOR=1.46, 95% CI: 1.09-1.95, p < .05. In
addition, women who were having a second-trimester compared to a first-trimester abortion,
AOR = 1.72, 95% CI: 1.03-2.88, p < 0.05, those who reported it was very important to avoid
becoming pregnant in the next year, AOR = 2.19, 95% CI: 1.26-3.81, p < 0.01, and those
who had had more abortions, AOR = 1.27, 95% CI: 1.02-1.59, p < 0.05, had an increased
likelihood of choosing more effective methods. These variables were also significant in the
models with the other validated measures of distress.

Discussion
This is the first study to examine the association between psychological distress and post-
abortion contraceptive effectiveness level choice. . Women experiencing more negative
psychological states just before their abortion were more likely to leave their visit with more
effective contraceptive methods. In addition, experiencing severe depressive symptoms,
high negative affect, and high global psychological distress were associated with leaving
with more versus less effective contraceptive methods post-abortion. These findings lend
support to the active coping hypothesis rather than that of cognitive load. That is, those with
more psychological distress may have chosen more effective methods in order to improve
their chances of avoiding a future unwanted pregnancy. In contrast, those with less
psychological distress may not have been as motivated at the time of the visit to choose
more effective methods to prevent unwanted pregnancy.

Some characteristics of this sample differ from those of national data on women having
abortions. The percentage of women having second trimester abortions in this sample (60
%) was much higher than that of 11 % of women having abortions in the U.S. [34]. The
percent having had a previous abortion in this sample (61%) is also slightly higher than that
of 50 % of women having abortions in the U.S. [1]. The unique characteristics of this sample
may mean these findings are not generalizable to other clinics. Nevertheless, since levels of
pre-abortion psychological distress, the main variable of interest, were similar to other
samples of women having abortions [19,20], our findings may be generalizable to women in
general who are having abortions. Future research could examine the association between
pre-abortion psychological distress and effectiveness of post-abortion contraceptive choice
in other clinics.

Another reason findings should be interpreted with caution is the abortion care and
contraceptive counseling model used by this clinic [35,36]. We did not consider how
contraceptive counseling may have interacted with psychological distress to influence
contraceptive choice. At this clinic, counseling is patient-centered [35,37]. Some counselors
may have spent more time with women who were psychologically distressed, listening to
their concerns, comforting them, and providing support, all of which may have allowed
women experiencing more psychological distress to feel more comfortable actively choosing
more effective methods compared to those not experiencing psychological distress. It is also
possible that contraceptive counselors may have more strongly recommended more effective
methods for those more psychologically distressed and this recommendation may have been
the reason for our findings. To better inform clinical practice, future research could assess
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how various characteristics of abortion care services and contraceptive counseling interact
with psychological distress to influence patients’ contraceptive choices in reproductive
health care settings.

It also should be noted that these results are in contrast to other research finding that, in
young women, more depressive, anxiety, or stress symptoms are associated with more risky
sexual and reproductive behaviors such as not using condoms during sex, discontinuing
contraception, inconsistent contraceptive use, using less effective contraceptive methods, or
choosing no method versus choosing some method in a family planning visit [7,9-14,18].
However, not all research has found that more distress or depressive symptoms are
associated with not using condoms or other contraception, or using less effective methods in
young women [6-8,15]. For instance, among high income women, Farr and colleagues did
not find an association between more mental distress and using less effective methods [7];
and other studies have not found an association between current depressive symptoms and
condom or birth control use during recent intercourse among adolescent girls or young
women [6,14,15]. Moreover, in laboratory settings, some psychological research on anxiety
or depressive symptoms and risk taking behavior has found that higher levels of anxiety or
depressed mood are associated with engaging in more risk-averse decisions [38,39],
suggesting that higher levels of anxiety, stress, negative affect, or depressive symptoms may
be associated with less risky sexual practices.

While these contradictory findings point to the need for future research examining the
association between psychological distress and contraceptive behaviors that are more
effective at protecting individuals from unwanted pregnancy and STIs, the current study
suggests that contraceptive providers should not assume that women experiencing more
psychological distress prefer to use less effective contraceptive methods. Previous research
may have found that more distress was associated with use of less effective methods because
the distress was not as transient as it may have been in the current study. Indeed, other
research has found that among women having abortions, psychological distress declines
dramatically from just before to just after the abortion [20,40,41]. Therefore, future research
could tease out the effects of chronic versus acute stress on contraceptive behaviors.

In addition to this sample not being representative of women having abortions in some ways
and the clinic possibly having a unique atmosphere, a few other limitations are worth
mentioning. First, as with much other research in this area [6-8,12-15,17,33], this study is
limited by self-report of behaviors and experiences. Second, we do not have information on
whether women continued to use the inserted IUD or implant or the injectable that was
administered or whether they actually began to use the other moderately and low effective
methods. Because our study did not investigate subsequent use of contraceptive methods, we
do not know whether continuation rates or correct use would also be heightened among the
women experiencing greater distress. It is possible that women with lower stress may have
life circumstances and coping resources that would facilitate higher rates of method
continuation and correct use, and lower rates of unintended pregnancy following their
abortion. Indeed, those with lower psychological distress may have chosen less effective
methods because they were confident and motivated to use these methods, which require
more monitoring and motivation to use correctly. Further research is needed to understand
how psychological states at the time of an abortion influence method continuation, correct
use, and subsequent unintended pregnancy. Third, while our findings suggest that women
actively coped with their distress by choosing more effective methods to prevent future
unwanted pregnancies, future research could more fully test this by asking women the
reasons they chose their particular method, assessing the role of contraceptive counseling,
and measuring the coping strategies women used in their current situation [23,24].
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We did not find associations between sociodemographic factors and the psychological
distress measures or between sociodemographic factors and contraceptive effectiveness level
choice, perhaps due to the homogeneity of this sample of low income women. Eighty
percent of the women were between ages 18 and 30, 84% had never been married, and 89%
had not graduated college. In addition, given that there exist inconsistent findings on the
relationship between psychological distress and sociodemographic factors and the
relationship between contraceptive method effectiveness level and sociodemographic
factors, it is unclear how these factors should be related [7,18,33,42-44]. For instance, some
research has found young White women to have a lower prevalence of depression or mental
distress than young Hispanic or African American women [7,42]. Other research has found
young African American women to have a lower prevalence of depression than young White
or Hispanic women [43,44] or no association between race/ethnicity and depression among
young women [18]. Similarly, some research has found younger versus older women and
African American versus White women to be more likely to use methods such as injectables,
patch, ring, IUD, or implant versus the pill and condoms [33], while other research has
found no association between age or ethnicity and choosing more effective contraceptive
methods [18]. Therefore it is unclear whether relationships would be expected between
sociodemographic factors and mental health symptoms and contraceptive method choice in
the current demographically-homogenous sample.

Women experiencing more versus less psychological distress pre-abortion were more likely
to go home with more effective contraceptive methods post-abortion, suggesting providers
should not assume that experiencing more distress means patients are not planning to use the
more effective contraceptive methods. While this suggests women actively coped with their
distress, the nature of the clinic—the safe and supportive environment provided by staff,
particularly for those experiencing more psychological distress—may be integral to this
finding. Future research in other abortion clinics and reproductive health care settings is
needed to further our understanding of the relationship between psychological distress and
contraceptive effectiveness level choice. Nevertheless, these findings suggest that it is
possible to create an environment such that women who experience more psychological
distress before an abortion choose contraceptive methods that are more protective against
future unwanted pregnancies.
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Table 1

Descriptive statistics of the sample from the abortion clinic (n = 253).

Variable

Age (Mean & SD) 25.3 (5.8)

Race/ethnicity (%)

    White 19 %

    Hispanic 28 %

    Black or African American 34 %

    Other
1 19 %

Education (%)

    Less than high school 16 %

    High school graduate 25 %

    Some college 48 %

    College graduate or more 11 %

Marital status (%)

    Never married 57 %

    Cohabitating 27 %

    Married 7 %

    Divorced or separated 9 %

Number of prior abortions (Mean & SD) 1.24 (1.28)

Number of children (Mean & SD) 1.14 (1.29)

Very important to avoid pregnancy in next year (%)

    Yes 71 %

    No 29 %

Abortion trimester (%)

    First-trimester 40 %

    Second-trimester 60 %

Psychological distress measures (Mean & SD)

    Depression using the CES-D
2
, α = .91

23.6 (11.8)

    Anxiety subscale of DASS-21, α = .82 7.3 (8.2)

    Stress subscale of DASS-21, α = .91 12.8 (10.6)

    Negative affect scale of PANAS
3
, α = .89

10.1 (6.7)

    Global psychological distress, α = .88 0.00 (0.87)

Post-abortion contraceptive method (%)

    IUD 38 %

    Contraceptive Implant 4 %

    Oral Contraceptive Pill 21 %

    Transdermal Patch 4 %

    Vaginal Ring 4 %

    Injectable (DMPA) Shot 14 %

    Condoms 10 %
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Variable

    Emergency contraception 0.4 %

    No method 5 %

Effectiveness level of method choice (%)

    Highly effective methods (IUD, implant) 42 %

    Moderately effective methods (pill, patch, ring, shot) 43 %

    Low effective methods (condoms, EC, no method) 15 %

1
includes women who reported Asian, Native American or Mixed ethnicity/race and one who was missing

2
N = 247 because 6 women did not have a score on the CES-D

3
N = 258 because 5 women did not have a core on negative affect
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Table 3

Odds ratios (and 95% CI) of the relationship between each measure of psychological distress and post-
abortion contraceptive effectiveness level

Individual psychological distress measures Unadjusted OR Adjusted OR

Depressive symptoms (n = 247)

    Continuous measure (range: 1-57)
1.021

*
 (1.001-1.043) 1.020‡ (0.998-1.042)

    Dichotomous (score ≥ 35.4)
2.21

*
 (1.14-4.28) 2.40

*
 (1.20-4.82)

Anxiety symptoms (n = 253)

    Continuous measure (range: 0-40) 1.029‡ (0.999-1.060) 1.030‡ (0.999-1.063)

    Dichotomous (score ≥ 15) 1.58 (0.82-3.05) 1.62 (0.82-3.21)

Stress symptoms (n = 253)

    Continuous measure (range: 0-42)
1.028

*
 (1.004-1.051) 1.025

*
 (1.001-1.050)

    Dichotomous (score ≥ 26) 1.75‡ (0.90-3.39) 1.59 (0.80-3.15)

Negative affect (n = 248)

    Continuous measure (range: 0-30)
1.051

**
 (1.013-1.090) 1.054

**
 (1.014-1.096)

    Dichotomous (score ≥ 16.8)
2.11

*
 (1.12-3.99) 2.31

*
 (1.182-4.52)

Global psychological distress (n = 253)

    Continuous measure (range:
1.46

**
 (1.10-1.94) 1.46

**
 (1.09-1.95)

    Dichotomous (score ≥ .87)
2.16

*
 (1.11-4.19) 2.15

*
 (1.08-4.33)

Notes. Models are ordinal logistic regression ones where the outcome is three levels: 0 = low effective methods, 1 = moderately effective methods,
and 2 = highly effective methods. Adjusted model includes: age, self-identified race/ethnicity, marital status, education level, number of previous
abortions, number of children, trimester of abortion, and importance of preventing pregnancy in next year.

‡
p < .10

*
p < .05

**
p ≤ .01
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Table 4

Adjusted odds ratios (and 95% CI) of the relationship between global psychological distress and post-abortion
contraceptive effectiveness level

Variable Effectiveness level of contraceptive method choice

Age 0.98 (0.93-1.03)

Race/ethnicity

    Black 1.20 (0.56-2.57)

    Hispanic 1.26 (0.60-2.68)

    Other 1.08 (0.48-2.39)

    White
1 1.00

Marital Status

    Cohabitating 1.55 (0.87-2.75)

    Married 0.65 (0.22-1.95)

    Divorced/Separated 0.80 (0.33-1.96)

    Never married
1 1.00

Education

    Less than high school 1.09 (0.41-2.92)

    High school graduate 0.64 (0.26-1.61)

    Some college 0.87 (0.37-2.03)

    College graduate or more
1 1.00

Number of children 1.11 (0.87-1.40)

Number of prior abortions
1.27

*
 (1.02-1.59)

Trimester of abortion

    Second
1.72

*
 (1.03-2.88)

    First
1 1.00

Very important to avoid pregnancy in next year

    Yes
2.19

**
 (1.26-3.81)

    No
1 1.00

Psychological distress
1.46

**
 (1.09-1.95)

Notes. Model is an ordinal logistic regression one where the outcome is three levels: 0 = low effective methods, 1 = moderately effective methods,
and 2 = highly effective methods. N = 253.

1
reference group

*
p < .05

**
p ≤ .01.
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