COMMENT

Rethinking the Pregnancy Planning Paradigm:
Unintended Conceptions or Unrepresentative Concepts?

Approximately half of pregnancies occurring each year in
the United States are unintended: They either occurred too
soon or were not intended at any time.! This commonly
cited statistic is testament to the dominance of unintended
pregnancy as a public health benchmark for measuring and
improving women’ reproductive health.? In addition to its
use as a public health metric, this timing-based definition
of unintended pregnancy is reflected in pregnancy plan-
ning paradigms in clinical practice. According to these par-
adigms, women are expected to map out their intentions
regarding whether and when to conceive, and to formulate
specific plans to follow through on their intentions.?

CURRENT PLANNING PARADIGM

While there is no evidence that planning benefits all
women, it has been widely promoted as a universal ideal.
The Centers for Disease Control and Prevention recom-
mends reproductive life planning for women and assigns
to health care providers the role and responsibility of help-
ing women to define and implement pregnancy plans.’ We
propose, however, that public health and clinical efforts
focused on reducing unintended pregnancy and improv-
ing pregnancy outcomes solely by promoting planning are
subject to several important limitations.

First, implicit in the planning ideal is the assumption
that all women hold clear and unequivocal timing-based
intentions. Yet rather than evoking a binary distinction
between whether a pregnancy was “intended” or “unin-
tended” at a certain time, women often describe their preg-
nancies as falling on a continuum between the two.* This
characterization reflects an important conceptual facet of
women’s pregnancy preferences beyond intentions: desire
to achieve or to avoid pregnancy. While some women hold
strong desires either to achieve or to avoid pregnancy,
others are ambivalent or indifferent, holding either some
degree of desire to both achieve and avoid pregnancy or
no strong desire either way.> Moreover, the strength and
polarity of women’s desires may fluctuate.® Current pre-
ventive strategies based on structured planning lack the
flexibility to accommodate women with ambivalent, indif-
ferent or fluctuating desires. Recommending effective
contraceptive use as a means of avoiding pregnancy for
a certain period of time does not fully address the com-
plexity of these women’s thoughts about conception and
implies that their ambivalence or indifference can or must
be resolved. In fact, only women with the strongest and
most consistent desire to avoid pregnancy are likely to use
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contraceptives correctly and consistently over time.® For
women with ambivalent, indifferent or fluctuating desires,
highly effective contraceptives may be unappealing pre-
cisely because they negate the possibility of an unplanned
(but welcome) conception.’

Second, planning paradigms may overlook another
important facet of women’s pregnancy preferences: emo-
tional orientations. Paradoxically, some women have highly
positive emotional responses to the prospect of pregnancy
even when they express an immediate, unambivalent desire
to avoid conception or a clear intention not to have any
more children.®’ Moreover, these emotional responses
often provide an indication of the anticipated balance both
of immediate consequences of pregnancy (positive and
negative) and of future life impacts of childbearing.® For
example, on the one hand, having a child might be dif-
ficult economically, and thus delaying or ending childbear-
ing may be viewed as prudent. On the other hand, a child
might bring many rewards, including personal fulfillment,
feelings of closeness to a partner, or a sense of progress or
purpose in life. If the positives outweigh the negatives, or if
economic or other circumstances seem unlikely to improve
over time anyway, women might have favorable emotional
orientations toward pregnancy and childbearing despite
expressing intentions or desires to delay or avoid concep-
tion. For these women, standard timing-based definitions
of unintended pregnancy fail to capture the trade-offs of a
possible pregnancy, which, in turn, may not be well repre-
sented by the language of planning.

Third, conventional planning paradigms are imbued
with the normative belief that unintended pregnancies are
uniformly negative events that necessarily result in adverse
consequences. Yet the complexity of women’s prospective
pregnancy desires and emotional orientations toward preg-
nancy demonstrates clearly that while some unintended
pregnancies would indeed be undesired, others would be
welcome.'®!" Still others would not be entirely unantici-
pated, and these may also be viewed positively.'? Emotional
orientations toward pregnancy seem to offer an indication
of the psychosocial stress that would likely arise should
a pregnancy occur, and some studies have suggested that
such orientations may be more important than timing-
based intentions in predicting negative outcomes.'*!*
Moreover, other studies have shown that women’s pre-
conception desires and emotional orientations toward
pregnancy may evolve after conception has occurred.”"’
Thus, a pregnancy that was not explicitly desired or whose
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possibility was viewed negatively before conception may
become a welcome or wanted one.

A final limitation of current pregnancy planning
approaches is the widespread assumption that they are
applicable to all women. Research has revealed a tension
between the ideal of planning and the reality that for many
women, planning may be irrelevant or unattainable. Such
irrelevance may stem from a belief in the power of fate or
from values surrounding the desirability of planning.'®
These values may reflect a general life perspective or may
be specific to the context of fertility, in that reproduction
is viewed as a process that cannot or should not be overly
constrained. For these women, preventive efforts focused
on eliciting timing-based pregnancy intentions and for-
mulating plans to implement them may simply fail to be
meaningful. For other women, planning a pregnancy may
be out of reach because of social norms regarding the cir-
cumstances in which it is considered acceptable (e.g., after
one has married and achieved financial security).'*!* These
women often conceive in nonnormative circumstances and
may experience considerable stigma for having unplanned
pregnancies.'?* Yet if they do articulate a desire to plan,
they may also experience stigma from providers or their
peers precisely because they express a desire to plan a

and helping women achieve their reproductive goals

Internal factors
® Anticipated reality of pregnancy
e Attitudes toward contraception

® Perceived susceptibility to pregnancy

FIGURE 1. Conceptual model of a framework for informing women-centered approaches to preventing undesired pregnancies

pregnancy outside the expected ideals regarding social and
economic readiness."

A NEW CONCEPTUAL FRAMEWORK
What can researchers, public health practitioners and cli-
nicians engaged in efforts to reduce unintended pregnancy
and improve pregnancy outcomes do in response to these
limitations? As a first step, we propose a conceptual model
that integrates insights from recent research and provides
a framework for informing women-centered approaches to
preventing undesired pregnancies and improving outcomes.
Our model has two aims: to accommodate the complex-
ity of women’s thoughts about future pregnancy, or what
we term “perceptions of pregnancy”; and to offer an alter-
native to viewing all unintended pregnancies as negative
events, the notion of “pregnancy acceptability” (Figure 1).
At the center of the model are women’s perceptions of preg-
nancy, which we propose as an umbrella term to capture
not only pregnancy intentions, but also more immediate
desires to achieve and to avoid pregnancy, as well as emo-
tional orientations toward pregnancy. Theoretically, these
perceptions can be influenced by myriad internal factors,
including the anticipated reality of a pregnancy in the con-
text of a woman’s life, attitudes toward contraception and
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e Social/economic/cultural environment
® Partner dynamics

® Access to and interaction with the health care system

® Desires

® Emotional orientations
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Perceptions of pregnancy

ﬁ Salience of pregnancy planning

Behaviors

e Contraceptive use

® Preparing for possibility of pregnancy

® Seeking additional knowledge and information
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perceived susceptibility to pregnancy. Perhaps the most
important of these is women’s anticipated realities of preg-
nancy, including the expected positive and negative social
and economic impacts, as well as how the pregnancy might
be valued in the context of internalized social and cultural
norms regarding pregnancy, childbearing, motherhood and
abortion.®'>?!

Attitudes toward contraception are also an important
influence on these perceptions. For example, a woman
who believes that there is no contraceptive method she
would be comfortable using may have difficulty forming
timing-based pregnancy intentions because she feels unable
to exert reliable control over her fertility. Similarly, for a
woman who believes that contraceptive use is a sin because
it is against her religious beliefs and that whether she gets
pregnant is up to God, timing-based intentions and desires
to achieve or avoid pregnancy may be irrelevant.*

Personal beliefs regarding the ability to conceive may also
play a role. For example, a woman who believes she is not
able to get pregnant may be ambivalent about pregnancy
because she may want to test her fecundity, but at the same
time may not actually desire a child.*>** All of these internal
factors are in turn shaped by external factors, such as the
wider sociocultural and policy environment; the dynamics
of intimate and social relationships, including reproductive
coercion and intimate partner violence; and access to and
interactions with the health care system, as well as financial
and logistical barriers to care.

The translation of women’s perceptions of pregnancy
into behaviors may also be strongly influenced by both
the internal and the external factors described above. For
example, negative attitudes toward contraception and mis-
trust of contraceptive technologies may mean that even
women with clear intentions or desires to delay or avoid
pregnancy may not engage in behaviors that are consistent
with preventing pregnancy.” Furthermore, even if a woman
who wishes to avoid pregnancy has a particular method in
mind, lack of access to contraceptives or her male part-
ner’s insistence on not using contraceptives may affect the
translation of perceptions of pregnancy into behaviors by
rendering use of the method unrealistic or impossible.*®

The translation of perceptions into behaviors is also
affected by the salience of pregnancy planning. In our
model, the applicability and meaningfulness of planning,
rather than the presence of plans per se, are key ante-
cedents of the translation of perceptions into behaviors.
Following this model, providers and public health prac-
titioners would begin by assessing the meaningfulness of
planning to women, rather than assuming that all women
embrace the concept. To help women translate their per-
ceptions of pregnancy into behaviors, providers would
then draw upon a wider range of possible approaches
than simply suggesting that women either plan to use

*Pregnancies may of course also end in miscarriage, but this outcome is
not discussed here because it does not depend on an individual’s percep-
tions or behaviors.
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contraceptives or receive preconception counseling. For
example, pregnancy planning is unlikely to resonate with
women who are ambivalent about conceiving; providers
would encourage such women to discuss the possibility of
conception and would help them to take steps to prepare
for a healthy pregnancy. Women who might desire to avoid
pregnancy, but who view themselves as unlikely to get
pregnant or perceive no good contraceptive options, would
be guided to seek additional information about their fecun-
dity or to request personalized discussions about their ideal
contraceptive.

Traditionally, pregnancies that women retrospectively
report as intended “later” or “not at all” according to
timing-based definitions would be assumed to have an
elevated likelihood of resulting in adverse outcomes. Our
model departs substantially from this paradigm (Figure 2).
Instead, we suggest that the most important element in
determining whether a pregnancy will result in adverse
outcomes is the extent to which a woman judges it to be
acceptable once it has occurred. The concept of accept-
ability builds on the long-standing concept of wantedness,
adding several important aspects: personal life circum-
stances, including financial means and relationship qual-
ity; internalized social and cultural norms pertaining to
childbearing; and personal beliefs regarding pregnancy,
motherhood and abortion. For example, after conceiving, a
woman may decide that her pregnancy is wanted, but may
feel compelled to end it because of a relationship or finan-
cial situation she finds unsuitable. Or a woman may decide
that her pregnancy is unwanted, but may feel, for religious
reasons, that she cannot have an abortion and that continu-
ing the pregnancy is the most acceptable option.

The relationship between acceptability and measurable
outcomes will vary depending on whether the pregnancy
results in birth or abortion, which in turn depends on indi-
vidual preferences and available options.* We hypothesize

FIGURE 2. Conceptual model of how the acceptability of a pregnancy to a woman
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that a woman who judges her pregnancy to be acceptable,
regardless of whether it was planned, and goes on to give
birth is more likely to experience positive personal and
social outcomes than a woman who judges her pregnancy
to be unacceptable. Our model also accommodates the fact
that women who find having an ongoing pregnancy unac-
ceptable and are able to choose abortion may experience
more positive outcomes than those whose unacceptable
pregnancy results in birth.*"*

WOMEN-CENTERED STRATEGIES

In proposing this model, we hope to pave the way for the
development of strategies to help women achieve their
reproductive goals. At the clinical level, approaching the
possibility of pregnancy in terms of women’s own percep-
tions about the acceptability and anticipated reality of a
pregnancy allows them to freely communicate their per-
spectives and avoids the need to impose a planning struc-
ture that may be inappropriate or irrelevant. This approach
will better equip providers to link women’s perceptions of
pregnancy to tailored counseling, which may range from
helping women integrate their pregnancy preferences into
contraceptive decision making to considering the appropri-
ateness of steps to prepare for a potential pregnancy, or may
include a combination of strategies.

At the population health level, the incorporation into
surveys of questions about desires to achieve or avoid
pregnancy, emotional orientations toward pregnancy, and
anticipated positive and negative life impacts of preg-
nancy could help researchers prospectively distinguish
pregnancies that would be unexpected and welcome from
those that would be undesired or unwelcome. Despite the
diversity in women’s perceptions of pregnancy, most public
and academic discourse still portrays unintended pregnan-
cies as simple errors of timing that could have been pre-
vented by planning and that will necessarily result in poor
outcomes. In fact, there is little robust evidence that unin-
tended pregnancy is an independent risk factor for poor
maternal or neonatal outcomes.?* Many studies suggesting
such a link are problematic in terms of their ability to con-
trol for potentially confounding influences.* Given prior
conceptual limitations, this lack of evidence is perhaps not
surprising for another reason: None of these studies dis-
tinguished between unintended pregnancies that women
found acceptable and ones that women found unaccept-
able. Investigating the elements that make pregnancies
unacceptable to women, determining whether these preg-
nancies are more likely than others to have adverse health
and social consequences, and identifying women at par-
ticular risk are important targets for future public health
research.

We emphasize that the prevention of adverse health
outcomes is not the only motivation for taking a holistic
approach to women’s perceptions of pregnancy. From a
reproductive rights perspective, ensuring that individuals
can make decisions about reproduction is a critical goal
in its own right. Public health preventive strategies tend

to focus on increasing the use of highly effective contra-
ceptives and on emphasizing the negative consequences of
unintended pregnancy. But these strategies could be bet-
ter informed using a reproductive justice approach, which
places individuals at the forefront and prioritizes the com-
plexity and diversity in women’s perceptions of pregnancy.
Unintended pregnancies, as defined by their timing, are
disproportionately common among low-income women
and women of color.! Broadening the current planning
paradigm—with its attendant normative guidelines regard-
ing the conditions under which a pregnancy should or
should not occur—also has the important advantages of
disengaging from a cultural viewpoint in which reproduc-
tion is differentially valued on the basis of race or ethnicity,
class or socioeconomic status, and of reducing associated
stigma. Being conscious of our own normative beliefs and
allowing women to decide for themselves whether a preg-
nancy, when it occurs, is acceptable in the context of their
lives are key steps toward empowering all women to build
the lives and families they desire.
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