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Abstract 

Background Previous research has found self‑efficacy is associated with reproductive health behaviors and out‑
comes. However, few studies have quantitatively examined the relationship between barriers accessing contracep‑
tion and self‑efficacy. In addition, existing population‑level metrics of contraceptive access tend to focus on method 
availability, uptake, and use, rather than people’s self‑defined needs and preferences. This study uses person‑centered 
metrics to assess the relationship between experiencing a recent challenge or delay obtaining desired contraception 
and two measures of contraceptive self‑efficacy.

Methods In 2022, we fielded a nationally representative survey in English and Spanish using NORC’s AmeriSpeak 
panel, surveying non‑sterile 15‑ to 44‑year‑olds assigned female sex at birth in the U.S. We describe common chal‑
lenges and delays obtaining contraception and present the distribution of experiencing a challenge or delay obtain‑
ing contraception by key sociodemographic and reproductive health characteristics. We also conduct logistic regres‑
sion analyses to investigate associations between experiencing a challenge/delay and two measures of contraceptive 
self‑efficacy: confidence in obtaining a desired method when wanted and perceived ease of switching methods 
when wanted.

Results Among the analytic sample of respondents who had ever used or tried to obtain a contraceptive product, 
device, or procedure (unweighted n = 2,771), about 14% experienced a challenge/delay obtaining desired contracep‑
tion in the past year. The most common reasons for challenges or delays were related to logistics (transportation, 
childcare, scheduling; 38.2%) and cost/insurance coverage (35.8%). Among those who experienced a challenge/
delay obtaining desired contraception (unweighted n = 301), higher proportions were younger, identified as non‑
heterosexual, had lower educational attainment, and could afford smaller emergency expenses compared to the sub‑
group that did not experience a challenge/delay. Experiencing a challenge/delay was associated with decreased odds 
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of feeling very or somewhat confident in obtaining a desired method (aOR 0.14; 95% CI 0.07, 0.25) and decreased 
odds of feeling it would be very or somewhat easy to switch contraceptive methods (aOR 0.48; 95% CI 0.33, 0.71).

Conclusions Eliminating barriers to contraceptive care is crucial to achieving person‑centered access. Our research 
suggests that experiencing a challenge/delay has implications not only for recent contraceptive access but also influ‑
ences self‑efficacy, potentially inhibiting future ability to obtain and use desired contraception.

Keywords Contraception, Self‑efficacy, Access barriers, Person‑centered care

Background
Person-centered contraceptive access is necessary to 
achieve sexual and reproductive health equity—defined 
as all persons, across the range of age, gender, race, and 
other intersecting identities, having what they need to 
access and attain their highest level of sexual and repro-
ductive health (SRH) [1–4]. However, current approaches 
to measuring contraceptive access focus on use and 
services provided and do not utilize a person-centered 
framework, in which an individual’s experiences, values, 
and preferences are prioritized and guide decision-mak-
ing [3, 5–9]. Understanding individuals’ perspectives on 
the challenges to accessing contraception is an impor-
tant step in alleviating those challenges and promoting 
person-centered care. Despite advances in method avail-
ability and insurance coverage, individuals still report 
difficulty obtaining contraception. A 2023 study in three 
states found between 10 and 19% of contraceptive users 
reported a delay or trouble obtaining contraception in 
the past 12 months [10]. Previous research suggests that 
financial barriers are most common [10–16]. Other fre-
quent barriers include those related to logistics (e.g., 
transportation and scheduling), lack of availability at a 
clinic or facility, provider bias, insufficient information, 
and privacy concerns [10, 16–19]. Contraceptive access 
barriers disproportionately affect groups already experi-
encing systemic inequities based on age, race, sexual ori-
entation, and income [11, 13, 18, 20–24].

Accessing contraception is a multi-step process. Often, 
this process includes frequent engagement with the 
healthcare system, which can exacerbate and compound 
barriers. Actions necessary to access contraception 
typically include identifying one’s contraceptive needs 
(ideally using relevant and scientifically accurate infor-
mation), selecting preferred method(s), seeking care from 
a healthcare provider (either in-person or via telehealth), 
obtaining and using desired method(s), and switching or 
discontinuing methods as desired. Many contraceptive 
methods still require regular engagement with health-
care professionals for continued use. For example, the 
oral contraceptive pill (one of the most commonly used 
methods in the U.S. [25, 26]) is generally taken daily, so 
an adequate supply is necessary for consistent and effec-
tive use. However, studies estimate about one-third of 

short-acting hormonal contraception users (e.g., pill, 
patch, ring or shot) have missed using their birth control 
because they were unable to obtain their next supply in 
time [16, 27]. A 2022 survey found 32% of contracep-
tive pill users received 1 or 2 (monthly) packs at a time, 
and only 6% received 6 or more packs at a time [16]. This 
occurs despite clinical guidelines that recommend pre-
scribing a full year of contraception [28, 29] and many 
state policies that require public and/or commercial 
insurers to cover an extended supply (usually 12 months) 
of contraception [28].

Switching contraceptive methods is a common and 
inherent part of the SRH journey [30–32]. Recent stud-
ies have estimated about a quarter of contraceptive users 
would like to be using a different form of birth control 
[16, 24], and a 2023 study of contraceptive users who 
were patients at community health centers found over 
20% switched methods over the 4-year observation 
period [32]. However, evidence suggests that individuals 
face several obstacles—in some cases, including provider 
bias—when attempting to switch or discontinue meth-
ods, especially when they desire to discontinue long-act-
ing reversible contraception (LARC) [32–35].

Self-efficacy, defined as confidence in executing actions 
or behaviors for desired outcomes, is needed to overcome 
barriers inherent to the U.S. healthcare system and main-
tain consistent contraceptive access [36, 37]. Theoretical 
frameworks such as Levesque et  al.’s model for patient-
centered healthcare access [3] and Bandura’s social cog-
nitive theory [38, 39] highlight that self-efficacy plays a 
key role in enabling individuals to take actions necessary 
to access healthcare. Previous research has found self-
efficacy is associated with general health [40–43] and 
specific SRH-related [36, 37, 44–48] behaviors and out-
comes. Additionally, social and structural environments 
strongly influence self-efficacy; researchers have found 
that individuals who identify as Black, Indigenous, and 
people of color (BIPOC), have low-incomes, and have 
lower educational attainment generally score lower on 
self-efficacy measures [36, 49–51]. Evidence also suggests 
that higher self-efficacy is associated with increased use 
of contraception [36, 37, 45, 52]. However, few studies 
have quantitatively examined the association between 
barriers accessing contraception and self-efficacy. In 
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addition, existing population-level metrics of contracep-
tive access tend to focus on method availability, uptake, 
and use, rather than people’s self-defined needs and pref-
erences [53, 54].

This study assesses the relationship between expe-
riencing a recent challenge or delay obtaining desired 
contraception and contraceptive self-efficacy. We also 
examine sociodemographic and reproductive health 
characteristics associated with experiencing a challenge 
or delay. This study aims to contribute data on the types 
and frequency of barriers to timely access to desired con-
traception and novel insights regarding the impact on 
self-efficacy. These insights can inform strategies to over-
come contraceptive barriers, which is especially impor-
tant in the current U.S. policy environment, given the 
loss of a constitutional right to abortion care and increas-
ing threats to SRH equity [55, 56].

Methods
This study is part of the Person-Centered Contraceptive 
Access Metrics project [57], a stakeholder-engaged pro-
ject that aimed to develop person-centered measures of 
contraceptive access to inform policy, research, and fund-
ing directions, while also disrupting norms in knowledge 
production that prioritize the perspective of academic 
researchers. Additional details about the project have 
been previously published [24, 27, 57]. We used a multi-
step process to develop, test, and deploy this study’s sur-
vey instrument. First, we developed survey questions to 
quantify key aspects of person-centered contraceptive 
access using insights from a literature review and inter-
views with stakeholders from diverse sectors (e.g., repro-
ductive justice, advocacy, clinical care, public health). We 
then sought expert review on the survey draft and con-
ducted 33 cognitive interviews in English and Spanish to 
understand how survey respondents would make sense 
of the questions and whether they captured the intended 
constructs. Next, we fielded these refined questions in 
a nationally representative survey in partnership with 
NORC at the University of Chicago. Finally, we convened 
a Working Group to develop and select priority metrics. 
One of the four key metrics prioritized by the Working 
Group was experiencing a challenge or delay obtaining 
desired contraception in the past year. The Committee 
for the Protection of Human Subjects at the University of 
California, Berkeley and the Institutional Review Board 
at NORC at the University of Chicago approved the study 
protocol.

Data source
We fielded a nationally representative online survey 
between January and March 2022 using NORC’s Ameri-
Speak Panel. AmeriSpeak is a multistage probability 

sample constructed to represent the U.S. household 
population—including over 54,000 members and cov-
ering an estimated 97% of U.S. households [58]. Before 
survey distribution, we completed a power analysis to 
determine the target sample size with sufficient statistical 
power so that descriptive analyses could detect statisti-
cally significant differences between subgroups. Panelists 
were eligible for the survey if they were: ages 15–44, 
assigned female sex at birth, not known to be sterile, and 
able to complete the self-administered survey in English 
or Spanish. All panelists aged 18 and older who met the 
age and sex criteria were invited to provide informed 
consent and complete an initial screening. The parents 
of panelists aged 15–17 first provided informed con-
sent before their children provided their own informed 
assent and completed screening. Eligible participants 
continued to the full survey, which took approximately 
25 min to complete. Approximately 97% of panelists who 
completed the initial screening and met eligibility crite-
ria also completed the full survey. Respondents received 
the equivalent of $8 in “AmeriSpeak points” upon survey 
completion.

Sample
The analytic sample includes respondents who had ever 
used or tried to obtain a contraceptive method that is a 
product, device, or procedure (unweighted n = 2,798). 
We defined contraceptive products, devices, and proce-
dures as the following: oral contraceptive pill, patch, ring, 
shot, implant, hormonal and copper intrauterine devices 
(IUDs), emergency contraception, vasectomy, condoms, 
gel (e.g., Phexxi), spermicide, diaphragm, cervical cap, 
and sponge. Vasectomy refers to a partner’s vasectomy. 
We excluded respondents who skipped 3 or more key 
survey questions used in this analysis. Statistical tests 
indicated these responses were missing completely at 
random. NORC constructed survey weights to account 
for differences between the U.S. population and the sur-
vey sample based on age, education, race/ethnicity, mari-
tal status, number of children in household, and age by 
race/ethnicity. The final analytic sample (unweighted 
n = 2,771), when weighted, represents approximately 40.8 
million 15- to 44-year-olds who met inclusion criteria.

Measures
Our first measure of interest was experiencing a chal-
lenge or delay obtaining a desired contraceptive method 
in the past year. We categorized respondents as having 
experienced a challenge/delay if they answered yes to 
the following question: “In the past 12 months, have you 
encountered any challenges or delays in getting the birth 
control method you wanted?” (response options: yes, no). 
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Respondents who answered “yes” were then shown a list 
of types of challenges (based on previous literature [10, 
17, 18]) and asked to select all that apply.

Second, we operationalized contraceptive self-effi-
cacy using two items: confidence in obtaining a desired 
method when wanted and perceived ease of switch-
ing methods when wanted. To ascertain confidence, we 
asked, “In general, how confident are you that you can get 
the birth control method that you want, when you want 
it?” (response options: very confident, somewhat con-
fident, not confident). We created a dichotomous vari-
able indicating if the respondent felt very or somewhat 
confident vs. not confident. To ascertain perceived ease 
in switching methods, we asked current contraceptive 
users, “Overall, how difficult or easy do you think it will 
be to switch to a different birth control method when you 
want to?” (response options: very easy, somewhat easy, 
somewhat difficult, very difficult, I’m not sure). We cre-
ated a dichotomous variable indicating if the respondent 
felt it would be very or somewhat easy to switch meth-
ods vs. not. Taken together, these measures capture key 
components of contraceptive self-efficacy as it relates 
to person-centered access: confidence in defining and 
obtaining desired method(s) and switching when wanted 
[3, 36, 37].

Our survey also included several sociodemographic 
and reproductive health characteristics. Sociodemo-
graphic measures included age, race/ethnicity, survey 
language, sexual orientation, highest education com-
pleted, insurance type, urbanicity, and employment 
status. In addition, we measured largest affordable emer-
gency expense using the question: “Based on your current 
financial situation, what is the largest emergency expense 
that you could pay right now using cash or money in your 
checking/savings account?” (response options: I could 
not pay for any emergency expense, $1 to $49, $50 to $99, 
$100 to $199, $200 to $299, $300 to $399, over $400). We 
believe this metric more accurately and directly meas-
ured a respondent’s financial situation compared to other 
variables such as household income due to variations in 
cost of living and household size.

For reproductive health characteristics, we defined 
current contraceptive use as any method used in the 
past month, and respondents could indicate use of 
multiple methods. We created a mutually exclusive 
categorical variable for current contraceptive method 
type; if respondents selected more than one method, 
the most effective method [59] was used to create this 
variable. Methods were grouped into the following six 
categories: (1) no method; (2) coital-based withdrawal 
or fertility  awareness-based contraceptive methods 
(FABM); (3) coital-based product/device (condoms, 
spermicide, sponge, diaphragm, cervical cap, Phexxi, 

or emergency contraception); (4) short-acting revers-
ible contraception (SARC), including the pill, patch, 
ring, and shot; (5) long-acting reversible contraception 
(LARC), including IUDs and implants; and (6) vasec-
tomy. We also created a “contraceptive user status" 
variable to capture if respondents were content with 
their current contraceptive use or non-use. Current 
users were categorized as one of the following: using 
their preferred method (content current user); want-
ing to use a different method, no method, or stop using 
any of their methods as soon as possible; or uncertain 
about if they would like to use a different method. 
Respondents who were not using contraception at the 
time of the survey were categorized as one of the fol-
lowing: content non-user (does not want to use contra-
ception); prospective user (wants to use a method of 
contraception); or uncertain about if they would like to 
use contraception. In addition, respondents who indi-
cated they had ever discussed contraception with a 
healthcare provider were asked whether they had ever 
experienced nine types of discrimination due to race, 
ancestry, or national origin in family planning settings 
[60]. We created a categorical variable representing 
the number of discrimination types ever experienced 
(0, 1–4, 5–9). Last, we used the Person-Centered Con-
traceptive Counseling (PCCC) measure [61], in which 
respondents rated their most recent contraceptive care 
provider on four aspects of person-centered care. Fol-
lowing scoring conventions for the measure, we used 
a binary variable for receipt of PCCC, which denotes 
“excellent” ratings for all four items.

Statistical analyses
We present descriptive statistics for sociodemographic 
and reproductive health characteristics of the analytic 
sample, as well as the distribution of experiencing a 
challenge/delay obtaining contraception by key soci-
odemographic and reproductive health characteristics. 
Bivariate tests were conducted using the Rao-Scott cor-
rected chi-square test [62, 63]. In addition, we used 
logistic regression analyses to investigate associations 
between experiencing a challenge/delay obtaining 
desired contraception in the past year and measures 
of contraceptive self-efficacy. Adjusted models con-
trol for age, race/ethnicity, sexual orientation, edu-
cational attainment, insurance, employment status, 
urbanicity, and largest affordable emergency expense. 
We conducted all analyses using Stata (version 17.0) 
and applied svy commands to account for weighting 
and complex survey design. Statistical significance was 
determined using a threshold of p < 0.05. All reported 
proportions are weighted.
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Table 1 Sociodemographic characteristics of a 2022 national sample of 15‑ to 44‑year‑olds who had ever used or tried to obtain 
contraception (unweighted n = 2,771)

Variable Unweighted n Weighted %

Age, years

 15–17 85 6.1

 18–24 268 26.1

 25–29 607 22.8

 30–34 715 20.6

 35–39 631 13.7

 40–44 465 10.8

Race/ethnicity

 White only 1,553 53.8

 Latinx/Hispanic 484 20.9

 Black only 382 14.8

 Asian/Pacific Islander only 176 6.5

 Multiracial, not including Latinx/Hispanic 139 3.4

 Another race/ethnicity only 37 0.7

Survey language

 English 2,719 98.0

 Spanish 52 2.0

Sexual orientation

 Straight/heterosexual 2,344 80.6

 Bisexual 289 13.9

 Gay/lesbian 48 2.1

 Queer 53 2.0

 Something else 28 1.5

 Missing 9 0.3

Highest education completed

 Less than high school 165 12.8

 High school or equivalent 339 20.7

 Vocational or technical school, some college, or associate’s degree 987 32.6

 Bachelor’s degree 829 22.9

 Post graduate study or professional degree 451 11.0

Insurance type

 Commercial (e.g., employer‑based, direct purchase, health insurance exchange) 1,911 63.5

 State Medicaid or CHIP 480 21.0

 Other public insurance (including Medicare, military/VA, IHS) 124 5.0

 None 176 6.7

 Don’t know 71 3.8

 Missing 9 0.2

Employment status

 Working full time 1,569 52.5

 Working part time 458 17.8

 Not working for pay 728 29.4

 Other 9 0.4

 Missing 7 0.3

Urbanicity

 Urban 1,156 38.9

 Suburban 1,198 45.5

 Rural 417 15.6

Largest affordable emergency expense

 I could not pay for any emergency expense 429 19.5
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Results
The sociodemographic and reproductive health charac-
teristics of the analytic sample, those who had ever used 
or tried to obtain a contraceptive product, device, or 
procedure and met other inclusion criteria (unweighted 
n = 2,771), are presented in Tables 1 and 2, respectively. 
About half the sample was between the ages of 18–29 
(48.9%), and slightly over half identified as white (53.8%; 
Table  1). A majority identified as straight/heterosex-
ual (80.6%), and the highest education level completed 
was high school or less for about one-third of respond-
ents (33.5%). As shown in Table 2, almost 1 in 6 (13.7%) 
experienced a challenge or delay obtaining desired con-
traception in the 12 months prior to survey administra-
tion. Nearly all were somewhat or very confident (94.8%) 
they could obtain contraception when wanted, and over 
half of current users (61.9%) thought it would be very or 
somewhat easy to switch contraceptive methods. Regard-
ing contraceptive user status, 48.7% were content current 
users, meaning they were using a preferred contraceptive 
method. About half (51.9%) of respondents had previ-
ously experienced one or more types of discrimination 
in a family planning setting, and the majority (64.4%) did 
not receive PCCC from the most recent healthcare pro-
vider seen for contraception.

Among respondents who indicated they had expe-
rienced one or more challenges or delays (unweighted 
n = 301), the most common types of challenges/delays 
were related to logistics (38.2%), including transporta-
tion, childcare, and/or scheduling, followed by finances 
(35.8%), including out-of-pocket cost and/or insurance 
coverage (Table  3). 21% experienced a challenge/delay 
because the method was not available at the facility due 
to supply constraints and/or religious affiliation. Almost 
1 in 5 (19.2%) experienced a challenge/delay related to 
the provider or staff (poor treatment or unwillingness to 
provide a method).

In Table  4, we present bivariate analyses showing the 
distribution of experiencing a challenge/delay obtaining 
desired contraception by key sociodemographic charac-
teristics. There were differences in the distributions by 
age, sexual orientation, highest education completed, 
and largest affordable emergency expense. The youngest 

groups in our sample (15–17 and 18–24 year-olds) com-
prised nearly half (47.0%) of those who experienced a 
challenge/delay compared to 29.8% of those who did 
not (p < 0.001). Regarding sexual orientation, those who 
did not identify as heterosexual comprised a higher por-
tion (28.9%) of those who experienced a challenge/delay 
compared to the subgroup that did not experience a chal-
lenge/delay (17.9%; p = 0.004). Among those who experi-
enced a challenge/delay, 25.9% had a bachelor’s degree or 
higher, compared to 35.3% of those who did not experi-
ence a challenge/delay (p = 0.049). Last, 34.9% of those 
who experienced a challenge/delay could pay for an 
emergency expense over $400, compared 47.6% of those 
who did not experience a challenge/delay (p = 0.022).

The distribution of experiencing a challenge/delay by 
key reproductive health characteristics is presented in 
Table  5. A higher portion (47.4%) of those who expe-
rienced a challenge/delay were current SARC users 
compared to those who did not experience a challenge/
delay (23.1%; p < 0.001). Additionally, those using a pre-
ferred contraceptive method comprised a smaller portion 
(34.1%) of those who experienced a challenge/delay com-
pared to the subgroup who did not experience a chal-
lenge/delay (51.2%; p < 0.001). Of those who experienced 
a challenge/delay, 72.0% had also experienced 1 or more 
types of discrimination in a family planning setting; of 
those who did not experience a challenge or delay, 48.5% 
experienced 1 or more types of discrimination (p < 0.001). 
Lastly, those who did not receive PCCC from the most 
recent healthcare provider they saw for contraception 
comprised a larger portion (75.6%) of those who experi-
enced a challenge/delay compared to those who did not 
experience a challenge/delay (62.5%; p = 0.002).

Finally, we used logistic regression analyses to inves-
tigate the association between previously experiencing 
a challenge/delay and measures of contraceptive self-
efficacy (Table  6). In adjusted analyses, experiencing a 
challenge/delay in the past year was associated with 86% 
lower odds that an individual felt very/somewhat confi-
dent about obtaining desired contraception compared 
to those that did not experience a challenge/delay (aOR 
0.14, 95% CI 0.07–0.25; Model 1). Experiencing a recent 
challenge/delay was also associated with our second 

Table 1 (continued)

CHIP Children’s Health Insurance Program, VA Veteran’s Administration, IHS Indian Health Service

Variable Unweighted n Weighted %

 $1–99 310 13.1

 $100–399 539 21.6

 Over $400 1,472 45.9

 Missing 21 0.6
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Table 2 Reproductive health characteristics of a 2022 national sample of 15‑ to 44‑year‑olds who had ever used or tried to obtain 
contraception (unweighted n = 2,771)

EC emergency contraception, FABM fertility awareness-based methods, SARC  short-acting reversible contraception, LARC  long-acting reversible contraception, PCCC  
Person-Centered Contraceptive Counseling, ASAP as soon a possible
* Some respondents were currently using more than one contraceptive method. Most effective method reported. Abstinence not considered a contraceptive method

Unweighted n Weighted %

Experienced a challenge/delay obtaining desired contraception in the past year

 Yes 301 13.7

 No 2,486 86.3

Confidence in obtaining desired contraception when wanted

 Not confident 123 5.2

 Somewhat confident 919 37.5

 Very confident 1,714 57.3

 Missing 15 0.5

Perceived ease of switching contraceptive methods when wanted

 Very difficult 155 7.2

 Somewhat difficult 426 21.2

 Somewhat easy 746 37.5

 Very easy 546 24.4

 I’m not sure 170 9.7

 Not current contraceptive user 713 24.5

 Missing 15 0.3

Current contraceptive method*

 No method 713 23.9

 Coital‑based FABM or withdrawal 339 12.9

 Coital‑based condoms, spermicide, sponge, diaphragm, cervical cap, Phexxi, EC 375 13.5

 SARC (pill, patch, ring, shot) 618 26.5

 LARC (IUD, implant) 505 18.4

 Vasectomy 221 4.8

Contraceptive user status

 Current user 2053 75.9

 Using preferred method (content current user) 1328 48.7

 Wants to use a different method, no method, or stop ASAP 456 17.6

 Uncertain current user 269 9.6

 Current non‑user 711 23.9

 Content non‑user (does not want to use a method) 439 14.5

 Prospective user (wants to be using a method) 144 5.1

 Uncertain non‑user 128 4.3

 Missing 7 0.2

Number of types of discrimination ever experienced in a family planning setting

 0 types 1,284 48.1

 1–4 types 708 27.5

 5–9 types 616 24.4

 Did not report ever discussing contraception with a healthcare provider 100 4.4

 Missing 63 2.2

Received PCCC from most recent healthcare provider seen for contraception

 Yes 1,042 35.6

 No 1,617 64.4

 Did not report ever discussing contraception with a healthcare provider 100 4.4

 Missing 12 0.4
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measure of self-efficacy: perceived ease of switching con-
traceptive methods (Model 2). In adjusted analyses, expe-
riencing a challenge/delay in the last year was associated 
with 52% lower odds that an individual felt it would be 
very/somewhat easy to switch contraceptive methods 
(aOR 0.48, 95% CI 0.33–0.71).

Discussion
Person-centered contraceptive access entails the oppor-
tunity to choose and access a preferred contraceptive 
method, including starting, switching, and discontinu-
ing when desired [3, 24, 30]. Previous research has found 
the ability to select and obtain a preferred contraceptive 
method is associated with consistent and effective con-
traceptive use and leads to positive health, social, and 
economic outcomes [64–66]. Our research suggests that 
experiencing a challenge/delay has implications not only 
for recent contraceptive access but also influences self-
efficacy, potentially inhibiting future ability to obtain and 
use desired contraception. This can undermine individual 
reproductive self-determination, as well as SRH equity at 
the population level. While previous research has focused 
on either contraceptive barriers or self-efficacy, this is the 
first study to our knowledge that quantitatively analyzes 
the relationship between a novel, person-centered met-
ric of experiencing a challenge or delay obtaining desired 
contraception in the past 12  months and measures of 
self-efficacy. We use a nationally representative data set, 
which provides a high level of generalizability to the U.S. 
population.

In our analyses, the most common types of challenges 
and delays were logistical and financial, consistent with 
previous literature [10, 15, 16]. Among those who expe-
rienced a challenge/delay obtaining desired contracep-
tion, higher proportions were younger, identified as 
non-heterosexual, had lower educational attainment, 
and faced greater financial constraints. These find-
ings align with evidence linking structural inequities to 
contraceptive access barriers [12, 14, 20, 24]. Adjusted 

analyses reveal that experiencing a challenge or delay 
was associated with significantly lower odds of contra-
ceptive self-efficacy, particularly confidence in obtaining 
a desired method and perceived ease of switching meth-
ods. To further explore this association, future research 
should examine additional dimensions of self-efficacy 
and explore how specific barriers, such as informational 
versus logistical challenges, influence outcomes. Addi-
tionally, future work could consider these associations in 
contexts with fewer structural barriers, such as countries 
with universal healthcare systems.

Implications for policy and practice
To improve person-centered contraceptive access, barri-
ers at the structural level must be addressed, especially 
regarding logistics and cost, the most frequent challenges 
experienced in our study. Various strategies can be used 
to mitigate these challenges, such as advancing commu-
nity-based approaches to contraceptive access (including 
over-the-counter, telehealth, and pharmacist-prescribing 
[24, 27]) and ensuring insurance coverage for these ser-
vices. Increasing length of supply and expanding scope of 
practice laws for those who can offer contraception can 
also be helpful in improving access [67–69].

Additionally, it is important to consider how  pro-
vider behavior and the quality of contraceptive care can 
reduce contraceptive barriers and improve self-efficacy. 
For example, previous research suggests that provider 
bias and discrimination can inhibit access by influenc-
ing patient decision-making and reducing self-efficacy 
[11, 70, 71]. Therefore, it is crucial that patient needs and 
preferences are centered in patient-provider discussions 
regarding contraception, whether for initial contraceptive 
method selection and preferences, ongoing satisfaction, 
or desires around switching/discontinuing [67, 72, 73]. 
This is especially important for young, low-income, and 
socially marginalized populations, which our research 
suggests may be more likely to experience barriers to 
contraceptive access. Institutions and individuals must 

Table 3 Type of challenge or delay experienced among respondents reporting a challenge or delay in the last 12 months 
(unweighted n = 301)

Categories are not mutually exclusive; some respondents experienced more than one type of challenge or delay

Type of challenge or delay Unweighted n Weighted %

Cost or insurance 113 35.8

Logistics (transportation, childcare, scheduling) 104 38.2

Facility didn’t have a preferred method 55 21.0

Clinician unwilling to provide method or poor treatment by clinician/staff 58 19.2

Did not know where to get contraception 20 5.5

Privacy or confidentiality concerns 10 3.2

Something else 45 11.4
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Table 4 Bivariate analyses of sociodemographic characteristics and experiencing a challenge or delay obtaining desired 
contraception among a 2022 national sample of 15‑ to 44‑year‑olds who had ever used or tried to obtain contraception (unweighted 
n = 2,771)

Variable Experienced a challenge or delay

Yes weighted % No weighted % p-value

Age, years 0.001

 15–17 7.6 5.8

 18–24 39.4 23.9

 25–29 18.3 23.5

 30–34 18.7 20.9

 35–39 10.4 14.2

 40–44 5.7 11.6

Race/ethnicity 0.196

 White only 59.6 52.9

 Latinx/Hispanic 21.9 20.7

 Black only 11.0 15.4

 Asian/Pacific Islander only 4.7 6.8

 Multiracial, not including Latinx/Hispanic 2.2 3.6

 Another race/ethnicity only 0.6 0.7

Survey language 0.8000

 English 98.3 97.9

 Spanish 1.7 2.1

Sexual orientation 0.004

 Straight/heterosexual 71.1 82.1

 Bisexual 23.6 12.3

 Gay/lesbian 1.1 2.2

 Queer 2.1 2.0

 Something else 2.1 1.4

Highest education completed 0.049

 Less than high school 15.4 12.3

 High school or equivalent 17.7 21.2

 Vocational or technical school, some college, or associate’s degree 41.0 31.2

 Bachelor’s degree 18.4 23.6

 Post graduate study or professional degree 7.5 11.6

Insurance type 0.746

 Commercial (e.g., employer‑based, direct purchase, health insurance exchange) 67.1 62.9

 State Medicaid or CHIP 20.8 21.1

 Other public insurance (including Medicare, military/VA, IHS) 3.8 5.2

 None 5.6 6.9

 Don’t know 2.7 4.0

Employment status 0.309

 Working full time 47.4 53.3

 Working part time 17.7 17.8

 Not working for pay 34.9 28.5

 Other 0.0 0.5

Urbanicity 0.310

 Urban 44.1 38.1

 Suburban 42.8 45.9

 Rural 13.1 16.0

Largest affordable emergency expense 0.022

 I could not pay for any emergency expense 26.3 18.4

 $1–99 14.6 12.8

 $100–399 24.3 21.2

 Over $400 34.9 47.6
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Table 4 (continued)
CHIP Children’s Health Insurance Program, VA Veteran’s Administration, IHS Indian Health Service

Table 5 Bivariate analyses of reproductive health characteristics and experiencing a challenge or delay obtaining desired 
contraception among a 2022 national sample of 15‑ to 44‑year‑olds who had ever used or tried to obtain contraception (unweighted 
n = 2,771)

EC emergency contraception, FABM fertility awareness-based methods, SARC  short-acting reversible contraception, LARC  long-acting reversible contraception, PCCC  
Person-Centered Contraceptive Counseling, ASAP as soon a possible
* Some respondents were currently using more than one contraceptive method. Most effective method reported. Abstinence not considered a contraceptive method

Variable Experienced a challenge or delay

Yes weighted % No weighted % p-value

Current contraceptive method*  < 0.001

 No method 16.9 25.1

 Coital‑based FABM or withdrawal 13.3 12.9

 Coital‑based condoms, spermicide, sponge, diaphragm, cervical cap, Phexxi, EC 13.9 13.4

 SARC (pill, patch, ring, shot) 47.4 23.1

 LARC (IUD, implant) 7.0 20.3

 Vasectomy 1.6 5.3

Contraceptive user status  < 0.001

 Current user

 Using preferred method (content current user) 34.1 51.2

 Wants to use a different method, no method, or stop ASAP 37.5 14.5

 Uncertain current user 11.6 9.3

 Current non‑user

 Content non‑user (does not want to use a method) 4.9 16.1

 Prospective user (wants to be using a method) 8.5 4.5

 Uncertain non‑user 3.5 4.4

Number of types of discrimination ever experienced in a family planning setting  < 0.001

 0 types 28.0 51.5

 1–4 types 35.1 26.2

 5–9 types 36.9 22.3

Received PCCC from most recent healthcare provider seen for birth control 0.002

 Yes 24.4 37.5

 No 75.6 62.5

Table 6 Associations between experiencing a challenge or delay and measures of contraceptive self‑efficacy among a 2022 national 
sample of 15‑ to 44‑year‑olds who had ever used or tried to obtain contraception (n = 2,771)

Logistic regression models adjust for age, race/ethnicity, sexual orientation, educational attainment, insurance, employment status, urbanicity, and largest affordable 
emergency expense, and accounting for survey weighting

Unadjusted Adjusted

OR 95% CI p-value aOR 95% CI p-value

Model 1: very/somewhat confident about obtaining desired contraception when wanted

 Did not experience a challenge or delay (Ref.) (Ref.)

 Did experience a challenge or delay 0.14 0.08 0.24  < 0.001 0.14 0.07 0.25  < 0.001

Model 2: very/somewhat easy to switch contraceptive methods when wanted

 Did not experience a challenge or delay (Ref.) (Ref.)

 Did experience a challenge or delay 0.48 0.33 0.71  < 0.001 0.48 0.33 0.71  < 0.001
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remain conscious of how their own beliefs and practices 
can show up as assumptions about what is “best” when it 
comes to family size, pregnancy spacing, and approaches 
to fertility and contraception [74].

Limitations
There were several limitations to this study. First, 
although we asked about the type of challenge/delay 
experienced, our survey did not include follow-up ques-
tions to garner additional details. Therefore, we are una-
ble to ascertain when, where, with whom, or how long 
ago the respondent experienced challenges or delays—
important details that future research should address to 
shed light on strategies to address contraceptive access 
barriers. Additionally, given that the survey question 
only asked about challenges/delays experienced in the 
past 12 months, we do not have information about bar-
riers experienced outside that time frame, which could 
also impact self-efficacy. Contraceptive self-efficacy is 
a complex construct. While we included straightfor-
ward questions in our survey related to the key aspects 
of self-efficacy, our measures likely do not fully capture 
the nuance of this construct. Last, we excluded from the 
sample people not assigned female sex at birth and those 
using permanent contraception or who were otherwise 
infecund, so our results may not generalize to these pop-
ulations who may have also experienced contraceptive 
challenges or delays.

Conclusions
Person-centered metrics of contraceptive access, com-
pared to traditional measures focused on contraceptive 
use and services performed, are crucial to achieve SRH 
equity. This study, utilizing various person-centered met-
rics, found encountering challenges or delays has impli-
cations not only for recent contraceptive access, but also 
influences self-efficacy—potentially inhibiting future 
ability to obtain and use desired contraception. Given 
these short- and long-term impacts, we urge policymak-
ers, clinicians, and researchers to support policies and 
practices that reduce barriers to person-centered contra-
ceptive access.
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