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Abstract

British women experience a conundrum in the context of contraception. Despite
knowledge about and free access to myriad methods Britain currently has high rates
of unintended pregnancy (estimated as high as 2/3 in some cases). This thesis uses a
feminist approach and Foucauldian theory to explore this phenomenon by addressing
the gaps in current understanding namely the situated and subjective experiences of
contraception use over the life course. Using a qualitative life history method and
map-making, this research used Listening Guide analysis to understand 15 British
women’s contraceptive life histories. Three substantive chapters situate these
narratives within the political and social landscape of neoliberal Britain over the last
30 years. The first presents 4 individual life stories and drawing on the concept of
‘stratified reproduction’ indicates how many women'’s contraceptive choice is not free
but is shaped by structural inequalities. The second exposes the meaningful-ness of
hormonal contraceptive ‘side effects’, namely the consequence to their sense of self,
and argues for a departure from the typically reductive perspectives on the impacts
of contraception use. The third chapter highlights the changes over time, or lack
thereof, in contraceptive practice as experienced by the women participants and
demands a shift from the rhetoric of ‘contraceptive choice’ towards a lived reality of
supportive women-centred provision. Finally, these findings are conceptualised as
‘disconnections’ of a woman from both herself and from contraceptive providers and
are theorised in relation to competing neoliberal (masculine) and female
subjectivities. | argue that the current circumstances create an impossible position for
contracepting women to successfully occupy. In conclusion, the narratives in this
thesis compel us to adopt instead a model that approaches contraception use as more
than an individual experience and to recognise and address the contextual factors

that undermine women'’s contraceptive choice and compromise sustainable use.
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Chapter 1 Introducing the contraception conundrum:
Exploring British women’s life histories of using

contraception and managing pregnancy.

“Contraceptive methods allow you to choose when and whether you want to have a

baby” (NHS UK 2016)

Over the last 18 years, | have lived out my own experience of contraception first hand
to avoid pregnancy. | was 15 when | attended my local sexual health clinic to seek
contraception - a consultation that was ultimately distressing and had a profound
impact on my experience as a contraceptive user for years that followed. As a young
woman, my first independent experience with health services made me feel
humiliated, disempowered and frightened of serious ill health. | now understand this
event as formative in part for my interest in sexual and women'’s health today. More
recently, | have also been employed as a support worker and advocate in women'’s
specific services and in a national sexual health charity; and have seen the benefits
and challenges of contraception provision and use from this perspective. Both
personal and professional experience therefore stimulated my interest in this topic
and led me to ask questions about the nature of contraception in women'’s lives;
questions that reached for answers beyond the ‘what’ - such as that represented in
the simplistic statement about contraception at the start of this chapter. Indeed, such
a conceptualisation of contraception at the very least belies its international
significance as an invaluable, even life-saving product for improving the quality of life

for women and their families (UNPFA 2012).

Compared to the global population, of whom 220 million are cited to have an unmet
need for contraception (IPPF 2015a), women in the United Kingdom (UK) like myself
have a wealth of resource in terms of free access to arange of methods. This relatively
comfortable position is reflected in the UK contraceptive prevalence rate of 80% - the
percentage of women aged 15-49 who are engaged in some form of contraceptive

practice (UNFPA 2014). This availability of methods does of course go some way to
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mediate the timing of women’s pregnancy. However, the current circumstances
related to UK contraception use reflect a situation that could, in fact, be considered

something of a conundrum.

This conundrum is as follows: despite wide access to a variety of methods for free and
with arguably normalised use of contraception as indicated by UK contraceptive
prevalence (Lader 2009; NICE 2014; UNFPA 2014), high unintended pregnancy rates
persist with as many as 50% of pregnancies in England alone labelled as such (DH
2013). These unintended pregnancies are attributed to no, or inconsistent, use of
contraception (Bury and Ngo 2009) and alongside the associated abortions, are very
financially costly (DH 2013). In addition, in what has been described as a “perverse
consequence” of efforts to tackle teenage pregnancy and a disproportionate
emphasis on services for younger women under 25 (APPG 2012; p21) unintended
pregnancy is now rising amongst older age groups, such as the over 355 (DH 2013).
Therefore, regardless of the free and accessible nature of contraception, UK women

are clearly struggling to find acceptable and sustainable methods to suit their needs.

Evidence indicates that past explanations for these phenomena, such as lack of
knowledge about and accessibility of contraception, may be of waning relevance for
women across the UK where contraceptive provision is free and commonplace
(Brown and Guthrie 2010; Middleton 2011). It is, however, known that women
frequently stop and switch their method throughout their contraceptive lives and it is
increasingly recognised that a more nuanced understanding of women'’s
contraceptive practices is imperative if we are to locate appropriate methods that
circumvent unintended pregnancy (Inoue et al, 2015; Wellings et al, 2015; Wigginton
et al, 2016). Recent critical review has highlighted how women’s experiences with
contraception are typically interpreted in a biomedical framework (Inoue et al, 2015)
- the dominant model of healthcare that privileges the biological and medical over
other social and psychological facets of health (Wade and Halligan 2012). This
approach appears to be ineffective considering the rates of method discontinuation
and unintended pregnancy. Therefore, it has been recommended that more attention

be paid to the socio-cultural, sexual and psychological aspects of contraception use

12



and that women’s subjective accounts may offer ways to better understand

contraceptive practices more comprehensively (Inoue et al, 2015).

This suggestion however, as with the biomedical model, is overwhelmingly directed
at the individual (see for example Glasier et al, 2008; Okpo et al, 2014; Prati et al,
2014). By default, it neglects the broader contextual influences that shape
contraception use. Recent life course approaches have begun to recognise the
potential shifts in women'’s contraceptive needs over time (DH 2013), highlighting the
importance of understanding the multidimensionality of the contraceptive
experience. The current statistics related to unintended pregnancy and abortion
rates, coupled with the stopping and switching of contraceptive methods in the UK,
challenge the straightforward assertion that women unproblematically use
contraception and choose when to have a baby. Subsequently the evidence base (and
its gaps); recommendations for more nuanced and subjective approaches to
understanding contraceptive practices; and, the possibilities afforded by life course
approaches, present a platform from which to explore so-called ‘contraceptive choice’
and suggest that new perspectives may be needed to address the issue in a more
meaningful way. This thesis seeks to respond to this challenge by aiming to offer
detailed accounts of women'’s diverse experiences of contraception use to gain a
situated understanding of the influences that shape women'’s choices to use, or not

use, contraception throughout their reproductive lives.

To go beyond existing conceptualisations of contraception use, | have used a
combination of life history methods, map-making and a feminist methodological
approach. These methods were designed to meet the key aim of the research: to
address the lived experience of contraception use and broader contextual factors to
gain a situated and subjective understanding of the influences that shape women'’s

use, or non-use of contraception throughout their reproductive lives.

The specific objectives of the research were to:
e Draw together and characterise the historical contextual factors that may

influence British women'’s contraceptive choice

13



e Analyse and situate British women'’s contraceptive experiences in relation to
these broader cultural, historical, political and economic factors;

e Explore the effect of individual women'’s life experiences on their decisions
about and practices regarding contraception;

e Identify any transitional life events that have influenced individual women'’s
decisions and practices regarding contraception;

e Explore the impact of women'’s knowledge about contraception and if/ how
the sources of information and nature of their understanding may have
changed over their life courses;

e Explore the interplay between determinants of contraceptive choice/use;

e Capture the dynamism of the influences on contraceptive choice/use over the
individual life course; and

e To inform policy and practice in a way that is meaningful and relevant to

contracepting women.

Because the research required women to have, or have had, a contraceptive need, |
focussed on those who engage, or have engaged, in hetero-sex and hence have
experienced a risk of pregnancy. Furthermore, to relate to contemporary
contraceptive policy, | also focussed on the contraceptive lives of women currently
understood to be of reproductive age - between 18 and 45 (Wellings et al, 2013). |
adopted a broad notion of contraception so that whatever the woman, herself,
defined or practiced was captured. This approach deliberately differed from more
rigid definitions of contraceptive methods used in policy allowing for non-biomedical

understandings of contraception to be considered.

The project was also conceptualised in relation to British women, and specifically
focused on the North-West of England. This is instead of the United Kingdom as the
circumstances in Northern Ireland are considerably different regarding access to
contraception and policy related to sexual and reproductive health. That said, the foci
of research, policy and official statistics that | have drawn on vary, and relate to the

UK, Britain, England and Wales and so on —this is highlighted accordingly throughout

14



the thesis. Although Scotland has its own governance, education and healthcare
systems and | acknowledge that it is increasingly seeking to shift away from neo-
liberal values to a more social welfare model, it shares, broadly speaking, approaches

to contraceptive service delivery and promotion now and over the recent past.

This introductory chapter has laid out what | have termed the ‘contraception
conundrum.’ The following chapters will go on to explore this in more detail as

follows:

Chapter 2 starts by outlining the current contraceptive context and challenging
dominant assumptions about contraceptive practices; specifically, through the
introduction of a critical perspective on individual ‘contraceptive choice’ and typical
clinical and research approaches to contraception use as dependent on fertility
intention. This discussion is structured in three main parts. The first sets the scene
with regards to contraception at global and national level. Following this, | critically
examine the research on women'’s individual experiences of contraception, with
emphasis on what is referred to as ‘method acceptability,” including the exploration
of side effects. The evidence base is drawn upon to consider factors that are
understood to influence contraceptive practices. The final section considers broader
(macro) contextual factors that influence contraceptive use including: policy and
practice imperatives; emerging contraceptive technologies and their promotion;
public health campaigns and health scares; and broader socio-political trends linked
to evolving neoliberal values over the period reflected through the contraceptive
careers of women aged 18-45. This chapter is illustrated with excerpts and images
from archival sources throughout and the material is restricted to those factors that
have had an impact on the women who took part in the research - as articulated in
their own words. As such, other factors such as the influence of Big Pharma and

procurement arrangements are not included.

The third chapter sets out the theoretical perspectives that shaped the approach of
the research and through which the fieldwork material has been interpreted. In-

keeping with the aims and objectives, this chapter addresses contraception from both
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individual and broader cultural perspectives. Thus, in the first part of chapter 3,
feminist and constructionist frameworks are used to explore the reproductive roles
and shifting expectations placed on women and the purported social and sexual
liberation afforded by contraceptive availability. Intersectional theory is drawn on to
illustrate how factors such as class, ethnicity and age can influence a woman'’s
experience of contraception. In the second part of the chapter, | explore
‘contraceptive choice’ using critical approaches to notions of choice inherent in
neoliberal discourse. | theorise the nature of some of the factors that constrain and
regulate, arguing that social versions of ‘good’ contraceptive practices mean that
choices are expressed within certain parameters. | will also discuss how contraception
use creates a platform for intervention on women’s bodies and how Foucauldian
notions of self-requlation and bio-power are enacted through contraceptive service

delivery.

The research methodology adopted in the thesis is the focus of chapter 4. The
discussion emphasises how the approach | used was designed to capture in detail
women’s subjective experiences of contraception. This is distinct from extant
research that, to date is very often clinical or quantitative. | demonstrate how feminist
qualitative research, in this case multi-stage naturalistic life history interviews, were
best suited to capture the full extent of women'’s experiences with contraception over
their lives and the myriad dimensions of influence on their practices. The chapter
discusses the merits of map-making, a form of graphic elicitation, and why this was
undertaken to complement and prompt the life history meetings. Included here is a
full description of the research design and process including the sampling, fieldwork
and ethical considerations which arose in the three meetings with each of fifteen
participants; women that were recruited from a diverse range of community settings

across the North West of England.

Chapter 5 describes the Listening Guide analytical method that was used to interpret
the narratives that were collected through my fieldwork. As this approach is
infrequently used and little documented, | have included this chapter to offer the

reader an insight into its application and to justify the suitability of its use. The
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Listening Guide is described both theoretically and is reflected on from my practice
experience. Due to the Listening Guide’s feminist foundations and emphasis on
reflexivity, the detailed accounts of my intellectual and emotional responses and

reflection on my positionality are also included in this chapter.

Chapter 6 is the first of the empirical chapters. Here | draw on individual life history
narratives to reflect on the diversity of four women'’s life experiences of contraception
use over time. These accounts are approached from an intersectional perspective
through the concept of stratified reproduction — a hierarchy which characterises the
varying social desirability of different ‘types’ of women for reproduction (and hence
conversely those who are more strongly driven to use contraception and avoid
pregnancy). The individual stories are complemented by the participant’s maps,
which offer visual representations of their life experiences and profound insights into
their respective selves. This visual data from the map-making exercise is considered
in relation to the verbal narrative and (in)consistencies between the two have been

interpreted and presented accordingly.

Chapter 7, the second empirical chapter, sets out the collective account of the women
participant’s experiences of hormonal contraception use and its impact on their sense
of self. These findings suggest the need for a reconceptualisation of the reductionist
concept of ‘side effects’ to reflect a broader more holistic experience of the impacts
of hormonal contraception use. Demonstrating how there was a perceived difference
between the ‘normal’ and the contracepting self respectively the findings assert that
self-knowing in the form of self-awareness of their body including the nature of their
normal and contracepting selves respectively is beneficial, offering more reliable
understanding of the impacts of contraception. Theoretically, this chapter suggests
that hormonal contraception use creates a tension between these selves
(subjectivities) leading to an identity crisis that may undermine method sustainability.
The material also illustrates how the disconnection from any sense of ‘real’ self, is
exacerbated by a disconnection between the contracepting women and their

practitioners who conceptualise the ‘contracepting self’ to be inherently ‘normal.’
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Having set out to consider change over time at both micro and macro levels, and how
these influence women'’s contraceptive practices, these shifts (or lack thereof) are
documented in chapter 8 where | present the final body of empirical material. The
participant’s narratives revealed a somewhat unexpected picture that is unpacked in
this chapter. First, that at individual level, the diversity of these women'’s
(contraceptive) needs and lives and the absence of any typical transition points within
them, may limit any meaningful deployment of life course models that are currently
being proposed in policy to approach sexual health and contraception. In addition, the
women’s accounts support recent evidence that indicates that contraceptive
practices are strongly linked to attitudes to contraception rather than fertility
intention, and that the main commonality in women’s practices over time is the
impact of their own personal historical experience with methods or providers, rather
than any pre-defined ‘life stage.” This chapter then uses excerpts from the women'’s
narratives to indicate how, despite superficial changes such as increased service
access initiatives and a proliferation in method options over the last 30 years, at the
macro-level, i.e. within the service delivery environment, (bio)powerful practices

prevail and shifts in rhetoric towards contraceptive choice are fallacious.

In chapter g the theoretical, empirical and methodological contributions of my
research are discussed and reconciled through a series of visual representations. This
chapter draws out my contributions to the field including: the disconnection thesis —
where women can experience disconnections from their sense of self and from their
contraceptive providers; the concept of contraceptive dysphoria, a term | use to
describe the holistic experience of the impacts of hormonal contraception use; and
the ‘impossible fertile woman’ —a woman with a contraceptive need who is compelled
into competing subject positions through contraception (non)use. Based on this
discussion | make recommendations about the ways in which women and providers
could work together to locate better fitting and more sustainable contraceptive
methods. The methodological contribution of this thesis is also included in this
chapter as | argue, using excerpts from the women who participated in the research,
that my methods have facilitated deeply subjective, women-centred accounts that

best capture their experiences in a meaningful way.
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In my concluding chapter, | briefly summarise my research findings and make

recommendations for future practice and policy.

Considering the thesis as a whole there are also some other factors of note. At the
outset of this project, influenced by the orientation of typical discourses regarding
contraception non/use, | conceptualised that this research would speak directly to a
public health audience - specifically regarding the ‘problem’ of contraception
switching and non-use that is cited to contribute to unintended pregnancy. However,
my immersion in the fieldwork and research process shifted my initial methodological
and theoretical commitments. For example, where initially my thinking and terms
used were more congruent with public health, over time | became increasingly critical
and dissatisfied with this framework. Thus, where notions of unintended/unwanted
pregnancy and management of pregnancy were drawn upon at the outset, my
orientation changed to reflect a more women-centred sociological approach and to
consider the experience of contraception use as a practice in itself. | began to consider
the lived experience of contraception use for women and what shaped it, but outside
of the links with (unintended) pregnancy, abortion and other ‘public health issues.’ |
increasingly problematised the public health approach and avoided co-opting this

language —an evolution which is visible in the variable tone of the final thesis artefact.

In addition, at the outset | planned to draw primarily on the theorisations of Michel
Foucault and take a ‘feminist Foucauldian’ approach — as reflected in the theoretical
chapter, chapter 3. However, it transpired as the research progressed that this
framing was not adequate to understand my research findings fully and once again
shifts in this emphasis are observable in the thesis. Whereby my original commitment
to Foucault drew my attention to structural issues of power and disciplinary practices
and so on, it fell short in facilitating the analysis of women’s individual lives. As such
work that focussed on theorising female and neoliberal subject positions and choice

were drawn upon more heavily.
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Further to thisintroductory overview | now shift attention to the historical and current
policy and practice context and begin with a critical review of the research and
relevant socio-political drivers that illuminate the contraceptive culture as relevant to

women participants from the North-West of England over the last 40 years.
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Chapter 2 “The importance of being historical”
(Weeks 2010): Exploring contraceptive practices over

time.

‘Today’s methods of birth control make it possible for a couple to choose whether or not
to have a child.... And if you decide to plan a family you know the baby will be wanted

and loved.’ (Family Planning Information Service (FPIS) 1982)

Despite its outmoded style, this 1982 Family Planning Information Service (FPIS)
statement represents much contemporary, mainstream thinking about
contraception. This extract reflects two key assumptions that underlie conventional
understandings of contraceptive practices. First, the statement uses the language of
choice. This implies that decisions about contraception are made freely and at an
individual level: reproductive choice, including contraception, is recognised as ‘the
credo in most countries’ (Hardon 2006, p626) and is widespread within the
international research context (Borrero et al, 2014; Peipert et al, 2012; Krings et al,
2008; Trussell and Guthrie 2014). This assumption, however, neglects the myriad
contextual factors (social, economic and political) that shape contraceptive practices.
Second, there is an implicit assumption of a direct link between fertility intention and
contraception use; i.e. whether a woman ‘wants to have a baby’, informs her
contraceptive practices. Although counterintuitive, empirical research has troubled
this association; indicating that the relationship between fertility intention and
contraceptive use are more complex and that attitudes to contraception more

strongly influence its use (Bruckner et al, 2004; Borrero et al, 2014).

Some literature has addressed the importance of the broader socio-political and
economic context in relation to contraception (Winetrobe et al, 2013; Free et al, 2005;
Heise 1997; Granzow 2008). Others have highlighted the role of fertility intention in
relation to contraception use (Lois and Becker 2014; Berg et al, 2013; Helferrich et al,
2014; McQuillan et al, 2011) and the problematic nature of reductionist assumptions

about links between the two (Bruckner et al, 2004; Zabin 1999; Frost et al, 2012). In
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addition, it is increasingly acknowledged that contraceptive practices are dynamic,
hence more nuanced life-course approaches are being increasingly recommended in
sexual health research (Helferrich et al, 2014; Mercer et al, 2013; Buhr and Huinink
2014) and in policy (DH 2013). Despite these gradual shifts, however, the two common
assumptions underpinning the introductory statement continue to be re-cycled in

contraceptive policy, research and the media.

This chapter is therefore structured around a critique of these two assumptions and
draws on a research agenda proposed almost two decades ago by Lorie Heise (1997)
who identified three “spheres of influence” (p7) that interplay in method use: the
individual woman; the specific contraceptive technology; and, the service delivery
environment. In the absence of much, if any, literature that considers all these factors,
this chapter will consider the matrix of these factors in addition to the broader
political, economic and social landscape around contraceptive practice. Thus, in the
following section, | provide an overview of the wider international contraceptive
context before focusing on setting the current scene as relevant to the women
involved in this research. Following this, | will critically examine research on women'’s
individual experiences of contraception, with specific emphasis on what is referred to
as method acceptability. Finally, contextual factors of service delivery and method

availability will be explored in relation to wider socio-political and economic forces.
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2.1 Contraception in context

In contemporary reproductive and sexual health discourse, contraception is
represented, especially in relation to ‘most effective’ methods, in a way that evokes
modernity. Indeed, contraceptive and reproductive ‘choice’ (and low birth rates), are
considered a hallmark of modern life and progress (Sheoran 2015; Russell and
Thomson. 2000; Fisher 2006). This tendency however overlooks contraceptive
practices that have been widespread globally as long as people have been having
(hetero)sex (Jutte 2008; Ruhl 2002). When referring to contraception in the context
of this chapter therefore, | mean specifically ‘modern contraception’; that is,
technologies that have developed since the introduction of the oral contraceptive pill
(OCP) in the early 1960s. These are situated, often problematically, in contrast to
‘traditional’ or ‘indigenous’ methods (such as withdrawal) that are implied by default
to be ineffective and out-dated despite their continuing value to many (Russell and
Thomson 2000). ‘Contraception’, in this thesis will refer to “the use of drugs, chemicals,
devices and surgery- that control fertility amongst heterosexual people” (Russell and
Thomson 2000, p4) unless stated otherwise; and is my preferred term over more

value-laden descriptors such as ‘birth control’ or ‘family planning'.

The global enthusiasm for ‘modern methods’ has been driven by the “unacceptably
high rates of unintended and unwanted pregnancy” (Sitruk-Ware et al, 2012; p1). An
estimated 40% of pregnancies globally are ‘unplanned’ (Masson 2011) and although
not necessarily unwanted, this phenomenon is problematic at individual, social,
economic and political levels. Mediated by a country’s specific infrastructure and
policy regarding reproductive health and abortion, unintended pregnancy contributes
significantly to outcomes including: risky ‘backstreet’ abortion; poverty; abuse; and,
maternal and infant mortality and morbidity (Crissey 2005; FPA 2012; Guttmacher
Institute 2010). Internationally the unmet need for contraception, estimated to be
approximately 220 million women in the developing world alone, represents a major
risk to quality of life globally (IPPF 2015a). However, how the demand of these

populations for contraception has been captured is difficult to determine from the
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published literature. It is also recognised that such estimates tend to represent

married women and hence may underestimate demand overall (IPPF 2011).

Nonetheless there is a consensus that ‘contraceptive security’, i.e. “when individuals
can choose, obtain and use quality contraceptives when they need them,” is highly cost-
effective (IPPF 2011) and contributes significantly to reductions in maternal and child
mortality and improvements in quality of life (IPPF 2008; Guttmacher Institute 2010).
Working in alignment with the Millennium Development Goals (MDGs) and the ‘Post-
2015 agenda’, a United Nations poverty reduction initiative (MDG and Beyond 2015),
organisations such as the International Planned Parenthood Federation (IPPF) and
the United Nations Population Fund (UNFPA) are influential providers of
contraceptive services globally. Through fundraising, campaigning and programme
delivery these bodies seek to address deficits in sexual and reproductive health,
including unmet need for contraception. For example, the IPPF aims to provide
universal access to, and informed use of, contraception and indicates that
contraceptive prevalence has increased from 54% to 63% in women aged 15-49
between 1990 and 2007 (IPPF 2015b). Similarly, the UNFPA situates voluntary access
to safe ‘family planning’ as a human right and their ‘Choices not Chance Family
Planning Strategy 2012-2020" (2013) is currently tackling 69 countries with low rates

of contraceptive use as a priority.

Comparative to the less economically developed countries that are the typical focus
of such global initiatives, the UK is arguably a world leader in service delivery and
method access and the UK government is credited as a ‘galvanizing force’ in the
address of global unmet family planning needs (UNFPA 2013; p1). From this powerful
position, it is difficult to conceptualise why women in the UK, particularly Britain
where reproductive/sexual health service delivery is less limited than in Northern
Ireland, may have any ‘unmet needs’ for contraception. Offering 15 methods free at
the point of access through channels that include: GP’s, midwives, specialist sexual
health service (NHS and voluntary sector providers) and pharmacies, the UK is,

relatively, very privileged. However, this is undermined by statistics about unintended
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pregnancy and abortion; evidence that suggests that British women, despite

contraceptive security, still have difficulties finding and sustaining methods.

Evidence from the National Survey for Sexual Attitudes and Lifestyles (2013)
indicated that little more than half of all pregnancies of women aged 16-44 years old
in Britain were ‘planned’ (54.8%) defining the others as ‘unplanned’ and ‘ambivalent.’
Similarly, Marie Stopes, an established abortion service provider, reported that nearly
half of all pregnancies in England and Wales were unintended (Bury and Ngo 2009),
congruent with Department of Health estimates of 50% for England (DH 2013). On
abortions, most recent statistics indicate that there were 185,331 for residents of
England and Wales in 2013 — not insignificant figures that vary little in comparison to
previous years, with 98% funded by the NHS at significant cost (DH 2014).
Interestingly, unintended pregnancies and abortions have increased in older aged
women, so whilst abortion rates for women aged 15-19 years decreased from 2000 to
2010 (DH 2012), older populations are increasingly having abortions with an
estimated 79% of abortions taking place in non-teenage women since 2010 (APPG
2012). Women'’s (mis)perception of reduced fertility and increasing prevalence of
intentions to delay childbearing (Everywoman 2013; Marteau 2013); differing trends
in relationships, for example decreasing rates of marriage (ONS 2013); and more
voluntary childlessness (Gillespie 1999; 2003) may explain unwanted pregnancy in
older women to some extent. However, these factors do not then explain why
contraception is not used to avoid these unintended pregnancies, although the results

have been attributed to non-use or ‘misuse’ of contraception (Bury and Ngo 2009; p2).

To better understand women’s contraceptive practices recent longitudinal research,
informed by the fact that "contraceptive use in the UK is high but unintended pregnancy
is common” (Sadler et al, 2011; p6), has been conducted. The ‘Contessa study’
explored factors contributory to method stopping and switching in England,
indicating that ‘stoppers and switchers’ were younger, better educated and more
likely to be single; and method changes were linked to ease of use, reliability, side
effects and health concerns (Wellings et al, 2015). This research is one of few that

highlights the need for better understandings of the influences on ‘successful’
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contracepting; a recommendation that is especially important given the current
economic climate, where fiscal austerity and cuts in public health expenditure
threaten to have a “devastating effect on sexual health and contraceptive services"”
(FPA 2015). Moreover, it is also evident that nationally, unintended pregnancy

imposes significant personal, social and wider economic costs (FPA 2013a).

Therefore, there are strong practical and economic reasons why a more thorough,
situated understanding of women'’s contraceptive practices is (still) required. What
explains the contraception conundrum - why British women, despite their access to
and free availability of methods, struggle to locate best-fit sustainable options that
allow them to avoid unintended pregnancy? In the next section, | seek to critically

evaluate insights from the relevant available published literature.

2.2 Contraception and wellbeing: individual women’s experiences.

As mentioned, the assumption that contraception use is linked to fertility intention is
challenged by evidence that individuals’ attitudes to contraception itself may be more
influential (Bruckner et al, 2004). In this section | explore the available evidence about
women'’s lived experiences of contracepting that may shape their attitudes,
recognising that this varies between women and over the lifetime. Current British
trends in coitarche (first sexual intercourse) and childbearing mean that women now
spend approximately 30 years avoiding pregnancy (Wellings et al, 2013) - a
substantial timeframe that demands contraceptive acceptability as a prerequisite and
recognition that for some, no method may be preferable for part, or all, this time.
Despite this however, most research evaluating method experience is cross-sectional,
failing to capture the life experiences that women have with contraception and how
this may shape their decision making around method use. This represents a

significant gap in the literature.

Internationally, significant numbers of women report dissatisfaction with their
method (Lessard et al, 2012; Snow et al, 1997), typically selecting the ‘least worst’

option accessible to them (Heise 1997; Walsh 1997; McDaid et al, 2014). Of those
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available it is frequently assumed the most effective method is also most desirable
(Higgins 2014) and initiatives are often preoccupied with promoting the former,
rather than that most suitable (Peipert et al, 2012; Hillard 2013). Yet, drawing on
research from the USA, method selection may have little, or no, basis in method
efficacy (Matteson and Hawkins 1997); although, admittedly, this finding could be
linked to knowledge gaps about ‘method efficacy’ (Eisenberg et al, 2012). Thus, whilst
there is some indication of what does not matter - or rather which factors policy-
makers and health professionals may overstate the importance of - the literature
offers little evidence about what is meaningful to women themselves regarding
contraception - another significant gap (Belfield 2009; Wellings et al, 2015).
Additionally, where knowledge about, and access to, contraception has been cited as
reasons for non-contraception use (Eisenberg et al, 2012) these issues may now be of
little relevance in Britain where contraception is free and practices are so culturally
embedded (Brown and Guthrie 2010; Middleton 2011; Wellings et al, 2015; Sadler et
al, 2011). Therefore, there appears to be a disconnection between knowing about, and
accessing, contraception and its uptake/sustained use (Belfied 2009). Some of the

possible influences that may account for this are considered below.

2.2.1 Nothing but a nuisance? Bodily impacts of contraception

Along with method efficacy, ease of use and safety are characterised as important
factors in contraceptive desirability (Glasier 2008; Wellings et al, 2015). However,
many side effects, particularly of hormonal contraception, may compromise
acceptability and lead to discontinuation (McDaid et al, 2014). | use the term ‘side
effects’ critically throughout the thesis as it implies that these impacts are secondary
in comparison to the ‘primary’ impact of pregnancy prevention. This may not be the
experience for many women. The impacts vary by method and may be disputed or
minimised to avoid discontinuation or switching to less effective methods (Asker et
al, 2006; Hoggart et al, 2013a). Conversely non-contraceptive impacts may be

experienced as health benefits (Sitruk-Ware et al, 2012).

First, as an example, mood disturbances are a frequent challenge for hormonal

contraception users, cited as reasons for abandonment and dissatisfaction since the
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introduction of the oral contraceptive pill (OCP) - “the pill has now got such a
reputation for causing depression that this is the commonest reason given by women
who stop using it.” (Guillebaud 1980; p87). Admittedly, early OCPs contained much
higher doses of synthetic hormones than their modern counterparts: the monthly
dose of some pills now contains fewer hormones than one pill from the early 1960s
(Quarini 2005). However globally mood disturbances continue to affect hormonal
contraceptive acceptability, despite unclear clinical associations between
contraception and ‘mental disorder’ (Hoggart et al, 20133; Free et al, 2005; Kane et al,

2009; Sanders et al, 2001; McDaid et al, 2014; Svendal et al, 2012).

Qualitative research offers some detailed accounts of mood disturbances; for
example, Hoggart et al, (2013a) described one woman'’s self-harm and how another
had “locked herself in her room for days"” (p7) — attributed to use of the contraceptive
implant. Although potentially of profound significance to users, clinical and research
discourses generally downplay such impacts referring to them as ‘nuisance’ side
effects (FSRH 2006; Walsh 1995). In contrast, hormonal methods can be protective

against mood problems for some women (Svendal et al, 2012).

Irregular bleeding is also common, particularly in relation to Long Acting Reversible
Contraception (LARC) — a group of methods that includes the contraceptive implant,
injection and intra-uterine contraception. Little has changed since the introduction
of the contraceptive implant in the early 1990s (Hardon 1992) as ‘nuisance bleeding’
remains the main reason for discontinuation internationally (Grimes 2009;
D’Arcangues et al, 2011), similarly with other progestin-only contraceptives (Hoggart
et al, 2013a; Hoggart et al, 2013b Hoggart and Newton 2013; Kane et al, 2007).
Irregular bleeding is problematic for myriad reasons including: decreased
productivity/activity; socio-cultural reasons such as menstruation being valued as
cleansing (D’'Arcangues et al, 2011); and, perceptions of ‘abnormality’ or the
‘unnatural’ (Cheung and Free 2005). Tolerance to bleeding disruption may differ
culturally; for example, women in Europe and USA have demonstrated a growing
acceptance of alternative menstrual patterns (Ibid), whereas other cross-cultural

evidence indicates women largely preferred a reqular period (D’Arcangues et al,
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2011). However, research typically draws on attitudes towards the hypothetical
situation of bleeding not lived experience; expectations of tolerance may differ from
the reality (Hoggart et al, 2013a). Once again, bleeding changes including
amenorrhea (non-menstruation) are not always unacceptable for women and can also
be desirable or convenient (Melo et al, 2015; Watkins 2012; Glasier 2003). In what,
arguably, epitomises the pharmaceuticalised nature of contraception today,
unscheduled bleeding can be managed using other drugs, including alternative
contraceptives. This strategy is often encouraged for ‘short term’ bleeding
management in the UK with ‘treatment’ regimens proposed in the first three to six
months of hormonal contraception use as they “may encourage women to continue
with the method” (FRSH 2009, p8) ultimately avoiding ‘loss of compliance’ (Abdel-

Aleem et al, 2013).

Method administration may also influence acceptability. Women may feel
embarrassed or anxious, especially when a vaginal examination is involved, such as
during the fitting of Intra-Uterine Contraception (IUC) (Glasier et al, 2008; Asker et al,
2006). Indeed, IUC insertion can be painful - arguably wholly reasonable grounds for
anxiety (Bednarek et al, 2015; FPA 2014). Women may perceive a ‘challenge to bodily
control’ (Hoggart and Newton 2013), exacerbated when requests for removal are
ignored and/or delayed (Asker et al, 2006; Hoggart et al, 2013a). Provider dependent
methods (such as IUC) sit in contrast to user dependent methods (such as OCPs) that
allow women to stop immediately of their own volition. These challenges to
acceptability are deeply personal to women and in the case of resistance to removal
have been suggested to verge on a violation of human rights (Higgins 2014). The tone
of some literature about contraceptive acceptability exemplifies how women'’s

concerns may not be taken seriously:

"The invasive nature of the insertion of implants and IUD’s/IUS and the need for
injections of Depo-provera should not be a barrier to a generation of young women who
are happy to get tattoos and piercings even in the most intimate parts of their anatomy”

(Glasier et al, 2008; p217).
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Trials have been underway to reconfigure provider-dependent methods as user-
dependent where possible, for example: through self-administered subcutaneous
injections of Depo-Provera (Williams et al, 2013), recently licensed in the UK as
Sayana Press (Pfizer 2015); and through self-removal of the Intra Uterine Device (IUD)
(Foster 2014). LARC may also be problematic due to its perceived ‘hiddenness’ and
some UK women report anxiety about reliability due to this (Asker et al, 2006). Again,
in contrast, for other women ‘forgettable’ contraception is an attractive characteristic

(Grimes 2009).

In relation to LARC the eagerness to dispel ‘myths and misconceptions’ about these
methods seems to result in mixed messages about the methods; for instance Russo
et al. (2013) refer to the claim of LARC induced menstrual irregularities as a
‘misconception’ yet then immediately comment that ‘menstrual disturbances are
indeed one of the most common side effects of LARC methods' (516). This is an example
of what leads Higgins (2014) to note how LARC's ‘boons’ should not be privileged by
clinicians at the expense of individual women. Weight gain is a common contested
effect linked to hormonal contraception use (Brown et al, 2007: DH 2013),
characterised as more problematic than the fear of pregnancy; concern about
compromised fertility can also be significant (Glasier et al, 2008; Aiken et al, 2005).
Despite the lack of robust clinical evidence regarding these associations however,
perception significantly influences acceptability and use - “When people define
situations as real, they become real in their consequences” (Thomas 1932 in Plummer

2010).

Contraceptive practices inherently code sex for purposes other than procreation and
pleasure is an undeniably central motivation (Meston and Buss 2010). However, the
‘pleasure deficit’, i.e. the neglect of pleasure from contraceptive research, policy and
practice has been increasingly highlighted (Higgins and Hirsch 2007; Hanbury and
Eastham 2015) despite acknowledged direct sexual side effects of contraception; for
example, the patient information leaflet for the Progesterone Only Pill (POP)
Cerazette notes that decreased sexual drive is common for its users (MSD 2014). In

contrast, trials of hormonal contraception for men have been quickly abandoned
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when pleasure or function was compromised (Higgins et al, 2008) - an inequality that
has been duly noted (Higgins and Hirsch 2008). Additionally, non-hormonal
contraception such as condoms may have physically undesirable bodily impacts such
as vaginal dryness and discomfort during penetrative sex (Higgins and Davis 2014;
Higgins and Hirsch 2008). Men, like women, are cited to experience physical side
effects such as reduced sensation because of condom use and condoms generally
may be a ‘turn off’ to both, with condom-less sex usually preferred (Randolph et al,
2007; Crosby et al, 2008). Explanations for the omission of pleasure in relation to
contraception (i.e. the desexualisation of contraception) include: assumptions that
women privilege effectiveness most (Higgins 2014); that hormonal contraceptives are
detached from the act of sex (Rawlinson 2010); and the embarrassment/risk
associated with discussing sex favours a desexualised consultation (Jutte 2008).
However, in the context of this discussion, compromised pleasure also compromises
acceptability. Although some recent work is striving to safeguard pleasure (Higgins
and Hirsch 2008; Higgins and Davis 2014; Gubrium 2011; Wellings and Johnson 2013),
the impacts of contraception on sexual experience remain peripheral in research and

practice agendas, especially in Britain (Hanbury and Eastham 2015).

Hormonal contraception may also undermine women’s sexuality indirectly.
Considering irregular bleeding as an example, there are various challenges associated
with negotiating sex during menses. ‘Menstrual shame’ has been associated with
decreased sexual experience and increased sexual risk taking (Schooler at al, 2005). In
USA research, only 40% of women stated they were happy to have sex during
menstruation with others communicating “discourses of disgust” relating to hygiene,
messiness, and self-consciousness (Allen and Goldberg 2009; p539). Despite this
evidence regarding the effects of vaginal bleeding on sex, ‘bleeding irregularities’
research rarely explores the compromise of pleasure. Psychological effects are also
contributory but rarely addressed; self-esteem and self-confidence are important
aspects of sexuality and can be impacted by contraceptive use (Higgins et al, 2011)
specifically via low mood, weight gain or skin blemishes (Higgins 2007). | would
suggest, therefore, that if the outcome of using contraception for some is no sex then

the method is unfit for purpose. Contraceptive practices are crucial components in
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heterosex (Lowe 2005a) and best-fit methods can enhance sexual pleasure, through
reducing pregnancy fears or facilitating spontaneous sex, amongst other things
(Higgins et al, 2008). Thus, centralising sexual pleasure may be a meaningful way to
improve contraceptive acceptability and understand contraceptive decision-making

(Higgins and Hirsch 2008; Hanbury and Eastham 2015).

This section has characterised just some of the experiences that women live through
or anticipate in relation to contraception. However, there are a host of other factors

that may also be influential in women'’s decision making, explored next.

2.2.2 Situated meanings - abstract factors that influence contraceptive

practices

"The ways that they (contraception) work, and are perceived to work are mediated by a
variety of relationships, institutions, knowledge and beliefs” (Russell and Thompson

2000; p6)

2.2.2.1 Personal understandings and beliefs

The influence of peers, family and partners is well recognised in method choice
internationally, shaping decision-making and use through information sharing, peer
pressure and so on (Charmaraman and McKarney 2011; Bolton et al, 2010; Baxter et
al, 2011; Asker et al, 2006). However, different meanings may be ascribed to
contraception, the symbolism of which can communicate the nature of a relationship
or (mis)represent the user. In their work on contraceptive scripts, Conley and
Rabinowitz (2004) characterised the counter/normative progression for
contraceptive practices in close relationships in the USA, highlighting how
transitioning (i.e. changing or discontinuing contraception) may be a symbolic event.
The transition from pill to condom use may symbolise distrustful, negative
relationships with uncertain futures and/or abandonment of condom use can
represent relationship commitment and intimacy, as perceptions of fidelity
contribute to a circumstance where STls and/or pregnancy are feared less (Bolton et

al, 2010). These meanings vary depending on place and time (and have been little
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explored in the British context). Individuals/cultures that do not value monogamy, for

example, may not ascribe meanings of trust and commitment in these ways.

Despite the desexualisation of contraception in practice settings such as
contraceptive service providers, its use intrinsically represents sexual activity; the
stigmatising threat of which is still manifest in sexual and reproductive health (Cook
and Dickens 2014; Slater and Robinson 2014). Thus, fear or experience of judgement
based on sexual activity are a recognised barrier to contraception seeking (DH 2013)
and can lead women to rationalise or justify decisions through non-contraceptive
health discourses such as menstrual regulation (Heise 1997; Brown et al, 2007).
Women may also be reluctant to carry condoms for fear of being judged as sexually
promiscuous (Coy et al, 2010; Free et al, 2005; Curtis et al, 2005) and the contraceptive
implant, which in some cases can be seen through the skin, has sometimes been
referred to pejoratively as a ‘slag tag’ (Kavanaugh et al, 2013; NHS Coventry nd, p22).
Consequently, ‘single’ women fearing judgement, may quickly abandon their method

when a relationship ends (Falk et al, 2010).

Other values and beliefs also impact strongly on contraceptive decision-making
(Cheung and Free 2005; D'Arcangues et al, 2011; Beutelspacher et al, 2003). Women'’s
‘lay’ knowledge and social networks often possess greater currency than ‘official’
sources of information (Asker et al, 2006; Carter 2012; Lowe 2005b). Preferences for
a ‘natural’ body may mean by default that the artificiality of the contraceptive
experience is unacceptable (Baxter et al, 2011; Hoggart and Newton, 2013). Beliefs
about fecundity, or that of their partner, may also shape decision-making about
contraception and perceived infertility may lead to contraception non-use (Polis and
Zabin 2012; Rocca and Harper 2012). These factors may lead to deliberate

contraception non-use as explored in the next section.

2.2.2.2 ‘Unprotected sex’ - what counts as contraception?

There is a tendency to presume that all women want ideally to use contraceptives; a

supposition that confounds our understanding of women that deliberately engage in

33



‘unprotected sex’ despite wanting to avoid pregnancy (Foster et al, 2012).
Unprotected sex whilst undesirable and poorly understood from a public health
perspective may be the most acceptable practice for some women. In addition to
perceived health risks, other psychosocial factors may be relevant. These include a
desire for intimacy, ‘testing’ fecundity and perceived infertility (Foster et al, 2012) and
positive emotional impacts (Higgins et al, 2008) - although it is interesting to note

how these explanations are stereotypically female.

Many practices are not reified as methods of contraception and classification has
shifted over time. Withdrawal, or coitus interruptus, for example, was a crucial
method prior to the introduction of ‘more effective’ hormonal options, but it is no
longer formally identified in this way (Sobo and Russell 1997; Rogow and Horowiz
1995; Cook 2005). Evidence of pregnancy risk associated with viable sperm in pre-
ejaculatory fluid largely discredited withdrawal as a legitimate method - an evidence
base that has since been identified as limited and methodologically weak (Bissell
2003). Lack of protection from STI's, especially following the emergence of HIV in the
early 1980s, also affected its popularity. Nonetheless, it has been suggested that
there is a marked underestimation of the use of withdrawal as a method of
contraception (Rogow and Horowitz 1995). (Re)interest in withdrawal is evidenced
through increased research, especially in the USA, which has highlighted how it is
relatively widespread and may have significant consequences for reproductive health
(Liddon 2013; Jones et al, 2014; Martin et al, 2009; Robinson et al, 2010; Kane et al,
2009; Higgins and Wang 2015). Recent findings support the ‘mis-definition’ thesis
noting how young American adults do not classify withdrawal as ‘contraception’ and
as such do not disclose its use when asked about ‘contraceptive’ practices (Carter et
al, 2012). However, where some findings associate withdrawal with sexual risk taking
(Liddon 2013) other research links it to increased vigilance for pregnancy prevention,
used in tandem with other methods to ensure pregnancy prevention (Jones et al,
2014). Where ‘withdrawal’ is included as a survey variable there is little exploration of
the practice in any detailed way (Martin et al, 2009; Robinson et al, 2010; Kane et al,
2009) possibly because there is little incentive to invest in research about a method

with no market value (Trussell 2009; Fruend| et al, 2010). However, encouraging
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withdrawal in practice when individuals are having, or are going to have, unprotected

sex may be preferable than no effort to avoid pregnancy at all (Fruendl et al, 2010).

Withdrawal is classified in the broader category of ‘natural family planning’ which
includes fertility awareness methods (FAM). This umbrella term comprises: the
calendar or rhythm method; sympto-thermal methods; cervical mucous methods;
and the temperature method — all which use a series of ‘rules’ to identify fecundity
and purport abstinence or protected sex during the fertile period (Freundl et al, 2010).
Despite still being cited as a ‘method of contraception’ in information over recent
decades, practices such as the calendar method have also been repositioned against
hormonal methods, as ineffective, outdated and thus synonymous with risky
(irresponsible) sex (Hughes 1988; Russell and Thomson 2000). Although more
recently fertility apps on mobile phones are increasing the popularity of natural

methods - see for example https://www.kindara.com/avoid-pregnancy ).

However, types of FAM vary and where the calendar method may be unreliable due
to variations in women'’s individual menstrual cycles, so-called sympto-thermal
methods that rely on measurements such as basal body temperature are cited by
some practitioners to be as effective as methods such as the pill (Weschler 2003).
Frequently, though, these ‘traditional’ practices are perceived to be anachronistic and
struggle to compete with the hegemony of the pill and other hormonal
contraceptives (Tone 2012) despite having no side effects or costs (Freundl et al,
2010). FAM information also tends to unhelpfully conflate the specific methods,

which vary considerably in efficacy rates when best practiced (Grimes et al, 2004).

Other strategies - emergency contraception, oral sex and anal sex - if deliberately
undertaken as an effort to prevent pregnancy, could also be defined as contraceptive
practices. There is therefore a tension between practices that are undertaken
contraceptively and the definition of contraception - a disconnect that may
compromise meaningful understandings of contracepting. Factors that shape choice
may not be deemed ‘rational’ to the outsider and unprotected sex may be especially

problematic from a public health perspective (Russell and Thompson 2000).
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Nonetheless, women have their own varied experience and perceptions of
contraceptive methods. The challenges, stress and impacts of which may lead to
abandonment or inconsistent use, whereas perceived benefits may determine or

sustain method choice.

Despite some good research regarding the factors that shape contraceptive
acceptability there are significant gaps. The wider evidence base is overwhelmingly
quantitative, offering little in the way of the detail and meaningful-ness of
contracepting. There is also a tendency to approach contraception use in a piecemeal
way (Free et al, 2005), i.e. focussing on one influencing factor or method at a time,
thus overlooking the dynamic, context-specific, multifaceted influences which
interplay and shape personal decision-making. The literature is predominantly cross-
sectional, capturing a snapshot, often of a hypothetical situation, with little emphasis
on women'’s histories and how this may have shaped their current contraceptive
practices. Finally, the preoccupation with contraception use as an individual level
experience obviates the influence of broader contextual factors that have also
changed over time. There is in fact far more that shapes a woman’s method use than
her attitude towards it; and it is to these factors that | turn my attention to in the next

section.

2.3 “Your sex life is political” - mapping developments and agendas

shaping contraceptive practices®

‘Many of the current problems in family planning are likely to continue or worsen in the
next decade. If current social trends continue- as seems likely- with further cuts and
threats to provision of services; continued unemployment, problems with regard to

contraception advice for young people; restrictions on advertising etc.” (FPIS 1991)

* (Livingstone in Brookes 2013)
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This quote illustrates how contraceptive provision is mediated by the wider socio-
economic climate and although it could easily be mistaken as a comment on
contemporary Britain, was taken from the Family Planning Information Service (FPIS)
‘Report of Activities 1985-1990." Popularly ‘Thatcher’s Britain’, a Conservative period
of “radical reform” (Jackson and Saunders 2012, p7) was characterised by increasing
free-market policies, including: deregulation; privatisation of government services;
and systematic reduction in trade union powers. This section will examine further how
structural factors have mediated contraceptive practices over recent decades and
what the culmination of these developments means for contracepting women in
Britain today. Greater emphasis is placed on recent periods that have consolidated
the model of contraceptive service delivery most directly relevant to contemporary
women. Archival research at the Wellcome Library, London, has informed the
development of a critical historiography and where relevant, figures are included as
references and to illustrate the nature of the historical moment with regards to
contraception; specifically, how policy has changed over time and how contraception
was promoted to public audiences. This discussion should be seen as complementary
to previous parts of this chapter, which drew on the clinical and social research to offer
insights into women's personal experiences of contraception. To re-iterate, although
valuable, such individual-level perspectives fail to capture the extent to which wider
conditions (policy drivers, practice cultures and method availability etc.) also shape
women’s contraceptive experience. Thus, the following discussion reviews other
circumstances that have affected contraceptive provision and impacted women in

Britain over time.

2.3.1 A brief history: the conception of contraception services

Historically, repressive sexual attitudes limited contraceptive development as
practices and methods were implicitly associated with sexual and moral impropriety
and promiscuity (Mort 2001; Cook 2005). However, from the second half of the 1g™"
century moralist perspectives were largely replaced — but never entirely eliminated —
by other pressing social and political challenges including: population growth anxiety;
a preoccupation with eugenics; women’s suffrage and equal rights; economic

development and increasing participation of women in the workforce; and health

37



outcomes such as maternal and infant mortality (Barrett and Harper 2000; Cook 2005;

Jutte 2008; Brookes 2013; Leathard 1980; McLaren 1990; Quarini 2005).

The first ‘birth control’ clinic in London in 1921 opened by Marie Stopes provided
devices such as condoms and contraceptive caps (Cook 2005; Quarini 2005; FPA 2011)
and thereafter, charitable organisations delivered services, largely to middle-class
women, to facilitate pregnancy planning (Cook 2005). Classed disparities were
obvious from this point, with largely middle-class women accessing contraception to
meet their needs for ‘family planning’; in contrast to eugenic concerns that motivated
control over the fertility of lower class people (Barrett and Harper 2000; Ziebland
1999; Cook 2005). Later, post-war Britain, amidst a ‘rediscovery’ of poverty (Brookes
2013) and in association with the founding of the ‘Welfare State’ (Timmins 2001)
including the formation of the National Health Service (NHS) in 1948 offered a
shifting social, economic and political landscape that lent itself to favourable changes

in contraceptive provision.

Where the Christian Church in Britain had been crucial in mediating sexual morality
during the Victorian period (Draper 1972), the early 20th century saw social and
economic factors supersede the influence of orthodox religion (Cook 2005).
Simultaneously women'’s roles were shifting to allow greater autonomy and greater
access to education and increasing participation in the labour force. Synergistically,
these shifts were facilitated by, and promoted, improved access to contraception;
dramatically altering the structure of the family from the mid-1960s onwards (Cook
2005). A major driver of this was the introduction of ‘modern’ oral hormonal
contraception (OHC) or ‘the pill’ in 1961 (FPA 2011; Leathard 1980). Reproductive
health and rights began to receive increased attention from feminists who demanded
contraception and abortion services as cornerstones of women'’s liberation (Berer
1997; Hoggart 2003); the availability of which is widely credited as instrumental in a
‘sexual revolution’ (Cook 2005). Although health activists and advocates such as the
FPA also raised the profile of contraceptive services (Leathard 1980) the
(international) collective efforts of feminists in industrialised nations exerted

significant pressure on the State for change (Hardon 2006; Cook 2005).
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However, despite increased activism and development, sex was still significantly
circumscribed by social norms that conferred right and proper sexual practices, i.e.
hetero-sex within marriage (Draper 1972). The pill (OCP) also divided religious
authorities, provoking outrage in those who perceived it as contrary to God’s will.
Therefore, OCP prescription was initially restricted to married women (Barrett and
Harper 2000; Cook 2005; McLaren 1990) until 1964 when the Brook Advisory Centre
started to provide contraception to all (FPA 2011). Subsequently there were some
significant liberal shifts in legislation with 1967 being referred to as an “annus mirabilis
of sexual reform” (Brookes 2013, p146). Amongst other things, ‘The NHS Family
Planning Act’ meant that Local Health Authorities could provide contraceptive advice
to unmarried women and ‘The Abortion Law Reform Act’ relaxed legislation around
abortion (FPA 2011; Cook 2005). Additionally, more church leaders shifted their
position to tolerate contraception, with liberal members justifying contraceptive

services as congruent with Christian concerns for family wellbeing (Cook 2005; Draper

1972).

Although feminist commitments to contraception were important, narratives that
position women'’s rights as the crux of shifts in provision may be misleading, as other
evidence suggests developments were grounded in shrewd economic concerns. The
1972 book, 'Birth Control in the Modern World’ by Elizabeth Draper, for example,
made little reference to the women’s movement or women at all, instead focussing
on population control. Drawing on the grossly pessimistic predictions of biologist Paul
Erlich who predicted “the United Kingdom would simply be a small group of
impoverished islands” (p16) by the year 2000, Draper positions ‘birth control’ as the
“humane alternative to war, disease and starvation” (p16). Whilst the economic and
demographic impetus for the legitimation of contraception in Draper’s text (1972) is
clear, other accounts also support the economy/poverty model as a major driver of
change (Weeks 1981 in Cook 2005; Brookes 2013; Edouard 2009). Indeed, some
women'’s rights organisations are believed to have exploited population control
rhetoric to realise service expansion (Cook 2005; McLaren 1990). Resource saving was

one social advantage of contraception, but free access also allowed women to
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participate more in the labour market, contributing directly to economic growth and

poverty relief (Bailey 2006).

The introduction of ‘the pill’ (OCPs) also instigated a critical shift in service delivery.
Specifically, oral hormonal contraception repositioned contraception from a private
matter, to one directed by health professionals. The prescribed pharmaceutical
nature of OCPs increasingly ‘medicalised’ provision and consolidated a relationship
with pharmaceutical manufacturers that has shaped method procurement and
provision since (Tone 2012; Watkins 2012). The pill also marked a departure from
more user-controlled methods (condom/diaphragm) to provider-controlled methods.
Although this shift in control over the reproductive body is arguably a result of the
development rather than a motivator, these technologies are integral in the
regulation of reproduction (Takeshita 2011; Granzow 2010). This possibility,
considering historic support for eugenic practices including by key contraception
advocates such as Margaret Sanger and Marie Stopes, cannot be ignored as a factor
in contraception achieving legitimacy (Higgins 2014; Ruhl 2002 Weeks 1981 in Cook

2005).

The goals of advocates such as the Family Planning Association (FPA) were realised
in 1974 when ‘family planning’ was included in the NHS Reorganisation Act.
Thereafter all contraceptive advice and methods provided by the NHS were free,
irrespective of age or marital status (FPA 2011). General Practitioners (GPs) became
service providers in 1975 (Quarini 2005), consolidating the general model of

contraceptive service delivery we recognise today.

2.3.2 Free to all contraception in Britain

Currently, through this service delivery model, most British women aged between 16-
49 years of age use at least one contraceptive method at any time, illustrating how
embedded contraceptives are in this setting (FPA 2007; HSCIC 2013). The pill's 5ot
birthday in 2010 marked it as the most used method for women in Britain, but it is no
longer the only hormonal option in the repertoire and contraceptive devices and

pharmaceuticals have proliferated (HSCIC 2013). Method uptake has been influenced
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by factors including: access; information; policy; publicity; and wider health
imperatives — which have in turn been shaped by political and economic conditions.
The next section builds on this historical account to critically map the developments

in methods and service delivery that have evolved in the post-pill era.

2.3.2.1 Sex, death and Thatcher’s Britain

Following the period of fairly liberal policy-making around contraception and sexual
health in the 1960s and 1970s, there was a period of Conservative governance from
1979-1997 led by the first female UK Prime Minister, Margaret Thatcher (1979-1990),
followed by John Major (1990-1997). Consistent with Conservative ideology, this
period was characterised by political efforts to roll-back State involvement and
reinvigorate ‘traditional’ values (Timmins 2006). Thatcher’s government in the UK,
and Ronald Reagan’s United States government (1981 to 1989), are credited with
cementing the ideological shift to neoliberalism (Steger & Roy 2010). This term - now
used extensively in political and sociological discourse - generally refers to a
fundamental belief in the superiority of free markets and private enterprise as a form
of economic governance and emphasis on individualism, personal responsibility and
‘consumer choice’ (Steger & Roy 2010). The latter, the “remaking of the citizen as a
consumer”, is emblematic of neoliberalism (Clarke 2007; p239). Congruently,
Thatcher’s government began reorganising the NHS in 1989 towards a more market-

oriented and consumerist model (Mold 2011).

This era saw very little in terms of addressing gender inequality and provision of
woman-centred care, including sexual health and contraception. In fact, this period
was notable for resurgence in moralising sentiments (see for example Dyer 198s;
Brahams 198s5; Richardson 2000; Jackson and Saunders 2012) that coincided with a
period of significant reductions in contraceptive funding (FPA 2011). However,
throughout this period, contraceptive technologies also proliferated. As Figure 2.1
illustrates, the FPIS boasted 8 methods available at this time, including an increase in

provider dependent methods such as IUDs.
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FIGURE 2.1 - CONTRACEPTION INFORMATION LEAFLET 1982-1987 (FPIS 1982; 1984; 1985;
1987)

Despite these developments there were no specific policy initiatives regarding
contraceptive service delivery. Hence other factors shaped contraceptive experiences
during this period including a greater association between contraception and health
particularly the emergence of the ‘Human Immunodeficiency Virus' (HIV) and
transition to ‘Acquired Immunodeficiency Syndrome’ (AIDS). First identified in the
early 1980s, HIV had a profound impact on public health globally and nationally. The
morbid government campaign ‘AIDS: Don’t Die of Ignorance’ was launched in 1987
(DHSS 1987). Figure 2.2 illustrates the visual way that this health promotion campaign

forged a threatening link between sex and death.

FIGURE 2.2: AIDS DON’T DIE OF IGNORANCE MONOLITH (CROWN COPYRIGHT 1987)
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This tactic however, also raised the profile and desirability of condoms. Previously
marketed at men in male spaces such as barbers’ shops, both men and women were
reconceptualised as condom users (Ziebland 1999). There was an increase in
varieties of condom, including the female condom released in 1992 (FPA 2007), and
access was considerably extended to supermarkets, pharmacies etc. Popular
media, as illustrated by Figure 2.3, in conjunction with official health promotion
information regarding ‘safer sex’ such as that in Figure 2.4, meant condom use rose
after a period of low prevalence linked to the introduction of the pill (FPA 2007).
This provides clear evidence of the association between wider contextual factors
and contraceptive practices (albeit driven by desire to prevent infection rather than

pregnancy).

JANE, M WORRIED . JIM WELL IF YOU DO HA
ND | HAVE BEEN GOING OUT ¥'sFy THE BEST WAY TO
FOR AGES NOW AND WERE _ JavoiD ANY INFECTION IS TO
INKING OF HAVING SEX BUTASE A CONDOM THATS WHAT
M SCARED ABWTAIDS _ASTEVE AND | USE EVEN THO

I'MONTHE P!

FIGURE 2.4: FPIS CONTRACEPTION LEAFLETS BEFORE HIV IN 1982 (LEFT) AND AFTER HIV
IN 1987 (RIGHT) (FPIS 1982; 1987)

43



The seriousness of HIV/AIDS also ensured its inclusion on the agenda of the 1994
United Nations International Conference for Population and Development (ICPD) (UN
1994; Aggleton and Parker 2010) - credited with the development of the ‘Cairo
paradigm,’ a global strategy prioritising women'’s sexual and reproductive health and
rights (Roseman and Reichenbach 2011). Thus, myriad drivers for change
characterised this period including contraception as an agent for greater prosperity;

as a matter of ‘consumer’ choice; and as disease prevention.

The 1980’s and 1990’s were also notable for impacts related to perceived adverse
side-effects from contraception, again distributed widely through the news media
(Figure 2.5) including: evidence about the carcinogenic potential of the pill, with one
undated FPIS annual report suggesting that 20% of the 3 million UK pill users shifted
to ‘less effective methods’ following the 1983 cancer scare (FPIS 1991). Similarly,
evidence regarding higher risks of venous thromboembolism from pill use resulted in
method cessation/switching which in turn had a measurable increase in unintended

pregnancies (Furedi 1999).
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FIGURE 2.5: NEWSPAPER ARCHIVES CIRCA 1990 (INDEPENDENT 1990; DAILY TELEGRAPH
1990; UNKNOWN ND)

Method licenses, i.e. the standards and guidelines for use of the contraceptive, also

differed at this time compared to contemporary Britain. For example, during this
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period, efforts were made to increase product use by shifting the license of injectable
contraception (Depo-Provera) to long-term from a short-term anti-fertility agent.
This was contested by an activist group, the Coordinating Group on Depo Provera
(CGDP), due to concerns about safety and human rights. In a comment taken from
archival correspondence, amongst other objections, there were claims it was used ‘on
West Indians, Asians and promiscuous school girls," without their consent (Robinson
1979). Indeed, the Wellcome archive holds original complaints from women who were
given the injection in this way, the impact of which was reflected in the official

contraception information at the time (Figure 2.6).

FIGURE 2.6 INJECTABLE CONTRACEPTION LEAFLET (FPIS 19884)

The Intra Uterine Device (IUD) or ‘the coil’ was also subject to bad press following the
USA’s Dalkon Shield ‘tragedy’ in the 1970s in which the structure of the device
conferred an infection risk that resulted in the life-limiting iliness (and 15 deaths) of
thousands of women (Takeshita 2011). Although confined to the USA, and the Dalkon
Shield subsequently withdrawn, the IUD became contraindicated internationally for
young nulliparous women, i.e. those who have not had children (Booth et al, 1980)
and became synonymous with older users. This was reinforced throughout the

decade in official information and media reports (Figure 2.5 and 2.8). Hence it was
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only fitted for older women who had children —an arguably paternalistic strategy that

by default dictates the risks and terms of childbearing.

FIGURE 2.8: IUD LEAFLET (FPIS 1988B)

Notably as illustrated through these examples and figures, and in an pre-internet age,
women'’s access to information at this time was restricted to, aside from their own

experience, official information and media reporting.

2.3.2.2 New Labour, new strategies?

Then New Labour, under the leadership of Tony Blair, made efforts to differentiate
themselves from recent Conservative governments and instead occupy a position “on
the side of modernity” (Carabine 2007, p967). Blair insisted that he did not “desire to
return to an age of Victorian hypocrisy about sex... as the ill-fated campaign of the
conservatives attempted to do” (Blair in Carabine 2007; pg67). Therefore, sexual health
and contraception services, perceived by many as in a state of crisis by this time was
a priority (Armstrong and Donaldson 2005). This commitment to modernity, for all its
rhetoric about transformation and choice, largely mimicked the policies of the
previous government with a continued stress on ‘family values’ (Brookes 2013; Moore
2012a). New Labour’s policies were also underpinned by a clear economic agenda,
albeit one couched in risks of social exclusion rather than overpopulation (Levitas

2005 in Middleton 2011; Harden et al, 2006; Wilson and Huntington 2006). In fact, the
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neoliberal approaches initiated under Thatcher/Major, although dressed differently,
were evolving under this government rather than being rejected as Blair maintained.
One indirect driver for renewed investment in contraception was borne out of the
pursuit of a ‘classless society’, in which it was suggested social tensions and
inequalities would be ameliorated (Turner 2013). Congruent with this thinking, a
specific Social Exclusion Unit (SEU) was launched in December 1997 with the
somewhat vague aspiration of providing ‘joined up solutions to joined up problems’
(SEU 2004). The SEU’s role was to develop coherent cross-governmental strategies
for dealing with poverty, unemployment, poor housing and poor health to reduce
costs to the state from welfare benefits, housing support and ill health. The Teenage
Pregnancy Strategy (TPS), published in 1999, was one such initiative to emerge and
was lauded for its innovative framing of teenage pregnancy within the paradigm of
public health (Hoggart 2012). At this time, Britain’s teenage conception rates were
the highest in Western Europe and the TPS aimed to halve the under-18 conception
rate over a ten-year period to address the in/direct social and economic costs of
pregnancies and births to young socially excluded women (SEU 1999; TPS 2010;
Middleton 2011; Carabine 2007). This concern, however, was again not unfamiliar; the
former Conservative government had also recognised teenage pregnancy as a target

in their Health of the Nation initiative (Hoggart 2012).

Two firstsin policy implemented by New Labour, the ‘Sex and Relationship Education’
strategy (DfEE 2000) and ‘National Strategy for Sexual Health and HIV' (DH 2001)
cited information about, and access to, effective methods of contraception as
instrumental in reducing rates of unintended/teenage pregnancy and abortion, and
for reducing social and economic costs. Concerns about young women’s sexual
impropriety had, on paper at least, been replaced by an “economic morality”, typically
framed in terms of risk to health and wellbeing (Middleton 2011, p297). These new
policies drove an expansion of services with specialist ‘Contraception and Sexual
Health (CASH)' provision tailored to local need (Ross et al, 2014). In-keeping with the
preoccupation with teenage pregnancy, resources and research were overwhelmingly
focussed on young people with many commissioners adapting service delivery to

cater specifically for the under 255 (APPG 2012).
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These policies played out in various ways in women’s contraceptive lives. For
example, although not officially part of the TPS, easy access schemes for emergency
hormonal contraception (EHC) increased- a possible solution to unintended
pregnancy (Glasier 2000). Despite introduction in 1984 it was not until 2001 that EHC
was made available without prescription through pharmacies (Bissell and Anderson
2003; Ziebland et al, 2005). This was controversial, especially for some religious
groups who perceived EHC to function as an abortifacient; and indeed, providers did,
and still can, conscientiously object to its provision for this reason (GMC 2013; Deans
2013). By this time less, if any, emphasis was placed on the church in such matters and
the largely secular British society meant women were perceived likely to privilege
their wellbeing over faith in circumstances of potential unwanted pregnancy (Furedi
2012). Resultantly, British women have relatively broad access and are now cited as
more likely to have used EHC than women from other countries (Kavanaugh and

Schwarz 2008).

Long Acting Reversible Contraception (LARC) was another significant introduction
during this period, also corresponding with teenage/unintended pregnancy policy
objectives. LARC methods include: the contraceptive injection; sub-dermal implant
and intra-uterine contraception devices (IUC); the intra-uterine device (IUD); and,
intra uterine system (IUS). The ‘undeniable’ cost effectiveness of sustained LARC use
and negligible ‘user failure’ epitomised its desirability from a public health perspective
(Lipetz 2009; NICE 2005a). Thus, better LARC access was recommended by the
National Institute of Care Excellence (NICE 2005a) to save an estimated £100 million
per annum (NICE 2005b; p17). Although LARC’s nomenclature has been recognised
as an exercise in rebranding of extant methods (Hillard 2013), 'LARC’ was still
positioned as a ‘revolutionary’ solution for unintended pregnancy and abortion

(Beynon-Jones 2013a).

Clinical guidance by the Faculty of Sexual and Reproductive Healthcare (FSRH)
‘Contraceptive Choices for Young People’ comments on how “young people should

be informed about all methods of contraception, highlighting the benefits of long
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acting reversible contraception (LARC).” (FSRH 2010, iii; emphasis added). However,
the legacy of past policy and bad press persisted as many users and providers
internationally continue/d to perceive the IUD as unsuitable for young women

(Kavanaugh et al, 2013; Hubacher 2007; Russo, Miller and Gold 2013).

To improve uptake, ‘counselling’ about LARC was included as a GP Quality Outcome
Framework (QOF) indicator in England from 2009/2010 - a voluntary annual reward
and incentive programme for GP surgeries (Arrowsmith et al, 2014). This drive
towards provider-dependent methods is paradoxical considering the increasing
emphasis on individual choice and personal responsibility in health in recent decades.
The ‘patient-as-consumer’ trope was firmly established by the end of the 1990’s and
continued to be amplified through discourses of patient choice, exemplified by
schemes such as the ‘Patient Choice Initiative’ (launched in 2001) whereby patients in
England can select a specific site for their hospital treatment (Newman and Vidler
2006; DH 2007). With regards to contraception, method information re-enforced
similar notions of consumer choice and responsibility as illustrated by the language

used in Figure 2.9, a condom information leaflet.

different kinds of condom condoms and responsibility
o Latex * condoms and the pill
% Polyurethane * ety ‘
% Lubricated
¥ Ribbed
% Ravoured
o Sensitive * relatiomhip responsibility
% Stronger ‘
o size *° ol
& The female condom
* Oth f dom * talkir L
7 15

FIGURE 2.9 CONDOM SENSE BOOKLET (BROOK 2009)
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Considering the modes of information delivery, it is important to note that booklets
such as that set out in Figure 2.9 were being surpassed by the availability of
information on the internet. The FPA, formerly the FPIS, for example, celebrated its
75t anniversary in 2005 and by this time was hosting all relevant information about

contraception on its web platform (FPA 2005).

Although admittedly under New Labour there were more developments specific to
contraception compared to previous years, other perceptions of change may be
misleading. To reiterate, despite Blair's desire to abandon the approaches of the
Conservative government, many of the ideological positions remained the same;
exemplified by a continued enthusiasm for the underlying values of neoliberalism
including a privileging of ‘consumer sovereignty’ and ‘choice’ (Bryson et al, 2014). The
similarities with previous Conservative approaches, however, were obfuscated
through a shift in language - away from moralising traditional sentiments to those of
‘risk” associated with social exclusion and (patient) ‘choice.’ Therefore, New Labour’s
core values echoed those of the previous Conservative government but were

packaged differently.

2.3.2.3 40 years on: we can’t go backwards

By the end of 2015, NHS Choices, the UK's biggest health website run by the NHS,
that provides advice to health professionals and general public, provided separate
guidance on 16 different types of contraceptive (NHS Choices 2016); although this
apparent wide choice belies the fact that many are so called ‘me too’ methods, i.e.
‘non-innovative’ technologies that all rely on synthetic hormones and thus are
ultimately the same in theirimpact despite differing modes of administration into the
body (Sheoran 2015; Watkins 2012). Reviewing this extensive range of options one
could be forgiven for assuming that British contraceptive provision was universally
and readily available, untrammelled by issues related to access and funding.
However, current financial instability threatens to confer retrograde shifts in sexual
health and contraceptive service delivery through “stealthy funding cuts” and “sneaky

policy changes” (Brook and FPA 2013).
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These ‘stealthy funding cuts’ are largely a consequence of recent government
measures to reduce public expenditure, ostensibly as a way of decreasing public
sector borrowing, which rose sharply in the UK when a major global financial crisis in
2007/08 rapidly precipitated a period of deep economic recession (Nesta 2015). In
response, recent UK governments — the Conservative/Liberal Democrat Coalition
from 2010 to 2015 and the Conservative-only government since mid-2015 - have
pursued a vigorous austerity agenda aimed at lowering government spending. These
spending reductions are to be achieved through direct cuts to contraceptive services
and planned ‘efficiency savings.’ The arguably unclear nature of ‘efficiency savings’
may mean that affected agencies would interpret such impositions as ‘stealth cuts.’
Thus, despite the unequivocal evidence supporting the cost-effectiveness of
contraceptive services (Kishen and Belfield 2006; NICE 2005; Armstrong and
Donaldson; Lucas 2013), the impacts of austerity measures including “worsened
access” to contraception could cost an additional £299 million by 2020 (Lucas 2013,
p6). In addition, in 2010 despite falling short of their intended target of a 50%
reduction in pregnancy rates, but observing a decline to the lowest rates since 1969

the TPS also ended (FPA, 2012).

The ‘sneaky policy changes’ feared by contraceptive service providers are less easy to
identify. Indeed, superficially increasingly broad and holistic approaches to sexual
health and contraception appear to have been incorporated into policy. For example,
the recent Framework for Sexual Health Improvement in England (DH 2013) suggests
using a life course approach; provides a model of influences that shape sexual
practices; and, explicitly recognises the diversity of individual needs. The
commitment to (user) ‘choice’ is retained, but is now combined with an increased
emphasis on personal responsibility and resilience — the imperative and capacity to

‘bounce back’ from public and private adversity (Hanbury and Ronan 2014).

Sex and relationship education has been almost entirely neglected and commitments
to updating policy have wavered; the DfEE’s outdated guidance from 2000 is still to

be replaced. In addition, policy generally is still disproportionately directed at young
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people with suggestions that this focus has resulted in the “perverse consequence” of
increased unintended pregnancy rates amongst older age groups of women, such as
the over 355 (APPG 2012). NICE (2014a) recently released commissioning guidance
(NICE 2014b) to specifically meet the contraceptive needs of under 25s in which use
of the Commissioning for Quality and Innovation (CQUIN) payment framework
explicitly recommends improved uptake of contraception “as appropriate” (3). CQUIN
allows NHS commissioners in England "to reward excellence” by linking a proportion
of a healthcare providers' income to the achievement of local quality improvement
goals (NHS England 2016). Such preoccupations with performance targets may
translate to impacts on the user; explaining to an extent, for example, provider’s
reluctance to remove the contraceptive implant (Hoggart et al, 2013a; Hoggart et al,

2013b).

Incentive schemes for contraception provision, introduced originally under Blair's
Labour government, now have data that allow us to observe their impact. For
example, the aforementioned QOF scheme abandoned the incentive for LARC
counselling in 2014/2015, following suggestions that it is now suitably embedded in
contraceptive practice. Uptake had risen by 4% annually from the introduction of this
QOF indicator - an estimated 110,000 women have been prescribed LARC as a direct
result (Arrowsmith et al, 2014). Although such evidence allows us to identify possible
associations between policy/practice and women'’s contraceptive experience, limited
literature highlights this relationship directly, or critiques these strategies on

individual women.

Of notable exception is Jenny Higgins (2014) who wrote a cautious message about
LARC, highlighting how these methods should not be taken as a panacea for
unintended pregnancy. Although relating to the USA, the circumstances mirror
current British commitments to improving LARC uptake. Higgins (2014)
acknowledged the distinct shift in contraceptive counselling: from options-based to
directive, in which now “one or two LARC methods are recommended over all others”
(p238); and towards more provider-dependent methods, expressing concern about

this tendency if we ignore the “legacies of racism and eugenics” associated with
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contraception and possibilities for abuse (Higgins 2014, p2; Rocca and Harper 2012;
Hardon 1992). Nonetheless, LARC continues to be enthusiastically promoted. As
Figure 2.10 illustrates, recent campaign materials aimed at British women arguably
indicate the way that LARC is increasingly purported to be the option of choice in the
UK/Britain.

CONTRAGEPTION

Know your_
options!

There are four different types of LARC...

1UD or Coil

TIT

FIGURE 2.10 ‘LoVE LIFE AND LARC’ CAMPAIGN (FPA AND MSD 2013)

Despite accumulating literature since the inception of 'LARC’ generally speaking
there is limited, if any, evidence explaining the shift away from earlier concerns in the
1980s about long-term use of the contraceptive injection and contraindications for
IUD use in young nulliparous women (Booth, Beryl and Guillebaud 1980; Hubacher
2007). Indeed, LARC methods (including the IUD) are now promoted as especially
suitable for young women, compatible with the demands of their lifestyles, that are
frequently represented as ‘chaotic’ (Okpo et al, 2014); a target group that is arguably

reflected in some of the method information like that exemplified in Figure 2.11.

53



Your guide to
longer-lasting contraception

T T PSP

FIGURE 2.11 LARC GUIDE (NHS scOTLAND 2013)

2.4 Drawing together the ‘spheres of influence.’

Over 15 years ago Heise (1997) noted that “it is now increasingly understood that
contraceptive choice is determined at any given moment by a complex interplay between
a woman, available contraceptive methods and the service delivery environment” (p10).
This chapter is premised on the notion that the consideration of all factors, or ‘spheres
of influence’ continues to be overlooked. Following Heise (1997) the contextual
factors must be considered alongside the personal experiences and attitudes of
individual women to construct a meaningful picture of any given woman'’s ‘choice.’
Jeffrey Weeks (2010) captured the ‘importance of being historical’ when he noted that
“without a sense of history, and an understanding of the ways we lived in the past, we
have no benchmarks by which to measure the magnitude of change, no way of really
understanding the present or preparing ourselves for the future” (p28). It is thus
important to recognise that contraceptive practices are shaped by the past
experiences of individual women and shift in response to the changes in their lives
over time, a circumstance that confers relevance to this thesis and underpins the aim

of the research (DH 2013; Free et al, 2005). But it is also equally significant to recognise
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that real impacts on women'’s lives are conferred by social, political and economic
agendas that have impacted the availability, access and information about
contraception over the last 5o years. The historical summary presented in this chapter
brings us up to date and is captured schematically in the timeline presented in Figure

2.13 which charts the contextual shifts over this time-period.
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This timeline and the content of this chapter, provides just a flavour of the possible
influences on women’s contraceptive choices. It indicates how methods have
proliferated over time and the social and political landscape, reflected through
contraceptive policy, has become increasingly liberal. The current environment is a
cumulative product of an evolving neoliberal ideology since Thatcher’s Conservative
Britain. Contemporary contracepting women are immersed in this context and hence
their contraceptive decision-making is susceptible to its forces. The expansion of this
‘neoliberal project’ is characterised by an ever-increasing emphasis on individualised
responsibility and free choice, liberal economic policies and a decline in the welfare
state (Hall 2011) all of which have implications in the main spheres of influence -
contraceptive services, methods and users respectively. Where this chapter has laid
out the individual and contextual circumstances at an experiential, material and
ideological level, the next will develop these discussions at a theoretical level starting
once again with the individual broadly speaking through feminist critiques of gender

roles and contraception.
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Chapter 3 - Contraception and the (M)other: Thinking
theoretically about contraception use from individual

and state perspectives.

4

‘The essential basis of all women'’s inferiority lies in the immanent nature of childbearing

(Firesmith in Granzow 2010; p46)

In the key feminist text, The Second Sex (1977), Simone De Beauvoir articulated how
the reproductive responsibilities of women hindered their capacity to be liberated,
autonomous and crucially, equal with men. The lived experiences of women using
contraception as captured in the previous chapter will be theorised using feminist
critiques such as that of De Beauvoir and constructionist theories of gender. Thus, the
first part of this discussion will explore women'’s shifting roles in relation to
reproduction and sex and the interplay of contraception with women'’s social and
sexual liberation. Specifically, | will illustrate how contraception use is now culturally
embedded as a key expectation for the enactment of successful versions of
womanhood. Intersectional theory will be drawn on to illustrate how characteristics
such as class, education, age, race, and location may mediate a woman'’s capacity to

contracept in the most socially desirable way.

Then, in a mirror of the structure of chapter 2 the discussion shifts to consider the
bigger picture, the contraceptive context; critiquing and theorising the prevailing
neoliberal discourses and the dominant procreative ideology of the ‘willed pregnancy’
(i.e. planned pregnancy) (Ruhl 2002) which situate and influence the contraceptive
experience for British women. | will demonstrate how these factors constrain and
regulate, circumscribing contraceptive choice to be expressed within certain
parameters. Drawing on Foucauldian notions of self-requlation and bio-power, | will
also indicate how contraception use is another site of intervention on women’s
bodies, increasingly so in an era that favours ever more provider dependent

technologies.



Various critiques identify incompatibilities between Foucault and feminism (McLeod
and Durrheim 2002; Soper 1993; Ramazonoglu and Holland 1993) - the androcentric
tendencies in his work for example (Soper 1993). However, it is difficult to
theoretically approach sexual and reproductive health (medicine), sexualities and
gender — all key parts of this research — from a social perspective without
encountering Foucaldian theory or other theorisations that have drawn on Foucault.
There are also numerous points of convergence between Foucauldian and feminist
preoccupations including: critical perspectives on the rational self; sexuality as a site
of political struggle; and an interest in the politics of ‘everyday’ lives (McLeod and
Durrheim 2002) —once again all relevant facets of this research. Thus, this chapter will
adopt a Foucauldian Feminist approach as characterised by McLeod and Durrheim
(2002) in their work on governmentality - one which they highlight has resonance in
considering micro and macro levels of power, a further concern of this thesis.
Therefore, in short, | understood this approach to be suitable as it conferred a
multifaceted (multi-layered) consideration of the (gendered) power relations that
take on diverse forms at micro and macro levels, congruent theoretically with the

objectives of this research.

3.2 Modern women: disembodiment, desexualisation and ‘doing

gender.’

Expectations regarding women'’s role and femininity, have shifted considerably over
time; the nature of these shifts vary significantly depending on the socio-cultural
context, which itself may also be in a state of flux. Whilst this discussion may have
resonance for other socio-cultural settings, the norms as discussed within this chapter
relate to women in Britain. Once again this site is the orientation rather than the
whole of the UK as Northern Ireland has considerably different socio-cultural and
religious imperatives. In addition, although these women may broadly share socio-
cultural circumstances, they occupy multiple positions (neoliberal, capitalist,
patriarchal) which vary according to specific times and sites in the wider (dynamic)
context. The category of ‘women’ also requires attention in that, conscious of

critiques of essentialism, the plurality of women’s roles and feminisms must be
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considered (Gunnarsson 2011; Letherby 1994). Therefore, by ‘women’ | refer to a
normative, culturally dominant, version including ‘traditional femininity’- which will

be theorised later in this section.

3.1.1 Woman-womb: Control and separation as liberation?

Feminists and contraception advocates throughout history have hinged key women'’s
liberation arguments on the potential for women to control and manage their
reproductive bodies (De Beauvoir 1977; Cook 2005; Ruhl 2002; Letherby 1994;
Granzow 2010). In this context, contraception facilitates the departure for women
from traditional roles in domestic sites as mother, wife (Friedan 1963) to ‘modern’
autonomous women able to control or forgo reproduction and pursue education,
employment and lifestyles congruent with their male counterparts (Granzow 2010).
As mentioned briefly in chapter 2 there have been significant social shifts for women
in Britain, and internationally, since the introduction of modern contraceptives in the
1960s such as increased participation in the labour market and education (Cook 2005;
Bailey 2006). These shifts have also resulted in a perception of increased control and
regulation of women's fertility, a notion that | approach critically as | explore de

Beauvoir's assertions of a separation of an autonomous ‘self’ from body.

Certainly, many of the discourses around contraception and pregnancy imply
(self)control and agentic practices for women, particularly in Britain (Petchesky 1995;
Ruhl 2002; Medley-Rath and Simonds 2010; Marshall and Woolett 2000). This varies
according to cultural context as, for example, anthropological literature indicates how
heterosexual Japanese women’s notion of control relates instead to their
relationships with men, rather than their bodies (Jitsukawa 1997). Many have
challenged the bodily control thesis, such as Rosalind Petchesky (1995), who, in
writing about reproductive rights, notes that radical feminists can reject the language
of control as it mimics the ‘language of property’ - a masculine co-modification and
ownership approach which positions women as objects or goods. A second objection,
and that which | wish to focus on here, relates to how this perspective ‘rests on the
illusion of agentic, coherent, physically bounded selves’ (Ibid p387); the ‘physically

bounded self’ being a potentially illusory concept. For many (post)Foucauldian
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theorists, self and subjectivities are discursively constructed and mediated through
normative discourse, power and social processes (Petchesky 199s5; Bryant and
Schofield 2007; Maxwell and Aggleton 2010). Hence agency and control are limited as
‘the subject has no ontological substance beyond the discursive’ (Butler, 1990; 173 in
Bryant and Schofield 2007). In a Foucauldian framework, the individual is “an effect
rather than an essence” (Mills 2003; p82). For many women, Petchesky (1995) notes
how their bodies/selves are so enmeshed in social relations, they cannot be
constructed as autonomous; their identities, especially due to their roles as primary

carers and nurturers, may be partly or entirely “dissolved in kinship structures” (lbid;

P402).

However, there has been increasing critique of the Foucauldian ‘subject as
discursively constructed’ convention as empirical evidence has revealed this approach
to be ‘overly mechanical and determinist’ (Bryant and Schofield 2007; p322) and
represents the (unhelpful) substitution of biological with discursive essentialism
(Williams and Bendelow 1998). In work regarding female sexual subjectivities, Bryant
and Schofield (2007) draw on other empirical research, and their own life history
study, to highlight how praxeological aspects of sex are central to sexual
subjectivities, and how this advances notions of the body that are key for
understanding the agential subject. They indicate that although discourses of
sexuality are enacted through women'’s sexual lives, there is also a distinct
corporeality to the practices involved in making (agential) sexual subjectivities over
time — “it is in their bodily practice of sex that discursive meanings are engaged,

negotiated and given full meaning” (Ibid. p331).

Similarly, work regarding young women and their sexual relationships by Maxwell and
Aggleton (2010), characterises these ‘binary’ approaches to agency as ‘Butlerian’ and
‘Bourdieuian’; with the former noting, “discursive agency occurs when the subject who
has been so named (for instance, as a girl) is then able to name another” (Butler, 1997;
p29in Maxwell and Aggleton 2010; p328). In the latter (Bordieuian) approach, notions
of praxis are considered in relation to social agents (as opposed to subjects). Drawing

these two perspectives of agency together, Bryant and Schofield (2007) comment
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that “certainly the body and its practices are shaped by the requlatory discourses of the
social world, yet embodiment is also constitutive of social meanings which are associated
with sexual practice and identity” (p338). Although both approaches stress that agency
must be contextualised and that moments of agency exist everywhere; Maxwell and
Aggleton (2010) suggest a ‘third way’ to conceptualise agentic practice. Namely that
identifying more sustained agentic positions through ‘agency in action’ (2010), i.e. by
identifying agency as grounded in subject/agent’s understanding of power, control
etc. may be helpful in this way. Through their discussions with 54 young women
regarding their sexual and intimate relationships they suggest: ‘Feeling powerful,
understanding and describing your personality as being powerful and strong, and being
able to retell experiences in which you positioned yourself as in control, may offer some
of the young women in the study the possibility of being agentic in a more sustained way

over time and across their relationships.” (Maxwell and Aggleton 2010; p339)

| have briefly outlined these perspectives to indicate possible challenges to typical
conceptualisations of agentic contraceptive practice and reproductive control.
Moving on from this it is necessary to look at the body as a site for those notions of
control. Empirical research indicates that embodied experience is central to
contraception use. For example, Lowe (2005b) evidences how women privilege
embodied knowledge over textual knowledge in relation to contraception, i.e. what
women live out is more influential than the clinical evidence base (Lowe 2005b).
Similarly, two corporealities - the fertile and the sexual body were described by
emergency contraception users (Keogh 2005). In the same way that Keogh (2005)
notes the competing interests of these two bodies, it is interesting to consider the
nature of the contracepting and non-contracepting/'natural’ bodies respectively.
However, it has been noted that sociological and feminist theory, through its
preoccupation with the discursively constructed notions of self, has long ignored the

‘problem’ of the body (Williams and Bendelow 1998).

An increasing catalogue of work is seeking to address and theorise the body and its
agentic potential and to determine how the physical and discursive co-operate and/or

interplay (Maxwell and Aggleton, 2012) — a perspective largely overlooked in relation
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to contraception. In a development of their ‘agency in action’ concept, Maxwell and
Aggleton (2010) characterise how young women’s sensate and emotional
experiences of their sexual bodies can stimulate agentic practice. Drawing on other
similar literature that has positioned the body as integral to agency Maxwell and
Aggleton (2012) comment how “a crucial step to being agentic within sexual and

intimate relationships is for young women to feel connected to their bodies” (p308).

However, according to De Beauvoir “true autonomy is only possible if one achieves
control (and a degree of separation from) one’s body” (in Ruhl 2002; p652). Radical
feminist thought has historically positioned women’s reproductive body as
antagonistic, the key to their oppression (Letherby 1994; Granzow 2010) arguing, that
“women should be freed from the "tyranny of their reproductive biology” by any means
available” (Firestone 1971; p223 in Letherby 1994). This is interesting considering
more recent departures from Cartesian dualist thought, currently unpopular in
sociological and feminist scholarship (England 1989; Maxwell and Aggleton 2012), as
sentiments such as those of De Beauvoir strongly resonate with notions of mind/body
separation. As Granzow (2010) notes, “In accepting ideals for individual autonomy,
universal equality and human agency, liberal campaigners for women’s rights accepted
the notion that the body was split from and subordinate to the mind” (p46). Indeed, in
other research about reproductive medicalisation, Emily Martin (1987) noted that
women felt distinctly separated from their bodies especially in relation to

menstruation, menopause and birth (1987).

The *corporeal dilemma’ (Williams and Bendelow 1998; p115) situates on one hand,
women'’s bodies as disadvantaged relative to men and in need of separation and
control for purposes of equality. On the other hand, it is suggested that women should
not aspire to be like men at all and should affirm and celebrate their bodies, including
their reproductive potential (Williams and Bendelow 1998). Therefore, contraception
can be argued to offer possibilities for agentic practice, self/control and regulation of
the antagonistic, problem body. This ‘separation’ of the autonomous self (mind) from
the ‘tyranny’ of reproduction (body), facilitates myriad lifestyle choices and increases

power and agency. Conversely, it can be argued that the medicalised version of
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reproductive control has disempowered and alienated women from their bodies by
shifting its requlation to the medical discipline (Marshall and Woolett 2000; Diamond
1994; p69 in Ruhl 2002) - a perspective that troubles conventional thinking about
contraception as emancipatory. Theoretical challenges aside, Weeks (2010) makes a
valuable remark regarding the importance of acknowledging the reality of changes in
women’s lives (education, health, employment) afforded by access to modern
contraceptive technologies. Real shifts in women’s sexual lives have also been
facilitated through contraception and it is this, the sexual self/body in relation to

contraception that will be theorised in the next section.

3.1.2 Contraception - Sex for whose pleasure?

In chapter 2 I mention briefly some of the ways that contraception allowed for shifts
in women'’s sexual roles namely through the so-called ‘sexual revolution’ that
facilitated women'’s engagement in sex for pleasure without risk of pregnancy (Cook
2005; Weeks 2010). Women’s shifting sex roles can be theorised further.
Constructions of women'’s sexual identity are historically founded in the binary
dichotomous discourses of ‘good’ and ‘bad’ where women are cast as either
‘Madonna’/virgin or ‘whore’ (Barrett and Harper 2000; Bryant and Schofield 2007;
Vanwesenbeek 2009). Here, female sexuality is associated with danger and evil.
‘Ideal’ women demonstrate respectability through chastity, virginity or
responsiveness to male desire and ‘bad’ women are associated with sexuality,
promiscuity and labelled as nymphomaniacs, lunatics and prostitutes (Barrett and
Harper 2000; Bryant and Schofield 2007; Mort 2000; Lowe 2005b). In addition to this
demonisation of women, any expressions of female sexuality have been historically,
and continue to be, pathologised (Moynihan 2003), as explored further in section 3.3.
These stigmatising perspectives are those which confer the ways in which the initial
introduction of modern contraception to Britain was considered a moral threat to
women and society, offering potential for unregulated and undesirable sexuality
(Leathard 1980; Cook 2005). Where previously the chaste ‘Madonna’ figure
functioned as a passive recipient during sex, modern contraception enabled women

to be active in ways which had not been possible before.
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Despite women's sexual freedom now being a celebrated benefit of contraceptive
availability (at least superficially), it can be argued that normative discourses of
‘feminine’ behaviour continue to favour historic ideals of female sexual identity
(Fisher 2006; Mort 2000). This includes subdued expressions of sexuality, passivity,
few sexual partners, chastity and practices that socialise women to feel ashamed and
suspect about their sexual desires (Barrett and Harper 2000; Tolman 2002; Higgins
2009). This contrasts with experiences for men (normatively speaking) where
predatory heterosexual activity is constructed as a characteristic of idealised
hegemonic masculinity to which men should aspire (De Visser et al, 2009) and boys
learn early in life they have the ‘right to pleasurable sex’ (Higgins and Davis 2011; p3)
- a ‘double standard’ that is inherently sexist and hypocritical (Holland et al, 1998;
Cook 2005). Historically these differences were conceptualised through the
determinist ‘biological imperative’ perspective that explains (male) sexual behaviour
as biologically needs driven (Weeks 2002). However more recently, sociological
perspectives have highlighted the socio-cultural context and discursive constructions
of sexuality (Higgins and Davis 2011; Weeks 2010); challenging established ‘facts’, for

example, that men have a greater libido than women.

Due to the focus on contraception, my thesis explores female sexuality specifically in
relation to hetero-sex - a problematic version of sex for many feminists who perceive
it as a site of inherent oppression and victimisation of women, androcentric and
impossible to change within the context of patriarchy (Higgins 2007). Theorising
women’s experiences in heterosex, recent literature tends to characterise female
sexuality, especially that of young women, as expressed through Holland et al’s
concept of ‘Male in the Head’ (1998), i.e. that women defer their own sexual needs to
privilege their male partner’s pleasure (Tolman 2002; McClelland 2011). This concept
is congruent with the ‘Madonna’ responsiveness to male desire (Bryant and Schofield
2007). Similarly, many argue that contraception such as the pill, despite relative risk
to health, is a product of coercion as women internalise male dissatisfaction with
condom use (Lowe 2002) where inherent power imbalances make demanding
condom use difficult or impossible for women (Holland et al, 1998; Higgins 2007).

‘Inauthenticity in relationships,” where women avoid ‘unfeminine’ behaviours such as
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challenging or disagreeing with a partner, can also influence sexual and contraceptive
practices (Impett et al, 2008). Although | accept that women’s sexuality is shaped by
the legacies of patriarchal and heterosexist norms, | maintain that one must be
cautious to avoid perpetuating the notion that women are devoid of sexual agency.
Recent empirical work indicates that even though women may negotiate their
sexuality under conditions of patriarchal inequality, passivity cannot be assumed
(Jewkes and Morrell 2012; Lowe 2002; Higgins 2007). Referring back to Maxwell and
Aggleton’s (2010) concept of ‘agency in action’ for example, offers a way to imagine

women'’s sexually agentic practices despite patriarchal context.

Although typically more empirical than theoretical, the work of Jenny Higgins focuses
specifically on contraception in relation to female sexuality, namely sexual pleasure
(2007; 2014; Higgins and Davis 2007; Higgins and Hirsch 2008). Her 2007 publication
theorising hetero-sex highlights that women were not only pleasure focussed, but
sought contraception that would specifically maximise their enjoyment. Similarly,
Lowe (2005a) indicates how the emphasis on intercourse, and male sexual fulfilment
in sexual health/contraception discourses, perpetuates the male as the active and the
female as passive participant. The passive female is also deemed as suitably
responsible for contraception compared to the uncontrollably sexual male - a paradox
if we consider the chaotic and dangerous (‘whore’) version of female sexuality that
persists and the perceived irrationality of women (Lowe 2005a; Johnston-Robledo

and Chrisler 2013; Longhurst 2010).

These stereotypes are also reconstructed and reinforced through discourse, for
example, through medical fears of ‘abuse’ of contraceptive methods and ‘non-
compliance’ with contraceptive regimes (Lowe 2005a). Normative gender roles are
also reflected in clinical trials for prospective male hormonal contraception, which,
when compromising male sexual pleasure and function, are dismissed as
unacceptable, whilst many women’s hormonal methods are acknowledged
unproblematically to compromise sexual wellbeing (Higgins 2014; Higgins and Davis
2011; Higgins and Hirsch 2008). Arguably, any expectations that women should

endure compromised pleasure to privilege pregnancy prevention further subjugates
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women to the role of a passive (infertile) sex object and reinforces the ‘biological

imperative’ and sex for male pleasure.

These are just some examples that indicate the ways in which sexual pleasure is
gendered, specifically the subjugated position of female sexuality and desirability of
passivity. In the same way that there are norms around female sexuality, there are
alsoideal versions of female gender more broadly, which interplay with contraception

use and are considered in the next section.

3.1.3 Contraceptive responsibility as cultural intelligibility

'Gender is not a style or a game that can be played. It is a forced reiteration of norms, the

repetition of requlatory fictions that constitute the subject’ (Butler 1993; p95)

In this section, | theorise what doing (female) gender has meant for women over the
last fifty years since the introduction of the pill. In doing so, | indicate how ideal
femininity still positions childbearing and fertility as central, albeit within the context
of the modern procreative ideology that privileges the ‘willed pregnancy’ (Ruhl 2002).
Constructionist approaches to gender that are helpful to consider in relation to
contracepting include notions of performativity, i.e. the iterative process of acts that
constitute gender (Butler 1990) and the multiplicity of femininities including socially
dominant versions such as Holland’s ‘fluffy femininity’ (2004); or Connell’s
‘emphasized femininity’ (1987) as constituted within the contexts of (masculine)
power hierarchies (Jewkes and Morrell 2012). These approaches allow us to observe
how ‘doing gender’ (Butler 1993) or rather ‘doing gender correctly’ is reliant upon
different performances at different times and in different sites. In writing about the
introduction of the contraceptive pill, Julia Cream (1995) noted how, at that time,
doing gender correctly meant being heterosexual, married and childbearing. Despite
some increased flexibility and equality regarding sexual orientation and marital status
(Weeks 2010), fertility and motherhood are still defining characteristics of ideal
femininity and women are frequently defined in relation to their role as mothers

(Rance 1997; Letherby 1994). Voluntary childlessness (although increasing) is unusual
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or, at worst, deviant (Gillespie 2003) and infertility can undermine a woman's sense of
female identity (Letherby 2002). As such, fertility (as a prerequisite for motherhood)
needs not only to be regulated, but to be cherished and protected. As the ‘antithesis
of womanhood,’ abortion is also seen to challenge the concept of the ideal maternal
woman (Timpson 1996). In short, fertility and childbearing remain fundamental

components of female identity.

The expression of this fertility is, however, circumscribed in a way particular to the
British context. Facilitated by the complement of free women-specific methods
available, childbearing is expected to be planned and conform to the paradigm of the
willed pregnancy as anideal (Ruhl 2002). In Chapter 2 | indicated how the introduction
of the pill shifted contraception into the hands of the medical discipline but, where
previous contraception was a largely male practice, it also conferred gendered
expectations that women should take responsible contraceptive action to prevent
unintended pregnancy (Lowe 2002; Beynon-Jones 2013a; Olsen 2007). Cream (1995)
suggests that contraceptive practices (in her case oral contraceptive pill use), conform
to Judith Butler’s concept of ‘intelligible gender’ and that through this contraceptive
practice, women’s bodies are made ‘culturally intelligible.” Building on Cream’s (1995)
notion of pill use as culturally intelligible, contraceptive responsibility can be
perceived as part of the normative performance of femininity, the ideal version of
‘doing gender,’ for modern reproductive age British women. This is supported by
Granzow'’s (2010) observations that contraceptive responsibility ‘is now part of the
script that defines the heterosexual middle class White woman — the woman who values
liberal ideas regarding the importance and freedom attached to planning’ (p49). Indeed,
for western women, the ‘hegemonic status of the pill’ has been duly noted (Lowe
2002). In this way through the ritualised process of women’s contraception use, not
only is the fertile body requlated, but the female subject is re/constituted.
Contraceptive practices, discourses and experiences interplay with social divisions

such as class and race re/producing more nuanced female subjectivities.

Inthe same way that Cream (1995) discusses the cultural intelligibility of the pill, there

have been shifts that illustrate how this intelligibility may vary depending on historic
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time and site. For example, more recent clinical discourse around contraception
encourages abandonment of the seemingly out-dated method that is ‘the pill’ due to,
amongst other things, the propensity for ‘user failure.” Instead, technological
developments have meant that practice culture has started to favour newer, ‘more
effective’ LARC methods. Therefore, drawing on a specific example from chapter 2,
inthe 1970s and 1980s for example, (self-regulating) pill use was seen as modern, ideal
and thus intelligible, and IUC use deemed highly inappropriate for young women and
women without children. As IUC is now cited as ideal for all women, including the
young and nulliparous, the pillis increasingly reconstructed as riskier due to its inferior
efficacy thus starting to redefine that which is culturally intelligible in the context of

contraception.

However, despite its desirability, being contraceptively responsible can also offer
challenges to idealised femininity and incite the transgression of gender norms. For
instance, as desirable femininity still involves passivity and limited sexual agency, this
may confound women's efforts to use or seek contraception (as evidenced in chapter
2.2.2.1), as this involves the disclosure of sexual activity; specifically sex for pleasure.
Other contraceptive impacts may also challenge idealised versions of feminine
expression. For example, weight gain is incongruent with the social emphasis on
slimness, desirable for women in western society (Higgins 2007); erratic and sustained
bleeding contradicts discourses of ‘menstrual disqust’ and challenges women who
have been socialised to hide their leaky bodies (Allen and Goldberg 2009);
perceptions of compromised fertility challenge the social importance of women as
reproducers and mothers, mentioned earlier (Letherby 1994, 2002; Timpson 1996;

Rance 1997).

Thus, despite the purported benefits to women'’s lives, from theoretical perspectives
we can trouble the assumption that contraception unequivocally offers (more)
freedom for users. In fact, increasing medicalisation further to the introduction of the
OCP and shifts towards more provider-dependent technologies such as LARC, have
arguably compromised the extent to which contracepting can be considered an

agentic practice. In addition, the normative expectations and stereotypes about
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female gender, which fundamentally remain remarkably unchanged over the last 5o

years, may further shape women’s contraceptive practices.

Therefore, through a theoretical lens, contraception isimportant at an individual level
as a means for ‘doing gender,’ intersectionality theory can further highlight some of

the ways that the situated experience of the individual is shaped.

3.2 More Than a Woman - Intersectional approaches to understanding

contraceptive practices

First | wish to stress that | use the concept of ‘identity’ within this thesis tentatively,
conscious of a critical alternative to identity politics; one which is categorised by
tendencies to focus on differences between groups at the expense of ‘intra-group
differences’ (Crenshaw 1991 in Prins 2006; p278). My focus in the chapter so far on
theorising gender and sexuality as key facets of women'’s identity is driven by the
topic of my research, as experiences of modern contraception and managing
pregnancy are inextricably linked to (female) gender and sexuality. However, there

are myriad other characteristics that shape individual women'’s experiences.

‘Intersectionality’ (Crenshaw 1989) identifies that individuals and their experiences
cannot be explained through single categories/social locations and as such argues
that, “it foregrounds a richer and more complex ontology than approaches that attempt
to reduce people to one category at a time™ (Phoneix 2006). This ‘more complex
ontology’ is inclusive, anti-essentialist (Ludvig 2006) and crucially, facilitates the
address of differences and inequities that exist between (in this case) women
(Hankivsky et al, 2010) - so called ‘intra-group differences’ (Crenshaw 1991 in Prins,
2006; P278). When using this approach, it is necessary to consider the intersection of
the multiple categories occupied by any one individual; their gender, race, class, age,

religion to name a few, and captured more fully in Figure 3.1 below.
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i Intersectionality Displayed
nique
Circumstances ol in a Wheel Diagram

Power, Privilege

and identity ; (CRIAW, 2009, p- 5)

FIGURE 3.1 INTERSECTIONALITY WHEEL (CRIAW 2009)

As such, when using an intersectional approach ‘additive,’ fragmented approaches to
identity are rejected in favour of the perspective that these categories (gender, age,
class etc.) co —construct each other. These intersections are then considered in
relation to wider social locations, systems and processes (such as sexism, racism,
homophobia). As such the relational and multidimensional nature of social positions
can be illuminated (Phoenix 2006; Hankivsky et al, 2010). Constructionist
interpretations of intersectionality also reject a static view of identity categories
noting how these meanings and the systems in which they are embedded are fluid

and shift over time (Prins 2006).

Despite its popular status amongst many feminist researchers, intersectional
approaches are not unproblematic. For example, the empirical application of
intersectional theory has received limited attention (Bryant and Hoon 2006;
Hankivsky et al, 2010; Hankivsky 2012; Davis 2008). However, Davis (2008),
celebrates this ‘weakness’ noting that although ‘good theory’ is typically perceived as
“coherent, comprehensive and sound,” (p78) “Intersectionality initiates a process of
discovery alerting us to the fact that the world around us is always more complicated
and contradictory than we could have anticipated” (p79). Specific critique of its use in

sexual health research has identified various pitfalls. Anna Bredstrom’s (2006) work,
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whilst acknowledging the importance of Holland et al's (1998) thesis for sexual health,
critiques the intersectional approach of Holland et al,’s ‘Male in the Head’ (1998).
Bredstrom (2006) argues that their descriptive approach to race/ethnicity and class,
in addition to their key foci of gender and sexuality, means that these concepts are
treatedin a'pre-theoretical’ way (p235) and lack analytic meaning, i.e. the “differences
are acknowledged as empirical realities but theoretically overlooked” (p235). The work
is perceived by Bredstrom (2006) as maintaining a theoretical position where it is
possible to separate gender and sexuality from other characteristics. In addition,
when other social divisions are identified, it is in a way that highlights them as
problematic or deviant and as such reinforces the normative. For example, “issues of
culture and religion are only brought to bear on some women whose experiences then
are continuously measured and compared in relation to what becomes an unspoken
norm.” (p235). Others fear the consequences of intersectionality. For example,
Hankivsky (2012) notes how some researchers’ worry that de-centering the category

of gender will render it invisible and unimportant.

In the context of contraception, intersectionality is important in understandings of,
for example: how some women are abler than others to negotiate their sexuality or
contraception; how women’s contraceptive choices are circumscribed; and/or how
they may be discriminated against depending on their social location —a circumstance
that links to the concept of stratified reproduction which is discussed further in
section 3.3. As such, despite theorisations specific to female sexuality and gender
noted earlier in this chapter, | acknowledge that these are also unstable, unfixed
categories and cannot be viewed in isolation or assumed to be of profound
importance to the individual woman. Intersectional perspectives may therefore be
meaningful in challenging assumptions regarding gender and sexuality in the
experiences of contraception and managing pregnancy (for example, Holland et al,

1998).
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3.3 Our bodies, ourselves? Contracepting for the state.

‘The woman swallowing the oral contraceptive pill was now not only maintaining the
health and happiness of her family but also the future of the whole world’ (Cream 1995;
p166)

| have highlighted previously that women in Britain are coached into exercising
contraceptive responsibility within the context of the willed pregnancy. Specifically,
planned-parenthood following the achievement of successful educational and career
milestones has been positioned as the ideal for British women (Ruhl 2002; Draper
1972; Wilson and Huntington 2005). Although it may appear that conceptualisations
of ‘ideal’ circumstance may vary from person to person, and such decision-making is
a matter of private and personal preference, in this section | argue that there is also a
socially prescribed version of events and that the politics of reproduction are very
much a matter of public interest. | discuss attempts to mediate ‘contraceptive choice’
through discursive strategies such as responsibilisation and explore how the
production of contraceptively responsible women is reliant on a form of self-
governance that is heavily mediated by the medical discipline. In conclusion, | discuss
the ‘(M)others’ (Wilson and Huntington 2005) that are positioned outside of this
normative paradigm through ‘choice’/'irresponsibility’ or circumstance and how this

is problematised from a state perspective.

3.3.1 Neoliberal context and the dominant procreative ideology.

In contrast to the organisational and technocratic characteristics of neoliberalism as
related to contraception mentioned in chapter 2, here, | theorise the implications of
this ideology and how it has reconceptualised subjects as rational and knowing
(Weeks 2010; Ruhl 2002; Carabine 2007). Responsibility, individual freedom from the
state and increasing consumerist approaches (to contraception) (Granzow 2010; Hall
2011) are explored congruent with feminist critiques that identify these tendencies as
reflective of a masculine perspective 'that privileges patriarchal interests and exalts

separateness over connection’ (Roberts 1995; p1oos). Foucauldian critiques of
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neoliberalism and the ways in which subjectivities are discursively constructed

through dominant regimes of power, are also drawn on (Weeks 2010).

Despite the current absence of explicit external constraints such as laws regarding
reproduction and sexuality in Britain, Foucauldian perspectives identify self-
governance as the main means of social regulation. This includes the notion that
(sexual) subjectivities are, and have been, discursively requlated through: sex
education (Moore 2012a); policy and initiatives (Crowley and Kitchin 2008; Granzow
2010; Carabine 2007), religious doctrine (Crowley and Kitchin 2008) and marketing
(Medley—Rath and Simonds 2010; Padamsee 2011), to name a few. Disciplinary power
is invoked to reinforce the legitimacy of these messages. For example, despite being
historically desirable for young women to have children, teenage pregnancy is now
discouraged through the vehicle of ‘scientific’ and ‘medical’ discourses (Wilson and
Huntington 2005). The individual internalises and then acts in normative ways as
constructed through these discourses (Richardson 2004 in Weeks 2010) which are
frequently couched around feminist notions of choice and control (Medley-Rath and
Simonds 2010). The norms, once again, shift in relation to site and time as well as
being shaped by class, race etc. For individual women, and their reproductive bodies,
this means self-governance through taking responsibility for contraceptive practices
and planning pregnancy. Rose (1999 in Weeks 2010) suggests that in neoliberal states
the individuals “become entrepreneurs of themselves shaping their own lives through
the choices that they make among the forms of life available to them” (p230). However,
reproductive and contraceptive choices shape more than individual’s ‘own lives.’ The
state, has historically taken an interest in, and shaped, the requlation of reproduction
for populationist, eugenic and economic reasons (Ruhl 2002; Brookes 2013) - the
paradigm of reproductive liberty can be challenged for various reasons if we explore

societal expectations regarding reproduction.

Although efforts to control reproduction are nothing new, the way that a society

wishes to organise reproduction has been defined as the ‘procreative ideology’
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(McLaren 1990; in Ruhl 2002; p23) which in neoliberal states is currently the ‘willed’ or
planned pregnancy (Ruhl 2002). Expanding on the notion of contraception as
synonymous with modernity, Stephen Brooke’s (2013) exploration of family planning
and the British left characterises how, in the post-war period, acceptance of
contraception started to be reflected in discourses of modernity and future planning.
Family ideals were purported as those “deliberately conceived by intelligent citizens
with modern outlooks and modern interests” (p123). Hence large families and
uncontrolled reproduction were associated with hardship, poverty and low standards;
all of which post-war Britain was eager to leave in the past. Such populist agendas
were analogous with ‘family planning’ and thus, willed/planned pregnancy represents

the state - its modernity, prosperity and high standards.

In addition, conceptualisations of liberal rational subjects also favour the planned
pregnancy ideology. In the same way that the female reproductive body may be
‘separated’ and controlled, “the liberal individual operates outside of time, space and
bodily circumstances: the mind (rationality) floats above these particularities and can
freely engage with other minds, which are also on this suitably universal plane” (Ruhl
2002; p645). These individualistic liberal subjects are governed through their capacity
and willingness to self-regulate, also called ‘liberal governance’ through inculcation
and the habit of self-control (Ruhl 2002; Nadesan 2008) - exemplified in contraceptive
pill use (Granzow 2010). Liberal governance can be operationalised through the
paradigm of planned pregnancy and demands that women internalise responsibility
for reproduction in a way that assumes forethought and planning (Ruhl 2002). As
such, other approaches to pregnancy (unplanned, accidental etc.), despite their
wanted-ness, are problematic. Although the planned pregnancy ideology is not
necessarily unhelpful or threatening, it can be argued that for the female liberal
subject, her position is one of reproductive restriction circumscribed by this
procreative ideology rather than reproductive liberty. The planned pregnancy
imperative is mediated through various discursive strategies - discourses of ‘choice’

being the most common.
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3.3.2 Consuming contraceptive choice.

“If there is a shift from a desire to plan to an obligation to plan, there is a diminishing of

choice” (Granzow 2010; p50)
i

Western citizens generally live in an ‘era of choice’ (Solinger 2001). Consumerist
values and rhetoric have been appropriated in various ways including for the
healthcare sector (Newman and Vidler 2006) and ‘contraceptive choice’ is purported
as one of the key facets of reproductive health and rights more broadly (Rodriguez et
al, 2014). However, according to Valverde (1996; p8 in Ruhl 2002), “liberal citizens
have been granted the freedom to make choices precisely because they can be trusted to
make the right sort of decision.” Critiques indicate how supposedly free choice is bound
by many societal pressures and that choices are granted or limited based on several
factors (Weingarten 2012; Granzow 2010; Marshall and Woolett 2000). In this context,
the pressure is to make the ‘right sort of decision,’ to use contraception and plan
pregnancy. Choosing well, involves conforming to a “middle class, educated and
scientifically orientated worldview” (Ruhl 2002; p656) reflected by evidence based
medicine, and internalising the normative ideology of planned pregnancy. Choice also
hinges on the idea that we (and others) have autonomous ‘selves’ and a responsibility
for that self (Granzow 2010). In her work on deconstructing choice, Kara Granzow,
(2010) suggests that women'’s use of the pill is not agentic practice but an act of
repetition which supports the dominant (patriarchal) ideology as defined in the
context of neoliberalism. Agency is moulded by notions of obligation and
acceptability, which in turn affect the choices that are made (Sen 1990 in Beutelspacer
et al, 2003). The responsibilisation of women for reproduction and their individual
contraceptive choices are linked; as Ruhl (2002) suggests: “women then, need to
uphold their end of the bargain of reproductive freedom; contraception in exchange for
the guarantee to act responsibly where reproductive decisions are concerned” (p656).
Consequently, women who do not ‘act responsibly’ are subject to victim blaming
(Marshall and Woolett 2000), marginalisation and stigmatisation (Carabine 2007), the

prospect of which may shape choice considerably.
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Limits are also imposed by the material, economic and social conditions in which
choices are made (Weeks 2010; Chandiramani 2010) — “We do not all have choice in the
same way. Choice in itself is gendered, classed, aged, cultured, and available only in
accordance to ability and access” (Granzow 2010; p52). Holland et al (1998) indicated
how young women'’s choices are shaped by existing gender inequalities, which inform
early heterosexual encounters. For example, they do not feel confident to demand
condom use and/ or don't feel that their partners will be receptive to their requests in

the context of their relationships.

Finally, introducing Shellee Colen’s concept of ‘stratified reproduction’ (1995 in
Ginsburg and Rapp 1995), | wish to highlight how the choices available vary depending
on the individual and/or group. As noted previously, ‘contraceptive choice’ is a
construct that describes white middle-class women’s experience and ‘stratified
reproduction’ refers to how some women are perceived as more suitable for
reproduction than others (Ginsburg and Rapp 1995; Beynon-Jones 2013b). Beynon-
Jones (2013b), in her work on abortion services, uses this concept to explore these
strata, namely in this instance: youth, age, parity and class, indicating how abortion
services function as a site of stratified reproduction. ‘Choices’ are constructed as
rational or irrational depending on a woman'’s position/strata and this can translate
into direct influence on the individual. For example, abortion is characterised as
rational in youth when pregnancy is perceived to be inhibitory to aspiration. However,
for older women it is more problematic as discourse stigmatises older mothers who
have ‘selfish’, ‘risky’ or ‘ignorant’ delayed pregnancy (Beynon-Jones 2013b). In these
ways, | suggest that stratified reproduction links closely to intersectionality in that
how an individual’s characteristics intersect also reflect how that person may (not) be

desirable for reproduction.

In section 3.1 | suggested that reproductive control was a somewhat illusory concept
and here | have theorised the ways in which concepts of contraceptive and

reproductive choice may also be misleading. Granzow (2010; p49) also notes how ‘the
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language of choice makes submission to medical/technological intervention sound
intentional and informed' and it is the nature of contraception as an intervention that

will be explored in the next section.

3.3.3 Whose control? Surveillance, intervention and the state.

The proliferation of techniques for the subjugation and control of bodies and
populations was referred to by Foucault (1978) as ‘bio-power’. He argued that through
this, regimes of power are played out through regulation at bodily level (Bell and
Figert 2012; Nadesan 2008; Mills 2003). The two inter-related aspects of bio-power
are: 1) macro-level population control; and 2) micro-level bodily control (Macleod and
Durrheim 2002). This concept links clearly with contraceptive technologies that have
been developed specifically to regulate reproduction (population control) and
women'’s bodies. Foucault characterised how, from the 18t century, the state began
to perceive and treat citizens as a ‘population’ (Moore 2012a). Currently, the
neoliberal planned pregnancy ideology reinforces the value of (contraceptive)
‘technologies of the self.’ This concept, also Foucauldian, describes the ways in which
individuals self-reqgulate rendering themselves subjects of neo/liberal governments
(Nadesan 2008; pg). Although in Foucault’s work the body is discursively constructed,
this does not serve to render it passive and various forms of embodied resistance are
characterised (Mills 2003). In addition, Foucault (1980) suggests that power is not
possessed by an individual or institution and is instead relational —a circumstance that
offers an opportunity, therefore, for (dis)empowerment as powerful-ness is not a
fixed condition. Critics of Foucault however, highlight how concepts of resistance and
power are unsatisfactorily explained (Williams and Bendelow 1998; Ramazonaglu and
Holland 1993) although concepts such as ‘agency in action’ indicate how agentic
practice may indeed be instigated and change/ resistance affected (Maxwell and

Aggleton 2010; 2012).

Rose (1996) described three forms of self-technology: relating to the self
epistemologically (know yourself); despotically (master yourself); and attentively

(care for yourself). These ‘technologies of the self,’ especially since the advent of
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modern contraception, are strongly mediated by the state, namely the medical
discipline. It is under this surveillance or ‘gaze’ that normalising judgments are
embedded in dominant discourses and subsequently internalised by the individual. As
explained by Foucault: “There is no need for arms, physical violence. Just a gaze. An
inspecting gaze, a gaze which each individual under its weight will end up interiorising to
the point that he (sic) is his own overseer, each individual thus exercising surveillance

over and against himself” (Foucault 1980; p155 in McLeod and Durrheim 2002).

Reproduction and contraception is a key site of this regulation through
‘medicalisation’ (Marshall and Woolett 2000; Tone 2012; Padamsee 2011) —a concept
developed in the 1970s that refers to the involvement of medicine in the management
of society (Bell and Figert 2012). Hormonal contraceptives and devices such as IUC
require not only medicalised encounters, but sustained surveillance over women'’s
lives (Lowe 2005b). Feminist sociologist Anne Oakley (1993 in Lowe 2005b) identified
how these developments marked a distinct shift from contraceptive practice which
was historically reliant on non —medical interventions. Today, the power relations
between women and medicine are not straightforward and further complicated by
issues such as patient complicity in power/knowledge production (Lowe 2005b) and
increasingly consumerist approaches to healthcare (Newman and Vidler 2006; Lowe
2005b). In addition, Lowe’s (2005b) work regarding the contraceptive consultation
highlights how this encounter is further complicated as “ongoing prescriptions for the
‘well” means that the role of embodiment in establishing trust and expertise may not be

generalizable to other doctor/patient relationships” (p376).

However, women’s subordinate structural position in society, and sexist
conceptualisations of women’s bodies and sexuality, inform discourses around
contraceptive practice and shape both women’s and the medical subject positions
(Lowe 2005b). Typically, in contrast to the perception of masculine rational subjects,
women have been perceived as threatening and unruly “By virtue of the physical
processes of reproduction, from menstruation to pregnancy to menopause, women were
classified as inherently natural (i.e. more animalistic) and therefore incapable of rational

thought” (Granzow 2010; p45). Femininity represents the non-rational ‘other’ and
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occupies a disorderly and ‘animalistic’ body that demands regulation and control. This
perspective is manifest in the pathologisation of women’s bodies, particularly
sexuality where, for example, past preoccupations with hysteria, nymphomania,
masturbation etc. could, in the extreme, lead to surgical intervention (Studd 2007). It
can also be observed in contemporary ‘pharmaceuticalisation’ for example, of female
sexual dysfunction (Moynihan 2003) or for menstrual suppression (Mamo and Fosket
2009) (although admittedly the same markets exist for men with Viagra for erectile
dysfunction and the economic gain of Big Pharma is central). These preoccupations
and stereotypes mean that women’s bodies have been subject to disproportionate
intervention in contrast to their male counterparts. Rose’s work on medicalisation
(2007 in Bell and Figert 2012) notes how “some people are more medically made up than
others, women more than men" (p777). For this reason, the development of modern
contraceptive technologies using women'’s bodies as sites for intervention rather than
those of men can be viewed as inherently sexist (Ruhl 2002). The similarly sexist
outcome is then that it is the female body that is coded as contraceptively responsible

rather than that of the male (Beynon-Jones 2013a).

Marshall and Woolett's (2000) discourse analysis of texts related to pregnancy
indicates that women are positioned with limited agency, as unknowing about their
bodies and are unlikely to trust their own embodied knowledge. This is unsurprising
if we consider observations like those of Williams and Bendelow’s (1998) that indicate
how ‘experts’ (historically men) have regulated women’s pathological bodies to
compensate for the perceived irresponsibility and ignorance of the everyday (fertile)
woman. The ‘rhetoric of choice’ however (Granzow 2010; Marshall and Woolett 2000)
makes what is submission and compliance sound active and knowing (Granzow 2010;
P49) — a type of passivity in relation to medicine that can also be a facet of normative
femininity (Howson 1998 in Lowe 2005b) and is reinforced through contraceptive

discourses that refer to ‘compliance,’ ‘user failure’ etc.

Finally, drawing on concepts of: a) the planned pregnancy procreative ideology as
typifying white, middle class values (Ruhl 2002); and b) notions of stratified

reproduction that privilege the reproduction of certain individuals over others
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(Ginsburg and Rapp 1995; Beynon-Jones 2013b), it is possible to identify how
contraceptive practices may have eugenic effects. As eugenics can be defined in
terms of intention or effect (Mittra 2007), despite the absence of any deliberate
reproductive control policy in Britain, there may be unintended eugenic
consequences from the exercise of bio-power. Duster (1990 in Mittra, 2007; p165)
explores notions of ‘backdoor eugenics,’i.e. eugenic effects that may emerge through
“cumulative decisions of individuals who may or may not be considering the broader fate
of the gene pool.” Mittra (2007) then acknowledges that “to embrace a consequentialist
definition of eugenics is to problematize the libertarian presumption that individual
choices have amoral, innocuous or politically neutral consequences” (p166); highlighting
another challenge to notions of liberal, individual choice. Eugenic consequences are
possible if we consider those financial incentives suggested in the USA for women on
welfare, homeless women etc. (Diclemente and Young 2012) if they use a LARC
method of contraception (Higgins 2014). This can also even be understood to occur
through the types of provider incentives offered for LARC counselling as detailed in
chapter 2 and how these play out in practice. It has also been noted in British
contraceptive service delivery that women are judged on a social rather than medical
basis (Lowe 2005b). This was evident in Barrett and Harper’s (2000) study regarding
provider attitudes to women seeking emergency contraception — provision was
circumscribed by provider’s judgements about women's sexuality; or in the Beynon-
Jones's (2013b) study regarding abortion provision in Scotland — where providers had
different approaches depending on age, class etc. of the abortion seeker. Social and
moral judgments that shape contraceptive practices are also made when normative
roles and practices are transgressed. The outcomes of this will be explored in the final
section where | discuss the concept of the ‘deviant (m)other’ (Wilson and Huntington

2005).

3.3.4 Bad (M)other/subject?

In a Foucauldian analysis of Ireland’s sexual landscape in the early 20™" century,
regarding unmarried mothers, Crowley and Kitchen (2008) caution how "It is a

mistake to assume that all subjects bowed to the disciplining regime.” Certainly, many
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women, intentionally or otherwise, transgress the normative models of gender or
sexuality including contraceptive responsibility. They may also subvert expectations
about planned pregnancy. The result of this ‘irresponsibility’ or deviance has been
mentioned briefly and includes victim blaming (Marshall and Woolett 2000),
marginalisation and stigmatisation (Carabine 2007). Referring back to notions of
agency, control and ‘choice’ it is important to consider again how “we do not all have
choice in the same way” (Granzow 2010; p52) and therefore for some women,
transgression, resistance etc. may be more deliberate than for others. Jewkes and
Morrell (2012) note how “there are social rewards and sanctions which flow from
adoption of particular femininities, enforced through local moral discourses as well as
the threat and use of violence, which constrain the element of choice for women”
(p1730). The normative is set against alternatives for which consequences may be

severe.

In modern-day neoliberal Britain, it could be argued that the ‘teenage mother’ has
now replaced the ‘unmarried mother’ as the ‘popular’ deviant figure - one who
“embodies historically familiar and contemporary anxieties about female sexuality,
reproduction, fertility and ‘“racial mixing” (Tyler 2008; pi17). She is not only
‘irresponsible’ through her failure to self-regulate and her subversion of procreative
and gender ideals, but she may be cruelly vilified as, amongst other things,
‘disqusting,’ ‘a slag’ (Tyler 2008) and ‘unfit to mother’ (Wilson and Huntington 2005).
The historical foundations of this deviant subject are rooted not just in notions of
chaotic and unregulated female sexuality, but in associations with poverty and
illegitimacy (Wilson and Huntington 2005). Brookes (2013) characterises the classed
aspect of this (m)other succinctly as he notes that "working class sexuality, [was]
perceived as chaotic, uncontrolled and potentially dangerous both for working class
people and the nation” (p123) — a direct contrast to the middle class, educated
woman'’s planned pregnancy. Interestingly, concerns regarding the ‘epidemic’ of
teenage pregnancy have in fact, coincided with a decline in the teenage birth rate
(Wilson and Huntington 2005; TPS, 2010), a phenomenon that (in addition to

economic drivers noted in chapter 2) may be motivated by changing political and
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social perspectives regarding the roles and responsibilities of women (Wilson and

Huntington 2005).

However, any social and moral objection towards undesirable mother figures is rarely
explicit and is instead couched within discourses of risk and ‘good’ choice; for
example, regarding risks of poor maternal and child health outcomes (Wilson and
Huntington 2005) or risk of pregnancy (Ruhl 2002). The responses to deviant versions
of femininity and associated contraceptive practices or lack thereof, echo the
sentiments of stratified reproduction (Ginsburg and Rapp 1995; Beynon-Jones
2013b). Indeed, it is not just working class young woman who may be stigmatised in
this way. Letherby (1994) documents feminist acknowledgments that “women are
only considered fit to mother if they meet the appropriate criteria” (p526). Although
these ‘appropriate criteria’ vary, Britain currently privileges white middle class
contraceptively responsible versions of femininity as expressed within the planned
pregnancy procreative ideology. Therefore, regardless of the purported clinical risks,
the social risks also reinforce the imperatives for and desirability of contraception use

in this way.

3.3.5 Concluding Comments

In this chapter, | have explored the dominant normative discourses regarding
contraception at an individual (woman) level and facets of the planned pregnancy
ideology at a social (population) level. In addition, the interplay between the two i.e.
the importance of the intersection of an individual’s characteristics within the context
of wider social systems and processes, has been highlighted. Ultimately, in this
chapter | have sought to illuminate the meanings of (non)contraception use to
individual women and also the fallacy of notions of contraceptive choice. Some of the
potential social consequences of transgressing British/neoliberal norms and ideals are
in fact risks, which in turn, circumscribe the lived experience of contraceptive
practices. Therefore, in conjunction with chapter 2, | have begun to unpick the
assumptions inherent in typical contraceptive research, i.e. that contraception is an

individual-level free choice.
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I have highlighted how Foucauldian Feminist theorisations were instrumental in going
beyond the typical understandings of contraception, i.e. as an intervention to
mediate fertility, and in uncovering its multidimensionality. This in turn has shaped
the method design and analysis of my thesis, specifically by ensuring the diversity of
meanings and experiences of contraception be adequately captured. How this was

undertaken will be addressed in chapter 4.

84



Chapter 4 Telling stories and doing ‘homework’:
feminist methods for researching women’s
contraceptive lives

Understanding the interplay of myriad factors on women'’s contracepting over time
was the key aim of this thesis and has been explored at individual, social, historical
and theoretical levels in the preceding two chapters. | sought to design a method to
address the gaps in understanding and draw these influences together by capturing
the temporal, situated and subjective experience of individual women. Justifications
for using qualitative methods, as a feminist approach for researching women'’s
experiences of contraception were driven by the need to collect highly subjective,
detailed accounts of private life events. | characterise the research design and the
specific methods, namely life histories and the use of ‘graphic elicitation’ or map
making. Then, the recruitment and sampling strategy is described, followed by an
explanation of how the participant’s data was validated and a discussion of any ethical
concerns. Departing from the structure of a traditional methodology chapter, the
data analysis and reflections on my role as researcher are considered separately in
chapter 5. Due to the relative novelty of the analytical method this was deemed to be
the most helpful way to detail the research process and to how this was shaped by my

own position.

4.1 Using contraception and managing pregnancy: the need for a

holistic approach demands qualitative research

The specific research question(s) | am exploring in this thesis required a method with
the scope to capture in-depth and contextual factors, informed by the premise that
women do not make decisions about contraception in a vacuum. First, as a reminder,
it is helpful to re-visit the aims and objectives of the research in this thesis. The overall
aim of this project was to address the lived experience of contraception use to gain a
situated and subjective understanding of the influences that shape women'’s choices

to use, or not use, contraception throughout their reproductive lives.
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The following specific objectives of the research were designed to capture the nuance

of these circumstances and included:

e Draw together and characterise the historical contextual factors that may
influence British women's contraceptive choice;

e Analyse and situate British women'’s contraceptive experiences in relation to
these broader cultural, historical, political and economic factors;

e Explore the effect of individual women'’s life experiences on their decisions
about and practices regarding contraception;

e Identify any transitional life events that have influenced individual women's
decisions and practices regarding contraception;

e Explore the impact of women’s knowledge about contraception and if/ how
the sources of information and nature of their understanding may have
changed over their life courses;

e Explore the interplay between determinants of contraceptive choice/use;

e Capture the dynamism of the influences on contraceptive choice/use over the
individual life course; and

e To inform policy and practice in a way that is meaningful and relevant to

contracepting women.

The complex individual-specific matrix of micro and macro level factors are difficult,
if not impossible, to access without the subjectivities and detail afforded by
qualitative methods. Drawing on the evidence base discussed in earlier chapters,
there is substantial (quantitative) research that captures the individual level, cross-
sectional experience of contracepting which, although offering a generalised wider
picture of contraception use, fails to capture the situated meanings of contraceptive

practices.

Quantitative research of this nature places emphasis on measurement and
determination of causal links between variables (Denzin and Lincoln 2005) and fails

to illuminate why phenomena occur. Hence, this does not allow for the development
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of initiatives and policy that could function meaningfully in the lives of women. |
suggest that this kind of investigation lends itself instead to feminist qualitative

research.

Contraception use and managing pregnancy are issues that fall under the umbrella of

‘sexual health’, defined holistically by the World Health Organisation as:

"A state of physical, mental and social well-being in relation to sexuality. It
requires a positive and respectful approach to sexuality and sexual relationships,
as well as the possibility of having pleasurable and safe sexual experiences, free

of coercion, discrimination and violence.” (WHO 2006)

Although widely cited, this approach to sexual health is yet to be successfully
incorporated into public health practice (Wellings and Johnson 2013). Undertaking
narrative research, Gubrium (2011) recognised that the shift towards a holistic and
‘human’ approach means that contraceptive users should be (re)positioned as "social
agents with needs and desires to be fulfilled rather than passive statistics with attitudes,
beliefs and behaviours to be prevented” (Gubrium 2011; p321). Operating within an
interpretivist paradigm, qualitative research allows us to consider the ‘how’ and the
‘why’ and to access the subjectivities of women'’s life worlds and the meanings that
they attach to their experiences more-so than quantitative research (Denzin and
Lincoln 2005; Pope and Mays 2006; Lincoln and Guba 1985). It can also be used to
approach sexual health, including contraception, in the holistic way purported to be
best practice as per the recommendations above from the World Health Organisation
(2006). As such, both need to use a holistic approach to sexual health and the specific

research questions, demand a qualitative approach.

Qualitative research has also been described as a fitting way, by some the only
suitable way, to address issues of women’s (marginalised) position, experience and
oppression in society (Ackerley and True 2010; Ribbens and Edwards 2006; Maynard
and Purvis 1994). Gender, specifically women and their experiences, are at the heart

of this project. Without denying men'’s participation in the realm of contraception,
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women's lived experiences are starkly different, as for instance: in determining rates
of unintended pregnancy or abortion it is women'’s bodies that are counted; only
women have the embodied experience of pregnancy; only women have the embodied
experience of hormonal contraception and so on. Therefore, as the research question
seeks to address the diversity of women’s experiences and to contextualise the
experience considering their position as a woman in society, this research isinherently
feminist. For these reasons, and as a feminist woman researching women, qualitative

methods were again the most appropriate choice.

4.2 Telling stories and ‘doing homework’- Using life history methods
and graphic elicitation in qualitative research

4.2.1 Life history method- the personal is political

The research question requires a detailed, subjective approach that captures both the
micro and macro, the public and the private contexts in which women'’s choices about
contraception are made, i.e. the political, economic and broader social influences and
the embodied experiences, the personal preferences, the idiosyncrasies, all which
interplay to influence the choices that are made. In turn, these contextual factors are
not fixed and may shift over time, changing the standpoint and the decisions that are
made. Experience and life choices are a “fluctual praxis, always in flow and ever messy”
(Plummer 2001; p7). With this in mind, life history methods, combined with graphic
elicitation techniques, were selected as suitable approaches for accessing these

dimensions of experience.

Narratives are recognised as good access points to gain insight into individual life
worlds (Milligan et al, 2005; Sosulski et al, 2010; Gubrium 2011). Specifically,
narratives related to health allow us to access the experiences of individuals that are
often otherwise dominated by the ‘voice of medicine’ (Hyden and Brockmeier 2008;
p3) in a non-reductionist, holistic fashion, congruent with the aims of this research.
Although much qualitative research handles ‘narrative’ in one form or another, Chase

(2005) identifies life history as a mode of ‘narrative enquiry;’ the data elicited being
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not only prosaic, but centred around a commitment to biographical detail, structured

temporally and narrated by those that live them.

Considering the research objectives, life history methods were justified for the
following reasons. First, they offer the opportunity to deeply contextualise individual
experiences and situate them within wider social and historical context over time
(Hatch and Wisniewski 1995; Sosulski et al, 2010; Sparkes 1994). As demonstrated by
Pamphilon’s (1999) ‘Zoom Model’ for life history analysis, this method considers the
crucial micro and macro factors influential in a life and the material elicited represents
the polyphonic voice of an individual; the public, the personal and the private that
constitute one self (Plummer 2001; Miller 1999). Although the findings of life history
research do not claim to be generalisable to wider populations, and are, in fact, highly
individualised, the resulting holistic perspective can reflect the ‘bigger picture’, i.e. the
impact of politics, history and wider society onto the lives of individuals which allows
policy makers to attend to the compl