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Abstract

Objective: This study sought to examine the independent effect of patient race or ethnicity on the use of fam-
ily planning services and on the likelihood of receiving counseling for sterilization and other birth control meth-
ods.
Methods: This study used national, cross-sectional data collected by the 2002 National Survey of Family Growth
(NSFG). Our analysis included women aged 18–44 years who had heterosexual intercourse within the past 12
months, who were not actively seeking to get pregnant, and who had not undergone surgical sterilization. The
primary outcome was receipt of family planning services within the past 12 months. Specific services we ex-
amined were (1) provision of or prescription for a method of birth control, (2) checkup related to using birth
control, (3) counseling about sterilization, and (4) counseling about birth control.
Results: Although we found no racial/ethnic differences in the overall use of family planning services, there
were racial/ethnic differences in the specific type of service received. Hispanic and black women were more
likely than white women to receive counseling for birth control (adjusted OR 1.5, 95% confidence interval [CI]
1.2, 1.8, and adjusted OR 1.3, 95% CI 1.1, 1.7, respectively). Hispanic women were more likely than white women
to report having been counseled about sterilization (adjusted OR 1.5, 95% CI 1.0, 2.3).
Conclusions: Minority women were more likely to receive counseling about sterilization and other birth con-
trol methods. However, there were no differences in access to family planning services by race or ethnicity. Fu-
ture studies are needed to examine the quality and content of contraceptive counseling received by minority
compared with nonminority women.
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Introduction

THERE IS SIGNIFICANT RACIAL AND ETHNIC VARIATION in the
use of medical services and procedures in the United

States.1 Minorities are less likely than nonminorities to re-
ceive needed or beneficial services1 and are more likely to
receive undesirable procedures.2–4 Although an extensive
body of literature exists documenting racial disparities in the
use of medical and surgical services and procedures,5–14 less
is known about racial and ethnic differences in the use of re-
productive health services.

National health indices have demonstrated that minor-
ity women have poorer reproductive health outcomes, such
as higher maternal and infant mortality and higher rates of

unintended pregnancy, compared with white women,15–17

but there is relatively little information about process-based
measures that may, in part, explain these worse outcomes.
This paper specifically focuses on examining the receipt of
family planning services by race and ethnicity in the United
States. Minority women experience higher rates of unin-
tended pregnancy16 and subscribe to different patterns of
contraceptive use than non-Hispanic white women. We are
particularly interested in the fact that tubal sterilization is
the most commonly used contraceptive method for black
and Hispanic women, whereas the oral contraceptive pill
is the most commonly used method for white women.18,19

It remains unclear if these differences are related to receipt
of family planning services and, furthermore, the type of

1Divison of General Internal Medicine, University of Pittsburgh School of Medicine, Pittsburgh, Pennsylvania.
2Center for Health Equity Research and Promotion, VA Pittsburgh Healthcare System, Pittsburgh, Pennsylvania.
3Department of Obstetrics, Gynecology and Reproductive Sciences, University of Pittsburgh School of Medicine and Magee Womens

Research Institute, Pittsburgh, Pennsylvania.
4Department of Epidemiology, University of Pittsburgh Graduate School of Public Health, Pittsburgh, Pennsylvania.



services or counseling received by those who do access
them.

We used the 2002 National Survey of Family Growth
(NSFG) to examine the independent effect of patient race or
ethnicity on overall use of family planning services and on
the likelihood of receiving counseling for sterilization and
other birth control methods. In addition, we attempted to
measure overall use of the healthcare system by using re-
ceipt of Pap smear as a proxy measure of access.

Materials and Methods

Data source

This study used data collected by Cycle 6 (2002) of the
NSFG, a national cross-sectional survey.20 The NSFG is a pe-
riodic study conducted by the National Center for Health
Statistics (NCHS), an agency of the Department of Health
and Human Services, to provide national estimates of fac-
tors affecting pregnancy and birth outcomes, including sex-
ual activity, contraceptive use, marital status, infertility, and
use of medical services for family planning. For the 2002
NSFG, interviews were conducted between March 2002 and
March 2003. Interviews were conducted in person by a
trained female interviewer in the selected person’s home.
The overall response rate was approximately 80%. The Uni-
versity of Pittsburgh Institutional Review Board approved
this analysis of the NSFG data.

Study population

The NSFG is based on a national multistage probability
sample designed to represent women and men 15–44 years
of age in the household population of all 50 states and the
District of Columbia. The 2002 NSFG sample included 7643
women and 4928 men. Teenage, black, and Hispanic partic-
ipants were oversampled. Because we were interested in de-
termining the use of family planning services in the past 12
months by women most in need of them, we restricted our
sample to women who had heterosexual intercourse within
the past 12 months. In addition, we excluded women who
reported a history of a sterilization operation as well as
women who reported that they were trying to get pregnant.
In order to interpret our findings in the context of differen-
tial access to the healthcare system, we examined whether
women obtained a Pap smear as a surrogate marker of ac-
cess. At the time of the 2002 NSFG, annual Pap smear test-
ing was recommended for all women aged 18–70.21 We,
therefore, further limited our sample to women aged �18 to
have an appropriate comparison group. This yielded a study
sample of 4639 women aged 18–44.

We performed two additional analyses in which we in-
cluded women aged 15–17 and women who had undergone
sterilization within the past 12 months in order to capture
those women who potentially had received a family plan-
ning service prior to their sterilization procedure.

Study outcome and independent variables

The primary outcome was receipt of family planning ser-
vices within the past 12 months. Specific services recorded
by the NSFG that we included under this criterion were (1)
provision of or prescription for a method of birth control, (2)
checkup related to using birth control, (3) counseling or in-

formation about sterilization, and (4) counseling or infor-
mation about birth control.

The primary predictor of interest in our analysis was self-
reported race or ethnicity. NSFG race categories included
Hispanic, non-Hispanic white, non-Hispanic black, and non-
Hispanic other (Asian, Pacific Islander, Alaskan native, and
Native American). Because the “other” race category was
heterogeneous, we excluded the women in this category
from our analyses. Age, insurance status, income, education
level, parity, marital status, and a prior history of abortion
were examined as potential confounders in the relationship
between race/ethnicity and receiving family planning ser-
vices. The same covariates listed, except for history of abor-
tion, were also examined as potential confounders for ob-
taining a Pap smear.

Statistical analysis

We described sociodemographic characteristics of women
by race/ethnicity using chi-square tests for all categorical
variables. We then examined the bivariate association be-
tween race/ethnicity and each of the outcomes and calcu-
lated unadjusted odds ratios (OR) for each pair. A multi-
variable logistic regression model was used to determine the
adjusted ORs of receiving each of the specified services. Co-
variates that showed a significant association (p � 0.10) with
any of the four specified family planning services in bivari-
ate analysis were forced into the final multivariable regres-
sion models. Likewise, covariates that showed a significant
association with receiving Pap smear were included in the
final adjusted model examining this medical service.

Statistics were produced using Stata software, version 9.0
(StataCorp, College Station, TX), using appropriate adjust-
ment for the NSFG’s complex sample design. All estimates
were weighted to reflect the national female household pop-
ulation aged 18–44 years.

Results

Table 1 depicts the sociodemographic characteristics at the
time of interview of the women included in the study sam-
ple. The racial/ethnic makeup of our study sample was ap-
proximately 72% non-Hispanic white, 15% Hispanic, and
13% non-Hispanic black.

Overall, 74% of women reported having had a Pap smear
in the past 12 months, and 52% of women reported having re-
ceived a family planning service (p � 0.001, data not shown).
Table 2 shows the percentage of women who had received the
specified family planning or medical service within the past
12 months as well as results from the unadjusted analysis. Use
of family planning services overall was equivalent across the
racial/ethnic groups, as 54% of white women, 52% of His-
panic women, and 53% of black women (p � 0.42) had at least
one of the specified family planning services. Although there
were no racial or ethnic differences in the overall use of fam-
ily planning services, we found significant racial/ethnic dif-
ferences in the specific type of service received. Hispanic and
black women were more likely to have received birth control
counseling compared with white women (OR 1.6, 95% confi-
dence interval [CI] 1.3, 1.9, and OR 1.4, 95% CI 1.1, 1.8, re-
spectively). Compared with white women, Hispanic women
were more likely to have received sterilization counseling (OR
2.0, 95% CI 1.4, 2.8) and less likely to have received a method
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of birth control or a prescription for a method of birth control
(OR 0.7, 95% CI 0.6, 0.9).

Table 3 summarizes the results from adjusted, multi-
variable models. Although there were no racial or ethnic
differences in the overall use of family planning services,
Hispanic and black women were more likely to receive
counseling for birth control compared with white women
(adjusted OR 1.5, 95% CI 1.2, 1.8, and adjusted OR 1.3, 95%
CI 1.1, 1.7, respectively). Neither group was more likely to
have actually received a method or prescription for a birth
control method compared with white women in the ad-
justed analysis, however. In fact, Hispanic women were sig-

nificantly less likely to have received a method or pre-
scription for a birth control method (adjusted OR 0.8, 95%
CI 0.7, 1.0). Black and white women were equally likely to
report having had sterilization counseling, and Hispanic
women were more likely to report having been counseled
about sterilization compared with white women (adjusted
OR 1.5, 95% CI 1.0, 2.3).

Results from the secondary analysis in which we included
women aged 15–17 were similar to results from the main
analysis as were the results from the analysis in which we
included women who had a sterilization procedure within
the past 12 months (data not shown).
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TABLE 1. SOCIODEMOGRAPHIC CHARACTERISTICS OF WOMEN IN STUDY SAMPLE (n � 4639)a,b

Variable White (%) Hispanic (%) Black (%)

Total sample 71.9 15.1 13.0
Insurance status

Private 78.5 44.8 57.9
None 11.5 30.5 15.3
Publicc 10.0 24.7 26.8

Age
18–29 52.3 63.4 63.2
30–44 47.7 36.6 36.8

Poverty leveld
�100% 11.0 36.1 28.3
100%–500% 72.0 58.3 63.5
�500% 17.0 5.5 82.0

Education
High school diploma or less 34.6 64.2 50.2
At least some college 65.4 35.8 49.8

Parity
0 children 45.4 32.8 39.1
1 or 2 children 41.5 49.1 44.8
3 or more children 13.0 18.1 16.0

Marital status
Married/cohabiting with male partner 63.7 63.1 37.1
Single/divorced/separated/widowed 36.3 36.9 62.9

aWeighted to reflect the U.S. female civilian noninstitutional population aged 18–44.
bp values for all comparisons (using chi-square tests) were � 0.001.
cPublic insurance included Medicaid, Medicare, Medi-Gap, Indian health service, CHIP, state-sponsored, or

other government program.
dPoverty threshold based on 2001 level defined by the U.S. Census Bureau, which takes into account total

household income and number (i.e., $18,104 for a family of 4).

TABLE 2. PERCENT OF WOMEN AND UNADJUSTED ODDS RATIOS WITH 95% CONFIDENCE INTERVALS

OF RECEIVING SPECIFIED FAMILY PLANNING SERVICE AND PAP SMEAR

White Hispanic Black

Service % ORa % OR (95% CI) p value % OR (95% CI) p value

Family planning service
Birth control method 47.5 Referent 40.0 0.7 (0.6, 0.9) �0.01 43.6 0.8 (0.7, 1.0) 0.12
Birth control checkup 33.2 Referent 29.3 0.8 (0.7, 1.0) 0.05 30.1 0.9 (0.7, 1.1) 0.18
Birth control counseling 21.8 Referent 30.8 1.6 (1.3, 1.9) �0.01 28.7 1.4 (1.2, 1.8) �0.01
Sterilization counseling 4.0 Referent 7.8 2.0 (1.4, 2.8) �0.01 4.8 1.2 (0.8, 1.8) 0.41
At least one family 54.5 Referent 51.8 0.9 (0.7, 1.1) 0.25 53.0 0.9 (0.8, 1.1) 0.51

planning service
Pap smear 73.7 Referent 63.2 0.6 (0.5, 0.7) �0.01 75.3 1.1 (0.8, 1.4) 0.47

aOR, odds ratio; CI, confidence interval.



Discussion

In this sample of 4639 sexually active women aged 18–44,
we found no racial/ethnic differences in the overall use of
family planning services. However, there were differences
in the types of services women received. Specifically, His-
panic women were more likely to receive counseling about
tubal sterilization, and both Hispanic and black women were
more likely than white women to report receipt of counsel-
ing for a birth control method in general.

Our results are somewhat reassuring in that they suggest
that Hispanic, white, and black women have equal access to
family planning services. This could be related to Title X pro-
grams and Medicaid expansions implemented to improve
access to family planning services for socioeconomically dis-
advantaged women.22,23 On the other hand, whereas ap-
proximately 74% of women had Pap smears, only about 52%
received family planning services. Although it is promising
that such a large percentage received Pap smears, the annual
incidence of cervical intraepithelial neoplasia (CIN) or can-
cer is �1% in the United States,24 whereas the rate of unin-
tended pregnancy is over 5-fold that, at 5%.16 Moreover, of
the women in our sample who had a Pap smear, 45% re-
ported that their physician did not speak to them about birth
control. This estimate exposes a tremendous missed oppor-
tunity to discuss family planning while women are receiv-
ing other reproductive health services. Until we improve
provision of contraceptive services, unplanned pregnancy,
which accounts for nearly 50% of all pregnancies in the
United States,16 will continue to be a major problem.

In a previous analysis using the NSFG database, we found
that black women undergo tubal sterilization significantly
more often than white women even after adjusting for so-
cioeconomic characteristics.18 Hispanic women also showed
higher rates of tubal sterilization, but this trend did not reach
statistical significance.18 In this analysis, we were able to ex-
amine if minority women more often received sterilization
counseling by a healthcare provider. Altough our findings
did indicate an ethnic difference in the rate of sterilization
counseling, this difference does not necessarily translate into
higher rates of sterilization; that is, Hispanic women report
getting counseled about sterilization more often but do not
actually get sterilized significantly more often than white

women.18 Conversely, black women report similar rates of
sterilization counseling as white women but do get steril-
ized significantly more often.18 This could indicate that the
decision to undergo tubal sterilization is driven more by
patient preference or by system-level factors than by
whether or not the healthcare provider provides counsel-
ing. One must be cautious in drawing this conclusion, how-
ever, because we could only assess frequency of provider
counseling not content or quality of the information pro-
vided. That is, although black and white women receive
sterilization counseling with equal frequency, healthcare
providers may simply be providing information to white
women but making specific recommendations for steril-
ization to black women. 

In addition to Hispanic women reporting a higher inci-
dence of receiving sterilization counseling, both black and
Hispanic women received counseling about birth control
more often than did white women. The fact that minority
women did not actually obtain more birth control or pre-
scriptions for birth control, however, suggests that the in-
creased frequency of contraceptive counseling reported by
minority women was likely not patient initiated. The merits
of more reproductive counseling for minority women, there-
fore, need further understanding. Given the history of efforts
to control the fertility of poor and minority women in this
country,25–28 more counseling may not necessarily mean bet-
ter care. This difference might reflect provider bias, a factor
that has been implicated by the Institute of Medicine to have
a role in racial and ethnic disparities in healthcare.1 The
American College of Obstetricians and Gynecologists
(ACOG) also recognizes the pervasive role that bias can 
play in contraceptive counseling and cautions healthcare
providers about making recommendations or giving advice
regarding contraception that goes beyond health-related is-
sues because it might be difficult to address nonmedical is-
sues (e.g., socioeconomic concerns) without bias.29 In prac-
tice, however, parity and socioeconomic concerns often do
factor into patient-provider communication about contra-
ception and family planning. For this reason, we adjusted
for these factors when examining for racial/ethnic differ-
ences in receiving birth control counseling and found that
racial/ethnic differences in receipt of sterilization and birth
control counseling persisted.
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TABLE 3. ADJUSTED ODDS RATIOS AND 95% CONFIDENCE INTERVALS OF

RECEIVING SPECIFIED FAMILY PLANNING SERVICE AND PAP SMEAR

Hispanic Black

Service White OR (95% CI)a p value OR (95% CI) p value

Family planning serviceb

Birth control method Referent 0.8 (0.7, 1.0) 0.01 0.9 (0.7, 1.1) 0.31
Birth control checkup Referent 0.9 (0.7, 1.0) 0.13 09 (0.7, 1.1) 0.20
Birth control counseling Referent 1.5 (1.2, 1.8) �0.01 1.3 (1.1, 1.7) 0.01
Sterilization counseling Referent 1.5 (1.0, 2.3) 0.04 1.1 (0.6, 1.8) 0.72
At least one family planning service Referent 0.9 (0.7, 1.1) 0.31 0.9 (0.8, 1.2) 0.65

Pap smearb Referent 0.7 (0.6, 0.9) �0.01 1.4 (1.1, 1.9) �0.01

aOR, odds ratio; CI, confidence interval.
bAdjusted for age, insurance status, poverty, education level, parity, and marital status. As prior abortion was not significantly associated

with receipt of any of the family planning services, it was not included in these models.



A recent study by Thorburn and Bogart30 examined the
frequency of perceived race-based discrimination experi-
enced by black women when obtaining family planning ser-
vices. Of the 326 women surveyed, 67% reported race-based
discrimination, and 52% reported experiences that reflect
stereotypes of black women (e.g., provider made assump-
tions about parity and welfare status). Furthermore, these
patients’ experiences with discrimination were unrelated to
most of the sociodemographic factors examined, including
education, employment, parity, and sexual activity, sug-
gesting that patients’ race/ethnicity overrides other patient-
level factors. The authors comment that this is not surprising,
as people are more likely to apply stereotypes unconsciously
and automatically and less likely to pay attention to indi-
vidualizing information, especially under conditions of
busyness and time pressure that healthcare providers face.30

Some important limitations must be considered in inter-
preting our results. First, not all the women included in the
sample may have been in need of family planning services.
We would argue that all women of reproductive age are at
risk for unintended pregnancy and, therefore, in need of fam-
ily planning services unless she or her partner has been sur-
gically sterilized, she is heterosexually abstinent, or she is ac-
tively seeking to get pregnant. Although we excluded
women who had been sterilized, who had not had hetero-
sexual intercourse within the past 12 months, and who were
trying to get pregnant, we did not exclude women who re-
ported current use of other forms of highly effective contra-
ception. However, in the total NSFG sample, �5% of women
(337 women) reported that their current primary method of
contraception was male sterilization, and only about 1.5% of
women (119 women) were using either an implant or in-
trauterine device. A second limitation is that women’s re-
ports of having received specific services might not be ac-
curate, especially with regard to more subjective experiences,
such as receiving counseling. For example, more women re-
ported that they had had a Pap smear than reported having
a pelvic examination, which is impossible. Lastly, we did not
adjust for type of setting in which women received the fam-
ily planning service. It is possible that some women seek care
in settings that provide high-quality, comprehensive contra-
ceptive services, and, thus, observed differences in contra-
ceptive counseling may reflect differences in the sources of
care.

In summary, in this nationally representative sample of
women of reproductive age, we report significant racial/eth-
nic differences in the receipt of birth control and sterilization
counseling by a healthcare provider. However, there were
no significant differences in use of family planning services
by race or ethnicity. Future studies are needed to examine
the quality and content of contraceptive counseling received
by minority compared with nonminority women.
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