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Correlates of Men’s Utilization of Reproductive Health Services and Contraception

Introduction

Reducing unintended pregnancies is a key health objective of the Healthy People 2010 goals.
  Efforts to prevent unintended pregnancy have usually focused on women and rarely on men. In the first half of the last century, family planning and “hygiene” advocates provided sexual health information on withdrawal, condoms, and rhythm methods to both men and women. Among men, prevention of both pregnancy and sexually transmitted infections (STIs) were often learned through military service. Since the introduction of intrauterine and hormonal methods during the mid-century, however, family planning efforts became heavily concentrated towards women.  
The federal Department of Health and Human Services funded a range of demonstration projects in the 1970’s through Title X monies to encourage the participation of men in reproductive health programs.  Despite evidence from these projects that men can play an important role in birth control decision-making in their relationships, the family planning community continued to focus primarily on increasing access to contraception among women by utilizing maternal and child health programs, emphasizing women’s empowerment and control over fertility, and advocating long-acting methods that women could use without their partner’s involvement.
  This singular focus on women has begun to change over the last decade.  The international family planning community and local agencies have renewed efforts to include men in reproductive-health issues and have made men a target for the provision of comprehensive reproductive health services.  These efforts were partly an off-shoot of the 1994 International Conference on Population and Development in Cairo, the rise of the global HIV/AIDS epidemic, and efforts to reduce the increasing incidence of STIs through the use of condoms.
  Moreover, the Federal Centers for Medicare & Medicaid Services is increasingly providing support through family planning waivers authorized under Section 1115 of the Social Security Act to improve access to reproductive health information and family planning services for men.
  However, given that most contraceptive methods have to be used by women, it is unclear how men should be involved in family planning and what would motivate them to become involved. Options of involvement are: (a) accompanying their female partners to the reproductive health services, including counseling; (b) seeking reproductive health services on their own; or (c) receiving reproductive health services as part of their primary care visit. 
The challenge to involve men in reproductive health care is compounded by the fact that in the United States, men utilize most primary and preventive health services far less frequently than women.  In 2001, there were 37.7 preventive care visits at physician offices per 100 males, as compared to 67.1 visits per 100 females. The differences in numbers of preventive care visits are most significant among adults 15-24 and 25-44 years of age (17.8 and 17.2 visits per 100 males vs. 63.8 and 78.0 visits per 100 females).
 
To plan and implement reproductive health programs for men, it is important to understand factors related to men’s current utilization of general and reproductive health services. Nationwide estimates of men’s utilization of reproductive health services and its relationship to contraceptive use provides a baseline against which programs can measure their progress and select sub-groups for targeted interventions. Utilizing data from the National Survey of Family Growth (NSFG), Cycle 6, this report aims to explore the factors related to use of any reproductive health services among males ages 15-44 and its relationship to use of any contraceptive method, including their own or a partner’s method. The findings will help to outline approaches of male involvement in reproductive health care. 
Research Questions

This study consists of three parts: First, we describe the demographic and socioeconomic characteristics of men ages 15-44 who used reproductive health services compared with men who used only general health services, and men who did not use any health service in the last 12 months prior to the interview. The second part presents a multinomial logistic regression model to determine the strongest predictors of men’s utilization of reproductive health services, when controlling for other predictor variables. Thirdly, we explore data on young men ages 15-24 who were asked if they ever accompanied a female partner to any of her reproductive health visits and investigate how this is related to their own utilization of reproductive health services. We investigate the type of provider sites where these young men reported receiving reproductive and general health services as well as how they paid for these services. 
Data and Methods

The NSFG 2002, designed and conducted by the National Center for Health Statistics, includes an array of questions exploring receipt of general and reproductive health services among 4,928 men ages 15-44 in the last 12 months prior to the interview.  Respondents were asked a structured set of questions designed to elicit recall of what, if any, health services they had received in the last 12 months.  Multiple demographic variables and items from Section I: Health Conditions, Access to Health Care, and Receipt of Health Services of the male questionnaire are used in this analysis.

Items from section “Use of family planning clinic” – YOUFPSVC1-YOUFPSVC5 – and the section “Health services” – PHYSEXAM, TESTICHK, BCADVICE, STERADVI, STDADVIC, HIVADVIC –are summarized to create a variable that consists of three categories. These categories are: 

1) men who received any reproductive health services (RHS -- birth control      

    advice/counseling or methods including condoms, advice/counseling about surgical    

    sterilization, STIs, and HIV); the number of men who received reproductive health   

    services only was too small, therefore men who received both RHS only or RHS and   

                general health services visit are combined. 
2) men who received general or routine health services only (GHS -- physical exam and  

    testicular check); and 
3) men who did not receive any of these services in the last 12 months (None).  
Among younger men ages 15-24, we analyzed three additional questions asked only of this group.  These include whether they had accompanied a female partner to any of her reproductive health visits, at what kind of place did they receive the reproductive and general health care visits, and what ways the bill for the visit was paid. 
Simple descriptive statistics through cross-tabulation analyses and chi-square statistics are used to examine the proportions and frequency distributions of various subgroups. The numbers and percentages shown in this report are weighted and reflect national estimates.

A multinomial logistic regression model to assess the relationship between selected independent variables associated with the dependent variable which is coded for three outcomes:  RHS, GHS, or None is constructed.  In a multinomial logistic regression model the odds of associations for both the groups who received reproductive health services and general health services are compared simultaneously to the group who did not receive any health service which is used as the common referent. Odds ratios and 95 percent confidence intervals are computed and adjusted for the effects of age, race/ethnicity, marital status, poverty level, insurance status and the number of sexual partners. The complex survey design is considered by using the “proc surveylogistic” syntax in SAS 9.1 that allows incorporation of sampling weights, strata, and cluster statements. 
Results
All Men Ages 15-44

Table 1 summarizes the demographic, socioeconomic, and behavioral characteristics of the men who reported utilizing reproductive health services alone or in combination with other general services (RHS), men who utilized only general health services (GHS), or men who did not report any health service utilization (None) in the past 12 months prior to the survey.
Overall, more than one-half (56 percent) of the 61.1 million men ages 15-44 represented by this survey have received a health service in the last 12 months. Twenty percent received some type of reproductive health service and 36 percent received routine or general health care services only. The remaining 44 percent did not report receiving any health service at all in the last 12 months. The bivariate analysis shows that age group is related to health services utilization (X2=124, p<0.0001).  Men’s utilization of general routine health services alone shows a curvilinear pattern.  It is high in the adolescent years (45 percent), falls during early adulthood, and begins to rise again among men 40-44 years of age (46 percent.  This is in contrast to the utilization of reproductive health services specifically.  The proportion of men utilizing reproductive health services declines linearly with increasing age. Nearly 28 percent of adolescent men accessed reproductive health services in the last year, compared with only 10 percent of men ages 40-44 years.  
Hispanic origin and race of respondents also demonstrates an association with men’s use or non-use of reproductive and general health services (X2=95, p<0.0001).   Black/African-American men are the most likely to report utilization of reproductive health services in the past year; approximately 35 percent reported utilizing reproductive health services.  This is followed by nearly a quarter of Hispanic men (24 percent).  Non-Hispanic, white men are the least likely to report utilizing any reproductive health services in the past year (16 percent).
While the value of the chi-square statistic is not as high as compared to age and race/ethnicity variables, marital status (X2=60, p<0.001) appears to have some degree of association with men’s utilization of health services. Married men are the least likely to report use of reproductive health services. Only 13 percent of married men reported accessing reproductive health services in the last year prior to the survey.  On the other hand, single men who had never been married and are not cohabiting with a partner are the most likely to report utilization of reproductive health services; 26 percent reported receiving reproductive health services in the last year prior to the survey.
Respondents were also asked about their health insurance coverage. Men with public insurance coverage are the most likely to report utilizing reproductive health services in the last year (38 percent).  While privately insured men and men with no health insurance coverage showed similar proportions reporting RHS utilization (17 percent), privately insured men are the most likely to have utilized GHS only (41 percent) compared to men with public insurance (34 percent) and those without health insurance coverage (23 percent). These results are statistically significant (X2=165, p<0.0001).
Poverty level shows a slight relationship with utilization of health services as well.  Men with incomes below the federal poverty level (FPL) are most likely to report utilization of RHS; more than 1 in 4 men (27 percent) living below the poverty level reported receiving these services.  As income rose, the proportion of men reporting utilization of RHS decreased.  One in five men (21 percent) with incomes between 100% and 200% FPL reported RHS, compared to 17 percent of men above the 200% FPL (X2=95, p<0.0001).

Table 1. Number of males 15-44 years of age and percent distribution by health services utilization, according to selected demographic and socioeconomic characteristics of males: NSFG, 2002.

	Characteristics
	Number in thousands
	RHS
	GHS
	None
	Total

	
	
	Percent

	Total
	61,147
	19.4%
	36.5%
	44.1%
	100.0%

	Age Group
	
	
	
	
	

	15-19 years
	10,208
	27.7%
	45.2%
	27.1%
	16.7%

	20-24 years
	9,884
	26.4%
	26.9%
	46.7%
	16.2%

	25-29 years
	9,226
	21.5%
	32.8%
	45.8%
	15.1%

	30-34 years
	10,137
	17.0%
	32.9%
	50.0%
	16.6%

	35-39 years
	10,557
	15.1%
	33.2%
	51.7%
	17.3%

	40-44 years
	11,135
	10.4%
	46.5%
	43.1%
	18.2%

	
	
	
	
	
	

	Hispanic origin & race of respondents
	
	
	
	
	

	Hispanic/Latino
	10,188
	24.5%
	30.0%
	45.5%
	16.7%

	African American 
	7,278
	35.1%
	36.4%
	28.5%
	11.9%

	Other
	3,703
	16.1%
	35.8%
	48.2%
	6.1%

	White
	39,978
	15.6%
	38.2%
	46.2%
	65.4%

	
	
	

	Marital Status or cohabiting status
	
	
	
	
	

	Currently married
	25,808
	13.2%
	40.1%
	46.7%
	42.2%

	Currently cohabiting
	5,653
	19.7%
	31.0%
	49.3%
	9.2%

	Formerly married, not cohabiting
	4,274
	17.2%
	35.4%
	47.4%
	7.0%

	Never married, not cohabiting
	25,412
	26.2%
	34.2%
	39.6%
	41.6%

	
	
	
	
	
	

	Insurance status
	
	
	
	
	

	Not covered
	12,200
	17.2%
	23.1%
	59.7%
	20.0%

	Public
	7,173
	37.5%
	33.5%
	28.9%
	11.7%

	Private
	41,774
	17.0%
	40.9%
	42.1%
	68.3%

	
	
	
	
	
	

	Poverty status
	
	
	
	
	

	Below Poverty
	8,645
	26.8%
	26.6%
	46.7%
	14.1%

	100%-200% FPL
	13,742
	20.7%
	31.0%
	48.3%
	22.5%

	Above 200% FPL
	38,760
	17.4%
	40.7%
	42.0%
	63.4%

	
	
	
	
	
	

	Number of female sex partners, last 3 months
	
	
	
	
	

	Never had sexual intercourse
	7,890
	19.8%
	43.4%
	36.8%
	12.9%

	None
	9,658
	22.2%
	30.6%
	47.2%
	15.8%

	One
	40,750
	17.2%
	37.6%
	45.2%
	66.6%

	More than one
	2,849
	42.0%
	21.1%
	36.9%
	4.7%

	
	
	
	
	
	

	Use of contraception in the last 3 months
	
	
	
	
	

	Never had sexual intercourse
	7,890
	19.8%
	43.4%
	36.8%
	12.9%

	No sex last 3 months
	9,658
	22.2%
	30.6%
	47.2%
	15.8%

	Sterilization, effective methods
	18,826
	20.1%
	34.5%
	45.4%
	30.8%

	Condoms
	8,071
	26.6%
	37.9%
	35.5%
	13.2%

	Less effective, non-users
	16,702
	13.5%
	38.2%
	48.3%
	27.3%


The number of female sexual partners influences utilization of reproductive health services (X2=76, p<0.0001).  Men reporting more than one female sexual partner in the last three months are the most likely to report utilizing RHS (42 percent). Interestingly, the lowest proportion of those who accessed reproductive health services in the last 12 months occurs to men who stated that they have one sexual partner. 
A constructed variable on men’s or their partners’ contraceptive use during last sexual intercourse in the past three months is examined. Men who reported condoms as their method of contraception in the last three months are the most likely to report utilizing reproductive health services (27 percent) while those who reported less effective method such as withdrawal and non-users of any contraception are the least likely to have obtained reproductive health services in the last 12 months prior to the survey (14 percent).
While descriptive statistics are used to describe the characteristics of the study sample according to the three categories, men who received RHS, men who received GHS, and those that received neither RHS nor GHS in the last 12 months, a multinomial logistic model is used to examine the relationship between these three categories after controlling for the set of significant predictors. In the regressions estimated, non-utilization of any health services is the reference category, thus the model estimates the likelihood that use of RHS or GHS will occur relative to the likelihood of non-utilization of any health services in the last year.  Odds ratios (OR) and 95 percent confidence intervals (CI) are computed and adjusted for the confounding effects of age, race/ethnicity, marital status, poverty level, insurance status, and number of sexual partners. The use of contraception is not included in the final regression analysis as this variable appears to have the least association with use or non-use of reproductive or general health services. Further, we did not identify whether those respondents reporting non-use of any contraceptive method are trying to conceive, thus the reason for non-use of contraception. 

The results show that after controlling for the other predictor variables, age is significantly related to use of reproductive health services (p<0.0001).  Young men ages 15-24 are half as likely to utilize RHS than men ages 35-44 (OR:0.45, CI:0.31-0.64, p=0.0005).  Hispanic origin and race of respondents is significantly related to use of reproductive health services (p<0.0001).  Black/African-American men are more than three times as likely to utilize RHS than white men (OR:3.15, CI:2.20-4.51, p<0.0001)
Insurance source is significantly related to use of both RHS and GHS (p<0.0001).  Men with publicly-funded insurance are three times as likely to receive RHS (OR:3.07, CI:2.37-3.98, p<0.0001) and nearly one and a half times as likely to receive GHS (OR:1.48, CI:1.03-2.12, p<0.0001) as compared to those with privately funded insurance. Men with no insurance coverage are about half as likely to receive RHS (OR:0.66, CI:0.50-0.87, p<0.0001) and GHS only (OR:0.50, CI:0.39-0.65, p<0.0001) as compared to those with privately funded insurance coverage.
Table 2:  Multinomial logistic regression analysis, odds ratios and 95 percent confidence interval showing the likelihood of receiving reproductive and general health services among  male respondents, NSFG 2002
	
	Reproductive Health Services (RHS)
	General Health Services (GHS)

	Variable Comparison
	Odds Ratio
	95% CI
	Odds Ratio
	95% CI

	Age group
	 
	 
	 
	
	
	

	15-24 years
	0.45**
	0.31
	0.64
	0.84
	0.64
	1.09

	25-34 years
	0.64
	0.50
	0.80
	0.73*
	0.56
	0.95

	35-44
	
	
	
	
	
	

	Race/Ethnicity
	 
	 
	 
	
	
	

	Hispanic, any race
	1.66
	1.21
	2.26
	1.12
	0.85
	1.46

	Black
	3.15***
	2.20
	4.51
	1.84**`
	1.33
	2.53

	Other
	0.96
	0.57
	1.06
	1.04
	0.65
	1.67

	White
	
	
	
	
	
	

	Marital Status
	 
	 
	 
	
	
	

	Currently married
	0.62*
	0.46
	0.82
	1.26
	0.99
	1.61

	Currently cohabiting
	0.69
	0.47
	1.03
	1.05
	0.77
	1.42

	Formerly Married, not Cohabiting 
	0.83
	0.56
	1.25
	1.13
	0.75
	1.68

	Never married, not cohabiting
	
	
	
	
	
	

	Insurance Status
	 
	 
	 
	
	
	

	None
	0.66***
	0.50
	0.87
	0.50***
	0.39
	0.65

	Public
	3.07***
	2.37
	3.98
	1.48***
	1.03
	2.12

	Private
	
	
	
	
	
	

	Poverty level, Over 200% FPL versus:
	
	
	
	
	
	

	At or below 200% FPL 
	0.87
	0.68
	1.11
	0.60***
	0.48
	0.75

	Above 200% FPL
	
	
	
	
	
	

	Number of partners in the last 3 months
	1.24*
	1.02
	1.51
	0.98
	0.85
	1.14


* p<=0.05  ** p<=0.01  *** p<=0.001
Note:  Reference category for equation is no utilization of any health services in the past 12 months (None).
Young Men Ages 15-24

Three additional items that were only asked of men 15-24 years of age are also analyzed. The men were asked whether they have ever gone with a female partner or girlfriend to a family planning clinic or Planned Parenthood clinic when she received reproductive health services and the last time this happened. The other two questions that were only asked of this group are the locations or provider sites where these young men reported receiving reproductive and general health services as well as how they paid for these services. 

Approximately one out of seven (14 percent) young men ages 15-24 reported to have ever gone with a female partner or girlfriend to a family planning or Planned Parenthood clinic. These men are closely split between those who went with their partner in the last 12 months and those who accompanied their partner more than a year ago (7.4 percent and 7.1 percent respectively).

Young men who received reproductive health services are more likely to have accompanied their female partner or girlfriend to a family planning clinic or Planned Parenthood clinic in the last 12 months (54 percent) while those who ever accompanied their partner accounted for about more than a third (37 percent).  A considerable proportion (28 percent) of young men who stated that they never had any health services in the last 12 months reported that they accompanied their partner to a family planning clinic (data not shown). This suggests that they may be relying on their partners’ use of contraception to prevent unintended pregnancy.
 

The most commonly reported place for receiving any health services overall is from a private provider or health maintenance organization (HMO); 57 percent of young men who received any health services in the last year reported accessing services from this type of provider.  However, young men who obtained reproductive health services are more likely to have used a community health, family planning or Planned Parenthood clinic (54 percent) as compared to HMOs and private providers (37 percent).  The group of young men who received reproductive health services from a school based clinic or employer/company based site represented approximately 49 percent.

Younger men were also asked how they paid for the health services they received in the last 12 months. Private insurance category is the most commonly reported payment source for those who received any health services during the last 12 months at 57 percent. This group, however, is more likely to report publicly-funded payor sources (including Medicaid, no payment required, and some other way combined) as a way of payment of those utilizing reproductive health services specifically, 55 percent, versus 38 percent who stated that their payor source is private insurance.

Overall, like all men 15-44 years of age, the trend among young men ages 15-24 who reported using condoms for contraception are more likely to report receiving reproductive health services (36 percent).  This is a higher proportion when compared with all men aged 15-44 at 27 percent. Those who stated relying on highly effective methods are the next most likely to report RHS at 34 percent while the group of young men who are sexually active but do not use contraception or reported relying on ineffective methods such as withdrawal accounted for about 21 percent. 

Discussion and Conclusion

Several patterns of men’s participation in reproductive health could be identified. NSFG data show that about 1 in 5 males, ages 15-44, have sought reproductive health services in the 12 months prior to the survey. Of these approximately 11.9 million men 15-44 years of age who received any reproductive health service, 62 percent received a combination of birth control and/or STI/HIV advice or counseling while 36 percent received only STI testing and/or treatment or HIV advice/counseling. 

Few men visit the health care provider exclusively for reproductive health services. The survey results suggest that in order to increase men’s use of RHS, efforts should focus on including these topics routinely during general health care appointments.  Porter and Ku
 examined results from the 1995 National Survey of Adolescent Males survey and found that sexually active adolescent males who went to a preventative health visit were more likely to also receive STI testing or treatment; but were no more likely to discuss other reproductive health topics such as birth control.  Our analysis does show that few men utilize family planning or STI/HIV testing and treatment during a year without also receiving general health services; far more men access general health services than reproductive health services during the year.  

As the receipt of reproductive health services is usually integrated in a general health care visit, it is dependent on the health care seeking pattern of a particular age group.  Overall, men are more likely to seek health care services as they get older and therefore also report a significantly larger receipt of reproductive health care services. The exceptions to this trend are adolescents who may receive primary care services as part of their school physical exams which may lead to a higher use of reproductive health services.  The provision of RHS to adolescent males should be use as an opportunity to encourage males to seek reproductive health services and to be involved in preventing unintended pregnancy and STIs if they are sexually active. 

Black/African-American men are significantly more likely to access RHS even when controlling for insurance status and poverty level. The current study did not address the reasons for this observation. Future studies should explore to what extent these differences are linked to health beliefs and attitudes, health behaviors and/or perceived health risks within the Black/African-American group or higher levels of outreach to this group of men. 

Married men are least likely to report using RHS and never married single men, not cohabiting are the most likely to use RHS and GHS.  These findings suggest that married men may rely more on their partner’s method of contraception than on the use of condoms. Single, not cohabitating men may be more likely to have casual sex and hence more aware of the need to use condoms and to get tested and treated for sexually transmitted infections. This conclusion is strengthened by the finding that having multiple female sex partners leads to higher RHS use, even when controlling for the other predictor variables. However, further study on the influence of the stability of the relationship and partner’s contraceptive use on RHS is warranted.   
After controlling for numbers of sexual partners, age, race/ethnicity, poverty and marital status, health insurance status emerged as a strong predictor of reproductive health service utilization. Men with public health insurance coverage are three times more likely than privately insured men to have received RHS in the 12 months prior to the survey. Alternatively, men without any insurance are about 45 percent less likely than privately insured men to having used RHS. Public health insurance may encourage the provision of reproductive health services to males to a larger extent than insurance agencies in the private sector. They may be more likely to offer preventive programs, special outreach, and flexible clinic hours that may facilitate the use of their services to men. This suggests the importance of publicly funded health coverage that includes reproductive 
health services as an integral part of routine or preventive medical visits and their role in developing standards and best practice models. Poverty is not a significant predictor of RHS use when controlling for insurance status and the other factors in the model.  

Most reproductive health programs continue to focus primarily on women and few models for the inclusion of men exist.  The results of the analysis of males 15-24 years of age suggest that outreach to men through their female partners is a strategy worth considering.  Men in this group are more likely to receive their own RHS if they had also accompanied a female partner to her RHS visit.  While the influence is strongest if he had gone with his partner during the same year, this positive effect on utilization remains even if he had accompanied his partner more than a year ago.  Men who accompany their partners to the family planning visit may be a select group who are more aware of their role in reproductive health care. Another explanation for this finding is that clinics took advantage of the men’s presence to educate them about family planning and STI prevention and treatment, particularly if they identified the men as contacts of an identified STI case.
Findings are limited to men’s recall about their health care visits during the last 12 months and number of sexual partners as well as the contraception used in their last intercourse.  We do not have data to estimate how recall bias might impact the results. It is also not possible from the available data set to estimate the quality of counseling on reproductive health issues that took place. Additionally, no data on the extent to which men participate in contraceptive decision making and use outside of the health care services are available in the survey. This may be particularly relevant for men who are in stable relationships with one sexual partner. 

In conclusion, the expansion of primary care services to include reproductive services to men seems to be the most promising approach. Reproductive care topics should be part of routine screening and counseling during general health care appointments.  Additionally, men who accompany their female partners to the clinic may benefit from counseling on the need of reproductive health services for themselves. Public insurance programs seem to be more successful in achieving this integration than private insurers. The fact that men without health insurance are least likely to access reproductive health services is not surprising and highlights the need of providing universal coverage for reproductive health care.
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