1duosnue Joyiny 1duosnuep Joyiny 1duasnuen Joyiny

1duasnuen Joyiny

WEALTY 4
of %,

SERVIC

A
u
Yeyvaaa

/ HHS Public Access

Author manuscript
Contraception. Author manuscript; available in PMC 2016 June 01.

Published in final edited form as:
Contraception. 2015 June ; 91(6): 513-519. doi:10.1016/j.contraception.2015.02.012.

How Does Religious Affiliation Affect Women’s Attitudes Toward
Reproductive Health Policy? Implications for the Affordable Care
Act

Elizabeth W. Patton, MD, MPhil1.2:3:4 Kelli Stidham Hall, PhD, MS256, and Vanessa K.
Dalton, MD, MPHZ2:3.6
University of Michigan, Ann Arbor

Abstract
Structured Abstract

Background—Supreme Court cases challenging the Affordable Care Act (ACA) mandate for
employer-provided reproductive health care have focused on religiously based opposition to
coverage. Little is known about women’s perspectives on such reproductive health policies.

Study Design—Data were drawn from the Women’s Health Care Experiences and Preferences
survey, a randomly selected, nationally representative sample of 1078 US women age 18-55. We
examined associations between religious affiliation and attitudes toward employer-provided
insurance coverage of contraception and abortion services, and the exclusion of religious
institutions from this coverage. We used chi-square and multivariable logistic regression for
analysis.
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Results—Respondents self-identified as Baptist (18%), Protestant (Other Mainline, 17%),
Catholic (17%), Other Christian (20%), Religious, Non-Christian (7%) or no affiliation (21%).
Religious affiliation was associated with proportions of agreement for contraception (p = 0.03),
abortion (p <0.01), and religious exclusion (p <0.01) policies. In multivariable models, differences
in the odds of agreement varied across religious affiliations and frequency of service attendance.
For example, compared to non-affiliated women, Baptists and Other Nondenominational
Christians (but not Catholics) had lower odds of agreement with employer coverage of
contraception (OR 0.63, 95% CI 0.4-0.1 and OR 0.57, CI 0.4-0.9, respectively); women who
attended services weekly or more than weekly had lower odds of agreement (OR 0.53, 95% ClI
0.3-0.8 and OR 0.33, CI 0.2-0.6, respectively), compared to less frequent attenders.

Conclusions—Recent religiously motivated legal challenges to employer-provided reproductive

health care coverage may not represent the attitudes of many religious women.

Keywords
Contraception; Religion; Affordable Care Act; Policy

1. Introduction

Public and policy discourse around religious beliefs, women’s health, and the Affordable
Care Act (ACA) is polarized. Common narratives, which have often featured a limited
number of voices from within religious groups, have generalized opposition to the ACA’s
provisions on reproductive health care across religious affiliations [1]. Recent legal
challenges to the ACA’s contraceptive mandate based on claims of religious freedom,
including the Supreme Court decision in Hobby Lobby v. Burwell, have fueled the debate
and framed the overall sociopolitical picture [2]. While many religiously affiliated
organizations (including such groups as Catholics for Choice, Hadassah, and the Religious
Coalition for Reproductive Justice) did advocate for the contraceptive mandate [3], overall
these counter narratives received less attention than the more common narrative frame of
conflict between religious freedom and the contraceptive mandate. Furthermore, although
the high utilization of contraception by American women across the religious spectrum has
been well documented [4], the views of women, specifically religiously affiliated women, a
demographic that includes the majority of women in the US, have been neglected in the
greater dialogue on religious freedom and reproductive health coverage.

Recent research suggests that the public’s support for some ACA-related women’s health
benefits is generally high (69% of men and women in a recent national survey agreed with
contraceptive coverage)[5]. Yet many women are uncertain (or have negative impressions)
of how the ACA will affect their ability to get preferred care and their use of women’s
health services [6]. However, women’s religious beliefs, which may shape their views on
reproductive health services and health policies, have been notably neglected in research to
date. For instance, how religiously affiliated women perceive the role of employers,
including religious-based institutions, in health care coverage, and especially reproductive
health coverage, has not been well documented. Furthermore, while the ACA contraceptive
coverage mandate does not cover abortion services, some opponents (including some of the
litigants) of the contraceptive coverage guarantee have claimed otherwise, asserting that
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certain methods of covered contraceptives are abortifacients, despite a lack of supporting
scientific evidence [7]. Thus, although not part of the ACA coverage guarantee, women’s
views on abortion may also influence their views on contraceptive policy.

Failing to comprehensively account for women’s perspectives, the group arguably at the
heart of the current dialogue on religion and reproductive health care, impoverishes
discourse, and misinforms policy on this major public health issue. We investigated the
relationships between religious affiliation and attitudes toward reproductive health policies
among a nationally representative sample of U.S. women.

2. Methods

2.1 Study design and sample

We drew data from the Women’s Health Experiences and Preferences Study, a survey we
conducted in September 2013 among a nationally representative sample of US women aged
18-55. Our sample was randomly selected from the GfK probability-based Internet panel of
50,000 US residents (formerly Knowledge Networks, Menlo Park, CA). GfK Panel
members are sampled using address-based methods, which includes cell-phone only
households that are often excluded from Random Digit Dialing sample frames. Individuals
solicited to participate in the GfK panel, but who do not have Internet access are provided
with a laptop and Internet access at no cost. All panelists provide individual and household
demographic data. Each member of the panel has a unique login to allow them to access
online surveys and survey invitations are sent by email. GfK offers modest incentives to
encourage ongoing participation among panelists. Survey weights are provided and applied
to account for non-response bias and the complex survey design and to bring the final
sample in line with national demographic benchmarks.

Our 29-item survey assessed women’s health care experiences and preferences across the
reproductive life course and in the context of the ongoing implementation of the ACA. The
survey included a series of items measuring women’s attitudes toward three policy-relevant
statements about employer coverage of reproductive health care: 1) “Employers should
provide health plans that cover the costs of contraception for their employees;” 2)
“Employers should provide health plans that cover the costs of abortion care for their
employees;” and 3) “Religious affiliated hospitals and colleges should be excluded from
having to cover the costs of contraception for their employees.” Response choices included
“Agree,” “Disagree,” or “Don’t know.” Our outcomes were modeled as agreement with each
of these policy statements.

Our primary independent variable was self-identified religious affiliation. Women were
given a choice of 13 religious affiliations: Baptist, Protestant: Other Mainline Denomination
(e.g., Methodist, Lutheran, Presbyterian, Episcopal), Catholic, Pentecostal, Eastern
Orthodox, Non-denominational Christian, Mormon, Jewish, Muslim, Hindu, Buddhist,
Other Non-Christian Religion, or None (No Affiliation). Given the small number of
respondents selecting certain affiliations, we grouped religious affiliation responses into six
categories for analytic purposes: Baptist, Protestant: Other Mainline Denomination
(including Lutheran, Presbyterian, Methodist, Episcopal), Catholic, Other Christian
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Affiliation (Non-denominational Christian, Pentecostal, Eastern Orthodox, Mormon),
Religious Non-Christian (Jewish, Muslim, Buddhist, Hindu, Other) and No Affiliation.

Among women who identified a religious affiliation, we further asked about their frequency
of religious service attendance, which we examined as a secondary independent variable.
Response options included more than once a week, weekly, once or twice a month, a few
times per year, yearly or never.

2.2 Data Analysis

3. Results

We used descriptive statistics (weighted proportions, un-weighted frequencies) and bivariate
chi-square tests to describe and compare reproductive health policy attitudes across religious
and socio-demographic groups. We used multivariable logistic regression to evaluate
associations between women’s religious affiliation, frequency of religious service
attendance, and reproductive health policy attitudes while controlling for socio-demographic
and reproductive history characteristics. Our covariate selection was based upon our prior
work, as well as data from prior national surveys of religious life in the United States [6, 8].
These covariates included age, income, race/ethnicity, educational attainment and region of
residence. We also included employment status and childbirth, as we hypothesized they
would potentially influence a woman’s policy views regarding employer-based coverage of
reproductive health services (our outcomes). Socio-demographic covariates were included in
regression models if their p-values were <0.10 in bivariate tests.

We modeled the effects of religious affiliation and frequency of religious service attendance
first separately on the three reproductive health policy attitudes and then together in a
combined model, controlling for socio-demographic characteristics. We then added political
party (which we hypothesized would be the strongest predictor of women’s health policy
attitudes) in separate models. This approach allowed us to explore the independent as well as
combined effects of religious affiliation, service attendance, and political party on the
outcomes. Results are presented as weighted proportions and adjusted odds ratios with 95%
confidence intervals. We considered p-values of <0.05 significant. Results are from
weighted analyses using STATA 13 (College Station, TX).

3.1 Sample characteristics

Of the 2,520 randomly sampled eligible GfK panelists (English-speaking women aged 18—
55) who received the survey invitations, 43% (n=1078) opened the electronic link and
completed the study. Compared to respondents, non-respondents were more likely to be
younger than age 30, identify as Black or Hispanic ethnicity, have less than a high school
education, and have annual incomes of less than $25,000 (all p<0.01). GfK does not collect
data on religious characteristics of non-responders. The mean age of respondents was 37
years old (Table 1). The majorities were white (61%), had attended at least some college
(64%), had annual incomes of $50,000 or more (60%), were employed (62%) and had had at
least one child (54%). Thirty-four percent of respondents self-identified as Democrats and
23% as Republicans. Women identified as Baptist (18%), Protestant: Other Mainline
Denomination (17%), Catholic (17%), Other Christian Affiliation (20%), Religious, Non-
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Christian (7%) and No Affiliation (21%). Amongst religiously affiliated women, service
attendance varied: 26% reported attending once per week or more frequently while 24%
never attended. Baptist or Other Christian Affiliation respondents reported the most frequent
attendance (Table 2).

3.2 Unadjusted results

Overall, 56% of women agreed that employer health plans should cover contraception, 23%
agreed that abortion should be covered, and 22% agreed that religious hospitals and colleges
should be excluded from contraceptive coverage requirements. While high levels of
agreement with employer-provided contraceptive coverage were noted across all religious
affiliations, there were notable differences among groups. Protestants: Other Mainline
Denomination (66%) and Catholics (63%) had the highest agreement (even higher than No
Affiliation, 59%), while Baptists (48%) and Other Christians (45%) had the lowest (p=0.03).
For agreement with employer-provided coverage of abortion, more women disagreed
overall, but Baptists (17%) and Other Christians (15%) had the lowest agreement and
Religious Non-Christian (35%) and non-affiliated women (30%) had the highest (p<0.01).
For agreement with exclusion of religious institutions from contraceptive coverage Baptists
(29%) and Other Christians (27%) had the highest agreement and non-affiliated women
(10%) had the lowest (p<0.01, data not shown)

For religious service attendance, proportions of agreement with contraception and abortion
coverage were higher among women with less frequent religious service attendance;
proportions of agreement with the exclusion of religious colleges and hospitals from
contraceptive coverage requirements were higher among women with more frequent
attendance (p-values <0.01, data not shown).

3.2.2 Adjusted results—In multivariable models (Tables 3a—c), we examined the impact
of religious affiliation and attendance individually, and then in combined models. In models
of religious affiliation alone, Baptists and Other Christians had lower odds of agreement
with employer-provided coverage of contraception (OR 0.63, 95% CI1 0.6-1 and OR 0.55,
Cl 0.4-0.8, respectively) than women with no affiliation (Table 3a, Model 1). For agreement
of employer coverage of abortion (Table 3b), Baptist, Protestant: Other Mainline
Denomination, Catholic, and Other Christian Affiliation women had lower odds of
agreement than non-affiliated women. For agreement with the exclusion of religious
hospitals and colleges from contraceptive coverage requirements (Table 3c), Baptists,
Protestants: Other Mainline Denomination), Catholics and Other Christian Affiliation
women had higher odds of agreement than non-affiliated women.

In the models of religious service attendance alone, women who attended weekly or more
than weekly had lower odds of agreement with employer-provided contraception (OR 0.52,
95% CI 0.4-0.8 and OR 0.33, CI 0.2-0.6, respectively; Table 3a) and abortion care (OR
0.35, C1 0.2-0.6 and OR 0.14, CI 0.1-0.4, respectively; Table 3b) and higher odds of
agreement for exclusion of religious institutions from contraceptive coverage requirements,
compared to their counterparts (OR 4.1, Cl 2.3-7.4 and OR 5.2, Cl 2.6-10.3, respectively;
Table 3c). In combined models of religious affiliation and attendance, women who attended
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weekly or more than weekly had lower odds of agreement with employer-provided
contraception (Table 3a) and abortion care (Table 3b) and higher odds of agreement with
religious exclusion from contraceptive coverage, compared to their counterparts (Table 3c).
Additionally, Baptists had lower odds of agreement with abortion care than non-affiliated
women (Table 3b). Controlling for political party, the effects of religious affiliation and
attendance across all outcomes became statistically insignificant, although point estimates
remained stable (Tables 3a—c).

4. Discussion

In contrast to recent media narratives highlighting religious opposition toward reproductive
health policies, our data argue for a more nuanced perspective of this major public health
issue. Positive attitudes toward employer-based reproductive health coverage were generally
high among these women. Women had overwhelmingly positive attitudes toward employer
coverage of contraception, regardless of religious affiliation, and in multivariable models
controlling for religious service attendance and political party, both religiously affiliated and
unaffiliated women were statistically similar. Notably, the groups of religious women who
have been targeted in the policy debate (i.e., Catholics) had amongst the highest rates of
agreement with contraceptive coverage, as well as moderate views on abortion coverage and
religious exemption. Although reproductive health issues like contraception and abortion are
sometimes conflated in public and policy discourse [7], women in our study appeared to
distinguish between them regardless of religious affiliation. Attitudes toward abortion
coverage were the most negative, and indeed abortion remains the most polarizing
reproductive health policy issue in the U.S. across socio-demographic groups [9].

We further considered the influence of religious service attendance on women’s
reproductive health policy attitudes, as another proxy for religiosity in the context of family
planning [10]. More frequent attendance among these women was associated with lower
levels of agreement for employer provided contraceptive coverage and abortion care
coverage, and higher levels of agreement with exclusion of religious institutions from
contraceptive coverage requirements. Yet even among women attending services weekly,
46% agreed with employer provided insurance coverage for contraception, suggesting a
significant proportion of “highly religious” women support employer provided insurance
coverage of contraception. The views of religious women, which have rarely been heard in
recent narratives around reproductive health policy and religion, are likely even more
complex than our data permit. Further research is needed to disentangle the multiple
influences of religiosity on women’s reproductive health policy attitudes.

As we hypothesized, political affiliation was strongly associated with women’s reproductive
health policy attitudes but the addition of political party to models had only modest effects
on the relationships between religious affiliation, service attendance and our outcomes (as
evidenced by relatively stable point estimates). Furthermore, other socio-demographic and
reproductive history characteristics including geographic region of residence, racial and
ethnic background, income, and level of education, also appeared to shape these women’s
attitudes. Overall, the complex and interrelated social, political, economic, and individual
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level factors that contribute to women’s understanding and acceptance of reproductive
health policy in the United States require continued investigation.

Several limitations of our study are notable. We had small numbers of respondents from
some religious affiliation groups (i.e. Muslim, Buddhist, Hindu) and grouping of these non-
Christian religions for statistical purposes may have conceptually biased results.. Religious
service attendance and political party measures may not fully reflect the intensity of
religious or political interests or their impact on women’s beliefs and behaviors. Self-
reported frequency of religious attendance may be overestimated [11], or may not fit the
ritual practice of some particular faiths. Employer-provided reproductive health care
coverage may not be solely an issue of religious freedom for some women but rather a
broader issue of employer-provided health care coverage generally. Our survey did not
assess this, nor did it differentiate between employer and employee views or between for-
and not-for-profit employers.

While our sample was drawn from a national probability panel, our respondents appeared to
be of higher age, income, education, employment, and insurance levels than the general
population. Our responders were also older, more White, higher educated, and higher
income than GfK non-responders. Our moderate response rate of 43% may reflect response
bias. More non-respondents were racial/ethnic minority, less educated, lower income, and
younger than were respondents. Gfk does not collect baseline religious demographic data on
panel participants, but the religious demographic distribution of women in our study was
similar to that of other large population-based religious surveys of Americans [8].
Nonetheless, our findings may not be generalizable to all U.S. women, especially socially
disadvantaged women.

Despite these limitations, our findings have important implications for reproductive health
policy and practice. Broadly, a paradigm shift is needed — one that more accurately reflects
all women’s, including religious women’s, perspectives on contraception and abortion and
debunks the notion that religious participation is a marker of opposition to reproductive
health care coverage. Given that the vast majority of U.S. women identify with a religion
[8], reproductive health professionals have a responsibility to correct the dominant,
inaccurate public narrative around religion and reproductive health care. Continued research
to provide a more complex understanding of religion and women’s health policy attitudes
and their influence on women’s reproductive health care needs and service experiences is
warranted.
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Sample Characteristics

% n
100 1078
Age (yrs)
18-29 31 244
30-44 38 431
45-55 31 403
Race/Ethnicity
White 61 754
Black 14 108
Hispanic 17 133
Other 9 83
Education
Less than high school 10 81
High school 27 324
Some college 32 311
Bachelor or higher degree 32 362
Household Income
< 25K 18 200
25-<50K 22 241
50-<75K 19 194
>=75K 41 443
Employee Status
Not working 39 398
Working 62 680
Region of Residence
Northeast 18 190
Midwest 21 245
South 38 388
West 23 255
Religious Affiliation
Refused 0.9 8
Baptist 18 185
Protestant:Other Mainline Denomination 17 195
Catholic 17 200
Other Christian Affiliation 20 224
Religious, Non-Christian 7 63
None 21 203
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% n
Religious Attendance
Refused 0.1 1
More than once a week 8 88
Once a week 18 207
Once or twice a month 10 114
A few times a year 17 177
Once a year or less 21 218
Never 24 247
Did not answer 3 26
Childbirth History
Never given birth 43 406
Ever given birth 54 646
Did not answer 3 26
Political Party
Democrat 34 362
Republican 23 263
Independent/Other 12 136
I do not affiliate with a political party 29 294
Did not answer 2 23
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