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Purpose: While several studies demonstrate an association between reproductive coercion or a lack of reproductive autonomy and
decreased mental health in women, little is known about potential mental health impacts when women are denied prescription
contraceptives. The aim of this research was to explore associations between prescription contraceptive denial and perceived ease of
future access to contraception, and self-assessed mental health.

Patients and Methods: Polish women (N=424) completed an anonymous online survey with demographic questions; perceived
stress (PSS-10), state anxiety (STAI-X1), and depression (CESD-R) assessments, and contraceptive access questions.

Results: Eighty-eight participants (21%) had experienced at least one episode of prescription contraceptive denial from a doctor or
pharmacist. There were no differences in stress, anxiety, and depression scores between women who had and had not ever experienced
denial. However, women who had experienced contraceptive denial within the last six months, had higher depression scores. In
addition, women who perceived future access as very easy had the lowest stress, anxiety and depression scores.

Conclusion: These results suggest that experiences and attitudes related to contraceptive access are related to perceived stress,
anxiety, and depression. Contraceptive denial and other access barriers constitute a significant public health issue that may impact the
health of women.
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Introduction
Reproductive autonomy is defined as “having the power to decide and control contraceptive use, pregnancy, and
childbearing”.! A broad term, one’s reproductive autonomy can be influenced by many factors that involve the
individual, government, culture, and society.” Conversely, “reproductive coercion” describes behavior that interferes
with the autonomous reproductive health decision-making of a woman.> While typically defined as perpetration by
a male intimate partner, reproductive coercion can be carried out by other family members.* For the purposes of our
research, it is critical to mention that reproductive coercion is also carried out in the structural domain through drivers
that create an enabling environment, such as government and legislative policies.” For example, this has taken the form
of coercive sterilization and contraception programs targeting certain demographic groups of women.®’ “Contraceptive
coercion” is a manifestation of reproductive coercion, referring to “any attempt to influence or control someone’s access
or ability to use or not use contraception as they wish”.”

There is a growing body of research on various forms of reproductive coercion—or lack of reproductive autonomy—
and decreased mental health in women.®'' Some of these studies focus on the effects of reproductive coercion influenced
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by legislation. In a study of US women, Liu et al® found that those living in States with “very hostile” abortion
restrictions had higher odds of frequent mental health distress than those who lived in States that were supportive of
abortion access. The longitudinal Turnaway Study assessed mental health in women who successfully obtained an
abortion, compared with those who were denied due to being past the legal gestational age to terminate a pregnancy.’
Participants who were denied had increased anxiety compared to those in the “near-limit” group (women who obtained
abortions who were just under the gestational age limit) in the first week after denial; and self-esteem and life satisfaction
were significantly lower in the women denied abortions than those in the near-limit group.’

Other studies have focused on the relationship between reproductive coercion in interpersonal relationships and
mental health. In Fay and Yee,'® women affected by reproductive coercion who carried the pregnancy to term were more
likely to report anxiety, ambivalence about the pregnancy, and other forms of intimate partner violence in their
relationships. In a study of women in Cote d’Ivoire, the odds of having probable PTSD were 2.3 times greater for
those who had experienced reproductive coercion than for those who had not."'

The concepts of reproductive autonomy, reproductive coercion, and contraceptive coercion, and how they impact
health, are topics of critical relevance in Poland. Poland has some of the most restrictive abortion laws in Europe'? as the
procedure is legal in only two circumstances: when the pregnancy poses a severe risk to the life or health of the pregnant
woman, or when the pregnancy is the result of a crime.'?

In 2019 (at the time of data collection), Poland scored last out of 46 countries on the European Contraception Policy
Atlas- which marks the countries on access to modern contraception—and was named one of two “worst performing”
countries, and one of two “most declined” countries since 2018, and has remained in the bottom spot of the atlas for the
last four years.'* Only two types of contraceptive pills are reimbursed by Poland’s national health fund'? and there are no
special reimbursements for youth or disadvantaged women.'"* Women cannot access emergency contraception (EC),
without a prescription, and doctors cannot prescribe it to a woman under age 18 without parental consent.'> Long-Acting
Reversible Contraception (LARC) is unaffordable, ranging from 120-250 EUR for a hormonal Intrauterine Device
(IUD), and 250-325 EUR for an implant.'*> With an average gross monthly wage of 1187 EUR a Polish woman could
spend over a quarter of her monthly salary on an implant.'® Voluntary sterilization is illegal for women, while vasectomy
is available for men in the private sector.'> In Poland, doctors can legally refuse to perform an abortion by citing
conscientious objection,17 which can also be invoked by nurses, obstetric nurses;'” and midwives.'? Some Polish doctors
also cite conscientious objection to deny prescriptions for contraceptives.'? At present, pharmacists do not have the
lawful right to conscientious objection, but in a study of Polish community pharmacists, 15% indicated that if permitted
by law, they would exercise the right.'”

While mental health has been examined related to restrictions on reproductive rights and abortion access,® and denial
or obtainment of abortion,’ to our knowledge there are no studies related to denial or obtainment of contraceptives, and
mental health. The aim of this study was to explore associations between reproductive coercion exercised by health care
professionals, namely women’s contraceptive prescription experiences, and their self-assessed mental health (stress,
anxiety, and depression). We hypothesize that (i) being denied prescription contraceptives will negatively affect mental
health, (ii) perceiving future access to prescription contraception as “hard” will negatively affect mental health.

Materials and Methods

Procedure
We used a cross sectional analytical study design with primary data collection consisting of a one-time, anonymous,
online questionnaire per participant. We wrote the questionnaire in English and one of the authors, a native Polish
speaker, translated it into Polish upon receiving ethical approval. We also included the Polish adaptations of three mental
health assessments, discussed in detail below. We then built the questionnaire on LimeSurvey — an online survey tool for
research institutes and universities -and pilot-tested it with five Polish women. Inclusion criteria for participation in the
study consisted of identifying as a Polish woman, at least 18 years of age and not older than 50 years.

For the purposes of this research, the definition of contraceptives is expanded from Hubacher and Trussell’s definition
of “modern contraceptives” as “A product or medical procedure that interferes with reproduction from acts of sexual
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intercourse” (pg. 420), to include their use for regulation of menstruation and other health concerns.'® “Contraceptives”
includes, but is not limited to, intrauterine device, contraceptive pills (birth control pills), hormone shot or patch, upper
arm implant, EC, or other contraceptives prescribed by a doctor. Barrier methods like condoms are not included as they
do not require a prescription and are available for purchase over the counter.

We designed the questionnaire to capture experiences, thoughts, and beliefs from both women who had and had never
sought contraceptives, and included three components: demographic questions, mental health assessments, and experi-
ence questions. Within the experience questions, the survey captured (i) whether the respondent had ever been denied
contraceptives (“yes” or “no”), (ii) the time passed since their most recent experience of contraceptive denial (up to 6
months vs over 6 months), (iii) perceived ease of future access. In the survey questions related to contraceptive denial, we
ask about both doctors and pharmacists (ie “Have you ever tried to get contraceptives but been denied them by a doctor
or pharmacist?”) due to anecdotal evidence that some women in Poland are denied by pharmacists. The 6-month cutoff
was chosen to enable a direct comparison between recent experiences and those that occurred further in the past. We
captured perceived ease of future access by asking a question: “In the future if you want to get a prescription for birth
control, how easy do you think it will be for you to get?”, on a 5-point Likert scale (with 1 being “very easy”, and 5 being
“very difficult”).

To avoid bias, we presented the mental health questionnaires before the experience questions related to seeking
contraceptives, as recalling an experience accessing contraceptives could have impacted the way a participant responded
to the mental health questionnaires. Data analysis for the results presented in this paper only include participants who had
ever tried to access contraceptives.

Once the questionnaire was active online, participants could self-select into the study. We posted an invitation to
participate on Facebook groups and webpages including Jagiellonian University; Polska Sie¢ Kobiet Nauki (Polish
Women Scientists Network); Centrum Praw Kobiet (Women’s Rights Centre); Lekarze Kobietom (Doctors for Women);
and Ogolnopolski Strajk Kobiet (Nationwide Women’s Strike). We chose these groups based on anticipated acceptance of
the research topic, in addition to having a wide audience with whom to share the survey. As the survey was based on
womens’ personal experiences, anyone who identified as a Polish woman, aged 18 years and older was invited to
participate in the study.

The study was performed in accordance with the Declaration of Helsinki. The project was approved by the University
Research Ethics Committee (UREC) at the University of Sheffield. We obtained informed consent from all participants at
the start of the survey. Participants were informed that due to the sensitivity of the topic, no personal identifiable
information would be collected, and they would not be able to be identified in published results. Participants who were
under the age of 18 were blocked from participation. At the end of the survey, we included four resources on reproductive
and sexual rights and psychological support services in Poland.

Mental Health Assessments (MHA)

The survey included three short mental health assessments: Perceived Stress Scale (PSS-10), State Trait Anxiety
Inventory (STAI-X1) and Center for Epidemiological Studies Depression Scale — Revised (CESD-R). PSS-10 by
Cohen et al consists of 10 questions that pertain to thoughts and feelings associated with stress within the past month,
assessed on S5-point Likert type scale.'” The Polish adaptation of PSS-10 is characterized by good psychometric
properties.”® State Trait Anxiety Inventory (STAI-X1) by Spielberger et al was used to measure the current state anxiety
in the studied women, asking how respondents feel “right now”, and consists of 20 items rated on a 4-point scale.”’ The
Polish translation showed good reliability and validity.* Finally, CESD-R by Eaton et al consisting of 20 items was used
to capture depressiveness over the last two weeks in the studied sample.?® The Polish translation of this questionnaire is
also characterized by high validity and reliability.>*

Data Analysis

First, we compared MHA among women who had and had not experienced contraceptive denial using Student t tests.
Next, we compared MHA among women who had and had not experienced contraceptive denial and women who
experienced contraceptive denial within the last 6 months vs over 6 months using General Linear Models (GLMs) and
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controlling for participants age (years) and self-perceived monthly income sufficiency (sufficient to cover their basic
needs/not sufficient). To avoid unequal sample sizes, perceived ease of future access was classified for the analyses into
three categories: “very easy”, “easy”, and “not easy”, with participants reporting any other answers. In other words, we
combined participants who perceived ease of access to contraception as “3- neither easy nor difficult”, “4 — difficult”, and
“5 — very difficult” into one category, labeled as “not easy”. MHA were compared across participants’ perceived ease of
future access to contraception in General Linear Models (GLMs) adjusted for participants’ age and self-perceived income
sufficiency. All analyses were performed using Statistica 13.0. For all analyses we adopted the significance level of

p<0.05.

Results
Participants

Eight hundred and fourteen Polish women who met the criteria of being aged at least 18 and not older than 50 years
participated in the study, with 519 (64%) full surveys submitted. We filtered the full surveys based on whether the
participant had ever tried to access prescription contraceptives ; 424 participants had ever tried to access contraceptives.
The range of ages for participants was 18 to 50 (Mean = 28.7, Standard Deviation 6.34). At least one participant
responded from all 16 voivodeships (provinces) except for Opolskie, and six participants were Polish women who lived
abroad.

Demographic data are presented in Table 1. A majority of study participants (n=194, 45.8%) lived in large Polish
cities (>500,000 inhabitants). The majority of participants (n=307, 72.4%) had a higher education level. One hundred
eighty-four participants (43.4%) indicated that their monthly income was sufficient to cover their basic needs.

Experiences of Denial and Perceived Accessibility of Contraception

Eighty-eight (20.8%) women had ever experienced denial from a doctor or pharmacist; thirty women had experienced
denial more than once. There was no statistically significant difference in age and mean mental health assessment scores
between women who had ever experienced denial from a doctor or pharmacist and those who had not (Table 2).
Comparisons were made using the Student ¢ test. The proportion of women who reported being denied from a doctor or

Table | Sociodemographic and Health Characteristics of Respondents of a Survey
of Polish Women on Contraceptive Access and Mental Health (N=424)

Mean (SD) N (%) | Range

Demographic data

Age 28.7 (6.34) 18-50
Education — proportion of university education 307 (72.4%)
Place of residence — proportion of >500,000 inhabitants 194 (45.8%)
Income — proportion of sufficient income 184 (43.4%)

Accessibility of contraception
Experienced denial 88 (20.8%)
Experienced contraceptive denial in the last 6 months 10 (12.0%)

Perceived ease of future access

Very easy 131 (30.9%)
Easy 143 (33.7%)
Not easy 150 (35.4%)

Mental health assessment

Stress (PSS-10) 19.6 (6.71) 3-39
Anxiety (STAI-X1) 43.4 (11.37) 21-74
Depression (CESD-R) 19.9 (14.01) 0-58

Notes: PSS-10 refers to Perceived Stress Scale, STAI-XI refers to State Trait Anxiety Inventory for state
anxiety, CESD-R refers to Center for Epidemiological Studies Depression Scale — Revised.
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Table 2 Comparison of Mean Stress, Anxiety, and Depression Scores and Sociodemographic Characteristics Between
Survey Respondent Groups Based on Experience of Contraceptive Denial

Ever been Denied | Never been Denied | t Df | P

Mean Mean
Stress (PSS-10) 19.1 19.8 —0.79 | 422 | 0.429
Anxiety (STAI-XI) 43.0 435 —0.36 | 422 | 0.721
Depression (CESD-R) 19.8 19.9 —0.04 | 422 | 0.969
Age (years) 288 28.7 0.17 | 422 | 0.864

N (%) N (%) % Df | P
Education — proportion of university education 239 (71.1) 68 (77.3) 1.31 | 0.25
Place of residence — proportion of >500,000 inhabitants | 157 (46.7) 37 (42.0) 0.62 | 0.43
Income — proportion of sufficient income 152 (45.2) 32 (36.4) 2.23 | 0.13

Notes: PSS-10 refers to Perceived Stress Scale, STAI-XI refers to State Trait Anxiety Inventory for state anxiety, CESD-R refers to Center for
Epidemiological Studies Depression Scale — Revised.

pharmacist did not differ by education level, place of residence, nor by income (Table 2). There was also no statistically
significant difference in stress (F(;, 420)=1.28, p=0.26, np2=0.003), anxiety (F(;, 420=0.61, p=0.43, np2=0.001), and
depression (F(;, 420y=0.12, p=0.73, np2<0.001) scores between women who had ever experienced denial and those who
had not, after controlling for participants age and self-perceived income sufficiency.

Among women who had ever experienced contraceptive denial 12.0% (n=10) had experienced this in the last 6
months. Women who had experienced contraceptive denial in the last 6 months obtained the higher depression (CESD-R)
scores than women who had experienced contraceptive denial over 6 months ago, after including women’s age and
monthly income as covariates. We observed no statistically significant higher stress (PSS-10) and anxiety (STAI-X1)
scores among women who recently experienced contraceptive denial (Table 3).

The majority of participants perceived future ease of access to contraception as “very easy” (n=131, 30.9%) or
“easy” (n=143, 33.7%). There was a significant relationship between perceived future ease of access to contra-
ception and stress (Figure 1), anxiety (Figure 2) and depression (Figure 3) scores, after controlling for participants
age and self-perceived income sufficiency. Women who perceived future access to contraception as very easy had
lowest MHA scores, and women who perceived future access to contraception as not easy had the highest scores
(Table 4).

Table 3 Comparison of Mean Stress, Anxiety, and Depression Scores and Sociodemographic Characteristics
Between Survey Respondent Groups Based on Time Since the Last Experience of Contraceptive Denial, After
Controlling for Participants Age and Self-Perceived Income Sufficiency

Being Denied Within Being Denied Over F P npz

the Last 6 Months 6 Months Ago

Adjusted mean Adjusted mean
Stress (PSS-10) 21.9 18.5 2.42 0.124 0.030
Anxiety (STAI-XI) 455 42.2 1.51 0.222 0.019
Depression (CESD-R) 28.5 18.1 5.56 0.021 0.066

Notes: PSS-10 refers to Perceived Stress Scale, STAI-XI refers to State Trait Anxiety Inventory for state anxiety, CESD-R refers to Center for
Epidemiological Studies Depression Scale — Revised, npz refers to partial eta-squared.
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Figure | Relationship between perceived ease of future access to contraception and Stress (PSS-10) among study participants, after controlling for participants age and self-
perceived income sufficiency.
Note: PSS-10 refers to Perceived Stress Scale.
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Figure 2 Relationship between perceived ease of future access to contraception and Anxiety (STAI-XI) among study participants, after controlling for participants age and
self-perceived income sufficiency.
Note: STAI-X| refers to State Trait Anxiety Inventory for state anxiety.
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Figure 3 Relationship between perceived ease of future access to contraception and Depression (CESD-R) among study participants, after controlling for participants age
and self-perceived income sufficiency.
Note: CESD-R refers to Center for Epidemiological Studies Depression Scale — Revised.

Table 4 Comparison of Mean Stress, Anxiety, and Depression Scores and Sociodemographic
Characteristics Between Survey Respondent Groups Based on Perceived Ease of Future Access to
Contraception, After Controlling for Participants Age and Self-Perceived Income Sufficiency

Very Easy Easy Not Easy F p 'qu

Adjusted mean | Adjusted mean | Adjusted mean

Stress (PSS-10) 18.8 19.0 21.0 3.59 | 0.029 | 0.017
Anxiety (STAI-XI) 41.1 42.7 45.9 3.84 | 0.022 | 0.018
Depression (CESD-R) | 17.0 19.2 23.0 4.85 | 0.008 | 0.023

Notes: PSS-10 refers to Perceived Stress Scale, STAI-X| refers to State Trait Anxiety Inventory for state anxiety, CESD-R refers
to Center for Epidemiological Studies Depression Scale — Revised, npz refers to partial eta-squared.

Discussion

This was a cross sectional analytical study to explore women’s perceived stress, anxiety and depression related to
prescription contraceptives experiences. We observed that twenty one percent of participants who had ever sought
prescription contraceptives had experienced at least one episode of denial. This suggests that Polish women are denied
contraceptives that should be easily accessible, per the recommendations of the WHO in the Model List of Essential
Medicines. Even more concerning is the fact that the medications listed are designated as those required for a “basic
health system”.?> Although we have not observed any differences in MHA scores between women who had ever
experienced denial from a doctor or pharmacist and those who had not, we have shown that recent experience of denial
might be related to the level of depression.
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This finding suggests that experiences related to being denied contraceptives (especially those in the recent past which
are fresher in the minds of participants) may have an impact on the well-being of women. Being denied access to basic
human rights such as control over one’s reproductive freedom, or reproductive autonomy, similarly to any other type of
discrimination, may contribute to decreased mental well-being and adverse health effects.”® Moreover, we have shown
that women who perceived future access to contraception as very easy had the lowest MHA scores, and women who
perceived future access to contraception as not easy had the highest scores.

It is viable that women with increased levels of depression and anxiety perceived future access to contraception as
more difficult as a result of biased cognitive processing associated with depression which includes a negative view of the
world and the future.?” There is also a possibility that the increased depressive symptoms in participants facilitated better
recall of distressing past experiences such as being denied contraceptives. If this was the case, however, this effect should
apply equally to events before and during the last 6 months preceding the survey. In our study we observed increased
depression levels only in women who experienced contraceptive denial during the last 6 months as compared to women
whose last unsuccessful attempt happened earlier than that. Future studies should explore these effects from
a longitudinal perspective and in more detail, including how women cope with denial and what actions they take to
successfully obtain contraception.

To the best of our knowledge, this is the first attempt to measure a potential relationship between prescription
contraceptive access and mental health. Contraceptive denial remains one of the least studied topics of reproductive
health care. While mental health has been examined related to denial or obtainment of abortion” we have not found
literature related to conscientious objection or contraceptive denial, and mental health. We have also not found studies
related to perceived contraceptive access and mental health.

Strengths and Weaknesses

This study had several strengths, the first of which is that it covered a topic that normally takes a backseat to abortion
denial. By surveying women specifically about accessing prescription contraceptives, we got an initial sense of emotional
reactions experienced. Another strength is the anonymous, online survey format which gave women an opportunity to
share their thoughts on a highly charged and stigmatized topic in Poland.

This study had several limitations, the first being that the design of the study makes it impossible to always infer
causality. Women who perceived future access to contraception as “very easy” had significantly decreased stress, anxiety
and depressiveness compared to women who perceived their future access to contraception as “not easy”. These findings
indicate a relationship and warrant further study, though the results should be interpreted with caution.

In addition, the study only controlled for age and self-perceived income sufficiency, and did not control for factors
such as mental health history, medication use, or resilience and coping with stress. The survey did not control for other
potential personal and structural aspects involved in one’s experience of contraceptive denial or access, such as the type
of health system the participant engaged with (ie public vs private services), more accurate measures of one’s socio-
economic status, or other factors related to a participant’s social and obstetrical profile. To ensure anonymity, participants
could not save the survey and continued it later, so participants were required to complete it in one session. As a result,
some participants may have navigated through the survey quickly, or had other environmental factors at play, potentially
affecting the nature of their responses.

Given the small and relatively homogenous study sample (N=423), the results cannot be generalizable to Polish
women as a whole and warrant further study with a more representative sample. The surveyed population consisted
primarily of women who self-selected into the study from links posted on social media, who were assumedly interested
and engaged in the topics of contraceptive access and reproductive health. The majority had a higher education level,
which meant that we did not reach a population that likely has greater difficulty accessing contraception. Participation
was also centered in a few voivodeships. We collected primary data online, which did not allow for the researchers to ask
clarifying questions or respond to questions from participants. In-person interviews or group interviews may have
provided more context, but consideration for the sensitivity of the topic and the anticipated desire of some participants
to remain anonymous resulted in the decision to survey online. Recall bias is a consideration as we asked survey
participants to recount experiences that may have occurred in the distant past.
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Practical and Policy Implications

We believe the results of our study make a case for further research on the mental health consequences of contraceptive
denial. To ameliorate this situation for women who face the possibility of conscientious objection, we recommend the
following policy considerations.

e Use social media to promote the availability and use of apps and telehealth to access services including contra-
ceptives and mental health care.
e Build online forums for women to safely discuss how to access contraceptives, including barrier methods.
o At the legislative level:
o Promote health policy that integrates mental health with reproductive health.
o Advocate for the availability of over-the-counter contraceptives and emergency contraception that do not require
a prescription or parental consent.

This research can begin to fill a gap in the study of the potential interplay between mental health and prescription
contraceptive access, and makes a case for “going to the source” by involving the populations most impacted.
Conscientious objection in Poland has garnered significant attention in the recent past, and this focus is a strength to
be drawn upon.

Recommendations for Further Research

Several questions have emerged from this study and warrant further research. Additional research to explore ease of
contraceptive access and mental health in women from smaller Polish cities and villages, and of varying income levels is
needed. The perspectives and experiences of women who have not participated in higher education is also largely missing
and should be studied.

Future research should study effects of the contraceptive denial from a longitudinal perspective and in more detail,
including how women cope with denial and the actions they take to successfully obtain contraceptives. Future studies
should also explore why contraceptive denial seems to affect one aspect, and not another aspect (ie depression, but not
stress or anxiety), of mental well-being. In addition, the generation of these themes included data only from women who
had ever sought contraceptives, thus an important perspective is missing. It is also critical to determine if women are
denied as a “matter of conscience” when seeking contraceptives to treat other health conditions. In this study, women
who were denied were not asked about the primary purpose of accessing contraceptives in the last occasion of denial.
Many women use contraception not primarily for birth control but to regulate their menstrual cycles or alleviate
dysmenorrhea. The mental health consequences of limited access to contraceptives can vary depending on the specific
reason for its use. It is also important to explore, outside of conscientious objection, the various reasons doctors and
pharmacists deny contraceptives such as postponement for service reasons or not prescribed due to medical
contraindication.

Given the restrictions placed on accessing emergency contraception (EC) in Poland, similar research on the mental
health considerations of ease of EC access with a representative sample should be studied. When taken within five days
after unprotected intercourse— which may include contraceptive failure, or sexual assault - EC can prevent over 95% of
pregnancies; with increasing effectiveness the sooner it is taken.”® The inaccessibility of EC for Polish women during this
five-day window of opportunity has the potential to be more devastating and stressful than difficulties accessing other
types of contraceptives. This is a critical issue that needs additional research.

Conclusion

This research indicates a potential relationship between experiences and attitudes towards contraceptive access, and
higher self-assessed stress, anxiety, and depression. Contraceptive denial and other barriers to access directly affect the
autonomy and health of women in Poland. Reproductive rights are an integral component of human rights, including the
right to life, the right to physical integrity, and the right to the highest attainable standard of physical and mental health.*’
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The untapped issue of contraceptive denial and mental health outcomes warrants additional research in Poland, and

beyond.
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