
The covariates associated with reproductive health

service delivery preferences were parity, education and

age (not shown).Womenwith childrenwere significantly

less likely than childless women to prefer a female

clinician (odds ratios, 0.6 for women with 1–2 children

and 0.5 for womenwith three or more).Womenwho had

children were more likely than women without children

to consider clinician continuity important (2.1 for women

of parity 1–2 and 3.2 for women of higher parity), while

women with less than a college education had reduced

odds of considering clinician continuity important (0.5

for womenwith less than a high school education and 0.6

for those who had completed high school). Age, parity

and education were associated with women’s preferences

regarding where reproductive health services are deliv-

ered. Women younger than 30 were less likely than older

women to prefer receiving these services at a site deliver-

ing general health care (0.4 for each age-group younger

than 30), and women with children were less likely to

express this preference than were those who had no

children (0.6). By contrast, women with less than a high

school education were more likely than those with more

schooling to prefer receiving reproductive health care at

a site delivering general health care (2.1).

Perceptions of ServiceQuality

In crude analysis, we found significant racial, ethnic and

language differences for all five quality perception mea-

sures (Table 4). Adjusting for women’s personal and

demographic characteristics (Model 1) had relatively

minor effects on the crude results, except with respect

to whether women had been informed about different

contraceptive methods; the adjustment eliminated the

only significant difference among the groups. Adding an

adjustment for the site where care was received and the

type of insurance coverage women had (Model 2) elim-

inated the significant differences between blacks and

whites in terms of satisfaction with the structure and

facility and client-staff interaction. Further adjusting for

consultation factors that were significant in the bivariate

analyses (Model 3) had the largest effect in reducing

groupdifferences. It eliminated the significant differences

between English-speaking Latinas and whites on satisfac-

tion with client-staff interaction and between blacks and

whites on satisfaction with patient-centeredness.

In our final adjusted models (Model 1 for the variable

regardingpressure to choose amethodandModel 3 for all

others), we found no significant racial, ethnic or language

group differences for two of our quality perception mea-

sures: client-staff interaction and contraceptive method

counseling. For three other measures, we did find signif-

icant differences. In terms of structure and facility quality,

the odds of optimal ratings (i.e., giving the highest

possible rating) were significantly lower for both groups

of Latinas than for whites (odds ratios, 0.5 for English

speakers and 0.4 for Spanish speakers). Similarly, for

patient-centeredness, the odds of optimal ratings were

TABLE 3. Percentage of low-income women expressing selected service delivery pref-
erences, by race, ethnicity and language spoken, and odds ratios from logistic regres-
sion analyses assessing associations between service delivery preferences and these
characteristics

Preference and characteristic % Crude
odds ratio

Adjusted
odds ratio‡

Prefers female clinician for gynecologic exams (N=1,738) (N=1,738) (N=1,727)
Black 29 0.73† 0.80
English-speaking Latina 46 1.49* 1.75**
Spanish-speaking Latina 58 2.49*** 3.58***
White (ref ) 36 1.00 1.00

Thinks clinician continuity is important (N=1,728) (N=1,728) (N=1,718)
Black 70 1.21 1.25
English-speaking Latina 77 1.68** 1.72**
Spanish-speaking Latina 83 2.49*** 2.22**
White (ref ) 66 1.00 1.00

Prefers to receive reproductive health care
at a general health care site (N=1,741) (N=1,741) (N=1,730)
Black 62 1.64** 1.63*
English-speaking Latina 61 1.57** 1.45*
Spanish-speaking Latina 69 2.23*** 1.51†
White (ref ) 50 1.00 1.00

*p<.05. **p<.01. ***p<.001. †p<.10. ‡Adjusted for age, marital status, education and parity. Notes: ref=reference

group. Percentages and odds ratios are weighted; sample sizes are unweighted.

TABLE 4. Percentage of low-income women reporting selected perceptions of service
quality, by race, ethnicity and language spoken, and odds ratios from logistic regres-
sion analyses assessing associations between service quality perceptions and these
characteristics

Perception and characteristic % Crude
estimate

Model 1‡ Model 2§ Model 3††

Optimal rating of structure
and facility at last visit (N=1,687) (N=1,687) (N=1,677) (N=1,656) (N=1,633)
Black 20 0.51*** 0.61* 0.70 0.69
English-speaking Latina 16 0.40*** 0.43*** 0.47*** 0.51*
Spanish-speaking Latina 10 0.22*** 0.25*** 0.31*** 0.38**
White (ref ) 33 1.00 1.00 1.00 1.00

Optimal rating of client-staff
interaction at last visit (N=1,716) (N=1,716) (N=1,705) (N=1,679) (N=1,655)
Black 64 0.62* 0.63* 0.72 0.84
English-speaking Latina 64 0.61** 0.62* 0.68* 0.89
Spanish-speaking Latina 70 0.80 0.73 0.85 1.24
White (ref ) 74 1.00 1.00 1.00 1.00

Optimal rating of patient-
centeredness at last visit (N=1,709) (N=1,709) (N=1,698) (N=1,673) (N=1,648)
Black 64 0.58** 0.59* 0.59* 0.67†
English-speaking Latina 53 0.36*** 0.35*** 0.36*** 0.41***
Spanish-speaking Latina 38 0.20*** 0.20*** 0.21*** 0.25***
White (ref ) 76 1.00 1.00 1.00 1.00

Informed about different
contraceptives at last visit‡‡ (N=1,024) (N=1,024) (N=1,017) (N=1,008) (N=1,001)
Black 82 1.56 1.36 1.05 1.10
English-speaking Latina 84 1.80* 1.61 1.47 1.54
Spanish-speaking Latina 84 1.72† 1.29 1.28 1.38
White (ref ) 75 1.00 1.00 1.00 1.00

Was pressured by a doctor/clinic
staff to adopt a contraceptive (N=1,738) (N=1,738) (N=1,727)
Black 11 2.62** 2.30* na na
English-speaking Latina 5 1.20 0.99 na na
Spanish-speaking Latina 3 0.75 0.55 na na
White (ref ) 5 1.00 1.00 na na

*p<.05. **p<.01. ***p<.001. †p<.10. ‡Adjusted for age,marital status, educationandparity. §Adjusted for all

Model 1 covariates plus typeof insurance coverage and sitewhere carewas received. ††Adjusted for allModel

2 covariates plus purpose of visit, whether care site provides general health care, clinician continuity, whether

clinicianwas preferred gender andwhether client perceived she was race-concordant with clinician. ‡‡Based

on 1,032 womenwho received amethod at visit. Notes: ref=reference group. na=not applicable. Percentages

and odds ratios are weighted; sample sizes are unweighted.
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