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a highly significant correlate, with the
odds of ever having used infertility ser-
vices increasing in older age-groups. Hav-
ing ever been married is the strongest sin-
gle variable associated with ever-use of
infertility services. Higher levels of edu-
cation and income are significantly cor-
related with receipt of infertility services
among fertility-impaired women. Also,
women with private health insurance in
the past 12 months are more than twice as
likely to have used services as are women
who did not have private health insurance
in the recent period. Non-Hispanic blacks
a re significantly less likely than non-His-
panic whites to have used services, and
Hispanic women are marginally less like-
ly to have done so.

After we used multivariate logistic re-
g ression to adjust for the effects of the
other variables among all women (Ta b l e
4), the factor most strongly associated with
the receipt of any medical help to become
p regnant or prevent miscarriage among
all fertility-impaired women aged 22–44
was having ever been married: Ever- m a r-

p roblems, the two most prevalent services
w e re advice or tests and medical help to
p revent miscarriage (Table 3). (Since wo-
men could report having received more
than one service, the percentages acro s s
s p e c i fic services do not necessarily add to
the total.) Tests could be for the male, for
the female or for both; advice was gener-
ally advice on the optimal time to conceive.

Although receipt of any infertility service 
i n c reased with age, artificial insemination
and assisted re p roductive technology were
the only specific treatments that incre a s e d
with age. As we might expect, ever- m a r r i e d
women were more likely than never- m a r-
ried women to have received each type of
service. College graduates were generally
m o re likely to have received most types of
services than were women with less than a
college education. For some tre a t m e n t s ,
h o w e v e r, such as assisted re p roductive tech-
n o l o g y, there was no diff e rence by educa-
tion. (This may be due to the small sample
sizes reporting assisted re p roductive tech-
n o l o g y.) The pattern by income is as might
be expected, with higher-income women re-
ceiving each type of service much more fre-
quently than lower-income women.

The most commonly reported services
among women of all three racial and eth-
nic groups were advice or testing and mis-
carriage prevention, but non-Hispanic
white women were twice as likely as His-
panic and non-Hispanic black women to
have received ovulation drugs.

Women with private health insurance
coverage in the last 12 months were more
likely to have received most types of ser-
vice than were women without private in-
surance coverage. (As was the case with
women of differing educational levels, the
number of recipients of assisted re p ro-
ductive technology was probably too small
to detect a diff e rence between women who
had private health insurance in the last 12
months and those who did not.)

Table 4 (page 136) shows the results of
one bivariate and three multivariate logis-
tic re g ression models. We first present the
bivariate results, to determine the unad-
justed odds ratio for each variable in re l a-
tion to the use of infertility services. The fir s t
multivariate model is based on all women
aged 22–44 with current fertility pro b l e m s
(n=1,092). The second is restricted to ever-
married women with current fertility pro b-
lems (n=889). The final model is limited to
non-Hispanic white women with curre n t
fertility problems (n=652).

A bivariate analysis among women
aged 22–44 (Table 4) reveals that patterns
in the unadjusted odds ratios generally re-
flect the findings in Tables 1 and 3. Age is

ried women were nearly five times as like-
ly to have used services as were never-
married women. Parity showed no net as-
sociation with service receipt.

Although the bivariate results showed
a pattern of service use increasing with
age, the multivariate analysis revealed no
net effect of age on service receipt. Thus,
when the effects of education, marital sta-
tus and other variables are controlled, a
woman’s age has no independent eff e c t
on receipt of infertility services. Similar-
l y, controlling for the effects of other vari-
ables eliminates the effect of race or eth-
nicity on service receipt.

In contrast, private health insurance cov-
erage and income remain significantly as-
sociated with greater odds of service use:
Women with private health insurance in
the last 12 months and those with an in-
come 300% or more of poverty level were
50% more likely than those with no private
health insurance or lower incomes to have
received services. Additionally, being a col-
lege graduate was marginally associated
with receipt of infertility services (p<.10).

Table 3. Among women aged 15–44 with current fertility problems, percentage  (and standard
error) who ever received specified infertility services, by selected characteristics

Characteristic Any Advice/ Ovulation Artificial Assisted Medical help Weighted
service† tests drugs insem.‡ repro. to prevent N (in

tech.§ miscarriage millions)

Total 41.8 (1.6) 25.0 (1.4) 14.5 (1.1) 5.3 (0.7) 0.7 (0.2) 18.5 (1.3) 6.7

Age
15–29 30.2 (2.5) 15.2 (2.0) 7.6 (1.3) 1.6 (0.7) 0.0 (0.0) 16.2 (2.0) 2.3
30–34 45.4 (3.5) 31.0 (3.3) 16.4 (3.0) 3.7 (1.5) 0.9 (0.5) 22.4 (2.8) 1.5
35–39 48.3 (3.0) 39.3 (2.9) 22.3 (2.8) 8.9 (1.7) 0.9 (0.5) 17.2 (2.4) 1.5
40–44 50.1 (3.4) 35.4 (3.3) 15.2 (2.6) 9.5 (2.1) 1.4 (0.8) 19.7 (2.7) 1.3

Parity
0 37.5 (2.4) 31.8 (2.3) 15.1 (1.7) 7.5 (1.3) 1.2 (0.5) 7.2 (1.4) 3.0
≥1 45.3 (2.0) 25.6 (1.6) 14.1 (1.3) 3.5 (0.6) 0.3 (0.2) 27.7 (1.8) 3.7

Marital status
Never-married 15.7 (2.3) 6.8 (1.6) 3.3 (1.3) 1.3 (0.8) 0.0 (0.0) 9.9 (1.7) 1.6
Ever-married 49.8 (1.8) 35.0 (1.7) 17.9 (1.4) 6.5 (0.9) 0.7 (0.3) 21.2 (1.5) 5.1

Education††
<college graduate 41.3 (2.0) 27.4 (1.7) 13.6 (1.3) 3.8 (0.7) 0.6 (0.3) 17.7 (1.4) 4.7
College graduate 56.0 (3.9) 44.2 (3.7) 24.7 (3.4) 13.0 (2.0) 0.3 (0.8) 24.8 (2.9) 1.4

Income at interview (as % of poverty level)††
<300% 35.8 (2.7) 21.8 (1.9) 10.5 (1.6) 1.2 (0.4) 0.3 (0.2) 17.4 (2.0) 2.9
≥300% 53.0 (2.3) 40.1 (2.3) 21.4 (2.0) 10.4 (1.4) 1.2 (0.5) 21.2 (1.9) 3.1

Race/ethnicity
Hispanic 33.5 (4.4) 18.9 (3.4) 8.4 (2.0) 3.6 (1.4) 0.5 (0.5) 22.7 (4.0) 0.8
Non-Hispanic

white/other 45.1 (1.8) 31.2 (1.6) 16.5 (1.4) 6.4 (0.9) 0.7 (0.3) 19.2 (1.5) 5.0
Non-Hispanic

black 30.4 (3.8) 20.7 (3.2) 8.3 (2.0) 0.6 (0.6) 0.8 (0.6) 10.9 (2.2) 0.9

Private health insurance in last 12 months‡‡
Yes 46.7 (1.9) 32.8 (1.8) 18.1(1.5) 6.5 (0.9) 0.6 (0.3) 19.8 (1.5) 4.9
No 27.9 (2.8) 15.9 (2.4) 4.3 (1.2) 2.1 (0.9) 0.8 (0.6) 15.1 (1.9) 1.7

†Includes medical help to become pregnant, as well as medical help to prevent miscarriage; also includes other forms of infertility ser-
vices not shown separately in table. ‡Includes insemination with donor sperm or with husband’s or partner’s sperm, as well as other
insemination techniques, such as intrauterine insemination. §Includes in vitro fertilization, gamete intrafallopian transfer and other as-
sisted reproduction techniques not shown separately. ††Limited to women aged 22–44 at time of interview. ‡‡Includes insurance cov-
erage based on military service. Notes: Fertility problems include infertility and impaired fecundity. All percentages are weighted esti-
mates based on the 1995 National Survey of Family Growth. Percentages may not add to total who ever received “any service” because
women could report more than one type of service. 




