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Context: Publicly funded family planning clinics are a vital source of contraceptive and repro-
ductive health care for millions of U.S. women. It is important periodically to assess the number
and type of clinics and the number of contraceptive clients they serve.

Methods: Service data were requested for agencies and clinics providing publicly funded fam-
ily planning services in the United States in 1997. The numbers of agencies, clinics and female
contraceptive clients were tabulated according to various characteristics and were compared
with similar data for 1994. Finally, county data were tabulated according to the presence of fam-
ily planning clinics and private physicians likely to provide family planning care and according
to the number of female contraceptive clients served compared with the number of women need-
ing publicly funded care.

Results: In 1997, 3,117 agencies offered publicly funded contraceptive services at 7,206 clinic
sites. Forty percent of clinics were run by health departments, 21% by community health cen-
ters, 13% by Planned Parenthood affiliates and 26% by hospitals or other agencies. Overall,
59% of clinics received Title X funding. Agencies operated an average of 2.3 clinics, and clinics
served an average of 910 contraceptive clients per year. Altogether, clinics provided contra-
ceptive services to 6.6 million women—approximately two of every five women estimated to
need publicly funded contraceptive care. The total number of providers and the total number of
women served remained stable between 1994 and 1997 at the local level, however, clinic turnover
was high. Some 85% of all U.S. counties had one or more publicly funded family planning clin-
ics; 36% had one or more clinics, but no private obstetrician-gynecologist.

Conclusions: Publicly funded family planning clinics are distributed widely throughout the Unit-
ed States and continue to provide contraceptive care to millions of U.S. women. Clinics are some-
times the only source of specialized family planning care available to women in rural counties.
However, the high rate of clinic turnover and the lack of significant growth in clinic numbers sug-
gest that limited funding and rising costs have hindered the further expansion and outreach of
the clinic network to new geographic areas and hard-to-reach populations.
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taining contraceptive or other repro-
ductive health care visited a clinic that
received public funding for family plan-
ning services.! This network of clinics is
an especially important source of family
planning care for millions of American
women who are at high risk of unintend-
ed pregnancy and who are unable to af-
ford reproductive health care on their
own. Women obtaining care from publicly
funded family planning clinics are typi-
cally eligible for fully or partially subsi-
dized care, usually because their family
income is less than 250% of the federal
poverty level or because they are teen-
agers. Almost three in four are younger
than 30, and about 70% are unmarried.?
Family planning clinics are extremely
diverse. They are run by a variety of agen-

In 1995, one in six American women ob-

*County-level tabulations of these data are available from

The Alan Guttmacher Institute at
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cies, including health departments, hos-
pitals, Planned Parenthood affiliates and
community or migrant health centers, as
well as various agencies (such as women’s
clinics or community-based health clin-
ics) that are not affiliated with other
provider types. Their funding comes from
public and private sources that support
family planning and other clinic services.
Public sources include Title X family plan-
ning funds, Medicaid reimbursements,
Maternal and Child Health (MCH) and
Social Services block grants, and Bureau
of Primary Health Care funds (e.g., com-
munity or migrant health center funds),
as well as state and local funds. Private
sources include patient fees, donations
and insurance receipts.

Finally, clinics that provide publicly
funded family planning care usually offer
other services, including preventive and
specialized reproductive health care such
as Pap tests and pelvic exams; testing and

treatment for sexually transmitted dis-
eases; prenatal and postnatal care; and in-
fertility testing, counseling and treatment.
Some offer primary care as well.?

This article assesses the type and the ge-
ographic distribution of publicly funded
family planning clinics and their capaci-
ty to meet the contraceptive service needs
of American women. We present data ob-
tained from a complete enumeration of all
publicly funded family planning clinics
and clients in the United States in 1997 and
examine changes since 1994, when data
from the last such enumeration were col-
lected.* Data are presented as national to-
tals and, in some cases, by region and
state.* The importance of clinics at the
local level is assessed by presenting the
percentage of counties in each state that
have clinics and the percentage that have
a clinic, but no private obstetrician-gyne-
cologist or family practice doctor, and by
the ratio of the number of women served
in publicly funded clinics to the number
of women in need of publicly funded con-
traceptive services.

Methodology

Data Collection

Service data were collected for every
agency and for each of its clinic sites that
provided publicly funded family planning
services in 1997 in all 50 states and the Dis-
trict of Columbia, as well as in six Pacific
and two Caribbean territories of the Unit-
ed States. The methodology and defini-
tions used for this study, which are simi-
lar to those used in previous surveys,’ are
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described fully elsewhere.* Basically, fam-
ily planning agencies are defined as or-
ganizations that have operating respon-
sibility for clinics where contraceptive
services are provided. An agency quali-
fies for inclusion in the universe of pub-
licly funded family planning agencies
only if it offers contraceptive services to
the general public and provides those ser-
vices free of charge or at a reduced fee to
at least some of its clients, or subsidizes
its services with the receipt of public funds
(including Medicaid). This definition ex-
cludes private physicians and health care
centers serving only restricted popula-
tions, such as health maintenance orga-
nization enrollees, students, veterans and
military personnel. It includes sites that
provide only education and counseling
and dispense only nonmedical contra-
ceptive methods if the sites maintain in-
dividual charts for contraceptive clients.

Data collection focused on identifying
all publicly funded family planning agen-
cies and clinic sites that provided contra-
ceptive services in 1997 and on obtaining
information for that year on the total num-
ber of female contraceptive clients and the
number of female contraceptive clients
younger than 20 served at each site and on
clinic receipt of Title X funds. To identify
all agencies and clinics fitting our defini-
tion, we began with the universe identi-
fied in the 1994 enumeration.® Using a va-
riety of sources, including lists of Title
X-—supported clinics, Planned Parenthood
Federation of America clinic directories
and lists of community and migrant
health centers from the Bureau of Prima-
ry Care,” we then added and updated ad-
dresses and names of potential agencies
and clinics.

We mailed requests for service data to
all Title X grantees and to state family
planning administrators—which often

*For a full description of the definitions provided dur-
ing data collection, see The Alan Guttmacher Institute,
Expanded methodology for the 1997 census of publicly
funded family planning clinics, unpublished background

document, 2001, available at

tFor additional details on the data collection process, see
The Alan Guttmacher Institute, Expanded methodology
for the 1997 census of publicly funded family planning
clinics, unpublished background document, 2001, avail-

able atkwww.agi-usa.org>.

fFor hospital-based clinics, the number of beds was in-
cluded in estimating the number of clients served.

§Data on private physicians are not available for 1997
from the Area Resource File, so we used data for 1998.
In addition, data on private practitioners are not avail-
able for counties in Alaska and for 36 individual coun-
ties (cities) in Virginia. Thus, the total number of coun-
ties with data on both clinics and private practitioners is
3,074. Territories are not included.
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collect data for clinic sites falling within
their jurisdictions—and to about 2,000 in-
dividual agencies. We followed up non-
respondents through additional mailings,
faxes and phone calls. Title X grantees and
state family planning administrators pro-
vided client data for 4,232 family planning
clinics, and nearly 1,000 individual agen-
cies reported data for an additional 1,980
family planning clinics. We telephoned all
agencies for which we received no data to
confirm that they provided publicly fund-
ed family planning services.t

Estimating Missing Data

We identified 3,117 agencies and 7,206
clinics that had provided publicly fund-
ed family planning services in 1997. Over-
all, the number of female contraceptive
clients was reported for 86% (6,212) of all
family planning clinics. The remaining
14% (994 clinics) did not or could not pro-
vide or estimate the number of family
planning clients they served. For these
sites, we used two methods to estimate
how many clients had been served in 1997.
For 5% of clinics, we estimated that the
number was the same as that reported to
AGlIin earlier surveys, most commonly in
1994. No earlier data were available for the
remaining 9% of clinics, so we estimated
the number of female contraceptive clients
served as the average number served by
similar clinics (defined as those in the
same region, of the same Title X funding
status, metropolitan or nonmetropolitan
status and provider type). Most of the
sites whose client numbers were estimat-
ed using this method were community or
migrant health centers or hospitals; none
were funded by Title X.

Overall, we used these procedures to es-
timate 10% of all female contraceptive
clients enumerated; for teenagers, the total
percentage estimated was 14%. This dis-
crepancy occurred because some clinics
could provide total client numbers, but
did not have separate figures for teenage
clients. For these sites, we used the aver-
age percentage of total clients represent-
ed by teenagers at similar sites to estimate
the number of teenage clients.

Data Analysis

In the following analyses, we present data
for agencies, clinics and clients according
to the type of provider responsible for clin-
ic operations. Providers are classified as
health departments (including state, coun-
ty, district or local health departments),
hospitals, Planned Parenthood affiliates,
community or migrant health centers (in-
cluding only clinics that report or are list-

ed as receiving Bureau of Primary Care
329 or 330 funds) or “other” agencies—
community-based clinics that receive
other Bureau of Primary Care funds, in-
cluding those listed as Federally Qualified
Health Center Look-Alike sites,® or other
women’s centers or primary care clinics
that are not affiliated with any of the other
provider types. We also present data ac-
cording to whether sites received Title X
support, by metropolitan or nonmetro-
politan location (defined according to met-
ropolitan designation of the county in
which they are located) and by region (ac-
cording to the 10 federally designated re-
gions of the country).

Additional Data Sources

We used the 1998 Area Resource File® to
classify counties according to the presence
of private physicians likely to provide
family planning care. This file contains
county-specific counts of the number of
private obstetrician-gynecologists and
family practice physicians—the two
physician specialties most likely to pro-
vide contraceptive care.§ We determined
the proportion of counties, nationally and
by state, with a clinic, with a Title X—fund-
ed clinic, and with clinics but without pri-
vate providers. Finally, we present previ-
ously published estimates of the number
of women in need of publicly funded con-
traceptive services in each state (1995 es-
timates)!? and compare these with the
number of women served by publicly
funded providers in 1997.

Limitations

Although we used rigorous methods to
obtain accurate information on publicly
funded clinics and the number of contra-
ceptive clients they serve, several limita-
tions may affect our interpretation of these
data. First, we believe this to be a near-
complete count of all providers fitting our
definition; nevertheless, given the rapid
changes occurring in health care provision
generally, we may have inadvertently
omitted a small number of qualified sites.
Second, some agencies, generally hospi-
tal outpatient departments or communi-
ty or migrant health centers, provided us
with estimates of contraceptive clients
served per year because they did not have
documented service figures. Finally, for
about 14% of clinics, we estimated the
number of clients based on either prior
data or the experience of similar clinics.
Each of these steps may have introduced
error into the final counts of providers and
contraceptive clients. Although the po-
tential level of error from these factors is
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unlikely to influence the national or state-
level estimates of contraceptive clients, it
may have greater implications for coun-
ty-level estimates.

In addition, these data provide infor-
mation only on the number of women
who obtain care from publicly funded
clinics. Women who obtain publicly fund-
ed care (for example, care paid for by
Medicaid) from private physicians are not
included in our analysis. Thus, presenta-
tion of the ratio of women served at pub-
licly funded clinics to women in need of
publicly funded contraceptive care does
not fully reflect women’s use of such care.

Results

National Estimates

The total number of publicly funded
providers offering clinic-based contra-
ceptive care to American women re-
mained stable between 1994 and 1997. In
1997, 3,117 agencies administered services
at 7,206 clinic sites where publicly fund-
ed contraceptive services were offered; in
1994, those figures were 3,119 and 7,122,
respectively. Altogether, 6.6 million
women obtained contraceptive services
from these providers in each year.

* Agencies. The distribution of family plan-
ning agencies by provider type remained
roughly the same over the four-year in-
terval, with nearly half of all agencies being
health departments; hospitals, communi-
ty or migrant health centers and “other”
agencies each accounted for about one in
six agencies, while only one in 20 agencies
were Planned Parenthood affiliates (Table
1). The number of family planning agen-
cies that were hospitals or Planned Par-
enthood affiliates fell by 12-14% between
1994 and 1997, and the number that were
community or migrant health centers grew
by 8%; the number of health department
agencies remained about the same. Final-
ly, as in 1994, approximately six in 10 agen-
cies reported receiving Title X funding in
1997; 56% had received Title X funds at all
of their clinics and 5% at some clinics (data
not shown).

*Clinics per agency. Overall, in both 1994
and 1997, family planning agencies ran an
average of 2.3 clinics, with 60% of agen-
cies responsible for only one clinic, near-
ly 30% responsible for 2—4 clinics and
about 10% operating five or more clinics
(data not shown). The average number of
clinics per agency, however, varied sub-
stantially by agency type. In 1997, the av-
erage ranged from 1.6 clinics per hospital
agency to 6.7 clinics per Planned Parent-
hood affiliate, with health departments,
community or migrant health centers, and
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Table 1. Number and percentage distribution of publicly funded family planning agencies and
mean number of clinics per agency in 1994 and 1997, and percentage change between those
years, by provider type and Title X funding status

Type and funding Agencies Net change Mean no. of clinics per agency
1994 1997 inN
N % N % % 1994 1997 % change
in mean
All agencies 3,119 100.0 3,117 100.0 -0.1 2.28 2.31 1.2
Provider type
Community/migrant
health center 513 16.4 553 17.7 7.8 2.38 2.72 14.5
Health department 1,413 45.3 1,429 45.8 1.1 2.21 2.03 -8.1
Hospital 534 171 468 15.0 -12.4 1.47 1.62 10.5
Planned Parenthood 159 5.1 137 4.4 -13.8 5.89 6.66 13.0
Other 500 16.0 530 17.0 6.0 212 2.13 0.7
Title X funding
Yes* 1,868  59.9 1,894 60.8 1.4 2.25 2.25 0.0
No 1,251 40.1 1,223 39.2 -2.2 2.33 241 3.2

*Receives Title X funding at some or all agency sites.

“other” agencies averaging 2.0-2.7 clin-
ics per agency (Table 1). Between 1994 and
1997, the average number of clinics per
agency decreased from 2.2 to 2.0 for health
departments, while it increased or re-
mained stable for all other types of agen-
cies. The average number of clinics per
Planned Parenthood affiliate climbed from
5.9in 1994 to 6.7 in 1997, and the average
per community or migrant health center
rose from 2.4 t0 2.7.

*Clinic network composition. The number of
health department agencies providing
publicly funded contraceptive services
changed little between 1994 and 1997. Ne-
vertheless, because of the decline in the av-
erage number of clinics per health de-
partment agency, the percentage of all
clinics run by health departments fell from
44% in 1994 to 40% in 1997, a net decline
of 7% (Table 2, page 116). Conversely, the
percentage of all clinics providing family
planning care that were run by community
or migrant health centers rose from 17%
in 1994 to 21% in 1997, a net increase of
23%. This increase reflects both a rise in the
number of community or migrant health
center agencies providing family planning
services and an increase in the number of
clinics per agency that offer family plan-
ning care. On the other hand, the relative-
ly small decrease in the number of clinics
run by hospitals and Planned Parenthood
affiliates (3% each, compared with the
12-14% decrease in agency numbers) re-
flects a general pattern of consolidation of
clinics into fewer agencies, rather than
large reductions in clinic sites.

*Clinic turnover. The turnover among clin-
ics of all types was substantial, with about
one clinic out of seven overall closing or
discontinuing family planning service

provision between 1994 and 1997 and a
similar number of new sites opening or
initiating family planning service provi-
sion (Table 2). Some 990 clinics included
in the 1994 census of publicly funded fam-
ily planning providers were no longer
available to women in 1997: About 46%
had stopped offering family planning ser-
vices, while 54% had closed their doors al-
together (data not shown). Health de-
partments reported the largest number of
clinics terminating family planning ser-
vices over the period (390); of these, 44%
remained open but stopped providing
family planning services and 56% closed
altogether. Among hospital and commu-
nity health center clinics that no longer of-
fered family planning services, most re-
mained open and continued to provide
other heath services. In contrast, virtual-
ly all of the Planned Parenthood sites that
had terminated contraceptive services had
closed altogether.

These terminations of service reflect a va-
riety of circumstances—consolidations or
mergers of agencies; new organizations or
agencies assuming control of clinic services
and closing or restructuring service deliv-
ery sites; and, in a few states, widespread
closing of health department clinics due to
shifts away from direct service provision
by the state health department. Some agen-
cies reported that some of their sites had
closed or stopped providing family plan-
ning services, but that the agency had
opened new sites. In other cases, clinics had
been taken over by a different agency or or-
ganization; these are categorized in Table
2 as reclassified clinics. For example, some
health department clinics had been taken
over by local hospitals and reopened as
satellite clinics of the hospital.
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Table 2. Number and percentage distribution of publicly funded family planning clinics in 1994
and 1997, percentage change between years and numbers of clinics that closed and opened

between 1994 and 1997, by selected characteristics

Characteristic 1994 1997 Net change Clinic turnover, 1994-1997
Closed* Opened* | Reclas-
N % N % N % | N N stfiedf

Total 7,122  100.0 | 7,206 100.0 84 1.2 | 990 1,074 na
Provider type
Community/migrant

health center 1,219 171 1,504 20.9 285 23.4 | 193 458 20
Health department 3,124 43.9 2,902 40.3 —222 =71 390 187 -19
Hospital 784 11.0 759 10.5 —25 -3.2 | 153 111 17
Planned Parenthood 937 13.2 912 12.7 -25 2.7 97 61 11
Other 1,058 149 | 1,129 15.7 71 6.7 | 157 257 —29
Title X funding
Yes 4,202 59.0 | 4,261 59.1 59 1.4 | 390 346 103
No 2,920 41.0 | 2,945 40.9 25 0.9 | 600 728 -103
Metropolitan location
Yes 3,789 53.2 | 3,870 53.7 81 21 | 585 665
No 3,333 46.8 | 3,336 46.3 3 0.1 | 405 409 -
Regiont
Region | 317 4.5 314 4.4 -3 -0.9 47 44 na
Region Il 481 6.8 506 7.0 25 5.2 55 80 na
Region IlI 780 11.0 750 10.4 -30 -3.8 131 101 na
Region IV 1,622 22.8 | 1,647 22.9 25 15 | 173 198 na
Region V 992 13.9 995 13.8 3 0.3 | 143 146 na
Region VI 1,056 14.8 | 1,061 14.7 5 05 | 182 187 na
Region VIl 399 5.6 412 5.7 13 3.3 42 55 na
Region VI 348 4.9 352 4.9 4 1.1 54 58 na
Region IX 796 1.2 828 1.5 32 40 | 118 150 na
Region X 331 4.6 341 4.7 10 3.0 45 55 na

*Clinics opening or closing include both clinics that opened or closed and clinics that started or stopped offering contraceptive services.
tNet number of clinics that were reclassified within the categories of type, Title X funding or metropolitan status. £The 10 U.S. regions
are constituted as follows: Region I—Connecticut, Maine, Massachusetts, New Hampshire, Rhode Island and Vermont; Region Il—
New Jersey, New York, Puerto Rico and the U.S. Virgin Islands; Region lll—Delaware, District of Columbia, Maryland, Pennsylvania,
Virginia and West Virginia; Region IV—Alabama, Florida, Georgia, Kentucky, Mississippi, North Carolina, South Carolina and Ten-
nessee; Region V—lllinois, Indiana, Michigan, Minnesota, Ohio and Wisconsin; Region VI—Arkansas, Louisiana, New Mexico, Ok-
lahoma and Texas; Region VIl—lowa, Kansas, Missouri and Nebraska; Region VIll—Colorado, Montana, North Dakota, South Dako-
ta, Utah and Wyoming; Region IX—Arizona, California, Hawaii, Nevada, American Samoa, Federated States of Micronesia, Guam,
Marshall Islands, Mariana Islands and Palau; Region X—Alaska, Idaho, Oregon and Washington. Note: na=not applicable.

Although nearly 1,000 clinics stopped
offering family planning services between
1994 and 1997, 1,074 new clinics opened
or began providing family planning ser-
vices during that period. Two-thirds of
these new clinics were run either by com-
munity or migrant health centers (43%) or
by “other” types of agencies (24%).

The proportion of clinics reporting re-
ceipt of Title X funds (59%) did not change
between 1994 and 1997. Clinic turnover
was substantially greater among clinics
that did not receive Title X funds. Among
clinics with Title X funding, about one in
11 sites providing services in 1994 were no
longer doing so in 1997, compared with
one in five among clinics without Title X
funding. Likewise, one in 12 Title X—fund-
ed clinics providing services in 1997 had
begun doing so since 1994, compared with
one in four clinics that did not receive Title
X funds.

Publicly funded family planning clin-
ics are widely distributed across the coun-
try. In both 1994 and 1997, slightly more
than half (53-54%) of all clinics were lo-
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cated in metropolitan counties (Table 2).
The distribution of clinics according to re-
gion of the country also remained stable

over the period, with the southeastern
states (Region IV) maintaining about one
of every four publicly funded family plan-
ning clinics (23%). Most regions experi-
enced a net change in clinic numbers of 3%
or less.

eWomen served. In 1997, 6.6 million female
contraceptive clients were served by pub-
licly funded family planning clinics, vir-
tually the same as in 1994 (Table 3). Health
departments and Planned Parenthood
clinics together accounted for 64% of all
women served, while hospitals, commu-
nity or migrant health centers and “other”
types of providers each served 10-14% of
contraceptive clients.

Overall, the average number of female
contraceptive clients served per clinic de-
clined slightly, from 923 in 1994 to 910 in
1997. Planned Parenthood clinics served
about twice as many contraceptive clients
per clinic (2,056) as hospital clinics (1,077),
nearly three times as many as health de-
partments (792) or “other” clinics (782),
and more than four times as many as com-
munity or migrant health centers (453).
The average number of contraceptive
clients served per health department clin-
ic rose by 16% between 1994 and 1997
(from 681 to 792); all other provider types
experienced declines in average numbers
of clients served. Hospital-run clinics ex-
perienced the largest decline (from 1,319
clients per clinic in 1994 to 1,077 in 1997),
while Planned Parenthood clinics experi-
enced a small decline (from 2,074 to 2,056).

Given changes both in the number
of clinics of different provider types and
in the average number of clients served
at clinics run by different providers,

Table 3. Number (in 000s) and percentage distribution of all female contraceptive clients served
by publicly funded family planning providers and mean number of contraceptive clients per
clinic in 1994 and 1997, and percentage change between the two years, by selected charac-

teristics
Characteristic Contraceptive clients Mean no. of clients per clinic
1994 1997 Net change 1994 1997 % change
inN
N % N % %
All 6,572 100.0 6,555 100.0 -0.3 923 910 -1.4
Provider type
Community/migrant
health center 601 9.1 681 10.4 13.3 493 453 -8.2
Health department 2,127 32.4 2,298 35.1 8.0 681 792 163
Hospital 1,034 15.7 818 12.5 -20.9 1,319 1,077 -18.3
Planned Parenthood 1,943 29.6 1,875 28.6 -3.5 2,074 2,066 -0.9
Other 866 13.2 883 13.5 2.0 819 782 4.4
Title X funding
Yes 4,222 64.2 4,291 65.5 1.6 1,005 1,007 0.3
No 2,350 35.8 2,263 34.5 -3.7 805 768 -45
Metropolitan location
Yes 4,887 74.4 4,806 73.3 -1.7 1,290 1,242 37
No 1,684 25.6 1,748 26.7 3.8 505 524 3.7
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the overall distribution of female clients
by provider type shifted somewhat
between 1994 and 1997. For health
departments, the rise in clients served
per clinic more than offset the decline
in the number of health department sites
nationwide that were providing family
planning services. Thus, the total number
of female contraceptive clients served
by health departments actually rose from
2.1 million in 1994 to 2.3 million in 1997,
and the proportion of all female contra-
ceptive clients served by health depart-
ments rose from 32% to 35%. The increase
in the total number of clients served
by community or migrant health centers
between 1994 and 1997 primarily reflects
the greater number of sites offering fam-
ily planning services. In contrast, the
decline in the number of clients served by
hospital clinics between 1994 and 1997
resulted from a decrease in both the
number of sites and the average number
of clients per site.

Inboth 1994 and 1997, about two-thirds
of all female contraceptive clients served
by publicly funded family planning clin-
ics received care from sites funded by Title
X (Table 3). Among the 4.3 million women
served in 1997 by clinics that received Title
X funding, 47% received care at health de-
partment clinics, 28% at Planned Parent-
hood clinics, 14% at “other” clinics, 7% at
hospital sites and 3% at community or mi-
grant health centers. In contrast, among
the 2.3 million women who obtained con-
traceptive care from clinics that were not
funded by Title X, 12% received services
at health department clinics, 29% at
Planned Parenthood sites, 12% at “other”
clinics, 23% at hospital sites and 24% at
community or migrant health centers
(data not shown). Among all clients
served, 73% received care from clinics lo-
cated in metropolitan counties.

Regional Estimates
*Providers. The distribution of family plan-
ning providers by type varies markedly
according to region of the country (Table
4). Health department clinics, which made
up 40% of all family planning clinics na-
tionwide in 1997, were virtually nonexis-
tent in the northeastern states (Region I)
and accounted for only 17% of clinics in
Region II (New York and New Jersey). In
contrast, they were the dominant provider
of publicly funded family planning clin-
ic care in Region IV (the Southeast), where
they accounted for 70% of all family plan-
ning clinics.

In Region I, two-thirds of all clinics fell
into the “other” clinic category (37%) or
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Table 4. Number and percentage distribution of publicly funded family planning clinics and
contraceptive clients, mean number of clients served per clinic, and percentage of all clients
who are younger than 20, all by provider type and Title X funding, according to region, 1997

Region* Total Type of provider Title X—
N % Com- Health Hospital Planned Other fslftr;ied

munity/ depart- Parent-

migrant ment hood

health

center
All clinics 7,206 100.0 20.9 40.3 10.5 12.7 15.7 59.1
Region | 314 100.0 29.9 0.3 16.9 15.9 36.9 58.0
Region Il 506 100.0 22.9 16.8 221 247 13.4 56.1
Region IlI 750 100.0 215 375 16.1 10.0 14.9 79.9
Region IV 1,647 100.0 22.0 69.5 2.9 3.4 2.1 71.5
Region V 995 100.0 20.5 26.5 13.4 21.8 17.8 445
Region VI 1,061 100.0 15.5 441 10.1 10.7 19.7 54.9
Region VIl 412 100.0 13.1 35.2 7.5 13.8 30.3 71.6
Region VIII 352 100.0 20.7 335 13.9 13.6 18.2 48.6
Region IX 828 100.0 22.7 29.0 9.5 15.3 23.4 413
Region X 341 100.0 25.5 45.5 7.6 12.9 8.5 54.3
Mean no. of
clients per clinic 910 na 453 792 1,077 2,056 782 1,007
Region | 1,056 na 514 1 1,313 2,260 852 1,119
Region 11 1,124 na 683 596 1,323 1,718 1,118 1,225
Region llI 826 na 326 715 1,078 1,859 858 845
Region IV 815 na 308 906 1,403 1,648 973 898
Region V 1,024 na 561 825 1,028 2,023 627 1,286
Region VI 817 na 428 635 1,023 1,992 787 852
Region VII 740 na 473 464 746 2,088 560 805
Region VIII 649 na 407 520 599 1,616 478 767
Region IX 1,188 na 582 1,048 989 2,819 959 1,625
Region X 850 na 461 722 971 2,194 549 1,008
Aliclients 6,554,540 100.0 10.4 35.1 125 28.6 135 65.5
Region | 331,530 100.0 14.6 0.5 21.0 34.1 29.8 61.4
Region 11 568,840 100.0 13.9 8.9 26.0 37.8 134 61.2
Region IlI 619,370 100.0 8.5 32.5 21.1 225 15.5 81.7
Region IV 1,343,040 100.0 8.3 77.3 5.0 6.9 25 78.7
Region V 1,018,920 100.0 1.2 21.4 13.4 431 10.9 55.9
Region VI 866,370 100.0 8.1 34.3 12.6 26.0 19.0 57.3
Region VII 304,920 100.0 8.4 22.0 7.6 39.0 23.0 77.8
Region VIII 228,600 100.0 13.0 26.9 12.8 33.9 134 57.4
Region IX 983,260 100.0 11.1 25.6 7.9 36.4 18.9 56.5
Region X 289,700 100.0 13.9 38.6 8.7 33.3 5.5 64.4
Clients aged <20
as % of all clients  28.2 na 27.6 28.5 32.1 25.6 29.5 28.5
Region | 28.1 na 25.0 28.4 31.6 26.0 29.6 28.6
Region Il 26.3 na 23.2 24.4 29.9 25.7 25.5 26.5
Region Il 31.2 na 321 31.8 30.6 30.7 31.2 31.2
Region IV 30.6 na 34.3 30.5 31.4 22.6 40.8 30.6
Region V 31.0 na 28.7 32.1 32.7 29.4 355 32.9
Region VI 26.7 na 26.3 24.6 30.4 23.9 321 26.5
Region VII 271 na 25.0 29.0 29.8 26.8 25.8 27.9
Region VIII 28.9 na 29.5 27.8 411 25.3 275 30.1
Region IX 22.2 na 23.9 18.3 38.1 19.9 24.0 20.0
Region X 29.5 na 24.2 31.7 35.0 27.3 31.7 30.2

*See Table 2 for composition of regions. 1Too few cases to calculate average. Note: na=not applicable.

were community or migrant health center
clinics (30%). Region Il and Region V (the
Midwest) had the highest concentrations
of Planned Parenthood clinics (25% and
22%, respectively). Like Region I, Regions
VII (the central states) and IX (the South-
west) had higher than average concentra-
tions of “other” clinics (30% and 23%, re-
spectively), while Regions IV and X (the
Northwest) had relatively low proportions
of such sites (2% and 9%, respectively).
Nationally, three in five clinics received
Title X funding for 1997. This proportion
was highest in Region III (the mid-Atlantic
states, 80%) and lowest in Region IX (41%).

*Clients. The average number of clients
served per clinic in 1997 (910 overall) var-
ied by both type of provider and by region
of the country. The overall variation in av-
erage client load among regions (ranging
from 649 in the mountain states of Region
VIII to 1,188 in Region IX) reflects a num-
ber of influences, including differences
among regions in the mix of provider
types, as well as significant variation in
client load among regions within provider
type. For example, Regions VII and VIII
(the central and mountain states) had the
lowest overall average number of contra-
ceptive clients served per clinic, and also
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Table 5. Number and percentage of U.S. counties with publicly funded family planning clinic, had the fewes.t (?hents served per heg l.th
with Title X—funded clinic and with any clinic but no private obstetrician-gynecologist provider, department CIH.“C and per hospital clinic.
and percentage of women in need of publicly funded family planning services living in those ~Moreover, Region VIIl had the lowest re-
counties, all by state, 1997 gional average number of clients served

State Total Counties with clinic Counties with Title X— Counties with clinic, per Planned ParenthO,Od clinic. These dif-
no. of funded clinic but no ob-gyn ferences may reflect, in part, patterns of
coun- population density among the regions.
ties N % % of N % % of N % % of The distributi £ 1 t _

women women women _ The distributions of female contracep
in need in need in need tive clients by type of prov1der within re-
living in living in living in gions follows a pattern similar to that ob-
these these these . . .
counties* counties* counties*  served for clinics, once differences in
average client load for different provider
US.total 3,139 | 2,651 845 98.0 2289 729 929 1,118 364 65 .
types are taken into account. Thus, the

Alabama 67 67 100.0 100.0 67 100.0 100.0 30 448 143 southeastern states (Region IV), where

Alaska 25 19 760 952 2 80 482 u ouou 70% of sites in 1997 were health depart-

Arizona 15 15 100.0 100.0 11 733 964 3 200 1.2 t clinics. had thel ¢ Hon of

Arkansas 75 75 100.0 100.0 75 100.0 100.0 44 587 263 ment clinics, had the largest proportion o

California 58 55 94.8 100.0 34 586 927 5 86 0.2 clients served by health departments

Colorad (77%). This percentage was more than

olorado 63 50 79.4 99.0 42 667 88.1 24 381 46 . . o .

Connecticut 8 8 100.0 100.0 7 875 96.1 0 00 00 twice the national average (35%). Regions

Delaware 3 3 100.0 100.0 3 100.0 100.0 0 00 00 I, I and III (the northeastern and mid-

D.C. 1 11000 1000 1 100.0 100.0 0 00 00 Atlantic states) had higher-than-average

Florida 67 67 100.0 100.0 67 100.0 100.0 22 328 32 percentages of women served at hospital

Georgia 159 | 159 1000 100.0 159 100.0 100.0 86 541 15.9 clinics (219%-26%) as well as higher-than-

Hawaii 4 4 100.0 100.0 4 100.0 100.0 0 00 00 average proportions of hospital clinics

Idaho 44 37 841 950 34 773 938 22 500 17.1 (16-22%)

Illinois 102 65 63.7 95.1 60 588 93.8 24 235 37 On th : her hand. the mid

Indiana 92 54 587 867 28 304 712 14 152 52 n the other hand, the midwestern

states (Region V) had a relatively high per-
lowa 99 57 57.6 842 56 56.6 83.6 39 394 216 centage of clients served by Planned

Kansas 105 78 743 940 77 733 939 53 505 157 P thood clinics (43% d a hich

Kentucky 120 119 992 996 19 992 996 66 550 235 arenthood clinics ( .0) and a higher-

Louisiana 64 63 984 994 63 984 994 29 453 133 than-average proportion of Planned

Maine 16 16 100.0 100.0 16 100.0 100.0 1 63 13 Parenthood clinics (22%). Higher-than-

Maryland 24 24 100.0 100.0 23 958 984 3 125 19 average percentages of women were

Massachusett 14 14 100.0 100.0 14 100.0 100.0 171 01 served by “other” clinics in the Northeast

Michigan 83 82 98.8 100.0 80 96.4 99.2 27 325 57 (Region I, 300/0) and the central states (Re_

Minnesota 87 62 71.3 931 28 322 635 29 333 114 ; o ; DS

Mississippi 82 81 988 99.9 79 963 98.9 49 598 296 gion VII, 23%). Finally, although nation

ally two-thirds of all clients obtained care

Missouri 115 107 93.0 979 77 67.0 83.0 73 635 205 at Title X—funded clinics, more than three-

Montana 56 31 554 904 27 482 848 18 321 173 : . .

Nebraska 93 2 237 717 21 226 714 10 108 56 quarters of all clients in the middle At

Nevada 17 15 882 99.8 14 824 997 10 588 59 lantic, southeastern and central states (Re-

New Hampshire 10 10 100.0 100.0 10 100.0 100.0 0 00 00 gions IIL, IV and VII) were served at sites

with Title X funding (82%, 79% and 78%

New Jersey 21 21 100.0 100.0 21 100.0 100.0 0 00 00 vel 8 (82%, 79% &

New Mexico 33 33 100.0 100.0 33 100.0 100.0 12 364 6.0 respectively). o o

New York 62 61 98.4 99.9 61 98.4 99.9 3 48 06 e Adolescent clients. Nationwide, 1.8 million

North Carolina 100 100 100.0 100.0 99 99.0 934 29 290 6.8 adolescent clients made up 28% of all

North Dakota 53 18 34.0 79.6 14 264 7441 9 170 126 . . .

contraceptive clients served at publicly

Ohio 88 81 920 984 62 705 91.0 12 136 26 funded family planning clinics in 1997.

Oklahoma 77 70 90.9 99.0 69 896 97.9 43 55.8 243 Thls number and the dlstrlbutlon Of ado_

Oregon 36 35 972 100.0 34 944 99.8 10 278 30 . . .

Pennsylvania 67 64 955 995 63 940 994 3 45 04 lescent clients by provider type remained

Rhode Island 5 4 800 961 4 800 96.1 0 00 00 fairly stable between 1994 and 1997. As

South G was the case for women overall, health

outh Carolina 46 46 100.0 100.0 46 100.0 100.0 12 261 95 .

South Dakota 66 28 424 763 18 273 704 15 227 120 department clinics and Planned Parent-

Tennessee 95 95 100.0 100.0 95 100.0 100.0 47 495 151 hood clinics were the providers used most

Texas 254 200 787 97.8 117 461 883 109 429 6.4 frequently by teenagers in both years

Utah 29 24 828 989 13 448 821 nosr9 48 (not shown): Health departments served

Vermont 14 13 929 991 10 714 603 171 14 one in three women younger than 20

Virginia 136 121 89.0 847 116 853 81.9 441 440t 1411 (33% in 1994 and 36% in 1997), while

Washington 39 35 897 990 31 795 974 8 205 19 Planned Parenthood clinics served one in

West Virginia 55 54 982 996 53 964 98.7 26 473 229 P 279% and 26%). F d

Wisconsin 72 65 903 976 16 222 525 30 417 130 our (27% an o). For most provider

Wyoming 23 23 100.0 100.0 16 69.6 91.1 12 522 195 types and in most regions, adolescent

*Women in need of publicly funded contraceptive services include women aged 20-44 who are at risk of unintended pregnancy and clients made up appro>.<1mately ope-quar—
whose income is less than 250% of the federal poverty level, plus all women younger than 20 who are at risk of unintended pregnancy ter to one-third of all chents, rangmg from
because they are sexually active, fecund, and not currently pregnant or seeking pregnancy. tBecause data on private providers are 260/0 Of Planned Parenthood clinic Clients

unavailable for 36 counties in Virginia, includes only the 100 counties with complete data. Note: u=unavailable. X A 1 N .
to 32% of hospital clinic clients nationwide
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Table 6. Estimated number of women in need of publicly funded family planning services, num-

ber of women served at publicly funded family planning clinics and Title X—funded clinics, and
ratio of women served at publicly funded clinics and Title X—funded clinics to women in need,

by state, 1997

State No. of women No. of women No. of women Ratio of women  Ratio of women
in need of served at served at served at publicly served at Title X—
publicly funded  publicly Title X—funded funded clinicsto  funded clinics to
services* funded clinics clinics women in needt women in needt

U.S. totalf 16,512,850 6,507,050 4,250,640 39.4 25.7

Alabama 278,510 109,470 81,150 39.3 291

Alaska 32,480 19,170 4,510 59.0 13.9

Arizona 285,720 108,760 43,910 38.1 15.4

Arkansas 156,590 90,890 75,860 58.0 48.4

California 2,205,920 796,630 442,750 36.1 20.1

Colorado 224,100 105,850 45,870 47.2 20.5

Connecticut 165,640 90,880 44,860 54.9 271

Delaware 39,080 19,800 19,410 50.7 49.7

D.C. 41,430 16,920 7,910 40.8 19.1

Florida 804,780 370,380 273,180 46.0 33.9

Georgia 456,820 202,920 179,290 44.4 39.2

Hawaii 59,210 21,930 21,910 37.0 37.0

Idaho 69,750 40,790 35,560 58.5 51.0

lllinois 701,090 230,430 141,910 32.9 20.2

Indiana 363,650 154,880 63,300 42.6 17.4

lowa 166,630 86,440 73,390 51.9 44.0

Kansas 155,260 61,810 43,080 39.8 27.7

Kentucky 247,150 144,400 128,760 58.4 52.1

Louisiana 314,000 63,800 55,580 20.3 17.7

Maine 83,550 38,080 30,370 45.6 36.4

Maryland 257,430 92,890 65,180 36.1 25.3

Massachusetts 356,320 124,840 68,250 35.0 19.2

Michigan 599,680 246,170 159,300 411 26.6

Minnesota 255,870 89,620 45,230 35.0 17.7

Mississippi 193,330 127,320 104,050 65.9 53.8

Missouri 338,630 128,840 93,760 38.0 27.7

Montana 52,620 32,340 26,640 61.5 50.6

Nebraska 100,150 27,820 27,150 27.8 271

Nevada 89,620 33,020 24,310 36.8 27.1

New Hampshire 64,870 31,210 27,800 48.1 429

New Jersey 413,420 135,660 98,130 32.8 23.7

New Mexico 126,230 64,830 32,110 51.4 25.4

New York 1,199,410 408,600 232,000 34.1 19.3

North Carolina 445,980 179,340 118,590 40.2 26.6

North Dakota 40,300 15,910 13,450 39.5 33.4

Ohio 690,270 194,110 125,670 28.1 18.2

Oklahoma 209,450 94,450 64,640 451 30.9

Oregon 187,040 88,450 55,350 47.3 29.6

Pennsylvania 747,280 294,600 252,660 39.4 33.8

Rhode Island 63,350 25,160 21,440 39.7 33.8

South Carolina 246,980 108,260 89,590 43.8 36.3

South Dakota 47,260 24,220 17,130 51.3 36.3

Tennessee 336,410 100,960 82,130 30.0 24.4

Texas 1,290,080 552,400 268,420 42.8 20.8

Utah 127,900 36,230 16,920 28.3 13.2

Vermont 39,960 21,370 10,980 53.5 27.5

Virginia 386,690 127,900 96,250 33.1 24.9

Washington 315,200 141,290 91,040 44.8 28.9

West Virginia 116,190 67,270 64,680 57.9 55.7

Wisconsin 296,390 103,720 34,160 35.0 1.5

Wyoming 27,180 14,060 11,090 51.7 40.8

American Samoa u 4,310 4,310 u u

Micronesia u 9,130 9,130 u u

Guam u 3,260 3,260 u u

Marshall Islands u 3,000 3,000 u u

Mariana Islands u 2,160 2,160 u u

Puerto Rico u 22,050 15,330 u u

Palau u 1,070 1,070 u u

U.S. Virgin Islands u 2,520 2,520 u u

*Women aged 20—-44 who are at risk of unintended pregnancy and whose income is less than 250% of the federal poverty level, plus

women younger than 20 who are at risk of unintended pregnancy because they are sexually active, fecund, and not currently pregnant

or seeking pregnancy. tSome women served may not be in need of publicly funded care, and other women in need of public care are
served by private physicians under Medicaid. $The total number of women served at publicly subsidized family planning clinics does
not include women served in U.S. territories, because estimates of the number of women in need of publicly funded family planning
care are unavailable for the territories. Note: u=unavailable.
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(Table 4, bottom panel). Noteworthy dif-
ferences occurred in the West (Region IX),
where teenagers made up only 18% of
health department clients and 20% of
Planned Parenthood clients, but 38% of
clients served at hospital sites. Teenagers
also made up a higher-than-average per-
centage of clients at hospital clinics in the
mountain states (Region VIII, 41%) and at
“other” agency clinics in the Southeast
(Region 1V, 41%).

State and County Estimates

*Provider coverage. In 1997, publicly fund-
ed clinics providing family planning ser-
vices were located in 85% of all counties.
In general, counties without clinics were
sparsely populated. As a result, 98% of the
16.5 million U.S. women estimated to be
in need of publicly funded contraceptive
care'™* lived in counties that had publicly
funded clinics (Table 5). In some states,
however, the percentage of women with
clinic access was lower: Fewer than 90%
of all women in need of publicly funded
contraceptive care in Indiana, Iowa, Ne-
braska, North Dakota, South Dakota and
Virginia lived in counties with a publicly
funded family planning clinic.

Overall, the percentage of counties with
at least one clinic in 1997 was similar to the
percentage in 1994, and the large number
of clinics closing and opening was dis-
tributed fairly evenly across states and
counties. Of the 3,139 counties nation-
wide, 13% experienced a net loss in the
number of clinics between 1994 and 1997
and 13% experienced a net gain. Only
about one in four counties experiencing a
net change in clinic numbers had a net
gain or loss of more than one clinic (data
not shown).

Nearly three-quarters (73%) of all U.S.
counties had at least one Title X-sup-
ported site, and 93% of all women in need
of publicly funded contraceptive care
lived in counties with Title X—funded sites
(Table 5). However, Title X-supported
sites were much less accessible in some
states: In Alaska, Indiana, Minnesota, Ne-
braska, North Dakota, South Dakota, Ver-
mont and Wisconsin, just 48-74% of all
women in need of publicly funded con-
traceptive care lived in counties with such
a clinic.

*Women are estimated to be in need of publicly funded
family planning services and supplies if their family in-
come is less than 250% of the federal poverty level or if
they are younger than 20 and are sexually active, fecund
and not currently pregnant or trying to become pregnant.
Such women often have difficulty obtaining needed fam-
ily planning care from private physicians because of their
inability to pay for services or to find a physician who
will accept Medicaid clients.
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Table 7. Estimated number of teenage women in need of publicly funded family planning ser- ComPared Wlth the 7’.20.6 pubhcly fgnd—
vices, number of teenagers served at publicly funded family planning clinics and Title X—funded ed family planning Clll’llC.S, the Umtef:l
clinics, and ratio of teenagers served at publicly funded clinics and Title X—funded clinics to  States has nearly 30,000 private obstetri-
teenagers in need, by state, 1997 cian-gynecologists and more than 40,000

family practice doctors who could serve

State No. of teenagers No. of teen- No. of teen- Ratio of teenagers Ratio of teenagers . X X
in need of agers served at  agers served served at publicly  served at Title X— the famlly plannlng needs of American
publicly funded  publicly funded  at Title X— funded clinics to funded clinics women. 2 However, pubhdy funded fam-
services* clinics funded clinics those in needt to those in needt : . .. S
ily planning clinics are actually distributed
U.S. totalf 4,905,660 1,838,560 1,217,320 37.5 24.8 more evenly than private obstetrician_gy_
Alabama 95,690 36,140 27,730 37.8 29.0 neCOIOgiStS aCI‘OS.S US COl'lnties, and the
Alaska 8,220 5,890 1,190 7.7 14.5 number of counties in which they are lo-
Arizona 68,480 23,530 10,980 34.4 16.0 @ i :
Arkansas 50,870 27,410 23,610 53.9 46.4 cated is similar to the number for private
California 536,330 175,180 84,380 327 15.7 family practice physicians.
Half of all U.S. counties (in which 92%
Colorado 56,400 26,680 12,350 47.3 21.9 £ all . d reside) h
Connecticut 58,670 22,850 12150 38.9 20.7 of all women in need reside) had one or
Delaware 13,950 5,480 5,390 39.3 38.6 more private obstetrician-gynecologists
D.C. 12,770 6,440 2,490 504 195 in 1997, and nearly all of th unti
Florida 227,110 109,610 78,120 48.3 34.4 ’ early all of these counties
also had at least one family practice doc-
Georgia 153,060 60,060 52,970 39.2 34.6 tor and a publicly funded family planning
Hawaii 15,310 7,900 7,880 51.6 51.5 .
Idaho 19,190 11,210 9,970 58.4 52.0 clinic (not shown). In the other halfof U.S.
lllinois 227,940 69,830 44,960 30.6 19.7 counties, which were mosﬂy rural (in
Indiana 115,050 46,900 20,700 40.8 18.0 S a0 . .
which 8% of all women in need live), pub-
lowa 50,850 25,100 21,530 49.4 42.3 licly funded family planning clinics were
Kansas 45,080 15,470 12,220 34.3 27.1 - 1 _
Kentucky 76,900 43,050 37,380 60 186 F)ften the 'only source of spec':lahzed fam
Louisiana 101,160 9,440 6,810 9.3 6.7 ily planning health care available.
Maine 24,340 11,610 9,740 47.7 40.0 Some 36% of all counties had one or
Maryland 87,420 30,980 21,310 35.4 24.4 more publicly funded family planning
Massachusetts 118,850 36,650 18,400 30.8 15.5 clinics, but no private obstetrician-gyne-
Michigan 190,220 79,920 54,800 420 28.8 : 0
Minnesota 77,820 28,150 15,130 36.2 19.4 cologist (Table 5). And although 80% of
Mississippi 70,390 41,450 33,080 58.9 47.0 these counties (29% of all counties) also
N had at least one private family practice
Missouri 99,240 32,300 22,930 325 23.1 .. o oo !
Montana 12,160 8,800 7,360 72.4 60.5 physmlan, 20 /0 (7 /o Of all Countles) had
Nebraska 29,710 9,910 9,620 33.4 32.4 neither an obstetrician nor a family prac-
Nevada 21,820 9,460 5,980 43.4 27.4 :
New Hampshire 22,230 9,380 8,360 422 37.6 tice doctor (not shown). Only 144 coun-
ties (5%), accounting for just 0.2% of all
New Jersey 144,580 33,260 22,720 23.0 15.7 ; : :
New Mexico 31,310 21,820 11,520 69.7 36.8 women i need ,Of publicly fu.nc'led fam%
New York 359,120 109,940 64,730 30.6 18.0 ly planning services, had no clinic, no pri-
North Carolina 148,370 53,840 38,440 36.3 25.9 vate Obstetricia_n_gynecologist and no fam_
North Dakota 11,420 4,660 3,790 40.8 33.2 . . ¢
ily practice provider.
Ohio 212,980 62,090 40,660 29.2 19.1 In 11 states—Arkansas, Georgia, Idaho,
Oklahoma 62,040 32,460 21,090 52.3 34.0 i eciacimmi M :
Oregon 43050 26,160 16,670 008 387 Kansas, Kentucky, Mississippi, Missouri,
Pennsylvania 235,800 91,880 78,410 39.0 33.3 Nevada, Oklahoma, Tennessee and
Rhode Island 20,550 7,040 6,410 34.2 31.2 Wyoming_SOO/D or more of all Counties
South Carolina 83,900 35,420 30,780 422 36.7 lacked a private obstetrician-gynecologist
South Dakota 13,460 9,040 5,560 67.1 413 but did have one or more publicly fund-
Tennessee 105,460 31,500 24,870 29.9 23.6 : . s
Toxas 359470 140.350 68570 39.0 191 ed family plzinnmg clinics in 1?97 (Table
Utah 37,310 12,290 6,870 32.9 18.4 5). Overall, 7% of U.S. women in need of
publicly funded family planning services
Vermont 12,180 5,770 3,240 47.4 26.6 . . . . . .
Virginia 125,950 37,400 29990 297 238 lived in counties with clinics but no pri-
Washington 75,790 42,110 28,440 55.6 37.5 vate obstetrician-gynecologists; in some
West Virginia 36,300 21,160 20,460 58.3 56.4 :
Wisconsin 92,060 29,060 11,030 316 12.0 states, however, this percentage was much
Wyoming 7,330 4,530 3,570 61.8 48.7 higher. In eight states (Arkansas, Iowa,
American Samoa " 100 100 " " Kentucky, MISS.ISS.lp.pl, Missouri, lea—
Micronesia u 1,100 1,100 u u homa, West Virginia and Wyoming),
Guam u 240 240 u u 20-30% of all women in need of publicly
Marshall Islands u 240 240 u u funded f il 1 . lived i
Mariana Islands u 90 90 u u un e_ aml y planning .C?re e 1}'1
Puerto Rico u 5,990 4,220 u u counties with at least one clinic but no pri-
Palau u 170 170 u u AT AT : _
U'S, Virgin Islands U 460 460 U u vate obstetrician-gynecologist. In anoth

er five states (Georgia, Idaho, Kansas,
*All women younger than 20 who are at risk of unintended pregnancy because they are sexually active, fecund, and not currently preg- Montana and Tennessee) 15-19% of
nant or seeking pregnancy. tSome teenage women served may not be in need of publicly funded care, and other women in need of . . R 4 .

public care are served by private physicians under Medicaid. 1 Total number of teenage women served at publicly subsidized family women in need lived in such counties.
planning clinics does not include women served in territories, since estimates of the number of teenagers in need of publicly funded °Covemge ofwomen in need Comparing the

family planning care are unavailable for the U.S. territories. Note: u=unavailable. :
number of women served at publicly
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funded family planning clinics to the total
number of women estimated to be in need
of publicly funded family planning care
does not necessarily represent the exact
percentage of women needing publicly
funded care who were served at clinics.*
It can, however, be useful in assessing the
contribution made by clinics to meeting
the contraceptive needs of American
women and in identifying regions or
states where the relative proportions of
women served at family planning clinics
are lower or higher than average.

Nationwide, publicly funded family
planning clinics play a significant role in
meeting the contraceptive needs of low-
income women: Of all women estimated
to need publicly funded family planning
care, 39% are served at publicly funded
clinics, including 26% served at Title
X-funded clinics (Table 6). Individual
states with relatively high ratios of women
served in publicly funded clinics include
Mississippi (66%) and Montana (62%), as
well as Alaska, Arkansas, Idaho, Kentucky
and West Virginia (all with ratios of
58-59%). Those with the lowest ratios of
women served in clinics are Louisiana
(20%), and Nebraska, Ohio and Utah (28%
each). In addition, although the ratio of
clients served at Title X—funded sites to all
women needing publicly funded care av-
erages 26% nationally, the ratio exceeds
50% in some states where Title X—funded
clinics play an especially large role in
meeting the family planning needs of
women: Idaho, Kentucky, Mississippi,
Montana and West Virginia.

We found ratios similar to those for all
women when we compared the number
of adolescents served to the number need-
ing services—38% and 25%, respectively,
for all clinics and Title X—funded clinics
(Table 7). Although the patterns and ratios
for women younger than 20 served at clin-
ics are similar to those found among all
women, some noteworthy differences
exist, with the ratio of teenagers served at
clinics to all teenagers estimated to need
publicly funded family planning care vary-
ing widely, from a low of 9% in Louisiana
to a high of 72% in Alaska and Montana.

Discussion

The network of publicly funded family
planning clinics has maintained an im-
portant role in meeting the contraceptive
needs of American women throughout
the late 1990s and continues to serve near-
ly 6.6 million women each year. Overall,
aggregate measures indicate stability in
the numbers of providers available to
women. However, our analysis reveals a
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more dynamic situation at the local level.
Between 1994 and 1997, about one of
every seven publicly funded clinics closed
or stopped providing contraceptive care,
and similar numbers of clinics opened or
began providing such services. On the one
hand, if some sites closed and other sites
opened in response to changes or re-
assessments of where women who need
care were located, such changes indicate
improvements in the accessibility of ser-
vices. On the other hand, if the impetus for
closing or opening clinics was related to
broad changes in health care financing or
delivery, then the new sites may or may
not be more accessible to women. Based
on informal reports from some of the re-
spondents who provided data for this
analysis, it is likely that both of these sit-
uations, as well as a variety of other indi-
vidual reasons, contributed to the clinic
changes observed. Additional information
on the local impact of these changes
would be necessary to assess further the
positive and negative effects of clinic
turnover.

This analysis also examined the “face”
of publicly funded family planning clin-
ics, focusing on variation in this network
among providers, across locations and
over time. As in previous studies, we
found a diverse network of agencies and
clinics that varied across several impor-
tant categories. One of the most obvious
distinguishing characteristics of publicly
funded family planning clinics is their
variation according to the type of agency
responsible for service provision. While
health department clinics continue to be
the most numerous, clinics run by Planned
Parenthood affiliates, hospitals, commu-
nity or migrant health centers and “other”
agencies make up three out of every five
clinic sites and serve nearly two-thirds of
all contraceptive clients obtaining clinic
care. We have documented a decline be-
tween 1994 and 1997 in the number of
health department clinics providing pub-
licly funded family planning care, which
coincided with a rise in the number of
community or migrant health center clin-
ics offering such care. Yet, as in 1994, the
relative importance of different types of
clinic providers varies widely across re-
gions and states, reflecting local needs and
long-standing patterns of service delivery.

Publicly funded family planning
providers also differ according to agency
size (with some offering services at only
one site, and others offering services at
dozens of sites in different counties and
even different states) and according to the
number of clients served at each clinic.

Over time, there has been a trend toward
consolidation or mergers of clinics into
fewer agencies, particularly among hos-
pitals and Planned Parenthood affiliates.
In addition, although there has been a real
decline in the number of health depart-
ment clinics, remaining health department
clinics serve greater numbers of clients per
clinic. And while there has been a rise in
the number of community or migrant
health center clinics, these clinics served,
on average, fewer clients per clinic in 1997
than in 1994. As a result, the percentage
of all clients served at health department
clinics rose slightly between 1994 and
1997, and the percentage served by com-
munity or migrant health centers re-
mained about the same.

Receipt of federal Title X funding pro-
vides a unifying element for the provision
of clinic-based family planning services
and was reported by three-fifths of clin-
ics that provide any publicly funded fam-
ily planning services. Although Title X
funds provide only a portion of the rev-
enue necessary to sustain these sites—25%
of revenues reported by Title X grantees
come from Title X grants, with most rev-
enue coming from other federal grants
(12%), state or local government (30%),
and Medicaid (13%)"*—Title X funds are
vital for a number of reasons. They pro-
vide clinics with revenue that is not tied
to medical services for specific clients (as
is the case with Medicaid) and thus can be
used to improve clinics” infrastructure and
their ability to offer accessible, affordable
and culturally appropriate family plan-
ning care; to provide educational and out-
reach services; and to design programs
that serve some of the most hard-to-reach
populations in the nation.

This analysis illustrates the wide geo-
graphic distribution of publicly funded
family planning clinics. Clinics can be
found in both urban and rural areas, and
most U.S. counties have at least one. In
fact, nearly all women in need of publicly
supported family planning care live in a
county that has at least one clinic. More-
over, family planning clinics are some-
times the only source of specialized re-
productive health care, particularly in
relatively poor, rural, sparsely populated
counties of the country.

More than one-third of all U.S. coun-
ties—home to more than one million
women in need of publicly funded fami-
ly planning services—have one or more

*Not all women served at clinics meet the definition of
need for publicly funded family planning care. In addi-
tion, some women needing subsidized care are served by
private providers who are reimbursed through Medicaid.
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family planning clinics, but do not have
even one private obstetrician-gynecolo-
gist. On the other hand, more than 300,000
women in need of publicly funded fami-
ly planning care live in counties that do
not have a single publicly funded family
planning clinic. More than half of these
women reside in states where at least 10%
of women in need of publicly funded fam-
ily planning care live in counties without
any clinic provider—Indiana, Iowa, Ne-
braska, North Dakota, South Dakota, and
Virginia. Expanding services in these areas
would further reduce the number of
women living in counties without public
family planning care.

Nationwide, publicly funded family
planning clinics provide contraceptive ser-
vices to 6.6 million women—approxi-
mately two out of five women estimated
to need publicly funded contraceptive
care. In some states, this proportion is
much higher, and in others it drops as low
as one in five. Although these numbers in-
dicate that publicly funded clinics serve a
significant percentage of women in need,
they also suggest that the number of clin-
ics currently available may not be adequate
to fully meet the needs of poor and low-
income women at risk of unintended preg-
nancy. However, we did not count here the
number of women who obtain publicly
funded contraceptive care from private
providers, paid for by Medicaid or by
some other means. Thus, policymakers in-
terested in assessing the adequacy of pub-
licly funded family planning care in local
areas need to look both at the availability
of clinics and at the availability of private
providers who accept Medicaid recipients
for contraceptive services or reduce their
fees for low-income women.

From a policy perspective, this analy-
sis adds to our understanding of the con-
tinuing importance of the network of pub-
licly funded family planning clinics. These
clinics are part of an established, long-
standing national family planning pro-
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gram that plays a critical role in serving
millions of U.S. women.!* This clinic net-
work has helped to avert millions of un-
intended pregnancies and has virtually
eliminated past racial and income differ-
entials in contraceptive use.'

Yet the number of unintended preg-
nancies in the United States remains high,
and the types of women who typically rely
on clinics for their contraceptive services
continue to have higher-than-average
rates of unintended pregnancy and con-
traceptive failure.!® Such facts do not nec-
essarily indicate failure of the program,
but rather point to the significant chal-
lenges that remain—particularly the chal-
lenge of ensuring that all poor and low-
income women who wish to avoid
unintended pregnancy have access to
quality contraceptive services. This access
should not be limited by rising health care
costs or changes in health care delivery
systems, or by the lack of private insur-
ance or Medicaid coverage, a situation
faced by increasing numbers of women."”

The data presented here reflect only part
of the clinics’ contributions. Other analy-
ses have shown that clinics offering pub-
licly funded family planning services typ-
ically provide a range of other reproductive
and primary medical care services, as well
as nonmedical services such as education,
counseling and information outreach.!®

Future research, including efforts to
monitor numbers of clinics and clients, is
needed to determine if the overall stabil-
ity in numbers of providers and clients
measured here represents a mature pro-
gram adequately meeting all of the con-
traceptive needs of poor and low-income
women, or if it indicates that limited fund-
ing and rising costs have hindered the ex-
pansion and outreach of the clinic network
to new geographic areas and underserved,
hard-to-reach populations. As clinics
strain to do more with the same or re-
duced resources, are they, in fact, paddling
harder to remain in the same place?
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