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and perimenopausal and postmenopausal
care. No respondents indicated a desire to
provide abortion services at the clinic site.

Barriers to Service Provision
Respondents were asked to list the barriers
to adding desired services. The most com-
mon answers were cost (10 respondents)
and lack of trained providers (nine re-
spondents). Other barriers listed were fa-
cility size, the clinic’s focus on pregnancy
prevention, increased liability, lack of equip-
ment and lack of time to provide the named
service. Some respondents affiliated with
local health department clinics wrote that
a particular service fell outside the scope of
services defined by the funding agency.

The survey also included a list of po-
tential reasons why clinics did not provide
abortions on site. Respondents were asked
to rate each reason as either “very impor-
tant,” “somewhat important” or “not im-
portant.” As Table 3 shows, the two rea-
sons most commonly rated as very or
somewhat important were local commu-
nity opposition (71%) and lack of a trained
provider (55%). The two most common
reasons rated as unimportant were the
moral or religious concerns of staff and the
availability of the service at another local
facility (45% for each).

Only one clinic provided abortions on-
site; the rest referred their clients else-
where. Respondents for these clinics esti-
mated that women seeking an abortion
traveled from 20 to 200 miles each way to
obtain an abortion, with an average one-
way driving distance of 68 miles. Ap-
proximately 36% of clinic supervisors in-
dicated that their clinicians would
prescribe mifepristone if it were available,
while 48% were uncertain.

Funding Sources
The major funding source for the rural clin-
ics varied according to clinic type (Table 4).
Planned Parenthood sites reported patient
payments to be their major source (34%),
while federal funding was reported as the

major source for private
freestanding clinics
(27%). Local health de-
partment sites reported
that the single largest
share of their budget
came from state funds
(36%). The smallest cat-
egory of funding report-
ed by the three groups
was private donations
(3% overall, ranging
from 7% at Planned Par-
enthood clinics to 1%

of the clinics), oral contraceptives and in-
jectables (offered by 94%), sexually trans-
mitted disease (STD) screening and treat-
ment (94–100%, depending on type) and
colposcopy (90%). Discretionary services
included emergency contraception (77%),
the cervical cap (65%) and specialized con-
traceptive services, such as the implant
(65%) and the IUD (55%). In comparison,
U.S. data indicate that only 21% of fami-
ly planning agencies nationwide offered
emergency contraception, 20% the cervi-
cal cap and 41% the IUD.14 In 1991, ap-
proximately 40% of family planning agen-
cies nationwide offered the implant.15

Rare services included pregnancy ter-
minations. Only one clinic in the popula-
tion provided this service.

The scope of services provided by the
three clinic types was very similar. At half
of the clinic sites, fewer than 56% of the po-
tential services were available. All three
clinic types reported that they had never
provided approximately 40% of services
surveyed. There were no significant dif-
ferences between the services currently
provided among the three types of clinic.
On average, fewer than 2% of the surveyed
services had been discontinued by any of
the clinic sites. The highest mean number
of discontinued services (1.3) was report-
ed by the local health department clinics.

Only 10 clinic sites indicated that they
were providing primary care services
other than those mentioned in the survey.
These clinics listed additional services
such as “general primary care,” “mater-
nity support” and “immunizations.” Five
clinic sites indicated that they did not pro-
vide any other primary care services,
while the remaining 16 left this item blank.

When asked what currently unavailable
services they would like to provide, eight
respondents stated that they would not
like to add any services, and eight left the
item blank. The remaining 15 respondents
gave a wide variety of answers. The most
commonly mentioned services were hor-
mone replacement therapy, colposcopy,

among local health department facilities).
Overall, federal funds represented an av-

erage of 27% of private freestanding clinic
site budgets, 18% of Planned Parenthood
clinic budgets and 13% of local health de-
partment clinics’ budgets. All three types of
clinic received significant portions of their
budgets from state funds: approximately
21% for private freestanding clinics, 29% for
Planned Parenthood clinics and 36% for
local health department clinics.

Service Areas
Respondents were asked to list the towns
where most of their patients resided. The in-
formation was mapped, and estimated ser-
vice areas for these clinic sites were drawn.
Clinics were located in 25 of the 53 rural
health service areas in Washington State
(Figure 1, page 142). Most clinics served
clients from more than one area, raising the
number of rural areas served to 39.

Of the 30 poorest health service areas in
the state, 25 were rural. Of the 53 rural
health service areas, 25 reported primary
care provider shortages, and 16 reported
that more than 20% of their pregnant
women residents receive inadequate pre-
natal care.16 Of the 25 areas with primary
care provider shortages, 11 had family
planning clinics. Though the differential
was not statistically significant, the areas
with the highest standardized scores for so-
cioeconomic status (and therefore the low-
est socioeconomic status) were less likely
to have family planning clinics: Of the 14
areas with scores greater than 116, 12 were
rural, and only four had clinic sites; of the
19 areas with scores lower than 85, only two
were rural, and both had clinics. Further-
more, among the 39 rural areas with scores
between 86 and 115, only 18 had clinics.17

Discussion
Family planning clinics are a crucial source
of contraceptive services for women, es-
pecially those who are young, are minori-
ties or have a low income.18 The availabil-
ity of these services is associated with

Table 3. Percentage distribution of clinics, by importance of se-
lected reasons for not providing abortion services, according to
reason (N=30)

Reason Important Not No Total
important answer

Local community opposition 71 16 13 100
Lack of trained provider 55 32 13 100
Service available within a 

reasonable distance 52 29 19 100
Not part of mission statement 52 39 9 100
Increased malpractice 

insurance costs 42 32 26 100
Not allowed by funding sources 35 35 30 100
Service already available locally 32 45 23 100
Staff moral/religious concerns 23 45 32 100

Table 4. Percentage distribution of clinic fund-
ing, by source, according to clinic type

Funding source Planned Private Local 
Parenthood free- health

standing dept.

Federal 18 27 13
State 29 21 36
Third-party/

managed care 0 10 4
Medicaid 12 21 15
Patient payments 34 16 15
Private donations 7 2 1
Other 0 3 16
Total 100 100 100


