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FINDINGS FROM 2012 FAMILY PACT CLIENT EXIT 

INTERVIEWS 

EXECUTIVE SUMMARY 

As part of the evaluation of the Family PACT Program, the 2012 Client Exit Interview 

(CEI) study was designed to help evaluate the success of California’s statewide family 

planning program by assessing clients’ (a) experiences with service delivery, including 

contraceptive practices, sexually transmitted infection (STI) testing and treatment, and 

satisfaction with services, (b) experiences utilizing services, and (c) access to primary 

care services for other health needs. Findings from this study will help determine 

whether services are appropriately tailored to meet the needs of clients, and identify 

ways to help improve service delivery and adherence to program standards. 

For this study, adolescent and adult Family PACT clients were interviewed immediately 

following a clinical visit. The sample consisted of 1,498 clients – mostly adult (82%), 

female (88%), and Hispanic (59%) – at 78 high-volume provider sites in 13 California 

counties. The client-level CEI sample mirrored the Family PACT Program population 

with respect to age, gender, and race/ethnicity.  Participants were interviewed by trained 

bilingual and bicultural interviewers in either English or Spanish. Results were 

compared with similar studies conducted in 2003 and 2007.  Overall findings include: 

Family PACT clients received high quality services delivered in accordance with 

program standards. 

 Most clients were screened for health conditions, substance abuse and violence. 

Most new Family PACT clients received an initial health assessment; 83% received 

a blood pressure test; over 70% were screened for alcohol, tobacco and drug use; 

over 60% were asked whether they had high blood pressure or diabetes; and about 

half were asked whether they had gained, lost, or been maintaining their weight. 

 There was a significant increase in the percentage of clients who reported that they 

were asked about interpersonal violence in the past 12 months (53%), up from 36% 

in 2007. 

 Two-thirds (69%) of new clients reported being informed about the scope of Family 

PACT services, with adolescent clients, clients seen at Primary Care/Multi-Specialty 

providers, and clients seen at Private Sector practices being more likely to recall 

receiving information about the scope of services. 
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Most Family PACT clients were counseled on contraceptive methods, 
preconception care and pregnancy options, but counseling opportunities may 
have been missed. 

 Among clients adopting a new contraceptive method, 79% of providers explained 

how the method worked, 78% discussed method efficacy and 74% explained how to 

use the method. 

 78% of pregnant clients received information on prenatal care, 63% received 

information on termination/abortion, and 50% on adoption. Among those few women 

pregnant with an unplanned pregnancy, 59% were given adoption information, and 

70% were given information about pregnancy termination.  

 Among females who tested negative for a pregnancy test, 49% received information 

on staying healthy while trying to get pregnant. 

Most Family PACT clients have heard of intrauterine contraception (IUCs) and 
implants, but few discussed long-acting contraceptive methods with their 
providers. 

 Nearly three quarters (72%) of female clients who were not current IUC users 

reported having heard about the method. However, only 39% of female clients who 

were not current implant users reported having heard about implants.  

 Fewer female clients reported lack of knowledge about IUCs as a major reason for 

not using a method (11%) compared to 2007 (43%). 

 Few female clients reported discussing long-acting contraceptive methods with their 

provider (15% for IUCs, 5% for implants). 

As in previous years, most clients left their visit with an equally or more effective 
contraceptive method than they were using prior to the visit. 

 Most female clients reported they were using a high-efficacy (11%) or 

medium-efficacy method (63%) after their visit, compared to 7% and 48% who 

reported using these methods prior to the visit. Those using a low-efficacy method 

decreased from 37% before the visit to 24% after. Only 2% were not using a method 

after the visit, compared with 8% at the beginning of the visit.  

 Most clients retained the same method efficacy they came in with (70%), 24% 

switched to a more effective method, and 5% switched to a less effective method. A 

similar pattern was observed in 2007. 

 New clients were significantly more likely to switch to a more effective method than 

established clients (46% versus 20%); established clients were more likely to 

maintain the same method efficacy (75% versus 50%). 

 Female clients who received emergency contraception at the provider visit nearly 

doubled, from 16% in 2007 to 29% in 2012.  
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Access to primary care services increased for Family PACT clients. 

 A smaller yet similar proportion of clients reported that they had no usual source of 

care in 2012 (25%) than in 2007 (27%). Adults (age 20 and older) were more likely 

to report not having a usual source of general health care (26%), compared to teens 

(14%). 

 Significantly fewer clients reported their Family PACT provider as their usual source 

of general health care, 21% in 2012 versus 26% in 2007. 

 More Family PACT clients reported neighborhood, county or city clinics as their 

usual source of care, 19% in 2012 versus 12% in 2007. 

 There was a significant increase in the percentage of respondents who were 

referred by their Family PACT provider to another provider for general health 

concerns, from 10% in 2007 to 13% in 2012. 

 While the percentage of clients covered by insurance dropped from 30% in 2007 to 

21% in 2012, there was an increase (from 7% to 12%) in the percentage who 

reported that the doctor or clinic covered their costs of primary care services.  

 Sixteen percent (16%) of respondents reported that someone at the Family PACT 

provider’s office told them they may be eligible for Medi-Cal, Healthy Families, or 

both. Clients who usually pay for general health care services out-of-pocket were 

less likely to discuss eligibility for these payment sources with their provider than 

clients whose insurance or provider covered most or all of the costs (13% versus 

24%). 

If clients were to lose their Family PACT coverage, their use of low-efficacy 

methods would increase.  

 If clients had to pay for their family planning services, it is estimated that their use of 

low-efficacy methods would nearly double (from 25% to 46%). 

 Clients’ use of medium and high-efficacy methods would decrease from 63% to 44% 

and from 11% to 7%, respectively. 

Overall satisfaction with services remained very high.   

 Nearly all (99%) clients reported being very or somewhat satisfied overall with the 

Family PACT services received that day; a similarly high rate was observed in 2012. 

 Compared to 2007, significantly more clients in 2012 reported feeling comfortable in 

the waiting room (92% versus 95%). 

 Nearly all (99%) felt that the doctor/nurse listened to them carefully and explained 

things in a way that was easy to understand. 
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BACKGROUND 

Family Planning, Access, Care and Treatment (Family PACT) is a statewide family 

planning program administered by the California Department of Health Care Services 

(DHCS), Office of Family Planning (OFP). Family PACT provides contraception, 

diagnosis and treatment of sexually transmitted infections (STIs), and cervical cancer 

screening services. The program, funded through Medicaid, aims to increase access to 

family planning services among low-income and uninsured California residents, 

including women, men and adolescents. Evaluation of Family PACT by the University of 

California, San Francisco (UCSF) is an integral part of quality improvement and quality 

assurance efforts and the current Client Exit Interview (CEI) study serves as an 

important tool for informing these efforts. 

Interviews with Family PACT clients following their family planning visit help evaluate 

clients’ experiences accessing Family PACT services and whether Family PACT 

services are sensitive to clients’ needs and in adherence to program and national 

standards of care. Client satisfaction with services may lead to more continuous and 

appropriate use of contraceptive methods, better client retention, and referrals of friends 

and family to their family planning provider. The purpose of this study is to assess these 

issues through client exit interviews. This study builds upon the first two sets of Client 

Exit Interview (CEI) studies, which were conducted in FY 2003-04 and FY 2007-08. The 

present study assesses changes over time by comparing findings from FY 2011-12 to 

the previous two studies. In addition, this study provides an opportunity to assess more 

recent issues that may impact Family PACT services, such as new contraceptive 

methods, clinical protocols, and client access to primary health care and health 

insurance. 

Similar to previous CEIs, this study includes interviews with English and 

Spanish-speaking female and male, adult and adolescent participants from 13 California 

counties, representative of the Family PACT client population as a whole. Inclusion of a 

diverse array of clients is crucial to assess the program’s success in serving specific 

client profiles. This study helps to answer a multitude of questions regarding the Family 

PACT service delivery experience. Findings from this study will estimate the extent to 

which services are appropriately tailored to meet the unique needs of clients, identify 

ways to help improve service delivery and adherence to Family PACT standards, and 

assess any changes over time. Unlike prior CEIs, this study includes new questions 

related to pregnancy options counseling and counseling on long-acting reversible and 

permanent methods of contraception. 

This study provides insight into the scope of client-reported needs and services 

delivered by clinician providers. Specifically, the interviews assess contraceptive 

dispensing, provision of education and counseling, STI diagnosis and treatment, and 

client perceptions of the delivery and quality of services. Findings from this study 

complement other components of the Family PACT evaluation (e.g., Medical Records 
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Review, claims data review, provider Long-Acting Contraception Survey) and help to 

generate a more comprehensive understanding of the quality of care and adherence to 

program standards by providers of Family PACT services.  

RESEARCH OBJECTIVES 

Study Objectives. The primary study objectives are to describe client experiences with 

Family PACT services as well as the degree to which these services are being delivered 

in accordance with Family PACT Program Standards. Claims data matching served to 

validate the data collected in both the CEI and claims databases, as well as to 

determine whether clients received appropriate services following their CEI visit. 

Evaluation Questions 

1) Are Family PACT clients receiving services that are of high quality and delivered in 

accordance with Family PACT and national standards? 

 Does service quality vary across gender and age groups? Do males and 

adolescents receive the same quality of services as adult women? 

 Does service quality vary across provider characteristics? 

2) Are Family PACT clients counseled about contraceptive methods, pregnancy 

options, STI risk, and preconception health?  

3) What is Family PACT clients’ level of awareness of and attitudes toward long-acting 

contraceptive methods? 

4) Do Family PACT clients adopt or switch to more effective contraceptive methods 

after a family planning visit? 

5) Do Family PACT clients have access to primary care services? 

6) What would Family PACT clients do if Family PACT services were no longer 

available? 

7) Are Family PACT clients satisfied with the services they received? 
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DESIGN AND METHODOLOGY  

OVERALL STUDY DESIGN 

Study Design. The current study includes three main data collection strategies: (1) in-
person interviews with Family PACT clients following their visit, (2) linking data collected 
from the client exit interviews with client claims data, and (3) a follow-up telephone 
interview study with a subsample of clients who said they received a contraceptive 
method or STI treatment on the day of the exit interview.  

 In-person client exit interviews: The study aimed to interview approximately 1,500 
Family PACT clients following their family planning visit to assess their experiences 
with services that day. The overall study design matched that of previous CEIs with 
the exception that interviewers entered responses onto iPadTM devices instead of 
paper surveys. Differences between the current CEI and prior CEIs are described in 
a subsequent section. Survey development was based on an extensive literature 
review (Appendix A). The final CEI survey is included in Appendices B (English) and 
C (Spanish). 

 Claims data linkages: This study aimed to match client interview responses with 
Family PACT claims data by matching client Health Access Programs (HAP) 
numbers collected during the interview with claims data. The purpose of linking is to 
assess whether Family PACT clients are receiving appropriate follow-up care and to 
assess the extent to which administrative data match clients’ self-reports. Protected 
Health Information was handled with maximum security. Data linking was performed 
by a subset of UCSF researchers who specialize in handling Family PACT claims 
data. Linked data were stored on a secure server inside of a locked suite in a secure 
building with limited access. Only authorized personnel have access to the data. Any 
data transferred via a network was password protected. Details of this portion of the 
study are presented throughout this report. 

 Follow-up study: For the first time, we followed up with clients who reported 
receiving a contraceptive method or STI treatment one to three months following the 
in-person interview. Follow-up interviews were conducted by telephone to assess 
the extent to which clients used the contraceptive methods as planned and followed 
treatment regimens prescribed, and to identify reasons why clients may not have 
followed clinical instructions. Details of this study are presented in a separate 
report.1 

Details on the data collection, survey development, and data analysis methodology can 
be found in Appendix D.  

                                            
1
Biggs MA, Daniel S, Chow J, Baker S, Park, HY, Brindis CD. Family PACT Client Exit Interview 

Follow-Up Study, San Francisco, CA: Bixby Center for Global Reproductive Health, University of 
California, San Francisco, CA, 2014.  
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SAMPLING DESIGN AND RESPONSE RATES 

 
Sampling Design. The goal of the 2012 sampling design was to obtain a sample of 
Family PACT clients that would reflect the geographic, age (adult vs. adolescent), 
language (English and Spanish), and gender distributions of clients in the program. 
Based on this strategy, a total of 80 providers were selected. The CEI aimed to conduct 
in-person interviews with approximately 1,500 Family PACT clients at 80 provider sites, 
following their visit, to assess clients’ experiences with their family planning services 
that day. The selected Family PACT providers were from 13 counties: Alameda, Butte, 
Fresno, Humboldt, Los Angeles, Monterey, Orange, Placer, Sacramento, San Joaquin, 
San Bernardino, San Diego and Santa Clara. Providers who served fewer than an 
average of 12 Family PACT clients per day were excluded from the sampling frame, as 
were dis-enrolled providers, those who only operate laboratory services (i.e. no clinical 
services), and those under special claims review.  
 
All providers agreed to participate but two were dropped from the study. There were no 
Family PACT clients served at one Los Angeles provider site over two days of 
attempted interviewing. The office of another Los Angeles provider was closed for an 
extended period of time during the data collection period, leaving a final sample of 78 
provider sites (Table 1).  
 
Table 1 shows the distribution of completed interviews and the number of participating 
provider sites by county. Los Angeles County had the largest number of sites (n=37), 
and the smaller counties of Butte, Humboldt, Monterey, and Placer counties had only 
one site each. The number of interviews completed per county ranged from five in 
Monterey to 667 in Los Angeles. Overall, 76% of the interviews were conducted in 
English, and 24% were conducted in Spanish. The goal was to interview as many 
clients as possible at each provider site.  Thus, the number of clients interviewed per 
provider site was proportional to the volume of clients seen at each site. The nine 
providers in San Diego County were all high volume providers, and the one Monterey 
County provider had a low volume of Family PACT clients as reflected in the final 
number of clients interviewed at these sites. An average of 19 interviews (ranging from 
one to 61) was conducted at each site.  
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Table 1.  Completed Family PACT Client Exit Interviews by county and interview language 

County 
Total Completed 

Interviews 
English Spanish Total Sites 

n % n n n % 

Alameda 58 4 57 1 3 4 

Butte 28 2 28 0 1 1 

Fresno 66 4 63 3 3 4 

Humboldt 30 2 30 0 1 1 

Los Angeles 667 45 438 229 37 47 

Monterey 5 <1 0 5 1 1 

Orange 139 9 121 18 8 10 

Placer 11 <1 2 9 1 1 
Sacramento 60 4 51 9 3 4 

San Bernardino 101 7 63 38 5 6 

San Diego 237 16 216 21 9 12 

San Joaquin 31 2 21 10 2 3 

Santa Clara 65 4 47 18 4 5 

Total 1,498 100 1,137 361 78 100 

Totals may not add up to 100% due to rounding. 
Source: 2012 Family PACT Client Exit Interview. 

Response Rates. Seventy-five percent (75%) of potential respondents who were 
approached by the interviewers or clinic staff agreed to participate. Almost all of the 
refusals were due to time constraints. The refusal rate was 25% among adult females 
and adult males, 23% among adolescent females, and 26% among adolescent males. 

Ninety-three percent (93%) of respondents provided their client ID number (Health 
Access Program, or HAP number), 5% refused, 2% did not have their HAP numbers 
available, and there was missing data for less than 1% (n=4).  

SAMPLE CHARACTERISTICS 

The 2012 CEI sample consisted of 1,498 Family PACT clients, the majority of whom 
were ages 20 and older (82%), female (88%), and Hispanic (59%) (Table 2). The 
education level of respondents varied greatly, from less than 1% who had no formal 
education to 14% who held a four-year college degree or higher.  When clients enroll in 
the Family PACT Program, they typically receive a HAP card on the day of their first 
Family PACT visit. Clients indicating that they had received a HAP card the day of the 
interview were designated as new clients. Clients who had not received a HAP card that 
day were considered “established” clients. Most of the respondents (77%) were 
“established” Family PACT clients, meaning that the visit at which they were interviewed 
was not their first Family PACT visit. Sixty-one percent (61%) of clients indicated that 
they were nulliparous and 81% reported that they had sexual intercourse in the past 30 
days, which we defined as “recently had sex”. 
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Table 2.  Family PACT Client Exit Interview sample characteristics (n=1,498) 

Sample Characteristics n % 

Age 
19 and under 272 18 
20 and over  1,226 82 

Gender 
Female 1,322 88 
Male 176 12 

Interview Language 
Spanish 361 24 
English 1,137 76 

Race/Ethnicity 
White 317 21 
Hispanic 880 59 
African American 99 7 
Asian/Pacific Islander/ Filipino 126 8 
Native American/Other 76 5 

Highest Level of Education Completed 
Did not go to school 6 <1 
Some primary (<8 years) 131 9 
Some secondary (8-12 years) 270 18 
High school diploma/GED 364 24 
Vocational/technical degree 51 3 
Some college, no degree 346 23 
2-year college degree/AA 106 7 
4-year college degree or higher 207 14 

Client Status with the Program 
New 346 23 
Established 1,152 77 

Parity 
Nulliparous 911 61 
1 or more live births 585 39 

Recently had Sex 
Yes 1,220 81 
No 274 18 

Total 1,498 100 

Subtotals may not add up to 1,498 due to missing or “don’t know” responses. Totals may not add up to 100% due to 
rounding. 
Source: 2012 Family PACT Client Exit Interview. 

Relationship Status. Overall, 25% of CEI respondents were married, 54% were in a 
relationship and not married, and 20% were single (Table 3). A significantly higher 
percentage of adults (30%) were married compared to adolescents (3%), and 
adolescents were more likely to be unmarried and in a relationship than adults (73% 
versus 50%). Clients interviewed in Spanish were much more likely to be married than 
those interviewed in English (62% versus 13%). Hispanic clients were the most likely to 
be married compared to other racial/ethnic groups (35% versus 13% of Asian/Pacific 
Islander clients, 11% of Whites and 11% of Native Americans/Other, and 3% of African 
Americans). Hispanics were also the least likely to be single, regardless of relationship 
status (50% reported being single, but in a relationship, and 15% were single and not in 
a relationship). The percentage of African Americans who were single and not in a 
relationship (40%) was twice the sample average. 
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Table 3.  Relationship status by Family PACT client characteristics (n=1,498) 

Client Characteristics 
Married 

Single, in a 
relationship 

Single, not in a 
relationship 

n % n % n % 

Age 
19 and under 8 3 198 73*** 65 24 
20 and over  365 30*** 616 50 238 19 

Interview Language 
English 151 13 708 62*** 271 24*** 
Spanish 222 62*** 106 29 32 9 

Race/Ethnicity 
White (reference) 35 11 191 60 89 28 
Hispanic 311 35*** 436 50** 129 15*** 
African American 3 3 56 57 40 40*** 
Asian/Pacific Islander 16 13 84 67 26 21 
Native American/Other 8 11 47 62 19 25 

Total 373 25 814 54 303 20 

**p<.01; ***p<.001; Tests of statistical difference were conducted using the Chi-square test or 
logistic regression for client characteristics with more than two categories. 
Source: 2012 Family PACT Client Exit Interview. 

Provider Sector. Provider sector was determined based on provider enrollment 
information as recorded in administrative program records. Overall, 69% of the CEI 
sample were interviewed at Public Sector provider settings and 31% were interviewed in 
Private Sector settings (Table 4). Adolescents were more likely to be seen by a Public 
Sector provider (79%) than adult respondents (66%).The majority of women (72%) and 
English speakers (80%) were Public Sector clients, compared to men and Spanish 
speakers, who were more likely to be seen in the Private Sector (57% and 68%, 
respectively). Across ethnic groups, a larger proportion of clients were seen by Public 
Sector providers than by Private providers. This differential was greatest for Whites 
(91% versus 9%) and smallest for Hispanics (56% versus 44%).  

Provider Specialty. Provider specialty was determined by interviewers in consultation 
with staff at each participating site. For analytical purposes, specialty types were 
grouped into the categories of Family Planning/Women’s Health and Primary 
Care/Multi-Specialty. Family Planning/Women’s Health includes obstetrics and 
gynecology, while Primary Care/Multi-Specialty includes providers specializing in 
adolescent health, primary care, multiple specialties, and other specialties. Overall, 
nearly three quarters (71%) of clients in the CEI sample were seen by Family 
Planning/Women’s Health providers (Table 4). Female and English-speaking clients 
were significantly more likely to be seen by Family Planning/Women’s Health providers 
than by Primary Care/Multi-Specialty providers (74% and 80%, respectively). A different 
pattern was observed for male and Spanish-speaking clients: more than half of these 
groups were seen by Primary Care/Multi-Specialty providers (54% and 59%, 
respectively). Hispanic clients were significantly less likely than White clients to be seen 
by a Family Planning/Women’s Health provider (60% versus 87% for White clients). 
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Table 4.  Family PACT client characteristics by provider sector and specialty (n=1,498) 

Client Characteristics 

Sector Specialty 

Total 
Public Private 

Family 
Planning/ 
Women’s 

Health 

Primary 
Care/ 
Multi-

Specialty 

n % n % n % n % n 

Age 
19 and under 216 79*** 56 21 209 77* 63 23 272 
20 and over 815 66 411 34*** 853 70 373 30* 1,226 

Gender 
Female 955 72*** 367 28 981 74*** 341 26 1,322 
Male 76 43 100 57*** 81 46 95 54*** 176 

Interview Language 
English 914 80*** 223 20 915 80*** 222 20 1,137 
Spanish 117 32 244 68*** 147 41 214 59*** 361 

Race/Ethnicity 
White (reference) 289 91 28 9 277 87 40 13 317 
Hispanic 491 56*** 389 44*** 526 60*** 354 40*** 880 
African American 75 76 24 24 86 87 13 13 99 
Asian/Pacific Islander 112 89 14 11 108 86 20 16 126 
Native American/Other 64 84 12 16 65 86 11 14 76 

Total 1,031 69 467 31 1,062 71 436 29 1,498 

*p<.05; ***p<.001. Tests of statistical difference were conducted using the Chi-square test or logistic regression for
groups more than two. 
Subtotals may not always match due to missing responses. 
Source: 2012 Family PACT Client Exit Interview. 

Provider Practice Types. The information on provider practice type was also obtained by 
interviewers onsite. Table 5 shows the number and percent of CEI respondents by 
provider practice type. Fifty-two percent (52%) of clients were served at Planned 
Parenthood sites, followed by 27% at a neighborhood health center, some other type of 
community clinic or free clinic. There were some important differences in practice type 
categories between 2007 and 2012. The proportion of clients interviewed at Planned 
Parenthood sites nearly doubled from 2007 to 2012 (27% versus 52%, respectively).2 
Furthermore, 25% of clients were seen in group practice settings in 2007, compared 
with only 5% in 2012. Since the sampling methodology utilized in 2007 and 2012 was 
similar, it is unclear why the practice type categories differed between the two data 
collection periods. The distribution of practice types may be reflective of changes in the 
distribution of provider types in the program, changes in the health care environment, 
sampling, or may be due to a combination of factors. These differences may contribute 
to some of the significant differences between previous CEIs and the current study 
highlighted in this report. 

2
Biggs MA, Rostovtseva D, Brindis CD. Findings from the 2007 Family PACT Client Exit Interviews, San Francisco, 

CA.: Bixby Center for Global Reproductive Health, University of California, San Francisco, CA, 2010. Available at: 
Accessed June 1, 2013. 
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Table 5.  Distribution of Client Exit Interview respondents by practice type (n=1,498) 

Practice Type n % 

Planned Parenthood 782 52% 
Other Community Clinic/Neighborhood Health Center/Free Clinic 403 27% 
Solo Medical Practice 102 7% 
Group Medical Practice 80 5% 
County/City Health Department 77 5% 
College-Based Student Health Center 41 3% 
School Health Center/High School-Based Clinic 9 1% 
Hospital-Based Outpatient Clinic 4 <1% 

Source: 2012 Family PACT Client Exit Interview. 

REPRESENTATIVENESS OF THE CEI SAMPLE 

CEI Clients. The client-level CEI sample mirrored the Family PACT Program population 
with respect to age, gender, and race/ethnicity. Adolescents made up 18% of the CEI 
sample and 16% of the Family PACT population in FY 2010-11; 82% of CEI 
respondents and 84% of program clients were adults (Table 6).3 The CEI sample of 
88% women and 12% men was also similar to the female (86%) and male (14%) 
distribution of clients in the program in FY 2010-11. The CEI sample consisted of 21% 
White compared to 20% White found in the program population; African American 
clients accounted for 7% in both the sample and population; and Asians/Pacific 
Islanders made up 8% of the sample and 7% of the program. The largest proportional 
differences between the CEI sample and the program population were observed for the 
categories Native American/Other (5% versus 3%) and Hispanics/Latinos (59% versus 
63%). 

In terms of differences between the overall program population and the CEI sample, the 
CEI sample had a larger percentage of English speakers (76% versus 55%). Clients 
who spoke a language other than English or Spanish were excluded, and thus, were not 
captured in this study; Less than 5% of the Family PACT population’s primary language 
is something other than Spanish or English. Spanish-speakers composed 24% of the 
CEI sample, a much lower percentage than the 41% of the Family PACT population 
whose primary language was Spanish in FY 2010-11 (Table 6). Since a higher 
percentage of adolescents than adults speak English as their primary language (81% of 
adolescents; 50% of adults according to the FY 2010-11 report), our slightly larger 
adolescent population may also have contributed more English interviews. The CEI 
sample also differs from the overall program population in terms of parity. Half of the 
program population had never given birth in FY 2010-11, whereas 61% of the CEI 
sample reported that they were nulliparous (not shown).  

In both the sample and the program population, higher proportions of adolescents, 
women, English-speakers, and clients of non-Hispanic ethnicity were served by Public 
Sector providers, than at Private providers. In the Family PACT Program population, a 

3
 Bixby Center for Global Reproductive Health. University of California, San Francisco. Family PACT 

Program Report, FY 2010-11, Sacramento, CA. 2012. Available at: 
http://www.familypact.org/Research/reports/Annual_Report_2010-2011.pdf, Accessed June 4, 2013. 

http://www.familypact.org/Research/reports/Annual_Report_2010-2011.pdf
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higher percentage of adolescents (77%) were served only by Public Sector providers 
compared to adults (65%) in FY 2010-11 (not shown), which closely mirrors the CEI 
sample figures of 79% and 66% that used Public providers (see Table 4). Men in the 
program population were more likely to visit Private Sector providers than women (43% 
versus 29%, data not shown), which was also the case for the CEI sample: 57% of men 
were seen at a Private provider compared to only 28% of women. 

Table 6.  Client Exit Interview sample versus Family PACT population 

Client Characteristics 
CEI 2012 Sample 

Family PACT 
FY 2010-11 

n % n % 

Age 
19 and under 272 18 291,395 16 
20 and over  1,226 82 1,541,936 84 

Gender 
Female 1,322 88 1,572,475 86 
Male 176 12 260,786 14 

Interview Language 
Spanish 361 24 757,897 41 
English 1,137 76 1,009,068 55 

Race/Ethnicity 
White 317 21 373,788 20 
Hispanic (Latino) 880 59 1,152,907 63 
African American 99 7 120,393 7 
Asian/Pacific Islander/Filipino 126 8 125,005 7 
Native American/Other 76 5 61,166 3 

Total 1,498 100 1,833,261 100 

Sources: 2012 Family PACT Client Exit Interview; Family PACT Program Report, FY 2010-11. 

CEI Providers. The CEI provider-level sample was comprised of 50 (64%) Public and 28 
(36%) Private Sector providers (Table 7). In the program as a whole, this ratio is 
reversed, with 936 Public and 1,254 Private Sector sites representing 43% and 57% of 
available providers, respectively. However, due to a higher volume of clients served at 
Public Sector sites, the number of interviews conducted by sector sites (n=1,031; 69% 
public, versus n=467; 31% private) is roughly comparable to the distribution of clients 
served by provider sector in the program overall: 69% and 34%, respectively, with some 
clients served by providers of both sectors (not shown). More than half of the 78 sites 
that participated in the 2012 CEI specialized in Family Planning/Women’s Health (n=44; 
56%) and the rest were Primary Care/Multi-Specialty sites (n=33; 44%). The majority 
(n=36; 72%) of Public Sector providers were Family Planning/Women's Health 
specialists, while the majority (n=19; 68%) of Public Sector providers were Primary 
Care/Multi-Specialty providers (not shown). When compared to the Family PACT 
provider population, this sample of providers over represents Family Planning/Women’s 
Health specialty providers and underrepresents Primary Care/Multi-Specialty providers. 
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Table 7.  Client Exit Interview sample providers versus Family PACT providers 

Provider Characteristics 
CEI Sample 

Family PACT 
FY 2010-11 

n % n % 

Sector 
Public 50 64 936 43 
Private 28 36 1,254 57 

Specialty 
Family Planning/Women’s Health 44 56 N/A N/A 
Primary Care/Multi-Specialty 34 44 N/A N/A 

Total 78 100 2,190 100 

Sources: 2012 Family PACT Client Exit Interview; Family PACT Program Report, FY 2010-11. 

SAMPLING DIFFERENCES BETWEEN CURRENT AND PRIOR CEIS 

In this report, we compare 2012 CEI data with 2003 and 2007 CEI data for certain 
indicators. In interpreting trends over time, it is important to note that some changes or 
lack of changes over time may be an artifact of differences in the sample characteristics 
rather than differences in delivery of care. The sampling strategy used in 2007 and 2012 
is identical and the characteristics of clients in both these samples mirror the Family 
PACT population as a whole with a few exceptions, as noted earlier (Figure 1). The 
2007 and 2012 client samples were similar with regard to the percentages of clients 
from each provider type and specialty; equivalent with regard to client age and gender; 
and comparable with regard to client status (new vs. established clients) and level of 
education. The most important difference observed was by interview language. In 2007, 
59% of the sample was interviewed in Spanish, whereas in 2012, 24% of clients were 
interviewed in Spanish. This decline in the proportion of Spanish-speaking interviews is 
not explained by differences in clients served in the program as a whole. In FY 2006-07, 
49% of program participants were Spanish-speaking, declining to 41% in FY 2010-11. 
Thus, in 2007, a higher percentage of clients was interviewed in Spanish than was 
represented in the entire program that fiscal year. In 2012, a much smaller percentage 
of Spanish-speaking clients compared to the population was interviewed in Spanish 
(24% in CEI sample vs. 41% in the Family PACT Program.  

The sampling strategy employed in 2003 was very different from that used in 2007 and 
2012. Several changes to improve the 2003 design were made in 2007 to ensure a 
random sample that was representative of the Family PACT client population. In 2003, 
providers were randomly selected, but the number of providers selected in each county 
was based on a purposive distribution that would ensure geographic diversity of the 
sample. In 2007 and 2012, the number of providers randomly selected in each county 
was proportional to the number of Family PACT clients in that county. For example, in 
2003, 26% of all interviews were completed in Los Angeles County, whereas in 2007 
and 2012, nearly half of all interviews were in Los Angeles County, where the largest 
number of clients live. 

In 2003, sampling quotas were set for adult females and males (age 20 and older), and 
adolescent females and males (age 19 and younger), based on the total distribution of 
these four age/gender categories in the program. The goal was to interview 20 clients 
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per selected site in 2007 and 15 clients per selected site in 2012, regardless of age or 
gender. However, the provider sample was weighted before selection so that sites 
serving larger numbers of adolescent clients would have a greater probability of being 
included in the sample. These two different sampling designs resulted in a greater 
proportion of adolescents and Public Sector respondents in 2003 than in 2007 and 
2012. Specifically, 31% of the 2003 sample was age 19 and younger, whereas 18% of 
the 2007 and 2012 sample was in that age group. Seventy-five percent (75%) of clients 
in the 2003 sample were seen by Public providers compared to 61% in 2007 and 69% 
in 2012. As explained later in the report, these differences in distributions may have 
contributed to some of the significant differences over time on specific variables, such 
as changes in clients’ reports of whether they have a provider they see for their primary 
care needs.  
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Figure 1.  Comparison of 2003, 2007 and 2012 sampling frames. 

2003 2007 and 2012 

Set out to interview 1,200 females and 300 
males based on target sizes. The number of 

interviews completed at each site was based on 
the program distribution. 

Set sample size targets based on demographic 
distributions of the program. These targets 

called for an oversampling of men to achieve 
statistical power for gender comparisons. 

Excluded providers serving less than an 
average of 10 clients daily 

Excluded inactive, disenrolled and providers 
under special claims review 

Calculated the number of providers to select in 
each county in proportion to the number of 

clients served in FY 2001-02 so that the 
number of providers equals approximately 80 

Selected 13 California counties: Alameda, Butte, 
Fresno, Humboldt, Los Angeles, Monterey, 

Orange, Placer, Sacramento, San Bernardino, 
San Diego, San Joaquin, and Santa Clara 

Interviewed approximately equal number of 
clients at each selected site. Interview as many 
clients as possible that come through the door. 

Weighted providers by the proportion of males 
and adolescents served and conduct stratified 

weighted sampling.*  

Excluded providers serving less than an 
average of 12 clients daily 

Excluded inactive, disenrolled and providers 
under  special claims review 

Calculated the number of providers to select in 
each county in proportion to the number of 

clients served in FY 2005-06 or FY 2010-11 
so that the number of providers equals 

approximately 80

Selected 13 California counties: Alameda, Butte, 
Fresno, Humboldt, Los Angeles, Monterey, 

Orange, Placer, Sacramento, San Bernardino, 
San Diego, San Joaquin, and Santa Clara 

* Weighting procedure: (1) rank providers by the proportion of adolescents served from one to five (based on 5
quintiles with 5 being the providers who serve the most adolescent clients); (2) similarly rank providers by the 
proportion of males served; (3) sum the ranks to produce aggregate scores (range 2-10). Providers serving the 
largest proportions of males and adolescents receive the highest rank and the highest probability to be selected in its 
respective county. 
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FINDINGS 

The main CEI findings for 2012 are presented in the following section. Many of the 
tables present findings by demographic group and provider characteristics, as well as 
findings for the overall sample. The totals for each group do not always match due to 
missing responses. As a convention, column totals are based on the total for the 
variable with the least amount of missing responses. Where applicable, changes since 
previous reports (for the years 2003 and/or 2007) are described at the conclusion of 
each section. 

In the following sections we will first describe clients’ reasons for seeking Family PACT 
care, their reproductive health history, experiences with preconception care and 
contraceptive services and attitudes about long-acting reversible contraception, followed 
by clients’ experiences with STI services, client-provider interactions, risk screening, 
access to primary care services, and satisfaction with their family planning services 
received that day. 

REASON FOR VISIT 

Reason for Visit. Reasons for visiting a family planning provider are important to 
understand as they provide an indication of potential entry points into Family PACT 
services, as well as the issues that motivate clients to visit a provider. This information 
can also be a means for assessing the appropriateness of the services received during 
the visit. Respondents were asked the main reason for their visit on the day of the 
interview, although they could give multiple responses. Overall, 50% of female clients 
came in for contraceptives (Table 8); 19% for an annual exam, checkup, or pap test; 
14% came in for an STI-related reason; 13% because they were experiencing 
symptoms; and 10% came in for a pregnancy test. Adolescents were more likely to 
come in to obtain emergency contraception (EC) and take a pregnancy test than adults, 
while adults were more likely to come in for an annual exam, checkup, Pap test or for a 
follow-up appointment. 
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Table 8.  Reasons for today’s visit, Females by age and client status (n=1,322) 

Reason for Visit 

Age Client Status 

Total 19 and 
under 

20 and 
over 

New Established 

n % n % n % n % n % 

Contraceptives 133 54 526 49 124 48 535 50 659 50 
Contraception 130 53 509 47 123 48 516 48 639 48 
IUC Related 3 1 19 2 1 <1 21 2 22 2 

Unprotected Sex 112 45*** 274 25 87 34 299 28 386 29 
STI Check/Treatment 43 17 139 13 41 16 141 13 182 14 
Pregnancy Test 39 16** 99 9 24 9 114 11 138 10 
EC 39 16*** 62 6 27 11 74 7 101 8 

Annual Exam/Checkup/Pap 11 4 244 23*** 53 21 202 19 255 19 

Had symptoms 30 12 147 14 28 11 149 14 177 13 

Follow-up and Other Services 15 6 134 12** 20 8 129 12* 149 11 

*p<.05; **p<.01; ***p<.001. Tests of statistical difference were conducted using the Chi-square test. Differences were
not calculated for cell values less than five. 
“Had Symptoms” includes reporting “having symptoms,” “vaginal infection” or “urinary tract infection.” 
Clients could mention more than one reason, so the totals are greater than 100%.  
Source: 2012 Family PACT Client Exit Interview. 

Among males, an STI check was the most common reason for the visit, regardless of 
age or whether they were new to the program (Table 9). Fifty-five percent (55%) of men 
reported STI-related reasons for seeing the provider, with the next most common 
reason being an exam or checkup (26%), followed by experiencing symptoms (18%) 
and diagnostic tests or results (11%, not shown). A significantly larger percentage of 
established (17%) versus new (7%) male clients came in for diagnostic tests or results 
(not shown).  

Table 9.  Reasons for Today’s Visit, by age and client status, males (n=176) 

Reason for Visit 

Age Client Status 

Total 19 and 
under 

20 and 
over 

New Established 

n % n % n % n % n % 

Unprotected Sex 
STI Check/Treatment 15 60 82 54 54 61 43 49 97 55 

Annual Exam/Checkup 2 8 44 29 24 27 22 25 46 26 

Had symptoms 3 12 29 19 15 17 17 20 32 18 

Contraceptives 6 24 8 5 5 6 9 10 14 8 

Follow-up and Other Services 2 8 29 19 11 12 20 23 31 18 

Tests of statistical difference were not calculated for cell values less than 5. 
Clients could mention more than one reason, so the totals are greater than 100%. 
Source: 2012 Family PACT Client Exit Interview. 

PREGNANCY, BIRTH HISTORY, AND FUTURE PLANS FOR CHILDREN 

The overall goal of Family PACT is to ensure that low-income women and men have 
access to reproductive health information, counseling and family planning services to 
maintain optimal reproductive health and to reduce the likelihood of unintended 
pregnancy. Client-centered counseling, as the cornerstone of the program, is tailored to 
the individual’s reproductive life plan. Family PACT benefits include pregnancy tests, 
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and, in accordance with program standards, providers are asked to provide education 
and counseling about all options appropriate for a pregnancy test result. A profile of CEI 
clients’ pregnancies, birth history, and future plans for children are presented below. 

Currently Pregnant. Once a woman is pregnant, she is no longer eligible for Family 
PACT services and is usually referred to Medi-Cal for pregnancy-related services; 
however, she is eligible for a pregnancy test and associated counseling through the 
Family PACT program. Three percent (3%) of female clients interviewed reported that 
they were pregnant at the time of the interview (n=38) (Table 10). Approximately 
three-quarters (n=29) of pregnant women were over the age of 20 and most were 
English-speaking (79%, data not shown). 

Table 10.  Characteristics of clients who are currently pregnant (n=1,322) 

Client Characteristics n % 

Age 
19 and under 9 4 
20 and over 29 3 

Interview Language 
English 30 3 
Spanish 8 3 

Race/Ethnicity 
White 6 2 
Hispanic 23 3 
African American 3 3 
Asian/Pacific Islander 2 2 
Native American/Other 4 6 

Total pregnant 38 3 

Total females 1,322 100 

Source: 2012 Family PACT Client Exit Interview. 

Contraception Used Prior to Pregnancy. All 38 women who were pregnant at the time of 
the interview responded to the question about the contraceptive method they were 
using before the visit and whether their pregnancy was planned. Eleven of the 
pregnancies (29%) were planned and 27 (71%) were unplanned.  

Pregnancy-Related Information. Twenty-nine adult and nine adolescent clients reported 
they were pregnant at the time of the interview. Over three-quarters (78%) were given 
information on prenatal care, nearly two thirds (63%) were given information about 
abortion, and half were given information about adoption (50%) (Table 11). While there 
were no statistically significant differences by client and provider characteristics with 
regard to the pregnancy option information received, tailored counseling messages 
appeared to respond to the clients’ pregnancy intention status: more clients with 
unplanned pregnancies than planned pregnancies (defined as whether the pregnant 
respondent reported having planned to get pregnant) said they received information on 
adoption (59% versus 27%) and abortion (70% versus 45%). The lack of statistically 
significant differences is likely due to the very small sample of pregnant women. 
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Table 11. Received Information on prenatal care, adoption and pregnancy termination/ 
abortion, among pregnant clients, by client characteristics (n=38) 

Client and Provider Characteristics 
Prenatal Care Adoption 

Termination/ 
Abortion 

n % n % n % 

Age 
19 and under 9 100 5 56 5 56 
20 and over 20 71 14 48 19 66 

Provider Sector 
Private 27 77 18 50 23 64 
Public 2 100 1 50 1 50 

Provider Specialty 
Family Planning/Women’s Health 26 79 18 53 22 65 
Primary Care/Multi-Specialty 3 75 1 25 2 50 

Pregnancy Intention 
Planned 9 81 3 27 5 45 
Unplanned 20 77 16 59 19 70 

Total 29 78 19 50 24 63 

Tests of statistical significance were not performed for cell values less than 5. 
The Prenatal Care category excludes 1 missing response. 
Source: 2012 Family PACT Client Exit Interview. 

Birth History. More than half of female respondents (61%) were nulliparous, 15% had 
given birth once, 12% twice, 8% three times, and almost 5% had had more than three 
births (not shown). As expected, a significantly higher percentage of adult female clients 
than adolescents had given birth (46% versus 11%, p<.001). In addition, 
English-speaking females were far more likely than Spanish-speaking clients to be 
nulliparous (77% versus 5%, p<.001). Analyzed by race/ethnicity, Hispanic and 
African-American females were significantly more likely to be parous than White clients, 
with 55% (p<.001) of Hispanics reporting having given birth to at least one child, 
followed by 40% (p<.01) of African Americans (versus 15% of White clients). Female 
clients at Private Sector providers were significantly more likely to be parous than Public 
Sector clients (65% versus 30%, p<.001). 

Future Pregnancy Plans. Birth spacing is an important aim of the Family PACT 
Program. Women who can plan the number and timing of the births of their children 
enjoy improved health and experience fewer unplanned pregnancies.4 An 
understanding of clients’ pregnancy intentions gives the Program information as to 
whether clients are in need of shorter or longer-acting contraceptive methods and 
preconception counseling. In addition, this information helps to estimate the proportion 
of pregnancies which are delayed versus prevented, which has been central to 
estimates of the Program’s cost-benefit ratio.5 

4
 Singh S. et al. Adding It Up: The Benefits of Investing in Sexual and Reproductive Health Care; New York: The Alan 

Guttmacher Institute and United Nations Population Fund; 2003; World Health Organization. Health Benefits of 
Family Planning; Family Planning and Population, Division of Family Health. 1994. 
5
 Biggs MA, Foster DG, Hulett D, Brindis C: Cost-Benefit Analysis of the California Family PACT Program for 

Calendar Year 2007. Submitted to the California Department of Public Health, Office of Family Planning. San 
Francisco, CA: Bixby Center for Global Reproductive Health, University of California, San Francisco; 2010. 



Among female clients not currently pregnant, 81% of adolescents said that in the future 
they plan to have a child, which is significantly higher than the 62% of those age 20 and 
over who plan to do so (p<.001, data not shown).  

On average, those who planned to have either their first or an additional child planned 
to wait for 5.1 years (standard deviation, SD=2.9) (not shown). Female clients wanted to 
wait 5.2 years (SD=2.8), and male clients wanted to wait 5 years (SD=3.5)(p<.01). 
Adolescent clients wanted to wait significantly longer than adult clients (an average of 
7.2 years, SD=3 versus 4.5 years, SD=2.5, p<.001).  

 Changes from 2003-2012. Figure 2 shows the 2003-2012 distributions of responses
to the question about whether the client would like to have a/another baby. The
percentage of clients who do not want any or any more children remained constant
at a little over one quarter (ranging from 26% in 2012 to 28% in 2007), and about
two-thirds of respondents in all three years said they did want a/another child (n =
946 or 65% in 2012). The percentage who said they didn’t know if they wanted
a/another child grew steadily, increasing significantly from 5% (n=71) in 2003 to 9%
(n=131) in 2012 (p<.05).

Figure 2.  Proportion of Family PACT Clients who reported that they would like a/another baby, 
2003, 2007 and 2012 
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80%

Yes No Don't Know*

2003 (n=1,419) 2007 (n=1,448) 2012 (n=1,456)

29 

*p<.05. Tests of statistical difference were conducted using the Chi-square test comparing the 2012 sample to both
the 2007 and 2003 samples. 
Excludes pregnant clients, missing responses, and refusals. 
Source: 2012 Family PACT Client Exit Interview. 

 There were several significant changes in the distribution of responses to the
question about timing of a/another child, as shown in Figure 3. The percentage of
those who would like to have a baby in one to two years decreased significantly from
27% in 2007 to 18% in 2012 (p<.001). In contrast, those who want to wait ten or
more years increased from 2% in 2007 to 13% in 2012 (p<.001). At the same time,
the percentage who said they didn’t know if or when they wanted a/another child
grew steadily, increasing significantly from 3% in 2003 to 6% in 2012 (p<.001).



Between 2003 and 2012, the percentage who wanted to have a baby in three to four 
years decreased significantly from 26% to 18% (p<.001), alongside an increase in 
the percentage who said five to nine years (34% versus 44% p<.001). These 
findings demonstrate a change in clients’ need for contraceptive services.  

Figure 3.  Among Family PACT clients who want a/another baby, timing of when (next) baby 
wanted, 2003, 2007 and 2012 
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***p<.001. Tests of statistical difference were conducted using the Chi-square test comparing the 2012 sample to 
both the 2007 and 2003 samples.
Excludes pregnant clients, male clients whose partner is pregnant, missing values, and refusals. 
Source: 2012 Family PACT Client Exit Interview. 

PRECONCEPTION CARE

Staying Healthy While Trying to Get Pregnant. The intent of the Family PACT Program 
is to provide access to comprehensive family planning services in order to help clients 
achieve the optimal timing, number and spacing of children. A 2008 Clinical Practice 
Alert6 on preconception care reminded providers that visits motivated by a pregnancy 
test offer an important opportunity to educate and counsel clients on a healthy 
pregnancy, including initiation of folic acid supplements and cessation of alcohol and 
tobacco use. Of the 327 respondents who had a negative pregnancy test, nearly half 
(49%) said they received information on staying healthy while trying to get pregnant 
(Table 12). Private Sector clients were significantly more likely than Public Sector clients 
to report receiving this type of information (57% versus 45%). 

6
 Clinical Practice Alert, Preconception Care and Family Planning Services, December 2008, 

http://www.familypact.org/Providers/clinical-practice-alerts/PreconceptionCareDec2008ADA.pdf 
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Table 12. Among females who tested negative for a pregnancy test, received information on 
staying healthy while trying to get pregnant, by client and provider characteristics 
(n=327) 

Client and Provider Characteristics n % 

Age 
19 and under 30 45 
20 and over 129 49 

Provider Sector 
Private 58 57* 
Public 101 45 

Provider Specialty 
Family Planning/Women’s Health 110 47 
Primary Care/Multi-Specialty 49 53 

Pregnancy Plan 
Within the Next Year (n=10) 4 44 
After at Least a Year  155 49 

Total 159 49 

*p<.05. Tests of statistical difference were conducted using the Chi-square test. Differences were not calculated for
cell values less than 5. 
Excludes 3 “don’t know” responses.  
Source: 2012 Family PACT Client Exit Interview. 

Client Assessed for Folic Acid Intake and Other Preconception Care. One example of 
preconception care is using the visit to explain the importance of folic acid intake in the 
prevention of neural tube defects. Twenty-one percent (21%) of all female respondents 
said they had been asked by a provider in the past 12 months if they take folic acid 
(Table 13).  
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Table 13.  Provider asked about use of folic acid if client becomes pregnant, among females, by 
client and provider characteristics (n=1,236) 

Client and Provider Characteristics n % 

Age 
19 and under 54 24 
20 and over 211 21 

Provider Sector 
Private 85 24 
Public 180 20 

Provider Specialty 
Family Planning/Women’s Health 205 22 
Primary Care/Multi-Specialty 60 18 

Race/Ethnicity 
White (reference) 50 19 
Hispanic 175 24** 
African American 15 20 
Asian/Pacific Islander 19 17 
Native American/Other 6 10 

Pregnancy Plan 
Attempting  4 40 
Within a Year 2 20 

Recently had Sex 
Yes 222 22 
No  43 21 

Total 265 21 

**p<.01. Tests of statistical difference were conducted using the Chi-square test or logistic regression for groups more 
than two. Differences were not calculated for cell values less than 5. 
Excludes 85 “don’t know” and one missing response. 
Source: 2012 Family PACT Client Exit Interview. 

The Clinical Practice Alert7 also recommends talking to clients about specific concerns 
that could affect a pregnancy, such as smoking and alcohol use, current and past 
medical conditions and infectious diseases, prior immunizations, possible teratogen 
exposure (including prescribed and non-prescription drugs and environmental toxins), 
genetic issues, nutrition, domestic violence, substance abuse, psychosocial issues, and 
financial planning. Thirty percent (30%) of women said they were asked about any of 
the health concerns that may affect a baby should the client become pregnant (Table 
14). Family Planning/Women’s Health clients were significantly more likely to report 
being asked about these concerns than were Primary Care/Multi-Specialty clients (32% 
versus 25%). A smaller percentage of women were asked about either folic acid or 
specific health concerns in 2012 than in 2007 (20% versus 26% for folic acid, p<.05; 
29% versus 36% for health concerns, p<.01, data not shown).  

7
  Clinical Practice Alert, Preconception Care and Family Planning Services, December 2008,  

http://www.familypact.org/Providers/clinical-practice-alerts/PreconceptionCareDec2008ADA.pdf 
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Table 14.  Provider asked about health concerns that may affect a baby if client becomes 
pregnant, among females, by client and provider characteristics (1,280) 

Client and Provider Characteristics n % 

Age 
19 and under 84 35 
20 and over 300 29 

Provider Sector 
Private 112 31 
Public 272 30 

Provider Specialty 
Family Planning/Women’s Health 300 32* 
Primary Care/Multi-Specialty 84 25 

Race/Ethnicity 
White (reference) 89 32 
Hispanic 224 30 
African American 27 33 
Asian/Pacific Islander 25 22 
Native American/Other 19 31 

Pregnancy Plan 
Attempting  4 36 
Within a Year 2 20 

Recently had Sex 
Yes 323 32 
No  61 28 

Total 384 30 

*p<.05. Tests of statistical difference were conducted using the Chi-square test or logistic regression for groups more
than two; excludes 41 “don’t know” and one missing response. 
Source: 2012 Family PACT Client Exit Interview. 

CONTRACEPTIVE SERVICES 

The primary goal of the Family PACT Program is to reduce unintended pregnancies by 
improving access to contraceptive services. The program requires that its clients have 
access to all FDA-approved contraceptive methods either on-site or by referral. The CEI 
study provides a unique opportunity to assess, from the client’s perspective, providers’ 
discussions and interactions with their clients regarding contraceptive methods, and 
clients’ patterns of adoption of new contraceptive methods, method continuation, and 
method switching. 

Contraceptive Methods Clients Wanted to Talk About. Clients were asked if they wanted 
to talk to the doctor or nurse about any specific contraceptive methods the day of the 
interview. Nearly one third (30%) said yes (Table 15). Women were significantly more 
likely than men to want to talk about a specific method or methods (32% versus 10%).  

Contraceptive Methods Provider Discussed. Clients were asked whether their doctor or 
nurse had talked to them about their contraceptive needs, and which methods were 
discussed. Seventy percent (70%) of clients talked about contraception at their visit 
(Table 15). Female clients were more likely than males to report that they had 
discussed contraception with their doctor/nurse (72% versus 62%). New clients (77%) 
were significantly more likely to discuss contraception at the visit than established 
clients (69%), as were clients who were not pregnant/not attempting pregnancy (72%), 
as compared to those who were pregnant (36%).  
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Table 15.  Comparison of clients’ interest and providers’ actual discussion of specific 
contraceptive methods, by client and provider characteristics 

Client and Provider Characteristics 

Client Wanted to Talk 
About Specific 

Method 
(n=1,495) 

Provider Talked 
About Contraceptive 

Needs 
(n=1,490) 

n % n % 

Age 
19 and under 88 32 199 74 
20 and over  354 29 850 70 

Gender 
Female 424 32*** 940 72** 
Male 18 10 109 62 

Provider Sector 
Private 145 31 345 74* 
Public 297 29 704 69 

Provider Specialty 
Family Planning/ Women’s Health 315 30 734 70 
Primary Care/Multi-Specialty 127 29 315 72 

Client Status 
New 123 36** 265 77** 
Established 319 28 784 69 

Recently had Sex 
Yes 369 30 850 70 
No 71 26 196 72 

Pregnancy Status/Intention 
Pregnant or Attempting Pregnancy 7 13 20 36 
Not Pregnant/Not Attempting Pregnancy 435 30** 1,029 72*** 

Total 442 30 1,049 70 

*p<.05; **p<.01; ***p<.001. Tests of statistical difference were conducted using the Chi-square test. Client Wanted to

Talk excludes 3 “don’t know” responses. Provider Talked excludes 7 “don’t know” responses and 1 refusal. 
Source: 2012 Family PACT Client Exit Interview. 

Table 16 presents the distribution of methods that clients said they wanted to talk about 
at the visit. For the purposes of this analysis, the contraceptive methods discussed were 
collapsed into three efficacy categories, defined as:  

 High-efficacy: sterilization, intrauterine contraceptives (IUC), and contraceptive
implants

 Medium-efficacy: contraceptive injections*, oral contraceptives (OCs), patch and ring

 Low-efficacy: condoms, diaphragms, and other barrier methods, fertility awareness
method (FAM), lactation amenorrhea method (LAM), natural family planning (NFP),
abstention, emergency contraception (EC) and other methods

Efficacy of Methods Clients Wanted to Talk About. Sixty-six percent (66%) of clients 
wanted to talk about a medium-efficacy method, 20% wanted to talk about a high-
efficacy method, and 19% wanted to talk about a low-efficacy method (Table 16). There 
were significant differences by provider sector and specialty, with Private Sector and 
Primary Care/Multi-Specialty clients significantly more likely to report wanting to talk 
about low-efficacy methods than their counterparts. Conversely, Public Sector and 

*
 Contraceptive injections were considered “high-efficacy” in 2007. 
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Family Planning/Women’s Health clients were significantly more likely to want to talk 
about medium-efficacy methods.  

Table 16.  Efficacy of contraceptive methods clients wanted to talk about, by client and provider 
characteristics (n=442) 

Client and Provider Characteristics 

Low-Efficacy 
Method  

Medium-Efficacy 
Method  

High-Efficacy 
Method  

n % n % n % 

Age 
19 and under 18 20 61 69 20 23 
20 and over 66 19 229 65 69 19 

Gender 
Male 16 89*** 2 11 0 0 
Female 68 16 288 68*** 137 21 

Provider Sector 
Private 52 36*** 80 55 23 16 
Public 32 11 210 71** 66 22 

Provider Specialty 
Family Planning/ Women’s Health 40 13 216 69* 74 23** 
Primary Care/Multi-Specialty 44 35*** 74 58 15 12 

Client Status 
New 32 26* 85 69 18 15 
Established 52 16 205 64 71 22 

Total 84 19 290 66 89 20 

*p<.05; **p<.01; ***p<.001. Tests of statistical difference were conducted using the Chi-square test. Differences were
not calculated for cell values less than 5; excludes 3 “don’t know” responses. Respondents were able to mention up 
to ten methods. Within each demographic group, the percentages represent any mention of a method group (for 
example if a client mentioned more than one high-efficacy method it is only represented here once). However, if a 
client discussed a medium-efficacy and high-efficacy method, the values are presented in both the medium and 
high-efficacy columns; thus, percentages do not add up to 100. 
Source: 2012 Family PACT Client Exit Interview. 

Efficacy of Methods Provider Discussed. As shown in Table 17, medium-efficacy 
methods were discussed most frequently (73%), followed by low-efficacy methods 
(42%) and high-efficacy methods (17%). According to respondents, providers were 
significantly more likely to discuss medium-efficacy methods with adolescents than with 
adult clients (79% versus 72%). Male clients were nearly three times as likely as female 
clients to talk about low-efficacy methods at the visit (96% versus 36%), reflecting the 
fact that men only have two contraceptive options: condoms and sterilization. Private 
Sector providers were more likely to discuss low-efficacy methods than Public Sector 
providers (61% versus 33%), as were Primary Care/Multi-Specialty providers compared 
to Family Planning/Women’s Health providers (61% versus 34%). Clients at Family 
Planning/Women’s Health clients were more likely to report discussions about 
medium-and high-efficacy methods than clients seen at Primary Care/Multi-Specialty 
providers (76% and 20% versus 65% and 10%). More new clients said they discussed 
low-efficacy methods than established clients (56% versus 38%), while more 
established clients reported discussing medium-efficacy methods compared to new 
clients (75% versus 68%).  



36 

Table 17.  Efficacy of contraceptive methods provider discussed, by client and provider 
characteristics (n=1,049) 

Client and Provider Characteristics 

Low-Efficacy 
Method 

Medium-Efficacy 
Method 

High-Efficacy 
Method 

n % n % n % 

Age 
19 and under 79 40 158 79* 30 15 
20 and over 366 43 609 72 149 18 

Gender 
Female 340 36 749 80*** 174 19*** 
Male 105 96*** 18 17 5 5 

Provider Sector 
Private 211 61*** 224 65 57 17 
Public 234 33 543 77*** 122 17 

Provider Specialty 
Family Planning/Women’s Health 252 34 561 76*** 148 20*** 
Primary Care/Multi-Specialty 193 61*** 206 65 31 10 

Client Status 
New 148 56*** 180 68 39 15 
Established 297 38 587 75* 140 18 

Recently had Sex 
Yes 350 41 632 74 153 18 
No 94 48 133 68 26 13 

Pregnancy Status/Intention 
Pregnant or Attempting   10 50 11 55 4 20 
Not Pregnant/Not Attempting 435 42 756 73 175 17 

Total 445 42 767 73 179 17 

*p<.05; **p<.01; ***p<.001. Tests of statistical difference were conducted using the Chi-square test. Differences were

not calculated for cell values less than 5; excludes 19 respondents who did not discuss a method, 4 “don’t 

know”/refused responses for “recently had sex,” and 3 missing responses for pregnancy status/intention.  
Respondents were able to mention up to ten methods. Within each demographic group, the percentages represent 
any mention of a method group (for example, if a client mentioned more than one high-efficacy method, it is only 
represented here once). However, if a client discussed a medium-efficacy and high-efficacy method, the values are 
presented in both the medium and high-efficacy columns; thus, percentages do not add up to 100%. 
Source: 2012 Family PACT Client Exit Interview. 

Contraceptive Methods Discussed with Providers. Tables 18 and 19 show the individual 
methods that providers discussed with clients. Adolescent clients reported having 
discussed OCs (46%), injectable contraception (21%) and the patch (13%) more than 
adult clients (37%, 15%, and 8%, respectively). Similar percentages of adolescent and 
adult clients discussed IUC (13% versus 14%) and implants with their provider (6% 
versus 4%). More women discussed OCs (43%) with their provider than any other 
method and more men discussed barrier methods (59%) with their provider than any 
other method. Discussion of female contraceptive methods, particularly OCs and 
emergency contraception, among a small proportion of male clients suggests that some 
males are interested in or that some providers engage males in contraceptive 
decision-making.  
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Table 18.  Contraceptive methods discussed by provider, by client’s age and gender (n=1,460) 

Contraceptive 
Method 

Age Gender 
Total 

19 and under 20 and over Female Male 

n % n % n % n % n % 

OCs 120 46* 445 37 550 43*** 15 9 565 39 

Barrier Methods 71 27 332 28 299 23 104 59*** 403 28 

Injection 56 21** 176 15 226 18*** 6 3 232 16 

IUC 35 13 164 14 195 15 4 2 199 14 

Ring 39 15 127 11 162 13 4 2 166 11 

Patch 33 13* 95 8 125 10 3 2 128 9 

EC 18 7 73 6 81 6 10 6 91 6 

Implant 16 6 46 4 62 5 0 0 62 4 

Other Low-Efficacy 4 2 23 2 21 2 6 3 27 2 

Sterilization 0 0 26 2 21 2 5 3 26 2 

No Method 3 1 15 1 17 1 1 < 1 18 1 

*p<.05; **p<.01; ***p<.001. Tests of statistical difference were conducted using the Chi-square test. Differences were
not calculated for cell values less than 5; excludes 38 clients who were pregnant at the time of the visit.  
Other low-efficacy methods include: foam/jelly/cream/film. No method includes reporting no method, as well as 
behavioral methods, such as rhythm/natural family planning, withdrawal (pulled out), abstinence, and breast 
feeding/LAM. Sterilization includes Essure. 
Source: 2012 Family PACT Client Exit Interview. 

Table 19.  Contraceptive methods discussed, by type of provider sector and client status 
(n=1,460) 

Contraceptive 
Method 

Provider Sector Client Status 

Private Public New Established 

n % n % n % n % 

OCs 179 38 386 39 151 45** 414 37 

Barrier Methods 195 42*** 208 21 136 40*** 267 24 

Injection 71 15 161 16 58 17* 174 15 

IUC 71 15 128 13 48 14 151 13 

Ring 44 9 122 12 37 11 129 11 

Patch 49 11 79 8 38 11 90 8 

EC 31 7 60 6 28 8 63 6 

Implant 8 2 54 5** 11 3 51 5 

Sterilization 16 3** 10 1 7 2 19 2 

Other Low-Efficacy 16 3** 11 1 9 3 18 2 

No Method 6 1 12 1 4 1 14 1 

*p<.05; **p<.01; ***p<.001. Tests of statistical difference were conducted using the Chi-square test. Differences were
not calculated for cell values less than 5; excludes 38 clients who were pregnant at the time of the visit.  
Other low-efficacy includes foam/jelly/cream/film. No method includes reporting no method, as well as behavioral 
methods such as rhythm/natural family planning, withdrawal (pulled out), abstinence and breast feeding/LAM. 
Sterilization includes Essure. 
Source: 2012 Family PACT Client Exit Interview. 

Table 19 shows that clients at Private Sector providers were more likely to have 
reported that they discussed barrier methods (42% versus 21%), other low-efficacy 
methods, such as foam/jelly/cream/film (3% versus 1%), and sterilization (3% versus 
1%) with their providers than Public Sector clients. New clients were more likely than 
established clients to say they talked about barrier methods (40% versus 24%) and OCs 



38 

(45% versus 37%). The discussion of other methods was fairly evenly distributed 
between the two groups. Discussion of condoms with new clients is particularly 
appropriate as new clients are most likely to adopt a contraceptive method at the visit 
and should be informed about the use of condoms for backup and/or as protection 
against STIs. 

Clients’ Opportunity to Ask Their Contraceptive Questions. Among clients who said they 
had questions for the provider about contraception, almost all (90%) said they were able 
to ask all of their questions during their visit, and another 9% were able to ask some 
(Table 20). Clients attending Public Sector and Family Planning/Women’s Health sites 
were more likely to report being able to ask all of their questions (92% each), compared 
to clients receiving care at Private Sector (87%) and Primary Care/Multi-Specialty (85%) 
sites. There were no statistically significant differences by client characteristics except 
by gender: 91% of female and 81% of male clients said they were able to ask all of their 
questions. 

Table 20. Client able to ask all/some/none of their questions about contraception, by client and 
provider characteristics (n=885) 

Client and Provider Characteristics 
All Some None 

n % n % n % 

Age 
19 and under 169 92 12 7 2 1 
20 and over 630 90 66 9 6 < 1 

Gender 
Female 742 91** 68 8 5 < 1 
Male 57 81 10 14 3 4 

Provider Sector 
Private 232 87 33 12* 1 < 1 
Public 567 92* 45 7 7 3 

Provider Specialty 
Family Planning/Women’s Health 595 92** 48 7 3 < 1 
Primary Care/Multi-Specialty 204 85 30 13* 5 2 

Client Status 
New 198 91 16 8 3 1 
Established 601 90 62 9 5 < 1 

Total 799 90 78 9 8 1 

*p<.05; **p<.01. Tests of statistical difference were conducted using the Chi-square test. Differences were not
calculated for cell values less than 5; excludes pregnant clients. 
Source: 2012 Family PACT Client Exit Interview. 

Required Screening Tests for New Users of Contraception.  Clinical recommendations 
state that routine screening tests, such as cervical cytology (pap smears) or pelvic 
examinations are not necessary prior to contraceptive initiation. About a quarter of 
female clients initiating a method reported being told that they needed a pelvic 
examination (27%) or Pap test (26%) to get started on contraception (Table 21). Private 
Sector clients were significantly more likely than Public Sector clients to report being 
told that a pelvic exam (48% versus 19%) and Pap test (55% versus 45%) was needed. 
Clients receiving care through Primary Care/Multi-Specialty sites were also more likely 
to be told that a pelvic exam or pap test (37% and 41%, respectively) was required than 
clients receiving care through Family Planning/Women’s Health sites (24% and 22%,  
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respectively). About a third of clients told that screening tests are required left the visit 
planning to use OCs and a quarter left planning to use condoms or other low-efficacy 
methods (not shown). 

Table 21. Client misinformed that screening tests were necessary before contraceptive 
initiation, among new female contraceptive users, by client and provider 
characteristics and method dispensed (n=119) 

Client and Provider Characteristics 
Pelvic Exam Pap Test 

n % n % 

Age 
19 and under 8 20 7 18 
20 and over 24 30 24 30 

Interview Language 
English 25 25 23 23 
Spanish 7 35 8 40 

Client Status 
New 15 25 17 23 
Established 17 28 14 29 

Provider Sector 
Private 16 48*** 18 55*** 
Public 16 19 13 45 

Provider Specialty 
Family Planning/Women’s Health 22 24 20 22 
Primary Care/Multi-Specialty 10 37** 11 41* 

Method Client Plans to Use After Visit 
Sterilization 0 0 0 0 
IUC 5 16 1 3 
Implant 0 0 0 0 
Injection 3 9 2 6 
OCs 10 31 11 35 
Patch 1 3 1 3 
Ring 0 0 0 0 
EC 4 13 3 10 
Condoms and other low-efficacy 9 28 7 23 

Total 32 27 31 26 
*p<.05; **p<.01; ***p<.001. Tests of statistical difference were conducted using the Chi-square test; excludes
pregnant clients and two “don’t know” responses for Pelvic Exam; excludes clients who report switching to a new 
method and clients who report no method.  
Source: 2012 Family PACT Client Exit Interview.  

Contraceptive Received at Visit. Sixty-four percent (64%) of female clients (n=847) said 
they received some form of contraception at their visit. Among those who got 
contraception, 68% were there to get a refill or renew their contraceptive prescription, 
16% said they were switching methods, and 14% were beginning a method for the first 
time (Table 22). Of those who did not receive a contraceptive method at the visit and 
were not attempting pregnancy post visit (n=418), 88% (n=368) reported a specific 
commercially available method they planned to use after the visit, while the remaining 
12% (n= 50) said they would use no method (not shown). 
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Table 22. Method adoption and switching, among female clients who got contraception at visit 
(n=847) 

Method Adoption/Switch n % 

Got a refill/renewed contraception  579 68 

Switched/waiting to switch contraceptive methods 132 16 

Began contraception for first time 119 14 

Other 16 2 

Total 847 100 

Excludes one “don’t know” response. “Other” responses include getting back on a method; using OCs or other 
symptoms etc.  
Source: 2012 Family PACT Client Exit Interview. 

Contraceptive Methods Used Before and After Family PACT Visit. Figures 4 and 5 show 
the contraceptive methods used by new and established female clients before and after 
their visit. Clients could name more than one method, so the categories are not mutually 
exclusive. The percentage of new clients using OCs following their visit more than 
doubled, from 15% to 39%, while those using no method decreased from 18% to 5%. 
Injectable contraceptive use doubled among new clients (from 3% to 6%), while the 
percentage of clients using low-efficacy methods decreased from 4% to less than 1%. 
All four women who reported sterilization as their primary method before (n=2) and after 
the visit (n=4) reported that they used micro-insert tubal occlusion (Essure).  It is 
recommended that when women first get Essure, they should use other forms of 
contraception until the occlusion is confirmed.  

The changes in contraceptive use from before to after the Family PACT visit were more 
subtle among the established clients than among the new clients, with OC use 
increasing from 32% to 39% for established clients (Figure 5). One exception is the 
decrease from 8% to 2% of established clients reporting using no contraceptive method. 
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Figure 4. Contraceptive method before and after Family PACT visit, among new female clients 
(n=257) 
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Source: 2012 Family PACT Client Exit Interview. 
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Figure 5. Contraceptive method before and after Family PACT visit, among established female 
clients (n=1,065) 
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Most male clients left their visit with condoms (78%), and the proportion not using a 
method decreased from 13% before to 4% after the visit (Figure 6). One male client who 
left the visit with condoms reported a vasectomy consultation and scheduled the 
procedure for a different visit. 

Figure 6. Contraceptive method before and after Family PACT visit, among all male clients 
(n=176) 
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Contraceptive Efficacy and Method-Switching. We compared the efficacy of 
contraceptive methods used by females prior to and after the visit. For this analysis, the 
contraceptive methods were collapsed into the same three groups described earlier, 
with the addition of a fourth group for those using no method. Grouped methods were 
ranked from highest efficacy to lowest efficacy, defined as:  

 High-efficacy: sterilization, IUC, and contraceptive implants

 Medium-efficacy: injections, OCs, patch and ring

 Low-efficacy: condoms and other barrier methods, FAM, LAM, NFP, abstention, EC,
and other methods

 No contraceptive method

Each woman was assigned the most effective method she used before the visit and the 
most effective method she planned to use after the visit. This analysis included women 
who had a method recorded at the beginning or at the end of the visit and women at risk 
of unintended pregnancy, thus excluded women who were pregnant/attempting 
pregnancy.  At the end of the visit, only 2% were not using a method compared with 8% 
at the beginning of the visit, and those using a low-efficacy method decreased from 37% 
to 24% (Figure 7). There was an increase in the use of medium-efficacy (from 48% to 
63%) and high-efficacy methods (7% to 11%) from pre- to post-visit. 

Figure 7.  Contraceptive methods before and after Family PACT visit grouped by efficacy, 
among female clients 
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Clients who were not at risk of unintended pregnancy (pregnant or attempting pregnancy) were excluded from the 
analysis. Includes most effective method used before and after Family PACT visit; excludes 3 missing, “don't know” 
or refusal responses for before visit and 16 missing, “don't know” or refusal responses for after visit. 
Source: 2012 Family PACT Client Exit Interview. 
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Overall, 25% of female clients at risk of unintended pregnancy said they adopted a 
more effective method at their visit, 5% left the visit with a less effective method, and 
70% left with a method of the same level of efficacy as they were using prior to the visit 
(Table 23). Adoption of higher efficacy methods differed significantly by age, with a 
higher percentage of adolescents switching to a more effective method than adults 
(36% versus 23%). This statistically significant age difference is primarily explained by 
the fact that 72% of adult clients retained the same level of method efficacy they were 
using before the visit, and that adolescents were more likely to be new clients than 
adults (35% versus 20%). Although the percentage of new clients who left with a more 
effective method than they came in with was more than twice that of established clients 
(46% versus 20%), the data show Family PACT’s overall success at promoting the use 
of more effective methods during a client visit. There were no statistically significant 
differences by provider sector. 

Table 23. Efficacy of contraceptive method client planned to use at end of visit compared to 
method at start of visit, among female clients, by client and provider characteristics 
(n=1,255) 

Client and Provider 
Characteristics 

More Effective Less Effective Same Efficacy Total 

n % n % n % n 

Age 
19 and under 84 36*** 8 3 143 61 235 
20 and over 233 23 49 5 738 72*** 1,020 

Provider Sector 
Private 74 21 15 4 257 74 346 
Public 226 25 40 5 622 70 888 

Client Status 
New 111 46*** 8 3 120 50 239 
Established 206 20 49 5 761 75*** 1,016 

Total 317 25 57 5 881 70 1,255 

***p<.001. Tests of statistical difference were conducted using the Chi-square test. 
Excludes: 18 missing responses and clients who were pregnant or attempting pregnancy. 
Based on the primary, most effective method. 
Source: 2012 Family PACT Client Exit Interview. 

The majority of clients (70%) planned to maintain the same contraceptive method or 
changed to a method within the same efficacy level at the end of the visit (Table 24). Of 
the 881 clients who plan to retain the method efficacy they came in with, at the end of 
the visit 7% relied on IUCs, implants, or sterilization; 11% were using injections; 39% 
were using OCs; 11% were using the ring or patch; 40% were using condoms; and 5% 
were using other low-efficacy methods or no method (not shown). Compared to 
established clients, new clients were more likely to leave with a barrier method and less 
likely to report planning to use injections, OCs, the ring, or the patch (Figure 8).  

 Changes from 2007-2012. Overall, Family PACT clients’ patterns of method
switching did not change significantly between 2007 and 2012, despite the fact that
contraceptive injections, which were considered high-efficacy in 2007, were
classified as medium-efficacy in 2012. Seventy percent (n= 881; 70%) of clients
retained the same method efficacy they came in with and 5% (n=57) switched to a
less effective method in 2012. In 2007 these proportions were similar with 70%
(n=874) retaining the same method efficacy and 6% (n=74) switching to a less
effective method. About a quarter of respondents in each year switched to a more



effective method. The number of clients who did not switch and reported using a 
medium or high-efficacy method decreased slightly, from n=628; 72% in 2007 to 
n=546; 69% in 2012.  

Figure 8. Contraceptive method among female clients who planned to use the same efficacy 
method before and after Family PACT Visit (n=881) 
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Excludes missing, “don’t know,” refusals and women who were pregnant or attempting to get pregnant.  
Clients could name more than one method. Barrier methods include male condoms, diaphragms or cervical caps, and 
female condoms/vaginal pouches. Other low-efficacy includes foam/jelly/cream/film. No method includes reporting no 
method, as well as behavioral methods such as rhythm/natural family planning, withdrawal (pulled out), abstinence 
and breast feeding/LAM  
Source: 2012 Family PACT Client Exit Interview. 

Quantity of Supplies Dispensed. On average, clients using OCs, patch or ring said they 
were given about 6.3 months’ worth of contraceptive supplies or prescription coverage 
at their visit. Twenty-one percent (21%) of pill, patch, and ring users reported receiving 
no supplies at the visit. Thirty-four percent (34%) left with less than a three months’ 
supply, 17% left with 4-6 months’ supply, 3% received 7-11 months’ worth of supplies 
(Table 24). About a third (31%) of women using OCs reported they received a 12 month 
supply at their visit. Public Sector and Family Planning/Women’s Health specialty 
providers were significantly more likely to give 12 or more months of protection at a visit. 

Condoms. Fifty percent of female clients and 62% of male clients received condoms or 
a prescription for condoms at their visit (see Table 52 in the STI chapter). Adolescent 
males and females were more likely to receive condoms than clients over age 30 (92% 
versus 54% for males, 66% versus 49% for females). Among female clients, Public 
Sector clients and Family Planning/Women’s Health clients were more likely to receive 
condoms (50% each). New female clients were more likely to receive condoms than 
established female clients (63% versus 47%). Among clients tested for an STI, 67% of 
males and 58% of females received condoms or a prescription for condoms (not 
shown). 
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Table 24. Number of months of contraceptive supplies or prescriptions given at visit, among 
females using the pill, patch or ring, after visit (n=621) 

Client and Provider 
Characteristics 

Number of months of contraceptive supplies or 
prescription given at visit 

0 (Didn’t 
Receive 

Supplies) 

<= 3 
months 

4-6 months 
7-11 

months 
12+ months 

n % n % n % n % n % 

Age 
19 and under 17 14 48 40 18 15 6 5 30 25 
20 and over  111 22 164 33 90 18 12 2 125 25 

Provider Sector 
Private 26 20 95 71*** 4 3 1 1 7 5 
Public 102 21 117 24 104 21 17 3 148 30*** 

Provider Specialty 
Family Planning/ 
Women’s Health 

99 20 139 28 99 20*** 16 3 142 29*** 

Primary Care/ 
Multi-Specialty 

29 23 73 58*** 9 7 2 2 13 10 

Client Status 
New 11 10 47 41 24 21 4 4 28 25 
Established 117 23** 165 33 84 17 14 3 127 25 

Method 
Pill 103 22 172 36 35 7 17 4 148 31 
Patch 10 21 20 43 16 34 0 0 1 2 
Ring 15 15 20 20 57 58 1 1 6 6 

Total 128 21 212 34 108 17 18 3 155 25 

**p<.01; ***p<.001. Tests of statistical difference were conducted using the Chi-square test. Differences were not 
calculated for cell values less than 5. 
Excludes 37 “don’t know” responses and 3 refusals. 
Source: 2012 Family PACT Client Exit Interview. 

Clients’ Receipt of Contraception According to Claims Data. While clients were asked 
whether they were dispensed or prescribed a contraceptive method at the visit, we did 
not ask specifically whether the client received a method on-site, was instructed to fill a 
prescription at the pharmacy, or both. To assess whether the receipt of contraception is 
confirmed by claims data, we searched paid and denied claims for contraceptive 
method within 120 days of the interview date. For clients with multiple claims for 
contraception, claims with the earliest date of service following the interview were 
evaluated.  We considered only methods that could be identified from claims and 
excluded all behavioral and partner-dependent methods (NFP/FAM, withdrawal, LAM, 
abstinence, and vasectomy). This methodology was used for all of the contraceptive 
claims data analyses in this report.  Among the 870 clients who reported receiving 
contraception at the visit and who were matched to administrative data, 32% received a 
contraceptive method  within 30 days of the visit, 40% within 45 days, 47% within 60 
days, 58% within 90 days, and 63% within 120 days (Table 25).  Approximately 
three-quarters of clients received their contraceptive method through on-site dispensing; 
this proportion changed little regardless of how many days past the interview dates we 
searched. 
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Table 25. Receipt of contraceptive methods based on claims, among male and female clients 
who reported they received the method at the visit 

Method Dispensed 
According to 
Claims Within 

Clients who reported 
receiving a method or 

prescription for a method 
(n=870) 

Dispensing location 

On-site Pharmacy 

n % n % n % 

30 days 275 32 206 75 69 25 

45 days 350 40 260 74 86 26 

60 days 408 47 307 75 98 25 

90 days 506 58 374 74 132 26 

120 days 545 63 404 74 141 26 

Source: 2012 Family PACT Client Exit Interview and claims data through January, 2013. 

The type of method clients reported they received at their visit was matched to claims. 
Of women who reported at least one method identifiable from claims, 79% were 
matched as dispensed a method according to claims (Table 26). Most contraceptive 
methods showed relatively high proportions of matching with claims (range: 
73%-88%).The percentages of matched method were highest for ring (88%), and 
injection (86%), and barrier methods (79%). 

Table 26. Methods clients received compared to methods dispensed according to claims, 
among women who reported that they received the method at the visit (n=873) 

Contraceptive Method
a

Method found in 
claims

b
Total women who said that they 
received the method at the visit

c

n % n 

Oral Contraception (OCs) 199 77 259 

Barrier Methods 233 79 295 

Injection 76 86 88 

Ring 59 88 67 

Patch 18 75 24 

Intrauterine Contraception(IUC)
d

11 73 15 

Emergency Contraception 84 74 113 

Implant 9 75 12 

Any method 689 79 873 
a
 Clients could receive more than one method.  

b 
Based on paid and denied claims 30 days prior or up to 120 after the visit. 

c
 Excludes clients who only reported methods which cannot be identified from claims data, including behavioral 

methods and methods used by the partner (vasectomy). 
d
 Includes only women who switched to IUC at the visit. 

Source: 2012 Family PACT Client Exit Interview and claims data through January, 2013. 

In addition to asking clients whether they received a method at their visits, we asked 
clients “What main method of birth control will you or your partner be using AFTER your 
visit today?” Responses to this latter question were matched to claims. Women who 
were either pregnant (n=37) or attempting pregnancy (n=4) were excluded. Of women 
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who reported at least one method identifiable8 from claims (n=1291), 67% (n= 864) 
were matched to a dispensed method from claims (Table 27). Female clients were most 
likely to report intentions to use OCs (n=477, 37%) and barrier methods (n=471, 36%). 
The percentage of women whose intention to use a method had that corresponding 
method also found in claims ranged from 0% to 88%.The highest proportion of matched 
method was ring (88%), followed by injection (80%). Matches were low for tubal 
occlusion (0%), implant (48%), and IUC (38%). 

Clients who were dispensed OCs in quantities of up to 12 pill packs may have not 
needed a refill in the follow-up period. As a sensitivity test, we expanded the follow-up 
period for OCs up to 120 days before or after the visit, regardless of the dispensed 
amounts, and the percentage of women planning to use OCs that matched to claims 
increased from 69% (n=329) to 84%(n=399). 

Table 27. Methods clients planned to use compared to methods dispensed according to claims, among 
women who reported that they will use a method after the visit (n=1,286) 

Contraceptive Method
a

Method found in 
claims

b
Total women who said that they 
will use the method after visit

c

n % n 

Oral Contraception (OCs) 329 69% 477 

Barrier Methods 291 62% 471 

Injection 95 80% 119 

Ring 85 88% 97 

Patch 31 66% 47 

Intrauterine Contraception (IUC)
d

17 38% 45 

Emergency Contraception 4 67% 6 

Implant 12 48% 25 

Tubal Occlusion 0 0% 4 

Any method 864 67% 1,291 
a
 Methods are not mutually exclusive. 

b
 Based on paid and denied claims 30 days prior or up to 120 after the visit. 

c
 Excludes clients who only reported methods which cannot be identified from claims data, including behavioral 

methods and methods used by the partner (vasectomy). 
d
 Includes only women who switched to IUC at the visit. 

Source: 2012 Family PACT Client Exit Interview and claims data current through January, 2013. 

A lack of matches with claims may be due to clients not filling their prescriptions, 
dispensing of free samples, receipt of methods through another payer source, or failure 
of providers to bill for services they provided. The contribution of these factors is 
unknown. 

Provision of Contraceptive Counseling. Clients were asked whether providers discussed 
the advantages and disadvantages/side effects of the contraceptive methods they 
planned to use after the visit. We considered that contraceptive counseling was 
provided if the client reported that either advantages or disadvantages/side effects of 
the method were discussed. About a third of clients (35%) reported discussing the 
method advantages, disadvantages, and/or side effects (Table 28). Adolescents (44%), 

8
 Methods not identifiable in claims included all behavioral and partner-dependent methods (NFP/FAM, 

withdrawal, LAM, abstinence, and vasectomy). 
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new clients (48%) and clients adopting a new method (72%) were significantly more 
likely to be counseled about method advantages or disadvantages than adults (32%), 
established clients (31%) and clients not adopting a new method (31%). However, 
clients who reported they had adopted a new method were significantly more likely to 
report that their provider did not discuss the advantages or disadvantages/side effects 
than clients who were continuing with the same method (12% versus 6%).  

Similarly, adolescents (43%), new clients (50%), and clients who adopted a new method 
(72%) were significantly more likely than their counterparts (34%, 32%, and 32%, 
respectively) to report that their provider explained what to do if side effects occur 
(Table 28). Discussions of how to manage side effects differed significantly by provider 
sector and specialty. Nearly one quarter (23%) of Private Sector clients versus 15% of 
Public Sector clients and 22% of Primary Care/Multi-Specialty clients versus 16% of 
Family Planning/Women’s Health clients reported that their provider did not explain 
what to do if they experienced side effects. 

Clients were also asked if their provider explained how the method they received 
worked, and how to use it (Table 29). Forty-two percent (42%) of respondents said their 
provider had explained how the method worked and 55% said they already knew. 
Similarly, 40% of clients reported that their provider explained how to use the method 
and 57% said they already knew. Adolescents, new clients and clients who reported 
they had adopted a new method were significantly more likely than their counterparts to 
say that their provider explained these aspects. There were few differences by provider 
sector or specialty, but Private Sector clients were somewhat more likely than Public 
Sector clients to say that their provider had not explained how the method worked (4% 
versus 2%) or how to use it (5% versus 3%). 

Finally, respondents were asked if their provider explained how effective their 
contraceptive method is at preventing pregnancy, and if the method protects against 
STIs (Table 30). Forty-one percent (41%) of respondents said they had been told how 
effective their contraceptive method is at preventing pregnancy, 7% said they had not, 
and 52% said they already knew. Significantly more adolescents (52%), new clients 
(52%), and clients who adopted a new method (78%) said their provider explained how 
effective their method was at preventing pregnancy, compared to adults (38%), 
established clients (38%), and clients who retained their same method (37%). Thirty-
seven percent (37%) of respondents said they had been told if their method protects 
against STIs, 6% said they had not, and 57% said they already knew. Clients who 
adopted a new method were significantly more likely to report being told if their 
contraceptive method protects against STIs than clients continuing with the same 
method (69% versus 34%). 

Education and Counseling According to Claims. We constructed a global education and 
counseling variable including questions described above regarding whether a doctor/a 
nurse told clients about the advantages or disadvantages, what to do if side effects 
occur, and explained how the method works and how to use the method. There were 
1,073 clients who responded “yes” to at least one of these questions, and among those, 
we found 83% (n=887) to be matched with claims for education and counseling 
services.
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Table 28.  Provider discussed method advantages, disadvantages, and side effects among females, by provider and client characteristics 

*p<.05; **p<.01; ***p<.001. Tests of statistical difference were conducted using the Chi-square test; excludes pregnant clients and one missing response. n=1,206
excludes three “don’t know” responses. n=1,198 excludes eight “don’t know” responses. 
a 

Client reported a method she will use after visit that she did not use before visit, excluding switching to no method. 
Source: 2012 Family PACT Client Exit Interview.

Provider and Client Characteristics 

Provider Discussed Advantages or 
Disadvantages/Side Effects (n=1,206) 

Provider Explained What to do if Side Effects 
Occur (n=1,198) 

Yes No Already Knew Yes No Already Knew 

n % n % n % n % n % n % 

Provider Sector 

Private 116 34 57 7 197 58 118 35 78 23** 140 42 

Public 301 35 27 8 508 59 307 36 133 15 422 49* 

Provider Specialty 

Family Planning/ Women’s Health 307 35 59 7 527 59 309 35 144 16 435 49* 

Primary Care/Multi-Specialty 110 35 25 8 178 57 116 37 67 22* 127 41 

Client Age 

19 and under 100 44** 22 9 107 47 97 43* 45 20 86 38 

20 and over 317 32 71 6 598 61*** 328 34 166 17 476 49** 

Client Status 

New 110 48*** 18 8 103 45 115 50*** 42 18 73 32 

Established 307 31 66 7 602 62*** 310 32 169 18 489 51*** 

Client Adopted a New Method
a

Yes 84 72*** 14 12* 19 16 83 72*** 24 21 9 8 

No 333 31 70 6 686 63*** 342 32 187 17 553 51*** 

Client Recently had Sex 

Yes 347 34 75 7 587 58 348 35 183 18 471 47 

No  70 36 9 5 116 60 77 40 28 14 89 46 

Total 417 35 84 7 705 59 425 36 211 18 562 47 
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Table 29.  Provider explained how method works and how to use method, among females, by provider and client characteristics 

*p<.05; **p<.01; ***p<.001. Tests of statistical difference were conducted using the Chi-square test. Differences were not calculated for cell values less than 5; excludes
pregnant clients. n=1205 excludes three “don’t know” and three missing responses. n=1,203 excludes four “don’t know” and 2 missing responses. 
a
Client reported a method she will use after visit that she did not use before visit, excluding switching to no method. 

Source: 2012 Family PACT Client Exit Interview  

Provider and Client Characteristics 

Provider Explained How this Method Works 
(n=1,205) 

Provider Explained How to Use this Method 
(n=1,203) 

Yes No Already Knew Yes No Already Knew 

n % n % n % n % n % n % 

Provider Sector 

Private 130 38 13 4* 196 58 128 38 18 5* 175 57 

Public 378 44 16 2 472 55 351 41 24 3 507 57 

Provider Specialty 

Family Planning/ Women’s Health 382 43 16 2 495 55 357 40 27 3 562 59 

Primary Care/Multi-Specialty 126 40 13 4* 173 55 122 39 15 5 228 58 

Client Age 

19 and under 124 54*** 6 3 98 43 125 55*** 9 4 94 41 

20 and over 384 39 23 2 570 58*** 354 36 33 3 588 60*** 

Client Status 

New 127 55*** 5 2 99 43 123 53*** 4 2 103 45 

Established 381 39 24 2 569 58*** 356 37 38 4 579 60*** 

Client Adopted a New Method
a

Yes 93 79*** 5 4** 19 16 97 74*** 10 8** 23 18 

No 415 38 24 2 649 60*** 414 34 39 3 767 63*** 

Client Recently had Sex 

Yes 423 42 23 2 562 56 404 40 35 3 567 56 

No  84 43 6 3 105 54 75 38 7 4 113 58 

Total 508 42 29 2 668 55 479 40 42 3 682 57 
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Table 30. Provider explained how effective contraceptive method is at preventing pregnancy and whether method protects against STIs, 
among females, by provider and client characteristics 

*p<.05; **p<.01; ***p<.001. Tests of statistical difference were conducted using the Chi-square test. Differences were not calculated for cell values less than 5; excludes
pregnant clients. n=1198 excludes 5 “don’t know” and 6 missing responses. N= 1201 excludes 5 “don’t know” and 15 missing responses. 
a
Client reported a method she/he will use after visit that she/he did not use before visit, excluding switching to no method. 

Source: 2012 Family PACT Client Exit Interview.

Provider and Client Characteristics 

Provider Explained how Effective Method is at 
Preventing Pregnancy (n=1,198) 

Provider Explained if Method Protects Against 
STIs (n=1,201) 

Yes No Already Knew Yes No Already Knew 

n % n % n % n % n % n % 

Provider Sector 

Private 146 43 30 9 162 48 135 40 25 7 181 53 

Public 345 40 56 7 459 53 310 36 49 6 501 58 

Provider Specialty 

Family Planning/ Women’s Health 358 40 54 6 476 54* 315 35 53 6 524 59 

Primary Care/Multi-Specialty 133 43 32 10* 145 47 130 42* 21 7 158 51 

Client Age 

19 and under 117 52*** 12 5 97 43 107 47*** 17 8 102 45 

20 and over 374 38 74 8 524 54** 338 35 57 6 580 60*** 

Client Status 

New 120 52*** 18 8 91 40 109 48*** 12 5 108 47 

Established 371 38 68 7 530 55*** 336 35 62 6 574 59** 

Client Adopted a New Method
a

Yes 91 78*** 12 10 13 11 80 69*** 15 13** 21 18 

No 400 37 74 7 608 56*** 365 34 59 5 661 61*** 

Client Recently had Sex 

Yes 409 41 75 7 518 52 370 37 66 7 569 57 

No  82 42 11 6 101 52 75 39 7 4 112 58 

Total 491 41 86 7 621 52 445 37 74 6 682 57 



53 

Contraceptive Method Clients Would Use if They Had to Pay Out-of-Pocket. The intent 
of this question was to get an idea of clients’ contraceptive practices in the absence of 
the Family PACT Program. Clients were given a card with cost ranges for each method 
to help them respond to this question (Appendix E). The top methods respondents said 
they would use if they had to pay out-of-pocket were condoms (54%), oral 
contraceptives (24%), and injections (10%) (Table 31). Four percent (4%) of 
respondents said they would not use any method if they had to pay for it.  

Table 31.  Contraceptive method client would use if had to pay, by gender 

Contraceptive Method 

Female 
(n=1,322) 

Male 
(n=176) 

Total 
(n=1,497) 

n % n % n % 

Barrier Method
a

668 51% 146 83% 814 54% 

OCs 355 27% 7 4% 362 24% 

Injection 151 11% 4 2% 155 10% 

IUC 102 8% 2 1% 104 7% 

Ring 84 6% 0 0% 84 6% 

No Method
b

48 4% 9 5% 57 4% 

Other Low-Efficacy Method
c

47 4% 7 4% 54 4% 

Patch 42 3% 3 2% 45 3% 

Implant 22 2% 2 1% 24 2% 

EC 17 1% 5 3% 22 1% 

Sterilization 6 <1% 2 1% 8 1% 

Answers are not mutually exclusive. 
a Barrier methods include male condoms, diaphragms or cervical caps, and female condoms/vaginal pouches. 
b No method includes reporting no method, as well as rhythm/natural family planning, withdrawal (pulled out), 
abstinence and breast feeding/LAM. 
c Other low-efficacy includes foam/jelly/cream/film.  
Source: 2012 Family PACT Client Exit Interview. 

In order to assess the impact of losing Family PACT coverage, we grouped and ranked 
the methods by efficacy that clients would use if they had to pay for their own 
contraception and compared them with their current method as of the end of their visit. 
We excluded from the analysis women who were pregnant or attempting pregnancy, as 
well as the 62 female clients who said they did not know which method they would use if 
they had to pay. Figure 9 shows the differences in each grouping of contraceptive 
methods. The use of low-efficacy methods would nearly double (from 25% to 46%) if 
clients had to pay, while the use of medium and high-efficacy methods would decrease 
from 63% to 44% and from 11% to 7%, respectively.  



54 

Figure 9. Comparison of contraceptive method used by women under Family PACT and if they 
had to pay for the method, by contraceptive efficacy 
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Source: 2012 Family PACT Client Exit Interview. 

Over half (57%) of CEI clients report that they would continue using the same method 
they are currently using even if they had to pay for it (Table 32). Approximately one-third 
(32%) believe they would use a less effective method, and 11% said they would use a 
more effective method if they had to pay. Among the 11% who said they would change 
to a more effective method, more than half (51%) planned to use a high-efficacy 
method, while 40% would choose a medium-efficacy method (not shown). Adolescents 
and adults did not differ significantly in their patterns of adopting a more or less effective 
method if they were required to pay for contraceptive methods.  

Table 32. How contraceptive methods would change if had to pay for contraceptive services, 
among female clients, by age (n=1,211) 

Method Change 

Age 
Total 

19 and under 20 and older 

n % n % n % 

Would Change to Lower-Efficacy Method 81 35% 310 32% 391 32% 
Would Not Change Method  121 53% 566 58% 687 57% 
Would Change to Higher-Efficacy Method 28 12% 105 11% 133 11% 

Total 230 19% 981 81% 1,211 100% 

Excludes clients who reported that they were pregnant at the time of the interview and 62 missing, “don't know” or 
refusal responses. 
Totals may not add to 100% due to rounding. 
Source: 2012 Family PACT Client Exit Interview. 

Would Clients Have Sex Without Contraception? Overall, almost a third (31%) of all 
clients said that they would have sex regardless of whether or not they had 
contraception (Table 33). More than half (54%) said they would not have sex without 
contraception, and the remaining 15% answered “sometimes/maybe” or “don’t 
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know/refused.” Significantly more female (56%) than male (42%) clients said they would 
not have sex without contraception.  

Table 33.  Whether client would have sex without contraception, by age and gender (n=1,498) 

Sex without 
contraception? 

Age Gender 
Total 

19 and under 20 and older Female Male 

n % n % n % n % n % 

Yes 83 31 387 32 403 30 67 38* 470 31 
Sometimes/Maybe  28 10 163 13 159 12 32 18** 191 13 
No  155 57 656 54 738 56*** 73 42 811 54 
Don’t Know/Refused 6 2 20 2 22 2 4 2 26 2 

Total 272 100 1,226 100 1,322 100 176 100 1,498 100 

*p<.05; **p<.01; ***p<.001. Tests of statistical difference were conducted using the Chi-square test. Differences were
not calculated for cell values less than 5. 
Source: 2012 Family PACT Client Exit Interview. 

Emergency Contraception (EC). Half (50%) of female clients said the doctor or nurse 
talked to them about EC during their visit (Table 34), a five percentage point increase 
from 2007. The percentage was significantly higher among adolescent than among 
adult clients (69% versus 45%). Discussion of EC was also significantly higher among 
Public (56%) versus Private providers (34%), and among Family Planning/ Women’s 
Health (56%) versus Primary Care/Multi-Specialty providers (32%). In 2007, there were 
no differences by sector or specialty. 

Table 34. Doctor discussed Emergency Contraception at current visit, by client and provider 
characteristics, among female clients (n=1,322) 

Client and Provider Characteristics n % 

Age 
19 and under 171 69*** 
20 and over 487 45 

Provider Sector 
Private  125 34 

Public 533 56*** 

Provider Specialty 

Family Planning/Women’s Health 548 56*** 

Primary Care/Multi-Specialty 110 32 

Total 657 50 

***p<.001. Tests of statistical difference were conducted using the Chi-square test. 
Source: 2012 Family PACT Client Exit Interview. 

In 2010, Family PACT providers were issued a Clinical Practice Alert reminding them 
that advance provision of EC should be offered to all women who use reversible 
methods of contraception, especially barrier methods, as well as women who test 
negative for pregnancy when pregnancy is not desired.9 Twenty-nine percent (29%) of 
female clients reported receiving EC pills or a prescription for EC at their clinic visit 
(Table 35). Adolescents were significantly more likely than adults to say they received 
EC (41% versus 26%). Clients at Public Sector and Family Planning/Women’s Health 
providers were more likely than clients at Private Sector and Primary  

9
 In 2014, the billing policy changed so that providers could no longer offer advanced provision of EC. 
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Care/Multi-Specialty providers to receive EC (38% versus 8% and 36% versus 11% of 
clients, respectively). Hispanic clients were significantly less likely to receive EC (25%) 
in comparison to White clients. 

Table 35. Proportion of female clients received Emergency Contraception at current visit, by 
age, provider sector and specialty (n=1,284) 

Client and Provider Characteristics 
EC Pills EC Rx Total 

n % n % n % 

Age 
19 and under 91 38*** 7 3 98 41*** 
20 and over 254 24 22 2 276 26 

Provider Sector 
Private 9 2 19 5*** 28 8 
Public 336 37*** 10 1 346 38*** 

Race/Ethnicity 
White (reference) 107 37 1 <1 108 38 
Hispanic 158 21*** 24 3 183 25*** 
African American 24 29 1 1 25 30 
Asian/Pacific Islander 33 28 3 3 37 31 
Native American/Other 23 38 0 0 23 38 

Provider Specialty 
Family Planning/Women’s Health 325 34*** 13 1 338 36*** 
Primary Care/Multi-Specialty 20 6 16 5*** 36 11 

Total 345 27 29 2 374 29 

***p<.001. Tests of statistical difference were conducted using the Chi-square test or logistic regression for groups 
more than two. Differences were not calculated for cell values less than 5; excludes pregnant clients.  
Source: 2012 Family PACT Client Exit Interview. 

Among the 376 women who received EC pills or a prescription at the clinic visit, 6% left 
with a high-efficacy method, 70% left with a medium-efficacy method, 23% with a 
low-efficacy method, and less than 1% (n=3) left with no method (not shown). Only 9% 
(n=13) of the 139 clients who received EC said the reason for their visit was a 
pregnancy test (an indicator of unprotected sex, data not shown). About half (52%) of 
Hispanic female clients who discussed EC received EC, compared to about two-thirds 
of other racial/ethnic groups (Table 36). Among 354 clients who responded “yes” to this 
question (n=327 on the EC pills, and n=27 on prescription) and matched to claims, 73% 
were dispensed a method according to claims; one client had a claim for the copper 
IUC, likely dispensed as emergency contraception. 
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Table 36. Female clients who discussed and received emergency contraception (EC) at current 
visit, by client and provider characteristics (n=376) 

Client and Provider Characteristics 
EC 

n % 

Age 
19 and under 98 58 
20 and over 278 57 

Race/Ethnicity 
White (reference) 108 64 
Hispanic 183 52* 
African American 25 61 
Asian/Pacific Islander 37 67 
Native American/Other 23 61 

Provider Sector 
Private  28 22 
Public 348 65*** 

Provider Specialty 
Family Planning/Women’s Health 340 62*** 
Primary Care/Multi-Specialty 36 33 

Total 376 100 

*p<.05; ***p<.001. Tests of statistical difference were conducted using the Chi-square test or logistic regression for
groups more than two; excludes 1 “don’t know” and 1 missing response. 
Source: 2012 Family PACT Client Exit Interview. 

 Changes from 2003-2012. The percentage of female clients who received EC at the
provider visit was identical in 2003 and 2007 at 16%, but significantly increased to
29% (p=.001) in 2012. Respondents were also asked if they got EC for immediate
use that day, for future use, or for both (Table 37). The percentage who received it
for immediate use had decreased from 7% in 2003 to 5% in 2007, but increased
back up to 7% in 2012 (p<.05). EC distribution for future use, or for future and
immediate use increased by 10 percentage points between 2007 and 2012 (from
11% to 21%, p<.001).The percentage of women who did not receive EC at the visit
declined significantly from 84% in 2007 to 72% in 2012.

Table 37.  Patterns of distribution of emergency contraception (EC) in 2003, 2007, and 2012 

Client received EC for…. 
2003 2007 2012 

n % n % n % 

Immediate Use at Current Visit 83 7** 61 5 88 7* 
Future Use 109 9 127 10 220 17*** 
Both Immediate and Future Use 1 <1 19 1*** 58 4*** 
Did Not Receive EC at Visit 1,028 84 1,102 84 945 72*** 

Total 1,221 100 1,309 100 1,311 100 

*p<.05; **p<.01; ***p<.001. Significance tests are based on chi-square analyses comparing 2012 to the 2007 and
2003 samples; excludes “don’t know” and missing responses.  
Source: 2003, 2007 and 2012 Family PACT Client Exit Interview. 
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CLIENTS’ ATTITUDES ABOUT LONG ACTING REVERSIBLE CONTRACEPTION

(LARC) AND EXPERIENCES WITH LARC SERVICES  

Offering long-acting reversible contraception (LARC), such as IUCs and implants, as a 
first line option is recommended by the American College of Obstetricians and 
Gynecologists.10 In light of the findings from prior Family PACT evaluation studies 11,12 
and recognizing the relatively low use of LARC methods among its clients, a variety of 
efforts aimed at increasing providers’ capacity to deliver high quality family planning 
services to clients were implemented. Some of these efforts have included web-based 
LARC trainings, in-person LARC insertion trainings, and newsletters about LARC. 
Topics have included LARC attributes, effectiveness, contraindications, insertion 
training requirements, managing difficult cases, and reimbursement. 

Knowledge and Consideration of IUC. Among female respondents who were not current 
IUC users, nearly three quarters (or n=760; 72%,) had heard of the method, but less 
than a third (28%) who had heard of IUCs said that they would consider using it. Of the 
703 women who left their provider visit with a contraceptive method, 97% left with a 
method other than an IUC, with slightly less than 3% (n=18) leaving with an IUC. 
Whereas, six percent left with an IUC in 2007. 

Client Wanted to Discuss IUCs. About 6% (n=74) of female respondents said they came 
to their visit wanting to discuss IUCs (Table 38). Parous women (8%) and current IUC 
users (36%) were more likely to say they wanted to discuss IUCs with their provider 
than nulliparous women (about 4%) or non-users (3%).  

Provider Discussed IUCs. A 2006 Clinical Practice Alert which aimed to educate 
providers about IUCs by dispelling common myths and informing them about the 
appropriate use of IUCs, was updated in 2011.13 Fifteen percent (15%) of female clients 
said their provider had discussed IUCs with them at the visit (Table 38). Significantly 
more current IUC users reported that their provider discussed IUCs at the visit 
compared to non-users (55% versus 12%). Respondents who had given birth were 
significantly more likely to say their provider discussed IUCs than nulliparous women 
(24% versus 10%). There were no other differences by demographic or provider 
characteristics. 

10 
American College of Obstretricians and Gynecologists (ACOG). ACOG Committee Opinion no. 450: Increasing use 

of contraceptive implants and intrauterine devices to reduce unintended pregnancy. Obstetrics and gynecology 114, 
1434-1438 (2009). 
11 

Harper CC, Blum M, de Bocanegra HT, Darney PD, Speidel JJ, Policar M, Drey EA. Challenges in translating 
Evidence to practice: the provision of intrauterine contraception. Obstet Gynecol. 2008 Jun;111(6):1359-69
12

 Darney P, Thiel de Bocanegra H, Rostovtseva D, Menz M, Karl J. Bixby Center for Global Reproductive Health. 

The 2007 Family PACT Medical Record Review: Assessing the Quality of Services, Sacramento, CA. Submitted to 
CA Department of Public Health, Office of Family Planning Division. September 2008. 
13

 Clinical Practice Alert, Intrauterine Contraceptives (IUCs), July 2011, http://www.familypact.org/Providers/clinical-
practice-alerts/CPA_IUCs_July2011_ADA.pdf  
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Table 38. Comparisons between clients’ intentions to discuss IUC and their reports that the 
provider discussed IUCs, among female clients, by client and provider characteristics 
(n=1,273) 

Client and Provider Characteristics 

Client Wanted to 
Discuss IUC 

Client Reported that 
Provider Discussed IUC 

n % n % 

Age 
19 and under 13 5 35 15 
20 and over 61 6 157 15 

Provider Sector 
Private 25 7 67 19* 
Public 49 5 125 14 

Provider Specialty 
Family Planning/Women’s Health 56 6 143 15 
Primary Care/Multi-Specialty 18 5 49 15 

Client Status 
New 17 7 44 18 
Established 57 6 148 14 

Current IUC User 
Yes 36 36*** 55 55*** 
No 38 3 137 12 

Parity 
No live births 32 4 75 10 
1+ live births 41 8** 117 24*** 

Tested for STI 
Yes 37 6 94 15 
No 36 6 98 15 

Total 74 6 192 15 

*p<.05; **p<.01; ***p<.001. Tests of statistical difference were conducted using the Chi-square test.
Excludes men, pregnant clients, and clients attempting pregnancy at the time of the interview. 
Parity has two missing responses. Tested for STI has 1 missing response. 
Source: 2012 Family PACT Client Exit Interview.

Reasons for Not Using an IUC. To understand the beliefs, fears, and possible 
misconceptions about IUCs, clients who were not using an IUC were asked why they 
were not currently using one. The top five reasons in 2007 also appeared at the top of 
the list in 2012, but some reasons switched rank order. In 2012, over one-quarter of the 
respondents stated that they didn’t want a foreign object in their body (27%) and/or that 
they were happy with their current method (23%). Of the 316 clients who stated these 
two reasons, 74% were using either a high or medium-efficacy method already. This is 
in stark contrast to 2007, when the top reason (38%) clients’ identified was ‘not knowing’ 
enough about IUCs. Lack of knowledge was a less important factor in 2012, with only 
11% of women citing it as a reason for not using a LARC. As in 2007, two of the top five 
reasons in 2012 for not using an IUC were related to fear (Table 39): respondents cited 
being afraid of side effects (14% in 2007 versus 17%) and they were afraid of pain/pain 
on insertion (10% in 2007 versus 15%). In 2012, 7% of respondents were afraid of 
bleeding or infertility. This question also produced a myriad of other responses, 
including having friends with bad experiences and many misconceptions such as “It 
moves around/gets stuck,” “I won’t be able to get pregnant afterwards,” “It might fall 
out,” and “I’m too young to use it/I haven’t had kids yet.” Notably, the percentage of 
women who had used IUC before and didn’t like it nearly doubled from 2007 (7% versus 
4%). 



60 

Table 39.  Reasons for not using IUC, among female clients, years 2007 & 2012 a (n=649) 

Reason 
2007 2012 

n % n % 

Don’t want foreign object in body
b

169 13% 177 27% 

Happy with current method 202 16% 148 23% 

Afraid of other side effects 186 14% 113 17% 

Fear of pain/pain on insertion 134 10% 99 15% 

Don’t know enough about it 488 38% 74 11% 

Used it before and did not like it 52 4% 47 7% 

Don’t think IUC protects from pregnancy 51 4% 36 6% 

Fear of bleeding 47 4% 35 5% 

Fear of infertility 44 3% 35 5% 

Plan to get pregnant soon 52 4% 10 2% 

Doctor said it’s not right for me 61 5% 3 <1% 

Other 89 7% 75 12% 

Total 1,177 92% 649 70% 
a 

Respondents could mention more than one reason; excludes female clients who reported being pregnant, those 

who had never heard of IUC, those who are currently on a permanent method, and those who would consider using 
IUC.  
b 

Top five reasons in bold. 

Source: 2007 and 2012 Family PACT Client Exit Interview. 

Table 40 shows the top five reasons women gave for not using an IUC by age, 
language and racial/ethnic distributions. Adult clients were more likely to cite satisfaction 
with their current method than adolescents (25% versus 12%) as a reason for not using 
IUCs. For adolescents, the main issues with IUCs were fear of a foreign object in body 
(32%), lack of knowledge (18%), and pain (17%). Twice as many clients interviewed in 
English, compared to Spanish-speakers, stated that they did not want a foreign object in 
their bodies (31% versus 14%). Hispanic respondents were significantly less likely to 
report fear of a foreign object in their body than White respondents (22% versus 29%). 
While not statistically significant, among the race/ethnic groups examined, African 
Americans and Native Americans/Other were more likely to state that they did not want 
a foreign object in their bodies (43% and 45%, respectively), and least likely to report 
being happy with their current method (18% and 10%, respectively). 
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Table 40.  Top five reasons women are not using IUCs, by client characteristics (n=649) 

Client 
Characteristics 

Don’t Want 
Foreign 

Object in 
Body 

Happy with 
Current 
Method 

Afraid of 
Other Side 

Effects 

Fear of Pain/ 
Pain on 

Insertion 

Don’t Know 
Enough 
About It 

n % n % n % n % n % 

Age 
19 and under 32 32 12 12 12 12 17 17 18 18* 
20 and over  145 26 136 25** 101 18 82 15 56 10 

Interview Language 
English 157 31*** 111 22 84 17 74 15 55 11 
Spanish 20 14 37 26 29 20 25 18 19 13 

Race/Ethnicity 
White (reference) 45 29 41 26 22 14 21 13 19 12 
Hispanic 80 22** 82 23 60 17 61 17 44 12 
African American 22 43 9 18 13 25 6 12 3 6 
Asian/P. Islander 17 31 13 24 10 19 5 9 6 11 
Native Am./Other 13 45 3 10 8 28 6 21 2 7 

Parity 
No live births 115 29 97 25 55 14 53 14 49 13 
1+ live births 62 24 51 20 58 23** 46 18 25 10 

Total 177 27 148 23 113 17 99 15 74 11 

*p<.05; **p<.01; ***p<.001. Tests of statistical difference were conducted using the Chi-square test or logistic
regression for groups more than two. Differences were not calculated for cell values less than 5. 
Respondents could mention more than one reason; excludes 1 missing response, female clients who reported being 
pregnant, those who had never heard of IUC, those who are currently on a permanent method, and those who would 
consider using IUC. 
Source: 2012 Family PACT Client Exit Interview. 

Knowledge and Consideration of Contraceptive Implant. Among female respondents 
who were not current implant users, 39% (n=480) had heard of the method (not shown). 
Less than a quarter (24%) of respondents who had heard of the implant said that they 
would consider using it. Of the 703 women who left with a contraceptive method, 98% 
left with a method other than an implant, with slightly less than 2% (n=13) leaving with 
an implant. Since this method was introduced as a Family PACT benefit in 2007, we do 
not have enough information to assess changes over time. 

Client Wanted to Discuss Implant. Overall, three percent (n=40) of non-pregnant female 
respondents said they wanted to talk about contraceptive implants at their visit. 
Significantly more current implant users wanted to discuss implants at the visit 
compared to non-users (74% versus 2%). 

Provider Discussed Implant. A 2008 Clinical Practice Alert14 aimed to educate providers 
about the contraceptive implant by informing them about the appropriate delivery 
practices. Five percent (5%) of female clients said their provider had discussed the 
implant with them (Table 41). More current implant users said their providers discussed 
this method with them compared to non-users (74% versus 3%).  According to clients, a 
higher percentage of Public Sector providers than Private Sector (6% versus 2%), and 

14
 Clinical Practice Alert, Implanon

TM 
Contraceptive Implant, July 2008, http://www.familypact.org/Providers/clinical-

practice-alerts/Implanon_July%202008ADA.pdf 
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Family Planning/Women’s Health providers, compared to Primary Care/Multi-Specialty 
providers, discussed implants (6% versus 2%). 

Table 41. Comparisons between clients’ intentions to discuss implants and their reports that 
the provider discussed implants, among females, by client and provider 
characteristics (n=1,273) 

Client and Provider Characteristics 

Client Wanted to Discuss 
Implant 

Client Reported that 
Provider Discussed 

Implant 

n % n % 

Age 
19 and under 10 4 16 7 
20 and over 30 3 46 4 

Provider Sector 
Private 6 2 8 2 
Public 34 4 54 6** 

Provider Specialty 
Family Planning/Women’s Health 33 4 55 6** 
Primary Care/Multi-Specialty 7 2 7 2 

Client Status 
New 7 3 51 5 
Established 33 3 11 5 

Current Implant User 
Yes 20 74*** 20 74*** 
No 20 2 42 3 

Parity 
No live births 24 3 37 5 
1+ live births 16 3 25 5 

Total 40 3 62 5 

**p<.01; ***p<.001. Tests of statistical difference were conducted using the Chi-square test. 
Excludes pregnant clients and clients attempting pregnancy at the time of the interview. 
Source: 2012 Family PACT Client Exit Interview.

Reasons for Not Using Implant. When asked why they were currently not using a 
contraceptive implant, more than a third (35%) of respondents stated that they didn’t 
want a foreign object in their body, and a quarter (25%) said that they were happy with 
their current method (Table 42). Of those who stated either of these top two reasons, 
71% were already using either a high or medium-efficacy method (not shown). Fear of 
pain (14%), other side effects (13%), and lack of knowledge (13%) were also important 
factors for respondents. This question also produced a myriad of other responses, 
including having friends with bad experiences; and many misconceptions, such as “I 
think I would lose the right to other medical services like Pap tests to make sure my 
cervical cancer doesn’t recur,” “It takes longer to get pregnant once you take it out,” “It 
would be an ordeal to get out,” “Because I don’t have kids,” and “It’s sort of surgical to 
insert.”  
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Table 42.  Reasons for not using implant, among female clients a (n=401)  

Reason n % 

Don’t want foreign object in body
b

139 35% 

Happy with current method 100 25% 

Fear of pain / pain on insertion 58 14% 

Afraid of other side effects 54 13% 

Don’t know enough about it 52 13% 

Don’t think implant protects from pregnancy 10 2% 

Plan to get pregnant soon 8 2% 

Fear of infertility 8 2% 

Fear of bleeding 6 1% 

Used it before and did not like it 5 1% 

Doctor said it’s not right for me 4 1% 

Other 34 8% 

Total 401 100% 
a 

Respondents could mention more than one reason. Clients who reported being pregnant, those who 

had never heard of the implant, those who are currently on a permanent method and those who would 
consider using the implant were excluded from analyses. 
b 

Top five reason in bold. 

Source: 2012 Family PACT Client Exit Interview. 

Table 43 shows the age, language and racial/ethnic distributions for the top five reasons 
women gave for not using the contraceptive implant. Clients interviewed in English were 
more than twice as likely as Spanish-speakers to state that they did not want a foreign 
object in their bodies (38% versus 15%). White respondents (41%) were more likely 
than Hispanics (27%) to state that they did not want a foreign object in their bodies, 
whereas Native American/Other groups were more likely than Whites to say they did not 
want a foreign object in their bodies (58% versus 41%). 
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Table 43.  Top five reasons women are not using implants, client characteristics (n=401) 

Client 
Characteristics 

Don’t Want 
Foreign 

Object in 
Body 

Happy with 
Current 
Method 

Fear of Pain/ 
Pain on 

Insertion 

Afraid of 
Other Side 

Effects 

Don’t Know 
Enough 
About It 

n % n % n % n % n % 

Age 
19 and under 21 30 13 19 12 17 8 12 9 13 
20 and over 118 36 87 26 46 14 46 14 43 13 

Interview Language 
English 130 38*** 82 24 51 15 45 13 41 12 
Spanish 9 15 18 31 7 12 9 15 11 19 

Race/Ethnicity 
White 46 41 27 24 9 8 13 12 14 13 
Hispanic 53 27** 54 27 32 16 29 15 25 13 
African American 8 29 7 25 7 25 4 14 4 14 
Asian/P. Islander 18 45 9 23 6 15 5 13 7 18 
Native Am./Other 14 58* 3 13 4 17 3 13 2 8 

Parity 
No live births 93 37 63 25 35 14 30 12 33 13 
1+ live births 46 30 37 24 23 15 24 16 19 13 

Total 139 35 100 25 58 14 54 13 52 13 

*p<.05; **p<.01; ***p<.001. Tests of statistical difference were conducted using the Chi-square test or logistic
regression for groups more than two. Differences were not calculated for cell values less than 5. 
Respondents could mention more than one reason; excludes female clients who reported being pregnant, are 
currently on a permanent method and who would consider using an implant. 
Source: 2012 Family PACT Client Exit Interview. 

SEXUALLY TRANSMITTED INFECTION SERVICES 

Client Asked if They Had an STI in Past 12 Months. Overall, there were no differences 
in clients asked about having an STI in the past year by client status, age, ethnicity, 
provider specialty or reason for visit. Females, however, were significantly less likely 
than males to have been asked if they had had an STI in the past 12 months (64% 
versus 77%, p<.001, Table 44).  New female clients at Private Sector providers (76%) 
were also significantly more likely than those at Public provider offices (61%), to report 
being asked about their STI history. A lower proportion of Asian/Pacific Islander females 
reported being asked about their STI history compared to White females.  Established 
male clients were significantly more likely than new males to have been asked about 
their STI history at this visit (85% versus 69%, p<.05) and this difference was observed 
across age, race/ethnicity, provider characteristics, and reason for visit.  In contrast, 
there was no difference in the percentage asked STI history by client status among 
female clients.  

 Changes from 2003-2012. The percentage of female clients who said they were
asked if they had had an STI in the past 12 months increased significantly since
2003, from 43% to 60% in 2012. The percentage of male clients who said they were
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 asked about their STI history also increased significantly from 48% in 2003 to 77% in
2012 (Figure 10). Provider education efforts on STI assessment may have
contributed to this increase.

Figure 10. Trend in percentage of clients asked about STI in past 12 months, 2003, 2007 and 
2012, by gender 
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***p<.001 (differences between 2003 and 2012)  
Source: 2003, 2007 and 2012 Family PACT Client Exit Interview.
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Table 44.  Client was asked if had an STI in past 12 months, by client and provider characteristics (n=1,401) 

Client and Provider Characteristics 

Female Male 

New Established Total New Established Total 

(n=249) (n=988) (n=1,237) (n=84) (n=80) (n=164) 

n % n % n % n % n % n % 

Age (years) 
19 and under 49 63 104 67 153 66 11 69 5 71 16 70 
20-25 46 61 243 62 289 61 19 66 23 88 42 76 
26-30 27 69 118 61 145 63 9 60 15 79 24 71 
Over 30 (reference) 42 75 159 65 201 67 19 79 25 89 44 85 

Race/Ethnicity 
White (reference) 30 64 136 63 166 63 8 80 9 90  17 75 
Hispanic 105 70 368 64 473 65 44 70 42 81 86 85 
African American 8 67 43 66 51 66 2 50 7 88 9 75 
Asian/Pacific Islander 13 48 46 56 59 54* 1 33  4 100 5 71 
Native American/Other 8 67  31 63  39 64 3 75 6 100 9 90 

Provider Sector 
Private 61 76* 170 62 231 65 38 73 36 82 74 77 
Public 103 61 454 64 557 63 20 63 32 89 52 76 

Provider Specialty 
Family Planning/Women’s Health 118 67 481 66 599 66 24 65 32 89 56 77 
Primary Care/Multi-Specialty 46 63 143 56 189 57 34 72 36 82 70 77 

Reason for Visit
§

Annual Exam/Checkup/Pap 42 81 126 65 168 68 19 79 16 80 35 80 
Unprotected Sex (including STI 

check/treatment, pregnancy test and 53 64 170 65 225 64 35 67 33 80 69 73 

19 70 88 61 107 63 11 79 11 79 22 79 
EC) 

Had symptoms 
Contraceptives, Follow-up, and 
Other 

90 65 376 63 466 63 8 57 25 96 33 83 

Total 164 66 624 63 788 64 58 69 68 85* 126 77*** 

*p<.05; ***p<.001. Excludes 97 “don’t know” responses. Tests of statistical difference were conducted using the Chi-square test or logistic regression for groups more
than two. Statistical tests for the total row were performed comparing new vs. established females, new vs. established males, and female vs. male totals. Differences 
were not calculated for cell values less than 5.  
§ Client could report reasons from more than one category; therefore tests of statistical significance were not performed.
Source: 2012 Family PACT Client Exit Interview.
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STI Testing.   The proportion of clients tested for an STI was highest among clients who 
came in for an annual exam/checkup/pap test or unprotected sex (including STI 
check/treatment, pregnancy test, and emergency contraception) across gender and 
client status groups.  A significantly higher percentage of males reported having been 
tested at their visit than females (78% versus 49%, Table 45). New female clients were 
significantly more likely to be tested than established female clients (62% versus 45%). 
A similar difference was observed among male clients, with significantly more new male 
clients who reported being tested for an STI compared to established male clients (84% 
versus 71%). Among female clients, a significant proportion of those age 19 and under 
reported being tested for an STI compared to those over age 30 (55% versus 45%). 
Although trends indicate that the youngest males and females have the highest STI 
testing proportion, 70% of new female clients over age 30 reported being tested for an 
STI compared to 60% of new female clients age 19 and under.  A significantly lower 
proportion of Hispanic females reported STI testing compared to White females (46% 
vs. 52%). Of the female clients who came in with a potential STI exposure, e.g., 
unprotected sex, seeking an STI check, pregnancy test or EC, 62% reported that they 
were tested for an STI, compared to 98% of male clients who came in with a potential 
STI exposure (Table 45). There were no significant differences in the proportion 
reporting STI testing at the visit by provider sector or provider specialty.  

Table 46 shows the types of STI test reported by clients. Nearly three-quarters of 
females and males reported being tested for chlamydia (72% and 76%, respectively). 
Males were more likely to report being tested for gonorrhea (77% versus 67%) and 
syphilis (39% versus 18%) as compared with females.  

 Changes from 2007-2012. The percentage of female clients who reported being
tested for an STI increased from 37% in 2007 to 49% in 2012 (p<.001) (Figure 11).
Fewer clients in 2012 than in 2007 reported being told that positive test results must
be reported (36% versus 56% of females, p<.01; 42% versus 59% of males, p<.05).
Of females who came for an annual exam and reported an STI test in 2012, 39%
reported they were tested for chlamydia, compared to 62% in 2007 (not shown).
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Figure 11. Percentage of clients tested for an STI (based on self-report), told positive STI tests 
are reported, and told how to take STI medication, 2007 and 2012. 

*p<.05; **p<.01; ***p<.001
†

Among clients who were tested for an STI on the day of the interview (2007: n=611, 2012: n=760).
‡ 

Among clients who were treated for an STI on the day of the interview (2007: n=134, 2012: n=114).

Source: 2007 and 2012 Family PACT Client Exit Interview. 
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Table 45.  Proportion of clients tested for STIs at visit, by client and provider characteristics (n=1,462) 

Client and Provider Characteristics 

Female Male 

New Established Total New Established Total 

(n=251) (n=1,037) (n=1,288) (n=88) (n=86) (n=174) 

n % n % n % n % n % n % 

Age (years) 
19 and under 47 60 86 52* 133 55* 16 94 4 50 20 80 
20-25 49 62 194 47 243 50 28 90 22 76 50 83 
26-30 21 53 90 43 111 45 13 87 16 80 29 83 
Over 30 (reference) 38 70 100 40 138 45 17 68 19 66 36 67 

Race/Ethnicity 
White (reference) 29 58 121 51 150 52 10 83 9 82 19 83 
Hispanic 93 62 245 42* 338 46* 54 84 42 76 96 81 
African American 7 54 38 54 45 54 4 100 5 56 9 69 
Asian/Pacific Islander 18 67 38 42 56 48 2 67 2 40 4 50 
Native American/Other 8 73 28 55 36 58 4 80 3 50 7 64 

Provider Sector 
Private 57 70 103 38 160 45 41 79 31 67 72 73 
Public 98 58 367 48** 465 50 33 92 30 75 63 83 

Provider Specialty 
Family Planning/Women’s Health 101 57 361 46 462 48 36 88 29 73 65 80 
Primary Care/Multi-Specialty 54 72* 109 42 163 49 38 81 32 70 70 75 

Reason for Visit
§

Annual Exam/Checkup/Pap 40 80 122 62 162 66 21 91 17 77 38 84 
Unprotected Sex (including STI 

check/treatment, pregnancy test and 60 71 177 61 237 62 54 100 40 95 94 98 

16 59 69 49 85 50 12 80 13 81 25 81 
EC) 

Had symptoms 
Contraceptives, Follow-up, and Other 77 55 241 39 318 42 6 38 6 21 12 27 

Total 155 62*** 470 45 625 49 74 84* 61 71 135 78*** 

*p<.05 **p<.01 ***p<.001
Note: Statistical tests for the total row were performed comparing new vs. established females, new vs. established males, and female vs. male totals. 
§ Client could report reasons from more than one category; therefore tests of statistical significance were not performed.
Source: 2012 Family PACT Client Exit Interview.
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Table 46.  Type of STIs client was tested for, by gender (n=760) 

Sexually Transmitted Infection 
Female Male 

n % n % 

Chlamydia 451 72 102 76 
Gonorrhea 420 67 104 77*** 
HIV/AIDS 279 45 100 74* 
Syphilis 113 18 52 39*** 
Human papilloma virus (HPV) 34 5 8 6 
Genital herpes 29 5 7 5 
Trichomoniasis 18 3 3 2 
Other pathogens (including NGU) 17 3 1 <1 

*p<.05; ***p<.001. Tests of statistical difference were conducted using the Chi-square test. Differences were not
calculated for cell values less than 5.  
Source: 2012 Family PACT Client Exit Interview. 

Provider Communication Reported Among Clients Tested for STIs. Thirty-six percent 
(36%) of female clients and 42% of male clients tested for an STI reported being told 
that the provider was mandated to report results to the local health jurisdiction (Table 
47). Among those tested for reportable STIs (Chlamydia, Gonorrhea, HIV and Syphilis), 
39% of female clients, and 43% of male clients said they were told of reporting 
requirements (not shown). Male clients tested for an STI were significantly more likely 
than female clients to discuss with provider the need for partner to be tested or treated 
(31% versus 15%, Table 47). For both female and male clients tested for STIs, those 
ages 19 and under were more likely than those over age 30 to report being told about 
the need for their partner to be tested or treated (22% versus 11% for females, 55% 
versus 21% for males, p<.05, not shown). Fifty-eight percent (58%) of female clients 
and 67% of male clients tested for an STI said they received condoms or a prescription 
for condoms. New female clients were significantly more likely to report receiving 
condoms or a prescription for condoms than established female clients (68% versus 
52%). 

Table 47.  Other services received among clients reporting STI tests at visit (n=760) 

Other Services 
Received 

Female Male 

New Established Total New Established Total 

(n=155) (n=470) (n=625) (n=74) (n=61) (n=135) 

n % n % n % n % n % n % 

Provider Discussed Need 
for Partner to be 
Tested/Treated for STI 

35 23* 68 15 103 17 21 29 20 34 41 31*** 

Provider Discussed that 
Positive Tests are 
Reported to the Local 
Public Health Department 

64 42 161 35 225 36 35 49 20 34 55 42 

Received Condoms or a 
Prescription for Condoms 

104 68** 254 52 358 58 50 68 40 66 90 67 

*p<.05; **p<.01; ***p<.001. Tests of statistical difference were conducted using the Chi-square test comparing new
vs. established females, new vs. established males, and female vs. male totals. 
Source: 2012 Family PACT Client Exit Interview. 
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STI Treatment. Male clients were significantly more likely than female clients (17% 
versus 6%, p<.001) to be given medication or a prescription to treat an STI on the day 
of the interview (Table 48). Among female clients, there were no significant differences 
by age group, or provider sector. However, established African-American females were 
more likely than their White counterparts to report receiving STI treatment. Female 
clients seeking services at a Family Planning/Women’s Health provider were more likely 
to receive STI treatment than females seeking services at Primary Care/Multi-Specialty 
providers (7% versus 3%). This difference by provider specialty was also observed and 
more pronounced among male clients (27% versus 8%). A significantly higher 
percentage of male respondents seen at Public provider sites reported receiving STI 
treatment, compared to clients seen at Private providers (30% versus 7%, p<.01).  

STI Treatment According to Claims. Most (84%) clients who self-reported receiving STI 
treatment according to claims, had a claim for treatment. Of those who self-reported 
being dispensed STI treatment onsite, 87% had a claim for treatment, compared to 68% 
of those who received an STI treatment prescription only (Table 49). 

About half (48%) of clients who reported an STI-related reason for visit (symptoms, STI 
check, vaginal Infection, or urinary tract infection) had a claim for STI treatment. Female 
clients in this group (55%) were more likely than male (30%) clients to have an STI 
treatment claim; clients over age 20 were more likely to have an STI treatment claim 
(50%) than younger clients (41%, Table 50). 
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Table 48.  Percentage of clients received medication or a prescription to treat an STI, by client and provider characteristics (n=1,498) 

Client and Provider 
Characteristics 

Female Male 

New Established Total New Established Total 

(n=251) (n=1,065) (n=1,322) (n=88) (n=86) (n=176) 

n % n % n % n % n % n % 

Age (years) 
19 and under 4 5 15 9 19 8 1 6 1 13 2 8 
20-25 2 3 29 7 31 6 9 29*** 5 17 14 23 
26-30 3 8 13 6 16 6 2 13 4 20 6 17 
Over 30 (reference) 4 7 14 5 18 6 2 8 6 20 8 14 

Race/Ethnicity 
White (reference) 2 4 20 8 22 7 2 17 3 27 5 22 
Hispanic 9 6 32 5 41 5 9 14 11 20 20 17 
African American 1 8 10 14* 11 13* 2 50 2 22 4 30 
Asian/Pacific Islander 1 4 6 7 7 6 0 0 0 0 0 0 
Native American/Other 0 0 3 6 3 5 1 20 0 0 1 9 

Provider Sector 
Private 2 2 16 6 18 5 4 8 3 6 7 7 
Public 11 6 55 7 66 7 10 28* 13 33** 23 30*** 

Provider Specialty 
Family Planning/ 
Women’s Health 

11 3 62 8* 73 7** 10 24* 12 30** 22 27*** 

Primary Care/ 
Multi-Specialty 

2 6 9 3 11 3 4 8 4 9 8 8 

Reason for Visit
§

Annual 
Exam/Checkup/Pap 

3 6 14 7 17 7 3 13 2 9 5 11 

Unprotected Sex (including 
STI check/treatment, 4 5 25 8 29 8 9 17 10 23 19 20 

4 14 19 13 23 13 5 33 8 47 13 41 
pregnancy test and EC) 

Had symptoms 
Contraceptives, Follow-up,
and Other 

3 2 32 5 35 4 2 12 0 0 2 44 

Total 13 5 71 7 84 6 14 16 16 19 30 17*** 

*p<.05; **p<.01; ***p<.001. Tests of statistical difference were conducted using the Chi-square test or logistic regression for groups more than two.
Statistical tests for the total row were performed comparing new vs. established females, new vs. established males, and female vs. male totals. 
Differences were not calculated for cell values less than 5. 
§ Client could report reasons from more than one category; therefore tests of statistical significance were not performed.
Source: 2012 Family PACT Client Exit Interview. 
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Table 49.  STI treatment according to claims 

Self-Reported (CEI) STI Treatment Provided: 

Onsite or 
Pharmacy 

Claim 
No Claim Total 

n % n % n % 

Treatment dispensed on-site 55 87 8 13 63 5 

Treatment prescribed 19 68 9 32 28 2 

Treatment dispensed on-site and prescribed 13 100 0 0 13 1 

Total 87 84 17 16 104 8 

Includes treatment for UTI, Candidiasis, BV, Trich, NGU, Genital Herpes, Genital Warts, Chlamydia, Gonorrhea, 
Syphilis, PID, and Onsite Drug Dispensing Code Z7610. 
Source: 2012 Family PACT Client Exit Interview and claims data current through January, 2013. 

Table 50. Among clients with an STI-related reason for visit, STI treatment according to claims, 
by gender and age group 

Gender 

Ages 20 and under 
(n=76, 27%) 

Over age 20 
(n=205, 73%) 

Total  
(n = 281, 100%) 

On-site or 
Pharmacy 

Claim 

No  
Claim 

Onsite or 
Pharmacy 

Claim 

No  
Claim 

Onsite or 
Pharmacy 

Claim 

No  
Claim 

n % n % n % n % n % n % 

Female (n=198, 70%) 26 46 31 54 83 59 58 41 109 55 89 45 

Male (n=83, 30%) 5 26 14 74 20 31 44 69 25 30 58 70 

Total 31 41 45 59 103 50 102 50 134 48 147 52 

Includes treatment for UTI, Candidiasis, BV, Trich, NGU, Genital Herpes, Genital Warts, Chlamydia, Gonorrhea, 
Syphilis, PID, and Onsite Drug Dispensing Code Z7610. 
Source: 2012 Family PACT Client Exit Interview and claims data current through January, 2013.

Other Services Received by Clients Reporting STI Treatment. Of the 114 clients 
treated, about three-quarters of females and males reported that they were tested and 
treated that same day, (74% versus 73%), an indicator of presumptive treatment (not 
shown). Compared to female clients (41%) who were treated for an STI, a significantly 
higher percentage of male clients (62%) reported discussing the need for their partner 
to be tested and/or treated at their visit (Table 51). Nearly two-thirds of female and male 
clients treated for an STI received condoms or a prescription for condoms at their visit 
(61% and 63% respectively). 
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Table 51.  Other services received among clients reporting STI treatment at visit (n=114) 

Client and Provider 
Characteristics 

Female Male 

New Established Total New Established Total 

(n=13) (n=71) (n=84) (n=14) (n=16) (n=30) 

n % n % n % n % n % n % 

Provider Discussed Need for 
Partner to be Tested/Treated 
for STI 

6 46 28 39 34 41 9 69 9 56 18 62* 

Provider Discussed that 
Positive Tests are Reported 
to the Public Health 
Department 

6 46 21 30 27 33 7 54 5 31 12 41 

Received Condoms or a 
Prescription for Condoms 

7 58 35 49 42 61 9 64 10 63 19 63 

*p<.05. Tests of statistical difference were conducted using the Chi-square test comparing new vs. established
females, new vs. established males, and female vs. male totals. 
Source: 2012 Family PACT Client Exit Interview 

STI Prevention. Significantly more male respondents said they received condoms or a 
prescription for condoms at the visit than female respondents (62% versus 50%) 
(Table52). For both females and males, adolescents were more likely to report receiving 
condoms than those over age 30 (66% versus 49% for females, 92% versus 54% for 
males). Conversely, those ages 26-30 were significantly less likely to receive condoms 
or a prescription for condoms than those over 30 (44% versus 49% for females, 43% 
versus 54% for males). Female clients were more likely to receive condoms or a 
prescription for condoms at Family Planning/Women’s Health providers than at Primary 
Care/Multi-Specialty providers. Among clients tested for an STI, 58% of females and 
67% of males said they received condoms or a prescription for condoms (Table 52). 
About the same percentage of females (61%) and males (63%) who were treated for an 
STI received condoms. 

 Changes from 2007-2012. There was an increase in the percentage of female
clients who reported receiving condoms at the visit between 2007 and 2012: (44%
versus 50%, p<0.001). However, the percentage of males who received condoms
decreased, but not significantly, from 71% in 2007 to 62% in 2012 (not shown).
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Table 52. Client received condoms or prescription for condoms at current visit, by client and 
provider characteristics 

Client and Provider 
Characteristics 

Female Male 

New Established Total New Established Total 

(n=251) (n=1,060) (n=1,314) (n=88) (n=87) (n=175) 

n % n % n % n % n % n % 

Age (years) 
19 and under 57 72* 106 63*** 163 66*** 14 88 8 100 22 92** 
20-25 47 60 188 44* 235 47* 21 68 20 69 41 68 
26-30 21 53 89 42* 110 44* 5 33* 10 50 15 43** 
Over 30 (reference) 34 61 120 46 154 49 17 65 13 43 30 54 

Race/Ethnicity 
White (reference) 29 58 104 43 133 45 7 58 3 27 10 43 
Hispanic 93 61 306 51* 399 53 42 66 37 66 79 64 
African American 9 75 31 42 40 47 3 75 5 56 8 62 
Asian/Pacific 
Islander 

19 68 38 43 57 49 2 67 3 60 5 63 

Native 
American/Other 

9 75 24 45 33 51 3 60 3 50 6 55 

Provider Sector 
Private 48 58 113 41 161 44 34 65 27 57 61 62 
Public 111 65 390 50** 501 53** 23 64 24 60 47 62 

Provider Specialty 
Family Planning/ 
Women’s Health 

121 68* 402 50*** 523 54*** 27 66 24 60 51 63 

Primary Care/ 
Multi-Specialty 

38 51 101 39 139 41 30 64 27 57 57 61 

Reason for Visit
a

32 64 103 52 135 54 15 63 13 59 28 61 

59 69 166 56 225 59 41 76 27 63 68 70 

12 43 54 36 66 37 7 47 5 29 12 38 

Annual 
Exam/Checkup/Pap 
Unprotected 
Sex(including STI 
check/treatment, 
pregnancy test and 
EC) 
Had symptoms 
Contraceptives, 
Follow-up, and 
Other 

91 65 315 49 406 52 8 50 16 57 24 55 

Total 159 63*** 503 47 662 50 57 65 51 59 108 62** 

*p<.05; **p<.01; ***p<.001. Tests of statistical difference were conducted using the Chi-square test or logistic
regression for groups more than two. Statistical tests for the total row were performed comparing new vs. established 
females, new vs. established males, and female vs. male totals. Differences were not calculated for cell values less 
than 5. 
a
 Client could report reasons from more than one category; therefore tests of statistical significance were not 

performed.  
Source: 2012 Family PACT Client Exit Interview. 

HIV Testing. The CDC recommends that all adults ages 13-64 know their HIV status 
and have one HIV screening test as part of routine clinical care offered in a variety of 
health-care settings, including family planning visits.  A 2008 Clinical Practice Alert on 
HIV screening and family planning services recommends initial screening for HIV 
infection for all clients aged 13–64 years and annual screening for those at high risk of 
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acquisition of HIV infection.  All clients, regardless of whether they knew their HIV status 
were asked whether they had been offered an HIV test. Among new clients, males were 
more likely to have been offered an HIV test the day of the visit than female clients 
(74% versus 59%, p<.01) (Table 53). There were no statistically significant differences 
in HIV test offer by age, race/ethnicity, provider sector, or provider specialty or whether 
the client had received STI treatment that day. There were significant differences in the 
type of HIV test (standard or rapid) offered to new clients, with more male clients being 
offered a regular HIV test as compared to new female clients (42% versus 18%) 
(Table54). These differences may be related to differences in provider sector and 
provider specialty. For both new female and new male clients, Private Sector providers 
were significantly more likely to offer regular HIV tests compared to Public Sector 
providers. Among new female clients, Hispanics were significantly more likely to be 
offered a regular HIV test, compared to their White counterparts (23% versus 8%) and 
significantly less likely to be offered a rapid HIV test (12% versus 24%). Clients who 
were not offered an HIV test were asked if they would have accepted testing had the 
test been offered. Sixty percent (60%) of new female clients and 55% (n=11) of new 
male clients said they would have accepted, four females said maybe, and 36% of 
females and 45% of males would have declined testing (Table 55). 
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Table 53. Report of HIV Test offered, among new clients, by client and provider characteristics 
(n=334) 

Client and Provider Characteristics 

HIV Test Offered HIV Test Not Offered 

Female Male Female Male 

n % n % n % n % 

Age (years) 
19 and under 45 58 14 82 33 42 3 18 
20-25 42 56 23 74 33 44 8 36 
26-30 21 54 9 64 18 46 5 36 
Over 30 (reference) 37 67 18 72 18 33 7 28 

Race/Ethnicity 
White (reference) 23 50 10 91 23 50 1 9 
Hispanic 88 59 45 70 60 41 19 30 
African American 8 62 3 75 5 38 1 25 
Asian/Pacific Islander 19 68 2 67 9 32 1 33 
Native American/Other 7 58 4 80 5 42 1 20 

Provider Sector 
Private 52 65 36 69 28 35 16 31 
Public 93 56 28 80 74 44 7 20 

Provider Specialty 
Family Planning/Women’s Health 101 58 32 80 73 42 8 20 
Primary Care/Multi-Specialty 44 60 32 68 29 40 15 32 

Reason for Visit
a

Annual Exam/Checkup/Pap 34 69 21 91 15 31 2 9 
Unprotected Sex (including STI 

check/treatment, pregnancy test 55 65 42 79 30 35 11 21 

15 56 10 67 12 44 5 33 
and EC) 

Had symptoms 
Contraceptives, Follow-up, and Other 72 54 6 38 62 46 10 62 

STI Treatment 
Receiving Treatment 7 54 11 79 6 46 3 21 
Not Receiving Treatment 138 59 53 73 96 41 20 27 

Total 145 59 64 74** 102 41** 23 26 

**p<.01. Tests of statistical difference were conducted using the Chi-square test or logistic regression for groups more 
than two.  Differences were not calculated for cell values less than 5. Twelve new clients did not know if they were
offered an HIV test. 
a 

Client could report reasons from more than one category; therefore tests of statistical significance were not 

performed.  
Source: 2012 Family PACT Client Exit Interview. 
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Table 54.  Type of HIV test offered to new clients, by client and provider characteristics (n=209) 

Client and Provider 
Characteristics 

Female Male 

Standard 
HIV Test 

Rapid 
HIV Test 

Type 
Unknown 

Standard 
HIV Test 

Rapid 
HIV 
Test 

Type 
Unknown 

n % n % n % n % n % n % 

Age (years) 
19 and under 17 22 12 15 16 20 8 47 1 6 5 29* 
20-25 12 15 17 21 13 16 10 32 7 23 6 19 
26-30 6 15 11 28 4 10 4 27 4 27 1 7 
Over 30 (reference) 10 17 9 16 18 31 15 58 2 8 1 4 

Race/Ethnicity 
White (reference) 4 8 12 24 7 14 3 25 6 50 1 8 
Hispanic 35 23* 18 12*** 35 23 31 48 5 8 9 14 
African American 1 8 5 38 2 15 2 50 0 0 1 25 
Asian/Pacific Islander 4 14 9 32 6 21 0 0 1 33 1 33 
Native American/Other 4 8 5 42 1 8 1 20 2 40 1 20 

Provider Sector 
Private 26 31*** 2 2 24 28* 29 55** 0 0 7 13 
Public 19 11 47 27 27 16 8 22 14 39 6 17 

Provider Specialty 
Family Planning/ 

Women’s Health 
29 16 41 23* 31 17 12 29 13 32 7 17 

Primary Care/ 
Multi-Specialty 

16 21 8 10 20 26 25 52* 1 2 6 13 

Reason for Visit
a

Annual Exam/ 
Checkup/Pap 

9 17 10 19 15 28 16 67 0 0 5 21 

Unprotected Sex 
(including STI 
check/treatment, 
pregnancy test and 
EC) 

16 19 22 26 17 20 24 44 11 20 7 13 

Had symptoms 4 15 5 18 6 21 5 33 3 20 2 13 
Contraceptives, 

Follow-up, and Other 
26 18 29 21 17 12 4 24 1 6 1 6 

STI Treatment 
Receiving Treatment 0 0 4 31 3 23 3 21 3 21 5 36** 
Not Receiving 

Treatment 
45 18 45 18 48 20 34 45 11 15 8 11 

Total 45 18 49 19 51 20 37 42*** 14 16 13 15 

*p<.05 **p<.01 ***p<.001. Tests of statistical difference were conducted using the Chi-square test or logistic
regression for groups more than two.  Tests were performed comparing female vs. male totals. Differences were not 
calculated for cell values less than 5. 
a
 Client could report reasons from more than one category; therefore tests of statistical significance were not 

performed. 
Source: 2012 Family PACT Client Exit Interview. 
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Table 55. New clients who were not offered or did not receive an HIV Test, who would have 
taken an HIV test if it had been offered, by client and provider characteristics 
(n=117a) 

Client and Provider Characteristics 

Female Male 

Yes No Yes No 

n % n % n % n % 

Age (years) 
19 and under 19 59 13 41 2 100 0 0 
20-25 19 59 9 28 4 57 3 43 
26-30 11 65 6 35 2 50 2 50 
Over 30 (reference) 9 56 7 44 3 43 4 57 

Race/Ethnicity 
White (reference) 13 59 7 32 1 100 0 0 
Hispanic 40 71 15 27 10 63 6 68 
African American 3 60 2 40 0 0 1 100 
Asian/Pacific Islander 0 0 8 89 0 0 1 100 
Native American/Other 2 40 3 60 0 0 1 100 

Provider Sector 
Private 16 64 8 32 7 54 6 46 
Public 42 58 27 38 4 57 3 43 

Provider Specialty 
Family Planning/Women’s Health 40 56 28 27 3 38 5 63 
Primary Care/Multi-Specialty 18 69 7 39 8 67 4 33 

Total 58 60 35 36 11 55 9 45 
a 

Four respondents did not respond. Four new female respondents responded “Maybe.” 
Note: Statistical tests were performed comparing female vs. male totals. Tests were not completed for cell values 
less than 5. 
Source: 2012 Family PACT Client Exit Interview. 

STI Clients’ Contraceptive Use: For many Family PACT clients, STI services may serve 
as a gateway to family planning care. Some clients may initially seek services for STI 
care but end their visit with a contraceptive method in hand. After excluding clients who 
were pregnant/seeking pregnancy and males, 47 new female clients’ reasons for visit 
were exclusively STI-related.  Among these new clients, more women were using a 
medium- or high-efficacy method at the end of their visit; fewer were using no method or 
a low-efficacy method (Table 56).  Established clients seeking exclusively STI-related 
services were also more likely to end their visit with a more effective method than they 
came in with. 
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Table 56.  Female STI clients’ contraceptive use before and after their visit by client status 

Method Efficacy 

New Female Clients Established Female Clients 

Before Family 
PACT Visit 

After Family 
PACT Visit 

Before Family 
PACT Visit  

After Family 
PACT Visit 

n % n % n % n % 

No Method 10 21 7 15 14 7 8 4 
Low-Efficacy 23 49 20 43 73 38 66 36 
Medium-Efficacy 9 19 15 32 91 48 95 51 
High-Efficacy  5 11 5 11 13 7 16 9 

Total 47 100 47 100 191 100 185 100 
Source: 2012 Family PACT Client Exit Interview. 

PROVIDER EFFORTS TO ENSURE CLIENT UNDERSTANDING 

A key component of service quality is the interaction between clients and providers. 
Family PACT providers are responsible for informing their clients of their rights and 
options, and the services that may be available to them and their partners as set forth in 
the Family PACT Program Standards. Providers may also exert a strong influence on 
the initial adoption, effective use, and continuation of contraceptive methods. 

Provider Explained Services. Sixty-eight percent (68%) of clients said they were told 
about the services they could receive with their Family PACT HAP card (Table 57). 
Adolescent clients were more likely to report being informed of Family PACT services 
than adult clients (74% versus 67%). A higher percentage of clients seen by Primary 
Care/Multi-Specialty providers had Family PACT services explained to them than those 
seen by Family Planning/Women’s Health providers (73% versus 66%); the same was 
true for Private Sector clients (72%), as compared to Public Sector clients (66%). 
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Table 57. Provider explained Family PACT services, by client and provider characteristics 
(n=1,498) 

Client and Provider Characteristics n % 

Age 
19 and under 200 74* 
20 and over 818 67 

Gender 
Female 905 68 
Male 113 64 

Interview Language 
English 766 67 
Spanish 252 70 

Race/Ethnicity 
White (reference) 209 66 
Hispanic 617 70 
African American  59 60 
Asian/Pacific Islander 78 62 
Native American/Other 55 72 

Provider Sector 
Private 334 72* 
Public 684 66 

Provider Specialty 
Family Planning/Women’s Health 700 66 
Primary Care/Multi-Specialty 318 73* 

Client Status 
New 228 69 
Established 790 66 

Total 1,018 68 

*p<.05. Tests of statistical difference were conducted using the Chi-square test or logistic regression for groups more
than two. 
Source: 2012 Family PACT Client Exit Interview. 

 

 

Since the conversion of the Family PACT 1115 Medicaid family planning demonstration 
waiver to the Medicaid State Plan in 2010, retroactive eligibility became available for 
newly-enrolled Family PACT clients who were eligible for Family PACT up to three 
months before enrolling in the program.15 New clients were also asked if someone at 
the site had told them they could be reimbursed for family planning or reproductive 
health services they had paid for in the past 3 months. Only 5% (n=18) said they had 
been told, with adults being significantly more likely to answer no than adolescents 
(95% versus 89%, p<.05, data not shown).

Confidentiality. One Family PACT Program Standard is the provider’s responsibility to 
adhere to specific confidentiality protections. This requires, not only the protection of all 
client records as stipulated by HIPAA regulations,16 but also that clients’ personal 
privacy and dignity be respected, that clients be informed about confidentiality rights, 
and that all personal information be treated as privileged communication. Client 

15
 http://www.familypact.org/Providers/client-eligibility-enrollment

16
 HIPAA (Health Insurance Portability and Accountability Act), enacted by Congress in 1996, required 

implementation of the Privacy Rule protecting personal health information (PHI) on April 14, 2003. This was followed 
by implementation of the Transactions and Code Sets Rule governing electronic transfer of PHI on October 16, 2003. 
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awareness of the Family PACT confidentiality provisions can serve as an important 
measure of provider’s adherence to confidentiality standards. About 9 in 10 clients 
(90%) were told that information about their visit was confidential (Table 58). Public 
Sector providers and Family Planning/Women’s Health providers were significantly 
more likely to inform clients about the visit being confidential than Private Sector 
providers or Primary Care/Multi-Specialty providers. There were no differences among 
demographic groups. 

Table 58. Client was told that visit information is confidential, by client and provider 
characteristics (n=1,497) 

Client and Provider Characteristics n % 

Age 
19 and under 245 90 
20 and over 1,104 90 

Gender 
Female 1,187 90 
Male 162 92 

Interview Language 
English 1,028 90 
Spanish 321 89 

Provider Sector 
Private 409 88 
Public 940 91* 

Provider Specialty 
Family Planning/Women’s Health 978 92*** 
Primary Care/Multi-Specialty 371 85 

Total 1,349 90 

*p<.05; ***p<.001. Tests of statistical difference were conducted using the Chi-square test.
Excludes 1 missing response. 
Source: 2012 Family PACT Client Exit Interview. 

 Changes from 2003-2012. The percentage of clients who were told that information
about their visit was confidential increased slightly from 88% in 2007 to 90% in 2012
(p<.05), but this percentage was still not as high as the 92% who answered
affirmatively in 2003 (not shown).

Ninety-three percent (93%) of minors were aware prior to their visit that they did not 
need parental or guardian permission to receive Family PACT services (Table 59). Only 
75% of male minor clients said they knew, as compared to 96% of female minors. 

 Changes from 2003-2012. The percentage of clients 17 and younger who knew that
they didn’t need their parent’s permission to get services increased from 86% in
2007 to 93% in 2012, though not significantly. In 2003 this figure was 98% (not
shown).



83 

Table 59. Minors (ages 17 and under) who knew prior to visit that parent/guardian permission 
was not needed, by gender, provider sector, and client status (n=91) 

Client and Provider Characteristics n % 

Gender 
Female 76 96** 
Male 9 75 

Provider Sector 
Private 15 88 
Public 70 95 

Client Status 
New 40 91 
Established 45 96 

Total 85 93 

**p<.01. Tests of statistical difference were conducted using the Chi-square test. 
Source: 2012 Family PACT Client Exit Interview. 

HEALTH ASSESSMENT

Comprehensive reproductive health care includes an assessment of clients’ physical 
and psychosocial health risks. Clients were asked about specific risk factors in the past 
12 months, including interpersonal violence (whether “anyone has been threatening you 
or hurting you physically”), drug, alcohol and tobacco use, diabetes, hypertension, and 
weight gain and loss. Because established clients were asked about experiences with a 
risk assessment at the provider site that they might have filled out within the past year, 
their answers may refer to experiences with other clinicians not seen on the day of the 
interview. For new clients, answers are assumed to refer to their current family planning 
visit that occurred concurrent to the day of their interview. 

Pap Test at Today’s Visit and in the Past Three Years. In 2013, OFP issued an updated 
Clinical Practice Alert regarding cervical cancer screening.17 In this alert, they 
recommend a Pap test starting at the age of 21, then every three years. The program 
stopped covering Pap tests for women under 21 years of age, unless certain criteria are 
met. Nearly a quarter of female clients (23%) reported receiving a Pap test (Table 60). 
Adults (26%), African Americans (28%) and Hispanics (25%) were significantly more 
likely to say they had a Pap test than adolescents (10%) and Whites (17%). Clients 
receiving care through the Private Sector and Primary Care/Multi-Specialty sites were 
more likely to report receiving a Pap test than Public Sector and Family 
Planning/Women’s Health clients (33% versus 19% and 31% versus 20%, respectively). 
Of those who said they did not receive a Pap test at today’s visit, nearly three quarters 
(74%) said they had received one in the past three years, with significant differences by 
age, client status, provider sector and provider specialty.  

17
 Clinical Practice Alert, Update: Cervical Cancer Screening, April 2013, http://www.familypact.org/Providers/clinical-

practice-alerts/CPA_CervicalCancerScreening_20130402_ADA.pdf 
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Table 60.  Client received Pap test, by client and provider characteristics 

Client and Provider Characteristics 

Today 
(n=1,317) 

Past Three Years 
(n=1,012) 

n % n % 

Age 
19 and under 25 10 71 33 
20 and over 276 26*** 673 84*** 

Race/Ethnicity 
White (reference) 51 17 176 72 
Hispanic 191 25* 421 75 
African American 24 28* 47 76 
Asian/Pacific Islander 23 19 60 65 
Native American/Other 12 18 40 75 

Client Status 
New 59 23 107 55 
Established 242 23 637 78*** 

Provider Sector 
Private 120 33*** 214 87*** 
Public 181 19 530 69 

Provider Specialty 
Family Planning/Women’s Health 195 20 557 72 
Primary Care/Multi-Specialty 106 31*** 187 80** 

Total 301 23 744 74 

*p<.05; **p<.01; ***p<.001. Tests of statistical difference were conducted using the Chi-square test or logistic
regression for groups more than two. Today excludes 5 “don’t know” responses. Past Three Years excludes 7 “don’t 
know” responses  
Source: 2012 Family PACT Client Exit Interview. 
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Blood Pressure Taken. Overall, 81% of clients reported their blood pressure had been 
checked during the visit (Table 61). Adult clients were more likely than adolescents to 
say their blood pressure had been taken (83% versus 72%), as were Private Sector 
(87% versus 78%) and Primary Care/Multi-Specialty clients (90% versus 77%). 

Table 61. Blood pressure checked at today’s visit, by client and provider characteristics 
(n=1,498) 

Client and Provider Characteristics n % 

Age 
19 and under 197 72 
20 and over 1,012 83*** 

Gender 
Female 1,074 81 
Male 135 77 

Race/Ethnicity 
White (reference) 253 80 
Hispanic 724 82 
African American 82 82 
Asian/Pacific Islander 96 76 
Native American/Other 54 71 

Client Status 
New 287 83 
Established 922 80 

Provider Sector 
Private 405 87*** 
Public 804 78 

Provider Specialty 
Family Planning/Women’s Health 818 77 
Primary Care/Multi-Specialty 391 90*** 

Total 1,209 81 

***p<.001. Tests of statistical difference were conducted using the Chi-square test or logistic regression for groups 
more than two  
Source: 2012 Family PACT Client Exit Interview. 

Interpersonal Violence Screening. Fifty-three percent (53%) of respondents said that, 
during the past 12 months, a provider had asked them if anyone had threatened or 
physically hurt them (Table 62). According to respondents, clients seeking services at 
Public Sector and Family Planning/Women’s Health providers were significantly more 
likely to have been asked about interpersonal violence (58% and 60%, respectively) 
than clients seen at Private Sector and Primary Care/Multi-Specialty providers (42% 
and 38%, respectively). 
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Table 62. In past 12 months, provider asked client if threatened or physically hurt, by client and 
provider characteristics (n=1,450) 

Client and Provider Characteristics n % 

Age 
19 and under 153 58 
20 and over 620 52 

Gender 
Female 696 54* 
Male 77 46 

Client Status 
New 183 54 
Established 590 53 

Provider Sector 
Private 191 42 
Public 582 58*** 

Provider Specialty 
Family Planning/ Women’s Health 610 60*** 
Primary Care/Multi-Specialty 163 38 

Total 773 53 

*p<.05; ***p<.001. Tests of statistical difference were conducted using the Chi-square test; excludes 48 “don’t know”
responses. 

 Changes from 2003-

Source: 2012 Family PACT Client Exit Interview. 

2012. There was a significant increase in the number of clients
who reported that they were asked if they had been threatened or physically hurt in
the past 12 months, from 36% in 2007 to 53% in 2012 (p<.001). This finding
represents a nearly threefold increase from 2003, when only 14% of clients reported
being asked about having been threatened or physically hurt (p<.001) (not shown).
This finding also reflects well on OFP’s efforts to increase assessment of intimate
partner violence by providers, including implementation of a standardized tool,18 as
well as dissemination of a 2006 Clinical Practice Alert19 on how to develop
procedures for handling issues related to intimate partner violence at Family PACT
sites.

Substance Abuse Screening. Seventy-one percent (71%) of respondents reported that 
a provider asked about their drug and alcohol use (Table 63). A significantly higher 
percentage of men were asked about alcohol and drug use than women. Overall, 78% 
of clients were asked about smoking tobacco. 

18
 Standardized Family PACT Medical History Forms are available at: http://www.familypact.org/Providers/provider-

resources/forms. 
19

 Clinical Practice Alert, Intimate Partner Violence, October 2006. 
http://www.familypact.org/Providers/clinical-practice-alerts/CPA_IPV_10-06_ADA.pdf 
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Table 63. Client and provider characteristics for clients reporting that their provider had asked 
the them about drug and alcohol use and smoking in the past 12 months (n=1,498) 

Client and Provider Characteristics 
Asked about 

Drug/Alcohol Use 
Asked about Smoking 

n % n % 

Age 
19 and under 179 66 197 73 
20 and over 879 72* 956 79* 

Gender 
Female 920 70 1,019 78 
Male 138 80** 134 79 

Client Status 
New 250 73 263 77 
Established 808 71 890 78 

Provider Sector 
Private 342 74 372 81 
Public 716 70 781 77 

Provider Specialty 
Family Planning/Women’s Health 770 73 833 79* 
Primary Care/Multi-Specialty 288 67 320 74 

Total 1,058 71 1,153 78 

*p<.05; **p<.01. Tests of statistical difference were conducted using the Chi-square test.
Drug/Alcohol excludes 15 “don’t know” responses and Smoking excludes 19 “don’t know” responses. 
Source: 2012 Family PACT Client Exit Interview. 

General Health Screening. As Table 64 indicates, 62% of clients said they had been 
asked in the past 12 months if they have diabetes, and 63% had been asked if they 
have high blood pressure. This represents a decrease from 2007, when 65% and 67% 
of clients said they were asked about diabetes and high blood pressure, respectively. 
Clients seen by Private Sector providers had higher rates of being asked about diabetes 
than those seen by Public Sector providers (70% versus 58%). A little over half (52%) of 
clients had been asked whether they had gained, lost, or been maintaining their weight. 
Family Planning/Women’s Health providers were significantly more likely to ask about 
high blood pressure (65%) and weight (55%) than Primary Care/Multi-Specialty 
providers (58% and 46%, respectively). 
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Table 64.   Client and provider characteristics for clients reporting that their provider had asked 
them about diabetes and high blood pressure in the past 12 months (n=1,498) 

Client and Provider Characteristics 

Provider Asked About… 

Diabetes 
High Blood 
Pressure 

Weight Gain/Loss 

n % n % n % 

Age 
19 and under 151 57 157 59 135 50 
20 and over 748 63 764 64 632 53 

Gender 
Female 782 61 814 63 679 53 
Male 117 70* 107 64 88 52 

Client Status 
New 222 66 211 62 171 50 
Established 677 61 710 63 596 53 

Provider Sector 
Private 320 70*** 302 66 231 51 
Public 579 58 619 61 536 53 

Provider Specialty 
Family Planning/Women’s Health 641 62 673 65** 572 55** 
Primary Care/Multi-Specialty 258 60 248 58 195 46 

Total 899 62 921 63 767 52 

*p<.05; **p<.01; ***p<.001. Tests of statistical difference were conducted using the Chi-square test.
Diabetes excludes 45 “don’t know” responses, Blood Pressure excludes 31 “don’t know” responses, and Weight 
Gain/Loss excludes 36 “don’t know” responses  
Source: 2012 Family PACT Client Exit Interview. 

ACCESS TO PRIMARY CARE SERVICES 

Family PACT providers are increasingly responsible for facilitating referrals to 
accessible sources of primary care for clients under the Patient Protection and 
Affordable Care Act (PPACA). The expansions of Medicaid and the private insurance 
market aim to remove financial barriers to accessing care and increasing the use of 
preventive care.20 Family PACT providers are in a position to refer the newly insured to 
appropriate sources of care, as well as to inform those who may be eligible for Medicaid 
or a private insurance subsidy. The CEI study examined to what extent providers 
assess clients’ primary care needs and access to primary care services, and to what 
extent providers refer clients in need of these services. 

Assessment of Client Access to Primary Care. Twenty-seven percent (27%) of 
respondents said they were asked during their current visit if they have a place to go 
when in need of  general health care (Table 65).  Adolescents were asked whether they 
had a primary care source more frequently than adults (34% versus 25%); and when 
compared to Whites (32%), Hispanic (24%) clients were significantly less likely to be 
asked. 

20
 Sonfield  A and HA Pollack. 2013. The Affordable Care Act and Reproductive Health: Potential Gains and Serious 

Challenges. Journal of Health Politics, Policy and Law 38(2): 373-391. 
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Table 65.  Client and provider characteristics for clients who had been asked if he/she has a 
place to go for general health concerns in the past 12 months (n=1,447) 

Client and Provider Characteristics n % 

Age 
19 and under 93 35** 
20 and over 310 26 

Gender 
Female 356 28 
Male 47 27 

Interview Language 
English 338 31*** 
Spanish 65 18 

Race/Ethnicity 
White (reference) 102 34 
Hispanic 211 25** 
African American 27 28 
Asian/Pacific Islander 34 28 
Native American/Other 29 39 

Provider Sector 
Private  120 26 
Public 283 29 

Provider Specialty 
Family Planning/Women’s Health 292 29 
Primary Care/Multi-Specialty 111 26 

Total 403 28 

*p<.05; **p<.01; ***p<.001. Tests of statistical difference were conducted using the Chi-square test or logistic
regression for groups more than two; excludes 48 “don’t know,”  2 missing responses, and 1 refusal. 
Source: 2012 Family PACT Client Exit Interview. 

 Change from 2003-2012. The percentage of respondents who reported being asked
by their Family PACT provider if they have a place to go to for general health care
increased only slightly and not significantly, from 25% in 2007 to 27% in 2012, but
the 2012 finding represents a significant increase compared with 2003 (p<.001),
when only 18% of respondents answered affirmatively.

Clients’ Usual Source of Care. Nearly one-quarter (24%) of clients reported that they 
have no usual source of general health care (Table 60). A slightly higher percentage 
(26%) said they go to a private doctor’s office or urgent care (“Other Private”), and a 
slightly lower percentage (22%) said their Family PACT provider is their usual source of 
care. Nineteen percent go to a neighborhood, county or government clinic (“Other 
Public”) and about 7% go to the hospital emergency room (“ER”) for general health 
care, followed by 3% who go to a school-based health center (not shown). 

 Change from 2003-2012. Table 66 shows the sources of general health care
services reported by clients. The largest number of respondents in both 2003 and
2007 said they had no usual source of general health care (29% and 27%,
respectively). In 2012, “no place” was the second most common answer, and the
frequency of this response had slightly decreased to 24%. The percentage who said
their Family PACT provider is their usual source of general health care also
decreased, from 26% in 2007 to 21% in 2012. At the same time, there was a seven
percentage-point increase in the amount of clients who answered
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neighborhood/county/government clinic between 2007 and 2012. Some of the 
changes noted in this section may be due to the different sampling distributions of 
Public and Private Sector providers across the three time periods, as the 
characteristics of clients at these provider types will vary. 

Table 66.  Usual source of general health care reported by Family PACT clients, 2003-2012 

Source of General Health Care 

2003 
(n=1,464) 

2007 
(n=1,482) 

2012 
(n=1,497) 

n % n % n % 

Private doctor/Kaiser/other HMO/Urgent care 384 26 352 24 390 26 
No place 421 29 404 27 357 24* 
Family PACT provider 268 18 383 26*** 312 21*** 
Neighborhood/county/city clinic 186 13 184 12 278 19*** 
Hospital emergency room 151 10 114 8 107 7 
School-based center/student health 29 2 33 2 45 3 
Other/don’t know 25 2 12 1 8 <1 

*p<.05; ***p<.001. Significance tests are based on chi-square analyses comparing 2007 and 2012 samples to the
2003 sample. 
Source: 2003, 2007 and 2012 Family PACT Client Exit Interview. 

Table 67.  Usual source of general health care, by client and provider characteristics (n=1,497) 

Client and Provider 
Characteristics 

No Place Other Private 
Family PACT 

Provider 
Other Public 

Emergency 
Room 

n % n % n % n % n % 

Age 
19 and under 37 14 113 42*** 42 15 58 21 12 4 
20 and over 320 26*** 277 23 270 22* 220 18 95 8 

Language 
English 257 23 357 31*** 190 18 210 18 71 6 
Spanish 100 28* 33 9 122 34*** 68 19 36 10* 

Provider Sector 
Private  124 27 69 15 144 31*** 86 18 36 8 
Public 233 23 321 31*** 168 16 192 19 71 7 

Provider Specialty 
Family Planning/ 

Women’s Health 
267 25 329 31** 137 13 211 20* 81 8 

Primary Care/ 
Multi-Specialty 

90 21 61 14 175 40*** 67 15 26 6 

Race/Ethnicity 
White (reference) 74 23 129 41 42 13 39 12 19 6 
Hispanic 220 25 173 20*** 212 24** 197 22*** 59 7 
African American 14 14* 19 19* 29 29*** 14 14 18 18*** 
Asian/Pacific Islander 24 19 43 34 22 17 17 13 7 6 
Native American/Other 25 33* 26 35 7 9* 11 15 4 5 

Total 357 24 390 26 312 22 278 19 107 7 

*p<.05; **p<.01; ***p<.001. Tests of statistical difference were conducted using the Chi-square test or logistic
regression for groups more than two. Other Private includes the answers of private doctor, Kaiser, other HMO and 
urgent care. Other Public includes neighborhood, county and city clinics. 
Excludes 1 missing response. 45 responses for school-based centers not shown so rows may not total to100%. 
Source: 2012 Family PACT Client Exit Interview. 

Adults were significantly more likely than adolescents to say they had no usual source 
of care (26% versus 14%) and that their Family PACT provider was their usual source 
(22% versus 15%); whereas, adolescents’ were more likely to say their usual source of 
care was a Private Sector provider (42% versus 23%) (Table 67). Spanish speakers 
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were more likely than English speakers to say “no place” (28% versus 23%) or “here” 
(i.e., “Family PACT Provider”; 34% versus 18%), and less likely to say a Private 
provider (9% versus 31%). African Americans were more likely to report that Family 
PACT (29%) or the emergency room (i.e., “ER”; 18%) was their usual source of health 
care. Native American/Other clients were more likely to answer “no place” (33%) than 
White clients (23%). Conversely, African American clients were less likely to answer “no 
place” than White clients (14% versus 23%). All groups were less likely than Whites 
(41%) to report a Private provider (“Other Private”) as their usual source of care, and 
Hispanics were significantly more likely to say a Public clinic (“Other Public”) was their 
usual source of care (22% versus 12% for White clients). 

There were also differences by provider sector and specialty (Table 67). Primary 
Care/Multi-Specialty and Private Sector clients were more likely than Family 
Planning/Women’s Health and Public Sector clients to report that the place they receive 
Family PACT services is their usual source of health care. Whereas clients receiving 
Family PACT services from a Family Planning/Women’s Health provider (31%) and 
Public Sector clients (31%) were more likely to report their usual source of care was 
“Other Private” (versus 14% of Primary Care/Multi-Specialty clients and 15% of Private 
Sector clients). 

Payment for non-Family PACT services. Sixty-three percent (63%) of clients overall said 
they or their parents pay for their general health care out-of-pocket (Table 68). Twenty-
one percent said they have insurance that covers most or all of the cost and 12% said 
the doctor or clinic covers most or all of the cost. Among all clients, regardless of 
whether they had a usual source of primary care, adolescents were significantly more 
likely to say they have insurance to cover their primary care needs (29%) compared to 
adults (19%). It is likely that younger clients seek Family PACT services to protect their 
confidentiality at a higher rate than older clients, despite having health care insurance. It 
is also possible that these younger clients erroneously said they were insured because 
they considered their enrollment in Family PACT as their primary care insurance.  

Table 68. Who usually pays for general health care services, by age group and provider sector 
(n=1,497) 

Payment for  
General Health Care 

Age Group Provider Sector 

Total 19 and 
under 

20 and 
over 

Public Private 

n % n % n % n % n % 

I pay/my parents pay most/all of 
the cost 

160 59 778 64 661 64 277 59 938 63 

The doctor or clinic covers 
most/all of the cost 

24 9 161 13 143 14** 42 9 185 12 

Insurance covers most/all of the 
cost 

78 29*** 229 19 181 18 126 27*** 307 21 

Don’t Know/Refused 10 4 57 5 45 4 22 5 67 4 
**p<.01; ***p<.001. Tests of statistical difference were conducted using the Chi-square test; excludes 1 missing 
response. 
Source: 2012 Family PACT Client Exit Interview. 
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All clients were asked how they usually pay for their general health care. Public Sector 
clients were significantly more likely to say their doctor covered the costs of their health 
care (14% versus 9%), while Private Sector clients were more likely to report they were 
covered by health insurance (27% versus 18%, not shown). Primary Care/Multi-
Specialty clients were also more likely to say their health insurance paid for them as 
compared to Family Planning/Women’s Health clients (25% versus 19%, p<.05) (not 
shown), as were English speakers as compared to Spanish speakers (22% versus 16%, 
p<.05). African Americans and Asian Americans were more likely to say they had 
insurance (37% and 27%, respectively, versus 18% of White clients, p<.001). 

 Changes from 2003-2012. The percentage of clients who said they or their family
pay for general health care services out-of-pocket was the same (63%) in 2012 as in
2007. The percentage of respondents who said insurance or the provider pays for
their care decreased only slightly from 37% in 2007 to 33% in 2012 (p<.05), but the
overall reduction from 2003, when this proportion was 50%, is substantial (p<.001).
Furthermore, the percentage covered by insurance dropped from 30% in 2007 to
21% (p<.001), alongside an increase (from 7% to 12%, p<.001) in the percentage
who reported that the doctor or clinic covered their costs.

Would Continue to Come to Family PACT Provider. Clients were asked if they would 
continue to come to their Family PACT provider for family planning services if they had 
health insurance, and whether they would continue to come if they had to pay $20 for 
their visit (Table 69). Overall, 88% of clients said they would continue to come if they 
had health insurance, and 82% said they would continue to come if they had to pay $20 
per visit. Four percent (4%) and 7% of clients said “don’t know” regarding insurance and 
paying, respectively (not shown). Adolescent clients were more willing than adults to 
continue coming if they had insurance (94% versus 87%). Public Sector and Family 
Planning/Women’s Health clients (84% each) were more willing to pay $20 than their 
counterparts (77% and 76%, respectively). 

Table 69. Would continue coming to Family PACT provider, by client age and provider sector 
and specialty (n=1,494) 

Client and Provider Characteristics 

If I had… 

Insurance To Pay $20 

n % n % 

Age 
19 and under 256 94*** 213 78 
20 and over 1,064 87 1,011 82 

Provider Sector 
Private 419 90 361 77 
Public 901 88 863 84** 

Provider Specialty 
Family Planning/Women’s Health 937 88 894 84*** 
Primary Care/Multi-Specialty 383 88 330 76 

Total 1,320 88 1,224 82 

***p<.001. Tests of statistical difference were conducted using the Chi-square test; excludes 4 missing responses.
Source: 2012 Family PACT Client Exit Interview. 
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Referrals. About 13% of all clients (n=198) reported being referred to another provider 
for non-family planning concerns within the past 12 months. Adolescents were less 
likely to be referred than adults (10% versus 14%, p<.05) (not shown). 

 Changes from 2003-2012. There was a significant increase in the percentage of
respondents who were referred by their Family PACT provider to another doctor for
general health concerns, from 6% in 2003 to 10% in 2007, to 13% in 2012 (p<.001)
(not shown).

Medi-Cal and Healthy Families Eligibility. Seventeen percent (17%) of respondents 
reported that someone at the Family PACT provider’s office told them they may be 
eligible for Medi-Cal, Healthy Families, or both (not shown). This percentage was 
significantly higher among clients served by Private Sector providers as compared to 
Public Sector providers: 21% for Private versus 14% for Public (p<.001). New clients 
were more likely to be told they may be eligible for these programs than established 
clients (20% versus 16%, p<.05). Of clients who were told that they might be eligible 
(n=247), 62% were instructed on how to apply for one or both programs. Adults and 
established clients were significantly more likely than adolescents and new clients, 
respectively, to say they were instructed in the application process (69% of adults 
versus 42% adolescents, p<.001; 69% of established versus 50% of new clients, 
p<.01). Approximately one quarter (26%) of clients said it would be somewhat easy or 
very easy for them to sign up or renew their HAP card at a Medi-Cal office rather than at 
their Family PACT provider office. Forty three percent (43%) said this task would be 
difficult or very difficult. Hispanics (56%, p<.01) were significantly more likely than White 
clients to say this task would be difficult or very difficult. 

CLIENTS’ ABILITY TO PROVIDE DOCUMENTATION 

In a series of hypothetical scenarios, respondents were asked about potential barriers to 
family planning access, such as being required to show evidence of their citizenship and 
identity by providing an original or certified document, for example, a birth certificate, 
passport, or picture ID, and to verify their income eligibility by means of an income 
statement. 

Difficulty of Providing Documentation. Clients were asked how difficult it would be for 
them to bring a picture ID, birth certificate, passport, and income statement to the clinic. 
Clients responded on a 6-point Likert scale, with 1 equal to “very easy,” 5 equal to “very 
difficult”, and 6 equal to “don’t have one/impossible to provide.” For statistical testing, 
the responses were combined into two groups: (1) very or somewhat difficult or don’t 
have, and (2) all other responses excluding missing, refused, and don’t know. Overall, 
clients reported that a passport would be the most difficult document to provide, with 
more than half (52%) of clients reporting that it would be very or somewhat difficult to 
provide it or that they didn’t have one (Table 70).  
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Picture ID appears to be the most accessible document as only 5% of clients responded 
that it would be difficult for them to provide or that they didn’t have one. Documentation 
that would be more difficult to produce includes passports (52%) and birth certificates 
(20%). Thirty-eight percent (38%) said an income statement would be difficult to 
provide. This form of documentation was reportedly more difficult for adolescent clients 
(61%) than adult clients (33%), probably because a smaller percentage of adolescents 
are employed, compared to adults. Spanish-speakers would have a harder time 
providing a picture ID and passport than clients who were interviewed in English. 
Thirteen percent (13%) of Spanish-speaking clients reported it would be somewhat or 
very difficult to provide a picture ID or that they don’t have one, and 74% reported that it 
would be somewhat or very difficult to provide a passport or that they don’t have one, 
compared to 2% and 45% of English speakers, respectively.  

When compared to White clients, Hispanics reported greater difficulty providing a 
picture ID (7% versus 2%), African American clients reported more difficulty providing a 
passport (69% vs. 51%) and Asian/Pacific Islander clients reported less difficulty 
providing a passport (26% vs. 51%) (Table 70). In contrast, a birth certificate would be 
more difficult for Asian/Pacific Islander clients to provide (30%) and easier for Hispanics 
(16%), compared to White clients (25%). There were no racial/ethnic differences in 
ability to provide an income statement. By provider sector, it would be more difficult for 
clients at a Private provider to show a picture ID and passport than it would be for those 
at a Public Sector provider.  

Table 70.  Difficulty of providing documentation, by client and provider characteristics (n=1,498) 

Client and Provider 
Characteristics 

Somewhat or Very Difficult to Provide or 
Do Not Have Documentation 

Picture ID 
Birth 

Certificate 
Passport 

Income 
Statement 

n % n % n % n % 

Age 
19 and under 7 3 63 23 126 46 167 61*** 
20 and over 62 5 232 19 649 53* 400 33 

Interview Language 
English 23 2 228 20 507 45 427 38 
Spanish 46 13*** 67 19 268 74*** 140 39 

Race/Ethnicity 
White (reference) 6 2 80 25 163 51 121 38 
Hispanic 58 7*** 145 16** 467 53 332 38 
African American 2 2 19 19 69 69*** 39 39 
Asian/Pacific Islander 1 <1 38 30** 33 26*** 43 34 
Native American/Other 2 3 13 17 43 57 32 42 

Provider Sector 
Private 44 9*** 94 20 287 61*** 187 40 
Public 25 2 201 20 488 47 380 37 

Total 69 5 295 20 775 52 567 38 

*p<.05; **p<.01; ***p<.001. Tests of statistical difference were conducted using the Chi-square test or logistic
regression for groups more than two. Tests were not competed for cell values less than 5. 
Source: 2012 Family PACT Client Exit Interview. 
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SATISFACTION WITH SERVICES 

Wait Time. On average, CEI clients waited 34 minutes (standard deviation = 46), 
including time spent in the waiting room and the exam room. Overall, 42% of clients 
said they waited 15 minutes or less, followed by 30% who said they waited 16 to 30 
minutes (Table 71). Hispanic clients were less likely than White clients to have a wait of 
15 minutes or less (38% versus 50%). African American clients were less likely than 
White clients to report waiting 45-60 minutes (5% versus 9%). 

Table 71.  Time waited for today’s visit, by client and provider characteristics (n=1,491) 

Client and Provider 
Characteristics 

Minutes 

0-15 16-30 31-45 45-60 > 60 

n % n % n % n % n % 

Age 
19 and under 128 47* 75 28 22 8 27 10 18 7 
20 and over 494 40 375 31 97 8 132 11 123 10 

Interview Language 
English 523 46*** 318 28 88 8 115 10 87 8 
Spanish 99 27 132 37** 31 9 44 12 54 15*** 

Race/Ethnicity 
White (reference) 158 50 80 25 27 9 29 9 23 7 
Hispanic 333 38* 284 32 74 8 97 11 85 10 
African American 41 41 30 30 9 9 5 5* 14 14 
Asian/Pacific Islander 59 47 34 27 5 4 17 13 11 9 
Native American/Other 31 41 22 29 4 5 11 14 8 11 

Provider Sector 
Private 165 35 156 33 38 8 53 11 52 11 
Public 457 44** 294 29 81 8 106 10 89 9 

Provider Specialty 
Family Planning/ 

Women’s Health 
469 44** 307 29 84 8 110 10 92 9 

Primary Care/ 
Multi-Specialty 

153 36 143 33 35 8 49 11 49 11 

Total 622 42 450 30 119 8 159 11 141 9 

*p<.05; **p<.01; ***p<.001. Tests of statistical difference were conducted using the Chi-square test or logistic
regression for groups more than two. 
Excludes 7 “don’t know” responses.
Source: 2012 Family PACT Client Exit Interview. 

Regardless of wait time, the majority of clients (87%) felt the time they waited was about 
right (Table 72). Nine percent (9%) felt they waited too long and 4% felt it was much too 
long. 
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Table 72.  How client felt about wait time, by client and provider characteristics (n=1,495) 

Client and Provider Characteristics 
Much Too Long Too Long About Right 

n % n % n % 

Age 
19 and under 7 3 24 9 241 89 
20 and over 50 4 110 9 1,063 87 

Interview Language 
English 37 3 103 9 995 88 
Spanish 20 6* 31 9 309 86 

Race/Ethnicity 
6 2 29 9 282 89 

38 4 68 8 773 87 
5 5 10 10 83 83 
5 4 19 15 101 80 

White (reference) 
Hispanic 
African American
Asian/Pacific Islander 
Native American/Other 3 4 8 11 65 85 

Provider Sector 
Private 21 5 37 8 408 88 
Public 36 4 97 9 896 87 

Provider Specialty 
Family Planning/Women’s Health 39 4 24 9 922 87 
Primary Care/Multi-Specialty 18 4 110 9 382 88 

Total 57 4 134 9 1,304 87 

* p<.05. Tests of statistical difference were conducted using the Chi-square test or logistic regression for groups more
than two. Tests were not competed for cell values less than 5.Excludes 3 “don’t know” responses. 
Source: 2012 Family PACT Client Exit Interview. 

Overall Satisfaction. Overall, clients’ satisfaction with Family PACT services was very 
high. Ninety-two percent (92%) of respondents said they were “very satisfied” with the 
services they received on the day of the interview, and an additional 7% were 
“somewhat satisfied” (not shown). A total of six respondents said they were neither 
satisfied nor dissatisfied, five said they were somewhat dissatisfied, and only one said 
they were very dissatisfied. There were no statistical differences in the level of 
satisfaction by client or provider characteristics.  

Satisfaction with Privacy. Table 73 shows the levels of satisfaction with privacy when 
speaking to clinical (e.g., doctor or nurse) and non-clinical staff (e.g., receptionist). 
Overall, 85% were “very satisfied” with privacy when speaking to non-clinical staff, and 
95% were “very satisfied” with privacy when speaking with a clinician. While the level of 
satisfaction with privacy when talking with non-clinical staff was lower than when 
speaking to a clinician, both rates were very high. 

Table 73.  Satisfaction with privacy when speaking to staff (n=1,498) 

Client Satisfaction  
With Privacy When 

Speaking to… 

Very 
Satisfied 

Somewhat 
Satisfied 

Neither 
Somewhat 

Dissatisfied 
Very 

Dissatisfied 

n % n % n % n % n % 

Non-Clinical Staff 1,279 85% 172 11% 19 1% 25 2% 3 <1% 
Clinical Staff 1,427 95% 50 3% 6 <1% 5 <1% 6 <1% 

Source: 2012 Family PACT Client Exit Interview. 
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 Changes from 2003-2012. The level of satisfaction remained very high in 2012. As in
2007, 99% of clients reported being very or somewhat satisfied overall with the
Family PACT services received that day (Table 74). There was also no change in
satisfaction with the level of privacy they had when speaking with non-clinical staff:
the percentage who said they were very or somewhat satisfied with the level of
privacy they had when speaking with receptionist and other non-clinical staff
remained at 96%. Satisfaction with the level of privacy while talking to the doctor or
nurse slightly decreased from 100% in 2007 to 98% in 2012. The percentage of
clients who felt comfortable in the waiting room increased from 92% in 2007 to 95%
in 2012. The percentage who thought staff made an effort to find out their needs has
steadily increased since 2003 (93%), compared with 95% in 2007 and 97% in 2012.
Nearly all (98% in 2012 and 99% in 2007) respondents said they would recommend
their provider to others.

Table 74.  Client satisfaction with services, 2003, 2007 and 2012 

Client Satisfaction 
2003 

(n=1,472) 
2007 

(n=1,496) 
2012 

(n=1,498) 
n % n % n % 

Very or somewhat satisfied with privacy 
When spoke with non-clinician staff 1,341 91 1,433 96* 1,451 96 
When spoke with doctor or nurse 1,457 99 1,486 100 1,477 98 

Completely or somewhat agree that… 
The people who work here are courteous and helpful 1,415 96 1,468 98* 1,477 99 
The people who work here make an effort to find out 
my needs 1,364 93 1,426 95* 1,448 97 

Staff treated me with respect 1,453 99 1,480 99 1,483 99 
I felt comfortable in the waiting room N/A N/A 1,380 92 1,417 95** 

The doctor/nurse… 
Explained things in a way that was easy to 
understand N/A N/A N/A N/A 1,476 99 

Listened carefully to me N/A N/A N/A N/A 1,482 99 
Spent enough time with mea 1,058 72 1,119 75 1,453 97 

Very or somewhat likely… 
To return to this clinic/doctor in the future 1,442 98 1,476 99 N/A N/A 

Would recommend this clinic/doctor to family or Friend 1,446 98 1,482 99 1,468 98 
Overall, very or somewhat satisfied with services 
received today 1,440 98 1,482 99* 1,483 99 

*p<.05; **p<.01; ***p<.001. Significance tests are based on Chi-square analyses comparing 2007 and 2012 samples
to the 2003 sample; N/A= not available because the question was not asked in that year’s survey. 
a In the 2003 and 2007 surveys this question was worded: Completely or somewhat disagree that “I needed more 
time to talk to the doctor/nurse.”  
Source: 2003, 2007, and 2012 Family PACT Client Exit Interviews. 
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CONCLUSIONS 

Fifteen years after the inception of the Family PACT Program that made contraceptive 
and STI services available to millions of low-income Californians, interviews with 
Program clients indicate that Family PACT has been and continues to be very 
successful as a consumer-focused program that provides high quality reproductive 
health services based on clinical evidence. Findings from the 2012 CEI study show that 
clients continue to receive comprehensive information about contraceptive options and 
the majority leave their Family PACT visits with effective contraceptive methods for 
preventing unintended pregnancies. The major findings and conclusions from the CEI 
study are listed below by evaluation question. 

1) Are Family PACT clients receiving services that are of high quality and
delivered in accordance with Family PACT and national standards?

 Health Assessment. According to Family PACT Program Standards, providers
should conduct a baseline physical exam at the first or subsequent visit, including
a comprehensive health history and risk assessment. Since 2003, OFP has
implemented a series of efforts to increase and standardize risk assessments21

and intimate partner violence screening.22 These efforts have had an impact on
provider practices as evidenced by significant improvements in these areas.
Screening for physical and psychological violence increased threefold since
2003, with over half currently reporting being screened for violence. As many as
83% of new clients had their blood pressure taken at their visit, over 70% were
screened for alcohol, tobacco and drug use, and over 60% were asked whether
they had high blood pressure or diabetes. About half were asked whether they
had gained, lost, or been maintaining their weight. These findings demonstrate
marked improvements in screening for violence; and there is evidence that the
program conducts a baseline physical exam for most of its clients, yet screening
for healthy weight is more limited.

 Confidentiality. Assuring client confidentiality is an important component of the
Family PACT Program. This standard requires that clients be informed about
confidentiality rights, that clients’ privacy be maintained, and that they be treated
with dignity and respect. Most (90%) clients were told that information about their
visit was confidential, nearly all were satisfied with the level of privacy when
speaking to clinical staff and non-clinical staff (98% and 96%, respectively), and
nearly all felt they were treated with respect (99%). According to our findings, the
program is performing well in regard to confidentiality and privacy assurances,
suggesting that these aspects are not likely to pose barriers for Family PACT

21
 OFP developed and disseminated standardized medical history and exam forms. 

22
 OFP issued a “Intimate Partner Violence” Clinical Practice Alert in 2006, and disseminated  “Identifying 

and Responding to Domestic Violence” by the Family Violence Prevention Fund and “Guidelines for 
Developing Office Policies and Procedures for Victims of Intimate Partner Violence at Family PACT sites” 
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clients. The high level of satisfaction with privacy of services received was across 
the board with no variability by client and provider characteristics.  

 Wait Period. A Family PACT standard addressing access to care requires that 
appointments be available within a reasonable time period. Although we did not 
collect information about the time it took clients to schedule an appointment, 
timely access to care means there are limits on how long clients should have to 
wait for an appointment as well as for health care advice. The majority of clients 
(87%) seeking timely advice at the provider site said their wait time was about 
right. The low wait times (34 minutes on average) reported by clients indicate that 
Family PACT providers are serving their clients in a timely manner. 

 Scope of Services. The Family PACT Standards of Care require all practitioners 
to discuss the scope of Family PACT services with clients. Two-thirds (69%) of 
new clients reported being informed about the scope of services. 

 Screening Tests for New Users of Contraception. According to a 2013 Clinical 
Practice Alert, cervical cancer screening is to be started at 21 years of age and 
should be performed every three years. One of the goals of this CPA was to 
reduce over-screening, particularly among younger women. Family PACT 
Program Standards do not recommend a screening bimanual pelvic exam at any 
age. The decline in the number of women whose reason for a visit was a specific 
exam or Pap test (19% in 2012 versus 31% in 2007) may be related to the 
changes in cervical cancer screening guidelines implemented since that period. 
However, about a quarter of female clients using contraception for the first time 
reported being told that they would need a pelvic examination (27%) or Pap test 
(26%) to get started on contraception. These findings suggest that some clients 
are being misinformed about what is required when getting a new method, and 
may be undergoing unnecessary screening tests.  

 Sexually Transmitted Infection Services. STI testing, treatment, and prevention 
continued to be a key component of clients’ experiences with Family PACT. Use 
of such services increased and showed improvements in most parameters. The 
percentage of clients who reported being tested for an STI on the day of the 
interview rose from 31% in 2003 to 41% in 2007 to 51% in 2012. The percentage 
of clients offered an HIV test the day of the interview increased from 39% in 2007 
to 45% in 2012. STI risk assessment also increased significantly over time from 
44% in 2003 to 54% in 2007 to 61% in 2012. This change likely reflects OFP 
efforts to inform providers of need to integrate a risk assessment into standard 
clinical practice. More clients (52%) received condoms or a prescription for 
condoms at the visit, an increase from 47% in 2007. These results suggest that 
STI services are a valued component of the program, but may also suggest over 
use of some services. Further research is required to determine whether STI 
services are only being used when appropriately indicated, and not required 
before providing contraceptive methods. 

 Differences by Provider Characteristics. One of the strengths of the Family PACT 
Program is its diverse provider mix, offering clients the opportunity to choose 
from a wide range of providers to best serve their needs. The diversity among 
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providers ensures a wide range of client experiences with the program that may 
differ according to provider characteristics. Clients receiving care at Private and 
Multi-Specialty/Primary Care sites were significantly more likely than those seen 
by Public providers and Family Planning/Women’s Health specialists to report 
that they had received information on the scope of Family PACT services and 
staying healthy while trying to get pregnant. Although they were more apt to 
report discussing their contraceptive needs, they were also more likely to be told 
inappropriately that they needed a pelvic exam or pap test before contraceptive 
initiation. In contrast, clients at Public Sector or Family Planning/Women’s Health 
provider sites were more likely to report being informed that information about 
their visit is confidential than clients seen by Primary Care/Multi-Specialty and 
Private Sector providers.  

2) Are Family PACT clients counseled about contraceptive methods, pregnancy 
options, STI risk, and preconception health? 

 Contraceptive Counseling. For the first time in 2012, the CEI captured details 
about clients’ discussions with their providers about contraceptive methods and 
pregnancy options. Family PACT Program Standards require providers to inform 
clients about the care, use, and possible side effects of a chosen contraceptive 
method. Nearly all clients who had questions about contraception said they were 
able to ask their provider all the questions they had (90%).  Most clients adopting 
a new method reported that their provider explained how the method works 
(79%), how to use it (74%), its effectiveness (78%), the method’s advantages 
and disadvantages (72%), and whether the method protects against STIs (69%). 
These findings suggest that providers are meeting this standard of care. 
However, only half report that their provider explained what to do if side effects 
occur, pointing to an area of needed improvement.  

 However, finding ways to help providers provide additional counseling may 
improve clients’ contraceptive method choice as a quarter of women left their visit 
with a low-efficacy (24%) method. Furthermore, only a small number of clients 
reported that they discussed high-efficacy methods with their provider (17%) and 
adolescents, a population likely wanting to delay childbearing for more years than 
adults, were no more likely to discuss high-efficacy methods with their provider 
than adults. Provider education regarding the appropriateness of high-efficacy 
methods for a broader array of client profiles and the counseling necessary to 
support clients’ choices, including adolescents, might be useful in improving 
contraceptive choices.  

 Pregnancy Test Counseling. In accordance with Family PACT Program 
Standards, providers are asked to provide education and counseling about all 
options appropriate for a pregnancy test result. Women with a positive pregnancy 
test should be given information and referral resources about prenatal care, 
adoption, and pregnancy termination services. For the small number of pregnant 
clients in this sample (n=38), the majority reported they were given information 
about prenatal care and pregnancy termination, but only half said they received 
information about adoption.   When we restrict our analyses to women with an 
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unintended pregnancy, only 53% were given adoption information, and 63% were 
given information about termination. Only 69% of women with planned 
pregnancies were given information about prenatal care. A negative pregnancy 
test is a good opportunity to counsel women about staying healthy for a future 
pregnancy, yet only half of women with a negative pregnancy test said they 
received this information. These findings suggest that providers may be missing 
important chances to counsel women about all their pregnancy options, as well 
as contraceptive use before and potentially following a planned pregnancy.  

 Differences by Provider Characteristics. Clients receiving care at Private and 
Multi-Specialty/Primary Care sites were significantly more likely than those seen 
by Public providers and Family Planning/Women’s Health specialists to report 
that they discussed their contraceptive needs.  Compared to Primary Care/Multi-
Specialty clients, Family Planning/Women’s Health clients were more likely to 
report they were able to ask all of their questions. The differences in reported 
conversations between providers and clients by provider characteristics suggest 
that certain provider types and specialties may require special training and 
tailored feedback to prevent unnecessary screening and ensure that all clients 
are informed about the services available to them. 

3) What is Family PACT clients’ level of awareness of and attitudes toward 
long-acting contraceptive methods? 

 Intrauterine Contraceptives. Our results demonstrate increasing client awareness 
about IUCs. In 2007, nearly half (43%) of clients reported lack of knowledge as a 
reason for not using IUCs, yet by 2012, only 11% cited lack of knowledge as a 
reason for not using them. Clients’ increased knowledge about IUCs may in part 
be due to OFPs efforts to educate providers on IUCs through webinars, clinical 
practice alerts13 and skill based trainings,23 enabling providers to relay this 
information to their clients. A survey of Family PACT providers demonstrated that 
their knowledge and awareness about IUCs has improved considerably in recent 
years.24 However, few women reported discussing IUCs with their provider 
(14%), compared to OCs (61%) and barrier methods (72%). OFP should 
continue efforts to educate providers regarding the importance of informing 
clients of all their available contraceptive options.  

 Implants. For the first time in 2012, the CEI asked clients about reasons for not 
using contraceptive implants.25  Awareness of the implant was low, with as few 
as 39% of non-users reporting having heard about this method. Women felt more   

                                            
23

 Lewis C, Darney P, Thiel de Bocanegra H. Intrauterine contraception: impact of provider training on 
participant knowledge and provision. Contraception. 2013 Aug;88(2):226-31.  
24

 Biggs MA, Harper CC, Malvin J, Brindis CD. Factors influencing the provision of long-acting reversible 
contraception in California. Obstet Gynecol. 2014 Mar;123(3):593-602. 
25

 Contraceptive implants were added to the Family PACT formulary in 2007. Thus this is the first CEI 
conducted at a time when information about implants could be retrieved. 
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strongly about not wanting a foreign object in their body for implants than for 
IUCs. Continued tracking of attitudes toward implants will enable an assessment 
of trends over time.  

4) Do Family PACT clients adopt or switch to more effective methods after a 
contraceptive visit? 

 Contraceptive Method Efficacy. Forty-six percent (46%) of new female clients left 
their visit with a more effective method than they came in with, and three quarters 
said they planned to adopt a medium- or high-efficacy method. These rates and 
trends are similar to those reported in earlier years.  

 Emergency Contraception. Notable changes were observed in the provision of 
emergency contraception (EC) since 2003. The proportion of female adult (3% in 
2007 to 6% in 2012) and adolescent (7% in 2007 to 16% in 2012) clients who 
reported that they were visiting the provider to obtain EC in 2012 more than 
doubled, as did the percentage of clients who received EC at the provider visit   
(from 16% in both 2003 and 2007 to 28% in 2012). These changes may be a 
reflection of increased knowledge among women regarding EC and OFP 
provider training efforts.  

5) Do Family PACT clients have access to primary care services? 

 Usual Place for Care. There was an increase in the percentage of clients who 
said they were asked if they have a place to go and were referred for general 
health concerns; fewer clients reported they had no usual source of care. These 
results may indicate that Family PACT providers’ efforts to increase clients’ 
access to primary care services has improved overall. However, the proportion of 
clients screened for Medi-Cal or Healthy Families eligibility consistently declined, 
which suggests that Family PACT providers may not be appropriately screening 
clients for clients’ eligibility for other insurance programs. This is clearly a 
potential role for these providers to fill as the state transitions into health care 
reform. 

Payment for Care. One of the most significant changes over time reported was in 
how clients pay for general health care. In 2003, 50% of those who said they 
have a place to go for general health care said they or their families pay for it, 
and 50% reported that their insurance or the provider pays for it. By 2012, those 
proportions had shifted to 63% self-pay and only 33% covered by insurance or 
the provider. The actual proportion of those who self-pay may be even higher 
since those who said they don’t have a usual place to go may also self-pay when 
they seek general health care. The proportion who self-pay for care may 
decrease now with the implementation of the Health Insurance Exchange and 
Medicaid expansion in January 2014. There is an increasing need for free or low-
cost primary care services for Family PACT clients, as one-quarter are without a 
usual source of care. Furthermore, the vast majority of clients said they would 
like to continue using their Family PACT provider for family planning services, 
even if they were to become insured for primary care. OFP can educate 
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providers how to identify clients eligible for Medi-Cal and refer them to enrollment 
counselors as well as guidance how to contract with managed care plans or bill 
as an out-of-network provider.  

6) What would Family PACT clients do if Family PACT services were no longer 
available? 

 Family PACT clients have ongoing needs for contraceptive methods as most 
men and women interviewed want to wait for more than five years to have their 
first or another child, and adolescents want to wait more than seven years. If 
Family PACT clients were to lose their coverage, they report that their use of low-
efficacy methods would nearly double because they do not have high upfront 
costs. One explanation for the small proportion of clients who said they would 
improve their method-efficacy if Family PACT services were not available is that 
people may think about getting a long-term method, such as an IUC or 
sterilization, which is more cost-effective over the long-term. Yet, these overall 
shifts towards less effective methods in the absence of Family PACT coverage 
and the resulting higher likelihood of contraceptive failure and discontinuation 
would likely lead to higher rates of unintended pregnancies for women in 
California.  

7) Are Family PACT clients satisfied with services received? 
 Satisfaction with services was similar or even higher in 2012 than in previous 

years. In 2012, nearly all clients felt that the clinician explained things in a way 
that was easy to understand (99%), listened carefully (99%), and spent enough 
time with him or her (97%). From 2007 to 2012, the percentage of clients who felt 
comfortable in the waiting room increased from 92% to 95%. In 2012, 97% of 
clients felt that staff made an effort to find out about their needs as compared to 
93% in 2003; nearly all (98%) clients in 2012 expressed that they would 
recommend their provider to others and stated that overall, they were very or 
somewhat satisfied with services received (99%). These continuing high levels of 
satisfaction suggest that clients are happy with the quality of services received 
and are likely to continue using Family PACT services, which is imperative to 
ensure continuous contraceptive protection and to help prevent STI transmission. 

 

 

As reflected in this report’s findings, the Family PACT Program has either maintained or 
improved on a number of quality indicators that appear to have contributed to high 
levels of client satisfaction. Some of the quality improvements described in this report 
were associated with education and training interventions implemented by OFP in 
recent years. Family PACT education and training efforts may serve as a model for 
quality of care initiatives that will be required as part of ACA implementation. Areas for 
continued improvement in the provision of family planning services include: offering 
women information on all their pregnancy options; preconception care; counseling about 
high-efficacy methods; and not requiring health screening tests prior to contraceptive 
initiation. The overall positive results demonstrate the Family PACT Program’s success, 
and California’s strong commitment to continuous quality improvement through State 
guidance and requirements. 


	Cover:  Findings from the 2012 Family PACT Client Exit Interviews
	Table of Contents
	List of Tables
	List of Figures
	Executive Summary
	Background
	Research Objectives

	Design and Methodology
	Overall Study Design
	Sampling Design and Response Rates
	Sample Characteristics
	Representativeness of the CEI sample
	Sampling Differences Between Current and Prior CEIs

	Findings
	Reason for Visit
	Pregnancy, Birth History, and Future Plans for Children
	Preconception Care
	Contraceptive Services
	Clients’ Attitudes About Long Acting Reversible Contraception (LARC) and
Experiences with LARC Services
	Sexually Transmitted Infection Services
	Provider Efforts to Ensure Client Understanding
	Health Assessment
	Access to Primary Care Services
	Clients' Ability to Provide Documentation
	Satisfaction with Services

	Conclusions

	CEI Report FINAL revision 1.8.15_Approved by OFP 2.18.15_title page.pdf
	Executive Summary
	Background
	Research Objectives

	Design and Methodology
	Overall Study Design
	Sampling Design and Response Rates
	Sample Characteristics
	Representativeness of the CEI sample
	Sampling Differences Between Current and Prior CEIs

	Findings
	Reason for Visit
	Pregnancy, Birth History, and Future Plans for Children
	Preconception Care
	Contraceptive Services
	Clients’ Attitudes About Long Acting Reversible Contraception (LARC) and Experiences with LARC Services
	Sexually Transmitted Infection Services
	Provider Efforts to Ensure Client Understanding
	Health Assessment
	Access to Primary Care Services
	Clients’ Ability to Provide Documentation
	Satisfaction with Services

	Conclusions

	Page iii.pdf
	Executive Summary
	Background
	Research Objectives

	Design and Methodology
	Overall Study Design
	Sampling Design and Response Rates
	Sample Characteristics
	Representativeness of the CEI sample
	Sampling Differences Between Current and Prior CEIs

	Findings
	Reason for Visit
	Pregnancy, Birth History, and Future Plans for Children
	Preconception Care
	Contraceptive Services
	Clients’ Attitudes About Long Acting Reversible Contraception (LARC) and Experiences with LARC Services
	Sexually Transmitted Infection Services
	Provider Efforts to Ensure Client Understanding
	Health Assessment
	Access to Primary Care Services
	Clients’ Ability to Provide Documentation
	Satisfaction with Services

	Conclusions




