
 
 

CONTRACEPTIVE EQUITY: BLACK WOMEN’S CHOICES VERSUS PROVIDER BIAS 
 
Access to contraceptives helps women “complete their education, get and keep a good job, support 
themselves and their families financially, and invest in their children’s future.”1 Every woman has the 
right to make informed decisions about her fertility and to plan her family without coercion by either her 
doctor or her government. She should be able to choose her contraceptive method based on her own living 
conditions and circumstances. This should mean that she can plan whether or when to start or add to her 
family without outside interference. Yet, a woman’s choice of contraceptive method is largely influenced 
by whether she has health insurance, the types of contraception her insurance covers, her income, and 
how accessible health care and contraception are where she lives.2   

Contraception can be expensive, so it is most accessible to women whose insurance covers it. As of 2018, 
29 states require insurance plans that cover prescription drugs to “also cover prescription 
contraceptives.”3 Low-income women receive assistance with contraceptive costs through Federal and 
State programs, including Title X and Medicaid. Women may choose (or be encouraged to choose) 
different methods depending on whether they have public versus private insurance. Women who have 
public insurance are more likely to choose sterilization, and less likely to use the Pill, than women with 
private insurance.4  

But the United States has a long and troubling history of reproductive oppression during which it has 
sought to control and limit the fertility of Black women, low-income women, and other marginalized 
women. As public health officials and family planning advocacy groups become enamored with the 
efficiency and affordability of the latest birth control fad – long-acting, reversible contraceptives 
(LARCs) - Reproductive Justice advocates have become increasingly concerned with the bodily 
autonomy and choice offered to Black women. 

In Our Own Voice is a signatory of an important joint statement of principles on LARCs that addresses 
past contraceptive abuses and makes recommendations to avoid abuses in the future. As of today, the 
statement written by SisterSong: National Women of Color Reproductive Justice Collective and the 
National Women’s Health Network has been signed by 115 organizations and individuals. 

LARCS BY THE NUMBERS 
When the Affordable Care Act was signed into law, it mandated coverage of all 18 contraceptives 
approved by the Food and Drug Administration (FDA).  It also addressed the challenges presented by the 
lack of insurance coverage by requiring private insurers to cover contraception without excessive cost-
sharing such as deductibles and co-pays. 

As a result of the ACA mandate, the most effective forms of contraception — called long-acting 
reversible contraceptives (LARCs) — are now covered, and more women are using them. In fact, 
LARCs’ use has increased almost fivefold over the past decade among women aged 15 to 44 (from 1.5 to 
7.2 percent).5 Between 2002 and 2010, the use of LARCs tripled among white women and increased 
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fourfold among Black women (rates declined ten percent among Latinas).6 The use of LARCs grew at a 
similar rate among Latinas and white women from 2006 to 2013 (129 and 128 percent, respectively); 
rates among Black women increased 30 percent during this time.7 8 9 

Although Black women take full advantage of available contraceptive options to plan their families, they 
use contraceptives at lower rates than women of other racial and ethnic backgrounds.10 In fact, only 83 
percent of Black women use contraception compared to 90 percent of Asian women, and 91 percent of 
Latina and white women.11 Black women are also more likely to use Depo-Provera than oral 
contraceptives, which are primarily used by white women. 

BLACK WOMEN AND CONTRACEPTION: A HISTORY OF COERCION AND MISTRUST 
Among the reasons why a Black woman may not access contraceptives at the same rates as other women 
is a deep-seated distrust of the healthcare system.  For years, Black women faced coercive contraceptive 
practices and policies, misinformation about the use of contraceptives, and unethical contraceptive 
testing. Family planning decisions were often made for us with the goal of either controlling our 
population growth or in the name of advancing the research in the field of contraceptives (e.g., Norplant 
and Depo-Provera).  This practice continues to this day, as race and socioeconomic status continue to be 
factors with certain women being pressured into using longer-acting contraceptives over more easily 
reversible options.12 

In the 1990s, policies were designed to coerce Black women into accepting sterilization or the Norplant 
implant in order to receive public benefits and/or avoid incarceration. For example, South Carolina 
introduced a bill that required women “with two or more children to have a Norplant inserted as a 
condition of being able to receive welfare benefits. ”13 Other states considered requiring the use of 
Norplant for women to receive public benefits at all, or in exchange for a reduced prison sentence. It also 
includes sterilization and administration of contraceptives without women’s knowledge or permission, as 
occurred in many states well into the 1970s.14  

Lest people think that this is just history, they should know that between 2006 and 2010, the California 
Department of Correction is said to have authorized sterilizations of nearly 150 female inmates. Although 
these tubal ligations were done in violation of prison rules, the state paid doctors $147,460 to perform the 
operations. In 2017, a Tennessee judge was reprimanded for offering to reduce jail sentences for 
convicted women who underwent a sterilization procedure, a coercive practice in violation of personal 
liberty and bodily autonomy.15 The judge claimed this is offered to repeat offenders so they can “make 
something of themselves.”16  

PROVIDER BIAS IN THE ERA OF LARCS 
Enthusiasm for the use of any form of contraception must not infringe upon women’s reproductive 
autonomy.  Efforts to advance the use of LARCs must not repeat past practices. Yet, women - 
“particularly young women, elderly women, women of color, LGBTQ individuals, and low-income 
women - frequently report that clinicians talk down to them, do not take their questions seriously, and 
treat them as though they do not have the basic human right to determine what happens with their 
bodies.”17  

For example, one study found that IUDs were recommended more often to low-income women of color 
than to low-income white women.18 And, a recent study in Wisconsin found that “women reported that 
their preferences regarding contraceptive selection or removal were not honored.”19 They described 
experiences in which providers undervalued the woman’s contraceptive preference; minimized LARCs’ 
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side effects; dismissed patients’ concerns about LARCs; disrespected or patronized their patients; and 
were unsupportive when women wanted to stop using LARCs.20 

Many Reproductive Justice advocates who are knowledgeable of past practices are concerned about the 
“variety of ways LARC methods might be promoted or practiced in socially unjust ways.”21 “We see this 
coercion play out when a program funds the insertion of a free IUD but not its removal, when a clinic 
must meet a quota for LARC use or risk its own funding, or when a doctor tells a woman she’s not 
responsible enough for a method she can control herself. We see it when state poverty relief is tied to 
LARC use — as California’s was until just this year. And when state Medicaid programs refuse to cover 
removal — as South Dakota does even now, stating in its 2016 billing manual that it ‘will not reimburse 
for the removal of the implant if the intent is for the recipient to become pregnant.’”2223 

When In Our Own Voice conducted “listening sessions” on reproductive health, we heard from women 
who sought care for a number of reasons but were not listened to by their providers. One woman who had 
previously suffered “side effects from birth control pills” and developed ovarian cysts while using a 
NuvaRing, said she had to do her own research and fight her provider to try different birth control pills24. 

A 2017 In Our Own Voice sponsored poll revealed that an overwhelming majority of Black women and 
men (89 percent) shared the perspective that contraception is a part of women’s basic healthcare.25  In that 
same poll, a staggering 92 percent of Black women and men agreed that “a woman should be able to get 
birth control through her health insurance, even if her boss disagrees with the idea of birth control.26 

 

THE WAY FORWARD 
With the expanded use of LARCs, more comprehensive research needs to be done on provider bias—not 
from the perspective of providers but through the eyes of the women they serve. Advances in 
contraceptives and family planning must not repeat past practices that coerced women into accepting a 
specific method, or discouraged them from choosing a different family planning method (or none at all).27  

Women must be empowered and enabled to make their own assessment and decision about what methods 
are best for their unique circumstances. “Only affordable coverage of all options and a comprehensive, 
medically accurate, and culturally competent discussion of them will ensure treatment of the whole 
human being and truly meet the health and life needs of every woman.”28 

Access to contraceptive information and services is essential. But, it is not sufficient, in and of itself, to 
ensure women’s reproductive freedom. Reproductive Justice recognizes that the primary challenges 
facing young, low-income, and uninsured women stem not from unintended pregnancy — but from social 
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disparities that disproportionately impact these groups of women.29 Women must be empowered and 
enabled to make their own assessment and decision about what methods are best for their unique 
circumstances. “Only affordable coverage of all options and a comprehensive, medically accurate, and 
culturally competent discussion of them will ensure treatment of the whole human being and truly meet 
the health and life needs of every woman.”30 

 
In Our Own Voice: National Black Women’s Reproductive Justice Agenda is a national Reproductive 
Justice organization focused on lifting up the voices of Black women at the national and regional 
levels in our ongoing policy fight to secure Reproductive Justice for all women and girls. Our eight 
strategic partners include Black Women for Wellness, Black Women’s Health Imperative, New 
Voices for Reproductive Justice, SisterLove, Inc. SisterReach, SPARK Reproductive Justice Now, 
The Afiya Center and Women With A Vision. 

                                                             
1 Sonfield A, “What is at Stake with the Federal Contraceptive Coverage Mandate?, Guttmacher Policy Review 2017; 20:8-11. Online: 
https://www.guttmacher.org/gpr/2017/01/what-stake-federal-contraceptive-coverage-guarantee?gclid=CJyk7LX3kNQCFceLswodw5MLsg. 
2 Jones J, Mosher W, Daniels K, “Current Contraceptive Use in the United States, 2006-2010, and 
Changes in Patterns of Use Since 1995,” National Health Statistics Reports issue 25, Hyattsville (MD): National Center for Health Statistics, 2012; 60. 
Online: http://www.cdc.gov/nchs/data/nhsr/nhsr060.pdf. 
3 Guttmacher Institute, Fact Sheet: Contraceptive Use in the United States, New York: Guttmacher Institute, 2018. Online: 
https://www.guttmacher.org/fact-sheet/contraceptive-use-united-states?gclid=CK-Yt9P6kNQCFZZWDQod6rQCog#27.  
4 Jones J, op. cit. 
5 Branum AM, Jones J, “Trends in long-acting reversible contraception use among U.S. women aged 15–44,” NCHS Data Brief (no. 188). Hyattsville 
(MD): National Center for Health Statistics, 2015. Online: http://www.cdc.gov/nchs/data/databriefs/db188.htm. 
6 Ibid. 
7 Ibid. 
8 Raine TR, Foster-Rosales A, Upadhyay UD, et al., “One-year contraceptive continuation and pregnancy in adolescent girls and women initiating 
hormonal contraceptives,” Obstet Gynecol 2011; 117:363- 71. Online: http://www.acog.org/Resources-And-Publications/Committee-Opinions/Committee-
on-Adolescent-Health-Care/Adolescents-and-Long-Acting-Reversible-Contraception.  
9 Popovich N, “Colorado contraception program was a huge success – but the GOP is scrapping it,” The Guardian, May 6, 2015. Online: 
http://www.theguardian.com/us-news/2015/may/06/colorado-contraception-family-planning-republicans.  
10 Ibid. 
11 Ibid.  
12 Dehlendorf, C., Rodriquez, M.I., Levy, K., Borrero, S., and Steinauer, J. (2010). “Disparities in Family Planning”. Am J Obstet Gynecol, 202(3): 214-
220. http://www.ncbi.nlm.nih.gov//pmc/articles/PMC2835625/ 
13 Benson Gold R, “Guarding Against Coercion While Ensuring Access: A Delicate Balance,” Guttmacher Policy Review 2014; 17(3):8-14. Online: 
https://www.guttmacher.org/about/gpr/2014/09/guarding-against-coercion-while-ensuring-access-delicate-balance. 
14 Rodriquez-Trias H, “Puerto Rico, Where Sterilization of Women Became ‘La Operacion,’ “  Political Environments 1994; 1/   
15 Hawkins, D. “ Tenn. Judge reprimanded for offering reduced jail time in exchange for sterilization.” Washington Post, November 21, 2017, 
https://www.washingtonpost.com/news/morning-mix/wp/2017/11/21/tenn-judge-reprimanded-for-offering-reduced-jail-time-in-exchange-for-
sterilization/?utm_term=.1b554f93cdb9 
16 Hawkins, D.  “Judge to inmates: Get sterilized and I’ll shave off jail time.”  Washington Post, July 21, 2017, 
https://www.washingtonpost.com/news/morning-mix/wp/2017/07/21/judge-to-inmates-get-sterilized-and-ill-shave-off-jail-
time/?utm_term=.b65915377e0f.  
17 Ibid.  
18 Dehlendorf C, Ruskin R, Grumbach K, Vittinghoff E, et al., “Recommendations for intrauterine contraception: a randomized trial of the effects of 
patients’ race/ethnicity and socioeconomic status,” Am J Obstet Gynecol. 2010;203(4):319. e1–8. doi: 10.1016/j.ajog.2010.05.009. 
19 Higgins JA, Kramer RD, Ryder KM, “Provider Bias in Long-Acting Reversible Contraception (LARC) Promotion and Removal: Perceptions of Young 
Adult Women,” Am J Public Health 2016; 106(11): 1932–1937. doi:  10.2105/AJPH.2016.303393. 
20 Ibid.  
21 Gomez AM, Fuentes L, Allina A, “Women or LARC first? Reproductive autonomy and the promotion of long-acting reversible contraceptive 
methods,” Perspect Sex Reprod Health 2014;46(3):171–175. 
22 South Dakota Department of Social Services, South Dakota Medicaid Professional Services Billing Manual, Pierre (SD): SD Dept. of Social Services, 
July 2016. Online: http://dss.sd.gov/formsandpubs/docs/medsrvcs/professional.pdf 
23 Christopherson S, “NWHN Joins Statement of Principles on LARCs,” The Woman’s Health Activist 2016; 41(6): 9. 
24 In Our Own Voice: National Black Women’s Reproductive Justice Agenda.  Our Bodies, Our Lives, Our Voices: The State of Black Women & 
Reproductive Justice, June 2017.  Online: http://blackrj.org/wp-content/uploads/2017/06/FINAL-InOurVoices_Report_final.pdf.  
25 In Our Own Voice: National Black Women’s Reproductive Justice Agenda. Results from a National Survey of Black Adults: The Lives and Voices of 
Black America on the Intersections of Polictics, Race, and Public Policy, April 2018.  
26 Ibid. 
27  Higgins JA,  “Celebration Meets Caution: Long Acting Reversible Contraception (LARC)’s Boons, Potential Busts, and the Benefits of a Reproductive 
Justice Approach,” Contraception 2014; 89(4): 237–241. doi:10.1016/j.contraception.2014.01.027. 
28 Long-Acting Reversible Contraception (LARCs): Statement of Principles, op. cit. 
29 Gubrium AC, Mann ES, Borrero S, Dehlendorf C, et al., “Realizing Reproductive Health Equity Requires More Than Long-Acting Reversible 
Contraception (LARC),” AJPH Perspectives 2016; 106(1): 18-19.  
30 Long-Acting Reversible Contraception (LARCs): Statement of Principles, op. cit. 


