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Objectives. We examined how ethnicity and social class influence women’s per-
ceptions of reproductive health care. Of primary interest was assessing whether
health care providers are perceived as advising low-income women, particularly
women of color, to limit their childbearing and to what extent they feel they are
discouraged by providers from having future children.

Methods. Ethnically diverse, low-income (n=193) and middle-class women (n=146)
completed a questionnaire about their pregnancy-related health care experiences.

Results. Logistic regression analyses revealed that low-income women of color
experienced greater odds of being advised to limit their childbearing than did
middle-class White women. A separate model demonstrated that low-income
Latinas reported greater odds of being discouraged from having children than did
middle-class White women.

Conclusions. Low-income women of color were more likely to report being ad-
vised to limit their childbearing and were more likely to describe being discour-
aged from having children than were middle-class White women. More research
is needed regarding how ethnicity and social class impact women’s experiences
with reproductive health care. (Am J Public Health. 2007;97:1803–1807.
doi:10.2105/AJPH.2006.092585)
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have proposed legislation requiring (and in
some states even paying) low-income women
to use the Norplant birth control method.4,24

State Medicaid programs spend millions of
dollars on sterilization, and although federal
funds cannot be used for abortion, some states
provide low-income women with abortion al-
lowances.3 Moreover, the Personal Responsi-
bility and Work Opportunity Reconciliation
Act of 1996 includes goals for reducing “ille-
gitimacy,” through “family cap” rules that
deny increased welfare benefits to women
who have children while receiving assistance.5

Given dominant stereotypes about low-in-
come women’s reproduction, the bias low-in-
come women confront in their everyday inter-
actions, and policies aimed at restricting
childbearing, it is possible that discriminatory
treatment extends to health care. With so
many negative stereotypes about low-income
women and motherhood, low-income women
are particularly vulnerable to discrimination
when seeking reproductive care. Societal dou-
ble standards that encourage White, middle-
class women to become mothers but discour-
age low-income women from doing so may
be used to justify discriminatory treatment.

Thus, understanding women’s perceptions and
experiences of reproductive health care is cru-
cial but understudied.

We examined whether self-reports of re-
productive health care by low-income women
and women of color differs from that of
White and middle-class women. Low-income
and middle-class women’s experiences during
pregnancy were compared to assess whether
low-income women, particularly women of
color, were advised to limit their childbearing
and whether women perceived that provid-
ers discouraged them from having children.

Consistent with research that documents
high levels of discrimination against women,25

people of color,26,27 and the poor,28 women
in this study were expected to report differen-
tial reproductive health care experiences
based on intersections of ethnicity and social
class in the following ways: (1) low-income
women, particularly women of color, were
expected to report receiving more restrictive
reproductive advice from providers during
their pregnancies than were middle-class
women; (2) low-income women, particularly
women of color, were expected to report that
their doctor discouraged them from having

Childbearing by low-income women is stigma-
tized in the media and in policy arenas.1,2

Low-income mothers who receive public as-
sistance are perceived as contributing to welfare
costs,3,4 and welfare policy has historically
contained several provisions that seek to limit
reproduction by low-income women (e.g.,
family caps).5 A large body of social science
research suggests that current “welfare reform”
policies are, in part, a reflection of negative
attitudes toward single mothers and welfare
recipients.6–10

Low-income women are stereotyped as
being “dishonest, dependent, lazy, disinter-
ested in education, and promiscuous.”11 (p125)

Stereotypes about welfare recipients, in partic-
ular, emphasize uncontrolled sexuality.12

Women who receive welfare are stereotyped
as being adolescent mothers,13 part of the Af-
rican American “underclass,”12,14,15 and irre-
sponsible parents.1,16,17 One of the primary
myths about welfare is that it encourages
women to have larger families to increase the
amount of their cash benefits,13 although em-
pirical evidence does not support these
claims.13,18,19

These stereotypes affect low-income women’s
day-to-day interactions with those who are
not poor.11 Low-income women experience
interpersonal classism when they seek housing,
use food stamps, use vouchers for public trans-
portation, interact with welfare case workers,
talk with teachers and peers at school, and in
other social situations that identify them as
welfare recipients.11,20–23 Such contempt re-
flects the larger public’s disparagement of
welfare and the women who receive it.1,11,14,15

The United States has a long history of at-
tempting to control low-income women’s
childbearing through policy directives.12 For
example, there is strong political support for
providing contraception to low-income women
through Medicaid and community-based fam-
ily planning clinics,3 and many congressional
proposals have sought to encourage the use of
birth control.4,24 Lawmakers in several states
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TABLE 1—Percentage of Respondents Who Reported “Often” or “Very Often” on the
Reproductive Health Scales (n=339): Los Angeles County, 2004

Reproductive Health Scales Respondents, % (no.)

Restrictive Recommendations Scalea

During your pregnancy, did your doctor or other medical professionals talk to you about

The importance of limiting family size? 13 (44)

Sterilization so you wouldn’t have more children? 8 (29)

Vasectomy so your partner couldn’t get you pregnant? 7 (23)

Motherhood Discouraged Scaleb

During your pregnancy, how often did you feel

Your doctor didn’t want you to have a child? 3 (10)

Others were supportive of your pregnancy? 78 (264)

Supported by your doctor in your decision to have a baby? 74 (249)

Doctor tried to persuade you not to have a child? 3 (11)

aThe Restrictive Recommendations Scale was a 3-item scale that focused on reproductive advice received during pregnancy,
specifically recommendations for limiting families. Mean = 1.69, SD = .96, α = .79.
bThe Motherhood Discouraged Scale was a 4-item scale that assessed perceived support from doctors and others during
pregnancy. Mean = 1.54, SD = .67, α = .75.

other children during their pregnancy more
so than middle-class women.

METHODS

Low-income women (n=193) and middle-
class women (n=146) who resided in the
greater Los Angeles area completed a question-
naire about their health care experiences. The
questionnaire was designed to assess potential
health care differences on the basis of ethnicity
and social class. The questionnaire took 15–25
minutes to complete, depending on the respon-
dents’ literacy level and number of interrup-
tions (e.g., attending to young children). Our
findings focused exclusively on the question-
naire items about reproductive health care. To
ensure relatively recent experience with repro-
ductive services, only women who were preg-
nant or who had given birth in the past 5 years
were recruited. To assess readability and valid-
ity, the questionnaire was pilot tested with 48
women before we began data collection.

“Low-income” status was conceptualized in
terms of public assistance receipt. Low-income
respondents were solicited for participation by
the principal investigator at offices of the Spe-
cial Supplementary Food Program for Women,
Infants and Children (WIC). Respondents were
eligible to participate if they were receiving
welfare (Temporary Aid to Needy Families),
Medi-Cal (California’s Medicaid program for low-
income patients), or were uninsured. Because
the WIC program has higher income limits
than welfare or Medi-Cal, those women receiv-
ing only WIC services were not included in
the study.

Respondents were classified as “middle-
class” if they held an undergraduate degree
or graduate degree and had health insurance
(not through Medi-Cal). Middle-class women
were recruited for participation by the princi-
pal investigator at children’s recreational sites
in demographically middle-class neighbor-
hoods, at support groups for new mothers
(e.g., La Leche League), at library book read-
ings for toddlers, and through professional list
serves. There was no overlap in the recruit-
ment sites of low-income and middle-class re-
spondents. Women at the recreation centers
who did not hold a bachelor’s degree com-
pleted the questionnaire; however, their data
was not included in this study.

All respondents completed identical ques-
tionnaires in English or Spanish. Survey items
assessed demographic information, sources of
reproductive health care, and the topics dis-
cussed during visits to reproductive health
care providers. Participants were assured of
their anonymity and were told that their re-
sponses would be held in confidence.

Demographic Information
Demographic information included partici-

pants’ age, ethnicity, income, marital status,
education, family size, employment status,
source of health insurance, source of repro-
ductive health care (e.g., gynecologist,
Planned Parenthood, certified nurse midwife),
and receipt of public assistance.

Reproductive Advice and Support
Two scales were developed to assess repro-

ductive health care experiences. The 3-item
Restrictive Recommendations Scale (α=0.79)
focused on reproductive advice received during
pregnancy, specifically recommendations for
limiting families (e.g., advice about sterilization,
vasectomy). Respondents used a 5-point
Likert scale to evaluate their experiences (in
which 1 signified “never” and 5 indicated
“very often”); higher scores indicated more
experience with health care providers advising

respondents to limit their childbearing.
Mean scale scores for this construct were
created for each participant (Table 1).

The 4-item Motherhood Discouraged Scale
(α=0.75) assessed perceived support from
doctors and others during pregnancy using a
5-point Likert scale (in which 1 signified
“never” and 5 indicated “very often”). Sample
items included, “During your pregnancy, how
often did you feel” (1) “supported by your doc-
tor in your decision to have a baby” or (2) that
the “doctor tried to persuade you not to have
a child?” Two items were reverse-coded so
that higher scores reflected a greater rate of dis-
couraging experiences (Table 1).

RESULTS

Demographic Information
The demographic characteristics of low-income

and middle-class respondents differed signifi-
cantly in several important areas. Middle-class
participants (mean=34.95, SD=4.50) were
significantly older than were the low-income
respondents (mean=25.75, SD=6.10;
F(1,333)=233.10, P<.01) and were signifi-
cantly more likely to be married than were the
low-income respondents (χ2=98.51, P<.001).
Most participants in both groups had 1 or 2
children; however, low-income respondents
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TABLE 2—Demographic Characteristics of
Respondents: Los Angeles County, 2004

Low-income Middle-class 
Sample Sample

Characteristic (n = 193) (n = 146)

Age (rounded to nearest 26 35

whole number)

Race/ethnicity

African American 50 (26%) 17 (12%)

Latina 64 (33%) 24 (16%)

Asian American . . . 8 (6%)

White 51 (26%) 73 (50%)

Mixed 20 (10%) 21 (14%)

Other 8 (5%) 3 (2%)

Marital Status

Married 60 (32%) 126 (86%)

Not married 128 (68%) 20 (14%)

Education level

Less than high school 31 (16%) . . .

High school diploma 80 (42%) . . .

Some college 54 (28%) . . .

Undergraduate degree 7 (4%) 74 (51%)

Graduate degree 1 (.5%) 71 (49%)

Language fluency

English 157 (81%) 129 (88%)

Spanish 24 (12%) 2 (1%)

Bilingual (Spanish and 6 (3%) 8 (6%)

English)

Other . . . 4 (3%)

Note. Respondents were considered low-income if they
received welfare (Temporary Aid to Needy Families),
Medi-Cal (California’s Medicaid program for low-
income patients), or were uninsured. Respondents were
designated as middle-class if they held an
undergraduate degree, graduate degree or both, and
had health insurance (not through Medi-Cal).

were significantly more likely to have 3 or more
children than were middle-class participants
(χ2=19.96, P<.05). The majority of respondents
in both samples reported fluency in English.
Eleven percent of the low-income sample
completed surveys in Spanish; all of the middle-
class participants completed surveys in English.

Because educational attainment was one
of the operational criteria for inclusion in
the study, the middle-class sample had com-
pleted significantly more years of formal
education than had the low-income group
(χ2=300.05, P<.01). Most of the low-income
participants held a high school or equivalency
diploma (44%) as their highest degree; 29%
had completed some college and 17% had
less than a high school diploma. Fifty-one
percent of the middle-class respondents had
obtained a bachelor’s degree, and 49% held a
graduate degree. Current annual family in-
come of these groups also differed signifi-
cantly (χ2 =281.85, P<.01). The majority of
low-income participants reported a household
income of less than $20000 per year (73%),
and 25% earned between $20001 and
$40000 per year. Among middle-class re-
spondents, the majority earned between
$40001 and $120000 per year (60%), 23%
earned between $120001 and $200000 per
year, and 12% earned more than $200000
per year. A summary of the demographic
characteristics is shown in Table 2.

Reproductive Advice and Support
Logistic regression analyses were conducted

to examine how ethnicity and social class
were related to the reproductive advice of-
fered to participants. Because the dependent
variables had skewed distributions, multiple
regression could not be conducted. Instead,
the dependent variables were dichotomized
and logistic regression was performed. To
assess differences between particular ethnic
groups, only women who identified as
African American, Latina, or White were in-
cluded in these analyses. The ethnicity and
social class variables were dummy coded ac-
cording to intersections of ethnic (African
American, Latina, and White) and social
class groupings (low-income vs middle-class).
Middle-class White women were the refer-
ence group. Table 3 displays the results of
these analyses.

To examine the factors that play a role in
providers discussing options for limiting child-
bearing, the first logistic regression was con-
ducted using scores on the Restrictive Recom-
mendations Scale as the dependent variable
and intersections of ethnicity and social class
as independent variables. To dichotomize the
Restrictive Recommendations Scale, we deter-
mined that the median of this scale was 1.33.
Scores at 1.33 and above were re-coded as
“1” and scores below 1.33 were given a value
of zero. Control variables included marital sta-
tus, age, and number of children. 

Thirteen percent of the variance was ex-
plained by this model. Being a low-income
Latina or African American woman were the
only significant predictors of providers dis-
cussing options to restrict reproduction. Low-
income Latinas and African American women
had greater odds of being advised by health
care providers to restrict their childbearing
than did middle-class White women.

To approach the issue of discouragement
from another angle, a second logistic regres-
sion was conducted with dichotomized scores
on the Motherhood Discouraged Scale as the
dependent variable. To create the dichoto-
mized scores, all scores at and above the me-
dian for this scale (1.25) were re-coded as
“1”; scores that fell below 1.25 were re-coded
as zero. As in the previous analysis, ethnicity
and social class groupings were entered into
the model as independent variables, with
marital status, age, and number of children as
control variables. Only African American
women, Latinas, and White women were in-
cluded, and these variables were dummy
coded according to intersections of ethnicity
and social class with middle-class White
women as the reference group.

Seventeen percent of the variance was
accounted for by this model. Compared with
middle-class White women, low-income Latinas
had greater odds of reporting being discour-
aged from having children during their preg-
nancies. Of the control variables, marital status
and the number of children the respondents
had were significant. Low-income Latinas
(relative to middle-class White women) re-
ported greater odds of being discouraged
from having children during their pregnancy,
as were women who had larger families and
women who were not married.

DISCUSSION

The goal of this study was to assess how
ethnicity and social class influence women’s
perceptions of the support and advice they
received from health care providers during
pregnancy. Compared with middle-class
White women, low-income women of color
reported greater odds of being advised to
limit their childbearing. Moreover, low-income
Latinas reported greater odds of being
discouraged from having children during
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TABLE 3—Results from Logistic Regression Analyses for Reproductive Advice Offered to
Study Participants (n=312): Los Angeles Country, 2004

Restrictive Recommendations Scalea Motherhood Discouraged Scaleb

Variable OR (95% CI) x2 (Wald) OR (95% CI) x2 (Wald)

Social class and race/ethnicity

Low-income African American 3.18 (1.40, 7.22) 7.66* 0.86 (.38, 1.93) 0.13

Low-income Latina 3.44 (1.60, 7.40) 10.01* 2.58 (1.13, 5.91) 5.03*

Low-income White 1.56 (0.67, 3.61) 1.07 1.20 (.52, 2.74) 0.18

Middle-class African American 1.71 (0.61, 4.84) 1.03 1.06 (0.37, 3.03) 0.01

Middle-class Latina 1.11 (0.40, 3.06) 0.04 2.46 (0.97, 6.23) 3.61

Age 1.01 (0.97, 1.06) 0.40 0.97 (0.93, 1.02) 1.63

Number of children 1.10 (0.94, 1.28) 1.39 1.34 (1.10, 1.63) 8.40*

Unmarried 1.76 (0.98, 3.16) 3.57 2.42 (1.33, 4.39) 8.40*

Note. OR = odds ratio; CI = confidence interval. Respondents were considered low-income if they received welfare (Temporary
Aid to Needy Families), Medi-Cal (California’s Medicaid program for low-income patients), or were uninsured. Respondents
were designated as middle-class if they held an undergraduate degree, graduate degree or both, and had health insurance
(not through Medi-Cal).
aThe Restrictive Recommendations Scale was a 3-item scale that focused on reproductive advice received during pregnancy,
specifically recommendations for limiting families. Nagelkerke R2 = .131.
bThe Motherhood Discouraged Scale was a 4-item scale that assessed perceived support from doctors and others during
pregnancy. Nagelkerke R2 = .169.
*P < .05

their pregnancy than did middle-class White
women, as did women with more children
and women who were not married.

This study provides insight into how low-
income women and women of color perceive
the care they receive and the role of health
care providers in unequal treatment in repro-
ductive health care. Given well-documented
gender,25 race,26,27 and class bias in health
care,28 it is not surprising that reproductive
care would vary according to intersections of
ethnicity and social class. Our findings suggest
that providers may have attempted to limit the
childbearing of low-income women of color.
This is not to imply that providers are inten-
tionally or consciously participating in any
kind of eugenic practices; however, it is impor-
tant to acknowledge that their perceived ac-
tions could have negative consequences. Some
scholars regard recent attempts to limit poor
women’s childbearing through restrictive “wel-
fare reform” measures as a new form of eu-
genics, with the aim of ending poverty by re-
ducing the “undesirable” characteristics widely
assumed to cause poverty.4,15,29 Although our
study does not provide direct support for this
assertion, it does raise questions about the

treatment of low-income patients and how at-
titudes toward welfare recipients influence re-
productive advice. It is possible that health
care providers’ advice to limit childbearing
stems from larger societal attitudes and stereo-
types about the effectiveness of low-income
parents.1

Several limitations of this study restrict the
generalizability of the findings. First, a conve-
nience sample was used and information about
those who did not wish to participate was not
collected. Second, the sample was drawn from
women who had given birth in the past 5
years, which may be a time period sufficient
to cause recall bias in women’s recollections.
However, any such bias would exist among
both the low-income and middle-class compar-
ison groups, lessening the effect of bias on be-
tween-group comparisons. Third, “middle-
class” status was operationalized in terms of
postsecondary education and nongovernmen-
tal health insurance. Although these are mean-
ingful indicators of middle-class status, this rel-
atively limited conceptualization should not be
equated with more-comprehensive measures
of SES. It is also the case that this was a small,
cross-sectional study. A larger sample of longi-

tudinal national data, particularly at various
time intervals throughout a pregnancy, would
provide a deeper understanding of women’s
reproductive health care experiences. Fourth, it
is possible that other variables such as health
status play a role in the reproductive advice
and procedures women receive.30

Further research is needed to examine
what variables influence the types of reproduc-
tive advice women are given. Researchers
should also directly investigate providers’ atti-
tudes toward their low-income patients, partic-
ularly their beliefs about single motherhood,
low-income women’s childbearing, and how
such attitudes affect the care low-income
women receive. It is also important to study
subtle forms of bias (e.g., lack of eye contact,
short consultations) against low-income
women’s reproduction because classist beliefs
and behaviors may be taken for standard prac-
tice on the part of the providers rather than
identified and deconstructed. More also needs
to be known about low-income women’s spe-
cific experiences with reproductive health care
and how negative health care experiences
affect women’s trust in the health care system
and their providers, and how such issues affect
willingness to seek care.
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