
Reproductive Health Service Preferences
And Perceptions of Quality Among Low-IncomeWomen:
Racial, Ethnic and Language Group Differences

CONTEXT: Eliminating racial and ethnic disparities in health care is an important national priority. Despite substantial

research documenting such disparities, this topic has received limited attention in the reproductive health field.

METHODS: Logistic regressionwasusedto test forgroupdifferences in three servicedeliverypreferencesandfiveservice

quality perceptions among a nationally representative sample of 1,741 low-income black, Latina and white women

aged 18–34; the data were collected in 1995 and represent the most recent data available for looking at these issues.

RESULTS: English-speaking Latinas and Spanish-speaking Latinas were more likely than whites to prefer a female

clinicianat their visits (odds ratios,1.8and3.6, respectively)and tohighly valuecliniciancontinuity (1.7and2.2). English-

speaking Latinasandblacksweremore likely thanwhites toprefer receiving reproductivehealth careata site delivering

generalhealthcare(1.5and1.6).BothgroupsofLatinaswere less likely thanwhites togive the facilityenvironmentor the

patient-centeredness at their most recent reproductive health visit the highest rating (0.3–0.5). Blacks weremore likely

than whites to report ever having been pressured by a clinician to use contraceptives (2.3).

CONCLUSIONS: Efforts to reduce racial, ethnic and language group differences in clients’ perceptions of reproductive

health service quality should focus on improving client-clinician communication, the service environment and

contraceptive counseling. Future research should continue to assess group differences and try to determine their

underlying causes.
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Racial and ethnic disparities in health care are well

documented, and eliminating them is an important

national priority.1 Most of the research in this area

has measured quality of care from a technical perspec-

tive, evaluating differences in whether specific medical

procedures were performed when indicated, but a grow-

ing literature has measured quality from the client’s

perspective. Clients’ perspectives on quality are impor-

tant because clients’ views of and experiences with care

influence such factors as their satisfaction with care,

their adherence to therapies, their likelihood of return-

ing and even their health outcomes.2 Although client

evaluations were once considered potentially useful

proxy measures for the technical quality of care, it

now appears that perceived quality is only weakly

correlated with more objective measures of technical

quality.3,4

In the reproductive health field, limited research has

been conducted on how clients’ racial and ethnic back-

grounds influence their perceptions of and experiences

with care (other than prenatal care). A review of the

literature yielded only one previous study on the topic.

That study, carried out in 1995 with a nationally repre-

sentative sample of 1,852 low-income black, white and

Latina women, found that the odds of rating the most

recent reproductive health service experience highly

were significantly lower among blacks, English-speaking

Latinas and Spanish-speaking Latinas than amongwhites

(odds ratios, 0.2–0.5).5

Clients’ racial, ethnic and language backgroundmay be

associated with their reproductive health service experi-

ences. Factors such as communication problems caused

by language barriers or cultural differences in styles of

communication,6,7 differing expectations of care,8 and

discrimination and biased treatment7 all may affect the

service experiences ofminority clients inways theydonot

affect those of whites. Further, studies in other areas of

health care have found that minority clients, particularly

non-English speakers, report lower levels of satisfaction

with health care and worse health care experiences than

whites.9–18 Asians tend to report the worst health care

experiences of all groups.10,11,13 Nevertheless, group dif-

ferences found in previous studies tend to be small, and

satisfaction ratings generally high.

Previous research has also found that the factors

associated with quality perceptions vary by racial and

ethnic background. Research on prenatal care quality

has found evidence of interactions between race or

ethnicity and education,19–22 and marital status.21,22 In

one study, having less than a high school education and

being unmarried were associated with inadequate pre-

natal care among black and white women, but not

among Latinawomen.22 In another study, client-clinician

race concordance was a more important correlate of

By Davida Becker

and Amy O. Tsui

Davida Becker is
Ellertson Postdoctoral
Fellow, Bixby Center

for Global Repro-
ductive Health,
Department of

Obstetrics, Gynecol-
ogy and Reproductive
Sciences, University of

California,
San Francisco.
Amy O. Tsui is

professor, Department
of Population, Family,

and Reproductive
Health, Johns

Hopkins Bloomberg
School of Public

Health, Baltimore.

202 Perspectives on Sexual and Reproductive Health



satisfaction among black clients than among white or

Latina clients.23

Assessing racial, ethnic and language-based differences

in client perceptions of the quality of reproductive health

care is important for social justice reasons, as these

perceptions may indicate differences in the quality of

services available to different groups andmay be linked to

disparities in reproductive health outcomes.1,24 Racial

and ethnic disparities in reproductive health outcomes

have beenwell documented.25 Black women are at higher

risk for having a low-birth-weight baby26 and STDs27 than

white women. Blacks and Latinas have higher rates of

unintended pregnancy thanwhites,28 and higher levels of

contraceptive failure, even when using the same meth-

ods.29 Although these disparities have numerous causes,

differences in the quality of the reproductive health care

women receive may play a role. If women do not get the

information, skills and support they need from health

care clinicians, or if they are treated poorly when they get

care, they may have difficulty protecting their reproduc-

tive health and may avoid seeking care when needed.

Learningmore about racial, ethnic and language-based

differences in clients’ experiences with reproductive

health services is timely, given the projected growth of

the minority population. By 2050, minorities are ex-

pected to constitute one-half of the U.S. population.30

Examining the problems with health care faced by

minority clients is a priority now, before an even larger

number of people is affected.

The purpose of our study was to assess racial, ethnic

and language-based differences in women’s preferences

for reproductive health service delivery and in their

perceptions of its quality. We hypothesized that minority

groups would rate service quality lower than and have

different service delivery preferences thanwhites.We also

hypothesized that certain characteristics associated with

quality perceptions (being unmarried, having a low level

of education, being the same race as one’s clinician,

having continuity with one’s clinician and being seen by

a clinician of one’s preferred gender) would have differ-

ential importance by client race, ethnicity and language;

we expected that these characteristics would be more

strongly related to quality perceptions among minority

women than among whites.

Our study uses data collected from a nationally repre-

sentative sample of low-income black, Latina and white

women in 1995. Although the data aremore than 10 years

old, they were the most recent data we could find from

a nationally representative sample that could be used to

test our hypotheses. In a previous study using these data,

researchers analyzed only a summary measure of service

quality perceptions.5 Our analysis builds on this because

we analyze four domains of service quality perceptions;

the domains we study are based on a conceptual frame-

work,31 and we used factor analysis to develop our mea-

sures. Further, we consider a broader range of correlates

of service quality perceptions than were considered in

the previous study, including characteristics identified

in other studies.23,32,33 In addition, we evaluate whether

the characteristics associated with quality perceptions

vary by the client’s racial, ethnic or language background,

a perspective that hasnot beenpreviously studied.Finally,

we study differences in clients’ service delivery preferen-

ces, a topic that has also not been previously studied.

METHODS

Data

The data come from the Opening Doors study, a cross-

sectional telephone survey. The procedures used to select

the sample have been described previously.5 In brief,

women were eligible to participate if they were black,

white or Latina, were aged 18–34, had a family income

below200%of the federal poverty level andwere at risk of

an unintended pregnancy (i.e., were sexually active in the

past 12 months, not currently pregnant or wanting to

become pregnant, and not protected by their own or their

partner’s sterilization). Participants were selected from

four sampling frames created from telephone exchanges

in low-income areas (i.e., areas where at least 25% of

households had an income below $15,000). Blacks and

Latinas were oversampled so that the samplewas roughly

50% Latina, 25% black and 25% white.

During recruitment, 2,054 eligible women were iden-

tified, 90% of whom agreed to participate. Participation

rates ranged from 86% to 94% across the four sampling

frames. Interviews were carried out over the phone by

trained interviewers in English or Spanish, and lasted

approximately 25 minutes.

The final sample included 1,852 women—454 whites,

451 blacks and 947 Latinas. Our analyses use data from

the 1,741 women who reported having made a reproduc-

tive health visit in the preceding five years (since only

these women were asked about quality of services) and

had answered questions on their racial, ethnic and

language background. In the survey, reproductive health

care was defined as ‘‘services related to getting or using

methods of contraception or birth control and services

related towomen’s health, likepelvic exams, breast exams

or treatment of vaginal infections.’’

OutcomeMeasures
d Service delivery preferences. We created three measures

of women’s service delivery preferences. The first as-

sessed women’s preferences with respect to clinician

continuity. It was based on the question ‘‘Is it important

to you to see the same person at every visit, or do you not

care either way?’’ The response optionswere ‘‘important,’’

‘‘unimportant’’ or ‘‘don’t care.’’ Those answering ‘‘impor-

tant’’ were comparedwith all others. The secondmeasure

assessed women’s preference for being seen by a female

clinician at reproductive health visits. It was based on the

question ‘‘Do you prefer to have GYN exams performed

by a male or female, or does it not matter either way?’’

Those who reported a preference for a female clinician
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were compared with all others. The third measure

assessed women’s preferences regarding where they

receive reproductive health services. It was based on

the question ‘‘If you had your choice, would you prefer

to get GYN services at a place that provides birth control

and GYN services only, a place that provides prenatal and

baby care in addition to GYN services, or a place that

provides general health care including GYN services?’’

Women who preferred a place providing general health

care, had no preference or did not know were grouped

together and compared with those who preferred one of

the other locations. They were grouped in this way to

separate those who had a preference for receiving care in

a specialized setting from those who did not.
d Service quality perceptions. Our conceptual framework

describes eight domains of family planning service qual-

ity.31 Survey items could be used to develop measures of

four of the domains: structure and facility quality (e.g., the

facility’s appearance, how crowded it is, how comfortable

it is), client-staff interaction (how clients feel they are

treated during their visits), patient-centeredness (the

degree to which services are tailored to clients’ needs

and preferences) and contraceptive method choice

(whether clients are offered a range of options and can

freely choose the one that suits them). Multiple survey

items were available to measure structure and facility

quality and client-staff interaction, but only one question

was relevant for each of the other domains. Because

measures created using multiple items are more reliable

than those created from single items, we created scales for

the two domains for which multiple survey items were

available, using exploratory and confirmatory factor

analysis. Details about these analyses are available upon

request from the authors.

Structure and facility quality was measured using

survey questions that asked respondents howmuch they

agreed or disagreed with the following statements about

their most recent reproductive health care visit: ‘‘The

waiting rooms are often too crowded,’’ ‘‘I don’t feel

comfortablewaitingwith theother patientswhogo there’’

and ‘‘The services there are often disorganized.’’ The

response choices were on a five-point scale ranging

from ‘‘completely agree’’ to ‘‘completely disagree.’’A scale

was created by averaging responses to the questions

(Cronbach’s alpha, 0.52). Because the scores were highly

skewed, we dichotomized the scale, grouping all partic-

ipantswith thehighest possible score,whoweconsidered

to have rated services optimally, and all of those with

lower scores (who did not rate services optimally).*

Client-staff interaction was measured using survey

questions that asked respondents howmuch they agreed

or disagreed with the following statements about the site

of their most recent reproductive health care visit: ‘‘The

people who work there are courteous and helpful,’’ ‘‘The

staff there treat me with respect’’ and ‘‘The GYN care I

receive there is good quality.’’ The response options and

procedures for codingwere the same as those for structure

and facility quality; for the client-staff interaction scale, the

Cronbach’s alpha was 0.65.

Patient-centeredness was measured using a question

that asked respondents to consider the site of their most

recent reproductive health visit and to state how much

they agreed or disagreed with the statement ‘‘The people

who work there do not make an effort to find out my

needs.’’ The response choices were on a five-point scale

ranging from ‘‘completely agree’’ to ‘‘completely dis-

agree.’’ We created a dichotomous measure by grouping

respondents who said ‘‘completely disagree’’ (the most

positive response option) and those who chose other

responses.

Two measures of contraceptive method choice were

created. The first assessed whether various contraceptive

options were discussed at women’s most recent repro-

ductive health visit. It was based on the question ‘‘Before

providing you with [method], did anyone at the clinic or

doctor’s office talk to you about a variety of possible

methods of birth control?’’ Those who said yes were

compared with those who said no. This question was

asked only of the 1,032 women who reported having

received a method at their most recent visit. The second

measure assessed whether women had ever been pres-

sured by a health care clinician to use a contraceptive

method. Respondents were asked, ‘‘Have you ever felt

pressured by someone at a clinic or doctor’s office to use

or continue to use a particular method of birth control

when you would have rather used another method or no

method at all?’’ Those responding yes were compared

with those who said no. Among the 113 women who

reported having ever been pressured by a health care

clinician to use a contraceptive method, the methods

most commonly reported were the pill (52%), the inject-

able (20%), condoms (13%), implants (11%) and steril-

ization (10%); women could report having been

pressured to use more than one method.

IndependentVariables
dRace, ethnicity and language. Women’s race and ethnic-

ity was based on self-report. Women were classified into

three groups: non-Hispanic whites; non-Hispanic blacks;

and Hispanics, or Latinas. Latinas were further classified

into two groups: Spanish-speaking (those with a low level

of English-language acculturation) and English-speaking

(those with a moderate to high level of English-language

acculturation). We measured English-language accultur-

ation on the basis of women’s answers to three survey

questions (their native language, the language they read

and speak best, and the language they usually speak at

home) andwhether they completed the survey in English

*Although we had anticipated using this scale as a continuous variable,

its nonnormal distribution posed a problem. We tested various trans-

formations of the variable to see if we could achieve a more normal

distribution, but none fixed the problem. As a result, we opted for

a dichotomous variable.
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or Spanish. These items were found to measure a single

factor and to have high internal consistency (Cronbach’s

alpha, 0.87), so a factor scale was created.We divided the

scale scores into quartiles, and categorized women in the

lowest quartile as ‘‘Spanish-speaking’’ and the rest as

‘‘English-speaking.’’
d Othercovariates. The other covariates were client, clini-

cian and consultation characteristics hypothesized to be

confounders.

The client characteristics were age (18–19, 20–24, 25–

29, 30–34); marital status (married, cohabiting, formerly

married, never-married); parity (zero,1–2, threeormore);

education level (less than high school, completed high

school or GED, at least some college); and insurance

coverage in the previous 12 months (private, Medicaid,

none).

The clinician characteristics were the type of clinician

the woman saw (doctor only, nurse only, other clinician

only, combination of clinicians) and the gender of the

clinician who performed the gynecologic exam (male,

female).

The consultation characteristics were the site where

care was received (private doctor’s office, HMO, hospital,

health department clinic, Planned Parenthood or family

planning clinic, other clinic); the purpose of the visit

(contraceptive care, routine gynecologic care, pregnancy-

related care, other health need, multiple reasons);

whether care was received at the same site where the

woman gets general health care (yes, no); the woman’s

level of continuity with the clinician (a first visit, a repeat

visit in which the client was treated by a doctor or nurse

she knew, a repeat visit in which the client was treated by

a doctor or nurse she did not know); the client’s race

concordance with the clinician (yes, no, did not know);

the amount paid for services (nothing, less than $20,

$20–59, $60 or more); and whether the clinician was the

client’s preferred gender (yes, no, no preference).

Analyses

First, we conducted bivariate analyses to examine differ-

ences by race, ethnicity and language group in women’s

personal characteristics, the characteristics of the most

recent reproductive health visit, and women’s service

delivery preferences and perceptions of service quality.

Next, we used logistic regression to estimate crude and

adjusted odds ratios and 95%confidence intervals for the

association between race, ethnicity and language and the

outcomemeasures. The covariates in the adjustedmodels

were variables associated with the outcomes in the

bivariate analyses at the p<.10 level. We estimated three

adjusted models, entering variables in a stepwise fashion

so we could see what effect controlling for specific

variables had on the racial, ethnic and language differ-

ences. The first model included race, ethnicity, language,

andwomen’s social anddemographic characteristics. The

second added the site of women’s most recent reproduc-

tive health care visit and their type of insurance coverage.

The third added the consultation characteristics found to

be associated with the outcomes at the p<.10 level in

bivariate analysis. Tomake themodel results comparable,

the same set of covariates was controlled for at each step.

For the measures of service delivery preference and

whether women had been pressured to use contracep-

tives, only the crude model and the first adjusted model

were estimated, because these outcomeswere not specific

to the last visit, as the covariates in the other adjusted

models were.

The final analytic stepwas to test for interaction by race,

ethnicity and language in the models assessing percep-

tions of quality. Interactions were tested between race,

ethnicity and language and education, marital status,

women’s continuity with the clinician, whether women

saw a clinician of their preferred gender and whether

women were race-concordant with their clinician. We

TABLE 1. Percentage distribution of a nationally representative sample of low-
income women aged 18–34, by selected characteristics, according to race, ethnicity
and language spoken, 1995

Characteristic Total
(N=1,741)

White
(N=437)

Black
(N=437)

Spanish-
speaking
Latina
(N=346)

English-
speaking
Latina
(N=521)

Age***
18–19 15 13 25 4 14
20–24 39 42 34 25 40
25–29 27 28 23 36 24
30–34 19 17 19 35 23

Marital status***
Married 44 50 17 66 46
Cohabiting 15 14 13 17 18
Formerly married 9 9 9 9 10
Never-married 33 27 60 9 27

Education***
<high school 20 14 17 73 33
High school diploma/GED 39 40 43 18 37
‡college 41 46 40 9 31

Parity***
0 33 38 29 8 25
1–2 53 52 54 58 57
‡3 14 10 17 35 19

Medical insurance in the past 12 mos.***
Private 40 47 36 9 22
Medicaid/other public 31 24 49 30 44
No coverage 29 29 15 61 34

Familial country of origin***,‡
United States 16 na na 1 25
Mexico 60 na na 82 46
Dominican Republic/

Puerto Rico/Cuba 15 na na 7 20
Other 10 na na 10 9

Length of time in United States***,‡
Born in United States 33 na na 1 51
>15 years 13 na na 11 15
6–15 years 35 na na 54 24
£5 years 19 na na 35 10

Total 100 100 100 100 100

***Differences among groups significant at p<.001. ‡Asked only of Latinas. Notes: na=not applicable.

Percentages areweighted; sample sizes areunweighted. Percentagesmaynot total 100be-causeof rounding.
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added interaction terms to the final models and tested

their statistical significance using the Wald test.

All analyses were carried out using Stata, version 9. A

design-based analysis was conducted that accounted for

the stratified sampling design.5 The weighted data are

representative of low-incomeU.S. womenwho live in low-

income areas and are at risk of unintended pregnancy.

Missing data were handled using listwise deletion; how-

ever, for covariates that were missing more than 2% of

values, a ‘‘missing’’ category was created. This allowed

individuals with missing values on these variables to

remain in the analysis if they answered theotherquestions.

RESULTS

In our sample, 63%of respondents were white, 21%were

black, 6% were Spanish-speaking Latina and 10% were

English-speaking Latina. Fifteen percent of the women

were 18–19 years old, 39% were 20–24 years old, 27%

were 25–29 and 19% were 30–34 (Table 1, page 205).

One-third had never been married, and one-fifth had

less than a high school education. Among Latinas, most

were of Mexican descent. Thirty-three percent of Latinas

were born in the United States; of the 67% who had

immigrated, 19% had done so in the five years before

the survey.

Women’s personal characteristics differed by race or

ethnicity and language group. Among black women, 17%

reported beingmarried; this was true for 66% of Spanish-

speaking Latinas. Although 14% of whites and 17% of

blacks had less than a high school education, for English-

speaking and Spanish-speaking Latinas, the proportions

were 33% and 73%, respectively. Spanish-speaking La-

tinas were older thanwomen in the other groups, had the

highest parity and were the most likely to have had no

health insurance in the previous 12 months.

The majority of women in the sample (89%) reported

a reproductive health visit in the year preceding the

survey (Table 2). Among all women, the most common

reason for their last visit was routine gynecologic care

(47%), but 22% had made the visit to obtain contracep-

tive care. Almost all characteristics of women’s visits

differed significantly according to racial, ethnic and

language group. The exceptions were use of a source of

general health care for reproductive health services and

clinician’s gender.

ServiceDeliveryPreferences

In our adjusted model (Table 3), both groups of Latinas

had significantly higher odds than whites of reporting

a preference for a female clinician (odds ratios, 3.6 for

Spanish speakers and 1.8 for English speakers). However,

blacks and whites did not differ with respect to this pref-

erence. Both groups of Latinas were also more likely than

whites to consider clinician continuity at reproductive

health visits important (2.2 for Spanish speakers and 1.7

for English speakers); blacks andwhiteswere similar with

respect to this preference. Blacks and English-speaking

Latinas were significantly more likely than whites to

prefer receiving reproductive health services at a site

delivering general health care than at a site more tailored

to delivering reproductive health care (1.6 and 1.5,

respectively). The data suggest that Spanish-speaking

Latinas shared this preference, but the finding was only

marginally significant.

TABLE 2. Percentage distribution of low-income women, by characteristics of most
recent reproductive health visit, according to race, ethnicity and language spoken

Characteristic Total White Black Spanish-
speaking
Latina

English-
speaking
Latina

No. of years since last visit**
<1 89 89 93 83 83
1–5 11 11 7 17 17

Purpose of visit**
Contraceptive care 22 22 20 24 21
Routine gynecologic care 47 49 51 31 38
Pregnancy-related care 6 5 6 12 12
Other 15 14 15 24 20
Multiple reasons 10 10 8 10 9

Site where care was received***
Private doctor’s office 44 51 36 18 34
HMO 5 4 9 5 4
Hospital clinic 11 9 16 11 16
Health department clinic 16 13 21 22 17
Planned Parenthood/

family planning clinic 17 16 15 33 23
Other clinic 7 8 3 11 7

Visit was to same place where client gets general health care
Yes 39 39 44 35 34
No 61 61 56 65 66

Type of clinician seen**
Doctor 68 70 72 54 62
Nurse 16 15 16 23 17
Other 3 3 2 1 3
Combination 13 12 10 22 18

Clinician continuity***
Client had not visited site before 21 18 18 42 36
Client had seen the clinician before 58 62 58 35 41
Client had not seen the clinician before 17 16 20 21 19
Missing 4 4 4 3 4

Gender of clinician
Male 51 52 52 43 52
Female 49 48 48 57 48

Clinician was client’s preferred gender***
Yes 35 37 29 41 32
No 10 8 9 19 19
Client had no preference 55 56 62 39 49

Client perceived herself as race-concordant with clinician***
Yes 61 83 24 31 25
No/did not know 39 18 76 70 75

Amount client paid for services***
$0 42 37 53 43 49
<$20 15 14 13 23 17
$20–59 21 24 17 15 15
‡$60 19 22 13 13 14
Missing 4 3 5 6 5

Total 100 100 100 100 100

**Differences amonggroups significant atp<.01. ***Differencesamonggroups significant atp<.001.Notes:

Percentages are weighted. Percentages may not total 100 because of rounding.
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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.

Volume 40, Number 4, December 2008 207



significantly reduced for both groups of Latinas (0.4 and

0.3, respectively). Finally, black women had higher odds

than whites of reporting ever having been pressured by

a health care clinician to use a contraceptive method (2.3).

Two covariates were associated with women’s likeli-

hood of giving an optimal rating to the structure and

facility quality of their reproductive health care site

(Table 5). The odds of an optimal rating were lower for

clients seen at health department clinics than for those

seen at private doctors’ offices (odds ratio, 0.4); they were

also reduced for clients who were seen by a clinician who

was not their preferred gender (0.5). Optimal ratings of

client-staff interaction were reduced for those who lacked

clinician continuity at their visits (0.6) or who were seen

by a clinician who was not their preferred gender (0.4).

Womenwith a high school educationwere less likely than

those with more schooling to give optimal ratings to

patient-centeredness (0.7). The odds of having been in-

formed aboutmultiple contraceptive options were higher

for womenwith at least three children than for those with

none (4.9), for women whose visit was for pregnancy-

related care than for those whose visit was for routine

gynecologic care (3.2) and for women seen at health

department clinics than for those seen at private doctors’

offices (2.9). The likelihoodof ever havingbeenpressured

by a health care clinician to adopt a contraceptivemethod

was increased for women who were cohabiting (2.4) and

for women with a parity of three or higher (3.6).

We found no evidence supporting our hypotheses that

the specific covariates associatedwith quality perceptions

would vary by women’s race, ethnicity and language (not

shown).

DISCUSSION

In this study, we used data from a nationally representa-

tive sample of low-incomewomen to test for racial, ethnic

or language group differences in women’s reproductive

health service delivery preferences and perceptions of the

quality of that service. We found significant group differ-

ences in both of these areas. Although we were unable to

directly explore the reasons for the observed differences,

we have several ideas about why they occurred. The fact

that preferences pertaining to clinician gender and clini-

cian continuity weremore strongly held in both groups of

Latinas than among whites suggests that cultural values

may play a role. Values that may be important include

femalemodesty,34 particularly in relation to sexuality, and

the importance of personal social relationships, a value

referred to in Spanish as personalismo.8 Personalismo may

mean that it is especially important for Latinas to have

ongoing relationships with health care clinicians so that

trust can be established. The finding that blacks and

English-speaking Latinas had a stronger preference than

whites for receiving reproductive health services at a site

that delivers general health care may reflect that minor-

ities are more likely than whites to be in fair or poor

health35 and may need the convenience of addressing

TABLE 5. Odds ratios from logistic regression analyses assessing the association
between selected characteristics and service quality ratings

Characteristic Optimal
rating of
structure
and facility
at last visit
(N=1,633)

Optimal
rating of
client-staff
interaction
at last visit
(N=1,655)

Optimal
rating
of patient-
centeredness
at last visit
(N=1,648)

Informed
about
different
contra-
ceptives
at last visit
(N=1,001)

Was
pressured
to adopt
a method
(N=1,727)

Age
18–19 0.58 0.85 1.05 1.59 2.27
20–24 0.93 0.77 0.81 1.75 2.17†
25–29 1.04 1.25 0.75 1.67 1.62
30–34 (ref ) 1.00 1.00 1.00 1.00 1.00

Marital status
Married (ref ) 1.00 1.00 1.00 1.00 1.00
Cohabiting 0.90 0.71 0.82 1.05 2.35*
Formerly married 1.51 0.61 1.16 0.95 1.39
Never-married 0.70 0.97 0.95 1.11 1.07

Education
<high school 0.69 0.99 0.85 0.81 0.99
High school diploma/GED 1.21 1.08 0.65* 1.25 0.91
‡college (ref ) 1.00 1.00 1.00 1.00 1.00

Parity
0 (ref ) 1.00 1.00 1.00 1.00 1.00
1–2 0.66† 1.20 1.30 1.01 0.82
‡3 0.86 1.27 0.91 4.85** 3.58**

Medical insurance in the past 12 mos.
Private (ref ) 1.00 1.00 1.00 1.00 na
Medicaid/other public 0.94 0.81 0.83 1.76 na
No coverage 1.16 0.88 0.84 1.13 na

Purpose of visit
Contraceptive care 0.89 0.86 0.90 1.00 na
Routine gynecologic care (ref ) 1.00 1.00 1.00 1.00 na
Pregnancy-related care 0.63 1.15 0.95 3.17* na
Other 0.79 0.96 0.90 0.91 na
Multiple reasons 0.84 1.07 0.69 1.18 na

Site where care was received
Private doctor’s office (ref ) 1.00 1.00 1.00 1.00 na
HMO 0.71 0.61 0.73 1.44 na
Hospital clinic 0.55† 0.61† 0.72 0.71 na
Health department clinic 0.36** 0.66 0.94 2.94** na
Planned Parenthood/family

planning clinic 0.74 1.11 1.09 1.45 na
Other clinic 0.61 0.70 0.57 0.39† na

Visit was to same place where client gets general health care
Yes 1.46† 0.94 0.97 0.66 na
No (ref ) 1.00 1.00 1.00 1.00 na

Clinician continuity
Client had not visited

site before 0.86 0.75 1.04 0.57 na
Client had seen the

clinician before (ref ) 1.00 1.00 1.00 1.00 na
Client had not seen

the clinician before 0.87 0.57* 0.99 0.69 na
Missing 0.71 0.49† 1.40 0.97 na

Clinician was client’s preferred gender
Yes 0.95 0.92 1.08 0.82 na
No 0.47* 0.40*** 0.72 1.24 na
Client had no preference (ref ) 1.00 1.00 1.00 1.00 na

Client perceived herself as race-concordant with clinician
Yes 1.03 1.33 1.27 1.01 na
No/did not know (ref ) 1.00 1.00 1.00 1.00 na

*p<.05. **p<.01. ***p<.001. †p<.10. Notes: ref=reference group. na=not applicable. Odds ratios are weighted;

sample sizes are unweighted. All models were adjusted for race, ethnicity and language spoken; results for

these characteristics are shown in Table 4 (page 207).
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multiple health needs at a single location. The marginally

significant finding for Spanish-speaking Latinas suggests

that they are similar to other minority groups in this

regard.

Three theoriesmay help explain why group differences

in perceptions of service quality occur. First, participants

of different racial, ethnic and language backgrounds may

interpret and respond to survey questions on quality

differently. Second, they may have differing expectations

of care. Third, their care experiencesmay actually differ.36

We believe that the lower ratings of structure and facility

quality andpatient-centeredness observed amongLatinas

in this study may partly reflect actual differences in these

women’s experiences with care. Factors such as language

barriers, low literacy and lack of familiarity with the U.S.

health care systemmay havemade itmore challenging for

Latinas to navigate the health system, made the system

seem confusing and disorganized, and adversely affected

communication between women and their clinicians.

Previous studies have found Latinas to experience prob-

lems in health care, including difficulties in communicat-

ing,18,37,38 so this explanation is plausible.

Our finding that black women were more likely than

whites to report ever having been pressured by a health

care clinician to use a contraceptive method may reflect

differences in the degree to which clinicians pressure

women to use methods or differences in women’s per-

ceptions of pressure. There are previous cases in which

low-income women, particularly minorities, were pres-

sured to adopt family planning,39 so the differences we

found may reflect actual differences in how women are

counseled. However, women’s knowledge of these pre-

vious cases may have affected how black women inter-

preted their clinicians’ behavior and contributed to their

feelings of mistrust, making them more likely to perceive

pressure, even if this was not intended by the clinician.

Limitations

Several limitations of this study are important to recog-

nize. First, our measures of quality perceptions and

service delivery preferences had low reliability because

few items were used to create the measures. Second, be-

cause of limitations of the data, wewere able to studyonly

limited domains of quality perceptions and service deliv-

ery preference, andwewere unable tomeasure all aspects

of the domains. Our measure of patient-centeredness, for

example, assessed only the degree to which women felt

the staff at their most recent reproductive health visit

made an effort to understand their needs. This measure is

quite narrow, considering the multidimensional defini-

tions of patient-centeredness reported in the litera-

ture.40,41 A better measure of patient-centeredness

would assess whether individual needs, wants and per-

spectives were taken into account when care was pro-

vided, as well as the degree to which clinicians share

power and responsibility with clients during health

encounters, and the degree towhich clients and clinicians

develop personal relationships. Third, our quality per-

ception measures may have been affected by recall or

reporting bias if women were unable to accurately recall

their reproductive health visits or if women of different

backgrounds interpreted or responded to survey ques-

tions differently. Fourth, selectionbiasmayhaveoccurred

if women’s likelihood of participating in the study was

associated with their racial, ethnic and language back-

ground and their quality perceptions. For example, if

minorities with the worst care experiences participated

in the study less often than whites with the worst care

experiences, our study would have underestimated

the group differences. Fifth, because our sample was

restricted to low-income black, Latina and white women

living in households with phones located in low-income

neighborhoods, our results cannot be generalized to

groups not represented.

Finally, an important consideration is that the data

were collected in 1995. Several changes have occurred

since then, including an increase in awareness about

racial and ethnic disparities in health care among health

professionals, researchers and policymakers. In keeping

with this trend, several initiatives have been created to

address disparities in health care, including the setting of

national standards in 2000 by the U.S. Department of

Health and Human Services, mandating that health care

be delivered in an equitable, effective, and culturally and

linguistically appropriate manner.1,42 Further, in light of

the rapid growth of the Latino population nationwide,

health professionals may have greater experience in

addressing the needs of Latinos today than they did in

1995. Given these changes, racial, ethnic and language

groupdifferences in clients’ ratings of reproductive health

service may have diminished. Even if this is the case, our

findings can serve as an important baseline against which

future findings can be compared.

Implications

Our findings have implications for reproductive health

programs and policies. They suggest that ensuring access

to a female clinician at reproductive health visits and

ensuring clinician continuity across visits are important,

especially for Latinas. Although these preferences were

most strongly held by Latinas, seeing a clinician of one’s

preferred gender and having clinician continuity across

visits were associated with better perceptions of service

quality among all groups of women. Strategies that give

women access to a clinician of their preferred gender and

that enable women to see the same clinician across visits

might be important ways to improve women’s service

experiences.

Our finding that English-speaking Latinas and black

women preferred that reproductive health services be

provided at a site that delivers general health services

rather than at a site tailored to women’s health is also

noteworthy, because it conflictswithhowwomen’s health

care is currently organized. Women commonly seek care
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for reproductive and nonreproductive needs at different

sites, and even care for different types of reproductive

needs at different sites.43 Our results suggest that this

fragmentation of services may not be ideal in many

women’s minds.

We observed racial, ethnic and language differences on

some, but not all, indicators of service quality per-

ceptions; these findings suggest areas that should be

targeted to reduce groupdifferences.Highpriority should

be placed on interventions to improve client-clinician

communication—for example, by providing access to

interpreters when needed—or to help make the facility

environment more comfortable and easier for women to

navigate. In addition, our finding that black women, as

well as high-parity women and those in cohabiting

relationships, were more likely than others to report ever

having been pressured to adopt a contraceptive method

suggests that a renewed emphasis on informed choice in

contraceptive counseling would be useful. It is important

for clinicians to respect client preferences regarding

contraception, even if they disagree with them.

Future research should continue to investigate racial,

ethnic and language group differences in service delivery

preferences and service quality perceptions. It should go

beyond description and study the factors underlying

group differences. Such research can yield important

information about how differences might best be ad-

dressed. Finally, because differences in reproductive

health care experiences may underlie disparities in

reproductive health outcomes, future research should

try to better understand the link between service quality

and reproductive health outcomes.
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