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Abstract

Context: Sexual minority women (SMW) are less likely to use sexual and reproductive health care services and
receive contraceptive counseling than their heterosexual peers. The role of recent sexual partners and the type of
information provided when SMW access health services are unclear.
Methods: The National Survey of Family Growth 2006–2015 was used to document sexual orientation disparities in the use of sexual and reproductive health services and counseling in clinical settings among 20,703
women. We incorporate data on sexual partners in the past 12 months to investigate whether recent sex with
men was associated with health care seeking behavior and reproductive counseling.
Results: Eight-seven percent of the sample reported a male partner in the past 12 months, including 83% of
bisexual women and 17% of lesbian women. In clinical settings, 48% of women reported birth control counseling at pregnancy or Pap tests, 49% reported a condom consult at an sexually transmitted diseases (STD)
screening, and 9% reported emergency contraception counseling at a Pap test. Logistic regression models show
that lesbian women were less likely than heterosexual women to have been given a contraceptive prescription or
received contraceptive counseling, but were more likely to have received an STD test. In clinical settings,
lesbian women were less likely to receive contraceptive counseling at pregnancy tests, and lesbian women
without male partners were less likely to have a counseling about condom use at STD-related visits compared
with heterosexual women.
Conclusions: At least some women and providers adjust health care seeking behaviors and information provided to women based upon recent sexual behavior histories. More work is needed to understand why disparities in reproductive health services and contraceptive use persist among SMW who engage in sex with men.
Keywords: sexual orientation, sexual minority women, health care, health disparities

Previous research has documented multiple factors that
contribute to SMW’s lower utilization of sexual and reproductive health services, including decreased access to insurance10 and avoidance of health care settings due to experiences
of discrimination in these settings. Discriminatory experiences
in clinical settings range from providers’ difficulty with eye
contact, lack of provider comfort with same-sex partners in the
clinical setting, intake forms that ask exclusively about opposite sex romantic partners, to overt homophobic slurs or
comments.11–14 Awkwardness surrounding candid conversations about sexuality and lack of inclusive language leave
some SMW feeling isolated and serve as a barrier to communication.15,16 Further, medical education programs provide

Introduction

A

growing body of literature has found that sexual minority women (SMW) (i.e., women who do not identify
as exclusively heterosexual and/or engage in same-sex romantic or sexual relationships [SMW]) have an increased risk
of reporting sexually transmitted diseases (STD) and unintended pregnancy compared with their heterosexual peers.1–4
This disparity may be due, in part, to less frequent use of
sexual and reproductive health services among SMW including Pap tests, STD screening, and contraceptive use,1,5–9
in addition to the types of health care counseling that occurs
in the settings.
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limited opportunities for health practitioners to gain training
on Lesbian, Bisexual, Gay, and Transgendered (LBGT) health
issues.17
SMW are also less likely to have sexual education in classroom settings that includes LGBT-specific information18 and
more likely to use the internet for sexual health information than heterosexual youth19,20 leaving them vulnerable to
misinformation or a lack of accurate sexual health information.21,22 Perhaps relatedly, SMW are also less likely to
perceive themselves as being at risk for an STD or pregnancy,
especially those who identify as gay or lesbian,23 which is
associated with less frequent use of sexual and reproductive
health services.23,24 While women who are exclusively engaged in same-sex sexual relationships are indeed not at risk
for an unintended pregnancy and do not need contraception for
the explicit purpose of preventing an unplanned pregnancy,
STD transmission is possible.25,26 Recently, Charlton et al.27
found that health beliefs explained 19% of the disparity in
intention to have a Pap test between lesbian and heterosexual
women: lesbian-identified women in their study did not believe that they were as susceptible to cervical cancer as heterosexual women. The perception of decreased sexual health
risks has been found in other studies as well.28–30
Research shows, however, that sexual relationships with
men are not uncommon among SMW.31–33 Using nationally
representative data of adult women, Xu et al. showed that
10% of lesbian women reported a male partner in the past 12
months, and 84% reported a male partner in their lifetime,
while 79% of bisexual women reported a male partner in the
past 12 months and 100% reported a male partner in their
lifetime in these data.34 Using National Survey of Family
Growth (NSFG) data, Tornello et al. showed that among
women ages 15–20, lesbian women reported an average of
3.7 and bisexual women reported 4.4 lifetime male partners,
compared with 1.7 lifetime male partners reported by heterosexual women.35 These data suggest that SMW may be as
likely to benefit from sexual and reproductive health services,
contraceptive counseling, and discussions of safe sex as
heterosexual women.
Sexual orientation disparities in sexual and reproductive
health service use and the barriers to care, however, are not
yet fully understood. This lack of clarity is in part because,
depending on the mode of measurement—sexual identity or
sexual behavior—a different portrait of health disparity
landscape emerges. For example, Agénor et al. used the
2011–2013 and 2013–2015 NSFG data to examine disparities
in sexual and reproductive health care use by identity and
behavior separately.8 They found that behaviorally bisexual
women were more likely to use screening services than behaviorally heterosexual women. Their results by identity revealed that lesbian-identified women were less likely to have
STD testing and Pap testing compared with heterosexualidentified women; bisexual-identified women were more
likely to have an STD test, but less likely to have a recent Pap
test.8 These results provide a mixed portrait of sexual health
care use among SMW. They suggest that depending on the
mode of measurement (identity vs. behavior), inferences
about reproductive health needs of the SM population may
vary. It is unclear, however, whether recent sexual behaviors
and relationships influence the use of sexual and reproductive
health services or the types of information women are provided in these settings. Increasingly, researchers have argued
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that indicators of both sexual identity and behavior must be
incorporated in research to understand how risk is distributed
across sexual orientations.2,36
We propose that one underexplored mechanism that may
influence SMW’s use of sexual and reproductive health services is sex with men. While sex with men is fairly common
among SMW,3,34,35 it is unclear if it influences whether SMW
seek care or the type of care they receive in clinical settings.
This study uses the NSFG 2006–2015 to investigate sexual
orientation disparities in the use of contraception and reproductive health services, and the types of counseling provided
in health care settings. Finally, we explore interactions between sexual identity and recent sex with men to determine
whether sexual relationships with men influence SMW’s use
of sexual and reproductive health services, but also the types
of sexual health information they receive.
Specifically, we hypothesize that (1) lesbian and bisexual
women will be less likely to use all forms of sexual and
reproductive health services compared with heterosexual
women, but these disparities will be reduced after adjusting
for male partners in the past 12 months; (2) lesbian and bisexual women will be less likely to receive contraceptive and
STD counseling in health care settings compared with heterosexual women, but these disparities will decrease after
adjusting for male partners in the past 12 months.
Materials and Methods
Data

Data for this study come from the NSFG 2006–2015 surveys. NSFG is a cross-sectional, nationally representative
probability sample of the U.S. household population between
the ages of 15 and 44.37 Data are collected during face-to-face
interviews with female interviewers; however, sensitive data
are collected using audio computer assisted self-interview
software (ACASI). Response rates for the NSFG data are
around 73%. Our sample is restricted to women age 18 or
over (n = 21,071). We focus our study on adult women because this population is less likely to be living at home with
parents and seeking reproductive care under parental supervision, which may affect both the type of care sought and the
discussions that occur in health care settings. Women who
did not answer or answered ‘‘don’t know’’ to the sexual
identity or behavior questions were excluded (n = 314). We
also eliminated women who were missing on other variables
included in the analysis (n = 54). For all outcome variables,
missing data accounted for less than 0.5% of the sample. Our
final total sample size is 20,703 respondents.
In June 2012, American College of Obstetricians and
Gynecologists (ACOG) changed its Pap test guidelines in a
way that both the recommended first age and frequency of
Pap testing decreased such that women ages 21–30 receive
Pap tests every 3 years, and after age 30 testing occurs every 5
years. Thus, we used two samples for our Pap test analysis,
one for participants interviewed before or during June 2012
(n = 8,022), and one for participants ages 21–30 interviewed
after June 2012 (n = 5,214)
The second part of the analysis focuses on the types of
sexual health-related information provided in health care
settings. Thus, the sample across these outcomes varies depending upon whether a woman received a specific type of
care. Sample sizes are provided in Tables.

SEXUAL MINORITY WOMEN’S REPRODUCTIVE CARE
Measures
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Sexual orientation identity. Respondents were asked,
‘‘Do you think of yourself as: heterosexual or straight (referent); homosexual, gay, or lesbian (referred to as ‘‘lesbian’’
from here on); bisexual; or other?’’ As noted in the sample
description, respondents who answered ‘‘other’’ or ‘‘don’t
know’’ were removed from the sample.
Sexual partners in the past 12 months. Respondents
were asked, ‘‘Thinking about the last 12 months, how many
male sex partners have you had? Please count every partner,
even those you had sex with only once in those 12 months.’’
And ‘‘Thinking about the last 12 months, how many female
sex partners have you had? Please count every partner, even
those you had sex with only once in those 12 months.’’ Two
variables were created one that captured male partners in the
past 12 months (1 = yes, 0 = no) and one that captured female
partners in the past 12 months (1 = yes, 0 = no).
Services used past 12 months. Birth control prescription is a dichotomous measure of whether a participant reported receiving a method of birth control or a prescription
for a method (1 = yes, 0 = no). Birth control counseling is a
dichotomous measure of whether a participant reported receiving counseling or information about birth control in the
past 12 months (1 = yes, 0 = no).
Pap test in the past 12 months was derived from the following question: ‘‘In the past 12 months have you received a
Pap test, where a doctor or nurse put an instrument in the
vagina and took a sample to check for abnormal cells that
could turn into cervical cancer?’’ (1 = yes, 0 = no).
STD screening was coded as a dichotomous measure that
captures whether participants reported having received
counseling for, or been tested or treated for a sexually
transmitted disease (1 = yes, 0 = no).
Counseling in health care settings. The next set of
measures is specifically focused on information conferred in
medical settings. The responses are restricted to participants
who reported having received the specific health care service
noted in the survey question.
Birth control counseling at pregnancy test was measured
using an item that asked women who reported receiving a
pregnancy test from a medical provider in the past 12 months:
‘‘During your visit in the past 12 months when you received a
pregnancy test, did a doctor or medical provider talk to you
about using birth control?’’ (1 = yes, 0 = no).
Birth control counseling at Pap Smear or Pelvic Exam was
coded as a dichotomous variable derived from the survey
item ‘‘when you received a Pap test or pelvic exam in the past
12 months, did a doctor or medical provider talk to you about
using birth control?’’ (1 = yes, 0 = no).
Emergency Contraceptive (EC) counseling at Pap Test or
Pelvic Exam was measured using the following survey item,
which is administered to women who reported having a Pap
smear or pelvic exam in the last 12 months: ‘‘During your visit
when you received a Pap test or a pelvic exam, did a doctor or
medical provider talk to you about using EC, also known as
‘‘Plan B’’ or the ‘‘morning after pill?’’ (1 = yes, 0 = no).
Condom consult at STD Testing/Treatment was measured
using a survey item that asks women who received STD

3

testing or treatment in the past 12 months, ‘‘when you received STD testing or treatment, did a doctor or medical
provider talk to you about using condoms to prevent disease?’’ (1 = yes, 0 = no).
Covariates. Age was coded as a continuous variable that
ranges from 20 to 45. We also include a logged-term for age
to account for nonlinearity in our results. Race/Ethnicity was
assessed using two survey items that asked participants (1) ‘‘Are
you Hispanic, Latina, or of Spanish origin; and (2) ‘‘Which of
these groups (American Indian of Alaska Native, Asian, Native
Hawaiian or Other Pacific Islander, Black or African American,
or White) best describes your racial background?’’ We created a
series of four dummy variables: non-Hispanic white (referent),
non-Hispanic Black, Hispanic, and other.
Education was coded as a series of dummy variables using
the following two survey items: (1) ‘‘What is the highest
grade or year of school you have ever attended’’; and (2) ‘‘Do
you have any college or university degree?’’ From these two
items, education was coded into three dummy variables that
capture whether respondents reported having a high school
degree or fewer years of education, some college, or having
received a college degree (referent).
Individuals were coded as having received public assistance if they responded yes that they have used any form of
public assistance program such as cash welfare, SNAP
(Supplemental Nutritional Assistance Program), or WIC in
the past year.
Insurance status was measured using a series of dummy
variables that capture whether participants were covered by
private insurance or Medi-Gap (referent); Medicaid, CHIP,
or state-sponsored health plan; Medicare, military, or other
government health insurance; or covered only by a single
service plan, only the Indian Health Service, or not insured.
Relationship Status was derived from a survey item that
asks participants about their current relationship status. Respondents who reported they were ‘‘married to the someone
of the opposite sex’’ or ‘‘not married by living together with a
partner of the opposite sex’’ were coded as 1, all others (i.e.,
never been married, divorced) were coded as 0 (referent).1
Parity was measured using a continuous variable that
capture the number of pregnancies a woman has experienced
at the time of interview and ranges from 0 to 10. We additionally measured whether a woman reported a pregnancy
ending in the past 12 months (1 = yes, 0 = no). We also
measured whether a participant reported that she was currently pregnant (1 = yes, 0 = no). For our analysis of Pap test
in the past 12 months, we also adjusted for abnormal Pap test
in the past 3 years (1 = yes, 0 = no).
Intrauterine device (IUD) or Implant use in the past year
was derived from measures that asked respondents to list all
the forms of birth control they had used in the past year with
their three most recent partners. Participants who reported
implant or IUD use were coded as yes (1) or no (0). Sterilization was derived from the same series of measures and
measures whether a participant reported relying on female
sterilization for birth control (1 = yes, 0 = no).
1
NSFG relationship measures explicitly refer to the ‘‘opposite
sex’’; thus, we are unable to determine whether women are in samesex relationships.
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Data of Interview were measured in century months.
Century months is a continuous measure used in demographic and health surveys and begins at 1 for January 1900
and increases one-unit for each month following. Century
months in this survey ranges from 1,278 ( July, 2006) to 1,389
(October, 2015).

STD screening compared with 49% of heterosexual women.
Bisexual women, however, had a higher prevalence of EC
counseling (15%) and condom counseling at STD screenings
(58%) compared with heterosexual women (8.6% and 48.7%,
respectively).

Analytic plan

Multivariate results

We first present descriptive statistics for the total population and then stratified by sexual identity. Chi-square tests
were performed for all categorical variables. Paired t-test
were performed for continuous variables that compared
means of bisexual women to heterosexual women, and lesbian women to heterosexual women. Table 2 presents the
results from logistic regression multivariate models. For all
dependent variables, Model 1 adjusted for sexual identity,
age, race/ethnicity, education level, insurance status, whether
they received public assistance in the past 12 months, parity,
whether they had a pregnancy end in the past 12 months,
whether they are currently pregnant, IUD or implant use in
the past 12-months, female sterilization in the past 12months, and the century month of the interview. Model 2
additionally adjusted for sexual partners in the past 12
months. For the Pap tests analyses, we also included a control
measure in Models 1 and 2 for abnormal Pap test in the past 3
years. Interactions that yielded significant results are also
presented in the tables and are presented in figures. All
models satisfied the assumptions of logistic regression.

Table 2 presents the results for sexual and reproductive
health services used in the past 12 months. Panel A, Model
1 shows lesbian women were significantly less likely to be
prescribed a birth control method in the past 12 months
(OR = 0.16, 95% CI = 0.09–0.25) compared with heterosexual women. After adjusting for sexual partners in the
past 12 months in Model 2, there was no difference between lesbian and heterosexual women’s odds of having
been prescribed birth control in the past 12 months. No
differences in birth control prescriptions were detected
between bisexual and heterosexual women. Panel B presents results for birth control counseling in the past 12
months. In Model 1, lesbian women were less likely to
report receiving birth control counseling (OR = 0.26, 95%
CI = 0.14–0.48) than heterosexual women. After controlling for male partners in Model 2, the relationship between
a lesbian identity and birth control counseling was no
longer significant.
Panels C and D present the results for Pap tests. Panel C
shows the results for women interviewed before June 2012.
In Model 1, lesbian identified women were less likely to
report having a Pap test (OR = 0.39, 95% CI = 0.12–1.21)
compared with heterosexual women. After adjusting for
sexual partners in the past 12 months, however, this relationship was no longer significant. Panel D presents results
for Pap tests post-2012 for women ages 21–30 where no
significant differences were detected, however, for both
samples for the Pap test analyses, sex with a male partner
was associated with increased odds of having a Pap test in
the past 12 months.
The results for STI testing, counseling, and treatment in
Panel E showed no disparity in Model 1. However, after
adjusting for partners in the past 12 months, lesbian women were more likely to receive STI-related care compared to heterosexual women (OR = 1.95, 95% CI = 1.29–
2.94). Having a male partner was associated with an increase in the odds of seeking STI-related care (OR = 6.00,
95% CI = 3.69–9.78) as was having a female partner
(OR = 1.33, 95% CI = 1.10–1.63). Interactions between
identity and behavior were not significant for any of our
health care use variables.
Table 3 presents the results for types of counseling offered
if a woman received a particular service. Panel A shows that
lesbian women were less likely to receive birth control
counseling if they received a pregnancy test (OR = 0.19, 95%
CI = 0.05–0.72), which persisted in Model 2 after the inclusion of sexual partners in the past 12 months (OR = 0.14, 95%
CI = 0.04–0.51).2

Results
Descriptive and bivariate statistics

Table 1 presents the descriptive and bivariate statistics for
the total sample and by sexual orientation identity. In total,
our sample was 92.6% heterosexual, 5.6% bisexual, and 1.8%
lesbian. The sample was 60.9% white, 14.6% black, and
17.5% Hispanic and the mean age was 30.9.
Looking at sexual and reproductive history items by sexual
orientation, important difference emerged across groups.
Only 2% of lesbian women reported a pregnancy ending in
the past 12 months compared with 10% for both bisexual and
heterosexual women, and only 0.7% of lesbian women reported using an IUD or implant in the past 12 months compared with 7% of both heterosexual and bisexual women.
Importantly, there were not differences detected in the
prevalence of abnormal Pap tests across sexual identities.
Differences in male partners in the past 12 months also
emerged: 17% of lesbian-identified women reported a male
partner in the past 12 months compared with 88% of heterosexual women and 83% of bisexual women.
Turning to our outcome variables, lesbians reported a
lower prevalence of birth control prescriptions, contraceptive
counseling, and Pap test use compared with heterosexual
women. Bisexual women had similar prevalence rates of
birth control prescriptions and counseling as heterosexual
women, but higher rates of STD screening. In clinical settings, only 22% of lesbians reported receiving birth control
counseling at the time of a pregnancy test and 34% at a Pap
test or pelvic exam compared with 48% of heterosexual
women at both. Most striking, perhaps, is that only 24% of
lesbians reported being counseled about condom use at an

2
Forty-eight women who had a pregnancy test reported that they
did not have a male partner in the past 12 months. These may be
women who were receiving pregnancy tests before IUD insertion or
who had used assisted reproductive services to become pregnant.
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(10516)
(4,403)
(4,499)
(1,285)
(10,169)

60.93
14.58
17.49
7.00
57.97

48.27
48.47
8.93
49.04

BC counseling at pregnancy test (n = 4,802)
BC counseling at Pap/pelvic exam (n = 13,826)
EC counseling at Pap/pelvic (n = 13,829)
Condom consult at STD screening (n = 4,686)

48.09
48.17
8.61
48.71

(2,261)
(6,497)
(1,320)
(2,442)

52.10
57.25
15.22
58.49

(182)
(383)
(117)
(251)

27.83 (0.20)
1.69 (0.06)
1350.21 (2.31)
If they saw a provider

31.14 (0.08)
1.89 (0.02)
1343.97 (3.75)

(439)
(344)
(62)
(311)
(129)
(156)
(42)
(106)
7.66 (83)
10.06 (110)

46.47
23.03
5.30
25.21
7.91
10.58
3.57
10.62

Continuous variables

7.17 (1,293)
13.09 (2,380)

(653)
(252)
(178)
(73)
(448)

(311)
(207)
(415)
(973)
(428)

39.33 (497)
37.13 (421)
23.55 (238)

64.14
14.83
13.35
7.67
43.68

53.08
69.86
33.10
82.57
34.42

34.06 (371)
22.05 (232)

Bisexual (n/mean)
n = 1,156

(184)
(94)
(64)
(26)
(14)

(70)
(34)
(83)
(68)
(320)

(193)
(68)
(15)
(92)
(26)
(9)
(1)
(18)

22.36
33.82
9.1
23.91

(9)
(58)
(15)
(26)

28.99 (0.29)
0.68 (0.10)
1350.98 (4.59)

0.67 (4)
4.05 (11)

54.75
15.41
3.81
26.03
5.29
1.97
0.34
6.24

31.11 (117)
38.04 (141)
30.84 (110)

51.96
23.34
14.99
9.71
5.95

33.57
41.95
24.30
17.44
88.44

8.72 (36)
5.46 (22)

Lesbian (n/mean)
n = 368

1.73
6.34
8.24
20.39

Pearson statistic

p = 0.033
p = 0.001
p = 0.120

Bi vs. Hetero

16.44
3.19

16.44
6.88
11.25
5.87

11.05

0.271
0.070
0.048
0.014

p value

p = 0.002
p = 0.005
p = 0.013

Lesbian vs. Hetero

0.021
0.171

0.022
0.078
0.029
0.075

0.003

0.024

0.000

53.79
7.08

0.137

0.010
0.074
0.005
0.000
0.000

0.001
0.009

p value

2.66

11.13
4.3
30.17
206.3
1285.7

36.66
19.78

Pearson
statistic

Sample sizes for Pap test pre-June 2012 = 8,022; Sample size for Pap test post-June 2012 = 5,214.
Source: National Survey of Family Growth 2006–2015.
Chi-square tests were used to test for differences across sexual orientation for categorical variables and paired t-tests were used to test mean differences for continuous variables (referent = heterosexual women).
Bi, bisexual; BC, birth control; EC, emergency contraception; DF, degrees of freedom; Hetero, heterosexual; IUD, intrauterine device; STD, sexually transmitted disease.

(2,452)
(6,938)
(1,452)
(2,719)

30.94 (0.07)
1.86 (.02)
1344.4 (3.65)

7.09 (1,380)
12.8 (2,501)

(10,485)
(3,863)
(790)
(4,041)
(1,468)
(2,193)
(875)
(1,129)

62.03
15.26
3.71
19.00
5.25
10.26
4.44
7.42

61.12
15.67
3.79
19.43
5.39
10.15
4.33
7.57

(11,117)
(4,275)
(867)
(4,444)
(1,623)
(2,358)
(918)
(1,253)

30.85 (6,886)
30.84 (5,939)
38.31 (6,354)

(9,679)
(4,057)
(4,257)
(1,186)
(9,707)

31.29 (7,500)
31.28 (6,501)
37.44 (6,702)

60.9
14.42
17.76
6.91
59.61

60.89
70.79
22.31
87.90
1.71

(4,820)
(3,679)
(5,077)
(17,738)
(1,127)

59.92
70.40
22.9
86.55
4.72

(4,439)
(3,438)
(4,579)
(16,697)
(379)

34.59 (6,803)
18.33 (3,823)

Heterosexual (n/mean)
n = 19,179

34.17 (7,210)
18.32 (4,077)

Age (DF = 3)
Parity (DF = 3)
Date of interview (century month) (DF = 3)

Used birth control
Birth control counseling
Pap test
Pap test, prior to June 2012 (ages 18–45)
Pap test, post June 2012 (ages 21–30)
STD screening
Male partner, past 12 months
Female partner, past 12 months
Race/ethnicity
White
Black
Hispanic
Other
In a relationship
Education
High school or less
Some college
College graduate
Insurance
Private insurance/Medi-Gap
Medicaid/CHIP/State-sponsored plan
Medicare/military/other govern’t sponsored plan
Single-service/Indian Health Service/Not insured
Public assistance, past 12 months
Pregnancy ended in past 12 months
Currently pregnant
Abnormal Pap test, past 3 years
Long-term birth control use, past 12 months
IUD/Implant
Sterilization

Total (n/mean)
n = 20,703

Table 1. Selected Characteristics of Women Aged 18–45, by Sexual Orientation of Respondents, National Survey of Family Growth 2006–2015
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Table 2. Odds Ratios from Logistic Regression Analyses Assessing Sexual Orientation Disparities
in Selected Sexual and Reproductive Health Outcomes
Panel A: birth control prescription
(n = 20,703)
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Sexual orientation identity
Heterosexual (referent)
Bisexual
Gay/Lesbian
Sex with a man, past
12 months
Sex with a woman, past
12 months

Model 1
OR (95% CI)

Model 2
OR (95% CI)

0.83 (0.65–1.06)a
0.16 (0.09–0.25)b

0.92 (0.73–1.15)
0.45 (0.15–1.33)
5.39 (4.15–6.99)b

Model 1
OR (95% CI)

Model 2
OR (95% CI)

1.11 (0.75–1.64) 1.17 (0.83–1.64)
0.26 (0.14–0.48)c 0.56 (0.24–1.31)
3.48 (1.68–7.17)d

0.70 (0.43–1.15)
Panel C: Pap test, pre June-2012,
ages 18–45 (n = 8,022)

Sexual orientation identity
Heterosexual (referent)
Bisexual
Gay/Lesbian
Sex with a man, past
12 months
Sex with a woman, past
12 months

Panel B: birth control
counseling (n = 20,703)

0.85 (0.49–1.47)
Panel D: Pap test, post June 2012,
ages 21–30 (n = 5,214)

Model 1
OR (95% CI)

Model 2
OR (95% CI)

Model 1
OR (95% CI)

Model 2
OR (95% CI)

0.89 (0.49–1.60)
0.39 (0.12–1.21)a

0.83 (0.46–1.48)
0.51 (0.08–3.13)
2.21 (1.31–3.73)d

1.10 (0.61–2.01)
0.31 (0.06–1.57)

1.19 (0.56–2.54)
0.87 (0.11–6.77)
4.89 (2.55–9.37)c

1.24 (0.70–2.19)

0.78 (0.30–2.02)

Panel E: STD testing/counseling/treatment (n = 20,703)
Model 1
OR (95% CI)
Sexual orientation identity
Heterosexual (referent)
Bisexual
1.38 (0.89–2.12)
Gay/Lesbian
0.86 (0.87–2.21)
Date of Interview
1.01 (1.01–1.02)c
Sex with a man, past 12 months
Sex with a woman, past
12 months

Model 2
OR (95% CI)

1.31
1.95
1.01
6.00
1.33

(0.76–2.27)
(1.29–2.94)d
(1.01–1.02)c
(3.69–9.78)b
(1.10–1.63)d

Source: National Survey of Family Growth 2006–2015.
All models adjust for age, race/ethnicity, education, relationship status, insurance status, IUD or sterilization use, parity, pregnancy ended
in the past 12 months, currently pregnancy; Pap tests analyses also adjust for abnormal Pap test in past 3 years.
a
p < 0.10.
b
p < 0.001.
c
p < 0.01.
d
p < 0.05.
CI, confidence interval; OR, odds ratio; STD, sexually transmitted disease.

The results show no sexual identity differences in receiving counseling about EC if they received a Pap test in the past
12 months in Panel B. However, lesbian women were significantly less likely to receive counseling about birth control
at a Pap test than heterosexual women in Panel C, Model 1
(OR = 0.43, 95% CI = 0.26–0.69). After adjusting for sex with
a male partner in the past 12 months, no differences were
found by sexual identity.
Panel D presents the results for condom consult at an STDrelated visit and show that lesbian women were less likely to
receive information about condom use at a consultation while

seeking STI-related care (OR = 0.17, 95% CI = 0.10–0.30), a
disparity that persisted after adjusting for sexual partners in
the past 12 months in Model 2 (OR = 0.17, 95% CI = 0.10–
0.31). The only significant interaction detected in any of our
models was between lesbian women and recent sex with men
for a condom consult at an STD-related visit (Fig. 1). Figure
one shows that lesbian women who had not had sex with a
man were less likely to receive a condom consult at an STIrelated service, but no differences were detected by sexual
orientation among women who had sex with a man in the past
12 months.
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Table 3. Odds Ratios from Logistic Regression Analyses Assessing Sexual Orientation Disparities
in Counseling That Occurred in Clinical Setting
Panel A: birth control counseling
at pregnancy test (n = 4,802)

Panel B: emergency contraception
counseling at Pap test (n = 13,829)

Model 1
OR (95% CI)

Model 1
OR (95% CI)

Model 2
OR (95% CI)

1.29 (0.81–2.07)
0.78 (0.22, 2.85)

1.30 (0.77–2.20)
1.05 (0.77, 2.20)
1.54 (0.72–3.26)
0.98 (0.52–1.87)

Sexual orientation identity
Heterosexual (referent)
Bisexual
0.85 (0.44–1.65)
Gay/Lesbian
0.19 (0.05, 0.72)a
Sex with a man, past 12 months
Sex with a woman, past 12 months

Model 2
OR (95% CI)

0.79
0.14
0.74
1.25

(0.50–1.24)
(0.04, 0.51)a
(0.40–1.38)
(0.54–2.90)
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Panel C: birth control counseling
at Pap test (n = 13,826)
Model 1
OR (95% CI)
Sexual orientation identity
Heterosexual (referent)
Bisexual
1.09 (0.64–1.87)
Gay/Lesbian
0.43 (0.26–0.69)b
Sex with a man, past 12 months
Sex with a woman, past 12 months
Sex with a man · Bisexual
Sex with a man · Gay/Lesbian

Model 2
OR (95% CI)

1.18
0.84
2.13
0.79

(0.72–1.95)
(0.36–1.98)
(1.15–3.95)b
(0.45–1.39)

Panel D: condom consult at STI
testing/counseling/treatment (n = 5,072)
Model 1
OR (95% CI)

1.06 (0.80–1.40)
0.17 (0.10–0.30)b

Model 2
OR (95% CI)

1.09
0.17
1.87
1.28

(0.83–1.43)
(0.10–0.31)c
(0.92–3.81)a
(0.57–2.91)

Model 3
OR (95% CI)

0.50
0.09
1.54
1.34
2.22
5.83

(0.10–2.34)
(0.04–0.20)c
(0.80–2.98)
(0.60–3.04)
(0.56–8.88)
(1.13–30.01)b

Source: National Survey of Family Growth 2006–2015.
All models adjust for age, race/ethnicity, education, relationship status, insurance status, IUD or sterilization use, parity, pregnancy ended
in the past 12 months, currently pregnancy.
a
p < 0.10.
b
p < 0.05.
c
p < 0.01.

Discussion

By including both sexual identity and recent sexual behavior measures, this analysis fills an important gap in our
understanding of the relationship between sexual orientation
and sexual and reproductive health service use. In particular,

FIG. 1. Probability of Receiving a Condom Consult at an
STI Screen.

our work adds new knowledge on the types of information
that providers communicate to patients in sexual and reproductive health care settings. Recently, Agénor et al. showed
that behaviorally bisexual women were more likely to use
screening services than behaviorally heterosexual women
and lesbian women were less likely to use services than
heterosexual women. Agénor et al., however, used a lifetime
measure of sexual partners, which may include sexual partners from many years prior who have little or no impact on
current sexual behaviors.
By restricting our analysis to partners in the past 12
months, our results show that in many of our outcomes (i.e.,
birth control prescriptions, birth control counseling, Pap test
pre-June 2012, and birth control counseling at Pap test),
sexual orientation disparities were contingent upon recent
sexual relationships with men. Further, in the case of STD
screening, lesbian women may be more proactive in seeking
care. Increased use of STD-related services among lesbian
women with recent male partners may mean that STD
screening may be an ideal time to have discussion around
contraceptive counseling for women who may otherwise
avoid sexual and reproductive health settings. Our results
also demonstrate that disparities in sexual and reproductive
health outcomes may not be entirely driven by lower sexual
and reproductive health service use, but also by the types of
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information that are communicated in clinical settings to
SMW. The fact that lesbian women are less likely to be
consulted about birth control during visits for pregnancy tests
suggests that these interactions are a missed opportunity for
contraceptive counseling.
Our results also show that in at least some cases, patients
and providers are able to adjust counseling scripts based upon
behavior: that is, women, providers, or both, may work together to communicate health needs during interactions.
However, more work is needed to understand why sexual
orientation disparities in STDs and unintended pregnancy
persist if providers are communicating pertinent sexual
health information to SMW who engage in heterosexual sex.
It may be that manner in which the information is communicated is not very effective; multiple studies have documented that SMW experience high rates of discrimination in
clinical settings.14,38,39
Alternatively, it may be that SMW, even those who have
recently had sex with a man, do not anticipate such encounters in the future and are therefore less likely to be
receptive to using contraception. Further, if a woman is in a
same-sex relationship, or primarily dates women, using a
form of contraception may be seen as stigmatizing, or signal
a lack of commitment to a lesbian identity or a same-sex
partner. Indeed, it remains that lesbian women in clinical
settings are not reporting contraceptive counseling at
pregnancy tests and lesbian women who have not had sex
with a man in the past 12 months are largely not being
provided with sexual health information related to condom
use at STD-related visits. Given that SMW are more likely
to turn to internet sources,19,20 which may be inaccurate or
focus almost exclusively on HIV-prevention,21,22 these interactions are a missed opportunity for accessing medically
accurate and inclusive sexual health information. These
missed opportunities for sexual health information are
particularly troubling in light of research that has shown an
increased risk for STDs among SMW compared with heterosexuals.2
This study has several limitations. First, while we attempted to correctly time order our variables by restricting
recent sexual partners to the past 12 months, it is possible
because the data are cross-sectional and that interactions
with providers happened before the sexual interaction.
Second, although we attempted to address the effect of
changes in Pap test guidelines in our analysis, it is possible
that some women had not received a Pap test in the past year
as they may have had a Pap test in the recent past in-line
with current recommendations. It is also possible that some
women did not receive a birth control method or a prescription for one in the past year because they were using a
long-term form of contraception. While we controlled for
reported IUD and implant use, in addition to sterilization, in
the past year, it is possible that some of these methods have
been in use for a long period of time. Fourth, the survey did
not include other indicators of patient-provider discussion
around safe sex except for consultation about condom use at
STD-related screenings. A condom consult does not address
many facets of safe sex for SMW. Fifth, we do not have
measures of discrimination in medical settings, patientprovider trust, sexual orientation disclosure, or detailed
measures of the content of information provided in medical
settings, nor the providers’ communication style. All of
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these factors may influence how patients receive medical
information and are able to translate it into health behaviors.
We also lack data on gender identity for our sample and their
sexual partners. Simple measures of ‘‘sex with men’’ do not
capture important nuances and differences in sexual health
risks between cisgender and transmen. Finally, our data are
all self-reported. While we limited our outcomes and behaviors to the past year to reduce recall bias, because of the
sensitive nature of some of the outcome variables, it is
possible that data suffer from underreporting. Future research will benefit from the use of longitudinal data, incorporation of electronic medical records, and a broader
spectrum of safe-sex behaviors more inclusive of the LGBT
population, including the assessment of both participant and
their sexual partners’ gender identity.
Despite these limitations, our research emphasizes the importance of addressing the sexual health needs of SMW in
sexual and reproductive care settings and the need to look at
both identity and recent sexual behaviors. Our results highlight
the role sexual relationships with men play in women’s use of
sexual and reproductive health services, but also the types of
counseling they receive in these settings. The delivery of important sexual health information, including contraceptive
counseling and information about safe-sex practices, however,
should not be contingent on whether a woman has had a recent
sexual relationship with a man. SMW may benefit from
learning about noncontraceptive benefits of birth control, a
broader spectrum of safe-sex sexual behaviors, and given the
documented high rates of sexual fluidity among women,31,33,40
many SMW may benefit from some information on contraception and STD prevention even if they have not recently had
a male sexual partner. Likewise, an LGBTQ-inclusive, nonjudgmental sexual health counseling script may serve as an
important opportunity to address gaps in knowledge around
safe sex in same-sex relationships and in relationships with
trans-partners for all woman. Simply asking women about
their sexual orientation may facilitate patient-provider trust
and improve care.16 More research is needed to develop sexual
and reproductive health counseling scripts that are informative
and inclusive, but avoid assumptions about who may benefit
from what information based upon sexual identities or behaviors.
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