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T he capacity to control fertility effectively allows women to shape their

life course to a degree not available to women in earlier times. How-

ever, the situation is far from straightforward. Exercising this capacity

involves many complexities and there remain health and feminist concerns

associated with oral and other forms of contraception. This complexity has

been compounded by the HIV/AIDS epidemic, which has highlighted the

double meaning of ‘safe sex’. 

On top of this, now that national fertility rates have returned to their

long-term downward trajectory, after the blip caused by the post-World

War 11 baby boom, we seem almost certainly headed for a new moral panic

about falling birth rates. (Singapore is already offering monetary incentives

for young women to have babies.) In Australia, pressure could well be

exerted on women to increase the number of children they have. This is

the message which some feminists read into a remark made by Victorian

Premier Jeff Kennett about falling birthrates on 19 April 1999. Speaking to

students in their final year of a Melbourne secondary school for academi-

cally gifted girls, he said, ‘our women are not producing enough to simply

maintain our population levels . . . it is important that we keep our population

increasing so there are enough young people meeting the demands of the

society’ (Advertiser 20 April 1999: 3). The media flurry caused by his com-

ments provided an indication of the sensitivities associated with the topic. 

In order to contribute to these probably inevitable debates it is necessary

to understand the views of Australian women and the ways in which they

are currently negotiating their fertility across the life course. In the past,

public debate about low fertility rates has been notorious for blaming

women for their ‘selfishness’ (Mackinnon 1998), which can explain the

sensitivity shown to Premier Kennett’s observations. 

Started in the mid-1990s, the Women’s Heath Australia project (also

known as the Australian Longitudinal Study on Women’s Health) provides

an opportunity to explore such issues for three generations of women. The

major part of the study is undertaken from the University of Newcastle. It is

designed to track, for 20 or more years, the health and wellbeing of a large

national sample of women, through surveys conducted every three years.

Over the life of the study, we will be able to reflect on the many family and

life course changes which have reshaped families since the 1960s. These

include such changes as earlier age of first sexual intercourse, older age at

marriage, greater readiness to live in de facto relationships, increased

employment of mothers, and greater readiness to raise children in sole-

parent families (McDonald 1994; Morrow and Richards 1996). 

In this article we contribute to the process of gaining a better under-

standing of the nature of families in the new millennium by focusing on the

young women’s aspirations about family size and their future employment

plans, in the light of world wide trends. We then link this to patterns of

“I consider the oral contracep-
tive pill to be the one discovery
which has brought about the
most change in society. Control
by women has changed it all.”

These are the words of one of
the young women in a large
national study of women’s
health and wellbeing across
the life course. Despite such
enthusiasm, insufficient is
known about the way women
progressively deal with 
contraception and how this 
is linked to family patterns.

The capacity to control family
size and the spacing of children
is essential for women if they
are to achieve their family
and employment aspirations.
But maintaining the necessary
control is a complex matter,
raising many issues for family
policy and social policy more
generally.

The Women’s Health Australia
study provides a site on which
to explore some key issues.
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contraception use among the young women in

contrast to the picture for the older women. Patterns

of contraception use are examined in the light 

of the young women’s different backgrounds and

the nature of their relationship with their sexual

partner/s. The empirical data also provide a basis

for a discussion of the problems young women face

as they exercise control of their fertility. Finally,

some implications for the families of the future

and for gender relations more generally are

explored.  

Women’s Health Australia study
The sample for the Women’s Health Australia study

comprises three age cohorts, at distinct stages of

the life course. In 1996 the young women were

aged 18–23 years, the mid-age women 45–50 years,

and the older women 70–75 years. Baseline data

were collected in 1996 from more than 41,000

women – more than 14,000 in each of the young

and mid cohorts, and more than 12,000 in the older

cohort. The response rates (which were 41 per

cent for the young, 54 per cent for the mid, and 38

per cent for the older) compare favourably with

other broad-ranging longitudinal studies which ask

for such a long commitment. 

The national sample is broadly representative

of women in the Australian population, although

the women in the sample have somewhat higher

education levels. Among young women they are

somewhat more likely to be partnered and Australian

born than women of the same age in the general

population (for discussion of methods see Brown

et al. 1996 and 1998). The young cohort is of most

central relevance to future national debates about

families and fertility because these young women

are just embarking on the family formation stage

of their life course. The two older cohorts provide

an historical dimension as they have essentially

completed their families (although just under one

per cent of the mid-age women were pregnant at

the time of the first survey). 

Given falling fertility rates in many countries,

the Women’s Health Australia study is timely. It is

also one of the few large national studies to collect

data on contraception use since the introduction of

the oral contraceptive pill to Australia in 1961. At

baseline in 1996, specific questions were asked of

the two younger age cohorts about contraception.

The young women were also asked about their

desired size of family and expectations about their

future pattern of employment. They were also

questioned about safe sex for protection against

sexually transmitted infection (also referred to as

sexually transmitted disease, or STD).

These data and findings from a small follow-up

study provide the basis for our discussion here.

The follow-up study involved 41 sexually-active

young women who were interviewed by telephone

about their approach to and views about contra-

ception and safe sex matters (Strazzari 1997). 

Young women’s family and employment
aspirations 
An obvious question to ask in the face of falling

fertility rates is, do women no longer desire marriage

and children? Our data indicate that this is not so.

When asked about their desired relationship status

at the age of 35 years, 85 per cent of the young

women indicated they ‘would like to be’ married. 

A further 11 per cent ‘would like to be’ in a stable

relationship, with only 4 per cent indicating

another option.

As well, around 92 per cent ‘would like to have’

children by the time they are 35. Only 8 per cent

specified the ‘no children’ option (Wicks and Mishra

1998). This latter figure is very similar to the pro-

portion of women (also around 8 per cent) who

had not had a child in both the mid and the older

cohorts. However, through the longitudinal study

it will be possible to see how the young women’s

current intentions are played out. A small propor-

tion, around 10 per cent overall, have already

experienced motherhood, with early motherhood

much more likely among young women living in

rural and remote areas than in urban areas. The

urban rate is just under 7 per cent, in rural areas it

is 14 per cent, and in remote areas, 21 per cent. 

The young women in the study still aspire to

family and children as did previous generations for

whom easy access to contraception was not the norm.

However, family size is a different matter. Young

women generally want small families, with almost

65 per cent indicating ‘one or two’ children and

only 27 per cent opting for ‘more than two’. These

aspirations are for markedly smaller families than

those of the women in the mid and older cohorts.

Forty-two per cent of the mid-age group have had

three or more children (15 per cent, four or more),

while the figure for the older women is 58 per cent

(35 per cent, four or more) (Wicks and Mishra 1998). 

Whether women’s employment conflicts with

having children is an issue which has been dis-

cussed since the time home and workplace first

began to be separated. But the young women of

today clearly do not see these options as incom-

patible. They were asked: ‘When you are 35, would

you like to be: in full-time paid employment; in

part-time paid employment and part-time work at

home; in full-time unpaid work in the home; other

(please specify)’. Sixty per cent specified full-time

paid work, 31 per cent opted for part-time paid work,

while 5 per cent specified some other option. Only

4 per cent of the young women chose the option 

of full-time work in the home. Also, almost three-

quarters indicated that they would like to increase

their educational qualifications by the age of 35

(Wicks and Mishra 1998). 

Longitudinal studies in other countries (Hakim

1991) have suggested such questions about young

Young women still aspire to family

and children as did previous 

generations for whom easy access

to contraception was not the norm.
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women’s aspirations for the age of 35 years have

considerable predictive value. If this does prove to

be the case, then it seems that young women today

accept paid employment as a normalised part of

their life course, as is the case for men. From this

angle, concerns about levels of fertility in Australia

must take account of these expectations and

women’s right of choice about the shape their life

course. Certainly such rights and expectations

were not respected earlier this century when, at

times of moral panics about falling birth rates,

women were blamed and moral pressure exerted

on them (usually not successfully) to have more

children (Mackinnon 1997; McDonald 1997). 

Current international demographics suggest that

if women of the 21st century are not able to choose

both paid work and family then employment will

take higher precedence in their family plans than

it did in the past. In discussion of this issue in rela-

tion to European women, van de Kaa (1998), notes

that they have high expectations of the number of

children they want when they are young. But these

expectations are often not reached, especially by

those who will lose most from withdrawing from or

reducing their employment.

In comparison with many countries, while Aus-

tralia’s fertility rate is falling, it remains reasonably

high at 1.8 in 1995 ‘dipping towards 1.7’ in 1999

(Caldwell 1998). Australia’s level is in line with

those countries of northern Europe (average around

1.7) which have facilitated the combination of paid

employment and motherhood, through providing

access to child care, maternity leave and related

policies. McDonald (1997) suggests it is countries

which have failed to do this, such as those of

southern Europe, where levels have dropped steeply

(average around 1.3, falling to 1.2 in Italy and

Spain) (ABS 1997: 47). Fertility rates are also very

low in some industrialised Asian countries such as

Hong Kong (1.3) which also promote economic 

liberalism but fail to facilitate the combination of

family and employment roles. 

Women and contraception across 
the life course
The capacity to control fertility is pivotal to women’s

capacity to shape their families and to negotiate

tensions between ‘love and freedom’ (Mackinnon

1997). Contraception has a long history and meth-

ods have varied in their efficacy. The introduction

of the oral contraceptive pill, which reached Aus-

tralia in 1961, offered a simple, reliable method of

contraception. It is also a method within women’s

control, although as a form of medical technology

its availability and development remain largely

dominated and monitored by men and business.

The introduction of the oral contraceptive pill

was not an isolated event, but part of a much longer

and complex wave of social change. Its effect on

the shape of women’s life course proved swift and

dramatic. Less than two decades after its introduction

into Australia, Siedlecky (1979:1) observed that

the use of contraception ‘is established well before

marriage – where contraception is used not merely

to postpone births but marriage itself’. Even so, the

Women’s Health Australia study clearly indicates

that almost four decades on, women still face many

problems as they seek to control their fertility.

The two younger cohorts of women were pro-

vided with a checklist about their current form of

contraception (Table 1). Their answers provide

patterns consistent with the findings of other recent

studies (Santow 1991; Dunne et al. 1994). Among

the young, the oral contraceptive pill is the most

popular method, followed by condoms. Older women,

as they complete their families, are more likely to

relied on surgical methods of sterilisation. In the

mid cohort, 29 per cent have had tubal ligations

and 17 per cent rely on their partner’s sterilisation.

Within the category of ‘don’t need any’, are some

women who have had hysterectomies (23 per cent),

along with those who have passed menopause or

are not in a heterosexual relationship. Such high

rates of sterilisation attest to the determination of

women (and their partners) to control family size. 

Although the issue of contraception was not

directly raised with them, the women in their 70s

provide an historical dimension through their answers

to the question about how long they had ever taken

the oral contraceptive pill. Seventy-five per cent

had never taken it, although it would have reached

Australia when they were aged between 35 and 40

years. For the mid cohort, on the other hand, use

of the Pill has been extensive, with only about 11

per cent who have never used it. The pattern clearly

involves time-limited usage though, because only 18

per cent had continued its use for 11 or more years. 

These figures highlight differences not only

between generations in contraceptive choices, but

also of changing contraceptive choices over the life

course. For much of women’s lives before the onset

of menopause, contraception is an ongoing decision

which can not effectively be solved once and for all.

The young women are embarking on a life course

phase in which fertility has become a critical issue,

with less than one third indicating they did not need

contraception. This includes just under 3 per cent

who were pregnant at the time, which leaves just

over one quarter of the age cohort who are not

sexually active (at least at the time of the survey).

This is broadly consistent with other Australian

research results and trends in other countries,

including France and Norway. 

Young women Middle aged women
(18-23 years) (45-50 years)

N = 14,473 N = 14,075
Form of contraception % %

Don't need any 30.1 35.3
Choose not to use any 2.3 6.6
Oral contraceptive pill 43.3 4.8
Condoms 20.5 3.7
Tubal ligation -  29.0
Vasectomy - 17.3
Other 3.9 3.3

*The question ‘what sort of contraception do you use now’ was accompanied by a checklist.
Source: Women’s Health Australia Project, S. Strazzari, 1997.

Contraceptive choice* in Australian women aged
18–23 and 45–50 years 
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Age of first intercourse for females and males 

in Australia appears to have stabilised in the mid-

1980s, with about half of school students aged 17

years and older having had intercourse (Rosenthal

et al. 1990; Dunne et al. 1994). Our higher propor-

tion who are sexually active is consistent with the

sample’s older age. A recent change in Australia is

that females and males now report similar levels of

sexual activity whereas males previously reported

higher rates (Abrams et al. 1990; Dunne et al.

1994; Bajos et al. 1997). This trend increases the

importance of contraception for young women. 

The very different forms of contraception chosen

by the young women compared with the mid-aged

women vividly illustrate the link between contra-

ception and life course stage. Given their very

different social locations, with the young just

embarking on their reproductive lives and the

mid-aged just finishing theirs, the striking difference

between these two age groups is not really surprising. 

However a closer analysis of contraception among

young women shows that choices made within this

group are also highly differentiated (see Table 2).

This is associated with age, life course stage and

with social background. At 18 years 62 per cent of

the sample are still living at home with their parents,

and 65 per cent are studying full- or part-time. In

contrast, only 32 per cent of the 23-year-olds are

living at home, and 28 per cent are studying. 

Sexual transition runs parallel to biographical

transitions. The proportion claiming they ‘don’t

need’ contraception is 38 per cent of those aged

18, falling to 22 per cent for those aged 23. Young

women who are living at home and those currently

pursuing education (who are presumably less

independent of their families) are more likely to

answer they ‘don’t need’ contraception. 

The increasing tendency to be involved in sexual

activity is most obviously associated with entering

into marriage or a de facto relationship. In our

sample, the proportion who are married or in a de

facto relationship accounts for 8 per cent of 18-

year-olds, and 37 per cent of 23-year-olds. The

perceived need for contraception is highest among

the married women, with only 12 per cent saying

they ‘don’t need’ contraception. However, sexual

activity also increases with age among those who

remain single and unattached (see also Dunne et

al. 1994). 

The clear link we find between sexual activity

and ethnicity reflects variation within the Australian

population in the timing of transitions from one

life course stage to another. Of those whose home

language is not English (who represent 4 per cent of

the sample) 58 per cent ‘don’t need’ contraception,

while for those who speak English at home the

proportion is only 27 per cent (Table 2). The women

of non-English-speaking backgrounds were also

more likely to be living at home and studying. They

are predominantly from Italian, Greek, Cantonese,

Mandarin, German and Arabic speaking back-

grounds, but include small numbers of women

from more than 50 different countries. In some of

the countries of origin, contraception is unaccept-

able, while in others, such as the Islamic countries

of the Middle East, it is officially prohibited.

In view of their diverse backgrounds and because

perceptions of contraception change with migration

(Naksook 1996), it is impossible to generalise about

the contraception use of these women. However,

the findings do reflect a lower rate of marriage and

higher rate of living with parents among this group,

and those speaking an Asian or Middle Eastern

language are most likely to report no need for 

contraception at this age. 

Area of residence is also associated with the

timing of transitions, with the highest proportion

of sexually active and partnered young women 

living in remote areas. Whereas 32 per cent in

urban areas claim they ‘don’t need’ contraception,

the corresponding proportion is 25 per cent in

rural areas and 21 per cent in remote locations.

This difference is largely accounted for by differ-

ences in the age at marriage and the establishment

of de facto relationships. In remote areas 44 per

cent of the respondents are in a stable relationship

compared with 27 per cent in rural areas and 17

per cent in urban areas. The evidence also suggests

that choice of contraception varies with level of

education. However, it is difficult to assign the

young women at this stage to education categories

on the basis of their highest level of education,

because so many of the cohort are involved in, but

have not yet completed, their education. 

Type of contraception 
When we turn to the form of contraception the

young women choose (Table 3), age again is a key

factor, with systematic differences within quite

narrow bands. Other research confirms this with

differences evident even between 13- and 17-year-

olds (Dunne et al. 1994). Consideration of the

changing patterns sheds more light on links with

life course stage and the nature of the planning

process in which young women are involved.

The following discussion focuses only on use of

the two most common forms of contraception in

Number Don't Choose Do use
need not to %

% %

All 14,458 30.1 2.3 67.7
Age

18-19 3,759 37.2 1.5 61.2
20-21 5,829 30.5 2.1 67.3
22-23 4,870 24.2 3.0 72.6

Marital status
Married / de facto 2,901 11.8 7.7 80.6
Single 11,328 34.7 0.9 64.4
Other 162 38.3 3.3 58.8

Language spoken at home
English 12,758 27.0 2.2 70.9
Other 739 57.9 2.6 39.5

Region
Urban 11,000 31.8 1.9 66.2
Rural 3,033 25.0 3.2 71.8
Remote 424 21.4 6.2 72.3

Source: Women’s Health Australia Project, S. Strazzari, 1997.

Use of contraception in young women aged 18–23
years, by age, marital status, region of residence
and language spoken at home

TA B L E 2
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this age group, the oral contraceptive pill and the

condom. Other methods are used by 6 per cent of

those who are sexually active, including the IUD,

diaphragm, injection (Depo Provera), rhythm and

withdrawal methods. The Pill is the major form of

contraception and its use gradually increases with

age, while at the same time condom use declines

(see Table 3).

The highest use of the Pill is among those who

are married or in de facto relationship. The findings

support previous research in Australia and elsewhere

that suggests that usage is associated with a ‘couple’

life course stage and that condoms are associated

with less permanent relationships (Waldby et al.

1993; Thompson and Holland 1994). 

One group for whom condom use remains high,

regardless of marital status, is those whose language

at home is other than English. More than half of

the sexually active women in this group (59 per

cent) report using condoms, compared with less

than half the women (46 per cent) whose language

at home is English (see Table 3). While young

women from non-English-speaking backgrounds

overall report lower usage, the oral contraceptive

pill is most likely to be used by women from

Northern Europe, and condoms by women from

Asia and Southern Europe.

The pill versus condoms
Over the past decade ‘safe sex’ messages have

complicated choices about sexual activity, particu-

larly among the young who are less likely to be in

stable relationships. As Lupton (1994:30) points

out, women (and men) face ‘tension between the

discourses privileging self expression and satisfaction

through sexual encounters and those emphasising

the fearful and potentially fatal consequences of

the mingling of body fluids during sexual abandon-

ment’. The recommended protection from the

potentially fatal effects of ‘sexual abandonment’ is

the use of the condom, because it stops ‘the mingling

of body fluids’. Prioritising the use of condoms also

reinforces the centrality of penetrative sex

(Waldby et al. 1990).

For women, safe sex reinstates an old problem

within the sexual act: the issue of control. As the

opening quotation to this article indicates, the

enthusiasm with which Australian women embraced

the oral contraceptive pill attests not only to its

technical advantages and effective promotion but

also to the issue of control (Wajcman 1991). Indeed

young women in Australia, married and single, were

even more enthusiastic about use of the Pill than

were those in the United States and England

(Siedlecky 1979). 

The Pill provides a discreet method, which needs

no negotiation with a partner, something which

some other methods including IUDs and injections

share. But these are not as popular, and were hardly

mentioned by respondents of either the main or

the follow-up telephone survey. This is probably

because medical practitioners recognise their

adverse side-effects, particularly for women who

have not had a child, and do not recommend them

(Weisberg 1996). 

While the Pill is a highly effective contraceptive,

condoms are presented as the main protection

against HIV/AIDS and other sexually transmitted

infections. However, condom use necessarily

involves negotiation with sexual partners (even if

non-verbally), and research has found that this

presents many women with difficulties and embar-

rassment, particularly among those in stable

relationships (Waldby et al. 1993; Holland et al.

1996; Bowtell 1996).

Although our data do not allow us to consider

issues of safe sex in detail, they do allow us to

identify those who take the precaution of using

condoms. In a separate question from the one

asked about contraception, we asked the young

women ‘do you use condoms for protection against

STDs?’ The responses indicate that among sexually

active single women, almost half (46 per cent) use

condoms, including 14 per cent who also use the

Pill (see Table 3). While our telephone survey and

other research make it clear that it cannot be

assumed that condoms are used all the time (Hol-

land et al. 1996) this finding indicates a marked

increase in condom use since the HIV/AIDS scare.

A major Australian survey undertaken in 1986

(Santow 1991) found that only 3 per cent of women

in this young age group reported using condoms.

Our findings indicate a far higher proportion use

condoms in 1996 – for birth control as well as the

prevention of sexually transmitted infections.

On the other hand, the findings suggest that over

half of all sexually active young women are not taking

precautions against sexually transmissible infec-

tions. This confirms the trends reported in previous

research which has found that long-term and con-

sistent condom use is currently unacceptable for

Number OCP Condom Both Other
% % % %

All 9,340 48.1 31.7 14.4 5.9
Age

18-19 2,208 38.4 38.7 18.1 4.7
20-21 3,737 47.7 31.9 15.1 5.3
22-23 3,395 54.7 26.9 11.1 7.3

Marital status
Married / de facto 2,226 66.0 20.6 4.7 8.6
Single 6,978 42.4 35.3 17.5 4.8
Other 89 39.8 31.2 7.0 22.0

Language spoken at home
English 8,642 49.1 30.6 14.7 5.6
Other 275 33.5 51.8 6.7 8.0

Region
Urban 6,977 47.0 33.3 14.0 6.0
Rural 2,066 50.8 27.6 15.7 6.0
Remote 297 54.4 23.8 14.4 7.3

Aboriginal or Torres Strait
Non-ATSI 9,171 48.2 31.6 14.5 5.8
ATSI 138 42.0 39.7 8.7 9.6

Living arrangements
Parents/family 4,425 42.2 35.9 16.8 5.1
Spouse or partner 2,437 67.5 19.6 5.8 8.1
Friends 1,671 37.1 39.0 19.8 4.1
Alone 514 45.3 30.9 19.3 4.6
Other 293 41.9 29.1 17.6 11.5

Source: Women’s Health Australia Project, S. Strazzari, 1997.

Choice of contraception in sexually active young
women aged 18–23 years

TA B L E 3
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many (Holland et al. 1994; Lear 1995; Bowtell

1996; Peart et al. 1996).

In the Women’s Health Australia study, among

sexually active women, the lowest use of condoms,

either alone or in conjunction with the Pill, is seen

in women who are married or in a de facto rela-

tionship. This is consistent with the findings of

other research that the transition from condoms

with new partners to the Pill with steady partners

is laden with symbolic meaning, and in particular

indicates a partner is ‘special’ (Holland et al. 1994).

Women apparently assume that they are protected

against sexually transmitted infections by the very

nature of these steady sexual relationships, although

the declining use of condoms with age seems

inevitably to spell greater risk of contraction of

infections. While Australian research with students

with an average age of 18 years by Rosenthall et al.

(1990) found that there was a readiness in stable

relationships to discuss sexual histories, risk of

sexually transmitted infections remained. Even

with the extensive precautions recommended by

safe sex campaigns, particularly for HIV/AIDS,

young women may be confused as to how to pro-

tect themselves against the range of sexually

transmitted infections other than HIV/AIDS.

One of our young respondent’s experience with

a non-life threatening sexually transmitted infec-

tion illustrates this point: ‘After taking so many

precautions (for example, both being tested for

HIV and STDs) it was amazing to discover I had an

STD. At school we were besieged with sex educa-

tion, and picking up . . . genital herpes this way . . .

was never mentioned.’

The dual risk of pregnancy and infection has

been approached by almost one in six of the young

women in this study by the use of both the Pill and

condoms, although again it must be stressed that

they may not use condoms all the time. Those most

likely to adopt this approach are single women living

alone or with friends. Those least likely are married

women, Indigenous women and women from 

non-English-speaking backgrounds (see Table 3).

However, this approach itself is likely to be a tran-

sitional one, which reflects a relatively early stage

of a steady relationship as much research has

established that long-term condom use is unlikely

(Browne and Minichiello 1994; Thomson and 

Holland 1994). 

Health and other problems 
Responses to both surveys indicate that the use of

contraception is normalised for many women by

age 18. As one young woman put it: ‘I don’t really

think about it, you have other things going on in

your life and I just sort of take the Pill, so I don’t

have to worry about it. It’s not sort of a major thing

I think about all the time. It’s just a lifestyle, part

of working, running a house, whatever.’ 

But despite such comments, major problems

remain in the practice of fertility control. Accept-

ability is an issue for some, and disapproval of

sexual activity outside marriage – or certainly the

perception of disapproval – is quite prevalent. Some

young women, for example, did not believe they

had parental support, as illustrated by a respon-

dent who explained that she is taking the Pill but:

‘It is not possible to tell my parents (even though I

am 21.5 years old!) as it is simply not acceptable

to their beliefs and values.’ Another young woman,

during the telephone survey, said of her stepfa-

ther: ‘He’s very strict and my mum never told 

him that I had sex, because he would have kicked

me out.’

Medical practitioners also act as gate-keepers,

and this can be particularly problematic in country

towns where there is little choice of practitioner.

Just under 60 per cent of the young women indi-

cated that they would prefer to consult a female

doctor for at least some conditions, yet in rural

areas female doctors are often not available (Bryson

and Warner-Smith 1997).

One of the rural respondents to the 1996 main

survey graphically illustrates the problems she sees

as confronting young women in her area: ‘I think

the youth of today are struggling severely with lack

of knowledge, especially in the pregnancy area. My

friends and I went to an all-girls Catholic school

and out of a graduation of 35 girls in 1993, we have

16 children and I’m only 19. This makes me very

sad. Also lack of knowledge of female problems

such as Pap smears etc. Most of us know nothing

about the checks we’re supposed to be having, and

are too scared to ask the family doctor because in

our area out west the male doctor lectures the girls

about going on the pill because he is old-fashioned

– but the result is pregnancy.’

Many respondents indicated a lack of knowledge

about important health issues related to the oral

contraceptive pill, even though such issues have

shadowed it since its inception and despite it

remaining the most popular contraceptive choice

for young women in the nineties in Australia, as

well as in the United States and the United Kingdom

(Webb and Holman 1992; Thompson and Holland

1994). Concern about health issues is reflected in

the pattern of limited time usage demonstrated by

the mid-age cohort. 

Although among the young women participating

in the telephone survey the Pill was very clearly

the dominant choice for contraception (almost seen

as the only choice possible), many respondents

had suffered problems. Many commented on the

difficulty of remembering the required daily dose,

and a number indicated that their ideal form of

contraception would require their attention perhaps

only every three months, while not having the nega-

tive side effects associated with current injection

methods. Cost was also a problem for some, includ-

ing the cost of visiting a doctor for a prescription.

While this is covered by Medicare, when doctors

do not bulk bill, and they rarely do in rural areas,

the money has to be paid up-front and the full cost

is not reimbursed (Bryson and Warner-Smith 1997).

Many young women found medical practitioners

not very sympathetic to, or effective in dealing with,

the side-effects they suffered, although some were

able to solve problems such as nausea or mood

swings by changing the type of Pill used. However,

others merely put up with their problems. Some

young women complained that risks were insuffi-
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ciently emphasised by doctors, as the following

comments illustrate: 

‘One year ago I got two blood clots in my lungs . . .

the reason is taking the contraceptive pill. I am

very distressed that the doctor did not warn me

of the side effects, which, even though rare,

nearly cost me my life.’

‘Two months ago I stopped taking the pill and

my migraines almost stopped. I wish my doctor

had told me to stop taking it instead of suffering

for three years.’

The elevation of the issue of sexually transmitted

infections to a more central place on the health

agenda should benefit women in the long run,

although HIV/AIDs is likely to prove less relevant to

a majority of women than more common problems

such as clamydia. But the emphasis on condoms

to prevent infection has reopened the issue of 

control because male cooperation is essential.

As one respondent to the telephone survey stated:

‘It’s difficult to broach the subject, but just as long

as you have a positive attitude it’s all right – just

knowing how they will react is difficult.’

Another said of her ex-boyfriend that: ‘He put

pressure on me not to use condoms . . . Not all the

time, but anytime we started to have sex – or more

or less every time.’

Most of the young women in the telephone survey

were unenthusiastic about the condom because it

interfered with their own sexual satisfaction. One

fifth of the 41 young women interviewed thought

that condom use could be fun, but most saw it as a

chore, though recognising for example that condoms

‘are a problem but the consequences are a lot worse’.

Contraception can also fail and termination be

resorted to. More than 7 per cent of the young

women had already experienced at least one, and

a few as many as four terminations, and this number

will clearly increase with age. Among the mid-age

women, around 17 per cent had had at least one

termination. While abortion is widely accepted,

with only two of the 41 young women interviewed

for the telephone survey opposed except in excep-

tional circumstances, those who had experienced a

termination had, to a greater or less degree, found

the experience difficult. As one said: ‘While it’s hard

for the guy, it isn’t nearly as hard as it is for the

girl. She suffers most emotionally, it is her body

and not just before but after as well. I felt surprised

at how I felt afterwards, I didn’t expect it. I knew I

wouldn’t feel well because of the operation, but I

was in a daze and I woke up crying as soon as I

woke up in the recovery room. . . I expected to be

upset. But it was more than I expected.’

Even for those who had not experienced a ter-

mination, the issue was one which they addressed.

This is made clear in the following comments, which

also illustrate the sense of continuing disapproval

which many young women still feel in respect of

their sexual activity: ‘If I did get pregnant . . . I was

thinking who would stand by me, who could I tell.

I thought I could tell my sisters, maybe my mum.

Yeah my mum, not my dad . . . If it happens, I’m

not ready to have a baby and I wouldn’t put that

on to it. I can’t look after myself let alone a baby.’

Contraception and control: unfinished 
business
Evidence from the Women’s Health Australia study

allows us to fill out the picture behind falling fertility

rates at the end of the 20th century. A considera-

tion of three generations of women confirms that

planned families have become a normalised part of

social life. The aspirations of young women indicate

that it is not that they reject having families but

they are quietly and deliberately shaping their

own life course. The family patterns they seem to

be establishing must accommodate a far greater

emphasis on paid employment than was the case

for their grandmothers’ and mothers’ generations. 

Contraceptive use shows marked differences

across the life course. The oral contraceptive pill

remains the most common form of contraception

chosen by young women, although use of condoms

has increased markedly since the 1980s. The fact

that the Pill dominates in an environment which

also places much stress on the risks of sexually

transmitted infections illustrates the importance of

the power of symbolic meanings. Choice of condoms

is associated with early sexual activity and casual

relationships. Adoption of the Pill often marks a

transition to a more committed partnership and is

most used by those in married or de facto relation-

ships. While the condom reopens the issue of

power within the sexual relationship, a significant

minority of young women use both the Pill and the

condom. They are most likely to be single and

independent, living on their own or with friends.

The Pill is life stage specific and among women

who are at the end of their family formation stage,

sterilisation is the favoured form of contraception. 

That contraception is so widespread and fertility

rates are falling in so many countries could be

taken to imply that the problems associated with

contraception have been solved. When we look

more closely at the experiences of the young women

this is clearly not the case. Much unfinished business

remains, many problems are still to be faced. The

young women’s comments raise a plethora of 

matters that need to be more effectively addressed

through social policy if young women are not to be

unduly burdened by the responsibility they take for

shaping the families of the future. Although the Pill

is such a popular form of contraception, the fact

that so many older women choose sterilisation,

provides a clear indication of its problematic

nature.

A far from exhaustive list of key issues raised by

young women in the study (many of which also

apply to older women) includes: facing real, or at

the very least perceived, disapproval of their sexual

The oral contraceptive pill remains 

the most common form of contra-

ception chosen by young women.
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activity; having inadequate access to the necessary

information to assist in making decisions about

contraception issues; meeting the cost of contracep-

tion; dealing with side effects, particularly health

side effects of the Pill, but also of other methods

including the outcome of broken condoms; dealing

with unfriendly or unhelpful services, including

medical practitioners who are the gate-keepers to

contraceptive techniques; having to make do with

contraception in a form which makes compliance

difficult and termination a necessary back-up

option; concern about a lack of privacy, especially

in rural areas; not necessarily feeling confident

they can share responsibility with their partner. 

Contraception and safe sex practice inevitably

raise broad issues of women’s power and control

within families, other sexual relationships, and

within the society more generally. What the

changing patterns of fertility make clear is that

women are active and successful in determining

the shape of Australian families. However, the

problems they face as they control their fertility

and seek ‘safe sex’ suggest that they remain less

successful in relation to the recognition of the

right to sexual pleasure and autonomy as well in

relation to shaping the technology for, and circum-

stances surrounding, the making of contraception

and safe sex choices. Exerting control over these

presents unfinished business for the 21st century.
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