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Sexual and reproductive health (SRH) care services have traditionally served women, and with the spread of HIV/AIDS, non-heterosexual men. Heterosexual men remain largely invisible, though recently, there have been calls for change.1  Healthy People 2010 identifies increased male involvement in SRH programs as one of its public health goals.2   Male involvement is a prerequisite for the accomplishment of other goals in the document as well, including improving the SRH status of men and their partners, and facilitating the well-being of families. 

Men’s need for SRH services is reflected in the levels of sexual risk behaviors they engage in which place their own and their partner’s health at risk. Data from the 2002 NSFG indicate that while condom use has increased, sizeable proportions of men continue to have unprotected sex. For example, more than 1/3 of men aged 15-44 who were neither married nor cohabiting reported that they had not used a condom at any time during sex in the four weeks before the interview, a pattern which increased with age from 26% among such 15-19 year olds, to 55% among 25-29 year olds.3  Men’s level of sexual risk behavior is also reflected in the fact that nearly ¼ of men between the ages of 15 to 44 reported having had 15 or more opposite-sex partners over their lifetime, with the highest percentage (34%) reported among non-Hispanic African-American men.4 
The current health care delivery system is not adequately meeting the SRH care needs of men.  One indication of the deficient state of the field is the lack of formal screening or service guidelines for male services. While a recent document suggests such guidelines for men during and beyond adolescence5,   most suggested standards of care are exclusively focused on adolescents.6  The standards that have been articulated vary from document to document. The lack of a consensus document means that neither health care providers nor clients are informed about what SRH services men should receive and when they should receive them. 

There are other reasons for the inadequate and fragmented response to the SRH needs of heterosexual men in the United States.  First, such men do not constitute the primary populations facing unintended pregnancy or HIV/AIDS, two priority SRH issues.  Second, access to condoms, the major disease/pregnancy prevention method for men, does not require a health care visit. Third, while several medical specialties and health care settings focus on women’s SRH, and HIV services target men who have sex with men, there are no comparable specialties and few settings focused on the SRH needs of heterosexual males.  Development of responsive men’s services would require substantial changes in the organization of SRH service delivery as well as in the training of health care providers, which may help explain the slow pace of change.7 

In addition to the lack of services, men face economic barriers to care.  Nearly one-quarter of men between the ages of 15 and 49 have no health insurance, and this figure peaks at a time of high sexual risk-taking (the early 20s), when 37% of men are uninsured.8  Even among men with coverage, insurance often does not cover the kinds of medical and psycho-educational SRH services that men need. 

Demand factors also impede the use of services.  Research documents that men make substantially fewer health care visits than women,9 a finding which persists even among people with health problems.10  This could be rooted in social constructions of masculinity, which deter men from acknowledging their health care needs and accessing health care services.11 Dominant constructions of masculinity in the U.S. emphasize strength, self-reliance, robustness, and risk-taking, none of which are compatible with perceiving health care needs or seeking services, particularly preventive services.  Finally, since a large proportion of sexually transmitted infections (STIs) among men are asymptomatic, they often are unaware that they need care even when infected.12
Research on Men’s Utilization of SRH Services

The small body of studies on men’s SRH service utilization, conducted primarily in the 1990’s, documented that men were being under-served and motivated advocacy for male SRH services.13  In response to the calls for services, the Office of Population Affairs and Office of Family Planning of Department of Health and Human Services issued an initiative in 1997 that funded community-based health and social service organizations health organizations to deliver clinical and educational SRH services to men. One of the limitations of extant research on men’s utilization of services is that the studies are dated and do not capture the potential impact of these new federal initiatives.
Another factor limiting our knowledge about men’s utilization of SRH care is that the research has primarily focused on teenagers.14  It is particularly important to examine men’s receipt of care beyond the teenage years because their need for clinical services does not peak until they reach their twenties when levels of STIs and HIV are highest.15  In addition, teens are more likely than older males to have routine access to sexual health information.16 For example, a  CDC study found that in 2000, 73% of states, 87% of school districts and 86% of schools required HIV education in high school.17   Research is needed to examine access to and patterns of SRH care among men aged 20 and older. 

Data from studies of women’s receipt of SRH services raise questions that have not been answered for men. These data indicate that women are more likely to receive clinical gynecological services (pap or pelvic exams) than any other SRH service; a pattern which is particularly true among white, higher educated and higher income women.18  Are men more likely to receive a testicular exam than other SRH services?  Does the pattern of care that men receive vary by characteristics of the men? To what extent does a man’s sexual risk behavior influence the types of care that he receives?  Prior research does not address these questions, as it includes only one published study of the determinants of men’s receipt of SRH care.19
The 2002 National Survey of Family Growth (NSFG) provides data which address each of the limitations in research noted above. In this paper we use data from the male sample of Cycle 6 of the NSFG to provide a timely and in-depth portrait of the rates and patterns of SRH care among men between the ages of 20 and 44.  We also will examine the factors that influence whether men receive different types of SRH care. 
Methods

Data 
We used data from the in-person and ACASI questionnaires for the 4,928 men aged 15-44 interviewed in Cycle 6 of the 2002 NSFG. The NSFG sample is a nationally representative multistage area probability sample.  The response rate for the male survey was 78%.  The 2002 NSFG’s sampling design and procedures have been described in detail elsewhere.20
We limited the analysis to the 3,611 men who had had sex with a woman (oral, anal or vaginal sex) at least once, and were between the ages of 20 and 44.  We omitted men who had only had sex with men because our knowledge of SRH is more limited for heterosexual than for non-heterosexual men. We omitted teenage men because they have been the subject of far more SRH-related study than men aged 20 and older.  In addition, preliminary analyses indicated that levels of health care utilization as well as receipt of SRH services differed sharply between teenage and older men.  This will be explored in a future study.
Measures

The most comprehensive SRH services variable assessed whether men had received any of the following SRH services in the 12 months before the survey: birth control (including condom) advice or services, STI counseling, testing or treatment, HIV information/counseling or testing, sterilization advice, or a testicular exam.  Because a sizeable minority of men who received services received only a testicular examination, two other summary measures were constructed as well: whether a man received only a testicular exam, and whether a man received at least one non-testicular SRH service.
The individual attributes of men included in the study are: (1) sociodemographic factors (age, race/ethnicity, whether R. was married or cohabiting, and percent of poverty level income); (2) sexual risk factors (whether a man had a casual relationship with his last sex partner; whether he had more than 2 partners in the year before the interview or more than one partner at the time of the interview; and whether he engaged in any of the following other HIV risk behaviors in the year before the interview - gave  money or drugs for sex, received money or drugs or sex, had sex with an IV-drug user, or had sex with a person who was HIV positive, and (3) access to health care measured by health insurance status (private, public or no insurance) and whether a man had had a physical exam in the year before the survey. The race/ethnicity measure distinguished between Hispanics, non-Hispanic African-Americans and non-Hispanic whites.  Poverty level income distinguished between men whose income was between 0 and 149% of the poverty level, 150-299% of the poverty level, or at or above 300% of the poverty level.  Casual relationship with ones’ last sex partner in the past year was coded as 1 for men who were not married to, cohabiting with, engaged to, or dating that person steadily, and 0 otherwise. 

Analysis

Data were analyzed using SPSS.  All univariate analyses were conducted on weighted data.  Given the complex nature of the sampling design of the NSFG. 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 analysis in Table 5 which includes race/ethnicity further limits the sample to the 3418 men who were non-Hispanic white, non-Hispanic black or Hispanic.  The number of men from other racial/ethnic backgrounds was too small to include in subgroup analyses. 
Findings

Proportion of Men Who Receive Sexual and reproductive Health Care Services 

The characteristics of the 3,611 men included in our analysis are presented in Table 1.  The sample was relatively evenly distributed across 5-year age strata, with a slightly higher percentage of men in the oldest group (22.2%).  Two-thirds of the men were non-Hispanic white, while 17% were Hispanic, and 12% non-Hispanic black.  The majority of the sample was married or cohabiting (64%) and half of the men had incomes at 300% of the poverty level income or greater.  In terms of sexual risk behavior, 14% of the sample had a casual relationship with their last sex partner, 10% reported having had more than two partners in the year before or concurrent partners at the time of the interview, and 5% reported that they had engaged in at lest one of the following risk behaviors in the year before the interview: received money or drugs for sex, given money or drugs for sex, had sex with an IV-drug user, had sex with an HIV infected individual.  Finally, a sizable minority (44%) of men reported a physical exam in the past year, and more than two-thirds (68%) had private health insurance, while 22% had no health insurance.   

The data in Table 1 indicate that 48% of men aged 20-44 in the US who had ever had sex with a woman reported receiving some type of SRH services (STI, HIV, birth control, sterilization, or a testicular exam) in the 12 months before the interview. As a point of comparison, data from the women’s sample in the Cycle 6 NSFG indicate that substantially more women (73%) than men received SRH care in the year before the 2002 interview.21 

The adequacy of the observed rate of SRH care for men is an open question.  The absence of national standards for such care precludes the possibility of comparing the observed level of care to the national standard.  We examined men’s sexual risk behaviors and their receipt of SRH care to indirectly assess unmet need for care. Table 2 presents data on sexual behaviors that pose a risk for STIs, HIV/AIDS and unplanned pregnancy. Estimates are provided of the percent of men who engaged in each behavior and who did not use a condom at their last sexual encounter, thus increasing the level of risk substantially. Column 3 presents estimates of unmet need: the percent of men who engaged in each behavior without protection in the year before the 2002 interview, and who did not receive any STI, HIV or birth control services in that interval.  

The data in Table 2 indicate that more than a million men received no non-testicular SRH services in the year before the interview and did not use a condom at last sex in that interval were in one of the following risk categories: had a casual relationship with their last sex partner, (1.06 million); had sex with a female who was having sex with others (1.35 million); had three or more sex partners in the year before the interview or had multiple partners at the time of the interview (1.07 million).  In addition, about half (49%) of men who were at risk of an unplanned pregnancy, neither they nor their partner was sterilized and they did not want a(nother) child, used no birth control at last sex.  Nearly two-thirds of theses men (17.5 million) received no non-testicular SRH services in the past year.  These estimates indicate that substantial numbers of men whose high-risk sexual behavior indicates a need for sexual and reproductive health care services did not receive such care.  

Types of SRH Care Men Receive 
The data in Table 3 indicate that a testicular exam was the most common SRH service that men received (35%), followed by HIV services, and then STI services.  Smaller percentages of men reported receiving the other two SRH services, birth control (including condoms), and sterilization advice.  
The predominance of testicular exams over non-testicular SRH services is more evident when the sample is restricted to eligible men who received at least one SRH service in the past year.  The results in column 2 of Table 3 indicate that 73% of such men reported receiving a testicular exam as compared to 44% who received HIV, 40% STI, 20% birth control, and 5% sterilization advice or services.  Fully 38% of men who received SRH services in the past year reported receiving only a testicular exam.  Finally, over half of men who received a testicular exam reported receiving no other SRH services in the previous year whereas among men who reported HIV services only 14% received no other SRH care.  Sixteen percent of men received STI services but no other care, and the comparable figure for birth control services was 8%. Finally, the data indicate that a testicular exam but not non-testicular SRH care is a routine part of a physical examination for men; while 71% men who had a physical exam in the past year had a testicular exam, fewer than half  (45%) of those who had a physical exam received non-testicular SRH services (results not shown). 

When we omitted receipt of a testicular exam, thereby restricting the measure of SRH care to receipt of non-testicular services in the past year, the rate of care was reduced from 48% to 30%.  If we consider a model of both testicular and non-testicular SRH care as optimal, it is worth noting that only 17% of men in the U.S. between the ages of 20 and 44 received this comprehensive model of SRH care in the year before the 2002 NSFG.

Patterns of Non-Testicular SRH Care

The final rows of Table 2 focus exclusively on the pattern of receipt of the most common non-testicular SRH services (STI care, HIV care, BC services), and indicate that the most prevalent pattern was no care; 70% of men received none of these SRH services.  Moreover, among those who received at least one of these services, the results were mixed regarding the comprehensiveness of care.  On the negative side; nearly half (48%) of such men reported receiving only one of the services. On the positive side, nearly one-third received two services, and 20% received all three.
SRH Care and HIV Tests

The NSFG data challenge the notion that HIV testing is conducted for SRH reasons and functions as a gateway to other SRH services.  The results in Table 4 indicate that among men who had an HIV test within the past 12 months, fewer than half (43%) reported that they had the test for SRH reasons; that is, because they or their doctor wanted to know their HIV status.  Nineteen percent reported that they were tested for reasons having no direct relationship to SRH: for a hospitalization, surgical procedure, marriage license, or an application for health insurance.  The remaining 38% chose the residual category “some other reason” as their only reason for testing.

To cast the widest net for HIV tests that had “an SRH context,”, we counted all men who were tested for SRH reasons as well as those tested for non-SRH or non-specific reasons, but who had talked to a doctor about HIV or had received HIV advice or counseling from a medical provider in the past year.  The percent of men who received HIV testing decreased from 16% with the inclusive measure to 8% with the SRH-specific measure. In other words, among men in the U.S. aged 20 to 44 who had ever had sex with a woman, half of those who had an HIV test in the past year provided a context for their test that appears unrelated to SRH or to receipt of SRH services. 

From a risk perspective, a sensible approach to SRH care would combine HIV testing with STI testing. If a man is at risk of HIV, he is likely at risk of other STIs as well.  However, the results in the last column of Table 2 indicate that only half of the men who had an HIV test over the past 12 months reported an STI test in that same interval.  It is encouraging that the percentage reporting STI tests increased to two-thirds among men who had their HIV test for SRH reasons.
Multivariate Model of Receipt of SRH Care 

In Table 5, we estimated a multivariate model of receipt of non-testicular care and of receipt of a testicular exam only.  It should be noted that men who received non-testicular care could also have received a testicular exam.  There was substantial variation in whether they did; 57% did while 43% did not. 

The covariates in Table 5 include three sets of factors that have been found to be associated with health care utilization behavior, sociodemographic variables, need for care and connection to the health care system.22 The sociodemographic variables in the model are age, race/ethnicity and poverty level income. Sexual risk behavior is used as a proxy for need for care and measured in three ways; whether R was married or cohabiting at the time of the interview, whether he had concurrent or multiple partners in the year before the interview and whether he engaged in any of four other sexual risk behaviors in that interval.  Connection to the health care system is measured by whether R had a physical exam in the year before the interview and whether he had public, private or no health insurance. We note that while marital/cohabitation status is also a sociodemographic attribute, it is conceptualized as a sexual risk factor in the model because in the aggregate men in more stable (married/cohabiting relationships) are at lower levels of sexual risk than men in more casual relationships. 

The findings in Table 5 indicate different patterns of relationships between the covariates and receipt of each form of SRH care. Among the sociodemographic variables, age was positively associated with receipt of non-testicular but had no relationship to receipt of a testicular exam only. Men of color were more likely than white men to receive non-testicular SRH and less likely to receive a testicular exam only.  Moreover, non-Hispanic African-American men were slightly more likely to receive non-testicular care than Hispanics. Poverty level income had no significant net effect on receipt of either form of SRH care.

Engagement in sexual risk behaviors was positively associated with receipt of non-testicular and negatively associated with receipt of a testicular exam only. Men who were in more stable relationships (married or cohabiting) were less likely to receive non-testicular care and more likely to receive a testicular exam only than those who were not married or cohabiting, whereas those who had more than two partners in the year or more than one partner at the time of the interview followed the opposite pattern. Having received money or drugs for sex, given money or drugs for sex, had sex with an IV drug user or had sex with an HIV positive partner in the year before the interview was positively associated with receipt of non-testicular care but had no significant association with receipt of a testicular exam only. 
Finally, access to the health care system was related to receipt of both types of RSH care but again the direction, and in this case magnitude of the relationships varied.  The effect of health insurance status on RSH care is nuanced. Men with public insurance were significantly more likely to have received non-testicular care and significantly less likely to have received a testicular exam only than those with private or with no insurance. However, men with private insurance were no more likely than those with no insurance to have received either form of RSH care.  Having had a physical exam in the year before the interval was positively associated with receipt of both types of care; however the magnitude of the effect was substantially greater for receipt of a testicular exam only.  Men who had a physical exam had 3.7 times the odds of those who had no exam of receiving non-testicular RSH care; however they had 17.5 times the odds of receiving a testicular exam only. 

Discussion
Men need SRH services because safe and responsible sexual decision-making and behavior requires action from men as well as women.  To act safely and responsibly, men need screening and clinical care as well as counseling and education about sexual health and safer sex behaviors, shared responsibility for contraception and parenting, sexual pleasure, and the rights of both genders to have volitional and pleasurable sexual experiences.

Despite their needs, half of men aged 20-44 who have had sex with a woman did not receive any type of reproductive or sexual health care in the 12 months prior to the fielding of the 2002 NSFG, and 70% of such men received no non-testicular SRH care.  It is encouraging that men engaging in sexual risk behaviors were more likely to receive non-testicular SRH care.  At the same time, population estimates of unmet need for care indicate that sizeable numbers of men at heightened risk of sexually transmitted infections and/or unplanned pregnancy received no non-testicular care services in the year before 2002 interview.    

An important obstacle to men receiving adequate levels of SRH care is the lack of consensus in the health care community regarding standards of care for sexually active, heterosexual men.  Neither men nor their health care providers receive clear messages about what care they should receive, and how often they should receive it. Addressing the unmet need for services requires a consensus document that establishes guidelines of care for adolescent and non-adolescent men, insurance coverage for the recommended services, and plans for communicating these standards of care to health care providers and the general population. 
Fragmentation of care, considerations for service delivery

When men do receive SRH services, the care is fragmented. There is a clear divide between receipt of a testicular exam and other SRH services; with far more men receiving testicular than non-testicular care.  Moreover, these results indicate while testicular exams are routine aspect of physical exams for men, non-testicular SRH care is not. This is interesting given the current debate about the clinical value of testicular exams; evidence does not support their effectiveness in reducing mortality and morbidity related to testicular cancer.23 Whatever one’s position in this debate, a testicular exam by itself does not address HIV and other STIs, condom use, birth control and sterilization, sexual dysfunction and pleasure.  Despite the lack of a consensus document identifying the services that should be included in routine SRH care for men, none of the recently proposed standards of care endorses a model of care that prioritizes a testicular exam over other SRH services among men aged 20-44. 

A comprehensive service delivery model would include a minimum of HIV, STI and birth control services (including female methods, sterilization and emergency contraception) as well as a testicular exam for all sexually active men.  For some men, these services may consist of counseling or advice about these topics, whereas for others testing/treatment may be deemed necessary as well.  The data indicate that current patterns of non-testicular SRH service delivery are not comprehensive. Further analysis is needed to examine the determinants of comprehensiveness of the non-testicular SRH services men receive. 

Our findings regarding HIV testing provide another indication of missed opportunities for more integrated service delivery. The fact that many men who receive HIV tests report no HIV counseling indicates that HIV tests are being administered in contexts that do not prioritize the SRH of men. Moreover, despite the logic of a link between HIV and other STI testing, the two are not necessarily connected at the level of service delivery.  The stand-alone nature of HIV testing continues despite the fact that those at risk of HIV are also at risk for other more prevalent STIs that increase the risk of contracting HIV.  

CDC’s recent initiative endorsing routine HIV screening in health care settings for all patients aged 13-64 is a hopeful sign for men’s SRH services.24 Integrating HIV testing into routine physical exams may help to de-stigmatize and increase testing, and link it to other SRH services. The recent initiative also endorses routine HIV testing for any patients receiving STI tests. Similar integration should be considered for the other aspects of non-testicular SRH care.  When considering how to increase men’s use of reproductive health care, we must consider how the current fragmentation of SRH services should be addressed or changed.  

Finally, the multivariate analysis indicated that men of color are more likely than white men to receive non-testicular RSH and less likely to receive a testicular exam only even after controlling for aggregate level race/ethnic differences in poverty, marital/cohabiting relationships, sexual risk behavior, and connectedness to the health care system.  We are left to ponder what it is about race/ethnicity that yields this greater likelihood of non-testicular SRH care. A possible explanation is that health care providers may unconsciously use race/ethnicity as one of the factors that determine whether they offer non-testicular SRH services to men.  They may be more likely to ask about sexual behavior and routinely provide non-testicular SRH services for men from higher risk demographic groups and less likely to do so for men from lower risk groups.  If they do not ask men from the latter groups about their sexual behavior, they have no information about their need for services.   In short, health providers’ assessments about the need for SRH screening and care may be based more on a man’s group risk profile than on his individual risk profile.  Data from the NSFG do not enable a direct test of this hypothesis.

The role of health insurance in determining men’s access to SRH services requires further examination as well. Insurance did not operate simply as an economic enabler; for example, men with private insurance were no more likely than those with no health insurance to have received SRH care. One possibility is that private insurance does not adequately cover the costs of the sexual and reproductive health care services that men need and thus does not provide economic access to such services.  

Public insurance however did significantly increase the odds of receiving non-testicular care.  Access to public insurance may well relate to poverty, sexual risk behavior and access to health care, all of which could affect receipt of SRH.  However, the observed effect of public insurance operated net of these other factors. One possible explanation is that the finding is a methodological artifact reflecting the hybrid nature of the public health insurance category for men.  In the NSFG this category included Medicaid and other state/government health care (Medicare, military health care, Indian Health Service, state-sponsored health plans, and other government health care). It is also possible that the finding has substantive meaning but that we have not yet identified the underlying factors associated with being on public health insurance that operate to increase a man’s likelihood of receiving non-testicular SRH. 

There are several limitations of this analysis, including the fact that we were unable to explore a key element of men’s receipt of SRH services.  Questions probing where men received their SRH care were only asked of those younger than 25 years of age.  The findings for women indicate that where a woman receives her SRH care (Private providers/HMOs versus clinic settings) is an important determinant of the types of care she receives.18   We were unable to examine this issue among men. The lack of data on providers also constrains our ability to explore whether the race/ethnic effects on the types of SRH care received by men were in part due to differences in where men of different race/ethnic groups received their care. Another limitation of this analysis is that since the 2002 NSFG was the first male NSFG survey, there were inevitable problems in question wording that complicate the interpretation of some findings. For example, the birth control services question did not distinguish between female contraceptive methods and condoms.  A critical issue in assessing the comprehensiveness of SRH care for men is whether they are given information about female methods as well as about condoms.  This issue could not be examined with the current data, but improved question wording will likely address this and other issues in subsequent rounds of the NSFG. 

Conclusion

Our findings support the need for work at several levels to reach the Healthy People 2010 goals of increasing men’s access to SRH care.  Specifically, we need to develop a consensus document regarding what SRH services men need and at what ages and intervals they need them, that will define standards for clinical practice. These standards need to be broadly and effectively communicated to providers as well as consumers of care. Communication to men requires developing developmentally and culturally messages to convince sexually active men that they have needs for SRH care and that it is appropriate for men as well as women to access such care. Training of health care providers is critically needed so that they will be able to deliver the types of care defined by the consensus document; particular emphasis should be placed on asking questions about sex and sexual behaviors, and providing the educational and counseling services men need. Finally, advocacy is necessary to obtain additional Title X funding for men’s SRH services so that men’s services will not be competing with women’s services for the already limited resources. Advocacy also is needed to extend health insurance coverage to uninsured men and to include coverage for SRH care for the large numbers of insured men whose plans do not  cover such services.   

	Table 1. Sociodemographic characteristics, sexual practices and receipt of sexual health care: Men from the 2002 NSFG who were between the ages of 20 and 44 and had had sex with a woman (n=3611)

	
	

	SOCIODEMOGRAPHIC CHARACTERISTICS
	% (No.)a

	Age (years)
	

	     20-24
	18.4 (858)

	     25-29
	18.1 (664)

	     30-34
	20.1 (701)

	     35-44
	21.1 (721)

	     
	22.2 (667)

	Race/ethnicity
	

	     Hispanic
	16.9 (853)

	     Non-Hispanic Black
	11.5 (699)

	     Non-Hispanic White
	65.8 (1866)

	     Non-Hispanic other
	5.9 (193)

	
	

	Poverty Level Income
	

	   0-149%
	21.3 (825)

	   150-299%
	28.4 (999)

	   GE 300%
	50.3 (1787)

	
	

	Marriage/Relationship status
	

	     No partner
	19.1 (1025)

	     Non-cohabitating partner
	17.4 (1003)

	     Married/Cohabitating 
	63.6 (1583)

	
	

	SEXUAL RISK BEHAVIOR S IN THE 12 MONTHS BEFORE THE 2002 INTERVIEW
	

	Casual relationship with last sex partner 
	14.8 (815)

	Had multiple or concurrent  sexual partners 
	9.9 (564)

	Gave money/drugs for sex; received money/drugs for sex; had sex with an IV-drug user, or had sex with an HIV positive person 
	4.7 (224)

	
	

	CONNECTION TO HEALTH CARE SYSTEMb
	

	 Health Insurance   
	

	     No Insurance
	21.8 (912)

	     Public Insurance
	9.5 (409)

	     Private Insurance
	68.7 (2290)

	 Had a physical exam in the past year
	44.4 (1646)

	
	

	RECEIPT OF SRH CARE IN THE 12 MONTHS BEFORE THE 2002 INTERVIEW
	

	Received any SRH care
	48.1 (1,830)

	
	

	
	

	a Percentages based on weighted sample. The numbers in parentheses are unweighted frequencies.   
	

	bLimited to respondents who had sex in the last 12 months 
	


	Table 2. Potential need for SRH services among men aged 20-44 who have had sex with a woman.



	Potential Need for SRH Services
	% of men in each risk category


	% of men in each risk category who did not use a condom at last sex 
	% of men for each risk behavior who neither used a condom at last sex nor received any non-testicular SRH services in the 12 months before the 2002 interview (Numbers in thousands)

	
	
	
	

	Sexual Risk Criteria 
	
	
	

	Had a casual relationship with last female sex partner in past year
	14.8
	30.7


	32.1

(1,059)

	Had sex with female who was having sex with others in past year 
	12.0


	48.7


	51.4

(1,351)

	GE 3 partners in past year and/or currently has GT one partner
	 9.9
	42.2


	47.9

(1,068)

	Engaged in GE 1 HIV risk behaviors in past year (pay or paid for sex, sex with HIV positive person, sex with IV drug user)
	 4.7
	50.9


	62.8

(660) 

	
	
	% not using a reliable birth control method
	% who neither used a reliable method at last sex nor received non-testicular SRH services in the past year

	 Neither R nor partner is sterilized and R does not want a(nother) child 
	 34.0%


	49.0%
	65.4% (17,462)


	Table 3.  Types of sexual and reproductive health services received in the year before the 2002 Interview: Men between the ages of 20 and 44 who had had sex with a woman 

	  
	All Men
	Men who received at least one SRH service
	Men who received the SRH service in each row below and no other SRH service

	
	%
	%
	%

	Testicular Exam
	35.3
	73.4
	51.6

	STI Services

   Testing/Treatment      

   Testing/Treatment/Advice
	15.6

19.0
	32.5

39.6
	15.8

	HIV Services

   Testing/Treatment

    Testing/Treatment/Advice
	16.3

21.3
	33.9

44.3
	14.5

	Birth Control Services and Advice (including condoms)
	9.6
	20.1
	8.7

	Sterilization Advice
	 2.5
	5.1
	---a

	
	
	
	

	Number of Non-Testicular Services Received

   0

   1

   2

   3
	70.9

14.0

9.2

5.9
	NAb
48.1
31.6

20.4
	


aThis percentage was not computed because of the small  proportion of men who reported this SRH service. 
bThese perentages are limited to men who received at least one of the 3 most common non-testicular SRH services (BC, HIV, STIs).
	Table 4.  Reasons for HIV test and receipt of HIV and STI services in year before the 2002 interview: Men between the ages of 20 and 44 who had had sex with a woman

	
	% of men who had an HIV test 
	% of men who talked to a MD about HIV and/or received HIV counseling
	% of men who had an STI test/treatment

	Reason for HIV Test
	
	
	

	All men with HIV test in the past year
	100
	58.0
	50.1

	Men with SRH reasons for a test (check their status or MD referred them)
	42.7

	57.1
	66.4

	Men with only non-SRH reasons for a test (for a marriage license, insurance policy or a hospital admission/surgery)
	19.2
	35.4
	30.8

	Men with non-specific reason for having a test (“some other reason” was the only response offered) 
	37.8
	33.9
	50.9


	Table 5.  Multivariate model of the antecedents of receipt of non-testicular SRH and of a testicular exam only 

	
	All Respondents

	
	Did R. Receive Non-Testicular RSH Care
(Y/N)
	Did R.

Receive a

Testicular

Exam Only

(Y/N)

	
	Adjusted Odds Ratiob
(95th % Confidence Intervials)
	Adjusted Odds Ratiob
(95th % Confidence Intervials)

	Race/Ethnicity

   Black vs. White

   Hispanic vs. White

   Black vs. Hispanic


	2.12***

(1.57-2.86)

1.51**

(1.14-1.99)

1.41*

(1.05-1.89)
	 .50***
(.35-.71)

 .55**

(.36-.84)

 .90
(.57-1.42)

	Age


	1.03***

(1.01-1.05)
	.99

(.97-1.01)

	Poverty Level Income

    0-149% vs. GE 300%

    150-299 vs. GE 300%


	1.18

(.87-1.60)

.89

(.69-1.16)
	.77

(.51-1.16)

.91

(.64-1.31)

	R Is Married or Cohabiting


	.72**

(.56-.91)
	1.45*

(1.06-1.98)

	R Has Multiple or  Concurrent Sex Partners
	1.77**

(1.22-2.58)
	.53*

(.31-.89)

	R Has Engaged in GE 1 of 4 Other Sexual Risk Behaviors
	2.03**

(1.22-3.39)
	.61

(.26-1.41)

	Health Insurance

    Public vs. none

    Private vs. none

    Public vs. private


	3.82***

(2.30-6.36)

.91

(.69-1.21)

4.19***

(2.77-6.33)
	.26***

(.15-.47)

1.27

(.87-1.86)

.21***

(.12-.35)

	Did R have a physical exam in the past year
	3.66***

(2.88-4.66)
	17.45***

(11.94-25.50)
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