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Understanding the extent to which options counseling and 
referrals are provided in publicly funded family planning 
facilities is important for gauging how these facilities serve 
their patients’ needs. Knowing if and how referrals are 
made for patients who seek information about their preg-
nancy options might indicate the quality of care provided. 
Furthermore, since publicly funded family planning clinics 
provide pregnancy testing, it is crucial to know how they 
counsel women who have positive pregnancy tests and 
who may have time-sensitive health care needs.

BACKGROUND
Publicly funded family planning services are designed to 
address unmet reproductive health care needs, particularly 
for low-income women, by offering education, counseling 
and medical services. Facilities receiving public funds for 
family planning services are located throughout the United 
States and provide care to more than seven million women 
annually.10 This network comprises a system of commu-
nity health centers; state, county and city health depart-
ments; comprehensive reproductive health centers; and 
private providers. Public funds include Medicaid reim-
bursements, Title X family planning support, federal block 
grants and dedicated state resources.11 Publicly funded 
family planning facilities offering reproductive health ser-
vices serve not only as frontline providers for their own 

In 2011, some 53% of reproductive-age women living 
in the Midwest resided in a county that lacked an abor-
tion provider, a higher proportion than was found in any 
other region of the United States.1 Abortion providers 
are often concentrated in urban areas.2 Living in a rural 
area is associated with myriad reproductive health inequi-
ties, including reduced access to contraceptive services, 
 obstetrician-gynecologists and abortion services.3–7

In recent years, the passage of increasingly restric-
tive state-level abortion laws has compounded the geo-
graphic barriers to reproductive health care and further 
curtailed the rights of women seeking abortion and the 
activities of clinics that provide services. Currently, 
more than half of U.S. women live in states with laws 
that are “hostile to abortion rights” (i.e., that have at 
least four types of major abortion restrictions in place).8 
Midwestern states have seen some of the most dramatic 
changes in abortion laws.9 Thus, geographic distance, a 
limited number of providers and restrictive laws com-
bine to limit access to abortion for women living in 
Midwestern rural areas.

Given the many challenges to reproductive health care 
for rural women in particular, publicly funded family plan-
ning clinics represent a critical link in the rural health 
care infrastructure for women considering their preg-
nancy options—abortion, prenatal and adoption services. 

Variation in Pregnancy Options Counseling and Referrals, 
And Reported Proximity to Abortion Services, 
Among Publicly Funded Family Planning Facilities

CONTEXT: As frontline providers, publicly funded family planning clinics represent a critical link in the health system 
for women seeking information about pregnancy options, yet scant information exists on their provision of relevant 
services. Understanding their practices is important for gauging how well these facilities serve patients’ needs. 

METHODS: A 2012 survey of 567 publicly funded family planning facilities in 16 states gathered information on 
 referral-making for adoption and abortion services, and perceived proximity to abortion services. Chi-square, multi-
variable logistic regression and multinomial logistic regression analyses were performed to assess diff erences among 
facilities in referral-making and reported proximity to abortion services.

RESULTS: Abortion referrals were provided by a signifi cantly smaller proportion of providers than were adoption refer-
rals (84% vs. 97%).  Health departments and community health centers were signifi cantly less likely than comprehen-
sive reproductive health centers to refer for abortion services and to have a list of abortion providers available (odds 
ratios, 0.1–0.2). Rural facilities were more likely than urban ones to report a distance of more than 100 miles to the clos-
est fi rst-trimester abortion provider (relative risk ratio, 11.4), second-trimester abortion provider (8.7) and medication 
abortion provider (8.0). Health departments were more likely than comprehensive reproductive health centers not to 
know the location of the closest fi rst-trimester, second-trimester or medication abortion provider (2.5–3.5). 

CONCLUSION: A better understanding of disparities in provision of pregnancy options counseling and referrals at 
publicly funded family planning clinics is needed to ensure that women get timely care.
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METHODS
Study Design
Data were drawn from a study on rural-urban differences 
in publicly funded family planning facilities in 16 states in 
Health and Human Services Regions V, VII and VIII.* These 
regions were selected because they have clinically under-
served areas, both urban and rural, that are not frequently 
studied. From June to September 2012, all 772 family 
planning clinics receiving federal family planning funds in 
the 16 states were surveyed using a self-administered paper 
questionnaire. The survey instrument for the parent study 
was informed by interviews conducted by telephone with 
regional program consultants and clinic managers located 
in both rural and urban service areas across the three 
regions. Interviews addressed barriers to and facilitators of 
reproductive health care provision in publicly funded fam-
ily planning centers and services for adolescent and young 
adult patients. The fi nal survey included variables assessing 
clinic characteristics pertaining to access to family planning 
and patient population characteristics. 

Before the survey was sent out, researchers contacted 
facilities and facility networks to identify the most appro-
priate person to whom the survey should be addressed. 
These individuals were typically family planning or clini-
cal coordinators, clinic directors or administrators. In most 
cases, surveys were sent to specifi c individuals; for facilities 
at which a specifi c individual could not be identifi ed, the 
survey was addressed to the attention of the clinic manager. 

on-site  services, but also as referral sources for services not 
offered on-site. 

Recently, increased attention has been given to provid-
ing comprehensive, high-quality family planning services. 
The American Association of Pediatrics and the American 
Congress of Obstetrics and Gynecology have outlined 
guidance describing the components of high-quality fam-
ily planning care.12–14 These guidelines are endorsed and 
echoed by the Centers for Disease Control and Prevention 
(CDC) and the Offi ce of Population Affairs.15 According 
to these proponents, physicians and health care providers 
should counsel a pregnant client about all of her options, 
which include pursuing parenting, adoption or abortion. 
Such counseling includes information and referrals for pre-
natal care, adoption services and abortion services. 

While federal funding cannot be used for abortion care, 
with some exceptions, options counseling and referrals are 
within the scope of permissible services for publicly funded 
family planning providers.16 In line with the CDC and the 
Offi ce of Population Affairs’ recommendations for quality 
family planning services,15 program policy instructs grant-
ees to provide nondirective options counseling and neces-
sary referrals following a positive pregnancy test.16 

Despite this mandate, little information exists on the 
practice of options counseling and referrals.17 Existing 
research largely focuses on ethical frameworks and best 
practices for options counseling, particularly among ado-
lescents.18–21 Even since the “gag rule,” which prohibited 
publicly funded facilities from providing any information 
about abortion, was lifted in 1993, very little research has 
evaluated the prevalence of options counseling in these 
facilities.22 Similarly, while research has explored the dis-
tances patients must travel to access abortion,6 data cap-
turing geographic information about provider referrals for 
abortion has been limited. For example, a study using a 
simulated patient model found that only 46% of calls to 
facilities resulted in a direct referral to an abortion provider 
(i.e., provided the name or telephone number of a facil-
ity), and 27% of calls resulted in no referral whatsoever.23 

However, distance to providers was not reported; further-
more, data on referrals were not stratifi ed by facility type 
(e.g., private vs. publicly funded, hospital vs. other). Since 
nearly one-third of U.S. women receive pregnancy test-
ing services at publicly funded facilities,24 assuring quality 
referral-making in these facilities is particularly pressing. 
Moreover, there is a dearth of research on perceived dis-
tance to abortion services from the perspective of those 
responsible for making referrals.

The current study fi lls a gap in the literature on abor-
tion access by examining facility-level practices regarding 
pregnancy options counseling and referral, awareness of 
distance to providers and characteristics associated with 
referral practices.

*The 16 states were Colorado, Illinois, Indiana, Iowa, Kansas, Michigan, 

Minnesota, Missouri, Montana, Nebraska, North Dakota, Ohio, South 

Dakota, Utah, Wisconsin and Wyoming.

TABLE 1. Percentage distribution of publicly funded family 
planning facilities participating in a study of services related 
to pregnancy options counseling and referrals, by selected 
characteristics, 16 Midwestern states, 2012

Characteristic % 
(N=567)

Location
Urban 35.7
Rural 64.3

Type of facility
Comprehensive reproductive health center 29.1
Health department 52.0
Community health center 7.2
Other 11.6

Annual no. of female patients 
<500 54.8
≥500 45.2

% of female family planning 
patients who are aged 11–24 
<50% 44.0
≥50% 56.0

Role of respondent
Clinic manager/director 62.1
Clinician‡ 14.7
Nurse/medical staff 9.0
Administrative 14.2

Total 100.0

‡Physician, physician’s assistant, nurse, nurse practitioner or certifi ed nurse-
midwife. Notes: Percentages may not add to 100.0 because of rounding. 
Facilities were in Colorado, Illinois, Indiana, Iowa, Kansas, Michigan, Minne-
sota, Missouri, Montana, Nebraska, North Dakota, Ohio, South Dakota, Utah, 
Wisconsin and Wyoming.
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logistic regression analyses were conducted to examine the 
association between facility characteristics and reported 
proximity to different types of abortion providers; a dis-
tance of 100 miles or less was used as baseline.*All mul-
tivariable analyses adjusted for rural-urban status, clinic 
type, annual number of female family planning patients 
and the proportion of female family planning patients who 
were aged 11–24. Analyses were unweighted, and alpha 
was set at .05. All analyses were performed using Stata sta-
tistical software, Version 13.

RESULTS
After we excluded 39 clinics that were closed or no lon-
ger publicly funded at the time of the survey, the response 
rate was 75%. An additional 12 clinics were excluded from 
analyses: six whose surveys were completed in aggregate at 
the network level without unique responses for each clinic; 
one that did not confi rm public funding; and fi ve that 
lacked complete data about referral services they provide. 
The fi nal analytic sample comprised 567 facilities (73% of 
those surveyed), all of which had complete information on 

A more detailed description of survey administration can 
be found elsewhere.25

All research activities were approved by the University of 
Chicago Institutional Review Board.

Measures
The two main outcome variables of interest were the pro-
portion of facilities that provide counseling on abortion 
and adoption services and the reported proximity of abor-
tion services to facilities. Counseling and referral for abor-
tion and adoption services were measured through a set 
of four binary measures asking respondents whether clinic 
patients were referred to adoption services when requested, 
whether they were referred to abortion services when 
requested, whether a list of local adoption agencies was 
available and whether a list of local abortion providers was 
available. Questions regarding the availability of lists were 
intended to measure whether information about services 
was accessible for patients who needed it. Reported prox-
imity of abortion services to facilities was measured in two 
ways. First, respondents were asked about the proximity of 
the nearest abortion provider of any kind; response options 
were “on-site,” “in same state as clinic” and “in a different 
state.” Second, they were asked the distance to abortion 
providers of various types (fi rst-trimester, second-trimester 
and medication); response options were “on-site,” “20 or 
fewer miles,” “21–50 miles,” “51–100 miles” and “101 or 
more miles.” Respondents could answer “don’t know” for 
questions related to proximity of facilities.

Clinic location by rural-urban status was the main inde-
pendent variable and was represented dichotomously, on 
the basis of rural-urban commuting area codes defi ned by 
the 2010 census. Additional covariates of interest included 
clinic type (comprehensive reproductive health center, 
health department, community health center or other), 
annual number of unduplicated female family planning 
patients and proportion of female family planning patients 
who were aged 11–24. Comprehensive reproductive health 
centers included Planned Parenthood centers; community 
health centers included federally qualifi ed health centers. 
For all analyses, we dichotomized the annual number of 
female family planning patients (fewer than 500 vs. 500 
or more) and the proportion of female family planning 
patients who were 11–24 years old (less than 50% vs. 50% 
or more). Cut points for dichotomization were established 
by inspecting histograms and determining median values.

Analysis
Descriptive statistics were generated to summarize the char-
acteristics of the facilities surveyed. McNemar’s chi-square 
test was used to compare the proportion referring for abor-
tion with the proportion referring for adoption. Univariate 
and bivariate analyses were conducted to explore differ-
ences in proportions by rural and urban status using chi-
square tests of association. Multivariable logistic regression 
analyses assessed the association between facility charac-
teristics and the practice of options referrals. Multinomial 

*Interactions between urban-rural status and facility type were examined, 

but were excluded from the models because few interaction effects were 

signifi cant.

TABLE 2. Percentage of facilities reporting selected pregnancy options counseling 
practices, and percentage distribution of facilities by perceived proximity to abortion 
providers, according to urban-rural location

Measure Total Urban Rural

PERCENTAGES
Practice
Facility refers for adoptions* 97.2 95.0 98.4
Facility has list of adoption agencies 93.3 93.5 93.1
Facility refers for abortions 84.3 85.5 83.7
Facility has list of abortion providers† 85.4 89.0 83.4

PERCENTAGE DISTRIBUTIONS
Location of closest abortion provider***
On-site 3.8 8.1 1.4
In the same state 79.3 84.3 76.6
In a different state 12.7 6.1 16.4
Don’t know 4.2 1.5 5.7

Proximity to closest fi rst-trimester abortion provider***
On-site 2.0 5.1 0.3
≤20 miles 19.1 49.5 2.5
21–50 miles 15.9 24.8 11.0
51–100 miles 18.5 8.1 24.2
≥101 miles 33.0 7.1 47.1
Don’t know 11.6 5.6 14.9

Proximity to closest second-trimester abortion provider***
On-site 1.1 3.1 0.0
≤20 miles 12.5 33.0 1.4
21–50 miles 11.3 19.8 6.6
51–100 miles 12.0 9.1 13.5
≥101 miles 30.1 12.7 39.5
Don’t know 33.1 22.3 39.0

Proximity to closest medication abortion provider***
On-site 3.6 8.1 1.1
≤20 miles 15.0 38.9 1.9
21–50 miles 11.2 19.2 6.9
51–100 miles 15.0 6.1 19.8
≥101 miles 24.8 7.6 34.2
Don’t know 30.5 20.2 36.1

Total 100.0 100.0 100.0

*p<.05. ***p<.001. †p<.10. Note: Percentages may not add to 100.0 because of rounding.
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our measures of interest. Facilities located in rural areas 
were signifi cantly more likely to respond than were facili-
ties located in urban areas (78% vs. 70%).

Descriptive and Bivariate Findings
Nearly two-thirds (64%) of facilities were located in rural 
areas (Table 1). Fifty-two percent of all facilities were health 
departments, 29% were comprehensive  reproductive 
health centers and 7% were community health centers. 
Fewer than half (45%) saw 500 or more female patients for 
family planning services each year, and 56% reported that 
half or more of their female patients were between the ages 
of 11 and 24. Clinic managers or directors completed the 
majority of surveys (62%).

 Nearly all surveyed facilities reported referring patients 
to adoption services when requested and having a list of 
adoption service providers to distribute to patients (97% 
and 93%, respectively—Table 2). Rural facilities were more 
likely than facilities located in urban areas to provide refer-
rals for adoption services (98% vs. 95%). Overall, refer-
rals for abortion services were signifi cantly less common 
than referrals for adoption services (84% vs. 97%); the 
proportion did not differ between rural and urban facili-
ties. Eighty-fi ve percent of facilities had a list of abortion 
providers to give to patients if requested; facilities located 
in urban areas were marginally more likely than rural facili-
ties to have such a list (89% vs. 83%).

One percent of rural facilities offered abortion services 
on-site, compared with 8% of urban facilities. Overall, 79% 
of facilities reported that the nearest abortion provider was 
in their state. Rural facilities were more likely than urban 
ones to report that the nearest provider was in another state 
(16% vs. 6%). 

Whereas 3% of rural facilities reported an off-site fi rst-
trimester abortion provider within 20 miles, 50% of urban 
facilities reported that such a provider was this close. 
Some 47% of rural facilities reported that the closest fi rst- 
trimester abortion provider was 101 or more miles away, 
compared with 7% of urban facilities. Rural facilities were 
also more likely than urban ones to report that they did not 
know the proximity of the closest fi rst-trimester abortion 
provider (15% vs. 6%).

One percent of rural facilities reported a second-trimester 
abortion provider within 20 miles, compared with 33% of 
urban facilities. Forty percent of rural facilities reported 
that the closest second-trimester abortion provider was 
101 or more miles away, compared with 13% of urban 
facilities. Rural facilities were also more likely than urban 
ones to report that they did not know the proximity of the 
nearest second-trimester abortion provider (39% vs. 22%).

Two percent of rural facilities reported a medication abor-
tion provider within 20 miles, compared with 39% of urban 
facilities. Some 34% of rural facilities reported that such 
providers were 101 or more miles away, compared with 8% 
of urban facilities. Rural facilities were also more likely than 
others to report that they did not know the proximity of the 
closest medication abortion services (36% vs. 20%).

TABLE 3. Percentage of facilities reporting selected pregnancy options counseling 
practices, by selected characteristics; and odds ratios (and 95% confi dence intervals) 
from logistic regression analyses assessing facility characteristics associated with 
reporting various practices

Practice and characteristic % Odds ratio

REFERS FOR ADOPTIONS
Location
Urban 95.0 ref
Rural 98.4* 1.16 (0.28–4.87)

Facility type
Comprehensive reproductive health center 100.0 ref
Health department 97.6 2.48 (0.55–11.18)
Community health center 85.4 0.41 (0.08–2.21)
Other 95.3** ‡

Annual no. of female patients
<500 98.0 ref
≥500 97.2 0.77 (0.20–2.94)

% of female family planning patients who are aged 11–24 
<50% 94.9 ref
≥50% 99.0* 15.94 (2.01–126.55)**

HAS LIST OF ADOPTION AGENCIES
Location
Urban 93.5 ref
Rural 93.1 1.25 (0.49–3.18)

Facility type
Comprehensive reproductive health center 97.6 ref
Health department 91.5 0.29 (0.08–1.04)†
Community health center 90.2 0.31 (0.05–1.98)
Other 92.2† 0.25 (0.06–1.08)†

Annual no. of female patients
<500 91.7 ref
≥500 96.3* 2.13 (0.82–5.52)

% of female family planning patients who are aged 11–24 
<50% 94.9 ref
 ≥50% 93.0 0.74 (0.35–1.58)

REFERS FOR ABORTION
Location
Urban 85.5 ref
Rural 83.7 1.12 (0.61–2.06)

Facility type
Comprehensive reproductive health center 95.1 ref
Health department 79.2 0.20 (0.09–0.46)***
Community health center 80.5 0.18 (0.06–0.57)**
Other 82.8*** 0.22 (0.08–0.61)**

Annual no. of female patients
<500 81.4 ref
≥500 88.6* 1.34 (0.75–2.39)

% of female family planning patients who are aged 11–24 
<50% 82.1 ref
≥50% 85.9 1.24 (0.76–2.02)

HAS LIST OF ABORTION PROVIDERS
Location
Urban 89.0 ref
Rural 83.4† 0.81 (0.42–1.58)

Facility type
Comprehensive reproductive health 98.2 ref
Health department 77.5 0.08 (0.02–0.27)***
Community health center 80.5 0.08 (0.02–0.37)**
Other 92.2*** 0.22 (0.05–0.98)*

Annual no. of female patients
<500 82.1 ref
≥500 90.7** 1.21 (0.65–2.25)

% of female family planning patients who are aged 11–24 
<50% 82.1 ref
≥50% 88.3* 1.65 (0.99–2.76)†

*p<.05. **p<.01. ***p<.001. †p<0.10. ‡Statistic was not estimated because of collinearity. Notes: ref=reference 
group. 
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TABLE 4. Relative risk ratios (and 95% confi dence intervals) from multinomial logistic 
regression analyses assessing characteristics associated with reported proximity to 
nearest provider of different types of abortion services

Provider type and facility characteristic >101 miles vs. ≤100 miles Don’t know vs. ≤100 miles

FIRST-TRIMESTER ABORTION 
Location
Urban ref ref
Rural 11.42 (6.01–21.73)*** 3.83 (1.74–8.46)**

Facility type
Comprehensive reproductive 

health center ref ref
Health department 2.05 (1.22–3.44)** 2.49 (1.17–5.30)*
Community health center 1.84 (0.63–5.40) 0.65 (0.08–5.50)
Other 1.61 (0.75–3.48) 1.36 (0.42–4.33)

Annual no. of female patients
<500 ref
≥500 0.65 (0.40–1.06)† 0.49 (0.24–0.99)*

% of female family planning 
patients who are aged 11–24 
<50 ref ref
≥50 0.77 (0.50–1.20) 0.70 (0.39–1.26)

SECOND-TRIMESTER ABORTION
Location
Urban ref ref
Rural 8.67 (4.73–15.87)*** 3.04 (1.78–5.21)***

Facility type
Comprehensive reproductive 

health center ref ref
Health department 2.16 (1.24–3.75)** 3.46 (1.98–6.04)***
Community health center 1.25 (0.42–3.73) 1.69 (0.63–4.54)
Other 1.42 (0.64–3.13) 1.60 (0.72–3.53)

Annual no. of female patients
<500 ref
≥500 0.80 (0.47–1.36) 0.46 (0.27–0.77)**

% of female family planning 
patients who are aged 11–24
<50 ref ref
≥50 0.75 (0.46–1.21) 0.94 (0.59–1.50)

MEDICATION ABORTION 
Location
Urban ref ref
Rural 8.01 (4.12–15.56)*** 2.35 (1.39–3.97)**

Facility type
Comprehensive reproductive 

health center ref ref
Health department 1.56 (0.90–2.70) 3.09 (1.77–5.41)***
Community health center 1.33 (0.42–4.26) 2.13 (0.79–5.73)
Other 1.49 (0.66–3.33) 1.98 (0.90–4.38)†

Annual no. of female patients
<500 ref ref
≥500 0.58 (0.34–0.98)* 0.40 (0.24–0.66)***

% of female family planning 
patients who are aged 11–24
<50 ref ref
≥50 0.87 (0.54–1.41) 0.73 (0.47–1.15)

*p<.05. **p<.01. ***p<.001. †p<.10. Note: ref=reference group. 

Multivariable Findings
In analyses that controlled for all facility characteristics, 
rural-urban status was not associated with the provision of 
referrals for either abortion or adoption services (Table 3). 
Facilities at which 50% or more of female family planning 
patients were aged 11–24 were more likely than others to 
refer for adoption services (odds ratio, 15.9). Compared 
with comprehensive reproductive health centers, health 
departments, community health centers and other types 
of facilities were signifi cantly less likely to refer for abor-
tion services (0.2 for each). A similar pattern was observed 
for having a list of abortion providers: Health departments, 
community health centers and other types of facilities were 
less likely than comprehensive reproductive health centers 
to have a list of providers (0.1–0.2).

Being located in a rural area was associated with an ele-
vated risk of reporting that every type of abortion provider 
was more than 100 miles away (relative risk ratio, 11.4 
for fi rst-trimester provider, 8.7 for second-trimester pro-
vider and 8.0 for medication abortion provider—Table  4); 
it also was associated with an elevated risk of not know-
ing the distance to each type of provider (3.8, 3.0 and 2.4, 
respectively). Health departments were more likely than 
comprehensive reproductive health centers to report long 
distances and lack of knowledge of proximity with respect 
to both fi rst-trimester abortion providers (2.1 and 2.5, 
respectively) and second-trimester abortion providers (2.2 
and 3.5, respectively), as well as to report no knowledge 
of the distance to the closest medication abortion provider 
(3.1). Facilities serving 500 or more female family planning 
patients annually were less likely than those with fewer 
such patients to not know the distance to the closest fi rst-
trimester abortion provider (0.5), second-trimester abor-
tion provider (0.5) and medication abortion provider (0.4).

DISCUSSION
In this study, the majority of publicly funded facilities 
reported referring clients to abortion and adoption ser-
vices when requested, though referral rates were sig-
nifi cantly higher for adoption services than for abortion 
services. Following the recommendations of the CDC and 
the Offi ce of Population Affairs,15 program policies make 
clear that options counseling is an issue of both quality and 
necessity.16 

Our fi ndings suggest that facilities are willing to pro-
vide abortion referrals upon request, but may lack qual-
ity information about nearby providers, or that in some 
regions there may be no providers nearby. This echoes 
fi ndings from previous work that has specifi cally aimed at 
strengthening referral networks as a step toward increas-
ing abortion access.26,27 Future research could explore this 
question further and consider what factors may inhibit or 
support the process of compiling broadly accessible refer-
ral information. Since publicly funded facilities are front-
line providers for women seeking information about their 
reproductive health options, supporting their capacity to 
make referrals for services not within the scope of their 

 on-site services could help them comply with the previ-
ously described recommendations.

The abortion referral rate of 84% in our study is higher 
than the rate of 73% reported in previous research.23 As the 
present study shows, facility type is consistently associated 
with abortion referral practices. Compared with compre-
hensive reproductive health centers, health departments 
and community health centers were much less likely to 
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medication and second-trimester abortion are particularly 
time- sensitive procedures, these fi ndings are concerning.

Strengths and Limitations
This study has particular strengths that merit mention. 
First, though our sample was limited to certain geographic 
regions, all identifi ed facilities in those regions were con-
tacted, so we had a robust sample. Our response rate 
allowed us to generate reliable estimates while stratifying 
by rural and urban status, in order to draw comparisons 
across regions where major differences are often observed. 
Second, examining pregnancy options counseling practices 
and referrals is a novel question with important implica-
tions for giving women a full range of pregnancy options.

The limitations of this study must also be noted. First, 
by design the survey covered only three of the 10 Health 
and Human Services regions; therefore, it is not possible 
to generalize these fi ndings to the entire country. Second, 
our response rate of 75% means that not all clinics in 
these areas are represented. Relatedly, there is potential for 
reporting bias resulting in overestimations of pregnancy 
options counseling practices and referrals. While efforts 
were made to ensure that individuals completing the sur-
vey were the most appropriate respondents, they may not 
have been responsible for making referrals to abortion ser-
vices; thus, the reporting of distances to abortion providers 
may be subject to error. In addition, given that different 
individuals within facilities make referrals, this study may 
mask provider-level variation in referral-making. Lastly, we 
have only respondents’ perceptions of proximity to abor-
tion services; no objective measures of facility locations or 
those of nearby abortion providers were available for this 
analysis. Without geographic data, we are unable to vali-
date the actual proximity of each type of provider to the 
family planning facility.

Conclusion
Timely referrals following a positive pregnancy test are a 
central component of high-quality family planning care.15 
The fi ndings from this study highlight some of the chal-
lenges faced by publicly funded family planning facilities in 
serving as a comprehensive reproductive health care safety 
net for women. Additional research is needed to improve 
understanding of facilitators of and barriers to provision of 
options counseling and abortion referral-making in pub-
licly funded family planning facilities.
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