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Abstract
Background—The study was conducted to determine whether perceived racial, economic, and
gender discrimination has an impact on contraception use and choice of method.

Methods—We analyzed the first 2,500 women, aged 14–45 years enrolled in the Contraceptive
CHOICE Project, a prospective cohort study aimed to reduce barriers to long-acting reversible
contraception. Items from the “Experiences of Discrimination” (EOD) scale measured experienced
race-, gender-, and economic-based discrimination.

Results—Overall, 57% of women reported a history of discrimination. Thirty-three percent
reported gender- or race-based discrimination and 24% reported discrimination attributed to
socioeconomic status (SES). Prior to study enrollment, women reporting discrimination were more
likely to report any contraception use (61% vs. 51%, p<0.001), but were more likely to use less
effective methods (e.g., barrier methods, natural family planning or withdrawal; 41% vs. 32%,
p<0.001). In adjusted analyses, gender-, race- or SES-based discrimination were associated with
increased current use of less effective methods (adjusted risk ratio (aRR) 1.22, CI 1.06–1.41; aRR
1.25, CI 1.08–1.45; aRR 1.23, CI 1.06–1.43, respectively). After enrollment, 67% of women with
history of experience of discrimination chose a long-acting reversible contraceptive method
(intrauterine device or implantable) and 33% chose a depo-medroxyprogesterone acetate or
contraceptive pill, patch or ring.

Conclusions—Discrimination negatively impacts a woman’s use of contraception. However,
after financial and structural barriers to contraceptive use were eliminated, women with EOD
overwhelmingly selected effective methods of contraception. Future interventions to improve
access and utilization of contraception should focus on eliminating barriers and targeting
interventions that encompass race-, gender-, and economic-based discrimination.
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1. Introduction
Efforts to identify and overcome disparities in health status for disadvantaged populations
continue to be a high priority across all fields of medicine, especially women’s health.
Discriminatory practices and policies that compromise women’s well -being or impede their
economic and social opportunities need to be addressed. Previously published reports have
not only documented that perceived prejudice in health care delivery is significantly higher
in women than in men [1], but more specifically, that the majority of African Americans
report having at least one experience with discrimination in their lifetime across a variety of
domains, including the workplace and medical care [2–3]. Already a foundation exists to
further explore the interplay between discrimination and race, socioeconomic status, and
gender; however few studies have undertaken this task within the realm of women’s
reproductive health.

Despite increasing options for safe, effective family planning, women continue to face a
number of obstacles, especially those who are an ethnic minority or from a socially
disadvantaged background. Examples of such barriers include lack of insurance coverage,
reduced access to medical care, poverty, inadequate resources, mistrust of health care
systems, and living in communities with high prevalence of sexually transmitted infections
(STIs). In the United States, the rates of chlamydia, gonorrhea, and syphilis infection in
African American women are 8, 19 and 7 times higher, respectively, than that among white
women [4].

The persistence of racial disparity in women’s health outcomes has stimulated scientific
interest in other factors that may account for such disparities. Given the known negative
effects of discrimination on mental and physical health [5,6], recent attention has been
drawn to better understanding the relationship between perceived discrimination and health
care utilization. Findings from a cross-sectional study of 326 African American women
showed that 67% reported race-based discrimination when obtaining family planning
service, especially those women with stronger Black identity, younger age, and lower
income [2]. Other studies have demonstrated an association between perceived
discrimination and substituting alternative medicine for conventional care; medical care
delays (e.g., obtaining prescriptions, treatments, or tests); and non-adherence to medical
advice [7–11].

Despite this growing body of literature, there still remains limited data on women’s present
day experiences of discrimination, especially within preventive services and reproductive
health care. The objective of our cross- sectional analysis is to examine whether there is a
relationship between self-reported discrimination and choice of contraception. Specifically,
we hypothesize that prior to study enrollment, use of effective contraceptive methods – that
is, intrauterine device, implantable, depo medroxyprogesterone acetate (DMPA), and
contraceptive pill, patch and ring - is negatively impacted by perceived racial, economic and
gender discrimination. Therefore, by eliminating financial and structural barriers to
contraceptive use, we hope to demonstrate a positive effect on women’s decision to choose
effective methods of contraception compared to less effective methods (e.g., barrier
methods, natural family planning or withdrawal) despite any previous experiences with
discrimination.

2. Materials and methods
Data from this study were derived from the first 2,500 women enrolled in the Contraceptive
CHOICE Project, a prospective cohort study recruiting 10,000 women in the St. Louis
region. Participants in this analysis enrolled between August 2007 and December 2008.
Each participant is provided the contraceptive method(s) of her choice at no cost to her for

Kossler et al. Page 2

Contraception. Author manuscript; available in PMC 2013 January 08.

$w
aterm

ark-text
$w

aterm
ark-text

$w
aterm

ark-text



up to three years. Prior to the initiation of the study, all procedures were reviewed and
approved by the Washington University in St. Louis School of Medicine Human Research
Protection Office. A full description of the methods of this study has been published
elsewhere [12]. Screening and enrollment of women for CHOICE began in August 2007 and
is currently ongoing. Participants are recruited from university-affiliated clinics and
providers, two facilities providing abortion services, and community clinics that provide
family planning, obstetric/gynecologic, and/or primary care. Recruitment is also achieved
principally through direct patient contact, clinic-based advertising and word of mouth.

Women were eligible to participate if 14–45 years of age, resided in or sought clinical
services in designated recruitment sites in the St. Louis region, had been sexually active with
a male partner in the past six months or anticipate sexual activity in the next six months, had
not had a tubal ligation or hysterectomy, did not desire pregnancy in the next year, and not
currently using a contraceptive method or interested in starting a new reversible
contraceptive method. Parental consent and minor assent (minor’s written agreement) were
obtained for participants under 18 years of age. Emancipated minors were able to complete
consent without a parent.

The baseline questionnaire collected comprehensive information on demographic
characteristics, past and current reproductive history including contraception use, sexual and
reproductive history as well as experiences of discrimination and violence. We analyzed
information from the baseline questionnaire to assess whether patients have experienced
discrimination because of their 1) race, ethnicity, or color; 2) economic position; or 3)
gender. We adapted items from the 9-item “Experiences of Discrimination” (EOD) measure,
an instrument tested and shown by Krieger et al. [13]. to be a valid and reliable self-report
measure of racial discrimination. It was originally based on a prior instrument used in the
Coronary Artery Risk Development in Young Adults (CARDIA) study, and first tested in a
population of working class African American and Latino adults [14,15]. Confirmatory
factor analysis indicated scale reliability was high, and further testing with structural
equation modeling demonstrated the EOD had the highest correlation (r=0.79) with an
underlying discrimination factor compared to other self-report discrimination measures [13].
Given our specific objectives and appropriate sample population with regards to race/
ethnicity, we adapted items from the EOD instrument to answer our study questions. We
asked participants the following questions with respect to each of the 3 categories listed
above: “Have you ever experienced discrimination, been prevented from doing something,
or been hassled or made to feel inferior in any of the following situations: 1) at work or
school; 2) getting medical care; 3) on the street or in public; 4) getting a job; 5) getting a
house or apartment; or 6) getting contraception?” Response options were yes or no, with
positive responses further assessed using the following scale: once, seldom, occasionally, or
often.

Prior to, and after, enrollment into the Contraceptive CHOICE Project, we compared
whether EOD was associated with selection of an effective method of contraception (e.g.,
intrauterine device, implantable, depo-medroxyprogesterone acetate or contraceptive pill,
patch, or ring) or less effective method of contraception (barriers, natural family planning,
withdrawal, etc.) compared to no contraceptive use. We hypothesized that eliminating
structural and financial barriers to contraception would eliminate differences in use of
effective contraceptives in women with a history of perceived discrimination. Statistical
analyses were performed using SAS Software v. 9.2 (SAS Institute, Cary, NC). Categorical
variables were compared using either chi-square or Fisher’s exact tests; while continuous
variables were compared using t-tests. Relative risks were estimated using Poisson
regression with robust error variance. This method provides an unbiased estimate of relative
risk when a binary outcome is common.
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3. Results
We analyzed the first 2,500 women enrolled in the Contraceptive CHOICE Project. Forty-
four percent of the cohort were black and over half of women were considered
disadvantaged or low socioeconomic status (SES), that is, had trouble paying for basic living
expenses or were receiving government assistance (Table 1). Forty- two percent were
uninsured. There was a mean number of lifetime sexual partners of 8.3 and 71% of the
sample had at least one pregnancy. Forty -four percent had been diagnosed with a sexually
transmitted infection and 55% reported a history of violence. Fifty-seven percent of our
study sample reported some experience of discrimination (EOD). Thirty-eight percent
reported gender discrimination, 34% reported race-based discrimination and 24% reported
discrimination attributed to economic status.

Women who reported a history of EOD were more likely compared with women without a
history of EOD to be older (mean age 25.4 vs. 24.4 years), have a high school education or
higher, and have a mother who obtained a high school education or higher. History of
discrimination was also associated with medical insurance status (none or Medicaid/
Medicare vs. private/other), number of lifetime sexual partners (9.4 vs. 7.0) and a history of
STI. However, women reporting discrimination did not have higher STI rates at enrollment
compared to women reporting no discrimination Further, women with a history of
discrimination had higher rates of prior interpersonal violence, smoking, drug and alcohol
use compared to women without a history of EOD. There was no difference between the
number of unintended pregnancies, history of abortion, or age at first pregnancy in women
reporting EOD at enrollment compared to women who did not. These patterns were similar
by type of discrimination experienced (gender-, race-, SES-based), with a few exceptions.
The most common setting of reported discrimination was at work/school (38%) followed by
on the street/in public (36%), while receiving medical care (13%), and obtaining
contraception (3%) (data not shown). Black women reported higher rates of race- and
economic-based discrimination and lower rates of gender-based discrimination. Specifically,
Black women reported higher rates of EOD at work/school, on the street/in public, and
while seeking a job or housing compared to their white counterparts. Women of
disadvantaged SES reported higher rates of discrimination overall compared to women
without disadvantaged SES. The setting in which these experiences occurred were the
following: at work/school (41%), while seeking a job (19%) or housing (18%) and obtaining
medical care (19%) or contraception (4%).

3.1. Contraceptive choice prior to enrollment
Table 2 presents the contraceptive method chosen as part of the study and the current
contraceptive method used prior to enrollment by EOD. Women who reported any EOD
were significantly more likely to use a contraceptive method prior to study enrollment (61%
vs. 51%, p<0.001); but they were more likely to report use of less effective methods (e.g.,
barrier methods, natural family planning or withdrawal) compared to women with no history
of discrimination (41% vs. 32%, p<0.001). This finding held true for gender- or race-based
discrimination, but not SES-based discrimination. Less effective methods of contraception
were more prevalent among white women reporting gender-based discrimination and black
women reporting race-based discrimination.

Finally, using multinomial regression, we examined whether EOD was associated with type
of method used prior to enrollment (more effective and less effective vs. non-contraceptors)
(Table 3). We found that women who reported any EOD and gender-, race- and SES-based
discrimination were significantly more likely to report using a less effective method
compared to women who did not report discrimination. When stratified by race, these
associations were observed only among black women. Prior experience of discrimination
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when obtaining medical care or contraception was not associated with type of method used
in adjusted models for either white or black women.

3.2. Contraceptive choice once enrolled
When examining contraceptive choice after enrolling in the study, we found that women
overwhelmingly selected a long-acting reversible contraceptive (LARC) method (67%;
Table 3). The only difference relating to discrimination history is that women reporting race-
based discrimination were slightly less likely to choose a LARC method compared to
women who did not report race-based discrimination (64% vs. 69%, p=0.03). When
stratified by race, we found no difference in chosen method by EOD among white or black
women.

4. Discussion
Women who reported EOD had higher rates of any contraceptive use, but were more likely
to be using less effective methods of contraception (e.g., barrier methods, natural family
planning or withdrawal) than women with no history of discrimination. However, upon
enrolling in the Contraceptive CHOICE Project, a study that seeks to remove financial and
structural barriers to contraception and provides a brief education on all methods, women
with a history of discrimination overwhelmingly selected LARC methods (intrauterine
device and implantable), the most effective methods of contraception.

In our study, 57% of women reported experiencing discrimination in the past. Multiple
studies have estimated the prevalence of perceived racial discrimination. Mustillo et al. [16]
in 2004 found in four metropolitan areas in the U.S. that 41% of black women experienced
racial discrimination in the past compared to 5% of white women. However, African
Americans reported much lower rates of discrimination in the health care setting. Borrell et
al. [17] in 2006, found that 73% of African American women had experienced
discrimination, however only 15% experienced discrimination in a health care setting.
Women were much more likely to report discrimination in other areas of their life, for
example over 42 % of African American women experienced discrimination when getting a
job, and 58% experienced discrimination on the street or a public setting. Furthermore,
Casagrande et al. [7] in 2007 found that 7% of men and women reported an EOD in the
health care setting, and rates did not differ between African Americans and whites.

In 2001, Bird and Bogart [18] conducted a small, cross-sectional telephone survey to explore
the relationship of birth control conspiracy beliefs and perceived discrimination to
contraceptive attitudes and behavior among a sample of African Americans aged 18 to 45
years. They found that perceived discrimination is associated with more negative attitudes
toward contraception, especially pills, and that the majority of African American women
report discrimination when obtaining family planning services. A telephone survey of 500
African American women conducted by Thorburn and Bogart [2] showed nearly 30% of
respondents reported that, based on their race, a provider encouraged them to use one
method of contraception when they preferred another. With the exception of these two
studies, we found no other published studies that have examined the relationship between
perceived discrimination and choice of contraception when obtaining family planning
services. These high reported rates of discrimination when obtaining contraceptives services
are in contrast with our findings; where only 3% of African American women and 2% of
White women reported discrimination in this setting. This difference could be a consequence
of the different demographics between the study sites.

To our knowledge, the Contraceptive CHOICE Project is the first prospective, longitudinal
study that examines women’s history of discrimination and selection of contraceptive
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method. Our study has a number of strengths that include a large sample size, diverse
cohort, and assessment of evidence of discrimination using the EOD instrument. Limitations
to the study include non-randomization and potential selection bias. Women were recruited
for the study through direct contact, advertisement through clinics, and word of mouth.
Perhaps the women who sought enrollment into the Contraceptive CHOICE Project had
different perceived experiences of discrimination or differed in their contraceptive history
and choices compared to the general population. That is, women who have experienced
discrimination may be less trusting of university-based researchers and are less likely to
participate in a clinical research project.

Contraceptive decision-making involves many factors; prior experience(s) of discrimination
may be one of them. An editorial published in Contraception [19] and supported by the
Association of Reproductive Health Professionals board of directors and staff entitled, “Ten
priorities for women’s health” highlights key public health policies, research and clinical
practices needed to improve women’s health and well- being. One stated priority is a call to
better understand the underlying issues that affect access and utilization of contraception
that remain unanswered. Our findings shed light on the role that perceived discrimination
may play in contraceptive method selection and use. Providers should educate their patients
about all contraceptive options and minimize personal biases against a patient’s race,
gender, and other sociodemographic characteristics.
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