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KEY POINTS

-> Publicly supported family planning clinics play a crucial role in the health care system,
providing essential contraceptive services to millions of people every year.

- These safety-net clinics have faced several obstacles since 2015, such as the Title X
domestic gag rule, the COVID-19 pandemic and the overturning of Roe v. Wade.

- The proportion of clinics offering a wide range of contraceptive services on-site has
remained relatively stable since 2015. However, provision of implants has increased,
while the number of clinics offering fertility awareness-based methods and emergency
contraceptive pills has decreased.

-> The use of telemedicine to dispense oral contraceptive pills rose dramatically from 2015
to 2022-2023, likely driven by an increased use of telemedicine that began during the
COVID-19 pandemic.

-> The use of several protocols that support patient access to contraceptives has increased,
including prescribing at least 12 months of oral contraceptive pills at the initial visit,
offering both pills and refills on-site, dispensing oral contraceptive pills using the Quick
Start protocol and offering advanced provision of emergency contraception, especially
among Planned Parenthood clinics.

- The availability of general health and other sexual and reproductive health services in
these clinics has also remained largely stable, although availability of HIV pre-exposure
prophylaxis and mental health screening has increased notably since 2015.
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Background

Publicly supported family planning clinics
have weathered intense upheaval in recent
years, from the disruption to the Title X
network wrought by the Trump administra-
tion’s “domestic gag rule” to the COVID-19
pandemic, followed by the ripple effects

of the Supreme Court’s decision in Dobbs
v. Jackson Women’s Health Organization.
Despite these challenges, these sites have
continued to serve as a vital source of
sexual and reproductive health (SRH) care,
providing widespread availability of a range
of contraceptive methods and increasing
availability of patient-centered contracep-
tive dispensing protocols. These clinics

are particularly important because a large
proportion of their patients come from
marginalized communities.

Publicly supported family planning clinics
is a category made up of several types of
clinics: Planned Parenthood clinics, feder-
ally qualified health clinics (FQHCs), public
health department clinics, hospital clinics
and other independent clinics. Among
these, this study finds, Planned Parenthood
facilities offer the broadest range of contra-
ceptive options and the widest availability
of protocols supporting patient access to
contraception, despite bearing the brunt
of political attacks targeting reproductive
health care. In addition, health depart-
ments have made markable strides toward
increasing patient-centered contraceptive
care, performing as well or better than
FQHCs on most measures.

Understanding the range of services
provided by these clinics and how these
services have changed since 2015 pro-
vides data necessary for development of
evidence-based policies that ensure access
to essential health services, especially as
sexual and reproductive health provision is
increasingly affected by policy restrictions.
In addition, comparing service provision
across clinic types allows for the identifica-
tion of successes achieved by and chal-
lenges for the nation’s safety-net family
planning clinics.

*Percentages do not add to 100 because of rounding.

tTransgender men, gender-nonconforming and nonbi-
nary people also become pregnant and need and use
contraceptive services, but some data sources restrict
data collection to cisgender women, so we use “women”
in this report.
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Publicly supported clinics that offer con-
traceptive services provide essential health
care for millions of people in the United
States every year. There are more than
10,000 sites that are considered publicly
supported clinics in the United States.!
These clinics offer contraceptive services to
the public and use public funding, including
federal, state or local funding through pro-
grams like Medicaid or Title X, to provide
free or reduced-fee services to eligible
patients.?

Some publicly supported clinics are
administered independently, but most are
linked to larger national, state, or county
organizations or agencies. In 2015, FQHCs
accounted for 54% of clinics providing
publicly supported contraceptive services,
health departments accounted for 21%,
other independent clinics accounted for
10%, hospital outpatient clinics accounted
for 8%, and Planned Parenthood clinics
accounted for 6%.* However, in terms of
patients served, Planned Parenthood clin-
ics served 32% of all female contraceptive
patients, while FQHCs served 30%, health
departments served 20%, hospital outpa-
tient clinics served 10% and other clinics
served 8%.!

Of the roughly 25 million woment who
receive contraceptive care each year,* 18%
receive this care from publicly supported
clinics.* In particular, low-income, uninsured
and young women rely on these clinics for
contraceptive services. Immigrant women
and women of color also receive care from
these clinics at higher proportions than
their counterparts.*

Publicly supported clinics provide con-
traceptive services such as contraceptive
method counseling, provision, prescriptions
and check-ups. In addition to offering con-
traceptive services, many of these sites also
provide critical SRH services, including Pap
tests, pelvic exams, STl testing and treat-
ment, and pregnancy tests. Most women
who visit a publicly supported clinic for
contraceptive or SRH services report that
this site was their usual source of medical
care (65%).4

The Guttmacher Institute collected data
from a sample of publicly supported family
planning sites in 2015, after the implemen-
tation of the Affordable Care Act (ACA).

That study found that long-acting revers-
ible contraceptives (LARCs) were becom-
ing more widely available at these publicly
supported sites. In addition, publicly
supported family planning clinics were
providing many noncontraceptive services;
for example, primary care was provided at
more than half of the sampled sites.*

However, the publicly funded family plan-
ning clinic network has experienced much
disruption since that time. Restrictions to
the federal Title X family planning program,
which helps fund many publicly supported
clinics, were enacted by the Trump admin-
istration in 2019, prohibiting Title X recipi-
ents from making abortion referrals and
imposing financial and physical separation
requirements for sites offering abortion
care, among other restrictions.

As a result of these domestic gag rule
restrictions, approximately 1,000 clinics
left the Title X program and only 1.5 million
patients were served in 2020, compared
with four million in 2018. In addition,

this time period coincided with the start
of the COVID-19 pandemic, which also
affected contraceptive service provi-
sion.”® Researchers have estimated that
approximately two-thirds of the decline in
patients served by Title X was a result of
the changes to the program made by the
Trump administration and approximately
one-third was a result of COVID-19.°

The Biden administration rescinded the
Title X restrictions in 2021, and some sites
that left Title X as a result of the gag rule
have since rejoined, although the effects
of the restrictions still linger.°"In addi-
tion, as vaccines and treatments became
widely available, the impact of the COVID-
19 pandemic on contraceptive service
provision waned."”? More recently, in 2022,
the Supreme Court’s Dobbs decision
overturned Roe v. Wade, which led to an
increase in abortion restrictions and bans
in many states. Although a small propor-
tion of family planning clinics are abortion
providers (in 2015, 4% offered procedural
abortions and 8% medication abortions),*
many family planning clinics provide abor-
tion-related care such as pregnancy testing,
referrals for abortion care and nondirective
options counseling.



Methodology

Between November 2022 and December
2023, we surveyed a nationally represen-
tative sample of 2,146 clinics providing
publicly supported contraceptive services.
Our sample was stratified by Title X status
(received Title X funding or did not) and
clinic type (FQHCs, Planned Parenthood
clinics, health departments, and hospitals
and other sites). We programmed and
hosted the online survey using Qualtrics.
Respondents were eligible if they were
family planning directors or administrators
at publicly supported clinics providing fam-
ily planning services in 2022.

We present results on key characteristics
of clinics and variation in service offer-
ings and provision protocols. We pro-

vide breakdowns by clinic type (health
department, Planned Parenthood, FQHCs,
hospital and other) and service focus
(reproductive health, and primary care

and other). We also compare findings from
the 2022-2023 survey to those from 2015,
when Guttmacher last conducted a survey
of clinics providing contraceptive services.
The key measures we report on in this
report include clinic characteristics, such as
number of patients served and clinic hours;
clinic finances, such as receipt of Title X
funding; contraceptive methods provided;

sexual and reproductive health services
provided; and contraceptive dispensing
protocols.

A total of 446 clinics completed the survey,
corresponding to an overall response

rate of 24%, which is lower than the 50%
response rate in 2015 (sample N=1,839; ana-
lytic sample=867). All cases were weighted
for sampling ratios and nonresponse,

and the results presented are nationally
representative. All comparisons mentioned
in the text are statistically significant at

the p<.05 level unless otherwise indicated,
although some significant comparisons are
not mentioned in the report. See additional
information about the survey, sample and
methods of analysis in the Methodology
Appendix.

Clinic Characteristics

Clinic focus

Nearly four in 10 publicly supported family
planning clinics in 2022-2023 reported
their principal service focus as specialized
reproductive health care, meaning they pri-
marily offer contraceptive and related SRH
services. This is roughly the same propor-
tion as in 2015 (Appendix Table 1, page 13).

= More than two-thirds of health depart-
ment clinics and hospital and other

clinics, and all Planned Parenthood clinics,
reported a service focus on reproduc-
tive health, compared with 8% of FQHCs
(Figure 1). There was an increase from
2015 among hospital and other clinics,
when just more than half of these clinic
types reported a reproductive health
service focus.

Patient caseload

More than one-third of clinics reported that
50% or more of the patients they serve
receive contraceptive services; this has
remained consistent since 2015.

= Compared with the proportion in 2015,
the proportion of patients in 2022-2023
receiving contraceptive services
decreased at Planned Parenthood facili-
ties and increased at hospital and other
clinic types.

= FQHCs reported a much smaller propor-
tion of patients receiving contraceptive
services compared with other clinic types,
as 33% of facilities reported fewer than
10% of patients receiving those services.

Slightly more than half of clinics reported
serving fewer than 20 contraceptive
patients per week (Appendix Table 1). A
quarter of clinics reported serving 20-49
patients per week, and about a fifth served
50 or more.

All clinics

Health department

Planned Parenthood
FQHC

Hospital/other

B Reproductive health focus

% distribution of clinics

Note: FQHC=federally qualified health center.

FIGURE 1. Service focus of publicly supported family planning clinics, 2022-2023

I Primary care/other focus
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= Compared with 2015 data, the contracep-
tive caseload in 2022-2023 among health
departments and Planned Parenthood
clinics decreased.

= Contraceptive patient caseload varied
dramatically by clinic type: Planned
Parenthood facilities served many more
contraceptive patients per week and
health departments reported fewer, com-
pared with the number of patients served
at the other clinic types.

Scheduling

Overall, there has not been a change in
the availability of extended office hours
for contraceptive care between 2015 and
2022-2023. However, the proportion of
health departments offering extended
office hours decreased from 18% in 2015 to
3% in 2022-2023.

= |n addition, there was variation in the
availability of extended hours between
clinic types in 2022-2023. While 42%
of clinics overall offered extended
hours, more than two-thirds of Planned
Parenthood clinics and more than half of
FQHCs reported doing so.

One in four publicly supported family
planning clinics reported offering same-
day appointments for contraceptive
care—a decline from 52% in 2015 to 25% in
2022-2023 (Appendix Table 1).

= FQHCs, as well as hospital and other clinic
types, report the highest availability of
same-day appointments in our sample
(28% and 33%, respectively). However, all
clinic types saw a decrease in same-day
appointment availability in 2022-2023
when compared with the same-day avail-
ability in 2015. Planned Parenthood clinics
experienced the greatest drop, to just 15%
from 62% in 2015.

The average number of hours publicly
funded family planning clinics provide
contraceptive services per week remained
relatively unchanged from 2015 to 2022-
2023; there were no differences between
years by clinic type.

= FQHCs report providing the highest aver-
age number of weekly hours for contra-
ceptive care provision, at an average of 43
hours per week.
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Overall, patient wait time for an initial con-
traceptive care visit has doubled since 2015,
from an average of three days to six days.

= Planned Parenthood clinics have experi-
enced the largest increase in wait times
(from one day to six days).

Health insurance and clinic revenue

Clinic respondents in 2022-2023 reported
that about 60% of patients paid for their
contraceptive care using public insurance;
this did not change from 2015 (data not
shown).

= However, the proportion of patients using
private insurance increased between
2015 and 2022-2023 from 15% to 19%,
while the proportion of patients that did
not use either public or private insur-
ance decreased from 28% to 21%. These
changes were driven by shifts in health
insurance status among patients served
by health departments and Planned
Parenthood facilities.

In the 2022-2023 survey, 44% of clinics
reported any decline to the clinic’s annual
revenue since 2018 (data not shown).
Respondents could report multiple reasons
for the decline in revenue.

= The largest proportion of clinics reported
decreased revenue from COVID-related
patient declines (37%), followed by
decreased revenue from patient fees
(20%), cuts in federal funding (14%),
decreased revenue from Medicaid reim-
bursement (14%), decreased revenue from
private insurance reimbursement (10%),
and cuts in state or local funding (10%).

On-site Provision of Contraceptive
and Other Health Services

Trends in contraceptive method
availability

In 2022-2023, publicly funded family
planning clinics provided a broad range of
reversible contraceptive methods, includ-
ing the 14 specific methods listed in the
survey: combined hormonal oral contracep-
tives, progestin-only oral contraceptives,
extended regimen of combined or pro-
gestin-only oral contraceptives, hormonal
|UDs, copper IUDs, implants, injectables,

patches, vaginal rings, internal condomes,
external condoms, spermicides, fertility
awareness-based methods (FABMs) and
emergency contraceptive pills.

Overall, each reversible contraceptive
method is provided by at least 60% of
facilities. Provision of most contraceptive
methods stayed about the same between
2015 and 2022-2023.

= All of the Planned Parenthood clinics in
our sample offered provision of seven
of the 14 methods, and more than 90%
of these sites offered six of the remain-
ing seven reversible methods (Appendix
Table 1).

There were slight increases in provision
for implants and patches among most
clinic types and decreases for FABMs
and emergency contraceptive pills, espe-
cially among health departments and
FQHCs between 2015 and 2022-2023
(Figure 2, page 5).

The increase in implant provision was
seen among all clinic types; the larg-
est increases came among health
departments and hospital and other
clinic types. The increase in the provi-
sion of patches was driven by Planned
Parenthood clinics and hospital and
other clinic types.

The decrease in FABM provision was
seen among health departments (92% to
73%), Planned Parenthood facilities (92%
to 81%), and FQHCs (75% and 50%), and
the decrease in emergency contracep-
tion was driven by FQHCs (80% to 68%).

Seventy-eight percent of facilities
reported providing any LARC methods,
which was roughly the same as in 2015.

At least three-quarters of each facility
type reported providing any LARC meth-
ods (the lowest among FQHCs); virtually
all Planned Parenthood clinics provided
LARC methods.

Three-quarters of facilities reported
providing 10 or more reversible contracep-
tive methods in 2022-2023, which was
roughly the same as in 2015 (Appendix
Table 2, page 14).

= Each clinic type reported that approxi-
mately two-thirds of their facilities
provided 10 or more reversible methods,



and virtually all Planned Parenthood

facilities provided 10 or more methods.

The proportion of clinics offering the full
range of reversible methods remained
steady between 2015 and 2022-2023.
Overall, 62% of all clinics offered the full
range of methods on-site in 2022-2023.

A large majority, 80%, of reproductive
health-focused clinics met the Healthy
People 2030 objective of offering the full
range of reversible contraceptive methods,
compared with only 50% of primary care-
focused sites; this was roughly the same as
in 2015.

= As in 2015, a higher proportion of Planned
Parenthood clinics had met the Healthy
People 2030 objective, compared with
the proportion of other clinic types.
However, hospital and other clinic types
saw an increase in the proportion provid-
ing this range of methods, from 59% in
2015 to 77% in 2022-2023.

FIGURE 2. Contraceptive methods offered by publicly supported family planning
clinics, 2015 and 2022-2023

% of clinics

Fertility awarerness- | N 52
based methods I 60

Vasectomies E 9

0 20 40 60 80 100
B 2015

2015 and 2022-2023 comparison significant at p<.05. Notes: OCs=oral contraceptives. EC=emergency contraceptive.

B 2022-2023
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Practices to increase contraceptive access
and use

Overall, slightly more than one-third of
clinics reported prescribing an oral contra-
ceptive supply of 12 months or more at an
initial visit, compared with a supply of less
than 12 months (Appendix Table 3, page 15;
and Figure 3). This increased from 26% in

to almost half of clinics. Conversely, less
than half of FQHCs and hospital and
other clinic types reported a supply of
12 months or more, a proportion that
remained steady since 2015.

The proportion of clinics dispensing oral
contraceptives (both the initial supply
and refills) on-site decreased dramatically,
from 56% in 2015 to 36% in 2022-2023.

= A small proportion (11%) of clinics
reported only dispensing the initial sup-
ply of pills on-site; refills had to be filled
at an outside pharmacy. No changes
were seen in the proportion of sites uti-
lizing this protocol since 2015, or across
clinic type or service focus.

Almost two-thirds of clinics reported using
Quick Start, a same-day protocol, always

2015 and varied by provider type.
or often in 2022-2023, an increase from

= FQHCs were least likely to supply both around half in 2015.

the initial supply and refills of oral con-
traceptives on-site (14%). The greatest
shift can be seen in Planned Parenthood
clinics. In 2015, these facilities were the
provider type most likely to provide both

= Nearly all Planned Parenthood facilities
(92%) prescribed a supply of contracep-
tive pills of 12 months or more in 2022-
2023; this increased from 64% in 2015.

= Hospital and other clinic types saw the
greatest increase in usage of the protocol

[0} [}
= The most dramatic shift was seen among (from 43% to 76%). Almost all Planned

health departments, where prescribing

supplies of contraceptive pills on-site,
doing so at 83%' of their locations; how-
ever, in 2022-2023 this dropped to 53%.

a supply of pills for 12 months or more
at an initial visit increased from just 14%

1As a result of a change in data processing, this pro-
portion has changed slightly from the 2015 published
estimate.

FIGURE 3. Contraceptive dispensing protocols at publicly supported family planning
clinics, 2015 and 2022-2023

% of clinics

=12 months of OCs [ NEGIGG_ 26
prescribed at initial visit NG 36

Initial supply and |G 56
refills on-site | EG—_——NNN 6

Prescription onsite, | ENGTNGNG 34
filled at pharmacy [ 53

OCs prescribed via |15
telemedicine | ¢S

Contraceptive
dispensing
protocols

OCs dispensed using NG 52
Quick Start protocol G 63

Advanced provision |23

Person-centered
contraceptive

protocols of EC pills s 40

Same-day IUD NN 34
LARC dispensing insertion S >
protocols Same-day NG 37

implant insertion | EE—69

0] 20 40 60 80 100

Il 2015

B 2022-2023

Notes: All 2015 and 2022-2023 comparisons included here are significant at p<.05. LARC=long-acting reversible
contraceptive. OCs=oral contraceptives. EC=emergency contraceptive.
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Parenthood sites used this protocol
always or often in 2022-2023; as in 2015,
FQHCs remained the least likely to do so.

In comparing data from 2015 with data
from 2022-2023, the proportion of clinics
that reported the dispensing of oral con-
traceptives without requiring that a pelvic
exam be performed remained roughly the
same (58% vs. 62%).

= However, increases were seen at Planned
Parenthood facilities and hospital and
other clinic types (the two most likely
clinic types to carry out this protocol).

= The proportion of clinics always or often
dispensing or prescribing emergency con-
traceptive pills ahead of time for a patient
to keep at home increased between
2015 and 2022-2023, overall and among
all clinic types. Planned Parenthood
facilities were most likely to carry out
this advanced provision of emergency

contraception (81%), while FQHCs were
the least likely (28%).

In 2022-2023, 59% of clinics reported
performing IUD insertions on the same day
that method was requested, compared with
approximately one-third in 2015.

= Health departments reported the greatest
shift in this protocol, from 29% in 2015 to
72% in 2022-2023. Planned Parenthood
remained the most likely clinic type to
perform same-day IUD insertions, as
almost all sites provided this service in
2022-2023.

The proportion of clinics performing the
insertion of implants on the same day the
method was requested also increased
(from 37% to 69%).

= As was the case for same-day IUD inser-
tions, almost all Planned Parenthood
facilities reported utilizing this protocol,

and health departments saw the greatest
shift between 2015 and 2022-2023 (from
30% to 76%).

Overall, there was an increase in the pro-
portion of clinics offering prescriptions for
oral contraceptives via telemedicine, from
15% in 2015 to 68% in 2022-2023.

= |ncreases were seen among all clinic
types. The most notable increase came
among Planned Parenthood clinics, which
reported that 83% of their sites offer this
service, compared with just 9% in 2015.

Trends in service provision

Publicly funded clinics that offer contra-
ceptive care also offer a range of sexual
and reproductive health and other general
health care services. In both the 2015 and
2022-2023 surveys, clinic staff were asked
about the availability of a wide range of
health and social services at their facilities.

Mental health screening

prophylaxis.

I 2015

Notes: All 2015 and 2022-2023 comparisons included here are significant at p<.05. PrEP=pre-exposure

ety counseling s 40

20 40 60
B 2022-2023

FIGURE 4. Sexual and reproductive health services provided at publicly supported
family planning clinics, 2015 and 2022-2023
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In this section, we present the results only
for those services that were part of both
surveys. There was no overall marked
change between 2015 and 2022-2023 in
the availability of primary care, STI/HIV
testing and treatment, Pap smears, HPV
vaccinations, colposcopy, mammography,
pregnancy services or procedural abor-
tions® (Appendix Table 4, page 16). In
2022-2023, availability of certain sexual
and reproductive health services varied by
clinic type (Figure 4, page 7).

Primary care

Primary care was reported as available at
nearly two-thirds of publicly funded family
planning clinics in 2022-2023; there was
no change from 2015. Primary care was far
more likely to be offered at FQHCs (96%)
than at any other clinic type, and health
departments were least likely to offer this
service (17%).

STI/HIV services

An overwhelming majority of clinics in our
sample (94-98%) reported providing STI
testing, including testing for HIV, chlamyd-
ia, gonorrhea and syphilis, and STI treat-
ment in 2022-2023, which was roughly the
same as in 2015. Availability of PrEP for HIV
prevention increased across survey years,
from a little more than one-third in 2015 to
60% in 2022-2023. This increase was seen
across all clinic types; Planned Parenthood
clinics reported the largest change, from
25% to 97%. Conversely, only one-third of
health departments reported offering PrEP
in 2022-2023.

Expedited partner therapy for STls also
increased between 2015 to 2022-2023;
increases were seen among health depart-
ments (73% to 86%), and hospital and
other clinic types (79% to 95%).

HPV vaccination

In 2022-2023, 92% of clinics reported
offering HPV vaccinations, and there were
some differences across clinic type: Every
Planned Parenthood clinic (100%) offered
HPV vaccinations, while slightly less than

§Although the surveys asked respondents about “surgical
abortion,” Guttmacher prefers the term “procedural abor-
tion,” which better describes current abortion methods.
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three-fourths (73%) of hospital and other
clinic types offered this service.

Mental health screening

Mental health screening was offered at 85%
of clinics in 2022-2023, an increase from
more than two-thirds in 2015. Mental health
screenings were reported to be available

at almost all FQHCs (98%), but less than
two-thirds (59%) of health departments.
Planned Parenthood clinics saw the larg-
est increase, from offering mental health
screening at 29% of clinics in 2015 to 82% in
2022-2023.

Cervical cancer screening

Almost all clinics reported availability of
Pap smears in 2022-2023 and 2015. A little
more than one-third of clinics in 2022-2023
reported availability of colposcopies; there
was no change from 2015. Colposcopies
were least likely to be offered at health
departments (12%), as compared with more
than half of Planned Parenthood clinics.

Breast cancer screening

Overall availability of clinical breast exams
decreased slightly, from 97% in 2015 to
94% in 2022-2023. This change was most
noticeable for health departments, which
were least likely to offer breast exams in
2022-2023: Availability of breast exams
dropped from 97% to 86%. In 2022-2023,
100% of Planned Parenthood clinics
reported offering clinical breast exams.

However, fewer than one in four clinics
reported offering mammography in 2022-
2023. FQHCs were most likely to provide
this service (27%), compared with only 4%
of Planned Parenthood clinics.

Infertility services

While two-thirds of clinics offered basic
infertility testing in 2022-2023, an increase
from 55% in 2015, the proportion of clinics
offering infertility counseling dropped
from about half (49%) in 2015 to 40% in
2022-2023. FQHCs were most likely to
offer basic infertility testing in 2022-2023;
almost three-fourths of this type of clinic
reported the service to be available.

However, FQHCs were the least likely to
offer infertility counseling; only one-third
of FQHCs reported counseling availability,

compared with 63% of Planned Parenthood
clinics.

Pregnancy services

Almost all clinics offered pregnancy testing
in 2022-2023, which was roughly the same
as in 2015. More than eight in 10 clinics
also reported availability of preconcep-
tion counseling in 2022-2023. Provision

of preconception counseling decreased
among health departments, from 94% to
86%, while the availability of this service
increased among hospital and other clinic
types (from 86% to 95%).

Lower proportions of clinics in 2022-2023
offered prenatal care (44%) or breastfeed-
ing counseling and support (61%), although
this varied substantially by clinic type.

= While almost 60% of FQHCs reported
availability of prenatal care, Planned
Parenthood clinics were much less likely
to offer this care (3%). Similarly, approxi-
mately two-thirds of FQHCs and health
departments offered breastfeeding
counseling and support, while only 9% of
Planned Parenthood clinics provided this
service.

Abortion services

Overall availability of medication abortion
at publicly funding family planning clinics
has remained low but increased from 8%
in 2015 to 13% in 2022-2023 (Appendix
Table 4).

= This change was most substantial for hos-
pital and other clinic types, where avail-
ability increased from 8% in 2015 to 23%
in 2022-2023. The highest proportion of
medication abortion provision was among
Planned Parenthood facilities (57%);
markedly lower percentages of the other
clinic types provided this service.

Fewer clinics overall (4%) offered procedur-
al abortion services; there was no change
from 2015.

= Health departments and FQHCs did not
report availability of procedural abortion,
while one in four Planned Parenthood
clinics reported offering the service in
2022-2023.



Variation by Clinic Service Focus

Reproductive health-focused facilities
served more patients for contraceptive
services. Almost three-quarters of repro-
ductive health facilities reported that more
than 50% of their patients receive con-
traceptive services compared with 11% of
primary care and other facilities (Appendix
Table 1). However, compared with repro-
ductive health facilities, more primary care
and other facilities (46% vs. 27%) reported
offering extended office hours. Primary
care and other facilities were open an
average of 10 more hours a week than their
reproductive health counterparts.

A higher proportion of reproductive health-
focused clinics provided oral contraceptives
(combined hormonal and progestin-only),
|UDs, implants, injectables, rings, condoms,
FABMs and emergency contraceptive pills
compared with the proportions of primary
care and other clinics (Appendix Table 2).

More reproductive health clinics reported
providing patients with 12 months or more
of contraceptive pills at their initial visit
(51%), compared with primary care clinics
(27%), and were more likely to provide
the initial supply for pills and refills on-site
(Appendix Table 3). Reproductive health-
focused clinics provided higher proportions
of most person-centered-care dispensing
protocols and same-day LARC insertion
than primary care clinics.

In terms of health services, reproductive
health clinics were less likely to provide
primary care, PrEP, HPV vaccination, mental
health screening, mammography, pre-
natal care, and breastfeeding counseling
and support than primary care and other
facilities (Appendix Table 4). However, a
higher proportion of reproductive health
clinics provided STl treatment and expe-
dited partner therapy, infertility counseling,
pregnancy testing, preconception counsel-
ing and abortion.
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Discussion

Publicly funded family planning clinics
continue to fill a crucial role in the health
care system, offering affordable contra-
ceptive care and other sexual and repro-
ductive health services. However, there
are differences in service provision and
contraceptive dispensing protocols among
clinic types, as well as some evidence of

increased strain on these safety-net clinics.

Overall, while clinic characteristics have
largely remained stable from 2015 to
2022-2023, the availability of same-day
appointments has declined by half. In
addition, the average number of days new
patients wait for an initial contraceptive
service visit has doubled since 2015. This
trend is driven by increases among FQHCs
and Planned Parenthood facilities, the lat-
ter of which saw an increase in wait times
from one to six days. These shifts occurred
as the Title X program continues to be
underfunded.>® While the ACA helped
increase the number of people insured in
the United States, an estimated 26 million
individuals remain uninsured." For those
without insurance, the underfunding of
Title X leads to reduced access to high-
quality sexual and reproductive health
care.

Access to SRH care also decreased as a
result of the gag rule implemented by
the Trump administration, which con-
tinues to affect sexual and reproduc-

tive health care, even though the Biden
administration rescinded the restrictions.
The decline in availability of same-day
appointments occurred across all clinic
types, but was particularly large among
Planned Parenthood clinics. In addition to
the disruption caused by the gag rule, the
decline in same-day appointments may
reflect the strain on Planned Parenthood
affiliates as they grapple with the wave of
abortion restrictions imposed following
the Supreme Court’s Dobbs decision and
adjust service offerings and staffing across
sites accordingly.

The availability of contraceptive methods
over time has remained largely stable;
there are no changes in the proportions of
clinics offering at least 10 reversible meth-
ods or any LARC method. The only meth-
ods with increased availability over time

were implants, which were more widely
available among all clinic types in 2022-
2023 than in 2015, and patches, whose use
increased at Planned Parenthood facilities
and hospital and other clinics.

Conversely, availability of FABM instruc-

tion or supplies decreased among all clinic
types. This change could stem from shifting
demand for fertility awareness-based meth-
ods, although it may also reflect changes

to the item wording in our survey, as the
2015 survey asked about “natural family
planning” rather than FABMSs. In addition,
availability of emergency contraception

at publicly funded family planning clin-

ics declined since 2015, driven by reduced
availability at FQHCs, although certain
forms of emergency contraception are avail-
able over the counter. Both of these declines
represent decreased availability of person-
centered care for patients, as availability

of all methods is one crucial component of
person-centered contraceptive care.”

Recognizing the importance of contracep-
tive choice, the US Department of Health
and Human Services has identified as one
of its Healthy People 2030 developmental
objectives the on-site provision by publicly
funded family planning clinics of the full
range of reversible contraceptive meth-
ods (including oral contraceptives, IUDs,
implants, injectables, patches, vaginal
rings, external condoms, internal con-
doms, spermicide, other barrier methods
and emergency contraceptive pills).”®

Only hospital and other clinics have made
gains in the proportion of sites that meet
the Healthy People objective since 2015;
although a higher proportion of Planned
Parenthood facilities continue to meet the
objective compared with other clinic types
(94% of Planned Parenthood clinics vs. 77%
of hospital and other clinics, 65% of health
departments and 52% of FQHCs).

The use of several contraceptive dispensing
protocols that support patient access has
increased overall, including prescribing at
least 12 months of oral contraceptive pills
at the initial visit, offering both pills and
refills on-site, dispensing oral contracep-
tive pills using the Quick Start protocol and
advanced provision of emergency contra-
ception. There remains wide variation in
method availability and use of dispensing



protocols that support patient access to
contraceptives across clinic types.

Planned Parenthood facilities continue to
exhibit the widest selection of contracep-
tive methods. Of these clinics, 99% offer

at least 10 reversible methods, compared
with 84% of hospital and other clinics, 80%
of health departments and 64% of FQHCs.
Similarly, more than 90% of Planned
Parenthood clinics report following patient-
centered dispensing protocols, including
prescribing 12 months or more of contra-
ceptive pills, dispensing these pills using
the QuickStart protocol, dispensing them
without a pelvic exam, providing emer-
gency contraception in advance, and offer-
ing same-day insertion of both implants
and IUDs. While other clinic types have
increased their use of patient-centered
contraceptive practices over time, health
departments and FQHCs continue to lag
other clinic types in using these dispensing
protocols.

In addition, the use of telemedicine to
dispense oral contraceptive pills rose
dramatically from 2015 to 2022-2023, likely
driven by the increased use of telemedicine
during the COVID-19 pandemic. Only 15% of
clinics reported using telemedicine to pre-
scribe contraceptive pills in 2015, whereas
more than two-thirds reported doing so in
2022-2023, indicating that the use of tele-
medicine has continued beyond the height
of the pandemic.

The rapid uptake of telemedicine led to
some challenges, but its use also reduces
some barriers to care. Some patients may
prefer telemedicine appointments, but
some evidence suggests that perceived
quality of care may be lower than for in-
person appointments, so continued efforts
to improve telemedicine use for contracep-
tive access are needed.®”®

The availability of general health and other
sexual and reproductive health services
has also remained largely stable, although
availability of PrEP and mental health
screening increased notably since 2015.
The increase in PrEP availability was driven
largely by Planned Parenthood facilities; a
quarter of sites offered PrEP in 2015, while
nearly all did so in 2022-2023. Other clinic
types, particularly health departments,
continue to have more limited availability,
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Mental health screenings also increased
among clinics overall, driven by increases
among Planned Parenthood facilities, and,
to a lesser extent, among health depart-
ments. These increases may reflect a grow-
ing acknowledgment of the important links
between reproductive health and mental
health.”” Medication abortion has also
become more widely available at family
planning clinics since 2015, driven largely
by increased availability among hospital
and other clinics, where availability nearly
tripled from 8% to 23%, and it has remained
available at more than half of Planned
Parenthood clinics.

Limitations

While this report highlights important
trends in the delivery of services among
publicly supported family planning clinics in
the United States, there are some limitations
to our data. Most notably, the response rate
for our survey was 24%, a marked decrease
from the 2015 response rate of 50%.

Our response rate was particularly low
among FQHCs. The decline in response
rates was not due to decreased effort in
fielding the survey; rather, we surmise

that upheaval in the family planning clinic
network, particularly among Title X-funded
clinics resulting from the domestic gag rule,
led to increased family planning clinic staff
turnover and increased strain on clinic ser-
vices, which in turn made it more difficult
to reach the appropriate staff at clinic sites
to complete the survey.

In addition, although we initially strati-

fied our sample by Title X status, intend-
ing to weight our analyses accordingly

and compare clinics by Title X status, we
found too many discrepancies between the
reported Title X status on our survey and in
Guttmacher’s Family Planning Database.

These discrepancies likely stem from the
disruption to the Title X program follow-
ing the Trump administration’s gag rule,
which resulted in more than one-quarter

of Title X-funded sites (as of 2018) exiting
the program by 2020. While some of these
clinics have rejoined Title X since the Biden
administration passed a new Title X Final
Rule in 2021, these disruptions led to uncer-
tainty and ongoing flux among sites that

were in and out of the program in short
periods of time.

It proved impossible to use Title X status as
a weight variable, given ongoing changes
to both the denominator (the universe of
publicly funded family planning clinics) and
the numerator in terms of Title X statuses
in our sample. Also, our survey instrument
was lengthy, and some respondents may
have chosen to skip certain questions as a
result. Finally, although our unit of analysis
is the clinic, most surveys are completed by
one staff member, and respondents likely
vary with respect to their knowledge of

the survey items, leading to variation in the
accuracy of survey responses.

Despite these limitations, our survey
reports on crucial trends in service delivery
based on a nationally representative
sample of clinics.

Conclusion

Publicly funded family planning clinics
continue to provide essential sexual and
reproductive health care, despite recent
obstacles such as the domestic gag

rule, COVID-19 and the Dobbs decision.
Contraceptive method availability has
remained largely stable since 2015, and
Planned Parenthood clinics continue to
have the widest availability of contracep-
tive methods compared with other clinic
types. Wait times for appointments have
increased substantially and the availability
of same-day contraceptive appointments
has declined by half. Supporting these
safety-net clinics is crucial for ensuring
equitable access to contraceptive and other
sexual and reproductive health care.
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Methodology Appendix

Sample

Between November 2022 and December
2023, we surveyed a nationally represen-
tative sample of 2,146 clinics providing
publicly supported contraceptive ser-
vices. The sample was drawn from the
Guttmacher Institute’s family planning
clinic database, which includes all known
sites in the United States (N=10,454 sites at
time the sample was pulled). The data-
base is regularly updated using directories
from Title X-supported clinics, Planned
Parenthood affiliates and federally qualified
heath centers (FQHCs), as well as personal
communications with grantee and agency
administrators.

Clinics were randomly selected within the
eight possible categories (four clinic types
and two Title X status possibilities). Due to
differences in the overall number of clinic
types and Title X status combinations, we
varied the proportion sampled by category
based on the total number in the category
and the response rate for that category

in the 2015 survey. We randomly sampled
48% of Planned Parenthood facilities,

28% of hospital and other clinics, 20% of
health departments and 16% of FQHCs.
Our sample was stratified by Title X status
(received Title X funding or not) and clinic
type (FQHCs, Planned Parenthood clinics,
health departments and hospital and other
clinics). As a result of missing data, Ns for
survey items vary.

Data collection protocols

We programmed and hosted the online sur-
vey using Qualtrics; the survey took about
20-30 minutes to complete. Respondents
did not have to answer specific questions
or could stop taking the survey at any time.
Participation in the study was voluntary,
and respondents received a $50 gift card
for their participation (remuneration was
raised to $100 in the last two months

of fielding). Our study procedures were
reviewed by the chair of the Guttmacher
Institute’s Institutional Review Board (IRB)
and were deemed exempt from IRB review,
as the data were collected from respon-
dents in their professional capacity and do
not include patient-level data.
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For this study, respondents were eligible

if they were family planning directors or
administrators at publicly supported clin-
ics providing family planning services in
2022-2023. Our fielding team reached out
to each randomly sampled clinic by phone
and email five times on average; a link to
the survey was sent by email, and, in a
minority of cases, by physical mail or fax.

Key measures
Clinic characteristics

We asked clinics what type of organization
the clinic is affiliated with (health depart-
ment, Planned Parenthood, FQHC, hospital
or other) and the main type of service
provided by the clinic (reproductive health
services, primary care or other). In terms
of basic contraceptive provision, we asked
approximately how many patients receive
any contraceptive services at the clinic
during a typical week (<5, 5-19, 20-49,
50-99, 100-199, >200); approximately
what percentage of patients receive con-
traceptive services annually (2022-2023:
<10%, 10-49%, >50%; 2015: <10%, 10-24%,
25-49%, 50-74%, 75-99%, 100%); the
total number of hours the clinic is open for
contraceptive service provision during a
typical week; the number of days patients
typically have to wait to get an initial con-
traceptive service appointment (same day,
1-7 days, more than seven days; in 2015,
we asked whether it was same-day service,
and if not, how many days or weeks); and
if the clinic offers contraceptive services
on Saturdays and/or Sundays and after 6
p.m. on any weekday (in 2015, we asked the
number of hours clinics were open during
these times).

Clinic finances

We asked if the clinic received Title X fund-
ing in the past five years (since January
2018), and for those who selected “yes,”
we asked during which years the clinic
received funding (in 2015, we only asked

if the clinic received Title X funds at the
time of the survey). We asked clinics for
the distribution of patients paying for care
using private insurance, public insur-

ance or without insurance. In addition,

we asked in the 2022-2023 survey if the
clinic’s annual revenue had significantly
declined since 2018 because of any of the

following reasons: a cut in federal funding,
a cut in state or local funding, a decrease
in revenue from patient fees, a decrease in
revenue from Medicaid reimbursements, a
decrease in revenue from private insurance
reimbursements or patient declines due to
the COVID-19 pandemic.

Contraceptive methods

We asked, for each listed contraceptive
method, whether the method is provided or
prescribed at the site, patients are referred
to another clinic or the method is not
provided or referred for. The methods are
the following: combined hormonal oral con-
traceptives, progestin-only oral contracep-
tives, extended regimen of either combined
or progestin-only oral contraceptives (e.g.,
Seasonale, Seasonique), hormonal IUDs
(e.g., Mirena, Skyla), copper IUDs (e.g.,
ParaGard), implants (e.g., Nexplanon),
injectables (e.g., Depo-Provera), patches
(e.g., Ortho Evra), vaginal rings (e.g.,
NuvaRing), external (male) condoms, other
barrier methods (e.g., diaphragm, cervical
cap, sponge, internal condoms), spermi-
cides, emergency contraceptive pills (e.g.,
Plan B, ella), tubal ligations (in 2015, we
asked about female sterilization, including
tubal ligations and Essure), vasectomies,
and fertility awareness-based method
instruction or supplies (FABMs) (e.g., cycle
beads). In 2015, instead of asking about
FABMs, we asked about natural family plan-
ning instruction or supplies.

Sexual and reproductive health services

We asked, for each listed health service,
whether the service is provided or pre-
scribed at the site, clients are referred to
another clinic or the service is not pro-
vided or referred for. Listed health services
asked on both surveys are the following:
primary (general health) care, HIV testing,
pre-exposure prophylaxis for HIV preven-
tion, chlamydia/gonorrhea testing, syphilis
testing, STI treatment, expedited partner
therapy for STls, Pap smear (conventional
and/or liquid-based), HPV vaccination,
mental health screening, colposcopy, mam-
mography, clinical breast exam, breast-
feeding counseling and support, infertility
counseling, basic infertility testing (e.g.,
pelvic exam, hormone levels), pregnancy
testing, prenatal care, preconception coun-
seling, medication abortion and surgical

n



abortion. While the survey asked about
surgical abortion, we refer to this as proce-
dural abortion in the report.

Dispensing protocols

We asked clinics that reported prescribing
hormonal oral contraceptives how many
total months (i.e., cycles) of these contra-
ceptive pills are typically provided and/or
prescribed at an initial contraceptive visit
(1 month, 2-3 months, 4-6 months, 7-11
months or >12 months); in 2015, respon-
dents were asked about the number of
cycles instead of number of months. In
terms of method for dispensing these pills,
we asked whether most patients receive
both the initial supply and additional refills
at the clinic, most patients receive an initial
supply at the clinic and a prescription to
fill additional cycles at a pharmacy, most
patients receive a prescription that they fill
at a pharmacy or another dispensing/pre-
scription method is used.

Pertaining to IUDs and implants, we asked
in 2022-2023 if the insertion and removal
of each respective method occurred in

one visit (same day), two visits, or three or
more visits; the 2015 survey asked whether
|UDs, implants or injectables were injected
or inserted during the same appointment in
which the method was requested or during
a follow-up appointment after the method
was requested. We asked clinics how often
(always, often, sometimes, rarely or never)
the following dispensing protocols are
employed for each method provided at
their facility: oral contraceptives are dis-
pensed using the Quick Start protocol (in
which the patient takes first pill on the day
of the visit, regardless of where they are

in their menstrual cycle); new patients get
oral contraceptives without having to get

a pelvic exam; or emergency contraceptive
pills are dispensed or prescribed ahead

of time for a patient to keep at home (in
2015, we only asked sometimes, rarely or
never). In terms of telemedicine and tele-
health provision, we asked if clinics offer
initial prescriptions for oral contraceptives
via telemedicine; the 2015 survey asked
whether these pills are prescribed over the
phone (or Internet) without a clinic visit via
telemedicine.
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Response and weights

Among the sample of 2,146 clinics, we
determined that 257 clinics had closed or
stopped providing contraceptive services
and were thus ineligible for the survey. In
addition, 122 sites refused to participate,
and we never received responses from 1,321
sites despite multiple attempts to contact
staff. A total of 446 clinics completed

the survey, corresponding to an overall
response rate of 24%. The response rate
varied by clinic type and Title X status,
respectively: 53% for Planned Parenthood
facilities, 34% for health departments,

20% for hospital and other clinics, 11% for
FQHCs; and 46% for clinics receiving Title X
and 11% for non-Title X clinics.

All cases were weighted for sampling ratios
and nonresponse to reflect the universe of
publicly supported family planning provid-
ers at the time the sample was drawn,

and the results presented are nationally
representative.

However, due to both the low response
rate and the ongoing changes to the Title
X network before and during fieldwork, we
were unable to estimate reliable weights
for clinics by Title X status. The results are
therefore presented as national totals and
separately according to clinic type and
service focus, but not separately by Title X
status.

Statistical analyses

Analyses were performed using Stata 18.
We present descriptive statistics to sum-
marize the data. We tested for significance
using chi-square tests, linear regression
and logistic regression to compare the
data for 2015 with the data for 2022-2023
and to compare clinic types in 2022-2023.
All comparisons mentioned in the text are
statistically significant at the p<.05 level
unless otherwise indicated, although some
significant comparisons are not mentioned
in the report.
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APPENDIX TABLE 1. Percentage of family planning clinics according to clinic characteristics, by clinic type and service focus, 2015 and 2022-2023

o " Clinic type Service focus
Clinic characteristics vera Health department | Planned Parenthood FQHC Hospital/Other Primary care/other |Reproductive health
2015 2022-2023 2015 2022-2023 |2015 2022-2023 2015 2022-2023 | 2015 2022-2023 2015 2022-2023 (2015 2022-2023

Reproductive health service focus 44 39 79 72 100 100 7 8 53 69 * 0 0 100 100
Percentage of patients receiving CP services

<10% 16 21 10 4 *1 0 1 25 33 15 14 | 27 35 3 1

10-49% 45 43 34 42 8 32 *| 63 51 39 25 * t| 63 54 24 26

250% 38 35 56 54 92 67 * 12 16 46 61 * f] 10 11 73 73
CP patient caseload per week

<20 47 53 43 64 * 8 17 *| 57 55 47 46 t| 61 60 29 43 *

20-49 28 25 33 30 26 36 26 20 29 29 24 22 33 30

250 24 22 24 6 *| 66 47 * 17 25 24 25 t| 14 18 37 27 *
Extended office hours available 42 39 18 3 *1 78 70 57 53 29 34 t| 49 46 34 27
Same-day appointments available 52 25 x| 42 15 *1 62 15 *| 58 28 *| 48 33 * t| 56 25 *| 46 24 *
Average no. of hours open per week 39 38 33 31 37 36 44 43 34 35 | 43 42 34 32
Average no. of days to wait for appointment 3 6 *l 4 5 1 6 *l 3 6 * 4 5 3 6 *| 4 5

*2015 and 2022-2023 comparison significant at p<.05. tService focus comparison of primary care/other and reproductive health clinics for 2022-2023 significant at p<.05. Note: CP=contraceptive.
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APPENDIX TABLE 2. Percentage of family planning clinics offering specific contraceptive methods, by clinic type and service focus, 2015 and 2022-2023

overall Clinic type Service focus
Contraceptive methods Health department | Planned Parenthood FQHC Hospital/other Primary care/other | Reproductive health
2015 2022-2023 2015 2022-2023 | 2015 2022-2023 (2015 2022-2023 | 2015 2022-2023 2015 2022-2023 2015 2022-2023
Reversible methods
Combined hormonal OCs 97 97 99 94 *| 100 100 94 98 98 97 95 95 99 99
Progestin-only OCs 91 92 93 94 100 100 86 89 93 92 87 87 95 98
Extended regimen OCs 80 83 77 78 87 93 79 84 85 85 77 80 84 88
Hormonal IUDs 67 71 66 78 x| 97 100 * 62 61 68 83 * | 58 58 80 92 *f
Copper IUDs 65 64 66 71 98 100 60 51 60 82 * 3 54 48 79 88 *f
Implants 61 75 *[ 60 80 *| 96 100 *| 54 67 *| 64 86 * 3 51 64 * 74 93 *f
Injectables 95 97 99 94 *| 100 100 93 98 95 97 93 95 99 99 t
Patches 78 85 * 71 73 86 97 x| 84 88 72 89 * 3 81 85 74 85 *
Vaginal rings 86 86 88 87 97 99 83 81 87 95 * 3 81 80 94 95
Internal condoms 72 75 77 79 92 94 68 70 64 77 63 68 83 85
External condoms 94 94 98 100 *| 100 99 90 89 94 95 i 91 89 97 100 *
Spermicides 64 64 66 63 82 90 61 61 57 66 60 61 69 69
FABM instruction or supplies 82 60 * 92 73 *[ 92 81 *[ 75 50 *| 76 68 1 75 52 *1 91 73 *
EC pills 85 79 *[ 87 87 99 100 80 68 *| 89 93 ¥l 79 70 93 93
Permanent methods
Tubal ligations 12 10 8 1 *[ 6 0 * 11 12 23 19 i 11 8 13 12
Vasectomies 9 6 7 1 * 7 16 * 11 6 9 8 t 11 6 7 5
At least 10 reversible methods 77 73 81 80 99 99 71 64 74 84 i 67 63 89 90
Any LARC method 75 78 77 81 98 99 69 72 76 86 | 65 69 88 94 *t
Meets Healthy People objective 59 62 61 65 93 94 52 52 59 77 * §| 48 50 74 80

*2015 and 2022-2023 comparison significant at p<.05. Clinic type comparison for 2022-2023 significant at p<.05. tService focus comparison of primary care/other and reproductive health clinics for
2022-2023 significant at p<.05. Notes: OCs=oral contraceptives. FABM=fertility awareness-based method. EC=emergency contraceptive. LARC= long-acting reversible contraceptive.
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APPENDIX TABLE 3. Percentage of family planning clinics following specific contraceptive dispensing protocols, by clinic type and service focus, 2015 and 2022-2023

Contraceptive dispensing
protocols

Overall

Clinic type

Service focus

Health department

Planned Parenthood

FQHC

Hospital/other

Primary care/other

Reproductive health

2015 2022-2023

2015 2022-2023

2015 2022-2023

2015 2022-2023

2015 2022-2023

2015 2022-2023

2015 2022-2023

212 months of OCs prescribed at

initial visit
OC dispensing

Initial supply and refills on-site
Initial supply on-site, refills at

pharmacy

Prescription on-site, filled at

pharmacy

Person-centered care dispensing
OCs dispensed using Quick

Start protocol

OCs dispensed without pelvic

exam

Advanced provision of EC pills

OCs prescribed via
telemedicine

LARC dispensing
Same-day IUD insertion

Same-day implant insertion

26

56

10

34

52

58

23

15

34
37

36

36

11

53

63

62

40

68

59
69

*

*

14 47 *

81 64 *
8 8

10 27 *

61 74 *

58 55

17 31 *
6 36 *

29 72 *

30 76 *

64 92 *
84 53 *

8 13

9 34 *
89 98 *
92 98 *
70 81 *

9 83 *
80 98 *
81 98 *

25

35

11

54

40

51

14

20

24
29

25

14

12

74

50

54

28

76

38
57

31 39
57 60

9 11
34 29
49 76
62 79
32 67
18 74
40 75
42 78

*

*

24 27

42 19 *
9 13

49 69 *

40 54 *

51 52

15 27 *
17 68 *

24 45 *

29 60

29 51 *

75 63  *
10 8

15 29 x
66 78 *
67 77 *
33 57 *
11 67  *
44 72 * 1
46 79  *

*2015 and 2022-2023 comparison significant at p<.05. $Clinic type comparison for 2022-2023 significant at p<.05. tService focus comparison of primary care/other and reproductive health
clinics for 2022-2023 significant at p<.05. Notes: OC=oral contraceptive. EC=emergency contraceptive. LARC=long-acting reversible contraceptive.
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APPENDIX TABLE 4. Percentage of family planning clinics offering general health care and other sexual and reproductive health services, by clinic type and service focus, 2015 and 2022-2023

Overall Clinic type Service focus
Health services Health department | Planned Parenthood FQHC Hospital/other Primary care/other | Reproductive health
2015 2022-2023 |2015 2022-2023 2015 2022-2023 2015 2022-2023| 2015 2022-2023 2015 2022-2023 2015 2022-2023
Primary care 63 64 27 17 13 21 96 96 63 45 * f| 93 90 25 23 t
STI/HIV services
HIV testing 94 94 94 94 99 100 95 94 92 95 93 94 96 95
Prep 37 60 19 33 *| 25 97 *| 53 69 32 55 * §| 48 67 * 22 49 * 1
Chlamydia/gonorrhea testing 98 98 99 100 99 100 98 98 98 98 97 97 99 100
Syphilis testing 94 96 94 96 98 100 96 96 87 94 94 95 94 97
STl treatment 97 97 98 96 100 100 97 96 97 98 96 95 99 100 t
Expedited partner therapy 79 88 73 86 *1 93 98 79 85 79 95 * 79 84 78 94 * 1
Other services
HPV vaccination 90 92 94 93 97 100 *| 95 98 72 73 | 93 95 87 87 t
Mental health screening 69 85 43 59 *[ 29 82 *[ 93 98 72 81 t| 86 92 *[ 48 73 * 1
Cervical cancer screening
Pap smear 95 96 96 91 96 100 *[ 94 98 94 96 93 95 97 98
Colposcopy 37 37 19 12 57 54 43 43 44 45 i 37 33 38 42
Breast cancer screening
Mammography 20 23 16 18 2 4 23 27 28 25 | 25 30 15 13 t
Clinical breast exam 97 94 97 86 *[ 96 100 *[ 98 96 96 98 | 97 94 97 95
Infertility services
Infertility counseling 49 40 59 53 41 63 *[ 43 33 50 38 | 42 32 57 54 t
Basic infertility testing 55 66 40 56 *[ 54 66 *| 64 74 58 59 | 59 71 *[ 50 60 *
Pregnancy services
Pregnancy testing 99 98 100 97 100 99 100 99 98 99 99 97 100 100 t
Prenatal care 41 a4 22 26 5 3 60 59 42 39 | 52 56 27 27 t
Preconception counseling 87 86 94 86 *1 90 88 83 83 86 95 * 82 81 94 94 t
Breastfeeding counseling and support 62 61 82 65 * 6 9 65 68 50 50 | 65 69 58 48 * 1
Abortion services
Medication abortion 8 13 1 1 53 57 4 9 8 23 *f 4 8 13 19 *
Procedural abortion 4 4 0 0 20 25 2 0 7 13 ¥ 2 0 * 6 10 T

*2015 and 2022-2023 comparison significant at p<0.05. $Clinic type comparison for 2022-2023 significant at p<.05. tService focus comparison of primary care/other and reproductive health clinics for
2022-2023 significant at p<.05. Notes: PrEP=Pre-exposure prophylaxis. Although the surveys asked respondents about "surgical abortion," Guttmacher prefers the term "procedural abortion," which better

describes current abortion methods.
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