Patterns of Men’s Use of Sexual and Reproductive Health Services

TABLE 1. Percentage distribution of men aged 20–44 who
had ever had sex with a woman, by selected characteristics,
2002 National Survey of Family Growth
Characteristic

%
(N=3,611)

SOCIAL/DEMOGRAPHIC
Age
20–24
25–29
30–34
35–39
40–44

18.4
18.1
20.1
21.1
22.2

Race/ethnicity
White
Hispanic
Black
Other

65.8
16.9
11.5
5.9

Income as % of poverty level
0–149
150–299
‡300

21.3
28.4
50.3

Relationship status
No partner
Noncohabiting partner
Married/cohabiting

19.1
17.4
63.6

RISK BEHAVIOR
Casual relationship with last partner†
Yes
No

14.8
85.2

Sex with nonmonogamous female†
Yes
No

12.0
88.0

Multiple/concurrent partners‡
Yes
No

9.9
90.1

Other†,§
Any
None

4.7
95.3

HEALTH CARE ACCESS
Had a physical exam†
Yes
No

44.4
55.6

Health insurance†
Private
Public
None

68.7
9.5
21.8

SEXUAL AND REPRODUCTIVE HEALTH CARE
Received any care†
Yes
48.1
No
51.9
Total

100.0

†In 12 months prior to survey. ‡More than two partners in past year or more
than one partner now. §Gave money or drugs for sex; received money or drugs
for sex; had sex with an injection-drug user; or had sex with an HIV-positive person. Notes: Characteristics were measured at time of survey unless otherwise
noted. Sample size is unweighted; percentages have been weighted to provide nationally representative estimates. Percentages may not total 100.0 because of rounding.

had only a testicular exam, we constructed two other
summary measures: receipt of only a testicular exam and
receipt of at least one nontesticular sexual or reproductive
health service.
A range of additional individual attributes—social and
demographic factors, sexual risk factors and access to
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health care—were included as variables. The social and
demographic factors were age, race and ethnicity, family
income (categorized as 0–149%, 150–299%, or 300% or
more of the poverty level) and relationship status. The
sexual risk factors, which served as a proxy for need for
care, were whether a man had had a casual relationship*
with his last sex partner; whether he had had more than
two partners in the year before the interview or had more
than one partner at the time of the interview; and whether
he had given or received money or drugs for sex, had sex
with an injection-drug user or had sex with a person who
was HIV-positive in the previous year. Finally, access to
health care was measured by health insurance status
(private, public or no insurance) and whether a man had
had a physical exam in the past year. Respondents who
had had both public insurance (Medicaid, Medicare,
state-sponsored health plan, Medigap, military health
care, Indian Health Service or other government health
care) and private insurance in the previous year were
coded as having had public insurance.

Analysis
Data were analyzed using SPSS version 14. All univariate
analyses were conducted on weighted data to yield nationally representative estimates. Given the complex nature of
the NSFG’s sampling design, we used the SPSS complex
samples program in all bivariate and multivariate analyses
to provide corrected variance estimates for significance
tests. This program employs the Taylor series linearization
method to generate the variance estimates. We derived
odds ratios from bivariate and multivariate logistic regressions from within the complex samples program.
The absence of national standards for men’s sexual and
reproductive health care precluded the possibility of
estimating unmet need for care by comparing the observed
level of care with an accepted standard. However, we used
a two-step process to indirectly estimate unmet need. First,
we estimated the proportion of men who engaged in
various sexual risk behaviors and who did not use
a condom at their last sexual encounter. We then estimated
unmet need as the proportion of these men who had not
received any nontesticular sexual and reproductive health
services in the year before the interview.
The logistic regression models of service utilization
included three sets of variables previously found to be
associated with health care utilization—namely, the social
and demographic variables, sexual risk factors and health
care access variables noted above.33,34 We conceptualized
men’s marital and cohabitation status as a sexual risk
factor, rather than as a demographic characteristic, in the
logistic regression models, because men who are in casual
and shorter-term relationships tend to engage in higher
levels of sexual risk behavior than those who are married
or cohabiting.
*A relationship was defined as casual if the respondent was not married
to, cohabiting with, engaged to or steadily dating his partner.
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