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Abstract

We use data from rich, qualitative interviews with3 unmarried women 20-29 years of age
about their sexual and contraceptive histories.péfform qualitative and quantitative analyses
to identify factors predictive of consistent coseption. We assess whether women don’t
contracept consistently because they a) at leasivatently want a pregnancy, and/or b) lack the
efficacy to contracept consistently. Our umbretacept of “efficacy” includes planfulness, the
self-regulation necessary to do onerous thingkerservice of one’s goals, believing that one
can have an effect on outcomes, and enough engitiefar assertiveness. Our quantitative
analysis is based on quantitative codings fromstrapts. One quantitative analysis draws upon
a dataset with 583 respondent-partner dyads as ofingnalysis. It shows that inconsistent
contraception is predicted by wanting a baby infthere with this partner, even when a woman
claims she didn’'t want a pregnancy at the timecomsistent contraception is also predicted by
having sex with the partner after heavy alcohalroig use, one indicator of diminished efficacy.
In a second quantitative analysis, we use a datadethe 103 women as units of analysis, and
show that women are more inconsistent in theirremeption if they at least ambivalently
wanting a baby with one or more partners duringithe of their relationship, and if we code
their overall efficacy as low. We use narrativeldative analysis of several cases to illustrate
how low efficacy relates to inconsistent contracept



Single Women Contracepting Inconsistently:
Do They Ambivalently Want a Pregnancy or
Lack Efficacy?

When surveys ask unmarried American women whelter tecent pregnancies were
intended, only about a quarter indicate that theyewFiner and Henshaw 2006, p. 93, Table 1,
data for 1994 and 2001). Unintended pregnanciesratcall levels of socioeconomic status, but
are especially common among those with low incomieeducation (Musick et al. 2009; Finer
and Henshaw 2006; Boonstra et al. 2006). Exceptdses of a technical failure of a
contraceptive method, the proximate cause of preges that women say were unintended is
obvious--having intercourse but not correctly usingtraception consistently. However, there
is less consensus arhywomen who don’t want a baby now sometimes faddotracept. One
important debate, which we address here, is whetiediailure to contracept indicates lack of
sufficiently strong motivation to avoid having ddyaor a lack of contraceptive efficacy.

Much theorizing about who contracepts follows naéilochoice principles, where the
benefits minus costs of having a child now are cameg to the benefits minus costs of not
having a child via contraception. The rational cleagxplanation emphasized by economists
focuses on opportunity costs for the mother (Ho&l.€1997) as an explanation of how strong
her motivation is to avoid or delay having a bistlgmen whose prospective earnings are high
have more to lose from a pregnancy. Though evidénrdhis effect is surprisingly mixed
(Heckman and Walker 1990; Musick et al. 2009) mndwates much literature on teen and
nonmarital pregnancies and births. The opportwuost view harmonizes with the view from
gualitative sociological research that the motatio avoid pregnancy is weak when having a

baby seems the only available source of meaninghgrmpoor women whose prospects for



meaningful jobs or relationships with men are ledi{Edin and Kefalas 2005). These views are,
on their face, hard to square with most unmarriechen saying that their pregnancies were
unintended, but both the economists who forwarcdppity cost views and the qualitative
sociologists focusing on meaning have, for diffémreasons, doubts about the validity of survey
responses about intendedness of pregnancies.

In cases where women truly don’t want a baby atithe, yet are not contracepting
consistently, some barrier must be preventing eaefstion. The cost of contraception—the
money one pays to buy the medical services to getscription and the cost of filling the
prescription—is the most obvious external barfTdre fact that unintended pregnancies are more
likely among the poor (Finer and Henshaw 2006) satgjthat the cost of contraceptives might
be relevant to nonuse. Yet past research findghleatost of contraceptives is a relatively minor
barrier (Silverman et al. 1987; Edin et al. 20@Ithough cost is a significant barrier to abortion
(Boonstra et al. 2006).

A less explored barrier to contraception is thecem we will call “efficacy.” By
efficacy, we mean the ability to organize one’sdebr in the service of one’s goals. It is an
internal, individual characteristic, but of coursenany cases it is of social origin. That is,
different social environments may better help imtlinals learn efficacy of all kinds. We use
efficacy as an umbrella term to cover several mistbut related concepts: 1) being planful
enough to organize intended lines of action, 2)rmasufficient self-regulation to “make
oneself” do things that are onerous now but areseary for a future goal, 3) believing that one
can affect outcomes by taking action, and 4) besggrtive with others to achieve one’s goals.

Women may be clear that they prefer to contraiceptder to avoid getting pregnant at

the present time, even considering the pecuniadyn@npecuniary costs of contraception and the



benefits of having a child, but not have the efficteo do what is needed. For example, they may
intend to—but not have the planfulness and selfHagn to—make and go to medical
appointments, get prescriptions, take pills dailtha same time, and repeat the cycle before
contraceptives run out. They may not feel comfdetdeing assertive with male partners about
wearing condoms. They may be fatalistic about ivarethey can really prevent pregnancy by
using contraception. An explanation of not contpdicey in terms of efficacy differs from the
cost-benefit rational choice view (including notsoof opportunity cost) because efficacy is
about the capacity of the person to carry out abestly what their own cost-benefit analysis
tells them is best, not about the incentives adams that affect the results of their cost-benefit
analysis. Psychologists see self-regulation asgbaxecutive function (Baumeister et al. 2006).
Sociologists emphasize the social arrangementsuocoralto learning efficacy (Edin et al. 2007;
England et al. 2011). In economic terms, one cthiltk of efficacy as a socio-emotional form

of human capital, akin to what Heckman and Kau@d2) call “soft skills” (Heckman and

Kautz 2012).

In this paper, our goal is to assess how wantibgbey—even ambivalently or in the
future—and efficacy each affect consistent confpaoa. We measure whether women want a
baby by attending to what women say about whetiién,a particular partner, they ever wanted
to get pregnant right then, and also whether tivey ®resaw a future pregnancy with the
partner; rich, qualitative data are used to codsdtvariables. We assess efficacy via a close
reading of transcripts, looking for when contraaapis aided by high or impeded by low
efficacy, and also for evidence of other kindsftitacy with respect to meeting the woman'’s

own goals in any arena--school, work, sexual angardic life, finances, or parenting.



DATA AND METHODS

Both the gualitative and quantitative analysesis paper come from transcriptions of
103 qualitative, in-depth interviews of never-medrivomen between 20 and 29 years of age,
attending four colleges in California. While pani@nts in our study could be as old as 29, the
average age at the time of the interview was 237&8d of our sample was 24 or younger. The
interviews were conducted as a part of the ColigkePersonal Life Study (Paula England,
Principal Investigator). The 1-2 hour interviewvered a detailed sexual history, with special
attention to contraceptive use and discontinudtomvery sexual partner. Four of the authors
were among the interviewers. Approximately halbof interviews were with students from two
Community Colleges with racially diverse studentlies, Laney College in downtown Oakland,
and Foothill College in Los Altos, a Silicon Valleyburb® We chose two community colleges
to target a population of women of low-to-mediunciseconomic background at the age where
unintended, non-marital pregnancies are frequenarder to have the sample include women
with more privileged background as well, the othaif of the sample comprises women from
two very selective universities, Stanford and Ursity of California-Berkeley, also in the San
Francisco Bay areaTable 1 specifies the composition of the samplespondents and
respondent-and-sexual-partner dyads from theseesp®ndents.

We posted flyers on each campus to recruit our Egmppomising $50 for an interview of
1-2 hours. Flyers stated that, to be eligible, m@eded to be a woman who had had sex with a

man, was a full- or part-time student at the instih, was never married and between the ages

! The raciallethnic distribution of Laney’s fematadents is 33% Black, 16% white, 25% Asian, 13%p#disc, and
13% others, while that of Foothill is 3% Black, 42¢hite, 25% Asian, 9% Hispanic, and 21% other.

2 Because of our difficulty finding women who hacehegpregnant at Stanford, and the fact that onipalls
proportion of undergraduates at the elite schoeiewver 22, we accepted a few respondent volunstehe two
elite schools who were graduate students, if thegevbetween 20 and 29.



of 20 and 29. To make sure that we got some wontenhad had pregnancies, during
approximately half the recruitment period we swadhhe flyer to also specify that respondents
had been pregnant, specifying “whether or not yad the baby.” Given this theoretical, rather
than probability, sampling, descriptive statisst®uld not be taken as indicative of central
tendencies in these colleges; even our collegeHspstatistics probably selected women with
more sexual activity or more pregnancies than mroon for their college. We traded off
representativeness of the sample for in-depth mébion on contraceptive decisions and changes
within and between partners, on the relationsmpshich such processes are embedded, and on
the meanings to young women of their experiencesdagisions.

Most interviews took place on the respondent’s aasnpt her convenience, in a common
area or quiet room. Open-ended questions weretasadke interviews resemble conversations
as much as possible. All interviews covered theespradetermined topics, but interviewers at
times adjusted the wording, question order, or @sadlb encourage a conversational tone and
rapport. Our interview guide is available uponuesf.

Qualitative Data and Analysis

The centerpiece of the interview was a completeaexistory. For each of the woman’s
male sexual partners we asked about the natureneagher casual or serious) and length of the
relationship; what contraception they used and whed whether contraception was ever
discontinued and why; any discussions or disagregsmneith him about contraceptive use,
pregnancy or abortion; whether she ever wantedve k baby with him during the relationship,
saw a future for the relationship, or hoped shelideha baby with some someday; circumstances
surrounding the pregnancy if one occurred, inclgdaiacisions about having an abortion or

keeping the baby; and how the relationship endawb(istill going).



Other topics included her daily routine, livingusition, future plans (for education,
family, and career), along with her views on id@aing of future pregnancies, and feelings
about abortion. We also asked about experiencesnatig contraception and how she learned
about it.

Interview transcripts were qualitatively coded ifitdds of text for each of many topics
using NVivo; these textual data are used for ourati@e qualitative analysis.

We attempted to assess women'’s overall effica@gynamber of ways all of which target
how well she was able to carry out the needed betsato reach her own goals. This included
noting how much women do things in advance or @stanate as a student, whether they tell
stories featuring their own assertiveness (or weréigseness) in any arena, whether losing their
temper led them to risky violence, whether theyeeifatalism about being able to control
things in life, and whether they report that aldatrodrug use led them to make decisions they
later regretted. We also assessed her contracegffivacy, gingerly asking about why she
hadn’t used any contraception with partners witlomtshe tells us she didn’t want to get
pregnant at the time.

The qualitative analysis presented in this paper marrative form. We chose several
respondents who well illustrate processes conmgetificacy and contraceptive consistency, and
explain their stories, and our reasoning abouttmections between efficacy and
contraception.

Quantitative Data and Analyses
From the qualitative data we created two distin@rdgitative datasets and used each to

run models predicting contraceptive consistency.



Respondent-Level Dataset.Working from textual fields in the NVivo datafjla team
of trained coders (including all of the coautham®ated numeric codes about each respondent.
Her race and college were taken from a demograpfaomation sheet respondents filled out
right before the interview. The result was a perlewel data set with 103 observations, 102 of
which we use in the analysi®escriptive statistics are provided in Table 2w respondent-
level variables we coded.

The three key variables coded at the respondeel Veere respondent’s overall
contraceptive consistency, two measures of efficaog whether she ever wanted a baby during
any of her sexual partnerships.

Contraceptive consistency was coded by readingttirg with each partner and
assessing whether she contracepted every timeashselx with him. Then we computed the
percent of all her partners with whom she contreatepvery single time. Strategies counted as
contraception included anything listed on the PéghRarenthood website as contraception:
condoms, hormonal methods (the shot, patch, g¢ gD, rhythm, Plan B (the morning after
pill) or pull-out (respondents’ term for withdrawaln this analysis we do not focus on whether
women used the methods with the lowest probalslfepregnancy rather than less safe
methods, as important as that may be. Rather wesfoe how consistently within and across
partners each woman used some method that is ktoowaauce the probability of pregnancies.
We called a respondent consistent with a givempaif every act of intercourse was protected

by one of the means of contraception above actbellyg used. (So, for example, having

% We dropped one woman from all analysis. She hdsomly one partner, and with him had two plannieiths
Originally our respondent-level coding of women’stiation to have a child included those who nevanted a
child during a partnership, those who sometimeanalivalently did, and those who typically did. Assvas the
only woman in the 103 who would have been in thegary of always or typically wanting a baby witteir
partners (in her case because she’'d had only ahbahwanted both pregnancies), it made more deredaminate
her from the data than create a special tiny cayegmntaining only her on the respondent-levelatalé measuring
wanting a baby. There were other women who in spangcular partnership clearly wanted a baby ttoer,no
others with only one partner, or for whom that waesr typical disposition.



forgotten to take pills sometime with a given partwould render a woman inconsistent with
that partner in our measurmlessshe was also using condoms or pullout at the imesed

Plan B following intercourse.) After coding this feach partner a woman had, to create our
respondent-level measure of consistency, women eazted “Always” if they contracepted
every time with every partner; as Table 2 shows Bi#%he women in our sample did this. The
intermediate code “mostly” was given to the 25%haf sample that contracepted inconsistently
(or not at all) with at least one partner, but wassistent with at least 66% of partners. The
bottom category, “sometimes” contains the 24% of&no that contracepted consistently with
less than 66% of their partners. (No one in tmepda never contracepted.) In principle, a
preferred strategy would have been to code theepenf all sexual acts at which some
contraception was used, but both interview timest@mts and women’s memory made it
impossible to access data at this level of detail.

We then coded an indicator variable for whethemtbenan ever even ambivalently
wanted a baby—i.e. to get pregnariuring the time oét least one of her partnerships. This is
based on the question women were asked about wiibthewanted to get pregnant during each
partnership. For this measure, a woman sayingstietidn’t want to get pregnant then but that
she might want to have a baby with this partnehénfuture was coded0(We will use this
measure in our dyad-level analysis, described hglibws telling that only 27% of respondents
had ever wanted a baby—even ambivalently—at the @frany of their partnerships.

We produced two quantitative codings of efficacgick relied on judgments across many
dimensions, and was put into a categorization @tifi “medium,” and “low.” The more

conservative measure of efficacy ignored anythimgua contraceptive efficacy in the coding.

* In results not shown, we coded an indicator fosthwho mentioned that, during at least one patigrthey
thought they might want to have a babyhe futurewith at least one partner. This never had sigaift effects on
consistency in the respondent-level analysis.
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Here the scores were based on anywhere that e@dgpeared in the transcripts of planfulness,
organization, self-regulation, assertiveness, at@fin the ability to affect outcomes, so long as
the story illustrating high or low efficacy was radiout contraceptive efficacy. For example, if a
woman said she procrastinated studying for testsaaiting papers for school this contributed to
a lower efficacy score. If a woman discussed basggrtive in any relationship this contributed
to a higher score. (For example, telling storieseof “just happening” when she didn’t want it to
but didn’t say no would contribute to low efficadyyt for this measure lack of assertiveness in
getting a man to use a condom would be ignorefdshd described a fatalistic attitude toward
things in her life, for example whether she couwdtiave her career goals, this contributed to a
lower score, but if she had a sense that her acteadly could help her achieve her goals, this
contributed to a higher score. If she discussesdgjn self-regulation like spending money she
didn’t have on unnecessary things, or engagingalence that could have gotten her in legal
trouble, that contributed to a lower self-regulatgzore. If she described frequent drug or
alcohol use that she herself believed was intergewith her noncontraceptive goals, this
contributed to a lower score.

The reason for creating one measure of efficacyetklicitly ignored contraceptive
efficacy is that we wanted to make sure we avolueltling the intended dependent variable
(contraceptive consistency) into the measure odaffy. We call it a “conservative” measure
because it is conservative to our hypothesis ofkadetween efficacy and contraceptive
consistency. Including contraceptive efficacyhe tmeasure would clearly be a problem if we
counted any case of not using contraception asdaeKicacy; it would render our hypothesis a

tautology.
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However, it is possible to create a measure ofa&ffy that includes contraceptive
efficacy, but does not relyn nonuse itselis evidence of lack of contraceptive efficacy. thia
global measure of efficacy, the score was affebiedll the aspects of noncontraceptive efficacy
discussed above, but also by women’s own repoatsttiey have trouble remembering to take
pills or make medical appointments in time to tedilescriptions before they run out, that they
didn’t use condoms or pullout because they weredtioent to ask the partner to do so, or that
they didn’t think to contracept despite not wantiogyet pregnant because they “just weren’t
thinking” perhaps because of being drunk or unkdennfluence of drugs. Such scores do not
definitionally build inconsistency contraceptiontdacause, for example, some women told us
they were terrible at remembering to take pilljtabuting to a lower efficacy score, but in fact
their contraception was perfect because, knowiigy they used another method to make sure
they were covered. Or, a woman could be uncontftatasking partners to use condoms, but if
she is on the pill, patch, shot, or has an IUD;awered a lapse in condom use with Plan B, we
would code her as consistent. Or a woman may regabath stories of drunken hookups, but
the drunkenness was not counted toward a low effisaore if we see now goal of hers that was
impeded—if it didn’t lead her to have sex she shesdidn’'t want, and she had contraception
covered somehow anyhow. Nonetheless, we preselysaraising each measure of efficacy, the
“conservative” measure excluding contraceptivecaffy, and the global measure including it
and other aspects of efficacy, to assuage the datlthe skeptical reader. Our global and
conservative measures of efficacy are positivelyaetated with an R of .68.

In both our measures of efficacy, we attemptedmaobnflate low efficacy with
objective external constraints. For example,ybang woman didn’t get to Planned Parenthood

to get on the pill because she had no transpontanal knew her parents would punish her if she
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revealed she was having sex, and that led to ueqieat sex, it contributes to her contraception
being coded as not consistent with the relevarthpgrbut we didn’t count that as evidence of
low efficacy. If a woman sometimes didn’t use comd because her partner refused, we don’t
count that as lack of efficacy, but if she was ffisiently assertive to raise the issue, it did
contribute to a lower score on efficacy. Obviouslyding entailed judgments; to avoid false
precision, the broad categories of “low,” “mediurarid “high” were used. Medium was the
median and mode of both codings (Table 2).

Quantitative Analyses with Respondent-Level DataseFor the respondent-level
guantitative analysis, we use ordered logisticesgions to explain consistency in contraceptive
use; this is an appropriate technique becauseaeperlent variable, consistency, as explained
above, is a set of ordinal categories: sometimasistent (with less than two-thirds of partners),
mostly consistent (with at least 66% but less @lapartners), and always consistent (100%
consistent with 100% of partners). We present ntihelt add variables in an order we believe
to correspond approximately to level of exogenatihough causal order is debatable.
Fortunately, the variables of major interest hawelar effects regardless of what is controlled
(an exception is educational aspirations, butmésely a control in these analyses). The
unconstrained model (i.e. including all the vareslis the following:

Eq.1

Consistent_contraception;
= S, + B,Race, + BEducation; + f,Want_baby; + B,Efficacy;
+ f3Partner_opposed_condom; + B,Thought_sterile;

+ fsPregnancy_normal; + e;

13



where the outcome is an ordinal variable that gastwhether respondeintvas sometimes
consistent (1), mostly consistent (2) or alwaysststent (3) with contraception, as described
abovejaceis coded as white or other, with black as theresfee categoryducationcodes the
education level that respondersspires to get: either to complete her BA or tagygraduate
school, with a reference category of not firmlyiasg to get a BAwant_babycaptures whether
respondent wanted a pregnancy, coded such thae iiad clear or ambivalent preference for
getting pregnant at the time of even one of hetngaships, she was given a code 1, and O
otherwisepartner_opposed_condoisia proportion of the partners that were reluctantse
condoms (computed for each respondent from the-tbyaed data)thought_sterileequals 1 if
respondent ever thought she might be sterile, avtti€rwise; anghregnancy_normalepresents
a set of dummy variables that capture how normplamrmed pregnancies are in respondents’
social environment, either “a few” or “a lot” ofiénds or family have gotten pregnant without
planning it (reference is none). Finaléfficacyrepresents a series of dummies for high and
medium personal efficacy, with low as the referemoeled as discussed above. As previously
discussed we coded a global and conservative veasiefficacy. Table 5 shows models with the
global measure of efficacy, informed by contraceptis well as other forms of efficacy, while
Table 6 is identical except that it uses the moreservative (to our hypothesis) measure of
efficacy, excluding anything regarding contraceptfficacy.

Dyad-Level Dataset. Working from the textual fields in NVivo, a teashtrained coders
(including four of the coauthors) created numeades for a large set of variables for each
partner-respondent dyad. The data set has as nbgeyvations for each woman as the number
of her sexual partners. The result was a dataifet683 observations, one for every dyad, and

clustered around 102 respondents. Since we as&etwabout all their sexual partners, these
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dyads vary in seriousness and length; they inclade night stands,” a short series of casual
hookups, non-exclusive dating, and boyfriend amidrigind relationships. Descriptive statistics
for these data, divided into dyads that lasted atmor less, or more, are presented in Table 3.
Table 4 presents descriptive information on theprtion of women in different lengths of
partnerships that ever had unprotected sex, anevea used each type of contraception with
that partner.

Quantitative Analysis with Dyad-Level Dataset For our analyses using the dyad-level
data, the outcome is defined as a dichotomoushiarthat equals 1 if responderdlways used
contraception consistently with partneand O if she ever had unprotected intercourse hith
We used logistic regression to explain consisten@pntraceptive use at the dyad level. Dyad
observations are not independent within respondeatae use clustered standard errors in all
estimations. The model to explain consistency adyad-level is:

Eq. 2
Consistent_contraception;;

= Bo + B1Now_baby;; + B,Future_baby;; + BsIntoxication;;

+ B Partner_opposed_condom;; + fsAge;; + BnLength;; + B,Race;

+ BsCommunity_college; + e;;
where the outcome is a dichotomous variable thatiucas whether respondergver had
unprotected sex in dygdas described aboveow_babyequals 1 if respondent wanted a
pregnancy at the time of the relationship with parf; future_babyequals 1 if respondent
envisioned having a baby in the future with hetmpearin dyad; intoxicationequals 1 if
respondent mentioned she had intercourse with grairirdyad under the influence of drugs or

alcohol;partner_opposed_condoeguals 1 if the partner in dygevas reluctant to use condoms,
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and 0 otherwiseagecaptures how old respondemas when she had the first intercourse with
partner in dyagl; lengthrepresents a series of three dichotomous varisiesegister how long
the dyad stayed sexually active: more than one night buhoee than one month, two to 18
months, and 19 months or more (reference is ondyraght);race represents two respondent-
level dichotomous variables for whether the responds Black (the reference category), White,
or other race (Asian and Latina or Native Amerigaand finally,community_collegequals 1 if
respondent attends either Laney or Foothill, and 0O if she goeBerkeley or Stanford. The
dyad-level variables in this model were all codexhf the qualitative data, partner by partner.

This analysis allows us good purchase on whethantarest in having a baby with this
partner—now or only in the future—affects whether touple always contracepted.
Unfortunately, since we weren’t able to code efficpartner by partner, we only have one
measure related to efficacy in these models—whehb®gerespondent reports having had sex with
this partner while under the influence of alcohotougs.

First, we ran the model specified in Equation 2tfer whole sample of dyads. Second,
we restricted the sample to those dyads about vihihespondent stated, when asked, that she
never wanted to have a baby while involved in tagrnership. These models attempt to identify
factors predicting the circumstances under whicimes who never wanted to get pregnant
during a partnership nonetheless did not use amepteon consistently. Thus, they omit the
variablenow_baby(which would be a constant at 0 among not wantibglay during the
partnership). Third, we run the model for the stilo$elyads just discussed (where the woman
didn’t want a baby) that lasted 2 months or manehls latter case, an indicator variable for
length category “19 months or more” is includedha model, and “2-18 months” is the

reference category. Of course, these models alsonanw_baby
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For dyad-level analyses, we show results for batlghted and unweighted regressions,
where weights are the result of dividing 1 by th&lt number of partners a respondent had. In
the weighted regressions, each of the dyads aporelent with more than one partner is
weighted less than the single dyad of a womanhhsatonly had one partner, whereas in the
unweighted analysis women with many partners imibgethe results more. There are reasons to
prefer weighted or unweighted estimations; it niheskept in mind that weighted analysis gives
less importance to dyads involving respondents migimy partners, but the same importance to
each respondent, while unweighted analysis givesyalyad the same importance, no matter the
total number of sexual partners the respondenhadsand thereby implicitly weights the
experiences of respondents with many partners heaeily.

A number dyads have missing values for at leastobtiee variables used in the
regression analysis. To cope with this problemjmgement Multiple Imputation by Chained
Equations (MICE) using the command ‘ice’ in Staia s described by Royston and White
(2011). First, we dropped the observations thatrhesding values in the dependent variable
(whether ever had unprotected sex with this paytaed in the length of partnership variables.
That left us with 472 (81% of the original 583) dgal13% of which still had missing values in
at least one variable. We used imputation torfillhese missing values. MICE assumes that
missing values are randomly distributed and regesariables with missing values against all
other variables in the model to impute values. Wputed missing values using five cycles.
Results for the dyad-level models using the impulate set are shown in Table 7. Appendix A-
1 shows the same estimations using the non-impiata] coefficients and p-values vary

slightly, but broad conclusions are the same.
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RESULTS
Quantitative Results from Respondent-Level Dataset

Tables 5 and 6 present odds ratios from orderadtiogegressions using respondent-
level data to predict women’s overall level of aaceptive consistency. The only difference
between the models in the two tables is that thbajimeasure of efficacy that includes
contraceptive efficacy is in models in Table 5, ilthe more conservative measure of efficacy
that excludes consideration of contraceptive effyaa coding is in Table 6. We discuss results
across the two models focusing on the variablgsaodmount interest—wanting a baby during at
least one partnership and efficacy.

Women who ever—even ambivalently—wanted a babynduhe time they were seeing
at least one of their partners are less than kdlkaly to contracept more versus less (see odds
ratios of .30 to .44. for “ever wanted baby dumpagtnerships” in Tables 6 and 7). (More
precisely, if a women wanted a baby with some gartiuring the relationship, the odds are only
.30-.44 as high as those for a woman who nevereglambaby during a partnership that she is in
the top two versus the bottom consistency categurihat she is in the top versus the bottom
two consistency categories. We will use the brifeguage below.) This effect is very large,
although given its standard error and our N of difif, in some models, this is only significant
at the .10 two-tailed level.

Efficacy strongly predicts consistent contracaptwith large effects that are significant
in most in all models. The effects are much lafgethe measure of efficacy that includes
contraceptive efficacy. Using this global measammpared to those with low efficacy, those
with high efficacy have over 40 times the odds@hlg in a higher (rather than lower) category

of consistency, and those with medium efficacy hgwnore than 7 times the odds of higher
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consistency (Table 5). If we use the “conservétmeasure of efficacy which does not base any
part of the coding on reports of contraceptivecaffly, but bases coding only on planfulness,
organization, assertiveness, sense of masterysaficegulation exhibited intherarenas of life,
we find smaller, but still strikingly large effect®kelative to those with low efficacy, those with
medium efficacy are over twice as likely to havghtr consistency, while those with high
efficacy are approximately 4 times as likely to @dngher consistency (Table 6). This is quite
striking, as it says that women who are more effmas innoncontraceptivareas of their life

also contracept more consistently.

Looking at effects of control variables, thosehahigher educational aspirations are more
consistent, as theories of opportunity cost woutljct, as long as the model does not include
efficacy. However, when either measure of efficacgdded to the models, education is
typically rendered nonsignificant. This could melaat opportunity costs are less important than
economists have thought, although these are nati¢tad data from which to advance that
interpretation, so we do not (Musick et al. 2008vmie more compelling evidence for this
skepticism). The proportion of her partners whpaged condom use has large negative effects
on consistency, although they are typically notistiaally significant. Women who thought
they were sterile at some point do not contracepti@ss consistently. Those who are
surrounded by friends and family that had earlytamglanned pregnancies are less likely to
contracept consistency, suggesting peer or neiplolodreffects.

Quantitative Results from Dyad-Level Dataset

In the dyad-level analysis, the dependent variekehether this dyad had perfectly

consistent contraception. It has advantages beerespondent-level analysis. First, there are

two quite precise measures of wanting a baby—whelleewoman says she wanted to get
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pregnantduring the time she was seeing this partaed whether she mentioned that she might
want to have a baliy the futurewith this partner. By contrast, in the responderel analysis

we had to simply ask whether the woneerwanted a baby during the time she was seeing any
partnership. A second advantage is the larger NlisAdvantage is that no good measure of
global or contraceptive efficacy could be constdcit the dyad-specific level, so the only way
we could capture efficacy was by one of its subcoments that the qualitative analysis showed
to be occasionally important—whether she had séix this partner while inebriated from drugs

or alcohol. Results are in Table 7 and the Appetale, discussed together.

When all dyads are included in the analysis, wetlsaieif the woman wanted to get
pregnant at the time of the partnership, she wae tileely to have unprotected sex (Table 7 and
Appendix table¥. (The effect is significant whether we use impiotabr not, and whether or
not dyads are weighted so that those with manyeestdo not get more weight, although it is
twice as large in the unweighted analysis.) Thisigsvever, relatively uninteresting, as it is hard
to imagine finding anything but this. If you rgalant a baby right now, barring an unwilling
partner, why would you contracept? What is morerggting is the effect of wanting a baby in
the future with this partner (but not wanting onéwhim now). This too is significant in all
models—whether all dyads are included, only thoeerdore months long, whether things are
weighted or not, whether or not imputation is used whether all women who said they wanted
a baby now with this partner are simply removednftbe regressions. Odds ratios are between
.28 and .42—a large negative effect. This is stvidence that failure to contracept at least
sometimes indicates motivation for a pregnancy—téeast a weakening of motivation against

it; even among those who say they don’t want anmaegy right now, those who aspire to have a

® In results not shown, using dyads involving twoniis or more, when we leave in the 7% of dyads &lbich
women reported they had wanted a pregnalucing the relationship, the variable measuring thisrdesias a large
negative effect on consistentcy of contraceptiost @s it did for all those who don’t want a kidwno
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baby with this partner in the future are more Wkl let contraception wane. This supports the
claim of sociologists like Edin and Kefalas (200f)o argue that even among those who aren’t
explicitly planning pregnancy, and don’t think rigiow is the ideal time, noncontraception in
some cases is indicative of some sort of a desinave a child.

If wanting a future baby with this man lessens ag#ption, what about the seriousness
of the relationship? Surprisingly, this appearstnancourage inconsistency in the absence of an
interest in having a present or future baby wits gartner. However, at first glance it looks
otherwise. Relationships between 1 night and 1 monkength are less likely to feature perfect
contraception than are one-night liaisons, andiogighips lasting more than 2 months are even
less likely. One might be tempted to interpres tioi mean that the seriousness of the
relationship has an effect, however, we believd sucinterpretation is in error. First, given that
our measure of consistency taps whether or not tonge(sex without contraceptioeyer
happened, the probability of having a contracedaipse can only stay the same or go up as the
relationship proceeds—it cannot go down; so thig exlain the effects. Second, effects
(relative to one-night liaisons) are not much da#fe for those 19 months or more than for those
2-18 months; but one would expect longer relatigpssto be more serious. Finally, in results not
shown, we included a variable that measured whétigerespondent said, in answer to a
guestion about how she saw the future of the melahip when she was in it, that she foresaw the
couple being together long-term, and/or gettingriredr These women did not have lower
consistency of contraception in models that colgdolor whether they said they wanted a baby
with the partner in the future; the measure oftrehal seriousness never was significant in any

model.
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We have only one measure tapping a small parffichey available at the dyad level—
whether the woman had sex with this partner whildew the influence of drugs or alcohol. In
all models this drastically reduces the odds otramepting every time with this partner. Odds
ratios are from .11 to .35 in various models (Tabblnd the Appendix table).

Not surprisingly, and relevant to external consitisicouples were much less likely to
contracept consistently when the male partner agbosndom use and these effects are
significant in most models (Table 7, Appendix); TeEaB shows that this was true in 9% of dyads
one month or less and 13% of longer dyads.

Qualitative Analysis

In this section, we draw on the qualitative datal ase three case studies to provide
more in-depth illustrations of how having low effay seems to relate to the inconsistency of
some young women’s contraception.

When we talked wittkKim (all names are pseudonyms) she was 24 yearslwdsS
biracial, with a black father and Jewish (white)they who became an Evangelical Christian
after her parents divorced. Kim has two sistenaling lvy League schools, and she is probably
intellectually able, since she got into Berkeléy most selective of the University of California
campuses. After a couple of years at Berkeleydsbeped out for a time, having fun and living
on a few hundred dollars a month her mother semfrbwn an inheritance from her grandmother.
Kim has returned to Berkeley and wants to finishdegree, but she hangs out with what sounds
like a largely white punk-rock crowd not enrolledschool.

Although she has been pregnant three times, haviagniscarriage and two abortions,

she is one of the few women in the sample who dotliatt she ever wants kids. When asked if
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she wanted to get pregnant at age 15 with hersistial partner, a 25-year-old tattoo artist she
met at a “punk show,” she says her attitude wasi;@®o...I’'m going to college.”

Kim’s relationship with a fellow Berkeley studenhan she was 20 led to a pregnancy
while they were effectively cohabiting in campusibimg. She shows a hint of ambivalence
about her disposition toward getting pregnant \uith before the fact, saying that, in a way ,”l
wouldn’t care because | loved him.” But she alsgsghat “we both kind of hate kids” and that
“the closest thing we wanted to a baby was a cdbgrtogether.” And she describes being
terribly upset when realizing she had missed agerShe never seriously wanted to keep the
baby once she discovered she was pregnant; thelehfte was between adoption and abortion
(she had an abortion). With other later partndre,dearly never wanted a pregnancy.

Despite not wanting kids, she is in the lowest s@r contraceptive consistency—being
consistent with less than half of her approximaglypartners, many of them one-night-stands.
She didn't like the pill; she tells us that she’taemember to brush her teeth sometimes, much
less take pills. She also had a lot of “emotiohét’ gi.e. side effects of mood swings) from the
pill and gained weight. She has been on “Dep@shot, and mentions no side effects of that,
so it isn’t clear why she hasn’t kept that up. Eoshe has relied on condoms, but
inconsistently. Luckily, she has not had the sesiproblems some women report with partners
who resist condom use, but a lot of time she josisd’'t bring condoms or bring up the issue.

Kim’s efficacy seems low. She describes a typieal as sleeping through her first class,
going to some classes, going to work, “trying” tody in the library and realizing she doesn’t
want to, and going to a bar in the evening andtliggsmashed.” She’s dropped lots of classes.
As against calling this a lack of efficacy in achiey her own goals, one could argue that her

lack of academic conscientiousness is a rationaicelreflecting the fact that her current career
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goal is to do highly paid underground welding, omgthing in the “technical arts,” and these
jobs do not require a college degree, which sheviews as “back up.” But other habits also
suggest that Kim has trouble organizing herselfiadoherown goals. She smokes cigarettes
despite bemoaning her “unhealthy life style.” Oshe threw an ex-boyfriend through a glass
window; she probably wanted to hurt him, but welzidhat she wanted to be incarcerated,
which could have been the result. All these thimgg signal a generalized lack of efficacy that
is likely to spill over into contraception. In atidn, her alcohol and drug use sometimes affects
her contraceptive efficacy. About her boyfriencgée 20 she says “Most of the time we would
just be way too drunk to use a condom; we woultikeewasted out of our gores.”

Maria, 26, a Latina, is attending Foothill Community Iége. She now lives at home
with her parents, her younger siblings, and hegttar. She has had three unplanned
pregnancies, and two abortions.

Maria has contracepted consistently with just tiwbery four sexual partners, putting her
in our lowest consistency category, which includesple who were consistent with less than
two-thirds of their partners. As a 17-year-old hgghooler, she had sex for the first time in a
relationship with a 23 year-old boyfriend. Theydisendoms every time largely because he
wanted to avoid a pregnancy. She agreed that gind diant to get pregnant, but guesses that if
she had gotten pregnant they would have movedjether and “dealt with it.” During her
senior year of high school their relationship fekbut from her side with no drama.

As a senior in high school, Maria started a refetiop with Tom, age 22, who had
fathered a baby when he was 15. She wasn’t on hahoontraception. When asked if they
used condoms, she laughs and says “I think thiecingple of times we were and after that it all

kind of left.” She soon got pregnant and they dedidn an abortion. She then moved in with
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Tom shortly after she graduated. To avoid anothegmancy, she got on the pill, but took it
inconsistently, leading to a second pregnancy. &Maeiscribed her decision to have this baby:
“At that point | was like...I think people would exgtefor me to eventually get pregnant....I
already graduated, I'm out of school, I'm not nezedy doing anything; | think | can handle
being a mom.” They had a little girl, who arriveth Down’s Syndrome. She then got on
Depo-Provera, the shot. Although Maria says it enlaer gain weight, she liked it because all
she had to do was remember to get one shot ewsrgntnths. Shortly after the birth Tom lost
his job. During the next several years Tom struggieh complications of Diabetes and died.

Maria then went off Depo because she wasn’t sesiiggne. But she caught up with an
old acquaintance in the year before the interveavd sex “just happened,” culminating in a
casual liaison that involved sex once a month offkey used condoms every time. In part
because the sex wasn't very good, she stoppedgsei@mnsoon.

Recently, she saw old high school friend and “teihgppened.” The used a condom.
The second time she saw him, things again got $exwh as she tells the story of why they
didn’t use a condom, “I think he said ‘should Ijcal said, ‘yeah,” and then it just never
happened, like he never actually physically goang did.” She decided to make an appointment
to get a Merina IUD, but she was already pregn&fite decided to abort.

With the two of her partners she calls boyfrieraria thought she could imagine
having a child sometime in the future, but shdesicthat she never wanted to get pregnant at
the time of any of these partnerships. Although gained weight on Depo-Provera, the shot,
that doesn’t seem to have bothered her. So whyhemesontraception inconsistent? It appears
lack of efficacy played a role; we gave her thedstxscore on both measures of efficacy, and

she describes herself as having a hard time renramglie take the pill, saying “l wasn't really
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good at taking it.” Regarding her early relatiapshith the father of her child, and why they
didn’t use condoms she says “l was just not thiglahout it.” Maria’s isnot merelya case of a
nonpecuniary “cost” of contraception leading someetindecide contraception isn’t worth it
because abortion is available as backup, becatsrigh she has had two abortions, she
expresses moral qualms about abortion. She say4tth a bad thing to go ahead and have an
abortion, but if you’re not gonna do the things Weey you need to, it’s like balance it out a little
you know.” Notice how her assessment of her owrtraceptive past seems to be that she didn’t
“do the things the way you need to.”

Maria’s relatively low efficacy seems to extend tweg her contraceptive practices. She
calls her study habits “really bad.” She is als@aample of the sub-dimension of efficacy that
entails having a fatalistic attitude about thirgysg doubting that your efforts can have an effect.
For example she says “I don'’t think there’s a riggme for anything; it's just it
happens...because...it's gonna happen....I'm not a pehsameally like tries to plan that far
ahead because you never know what happens, etp&dthlmy experiences.”

Nancy's story involves serious drug addiction. At vasdimes she has used
methamphetamines, marijuana, cocaine, and ecstag\has been to rehab. She is a white 24-
year-old Foothill Community College student, and bae daughter.

Back in high school she had a boyfriend who wasigté selling weed,” and was in and
out of jail. Her parents got a restraining ordekéep him away from her, but she saw him on the
sly at a friend’s house. They used condoms thetfire they had sex, but after that “not a lot.”
Soon she was pregnant. “My whole world turned dgsiown...I cried...I didn’t have my
family to tell because | was so scared to tell thé&8he says that her parents “actually scheduled

an abortion for me and since | found out they tat tl was all for the baby, out of spite for my
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parents.” She gave birth to her daughter, and vgherfinished breastfeeding, she got on Depo-
Provera, the shot.

Nancy saw her next partner for a few months caguatiile he had another girlfriend.
During this time, she quit Depo because of weigtih gout they always used condoms. Then a
period ensued where she had some casual partihertelfs us “I used protection with everyone
that | slept with; | was just drinking a lot andngsa lot of drugs.” When asked who provided
the condoms, she clarifies that “all the boys psleith had their own condoms.” It didn’t take
much efficacy to be consistent with them.

By the time of her fifth partner, at age 18, shd patten on the pill, not for birth control,
but to regulate her period. About her consisteshbg, says, “I was taking it when |
remembered.” They also used condoms “sometimes.”

She used no contraception with her next partnegea 19. It quickly got serious: “In
two weeks we were saying we loved each other. ¢t hika crazy, he bought me a truck and he
helped me take care of my daughter.... | was on dilugsvasn’'t. He would babysit my daughter
for me and I'd take the truck and I'd go out andAwaild leave my daughter with my best friend
and come hunt me down....Every time...he would crytayptb get me not to do it and then |
would just kind of laugh at him and do it anywasked why she wasn’t using any birth
control, she says “l was just on drugs. | don’twnbwasn’t thinking straight.” Asked if she
wanted a baby with him then, she deflects the quesind sayfe may have: “I think he wanted
me to settle down. | think he might have wantedtoniee pregnant, just so I'd stay at
home.....cause he moved in with us, with me and mmrand my mom’s girlfriend....So they'd
be at home and I'd be out at a kegger....He washirgting ‘why can’t you just stay your ass at

home?’ But | didn’t.” She got pregnant with himhén, she says, “it didn’'t stop me, so...I still
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partied, | still did what | wanted to do and therhtee months into my pregnancy, like he had
enough of my shit and he left. He started datinrgesmne else and | was still hanging around
doing drugs and when | was almost five months paaghgot an abortion.”

After her breakup and abortion, several one-nitdrids ensued where she used no
contraception and was continually on drugs. Thenrset a new guy on the street. “His weed
dealer was my meth dealer.... we were inseparabliénfee years. We were crazy about each
other. We had a very abusive relationship, but &g good to my daughter and when | wasn’t
doing drugs and when | was civilized he was gooehéatoo.” Asked about the abuse, she says
“We would beat the crap out of each other. | knockee of his teeth out, he’s given me a
couple fat lips.” Yet she says that “we were taikabout having a baby together when we first
got together....We fell in love with each other iméha....We were both so, so broken, that we
needed each other. It was unhealthy.” They neWleedaabout birth control and didn’t use it.
Looking back on it, she says “I think we both wahéebaby just because we both needed more
love in our life.” But she never got pregnant. Ytxeoke up after a physical fight that started
when he found incriminating pictures in her camshe threw a pumpkin at him, she got
arrested, and her mom took her daughter to hesdaulise.

Next Nancy had a partner that would not let hemldar have drugs when he was with
her and made sure condoms were used every timedr8hk and used drugs with her next
partner, and they used condoms “sometimes.” Shetemtly with Chris, and isn’t using
anything, because “we’re actually trying to conegiv

We coded Nancy in the lowest consistency categoisirguconsistently with less than
two-thirds of her partners. A first question wevays have to ask before attributing inconsistent

contraception to low efficacy is the evidence fog alternative explanation that the woman
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simply wanted a pregnancy, or at least ambivalemigited one. In Nancy's case, it is indeed
true that she had varying degrees of desire to Adaby with 3 of her 12 partners. With others,
she thought a pregnancy would be a disaster, y@n abntracepted inconsistently. Why?

Whenever asked why she didn’t use protection wattiiqular partners, Nancy’s own
explanation is often her drug use. We agree thaast a huge factor. Yet, threaded throughout
her stories are also other indicators of low etficaVith one partner, she didn’t have enough
self-regulation to keep from hitting him when heetli her camera in his own jealous anger. Her
arrest for hitting him was very consequential—tb&s| of custody of her daughter. Nancy’s lack
of efficacy may sometimes be rooted in not havingugh of a sense of self to feel entitled to be
assertive. For example, she stayed with her segparider while he had another girlfriend. As
she explains: “I felt so shitty about myself thatgially didn’t matter.” She elaborates, using
lingo she probably learned in a 12-step programenhirehab, “When | find a boyfriend, he
becomes my higher power.”
DISCUSSION

Central to research on unplanned pregnancie isrttling that most of them happen to
women who know about contraception, use it somejraed say they intend to use it most of
the time, but are inconsistent. Our empirical geas$ to use this mixed-method study to identify
predictors of contracepting consistently versusimsistently. Our conceptual goal was to shed
light on a debate between two claims: 1) thataooitracepting reflects a desire—albeit perhaps
ambivalent—to get pregnant, as economists followewgaled-preference rational choice
principles and some qualitative sociologists assed 2) that contraception involves many

steps, some quite onerous, and thus takes sulagtiffitacy, which can impede consistent

29



contraception even when women truly do not wantegimpancy. We conclude that both factors
are operative.

Our quantitative analyses showed that women wha awgbivalently wanted a child at
the time of even one partnership were less likelgantracept consistently overall. It also
showed, using dyad level data, that even among wonh® stated they hadn’'t wanted a baby at
the time of a partnership, if they thought they \adike to have a child with this partner in the
future, they were less likely to always contracgph him. In this sense, we confirm the odd
alliance between economists and qualitative sogisle on the importance of even ambivalent
or prospective motivation to have a child on cacegion.

On the other hand, part of our contribution isrttvaduce the neglected concept of
efficacy into our understanding of contraceptid®omen may be clear that it would be a
disaster to have a child and intend to contracepsistently, but find themselves without the
belief that they can affect outcomes, or withowet $Kills to plan strategies, engage in the
necessary assertiveness, and self-regulate todoegm@ception consistent. Our quantitative
analysis showed that two measures of efficacy {jocleding and one excluding contraceptive
efficacy) both had strong positive effects on cstesicy of contraception. Our qualitative
analyses showed the ways in which specific kindsficéacy, when lacking, contributed to
breakdowns between the intent to contracept andxbeution of contraception. The qualitative
analysis also illustrated how often many dimensiginsfficacy go together, with some women
being high on most of them, and others being loleading to more gaps between their

behaviors and their own goals.
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Table 1. Number and Proportion of Respondents and ¥ads at Each College

College Respondents % Dyads %
Laney 24 23.3 110 18.87
Foothill 27 26.21 164 28.13
Berkeley 23 22.33 151 25.9
Stanford 29 28.16 158 27.1
Total 103 100 583 100

Table 2. Descriptive Statistics for Respondent-lev®ataset

Mean SD

Consistency

Sometimes (with <66% partners) 0.24 0.43

Mostly (with >66%, <100% partners) 0.25 0.44

Always (with 100% partners) 0.51 0.50
Ever even ambivalently wanted baby during 1
or more partnerships 0.27 0.45
Efficacy (including contraceptive efficacy)

Low 0.30 0.46

Medium 0.40 0.49

High 0.29 0.46
Efficacy (excluding contraceptive efficacy)

Low 0.34 0.48

Medium 0.41 0.49

High 0.25 0.43
Race

White 0.42 0.50

Black 0.25 0.43

Other race 0.33 0.47
Educational Attainment Plans

<BA 0.19 0.39

BA 0.37 0.49

>BA 0.44 0.5
Proportion partners opposing condoms 0.14 0.25
Ever thought she was sterile 0.31 0.47
Friends/family had unplanned pregnancy

None 53.92 0.5

A few 12.75 0.34

A lot 33.33 0.47

N 102

31



Table 3. Descriptive Statistics for Dyad-level Datsef

1 month or less

2 months or more

Never had Ever had Never had Ever had
Al unprotected unprotected Al unprotected unprotected
sex sex sex sex
Mean N Mean N Mean N Mean N Mean N Mean N
Respondent characteristics:
R ever had unprotected sex with partner 0.10 199 0.009 1100 20 029 273 000 195 100 78
Race:
R is White 040 203 040 179 035 20 051 275 054 194 042 78
R is Black 032 203 031 179 04 20 025 275 021 194 035 78
R is Asian 0.16 203 0.17 179 0.1 20 010 275 009 194 014 78
R is Latina or Native American 012 203 012 17915 20 015 275 017 194 0.09 78
R attends a community college 0.48 203 047 179 050 20 050 276 045 195 060 78
R's religion affects views on sex or birth control 1P 201 014 177 015 20 0.17 272 017 192 017 77
R had sexual education at school 076 195 075 171 085 20 089 259 091 182 084 74
R's mother encouraged contraception use 0.54 203 0539 1050 20 050 276 050 195 050 78
R's age at first intercourse* 1592 203 16.01 179 1520 20 16.14 276 16.32 195 1579 78
Total number of sexual partners R has had* 13.44 203.561 179 1245 20 771 276 748 195 826 78
Dyad characteristics:
R's age at first intercourse with partner* 19.43 1909.54 166 1845 20 18.90 265 1895 185 1887 77
Length of sexual partnership (in months)* 132 202 11.0179 426 19 18.84 273 1541 195 28.17 75
Length of sexual partnership (categories):
One night stand 066 203 068 179 045 20 0.00 276 000 195 0.00 78
More than 1 night and up to 1 month 0.66032 0.68 179 045 20 0.00 276 000 195 0.00 78
2 - 18 months 0.00 203 000 179 0.00 20 0.74 276 074 195 073 78
19 months or more 0.00 203 000 179 0.00 20 026 276 026 195 027 78
R ever wanted a child with a previous partner 0.07 3 200.05 179 030 20 0.09 276 007 195 012 78
R was ever pregnant by a previous partner 037 2037 0379 035 20 022 276 019 195 0.27 78
Partner actively helped contraception 0.00 203 001 1M@00 20 0.03 276 004 195 000 78
Partner opposed condom 0.09 202 008 178 015 20 013 276 010 195 019 78
R ever had side effects of contraception with aipus partner 040 203 043 179 015 20 029 276 028 195 0.318
Ever had sex with partner while R was under eféédrugs or alcohol 0.32 174 032 152 0.20 20 0.09 275 0.094 1022 78
Ever had sex while partner was under effect ofglargalcohol 026 171 026 151 020 20 0.07 275 003 194 018 7
There were breakups in sexual partnership 0.01 2021 0.a79 0.00 19 020 274 019 193 022 78
R wanted a baby during the relationship 0.02 200 0.0176 10.15 20 0.07 269 002 191 021 76
R wanted a baby with partner in the future 0.03 203020. 179 010 20 027 276 021 195 042 78
Relationship status:
Casual 089 201 091 178 070 20 023 271 026 193 0.16 76
Dating 0.05 201 004 178 015 20 014 271 015 193 0.13 76
In a relationship 0.06 201 005 178 015 20 062 271 059 193 071 76
R ever used pullout with partner 0.08 173 007 153 020 20 028 276 024 195 041 78
R ever used condom with partner 079 173 084 153 035 20087 276 093 195 073 78
R ever used shot with partner 0.13 203 015 179 000 20 0.09 275 007 195 012 78
R ever used pill with partner 022 178 025 154 005 20 039 275 042 195 035 78
R ever used IUD with partner 0.03 178 002 154 010 20 0.05 275 004 195 0.08 78
R ever used calendar with partner 0.01 178 0.01 154 0.0 0.02 275 001 195 004 78
R ever used Plan B with partner 0.08 178 0.08 154 0.05 20 022 276 017 195 032 78
R ever used other type of contraception with partne 0.03 178 0.03 154 0.00 20 014 275 015 195 0.13 78

T Imputation not used. Unweighted.
* All but these variables are dichotomous and rainga O to 1.
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Table 4. Whether Respondent Ever Used Selected Coateptive Method and Ever Had Unprotected Sex
in Specific Parnership, By Length of Sexual Partneship (Using Dyad-Level Datasef)

>1 19
One night, 2to 18 months All
night <2 months or
months more

Ever had unprotected sex 6.9% 159% 28.2% 29.6% 8%0.
Pullout 4.8% 13.0% 25.4% 36.6% 20.5%
Condom 74.0% 85.5% 85.4% 91.5% 83.7%
Shot 18.7% 1.4% 6.9% 14.1% 10.5%
Pill 19.3% 275% 353% 50.7% 32.7%
IUD 2.8% 2.9% 4.9% 5.6% 4.2%
Calendar 0.9% 1.4% 1.0% 4.2% 1.5%
Plan B 5.5% 11.6% 16.6% 36.6% 16.3%
Other 2.8% 29% 12.7% 183% 9.7%
Number of dyads 130 69 202 71 472

TUnweighted sample. Percentages for every type mif@oeptive method indicate the share of
dyads in which respondent ever used that stratéggay vary for every cell due to missing values.
Reported number of dyads for each length of pastipris the N those that have values for both
length and dependent variable (whether ever hadbtegied sex).
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Table 5. Odds Ratios from Ordered Logistic Regressn Predicting Respondent’s Overall Contraceptive
Consistency From Desire for a Baby, Efficacy (mease includes contraceptive efficacy), and Controls,
Using Respondent-level Data

() 2 3 ©)] (6) ()
Race (Ref=Black)
White 1.72 1.38 2.18 2.23 2.23 1.77
[0.81] [0.68] [1.19] [1.23] [1.24] [1.05]
Other 3.84* 3.11* 4.22* 4.70* 4.69* 4.08*
[2.09] [1.75] [2.63] [2.98] [3.02] [2.72]
Education Plans (Ref=<BA)
BA 4,57 3.81* 1.97 2.27 2.26 1.97
[2.49] [2.12] [1.20] [1.42] [1.44] [1.28]
>BA 6.79% 5.11% 1.04 0.97 0.97 1.05
[3.75] [2.94] [0.70] [0.68] [0.68] [0.76]
Wanted a baby at time of relationship at
least once (even ambivalently) 0.44+ 0.32* 0.30* 300. 0.34+
[0.21] [0.17] [0.17] [0.17] [0.20]
Efficacy (Ref=Low)
Medium 7.73*% 8.64** 8.65** 9.57**
[4.46] [5.10] [5.10] [5.80]
High 41.82** 51.88** 51.76** 56.33**
[32.39] [41.75] [42.01] [47.76]
Proportion partners opposing condoms 0.17+ 0.17+ 0.11*
[0.17] [0.17] [0.12]
Ever thought she was sterile 0.99 1.25
[0.48] [0.65]
Unplanned pregnancies of family/friends
A few 0.17*
[0.12]
A lot 0.36+
[0.21]
Constant Cut 1 1.81 0.98 2.19 1.91 1.9 0.89
[0.89] [0.60] [1.47] [1.32] [1.41] [0.75]
Constant Cut 2 7.34** 4.14* 13.92* 12.76** 12.68** 6.62*
[3.95] [2.62] [10.31] [9.62] [10.19] [5.85]
Observations 102 102 102 102 102 102

Robust standard errors in brackets.
** n<0.01, * p<0.05, + p<0.1
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Table 6. Odds Ratios from Ordered Logistic Regressn Predicting Respondent’s Overall Contraceptive
Consistency From Desire for a Baby, Efficacy (mease excluding contraceptive efficacy), and Contraols,
Using Respondent-level Data

@) 2 ®3) ) (6) (@)
Race (Ref=Black)
White 1.72 1.38 1.23 1.24 1.19 0.9
[0.81] [0.68] [0.62] [0.63] [0.61] [0.50]
Other 3.84* 3.11* 3.28* 3.50* 3.18+ 2.61
[2.09] [1.75] [1.90] [2.06] [1.90] [1.60]
Education Plans (Ref=<BA)
BA 457 3.81* 3.21* 3.52* 3.24* 2.94+
[2.49] [2.12] [1.83] [2.03] [1.89] [1.75]
>BA 6.79* 5.11% 2.73 2.74 2.66 2.99
[3.75] [2.94] [1.74] [1.74] [1.69] [1.99]
Wanted a baby at time of relationship at
least once (even ambivalently) 0.44+ 0.40+ 0.39+ 390. 0.44
[0.21] [0.20] [0.20] [0.20] [0.23]
Efficacy (Ref=Low)
Medium 2.72* 2.68* 2.69* 2.44+
[1.31] [1.30] [1.31] [1.21]
High 4.37* 4.59* 4.50* 3.83+
[2.93] [3.09] [3.03] [2.66]
Proportion partners opposing condoms 0.37 0.43 0.33
[0.34] [0.39] [0.30]
R ever thought she was sterile 0.68 0.86
[0.30] [0.41]
Unplanned pregnancies of friends/family
A few 0.23*
[0.15]
A lot 0.39+
[0.21]
Constant Cut 1 181 0.98 1.32 1.21 0.98 0.45
[0.89] [0.60] [0.84] [0.78] [0.67] [0.36]
Constant Cut 2 7.34** 4.14* 6.01** 5.55* 4.53* 2.24
[3.95] [2.62] [4.00] [3.73] [3.22] [1.82]
Observations 102 102 102 102 102 102

Robust standard errors in brackets.
** n<0.01, * p<0.05, + p<0.1
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Table 7. Odds Ratios from Logistic Regression Prediing whether Respondent Consistently (Always)
Contracepted in the Sexual Partnership, Using Dyad-evel Dataset

(Using Imputation for Missing Values)

1) 2 3 )] (6) )]
Don't want 2 months or Don't want 2 months or
All'W Kid/W more/Don't AllUW Kid/UW more/Don't
want kid/W want kid/UW
Dyad characteristics:
R wanted a baby during the relationship 0.15** 0.07*
[0.10] [0.03]
R wanted a baby with partner in the future 0.30** .3 0.30* 0.38** 0.38** 0.33**
[0.14] [0.16] [0.16] [0.13] [0.13] [0.13]
Ever had sex while R was under effect of drugsiantel 0.32* 0.35* 0.21* 0.31* 0.29* 0.11**
[0.16] [0.18] [0.16] [0.12] [0.11] [0.05]
Partner opposed condom 0.37+ 0.38+ 0.34+ 0.37* 0.37* 0.35*
[0.19] [0.20] [0.20] [0.14] [0.14] [0.16]
R's age at first intercourse with partner 1.02 1.01 02 1. 1.07 1.07 1.07
[0.08] [0.08] [0.09] [0.06] [0.06] [0.07]
Length of sexual partnership:
More than 1 night and up to 1 month 0.29* 0.28* 0.40+ 0.43
[0.17] [0.17] [0.22] [0.25]
2 - 18 months 0.19** 0.18* 0.17* 0.17*
[0.09] [0.09] [0.08] [0.08]
19 months or more 0.21* 0.18* 1.01 0.27* .2 1.56
[0.13] [0.11] [0.53] [0.15] [0.15] [0.63]
Respondent characteristics:
Race (Ref=Black)
White 2.55*% 2.24+ 2.34 2.24* 2.08* 2.45*
[1.11] [1.04] [1.30] [0.74] [0.70] [0.92]
Other race 1.67 1.35 1.3 1.89+ 1.74 1.94
[0.85] [0.72] [0.81] [0.64] [0.60] [0.83]
R attends a community college 0.93 0.86 0.91 0.62+ 0.61+ 0.58+
[0.37] [0.35] [0.45] [0.17] [0.16] [0.19]
Constant 13.23+ 18.20+ 3.36 571 5.94 131
[19.90] [28.42] [5.74] [6.67] [7.48] [1.73]
Observations 471 446 251 471 446 251

Robust standard errors in parentheses. W=Weightgréssions; UW= Unweighted regressions

** n<0.01, * p<0.05, + p<0.1
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APPENDIX

Table A-1. Odds Ratios from Logistic Regression Pricting whether Respondent Consistently (Always)
Contracepted in the Sexual Partnership, Using Dyad-evel Dataset
(Not Using Imputation for Missing Values)

1) 2 3 ()] (6) )]
Don't want 2 months or Don't want 2 months or
AllW KW more/Don't AllUW Kd/UW more/Don't
want kid/W want kid/UW
Dyad characteristics:
R wanted a baby during the relationship 0.17* 0.08**
[0.12] [0.03]
R wanted a baby with partner in the future 0.30* 0.30 0.28* 0.42* 0.39* 0.33**
[0.14] [0.15] [0.15] [0.15] [0.14] [0.13]
Ever had sex while R was under effect of drugsiantel 0.32* 0.35* 0.24+ 0.32* 0.30** 0.12**
[0.17] [0.18] [0.18] [0.13] [0.11] [0.06]
Partner opposed condom 0.39+ 0.41 0.37 0.35* 0.35** 0.32*
[0.21] [0.22] [0.23] [0.14] [0.14] [0.16]
R's age at first intercourse with partner 1 1 1 1.04 51.0 1.06
[0.07] [0.07] [0.08] [0.06] [0.06] [0.07]
Length of sexual partnership:
More than 1 night and up to 1 month 0.28* 0.26* 0.46 0.48
[0.17] [0.17] [0.24] [0.28]
2 - 18 months 0.20** 0.18* 0.21* 0.20*
[0.11] [0.10] [0.09] [0.09]
19 months or more 0.24* 0.21* 1.16 0.33* 6.34 1.75
[0.15] [0.13] [0.64] [0.17] [0.18] [0.73]
Respondent characteristics:
Race (Ref=Black)
White 2.81* 2.77* 2.82+ 2.65% 2.73* 3.10**
[1.25] [1.26] [1.50] [0.89] [0.91] [1.13]
Other race 1.67 1.47 1.39 2.11* 2.09* 2.22+
[0.87] [0.78] [0.85] [0.71] [0.70] [0.94]
R attends a community college 0.86 0.73 0.74 0.62+ 0.57* 0.51*
[0.35] [0.30] [0.37] [0.17] [0.16] [0.17]
Constant 15.34+ 20.21* 3.79 6.38+ 6.16 1.32
[21.58] [29.01] [5.95] [7.16] [7.36] [1.67]
Observations 414 397 241 414 397 241

Robust standard errors in parentheses. W=Weightgréssions; UW= Unweighted regressions

** n<0.01, * p<0.05, + p<0.1

Note: Models are identical to those in Table 7e@t¢hat imputation was not used for missing valoe&able

7.
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