
Women Who Are Fecund but Do Not Wish to Have
Children Outnumber the Involuntarily Childless

Sevenpercent of U.S. women aged 35–44 are

voluntarily childless: They have never given

birth and do not expect to, and either are

fecund or have undergone contraceptive

sterilization. Voluntarily childless women

make up a larger share of 35–44-year-olds

than do women who have fecundity impair-

ments (the involuntarily childless) or nullip-

arous women who expect to have children

(the temporarilychildless).Voluntarilychild-

less women have higher incomes, are more

likely to be employed in professional or

managerial positions, and have longer work

histories than other childless women or

women with children. These are among the

main findings of an analysis based on data

from the National Survey of Family Growth

(NSFG).1

Several features of the NSFG afforded the

analysts the opportunity to expand on pre-

vious work on childlessness among U.S.

women in the late childbearing years. First,

the survey’s four most recent rounds (con-

ducted in 1982, 1988, 1995 and 2002)

permitted the examination of trends in

childlessness. Second, with the available

data, women could be classified by their

childbearing expectations and by their

biological ability to have children, factors

not taken into consideration in earlier re-

search. Third, variables unique to the 1995

survey yielded an unprecedentedly detailed

profile of the characteristics of voluntarily

childless, involuntarily childless and tempo-

rarily childless women. The analysts used

bivariate tests of significance to assess differ-

ences among these groups and women with

children.

Between 1982 and 1995, the proportion

of 35–44-year-old women who were volun-

tarily childless rose from5% to 9%; by 2002,

it had declined to 7%. Similarly, the pro-

portion temporarilychildless increased from

3% to 6% between 1982 and 1995, and then

declined to 5%. The proportion involun-

tarily childless was stable, at 4%, over the

entire period. In 1995 and 2002, involuntary

childlessness was more common among

women in their early 40s than among those

in their late 30s, and temporary childless-

ness was more common among the younger

than among the older women.

Data from 1995 reveal significant demo-

graphic differences among the groups of

childless women aged 35–44. Involuntarily

childless women were less likely than the

voluntarily childless to be white (79% vs.

84%), and they were the most likely of all

childless women ever to have married (80%

vs. 53–55%). Voluntarily childless women

weremore likely than involuntarily childless

women to claim no religious affiliation (21%

vs. 6%) and more likely than any other

childless women to say that they had been

raised in a particular religion but adhered to

none now (17% vs. 6–11%).

Voluntarily childless womendiffered from

both other childless women and parents

on several measures related to careers and

earnings. They were themost likely to report

an annual salary of at least $25,000 (57%

vs. 26–41%) and to hold managerial or pro-

fessional jobs (11%vs. 6–9%). Furthermore,

some 84% of the voluntarily childless had

worked for 15 or more years since age 18,

compared with 72–77% of other childless

women and 57% of parents.

Childless women expressed more open

attitudes toward gender equality than did

parents, but differences among childless

women were not statistically significant.

Some77–84%of childlesswomendisagreed

that men, but not women, can make long-

range plans and agreed that young girls

deserve as much independence as boys; by

contrast, the proportions among parents

were 72–75%.Womenwhowere voluntarily

childless were more likely than any other

group, including parents, to disagree that

women are happier if they stay home and

take care of their children (87% vs.

75–77%). The proportions of women who

disagreed that preschoolers suffer if their

mothers work (57–62%), agreed that

women should not let childrearing stand in

the way of their careers (81–91%) and felt

that free child care should be available to

enable women to work (60–64%) did not

differ among groups.

The analysts point out that their focus was

biological parenthood and did not take into

account women who had stepchildren or

adopted children. Furthermore, they note

that childbearing intentions can change, and

their profiles of childless women relied on

data for a single point in time. Nevertheless,

they draw two key conclusions. First, some

adult women may view their lives as ‘‘com-

plete and preferable without the addition of

children.’’ At the same time, the slight

decline in voluntary childlessness between

the most recent surveys could partly reflect

that the acceptability of women’s combin-

ing childbearing and work is increasing.

—D. Hollander
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Teenagers Report Both
Positive and Negative
Consequences from Sex

Adolescents who engage in oral or vaginal

sex report a wide range of social, emotion-

al and physical consequences, both posi-

tive and negative, according to a survey of

California high school students.1 Teenagers

who had had only oral sex were less likely

than their peerswhohadhad vaginal or both

types of sex to experience negative conse-

quences, such as pregnancy and feelings of

guilt, but they were also less likely to expe-

rience positive outcomes, such as pleasure.

Regardless of the type of sex they had had,

adolescent males weremore likely than their

female counterparts to report having expe-

rienced only positive consequences and less

likely to report having felt used or bad about

themselves.
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Researchers surveyed 618 ninth graders

at two high schools about their sexual history

in late 2002 and again at three follow-up

assessments conducted at six-month inter-

vals. At each survey, the adolescents indicated

whether they had ever engaged in oral sex or

vaginal sex, and whether they had experi-

enced various social, emotional and physical

consequences. In analyzing the data, the

researchers focused on whether respondents

had experienced these consequences at the

first time point in which they reported sexual

activity; they used logistic regression analyses

to determine whether the odds of each

consequence differed by type of sex or ado-

lescents’ gender.

Overall, 275 adolescents (44%) reported

having had oral sex, vaginal sex or both by

the final assessment (the spring of 10th

grade); this group made up the analytic

sample. Slightly more than half of these

teenagers (56%) were female; 40% were

white, 19% Latino, 17% Asian or Pacific

Islander, 4% black and 20% multiethnic or

other. Half of sexually experienced respon-

dents had initiated sexual activity by the

autumn of ninth grade. Among males, 32%

had had only oral sex, 16% had had only

vaginal sex, and 52% had had both; among

females, 51%hadhad onlyoral sex,15%had

had only vaginal sex, and 34%had had both.

Adolescents were more likely to report

having had at least one positive consequence

from their sexual activity (61–96%, depend-

ing on whether they had had oral sex,

vaginal sex or both) than having had at least

one negative consequence (31–62%). The

most common positive consequences were

experiencing pleasure (55–96%) and feeling

good about oneself (65–83%); adolescents

also frequently reported that their rela-

tionship with their partner had improved

(31–75%) or that they had become popular

(8–26%). However, substantial proportions

of respondents said that they had felt bad

about themselves (34–48%), felt regret (33–

53%), felt used (25–54%) or felt guilty (20–

46%) after theyhadhad sex.Others said that

their relationship with their partner had

worsened (10–32%), that they had gotten

into trouble with their parents (4–22%) or

that theyhaddeveloped abad reputation (7–

13%). Although adolescents who said they

had had only oral sex rarely reported hav-

ing had an STD (2%) or been involved in

a pregnancy (1%), these outcomes were

much more common among respondents

who reported having had only vaginal sex

(5% and 9%, respectively) or both oral and

vaginal sex (13% and 14%).

Logistic regression analyses indicated that

males were significantly more likely than

females to report that they had had only

positive consequences (odds ratio, 2.1),

become popular (2.1), felt good about them-

selves (2.5), contracted an STD (4.2) or been

involved in a pregnancy (3.6); they were less

likely than females to report that they had

felt bad about themselves (0.5) or felt used

(0.4). The likelihood of consequences also

differed by type of sex. Compared with

adolescents who had had only oral sex,

those who had had vaginal or both kinds

of sex had higher odds of having experi-

enced any positive consequences (3.8–12.7)

and any negative consequences (3.3–4.1).

Specifically, youth who had had vaginal or

both types of sexweremore likely than those

who had had only oral sex to report having

experienced pleasure (2.6–20.2), gotten into

trouble with parents (4.8–5.6), felt guilty

(3.0–3.7) and become or made someone

pregnant (10.5–15.2). In addition, respon-

dents who had had both types of sex had an

elevated likelihood of having become popu-

lar, having had improvement or worsening

of their relationship, having felt good about

themselves and having felt regretful or used

(1.9–6.8), compared with respondents who

had had only oral sex.

The researchers note that these results

‘‘generally support adolescents’ expecta-

tions that oral sex is associated with fewer

negative consequences than vaginal sex,’’

although they emphasize that oral sex is

‘‘not without negative consequences.’’ Fe-

males appear to be especially vulnerable to

negative social and emotional outcomes,

regardless of the type of sex. The researchers

caution that their classifications of conse-

quences as positive or negative may not

match the views of adolescents themselves,

and the findings may not be widely general-

izable. Nonetheless, the data suggest that

interventions designed to influence adoles-

cents’ sexual behavior should take into

account not only the potential physical con-

sequences of sexual activity, such as preg-

nancy and STDs, but also the social and

emotional consequences—including the pos-

itive ones. ‘‘Parents and health professionals

should talkwith adolescents about how they

can cope with and reduce the likelihood of

experiencing negative physical, social and

emotional consequences of having sex, so

that decisions to engage in sex are made

thoughtfully and are more likely to lead to

positive physical and mental health out-

comes,’’ the authors conclude.—P. Doskoch
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Many Pediatricians Are Reluctant to Vaccinate
Young Females Against Human Papillomavirus

Less than a year before a vaccine to prevent

human papillomavirus (HPV) infection in

females was approved and a federal advisory

committee recommended that it be admin-

istered to all 11–12-year-old females, fewer

than half of U.S. pediatricians surveyed said

that they would offer such a vaccine for 10–

12-year-old females if one were available.1 A

majority of respondents felt that parents

would be upset if they offered to vaccinate

a 10–12-year-old against an STD, and those

who held this belief were significantly less

likely than others to intend to do so (odds

ratio, 0.3). Physicians who thought that

parents’ refusal to have their preadolescent

daughters vaccinated would be a barrier also

had reduced odds of intending to give 10–

12-year-olds HPV vaccine (0.5).

The survey was conducted in August–

October 2005 among a sample of physicians

that was designed to be representative of the

overallmembershipof theAmericanAcademy

of Pediatrics. Participants, who chose whether

to answer the survey on the Internet or by

mail, provided information about their demo-

graphic characteristics, attitudes about adoles-

cent patients and sexuality, HPV knowledge,

and attitudes toward andperceived barriers to

providing HPV vaccination. Researchers used

multivariate analyses to identify characteris-

tics associated with intention to provide HPV

vaccination to 10–12-year-olds.

A total of 294 physicians completed the

survey. Respondents were about evenly

divided between males and females, and

were, on average, 48 years old. Most worked
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in private practices and in urban settings;

one-third said that at least 25% of their

patients were 13–18 years old.

Nearly all survey participants (98%) knew

that HPV causes genital warts in females and

males; thevastmajorityknew thatHPV is fairly

common (84%) and that genital HPV infec-

tions typically create no symptoms (83%).

However, only 68% were aware that the virus

causes most cervical cancer, and 80% did not

know that different HPV strains are responsi-

ble for genital warts and cervical cancer.

Forty-six percent of physicians said that if

an HPV vaccine were available, they would

likely recommend it for 10–12-year-old female

patients, 39% said that they would not likely

do so and the rest were undecided. By con-

trast, 77% said that they would recommend

it for 13–15-year-old females, and 89% for 16–

18-year-olds. Lower proportions considered

themselves likely to offer an HPV vaccine to

males than to females of each age, and 10%

reported being unlikely to offer it to anyone.

By and large, respondents did not think

that being inoculated against HPV infection

would encourage youngsters to engage in

risky sexual behavior; only 11% expressed

this belief. However, 61% thought that pa-

rents would have this concern. Although

these proportions did not differ by whether

physicians intended to offer the vaccine for

10–12-year-old females, significant differ-

ences emerged for other attitudinal variables:

Greater proportions of respondents who

would not recommend vaccination than of

those who would considered it necessary to

discuss sexuality-related issues before mak-

ing such a recommendation (90% vs. 77%),

thought that parents would be upset by a

physician’s recommending vaccination

against an STD for a 10–12-year-old (84%

vs. 55%) and thought that parents of chil-

dren aged 10–12 would be more likely than

parents of teenagers to refuse to have their

children vaccinated (96% vs. 82%). Smaller

proportions of physicians who would not

offer a vaccine than of those who would

thought that recent recommendations for

other adolescent vaccinations would make

it easier to introduce HPV vaccination into

their practices (58% vs. 72%) and believed

that discussing HPV vaccine with parents of

10–12-year-olds would be relatively easy

because these youngsters presumably are

not yet sexually active (22% vs. 39%).

Substantial proportions of physicians

cited financial concerns as possible barriers

to provision of HPV vaccination—77% cited

inadequate reimbursement, and 51% up-

front costs of offering the service. Fifty-seven

percent thought that parental refusal would

prevent them from offering the vaccine to

female patients, and 64% to males.

In the multivariate analyses, knowledge

that HPV vaccines currently under develop-

ment are highly effective and thinking that

other vaccine recommendations for adoles-

cents would facilitate the introduction of

HPV vaccination were associated with sig-

nificantly elevated odds that physicians

would recommend an HPV vaccine for 10–

12-year-old female patients (odds ratios, 2.3

and 1.9, respectively). Considering a discus-

sion of sexuality a prerequisite to recom-

mendingHPV vaccine, thinking that parents

of a 10–12-year-old would be upset at the

suggestion of an STD vaccination and con-

sidering the refusal of young females’ pa-

rents a barrier to providing the service were

associated with reduced odds of this inten-

tion (0.3–0.5).

The researchers acknowledge that their

findings apply only to pediatricians, that the

survey asked about only one particular HPV

vaccine and that it measured intentions

rather than practice. Although they conjec-

ture that providers’ attitudes may change

now that a vaccine has been licensed and the

government has issued provisional guide-

lines for its use, they add that ‘‘provider

concerns about parental vaccine acceptance

and reimbursement issues will need to be

addressed to ensure optimal implementa-

tion’’ of those guidelines. Perhaps most

significant, they note that ‘‘providers will

need to understand that the timing of HPV

vaccination in early adolescence is not

merely a matter of convenience but may be

critically important to overall vaccine effec-

tiveness.’’—D. Hollander
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The Majority of Heterosexually Acquired HIV
Infections Occur Among Women and Blacks

The burden of heterosexually acquired HIV

infection is borne disproportionately by

women and blacks, according to an analysis

of data from 29 states that conduct confi-

dential name-based HIV and AIDS surveil-

lance.1 Between 1999 and 2004 in these

states, two-thirds of all those who acquired

HIV through heterosexual contact (and nine

in 10 such teenagers) were women; three-

quarters were black. Furthermore, the pros-

pects for long-term survival after an AIDS

diagnosis were dimmer for blacks with het-

erosexually acquired HIV than for whites

and Hispanics.

During the period 1999–2004, one-third

of newly diagnosed HIV infections in the

reporting states were attributable to hetero-

sexual activity with a partner who was

HIV-positive or had a known risk factor for

infection. (The analyses included all HIV

infections, whether or not the disease had

progressed to AIDS.) Sixty-four percent of

heterosexually acquired cases of HIV were

found in women, and 60% in persons youn-

ger than 40. The vast majority of infections

(73%)were among blacks; 15%were among

whites, 10% among Hispanics and the

remainder among members of other racial

or ethnic groups. Women accounted for

55% of Hispanics, 64% of blacks and

68% of whites with HIV infection acquired

through heterosexual behavior. They made

up an even larger share of 13–19-year-olds

with newly identified heterosexually ac-

quired HIV infection—88%.

Overall, the annual number of heterosex-

ually acquired HIV infections was constant

throughout the period, but significant

changes occurred in several subgroups.

The annual number of diagnoses declined

by 3–5% among men in their 20s and 30s,

and by 3% among black men; however, it

rose 2–5% among men in their 40s and 50s,

and 5–6% among white and Hispanic men.

The number dropped by 3–4% among

women aged 13–39 and 1% among black

women, but increased 4–7% among women

older than 39 and among Hispanic women.

One-fifth of individuals in whom hetero-

sexually acquired HIV infection was identi-

fied between 1999 and 2004 received an

AIDS diagnosis within the same calendar

month (i.e., a concurrent diagnosis). Multi-

variate analyses revealed that in every racial
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or ethnic group,menwere significantlymore

likely than women to receive concurrent

diagnoses (odds ratios, 1.6 for whites and

Hispanics, and 1.2 for blacks). Teenagers

consistently had the lowest likelihood of

concurrent diagnoses, and the relative odds

were higher in each successive 10-year age-

group. Among blacks, concurrent diagnoses

were significantly less common in every year

from 2001 to 2004 than they were in 1999;

among whites, reduced odds of concurrent

diagnoses were observed for 2000–2002.

For Hispanics, the likelihood of concurrent

diagnoses did not vary through the study

period.

Estimated probabilities of survival after

an AIDS diagnosis associated with hetero-

sexually acquiredHIV for the 29 study states

in 1999–2003 were similar to those for the

nation as a whole in 1996–2003; therefore,

the analysts used the national data to exam-

ine survival at one-year intervals. In each

racial or ethnic group, men and women with

heterosexually acquired HIV had an esti-

mated 92–94% probability of surviving for

one year after an AIDS diagnosis. How-

ever, the probability of survival fell and

subgroup differences emerged with each

succeeding year. By three years after diagno-

sis, survival probabilities for black men and

women were significantly lower than those

for whites and Hispanics; at four years, an

estimated 79% and 76%, respectively, of

black men and women would be expected

to have survived, compared with 82–85% of

men and 81–84% of women in the other

racial subgroups.

As the analysts comment, the surveillance

data are limited by the exclusion of 21 states,

including ones with high levels of AIDS

morbidity. ‘‘To more completely describe

the epidemic,’’ they note, ‘‘a national HIV

infection reporting system is needed.’’ Nev-

ertheless, they conclude that the available

data illustrate the continued need for cultur-

ally sensitive HIV prevention messages, in-

terventions aimed at especially vulnerable

groups, and improved access to services for

racial and ethnic minorities, who are ‘‘dis-

proportionately affected by HIV’’ and often

face barriers to obtaining adequate care.

—D. Hollander
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Prevalence of STDs Is High
For Black Young Adults
Regardless of Risk Behavior

Even if black young adults participate only

in low-risk behaviors, their prevalence of

STDs, includingHIV, ishigher than thenational

average for their age-group, according to

analyses based on Wave 3 of the National

Longitudinal Study of Adolescent Health

(Add Health).1 In contrast, STD prevalence

among white young adults exceeds the aver-

age of 6% only if they engage in certain high-

risk behaviors. And in general, among young

adults who fit a given behavioral risk profile,

blacks are more likely than whites to have

an STD.

Wave 3 Add Health interviews were con-

ducted in 2001–2002, when participants

were between 18 and 26 years of age.

Respondents were questioned about their

socioeconomic characteristics, sexual be-

havior and substance use, and were asked

to provide saliva and urine samples to be

tested for HIV and other STDs (chlamydia,

gonorrhea and trichomoniasis), respectively.

Given documented racial disparities in infec-

tion rates, the analysts examined prevalence

separately for whites and blacks. To explore

the causes of racial disparities, they calcu-

lated race-specific prevalence rates associ-

atedwith eachof 15discretepatterns of risky

behavior (three well-recognized ones and

12 that they identified through cluster anal-

ysis). They also used logistic regression to

compare the likelihood of infection between

whites and blacks by behavioral pattern,

controlling for differences in socioeconomic

characteristics.

The analyses included 8,706 survey par-

ticipants for whom complete STD and HIV

data were available—6,257 white and 2,449

black young adults. Members of the analytic

sample were 22 years old, on average; 17%

were married, 15% were high school drop-

outs and 15% were functionally poor (i.e.,

lived in households that did not have

enough money to pay the rent or mortgage

or a utility bill). Eight in 10 respondents had

had intercourse in the past year, and 60% of

this group had not used a condom at last

sex; one-fifth of those who were sexually ex-

perienced had first had intercourse before

age 15.

In all, 6% of the sample tested positive for

chlamydia, gonorrhea, trichomoniasis or

HIV; 10% of those with any infection had

two or more. Blacks had a higher overall

prevalence of infection than whites (19%

vs. 3%) and a higher rate of each type of

infection. In bivariate analyses, other signif-

icant correlates of infection were being

unmarried, having dropped out of high

school, being functionally poor and having

become sexually experienced before age 15.

Condom use at last sex was not associated

with the prevalence of infection.

For the sample as a whole, the most

normative behavioral pattern was character-

ized by reporting few sexual partners since

1995 and little use of alcohol, drugs or

tobacco. This was themost common pattern

among blacks, accounting for 38% of black

respondents. Whites were more evenly dis-

tributed among the 15 patterns; the largest

proportion of white participants (14%) fit

a pattern defined by light alcohol consump-

tion and few sexual partners since 1995.

The least normative pattern of behavior,

reported by no more than 1% of respon-

dents of either race, reflected heavy mari-

juana use and use of other illegal drugs.

Among white respondents in 11 of the

15 behavioral groups, the prevalence of any

infection was 5% or less—lower than the 6%

prevalence for young adults overall. In the

four least normative and most risky catego-

ries (characterized by injection-drug use,

exchange of sex for money, sexual activity

between males and use of marijuana and

other illegal drugs), prevalence among

whites ranged from 7% to 9%. By contrast,

even the lowest prevalence among blacks

(10%, observed among those who had had

eight or more sexual partners since 1995)

exceeded the average for the sample; rates

were 20%ormore innine risk categories and

reached 34% among men who had sex with

men.

With few exceptions, blacks were at sig-

nificantly greater risk of STD infection than

whites in a given behavioral group, and the

differences were often large. For example,

the odds of infection were 10 times as high

among black males who reported same-sex

activity as among white males in this behav-

ioral category; they were 25 times as high

among blacks as among whites who were at

low risk because their level of substance use

was low and they either were sexually inex-

periencedor hadnot had sex in thepast year.

No significant racial differences were found

among respondents who reported multiple
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partners, those who had traded sex for

money or those who used injection drugs.

(However, the small number of injection-

drug users limited the potential for identify-

ing statistically significant differences in re-

ports of the behavior.)

As the researchers point out, STD and

HIV prevention efforts typically address

individual-level risk behaviors. However, ac-

cording to the analysts, ‘‘this strategymay be

appropriate for whites (because their STD

risk increases only when their behavior is

very risky) but not for blacks,’’ who are at

very high risk ‘‘even when their behavior is

normative.’’ For blacks, they contend,

population-level interventions should focus

on the ‘‘environmental, institutional and

contextual’’ disadvantages that likely con-

tribute to racial disparities in STD rates.

Among their recommendations are media

efforts to inform blacks of their high risk of

STD infection and encourage young blacks

to seek regular testing, expansion of STD

services to nontraditional venues and sur-

veillance of both prevalence and testing.

Noting that ‘‘most STDs can be cured, and

the health and life span of individuals in-

fected with HIV can be greatly increased by

current therapies,’’ the researchers urge

‘‘appropriate efforts’’ to lower disease rates.

—D. Hollander
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Title X Funding Does Not Always Mean the Most
Accessible Services for Family Planning Clients

Services available to family planning clients

may differ substantially by key character-

istics of the facilities. For example, in a sam-

ple of facilities in four states,1 Title X–funded

sites were more likely than those without

Title X funding to offer emergency contra-

ception, butwere less likely to have extended

hours. All Planned Parenthood sites, but

only 47–74% of others, offered emergency

contraception. This type of facility was also

the most likely to have weekend hours, but

the least likely to accommodate the language

needs of minority populations.

Researchers analyzed survey responses

from 526 sites that provide services to the

public regardless of clients’ ability to pay.

These facilities were located in four geo-

graphically diverse states (Alabama, Ohio,

Oklahoma and Washington) and included

local health department clinics, federally

qualified health centers, Planned Parent-

hood sites and other facility types (hospital

outpatient departments and freestanding

women’s health centers). The 20-question

survey asked about sites’ service provision

in 2000. The investigators conducted

chi-square tests to examine relationships

between measures of service availability

and site characteristics. Forty percent of the

facilities were local health department clin-

ics, 30% were federally qualified health

centers and 15% each were Planned Parent-

hood facilities and other types of facilities.

More than half received Title X funding

(55%), and nearly all (94%) were Medicaid

providers.

All sites offered the pill. Ninety-eight per-

cent offered injectable contraceptives and

85% offered less commonly available family

planning methods, such as diaphragms, im-

plants and sterilization. Two-thirds offered

emergency contraception, and nearly half

offered primary care services. Midlevel prac-

titioners (midwives or nurse practitioners)

were on staff at 91% of sites, registered

nurses at 81% and physicians at 62%. Only

31% of sites had social workers on staff.

More than two-thirds of the sites were

open full-time, or more than 35 hours per

week. One-quarter were open on weekends,

and half offered evening hours. Clients at

about half of all sites waited less than one

week for an appointment; similarly, at about

half of facilities, waiting times were typically

less than 30 minutes. More than eight in 10

sites provided transportation assistance or

were accessible via public transportation.

Most facilities offered educationalmaterials

in multiple languages (89%) and translation

services (87%) to better serve their minority

clients. Seven in 10 reported that their staff

members’ racial and ethnic mix matched that

of their clients, and almost nine in 10 believed

their staff was culturally competent.

The services and staff available differed

significantly by type of facility. For example,

all Planned Parenthood sites, but only 79–

83% of others, offered less commonly avail-

able contraceptives, and 97% of federally

qualified health centers provided primary

care services, versus 1–60% of others. All

Planned Parenthood sites also offered emer-

gency contraception, compared with 47% of

federally qualified health centers, 60% of

local health departments and 74% of other

sites. Physicians were on staff at 93% of

federally qualified health centers; this pro-

portion was much lower elsewhere (38–

73%). All Planned Parenthood sites had

midlevel practitioners, compared with 79–

94% of all other sites. Planned Parenthood

sites were the least likely, and health depart-

ment sites the most likely, to have social

workers on staff (9% and 41%, respectively).

Nine in 10 federally qualified health cen-

ters were open full-time, compared with no

more than two-thirds of other sites. Sixty

percent of Planned Parenthood sites offered

weekend hours, as did 35% of federally

qualified health centers, 2% of local health

department clinics and 28% of other sites.

Clients waited less than 30 minutes to be

seen at 75% of facilities classified as ‘‘other’’

and at 48–58% of the remaining types of

facilities. Seven in 10 local health depart-

ment clinics and nine in 10 sites in all other

categories were accessible via public trans-

portation or gave clients transportation

assistance.

Nearly all federally qualified health centers

(94–99%) provided educational materials,

translation services, culturally competent

staff, and staff with the same racial and ethnic

mix as clients. The proportions were lower

among local health department clinics (51–

87%) and Planned Parenthood sites (72–

75%), but were generally as high at other

sites (76–96%).

Title X funding was also correlated with

most of the measures of accessibility. Nota-

bly, sites with Title X funding were more

likely than others to provide emergency

contraception (73% vs. 53%), the injectable

(99% vs. 96%) and less commonly available

contraceptives (90% vs. 78%). However,

they were less likely than those without it

to offer primary care services; to be open full-

time, in the evening or on weekends; and to

have services tailored for minorities.

Almost every measure studied varied by

state. Among the most striking differences

were in the proportions of facilities receiv-

ing Title X funding (80% in Oklahoma,
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compared with 41–56% in the other states)

and in the proportions providing emergency

contraception (20% in Alabama, compared

with 91% in Washington).

According to the researchers, the results

suggest that despite high levels of Title X

funding, facilities run by local health depart-

ments or Planned Parenthood may not be

the most accessible source of family plan-

ning services. Local health department clin-

ics predominated in the sample, but offered

limited service, staff and hours. Planned

Parenthood sites offered a range of contra-

ceptives, extended hours and transportation

assistance, but were the least likely to be

culturally competent. The investigators pro-

pose that federally qualified health centers,

which generally provide primary care, focus

more on family planning by providing emer-

gency contraception and other contracep-

tives routinely, and offering family planning

counseling to all women of childbearing age.

‘‘It may be appropriate,’’ the researchers

conclude, ‘‘to rethink the pattern of pro-

vision of publicly supported family planning

[services].’’—S. Ramashwar
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Women Support Getting
Hormonal Contraceptives
Without a Prescription

More than two-thirds of U.S. women aged

18–44 and at risk for unintended pregnancy

say they would obtain hormonal contracep-

tives frompharmacies if thesemethods were

available without prescription, and more

than half would be more likely to use

emergency contraceptives if the method

were available in this manner, according to

findings from a national telephone survey.1

Notably, 41% of women who do not use any

birth control say they would begin using

a hormonal method if such access were

available. Furthermore, women who have

had problems obtaining prescription contra-

ceptives, uninsured women and those with

low income have elevated odds of saying

they would use pharmacy access to get

hormonal methods (odds ratios, 2.6, 2.3

and 1.5, respectively).

Because many women who are at risk of

unintended pregnancy lack convenient and

affordable access to contraceptives, some

states are establishing pharmacy access pro-

grams, by which women can obtain hor-

monal contraceptives without first getting

a doctor’s prescription or visiting a clinic.

Researchers collected data on respondents’

experiences in obtaining hormonal contra-

ceptives, support for pharmacy access and

likelihood of getting contraceptives in this

manner, and asked them what services they

wanted from pharmacists. A random digit

dial telephone survey conducted between

March and May 2004 yielded a nationally

representative sample of English-speaking

women aged 18–44 who were at risk for

unintended pregnancy. Women were con-

sidered at risk if they had had sexual inter-

course in the past year, were not pregnant or

trying to get pregnant, and had not given

birth in the last two months; women were

excluded if they or their partner were sterile

for contraceptive or noncontraceptive rea-

sons. Multivariate logistic regression analy-

ses assessed characteristics associated with

awareness of contraceptive methods, prob-

lems in obtaining them, and support for

and likely use of pharmacy access.

The sample included 811 women; about

seven in 10 were white, three in 10 had

incomes below 200% of the federal poverty

level and 15%were uninsured. Nearly four in

10 were using the pill, patch or ring, and a

third were using no birth control. Nearly all

respondents had heard of birth control pills,

the contraceptive patch and emergency con-

traceptives, whereas fewer than six in 10 had

heard of the contraceptive ring. More than

halfof all current andpast contraceptiveusers

had chosen their method because it did not

require a prescription; among women who

had used or wanted to use a prescription

contraceptive, two in 10 said the cost of

a doctor’s visit was an obstacle to obtaining

it. In addition, nearly three in 10 of those

who had used prescription contraceptives

reported having had a problem in obtaining

or filling a prescription, or in having access

to their supplies when away from home.

Respondents saw a number of advantages

to pharmacy access: Three-fourths identified

the benefit of avoiding the cost of a clinician

visit, and more than eight in 10 said that

pharmacies’ convenient hours and loca-

tions, as well as the time saved in using

them, were important. More than seven in

10 believed that such access would reduce

the number of unintended pregnancies,

and would allow more low-income women

to gain access to hormonal contraceptives.

Uninsured women were significantly more

likely than insured women to support phar-

macy access for the pill, patch and ring (odds

ratio, 1.7), and women aged 18–25 were

more likely than those 36 or older to do so

(1.8). Likewise, women who had had an

unintended pregnancy or pregnancy scare,

or problems getting prescription methods,

had elevated odds of supporting pharmacy

access (1.5 and1.8, respectively). Thosewho

reported problems in obtaining prescription

contraceptives were also more likely than

others to support pharmacy access to emer-

gency contraceptives (1.5).

Sixty-eight percent of respondents said

they would use pharmacy access to obtain

hormonal contraceptives if it were available,

and 41% of those who were not using any

birth control said they would begin use of

hormonal methods under such a program.

Women who had had problems obtaining

prescription contraceptives weremore likely

than others to say they would use pharmacy

access (odds ratio, 2.6). Uninsured women

were more likely than insured women to be

potential users (2.3), and low-income

women were more likely than those with

an income at or above two times the federal

poverty level to give this response (1.5).

Black and Latina women were more likely

than white women to be potential users (1.6

and 1.8, respectively). Furthermore, re-

spondents who had had an unintended

pregnancy or pregnancy scare had higher

odds of saying they would use pharmacy

access than those who had not (1.8). Fifty-

five percent of women said they would be

more likely to use emergency contraceptives

if the method were available without a pre-

scription. This group included nearly two-

thirds of uninsured and low-incomewomen.

When respondents were asked about the

role of pharmacists under a pharmacy access

program, 75% said that they should provide

method instruction, 46% wanted them to

offer screeningand counseling, and24% just

wanted pharmacists to answer their ques-

tions. The issue of screening was important:

Sixty-three percent agreed that the pill,

patch and ring should be available without

prescription if pharmacists first screened

women, but support dropped to 43% when

screening was not mentioned.
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Women also reported a number of con-

cerns about pharmacy access. For example,

83% said themedical safety of a method was

a ‘‘big’’ concern for them, and 72% believed

that pharmacy access would expose more

women to potential health risks. Other con-

cerns were that contraceptives obtained

through pharmacy access might be of lower

quality and that fewer women would get Pap

smears and STD testing.

The researchers believe that pharmacy

access has the potential to attract many

women who currently do not use any

method of birth control, and that this repre-

sents an important opportunity to reduce

the prevalence of unintended pregnancy.

Furthermore, ‘‘women who would benefit

themost (poor women andwomen of color)

report an even stronger interest, which

presents important policy and program

opportunities for improving access to health

services for underserved populations.’’

—J. Thomas
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