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Primary Care Physicians’ Perceptions of Barriers
To Preventive Reproductive Health Care

In Rural Communities

preconception care.

examination as ways to improve use of services.

Women in rural areas are less likely than urban women
to receive contraceptive services'? and Pap smears.>*
While this disparity is often attributed to less availability
of obstetrician-gynecologists in rural than in urban com-
munities,” obstetrician-gynecologists are not the exclusive
providers of preventive reproductive health care; primary
care physicians provide these services in areas with a
shortage of specialists. Challenges to providing reproduc-
tive services in rural areas include relatively high rates of
poverty,®’ difficulties related to the long distances that
many women have to travel to access services,® lack of

9,10 and

privacy in small communities with few providers,
community attitudes such as conservatism and stigma
associated with sexuality."! Primary care providers in rural
communities may share community attitudes that serve
as barriers to reproductive health care, or may be over-
loaded because of their expanded roles owing to a lack
of specialist providers. On the other hand, given scarce
health-related resources, they may view their role as
important for promoting preventive reproductive health
care. In this study, we explore rural primary care provid-
ers’ practices regarding preventive reproductive health
services and their perceptions of unmet needs for such
services in their communities, the barriers to providing
them and ways to improve their delivery. Our goal is to

CONTEXT: Women residing in rural areas are less likely than urban women to receive preventive reproductive health
care, but reasons for this disparity remain largely unexplored.

METHODS: In 2010, semistructured interviews were conducted with 19 rural primary care physicians in central
Pennsylvania regarding their experiences in two domains of preventive reproductive health—contraceptive care and
preconception care. Major themes were identified using a modified grounded theory approach.

RESULTS: Physicians perceived that they had a greater role in providing contraceptive care than did nonrural physi-
cians and that contraceptives were widely accessible to patients in their communities; however, the scope of con-
traceptive services they provided varied widely. Participants were aware of the importance of optimal health prior
to pregnancy, but most did not routinely initiate preconception counseling. Physicians perceived rural community
norms of unintended pregnancies, large families, and indifference toward career and educational goals for young
women as the biggest barriers to both contraceptive and preconception care, as these attitudes resulted in a lack

of patient interest in family planning. Lack of time and resources were identified as additional barriers to providing

CONCLUSIONS: Rural women’s low use of contraceptive and preconception care services may reflect that preventive
reproductive health care is not a priority in rural communities, rather than that it is inaccessible. Efforts to motivate
rural women to engage in reproductive life planning, including more proactive counseling by providers, merit
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identify strategies for improving preventive reproductive
health care for rural women.

We focus on two types of services for women of repro-
ductive age: contraceptive care and preconception care.
The need for contraceptive services to prevent unintended
pregnancy is well established. In 2008, an estimated 36
million U.S. women were in need of family planning ser-
vices because they were sexually active, able to get preg-
nant and not trying to get pregnant.** More than 99% of
U.S. women aged 15-44 who have ever had heterosexual
intercourse have used at least one contraceptive method."
Presumably, then, rural primary care providers may fre-
quently be called upon to offer contraceptive counseling
and services. However, in our previous work, women in
rural central Pennsylvania were significantly less likely
than their urban counterparts to report having received
birth control information or counseling in the past year.*

Similarly, to reduce the risks for adverse pregnancy out-
comes, most women of reproductive age arguably need
preconception care, including screening for health condi-
tions that can adversely affect a pregnancy, counseling on
relevant health behaviors and assistance with pregnancy
planning or spacing (including contraceptive services).'*
Nationally, only about half of obstetrician-gynecologists
provide preconception care to sexually active women," and
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rural women are at increased risk of receiving inadequate
prenatal care, having a low-birth-weight infant and expe-

riencing neonatal mortality.'®

Because of a shortage of
obstetrician-gynecologists in rural areas,’ rural primary
care providers may assume a greater role in preconcep-
tion care than their urban counterparts, although provid-
ing preconception care could be challenging for those who
have not focused on maternal and child health outcomes
or been trained in pregnancy-related care. On the other
hand, the majority of rural primary care providers are
family practitioners and received obstetric training during
17

their residencies,'” which could make them comfortable

delivering preconception and other pregnancy-related care.

METHODS

Setting and Recruitment

As part of the Rural Women’s Health Care Project, in 2010,
we recruited a purposive sample of primary care physi-
cians practicing in central Pennsylvania to participate in
semistructured interviews about primary care delivery for
adult women in rural areas. This study was approved by
the institutional review board at the Penn State College of
Medicine.

Rural central Pennsylvania consists of a range of com-
munities from midsize and small towns to isolated rural
areas. Ninety-two percent of the state’s rural residents are
white.'® In 2006-2010, some 19% of rural Pennsylvanians
aged 25 and older had at least a bachelor’s degree, com-
pared with 29% of their urban counterparts; per capita
income was $10,483 less in rural counties than in urban
counties in 2009.*® Thirty-four percent of women of
reproductive age in the most isolated rural areas of cen-
tral Pennsylvania are poor, compared with 27% of those
in urban areas.” Fifty-two of Pennsylvanias 237 federally
funded family planning clinics are in our target 28-county
region, but four counties in our target region have no fam-
ily planning clinic at all.?* In 2008, there was one primary
care provider for every 1,501 rural residents, compared
with one for every 981 urban residents in Pennsylvania.'®

Using the American Medical Association’s Physician
Masterfile, we identified physicians who were actively
practicing in the target region and who had a primary
specialty in family practice, general practice, internal
medicine, or obstetrics and gynecology. We included
obstetrician-gynecologists with no subspecialty who iden-
tified themselves as primary care providers, because in
many locations, women of reproductive age obtain pri-
mary care from their obstetrician-gynecologist;*® physi-
cians in Veterans Affairs practices were excluded.

Our sample was limited to practices located in rural
zip codes or in zip codes immediately adjacent to rural
ones (on the assumption that women in most rural areas
travel to adjacent areas for their health care). We based
our definition of rural zip codes on the Rural Urban
Commuting Area (RUCA) codes, census tract—based clas-
sifications that take into account measures of population
density, urbanization and patterns of daily commuting
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flow.?! RUCA codes range from 1 (the most metropolitan
or urban zip codes) to 10 (the most rural ones). We con-
sidered RUCA codes 7-10 to be rural zip codes and 4-6
to be adjacent ones. Using these definitions, 85 physicians
from rural zip codes and 165 physicians from zip codes
adjacent to rural ones met the inclusion criteria.

The 250 eligible providers were notified by letter that
the Rural Women’s Health Care Project would be con-
ducted in their areas, and were invited to contact us by
phone or e-mail if interested in participating. The majority
were trained in either family practice (60%) or internal
medicine (27%). In response to this letter, 12 physicians
contacted us to volunteer to be interviewed and were
enrolled in the study. We then telephoned eligible physi-
cians who had not responded to the initial mailing, giving
priority to those in the rural zip codes. We did not call
all physicians who had not responded to the mailing, as
we reached thematic saturation at the completion of 19
interviews. No physicians outright refused to participate.

Interviews

Two members of the research team conducted the inter-
views in person at the physician’s office or by telephone,
whichever the participant preferred and could be sched-
uled. The two interviewers attended each others first
few interviews to confirm that they both used the same
approach; a third member of the research team was pres-
ent at each interview to take notes. All interviews were
audio-recorded and professionally transcribed.

All interviews began with ascertainment of the physi-
cian’s number of years in practice, practice setting and rea-
sons for practicing in a rural location. The physicians were
then asked questions covering four main topic areas—
cancer screening, preventive reproductive health, intimate
partner violence and mental health—and were asked to
focus their responses on their experiences providing pri-
mary care for adult rural women. In this article, we present
data from the preventive reproductive health section,
which addressed contraceptive and preconception care.

The contraceptive care questions examined physicians’
relevant practices, their perceptions of women’s access to
contraceptive care in the community generally and their
views of patients’ attitudes toward reproductive planning.
The preconception care questions explored physicians’
relevant practices overall and for high-risk women, and
their perceptions of barriers to care. We did not want to
assume that physicians were familiar with the term “pre-
conception care,” so we phrased the questions in terms
of providers’ role in “helping women plan or prepare for
future pregnancies,” with an emphasis on topics other
than contraception. To test physicians’ comfort with and
knowledge about preconception counseling for high-risk
women, we asked whether they counseled women with
diabetes about the associated increased risk of congeni-
tal malformations, as recommended by the American
Diabetes Association.?? Concordant with accepted practice
in qualitative research, the interview instrument was
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modified as necessary throughout the study to allow us to
further investigate emergent themes.

Analysis

We calculated frequencies for demographic characteristics
of the primary care providers. For the qualitative analy-
sis, two members of the research team independently ana-
lyzed each transcript using a modified grounded theory
approach to identify themes related to the topics discussed.
Grounded theory is a systematic approach to qualitative
analysis emphasizing the formation of concepts and the-
ories that are grounded in empirical observations in the
data. The team then jointly decided on the major themes,
for which there was full agreement. We present representa-
tive quotes from the participants to illustrate the themes.
The NVivo8 software package for qualitative data was used
to group the responses into appropriate theme categories.

RESULTS

Of the 19 participants, 12 were trained in family practice,
five in internal medicine, one in general practice and one
in obstetrics and gynecology. The sample comprised 10
men and nine women. Ten interviews were conducted in-
person in the participant’s office, and nine by telephone.
Practices ranged from solo private practices to hospital-
owned multispecialty groups and were located in 15 of
the 28 counties in the target region; eight were in rural
zip codes, and 11 in areas adjacent to rural zip codes. All
of the physicians spent at least 50% of the work week
providing adult primary care; most spent at least 80% of
their time in such practice. The median number of years
in practice was 21 (range, 1-38). Most participants had
been in the same practice for their entire career, and only
two had worked in urban locations. The predominant rea-
son physicians gave for practicing in a rural area, cited
by 11 participants, was that they had grown up in a rural
area, often the one where they currently practiced. Other
reasons were that physicians were fulfilling a visa require-
ment or a commitment to the National Health Service
Corps or a loan repayment program.

The themes that emerged in the qualitative data did
not appear to differ by physicians’ gender or specialty.
Furthermore, the telephone and in-person interviews
yielded the same amount of data, and the same themes
were identified in both, so we concluded that the data
quality was the same for both types of interview.

Physician Practices
eThe role of rural vs. urban primary care physicians.
Overall, participants perceived that their patients were
more likely to seek contraceptive care from primary care
providers than were patients in urban settings. For exam-
ple, a female internist, who had previously worked in an
urban area, stated:

“They usually see the primary care provider [for contra-
ceptive services]. ... I was not used to that. [ was used to
any contraceptive issues always went to the gynecologist.”

Participants believed they were more frequently called
on for contraceptive needs than their urban counterparts
were because of a lack of gynecologists in the rural areas.
However, the amount of contraceptive care they provided
varied widely. One physician provided no contraceptive
services because of lack of comfort and interest; oth-
ers were willing to provide oral contraceptive prescrip-
tions to women already using the method, but were not
comfortable giving a prescription to a new user. Still
others provided more comprehensive contraceptive care
(e.g., counseling about all available methods, prescrip-
tion and management of hormonal methods, referral for
procedure-based methods).
ePreconception health and counseling. Providers acknowl-
edged the importance of optimal health prior to pregnancy
and were aware that women may benefit from guidance in
planning for pregnancy, but they tended to focus on con-
traceptive or prenatal care. Several reported taking a broad
approach to preconception care, typically by assessing
women’s behavioral risk factors (e.g., alcohol, smoking,
drug use), current medications, folic acid supplementa-
tion, chronic medical conditions, family history and preg-
nancy history. Physicians who provided these components
of care expressed that doing so is an important way to
inform women about how pregnancy can affect their
health. A male family practitioner explained:

“I think [pregnancy is] a pretty big health issue. I've
said ... many times that pregnancy is a bad health prob-
lem, and I say it with a smile on my face. It5s ... the most
wonderful thing in the world, but it’s very serious.”

Participants differed in whether they believed that it is
the primary care physician’s role to initiate and discuss
planning for pregnancy and preconception care. About
half reported trying to initiate conversations about pre-
conception care in certain situations, most commonly
when performing routine Pap smears or when discuss-
ing contraception with younger women. None reported
providing dedicated preconception care visits. Physicians
did not consistently initiate preconception counseling
because they did not prioritize it, they did not feel it was
their role to do so or, in some cases, they were uncertain
what they could offer. For example, one male physician
commented that “[patients] should know that the oppor-
tunity is there to discuss it, but I don't really encourage
them to discuss it.” Similarly, a male family practitioner
said, “I don’t know if it necessarily needs to routinely
be done, but I think if it’s something that the patient is
thinking about, I definitely think it should be discussed.”
Another male family practitioner said, “I don’t think it'd
be high on my list of priorities. I mean, 'cause I'm not sure
what I'd tell them.”

Perceived Barriers to Care

eContraceptive access. Overall, physicians felt that, given
their own practices and local family planning clinics,
access to contraceptive care was not a problem in their
communities. One female family physician commented:
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“I don’t know that there’s barriers. ... I mean, we have
good access. We have family planning here, so I think that
as far as [women’s] getting here if they want to, that’s not
a problem. I think more the barrier is probably just not
understanding the importance.”

Family planning clinics were viewed as very impor-
tant for providing contraceptive access for lower income
and uninsured patients. The physicians perceived an
overall shortage of obstetrician-gynecologists in their
communities, and only one participant (an obstetrician-
gynecologist) provided IUD and sterilization services.
Nevertheless, they did not think it was difficult for
women to obtain referrals for these services, although
they acknowledged that some women might have to travel
considerable distances for them and that access to steril-
ization was particularly limited for patients without insur-
ance or on medical assistance. Participants all agreed that
pharmacy access to contraceptives was adequate in their
communities. Notably, none brought up emergency con-
traception availability when discussing pharmacy access.
eCommunity norms as a barrier to care. Participants con-
sidered rural community norms, which are accepting of
unintended pregnancies, early childbearing and large fam-
ilies, the most prominent barrier to patients’ receipt of
contraceptive and preconception care. This perception is
illustrated in comments from a female family practitioner:

“Some [women] may just stay on the farm and help their
parents farm until they get married and the husband has
a farm, and they just get married and help him and start
having kids. That’s kind of what’s expected of them. ...
Some of these girls have seven, or eight, or 10 other sib-
lings [and think], ‘If Mom did this, T guess thats what’s
gonna happen to me.” They have big families ... because
Mom and Grandma did it.”

Additionally, the physicians believed that rural resi-
dents, in contrast to urban dwellers, are indifferent to
career and educational goals for young women. A female
internist said:

“In the urban areas, [young women] have more careers,
they’re more interested in going to the colleges and all
that. ... People here basically [have a] lower educational
standard. ... They are not looking for a career. They are
happy working in McDonald’s.”

As the physicians saw it, the general expectation that
young rural women did not have ambitious life plans
resulted in lack of any life planning, including family
planning. Thus, in participants’ view, the barriers to con-
traceptive use and pregnancy planning were rooted in the
community norms, and not in health care access. A female
internist stated that the true barrier to contraceptive access
was the “total intentional negligence” on the part of the
patients.

This perceived lack of interest in life planning was also
described as a barrier to preconception care. A female
internist said:

“Maybe it is the cultural background [rural women] grew
up with. Their mom didn't plan, their grandmother didn't
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plan, the sister didn’t plan, so they don’ think it is neces-
sary to. They just think that it happens, just like that.”

Similarly, a male family physician stated:

“It may be something cultural. I mean, I think it a rural
area where there’s a lot of farms and a lot of ... families on
the larger side, and I just don't think planning your preg-
nancy is high on their list of priorities.”

As a result of these barriers, the physicians stated that
encouraging women to engage in preventive reproduc-
tive health care could not be accomplished solely in
their offices, but would require education and involve-
ment in the schools and the communities. A female fam-
ily practitioner said, “The problem is them wanting and
understanding that its important.” And a female internist
remarked, “The barrier is always at home.” When asked
where the social problems of unintended pregnancy and
lack of contraceptive use should be addressed, one male
participant responded:

“The optimal place would be in the home; I think that’s
pretty rare. The second most optimal place would be in
the schools. ... I think [the physician’s office is] probably
the third line of defense, but there are a lot of people out
there who never come to the doctor.”
ePatient preferences. Primary care physicians tended to
report that patients preferred to obtain contraceptive ser-
vices from gynecologists, female physicians or family plan-
ning clinics, rather than from male primary care providers.
One male internist reflected that he had been providing
less and less contraceptive care over the years, and he cited
three reasons for this shift:

“One is we got the new [female] partner, who [is doing

more contraceptive care]. Secondly, ... they may prefer an
ob-gyn—certified doctor. And the final thing—and this is
very sad to say, but [ hear this, too—I think there’s a lot of
prejudice because I'm a male.”
*Barriers to providing preconception care. Participants
widely agreed that lack of time was a barrier to providing
preconception care, as exemplified by a female internist’s
comments:

“The problem that we as primary care doctors face is that
there’s just not enough time to get all of that information
in a quick visit. You've got a limited amount of time, and
you've got to talk about 10 other things, and I guess that
conversation doesn’t always come up routinely.”

A male physician stated:

“I don’t think it’s practical for it to be done in physicians’
offices at this time. Maybe if we get to the point of group
visits and that sort of thing, we might be able to do it, but
I'm not sure how much our patients would be interested
init.”

Additionally, some participants stated that their rural
patients did not initiate discussions about pregnancy plan-
ning with their primary care physician because they did
not value it. One female family practitioner noted, “I think
we could if the patient would come in and talk about it
more, but they just dont.” And a female internist said, “I

think it is ... possible. I'm not saying they are going to

In participants’

view, the

barriers to [use

of services]

were rooted in

... COMMuUnity

norms.
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Overcoming

attitudes such

as indifference

to family

planning ... is

essential to

improving use
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of services.

listen to you; they'll say, ‘That’s none of your business. ...
That's my personal life.”

Furthermore, reflecting the belief that specialists are
needed to provide preconception care, several participants
identified a lack of local specialists as a barrier. Specifically,
physicians described lack of access to obstetricians with
training in managing high-risk pregnancies who may
assist with preconception care, or endocrinologists who
may assist with management of diabetes. A male family
practitioner remarked:

“We don't really have any obstetricians right here
in town, ... so if [women] were thinking about want-
ing to see a specialist like that, it’s not really available.
They’re gonna have to travel probably at least a half
hour or 45 minutes to get somewhere to see one of those

specialists.”

Preconception Care for High-Risk Women

Participants widely agreed that preconception care was
most important for women with specific risk factors, such
as chronic medical conditions and medication use. They
commonly cited diabetes, hypertension, seizure disorders
and depression as conditions that would need particular
attention. Comments from one male family practitioner
illustrate this perspective:

“Certainly, if the patient [is] diabetic or hypertensive or
on other medications for other medical problems, [it’s]
certainly appropriate to [discuss how childbirth] might
impact other medical care. But to be honest, I would
probably just limit [preconception counseling to those
situations].”

Likewise, a male internist stated:

“I think women should plan a pregnancy, just like other
events in life, because if they’re on high-risk medications,
it is not a good idea. Or if they have risk factors for preg-
nancy, [those risk factors] should be eliminated before. ...
I strongly believe that women should understand that it
should be a planned process.”

When we asked specifically about participants’ prac-
tices regarding women with diabetes, physicians noted
the importance of glycemic control during pregnancy,
and most were very aware of the risks of macrosomia and
hypoglycemia in the newborn. However, only one partici-
pant specifically mentioned congenital malformations as
an important adverse consequence of poorly controlled
diabetes during pregnancy, which she routinely counseled
diabetic reproductive-age women about as part of precon-
ception care.

DISCUSSION

In this sample of primary care physicians practicing in
rural central Pennsylvania, the greatest perceived bar-
rier to providing preventive reproductive health care was
community norms that do not support family planning.
Several physicians described low community expecta-
tions for young women to pursue higher education or
careers, which they felt resulted in low prioritization of

family planning. While physicians expressed disapproval
of these norms, they did not see it as their role to con-
front them or try to empower women with regard to their
reproductive options. Rather, they took a passive stance
with regard to their role as providers of contraceptive and
pregnancy planning services, and did not engage in more
active counseling methods that can be effective in promot-
ing reproductive health.

These physicians’ observations about community
norms are somewhat different from the perceptions
of women residing in the study region, as reflected in
a previous focus group study®’ In that study, women
reported a belief that reproductive outcomes were out of
their control—i.e., that in spite of contraceptive use or
improving health prior to pregnancy, fate or God would
ultimately determine if they were to become pregnant
or have healthy pregnancies. The key implication of
these findings is that the traditional focus on increasing
access to contraceptive and pregnancy planning services
would not improve the use of contraceptive services or
preconception care in communities where such attitudes
predominate. Rather, overcoming attitudes such as indif-
ference to family planning and perceptions that one can-
not control pregnancy outcomes is essential to improving
use of services.

In our sample, physicians uniformly believed that
access to contraceptive services in their rural communi-
ties, either through their own practices or through fam-
ily planning clinics, was sufficient. This was surprising,
given that several participants reported not providing
comprehensive contraceptive care themselves, and most
rural communities suffer from a shortage of obstetrician-
gynecologists.” The physicians also acknowledged no bar-
riers to pharmacy access in their communities, although at
least one study has documented limited pharmacy hours
in rural areas of Pennsylvania as a barrier to contraceptive
availability.**

Study participants’ practices and opinions regard-
ing preconception care are in contrast with the Centers
for Disease Control and Prevention’s recommendations,
which suggest primary care as a key setting for preconcep-
tion care, including discussing a reproductive life plan.'*
While a few physicians were aware that women may need
help ensuring their optimal health prior to pregnancy,
none had incorporated routine preconception counsel-
ing into their practices, and most viewed this as a job for
specialists treating high-risk women. While preconception
care clearly is not yet a routine part of preventive primary
care in these rural communities, it is unclear whether this
finding is specific to rural areas.

Limitations

Our study has certain limitations. Although we inter-
viewed a diverse group of primary care physicians in our
target rural region and believe that we reached thematic
saturation, the 19 study participants may not represent the
experiences or opinions of all primary care physicians in
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the region, and the small sample size did not permit formal
comparisons across specialty areas. Additionally, the find-
ings may not be generalizable beyond this particular rural
area, which has a largely non-Hispanic white population.
Future research might address differences by specialty
area and examine provider and patients’ perceptions in
different rural contexts.

Conclusions

Previous efforts to increase contraceptive use and reduce
unintended pregnancies have largely focused on improv-
ing access to care by increasing availability of providers
and reducing financial barriers to services.”> Our findings
suggest that expanding access to preventive reproduc-
tive health services in rural areas may not be sufficient to
improve use of contraceptive services and preconception
care. Raising public awareness of the importance of preg-
nancy planning and good preconception health is needed.
Our findings point to the importance of encouraging pri-
mary care physicians to take a more proactive role in pro-
moting preventive reproductive health care. This could
be accomplished through continuing education programs
and skills-building workshops to increase provider knowl-
edge about and self-efficacy for reproductive health coun-
seling in rural communities.
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