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Publicly funded family planning clinics provide access to
affordable contraceptives and related preventive health care
for millions of American women each year. In 2001, 6.7 mil-
lion women received contraceptive services from a publicly
funded clinic.1 Women receiving care from family planning
clinics are disproportionately low-income, uninsured, young,
black and Hispanic.2

Prior research has focused on the services provided and
policies adopted by family planning agencies that receive
funding through Title X of the Public Health Service Act
(the only federal program that provides categorical fund-
ing for family planning); Medicaid; and a variety of other
federal, state and local public health programs.3 To date,
however, no nationally representative data have been avail-
able to document the range of services provided by indi-
vidual clinics. The focus on the agency level has likely
masked clinic-level variation, since individual agencies typ-
ically administer multiple clinics—which may offer differ-
ent services, have different policies and receive public fund-
ing from different sources. For example, agencies may
administer one or more large clinics that provide a wide
range of services and methods, and several smaller sites
that offer more limited services but refer clients to the larg-
er clinics for some services. Such variation is not seen in
surveys of agencies, which measure service provision for

all sites combined. In addition, while agencies may span
wide geographic areas—including both rural and urban
areas—and therefore serve a potentially diverse client pop-
ulation, individual clinics can adapt and target their ser-
vices to meet local needs. Moreover, information about ser-
vices and policies, measured at the clinic level, can be used
more easily than agency-level information to identify
strengths and weaknesses and to formulate policy and pro-
grammatic recommendations for expanding and targeting
services where they are most needed.

In this article, we use 2003 survey data to describe some
key reproductive health services and programs provided
by a nationally representative sample of publicly funded
family planning clinics. We not only address the availabil-
ity of contraceptive methods at family planning clinics, but
also describe the availability of and policies regarding a range
of other reproductive health services, including cervical can-
cer screening, chlamydia screening and treatment options,
and HIV testing practices and protocols. These services were
selected for study for several reasons. First, screening and
diagnosis of reproductive cancers and STDs is a critically
important service provided by clinics. In addition, few de-
tails are known about how clinics make these services avail-
able to women. Moreover, although recent advances in both
testing and treatment options may improve patient out-
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comes, these advances also increase costs for clinics oper-
ating on limited budgets.4 Finally, in recent years, a num-
ber of government agencies and professional organizations
have issued guidelines governing when and how frequently
these tests should be provided, potentially transforming
the provision of reproductive health care in this country. 

We also examine service availability for select groups of
clients with specialized and often growing needs. We ad-

dress adolescents, a long-standing and important family
planning clientele that presents unique challenges for ser-
vice delivery. Relatively little is known about the programs
and practices that clinics have adopted for this group of
clients. Unique issues with regard to adolescent clients are
the extent to which clinics promote abstinence and their
policies regarding parental parental involvement in care.
We also address men and non-English speakers, two groups
that clinics are increasingly called upon to serve.5

Family planning clinics that receive Title X funds often
have distinctive features that may optimize patient care yet
bring financial pressures. This is because they are mandated
by law to provide a full range of contraceptive methods and
a broad package of preventive health services to poor and
low-income clients for free or at reduced fees that are based
on clients’ ability to pay. We therefore focus attention on
the Title X program by examining if services vary across
clinics depending on their receipt of Title X funding.

METHODS

Data

Data for this analysis come from the 2003 Survey of Con-
traceptive Service Providers. Briefly, we surveyed a nation-
ally representative sample of 1,001 agencies providing pub-
licly funded contraceptive services, and 1,875 clinics within
those agencies. We sampled from the 2,946 agencies and
7,423 clinics in the most up-to-date list of publicly funded
family planning agencies and clinics available in May 2003.
This list is maintained and updated by the Guttmacher In-
stitute, using directories of Title X–supported clinics and clin-
ics administered by the Planned Parenthood Federation of
America, community and migrant health centers, and the
Indian Health Service; we also relied on personal commu-
nication with Title X grantees, agency administrators and
others to confirm clinic names, addresses, receipt of public
funding and provision of contraceptive services.6 Public fund-
ing includes (but is not limited to) federal support from Med-
icaid, Title X, the social services and maternal and child health
block grants, and community and migrant health center
funds, as well as a variety of state and local programs. The
mix of public funding sources varies widely among clinics,
given different local and regional patterns of public financ-
ing for health care in general and family planning specifically.

We employed a two-stage sampling design, first select-
ing agencies and then specific clinics within those agen-
cies. We stratified the sample by agency type (community
or migrant health center, health department, hospital,
Planned Parenthood affiliate or other*), receipt of Title X
funding (all clinics, some clinics or no clinics receive fund-
ing), region (Northeast, Midwest, South or West) and num-
ber of service sites (one, two, or three or more). Agencies
were randomly selected within each stratum. For agencies
with three or fewer clinics, we sampled all clinics. For those
with more, we sampled three clinics at random. 

Services at Publicly Funded Clinics

TABLE 1. Percentage of U.S. publicly funded  family planning clinics, by selected char-
acteristics of cervical cancer screening services offered, according to type of clinic
and Title X funding status, 2003 

Characteristic All Type Title X funding
(N=1,029)

Health Planned Other Yes No
department Parenthood (N=526) (N=647) (N=382)
(N=225) (N=278)

Typical initial screening
Conventional Pap test 73 87 83 58*,** 83 56***
Liquid-based test 27 13 17 42*,** 17 44***

Follow-up tests
Conventional Pap

test only 32 51 18* 21* 38 23***
Conventional Pap and

other tests 34 30 58* 30** 36 31
Other tests only 34 19 23 48*,** 26 45***

Other tests at follow-up†
Liquid-based 45 27 63* 54*,** 39 53***
DNA test for HPV 34 18 56* 43*,** 32 38
Combined Pap and

DNA tests 13 4 27* 17*,** 12 15
Colposcopy 33 18 48* 43* 30 39***

*Significantly different from percentage for health department clinics at  p<.05. **Significantly different from
percentage for Planned Parenthood clinics at p<.05. ***Significantly different from percentage for Title X–supported
clinics at p<.05. †Clinics could provide multiple responses.

*“Other” agencies include community-based sites that do not receive fed-
eral community health center or maternal and child health center funds,
Indian Health Centers, and other women’s centers or primary care clinics.

TABLE 2. Percentage distribution of U.S. publicly funded  family planning clinics, by
selected characteristics of chlamydia screening and treatment services offered,
according to type of clinic and Title X funding status

Characteristic All Type Title X funding
(N=1,075)

Health Planned Other Yes No
department Parenthood (N=565) (N=664) (N=411)
(N=223) (N=287)

Clients typically
screened
All females 42 44 22* 45** 38 47***
Sexually active

females aged ≤25 43 43 59* 38** 51 31***
Certain high-risk 

groups only† 14 12 14 15 10 20***
None 2 0 5* 2* 1 2

Typical treatment
Single-dose antibiotic 58 65 59 53* 61 54
3–10-day antibiotic

regimen 39 34 39 43 38 41
Mix of treatments 3 1 2 4* 2 4***

Antibiotics given
for partners
Yes 32 16 45* 41* 27 39***
No 68 84 55 59 73 61

Total 100 100 100 100 100 100 

*Significantly different from percentage for health department clinics at  p<.05. **Significantly different from
percentage for Planned Parenthood clinics at p<.05. ***Significantly different from percentage for Title X–
supported clinics at p<.05. †For example, women with multiple or new partners. Note: Percentages may not add
to 100 because of rounding.
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by health department clinics, 12% by Planned Parenthood
affiliates and 49% by other agency types. Sixty percent of
all clinics receive Title X funding. 

Nearly all clinics offer the most widely used reversible
methods of contraception—oral contraceptives, injectables
and condoms8 (92–99%). In addition, a high proportion
offer one of the newest methods on the market, the con-
traceptive patch (75%), and many offer the vaginal ring
(40%). Clinics less commonly offer vasectomies (25%) and
tubal sterilizations (30%). In addition, the vast majority of
clinics (80%) distribute a dedicated emergency contra-
ceptive product. 

Screening and Testing Services

Screening for cervical cancer during initial or annual fami-
ly planning visits has long been the standard of care prac-
ticed by American health care providers. Increasingly, screen-
ing for one or more STDs is also part of annual family
planning visits, for at least some groups of women. To ex-
amine the details of these practices, we asked clinics for spe-
cific information about the types of screening tests used,
patients for whom screening is typically provided, treatment
options available and protocols followed for HIV testing.
•Cervical cancer screening. Overall, 73% of clinics for which
data were available typically conduct initial screenings for
cervical cancer using a conventional Pap smear, and 27%
typically use the more advanced liquid-based Pap test (Table
1). Smaller proportions of health department and Planned
Parenthood clinics than of other clinic types use the liquid-
based test for initial screening (13–17% vs. 42%). Similar-
ly, a smaller proportion of clinics that receive Title X fund-
ing than of those that do not typically use the liquid-based
Pap test for initial screening (17% vs. 44%). However, if a
woman receives an abnormal or inconclusive reading on
an initial screening for cervical cancer, only 32% of all clin-
ics rely exclusively on conventional Pap smears for follow-
up and retesting; 34% rely on a combination of conventional

We mailed an eight-page questionnaire to the family plan-
ning director of each agency in August 2003. The ques-
tionnaire asked for basic information about the agency and
each clinic, the number of contraceptive clients they serve,
contraceptive and STD services, other medical and social
services, education and counseling, services for special pop-
ulations (e.g., teenagers and non-English speakers), services
for men, staffing and funding. Most survey items were
closed-ended, but in some cases, respondents were asked
to provide clarifying information through open-ended ques-
tions. A reminder postcard, an additional mailing of the sur-
vey and follow-up calls were used to maximize the response
rate. If agencies provided incomplete or unclear informa-
tion, we followed up through August 2004 by calling, e-mail-
ing and faxing additional information requests. 

Forty-five of the sampled agencies (representing 62 sam-
pled clinics) were ineligible for the survey, mainly because
they had closed, had merged with other agencies, no longer
provided contraceptive services or were located in a U.S. ter-
ritory rather than a state. Of the 1,813 eligible clinics, 1,088
completed the survey, for a response rate of 60%. The re-
sponse rate was 83% among Planned Parenthood affiliates,
74% among health departments, 44% among community
or migrant health centers, 45% among hospitals and 67%
among other clinics; it was 77% among clinics that received
Title X funding and 44% among those that did not. We ap-
plied sampling weights to the responding clinics to reflect
both the total universe of clinics providing services in 2003
and the distribution of clinics by the agency’s type, Title X
funding and region. Our having sampled only three clinics
from the largest agencies may have led to underrepresen-
tation of clinics from large agencies, but weighting the data
by clinic type likely addresses this problem. 

Analysis

Data for some items are missing for some clinics because
of nonresponse or concerns about data quality. The pro-
portion of clinics missing data ranges from 1% to 6% for
all measures examined here except the proportion of clients
requiring language services (29% nonresponse). Clinics
were included in the analysis of any measure for which data
were available. We compared proportions of clinics offer-
ing services or adopting policies according to clinic type
and Title X funding status, calculating standard errors and
conducting tests of significance (at the p<.05 level) for pairs
of proportions using the svy series of commands in Stata
8.2 to account for the stratified survey design. To best iden-
tify key variations among clinics, we condensed clinic type
into three categories (health department, Planned Parent-
hood affiliate or other) and considered whether a specific
clinic received any Title X funds.

RESULTS

Overview of Clinics

Our sample of 1,088 clinics represents the national uni-
verse of more than 7,500 U.S. publicly funded family plan-
ning clinics.7 Among these clinics, 39% are administered

TABLE 3. Percentage of U.S. publicly funded family planning clinics, by selected
characteristics of HIV testing services offered, according to type of clinic and Title X
funding status 

Characteristic All Type Title X funding
(N=1,052)

Health Planned Other Yes No
department Parenthood (N=548) (N=651) (N=401)
(N=220) (N=284)

Typical testing protocol
Testing not offered; 

referral provided 6 4 6 8* 8 4***
Testing offered 94 96 94 92* 92 96***

On request 91 93 90 90 90 94***
On the basis of

risk assessment 3 3 4 2 2 3

Type of test†
Traditional blood stick 95 97 86* 95** 93 97***
Cheek swab 22 23 46* 16** 26 17***
Rapid-result blood test 3 2 6* 4 3 5

*Significantly different from percentage for health department clinics at  p<.05. **Significantly different from per-
centage for Planned Parenthood clinics at p<.05. ***Significantly different from percentage for Title X–
supported clinics at p<.05. †Based on clinics that provide HIV testing. Clinics could provide multiple responses.
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Pap tests and other tests, and 34% exclusively on more ad-
vanced tests. Health department clinics are the most like-
ly to rely exclusively on conventional Pap smears for fol-
low-up (51% do so, compared with 18–21% of Planned
Parenthood and other clinics). 

Among the tests other than conventional Pap smears typ-
ically used to follow up abnormal cervical cancer test results,
liquid-based Pap testing is the most common; 45% of clin-
ics with data use this method. Reflex testing for human pa-
pillomavirus (HPV) DNA is used by 34%, and combined
Pap plus DNA is used by 13%. One in three clinics provide
services on-site for clients needing colposcopic evaluation.
Although 83% of Planned Parenthood clinics use conven-
tional Pap smears for initial cervical cancer screening, only
18% rely exclusively on this method for follow-up. Planned
Parenthood and other clinics are less likely than health de-
partment clinics to offer only conventional Pap tests during
follow-up, and are more likely to provide colposcopy on-
site. Title X–supported clinics are more likely to use con-
ventional Pap smears, less likely to use liquid-based testing
for follow-up and less likely to perform colposcopies on-site
than are those receiving no Title X funds. 

•Chlamydia screening and treatment. Chlamydia is one of
the most common STDs, affecting more than 900,000 Amer-
icans each year.9 Virtually all family planning clinics screen
at least some clients for chlamydia (Table 2, page 140). Forty-
two percent of clinics with relevant information typically
screen all female clients for chlamydia during the initial or
annual visit, and 43% screen sexually active women aged
25 and younger (a population targeted by current federal
screening guidelines10); the rest screen only women in per-
ceived high-risk groups, such as those with multiple or new
partners (14%), or do not provide chlamydia screening at
all (2%). Planned Parenthood and Title X–funded clinics
are less likely than others to screen all female clients for
chlamydia and are more likely to direct their screening ef-
forts at those who are sexually active and aged 25 and
younger. Whereas all health department clinics provide
some chlamydia screening, 5% of Planned Parenthood clin-
ics and 2% of others do not provide this service at all. 

The conventional treatment for chlamydia is a 3–10-day
antibiotic regimen, but newer treatments that are given in
a single dose are considered a higher standard of care. These
are generally administered under direct observation, mak-
ing them a particularly good option for clients at risk for
not following through on an extended regimen. The ma-
jority of clinics (58%) with data usually or always provide
single-dose treatments; 39% typically rely on traditional
antibiotic regimens, and the rest administer both courses
of treatment, depending on client characteristics. In addi-
tion, one-third of clinics give or prescribe antibiotics for
women to take home to their partners. Health department
and Title X–supported clinics are the least likely to provide
antibiotics to male partners without a clinic visit. 
•HIV testing. Among clinics for which HIV testing practices
were reported, more than nine in 10 offer testing on-site;
the rest refer clients elsewhere, either to other clinics with-
in the same agency or to other providers (Table 3, page 141).
A smaller proportion of clinics that receive Title X funding
than of those that do not provide on-site testing. Virtually
all clinics that offer HIV testing (91%) provide it to any client
who requests it. Only 3% provide HIV testing solely on the
basis of a risk assessment; in open-ended responses, the
risk factors most commonly listed were multiple partners,
current or past drug use, and direct exposure to HIV or an-
other STD. Of the 85% of clinics with data on the timing
of HIV testing, 84% offer this service at the same time and
place as contraceptive services; the remainder provide the
two types of services separately (not shown). 

Among clinics providing HIV testing, 95% use a tradi-
tional blood stick. Newer, less invasive and rapid-result
methods are much less common; 22% of clinics use cheek
swabs, and only 3% use rapid-result blood tests. (Some clin-
ics use more than one type of test.) These newer tests are
most common among Planned Parenthood and Title X–
supported clinics. 

Data about funding sources were available for 75% of
clinics that provide HIV testing; of these, 48% have a ded-
icated HIV funding source, such as Ryan White funds, Title

Services at Publicly Funded Clinics

TABLE 4. Percentage of U.S. publicly funded family planning clinics, by selected
characteristics of services offered for teenagers, according to type of clinic and Title X
funding status

Characteristic All Type Title X funding
(N=1,062)

Health Planned Other Yes No
department Parenthood (N=553) (N=666) (N=400)
(N=224) (N=290)

Abstinence counseling 
routine at initial visit
Clients aged ≤17 91 95 85* 89* 94 87***
Clients aged 18–19 77 83 65* 75*,** 80 72***
Teenagers not yet

sexually active 88 92 81* 87 91 84***

Counseling on talking
with parents routine
at initial visit
Clients aged ≤17 89 94 94 83*,** 95 79***
Clients aged 18–19 65 69 49* 66** 68 60***
Teenagers not yet 

sexually active 79 85 75* 75* 83 72***

Educational programs
Programs for teenagers

on abstinence 45 63 38* 32* 56 29***
Programs for teenagers

on talking with parents 42 58 44* 30*,** 51 30***
Programs for parents on

talking with teenagers 
about sex 21 27 29 15*,** 26 13***

Programs for parents on
talking with teenagers
in general 16 15 28* 13** 17 13

Parental involvement
for minors requesting
contraceptives
Not required 87 87 94* 86** 93 79***
Required for some minors 7 8 4 7** 6 9
Required for all/

most minors 6 5 2 7** 1 12***

*Significantly different from percentage for health department clinics at  p<.05. **Significantly different from
percentage for Planned Parenthood clinics at p<.05. ***Significantly different from percentage for Title X–supported
clinics at p<.05.
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•Services for males. Clinics that serve men must tailor a dif-
ferent set of services and programs than have traditional-
ly been available for females. Most clinics have at least some
male STD (74%) or contraceptive (68%) clients, but males
remain a small proportion of the overall caseload for most
publicly funded family planning clinics. However, the sit-
uation has been changing over the past decade; for exam-
ple, the proportion of Title X–funded clinic clients who are
male increased from 2% in 1995 to 5% in 2004, and three-
quarters of all agencies report a desire to serve more male
clients.11 Reflecting these trends, clinics direct a variety of
specialized services and activities at men (Table 5). More
than one-third (36%) of those with relevant data offer
non–reproductive health services, such as sports physicals
or general health care, for men, and a similar proportion
make efforts to recruit partners of female clients (35%). One
in four clinics employ male providers on-site, and one in
five offer reproductive health services or have recruiting ef-
forts targeted specifically toward men. However, only 4%
of clinics offer special clinic hours for male clients.

Clinics take different approaches in targeting services to
men. Planned Parenthood and Title X–supported clinics
are the most likely to focus on efforts to recruit male clients;
nearly half of Planned Parenthood clinics recruit female
clients’ partners. Clinics administered by “other” agencies
and those receiving no Title X funding are the most likely
to employ male providers (37–38%), probably because such
clinics are the most likely to be community health centers
or other sites providing primary care and serve males for
a variety of health care needs. However, such sites are the
least likely to have reproductive health programs or ser-
vices specifically for their male clients (13–14%). 

X grants earmarked for the expansion of HIV services and
funding from the Centers for Disease Control and Preven-
tion (CDC). Dedicated HIV funding sources are most com-
mon among health departments (63%) and significantly
less so among Planned Parenthood affiliates and other clin-
ics (36% of each). In addition, 51% of clinics with relevant
data receive some HIV funding from other public sources,
including Medicaid and state and local programs. A vari-
ety of factors limit clinics’ ability to offer HIV testing: lack
of funding (28% of all clinics), lack of counseling staff (19%)
and other reasons (9%). 

Services Targeting Specific Client Groups

•Adolescent counseling and educational programs. During
an initial contraceptive visit, most clinics provide routine-
ly counseling about abstinence to adolescent clients (Table
4), particularly those who are 17 and younger (91% of clin-
ics for which information was provided) and those not yet
sexually active (88%). About three-quarters routinely coun-
sel 18–19-year-olds about abstinence. Additionally, most
clinics routinely counsel adolescents about the importance
of discussing issues related to sex with their parents; they
most frequently do so for adolescents aged 17 and younger
(89%). Health department clinics are the most likely to re-
port routine counseling on abstinence. Although Planned
Parenthood affiliates are as likely as health department clin-
ics to routinely counsel younger teenagers about the im-
portance of parental involvement (94% of each do so), they
are the least likely to report routine counseling of older
teenagers on either topic. For each group of adolescents,
Title X–supported clinics are significantly more likely than
others to routinely counsel adolescents on either topic.

In addition to one-on-one counseling, many clinics offer
educational programs on these same topics, either on-site
or off-site (e.g., at schools, youth centers). Some 45% have
programs for adolescents that emphasize abstinence, and
a similar proportion have programs that include discus-
sion of how to talk to parents about issues related to sex-
ual behavior. Programs for parents on how to talk to their
teenagers are less common; one in five clinics offer such
programs. Title X–supported clinics are significantly more
likely than those not receiving Title X funds to offer
teenagers and their parents these types of programs. 

The vast majority of clinics with data (87%) do not re-
quire parental notification or consent for minors request-
ing prescription contraceptives. Seven percent require con-
sent or notification for some minors (usually the youngest
clients), and 6% require it for most or all minors. Planned
Parenthood clinics and Title X–supported clinics are sig-
nificantly more likely than others to provide care to ado-
lescents without parental involvement; more than nine in
10 do so. (Clinics receiving Title X funding are required by
law to maintain patient confidentiality; we would specu-
late that the 7% of Title X–funded clinics that require
parental involvement for at least some minors do so when
they see adolescents whose visits are not covered by their
Title X funding.)

TABLE 5. Percentage of U.S. publicly funded family planning clinics, by selected
characteristics of services offered for men, according to type of clinic and Title X
funding status

Characteristic All Type Title X funding
(N=1,072)

Health Planned Other Yes No
department Parenthood (N=561) (N=668) (N=404)
(N=225) (N=288)

Non–reproductive health
services† offered to 
male contraceptive/
STD clients 36 40 24* 36** 36 35

Recruitment efforts
targeting partners of
female clients 35 37 47* 31** 38 31***

Male providers available 24 13 10 38*,** 16 37***

Reproductive health
programs/services
designed for men 22 30 34 13*,** 28 14***

Advertising/recruitment 
efforts targeting men 18 21 29 12*,** 23 9***

Special hours when men
can receive services 4 2 4 5* 4 4

*Significantly different from percentage for health department clinics at  p<.05. **Significantly different from
percentage for Planned Parenthood clinics at p<.05. ***Significantly different from percentage for Title X–
supported clinics at p<.05. †For example, sports physicals, general health care.
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•Services for non-English-speaking clients. Ninety-five per-
cent of clinics have non-English-speaking contraceptive
clients. Meeting these clients’ needs is especially challenging
for clinics serving diverse populations who speak multiple
languages. On average, individual clinic populations include
speakers of four languages other than English. 

Clinics use a range of approaches to better serve their non-
English-speaking clients (Table 6). Most clinics with non-
English-speaking contraceptive clients provide written ma-
terials in alternate languages (88% of those with responses
on this item). The majority employ translators (81%), ad-
ministrative staff who speak other languages (59%) or clin-
ical staff who speak other languages (57%). Compared with
health department and Planned Parenthood clinics, other
clinic types are more likely to have multilingual staff; they
also are more likely than Planned Parenthood clinics to use
translators. Title X–funded clinics have a smaller share of
non-English-speaking clients than clinics not supported by
Title X, and are significantly less likely to have staff who speak
other languages; they are more likely to rely on other lan-
guage services, such as translation via phone or video. The
greater availability of staff who speak other languages among
clinics not receiving Title X funding and clinics administered
by “other” agencies also likely reflects that many of these
clinics are community health centers providing federally
funded primary care services to low-income, often pre-
dominantly Hispanic populations.

DISCUSSION

This study provides the first national snapshot of what pub-
licly funded family planning clinics are doing to serve their
clients. However, more research is needed to ascertain how
agencies structure and organize services across their clin-
ics. The current data suggest that to some extent, agencies
concentrate costly and technical procedures in selected clin-
ics so as to focus their resources while ensuring that ser-
vices are available. For example, although 5% of Planned

Parenthood clinics do not offer chlamydia testing, in analy-
ses not presented here, we found that all Planned Parent-
hood agencies offer testing; presumably, when one clinic
does not offer this service, it can refer clients to other sites
within the agency. Similarly, whereas the availability of sur-
gical sterilization (both male and female) is somewhat lower
among individual clinics than at family planning agencies,
the proportion of clinics that offer each reversible contra-
ceptive method is nearly identical to the proportion of agen-
cies offering each.12 These contrasts suggest that for the
most part, once an agency decides to offer a reversible
method, it does so at all clinics that it operates. 

Publicly funded family planning clinics offer women a
wide choice of contraceptive methods. Many successfully
bring women new and highly effective methods, such as
the patch and vaginal ring. Further monitoring is needed
to see whether use of the patch (and of other new long-
lasting and more expensive methods, such as the one- and
three-month injectables) replaces pill use over time, as this
would have significant cost implications for clinics (since
pills are much less expensive).13 Together, the broad choice
of methods and the availability of long-lasting and highly
effective methods should enable women to better select the
method that they can use most successfully, thereby help-
ing them to better control their fertility and to avoid unin-
tended pregnancies. 

Screening for cervical cancer is an essential reproduc-
tive health service provided by family planning clinics. Our
findings indicate that clinics rely heavily on conventional
Pap tests, even for follow-up testing. This stands in stark
contrast to the private sector, where the liquid-based Pap
test has rapidly become the standard of care14 since its ap-
proval by the Food and Drug Administration (FDA) in 1996.
The liquid-based test may have some marginal benefit in
terms of increased sensitivity for detecting precancerous
cervical lesions.15 Yet its cost is triple that of conventional
Pap tests, according to reports from family planning
providers.16 More recently, a DNA test that can identify the
strains of HPV associated with cervical cancer received FDA
approval as a primary screening tool for women older than
30, and as a secondary screen for younger women follow-
ing a regular Pap test or a liquid-based test. Title X–
supported clinics, which in 2004 provided a reported 2.8
million Pap tests,17 appear to be the least able to afford and
therefore offer these new technologies to their clientele. 

Additionally, in 2002 and 2003, the American Cancer
Society, the American College of Obstetricians and Gyne-
cologists and the U.S. Preventive Services Task Force all
updated their cervical cytology screening guidelines in re-
sponse to new scientific evidence concerning cervical can-
cer screening and detection.18 The guidelines address when
to begin and discontinue screening, appropriate screening
intervals and the new screening technologies. In particu-
lar, they emphasize that while women need to receive reg-
ular gynecologic care, some women may be able to increase
the interval between screenings. This could achieve cost
savings for family planning and other reproductive health

Services at Publicly Funded Clinics

TABLE 6. Percentage of U.S. publicly funded family planning clinics, by language
services offered, according to type of clinic and Title X funding status

Characteristic All Type Title X funding
(N=778)

Health Planned Other Yes No
department Parenthood (N=431) (N=298) (N=480)
(N=172) (N=175)

Client forms/materials in
other languages 88 86 96* 87** 86 90

Translators available 81 81 66* 83** 78 84

Administrative staff speak
other languages 59 46 55 70*,** 47 75***

Medical/clinical staff speak
other languages 57 40 54* 73*,** 46 74***

Other† 24 35 23 16* 31 15***

*Significantly different from percentage for health department clinics at  p<.05. **Significantly different from
percentage for Planned Parenthood clinics at p<.05. ***Significantly different from percentage for Title X–supported
clinics at p<.05. †For example, translation services via phone or video. Note: Percentages are based on clinics
with non-English-speaking clients.
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of new technologies and assess whether and to what ex-
tent they transform the delivery of HIV services in a fami-
ly planning setting. 

Our survey also sheds light upon the likely experience
of adolescents seeking contraceptive services at publicly
funded family planning clinics. The widespread practice
of maintaining confidentiality is critical to teenagers’ will-
ingness to seek care, as suggested by research findings in-
dicating that a significant proportion of sexually active
teenagers would forgo services if their parents were noti-
fied when they made a clinic visit.26 It also comports with
recent position statements by the Society of Adolescent Med-
icine, the American Academy of Pediatrics, and other med-
ical and public health organizations addressing the needs
of youth.27

Moreover, these findings make clear that, particularly
during an initial contraceptive visit, family planning
providers almost universally place a premium on counseling
young teenagers to delay sexual activity and encouraging
young people to talk to their parents about important de-
cisions regarding sexual behavior and contraceptive use.
Differences between clinics that receive Title X funds and
those that do not can be explained by the current program
guidelines for Title X funding recipients: Services must re-
main confidential, yet family planning providers are required
to discuss abstinence, along with contraception and safer-
sex practices, with all adolescents and encourage family
participation in minors’ decision to seek family planning
services.28

Historically, family planning providers served men only
as the partners of female clients, most notably to prevent
the transmission of STDs. During the 1990s, there were ef-
forts to change this, and the majority of clinics now offer a
broader range of services to men. However, the pace of
change seems to have stalled, and since 1999,29 there has
been little improvement in the extent to which clinics have
programs targeted to men or activities to recruit male clients.
An expanding body of research documents that men,
throughout their lives, have important sexual and repro-
ductive health needs, creating a call to reproductive health
providers and others to define the set of medical, educa-
tional and counseling services that men require and to de-
termine how and in what settings these services should be
delivered.30 Our findings that clinics run by different types
of agencies are adopting different strategies to serve and
reach men, and that only a minority of clinics adopt each
of the strategies we identified, suggests that this is an evolv-
ing area of practice for family planning providers. It also
suggests that the development of “best practice” standards
for meeting the sexual and reproductive health needs of
men would aid the field and potentially improve the sex-
ual and reproductive health of men and their partners. 

Family planning clinics are undertaking significant ef-
forts to meet the needs of their non-English-speaking clients.
However, given the numerous languages spoken by clients,
it is likely that some clients are not being optimally served.
In a small-scale investigation of family planning agencies

care providers by reducing the number of women who need
both primary and follow-up testing, and minimizing the
potential for overtreatment, given new understanding of
the course of the disease. Some anecdotal evidence sug-
gests that private physicians have been reluctant to aban-
don the notion of annual Pap tests for all patients and adopt
the longer screening intervals.19 Whether and to what ex-
tent publicly funded family planning providers, who may
be more cost-conscious than their private-sector counter-
parts, are following the testing intervals and other proto-
cols recommended in these guidelines is unknown and may
be worth future study. 

Each year, family planning clinics serve one in three
women of reproductive age who obtain STD testing or treat-
ment.20 Because of the high prevalence rate in young
women, and because chlamydia is usually asymptomatic
in women but can lead to pelvic inflammatory disease and
infertility if left untreated, the CDC and the U.S. Preventive
Services Task Force recommend annual chlamydia screen-
ing of women in their teens and early 20s.21 Our study
shows that almost all clinics are meeting these recom-
mendations, although the fact that 16% of clinics still do
not follow this protocol is cause for concern. 

Family planning providers have reported that the price
of chlamydia tests increased by 50% between 1998 and
2001,22 predating the federal government’s calls for in-
creased screening. These costs likely will remain a barrier
to universal compliance with the federal guidelines. The
federal Infertility Prevention Program (IPP), which was es-
tablished in 1993 to foster collaborations between STD pre-
vention programs and family planning providers to pro-
mote innovative approaches to STD-related infertility
prevention, could reduce these cost concerns for clinics
that are fortunate enough to receive IPP funds.23 Not all
clinics do so, however, and federal funding for the program
has remained low, preventing it from serving all those in
need.

The population that relies most heavily on family plan-
ning clinics closely matches the demographic profile of
women most at risk for HIV: young, low-income and mi-
nority. It is auspicious, therefore, that HIV testing appears
to be at least fairly well integrated into the provision of pub-
lic family planning services. More than nine in 10 family
planning clinics, regardless of agency type or receipt of Title
X funding, offer at least some HIV testing on-site. Nonethe-
less, a substantial proportion of clinics are limited in their
ability to offer HIV testing; reported limitations are likely
to present major challenges to implementing recommen-
dations proposed by the CDC in 2006 for routine volun-
tary HIV screening of all patients aged 13–64 in all health
care settings.24 The CDC has also recommended that
providers adopt new models, relying on new technologies,
to diagnose HIV infections outside traditional medical set-
tings.25 Our research indicates that in 2003, only a small
minority of family planning clinics had adopted these tech-
nologies, although the tests were quite new to the market
at that time. Future research should examine the uptake
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conducted in 2002, the cost associated with meeting the
need for language assistance and related services was iden-
tified as one of agencies’ most pressing concerns.31 The sub-
stantial challenges associated with adequately meeting the
needs of non-English-speaking clients, and the cost pres-
sures involved with doing so, are likely only to intensify for
family planning providers as the U.S. population contin-
ues to diversify in the coming decades. 

The data also show that as new technologies and new ser-
vice demands alter the potential standard of care, Title X–
supported clinics are increasingly challenged to keep up.
Compared with clinics not receiving Title X funding, they
are less likely to use liquid-based tests for cervical cancer
screening at either initial testing or follow-up, less likely to
offer chlamydia testing to all clients and less likely to offer
HIV testing on-site—probably because of cost. These results
are supported by data from a pilot study showing that be-
tween 2001 and 2004, Title X grantees’ average expendi-
tures on diagnostic tests more than doubled, while their Title
X grant awards increased by only 10%.32 Thus, although
Title X–funded clinics are apparently spending consider-
ably more on diagnostic services now than they did in the
past, they are still unable to adopt the most advanced tech-
nologies for all clients screened or tested because public fund-
ing cannot keep pace with improved technology.

Title X–funded clinics are doing more than others to pro-
vide counseling and education programs to teenagers and
their parents. And new and expanded funding mechanisms
are being promoted to help them better meet the challenges
of providing up-to-date and comprehensive services to their
clients. For example, in 2004, the federal Office of Popu-
lation Affairs announced that it would award supplemen-
tal grants designed to help Title X projects,33 which already
provide more than half a million HIV tests annually,34 to
initiate or expand on-site HIV counseling, testing and re-
ferral services. 

Although benefiting from the new, clinic-level sample de-
sign, the data and analyses presented here face some im-
portant limitations. Because we employed a mail survey, we
were constrained in the number and depth of questions that
could be included. In addition, respondents had difficulty
answering some questions, although our extensive phone
follow-up helped to minimize missing data. Finally, our re-
sults are based on national averages and may not reflect the
situation in particular local areas. Nevertheless, our study
illustrates the range of services and policies common among
family planning clinics today. In particular, it demonstrates
that these services extend beyond contraceptive care as clin-
ics respond to changing health and client demands.
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