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Reproductive justice is the human right to maintain per-
sonal bodily autonomy, have children, not have children,
and to parent children in safe and sustainable communi-
ties. Historically, marginalized individuals have experi-
enced reproductive oppression in multiple forms. This
oppression continues in modern times through health
policy and patient-clinician communication. To combat
this, the framework of reproductive justice outlines four
key actions: analyzing power systems, addressing
intersecting oppressions, centering the most marginal-
ized, and joining together across issues and identities.
Primary care clinicians have a unique role and responsi-
bility to carry out these four key actions in order to provide
patient centered reproductive care. To translate reproduc-
tive justice into clinical practice, clinicians care can use
reflective practice, the framework of cultural humility,
and the concepts from the explanatory model of illness.
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INTRODUCTION

Reproductive justice is the human right to maintain personal
bodily autonomy, have children, not have children, and to parent
children in safe and sustainable communities.1 This term
emerged from Black feminist scholars in response to the
women’s rights movement, which was largely led by affluent,
white women and did not adequately advocate for those margin-
alized. Today, it is a multi-cultural movement to highlight the
critical role of access to reproductive care, calling attention to the
fact that without access to information or options there is no
“choice.” In addition to services like contraception or abortion,

reproductive justice highlights access to sex education, sexually
transmitted infection prevention and treatment, preconception
care, and prenatal care. The reproductive justice framework
addresses the intersecting structural barriers to reproductive
health, such as intimate partner violence, opportunity gaps, and
financial and structural confinement unsafe for individuals.
For individuals marginalized by their identities, associations,

experiences, and environment,2 reproductive justice has been
denied by our medical system. From enslavement to modern
day, there are policies and practices that demonstrate devaluing
lives of marginalized populations, such as medical experimenta-
tion on Black bodies without consent, forced sterilization of
Indigenous people or those who are (dis) abled or incarcerated,
and policies that prevent women who receive government assis-
tance from having more children.3, 4 Patients of color regularly
encounter racism in accessing family planning services,5, 6 and
clinicians are more likely to recommend limiting family size and
the use of long-acting reversible contraceptive (LARC) methods
for patients of color or perceived lower socioeconomic status.7

These patterns of behavior in medicine are evidence of the
devaluing of marginalized lives in favor of a white majority.
To achieve reproductive justice, four key actions have been

identified: analyze power systems (identifying and eradicating
macro and micro forms of dominance), address intersecting
oppressions, center the most marginalized, and join together
across issues and identities.1 In addressing these four key
actions in the context of primary care, clinicians must recog-
nize how power is denied and restore it to marginalized
individuals. Engagement in reflective practice on clinician
identities can highlight how clinicians’ own values may bias
patient care. By truly partnering with patients in their repro-
ductive health, clinicians can center care around patients’
identities, lived experiences, and values.
We propose that the framework of cultural humility8 and

the concepts behind Arthur Kleinman’s explanatory model of
illness9 can be used to promote reproductive justice in primary
care. In this paper, we outline these concepts for patient-
centered communication as they relate to reproductive justice.
We use clinical cases to illustrate common scenarios in pri-
mary care where access to sex education, pregnancy care, or
parenting support have historically been withheld or limited,
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and offer suggestions for identifying and re-centering care
around patient-stated values. Creating shared language and
mental models of reproductive health with each patient can
help illuminate barriers to accessing desired services and give
clinicians patient-defined tools to disrupt reproductive
oppression.

FRAMEWORKS FOR REPRODUCTIVE JUSTICE IN
PRIMARY CARE

Primary care clinicians are often the first point of contact with
the health system. Attention has been given to the role primary
care clinicians play in reproductive counseling,10 with recom-
mendations to address this at least yearly.11 Layering the histor-
ical context and disparities of marginalized people, there are
barriers to patient trust when providing reproductive counseling.

Some tools already exist for patient-centered discussions
about reproductive intentions in the primary care setting. One
Key Question®12 (OKQ) and PATHQuestions13 (Table 1) are
open-ended questions to understand patient intentions and
avoid assumptions. OKQ (Would you like to become pregnant
in the next year?) is a way for clinicians to ask patients about
pregnancy. However, the question is phrased for a yes/no
answer and includes a 1-year timeframe which may not be
meaningful to patients,14 as up to one in four US reproductive
age women feels ambivalent about pregnancy.15 The PATH
questions seek to understand patients’ reproductive goals by
asking about their parenthood/pregnancy attitude, timing, and
prevention. While the open-ended nature of the PATH ques-
tions aligns with patient-centered approaches,14 these ques-
tions are limited in their ability to foster understanding of an
individual’s baseline knowledge, or to examine the larger
social or cultural contexts and intersecting forms of oppression.

Table 1 Patient-Centered Reproductive Health Frameworks

Explanatory Model9 One Key
Question®12

PATH Questions*13 Additional questions

Concepts Questions

Shared language What do you call your problem?
What name does it have?

What questions do have about
fertility, pregnancy, or sexual
activity and reproductive health?

Etiology What do you think has caused
your problem?

Is there anyone you would like to
include or exclude from this
discussion?

Timing Why do you think it started when
it did?

Would you like to
become pregnant in
the next year?

Timing if desiring future
pregnancy– When do you
think that you might like to
have (more) children?

How important is it to you to be
able to plan or time (spacing
between) your pregnancies?

Is there anyone in your life who is
trying to influence your decisions
about (sexual activity, pregnancy
or contraception)?

Pathophysiology What do you think the sickness
does? How does it work?

What questions do you have about
how contraceptive methods work
or what they do in your body?

What is your understanding of
how your medical issues might
impact pregnancy (or
contraceptive choice)?

Severity/course How severe is it? Will it have a
long or a short course?

What impact would a pregnancy
now have for you?

Fears What do you fear most about
your sickness?

What fears or concerns do you
have about contraception,
pregnancy, or parenting?

Feelings/ideas What are the chief problems the
sickness has caused for you?

Parenthood/pregnancy
Attitude – Do you think you
might like to have (more)
children at some point?

Treatment/
expectations

What kind of treatment do you
think you should receive? What
are the most important results
you hope to receive from the
treatment?

What is the most important thing
you want your contraceptive
method to do for you?

What do you hope for your
pregnancy (or for when you are a
parent)?

*Note that PATH questions are intended to be asked in order of “Pregnancy Attitudes, Timing and ‘How important’” but are presented out of order
here to highlight the concepts of the explanatory model that each falls into
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For further exploration of patient values, cultural humility
and the explanatory model can be applied as an extension of
the above frameworks to develop a deeper understanding of
patients’ perspectives. The concept of cultural humility is
maintaining “an interpersonal stance that is other-oriented (or
open to the other) in relation to aspects of cultural identity”
that an individual prioritizes.16 Clinicians can apply cultural
humility to promote the four actions of reproductive justice by
identifying reproductive values with the goal of fostering
autonomy and demonstrating respect for patients. Cultural
humility maintains the patient as the expert in their health,
prioritizing the patient’s own explanation of their health in
shared decision making.
The explanatory model seeks to bring the patient’s voice to

the forefront with eight questions that explore patients’ feel-
ing, ideas, fears and expectations regarding the five domains
of illness: etiology, timing, pathophysiology, course of sick-
ness, and treatment (Table 1).17 While the explanatory model
was developed for cross cultural communication about dis-
ease, these domains can be applied to preventive and repro-
ductive health. Each patient’s own explanatory model influ-
ences their openness to preventive and treatment-seeking
health behaviors18 and is crucial for clinicians to juxtapose
with their own explanatory model of a patient’s health. With
this approach, clinicians can assess reproductive values,
matching other aspects of primary care (medication choices,
for example) and ensuring access to services that work to-
wards reproductive justice.

REFLECTIVE CASES

Below are clinical scenarios applying the four tenets of repro-
ductive justice. We offer reflection questions for clinicians to
analyze power systems, considerations to acknowledge
intersecting oppressions, and approaches to center the most
marginalized and join together across issues and identities.

37-Year-Old Black Woman Who Experiences
Homelessness and Takes Lisinopril for Well-
Controlled Hypertension Is Considering but
Uncertain About Becoming Pregnant

Refection Questions. What do you tend to think of people
who are experiencing homelessness? What personal beliefs do
you have about when and where children should be parented?
What information are you assuming this woman has about her
medical conditions or her medications? Can you relate to her
ambivalence or is it uncomfortable for you not to have a “yes”
or “no” answer?

Considerations.The history of reproductive coercion of Black
bodies in the USA5 lays a foundation for power dynamics in

this interaction and highlights the intersecting oppressions of
race and homelessness. Clinicians may have personal beliefs
about when and where children should optimally be parented,
which may not align with the circumstances of patients’ lives
or values. Given the use of a teratogenic medication and
housing instability, a clinician may open a conversation
about pregnancy planning with, “What are you using for
contraception?” inadvertently implying that the clinician may
not believe pregnancy to be acceptable. Some may also feel
compelled to “help her resolve” her ambivalence, but this may
also be experienced as coercive or dismissive of her values.

Approaches to Reproductive Justice. Routinely asking
patients on teratogenic medications OKQ (at the time of
initial prescription and refill) can open the door to a
discussion about pregnancy intention, and align care to her
goals, potentially switching the medication, for example.19

Alternatively, using the explanatory model to understand
what kind of treatment she wants to receive for her blood
pressure, and what results she hopes for, may identify that
she wants a medication that would be safe in pregnancy as
well as in the context of her housing status. Clinicians may
ask, “What do you hope for your pregnancy or for when you
are a parent?” (Table 1) to elicit paths to partner with her in
pregnancy and support her in parenting, ambivalence, and
reproductive values.

31-Year-Old Indigenous Woman with
Cognitive Impairment Is in a Stable
Relationship and Interested in Preventing
Pregnancy Now but Wants Children in the
Future

Reflection Questions. What are your beliefs about the
capabilities of people with cognitive impairment? How
might these beliefs impact your approach to reproductive
counseling? What information do you assume she might
have about sexual activity, pregnancy, or contraception?

Considerations. Historical practices routinely excluded
individuals with (dis) abilities from parenthood and denied
autonomy over their reproductive lives.3 Today, people with
(dis) abilities are routinely left out of basic sexual education20

and report difficulty in finding clinicians who understand the
interplay between (dis) ability and reproductive health.21

Biases regularly encountered by patients with (dis) abilities
and implied in this exclusion are the beliefs that individuals
with (dis) abilities are not sexually active, are not entitled to a
safe and healthy sex-life, and are not able to parent.22 Given
documented high rates of sexual abuse in women with disabil-
ities,23 clinicians should also consider whether there are peo-
ple trying to influence patients’ decisions about sexual activ-
ity, pregnancy, or contraception.
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Approaches to Reproductive Justice. Clinicians can open the
door to this discussion with a question to define common
language and assess patient understanding by asking, “What
questions do you have about fertility, pregnancy, or sexual
activity and reproductive health?” (Table 1) or using PATH
questions to assess attitudes and orientation towards pregnan-
cy. Given disparities around sexual abuse and coercive power
dynamics,24 this may also be an opportunity to ask, “Is there
anyone you would like to include or exclude from this discus-
sion?” (Table 1) when exploring her decisions about sexual
activity, pregnancy, or contraception. If she desires contracep-
tion, clinicians can ask what is important to her about her
method25 to develop a lasting, trusting relationship and ensur-
ing they will continue to care for this patient through contra-
ception and preconception when she feels ready.

22-Year-Old Latinx Transman with Uterus and
Ovaries Present and Not on Hormone Therapy
Wants to Become a Parent in the Next Year

Reflection Questions. What is your existing knowledge base
for providing reproductive counseling to trans* people? What
assumptions might you make around trans* people and desire
for pregnancy? How might you offer routine preventive
healthcare to patients with a trauma-informed approach?

Considerations. Trans* people have the same range of
reproductive intentions and desires as non-trans* individuals.
Assuming that male gender identity precludes a desire for
pregnancy is a missed opportunity to understand and align
with a patient’s care goals. Trans* people may avoid
healthcare facilities due to history of trauma as well as
clinicians’ lack of understanding of their health concerns.26

Trans* people report the need for more supportive resources
and to educate their clinicians on their reproductive health.26, 27

Approaches to Reproductive Justice. Asking about his
pregnancy intentions using OKQ® or the PATH questions is
one way to open a non-judgmental dialog, hear him discuss
preferred reproductive terms, and build a trusting relation-
ship.28 Individuals should be counseled about fertility preser-
vation prior to pubertal suppression or treatment with gender
affirming hormones.29 Clinicians can ask “What impact would
a pregnancy now have for you?” to learn about the patient’s
reproductive values in the context of his identity. Using the
explanatorymodel concepts to understand patient hopes, fears,
and concerns about pregnancy, clinicians may learn that this
patient is fearful of pregnancy exacerbating his gender dys-
phoria.30 Clinicians can support this patient in his desire for
parenthood by ensuring routine preconception care and
counseling, along with providing appropriate resources to
address his fears. Combining trauma informed care in the
context of gender dysphoria along with principles of cultural

humility, clinicians can join with this patient across issues and
identities to empower him in his health.

CONCLUSION

Primary care clinicians have a critical role as partners in
assembling the foundation for patients’ reproductive values
and supporting patients’ freedom to decide if, when, and how
often to have children, and where and how to parent them.
Clinicians have a responsibility to identify and examine their
own assumptions, values, and biases, and actively work to
provide patient-centered reproductive counseling that supports
the human right to reproductive justice. Cultural humility and
the explanatory model offer an extended framework for cen-
tering patient values, experiences, expectations, and goals. In
doing so, clinicians hold the opportunity and honor of
empowering all patients in their health.
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