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Abstract

Introduction Structural racism plays a major role in reproductive health inequities. Colorism, discrimination based on
skin color, may profoundly impact reproductive health access and service delivery. However, quantitative research in
this area is limited.

Methods \We administered an online survey of women (n=1,299) aged 18-44 from Harris County, Texas to assess
the relationship between skin color discrimination and reproductive health service avoidance. The survey included
questions on demographics, self-reported skin tone, and dichotomous measures of previous discrimination
experiences and avoidance of care because of perceived discrimination. Binary logistic regression was used to
examine whether race/ethnicity, skin tone, and previous discrimination experiences were related to avoidance of
contraceptive care because of perceived discrimination.

Results Approximately one-third (31.5%) of the sample classified themselves as non-Hispanic Whites (31.5%), 22.4%
as Black, 27.4% as Hispanic and born within the US, and 7.6% as Hispanic born outside of the US. Approximately
one-third of women classified themselves in the lightest skin tones, whereas almost one in five women classified
themselves in the darkest skin tone palates. Darker skin tones had increasingly greater odds of reporting that they
avoided seeking birth control out of a concern for discrimination compared to the lightest skin tone. After adjusting
for race/ethnicity and sociodemographic variables (model 3), darker skin tones remained significantly associated with
avoiding birth control.

Discussion This study demonstrates the role that skin color discrimination plays in negative reproductive health
experiences. While this is not surprising given that those with racist ideologies developed the concept of these
racial and ethnic categories, the apparent association with darker skin colors and avoidance of seeking birth control
provides evidence that structural and individual racism continues to have far-reaching and insidious consequences.

Conclusion Contraception is recognized for reducing maternal mortality, improving child health, increasing
female empowerment, and decreasing poverty. However, not all women equally enjoy the benefits of access to
contraception. Addressing colorism within reproductive healthcare has become critically important as the nation
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becomes increasingly diverse. Focusing on skin tone-based discrimination and its roots in anti-blackness expands our
understanding beyond a Black-White binary traditionally applied when addressing racism in healthcare delivery.

Keywords Colorism, Racism, Contraception, Reproductive healthcare, Discrimination

Introduction

Racial and ethnic disparities in reproductive health
access, services, and outcomes are prevalent [1]. These
disparities are evidenced by the lower use of contracep-
tion among Hispanic and non-Hispanic Black women
over the last decades, resulting in higher rates of unin-
tended pregnancies and poorer maternal outcomes [1-3].
Barriers to hormonal contraceptive methods have been
well described and include costs, proximity to affordable
clinics, lack of over-the-counter access, affordable copays,
and patients’ lack of awareness or misconceptions [4, 5].
Other factors include healthcare providers’ attitudes,
misconceptions, and limited training. For adolescent
patients, consent and confidentiality are major barriers
[4, 5]. Mounting evidence suggests that structural racism
may underlie many of these common barriers and extend
to the interpersonal and internalized experiences of rac-
ism among women seeking care and the type of care pro-
vided to them [1, 6, 7].

While scientists have been describing racial and ethnic
disparities in reproductive health outcomes, we are slow
to acknowledge the underpinnings of these disparities. To
understand the underpinnings, we must recognize that
racial and ethnic classifications were created in the first
place by scientists and others who had racist ideologies.
As such, racial and ethnic classifications are complex
social constructs with no biological basis and are deeply
confounded with the stratification systems that perpetu-
ate structural and individual racism and oppression. By
understanding the origins and flaws of these classifica-
tion systems, researchers can move past simply reporting
reproductive health disparities based on race and further
address the multiple levels of racism (structural, interper-
sonal, and internalized) that underlie reproductive health
disparities.

One key factor increasingly associated with disparate
outcomes in health, housing, and economic mobility
is skin color discrimination, also known as colorism [8,
9]. Colorism can be defined as discrimination based on
the preference and value of people of lighter skin tones
and Eurocentric features (straight hair, narrow facial fea-
tures, e.g.) over darker skin tones, kinky hair, and more
stereotypically Afrocentric facial features [10]. Colorism,
an important form of racial discrimination, is garnering
increased awareness due to its global prominence and
impact on various health outcomes [8, 11-14]. However,
the effect colorism has on reproductive healthcare out-
comes and contraception access has been overlooked.

Recent qualitative studies document women’s expe-
rience of racism and colorism during their healthcare
encounters and over their reproductive life experiences.
Specifically, women of darker skin tones felt subjugated
to lesser treatment when accessing reproductive health
services, surfacing long-standing experiences of phe-
notype discrimination that seldom gets documented in
public health research [7, 15]. Specifically, women
described that racism impacted their ability to obtain
timely healthcare services, their frequency of care, and
their experiences with the healthcare system. Partici-
pants also reported that individual racism, as manifested
through interactions with healthcare providers, nega-
tively affected their use of reproductive healthcare ser-
vices [7].

Another study suggested that colorism may impact
access to prenatal care and delays in care. In this study,
a quarter (24.8%) of women had delayed prenatal care,
and daily experiences of racism were associated with
delayed prenatal care. This association was moderated
by self-reported maternal skin tone [16]. Elucidating the
role of racism and colorism is essential in understand-
ing the underlying causes of disparities in contraception
use and the interventions that should be implemented to
ameliorate these disparities. To determine the association
between skin tone, perceived discrimination, and con-
traception care avoidance, we analyzed survey data col-
lected from a representative sample of 1,299 women in a
major southern US city.

Methods

Sample

The data for this analysis were collected through a
cross-sectional survey of N=1299 women aged 18 to
44 reached online from February 10 through March 31,
2022. Respondents were recruited through a stratified
random address-based sample (ABS) of Harris County,
Texas (n=777) and online non-probability-based opt-
in panels (n=522). Eligibility criteria included identify-
ing as a woman or as currently able to become pregnant,
between the ages of 18 and 44, and living in Harris
County, Texas. Data collection was conducted by SSRS, a
non-partisan survey research firm.

ABS recruitment involved two waves. The first wave
received an initial survey invitation letter and a follow-
up postcard a week later. The second wave was recruited
four weeks after the follow-up mailing to wave one. The
invitation letters included a study-specific URL, QR
code, and a toll-free call-in phone number. The letter also
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listed a unique passcode that respondents needed to log
into the survey online or provide to the telephone inter-
viewer. The front side of the letter was in English, and the
back was in Spanish. The letters had a one-dollar bill and
a quarter included as a non-contingent incentive, while
a $10 gift card was offered as contingent on complet-
ing the questionnaire. All mailing materials asked that a
woman age 18 to 44 living in the household complete the
survey. No within household selection method was used.
The first wave resulted in 485 completed cases, and 292
respondents came from the second wave of data collec-
tion. Most ABS respondents completed the survey online
(n=777). Only n=33 ABS respondents completed the
survey by phone. There were no statistically significant
differences by age, race/ethnicity or educational attain-
ment between those who completed the survey online
and by phone.

Two third-party non-probability-based web panels,
Torfac and Prodege, were utilized to reach additional
respondents. Both panels recruit panelists through a vari-
ety of online platforms and require “double opt in” where
respondents must confirm panel enrollment through a
confirmation email after signing up on the panel web-
site. Upon enrollment and through survey activity,
demographic information such as age, gender and loca-
tion information are collected from panelists. This infor-
mation was used to send targeted email invitations and
reminders to panelists likely to qualify for this survey.
Panelists must have confirmed their age as under 44 and
self-report being a woman living in Harris County, Texas.

Survey

Respondents from both the ABS and non-probability
sample could complete the survey in English or Span-
ish. Survey items on discrimination and colorism were
adapted from the Everyday Discrimination Scale and
the New Immigrant Survey Skin Color Scale [17, 18].
The primary outcome of this analysis is whether women
avoided birth control because of perceived discrimi-
nation. The outcome variable was coded as yes if par-
ticipants recorded that they experienced discrimination
when going to a doctor or health clinic for birth control
because of their race/ethnicity or skin tone. The survey
also asked about demographic factors, had them rate
their skin tone, and if they experienced discrimination
because of their race/ethnicity, skin tone, parenthood,
marital status, age, sex, or sexual orientation. Skin tone
was only assessed for those who completed the online
survey (1=1299) and could choose one of 16 pictures
of the skin tone that best described themself. The skin
tone variable was then collapsed into five categories from
lightest to darkest. Using a four-point Likert scale (very
easy, somewhat easy, somewhat difficult, or very dif-
ficult), women were asked how difficult it was to find a
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doctor who treats them with dignity and respect when
seeking birth control and reproductive healthcare. For
the analyses, difficulty in finding a doctor was collapsed
into very/somewhat easy compared to somewhat/very
difficult. The questionnaire was tested by telephone
with six respondents. The respondents completed the
full survey. The questionnaire was modified based on
their responses and points where they had difficulty
answering.

Data management and analysis

The data was cleaned using a computer validation pro-
gram to locate errors from incorrectly followed skip
patterns, out-of-range values, and errors in data field
locations. Quality checks were then performed on the
final data. The following cases were flagged and reviewed:
cases with more than 40% question non-response, cases
with a time length less than one-quarter of the mean
length by mode, and cases with more than 60% of the
answer grids were similar (straight-lining questions).
Three cases were removed after being flagged due to two
or more issues.

The ABS data was weighted to account for differences
in the probability of selection. Data was then weighted to
balance the demographic profile of the sample to target
parameters. Weighting of the ABS data was accomplished
using SPSSINC RAKE, an SPSS extension module that
simultaneously balances the distributions of all variables
using the GENLOG procedure. The sample was weighted
to match population estimates. The weighting param-
eters were race/ethnicity (Black, Hispanic, Else) by age
(18-24, 25-34, 35-44), race/ethnicity by education (less
than college, college+), detailed race/ethnicity (White,
Black, Hispanic — US Born, Hispanic — Foreign Born,
Other), and detailed education (high school or less, some
college, college+). The benchmarks were derived from
2021 Current Population Survey (CPS) data [19]. Weights
were trimmed to prevent individual interviews from hav-
ing too much influence on the results.

Respondents reached through the opt-in panels were
younger, with an average age of 30.5 years compared
to 33.5 years among ABS respondents. Opt-in panel
respondents also tended to have lower levels of educa-
tional attainment than those reached through ABS. 31%
of opt-in respondents had a four-year college degree or
more, compared to 58% of ABS respondents. To reduce
selection bias while minimizing design effect within
the non-probability sample, SSRS’s stepwise calibration
methodology was used to determine a set of non-demo-
graphic internal benchmarks to weight the hybrid ABS
and non-probability sample [20]. This calibration method
is designed to ensure that estimates from the hybrid
sample remain representative of the target population
and has been tested across a wide range of healthcare
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Table 1 Characteristics of Study Sample

Total Sample

N=1299 (un- Weight-

weighted %) ed %
Age
18-24 247 (19.0) 235
25-29 237 (18.2) 19.9
30-39 532 (41.0) 383
40-44 283 (21.8) 18.3
Race/Ethnicity
White, Non-Hispanic 409 (31.5 276
Black, Non-Hispanic 291 (22.4) 219
Hispanic, born inside the US 356 (27.4) 255
Hispanic, born outside the US 99 (7.6) 146
Other, Non-Hispanic 144 (11.1) 10.5
Skin Tone
Lightest 445 (34.3) 319
2 188 (14.5) 14.5
3 217 (14.5) 18.6
4 194 (14.9) 14.6
Darkest 255(19.6) 204
Marital Status
Single, never married 483 (37.2) 399
Single, living with partner 190 (14.6) 16.1
Married 537 (41.3) 37.2
Separated, Widowed, Divorced 89 (6.9) 6.8
Education
High School or less 269 (20.7) 340
Some College 412 (31.7) 322
College 618 (47.6) 338
Family Income
Less than $20,000 193 (14.9) 19.8
$20,000 to <$40,000 279 (21.2) 264
$40,000 to < $75,000 360 (27.7) 27.0
$75,000 to <$100,000 174 (13.4) 11.0
$100,000 or more 293 (22.6) 15.7
Employment
Employed 895 (68.9) 64.2
Unemployed 122 (9.4) 109
A student 108 (8.3) 9.5
On disability and can't work/Retired 17(1.3) 1.7
A homemaker or stay at home 157 (12.1) 13.7

Table 2 Reports of Care seeking behavior and experiences
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and public opinion surveys. The combined ABS and
non-probability samples were then weighted to the same
demographic benchmarks used for the ABS sample as
well as the internal benchmarks derived from the step-
wise calibration.

The data was analyzed using the ‘survey’ package in R
with base weights applied to account for the probability
of selection. Binary logistic regression was used to exam-
ine whether race/ethnicity and skin tone were related to
whether women avoided birth control because of per-
ceived discrimination. Crude odds ratios were calculated
for each variable. Adjusted odds ratios were calculated
to examine whether demographic and other factors
explained the relationship between race/ethnicity and
the outcome variable (models 2 and 3) and whether these
factors explained the relationship between skin tone and
the outcome variable (models 3 and 4).

Results

Table 1 displays the characteristics of the study sample,
weighted and unweighted. Based on unweighted data, of
the 1,299 women in the analysis, 41% were aged 30 and
39. Almost one-third of the sample classified themselves
as non-Hispanic Whites (31.5%), 22.4% as Black, 27.4% as
Hispanic and born within the US, and 7.6% as Hispanic
born and outside of the US. Approximately one-third of
women classified themselves in the lightest skin tones,
whereas almost one in five women classified themselves
in the darkest skin tone palates. Thirty-seven percent said
they were single and never married, 14.6% were single
and living with a partner, and 41.3% of women reported
being married. Almost half (47.6%) reported being col-
lege educated. The majority (68.9%) of the sample
reported being employed.

Table 2 displays the sample’s self-reported reproduc-
tive health experiences unweighted and weighted. Based
on weighted data, overall, 14.9% of women aged 18-44
in Harris County said they avoided seeking birth control

Total
Sample
N=1299 Weight-
(unweight- ed %
ed %)

Avoided seeking birth control from a doctor or healthcare provider out of concern that they would be discriminated against 166 (12.8) 14.9

or treated poorly because of their race or ethnicity

Avoided seeking birth control from a doctor or healthcare provider out of concern that they would be discriminated against 129 (9.9) 1.1

or treated poorly because of their skin tone

Experienced discrimination when going to a doctor or health clinic for birth control because race/ethnicity

Experienced discrimination because of skin tone

Somewhat or very difficult to find a doctor who treats you with dignity and respect when seeking birth control and repro-

ductive healthcare

Somewhat or very difficult to find a doctor who shares the same background and experiences as you when seeking birth
control and reproductive healthcare?

260 (20.0) 211
195 (15.0) 153
270 (20.8) 219

554 (42.6) 43.1
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from a doctor or healthcare provider out of concern that
they would be discriminated against or treated poorly
because of their race or ethnicity, and 11.1% of women
said they avoided seeking birth control out of concern

Table 3 Bivariate association between sociodemographic
factors, previous experiences, and care avoidance

Characteristic Crude OR
(95% CI)
Race/Ethnicity
White, non-Hispanic Reference
Black, non-Hispanic 13.3
(6.6-26.9)
Hispanic, born in the US 8.6 (4.2-17.5)
Hispanic, born outside of the US 14.6
(6.2-34.6)
Other, non-Hispanic 2.7 (1.0-7.2)
Skin Tone
Lightest Reference
2 3.9(1.9-8.5)
3 3.9(1.9-7.7)
4 5.9(3.1-11.2)
Darkest 7.6 (4.3-13.7)
Family Income
Less than $20,000 8.3(3.9-17.6)
$20,000 to <$40,000 6.2(3.1-12.4)
$40,000 to < $75,000 3.7(1.8-7.6)
$75,000 to <$100,000 3.2(1.3-7.8)
$100,000 or more Reference
Education
High School or less 3.3(2.0-5.5)
Some College 1.9(1.2-3.3)
College Reference
Marital Status
Married Reference
Single, never married 1.4(09-2.2)
Single, living with partner 1.6 (0.9-3.0)
Separated, Divorced, Widowed 2.1(1.0-4.3)
Employment
Employed Reference
Unemployed 13(0.6-2.5)
A student 1.5(0.8-2.5)
On disability and can't work/Retired 09(0.2-4.2)
A homemaker or stay at home 14 (0.7-2.6)
Age
18-24 13(0.7-2.4)
25-29 0.9 (0.5-1.8)
30-39 0.6 (04-1.2)
40-44 Reference
Experienced discrimination because race/ethnicity 30.2
(17.7-51.6)
Experienced discrimination because skin tone 20.4
(12.5-33.2)
Somewhat or very difficult to find a doctor who treats 3.1 (1.9-4.7)
you with dignity and respect when seeking birth
control and reproductive healthcare
Somewhat or very difficult to find a doctor who shares 1.8 (1.2-2.8)

the same background and experiences as you when
seeking birth control and reproductive healthcare?
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that they would be discriminated against or treated
poorly because of their skin tone. One in five women
said they had previously experienced discrimination
when going to a doctor or health clinic for birth control
because of their race/ethnicity (21.1%), and 15.3% said
they experienced discrimination when going to a doc-
tor or health clinic for birth control because of their skin
tone. One in five women said they had difficulty find-
ing a doctor who treated them with dignity and respect
when seeking birth control and reproductive healthcare
(21.9%). 43% reported difficulty finding a doctor with a
similar background and experiences when seeking birth
control and reproductive healthcare.

Table 3 displays the bivariate associations between
sociodemographic factors, previous experiences, and
avoiding seeking birth control from a doctor or health-
care provider out of concern for discrimination. When
compared to women who classified themselves as White,
Black women were more than 13 times more likely to
report avoiding seeking birth control because of discrim-
ination concerns. Hispanic women born in the US were
8.6 times more likely, and Hispanic women born outside
of the US were 14.6 times more likely to report avoiding
seeking birth control from a doctor or other healthcare
provider because of concern they would be discriminated
against for their race, ethnicity, or skin tone. Compared
to women classifying themselves in the lightest skin tone,
all darker skin tones had increased odds of avoiding seek-
ing birth control out of a concern for discrimination.
Women with the two darkest shades of skin tones were
5.9 and 7.6 times more likely to avoid seeking birth con-
trol out of concern for discrimination. Those with lower
income and those with less education had greater odds
of avoiding seeking birth control out of a concern for
discrimination than those with the highest income and
education. Women who reported a previous experience
of discrimination based on race/ethnicity were more than
30 times more likely, and women who reported prior dis-
crimination based on skin tone were 20 times more likely
to avoid seeking birth control out of concern they would
be discriminated against.

Table 4 displays the multivariate associations between
race/ethnicity, skin tone, and avoiding seeking birth con-
trol from a doctor or healthcare provider out of concern
for discrimination after adjusting for sociodemographic
factors. After adjusting for sociodemographic factors,
Black women were 12.4 times more likely to avoid seek-
ing birth control compared to non-Hispanic White
women, Hispanic women born in the US were 6.5 times
more likely to avoid seeking birth control, and Hispanic
women born outside the US were 10.3 times more likely
to avoid seeking birth control compared to non-Hispanic
White women. Darker skin tones had increasingly greater
odds of reporting that they avoided seeking birth control
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Table 4 Multivariate association between race/ethnicity, skin
tone, and care avoidance after adjusting for sociodemographic
factors

Adjusted OR
(95% Cl)
Model 1: Race/ethnicity adjusted for family income,
education, marital status, employment, and age
Race/Ethnicity
White, non-Hispanic Reference
Black, non-Hispanic 6.5(3.0-13.8)
Hispanic, born in the US 6.5(3.0-13.8)
Hispanic, born outside of the US 10.3(4.3-
24.9)
Other, non-Hispanic 2.7(0.9-7.2)
Model 2: Skin tone adjusted for family income, educa-
tion, marital status, employment, and age
Skin Tone
Lightest Reference
2 3.7(1.8-7.7)
3 3.3(1.6-6.7)
4 5.6 (2.9-10.9)
Darkest 7.5(4.1-13.9)
Model 3: Skin tone adjusted for race/ethnicity, family in-
come, education, marital status, employment, and age
Skin Tone
Lightest Reference
2 1.6 (0.7-3.6)
3 3.0(1.3-7.2)
4 14(0.6-34)
Darkest 3.1(1.3-8.8)

out of a concern for discrimination compared to the
lightest skin tone. After adjusting for race/ethnicity and
sociodemographic variables (model 3), darker skin tones
remained significantly associated with avoiding birth
control.

Discussion

This study demonstrates the role that racial and ethnic
categories and skin color play in negative reproductive
health experiences. While this is not surprising given
that the concept of these racial and ethnic categories was
developed by those with racist ideologies, the clear asso-
ciation with darker skin colors and avoidance of seeking
birth control provides further evidence that structural
and individual racism continues to have far-reaching and
insidious consequences.

Contraception is known as one of the greatest public
health achievements of the 20th century and is recog-
nized for improving the world’s health, reducing mater-
nal mortality, improving child health, increasing female
empowerment, and decreasing poverty [21]. However,
not all women equally enjoy the benefits of access to con-
traception [21]. Documented disparities in contraception
access and reproductive healthcare are multifactorial and
complex and include availability and access to health-
care, transportation, health insurance, employment, and
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education [22]. These factors are confounded by cen-
turies of structural racism and discrimination. For the
past twenty years, studies have documented historical
abuse and discrimination in healthcare settings stem-
ming from bias and prejudice against minorities, greater
clinical uncertainty when inter- with minority patients,
and beliefs or stereotypes held by the provider about the
behavior or health of minorities [23]. In 2020, the Kaiser
Family Foundation reported that one in five Black and
Hispanic adults said they were personally treated unfairly
because of their race or ethnicity while getting healthcare
in the past year [24].

Researchers must move past simply describing racial
and ethnic differences in reproductive health and attrib-
uting these differences solely to social determinants such
as poverty, education, and employment. Instead, color-
ism must be addressed as a global product of structural
racism that impacts interpersonal and internalized expe-
riences of discrimination that will require further study
on solutions to address reproductive health inequities.
Further, colorism in the American context is unique in
that it is inextricably tied to the lasting vestiges of chattel
slavery, Jim Crow segregation, and the subsequent poli-
cies that kept groups of people segregated and subjugated
based on phenotype and ancestry [10]. We must be able
to admit the role that racism rooted in anti-blackness
has on reproductive health outcomes and how colorism
functions as an agent of this phenomena [24].

Limitations

The study is conducted exclusively in a large urban
southern city, potentially limiting the generalizability of
the findings to rural or suburban areas, or even to other
urban areas with different socio-economic or cultural
contexts. The administration of the online survey might
have excluded individuals without internet access or digi-
tal literacy.

Additionally, this study includes temporal limitations
as polling captures opinions at a specific point in time,
which may not reflect changes in public opinion over
time. Events occurring after the data collection period
can significantly alter public perceptions and attitudes.

By acknowledging these limitations, the study pro-
vides a transparent account of potential sources of bias
and constraints on the findings, thereby offering a more
nuanced interpretation of the results. Future research
could aim to address these limitations by incorporating
broader geographic samples, longitudinal designs, and
methodological triangulation to enhance the robustness
and generalizability of the findings.
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Conclusions

This study provides colorism as a more specific focus in
tackling racism in healthcare delivery now that calls for
transforming the quality of care related to trust build-
ing and anti-racist practice are present [25]. Research-
ers need to test and disseminate strategies to ameliorate
harm and ensure well-being for all. Lastly, addressing
colorism within reproductive healthcare has become
critically important as the nation becomes increasingly
diverse. Focusing on skin tone-based discrimination and
its roots in anti-blackness expands our understanding
beyond a Black—White binary that is traditionally applied
when addressing racism in healthcare delivery. Instead,
these findings extend further awareness of the discrimi-
natory practices among all people that contribute to a
hierarchy based on skin color. We must intentionally
develop, test, and disseminate strategies to ameliorate
harm and ensure well-being for all.

Abbreviations
ABS  address-based sample
CPS  Current Population Survey

Acknowledgements
Not applicable.

Author contributions

KB contributed to the design of the survey and was a major contributor to
the writing of the manuscript.STE contributed to the design of the survey,
interpreted the statistical output, and contributed to the writing of the
manuscript.ES contributed to the survey administration and to the writing of
the manuscript.JS and EBP contributed to the data collection and analysis, as
well as critical feedback and revisions of the manuscript.

Funding
The Houston Experiences in Reproductive Health Survey was made possible
by grant supported through the Episcopal Health Foundation.

Data availability
No datasets were generated or analysed during the current study.

Declarations

Ethics approval and consent to participate

This study was approved by the UTHealth Houston Committee for the
Protection of Human Subjects, reference number HSC-SPH-21-0978. Informed
consent was obtained from all participants.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details

'School of Public Health, The University of Texas Health Science Center at
Houston, 1200 Pressler, Houston, Texas 77030, United States

2SSRS, 1 Braxton Way, Suite 125, Glen Mills, PA 19342, USA

Received: 15 December 2023 / Accepted: 12 August 2024
Published online: 02 September 2024

Page 7 of 8

References

1.

20.

21.

22.

Sutton MY, Anachebe NF, Lee R, Skanes H. Racial and ethnic disparities

in reproductive health services and outcomes, 2020. Obstet Gynecol.
2021;137(2):225-33. https://doi.org/10.1097/a0g.0000000000004224.

Thiel de Bocanegra H, Braughton M, Bradsberry M, Howell M, Logan J,
Schwarz EB. Racial and ethnic disparities in postpartum care and contracep-
tion in California’s Medicaid program. Am J Obstet Gynecol. 2017;217(1):47.
https://doi.org/10.1016/j.aj0g.2017.02.040, e1-47.e7.

Daniels KP, Valdez Z, Chae DH, Allen AM. Direct and vicarious racial discrimi-
nation at three life stages and preterm labor: results from the African Ameri-
can women's Heart & Health Study. Matern Child Health J. 2020;24(11):1387-
95. https://doi.org/10.1007/510995-020-03003-4.

Dennis A, Grossman D. Barriers to contraception and interest in over-the-
counter access among low-income women: a qualitative study. Perspect Sex
Reprod Health. 2012,44(2):84-91. https://doi.org/10.1363/4408412.

Grindlay K, Grossman D. Prescription birth control access among U.S. women
at risk of unintended pregnancy. J Women's Health. 2016;25(3):249-54.
https://doi.org/10.1089/jwh.2015.5312.

Golden B, Asiodu IV, Franck LS, et al. Emerging approaches to redress-

ing multi-level racism and reproductive health disparities. Npj Digit Med.
2022;5(1). https://doi.org/10.1038/541746-022-00718-2.

Thompson TM, Young Y-Y, Bass TM, et al. Racism runs through it: examining
the sexual and reproductive health experience of black women in the South.
Health Aff. 2022;41(2):195-202. https://doi.org/10.1377/hlthaff.2021.01422.
Monk EP. Colorism and physical health: evidence from a national

survey. J Health Soc Behav. 2021;62(1):37-52. https://doi.
0rg/10.1177/0022146520979645.

Monk EP. The unceasing significance of colorism: skin tone stratification in
the United States. Daedalus. 2021;150(2):76-90. https://doi.org/10.1162/
daed_a_01847.

Russell-Cole K, Wilson M, Hall RE. The Color Complex: the politics of skin color
in a New Millennium. Anchor Books; 2013.

Keyes L, Small E, Nikolova S. The complex relationship between colorism and
poor health outcomes with African americans: a systematic review. Analyses
Social Issues Public Policy. 2020;20(1):676-97. https://doi.org/10.1111/
asap.12223.

Laidley T, Domingue B, Sinsub P, Harris KM, Conley D. New evidence of

skin color bias and health outcomes using sibling difference models: a
research note. Demography. 2019;56(2):753-62. https://doi.org/10.1007/
$13524-018-0756-6.

Landor A, Barr A. Politics of respectability, colorism, and the terms of social
exchange in Family Research. J Family Theory Rev. 2018;10(2):330-47. https://
doi.org/10.1111/jftr.12264.

Oh H, Lincoln K, Waldman K. Perceived colorism and lifetime psychiatric
disorders among black American adults: findings from the National Survey
of American Life. Soc Psychiatry Psychiatr Epidemiol. 2021,56(8):1509-12.
https://doi.org/10.1007/500127-021-02102-z.

Thomas SP. Street-race in Reproductive Health: a qualitative study of the
pregnancy and birthing experiences among black and afro-latina women

in south Florida. Matern Child Health J. 2021,26(4):700-7. https://doi.
0rg/10.1007/510995-021-03188-2.

Slaughter-Acey JC, Sneed D, Parker L, Keith VM, Lee NL, Misra DP. Skin tone
matters: racial microaggressions and delayed prenatal care. Am J Prev Med.
2019;57(3):321-9. https://doi.org/10.1016/j.amepre.2019.04.014.

Williams DR, Yu Y, Jackson JS, Anderson NB. Racial differences in physical and
mental health: socioeconomic status, stress, and discrimination. J Health
Psychol. 1997;2(3):335-51. https://doi.org/10.1177/135910539700200305.
Massey DS, Martin JA, Princeton University. The NIS Skin Color Scale. Office
of Population Research, ; 2003. Accessed September 1, 2023. https://nis.
princeton.edu/downloads/nis-skin-color-scale.pdf

Flood S, Warren JR, Ruggles S, King M, IPUMS, CPS. : Version 5.0. D030.V5.0 |
IPUMS. Accessed September 1, 2023. https://doi.org/10.18128/D030.V5.0
SSRS. SSRS encipher hybrid: A validated methodology for blending prob-
ability and nonprobability samples. Accessed September 1. 2023. https://ssrs.
com/wp-content/uploads/SSRS-Encipher-Hybrid-White-Paper.pdf

Boonstra H, DuranV, Northington Gamble V, Blumenthal P, Dominguez L,
Pies C. The boom and bust phenomenon: the hopes, dreams, and broken
promises of the Contraceptive Revolution. Contraception. 2000;61(1):9-25.
https://doi.org/10.1016/50010-7824(99)00121-3.

Kumar N, Brown JD. Access barriers to long-acting reversible contracep-
tives for adolescents. J Adolesc Health. 2016;59(3):248-53. https://doi.
0rg/10.1016/j.jadohealth.2016.03.039.


https://doi.org/10.1097/aog.0000000000004224
https://doi.org/10.1016/j.ajog.2017.02.040
https://doi.org/10.1007/s10995-020-03003-4
https://doi.org/10.1363/4408412
https://doi.org/10.1089/jwh.2015.5312
https://doi.org/10.1038/s41746-022-00718-2
https://doi.org/10.1377/hlthaff.2021.01422
https://doi.org/10.1177/0022146520979645
https://doi.org/10.1177/0022146520979645
https://doi.org/10.1162/daed_a_01847
https://doi.org/10.1162/daed_a_01847
https://doi.org/10.1111/asap.12223
https://doi.org/10.1111/asap.12223
https://doi.org/10.1007/s13524-018-0756-6
https://doi.org/10.1007/s13524-018-0756-6
https://doi.org/10.1111/jftr.12264
https://doi.org/10.1111/jftr.12264
https://doi.org/10.1007/s00127-021-02102-z
https://doi.org/10.1007/s10995-021-03188-2
https://doi.org/10.1007/s10995-021-03188-2
https://doi.org/10.1016/j.amepre.2019.04.014
https://doi.org/10.1177/135910539700200305
https://nis.princeton.edu/downloads/nis-skin-color-scale.pdf
https://nis.princeton.edu/downloads/nis-skin-color-scale.pdf
https://doi.org/10.18128/D030.V5.0
https://ssrs.com/wp-content/uploads/SSRS-Encipher-Hybrid-White-Paper.pdf
https://ssrs.com/wp-content/uploads/SSRS-Encipher-Hybrid-White-Paper.pdf
https://doi.org/10.1016/s0010-7824(99)00121-3
https://doi.org/10.1016/j.jadohealth.2016.03.039
https://doi.org/10.1016/j.jadohealth.2016.03.039

Baker et al. BMC Public Health (2024) 24:2375

23.

24.

25.

Balsa Al, McGuire TG. Prejudice, clinical uncertainty and stereotyping as

sources of health disparities. J Health Econ. 2003;22(1):89-116. https://doi.

0rg/10.1016/50167-6296(02)00098-x.

Brown HL, Small MJ, Clare CA, Hill WC. Black Women Health Inequity: the
origin of Perinatal Health Disparity. J Natl Med Assoc. 2021;113(1):105-13.
https://doi.org/10.1016/jjnma.2020.11.008.

Reed R, Osby O, Nelums M, Welchlin C, Konate R, Holt K. Contraceptive
care experiences and preferences among Black women in Mississippi: a

Page 8 of 8

qualitative study. Contraception. 2022;114:18-25. https://doi.org/10.1016/j.
contraception.2022.05.009.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.


https://doi.org/10.1016/s0167-6296(02)00098-x
https://doi.org/10.1016/s0167-6296(02)00098-x
https://doi.org/10.1016/j.jnma.2020.11.008
https://doi.org/10.1016/j.contraception.2022.05.009
https://doi.org/10.1016/j.contraception.2022.05.009

	﻿Skin tone discrimination and birth control avoidance among women in Harris County, Texas: a cross-sectional study
	﻿Abstract
	﻿Introduction
	﻿Methods
	﻿Sample
	﻿Survey
	﻿Data management and analysis

	﻿Results
	﻿Discussion
	﻿Limitations
	﻿Conclusions
	﻿References


