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Abstract
Samantha Earnhardt

Beliefs, Barriers, and Contraceptive Use:

Family Planning Patterns among Latinas in Siler City, North Carolina
(Under the direction of William Lail and Dr. Allan Steckler)
Latinos have the highest fertility rate of any racial/ethnic group in the United States, and the number of Latinas of child-bearing age is increasing as a result of immigration, new births, and the aging of an ever-growing population of Latino children.  In 2000, 40% of the population of Siler City, North Carolina was Latino, and the population appears to be growing rapidly.   The Chatham Family Resource Center’s Immigrant Family Planning Initiative seeks to increase access to and knowledge about contraceptive methods and family planning services among local Latinas.  This paper focuses on cultural influences on family planning among Latinos in the U.S. as well as on the needs, beliefs, and practices of those in Siler City.  Information was gathered from a literature review, medical records, archived surveys of Latinas in Siler City, and one-on-one follow-up interviews with previously surveyed women.  Suggestions for future direction are given based on the findings.
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Traditionally, Latino immigrants to the U.S. have settled in states such as Texas and California, but, more and more, they are moving to the “new settlement areas of the Southeast,” which has seen by far the largest percent influx of Latinos of any U.S. Region (Kochhar, Suro, & Tafoya, 2005).   For example, according to the U.S. Census, the Latino population of Siler City, North Carolina jumped from a few hundred in 1990 to about 2,700 in 2000 (U.S. Census Bureau, 2008a).  Generally, the immigrants making their way to the Southeast are primarily young, single men and are foreign-born (Kochhar et al., 2005).  Despite the uneven sex ratios inherent in this migration, there are still a large number of Latina women migrating, especially wives following their husbands’ migration.  
The total fertility rate (TFR), or expected number of children born to a woman throughout her lifetime based on current age-specific birth rates, is higher for Latinas than for other racial/ethnic groups (Martin et al., 2007).  In 2005, the TFR for Latinas was 2.89 children per woman (see Table 1), compared to 1.9 children per woman for non-Latinas.  The implications of these numbers are that the number of Latinas of child-bearing age is increasing as a result of immigration, new births, and the aging of an ever growing population of Latino children.  If their high birthrate is not addressed, then the problem will only grow.
This paper discusses the Latino population in small town in North Carolina, Siler City, and the family planning practices of this group.  It attempts to evaluate an immigrant Family Planning Initiative being conducted by a local non-profit organization, the Chatham Family Resource Center (FRC).  Before discussing the Initiative itself, a review of relevant data, trends, and influences on family planning practices is presented.  Following this is a discussion about Siler City Latinos, the Family Planning Initiative, concluding with suggestions for future direction.
Latin America













It is important to consider the conditions in the countries of Latin America from where immigrants to the U.S. originate.  This paper will first acknowledge fertility trends in sending countries in Latin America as they represent an interplay of social, political, and economic factors that influence the beliefs and behaviors of Latin American immigrants coming to the U.S.  Since 90% of Latinos in Siler City are of either Mexican or Central American origin (U.S. Census Bureau, 2008d), data here will focus primarily on trends within these nationalities. 
Fertility

  Most developed countries are at or below replacement fertility (2.1 children per woman), the fertility rate necessary to maintain population size.  For example, the TFR of the United States was 2.05 children per woman in 2005 (Martin et al., 2007).  Sub-Saharan African countries tend to have the highest TFRs (Macro International Inc, 2008); a few, such as Mali, have TFRs over 7.0 children per woman.   South Asian and Middle Eastern countries tend to have TFRs closer to 3-4 children per woman ( Macro International Inc, 2008) while Latin American fertility overall was at 2.37 children per woman in 2005 (UN, 2007).  While Total Fertility Rates (TFRs) across Latin America are generally lower than many other developing countries, they remain higher than those in the developed world (U.S. Census Bureau, 2008h).   Almost all Latin American countries have fertility rates above replacement (Macro International Inc, 2008), indicating continuing population growth.
The TFR for Latin America overall has dropped dramatically from an average of 5.9 children per woman in the early 1950s (UN, 2007), (with some countries, such as Honduras, well over 7.0 children per woman) (Latin American and Caribbean Demographic Centre, 2001) to only 2.37 children per woman by 2005 (UN, 2007).  Aggregating TFRs for all Latin American countries, however, masks the homogeneity of fertility rates across countries.  For example, in 2000, TFRs ranged from well under replacement rate (1.5 in Cuba), to near replacement (2.1 in Argentina Brazil) to well over it (4.9 in Guatemala) (Latin American and Caribbean Demographic Centre, 2001).   However, while fertility has decreased overall for most Latin American countries, the fertility of adolescents has remained more or less constant (Kostrzewa, 2008).
In Mexico, the TFR has been dropping since its all-time high of over 7.0 children per woman in the 1960 (Tuiran, Partida, Mojarro, & Zúñiga, 2002) to 2.4 in 2007 (U.S. Census Bureau, 2008h).  Overall, urban areas in Mexico tend to have TFRs around replacement level, while the more rural areas with a higher concentration of indigenous peoples have the highest (Tuiran et al., 2002).  By 2000, half of all Mexican women lived in regions with TFRs at replacement levels, 2.1 children per woman.   This is largely attributed to a rise in contraceptive use (Tuiran et al., 2002); for example, the percent of married women using contraception rose from 30% in the 1970s to about 70% in 2000.  Consequently, the spacing between children has also been increasing (Tuiran et al., 2002).
In Central America, about half of all women have had their first child by the age of 20 (Monteith, Stupp, & McCracken, 2005); however the majority of these are conceived in wedlock, as the median age of first marriage is about 19 years (Monteith et al., 2005).  Since over 20% of Central American women become pregnant at times when they think they cannot (Monteith et al., 2005), this is an indicator that many women are not always aware of when they are vulnerable to becoming pregnant.
Sexual Behavior

Trends indicate that, across Latin America, the average age of first marriage is rising and age of first intercourse is declining, resulting in more premarital sex (Kostrzewa, 2008).  For females in Mexico, both age at first intercourse and at first birth are inversely correlated with number of years of education (Chávez Galindo, Ana María, Uribe Zúñiga, & Palma Cabrera, 2007).  Comparing median values for women who have not completed grade school to those who at least completed high school, age of sexual initiation ranges from about 17 to over 20 years while age at first birth ranges from 19 to 25 years.  Furthermore, the older a woman is at first childbirth, the fewer children she will have.  In Central American countries, women have median ages of 18 for sexual initiation, 19 for marriage, and 20 for first childbirth (Monteith et al., 2005).  Women in developed countries have similar ages at sexual initiation (Darroch, 2001), but, on average, do not experience first marriage until their mid-20s and first childbirth until their late 20s (United Nations, 2004).
Contraceptive Use

 Rates of contraceptive use have been rising among residents of Latin American countries (Kostrzewa, 2008).  Across Latin America, the reasons cited for not using contraception are primarily: concern with health/side effects, access barriers, and infrequent sexual activity (Sedgh, Hussain, Bankole, & Singh, 2007). Lack of knowledge is also a significant barrier for poor, rural, and less educated women.  Other influences on family planning among Latinos are discussed later.
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In Mexico, three quarters of married women report contraceptive use (Chávez Galindo, et al., 2007).  Of these, permanent and long-term methods are by far the most popular (see Figure A), with almost 65% opting for either a tubal ligation or an intra-uterine device (IUD).  Lack of contraceptive use in Mexico is mainly attributable to lack of knowledge in older women and a desire to become pregnant among younger women.  
 Contraceptive use is lower in Central America (Monteith et al., 2005), but varies by country, with usage rates among married women ranging from 43% in Guatemala to 68% in El Salvador.  Among these women, female sterilization remains the most popular option, with about half of women who use contraception opting for it.  Injectables and oral contraceptives are the next most popular choices and have been increasingly popular over the last decade.  Conversely, IUDs have been losing popularity in every country except Honduras.  
Notably, female sterilization rates in Latin America are much higher than in other parts of the world, chosen by over 15% of married women in many Latin American countries versus less than 5% of married women in most other countries (Macro International Inc, 2008).  Male sterilization (i.e. vasectomy) is not very common worldwide, and is mostly utilized in more industrialized countries (Guttmacher Institute, 2003).  In the developing world, South Asian countries tend to favor male sterilization more than other regions, although it is still much less popular than female sterilization (Macro International Inc, 2008).  Across Latin America, knowledge and usage of vasectomies is very low, and more common among more educated men (Vernon, 1996).  
Abortions are not legal in most of Latin America, except, in some places, in the case of rape, incest, or danger to the mother’s life.   Because of this, most abortions performed in the region are clandestine and under unhealthy conditions (Kostrzewa, 2008).  Central and South America have among the highest rates of unsafe abortion in the world, and, in these regions, abortions account for over 10% of all maternal deaths (World Health Organization 2007).  However, maternal mortality from abortion is low compared to other developing nations, probably due to superior health infrastructure, but still is much higher than in the developed world, where both abortion rates and maternal mortality from abortion are low(World Health Organization, 2007). 
U.S. Latinas












Fertility

In contrast to the relatively high TFRs in Latin America, the TFR of the U.S. has been hovering around replacement rate (2.1 children per woman) for the last 15 years without much variation (Martin et al., 2007).  In fact, the TFR for most racial/ethnic groups in the U.S. has been steady or declining over the past few years (see Figure B).   However, Latinas have the highest rates of fertility of any racial/ethnic group, 2.89 children per woman and are the only major subgroup for which fertility has actually increased.  [image: image7.png]Figure A.
Contraceptive Choice
Among Women in Mexico,
2003

Other
0%

Traditional
methods
11%

Condoms
9%

Injections
6%

Vasectomy
2%





Latinas also have, by far, the highest rates of adolescent fertility (women ages 15-19) of any racial/ethnic group (Frost & Driscoll, 2006).  Furthermore, Latinas represent a disproportionately high share of women of reproductive age, and are especially concentrated on the younger side of the age range, with over half of those in the U.S. being under 30 years old. 
Just as fertility rates vary considerably across Latin American countries (UN, 2007), they also vary across Hispanic subgroups in the U.S (see table 1).  For example, TFR for Hispanics varies from those of Mexican origin at 3.06 children per woman to those of Cuban origin at 1.58 (Martin et al., 2007). Since 64% of U.S.
	TABLE 1

U.S. TFRs by Race/Ethnicity


	TFR (2005)

	U.S. Overall
	2.05

	Non-Hispanic White
	1.84

	Non-Hispanic Black
	2.02

	Hispanic
	2.89

	Mexican
	3.06

	Puerto Rican
	2.14

	Cuban
	1.58

	Other Hispanic
	2.82


Hispanics are of Mexican origin (U.S. Census Bureau, 2008d), high fertility among this largest group has the potential to contribute significantly to population growth. 






           

 






            Source: created from National Vital Statistics Report

 Births: Final Data: 2005 (Martin et al., 2007)
Sexual Behavior
On average, Hispanics in the U.S. begin engaging in sexual activity at slightly later ages than most other groups; medians for the major groups are:  15.8 years for Blacks, 16.6 for Whites, 17.0 for Hispanics and 18.1 for Asians (Upchurch, Levy-Storms, Sucoff, & Aneshensel, 1998).  This is greatly influenced by the fact that, among females, Hispanics are among the latest initiators (17.3 years versus 16.3 for Blacks and 16.6 for Whites)  (Upchurch et al., 1998).  However, while Hispanics may wait longer to initiate sexual activity, they are also much less likely to use any form of contraception than members of other groups (Driscoll, Biggs, Brindis, & Yankah, 2001; Vexler & Suellentrop, 2006).  Thus, over half (51%) of U.S. Latinas become pregnant at least once before their twentieth birthday, as compared to 35% of U.S. adolescents overall (Vexler & Suellentrop, 2006).  Interestingly, acculturation has mixed effects on Latina women; those who have been in the U.S longer are more likely to have more partners and engage in risky behaviors such as oral sex, but are also more likely to use contraception than less acculturated Latinas (Afable-Munsuz & Brindis, 2006).   More acculturated women are also more likely to talk with their partners about sexual health topics (Arroyo & Pinzón, 2006).
Contraceptive Use

Patterns of contraceptive use among U.S. Latinos vary by contraceptive type (Frost & Driscoll, 2006).  For example, Latinas are more likely than the overall population to have been sterilized, be using injectable contraceptives (i.e. Depo Provera), and, most of all, to have been implanted with an IUD.  On the other hand, they are less likely to use oral contraceptives and condoms as well as male sterilization than the general population.  Furthermore, they are more likely to rely on traditional methods, such as withdrawal, than other women.  Foreign-born Latinas are less likely to have had an abortion than whites, blacks (Kaplan, Erickson, Stewart, & Crane, 2001), or US born Latinas (Frost & Driscoll, 2006).
Notably, patterns of sterilization among U.S. Latinos mirror those found in Latin America and may reflect traditional gender roles.  For example, just as rates of female sterilization are high among Latin American countries, nearly a third of adult Latinas in the U.S. using any form contraception have been sterilized (Frost & Driscoll, 2006).  
Conversely, rates of vasectomy are much lower than the population overall, although rates are higher for U.S. born Latinos versus foreign born.   There are many cited reasons for this, including that information about the method is not as widespread as with other groups (Forste, Tanfer, & Tedro, 1995), that low prevalence equates to few vasectomized role models (Forste et al., 1995), and the belief among Latino males that vasectomies will make them less desirable to future partners (Sable, Campbell, Schwarz, Brandt, & Dannerbeck, 2006).  This is exacerbated by the perception that the sexual climate in the U.S. is more liberal than in their home countries; consequently, marriage in the U.S. is perceived as unstable (Sable et al., 2006).
Influences on Family Planning










There are several factors that influence fertility and family planning decisions.  In addition to economic and social factors, there are also several specific phenomena specific to Latino culture to consider.  It is important to have an understanding of the cultural influences on family planning to be able to better serve Latinas (Wilkinson-Lee, Russell, & Lee, 2006).
Money and Schooling

Women with less than a high school education and those under the federal poverty level had much higher rates of unintended pregnancy, especially for Latinas (Finer & Henshaw, 2006).  Latinas who are poor are also much more likely to become pregnant at earlier ages and less likely to get an abortion than more well-off Latinas (Frost & Driscoll, 2006).  Those who grow up in non-poor households likely have more family support for educational attainment than those who are poor (Miller & Moore, 1990).  For those who are poor, the monetary costs of raising a child often inhibit a young mother’s ability to escape poverty (Berry, Shillington, Peak, & Hohman, 2000), which is exacerbated by the fact that many poor live in disadvantages neighborhoods which have few opportunities for monetary or vocational improvement and few role models (Erickson, 1998).
Relationships

Another issue that affects family planning is that of the composition of relationships.   Since adolescent Latinas have the highest birthrate of any racial/ethnic group (Martin et al., 2007), there are two factors disproportionately affecting them that warrant consideration: age discrepancies between partners and adolescent marriage.
First, Latina adolescents are more likely than women of other groups to have significantly (5+ years) older partners (Manlove, Terry-Humen, & Ikramullah, 2006).   Women, particularly teenagers, with older partners are more likely to have initiated sexual activity, less likely to use contraception (Frost & Driscoll, 2006) and more likely to become pregnant as adolescents than those with partners of equal age (Manlove et al., 2006).
Second, Latinas have higher rates of adolescent marriage than other groups (U.S. Census, 2004); 6.6% of Latinas between 15-19 are married, compared to around 2% for Black, White, and Asian adolescent females.  Married adolescent Latinas are twelve times as likely to experience a teen pregnancy as non-married adolescent Latinas (Berry et al., 2000).  Teen marriage also leads to low rates of contraceptive use, higher rates of repeat fertility and decreased likelihood for completing schooling or economic advancement (Cohen, 2004).  Furthermore, young ages of marriage leave adolescents more open to coercion by older partners (Cohen, 2004).
The Church
Another potential influence on family planning practices of Latinos is that of the Catholic Church.  Approximately 70% of Latinos identify themselves as Catholic (Frost & Driscoll, 2006), which has a strict policy against contraceptive use (Wilkinson-Lee et al., 2006).  Despite this, religion has not been found to greatly influence family planning practices among Latinos in the U.S. (Romo, Berenson, & Segars, 2004), and many make choices based on their individual needs (Sable et al., 2006), thus engaging in some form of family planning (Hispanic Reproductive Rights Project, n.d.).
Cultural Influences______________________________________________________________________
There are several cultural phenomena shared by many Latinos that influence family planning decisions.  Of these, machismo, marianismo, familismo, and personalismo are of particular importance.  In addition, the role of the Catholic Church should be considered.
Machismo

One of the more well-known cultural phenomena among Latinos is that of machismo, which refers to the masculinity of men (Galanti, 2003).   Machismo can manifest in positive ways, such as a man working hard and fulfilling his responsibilities, especially taking care of his family.  On the other hand, machismo also often results in engaging in activities to “prove” one’s masculinity, including excessive drinking or the subjugation of women, even to the extent of domestic abuse.  Many Hispanic countries traditionally value a woman’s subjugation (Hispanic Reproductive Rights Project, n.d.). 
 Machismo can affect family planning in numerous ways.  For one, it can lead to men dominating decision-making (in the sense of giving permission to use it (Arroyo & Pinzón, 2006).  Furthermore, in Latin culture, the fathering of children has traditionally been associated with virility (Arroyo & Pinzón, 2006; Sable et al., 2006), thus encouraging men to have large families as testament to their masculinity.  Although such beliefs are slowly diminishing, they stand to exert some influence over family planning practices.  In addition, machismo is a major contributing factor to the aversion Hispanic men often voice to having vasectomies (Sable et al., 2006).  
Furthermore, infidelity is often seen as normal for Latino males (Sable et al., 2006).  Many Latinos associate condoms with disease prevention rather than family planning, and thus are likely to use them during extramarital affairs rather than with their primary partners (Sable et al., 2006) .  “Condoms are associated with promiscuity” (Sable et al., 2006).  Latino males often avoid discussing the topic for fear of accusations of infidelity from their partners (Arroyo & Pinzón, 2006).  Unfortunately, this association also limits Latinas’ freedom to discuss contraception; such discussions can be interpreted as too much interest in or knowledge of contraceptive methods, which is often associated with promiscuity or infidelity (Arroyo & Pinzón, 2006).  
Marianismo

A long tradition of Catholicism in Latin America has contributed to the phenomenon of marianismo, a likening of women to the Virgin Mary.  On the one hand, marianismo can be interpreted as the elevation of motherhood as the ultimate achievement of women, and this emphasis is stronger for Latinos than for any other subgroup ((Driscoll et al., 2001; Smith & Weinman, 1995; Wilkinson-Lee et al., 2006).  On the other hand, marianismo more often refers to the necessity of women to endure abuse, subjugation, and even infidelity, due to economic and social dependence on men (Ehlers, 1991) and to maintain the strength of the family unit by not causing “ripples” (Arroyo & Pinzón, 2006).  This demonstrates the “spiritual verification of their true womanhood” (Ehlers, 1991).   Marianismo could potentially affect family planning by encouraging motherhood (and, conversely, by discouraging contraceptive use) and by condoning female subjugation in the decision-making process.  
Furthermore, high value is placed on children in Latino culture (Smith & Weinman, 1995), so motherhood offers the prospect of higher status within family for young women (Kaplan et al., 2001).  However, 2nd and 3rd generation Latinas tend to have fewer children than 1st generation indicating that increased acculturation and prospects for success outside of childbearing may diminish the desire to be a mother among some young women (Kaplan et al., 2001).  This is further evidenced by the fact that foreign-born Latinas are more likely than U.S. born Latinas to report a pregnancy as intended (Frost & Driscoll, 2006).
Familismo

Latino culture also features a strong emphasis on the importance of family (Smith & Weinman, 1995), called familismo , which stresses interdependence over independence (Galanti, 2003; Kaplan et al., 2001).  Familismo often manifests in collaborative or group decision-making about health decisions rather than by the individual (Galanti, 2003).  “Familismo can be described as a collective loyalty to the extended family that outranks the needs of the individual. Important decisions are made by the extended family, not the individual alone” (Wilkinson-Lee et al., 2006).  The implications of this on family planning are decreased autonomy by women and an increased sense of duty or deferral to their families.
Personalismo
Latino culture also values personalismo, or personalized communication where warmth and trust are built through one-on-one interaction between an individual and a service provider (Vexler & Suellentrop, 2006; Wilkinson-Lee et al., 2006). Personalismo is expected among Latinos utilizing healthcare (Wilkinson-Lee et al., 2006), so women seeking reproductive health care services who feel they are not treated with this sort of warmth report medical encounters to be unsatisfying or uncomfortable and are less likely to return (Arroyo & Pinzón, 2006).  Latinas prefer getting information from places where they felt they were known and welcomed and where greater time would be spent with them talking about the subject (Arroyo & Pinzón, 2006).
 Latinos in Siler City____________________________________________________________
Siler City is a small town located in Chatham County, North Carolina.  In 2000, 40% of the city’s population of 6,966 were Latino, as compared to 9.6% of that of Chatham County overall (U.S. Census Bureau, 2008b).  Census estimates the population of Siler City to have reached 8,500 in 2006 (U.S. Census Bureau, 2008a), although there are no estimates of the percent Hispanic.  Regardless, high rates of immigration and fertility trends indicate the local Latino population to be growing rapidly. 
Demographic Profile 
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The tremendous growth rate in the Latino population is mirrored by rapidly increasing public school enrollment (see Figure C), with the number of Latino students growing steadily over the last 8 years.  Despite high levels of current enrollment of children, the adult population is relatively uneducated, with only 23% of adult Latinos living in Siler City in 2000 having finished high school (U.S. Census Bureau, 2008e).  In addition, an extremely high proportion are foreign born (over 90% of adults), report not speaking English very well (~70%), and are married (~73%).  Furthermore, while the per capita income in Siler City is around $14,000 and over half of residents are homeowners (U.S. Census Bureau, 2008g), for Latinos values are much lower. The per capita income for Latinos in Siler City income was only about $9,000 and only about a third of Latinos owned their own homes (U.S. Census Bureau, 2008e).
In 2000 there were 304 Latino children under 5 in all of Siler City.  By the fall of 2006, there were almost 200 children enrolled in kindergarten alone at Siler City Elementary, of which the majority was Latino (Chatham County Schools, 2008).
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Most (70%) Latinos in Siler City are of Mexican origin (see Figure D) (U.S. Census Bureau, 2008d) as compared to 65% of NC Latinos in NC and 58% of Latinos nationwide (Latino Health Task Force, 2003).  The majority of the rest are from Central America (20%), most notably from Guatemala, El Salvador, and Honduras (U.S. Census Bureau, 2008d). 
Reproductive Health 

Although only 10% of Chatham County’s population was Latino in 2000 (U.S. Census Bureau, 2008f), 30% of births in the county in 2001 were to Latina mothers (NCSCHS, 2008); by 2006, 35% of births in Chatham County were to Latina mothers.  Unfortunately, birth data were only available at the county level, so there is limited data on the fertility trends. Notably, however, 60% of Latinos in Chatham reside in Siler City (U.S. Census Bureau, 2008f; U.S. Census Bureau, 2008g), yet Siler City only represents 14% of the county’s overall population (U.S. Census Bureau, 2008f; U.S. Census Bureau, 2008g).  Since Latinos are highly concentrated in Siler City, so the higher Latina birth rates in the county are also likely concentrated there. 
Overall, the sexual and reproductive behaviors of Latinas in Siler City mirror those of Latinas nationwide.  For women whose medical charts were reviewed, the sexual debut was typically later (average 17.6 years) and the number of lifetime sexual partners low (average 1.68 partners).  Although Latinas generally wait longer to have sex than females of other racial/ethnic groups, reported contraceptive use was low and consistent use even lower, resulting in a short interval between first intercourse and first child (18 months from debut until conception).  Therefore, 50% of Siler City Latinas whose medical records were reviewed had their first child by the time they were 20 years old; by age 25, 84% had given birth.  Unfortunately, 
Contraceptive Use
From 2003-2007, health clinic reports indicate that the numbers of new and retained family planning patients have increased over the past four years, indicating an increase in interest within the community for family planning services.  Of all Latinas reporting contraceptive use, 41% use oral contraceptives, 47% use injectable methods; of the rest, around 5% relied on condoms and 5% getting IUDS.  All other methods were reported in less than 1% of respondents.  
Immigrant Family Planning Initiative









The Chatham Family Resource Center’s (FRC) Immigrant Family Planning Initiative consists of two main parts.  First, funds

 are allocated to both the Siler City Community Health Center (SCCHC) (operated by Piedmont Health Services) and the Chatham County Health Department branch in Siler City.  These funds are earmarked for providing family planning nurses as well as subsidizing contraception specifically for Latina patients.  The second component of the Family Planning Initiative is community outreach through which local Latina women work as lay health advisors, or promotoras, to the community.  The promotoras travel to various neighborhoods with high concentrations of Latinas and go door-to-door speaking with women in the households, leaving them with an informational packet about contraception and making sure they are aware of where to go for family planning services and letting them know that the FRC offers free transportation for medical appointments.  The promotoras also occasionally visited public areas frequented by Latinas (such as laundromats) in order to recruit more women. In 2004, the promotoras began administering a short family planning survey to the women they visited.  

Methods












Statistical data used to inform this paper were obtained via the internet websites of various agencies responsible for creating demographic profile of the United States and of the Latino subpopulation, most notably the United States Census and the World Health Organization.  A literature review was conducted to determine cultural and other influences on fertility, family planning trends and contraceptive use as well as to draw from lessons learned from other family planning initiatives conducted with Latinos.  All sources are highly recognized and reputable organizations (i.e. Census) or come from peer-reviewed journals.

General Trends

Three sources were used to learn about general family planning trends and contraceptive use patterns among Siler City Latinas: an analysis of all family planning surveys conducted by promotoras, a review of medical charts from both the Siler City Community Health Center and the Chatham County Health Department, and reports from both clinics about service utilization.  

The promotoras completed five hundred forty seven surveys between May 2004 and May 2007.  Data from these are kept at the Family Resource Center (FRC) and are summarized and presented here. Because of the highly transient nature of the population, repeat surveys were not an issue.

To further inform this process, medical records were reviewed at both the Siler City Community Health Center and the Chatham County Health Department branch in Siler City.  Medical records of current maternity patients were reviewed as these were the most easily accessible and were kept separate from the bulk of medical records.  Of these, only patients whose charts indicated that they were Latina and whose residences were in Chatham County were included in the chart review.  
Overall, of the 253 women whose records were considered maternity, only 33 (13%) were non-Latina, and, of the remaining, 88 (49%) lived outside of Chatham County, primarily in the town of Asheboro in the neighboring Randolph County.   Ultimately, only 43% (91) of maternity records reviewed at both locations were of pregnant Latina women living in Chatham County, almost all of which (95%) had addresses in Siler City.  A total of 38 charts from the health department and 58 from Siler City Community Health Center were included in analyses.  Records were not completely identical, as those from the health department included information about sexual history that those from the Siler City Community Health Center did not.
Both healthcare facilities receive money from the Initiative and are to report to the FRC the number of Latina family planning patients seen each quarter.  Reports from mid-2003 to mid-2007 were reviewed for usage data.   The Health Department also reports ages of users and current method of contraception of women served.  Since FRC funds are used to fund all family planning efforts at the clinics, these data can also be used to examine the Initiative’s efforts. 

Family Planning Initiative
In addition to clinic reports about service utilization, data were collected specific to women contacted by promotoras.  From June through September of 2007, women who had previously met with a promotora were re-contacted in order to do a follow-up survey.  Because of an error in bookkeeping, women interviewed in 2004 could not be identified.  Of all women who were interviewed in 2005, individual women were selected randomly and their names put on a contact list.  The first step was a call to the women to set up a brief interview time.  Because of the highly transient nature of this population, the majority of phone numbers given in 2005 were no longer in service.  The student intern would then go to the address given in 2005, accompanied by a promotora for safety reasons, to attempt to contact the woman in question.  If there was no answer at the door, they would return on another day and time.  In order to get 29 follow-up surveys, 84 names were identified from the original list, the majority of which could not be reached.  Only one woman declined to participate.  However, it should be noted that at several houses noises were heard inside but no one would answer the door, even on repeated attempts.  The promotoras believe this was due to an immigration-status fed fear of talking with strangers and could have been influenced by the fact that the student intern was Caucasian.
Results













Interviewee Characteristics

Overall, characteristics of interviewed women were similar to those for Siler City Latinos overall.  Seventy-eight percent were from Mexico, and most of the remaining (17%) from Central American countries; only 3% had been born in the U.S.   Their ages range from 15 to 59 years, with a median of 28 years.  Slightly under two-thirds were married and most of the rest single (with divorce rates at 4%).  Median values for duration of residence in the U.S. and Chatham County, respectively, were 6 years and 5 years, with only 2 years being the most common length of stay in either.   On average, the women had completed 8.5 years of schooling and their occupations were generally unskilled, almost exclusively in the local poultry processing industry and homemaking.  Similarly, their partners worked primarily in poultry plants, construction, farm working, and other unskilled jobs.

Fertility

Of the women, 87% had ever been pregnant and the average number of kids for those who had been pregnant was 2.4.  62% report that their last conception was intentional (see figure E); of the rest, less than half were using contraception, leaving 23% of women not desiring to become pregnant yet were not using contraception.  These women would be classified as having an unmet need – that is, that they do not desire pregnancy yet but are not using contraception (Sedgh et al., 2007). 

As for the re-interviewed women, their average age at first birth was 20.  For those having multiple children, the place of birth for each was related to the interval between births.  For example, the average age difference between two foreign-born children was 2.4 years; on the other hand, the age difference between a foreign-born child and a U.S. born child was much greater, 6 years, and is probably attributable to temporary instability and disruption to the mother’s life course caused by immigration.  The average age difference between two U.S. born children was 3.5 years, possibly attributable to greater availability of contraception and programs such as the Initiative that engage in community outreach on the subject.  For instance, one-third of re-interviewed women reported having a family planning appointment during the two years between surveys and about the same amount reported having a pregnancy during that time.
Almost three quarters of the interviewees said they would be happy if they were to become pregnant again is a reflection on the importance of motherhood in Latino culture.
Contraceptive Use
Of the Family Resource Center interviewees from 2004-2007, 90% reported that they approved of contraception, and 84% thought that their partners approved, yet only 46% reported current use.  95% felt comfortable talking with their partners about it.  While 80% felt that they could get their partner to wear a condom if they wanted to, this leaves 20% uncertain or convinced they could not.  When it comes to family planning decision-making, a quarter of the women report that they make the decisions (see Figure F) and 16% are using contraception without their partner’s knowledge.  The majority reported a joint decision-making process, although there is no indication if one partner’s opinion weighs more heavily on decision-making than the other’s.  Almost half of current contraceptive users began using contraception after they moved to Chatham County; this could be a result of increased knowledge and access to contraception in Siler City, although it could also be a  reflection of younger age a time of migration.
While 10% of women felt that contraception was unsafe for a woman’s body, 42% of women felt that contraception was only safe to use sometimes; this indicates that over half of women believe there
 are at least some adverse effects of contraceptive use on their health.  Over half also questioned the efficacy of contraception, with 7% stating it does not work at all and 48% thinking it only works sometimes.  Most women felt their partners approved of contraception and most felt they could get their partner to use a condom if they wanted.

Of the women re-interviewed, over half of reported using contraception, but only a quarter used them every time.  By 2007, over 40% of non-pregnant respondents reported using contraception every time they engaged in sex.   Most of the women reported having tried several different contraceptive methods; however, there was no real difference in the number of women feeling contraception was unsafe or ineffective in 2007 as compared to 2005.
Barriers to Contraceptive Use
Generally, transportation, child care, and inability to pay make Latinas more likely to miss or postpone medical appointments than other groups (Foulkes, Donoso, Fredrick, Frost, & Singh, 2005).  When asked what barriers they had ever (not only currently) encountered, the majority of respondents said none.  Of those listed, transportation as the most common culprit, although contraceptive cost was also a notable barrier.  Although only a small portion reported a past or current partner’s objections as a barrier, this number could be subject to underreporting since Latino culture promotes the subjugation of women and they may feel they are unable or afraid to speak on the topic.  However, since most respondents felt they could get their partners to use condoms, partners may not represent a major barrier to contraceptive use.
The Family Planning Initiative actually addresses both major barriers: financial and transportation.  By design, the Initiative allocates funds to local healthcare organizations to provide low-cost family planning services.  The Family Resource Center also provides free transportation to medical appointments within in Siler City and can offer discounted fares to further away destinations through Chatham Transit.   
Limitations












There are a few notable limitations to this study that should be acknowledged.  First, reproductive health terminology complicated the administration of the surveys, which has been previously cited as a barrier working with Latino populations (Hispanic Reproductive Rights Project, n.d.).  For example, the term “family planning” was problematic in that many respondents were not familiar with it and interpreted it in a variety of ways.  Even after explanations of its meaning, many respondents seemed uncertain.  Furthermore, what constitutes “contraception” was a bit nebulous for many women.  For instance, many would report never using contraception but then revealed they had been sterilized or had an IUD.  As much as possible, answers were adjusted to reflect this, but this was not always possible for previously collected data.  

Second, some analyses were limited by incomplete data.  While the graduate student intern personally administered follow-up surveys and could ensure that all questions were answered in 2007, many older surveys were left with several questions unanswered.   Also, the data were initially collected by the FRC for more qualitative purposes, so quantitative analyses have very limited applications.  Third, the focus of these surveys was of a personal nature, especially questions related to scope of and details of sexual behavior; it is possible that some of the women did not answer honestly for this reason. 

 Fourth, there is a definite selection bias in respondents, with women who feel more comfortable talking about the subject choosing to participate.  Women who know less about the subject, are opposed to it, or are highly subjugated by their husbands many not be adequately represented.  Since women were initially contacted in a convenience sample, geography plays an important part in selection.  Furthermore, that there may be differences between the women who were found in 2007 and those who had moved away and were unable to be located.
Conclusions & Recommendations









The implications of these data are that the number of reproductive-age Latinas in Siler City, NC is increasing as a result of immigration, new births, and the aging of an ever growing population of Latino children.  If their high birthrate is not addressed, then the problem will only grow.  Why is a high birth rate a “problem”?  You need to explain that high birth rates are related to things like less education, lower paying jobs, less economic development, lower home ownership, etc.  You really haven’t made a case for why a high birth rate is problematic.  Without some explanation of why a high birth creates problems, the whole thesis could be interpreted as being racist, e.g., “those people have too many children.”
 It is important to have not only bilingual but also culturally competent practitioners and health educators (Foulkes et al., 2005) to be able to effectively work with the community.  Based on determinants of fertility researched herein and data obtained through the course of this evaluation, the following recommendations are presented to potentially strengthen the Immigrant Family Planning Initiative.  
1. Investigate the possibility of offering/endorsing/subsidizing sterilization services. 

Since female sterilization rates are higher in Latin America than anywhere else in the world, it should be viewed as a culturally acceptable family planning option.  Notably, the fact that female sterilizations tend to be more invasive and has more unintended side effects as well as more costly than other options could make this method seem less appealing for promotion.

While concentrating on offering vasectomies is a tempting alternative, cultural norms and lessons learned from other family planning programs suggest that male sterilization is unlikely to be widely accepted among Siler City Latinos.  Since knowledge of this method is low within the Latino community, some effort towards awareness-raising may be helpful in increasing interest in vasectomies.  Furthermore, since family planning is an arena in which women tend to have more decision-making power, making women aware of vasectomies and their benefits could also serve to increase awareness and consideration of the method among couples.  
In a study of Latin American vasectomy interventions, key factors in a man’s decision to have a vasectomy were: love for one’s wife, concern for her health, and a desire to take more responsibility in the family planning process (Vernon, 1996).  Should any program promoting vasectomies be pursued, these motivations should be emphasized – as well as the obvious benefit of permanently controlling family and its economic benefits.  In addition, the potential for increased sexual pleasure stemming from a lack of worrying about pregnancy (Vernon, 1996) should be emphasized.  For Latin American couples who have considered both male and female sterilization, those choosing vasectomies over tubal ligation did so because of a perception of greater safety and ease, as well as a speedier procedure (Vernon, 1996)
2. Encourage dialogue about sexual health topics between parents and children.
A number of studies have shown that adolescents who can talk openly with their parents about sexual health topics engage in less risky sexual behaviors (Foulkes et al., 2005) and are less likely to become teen mothers (Baumeister, Flores, & Marín, 1995; Driscoll et al., 2001; Smith & Weinman, 1995).  There is a perception that Latino parents do not want to have such discussions (Foulkes et al., 2005), but parents may be more receptive to the idea if they learn that:
there may be less risk of pregnancy among Latina adolescents who receive more information from their parents about sexuality.  This runs contrary to parental fears that this communication will only encourage their daughters to have sex and become pregnant (Baumeister et al., 1995).
Also, dating older men is a factor because of the inherent power differential which may make utilizing contraception more difficult for adolescents (Wilkinson-Lee et al., 2006).  Since a higher proportion of Latina adolescents have significantly older partners (Manlove et al., 2006), educating Latina mothers about the increased risks of dating older men may be a step towards decreasing the acceptability of the behavior.
3. Research desired family size
It would also be beneficial to determine the desired family size of immigrant women in Siler City.  Convincing those who want many children to change their minds may be more difficult than convincing those who do not to make an active choice to prevent it.  Rather than making the primary aim of the Initiative to lower desired fertility, focus would be better placed on those women unmet need – that do not desire pregnancy but are not using contraception.  One key step to this is to make women aware of their risk of getting pregnant, as many feel as though they are not at risk (Sedgh et al., 2007).  Another is to correctly assess women’s potential fertility and contraceptive use; one way to do this is to use the following model: 
Figure G: Possible framework to be Used When Having Family Planning Visits with Women
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Source: (Jain, 1999).

4. Promote correct contraceptive use

One study found that focusing on improving use among current contraceptive users is more effective than trying to convert non-users (Jain, 1999). A striking number in the data was the 15% of women surveyed who reported contraceptive failure leading to pregnancy.  Since, depending on the type, properly used contraception is 85%-97% effective at preventing pregnancy (Romo et al., 2004), these numbers suggest that many Latinas are not using them properly.   Certainly, the Family Planning Initiative could shift to place more emphasis on advocating for proper and continuous contraceptive use among current users. 
5. Get the Message Straight

It is of particular importance that many Latino men and women associate discussions of contraception with infidelity and are thus afraid to broach the subject with their partners (Arroyo & Pinzón, 2006).  If these beliefs persist, then no amount of education about types of methods will be sufficient to significantly affect fertility rates.  It is important to emphasize cultural strengths (Wilkinson-Lee et al., 2006) rather than perceived weaknesses.  For example, to communicate strong, clear, positive messages about contraception that associate it with a desire to protect and better provide for one’s family out of love. 
Furthermore, there are many misconceptions about specific contraceptive methods that inhibit their perceived desirability, such as reduced pleasure from condom use and long-term use of certain contraceptives causing sterility (Arroyo & Pinzón, 2006).  These and other myths must be dispelled if the promotion of contraceptive methods is to be successful.  Asking women about their beliefs regarding contraception during FRC interviews would help to identify the specific misconceptions that need to be addressed among Siler City Latinos.
6. Get Men Involved
Although many women report that their partners are involved in the decision-making process, often their input is minimal.  Men’s participation is often limited to giving permission for contraceptive use and providing transportation and payment for methods (Arroyo & Pinzón, 2006).  Men report knowing little about contraception and believing it to be mostly up to the woman since most methods are female-controlled (Arroyo & Pinzón, 2006).  Focus groups conducted with Latinos indicate that 
Latino males generally only take responsibility for contraception (i.e. using a condom) when the female, for whatever reason, cannot (Arroyo & Pinzón, 2006).  Compared to females, males know relatively little about contraceptive methods or how they work (Arroyo & Pinzón, 2006).  If females truly consult with their partners about contraceptive choices, men could better assist them if they were knowledgeable about different methods, and encouraged to take responsibility for participation in decision-making and contraceptive use.
7. Advocate for More Comprehensive Sexual Education Classes

Comprehensive sexual education in schools and other community settings is a method for the dissemination of information about sexual health and effective contraceptive use (Darroch, 2001).  Comprehensive sexual education has not been shown to reduce or delay sexual activity, but it has been shown to increase the proportion of sexual encounters involving contraception, and so has the potential to reduce adolescent pregnancy rates (Darroch, 2001).  However, North Carolina public schools maintain an abstinence-only sex education program (Public Schools of North Carolina, n.d.) with limited information given about contraception.  Despite this, advocating for more comprehensive sexual education is suggested because it has the potential to affect sexual behavior of all adolescents by increasing utilization of contraception.
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�Are these U.S. federal government funds?  Or do they come from other sources?  In any event, indicate the source of the funds if possible.


�Bill?  I know some of the funds are from a CDC grant.  Anything else?


�Did you ask or did the women say what some of the adverse effects are?  What do they see as the adverse effects?
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