Differences in Family Planning Services by Rural-Urban
Geography: Survey of Title X-Supported Clinics
In Great Plains and Midwestern States

CONTEXT: Understanding the nature of rural-urban variation in U.S. family planning services would help address dis-
parities in unmet contraceptive need.

METHODS: In 2012, some 558 Title X-supported clinics in 16 Great Plains and Midwestern states were surveyed. Rural-
urban commuting area (RUCA) codes were used to categorize clinic locations as urban, large rural city, small rural town
or isolated small rural town. Bivariate analyses examined key domains of service provision by RUCA category and clinic

type.

RESULTS: The proportion of clinics offering walk-in appointments was lower in isolated small rural towns (47%) than
in the other RUCA categories (67-73%). Results were similar for sites that do not specialize in family planning or repro-
ductive health, but no variation was seen among specialty clinics. Overall, availability of evening or weekend appoint-
ments varied in a linear fashion, falling from 73% in urban areas to 29% in isolated small rural towns. On-site provision
of most hormonal methods was most common in urban areas and least common in isolated small rural towns, while

Unintended pregnancy is a persistent public health prob-
lem in the United States, accounting for 51% of concep-
tions in 2008 and disproportionately affecting women who
are poor, who have little education or who belong to racial
or ethnic minorities." Ninety-five percent of unintended
pregnancies are attributable to misuse or nonuse of contra-
ceptives.” Therefore, increasing women’ access to methods
that are highly effective and easy to use is essential to reduc-
ing the national level of unintended pregnancy. Access to
long-acting reversible contraceptive (LARC) methods—the
IUD and implant—is of particular interest to clinicians and
researchers because of these methods’ high effectiveness
and underutilization by U.S. women.’

Numerous studies, including analyses of large, nationally
representative data sets,*® have explored important aspects
of service provision at U.S. family planning clinics—such
as clinic policies and practices, and the breadth of services
offered. One aspect of service provision that remains poorly
understood, however, is the role of rural-urban geography.
Some research suggests that rurality may be an important
correlate of women’s access to services. Residents in less
populated areas of the United States often must drive long
distances to health care facilities, and rural facilities may
have few specialized providers.” For example, rural counties
have fewer obstetrician-gynecologists per 10,000 women
than do nonrural counties.® Obstetrician-gynecologists
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provision of nonhormonal methods was similar across RUCA categories. Sixty percent of clinics provided IUDs or
implants. For clinics that did not, the only barriers that varied geographically were low IUD demand and lack of trained
IUD providers; these barriers were most common in isolated rural towns (42% and 70%, respectively).

CONCLUSIONS: While important characteristics, such as clinics’ specialization (or lack thereof), are linked to the
provision of family planning services, geographic disparities exist.
Perspectives on Sexual and Reproductive Health, 2016, 48(1):9-16, doi:10.1363/48e7116

who practice in rural areas are less likely than their urban
counterparts to provide abortion services,” and women
living in rural areas travel farther than others to access
abortion services.'? Finally, residents of rural areas are more
likely than their urban counterparts to have sociodemo-
graphic characteristics that are associated with poor health
care access and health outcomes—for example, poverty,
unemployment or underemployment, lack of health insur-
ance, low educational attainment and low wages.”!

The literature on family planning service provision is

40 or use

often limited by lack of rural-urban measures
of suboptimal measures.***"* The constructs “rural” and
“urban” are complex and measurable in myriad ways, and
there is no gold standard among the available taxonomies."*
Methodologists have raised concerns about measurement
practices that fail to capture gradations on the rural end of
the spectrum—for example, categorizing rural-urban geog-
raphy into binary variables, assigning rural-urban status
to large geographic units, such as counties, and defining
“rural” as everything outside densely populated cities.”'*1>
Use of binary measures reduces the information available
by collapsing a continuum into two categories, and county-
level measures assume homogeneity among all subcounty
geographies. These classification practices tend to define
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rurality “by exclusion”* and hence fail to distinguish the

differences among nonurban geographies. For example,
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the U.S. Office of Management and Budget first classi-
fies counties into urbanized areas on the basis of popula-
tion size, adds surrounding counties to urbanized areas if
enough residents work in the urbanized core and then clas-
sifies all other counties as rural. The U.S. census taxonomy
has the advantage of classifying very small units (census
blocks), but similarly creates a dichotomous definition of
rural as everything not otherwise included in an urban area
or cluster. This system also does not consider the economic
relationships among geographies and as a result does not
distinguish between isolated rural areas and rural areas
that are strongly identified with an urban economic center.
Lastly, studies limited to rural samples'®*® do not provide
direct comparisons with urban environments.

The aim of our survey was to characterize rural-urban
differences in U.S. family planning service provision
using rural-urban commuting area (RUCA) codes. The
RUCA coding system was developed by the University of
Washington Rural Health Research Center and the U.S.
Department of Agriculture’s Economic Research Service in
response to the limitations of existing measures. This tax-
onomy has many potential advantages: It classifies small,
subcounty geographic units; it captures variation along the
entire rural-urban spectrum, including within nonurban
areas; and it reflects economic relationships between urban
cores and outlying areas.

We hypothesized that rural clinics would offer less
access to family planning services—specifically, that they
would have less availability of walk-in, evening and week-
end appointments; less on-site provision of contraceptive
methods; and greater perceived barriers to providing LARC
methods. We sampled Title X—supported clinics because
of their prominent role as family planning providers, their
coverage along the rural-urban continuum and their focus
on patient populations at high risk of unintended preg-
nancy. We restricted our sample to clinics in 16 Great
Plains and Midwestern states—U.S. Department of Health
and Human Services Regions V, VII and VIII*—which have
clinically underserved areas,' both urban and rural, that
are not frequently studied. Analyzing rural-urban differ-
ences related to family planning services in the understud-
ied center of the country could highlight areas for clinical
improvement and contribute to the literature on rural
reproductive health care and disparities.

METHODS

Participants and Procedures

*Survey development. Key informant telephone interviews
were conducted with five Title X regional program consul-
tants and clinic managers, from both rural and urban ser-
vice areas across Regions V, VII and VIII. Interviews probed
for barriers to and facilitators of providing reproductive

*Health and Human Services has 10 regional offices that serve state and
local organizations. Regions V, VIl and VIII comprise Colorado, lllinois,
Indiana, lowa, Kansas, Michigan, Minnesota, Missouri, Montana, Nebraska,
North Dakota, Ohio, South Dakota, Utah, Wisconsin and Wyoming.

health care in Title X—supported clinic settings. We devel-
oped a draft survey based on participants’ feedback and
important elements of service provision as represented
in the literature.*!>!¢202 To confirm the survey’s validity,
we circulated it among an expert panel of family planning
clinicians, researchers, clinic managers and a clinic medi-
cal director. The survey was then refined in collaboration
with the University of Chicago Survey Lab, which ensured
that the wording, ordering and response options for each
question conformed to best practices in survey design. The
final 10-page survey contained 38 items pertaining to clinic
characteristics, services offered, clinic policies, patient eli-
gibility criteria and perceived barriers to providing family
planning care.

*Survey administration. From June to September 2012,
all 811 clinics in Regions V, VII and VIII receiving Title X
funding were surveyed using a list provided by the Office
of Population Affairs, which administers the federal pro-
gram. Surveys were initially mailed to the attention of
clinic managers and directors; a cover letter instructed
them to collaborate with other staff, if necessary, to answer
the questions. To optimize the response rate, multiple
prompts to complete the survey were made in the follow-
ing sequence: a postcard, a letter inviting respondents to
complete the survey online, an e-mail, a phone call and a
final e-mail. As an incentive, each respondent was given
the option of entering his or her clinic in a raffle to win
one of five $500 Amazon.com gift cards. To capture clin-
ics that had closed or changed their Title X status after
the sampling frame was generated, the first survey ques-
tions asked respondents to confirm that their clinic was
operational and using Title X funds. All research activities
were approved by the University of Chicago institutional
review board.

Measures

*Dependent variables. Three outcome variables were
examined: availability of flexible appointments, on-site
provision of contraceptive methods and perceived barriers
to on-site provision of LARC methods. Availability of flex-
ible appointments—specifically, appointments on a walk-
in basis and during evening and weekend hours—was
measured with binary (yes or no) questions. Provision of
non-LARC methods—pill, patch, vaginal ring, injectable,
male condom, female condom, diaphragm and spermi-
cides, as well as the copper IUD for emergency contracep-
tion—was assessed by asking respondents to select one of
the following options that best described each: “stocked and
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provided on site,” “prescribed but not routinely stocked”
or “not provided or prescribed.” For each method, selec-
tion of the first option was classified as representing on-site
provision. Respondents were also asked whether natural
family planning instruction was provided upon request; if
they answered yes, these clinics were categorized as on-
site providers. Additional questions assessed whether the
IUD and implant were inserted at clinics. If respondents

answered yes, clinics were considered on-site providers; if
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no, respondents were asked if they referred clients to other
providers for these methods.

On the basis of feedback from our key informants, we
included measures about perceived barriers to providing
LARC methods, using the following prompt: “Which are
barriers to providing [ITUDs/implants] at this site?” For each
method, respondents were given a checklist of possible bar-
riers (e.g., the method is too costly to stock, demand is too
high and so supplies run out) and an open-ended option.
Responses from the latter that matched a checklist item were
recoded accordingly. This survey item was directed to all
clinics, regardless of whether they offered on-site LARC pro-
vision, as our key informants indicated that these methods
may involve challenges even for clinics that provide services.
eIndependent variable. The rural-urban status of sur-
veyed clinics was classified using RUCA codes.” In the
most recent version, the developers combined 2000 U.S.
census data on population size with data on primary and
secondary commuting flows to classify all census tracts into
33 categories. Primary and secondary commuting flows
refer to the largest and second-largest patterns, respectively,
in residents’ travel from home to work. The consideration
of commuting patterns is one key advantage of RUCA cod-
ing."* For example, it distinguishes nonurban tracts that are
highly integrated with urban economies from similar-size
tracts that are less connected to urban areas. The flexible
system of 33 codes was designed to be restricted or aggre-
gated according to users’ needs and goals. Because many
research data sets contain zip codes rather than census
tracts, the developers constructed a zip code approxima-
tion of the RUCA scheme using the 2004 residential and
commercial zip code file.?> RUCA zip code files for each of
our survey states were downloaded and merged with sur-
vey clinics’ zip codes. The RUCA codes were then collapsed
into a four-level variable: urban, large rural city, small rural
town and isolated small rural town. This grouping is one
of several recommended by the RUCA developers and is
described under their categorization A.** Of note, less pop-
ulated areas that might be classified as rural under tradi-
tional taxonomies are considered urban under this schema
if 30-49% of residents commute to urbanized areas.
*Other variables. Clinic type was assessed by asking
respondents which category best described their site: health
department (local, county or state), hospital-based clinic,
comprehensive reproductive health center or clinic, feder-
ally qualified health center (FQHC) or community health
center, or other (with a write-in option). Write-in responses
that resembled an existing category were recoded accord-
ingly. Sixteen sites were hospital-based clinics, and these
were classified as other; the third category was expanded
to “family planning or reproductive health” to include clin-
ics primarily focused on family planning. After clinics were
sorted on the basis of write-in responses, the “other” cat-
egory included school-based, tribal, women’s health, ado-
lescent health and family health clinics, as well as clinics
described too generically to be otherwise classified (e.g.,
private, nonprofit, satellite, Title X).
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Additional clinic-level measures were the number of
female clients served in the most recent fiscal year, the pro-
portion of female clients who were aged 11-24 and the
number of days per week (or month) that a clinician is
available on-site. A variable to reflect the nesting of clin-
ics under the same umbrella agency was created. Clinics
were categorized by agency using the Title X clinic list of
the Office of Population Affairs, agency websites and e-mail
communication with Title X—supported grantees.

Analysis

After we excluded 39 clinics that were closed or no lon-
ger funded by Title X, the response rate was 75% (579 of
772 clinics). An additional 21 clinics were excluded: six
whose surveys were returned in a bundle without unique
responses for each clinic, one that did not confirm Title X
funding and 14 that lacked complete data on which contra-
ceptive methods were provided. Hence, the analytic sample
comprised 558 clinics (72% of those eligible).

We conducted cross-tabulations of clinic characteristics
by RUCA category and tested the independence of each
association with a design-based F statistic (Pearson chi-
square statistic correcting for clinic clustering).”” We then
examined bivariate relationships between the four-category
RUCA variable and each binary dependent variable within
our three outcome categories. Next, we conducted pair-
wise comparisons of percentages between RUCA catego-
ries for each binary dependent variable using the F statistic
described above. Linear trends across categories were
assessed using linear regression and corresponding model
F statistics. Analyses yielding statistically significant results
were repeated after stratifying by clinic type—family
planning or reproductive health versus all others—to
assess whether rural-urban differences persisted. For strati-
fied analyses with cell sizes of five or less, overall F tests
were conducted in lieu of pairwise RUCA comparisons.
Statistical significance was determined at p=.05. All analy-
ses were performed in Stata version 14 using the svy com-
mands to account for clustering of clinics within agencies.

RESULTS

Sample Characteristics

There were no statistically significant differences in clinic
characteristics between survey respondents and nonre-
spondents by region or RUCA category. Sixty-two percent
of respondents were clinic managers or directors, 24%
were clinicians or nurses, and 14% occupied administrative
roles. Fifty-two percent of clinics were operated by local,
county or state health departments; 29% were dedicated
family planning or reproductive health clinics; 7% were
FQHCs or community health centers; and 12% were cat-
egorized as other (Table 1). Clinic type varied significantly
by RUCA category: Health department clinics represented
the majority of sites (63-79%) in small rural towns and iso-
lated small rural towns; they made up smaller proportions
of facilities (33—47%) in urban areas and large rural cities,
where they were about as common as family planning and
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TABLE 1. Percentage distribution of Title X-supported clinics in 16 Great Plains and

Midwestern states, by selected characteristics, according to rural-urban commuting

area category, 2012

Characteristic Total Urban Large Small Isolated small
(N=558) (N=199) ruralcity ruraltown ruraltown

(N=116) (N=140) (N=103)

Clinic type***

Health department 51.8 327 474 629 786

Family planning/reproductive health  29.2 36.2 397 214 14.6

FQHC/community health center 7.2 15.6 6.0 0.7 1.0

Other 11.8 15.6 6.9 15.0 58

No. of female clients served in prior

fiscal year***

1-99 17.5 2.7 44 15.7 63.0

100-499 37.0 19.1 29.8 69.3 34.0

500-1,999 284 355 56.1 143 30

>2,000 17.1 429 9.7 0.7 0.0

% of female clients aged 11-24

1-24 144 9.2 18.0 10.5 253

25-49 294 378 252 24.1 253

50-74 434 395 432 55.6 343

75-100 129 135 135 9.8 152

On-site availability of family

planning clinician***

<1 day/month 15.7 1.6 64 183 51.0

1.5-3.5 days/month 17.1 3.7 12.8 374 20.8

1-2 days/week 25.0 18.2 395 305 14.6

2.5-4 days/week 17.2 276 229 53 6.3

>4 days/week 250 49.0 184 84 73

Total 100.0 100.0 100.0 100.0 100.0

***¥p<.001 in F test comparing distributions across categories while accounting for clinic clustering.

Notes: The following 16 states make up Health and Human Services Regions V, VIl and VIII: Colorado, lllinois,

Indiana, lowa, Kansas, Michigan, Minnesota, Missouri, Montana, Nebraska, North Dakota, Ohio, South Dakota,

Utah, Wisconsin and Wyoming.Percentages may not total 100.0 because of rounding.FQHC=federally quali-

fied health center.

reproductive health clinics (36-40%). Fifty-five percent of
clinics had served fewer than 500 women in the prior year.
Clinic volumes varied significantly across RUCA categories,
decreasing from urban areas to isolated small rural towns.
Fifty-six percent of clinics reported that at least half of their
female clients were aged 11-24; this proportion did not
vary significantly across RUCA categories. Differences were
seen in clinician availability: For example, 49% of urban
facilities had clinicians on-site more than four days per
week, while 51% of those in isolated small rural towns had
clinicians on-site no more than one day per month.

Flexible Appointments

The proportion of clinics offering walk-in appointments
was significantly lower in isolated small rural towns (47%)
than in the other RUCA categories (67—73%; Table 2). In
analyses stratified by clinic type, the proportion did not dif-
fer among family planning and reproductive health clinics
(72-83%); for all other clinic types, however, those in the
most rural areas remained the least likely to offer walk-in
appointments (45% vs. 64-70%). Overall, availability of

*Nearly all clinics that did not provide on-site IUD insertion referred cli-
ents elsewhere for this procedure (97-100% across RUCA categories).
However, among clinics that did not offer implant services, referrals for
this method varied significantly:95% in urban areas, 91% in large rural cit-
ies, 80% in small rural towns and 85% in isolated small rural towns (p<.05
in F test comparing distributions across categories).

12

evening or weekend appointments varied significantly in a
linear fashion, falling from 73% in urban areas to 29% in
isolated small rural towns, and most pairwise comparisons
between RUCA categories were statistically significant.
Contrary to our findings for walk-in visits, however, rural-
urban disparities in offering evening or weekend appoint-
ments remained when we considered only family planning
and reproductive health clinics: Some 92% of such clinics
in urban areas, but only 20% of those in isolated small rural
towns, offered services at these hours.

Method Provision

Rural-urban patterns in on-site provision of contraceptives
varied by method; in general, the level of provision was
highest in urban clinics and lowest in isolated small rural
town clinics, and did not differ between large rural city and
small rural town facilities (Table 3). Overall, 60% of clinics
offered either implant or IUD insertions on-site, and 41%
provided both (not shown). On-site availability of each
LARC method ranged widely in a significant linear fashion
from urban areas to isolated small rural towns (from 63%
t0 20% for the implant, and from 83% to 20% for the IUD).
For both methods, all comparisons between RUCA catego-
ries were statistically significant except for that between
the two middle groups.* These same rural-urban patterns
were noted for provision of the copper IUD for emergency
contraception, but in all RUCA categories, this method was
provided less frequently than IUDs used for regular contra-
ception. Nearly all clinics (at least 97% for all categories)
dispensed the injectable. The proportion offering on-site
distribution of the pill also was high, but was significantly
lower among clinics in isolated small rural towns (86%)
than among others (97-99%). Patterns in the provision of
the patch and vaginal ring were similar to those of LARC
methods: Linear trends from urban areas (highest) to iso-
lated small rural towns (lowest) were statistically signifi-
cant, as were most pairwise comparisons between RUCA
categories. For the remaining methods, no significant dif-
ferences were seen in on-site availability.

The six contraceptive methods with significant overall
findings were further evaluated in analyses stratified by
clinic type (Table 4). For most methods, rates of on-site
provision at family planning and reproductive health clin-
ics were higher and showed less variation than rates at all
other clinics. Differences among the first group of clinics
were statistically significant for only two methods: the IUD
(provided at 94% of clinics in urban areas and 40% in iso-
lated small rural towns) and the copper IUD for emergency
contraception (70% and 20%, respectively). All family
planning and reproductive health clinics dispensed the pill.
Among all other clinics, variation in the provision of all six
methods remained statistically significant.

Perceived Barriers to LARC Provision
Perceived barriers to providing LARC methods were
rural-urban  status

generally not associated with

(Table 5). Twenty-six percent of clinics that provided IUDs,
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and 20% of those that provided implants, reported at least
one barrier. The high cost of stocking devices was the
most frequently cited barrier for both methods (19% and
14%, respectively), and other barriers were infrequently
endorsed. For clinics that did not offer IUDs on-site, the
most commonly cited challenges were lack of trained cli-
nicians (61%), high cost of stocking the devices (50%)
and low patient demand (35%). The proportion of these
clinics that identified clinician training as a barrier varied
among RUCA categories, but not in a linear fashion (44%
in large rural cities, compared with 70% in isolated small
rural towns). However, we noted a significant linear trend
in the proportion of clinics reporting low patient demand
as an impediment to providing IUD services (rising from
18% in urban areas to 42% in isolated small rural towns).
Clinic policies were cited as a barrier by 16% of clinics that
did not provide IUDs. The same barriers were reported by
respondents from clinics that did not provide implants, but
the proportions were higher and were similar across RUCA
categories: lack of clinician training (70%), high cost of
stocking (54%), low patient demand (41%) and clinic poli-
cies (21%). There were no significant differences in service
barriers by clinic type.

DISCUSSION

Variation in the provision of family planning services by
rural-urban status has received little attention in the lit-
erature. A number of conceptual and methodological chal-
lenges contribute to this problem, including the breadth
of available rural-urban taxonomies, restrictions on use
of geocoded data because of confidentiality concerns and
exclusion of geography from study measures. Individual-
level surveys of women provide important insight on the
correlates of use of family planning services, but typically
feature suboptimal rural-urban measures and lack adjust-
ment for sociodemographic characteristics that vary across
the rural-urban spectrum.’® A better understanding of
how rural and urban environments shape women’s access
to reproductive health services and, ultimately, health
outcomes such as unintended pregnancy would have sig-
nificant implications for public health programs and the
distribution of federal funds.

We found that rural-urban status was an important cor-
relate of the appointment types and contraceptives offered
by Title X—supported clinics. Consistent with our hypoth-
eses, rural clinics offered a smaller range of services and
perceived more barriers to providing such services. While
decreased availability of flexible appointments and provi-
sion of contraceptives at rural clinics may be construed
as suboptimal care, they may also reflect the constraints
of balancing supply and demand when serving smaller
patient populations. Adjusting staffing according to
scheduled appointments and referring patients for more
expensive and resource-intensive contraceptives, such as
LARC methods, may allow clinics to make the best use
of their limited funds. However, rates of referrals for the
implant were lower in rural clinics than in urban ones,
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TABLE 2. Percentage of clinics offering selected types of appointments, by clinic type,
according to rural-urban commuting area category

Appointment and clinic types Urban Largerural  Smallrural Isolated small
city town rural town

WALK-IN

Al 66.7 73.0 71.7 471148

Family planning/reproductive health 718 826 76.7 747

All others 63.8 66.7 704 4481+8

EVENING/WEEKEND

All*** 73.4 50.4t 43.61 29.11%8

Family planning/reproductive health*** 91.7 457t 433t 20.0tF

All others*** 63.0 536 43.61 30.7tF

**¥p<,001 in test of trend from linear regression models that account for clinic clustering. t Different from the
percentage for urban at p<.05. #Different from the percentage for large rural city at p<.05. §Different from
the percentage for small rural town at p<.05.

TABLE 3. Percentage of clinics offering on-site contraceptive provision, by method,
according to rural-urban commuting area category

Method Urban  Largerural Smallrural Isolated small
city town rural town
Implant*** 62.8 3881 41.11 2041+8
Any UD for regular contraception*** 829 5171 50.7t 204148
Copper IUD for emergency contraception***  54.6 29.3t 31.4t 9.7t %8
Injectable 97.5 99.1 97.1 98.1
Pill 97.5 99.1 97.1 86.4t1+,8
Patch** 67.8 56.0 5141 379t4
Vaginal ring*** 839 724t 729t 485148
Diaphragm 271 250 254 204
Male condom 96.5 98.3 98.6 99.0
Female condom 55.8 50.0 47.5 388
Natural family planning 929 95.7 97.8 92.2
Spermicide 452 379 403 340

**p<.01 in test of trend from linear regression models that account for clinic clustering.***p<.001 in test of
trend from linear regression models that account for clinic clustering. tDifferent from the percentage for
urban at p<.05. $Different from the percentage for large rural city at p<.05. §Different from the percentage
for small rural town at p<.05.

TABLE 4. Percentage of clinics offering on-site contraceptive provision, by method
and clinic type, according to rural-urban commuting area category

Method and clinic type Urban Large rural Smallrural Isolated small
city town rural town

Family planning/reproductive health clinics (N=72)  (N=46) (N=30) (N=15)
Implant 819 587 80.0 66.7

Any IUD for regular contraception*** 944 76.1 80.0 40.0
Copper IUD for emergency contraception® 704 56.5 50.0 20.0

Pill 100.0 100.0 100.0 100.0
Patch 819 69.6 70.0 66.7
Vaginal ring 944 89.1 933 100.0

All other clinics (N=127) (N=70) (N=110) (N=88)
Implant*** 52.0 257 30.0 125

Any IUD for regular contraception*** 764 357 42.7 17.1
Copper IUD for emergency contraception®** 457 114 264 80
Pilp** 96.1 98.6 96.4 84.1
Patch* 59.8 471 464 33.0
Vaginal ring*** 78.0 61.4 67.3 39.8

*p<.05 in F test accounting for clinic clustering.***p<.001 in F test accounting for clinic clustering.
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TABLE 5. Percentage of clinics reporting barriers to on-site provision of any IUD for regular contraception and of the implant,
by whether they provide the method, according to rural-urban commuting area category

Method, provision status and barrier Total Urban Large rural city Small rural town  Isolated small rural town
IUD

Provide (N=315) (N=165) (N=59) (N=70) (N=21)
Too costly to stock 187 20.0 18.6 14.3 238
Demand too high 29 1.8 34 29 9.5
Demand too low 35 1.8 5.1 43 9.5
Policies/regulations 32 36 5.1 0.0 48
Any of the above 257 26.1 27.1 214 333
Do not provide (N=238) (N=34) (N=54) (N=69) (N=81)
Too costly to stock 49.6 50.0 519 50.7 46.9
Demand too high 04 0.0 0.0 15 0.0
Demand too low 349 17.7 296 39.11 42.0t
No clinician trained in insertion 60.5 588 444 62.3 70.4%
Policies/regulations 164 206 13.0 13.0 19.8
Any of the above 89.1 91.2 81.5 91.2 914
IMPLANT

Provide (N=247) (N=124) (N=44) (N=58) (N=21)
Too costly to stock 13.8 13.7 13.6 10.3 238
Demand too high 12 1.6 0.0 17 0.0
Demand too low 6.5 6.5 46 6.9 9.5
Policies/regulations 24 24 23 17 48
Any of the above 20.2 210 18.2 15.5 333
Do not provide (N=303) (N=74) (N=69) (N=81) (N=79)
Too costly to stock 535 527 594 494 53.2
Demand too high 0.0 0.0 0.0 0.0 0.0
Demand too low 413 378 377 420 46.8
No clinician trained in insertion 703 64.9 65.2 753 74.7
Policies/regulations 208 257 174 14.8 253
Any of the above 98.7 100.0 95.7 98.8 100.0
tDifferent from the percentage for urban at p<.05.$Different from the percentage for large rural city at p<.05.

as were rates of on-site provision of methods that do not
require specialized clinical training, such as the patch and
vaginal ring. Provision of the full range of contraceptive
methods for which women are medically eligible is both
recommended by the Centers for Disease Control and
Prevention*” and required by the Title X program. While
prescriptions constitute provision and thus achieve this
goal, they require women to take the additional steps of
traveling to a pharmacy and paying for the method. Future
studies should investigate whether rural women perceive
separate trips to a pharmacy (to fill a prescription) or clinic
(for LARC insertion) as barriers. In a clinic-based survey
of 2,094 women conducted in 2011-2012,%® respondents’
reasons for attending reproductive health—focused family
planning clinics instead of primary care providers included
getting a prescription for the method they wanted (77%)
and being able to obtain the method (74%), not just a
prescription.

Title X supports a diverse range of clinics, whose
resources and protocols may lead to differences in service
provision.” Indeed, 16-21% of clinics not offering LARC
methods on-site cited clinic policies or regulations as barri-
ers to provision. Our stratified analyses allowed us to assess
rural-urban variation in family planning services by clinic
type. Most of our overall findings were confirmed among
clinics without a family planning or reproductive health
focus, suggesting an independent relationship between
rurality and family planning service provision in this
clinic category. At the same time, this stratified assessment
showed that family planning and reproductive health

clinics moderated or eliminated the rural-urban differences
we observed in the overall sample, except those for ITUD
provision. Thus, disparities in LARC provision by rural-
urban status even among the most specialized reproductive
health clinics warrant further attention.

Our findings of such disparities in LARC provision
are consistent with the scarce literature on this topic.
A 2008-2009 survey among family planning providers
in Texas found significantly higher rates of LARC provi-
sion and, in particular, greater willingness to recommend
implants among clinics in urban than in rural counties; it
also revealed that 75% of urban providers had adequate
LARC training, while only 57% of rural ones did, but this
difference was not statistically significant (likely because of
the small sample size)."> However, the survey had a 43%
response rate, used county-level measures of rural-urban
status and defaulted to the most urban county for agencies
serving multiple counties. A 2011 survey that examined
accessibility of LARC methods at 423 FQHCs nationwide
asked respondents to identify their largest primary care
site as urban, suburban or rural.'?>?° Rural facilities had
significantly lower rates of on-site implant provision than
did urban ones, but FQHCs supported by Title X were more
likely to provide both TUDs and implants than were clinics
without such funding. Although the survey’s response rate
(44%) limits the generalizability of the results, the findings
suggest that rural-urban disparities may exist for FQHCs,
a topic that the present study could not explore because of
limited sample size. Other studies limited to rural samples
echo our findings regarding service barriers. A 2011-2012
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survey of 599 rural primary care providers in Wisconsin
and Illinois cited lack of training and low patient demand
as challenges to LARC provision."” A study of 31 family
planning clinics in Washington surveyed in 1995 found
cost and provider training to be the most common barriers
to service provision in general !

Strengths and Limitations

The use of RUCA codes proved to be a valuable tool for
discerning rural-urban patterns in family planning ser-
vices. Sometimes we observed a gradient across RUCA
categories, while at other times the data clustered into
two or three groups. These patterns would not have been
elucidated through a more conventional binary measure.
Similarly, by coding geographies below the county level,
RUCA allows for a wider exploration of geographic vari-
ability. We used a four-level categorization that is recom-
mended by RUCA developers, has been frequently used
in other published analyses®? and was efficient for our
sample size. RUCA is a robust and flexible system for the
investigation of rural-urban effects. Researchers have illus-
trated the advantages of richer measures, including RUCA,
over traditional ones that mask variation on the rural end
of the spectrum.'#3>3*

This study provides a focused profile of family planning
service provision in an understudied region of the United
States. We were able to analyze 72% of all eligible clinics
in our sampling frame. Our inclusion of Title X—supported
clinics in three Health and Human Services regions (cov-
ering 16 states) enhances the generalizability of our find-
ings, although we cannot be certain that our conclusions
apply to other regions of the country. Another limitation
is that the data on perceptions of barriers to provision of
LARC services reflect the perspective of clinic personnel—
directors, managers and clinicians—and not patients
themselves. Therefore, responses may not be indicative of
patients’ experiences at these clinics or of their demand for
specific services. Moreover, perceptions of barriers may
depend on whether respondents occupy a clinical versus
an administrative role; however, we found no significant
differences in the distribution of respondent roles across
RUCA categories. Our survey also did not probe for details
on clinic policies, so we were unable to describe which
policy aspects were considered problematic in providing
LARC methods. Furthermore, we present only bivariate
analyses. Our clinic-level data set lacked information on
potential confounders such as policies, community norms
and patient preferences that may be associated with both
rural and urban geography and the services offered by
the surveyed clinics. Additionally, this survey was con-
ducted in 2012 and may not reflect current practices at
Title X—supported clinics. In particular, provision of LARC
methods may have increased since then, as family plan-
ning clinicians and professional medical groups have
undertaken efforts in recent years to increase rates of LARC
use.”" Finally, although this study focuses on important
clinic-level practices, it does not address the impact of
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these practices on patient outcomes such as contraceptive
uptake and unintended pregnancy.

Conclusions

Our study focused on Title X—supported clinics, which
form the backbone of family planning care for low-income
women across the United States.*® Overall, we found sig-
nificant disparities in family planning service provision on
the basis of clinics’ rural-urban status. While important
clinic characteristics, such as their specialization (or lack
thereof), are linked to the provision of family planning
services, geographic disparities exist. Our findings suggest
an opportunity for improving access to care among rural
women. Potential improvements include offering flexible
appointments, dispensing the patch and vaginal ring on-
site and, for clinics that are not able to provide implants,
referring women to the nearest provider. Such efforts will
require additional research that elucidates the preferences
of rural women in need of family planning care, as well as
the challenges faced by the clinics that serve them.
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