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Abstract
Background: Birth control methods have rapidly evolved over the past several decades, but little research
has explored how women interact with contraception over time. Exploring contraceptive beliefs,
perceptions, and attitudes of women in midlife can reveal much about how lived experience affects
contraceptive decisions and reproductive health choices.

Methods: Individual, semi-structured interviews were conducted with 20 women between the ages of 40
and 55 who had not reached menopause and did not have a permanent method of sterilization. Data
were coded using qualitative descriptive methods.

Results: Three major themes were identi�ed: 1) journey toward empowerment; 2) �nding the right �t:
evolution over time; and 3) anticipating a transition. Past experiences with or fear of side effects and
hormones were common reasons to change or avoid certain birth control methods. Most participants
were happy with their contraceptive method; however, those who were unhappy were more likely to
vocalize fatigue at continuing to need contraception as menopause approached.

Conclusion: Approaching contraceptive counseling from a place that considers the journey with
contraception over a reproductive life span will help identify how beliefs, perceptions, and attitudes of
women affect their contraceptive practices and choices.

Background
The �eld of contraception has undergone a remarkable evolution in the past several decades. So
remarkable, in fact, that the United States’ Centers for Disease Control and Prevention named family
planning one of the success stories of public health in the 20th century [1]. Around the globe, women
have seen their options and access to highly-effective contraception increase, albeit unevenly across
nations with vast discrepancies in resources. But how have these changes in methods interacted with the
changes that take place over the course of a woman’s reproductive years?

Women nearing menopause have seen this evolution take place throughout their reproductive years. A
woman currently in her mid-�fties likely started her journey with contraception in the early-to-mid 1980s,
when only a few types of contraception were available. A plethora of delivery systems and hormonal
formulations have been created during the past several decades. Are women trying newer methods, or do
they continue largely unaffected by such advances? How do past experiences, both positive and negative,
in�uence current contraceptive decision-making? The most recent data collected from 2006–2010
indicate that women in the US aged 15–44 use an average of 3.1 contraceptive methods during their lives
[2]. These data suggest that many women will only use a small number of the various family planning
methods available.

A literature review was conducted to assess for previous studies that evaluated women’s perceptions and
experiences with contraception over time. Two studies qualitatively explored perceptions of young
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women who identi�ed as Black and Latina. Gomez et al. found previous experiences with side effects
and high levels of distrust in medical providers and based on experiences of others as affecting their
decision to use a long-acting reversible contraceptive [3]. Downey et al. identi�ed an iterative, relational,
and re�ective process in which young women made contraceptive decisions [4]. Another study explored
the contraceptive journey of women age 16–50 quantitatively, evaluating methods used, reasons for
changing a method, and interactions with healthcare providers [5]. To our knowledge, the current study is
the �rst to address the contraceptive journey from the perspective of women in midlife, between the ages
of 40 to 55, who arguably have the longest time frame of experience but are rarely included in
contraceptive research [6]. Consequently, little is known about the reproductive journeys of women in
midlife, who have potentially been using contraception for three or more decades [7, 8].

There is currently much debate among family planning practitioners and researchers regarding how to
make birth control methods and counseling more patient-centric [9, 10]. Efforts to move past tiered
contraceptive counseling, based on method effectiveness alone, is losing favor as reproductive justice
becomes the default framework [11, 12]. Included in this effort is considering the lived, personal
experience of the individual as equally important if not superior to the evidence-based, scienti�c
knowledge [4, 13]. Part of the process that is necessary to elucidate these perspectives involves feminist
and intersectional qualitative research [14]. To this effect, the present qualitative analysis explores the
following questions: How do women in midlife view their contraceptive journey? What shapes their
current beliefs, perceptions, and attitudes about contraception? What can be learned from women in
midlife that may help women across the reproductive lifespan?

Methods
Sample. Participants were recruited throughout the Research Triangle area of North Carolina, a mid-sized
urban community compromised of several smaller cities. Information about the study and pertinent
contact information was included on �yers placed at women’s health clinics and public venues that reach
a wide variety of women such as libraries, grocery stores, and coffee shops. Recruitment also occurred
through snowball sampling: study participants were also encouraged to tell friends or family who may be
interested about the study [15]. While there was no a priori number of participants we were seeking to
recruit, per qualitative traditions we sought to recruit until we reached data saturation and no new themes
or concepts were identi�ed [16].

The following criteria guided participant recruitment: identifying as a woman, being between the ages of
40 and 55, speaking English, and having not yet reached menopause. Exclusion criteria included having a
permanent method of sterilization or having a partner with a permanent method of sterilization.
Sterilizations were excluded to ensure the research focused on those still making contraceptive decisions
over 40. Approval was sought from the Medical University of South Carolina’s Institution Review Board
(IRB), and the study, #Pro00089636, was deemed exempt from Human Subjects Research Regulations.
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Data Collection. Interested participants telephoned the PI for prescreening eligibility or �lled out a secure
online survey through REDCap. Those who screened eligible were contacted to set up an interview time
and location. Interviews were face-to-face, individual, semi-structured, and in-depth. An interview guide
steered the discussion and covered topics such as contraception, pregnancy planning, and the approach
of menopause. The guide was minimally revised during data collection based on early interviews.

The interviews occurred between September and December of 2019 and were all conducted by the �rst
author. Interviews took place at locations selected by the participants to ensure ease of access and
optimal comfort level. Most often, interviews occurred at coffee shops, fast food restaurants, and public
libraries. Each participant was interviewed a single time. Interviews lasted between 35–55 minutes and
were audio-recorded with a handheld device and then transcribed verbatim. Participant verbal consent
was obtained by the interviewer at the time of the interview. Participants were given $25 gift cards to
compensate for their time.

Data Analysis. The study was conducted within a qualitative descriptive approach. The goal of qualitative
description is to describe an individual’s experience in that individual’s own words at a manifest level [17].
Qualitative descriptive methodology is based on the overarching principles of naturalistic inquiry,
meaning that people are observed and interpreted within the social and cultural context of their lives [18].
First and second level qualitative coding was initiated by the �rst author consistent with qualitative
descriptive methodology [19]. Three overarching themes were identi�ed based on thorough review of the
�rst and second level codes and all second level codes were organized under the relevant theme.

The fourth author reviewed all �rst level coding for the �rst 10 interviews and the second level coding for
every other interview. Additionally, the second and third authors reviewed all coding on a quarter of the
interviews and provided input to the �nal coding matrix and themes. Areas of disagreement were
discussed, and consensus was obtained among all authors. Interviews were coded in Microsoft Word and
demographic data were analyzed in Microsoft Excel. Trustworthiness was enhanced through 1)
prolonged engagement with the transcripts, 2) creation of an audit trail, 3) use of re�exive journaling by
the interviewer, and 4) member checking with 9 participants. Member checking both assisted in
con�rming themes and also provided further clari�cation about participants’ interpretation and
understanding.

Results
Of the 32 women who completed prescreening eligibility, 22 participants met all the inclusion criteria. Of
these 22 women, 20 completed the study and 2 were unable to be scheduled for interviews due to
scheduling con�icts or being lost to follow-up. Participant recruitment continued until data saturation
was reached and no new themes were identi�ed. Table 1 shows the participants’ demographic
information in greater detail.
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Table 1
Demographic Characteristic of 20 Interview Participants

Participant #1 was a 40 year old single woman, identi�es as white, non-Hispanic and lesbian. She has
previously used the pill and condoms for contraception, currently using nothing. Has one child and is
sexually active with one female.

Participant #2 was a 53 year-old single woman who identi�es as white, non-Hispanic and bisexual.
She has previously used the pill and condoms, currently using nothing. She has no children and is
sexually active with one female.

Participant #3 was a 48 year-old married woman who identi�es as white, non-Hispanic and
heterosexual. She has previously used the pill, IUD, withdrawal, condoms, diaphragm, and the sponge,
is currently using condoms. She has one child and is sexually active with one male.

Participant #4 was a 46 year-old married woman who identi�es as white, non-Hispanic and
heterosexual. She has previously used the pill, condoms, and the sponge, currently using pills. She
has no child and is sexually active with one male.

Participant #7 was a 41 year-old single woman who identi�es as Black, non-Hispanic and
heterosexual. She has previously used the pill, patch, the shot, and condoms, currently using nothing.
She has four children and is not currently sexually active.

Participant #8 was a 47 year-old married woman who identi�es as white, non-Hispanic and
heterosexual. She has previously used the pill, condoms, and the sponge, currently using pills. She
has two children and is sexually active with one male.

Participant #10 was a 40 year-old single woman who identi�es as Black, non-Hispanic and
heterosexual. She has previously used the pill, ring, shot, IUD, and condoms, currently using an IUD.
She has one child and is sexually active with several male partners.

Participant #11 was a 47 year-old married woman who identi�es as white, non-Hispanic and
heterosexual. She has previously used the pill, IUD, fertility awareness, withdrawal and condoms,
currently using fertility awareness, withdrawal and condoms. She has one child and is sexually active
with one male.

Participant #12 was a 40 year-old single woman who identi�es as bi-racially Black and white, non-
Hispanic and heterosexual. She has previously used the pill, withdrawal, and condoms, currently
using nothing. She has two children and is sexually active with one male.

Participant #15 was a 41 year-old single woman who identi�es as white, non-Hispanic and
heterosexual. She has previously used the pill, fertility awareness, withdrawal and condoms, currently
using fertility awareness and withdrawal. She has no children and is sexually active with one male.

Participant #16 was a 52 year-old single woman who identi�es as Black, non-Hispanic and
heterosexual. She has previously used the pill, ring, fertility awareness, withdrawal, condoms,
diaphragm, and sponge, currently using condoms. She has two children and is sexually active with
one male.

Participant #17 was a 40 year-old married woman who identi�es as white, non-Hispanic and
heterosexual. She has previously used the pill, fertility awareness, and condoms, currently trying to get
pregnant. She has one child, two step-children, and is sexually active with one male.

Participant #20 was a 40 year-old single woman who identi�es as Black, non-Hispanic and
heterosexual. She has previously used the pill, and condoms, currently using nothing. She has no
children and is not currently sexually active.

Participant #22 was a 55 year-old married woman who identi�es as Black, non-Hispanic and
heterosexual. She has previously used the pill, patch, withdrawal and condoms, currently using
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fertility awareness, withdrawal and condoms. She has one child and is sexually active with several
male partners.

Participant #24 was a 47 year-old married woman who identi�es as Black, non-Hispanic and
heterosexual. She has previously used the pill, shot, withdrawal and condoms, currently using the
shot. She has one child and is sexually active with one male.

Participant #25 was a 42 year-old married woman who identi�es as Black, non-Hispanic and
heterosexual. She has previously used the pill, ring, shot, IUD, fertility awareness, and condoms,
currently using pills. She has two children and is sexually active with one male.

Participant #26 was a 44 year-old single woman who identi�es as white, non-Hispanic and
heterosexual. She has previously used the pill, ring, fertility awareness, withdrawal and condoms,
currently using nothing. She has one child and is not currently sexually active.

Participant #28 was a 48 year-old single woman who identi�es as white, non-Hispanic and
heterosexual. She has previously used the pill, sponge, and condoms, currently using pills. She has
two children and is not currently sexually active.

Participant #31 was a 44 year-old married woman who identi�es as Black, non-Hispanic and
heterosexual. She has previously used the pill and condoms, currently trying to get pregnant. She has
no children and is sexually active with one male.

Participant #32 was a 46 year-old divorced woman who identi�es as white, non-Hispanic and
heterosexual. She has previously used the pill, IUD, fertility awareness, condoms, diaphragm, and
sponge, currently using an IUD. She has two children and is not currently sexually active.

 

Three major themes were identi�ed: journey toward empowerment; �nding the right �t: evolution over
time; and anticipating a transition. Subthemes are presented in order of most to least prevalent.

Journey toward empowerment

Many women spoke of their contraceptive behavior at midlife in comparison to their younger selves. They
were able to identify a transition in their own behavior. This manifested in becoming more con�dent in
speaking up about the desire to use condoms, and in the ways in which they took experiences they had
with their own mothers and used them to inform how they talked about sex and health with their own
children in the present day.

More con�dence in addressing contraceptive needs. Over half of the women interviewed reported a
di�cult reproductive health scenario when they were young and newly sexually active. During their �rst
few years of sexual activity, women in this study reported adolescent pregnancy, abortion, and risky
sexual behavior. Some women also reported di�culty obtaining the contraceptive method of their choice,
due to family members preventing access or because of problems with insurance.

Many women in midlife described an increase in their comfort level when discussing their contraceptive
needs with their partner or partners compared to when they were younger. For some women, this meant
not using a method with which they felt uncomfortable. For others, it meant sharing the task of
contraception with the partner, such as using male condoms, instead of feeling the need to take care of it
all by themselves.
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Speci�cally, several women mentioned that they felt much more con�dent insisting on condom use from
their partners now than when they were younger. One woman discussed how she ensured safety against
sexually transmitted infections (STIs): “Condoms and plus, now since I'm a little bit more mature, you're
gonna go take a test for whatever disease before I even think about having sex with you.” Women who
speci�cally mentioned that condoms were currently non-negotiable with new partners were often the
same women who had talked about their own sexual risk-taking when not using protection in their youth.

The role of mothers. Mothers, or mother-�gures, played a large role in how women talked about
reproductive and sexual health in their youth. More commonly, women reported di�cult relationships with
their mothers. This di�culty manifested in numerous ways, from mothers who refused to talk about
sexual activity or birth control with their adolescent children to mothers who simply tossed contraceptive
pills across the dinner table at their daughters without further discussion. One participant recalled how
distressing it was when her mother scheduled her �rst well woman exam at an abortion clinic. Several
women reported approaching their mothers for help in obtaining contraception only to �nd that help
denied. One woman discussed a conversation that did not feel age-appropriate to her:

Well, when I got my period, I was 12, she told me I could get pregnant. And, um, I was still playing with
Barbie dolls and, um, sex was not something that was on my mind. For a very long time, even after that
conversation. So I was very confused. So she's not a person that I would really go to about anything
sexual whatsoever.

This initial encounter had longer-term impacts that extended beyond adolescent sexual and reproductive
health. As noted in the quote above, the participant felt that she could not turn to her mother with these
kinds of personal questions going forward. For many women, they reported that they continued to feel
strained in terms of health-related conversations with their mothers. Thus, women found themselves
without full knowledge of their family health history or information about their mother’s experience with
menopause.

However, women who had adolescent or young adult children prioritized talking to their children about
birth control and in many cases helped them select or procure their desired method. Women who had
negative experiences with their own mothers intentionally tried to create open and accessible dialogue
with their own children. They expressed a desire for the kind of communication and respect that they did
not receive themselves at that age. One participant noted: “Basically a lot of things that my mom did that
I didn't like, I made sure that I didn't do them with my child. Things like... I kind of used the reverse, um,
kind of like, this is what not to do as a parent.” Reclaiming the role of helper and advisor for their children
was empowering and essential for these women.
Finding the right �t: Evolution over time

Many women reported using fewer than 4 methods during their lifetime. Notably, half of the women in
this study had not used a hormonal method other than the pill. Many of the women who had continued
with the same method for decades reported no problems with side effects and general ease of use that
kept them from needing to change methods. A smaller number of women currently using a barrier or non-
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hormonal method reported previous side effects of hormonal birth control that made them wary of all
hormonal methods.

Among women who had used more than 4 methods during their life, many discussed changing over the
years to �nd a method that better aligned with their lifestyle. For several women, this meant gradually
shifting toward methods with smaller doses of hormones. For others, it meant exploring nondaily dosing
options or switching to a coitus-dependent method if they were not frequently sexually active.

Hesitancy with hormonal contraception. Concern regarding the use of hormonal contraception was a
frequently discussed topic by participants. Some reported their hesitancy regarding hormones had
existed since they started using contraception in their youth. Avoiding pregnancy was so important to
these women when they were younger that they ignored their own hesitancy. As they got older, however,
they felt empowered to select a method that was more congruent with their desire to avoid exogenous
hormones. One woman said, “I've always been leery of [hormones], I just really wanted to protect myself
from becoming pregnant.” In a few instances, use of non-hormonal methods was made easier by an
increase in their knowledge about their own reproductive physiology, which helped them to feel more
con�dent using fertility awareness or a barrier method. So, while beliefs regarding hormones did not
change, the ability to act on them did.

Other women vocalized a more recent hesitancy to use hormonal methods. For some women, this meant
not using hormonal methods at all, but for others, it meant using methods with a lower or more localized
dose. Many women expressed a desire to have more bodily awareness or a natural hormonal balance
and were looking for methods that allowed for hormonal �uctuations, ovulation, or both. One woman who
had used contraceptive pills for many years expressed concern about the length of time she had been
using hormonal contraception:

Um, when I was younger I used the pill, I was not worried about hormones when I was younger. Like, I
knew there was risks to it, but when I was young I was like "eh, whatever, this is the easiest and the best
way to do it, and I'm just gonna do it." And then as I've gotten older I've thought "You know what? I don't
think I should really be on the pill nonstop for twenty, thirty years." So, the thought of like, what something
is doing to my body has gotten more pronounced as I've gotten older. I care more about what it's doing to
me.

Experiences with side effects or perceived risks. Although some women, especially those who had been
using the same methods for several decades, reported no problems with side effects, many women had
experienced side effects that in�uenced their perceptions of the safety and ease of use of contraception.
For two women, a family history of breast cancer affected their perceptions regarding the safety of
hormonal birth control, especially regarding a method containing estrogen and their ages. Others had
experienced a decrease in their sex drive, an exacerbation of �broids, and/or fatigue that they attributed
to their hormonal contraception since the fatigue improved when they stopped using that particular
method. A small number of women said that side effects they experienced, even if those side effects
happened several decades in the past, would likely deter them from using a hormonal method again.
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Deciding to change methods. While the majority of women made these decisions on their own, a few
women speci�cally mentioned the role of their health care provider in prompting them to explore another
option. Generally, these suggestions were met positively, as long as the women felt the guidance was
individualized to their speci�c situation in life. Suggestions from the health care provider to change a
method in the absence of an identi�ed problem, however, were met with suspicion and distrust by women
in this study.

Birth control dissatisfaction and fatigue. A small number of women reported dissatisfaction with their
current method; their current method felt like a stopgap measure that would see them through to
menopause. Women who were unhappy with their current method of contraception were more likely than
women who were satis�ed with their method to report feeling fatigued with continuing to deal with
contraception in midlife. One woman expressed the following: “Me and birth control are ready to break
up… I'd say it was a newness in my 20 s, and a steady relationship, you know, in my 30 s, but it's kind of
time to have that conversation to end things.” Interestingly, all of the women who reported dissatisfaction
with their contraceptive method felt that it was very important to use a method until reaching menopause.
Anticipating a transition

Women in midlife are certainly aware of the existence of menopause and its present or future impact on
their lives. To women in this study who did and did not desire more children, midlife was a time of
shifting health priorities. One participant explained the transition by saying: “I think you get, you get away
from like let's make sure your body's ready for a baby to let's make sure you don't die at 50.”
Acknowledgement of health needs for a changing body. Almost all participants spoke of prioritizing their
own personal health and wellness. While most did not see menopause as a big, life-changing event, it did
make them start to think about how they should enter older adulthood by prioritizing themselves. Women
spoke of trying to eat better, exercise more, and integrate exercise that would counteract the stiffness and
decreased pliancy they already felt in their bodies. This view toward long-term health was not new for all
women, but it was something most of them shared in common. One women spoke of her own shift
toward considering her health in midlife: “Yeah, you know what, this is the time to start you know, prevent
it- you know go ahead and make you're sure- checking on myself, now that I'm getting older.” [Participant
#7] While reproductive health was important, a shift in priorities seemed to be occurring for women in
midlife. Their own personal health and wellness could no longer be put on the backburner. One
participant summed it up saying: “It's not about sex and having babies. It's about, like, staying healthy.”

Continuing to explore the possibility of pregnancy. While most of the women reported no plans for
pregnancy in midlife, seven of the twenty participants were actively trying to get pregnant or seriously
considering a pregnancy in the future. Women actively trying to get pregnant expressed some concern
about the likelihood of pregnancy given their age but felt hopeful and excited at the prospect of a
becoming a mother in midlife. The women considering another pregnancy all reported valuing a method
that gave them the ability to stop a method quickly and easily and allowed for a quick return to fertility.
Speaking generally of women having children at older ages, one participant said: “I think that's a trend
that's not going to change particularly in terms of pregnancy and having children, um, and so I think there
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is sort of room to know more and kind of adjust our services and our attitudes accordingly to think about
how we can adjust the needs of women in their late 30s, early 40s with having kids, and kind of meet
them where they are...”

Interest in other methods. Although most of the women interviewed were satis�ed with their birth control
method, some of these women vocalized interest in other methods. Primarily, women discussed that they
would use an intrauterine device (IUDs), especially the levonorgestrel system, if they were younger. Some
had used the method before and liked it but felt that there would not be enough time left before
menopause to use it to justify the hassle of getting an appointment to have it placed.

Discussion
The aim of this paper was to explore the ways in which the arc of time, including the events of the past as
well as looking toward the future, in�uenced the contraceptive beliefs, preferences, and attitudes of
women in midlife. From reviewing extant literature, it appears that this research is the �rst of its kind to
qualitatively address the contraceptive journeys of women in midlife. Exploring contraception as a
journey over time allows for the inclusion of women’s lived experiences, providing space and
consideration for speci�c fears and concerns while treating the personal as more important than the
scienti�c. Women in midlife, like women across the lifespan, make contraceptive decisions based on
numerous individual factors. Pregnancy prevention and method effectiveness, once gold standards in
family planning research and development, may or may not be strongly considered at all times by all
individuals [13, 20]. For women in this study, contraception in midlife was something to be considered
within the greater context of their lives, instead of their primary focus as it may have been when they were
younger.

First experiences with seeking contraception are important life events that are often remembered long
after they occur. At a clinical and policy level, it is essential to ensure that women have access to
affordable or no-cost contraception at any age. Over-the-counter contraception or ensuring parent
consent is not required for any family planning service including abortion, and more targeted education in
schools, can help address this at the policy level [21–23]. Mothers and fathers are often the gate-keepers
to this information and access, but, as noted by many participants, can often put up barriers themselves.
There also needs to be a concerted effort to ensure that parents have the right information and training to
know how and when to talk to their children about sex and contraception. Evidence-based educational
efforts are necessary to ensure parents have the tools to ful�ll this important function for their children
[24, 25]. Women who reported negative experiences with their mothers during adolescence were often the
same women who did not, in later years, feel comfortable asking about menopause or their family’s
health histories. This could result is missed opportunities for screenings and other types of intervention.

Eight women in the present study expressed hesitation at the use of exogenous hormones for
contraception. Women were split between those who had felt this way their entire adult life and those
who had become more wary with age, because of an experience with side effects or a concern over
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speci�c medical conditions. These �ndings mirror the results of a small number of US-based studies
focused on adolescent and young women, all of which pointed to a hesitancy regarding hormones that is
not often discussed clinically [26, 27]. Contradictory results about the safety and risks of hormone
replacement therapy (HRT) from the Women’s Health Initiative study further compound this hesitancy,
especially for women in midlife [28]. Even those women without speci�c fears regarding hormones spoke
to concerns regarding side effects of contraception. These �ndings may indicate a need for further
patient education about the safety of hormonal contraception. Alternatively, it may point to a need for
more targeted research on the effects of the exogenous hormones used in contraception speci�cally in
women in midlife, as this age-group is often left out of contraceptive research.

Another clinically relevant �nding was that many women vocalized interest in a different method but felt
that it was too late because of the amount of time remaining before menopause. Many of the women
who expressed this concern were speci�cally referring to the levonorgestrel-releasing IUD, which, at least
theoretically, may decrease potentially bothersome perimenopausal symptoms such as irregular bleeding
[29, 30]. Women reach menopause on average at the age of 51, meaning that many of the women who
vocalized interest in an IUD would likely have received many years of highly effective pregnancy
prevention and perhaps even a reduction in perimenopausal symptomology [31]. Because hormonal
contraception often masks the symptoms of perimenopause, it is often di�cult to identify the onset on
menopause in individuals using hormonal contraception. Thus, for those individuals who wish to
continue using hormonal contraception, clinicians should speci�cally relay information from clinical
guidelines [31] that encourage continuation of contraception until age 55. Knowledge of the speci�cs of
this time frame may assist women in creating the best contraceptive plan for their needs and desires.

This study was limited in the following ways: Despite the overall high percentage of participants who
were a racial or ethnic minority, had a lower socioeconomic status, or were a sexual minority, many racial
and ethnic groups were not represented in this research. Speci�cally, because speaking English was part
of the inclusion criteria, non-English speakers, which are a signi�cant population in this geographic area,
were not able to participate. Focus on these communities and other populations, such as sexual and
gender minorities, would be bene�cial. Additionally, the positionality of the �rst author who conducted the
interviews, as a white, cisgendered, heterosexual female who worker as provider of women’s health, likely
exacerbated imbalances of power, privilege, and knowledge creation among study participants [32].

Conclusions
Women in midlife are a dynamic and empowered group. They are certainly not a monolith, as many still
desire pregnancy while others have moved on to another stage of their lives. Some adore their combined
hormonal pills and others have long ago written off exogenous hormones. But they are similar in their
consideration of long-term planning regarding their personal health. If the past two decades are any
indication, contraception will continue to evolve to include new devices, delivery systems, and hormonal
formulations. By examining the women in midlife who have been privy to the changes during their
lifetimes, there is much to gain in terms of understanding contraceptive beliefs, priorities, and attitudes.
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The ability to access, use, and control contraception when it is desired is a hallmark of reproductive
justice and personal autonomy across the lifespan [13].

List Of Abbreviations
IUD – intrauterine device

STI – sexually transmitted infection
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