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Each year, more than 20 million American women obtain
contraceptive services from a medical provider.1 One in four
(24%) receive that care from a publicly funded family plan-
ning clinic. In addition to providing clients with a broad choice
of contraceptive methods, most clinics provide sexually trans-
mitted disease testing and treatment; preventive care, such
as Pap tests and pelvic exams; and the information, educa-
tion and counseling women and couples need to avoid un-
intended pregnancies and disease, and to plan for wanted
children.2 Publicly funded family planning clinics are, there-
fore, critical to the provision of accessible and affordable sex-
ual and reproductive health care in the United States today.

The network of clinic providers varies widely in struc-
ture, with different types of providers more or less impor-
tant to each state and region. Funding for clinic providers
also varies widely, coming from different combinations of
federal, state and local sources that are often dependent
on political mood and the financial well-being of state and
local governments. The two primary federal programs sup-
porting family planning services are Medicaid and Title X
of the Public Health Service Act. 

Medicaid is a joint federal-state program that reimburses
providers for services delivered to participants. More than
eight in 10 family planning agencies receive Medicaid fund-
ing for contraceptive services.3 In recent years, several states

have obtained federal approval (through waivers) to expand
Medicaid coverage of family planning services to individ-
uals who would not otherwise be covered. Family planning
waiver programs typically extend coverage either to post-
partum Medicaid recipients for longer periods (1–5 years,
compared with 60 days under standard Medicaid eligibil-
ity criteria), to individuals who lose Medicaid eligibility for
any reason or to individuals solely on the basis of income.
A 2004 study found that waiver programs contribute to fed-
eral cost savings and, at the same time, increase access to
contraceptive care for many low-income women.4

Title X is a federal program that provides dedicated fam-
ily planning funds directly to clinics to support their pro-
grams. Six in 10 family planning agencies receive Title X
funding5—money that helps bridge the gap left by other pay-
ers,6 allows clinics to engage in outreach and education,
and ensures a uniform standard of quality care across the
clinic network.7 Since its inception, Title X has faced a va-
riety of financial and political pressures, with funding ap-
propriations rising and falling depending on the political
will of the moment. Despite increases during the late 1990s,
inflation-adjusted Title X appropriations are 60% lower now
than they were in 1980 and, in recent years, have barely kept
pace with inflation.8 At the same time, clinics are facing a
variety of rising medical costs, including those associated
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This investigation used two new strategies for indentify-
ing clinics and collecting service data. First, the Indian Health
Service was able to provide a complete listing of clinics it funds
and contraceptive clients served in 2001. Nationwide, near-
ly 200 clinics were added through this listing, and although
many of these are new sites, some may have existed but been
missed previously. These added sites are concentrated in
Western states, where most Indian reservations are located. 

Second, the California State Office of Family Planning
was able to use a database for the Family PACT program (Cal-
ifornia’s family planning Medicaid waiver program) to pro-
vide a comprehensive listing of participating providers and
the number of female contraceptive clients served. We in-
cluded only public and nonprofit providers listed in the data-
base. We excluded private physician practices that receive
Family PACT reimbursement, because they do not meet our
definition of a publicly funded family planning provider.
Therefore, our numbers represent a subset of female con-
traceptive clients served under the Family PACT program.

Estimating Missing Data
We identified 2,953 agencies and 7,683 clinics providing pub-
licly funded family planning services in 2001. Overall, the
number of female contraceptive clients was reported for 89%
of clinics. The 11% of clinics that did not or could not pro-
vide or estimate this number were mainly community health
centers or hospitals. For these sites, we used two methods
to estimate the number of clients served. For 4% of clinics,
we used the number of clients reported in earlier surveys,
most commonly in 1997. No earlier data were available for
the remaining 7% of clinics, so we used the average number
served by similar clinics (defined by region, Title X funding
status, metropolitan status and provider type). The number
of teenage clients served was based on the average propor-
tion of total clients represented by teenagers at similar sites. 

with new contraceptive methods, screening tests and treat-
ment options.9

In many states, political pressures and financial crises
have resulted in cutbacks for health care in general and fam-
ily planning specifically.10 Elsewhere, states have attempt-
ed to expand family planning services for low-income
women through state-funded programs and Medicaid fam-
ily planning waivers.11

The combination of political and financial pressures fac-
ing clinic providers has led many to seek alternative sources
of funding and has contributed to various types of re-
structuring, including agency mergers, shifts in adminis-
trative affiliation and incorporation of groups of clinics into
different, usually larger, agencies. To better understand the
extent and distribution of these changes and to assess
whether recent changes have affected the ability of clinics
to meet women’s contraceptive service needs, it is neces-
sary to monitor the size and structure of the U.S. family plan-
ning clinic network. This article provides the most current
information available on publicly funded family planning
clinic services in the United States.

METHODS

Data
We collected service data for calendar year 2001 for all agen-
cies and clinics providing subsidized family planning ser-
vices in the 50 states, the District of Columbia, Puerto Rico,
the U.S. Virgin Islands and six Pacific U.S. territories.* De-
tails of the methodology and definitions used for our study,
which are similar to those used in previous studies,12 are
provided elsewhere.13 We identified publicly funded fam-
ily planning agencies and clinics using the list of providers
enumerated in 1997 and current lists of Title X–supported
clinics,14 Planned Parenthood Federation of America clin-
ics,15 and community and migrant health centers.16

Data requests were mailed to all Title X grantees and to
state family planning administrators—entities that often col-
lect data for clinics falling within their jurisdiction. In ad-
dition, more than 1,100 requests were mailed to individ-
ual agencies. We asked respondents for the total number
of female contraceptive clients and of female clients younger
than 20 served at each clinic in 2001 and whether each site
received any Title X funding in 2001. We followed up non-
respondents with additional mailings, faxes and phone calls.
Title X grantees and state family planning administrators
provided client data for 4,801 family planning clinics, and
708 agencies reported data for an additional 2,017 clinics.
We contacted clinics with missing data to confirm their pro-
vision of publicly funded family planning services in 2001. 

*We define family planning agencies as organizations that have operat-
ing responsibility for clinics that provide contraceptive services. In this study,
we included only clinics that offer contraceptive services to the general
public and provide these services free of charge or at a reduced fee to at
least some clients. We excluded private physician practices and health care
centers serving only restricted populations, such as health maintenance
organization enrollees, students, and veterans and military personnel. We
included sites that provide education and counseling and dispense only
nonmedical contraceptive methods if they maintain charts for contraceptive
clients.

FIGURE 1. Number of publicly funded family planning agencies and clinics, total
number of female contraceptive clients and number of clients younger than 20, 1994,
1997 and 2001
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Data Analysis
We present bivariate results for agencies, clinics and clients
according to the type of provider responsible for clinic op-
erations. We classified providers as health departments (in-
cluding state, county, district and local health departments),
hospitals, Planned Parenthood affiliates, community health
centers (including all community and migrant health cen-
ter clinics that report or are listed as receiving Bureau of Pri-
mary Care 329 or 330 funds) and other clinics (including

community-based clinics that receive other Bureau of Pri-
mary Care funds, clinics that are listed as federally qualified
health center look-alike sites and other women’s centers or
primary care clinics that are not affiliated with any other
provider types). Because these data represent the full uni-
verse of clinics and clients, significance testing is not ap-
plicable, and all differences are meaningful; only differences
that are substantively significant or interesting are highlighted.

We also present data according to Title X funding sta-
tus, metropolitan status (based on the metropolitan des-
ignation of the county), region (based on the 10 federally
designated regions) and state. Finally, we examine state
data according to whether a Medicaid family planning waiv-
er went into effect between 1994 and 2001.

To assess the capacity of family planning clinics to meet
women’s need for publicly supported contraceptive care,
we compared the numbers of women served at clinics in
2001 with 2000 estimates of the number of women in need
of publicly subsidized contraceptive services in each state.*17

Women were defined as being in need of contraceptive ser-
vices and supplies if they were sexually active, fecund and
not intentionally pregnant or seeking pregnancy. Of the
women meeting this definition, we defined those with fam-
ily incomes below 250% of poverty (estimated to be $42,625
for a family of four) or younger than 20 as needing publicly
supported care.

Finally, we have developed national and state-level mea-
sures of the number of counties with at least one publicly
funded clinic and the number with at least one Title X–
funded clinic, and we assess what proportion of all women
in need live in counties with clinic access.

RESULTS

Agencies and Clinics
In all, 2,953 publicly funded agencies administered con-
traceptive services at 7,683 clinics in the United States, Puer-
to Rico and U.S. territories in 2001 (Figure 1, page 207). Be-
tween 1994 and 2001, the overall number of agencies
administering contraceptive services declined 5%, and the
number of clinics increased 8% (Table 1). Virtually all of
this change occurred after 1997. On the surface, these trends
in the clinic network suggest relative stability, with a small
amount of growth in recent years. Beneath this outward show
of stability, however, exists a much more dynamic reality.

The change in number of agencies administering pub-
licly funded family planning services between 1994 and
2001 varied widely according to provider type: The num-
bers of health department, hospital and Planned Parent-
hood affiliate agencies declined by 14–21%, while the num-
bers of community health center and other agencies
increased by 14–16%. Even with a loss in numbers, health
departments continue to be the most common type of fam-

*Estimates for the number of women in need of publicly subsidized con-
traceptive services in each state in 2002 are now available, but these data
were not completed in time to be included in this article. However, use of
the 2002 estimates do not change any of the results presented here. County-
level data on the numbers of women in need and clinics and clients served
are available at <http://www.guttmacher.org/pubs/win/index>.

TABLE 1. Percentage distribution of publicly funded family
planning agencies and clinics, 2001, 1997 and 1994; and
percentage change in the number of agencies and clinics
between 1994 and 2001—all by selected characteristics

Characteristic 2001 1997 1994 % change,
1994–2001

AGENCIES (N= (N= (N= –5.3
2,953) 3,117) 3,119)

Provider type
Community/migrant

health center 20.1 17.7 16.4 15.8
Health department 41.2 45.8 45.3 –13.9
Hospital 15.1 15.0 17.1 –16.3
Planned Parenthood 4.3 4.4 5.1 –20.8
Other 19.3 17.0 16.0 13.8

Title X funding
Yes* 58.4 60.8 59.9 –7.7
No 41.6 39.2 40.1 –1.8

CLINICS (N= (N= (N= 7.9
7,683) 7,206) 7,122)

Provider type
Community/migrant

health center 22.5 20.9 17.1 41.9
Health department 37.4 40.3 43.9 –8.0
Hospital 10.6 10.5 11.0 3.7
Planned Parenthood 11.6 12.7 13.2 –5.1
Other 17.9 15.7 14.9 30.2

Title X funding
Yes 57.1 59.1 59.0 4.5
No 42.9 40.9 41.0 12.8

Metropolitan location
Yes 57.2 53.7 53.2 16.0
No 42.8 46.3 46.8 –1.4

Region†
I 4.2 4.4 4.5 1.6
II 6.7 7.0 6.8 7.1
III 10.1 10.4 11.0 –0.4
IV 21.8 22.9 22.8 3.1
V 13.3 13.8 13.9 2.8
VI 13.4 14.7 14.8 –2.6
VII 5.4 5.7 5.6 4.8
VIII 5.1 4.9 4.9 11.8
IX 14.3 11.5 11.2 37.6
X 5.8 4.7 4.6 34.4

Total 100.0 100.0 100.0 na

*Receives Title X funding at some or all agency sites. †Region I—Connecticut,
Maine, Massachusetts, New Hampshire, Rhode Island and Vermont. Region
II—New Jersey, New York, Puerto Rico and the Virgin Islands. Region III—
Delaware, District of Columbia, Maryland, Pennsylvania, Virginia and West
Virginia. Region IV—Alabama, Florida, Georgia, Kentucky, Mississippi, North
Carolina, South Carolina and Tennessee. Region V—Illinois, Indiana, Michigan,
Minnesota, Ohio and Wisconsin. Region VI—Arkansas, Louisiana, New Mexi-
co, Oklahoma and Texas. Region VII—Iowa, Kansas, Missouri and Nebraska.
Region VIII—Colorado, Montana, North Dakota, South Dakota, Utah and
Wyoming. Region IX—Arizona, California, Hawaii, Nevada, American Samoa,
Guam, Mariana Islands, Marshall Islands, Micronesia and Palau. Region X—Alaska,
Idaho, Oregon and Washington. Note: na=not applicable.
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2001 (not shown). And although the number of clinics per
agency varied widely by provider type (from 1.8 for hospi-
tals to 7.1 for Planned Parenthood affiliates), all provider
types experienced an increase.

The variation in net clinic change among kinds of
providers and regions of the country tells only part of the
story and masks a tremendous amount of turnover through-
out the period. Between 1994 and 1997, the net change in
the number of clinics was 84; however, 990 clinics closed
or stopped providing family planning care, and 1,074 clin-
ics opened or added family planning to their service list.18

Between 1997 and 2001, 968 clinics closed or stopped pro-
viding family planning care, and 1,445 clinics opened or
began providing contraceptive services (not shown).

Women Served
In 2001, a total of 6.7 million women, including 1.9 mil-
lion teenagers, received contraceptive services from pub-
licly funded clinics (Figure 1). Both numbers represented
2% increases since 1994. More than one in four clients
(28%) were younger than 20—a proportion that has re-
mained remarkably constant over the years.

One-third all clients served in 2001 at publicly funded
family planning clinics received care from a health de-
partment clinic, and another third from Planned Parent-
hood clinics (Figure 2). Hospital, community health cen-
ter and other clinics each served 10–13% of clients.
However, these patterns vary widely by providers’ funding
streams and locations: Health departments served greater
proportions of clients at Title X–funded clinics than at non-
Title X sites (43% vs. 11%) and at nonmetropolitan clin-

ily planning agency, constituting 41% of the agency uni-
verse in 2001. In comparison, community health center and
other agencies each represent only 19–20% of agencies.
Three out of five agencies reported receiving Title X fund-
ing at all or some of their contraceptive service sites in 2001.

Despite the overall decline in agencies, the number of clin-
ics providing publicly supported family planning care in-
creased between 1994 and 2001; virtually all of this growth
occurred among community health center and other clin-
ics, whose numbers increased 42% and 30%, respectively.
The numbers of health department and Planned Parenthood
clinics decreased 8% and 5%, respectively. The number of
Title X–funded clinics increased 5%, and the number of clin-
ics located in metropolitan counties increased 16%. Growth
in the clinic network was concentrated in the West and
Northwest: Region IX (California, Arizona, Nevada, Hawaii
and the Pacific territories) and Region X (Oregon, Wash-
ington, Idaho and Alaska) experienced net increases in clin-
ic numbers of 38% and 34%, respectively. By contrast, two
regions experienced small declines in clinic numbers, and
the others experienced modest increases of 2–12%. 

The decline in agency numbers, combined with growth
in the number of clinics, suggests a trend toward consoli-
dation, mergers and expansion on the part of agencies. Con-
firming such a trend, we found that the average number of
clinics per agency rose from 2.3 to 2.6 between 1994 and

FIGURE 2. Percentage distribution of female contraceptive clients served at publicly
funded family planning clinics, by provider type, according to selected clinic charac-
teristics, 2001
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TABLE 2. Percentage distribution of female contraceptive
clients served by publicly funded family planning providers,
2001, 1997 and 1994; and percentage change in client num-
bers between 1994 and 2001—all by selected characteris-
tics

Characteristic 2001 1997 1994 % change,
1994–2001

No. in 000s 6,719 6,555 6,572 na

Provider type
Community/migrant

health center 10.4 10.4 9.1 16.8
Health department 33.1 35.1 32.4 4.4
Hospital 10.4 12.5 15.7 –32.1
Planned Parenthood 33.0 28.6 29.6 14.1
Other 13.1 13.5 13.2 1.4

Title X funding
Yes 69.2 65.5 64.2 10.2
No 30.8 34.5 35.8 –12.0

Metropolitan location
Yes 76.6 73.3 74.4 5.3
No 23.4 26.7 25.6 –6.6

Region*
I 4.9 5.1 5.2 –4.7
II 8.9 8.7 9.5 –3.9
III 8.5 9.4 10.2 –14.4
IV 18.9 20.5 18.4 5.2
V 14.7 15.5 16.1 –7.1
VI 12.9 13.2 12.0 10.1
VII 4.0 4.7 5.4 –23.9
VIII 3.9 3.5 3.5 16.3
IX 17.9 15.0 15.6 18.0
X 5.3 4.4 4.2 28.3

Total 100.0 100.0 100.0 2.2

*See Table 1 for composition of regions. Note: na=not applicable.
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ics than at metropolitan sites (56% vs. 26%).
Regional differences in the distribution of clients by

provider type are even more striking. Receipt of care from
health department clinics exhibited the greatest variation:
No clients in Region I and 76% in Region IV received ser-
vices from a health department clinic. Hospitals varied from
serving 5% of clients in Region IV to 22% in Region II.

Planned Parenthood clinics served more than 40% of clients
in five regions but only 9% in one. Clinics designated as
other providers were more common in Region I, where they
served 36% of clients, than in any other region; in contrast,
other clinics in Regions IV and X served only 1% and 3%
of clients, respectively.
•Trends by provider characteristics. Hospital clinics expe-
rienced a sharp decline (32%) in the number of clients
served between 1994 and 2001 (Table 2, page 209). Planned
Parenthood clinics experienced the largest absolute increase
in client numbers (nearly 300,000), representing a 14% in-
crease. And although the number of contraceptive clients
served by community health centers rose by more than
100,000, or 17%, this change seems modest when one con-
siders that the number of such clinics increased 42% over
the period. Similarly, the 1% increase in contraceptive clients
served at other clinics contrasts sharply with the 30% in-
crease in the number of such sites.

Change in client numbers has not always matched change
in clinic numbers, in part because of the variation among
provider types in both average client caseloads and change
over time. Community health centers and other clinics served
the fewest clients per clinic—averaging 400–640 in 2001, an
18–22% decrease from 1994 (not shown). In comparison,
the average client caseloads of health departments and
Planned Parenthood clinics are much higher and have risen
over the period: In 2001, nearly 800 and 2,500 clients were
served, on average, by health department and Planned Par-
enthood clinics, respectively—a 14–20% increase from 1994.

Overall, Title X–funded clinics served 10% more clients
in 2001 than in 1994; clinics not funded by Title X experi-
enced a 12% decrease in the number of clients served over
the same period. Consequently, the distribution of clients
according to where they were served shifted: Sixty-nine per-
cent of all clients of publicly funded clinics in 2001 were
served by Title X–funded clinics, compared with 64% in
1994. And although Title X–funded clinics have always had
a larger average annual client caseload than those not fund-
ed by Title X, this difference has widened substantially over
the years. In 1994, the average client caseload for Title
X–funded clinics was 25% greater than that for clinics not
funded through the program (1,005 vs. 805—not shown).
By 2001, Title X–funded clinics had an average caseload
that was 69% higher than that of clinics not funded by Title
X (1,060 vs. 628).

Change in client numbers has also varied according to
clinic location, with more clients served in metropolitan
locations than in nonmetropolitan counties. Regionally,
growth in client numbers was highest in the West: Regions
VIII, IX and X saw increases of 16%, 18% and 28%, re-
spectively (Table 2). In contrast, Regions III and VII, rep-
resenting the Mid-Atlantic states and parts of the Midwest,
experienced significant losses in the numbers of clients
served—14% and 24%, respectively.
•State variation. Further evidence of change within the net-
work of publicly funded family planning providers can be
found by reviewing trends in the number of contraceptive

Availability and Use of Publicly Funded Family Planning Clinics

TABLE 3. Number of female contraceptive clients served at all publicly funded family
planning clinics and at Title X–funded clinics, 2001 and 1994; and percentage change
in client numbers between 1994 and 2001—all by state or territory

State/ All Title X–funded
territory

2001 1994 % change 2001 1994 % change

U.S. total 6,718,700 6,571,830 2.2 4,650,310 4,221,620 10.2
Alabama 113,310 118,410 –4.3 94,410 89,430 5.6
Alaska 24,530 20,370 20.4 10,450 6,690 56.2
Arizona 100,680 132,190 –23.8 46,730 33,330 40.2
Arkansas 81,340 82,670 –1.6 71,770 73,510 –2.4
California 1,014,890 803,970 26.2 672,170 501,080 34.1
Colorado 132,890 105,590 25.9 57,660 50,630 13.9
Connecticut 70,560 92,630 –23.8 47,430 49,810 –4.8
Delaware 20,600 20,850 –1.2 20,600 14,790 39.3
D.C. 19,140 25,660 –25.4 14,390 14,540 –1.0
Florida 266,100 252,790 5.3 197,170 168,640 16.9
Georgia 199,840 202,610 –1.4 178,710 169,880 5.2
Hawaii 9,020 19,490 –53.7 9,020 17,480 –48.4
Idaho 41,720 34,650 20.4 37,090 29,590 25.3
Illinois 206,340 211,660 –2.5 154,620 162,670 –4.9
Indiana 147,260 144,180 2.1 48,970 77,750 –37.0
Iowa 69,230 91,570 –24.4 57,470 74,160 –22.5
Kansas 57,660 70,070 –17.7 43,770 47,720 –8.3
Kentucky 133,450 124,080 7.6 113,650 114,470 –0.7
Louisiana 82,810 79,910 3.6 75,950 58,510 29.8
Maine 49,150 40,970 20.0 30,600 35,510 –13.8
Maryland 82,230 105,870 –22.3 71,410 72,210 –1.1
Massachusetts 138,640 131,620 5.3 73,460 70,530 4.2
Michigan 233,810 239,100 –2.2 187,280 127,170 47.3
Minnesota 103,880 101,300 2.5 44,290 36,520 21.3
Mississippi 121,240 121,110 0.1 102,570 78,920 30.0
Missouri 108,590 164,030 –33.8 76,010 93,500 –18.7
Montana 33,920 35,770 –5.2 28,820 28,380 1.6
Nebraska 35,170 30,300 16.1 33,550 27,110 23.8
Nevada 47,730 33,960 40.5 36,350 17,400 108.9
New Hampshire 30,680 35,050 –12.5 27,890 31,730 –12.1
New Jersey 129,630 141,010 –8.1 103,590 102,010 1.5
New Mexico 68,500 64,120 6.8 34,580 40,170 –13.9
New York 446,500 439,130 1.7 295,360 237,670 24.3
North Carolina 194,250 171,010 13.6 142,230 112,680 26.2
North Dakota 16,010 17,290 –7.4 13,920 14,250 –2.3
Ohio 201,040 212,630 –5.5 136,010 141,290 –3.7
Oklahoma 95,260 78,780 20.9 71,580 53,620 33.5
Oregon 123,270 72,550 69.9 66,700 35,130 89.9
Pennsylvania 293,900 306,450 –4.1 262,810 262,190 0.2
Rhode Island 16,200 21,120 –23.3 13,680 13,150 4.0
South Carolina 139,070 85,280 63.1 121,360 65,810 84.4
South Dakota 22,950 22,770 0.8 15,970 17,070 –6.4
Tennessee 102,870 131,930 –22.0 81,730 101,810 –19.7
Texas 540,620 483,040 11.9 253,960 233,300 8.9
Utah 41,660 32,930 26.5 21,430 15,430 38.9
Vermont 20,620 21,110 –2.3 10,510 9,240 13.7
Virginia 97,150 135,480 –28.3 75,990 79,130 –4.0
Washington 168,510 151,500 11.2 103,150 88,290 16.8
West Virginia 59,400 73,710 –19.4 56,340 70,820 –20.4
Wisconsin 93,010 150,860 –38.3 41,380 79,050 –47.7
Wyoming 16,770 12,940 29.6 13,390 11,080 20.8

American Samoa 4,470 2,690 66.2 4,470 2,690 66.2
Guam 3,180 1,000 218.0 3,180 1,000 218.0
Mariana Islands 3,940 1,930 104.1 3,940 1,630 141.7
Marshall Islands 5,420 3,920 38.3 5,420 3,920 38.3
Micronesia 14,360 21,370 –32.8 14,360 21,150 –32.1
Palau 1,990 1,030 93.2 1,990 1,030 93.2
Puerto Rico 19,160 38,820 –50.6 14,410 30,340 –52.5
Virgin Islands 2,600 3,010 –13.6 2,600 3,010 –13.6
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in the seven states with income-based waivers grew by 24%
over the period. In five of these states, client numbers in-
creased.* Two states had small declines (2–4%), although
for one of these states the decline occurred prior to the im-
plementation of the waiver (not shown). In comparison,
the overall number of contraceptive clients served by states
without waivers fell by 2%; and among states that imple-
mented waivers expanding coverage only after the post-
partum period or for women losing Medicaid coverage for
other reasons, contraceptive client numbers fell by 8%. We
had not anticipated a large effect for postpartum or lost cov-
erage waivers because they are much more limited than
those based on income alone—increasing eligibility to only
a small proportion of poor women.

Among Title X providers in states with income-based fam-
ily planning waivers, the number of contraceptive clients
rose by 30% between 1994 and 2001. In comparison, in-
creases were much more modest for Title X–funded
providers in states with waivers not based on income (14%)
or in states with no waiver (3%).

Coverage of Women in Need by State
Another potential explanation for state change in clients
served would be a change in the demand for publicly fund-
ed care due to change in the size or characteristics of the
population. To assess this possibility, we compared the
changes in the numbers of women in need of publicly fund-
ed contraceptive services and supplies by state between
1995 and 2000 with the changes in clients served between
1994 and 2001. The data were weakly correlated (correla-
tion coefficient=.30), and none of the 11 states with declines
in clients served of at least 20% had similarly large nega-
tive change in women in need (five of these states experi-
enced increases in the number of women in need, and the
other six experienced declines of 1–5%—not shown). On
the other hand, seven of the 11 states with increases of 20%
or more in clients served had increases in women in need
of 2–23%. These findings suggest that although increases

TABLE 4. Number of female contraceptive clients served at all publicly funded family
planning clinics and at Title X–funded clinics, 2001 and 1994; and percentage change
in client numbers between 1994 and 2001—by state Medicaid waiver status

Waiver All Title X–funded
status

2001 1994 % 2001 1994 % 
change change

Income-based waiver* 1,708,890 1,378,500 24.0 1,164,140 893,420 30.3
Postpartum/lost 

coverage waiver† 1,040,900 1,135,980 –8.4 720,960 633,290 13.8
No waiver‡ 3,913,790 3,983,580 –1.8 2,714,840 2,630,140 3.2

*States with income-based waivers are Alabama, Arkansas, California, New Mexico, Oregon, South Carolina and
Washington. †States with postpartum waivers or waivers for women who have lost Medicaid coverage for other
reasons are Arizona, Delaware, Florida, Maryland, Missouri, New York and Rhode Island. ‡All remaining states
and the District of Columbia (excludes territories and Puerto Rico).

clients served in each state (Table 3). In half of states, the
number increased between 1994 and 2001, and in half, it
declined. Eleven states experienced at least a 20% increase
in contraceptive clients served by publicly funded clinics;
the same number of states experienced a similarly sized
decrease. Nevada, Oregon and South Carolina experienced
the largest increases in contraceptive clients served
(41–70%); Hawaii, Missouri and Wisconsin experienced
the largest losses (34–54%). About one in four states ex-
perienced relatively small (less than 5%) changes in the
number of contraceptive clients served.

Data on contraceptive clients served at Title X–funded
clinics in each state exhibit slightly different patterns. Over-
all, 30 states experienced a positive change in the number
of contraceptive clients served by Title X–funded clinics be-
tween 1994 and 2001; four states had increases of more than
50%, including Nevada, where the number of clients served
at Title X–funded clinics more than doubled. Two states ex-
perienced large declines: Title X–funded clinics in Hawaii
and Wisconsin saw 48% fewer clients in 2001 than in 1994.

Change in contraceptive clients served by publicly fund-
ed providers was just as variable in Puerto Rico and the U.S.
territories included in this analysis as in the states. Five ter-
ritories experienced increases in contraceptive clients served
by both all providers and Title X–funded providers. How-
ever, in Puerto Rico and two territories, the number of con-
traceptive clients served in all publicly funded and Title
X–funded clinics declined.
•Variation by state Medicaid waiver status. Many factors are
likely to impact state variation in the numbers of contra-
ceptive clients served and in changes in these numbers. Clear-
ly, the availability of public funds is key; however, because
states differ in the mix and volatility of the federal, state, local
and private funds used to pay for family planning services,
it is difficult to find a common factor responsible for these
trends. However, one critical source of funding for family
planning is Medicaid. And because the period of analysis
coincided with the period in which many states obtained
Medicaid waivers designed specifically to increase the num-
ber of women eligible to receive publicly funded family plan-
ning care, we examined whether Medicaid family planning
waivers were related to rising or falling numbers of contra-
ceptive clients served at family planning clinics.

To this end, we compared states according to whether
they had implemented a waiver between 1994 and 2001.
States with Medicaid family planning waivers were also sep-
arated according to the type of waiver implemented—waivers
targeting individuals below 133–200% of the federal pover-
ty level versus those limited to women who had recently
lost regular Medicaid coverage after the postpartum peri-
od or for any other reason. 

States that had implemented the broadest family plan-
ning waivers—those based solely on income—were more
likely than those without waivers or with less expansive
waivers to have experienced an increase in client numbers
between 1994 and 2001 (Table 4). Combined, the number
of contraceptive clients served by publicly funded providers

*Oregon and South Carolina had the largest increases (63–70%), followed
by California (27%). Because California has the largest Medicaid waiver pro-
gram, comprising more than half of all contraceptive clients served in states
with income-based waiver programs, we also estimated the change ex-
cluding California. The result (a 21% increase) was similar to the estimate
for all seven states. 
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in women in need were sometimes associated with increases
in clients served, those states that experienced substantial
declines in clients served were clearly not responding to
changing demand due to fewer women in need. 

To determine the ongoing ability of publicly funded fam-
ily planning clinics to meet local needs, we estimated what
proportion of the need for publicly funded contraceptive
services was met by clinics nationally and in each state by

Availability and Use of Publicly Funded Family Planning Clinics

TABLE 5. Number of women in need of publicly funded family planning services in 2000 and 1995, percentage of women in
need served at all publicly funded clinics and at Title X–funded clinics in 2001 and 1994, and percentage change in met need
between 1994 and 2001, all by state and Medicaid waiver status

State and No. in need, % served, 2001 No. in need, % served, 1994 % change, 1994–2001
waiver 2000* 1995*
status All publicly Title X– All publicly Title  X- All publicly Title  X-

funded funded funded funded funded funded
clinics clinics clinics clinics clinics clinics

U.S. total 16,396,050 40.6 28.1 16,512,850 39.4 25.2 3.3 11.4
Alabama 275,750 41.1 34.2 278,510 42.5 32.1 –3.3 6.6
Alaska 32,230 76.1 32.4 32,480 62.7 20.6 21.4 57.4
Arizona 314,600 32.0 14.9 285,720 46.3 11.7 –30.8 27.3
Arkansas 165,250 49.2 43.4 156,590 52.8 46.9 –6.8 –7.5
California 2,110,740 48.1 31.8 2,205,920 36.4 22.7 31.9 40.2
Colorado 229,000 58.0 25.2 224,100 47.1 22.6 23.2 11.4
Connecticut 161,100 43.8 29.4 165,640 55.9 30.1 –21.7 –2.1
Delaware 39,760 51.8 51.8 39,080 53.4 37.8 –2.9 36.9
D.C. 41,260 46.4 34.9 41,430 61.9 35.1 –25.1 –0.6
Florida 848,380 31.4 23.2 804,780 31.4 21.0 –0.1 10.9
Georgia 472,120 42.3 37.9 456,820 44.4 37.2 –4.6 1.8
Hawaii 61,390 14.7 14.7 59,210 32.9 29.5 –55.4 –50.2
Idaho 80,360 51.9 46.1 69,750 49.7 42.4 4.5 8.8
Illinois 694,420 29.7 22.3 701,090 30.2 23.2 –1.6 –4.0
Indiana 357,070 41.2 13.7 363,650 39.6 21.4 4.0 –35.9
Iowa 168,760 41.0 34.1 166,630 55.0 44.5 –25.3 –23.5
Kansas 157,410 36.6 27.8 155,260 45.1 30.7 –18.8 –9.5
Kentucky 240,430 55.5 47.3 247,150 50.2 46.3 10.6 2.1
Louisiana 309,360 26.8 24.6 314,000 25.4 18.6 5.2 31.8
Maine 78,700 62.4 38.9 83,550 49.0 42.5 27.3 –8.5
Maryland 243,480 33.8 29.3 257,430 41.1 28.1 –17.9 4.6
Massachusetts 333,710 41.5 22.0 356,320 36.9 19.8 12.5 11.2
Michigan 562,410 41.6 33.3 599,680 39.9 21.2 4.3 57.0
Minnesota 253,250 41.0 17.5 255,870 39.6 14.3 3.6 22.5
Mississippi 194,380 62.4 52.8 193,330 62.6 40.8 –0.4 29.3
Missouri 342,080 31.7 22.2 338,630 48.4 27.6 –34.5 –19.5
Montana 54,990 61.7 52.4 52,620 68.0 53.9 –9.3 –2.8
Nebraska 102,430 34.3 32.8 100,150 30.3 27.1 13.5 21.0
Nevada 110,030 43.4 33.0 89,620 37.9 19.4 14.5 70.1
New Hampshire 62,840 48.8 44.4 64,870 54.0 48.9 –9.7 –9.2
New Jersey 395,100 32.8 26.2 413,420 34.1 24.7 –3.8 6.3
New Mexico 127,390 53.8 27.1 126,230 50.8 31.8 5.9 –14.7
New York 1,195,150 37.4 24.7 1,199,410 36.6 19.8 2.0 24.7
North Carolina 455,030 42.7 31.3 445,980 38.3 25.3 11.3 23.7
North Dakota 41,810 38.3 33.3 40,300 42.9 35.4 –10.8 –5.8
Ohio 657,860 30.6 20.7 690,270 30.8 20.5 –0.8 1.0
Oklahoma 217,250 43.8 32.9 209,450 37.6 25.6 16.6 28.7
Oregon 196,920 62.6 33.9 187,040 38.8 18.8 61.4 80.3
Pennsylvania 715,330 41.1 36.7 747,280 41.0 35.1 0.2 4.7
Rhode Island 66,370 24.4 20.6 63,350 33.3 20.8 –26.8 –0.7
South Carolina 244,440 56.9 49.6 246,980 34.5 26.6 64.8 86.3
South Dakota 47,370 48.4 33.7 47,260 48.2 36.1 0.5 –6.7
Tennessee 331,390 31.0 24.7 336,410 39.2 30.3 –20.8 –18.5
Texas 1,303,550 41.5 19.5 1,290,080 37.4 18.1 10.8 7.7
Utah 147,120 28.3 14.6 127,900 25.7 12.1 10.0 20.7
Vermont 37,550 54.9 28.0 39,960 52.8 23.1 3.9 21.1
Virginia 365,760 26.6 20.8 386,690 35.0 20.5 –24.2 1.5
Washington 318,990 52.8 32.3 315,200 48.1 28.0 9.9 15.4
West Virginia 110,200 53.9 51.1 116,190 63.4 61.0 –15.0 –16.1
Wisconsin 294,440 31.6 14.1 296,390 50.9 26.7 –37.9 –47.3
Wyoming 29,340 57.2 45.6 27,180 47.6 40.8 20.1 11.9

Medicaid waiver status
Income-based 3,439,480 49.7 33.8 3,516,470 39.2 25.4 26.7 33.2
Postpartum/

lost coverage 3,049,820 34.1 23.6 3,051,750 38.0 21.2 –10.2 11.6
None 9,906,750 39.5 27.4 9,944,630 39.8 26.3 –0.7 4.3

*Women aged 20–44 who are at risk of an unintended pregnancy and whose income is less than 250% of the federal poverty level, plus all women younger than 20
who are at risk of an unintended pregnancy. Sources: Number of women in need, 2000—AGI, 2000 (reference 17). Number of women in need, 1995—AGI, 1997
(reference 17).
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Nebraska and North Dakota) had clinics in fewer than 50%
of counties. Counties without clinics were typically the least
populated (not shown). Ninety-eight percent of all women
in need of publicly funded contraceptive services and sup-
plies lived in counties with at least one clinic; however, in six
states, fewer than 90% of women in need lived in counties
with a clinic. Nearly three in four U.S. counties had at least
one Title X–funded clinic, and 94% of women in need lived
in these counties. In five states, two-thirds or fewer of women
in need lived in these counties.

dividing the number served in clinics by the number of
women in need. (These proportions are proxies for met need
and do not provide a complete measure of unmet need for
contraceptive services because they exclude women who
receive Medicaid-covered services from private providers,
as well as users of nonprescription methods who have not
made a visit for contraceptive services. In addition, they in-
clude some nonpoor women who are served by publicly
funded clinics even though they do not fit the income def-
inition of women in need.) Nationwide, publicly funded
family planning clinics met 41% of the need for such ser-
vices in 2001—a 3% increase from 1994 (Table 5). Title
X–funded clinics alone met 28% of the national need for
publicly funded family planning services—an 11% increase
from 1994.

By state, the proportion of need met by all publicly fund-
ed family planning clinics in 2001 varied from 15% in
Hawaii to 76% in Alaska. Among clinics funded by Title X,
the proportion varied from 14% in Indiana to 53% in Mis-
sissippi. The proportion of women in need served by Title
X–funded clinics in 2001 exceeded 50% in four states—
Delaware, Mississippi, Montana and West Virginia. In five
states—Arizona, Hawaii, Indiana, Utah and Wisconsin—this
proportion was 14–15%.

Comparing the proportions of need met by clinics in
2001 and in 1994 reveals which states have experienced
improved clinic capacity (Table 5). In one-third of states,
clinic capacity improved, with met need increasing by 5%
or more; in four states (California, Maine, Oregon, South
Carolina), the increase in met need exceeded 25%, vary-
ing from 27% to 65%. However, in another one-third of
states, clinic capacity declined, with met need decreasing
by 5% or more; six states (Arizona, Hawaii, Iowa, Missouri,
Rhode Island and Wisconsin) and the District of Columbia
experienced 25–55% declines in the proportion of need
met by clinics. Overall, 21% of U.S. women in need of pub-
licly funded contraceptive care lived in a state where the
proportion of need met by clinics declined by at least 5%
(not shown).

Finally, we examined change in the proportion of need
met by clinics according to state Medicaid waiver status. In
1994, there was no difference by waiver status in the pro-
portion of need met by clinics. However, by 2001, states that
had implemented income-based Medicaid waivers since
1994 had experienced a 27% increase in the proportion of
need met by clinics (from 39% to 50%). In states without
any Medicaid family planning waiver, the proportion re-
mained stable at 40%, whereas in states with postpartum
or lost coverage waivers, the proportion decreased from 38%
to 34%. Title X–funded clinics in states with income-based
Medicaid waivers reported a one-third increase in met need;
the proportion rose from 25% in 1994 to 34% in 2001.

Clinic Accessibility
In 2001, 85% of all U.S. counties had at least one publicly
funded family planning clinic (Table 6). Twenty-one states
had at least one clinic in every county; four (Indiana, Iowa,

TABLE 6. Number of counties, percentage with any publicly funded family planning
clinic and with any Title X–funded clinic, and percentage of women in need of pub-
licly funded family planning services living in counties with any publicly funded or
Title X–funded clinics, all by state, 2001

State No. of % of counties % of women in need 
counties living in counties

≥1 publicly ≥1 Title X– ≥1 publicly ≥1 Title X–
funded funded funded funded
clinic clinic clinic clinic

U.S. total 3,141 84.5 73.4 97.9 93.8
Alabama 67 98.5 98.5 99.5 99.5
Alaska 27 85.2 37.0 98.0 66.6
Arizona 15 100.0 73.3 100.0 95.9
Arkansas 75 100.0 100.0 100.0 100.0
California 58 100.0 65.5 100.0 97.4
Colorado 63 84.1 71.4 99.4 98.0
Connecticut 8 100.0 87.5 100.0 95.4
Delaware 3 100.0 100.0 100.0 100.0
D.C. 1 100.0 100.0 100.0 100.0
Florida 67 100.0 100.0 100.0 100.0
Georgia 159 100.0 100.0 100.0 100.0
Hawaii 5 80.0 80.0 100.0 100.0
Idaho 44 88.6 84.1 96.9 95.7
Illinois 102 69.6 62.7 96.0 93.2
Indiana 92 48.9 27.2 82.0 66.9
Iowa 99 49.5 48.5 82.1 81.0
Kansas 105 76.2 73.3 95.2 94.2
Kentucky 120 100.0 100.0 100.0 100.0
Louisiana 64 98.4 98.4 99.5 99.5
Maine 16 100.0 93.8 100.0 97.5
Maryland 24 100.0 100.0 100.0 100.0
Massachusetts 14 100.0 100.0 100.0 100.0
Michigan 83 97.6 96.4 99.8 99.7
Minnesota 87 81.6 34.5 95.1 65.5
Mississippi 82 98.8 98.8 99.9 99.9
Missouri 115 92.2 62.6 98.7 86.5
Montana 56 58.9 50.0 93.1 87.8
Nebraska 93 24.7 20.4 72.8 70.7
Nevada 17 88.2 82.4 99.8 99.8
New Hampshire 10 100.0 100.0 100.0 100.0
New Jersey 21 100.0 100.0 100.0 100.0
New Mexico 33 97.0 93.9 99.9 99.8
New York 62 100.0 98.4 100.0 99.8
North Carolina 100 100.0 99.0 100.0 93.1
North Dakota 53 37.7 32.1 82.4 77.5
Ohio 88 89.8 72.7 98.1 91.8
Oklahoma 77 89.6 89.6 99.0 99.0
Oregon 36 100.0 97.2 100.0 100.0
Pennsylvania 67 94.0 94.0 99.4 99.4
Rhode Island 5 80.0 80.0 96.2 96.2
South Carolina 46 100.0 100.0 100.0 100.0
South Dakota 66 69.7 56.1 89.7 82.0
Tennessee 95 100.0 100.0 100.0 100.0
Texas 254 68.1 39.8 96.6 87.5
Utah 29 79.3 44.8 98.2 82.9
Vermont 14 92.9 71.4 99.0 58.8
Virginia 135 88.1 85.9 82.3 80.4
Washington 39 89.7 79.5 98.9 97.2
West Virginia 55 100.0 96.4 100.0 98.8
Wisconsin 72 93.1 20.8 97.3 56.1
Wyoming 23 100.0 73.9 100.0 92.9
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DISCUSSION

Limitations
Although we used rigorous methods to obtain accurate in-
formation on the number of clinics and contraceptive clients
served, some error may have occurred. Given rapid change
among U.S. health care providers, some qualified sites may
have been omitted. In addition, some agencies provided es-
timates of contraceptive clients served per year because they
did not have documented service figures. Finally, for 11% of
clinics, we estimated the number of contraceptive clients
served on the basis of prior data or the experience of simi-
lar clinics. Each step may have introduced error into the final
counts of providers and contraceptive clients. Although the
potential level of error is unlikely to be large or to significantly
impact national or state-level estimates of contraceptive clients,
it may have greater impact on some county-level estimates. 

Conclusions 
Publicly funded family planning clinics continue to play a
critical role in the delivery of contraceptive services and
supplies to millions of American women. Over the past
decade, this network of clinics has served 6–7 million con-
traceptive clients each year. However, the relative stability
observed when simply counting total women served masks
a tremendous amount of fluctuation and turmoil within
the system. Between 1994 and 2001, nearly 2,000 clinics—
about one in four—closed or stopped providing family plan-
ning services. During the same time, more than 2,500 clin-
ics opened or began providing family planning care.

Two broad types of change have occurred in the network
of publicly funded family planning clinics. First are struc-
tural changes, characterized by changes in the distribution
of clinics and clients according to provider type. Second
are capacity changes, revealed in the absolute gains and loss-
es in clinics and clients served, and in changes in the pro-
portion of need met by clinics.

Structural change in the clinic network has resulted, in
part, because family planning–focused providers have con-
solidated their operations and are now serving more clients
at fewer sites, while primary care–focused providers have
dispersed and have a greater number of sites, each serving
fewer contraceptive clients. Planned Parenthood and health
department clinics—the providers most likely to report a
reproductive health focus19—have experienced a tremen-
dous amount of restructuring through mergers, site clos-
ings and concentration of care at fewer sites. At the same
time, the total number of clients served by these sites has
risen, indicating that the client base for health department
and Planned Parenthood facilities is not shrinking. Com-
munity health centers (typically providers of primary health
care) and other agencies were the only provider types that
experienced net increases in sites between 1994 and 2001.
However, because each site serves only a small number of
contraceptive clients and, on average, serves fewer contra-
ceptive clients now than it did in the past, the number of
clients has not increased proportionately.

From the point of view of women seeking services, the

implications of these structural changes are likely to be con-
siderable. High turnover in facilities means that many
women will not have a stable source of ongoing care. Some
women may lose access to a site they know well or like and
may not know of an alternative source; others may need to
travel farther to access care when sites close or merge. The
increase in numbers of community health center clinics of-
fering contraceptive services could offset some negative con-
sequences of consolidation. And because women may al-
ready visit community health centers for other types of
primary care, they may find it convenient to obtain con-
traceptive care from these providers. However, communi-
ty health centers are usually less likely than other providers
to offer a wide choice of contraceptive methods, on-site avail-
ability of oral contraceptives or other options, such as de-
laying pelvic exams when prescribing hormonal methods.20

Regional and state trends in the numbers of clinics and
clients served reveal evidence of change in the capacity of
the family planning clinic network. Clinic closures have
not always been compensated for by clinic openings in the
same area; some regions experienced net losses in clinics
and clients served, while others experienced net gains. More-
over, even within regions, there was considerable state vari-
ation between 1994 and 2001 in the numbers of clinics and
clients served and in the proportion of women in need who
were served by clinics. Although a majority of states either
maintained or improved clinic capacity, one-third of states—
in which 21% of U.S. women in need reside—had 5–55%
declines in the proportion of need met by clinics.

We were able to investigate the contribution of one
important factor in these trends—expansion of Medicaid-
covered family planning care under state-initiated waiver
programs. Between 1994 and 2001, seven states implemented
income-based family planning waiver programs that expanded
eligibility for Medicaid-covered contraceptive care to low-
income women. In these states, one-quarter more clients were
served by clinics in 2001 than in 1994, and the proportion
of met need increased by 27%, so that 50% of all women in
need of publicly funded contraceptive care received such care
in clinics. In contrast, states with less expansive or no waivers
served fewer clients in 2001 than in 1994, and the propor-
tion of need met by clinics remained at or below 40%. 

These findings provide evidence that implementation
of income-based Medicaid family planning waivers raises
the capacity of local clinic networks and improves access
to contraceptive care for more women in need of such care,
confirming the results of an earlier evaluation.21 The im-
pact of waivers on clinic capacity may also help to explain
the striking regional variation observed: Three of the seven
states with income-based waivers are located in Regions
IX and X, and those regions experienced the largest net in-
creases in clinic and client numbers. However, factors other
than the waivers may have contributed to improved fami-
ly planning clinic capacity among waiver states. For example,
the same priorities that led some states to seek family plan-
ning waivers in the first place—such as a commitment to
increasing health care access in general or family planning
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Elsewhere, fewer clinics, fewer clients served and declines
in the proportion of need met by clinics are likely casual-
ties of local and state funding crises combined with polit-
ical priorities that are either noncommittal or openly hos-
tile to family planning as a public good.
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care specifically—may be associated with other, unmeasured
factors that have improved clinic capacity in these states.

Also vital to the family planning clinic network is con-
tinued funding through Title X. Between 1994 and 2001,
the number of clinics receiving Title X funding increased
by 5%, and the number of contraceptive clients they served
rose by 10%. Moreover, in 2001, more than one-quarter of
the need for publicly funded contraceptive care was met
by Title X–funded clinics—an 11% increase over the peri-
od. More impressive is the increased capacity of Title
X–funded sites located in states with Medicaid family plan-
ning waivers. In these states, the capacity of Title X–fund-
ed sites to serve women in need of publicly funded care im-
proved, with met need increasing by 33% between 1994
and 2001 (compared with the 27% increase among all pub-
lic clinics in waiver states), indicating the added value that
Title X funding brings to these providers.

A troubling change is the large number of states that ex-
perienced a reduction in the capacity of publicly funded
family planning clinics to provide subsidized contracep-
tive care to low-income women and teenagers, as measured
by a decline in met need or a high proportion of women in
need living in counties without a publicly funded clinic.
Further investigation is needed to learn what circumstances
have led to declining clinic capacity, the impact it has had
on low-income women and the efforts that are needed to
reverse it. At the least, a decline in publicly funded family
planning care will likely force some women to seek more
expensive care from private physicians, shift to less effec-
tive contraceptive methods or forgo contraception and re-
lated preventive care altogether. 

One can hope that lessons will be learned from the suc-
cess of states that have implemented income-based Med-
icaid waiver programs. Not only can clinic capacity be in-
creased and access to care improved, but such programs
can save public money by realizing the basic benefits of fam-
ily planning—prevention of unintended pregnancies and
the costs associated with childbearing among poor and low-
income women who would have preferred to delay or avoid
pregnancy. In a climate where state fiscal crises abound,
programs that save public money and increase access to
care deserve special attention. 

It is also important to remember the critical role that Title
X funding continues to play, even for clinics in states with
Medicaid waivers. Because Title X funding is not tied to par-
ticular services rendered or clients served, it remains one
of few sources that clinics can draw upon to cover the gap
between Medicaid reimbursements and the actual cost of
care, provide educational and outreach activities, and lessen
the financial burden caused by increasing costs for new
methods and diagnostic testing.22

Over time, the network of publicly funded family plan-
ning clinics has proved its resiliency, adapting to shifts in
health care delivery, structure and financing, while con-
tinuing to meet the contraceptive service needs of millions
of poor and low-income women. In some states, demon-
strated improvements in clinic capacity are welcome news.


