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CONTEXT: Despite the growing number of homeless women of reproductive age, little is 

known about their reproductive health and contraceptive use. 

METHODS: A representative sample of 974 currently homeless women surveyed in Los 

Angeles County in 1997 included 229 who were chronically homeless and at risk for 

unintended pregnancy. The relationships between perceived deterrents among these 

women and their frequency of contraceptive use were evaluated using chi-square tests. 

Logistic regression analyses were performed to identify independent predictors of 

contraceptive deterrents. 

RESULTS: The most commonly cited deterrents to contraceptive use were side effects, fear 

of potential health risks, partner's dislike of contraception and cost (20-27%). Women who 

reported substantial deterrents were significantly less likely than others to use contraceptives 

consistently. Perceived deterrents differed by women's characteristics: Hispanic women were 

more likely than whites to view not knowing how to use contraceptives or which method to 

use as a deterrent (odds ratios, 9.6-9.8); black women were more likely than whites to cite 

not knowing which method to use (4.0), lack of storage (5.5), health risks (6.0) and discomfort 

(3.3). Women with a history of drug abuse had elevated odds of citing not knowing how to use 

contraceptives, uncertainty about which method to use and cost as deterrents (5.2-7.7).  

CONCLUSION: Homeless women report substantial deterrents that reduce their 

contraceptive use. The multiplicity and heterogeneity of their perceived deterrents suggest a 

need for reproductive health services that are more integrated and culturally competent than 

those currently offered. 
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Since the early 1980s, women have been one of the most rapidly growing segments of 

the homeless population in the United States.1 The 1999 National Survey of Homeless 

Assistance Providers and Clients found that 42% of those surveyed were women and 

more than 80% of homeless families were headed by women.2At any given time, one-

fifth of homeless women are pregnant—a rate twice that of all U.S. women of 

reproductive age and substantially higher than that of low-income women who are not 

homeless.3 

Despite the growing number of homeless women of reproductive age, little is known 
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about their reproductive health. Homeless women are difficult to study: Since they do 

not have telephones or home addresses, they are not captured in most national 

surveys, such as the National Survey of Family Growth.4 Limited data suggest that 

homeless youth engage in high-risk sexual behaviors,5 but the studies that produced 

these findings did not address use of contraceptives other than condoms. While 

homeless women may perceive many deterrents to contraceptive use that are similar 

to those of women in the general population, overcoming these obstacles may be more 

difficult for homeless women. For example, the fragmentation of reproductive health 

care, particularly for family planning services, can cause substantial access problems 

for women in the general population who wish to practice contraception;6 they could 

impose even greater deterrents for homeless women, who may lack the resources to 

maneuver through the system and who may defer meeting their contraceptive needs in 

favor of meeting more immediate needs. Other factors that discourage contraceptive 

use may be unique to the homeless population, such as having no place for storage.

The primary objective of the study presented in this article was to identify perceived 

deterrents to contraceptive use among chronically homeless women. Identifying these 

deterrents is an important first step toward improving the reproductive health of 

chronically homeless women. Understanding the factors that impede homeless women 

from using contraceptives may help inform the design of family planning services and 

programs that are accessible and acceptable to this hard-to-reach population. 

Our second objective was to determine how specific deterrents to contraceptive use 

vary by personal, social and demographic characteristics. Because homeless women 

are a heterogeneous population with diverse backgrounds, their perceived deterrents, 

like those of the general population, probably vary.7  Identifying who is at risk for what 

deterrent may help target public health interventions. It may also enhance the 

competency of family planning services and programs to effectively address the 

contraceptive needs of particular subgroups of homeless women.

METHODS

Data

Between January and October 1997, we collected data on homeless women aged 15-

44* using a two-stage sampling strategy designed to obtain a representative sample of 

homeless women who might benefit from reproductive health interventions.8 Women 

were sampled at 60 shelters and 18 meal programs in Los Angeles County that served 

single women and those with partners and children. Analysis weights were set inversely 

proportional to the separate probabilities of selection for each woman, which, in turn, 

were directly proportional to the frequency of women's use of sites within the sampling 

frame during the data collection period. These weights were used in the analyses 

reported in this article.

We used an eligibility screener to assess which women in the sample met the criteria to 

participate in the interview. Women were eligible if they were 15-44 years old, had not 

previously completed the interview and had spent at least one night in the past month 

in a mission, a homeless or transitional shelter, a hotel paid for by a voucher, a church 

or chapel, an all-night theater or other indoor public place, an abandoned building, a 

vehicle or a rehabilitation program for homeless people, or on the street or in another 



outdoor public place.

Trained interviewers conducted one-hour in-person interviews using a pretested, 

structured questionnaire. Women were paid $2 for completing the eligibility screener 

and $10 for completing the interview. The nonresponse rate attributable to loss of 

selected sites was 6%, and the nonresponse rate among women within sites was 12%. 

No information was obtained on nonrespondents. The study was approved by the 

University of California, Los Angeles, and RAND institutional review boards.

The primary outcome variables were self-reported deterrents to contraceptive use. 

Participants were asked whether each of the following nine deterrents had been "a "big 

problem, a small problem, or not a problem" in using birth control methods: not having 

a place to store contraceptives; not knowing where to get contraceptives; not knowing 

how to use contraceptives; feeling unsure about which method to use; cost; having a 

partner who dislikes birth control; contraceptive-related side effects; finding methods 

uncomfortable or unnatural-feeling; and fearing that contraceptives would harm their 

health. In addition, we examined the associations between frequency of contraceptive 

use and each of the perceived deterrents.

In the present study, we added modal living place in the past 60 days to the standard 

list of social and demographic predictor variables, such as age, race, ethnicity and 

education. To determine the duration of women's recent homelessness, we asked how 

much time respondents had been homeless in the past year. Women's lifetime histories 

of alcohol and drug abuse were assessed using two three-item screening instruments 

with both sensitivity and specificity exceeding 90%. Depression in the past 12 months 

was measured using a three-item screening instrument with a sensitivity of 81% and a 

specificity of 95% when compared against the Diagnostic Interview Schedule.9 We 

selected lifetime histories of alcohol abuse and drug abuse histories, and self-reported 

history of recent depression as predictor variables, because they have been identified 

as risk factors for contraceptive nonuse in the general population,10and because they 

have a high prevalence among the homeless population.11 

Data Analysis

Our analyses included chronically homeless women who were nonsterile, had had 

heterosexual intercourse in the past year and did not intend to get pregnant (i.e., were 

at risk of unintended pregnancy). We defined women as being chronically homeless if 

they had been literally homeless, as defined by the McKinney Act,† for the past two 

months and had been homeless for more than half of the year prior to the interview. Of 

the 974 women sampled who completed interviews, 512 were at risk of unintended 

pregnancy; of this group, 229 were chronically homeless and, thus, made up the final 

sample for the analyses presented in this article. Since the parent sample was 

probabilistically selected, and since deterrents to contraception were not among the 

criteria used to select the women for this study, the sample of women examined here is 

probabilistically representative of chronically homeless women in shelters and meal 

programs who are at risk of unintended pregnancy in Los Angeles County.

Among women at risk of unintended pregnancy, there were no ethnic, educational or 

depression-related differences between those who were chronically homeless and 

those who were not. Chronically homeless women were more likely than others to have 



lived primarily outdoors in the past two months (16% vs. 3%) and have a lifetime 

history of alcohol abuse (46% vs. 27%) or drug abuse (61% vs. 37%). Furthermore, 

chronically homeless women tended to be somewhat older than others: Eighty-three 

percent and 71%, respectively, were 25 or older. Sensitivity analyses that excluded 

women who had lived in traditional housing for much of the previous two months 

yielded similar results. The only notable differences were that the disparities in 

lifetime substance abuse between women who were and were not chronically homeless 

were accentuated.

We performed Pearson chi-square tests to examine bivariate associations between 

selected characteristics and perceived deterrents to contraceptive use. Deterrents 

were dichotomized into big problem or small or no problem, and multiple logistic 

regression analyses were performed to identify the independent predictors of each 

type of perceived deterrent. We examined zero-order correlations and tolerances to 

check for multicollinearity. All analyses reported here were weighted. Data analyses 

were conducted using SAS and Stata statistical software packages.12 

RESULTS

Of the 229 chronically homeless women in the sample, 17% were aged 15-24, 44% 

were 25-34 and 39% were 35 or older (Table 1, page 279); the mean age of these 

women was 32 (not shown). Six in 10 were black and had graduated from high school; 

two-thirds had never been married. Nearly a quarter of women were pregnant or had 

been in the past year. On average, women reported having vaginal sexual intercourse 

once a week (not shown). Similar proportions reported never or rarely using 

contraceptives in the past year, using contraceptives occasionally and using them all of 

the time. Eighty-four percent of women had lived mainly in sheltered housing within 

the last 60 days, and the remainder had lived mainly outdoors; inconsistent 

contraceptive use was more common among homeless women living outdoors than 

among those living in shelters (54% vs. 30%—not shown). Almost half of the sample 

reported being depressed within the last year and having a lifetime history of alcohol 

abuse; three in five had a lifetime history of drug abuse. On average, women had spent 

10 months of the last year and nearly four years of their entire lives being homeless 

(not shown).

A substantial proportion (13-27%) of homeless women reported having "a big 

problem" with each deterrent to contraceptive use studied (Table 2). The perceived 

deterrents most commonly cited as being big problems were side effects (27%), fear 

that birth control methods are harmful to one's health (26%), having a partner who 

dislikes birth control (23%) and cost (20%).

Homeless women who reported having a big problem with deterrents to contraceptive 

use were often less likely than those who did not to use contraceptives consistently. 

Among women who reported having a big problem with one of the deterrents studied, 

36-69% reported using contraceptives rarely or never; only 11-34% always practiced 

contraception. In contrast, 35-44% of homeless women who reported no problem with 

these perceived deterrents used contraceptives all of the time, and 22-34% practiced 

contraception rarely or never.

In bivariate analyses, various perceived contraceptive deterrents were associated with 



chronically homeless women's age, race and ethnicity, and education (Table 3). 

Homeless women between the ages of 15 and 24 were the most likely to report having a 

big problem with not knowing which method to use; women aged 35-44 were the most 

likely to report having a big problem with discomfort, but were the least likely to not 

know how to use a method. Black women were the most likely to report not having 

anywhere to store methods, believing that contraceptives feel uncomfortable or 

unnatural, and being concerned about the possible health risks associated with birth 

control. In contrast, Hispanic women were the most likely to cite not knowing how to 

use contraceptives or which method to use and having a partner who dislikes 

contraceptives as big problems deterring them from using birth control; Hispanic 

women were relatively unlikely, however, to believe that contraceptives felt 

uncomfortable or unnatural. Women who had not graduated from high school were 

more likely than those who had to report having a big problem with not having a place 

to store methods, not knowing how to use contraceptives and having a partner who 

dislikes contraceptives.

Furthermore, many of the perceived contraceptive deterrents were associated with 

women's recent modal living place and their substance abuse and depression histories. 

Women living in shelters were more likely than those living outdoors to report that not 

knowing which method to use, side effects, health risks and feeling that contraceptives 

are uncomfortable or unnatural were problems that deterred them from using 

contraceptives, but were less likely to report having problems with storing or knowing 

where to get methods. Greater proportions of women with a lifetime history of drug 

abuse than those without reported having a big problem with seven of the nine 

perceived deterrents studied. One-third of women with a lifetime history of alcohol 

abuse or a recent history of depression reported that health risks were a major 

deterrent; women with a lifetime history of alcohol abuse also were concerned with not 

having a place to store methods, and those recently suffering from depression, with 

having a partner who dislikes contraceptives.

Analyses that adjusted for all the characteristics in Table 3 suggested that certain 

characteristics are independently associated with elevated odds of perceiving 

deterrents to contraceptive use (Table 4). Black women were significantly more likely 

than whites and members of other racial or ethnic groups‡ to cite not having a place to 

store methods, not knowing which methods to use, feeling that methods are 

uncomfortable or unnatural and fearing that contraceptives are harmful to one's health 

as major deterrents to contraceptive use (odds ratios, 3.3-6.0). Hispanic women had 

elevated odds of not knowing how to use a method or which method to use (9.6-9.8). 

Having a lifetime history of drug abuse was associated with reporting that not knowing 

how to use methods or which methods to use and cost were big problems deterring 

contraceptive use (5.2-7.7); having a recent history of depression was associated with 

not knowing where to get contraceptives (2.4). Women younger than 25 appeared to 

be more likely than those aged 35-44 to not know how to use contraceptives (5.7). 

Although this result was not quite significant at the p=.05 level, it is supported by the 

bivariate analyses and would probably have been significant at a lower alpha level if 

the sample size had been larger.

Other characteristics were associated with decreased odds of perceiving deterrents to 

contraceptive use. Women who had graduated from high school were less likely than 



those who had not graduated to cite having a partner who dislikes birth control as a 

problem that deters them from practicing contraception (0.3). Living outdoors was 

associated with decreased odds of reporting that side effects, discomfort and health 

risks of contraceptives were big problems (0.1-0.3); having a lifetime history of 

alcohol abuse was associated with decreased odds that not knowing how to use a 

method was a deterrent (0.2).

DISCUSSION

The chronically homeless women in this study reported having substantial deterrents 

to contraceptive use. Like women in the general population,13 homeless women who 

perceived major deterrents were less likely than others to use contraceptives 

consistently. Understanding women's perceptions of deterrents to contraceptive use is 

a first step toward encouraging them to practice contraception consistently and, 

thereby, reducing unintended pregnancies in this population.

Our findings suggest that the type and magnitude of perceived contraceptive 

deterrents vary by social and demographic backgrounds and behavioral 

characteristics. For example, homeless Hispanic women were much more likely than 

white women to report having problems with not knowing how to use contraceptives 

and deciding which method to use. These results may reflect a relative lack of 

knowledge about contraception among Hispanic women, perhaps because of gender 

roles, religious prohibition or the strong value placed on motherhood among 

Hispanics;14 lack of access to Spanish-language information about contraception may 

accentuate the problem for some homeless Hispanic women. Furthermore, in bivariate 

analysis, Hispanic women were significantly more likely than white women to report 

that having a partner who dislikes contraceptives was a major deterrent. Although the 

association was not significant in multivariate analyses, this finding is consistent with 

studies that show Hispanic women to be particularly concerned with their partners' 

attitudes about contraceptive use.15 Intervention programs designed to increase 

contraceptive use and prevent unintended pregnancy among homeless Hispanic 

women need to address these issues.

Homeless black women were more likely than white women to report that they were 

deterred from practicing contraception because they did not know which method to 

use, because they felt that contraceptives were unnatural or uncomfortable, and 

because they were scared of potential health risks. These findings are consistent with 

those from studies of black adolescents,16 but it is unclear whether their concerns 

about contraceptive use are widely shared by black women in general. Our data suggest 

that intervention programs targeting homeless black women need to correct 

misinformation about health risks and address attitudinal deterrents regarding 

contraceptive use.

To do so, however, these programs must overcome the distrust that many blacks have 

for the health care system in general,17 and for family planning in particular.18 This 

distrust is a legacy of a long history of exploitation, insensitivity or indifference on the 

part of medical practitioners and researchers.19 We do not know whether the distrust 

is greater among homeless black women than among the black community overall, but 

family planning service providers need to understand the deterrents to contraceptive 

use among homeless black women with this distrust in mind, and to address them in the 



context of a trusting relationship and culturally competent care.

According to our bivariate analyses, women in their teens and early 20s were much 

more likely than those 25 and older to report not knowing which method to use, and 

more likely than those 35 and older to report not knowing how to use contraceptives, 

as major deterrents to contraceptive use. These findings are in accordance with 

previous research that suggests that adolescents have a relative lack of contraceptive 

knowledge and skills.20 Similarly, women who had not finished high school were more 

likely than those who had to be deterred from using contraceptives because they did 

not know how to use them. In the general population, higher educational level is 

associated not only with better contraceptive use but with the choice of more effective 

methods.21 At both the bivariate and the multivariate levels, homeless women who had 

not graduated from high school also were more likely than those who had to report not 

using contraceptives because their partner does not like them. Among women who 

often feel powerless, lack of education may be particularly disempowering in 

negotiating contraceptive use with male partners. Closing the knowledge gap and 

involving male partners may increase contraceptive use among younger and less-

educated homeless women.

Previous research suggests an association between substance use and nonuse or poor 

use of contraceptives in the general population;22 however, the relationship 

disappeared in analyses controlling for the confounding effects of other life factors, 

suggesting that both substance use and contraceptive nonuse may be part of a more 

general syndrome of risk-taking behavior and troubled life circumstances.23 Our 

findings of multiple perceived deterrents among homeless women with a history of 

drug abuse support the idea that they probably experience a chaotic lifestyle in which 

contraception is not a priority. Efforts to encourage contraceptive use and reduce 

unintended pregnancies among homeless women with substance abuse problems may 

require a comprehensive program integrating multiple interventions that 

simultaneously address the nature of women's substance abuse history and the 

multitude of their perceived deterrents to contraceptive use.

Interestingly, homeless women who lived primarily outside were less likely than those 

who lived primarily in sheltered housing to report being concerned about not knowing 

which method to use and the discomfort, side effects and health risks of 

contraceptives. These finding may reflect their greater resourcefulness and lower 

sense of vulnerability. However, since inconsistent contraceptive use was more 

common among homeless women living outdoors than among those living in sheltered 

conditions, another possible explanation may be that women living in sheltered 

housing are more attuned to their needs than are women living outdoors and, 

therefore, are more aware of contraceptive deterrents.

Study Limitations

Our study had several limitations. First, we restricted the sample to women who had 

been homeless for more than six of the past 12 months. This restriction enhanced the 

internal validity of the study, but reduced its generalizability. The homeless population 

in Los Angeles and elsewhere consists of a very heterogeneous group of individuals, 

many of whom cycle in and out of homelessness.24 The patterns of and deterrents to 



contraceptive use among the transiently homeless may differ from those of the 

chronically homeless.

Second, we asked respondents whether each of the nine deterrents had been a big 

problem, a small problem or not a problem for them in using contraceptives. Thus, the 

questions were not method-specific. Some women may have been thinking about 

condoms when they reported that having a partner who dislikes contraceptives is a 

major deterrent, while other women may have been thinking about oral contraceptives 

when they identified side effects or health risks as being a big problem. Nonetheless, 

many perceived deterrents predicted nonuse or rare use of any method, despite such 

imprecise wording. Moreover, some reported deterrents were consistent with 

documented contraceptive preferences. For example, black women were more likely 

than whites to report concerns about the health risks of contraceptives; in another 

study, we found that homeless blacks were less willing than other homeless women to 

use hormonal contraceptives.25 

Another limitation was that this study addressed only perceived deterrents to 

contraceptive use. When women decide whether to practice contraception, they have 

to take into account all the burdens and benefits.26 Other factors, such as self-esteem, 

being in an abusive relationship and history of violent victimization and posttraumatic 

stress disorder, may have substantial effects on contraceptive use. Furthermore, 

expected psychological gains from becoming pregnant may add to women's 

ambivalence about practicing contraception.27 These considerations may help explain 

why substantial proportions of women who reported that the nine deterrents studied 

were either no problem or a small problem used birth control rarely or never in the 

past year. Perceived deterrents are only part of the picture, albeit an important one.

Policy Implications

Our findings have several important program and policy implications. First, the 

heterogeneity of perceived contraceptive deterrents reported by the women in our 

study suggests that a uniform approach to increasing contraceptive use is unlikely to 

be effective for the entire homeless population. Family planning services need to be 

tailored to address the perceived contraceptive deterrents of particular 

subpopulations. Second, the multiplicity of deterrents to contraceptive use reported 

by many homeless women also suggests that a single approach is unlikely to be 

effective. Instead, family planning services for these women need to be integrated into 

an accessible, comprehensive, coordinated and continuous system of health care and 

social services. Lastly, the heterogeneity and multiplicity of perceived deterrents and 

the need for more culturally competent and socially integrated services identified in 

this study suggest that more resources and further research are needed to improve the 

reproductive health of homeless women.
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