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Executive Summary  
 
Overview of the Study 
Access to primary health care plays a vital role in individuals’ and families’ health and well-being. Despite 
numerous benefits, regular access to primary care services in this country remains fragmented, with nearly 
one in five Americans reporting that they have no usual source of health care. California’s Family PACT 
Program provides access to family planning services for low-income women, men and adolescents, but 
does not offer a full scope of primary care services in its benefits package. In an effort to increase access to 
primary care services for Family PACT clients, the Office of Family Planning (OFP) directed its Family PACT 
providers in 2004 to: 1) refer clients to primary care providers when they are in need, and 2) establish 
partnerships with other providers to facilitate these referrals. These efforts have been established as the 
fourth goal of Family PACT’s waiver renewal application with the federal Centers for Medicare and 
Medicaid Services (CMS).  
 
The FY 2008/09 Provider Referral Study was developed to better understand the current primary care 
referral practices of Family PACT providers, including the extent to which providers assess their clients’ 
primary health care needs, offer primary care services onsite or refer clients to other sources of care, and 
use various referral protocols and practices. The study also examined the extent to which providers were 
exposed to OFP resources designed to increase their capacity to facilitate referrals, and identified obstacles 
to providing referrals. Surveys were collected from a random sample of 625 public and private sector Family 
PACT providers. Findings were compared to results from the previous Provider Referral Study, conducted in 
FY 2004/05, to assess changes in practices and barriers over time.  

 
Key Study Findings 
Nearly all Family PACT providers screen their clients for primary health care needs, although there is 
room for improvement in the frequency of screening. 

 The vast majority (98%) of Family PACT providers screen their clients for primary health care needs, 
with many (91%) using a standardized tool to do so. 

 Few providers screen their clients at regular intervals, such as at every visit (30%) or annually 
(13%). Nearly half (45%) wait to screen until a client presents with a primary health care need, 
perhaps missing an opportunity for preventive care.  

 
Most Family PACT providers offer basic primary care services onsite. Variations in clinic practices by 
provider sector, specialty and type indicate a need for different resources and support for different types 
of providers. 

 Most providers offer some primary care services onsite, including screening for common health 
conditions (82%), annual physical exams (77%), treatment of acute common illnesses (75%), 
domestic violence screening (75%), and writing prescriptions for primary care needs (74%).  

 Private sector providers, family planning and OB/GYN specialists, Planned Parenthood clinics, and 
solo medical practices were less likely to offer primary care services onsite than other providers, 
and thus were more likely to offer referrals to their clients.  

 Providers estimate that two-thirds of their Family PACT clients receive needed care onsite, either at 
that clinic site or within their organization, rather than being referred to an external entity for 
services. This estimate varied greatly by provider sector and specialty.  
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All providers refer Family PACT clients for some types of primary care services, particularly specialized 
health care. However, the frequency of specific efforts to facilitate referrals may be declining.  

 An estimated one-third of Family PACT clients receive a referral to access primary care services at 
another site. The most common referrals are for specialized care such as cancer treatment and 
therapy (94%), treatment of substance abuse (92%), treatment of bone fractures (89%), and 
ongoing mental health counseling (75%). 

 When providers give referrals, 84% document the referral in the client’s medical chart, 68% pass on 
pertinent medical records to the outside provider, 65% give the client directions, and 51% 
complete a referral form. Fewer follow up with the client or provider after the appointment, or 
seek the client’s feedback about their experience.  

 The frequency of some of these referral activities declined significantly between the 2004/05 and 
2008/09 surveys. Although some of this decline may be due to differences in the survey samples, it 
may also reflect an increasingly burdened and busy health care system. 
 

Barriers to facilitating access to primary care, either onsite or through a referral, are common. However, 
some present concrete opportunities for intervention. 

 Many of the barriers to providing referrals to primary care services are financial, social and 
structural and may not be amendable to a quick change. Finding primary care providers to serve 
uninsured and indigent clients was reported as the most common referral barrier in both the 
2004/05 and 2008/09 surveys. 

 Provider suggestions for future resources from OFP include resource lists of local primary care 
providers, written materials for patients about available public health care programs, and 
standardized referral forms. 

 The Office of Family Planning has implemented a number of activities to increase providers’ 
awareness of the importance of primary care referrals and offer resources to facilitate referrals, 
including newsletters, Program Standards, regional provider forms, tip sheets, and a provider 
hotline. Three-quarters of providers reported having received at least one of these resources 
offered by OFP. 

Conclusions 

Although some of the future direction of primary care referrals in the Family PACT Program will depend on 
the conditions of the final waiver renewal with CMS, it is clear that ensuring clients’ access to needed 
primary care services will always be an important component of care at Family PACT clinics. Family PACT 
providers are both key sources of primary health care and gateways into the healthcare system at large for 
low-income, uninsured individuals in California. The current focus on health care reform at the national 
level underscores the significance of tracking the issue of access to primary care services and referrals from 
multiple perspectives, including providers and clients. 
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Background 

Access to primary health care plays a vital role in individuals’ and families’ health and well-being. Primary 
health care is “comprehensive *and+ encompasses a spectrum of preventive, acute, and chronic health care 
needs. The primary care home provides longitudinal care with sustained relationships [and] serves as a base 
from which other accommodations – specialists and caregivers – are arranged.”1 Access to primary care 
services, usually defined as having a medical home or usual source of care, is associated with greater use of 
preventive services, timely receipt of medical care when needed, reductions in hospitalizations, and 
declines in overall healthcare costs.2 Specifically among a low-income population, continuity of care, as 
provided through a primary care provider (PCP), has also been found to increase patient satisfaction with 
the health care visit and in some cases increase health-promoting behaviors.3 
 

Despite these benefits, regular access to primary care services in the United States is fragmented. In 2001, 
nearly one in five Americans (19%) reported being without a usual source of health care. Hispanics and 
young adults more often reported lacking a usual source of care, at rates of 31% and 38%, respectively. 
Income and insurance status contributed to this disparity; however, even after controlling for these factors 
Hispanics continued to report being without a usual source of care at higher levels than other racial/ethnic 
groups.4 Among women specifically, those living in poverty are twice as likely as women living above 200% 
of the federal poverty level to report lacking insurance coverage.5 
 

Primary care in 1115 Medicaid waiver programs 

In Fiscal Year (FY) 2004/05, the Centers for Medicare and Medicaid Services (CMS) made efforts to improve 
access to primary care services by requiring states with 1115 family planning waivers to refer clients to 
broader services when in need. As a result, facilitating the referral of clients enrolled in California’s Family 
Planning, Access, Care and Treatment (PACT) Program to accessible sources of primary care became the 
fourth goal of the Family PACT CMS demonstration waiver renewal application in May 2004. This goal 
directed Family PACT providers to: 

(A) Refer Family PACT clients to primary care providers when needing primary care services, and  
(B) Establish and increase partnerships with primary care clinics, including Federally Qualified 
Health Centers (FQHCs) and other community health centers to facilitate primary care referrals and 
follow up when needed.  

Family PACT providers were advised that starting in FY 2005/06, they would be required to establish 
primary care referral networks and provide referrals as necessary to their Family PACT clients according to 
these guidelines. As of June 2009, the waiver renewal application containing these primary care referral 

                                                           

1
 Grumbach K and Bodenheimer T. A primary care home for Americans: Putting the house in order. JAMA 2002; 

288(7): 889-893.  
2 Institute of Medicine. Primary Care: America’s Health in a New Era. Washington, DC: National Academy Press, 1996.  
3 O’Malley A, Forrest C. Beyond the examination room: primary care performance and the patient-physician 
relationship for low-income women. J Gen Intern Med 2002; 17: 66-74.  
4
 Doty MM and Holmgren AL. Health Care Disconnect: Gaps in coverage and care for minority adults: Findings from the 

Commonwealth Fund Biennial Health Insurance Survey (2005). New York, NY. The Commonwealth Fund August 2006.  
5
 Fact Sheet: Women’s Health Policy Facts, Health Insurance Coverage of Women Ages 18-64, by State, 2006-2007. 

The Henry J. Kaiser Family Foundation. December 2008.  Available at:   
http://www.kff.org/womenshealth/upload/1613_08.pdf.  
   

http://www.kff.org/womenshealth/upload/1613_08.pdf
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guidelines has yet to be approved by CMS; however, Family PACT providers continue to operate under the 
assumption that primary care referrals are, or will be, a requirement of their Family PACT provider status.  
Regardless of whether or when it becomes a requirement of the program, the goal of facilitating access to 
primary care is consistent with other, currently required Family PACT Standards to promote better access 
to health care and improve overall health care outcomes. The Family PACT provider network represents a 
diverse spectrum of provider types and specialties, including providers from the public and private sector 
specializing in fields ranging from obstetrics/gynecology (OBGYN) to family or internal medicine to 
pediatrics. This variety means that clinicians at Family PACT sites are often well-suited to address their 
client’s primary health care needs, in addition to meeting their Family PACT-related reproductive health 
needs.6   
 
Clients in the Family PACT Program are also likely to be in need of primary care services. Based on their 
demographic and income characteristics, they are more likely than the general population to lack a usual 
source of health care.  Their eligibility for the program alone implies that they do not have insurance 
coverage of basic family planning services, suggesting that many do not have insurance that covers basic 
primary or preventive health needs. As a result, Family PACT can serve as a point of entry into the health 
care system for individuals in need.  
 
Interventions to increase the capacity of Family PACT providers  
In order to assist providers in meeting the requirements of the waiver related to primary care referrals, the 
Office of Family Planning implemented multiple interventions beginning in FY 2005/06.  
 
The interventions implemented took on varied forms.  

 Several Family PACT Program Standards, which set forth the scope, type, and quality of care 
measures required for practitioners in the program, were revised to include primary care referral 
guidelines. The Standards now state that “referrals to local resources shall be made available to 
clients when needed medical and psychosocial services are beyond the scope of the provider 
organization, including but not limited to, domestic violence and substance abuse related services.”  

 The Family PACT Program sponsored eight regional Provider Forums throughout the state in FY 
2006/07 and 2007/08, focused on the topic of providing primary care referrals. These regional 
forums served as an opportunity for local Family PACT providers to share resources, discuss 
challenges, expand their referral network, and learn about the referral guidelines and procedures 
established by the program.  

 Written materials developed by OFP focused on providing primary care referrals, including an 
August 2006 issue of the Family PACT Update Newsletter, a June 2006 Tip Sheet on primary care 
referrals, and a Primary Care Resource Listing in June 2008. 7  The newsletter and tip sheet were 
distributed to providers at the regional forum events, as well as to all other providers within the 
program. The newsletter highlights suggested steps that providers can take to establish a referral 
network, while the tip sheet outlines the services covered under the Family PACT program in order 

                                                           

6 In 1994, California was the first state to pass legislation permitting OBGYNs to obtain primary care provider (PCP) 
designation to serve as the medical home for women. This law specifies that OBGYNs can “provide care for the 
majority of health care problems, including, but not limited to preventive services, acute and chronic conditions, and 
psychosocial issues,” as well as initiate referrals to primary care. In addition, FQHCs, Rural Health Clinics (RHCs), Indian 
Health Clinics and other clinics are required by law to provide primary care services to indigent clients. 
7
 The Primary Care Resource Listing was made available to providers after data collection for this study had already 

begun; therefore providers were not asked if they were exposed to this resource in the current survey.  
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to assist providers in identifying instances where they should provide a referral. The Resources 
Listing identifies ways in which providers could search for local primary care providers to refer 
clients, and was made available to providers on the Family PACT website in June 2008. All of these 
resources continue to be available to providers via the Family PACT website.  

 New Family PACT providers were introduced to the program’s referral guidelines as part of their 
one-day provider orientation training. These training materials, specifically a module on Referral 
and Outreach, are also available on the Family PACT website. 

Previous evaluation of primary care referrals in Family PACT  
In FY 2004/05, the Family PACT Program Evaluation conducted a baseline study, in advance of the proposed 
implementation of the referral requirements, to assess the extent to which Family PACT providers offered 
primary care services to their clients or referred them to outside agencies for primary care. This baseline 
survey also assessed providers’ perceptions of their clients’ need for primary care, barriers experienced in 
providing referrals, and practices around screening clients for eligibility for other public insurance 
programs. A total of 833 providers (75% of the total sample) completed the survey, representing 950 
provider sites. The results of that study (referred to as the “2004/05 Survey” in this report) were used to 
guide the development of some of the intervention strategies aimed at increasing Family PACT providers’ 
ability to facilitate primary care referrals related to the new waiver goal. 
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About the 2008/09 Provider Referral Study  

This study aimed to better understand the primary care referral practices of Family PACT providers and 
inform the fourth goal of the waiver renewal application. Since many Family PACT providers are themselves 
primary care providers, or at least offer some primary care services within their clinic, the survey also 
assesses the extent to which Family PACT clients’ primary care needs can be met at Family PACT provider 
sites.  In addition, as a follow up to the survey of providers conducted in 2004/05, this study measures the 
extent to which Family PACT providers were exposed to resources designed to increase their capacity to 
provide referrals, and whether these resources influenced their actual referral practices.  
 
Key study questions included: 

1. What proportion of Family PACT providers assess their client’s primary health care needs?   

2. What proportion of Family PACT providers offer primary care services onsite?  
What types of primary care services are offered at Family PACT provider sites? 
What are the challenges associated with providing primary care services onsite? 

3. What proportion of their Family PACT clients do providers refer to primary care services (versus 
provide primary care services onsite)? 

What are the challenges associated with referring Family PACT clients to other sources of 
primary care?  

4. What are the referral protocols and practices among Family PACT providers?   
Have Family PACT providers been exposed to any resources designed to increase their ability 
to provide primary care referrals? 

5. What proportion of Family PACT providers screen their clients for eligibility for other public 
health insurance programs? 

What are the challenges associated with screening and referring clients to other public 
health insurance programs?  

 
Figure 1 presents an outline of the general primary care screening and referral process at Family PACT 
provider sites, as determined through conversations with providers and reflection on findings from the 
previous survey. The red boxes represent steps in the process that would reduce a client’s access to 
primary care services. This outline helped frame study questions.  
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Figure 1: General primary care screening and referral process at Family PACT provider sites  
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Methodology 

A survey of Family PACT providers served as the primary data collection tool for this study. This survey was 
designed to strengthen our understanding of providers’ primary care referral practices from the perspective 
of the providers themselves. Other data regarding the client perspective on primary care referrals are 
collected and analyzed as part of two other Family PACT evaluation studies: the Client Exit Interview and 
Medical Record Review.8, 9 The final reports for these two studies were submitted to the Office of Family 
Planning in October 2008 and June 2009, respectively.  
 
Identification of eligible Family PACT providers 
A master list of all enrolled and rendering Family PACT provider numbers was extracted from the 2006/07 
administrative (paid claims and client enrollment) data. Providers who billed for fewer than 100 Family 
PACT clients in that fiscal year were excluded.10 A total of 1,346 Family PACT provider sites were eligible for 
inclusion in the study sample. A random number generator was used to select 1,000 Family PACT provider 
sites from this list to create the final study sample.  
 
Survey development and distribution 
A 7-page, 29-item survey of providers’ primary care referral practices was developed by UCSF research 
staff, based on the previous survey tool, a review of the literature on survey methodology, and consultation 
with clinical staff on the Family PACT evaluation team. A portion of the survey questions were taken directly 
from the 2004/05 baseline survey tool, in order to allow for comparisons over time. Other questions were 
revised in order to reflect changes in Family PACT data collection practices, and new questions were added 
to address emerging issues not addressed in the 2004/05 survey or to further elaborate on providers’ 
primary care practices.  The survey was designed to be completed by the site’s Medical Director, or primary 
clinician responsible for overseeing the delivery of clinical services at that site. All survey materials were 
addressed specifically to the Medical Director. The survey and protocols were approved by UCSF’s 
Committee on Human Research and the State’s Committee for the Protection of Human Subjects.  
 
The survey was piloted in two phases: 

 Expert review: UCSF staff conducted phone calls with four Medical Directors at Family PACT 
provider sites selected to represent a diverse mix of provider specialty and types.11 Medical 
Directors were asked to review and complete a draft of the survey, and were then asked a series of 
in-depth questions about the clarity of study questions and the length of the survey tool.  

                                                           

8
 Thiel de Bocanegra, H.,  Rostovtseva, D.,  Menz, M., Karl, J., and Darney, P. The 2007 Family PACT Medical Record 

Review: Assessing the Quality of Services,  Sacramento, CA.: Bixby Center for Global Reproductive Health. University of 
California, San Francisco. 2008.  
9 Biggs, M.A., Rostovtseva, D., and Brindis, C.D. Findings from the 2007 Family PACT Client Exit Interviews. San 
Francisco, CA.: Bixby Center for Global Reproductive Health. University of California, San Francisco. 2009. 
10

 Providers that billed for fewer than 100 Family PACT clients were excluded in order to ensure that that the sample 
of providers surveyed had sufficient experience working with Family PACT clients and policies.  Similar eligibility 
criteria were used in the selection of the 2004/05 study sample.  
11

 The four Medical Directors were located at: a youth-focused community clinic in an urban city; a Planned 
Parenthood in a suburban city; a private, school-based health center in an urban city; and a community clinic in an 
urban city serving primarily adult clients.  
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 Pilot mailing: The survey and all accompanying materials were mailed to a random sample of 
provider sites, in order to pilot mailing procedures and to gain additional feedback on the survey. 
Of these 20 sites, 15 (75%) completed the survey in a timely manner. The remaining sites (n=5) that 
did not complete the survey in the pilot phase were included in the full distribution list.  

 
Prior to the full distribution of the survey, UCSF staff conducted phone calls to 261 (26.1%) Family PACT 
provider sites for which contact information for the Medical Director was missing in the database. Medical 
Directors’ names were established for 239 of the 261 (91.6%) sites with missing information.  

The survey was mailed (and the online version launched) on September 3, 2008. Individual calls were made 
to all non-responding sites, using a standardized script discussing the importance of the survey, at one-
month intervals following original survey administration.  Efforts were made to reach the Medical Director 
or their voicemail; messages were left with clinic staff when the Medical Director could not be reached 
directly.  Follow-up emails were sent to providers for whom we had an email address (515 of 1000; 51.5%).  
Postcards were sent to all non-responding provider sites at one-month intervals following survey 
administration. Detailed information on the follow up activities is summarized below:  

Activity Date Number of Clinic Sites Contacted 

Follow-Up Email #1 10/3/2008 292 

Follow-Up Email #2 11/4/2008 186 

Follow-Up Email #3 12/5/2008 164 

   

Pre-Survey Calls June 2008 261 

Follow-Up Call #1 9/22/2008 to 10/14/2008 711 

Follow-Up Call #2 10/24/2008 to 11/17/2008 443 

   

Follow-Up Postcard #1 10/3/2008 605 

Follow-Up Postcard #2 11/2/2008 407 

 

Data collection activities closed on December 31, 2008, following 16 weeks of data collection. 

Final sample size 
Just under 7% (64 of 1000) of the provider sites were found to be included in error – either because the site 
had closed (n=7), was no longer a Family PACT provider (n=20)12, were duplicates of other sites (n=5), or 
were not able to be contacted with the information available in the database (n=32).13 Thus, the final 
sample for the overall study included 936 provider sites. Efforts were made during follow up and data entry 
to ensure that each survey represented an individual clinic location. If multiple surveys were received from 
what was determined to be one clinic site, usually identified by the clinic address, only one survey from that 
site (selected randomly) was included in the final sample and the duplicate provider site was removed from 
the sample of eligible providers.   

                                                           

12 Confirmation that the site was no longer a Family PACT provider was made during initial or follow up phone calls.   
13

 UCSF made an effort to locate the correct address for all returned survey packages by conducting a Google search 
with the clinic name and/or Medical Director’s name. When a substitute address could be clearly identified, a second 
survey was sent to that address. This number includes only those sites where no adequate substitute address could be 
identified.  



 
 

13 

 

 
Of these eligible provider sites, 625 completed the survey, for a final response rate of 67% (see Figure 2). 
Respondents strongly favored the paper-based version of the survey, as 69% (n=429) of surveys were 
completed via this method. The web-based option was selected by 31% (n=196) of the sample.  
 
Data entry and analysis  
Survey data were entered into an Excel spreadsheet. The first 30 surveys entered, selected at random from 
the full sample, were entered separately by two researchers in order to ensure data quality. Frequencies, as 
well as chi2 and t-tests of significance, were conducted using Stata 9.0 to detect differences in desired 
outcomes by provider sector, specialty, and practice type. As appropriate, cases with missing data and/or 
“don’t know” responses were excluded for tests of significance.  
 
Incentive study 
In preparation for this study, a review of the literature related to improving response rates in surveys of 
physicians was conducted. This review concluded that monetary, up-front incentives are the most effective 
in raising response rates in this population.14 Prior to this study, monetary incentives had not yet been 
utilized in the Family PACT provider population for evaluation studies; therefore this study also explored 
the feasibility and effectiveness of using monetary incentives in this population. The sample of 1000 
providers was randomized to two different incentive groups. One-half of provider sites received a $5 bill as 
part of the initial mailing package; the other half received a $10 bill. All other study protocols, including the 
cover letter, timelines, and number and method of follow up attempts, were identical. Survey ID numbers, 
the color of the paper used for the survey, and different website addresses were used to track incentive 
amounts.  
 
Of the 625 surveys completed, 295 (47%) had received the $5 incentive and 330 (53%) had received the $10 
incentive. This translated into a response rate of 63% among $5 recipients and 71% among $10 recipients 
(See Figure 2).  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                           

14 This review of the literature is included as Appendix B. 
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Figure 2: Overall sampling scheme and response rates for the 2008/09 Provider Referral Survey, including 
incentive study   
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Results 

I. Description of the sample  
 
In order to inform the findings of the study, we examined the profile of providers in the final sample, 
including their sector, specialty area, and type, and compared the distribution to that of the 2004/05 
sample.  
 

Provider sector 

Data on the provider sector was taken from the Family PACT administrative dataset. The final study sample 
was comprised equally of providers from the private (49%) and public (48%) sectors, with a small number of 
cases missing data on provider sector (3%).15 This distribution differed from the overall Family PACT 
program in FY 2006/07, in which there was a larger proportion of private (62%) versus public (38%) provider 
sites.16  

Table 1: Distribution of Family PACT providers in the study sample, by provider sector  
Sector n (%) 

Private 306 (49) 
Public 301 (48)  

Unknown 18 (3) 

N=625  

 

Provider specialty 

Providers were asked to describe their specialty area. Most reported broad specialty areas, including 
general/internal medicine (40%) or having multiple specialties (22%). Obstetrics and gynecology (25%), 
family planning (11%), and pediatrics/adolescent medicine (2%) were also mentioned (Table 2). In order to 
allow for comparisons between the baseline 2004/05 and the present survey, provider specialty was 
described as a four part variable (See Figure 3) for most analysis.  
 

Table 2: Distribution of Family PACT providers in the study sample, by self-reported provider specialty  

Specialty type n (%)  

Family planning 68 (11)  
OBGYN 152 (25)  
Pediatrics or adolescent medicine 10 (2) 
General or internal medicine 244 (40)  
Multispecialty^ 132 (21) 
Skipped question/Checked “Other”  19 (1)  
N=625  

^Multispecialty includes 80 provider sites that checked this as their only provider specialty and 52 provider sites that checked more 
than one specialty type. As an exception, those that checked both general and internal medicine were included in the “General or 
internal medicine” category only.  

                                                           

15
 The name and contact information provided on these surveys (n=18, 3%) could not be linked conclusively to one of 

the provider sites in the database, and therefore the provider sector for these surveys is unknown.  
16

 Family PACT 2006/2007 Annual Report; available at: 
http://www.familypact.org/Files/FamPACT_AnnualReport_2006-07.pdf.  

http://www.familypact.org/Files/FamPACT_AnnualReport_2006-07.pdf
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Figure 3: Distribution of Family PACT providers in study sample, by 4-part provider specialty 

 
Provider type 

Providers were also asked to describe their practice type. Nearly half of respondents reported being a 
group or solo medical practice (49%). A significant minority (29%) described themselves as a federally 
qualified health center (FQHC), rural or Indian health center, or other type of community clinic. The 
remaining respondents were Planned Parenthood clinics (9%), County or city health clinics (7%), hospital-
based outpatient clinics (2%), or school-based health centers (2%). In order to allow for comparisons by 
provider type, a 5-part provider type variable was generated (See Figure 4).  

Table 3: Distribution of Family PACT providers in the study sample, by self-reported provider type  
Provider type n (%) 

Group medical practice 140 (22) 
Solo medical practice 165 (26) 
FQHC/rural/other community clinic 179 (29) 
Planned Parenthood  59 (9) 
County or city clinic  43 (7) 
Hospital-based outpatient clinic 13 (2) 
School-based health center  10 (2) 
Other/missing  16 (3) 
N=625  

 

Figure 4: Distribution of Family PACT providers in the study sample, by 5-part provider type 
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solo or group medical practices belonging to the private sector and the vast majority of remaining provider 
types (community clinics, Planned Parenthoods, hospital-based outpatient clinics) belonging in the public 
sector.17  

 

Table 4: Distribution of Family PACT providers in the study sample, by type, specialty, and sector  

 Private 
sector  

n (%) 

Public  
sector  

n (%) 

Provider type    

    Group medical practice 124 (91) 13 (9) 

    Solo medical practice 162 (99) 1 (1) 

    FQHC/rural/other community clinic 7 (4) 164 (96) 

    Planned Parenthood 4 (7) 55 (93) 

    County or city clinic  0 (0) 42 (100)  

Provider specialty     

    General or internal medicine  115 (48) 124 (52) 

    Multispecialty 43 (34) 85 (66) 

    Family planning 15 (23) 51 (77) 

    OB/GYN 125 (85) 23 (15) 

Total 306 (50) 301 (50)  

 

Comparing the 2004/05 and 2008/09 samples 

In the 2004/05 baseline survey, providers were also asked to describe their provider sector, specialty, and 
type. The 2004/05 sample had a slightly larger percentage of public providers (n=532, 56%) as compared to 
private providers (n=418, 44%); however, the distribution of providers by specialty type was nearly identical 
to the 2008/09 survey. The response options for provider type were revised between the 2004/05 and 
2008/09 surveys; therefore comparisons over time on this variable are not possible.  
 
In the 2004/05 report, differences based on provider sector and specialty were presented throughout the 
report; however provider type was not used for any analysis.   
 
Table 5: Comparison of provider classifications in the 2004/05 and 2008/09 Provider Referral Studies 
 2004/05 Provider Referral Survey  2008/09 Provider Referral Survey 

Provider sector Slightly higher proportion of public providers 
(56% vs. 44%) 

Equally divided between private and public 
providers (50%/50%) 

Provider specialty  No difference No difference 
Provider type Used to describe the sample; Not used for 

any analysis  

Five-part provider type (Group practice, Solo 

practice, Community clinic, Planned 
Parenthood, County or city clinic) used for 
some analysis.

18
  

 

                                                           

17
 There were a handful of exceptions to this trend, as outlined in Table 4. Given that provider specialty and type were 

self-reported, there may have been some misclassification.  
18 Differences by provider type are presented primarily as they relate to referral practices (Sections V-VII).  



 
 

18 

 

II. Primary care needs assessment of Family PACT clients 

When clients are screened for primary care needs  

In the 2008/09 survey, nearly all Family PACT providers (98%) reported screening clients for primary care 
needs. Over forty percent asked their clients whether they have a primary care provider during their first 
visit to the clinic (47%) or when they have a present need for services (45%). Others asked clients about 
having access to a primary care provider at more prescribed intervals, either during every visit (30%) or 
annually (14%) (Table 6). Public sector providers were more likely than private sector providers to screen 
clients at nearly every visit. Family planning and OB/GYN specialists were more likely than general/internal 
and multispecialty providers to report screening clients when they had a present need for services, and less 
likely to screen clients at nearly every visit (Table 7). The vast majority of providers (91%) reported using a 
standardized tool to screen clients for primary health care needs. A very small proportion of providers 
surveyed (<2%) reported not screening their clients for access to primary care services.  

Overall, these findings were consistent with the 2004/05 results, with the exception that a larger 
proportion of providers reported screening clients at their first visit in 2004/05. There was no change in the 
overall percentage of providers (2%) that reported not screening clients (See Table 6). 
 

Table 6: Timing of when clients are asked if they have a doctor that takes care of their primary care 
needs, comparison of 2008/09 and 2004/05 surveys  
 2008/09 

Survey 
% 

2004/05 
Survey 

%  

At first visit 47 59 
At nearly every visit 30 30 
Annually 13 18 
When they have a present need 45 45 
Never  2 2 
Don’t know  2 1 
 N=625 N=950 
Note: Responses do not sum to 100%; Providers were asked to “Check all that apply.”  

 

 Table 7: Timing of when clients are asked if they have a doctor that takes care of their primary care 
needs, by provider sector and specialty   
 Provider Sector Provider Specialty 

 Private 
% 

Public 
% 

Sig. General or 
internal 

% 

Multi-
specialty  

% 

Family 
planning 

% 

OB/GYN 
% 

Sig. 

At first visit 51 43  49 52 44 40  

At nearly every visit 24 36 ** 34 32 28 19 * 

Annually 12 14  12 11 24 15  

When they have a 
present need 

49 42  37 36 66 58 *** 

Never  2 1  2 2 2 1  

Don’t know  0  3  ** 2 3 0 2  

 N=607   N=596     

*p<0.05, **p<0.01, ***p<0.001 
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Providers’ perceptions of clients’ primary care needs 

Very few (6%) Family PACT providers indicated that all or almost all of their Family PACT clients were in 
need of primary care services. Providers more often indicated (49%) that less than half of their clients were 
in need, with one in five providers (23%) reporting that almost none of their Family PACT clients were in 
need of services in the last year. Private sector providers overall were more likely to indicate that a larger 
proportion of their clients were in need of primary care services. Compared to other provider specialties, 
family planning and OB/GYN providers most often reported that they perceived their clients to be in need 
of primary care services – with half reporting that all/almost all or more than half of their clients were in 
need of services in the last year (Table 8). 
 

Table 8: Providers estimates of how many of their Family PACT clients needed primary care services in 
the last year 
  Provider Sector*** Provider Specialty*** 

 Overall 
%   

Private 
% 

Public 
% 

General or 
internal 

% 

Multi-
specialty 

% 

Family 
planning 

% 

OBGYN 
% 

All/almost all 6 9 4 2 3 7 14 
More than half 28 35 20 24 22 43 36 
About half 18 17 19 17 17 18 17 
Fewer than half 26 23 29 28 31 12 22 
Almost none 23 16 29 27 28 20 11 
 N=544 N= 529  N=520     
Note: Differences within provider sector and specialty significant at p<0.001.  Respondents that indicated “Don’t know” to this 
question (n=65 in the overall sample) were excluded from this analysis.  
 

Providers’ estimates of the proportion of their clients in need of primary care services did not change 
significantly between the 2004/05 and 2008/09 surveys. Despite the question being worded differently in 
the 2004/05 survey, an identical proportion of Family PACT providers (30%) indicated that over half of their 
clients were in need of primary care services (results for 2004/05 survey not shown).  
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Assessing clients’ language needs   
Given increasing interest in addressing the language needs of the diverse Family PACT client population, a 
question was added to the 2008/09 survey asking whether or not providers assess their clients’ English 
language proficiency and, if necessary, document their need for an interpreter in their medical records.  
Overall, 84% of providers reported screening for and documenting language needs. Public sector providers 
were significantly more likely than private providers to screen clients and document language needs (89% 
vs. 79%, respectively). Planned Parenthoods (93%) and county or city clinics (90%) reported screening for 
and documenting language needs at higher rates than other provider types (See Figure 5).  
 
Figure 5: Proportion of providers reporting that they document the patient’s language proficiency or 
need for an interpreter in their medical records, by provider specialty and sector 

 
Note: Differences within provider sector and type significant at p<0.001. Differences within provider specialty were not significant.  
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III. Availability of primary care services at Family PACT sites 

Providers were asked what types of primary care services they offer on site, and for which services they 
provide a referral to an outside provider. The vast majority of providers (97%) indicated that they offer at 
least a limited physical exam (e.g., well-women exam) onsite. The availability of other types of services 
varied significantly, and was often related to provider sector and specialty.  
 
Overall, the majority of Family PACT providers offered key primary care services onsite, such as screening 
for common health care conditions (82%), annual physicals (77%), treatment of acute common illnesses 
(75%), monitoring and management of common health care conditions (64%), and immunizations (68%). 
Most providers had the capacity to write prescriptions for drugs used for primary health care needs (74%), 
but fewer actually dispensed drugs for primary care needs onsite (45%). See Table 9.  

Primary care services offered onsite: 2004/05 vs. 2008/09 

The frequency and type of primary care services offered onsite did vary from the results found in the 
2004/05 provider survey. However, any differences in the results for this category should be interpreted 
with caution since the sample in 2004/05 differed from the 2008/09 sample with regards to provider 
sector. The higher representation of private sector providers in the 2008/09 sample could account for some 
of the observed differences, as private sector providers overall were less likely to offer various primary care 
services onsite (Figure 6).   

Table 9: Proportion of Family PACT providers offering primary care services onsite, comparison between 
2004/05 and 2008/08 surveys 
 2008/09 

Survey 
% 

2004/05 
Survey 

% 

Screening for common health care conditions (e.g., 
hypertension, diabetes) 

82 Not asked^ 

Comprehensive annual physical exams 77 86 
Treatment of acute common illnesses (e.g., sore throat, flu) 75 79 
Screening for domestic violence 75 66 
Writing prescriptions (for primary care needs) 74 Not asked 
Screening for depression 69 61 
Immunizations  68 65 
Monitoring and management of common health care 
conditions (e.g., hypertension, diabetes) 

64 68^ 

Treatment of minor injuries 59 61 
Ongoing weight management 48 49 
Drug dispensing (for PC needs) 45 53 
Ongoing mental health counseling and support services 25 35 
Treatment of bone fractures 11 11 
Treatment of substance abuse 8 8 
Cancer treatment/therapy 6 6 
 N=625 N=950 
Note: ^In 2004/05, providers were asked if they offered “screening and monitoring of diabetes.” In 2008/09, screening and 
monitoring were asked as two separate questions and for multiple common chronic conditions (diabetes and hypertension were 
given as examples). Therefore, comparisons over time for these estimates are not possible.  
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Primary care services offered onsite: By provider sector and specialty  
In general, public sector providers were more likely to report offering various primary care services onsite 
than private sector providers. Public sector providers were significantly more likely to offer screening for 
domestic violence, screening for depression, immunizations, monitoring and management of common 
health care conditions, treatment of minor injuries, ongoing weight management and support, drug 
dispensing, ongoing mental health counseling and support services, treatment of bone fractures, and 
treatment for substance abuse. However, there were no significant differences between public and private 
sector providers in the proportion providing health care screenings, comprehensive annual physical exams, 
treatment of acute common illnesses, written prescriptions for primary care needs, and cancer treatment 
and therapy (Figure 6).  

 

Figure 6: Proportion of Family PACT providers who offer primary care services onsite, by provider sector 

 
N=607; **p<0.01, ***p<0.001 

 

 
Not surprisingly, the types of services available to clients onsite differed greatly by the provider’s specialty 
area. Overwhelmingly, providers that identified themselves as specializing in general or internal medicine, 
or having multiple specialties, reported providing a larger variety of primary care services onsite, as 
compared to family planning or OB/GYN specialists.  
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Comparing OB/GYN and family planning providers specifically, some significant differences emerged. 
OB/GYN providers were more likely to offer annual physical exams, treatment of acute common illnesses, 
and written prescriptions for primary care needs than family planning providers. However, family planning 
providers were much more likely to screen clients for domestic violence and offer immunizations than 
OB/GYNs. In fact, family planning providers reported offering screening for domestic violence at a higher 
rate than all other provider specialties (Figure 7).  
 
Figure 7: Proportion of Family PACT providers offering primary care services onsite, by provider specialty  

 
N=596; *p<0.05, ***p<0.001 
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Providing a “full scope” of primary care services onsite  

Based on the provider’s responses regarding the types of services that they provide onsite, providers that 
offered a “full scope” of primary care services at their clinic were identified. The types of services that 
would encompass “full scope” primary care were selected based on descriptions of primary care providers 
in the literature, and included onsite provision of all of the following: annual physicals, treatment of acute 
common illnesses, monitoring of common health care conditions, treatment of minor injuries, health care 
screenings and wellness care, and writing prescriptions for primary care needs. Overall, half (52%) of 
providers surveyed offered a full scope of primary care services, with differences by both provider sector 
and specialty (Table 10).  
 
Table 10: Percent of providers offering a full scope of primary care services onsite, overall and by 
provider sector and specialty  

  Provider sector Provider specialty 

 Overall 

n (%) 

Private   

n (%) 

Public  

n (%) 

General/ 

internal  

n (%) 

Multi-

specialty 

n (%) 

Family 

planning 

n (%) 

OBGYN 

n (%) 

 

Provides a “full scope” of 

primary care services onsite 

325 (52) 126 (41) 189 (63) 92 (79) 90 (68) 12 (18) 16 (11) 

N=625        
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IV. Receiving primary care services onsite  

Recognizing that many Family PACT providers, given their specialty area, are well suited to meet the 
primary care needs of their clients, providers were asked in the 2008/09 survey how services would be 
provided to their Family PACT population. Comparisons to the 2004/05 survey are not presented in this 
section, as these questions were not assessed in the previous survey.  
 
Further, recognizing that some of the challenges to providing primary care services onsite are related to 
provider type, in addition to sector and specialty, differences in responses based on provider type are 
introduced in this section when meaningful. 

Proportion of Family PACT clients receiving primary care services onsite 

Providers were asked to estimate the percentage of their Family PACT clients that received needed primary 
care services at that clinic (or within their organization) in the last year. Overall, providers estimated that 
nearly two-thirds (64%) accessed primary care services at their clinic or within their organization. This 
estimate varied significantly by provider sector, specialty, and type. Private sector providers reported a 
smaller percentage of clients receiving primary care services onsite, as compared to public sector providers 
(56% vs. 70%).  General or internal medicine (81%) and multispecialty (69%) providers reported a 
significantly higher percentage of clients receiving primary care onsite compared to family planning (32%) 
and OB/GYN (42%) specialists. Planned Parenthoods overall reported the smallest percentage of clients 
receiving services onsite (15%), whereas community clinics and FQHCs reported the highest (86%).  
 
Figure 8: Providers estimates of the percent of their Family PACT clients receiving needed primary care 
services onsite, overall and by provider sector and specialty  

 
Note:  Differences within provider sector, specialty, and type significant at p<0.001. 

 

 

 

64

56

70

81

69

32

42

61

53

86

15

61

0 10 20 30 40 50 60 70 80 90 100

Overall

Private

Public

General or internal

Multispecialty

Family planning

OBGYN

Group practice

Solo practice

Community clinic or FQHC

Planned Parenthood

County or city clinic



 
 

26 

 

Delivery of primary care services  
Providers that offered any primary care services onsite were asked a series of questions about how these 
services were typically delivered to Family PACT clients. Some providers, most often OB/GYNs, indicated 
that primary care services could be provided during the family planning visit. However, this often varied 
depending on the type of primary care service. Over one-half of providers said that they could screen for 
domestic violence (84%), write a prescription for primary care needs (62%), screen for depression (62%), 
treat acute common illnesses (55%), provide health care screenings or wellness care (54%), and screen for 
common health care conditions (52%) on the same day as the family planning visit. For other services, 
namely monitoring and management of common health care conditions (53%), ongoing mental health 
counseling and support services (53%), and treatment of substance abuse (50%), the majority of providers 
indicated that the client would likely have to return for a separate appointment. Providers also reported 
variability in the timing of service delivery depending upon provider availability and other factors (See Table 
11).  
 
Table 11: Primary care services delivered onsite by Family PACT providers, by timing of delivery  
 % provided 

the same day 
as family 

planning visit 

% provided 
during a 

separate 
appointment 

% other or 
variable 

(depending 
on provider 
availability) 

Screening for common health care conditions 
(e.g, diabetes, hypertension) 

54 35 10 

Comprehensive annual physical exams 38 44 18 
Treatment of acute common illnesses (e.g., sore 
throat, flu) 

58 25 17 

Screening for domestic violence 89 5 7 
Writing prescriptions (for primary care needs) 65 22 14 

Screening for depression 65 24 11 
Immunizations 46 37 17 
Monitoring and management of common health 
care conditions (e.g., diabetes, hypertension)  

33 55 12 

Treatment of minor injuries (e.g., sprain, cut)  58 28 21 

Ongoing weight management 32 55 13 
Drug dispensing (for primary care needs) 58 26 15 
Ongoing mental health counseling and support 
services 

23 59 18 

Treatment of bone fractures 31 37 33 
Treatment of substance abuse 15 56 29 
Cancer treatment and therapy 22 43 35 

Note: Analysis limited to those that indicated that they provided these services onsite in Question 9. Italicized rows should be 
interpreted with caution due to small sample sizes within categories.  

 
If the primary care service would have to be provided during a separate appointment, most providers 
indicated that the appointment would be scheduled immediately after the family planning visit by clinic 
staff (56%), or that the client would be given a telephone number (18%) or location to go to (15%) in order 
to schedule the appointment themselves.  There were few differences with regards to provider sector and 
specialty in appointment scheduling procedures, except that general or internal medicine and 
multispecialty providers more often reported that another appointment would be necessary. However, this 
likely reflects the more complete scope of primary care services offered by these specialists, not the 
protocol for scheduling appointments (See Table 12).  
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Table 12: Family PACT providers’ policies regarding scheduling primary care services, by provider sector 
and specialty   
  Provider Sector Provider Specialty 

 Overall 

%  

Private 

% 

Public 

% 

Sig. General/ 

internal 

% 

Multi-

specialty  

% 

Family 

planning 

% 

OB/GYN 

% 

Sig. 

Client receives primary 

care services as part of 
the family planning visit 

 29 31 26 * 31 17 24 38 *** 

Appointment is made 
during or immediately 
after the client’s visit by 

clinic staff 

56 48 64 *** 79 68 22 22 *** 

Client is given a 
telephone number to 
call to schedule an 

appointment 

18 17 19  18 22 12 17  

Client is given 
instructions on where 
to go to schedule an 
appointment  

15 16 13  13 21 9 15  

 N=613 N=607   N=596      

Note: Responses do not sum to 100%; Providers were asked to “Check all that apply.” A significant minority (n=111, 18%) of 
respondents checked “Does not apply/do not provide primary care services onsite” for this question. *p<0.05, ***p<0.001 

 

Payment for primary care services  

Providers were asked if a sliding fee scale was available for uninsured/underinsured Family PACT clients 
receiving primary care services onsite. Most (63%) said that they did use a sliding fee scale for patients in 
need. Public providers (84%) and family planning providers (77%) were the most likely to report offering a 
sliding fee scale (Figure 9).  
 
Figure 9: Percent of providers offering a sliding fee scale for un/underinsured Family PACT clients, overall 
and by provider sector and specialty  

 
Note: Differences within provider sector and specialty significant at p<0.001. 
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Barriers to providing primary care services onsite 

Providers agreed that difficulty finding a source of payment was their primary barrier to offering primary 
care services to their Family PACT clients (55%). Other common barriers included their client’s willingness 
to return for another appointment (32%) or see a different provider (23%), concerns about their clinic’s 
capacity to serve additional clients (19%), or not having staff that were trained and/or licensed to provide 
primary care services (19%) (Table 13).  
 
A handful of differences emerged by provider sector. Private sector providers were significantly more likely 
than public sector providers to report difficulty ensuring a source of payment (66% vs. 51%, p<0.001), client 
resistance to seeing another provider (33% vs. 17%, p<0.001), and lack of materials to screen clients (22% 
vs. 10%, p<0.001) as barriers to providing primary care services onsite (results not shown).  
 
Table 13: Barriers to providing primary care services onsite 
 Overall 

% 

Difficulty ensuring a source of payment 55 
Client resistance to returning for another appointment 32 
Client resistance to seeing another provider  23 
Cannot serve additional primary care clients at this site  19 
Do not have staff that are trained/licensed to provide 
primary care services 

19 

Inadequate staff time to complete paperwork and/or 
schedule appointments 

13 

Inadequate staff time to screen for primary care needs  14 
Lack of materials (e.g., checklists) to screen for primary 
care needs 

10 

N=625  

Note: Percentage includes providers that “agreed” or “strongly agreed” with the statements.  Analysis includes all providers,  since 
barriers to providing primary care services affect those who do and do not provide such services.  

 
Significant differences in the frequency of barriers were evident by both provider specialty and type. With 
regards to provider specialty, family planning providers and OBGYNs were more likely than general/internal 
or multispecialty providers to report barriers related to staff time, training, and resources. General or 
internal medicine specialists were the most likely to indicate that their client’s resistance to returning for 
another appointment was a barrier and the least likely to report that they could not serve additional clients 
(Table 14). These differences are not surprising given that family planning and OB/GYNs, in general, offered 
fewer primary care services onsite.  
 
Overall, community clinics and FQHCs reported the fewest barriers to providing primary care services onsite 
(Table 15). Solo practice providers overwhelmingly indicated that difficulty ensuring a source of payment 
was a barrier (74%), and were significantly more likely to report this barrier as compared to other provider 
types. Client resistance to returning for another appointment (40%) was also high among solo practice 
providers. Planned Parenthoods were significantly more likely to report that they could not serve additional 
primary care clients (52%) or did not have staff that is trained/licensed to provide primary care services 
(52%), as compared to other provider types.  
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Table 14: Barriers to providing primary care services onsite, by provider specialty 

 
Note: Percentage includes providers that “agreed” or “strongly agreed” with the statements; N=596; *p<0.05, **p<0.01, 
***p<0.001  
 
Table 15: Barriers to providing primary care services onsite, by provider type  

 
Note: Percentage includes providers that “agreed” or “strongly agreed” with the statements; N=550; ***p<0.001  
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Recognizing that barriers to providing primary care services likely differ depending on the capacity to 
provide such services, differences in barriers were also examined by whether or not the site offered a “full 
scope” of primary care services.  Not surprisingly, those that offered full scope care reported fewer barriers, 
with the exception that they were significantly more likely to agree that their client’s resistance to returning 
for another appointment was a barrier (Table 16).  
 

Table 16: Barriers to providing primary care services onsite, by availability of “full scope” primary care 
onsite  
 Does not offer “full 

scope” primary 
care onsite 

Offers “full-scope” 
primary care onsite 

Difficulty ensuring a source of payment***  65 52 
Client resistance to returning for another appointment* 29 39 

Client resistance to seeing another provider  22 28 
Cannot serve additional primary care clients at this 
site*** 

37 7 

Do not have staff that are trained/licensed to provide 
primary care services*** 

36 7 

Inadequate staff time to complete paperwork and/or 
schedule appointments *** 

20 8 

Inadequate staff time to screen for primary care needs 
*** 

23 9 

Lack of materials (checklists) to screen for primary care 
needs*** 

26 7 

N=577   

Note: Percentage includes providers that “agreed” or “strongly agreed” with the statements. See Section II (page 23) for a 
description of “full scope” primary care services.  *p<0.05, ***p<0.001 
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V. Providing referrals to primary care services 

All providers in the 2008/09 survey reported providing referrals to Family PACT clients for at least some 
types of primary care services. Table 17 outlines the percentage of providers offering a referral by the type 
of service.  
 
Table 17: Proportion of Family PACT providers that offer a referral for primary care services, by the type 
of service 
 % of providers 

that offer a 
referral for this 

service 

Screening for common health care conditions (e.g, diabetes, 
hypertension) 

18 

Comprehensive annual physical exams 23 
Treatment of acute common illnesses (e.g., sore throat, flu) 25 
Screening for domestic violence 25 
Writing prescriptions (for primary care needs) 26 
Screening for depression 31 
Immunizations 32 
Monitoring and management of common health care 
conditions (e.g., diabetes, hypertension)  

36 

Treatment of minor injuries (e.g., sprain, cut)  41 
Ongoing weight management 52 
Drug dispensing (for primary care needs) 55 
Ongoing mental health counseling and support services 75 
Treatment of bone fractures 89 
Treatment of substance abuse 92 
Cancer treatment and therapy 94 
N=625  

 

Proportion of Family PACT clients receiving a referral  

Providers were asked to estimate the proportion of their Family PACT clients that receive a referral to 
access primary care services at another site. Overall, providers estimated that one-third (35%) of their 
clients were referred to an outside provider in order to access primary care services. This estimate varied 
significantly by provider sector, specialty, and type. Private sector providers reported a larger percentage of 
clients receiving a referral to primary care services, as compared to public sector providers (40% vs. 30%). 
General or internal medicine (16%) and multispecialty (31%) providers reported a lower percentage of 
clients receiving a referral to receive primary care services compared to family planning (64%) and OB/GYN 
(53%) specialists. Planned Parenthoods reported the highest proportion of their clients receiving referral to 
receive primary care services (78%), compared to a low of 13% among community clinics or FQHCs.  
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Figure 10: Providers estimates of the percent of their Family PACT clients receiving a referral to access 
primary care services at another provider, overall and by provider sector, specialty and type  

 
Note: Differences within provider sector marginally significant at p<0.05. Differences within provider specialty and type significant 
at p<0.001. 

 

Frequency of referral activities  
When providing referrals to primary care services, most respondents indicated that they document the 
referral in the client’s chart (85%) and provide pertinent medical records to the provider that the client is 
referred to (68%). Approximately half of providers also reported that they complete a referral form (50%). 
Some took additional steps to ensure continuity of care, such as following up with the client to assess 
whether or not they followed through on the referral (45%), scheduling the appointment for the client 
(43%), asking the client about their satisfaction with the primary care visit at a later appointment (35%), or 
receiving documentation from the provider confirming that the client accessed services (35%). These 
activities differed somewhat by provider sector, with public providers more likely to make the appointment 
for the client, document the referral in the client’s chart, and convey information about the client’s 
language needs to the primary care provider than private providers (Table 18).  
 
Table 18: Types of referral activities used by Family PACT providers, overall and by provider sector  
 Overall 

% 

Private 

% 

Public 

% 

Document the referral in the clients medical chart*  85 82 89 

Provide pertinent medical records to the provider the client was referred to 68 68 68 

Give the client directions to the provider  65 68 63 

Complete a referral form 51 51 52 

Follow up with the client to ensure he/she followed through on referral  46 44 48 

Make the appointment for the client** 43 36 48 

Convey information to the primary care provider about language needs*  40 36 43 

At a later visit, ask the client about their satisfaction with primary care visit *** 35 44 26 

Receive documentation from the primary care provider confirming that the 
client accessed services 

35 32 36 

 N=625 N=607  

Note: Percentage includes providers that indicated that they “always” or “very often” do the following. *p<0.05, ***p<0.001 for 
differences by provider sector.  

35
40

30
16

31
64

53
33

45
13

78
41

0 10 20 30 40 50 60 70 80 90

Overall

Private

Public

General/internal

Multispecialty

Family planning

OBGYN

Group practice

Solo practice

Community clinic or FQHC

Planned Parenthood

County or city clinic



 
 

33 

 

Significant differences in the frequency of referral activities were evident by both provider specialty and 
type. These differences demonstrated that the referral activities of family planning providers, most often 
Planned Parenthood clinics, were significantly different than other specialty and provider types. Compared 
to providers in other specialties, family planning providers were the least likely to provide medical records 
to the provider that the client was referred to (50% vs. 66-76%), convey information about the client’s 
language needs (19% vs. 31-49%), and give the client directions to the provider (52% vs. 63-71%). They 
were also the least likely to ask the client about their satisfaction with the primary care visit at a later 
appointment, or receive documentation from the primary care provider confirming that the client accessed 
services. However, they were more likely to document the referral in the client’s chart (90%) and complete 
a referral form (56%), compared to other provider specialties and types (See Table 19; results for 
differences by provider type not shown). 
 

Table 19: Types of referral activities used by Family PACT providers, by provider specialty  
 General/ 

internal 

Multi-

specialty 

Family 

planning 

OBGYN 

Complete a referral form* 47 60 56 47 

Provide pertinent medical records to the provider the 
client was referred to*** 

72 76 50 66 

Make the appointment for the client*** 58 51 11 26 

Give the client directions to the provider**  63 71 52 69 

Document the referral in the clients medical chart  84 90 90 81 

Convey information to the primary care provider about 
language needs*** 

49 46 19 31 

Follow up with the client to ensure he/she followed 
through on referral** 

48 52 51 37 

At a later visit, ask the client about their satisfaction 

with primary care visit * 

32 37 25 42 

Receive documentation from the primary care provider 
confirming that the client accessed services**  

39 42 18 31 

N=596     

Note: Percentage includes providers that indicated that they “always” or “very often” do the following. *p<0.05, **p<0.01, 
***p<0.001. 
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Frequency of referral activities: 2004/05 vs. 2008/09 surveys 
For many of the referral activities outlined, the proportion of providers reporting that they always or very 
often did that activity decreased between 2004/05 and 2008/09. While this may reflect changing provider 
practices that would be a cause of concern, it may also be a function of the differences in the 2004/05 and 
2008/09 survey samples that were discussed earlier, specifically that the 2004/05 survey had a slightly 
larger proportion of public providers that overall were more likely to report engaging in referral activities.  
 
Table 20: Types of referral activities used by Family PACT providers, comparison of 2004/05 and 2008/09 
surveys 
 2008/09 

Overall 

% 

2004/05 

Overall 

 % 

Complete a referral form 51 63 

Provide pertinent medical records to the provider the 
client was referred to 

68 80 

Make the appointment for the client 43 40 

Give the client directions to the provider  65 72 

Document the referral in the clients medical chart  85 94 

Convey information to the primary care provider about 

language needs 

40 Not asked  

Follow up with the client to ensure he/she followed 
through on referral 

46 51 

At a later visit, ask the client about their satisfaction with 
primary care visit  

35 Not asked  

Receive documentation from the primary care provider 
confirming that the client accessed services 

35 Not asked  

 N=625 N=950 

Note: Percentage includes providers that indicated that they “always” or “very often” do the following.  
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Types of agencies to which clients are referred 
Family PACT providers most often reported referring their clients in need of primary care services to 
community clinics, neighborhood health centers, free clinics (45%) or county or city health clinics (33%).  
Overall, they described not having a collaborative relationship with these sites or having a relationship that 
was informal (Table 21).  
 
Table 21: Type of agencies to which Family PACT providers refer clients in need of primary care services, 
by frequency of referral and type of relationship 
 Frequency of referral Type of collaborative 

relationship^ 

 Always or 

very often 

Sometimes Rarely or 

never  

Formal  Informal  No 

relationship 

Community clinic, neighborhood 

health center, or free clinic (n=455) 

45 39 16 12 34 54 

Group or solo medical practice 
(n=437) 

16 50 34 7 30 63 

Hospital-based outpatient clinic 

(n=425) 

18 41 41 11 25 64 

County or city health clinic (n=452) 33 52 15 11 31 58 
School based health center or 
student health services (n=382) 

3 25 71 6 12 83 

Mental health or substance abuse 

clinic (n=450) 

16 54 30 9 25 66 

Note: ^Analysis is limited to those that indicated that they did refer to that type of agency (respondents that marked “Don’t know” 
or left the question blank were removed).  

 
The types of agencies to which providers referred their clients did not differ significantly from the 2004/05 
Survey (Table 22). One notable exception was that a larger proportion of providers in 2008/09 reported 
referring clients always or very often to substance abuse or mental health clinics (16%) than did so in 
2004/05 (9%).  
 

Table 22: Type of agencies to which Family PACT providers refer clients in need of primary care, 
comparison of 2004/05 and 2008/09 surveys  

 2008/09 Survey 

% 

2004/05 Survey 

% 

Community clinic, neighborhood 
health center, or free clinic  

45 53 

Group or solo medical practice 16 22 

Hospital-based outpatient clinic 18 18 

County or city health clinic 32 38 

School based health center or student 
health services 

3 2 

Mental health or substance abuse 
clinic  

16 9 

 N=625 N=950 

Note: Represents those providers that indicated that they refer to that type of agency “always or very often.”  

 

Examining the differences by provider sector, specialty, and type revealed that providers most often refer 
clients to sites that are similar to their own. For example, private sector providers were significantly more 
likely to refer clients to group or solo medical practices than public sector providers (21% vs. 9%). Public 
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sector providers were more likely to refer clients to community clinics (52% vs. 39%) and hospital-based 
outpatient clinics (24% vs. 14%). With regards to provider specialty, family planning providers more often 
referred to public sector clinics such as community clinics (73% vs. 22-45%) or county or city clinics (46% vs. 
26-39%) and OB/GYNs more often referred to private group or solo providers (23% vs. 12-13%) (Table 23). 
 

Table 23: Type of agencies to which Family PACT providers refer clients in need of primary care, by 
provider sector and specialty  
 Provider Sector Provider Specialty 

 Private Public Sig. General/  

internal 

Multi-

specialty  

Family 

Planning 

OBGYN Sig. 

Community clinic, neighborhood 
health center, or free clinic 

(n=455) 

39 52 ** 33 46 73 45 *** 

Group or solo medical practice 
(n=437) 

21 9 *** 12 13 12 23 * 

Hospital-based outpatient clinic 
(n=425) 

14 24 ** 19 15 24 16  

County or city health clinic 
(n=452) 

29 36  26 39 46 30 * 

School based health center or 
student health services (n=382) 

3 3  4 3 2 3  

Mental health or substance abuse 

clinic (n=450) 

14 18  21 15 15 12  

 Note: Represents those providers that indicated that they refer to that type of agency “always or very often.” *p<0.05, **p<0.01, 
***p<0.001. 

 

Table 24: Type of agencies to which Family PACT providers refer clients in need of primary care, by 
provider type  
 Group 

medical 
Solo 

medical 
Community 

clinic or 
FQHC 

Planned 
Parenthood 

County or 
city clinic 

Community clinic, neighborhood health 

center, or free clinic (n=455)*** 

36 41 39 80 5 

Group or solo medical practice (n=437)***  19 24 5 10 15 
Hospital-based outpatient clinic (n=425)  18 14 18 23 29 
County or city health clinic (n=452)*** 31 32 15 58 47 
School based health center or student health 

services (n=382) 

3 5 3 5 0 

Mental health or substance abuse clinic 
(n=450) 

13 16 14 22 13 

Note: Represents those providers that indicated that they refer to that type of agency “always or very often.” ***p<0.001. 

 

Average distance to nearest primary care site 

Providers were asked the average distance that clients would need to travel to reach the primary care site 
closest to their clinic.  Although some (21%) indicated that the primary care site was in the same location as 
their clinic, most mentioned that it was relatively close, within 2 to 5 (33%) or 6 to 10 (16%) miles. Very few 
indicated that the nearest primary care site was over 20 miles away (2%).  
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Barriers to providing referrals  

Providers were asked to what extent they agreed that a series of statements were barriers to referring their 
Family PACT clients to primary care services. Providers agreed that finding local providers that can serve 
uninsured or indigent clients (58%) was one of their greatest challenges.  Other major barriers included 
difficulty finding providers that can take on new patients (36%), difficulty finding providers nearby (33%), 
and their clients’ resistance to going to another facility (32%).  

The types of barriers differed significantly based on provider sector. Private sector providers were more 
likely than public sector providers to agree that unfamiliarity with the types of services offered at local 
health agencies (22% vs. 15%) and inadequate information on how to facilitate referrals (19% vs. 10%) were 
barriers. However, private sector providers were less likely to consider finding providers that could take on 
new patients (30 vs. 41%) and finding providers that were teen friendly (17% vs. 24%) less difficult when 
compared to public sector providers (Figure 11). 

Figure 11: Barriers to providing referrals to primary care services, overall and by provider sector  

 
N=607; **p<0.01, ***p<0.001.  
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The barriers most often mentioned also varied slightly by provider specialty (Figure 12). Multispecialty 
providers were significantly less likely to cite difficulty in finding local providers that would serve 
uninsured/indigent clients (43% vs. 59-67%), whereas general or internal medicine providers were more 
likely to cite clients’ hesitance to go to another facility (38% vs. 26-29%) or difficultly finding providers 
nearby as barriers (41% vs. 25-32%).   

Figure 12: Barriers to providing referrals to primary care services, by provider specialty   

 
N=596;* p<0.05,  **p<0.01, ***p<0.001 
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Not surprisingly, solo medical practices reported a different set of barriers to providing referrals as 
compared to other provider types. Overall, they were more likely to cite inadequate information on how to 
facilitate referrals (24% vs. 8-11%) and unfamiliarity with the types of services offered at local health 
agencies (28% vs. 15-19%) as barriers than other provider types. County or city clinics were more likely to 
report difficulty finding providers who are teen friendly (32% vs. 14-26%) and client resistance to going to 
another facility (39% vs. 21-35%) as barriers. Compared to other provider types, group medical practices 
generally reported the fewest barriers to providing referrals (Figure 13). 
 
 
Figure 13: Barriers to providing referrals to primary care services, by provider type   

 
N=550; *p<0.05, **p<0.01, ***p<0.001 
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Differences in the referral process  
In an open-ended question, Family PACT providers were asked to describe differences in the process for 
screening and referring clients for adult and adolescent clients. The need for confidentiality among 
adolescent clients emerged as the most common difference influencing provider’s referral practices. As one 
provider explained, “adolescents can be seen in family planning without parental consent. If a family 
practice referral is required, chances are that parental consent will be required. We must give the 
adolescent tools to use in explaining the need for medical care to the*ir+ parent.”  
 
Providers also described making an extra effort with adolescents in order to reduce common barriers for 
this population. These included providing teens with an appointment at a sooner follow up date, referring 
teens to clinics known for their teen friendliness or ability to serve teens at a low cost, and taking additional 
steps to follow up and ensure access. As one provider explained, “for adolescents…there *are+ more follow 
up dates.”  
 
A few providers noted that they do not have to refer adolescent clients as often simply because teens use 
Family PACT primarily for confidential reproductive healthcare. As one provider explained, “many teens 
have outside primary care providers and just use our clinic for family planning. For primary care needs, we 
refer back to their medical home.” 

Providers were also asked about differences in the screening and referral process for male and female 
clients. Although most providers indicated that there were no differences, a handful of providers 
mentioned client preferences regarding the gender of their provider as a consideration when making 
referrals to primary care. Also, a few providers noted that males are often less likely to follow up with 
referrals. As one provider explained, “Our male clients *are+ sometimes more reluctant to go to their 
appointment and require more follow up.”   
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VI. Resources used by providers for primary care referrals  

Resources offered by Family PACT 

As described earlier, the Office of Family Planning implemented a number of activities designed to increase 
Family PACT providers’ awareness of the importance of primary care referrals and offer providers resources 
to facilitate such referrals. This survey found that over three-quarters (76%) of providers had been exposed 
to at least one of these resources. The Family PACT Update Newsletter was the resource cited most often, 
by 51% of providers, followed by information received via the regional Family PACT Provider Forums (37%), 
the Family PACT Program Standards of Care (31%), the Family PACT Tip Sheet on “Referring and Rendering 
Providers” (19%), and the Family PACT provider telephone number (17%). Providers were given the 
opportunity to write in other resources, and they mentioned Family PACT resources such as “online FPACT 
trainings”, “the provider manual” and the “Family PACT website,” as well as non-Family PACT resources 
such as “Info@211” and “web conferences and trainings.” 
 
There were no differences by provider sector, specialty, or type with regards to exposure to these 
resources. However, full scope primary care providers were significantly more likely to have attended a 
Family PACT Provider Forum (43 vs. 30%, p<0.001), or seen a Family PACT newsletter (56 vs. 47%, p<0.05) 
or the Family PACT Program Standards (34 vs. 27%, p<0.05) related to primary care referrals.  
 
Resources available within clinics  

Over three-quarters of Family PACT providers reported having office staff to track and coordinate referrals 
(78%) and use of a standardized referral form (78%) to facilitate their referral practices. Over sixty percent 
also mentioned using informal referral networks (68%), written referral protocols for staff (67%), printed 
materials with the contact information of local primary care resources (65%), and a community 
resource/referral book (65%). Only one in five providers (20%) mentioned using a website to help facilitate 
referral to primary care services; this represented the only resource that providers mentioned more often 
in the 2008/09 survey as compared to the 2004/05 survey, perhaps indicating a potential emerging trend 
(Table 25).  
 
Table 25: Resources used to facilitate primary care referrals, comparison between 2004/05 and 2008/09 
surveys  
 2008/09 Survey 

% 

2004/05 Survey 

% 

Office staff to track/coordinate referrals 78 88 

A standardized referral form 78 83 

Informal referral networks/partnerships with 
local primary care providers  

68 71 

Printed materials with contact information 
of local primary care resources 

65 68 

Written/printed referral protocol for staff  67 77 

Community resource/referral book  65 74 

Website 20 17 

N=590   

Note: Providers that skipped this question (n=35) were removed from the analysis.  
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VII. Screening family planning clients for eligibility for public health 
insurance programs 

A key element in linking clients with a regular source of primary health care is screening them for eligibility 
for other public health insurance programs, such as Medi-Cal and Healthy Families. The 2004/05 Provider 
Survey assessed a similar set of questions related to providers’ screening practices. However, because the 
question was presented differently in the two surveys, direct comparisons should be interpreted with 
caution.19 
 

Prevalence and timing of insurance screening 

The vast majority (81%) of Family PACT providers reported screening their family planning clients for their 
eligibility for other public health insurance programs. One-third (33%) screened their clients during their 
first visit. An additional 35% screened clients more regularly, either at nearly every visitor annually. Finally, 
nearly one in five (18%) providers reported screening their clients only when the client has a present need 
for primary care services. A larger proportion of Family PACT providers reported screening their clients in 
the 2008/09 survey (81%) as compared to the 2004/05 survey (75%) (2004/05 results not shown).  
 
Figure 14 provides an overview of the different rates of screening by provider sector, specialty, and type, as 
well as by the availability of full scope primary care services. Significant differences were observed within 
each category.  
 
Figure 14: Proportion of Family PACT providers that screen clients for eligibility for other public health 
insurance programs 

 
Note: Differences by provider sector and specialty significant at p<0.05. Differences by provider type and availability of full scope 
primary care significant at p<0.001. 

                                                           

19 In the 2004/05 surveys, providers were asked about their screening practices for “Family PACT clients.” In the 
2008/09 survey, the language was changed to ask about screening practices for “family planning clients.”  
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Providers’ perceptions of their clients’ eligibility for other insurance programs 
Providers reported a wide range of responses when asked to estimate what proportion of their clients are 
eligible for other public health insurance programs. Although a few (11%) responded that all or almost all of 
their clients are eligible, nearly as many (18%) estimated that none of their clients were eligible (see Table 
26). 
 
Overall, providers responses differed based on their provider sector, specialty, and type. Private sector 
providers, as well as general/internal and multispecialty providers, estimated that a smaller proportion of 
their clients were eligible for public health insurance programs (Table 26). Planned Parenthoods were more 
likely than other provider types to indicate that over half of the clients were eligible, whereas county or city 
clinics were the least likely to feel that most of their clients were eligible (Table 27).  
 
Table 26: Providers’ perceptions of the proportion of their family planning clients that are eligible for 
public health insurance programs, overall and by provider sector  
  Provider Sector** Provider Specialty* 

 Overall 
% 

Private 
sector 

% 

Public 
sector 

% 

General or 
internal  

% 

Multi-
specialty 

% 

Family 
planning 

% 

OB/GYN 
% 

All/almost all 11 12 10 10 10 14 11 
More than half 18 16 20 17 28 6 14 
About half 18 14 21 19 12 24 16 
Fewer than half 35 31 39 34 31 44 39 
Almost none 18 27 9 20 19 11 19 

 N=587 N=570  N=562    

Note: Differences within provider sector significant at p<0.01. Differences within provider specialty significant at p<0.05.  

 

Table 27: Providers’ perceptions of the proportion of their family planning clients that are eligible for 
public health insurance programs, by provider type  
 Provider Type*** 

 Group practice 
% 

Solo practice 
% 

Community 
clinic or FQHC 

% 

Planned 
Parenthood 

% 

County or 
city clinic 

% 
All/almost all 11 13 7 10 20 

More than half 17 15 22 23 5 

About half 16 14 21 31 8 

Fewer than half 26 35 42 29 55 

Almost none 30 23 8 8 13 

N=550      

Note: Differences by provider type significant at p<0.001 

 

Resources to help enroll or refer clients to other public insurance programs 

To help facilitate access to other sources of public health insurance for its family planning clients, providers 
frequently mentioned using resources, such as local enrollment offices (52%) and onsite eligibility workers 
(40%). Community health outreach workers (22%) and hotlines (11%) were used as well, but less often. 
Overall, a smaller proportion of providers surveyed in 2008/09 reported using selected resources to help 
screen and refer clients for other public insurance programs, although this may be due to differences in the 
survey sample (Table 28).  
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In 2008/09, public sector providers were more likely than private providers to use onsite eligibility (47% vs. 
31%) or community health outreach workers (28% vs. 17%). With regards to provider specialty, 
general/internal and multispecialty providers were significantly more likely to report using onsite eligibility 
or community health outreach workers than both family planning and OB/GYN specialists (Table 29). 
Community clinics or FQHCs, county or city clinics, and group medical practices reported using onsite 
eligibility workers and community health outreach workers more often than solo medical practices and 
Planned Parenthoods (Table 30). 
 

Table 28: Resources used to help enroll or refer clients to other public health insurance programs, 
comparison of 2008/09 and 2004/05 surveys  
 2008/09 Survey 

% 

2004/05 Survey 

% 

Local enrollment offices 52 57 

Hotlines 11 18 

Community health outreach workers 22 28 

Onsite eligibility workers 40 43 

 N=590 N=950 

Note: Percentage includes providers that indicated that they “always or very often” use the resources listed. 

 
Table 29: Resources used to help enroll or refer clients to other public health insurance programs, by 
provider sector and specialty 
 Provider sector Provider specialty  

 Private 
% 

Public 
% 

Sig. General/ 
internal 

% 

Multi-
specialty  

% 

Family 
planning 

% 

OBGYN 
% 

Sig. 

Local enrollment offices 53 53  46 49 62 62 * 

Hotlines 10 11  9 19 8 7 ** 

Community health 

outreach workers 

17 28 ** 24 30 17 15 * 

Onsite eligibility 
workers 

31 47 *** 43 53 24 30 *** 

 N=607   N=596     

Note: Percentage includes providers that indicated that they “always or very often” use the resources listed. *p<0.05, **p<0.01, 

***p<0.001 

 

Table 30: Resources used to help enroll or refer clients to other public health insurance programs, by 
provider type 
 Group 

practice 
% 

Solo 
practice 

%  

Community 
clinic or FQHC 

% 

Planned 
Parenthood 

% 

County or 
city clinic 

% 

Local enrollment offices 53 55 50 50 58 

Hotlines 15 9 8 5 13 

Community health outreach workers***  24 13 35 9 20 

Onsite eligibility workers*** 41 27 58 7 46 

N=520      

Note: Percentage includes providers that indicated that they “always or very often” use the resources listed. ***p<0.001 
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Challenges in screening and referring clients  

Providers were asked to what extent they encountered barriers to facilitating access to other sources of 
public health insurance for their family planning clients. The three most common barriers were client-
focused: clients’ reluctance to disclose their insurance status (40%); clients’ concerns about their 
confidentiality (31%); and clients’ resistance to enrolling in another program (27%). Other barriers, such as 
inadequate information on where to send eligible clients to enroll (22%), unfamiliarity among staff about 
program eligibility guidelines (21%), and inadequate staff time to provide referrals (18%) were also 
mentioned.  
 
Overall, private sector providers reported greater barriers to screening and referring clients. In particular, 
private sector providers were significantly more likely to agree that inadequate information about where to 
send clients (31 vs. 15%), unfamiliarity among staff about eligibility requirements (26% vs. 17%), and staff 
hesitancy to inquire about a client’s insurance status were barriers (10% vs. 4%) (Table 31). 
 
The barriers reported also varied by provider specialty and type. Family planning providers were the most 
likely to cite their clients’ resistance to enrolling in another program (40% vs. 19-32%) as a barrier. OB/GYNs 
were the most likely to cite clinic-level challenges, including unfamiliarity among program staff about 
eligibility requirements (34% vs. 15-24%) and inadequate information on where to send clients (32% vs. 17-
22%) (Table 32).   
 
Planned Parenthood clinics more often cited client-focused barriers than other provider types. They were 
the most likely to indicate that their client’s resistance to disclose of their insurance status (50% vs. 23-37%) 
and clients’ concerns about confidentiality (58% vs. 21-41%) were barriers. On the other hand, county or 
city clinics reported the fewest barriers compared to all provider types, with under one-quarter of providers 
agreeing that the statements presented were challenges to facilitating access to other public health 
insurance programs (Table 33).  
 

Table 31: Barriers to facilitating access to other public health insurance programs, overall and by provider 
sector 
 Overall  

%  

Private  

% 

Public  

% 

Client reluctance to disclose their insurance status  40 35 31 

Client concerns about assuring confidentiality 
provisions 

31 36 29 

Client resistance to enrolling in another program  27 27 19 

Inadequate information on where to send clients to 
enroll*** 

22 31 15 

Unfamiliarity among staff with program eligibility**  21 26 17 

Inadequate staff time to provide referrals 18 22 16 

Staff hesitancy to inquire about clients insurance 
status** 

7 10 4 

 N=604 N=587  

Note: Percentage includes providers that “agreed” or “strongly agreed” with the statements. **p<0.01, ***p<0.001.  
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Table 32: Barriers to facilitating access to other public health insurance programs, by provider specialty  
 General/ 

internal 
% 

Multispecialty  
% 

Family 
planning 

% 

OBGYN 
% 

 

Unfamiliarity among staff with program 
eligibility*** 

17 15 24 34 

Inadequate information on where to send 
clients to enroll** 

22 17 21 32 

Inadequate staff time to provide referrals 19 13 16 26 
Staff hesitancy to inquire about clients 
insurance status 

8 6 2 12 

Client resistance to enrolling in another 

program** 

32 19 40 24 

Client reluctance to disclose their insurance 
status 

26 33 40 36 

Client concerns about assuring confidentiality 
provisions 

28 28 46 34 

N=574     

Note:  Percentage includes providers that “agreed” or “strongly agreed” with the statements. **p<0.01, ***p<0.001.  

 
Table 33: Barriers to facilitating access to other public health insurance programs, by provider type 
 Group 

practice  
% 

Solo 
practice 

% 

Community clinic 
or FQHC 

% 

Planned 
Parenthood 

% 

County or 
city clinic 

% 

Unfamiliarity among staff with 

program eligibility*** 

18 32 13 33 10 

Inadequate information on where 
to send clients to enroll*** 

19 41 12 26 10 

Inadequate staff time to provide 
referrals 

19 24 14 19 15 

Staff hesitancy to inquire about 
clients insurance status** 

6 15 5 4 0 

Client resistance to enrolling in 
another program 

25 27 31 40 21 

Client reluctance to disclose their 
insurance status** 

30 37 28 50 23 

Client concerns about assuring 
confidentiality provisions*** 

30 41 21 58 23 

N=550      

Note: Percentage includes providers that “agreed” or “strongly agreed” with the statements. **p<0.01, ***p<0.001.  
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Provider suggestions for the Office of Family Planning  

In a series of open-ended questions, providers were asked if they had any feedback or suggestions for the 
Office of Family Planning regarding primary care referrals. While some of their suggestions would be 
difficult for OFP to implement (e.g., expand the scope of services covered by Family PACT to include 
primary care services), other feedback can be useful in the development of additional resources for 
providers and clients.  
 
Resource lists for providers: Many providers expressed difficulty in identifying local providers that not only 
offered primary care services, but were also able to take on new patients, serve undocumented individuals, 
or offer a sliding fee scale to their patients. Providers requested that the Office of Family Planning compile 
lists of primary care providers by county or city, with particular attention to the issues mentioned above.  
For example, providers mentioned:  
 

“We need a list of providers that would serve indigent and uninsured patients especially for women 
under 40 who can’t qualify for the cancer detection program.”  
 
“Provide a list of providers who *offer+ free, low-cost, or sliding scale services for indigent patients. 
Contact local imaging centers and see if they will offer low-cost female imaging, i.e. pelvic, 
ultrasound, mammogram.” 
 

Providers also requested a more general resource list highlighting the public and community-based 
programs available to address individuals’ primary health care needs. A handful of providers mentioned 
that these resources should be available online and regularly updated.  
 
Written materials for patients: Providers requested written resources that could be distributed to their 
patients regarding primary health care programs available and how to access them. One provider 
specifically mentioned a need for “information pamphlets explaining what services are not covered by 
Family PACT and instructing patients to ask their provider about primary care needs.”  
 
Standardized referral forms: A few providers requested a standardized referral form for the Family PACT 
program to use when providing referrals so that follow up on completed referrals could be documented.  
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Conclusions and Recommendations  

Based on the findings presented in this report, UCSF has reached the following conclusions and offers the 
following recommendations to the Office of Family Planning in its continued efforts to facilitate referrals to 
primary care services for Family PACT clients. Although some of the future direction of referrals in the 
Family PACT program will depend on the conditions of the final waiver renewal, ensuring clients’ access to 
needed primary care services will always be an important component of care at Family PACT sites. As 
health care gateways, family planning providers will continue to play a key role in facilitating early entry 
into services for clients in need.   
 
Family PACT providers are screening clients for primary health care needs, but there is room 
for improvement in the frequency of screening.  

Overall, the vast majority (98%) of Family PACT providers screen their clients for primary health care needs, 
and approximately one-third (34%) estimate that more than half of their Family PACT clients are in need of 
primary care services. However, there is room for improvement in the initial timing and frequency of 
screening, with smaller proportions of providers screening at regular intervals. Waiting until a client has a 
present need for primary health care services, as 45% of providers do, might miss the opportunity for 
necessary and early preventive care, particularly since needs for reproductive health care services can be 
infrequent.  
 
Recommendations: 

 In future provider handouts and trainings, emphasize the importance of screening clients for 
primary health care needs at frequent and regular intervals, such as at every visit or annually.  

 
The majority of Family PACT providers offer key primary care services onsite; however, this 
availability is largely dependent on provider sector, specialty and type.  

The diverse mix of providers in the Family PACT program means that many are well suited to meet the 
primary care needs of their Family PACT clients. This study finds that over three-quarters of Family PACT 
providers offered key services, such as screening for common health care conditions, annual physicals, 
treatment of acute common illnesses, domestic violence screening, and writing prescriptions for primary 
care needs, onsite to Family PACT clients.  However, the availability of primary care services onsite was 
largely dependent on the provider’s sector, specialty and type. Private sector providers, family planning and 
OBGYN specialists, Planned Parenthoods, and solo medical practices were less likely to meet their clients’ 
primary care needs onsite. These providers will likely require a difference set of resources and additional 
support in order to be able to effectively screen and refer clients to other sources of care as compared to 
those that offer many primary care services onsite.  
 
Recommendations: 

 Target trainings, materials and resources related to primary care referrals according to provider 
characteristics. During tight budget times, consider directing materials to those provider specialties 
and types with the greatest need for resources and support, including those that more often 
provide referrals and/or face the greatest barriers to providing referrals. 
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Although many Family PACT providers offer primary care services onsite, structural, financial 
and client-focused barriers can limit access to these services.    

This study demonstrates that the availability of primary care services at many Family PACT provider sites 
does not automatically imply that these services are readily available to clients. Approximately half of 
general/internal and multispecialty providers, who generally offered a full scope of primary care services 
onsite, cited clients’ resistance to returning for follow-up appointments or difficulty ensuring a source of 
payment as barriers to offering primary care services onsite. This last finding emphasizes how patterns of 
care are driven primarily by the availability of reimbursement and payment sources.  
 
Recommendations:  

 Develop written materials (brochures, pamphlets or flyers) for providers to distribute to clients that 
clarify and describe the availability of primary care services through other programs or clinic sites. 

 
All Family PACT providers offer referrals for some types of primary care services. The 
frequency of activities designed to facilitate referrals for clients may be declining.  

This study illustrates that all Family PACT providers offer referrals for at least some types of primary care 
services, and more often for specialized care such as mental health counseling, treatment of substance 
abuse, bone fractures, and cancer treatment and therapy. Overall, providers estimated that one-third of 
their Family PACT clients receive a referral to another provider for needed care, while two-thirds receive 
care onsite. Not surprisingly, this estimate was significantly higher among Planned Parenthood and solo 
medical practices, as well as family planning and OBGYN specialists. These providers were also less likely to 
offer a broad range of primary care services onsite.  
 
This study also illustrates the variation in the types of referral activities that providers engage in to help 
facilitate access to primary care services, and opportunities for improvement.  The frequency of some 
referral activities, including documenting the referral in the client’s chart, providing medical records to the 
outside provider, and giving the client directions, declined significantly between the 2004/05 and 2008/09 
surveys. Although some of the decline could be attributed to differences in the two samples, they may also 
be reflective of increasingly burdened and busy health care system in which these activities take less 
priority.  
 
Recommendations: 

 In provider trainings and new Clinical Practice Alerts, encourage providers to improve their referral 
practices by completing referral forms, providing medical records to the referred provider, making 
appointments for the client, giving the client directions or transportation information, and seeking 
feedback from the client following the visit. 

 Reassess providers’ referral activities at regular intervals, using provider surveys or other methods, 
in order to ensure that the frequency of activities is not declining and/or identify new challenges 
and opportunities for intervention.  

 
Providers’ referral networks are often limited to providers similar to themselves, perhaps 
limiting access for their clients in need.  

Examination of the referral practices of providers by sector, specialty, and type revealed that providers 
commonly refer clients to sites similar to themselves. This practice likely reflects providers’ increased 
familiarity with other local providers with similar characteristics, but could be limiting their ability to refer 
clients with diverse needs or with limited ability to pay.  
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Recommendations:  

 Compile or seek out existing lists of primary care providers by city or county so that Family PACT 
providers’ can rely on a greater range of resources for their clients. Consider development of a 
searchable database, similar to the Family PACT provider locator on the familypact.org website. 

 Expand such lists by including information on which providers are able to take on new patients, 
serve undocumented individuals, or offer a sliding fee scale to their patients. 

 
Barriers to providing referrals are common; some barriers present concrete opportunities for 
intervention.  

Many of the barriers to providing referrals to primary care services are financial, social, and/or structural 
barriers that may not be amenable to a quick change – for example, finding providers to serve uninsured or 
indigent clients has remained the most common barrier noted by providers in both the 2004/05 and 
2008/09 surveys. But some barriers are amendable to intervention – for example, solo practice providers 
had a unique set of barriers related to inadequate information or internal resources to facilitate referrals. In 
their narrative responses, providers of diverse specialties and types noted that referring adolescent clients 
can be more difficult because of confidentiality issues.  
 
Recommendations: 

 Provide resources, including guidelines for best practices for special populations, lists of local 
resources, and standardized referral forms to address those issues that are amenable to change.     

 Partner with organizations such as the California Primary Care Association to develop and support 
state or nationwide efforts to expand primary care coverage options for low-income, uninsured 
populations.  
 

Most providers have been exposed to at least one of the resources offered by the Office of 
Family Planning on referrals, indicating strong interest in this topic.  

Three-quarters of providers reported having received at least one of the resources offered by the Office of 
Family Planning on referrals.  Even one of the most time-intensive resources, attending a Provider Forum, 
was mentioned by 37% of providers.  Given the busy schedules of providers, it is impressive that they 
recalled receiving such documentation, and is a strong indication of the ongoing interest in and need for 
resources on this critical topic. 
 
Recommendations: 

 Continue to offer diverse resources on referrals, including tip sheets, Provider Forums, trainings, 
and newsletters, to providers. Consider making these resources available online, so that providers 
can reduce travel costs and receive the information when they need it.  

 Target materials to diverse staff at Family PACT clinics sites – including front office administrative 
staff, health educators, clinical providers - so that all can participate in identifying and referring 
clients.  
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In addition to the conclusions reached from the survey data, this study also had a number of findings 
related to the study methodology. 
 
Differences in the responses to the survey by provider sector should be taken into consideration when 
interpreting findings and perhaps developing future studies.  

In both the 2004/05 and 2008/09 surveys, a higher proportion of public sector providers responded to the 
survey, placing some limitations on the extent to which findings are broadly generalizable to the entire 
Family PACT provider population. In future studies, additional efforts to increase response rates among 
private providers, perhaps by oversampling private providers for inclusion in the original eligibility sample, 
might alleviate this disparity.  
  
Up-front, monetary incentives are effective in yielding high response rates in the Family PACT provider 
population, and are likely more cost-effective for large scale surveys. 

Using monetary incentives in surveys of Family PACT providers yields similar response rates to previous 
studies. Further, the $10 incentive amount yielded a higher response rate than the $5 incentive (71% vs. 
63%). The use of up-front incentives can save resources by reducing staff time necessary for processing 
follow-up incentive items and costs related to mailings, but their cost-effectiveness is more pronounced for 
large surveys of large sample sizes. Finally, our literature review demonstrated that monetary, upfront 
incentives are the most effective for improving response rates in surveys of physicians; however other 
incentives may be better suited for other target populations.  
  
Future Family PACT evaluation studies should continue to assess primary care referrals from 
multiple perspectives, including providers and clients, in particular as the landscape around 
health care reform changes.  

Studies of Family PACT provider practices, such as the Provider Referral Studies, are critical for OFP’s 
understanding of how policies and resources are implemented in the “real world.” Given the dynamic 
nature of the waiver renewal process and changes in the national landscape around healthcare and health 
reform, it is important to reassess this topic at regular intervals in order to identify emerging issues and 
areas for improvement.  
 
Further, this study enhances our understanding of primary care referrals from the perspective of providers 
themselves. It is critical to continue to explore the issue of primary care needs and referrals using data 
sources collected by the Family PACT Evaluation, such as client exit interviews and medical record reviews. 
Comparing and synthesizing findings across these multiple data sources will provide a more complete 
profile of primary care referrals, and could also help inform future study efforts.   
 
Recommendations:  

 Reassess provider and client experiences and preferences at regular intervals in order to track 
changes over time and identify new areas for intervention.  

 Consider alternate data collection methods to expand OFP’s understanding of this issue. Surveying 
a representative sample of providers is the ideal method for capturing a broad overview of provider 
practices and opinions. Other methods, including semi-structured telephone interviews, site visits, 
or in-person interviews with clinic staff, should be considered in the future in order to complement 
existing survey data.  
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Appendix A: Survey Instrument  

 
 

 
 

FFAAMMIILLYY  PPAACCTT  EEVVAALLUUAATTIIOONN::  
PPRROOVVIIDDEERR  RREEFFEERRRRAALL  SSUURRVVEEYY  

 

 
 

 
 

 

 
Conducted by the University of California, San Francisco 

For the Office of Family Planning, California Department of Public Health 
 
 
 

When complete, please use the attached stamped envelope or fax the survey to: 
Lauren Ralph 

University of California, San Francisco 
3333 California Street, Suite 265 
San Francisco, CA 94143-0936 

FAX: 415-476-0705 
 

OR 
  

Complete this survey online at:  

http://bixbycenter.ucsf.edu/referralsurvey 
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GENERAL INFORMATION 
 

1.  Please provide the following information about this provider site: 

Name of Organization:  ___________________________________________________ 

Name of Provider/Clinic Site:  _________________________________________________ 

Street Address:   ___________________________________________________ 

City:    ___________________________________________________ 

Zip:    ___________________________________________________ 

 
2.  Please list any National Provider ID (NPI)/ Family PACT provider ID numbers used at this site:  

a) ____________________________ c) ____________________________ 

b) ____________________________ d) ____________________________ 

 
3.  What is your work title?  _________________________________________ 
 

 
 
 
 
 
 
 
 
4.  Which of the following best describes this site?  
(Check one.)  

 Group medical practice 
 Solo medical practice 
 FQHC/rural health clinic/Indian health center 
 Other community clinic/Neighborhood health 

center/Free clinic 
 Planned Parenthood 
 Hospital-based outpatient clinic 
 County or city health clinic 
 School based health center/Student health services 
 Other (please specify): ________________________ 

5.  What is this site’s primary specialty? (Check one.) 
 Family planning 
 OB/GYN/Women’s health 
 Pediatrics/adolescent medicine 
 General medicine 
 Internal medicine 
 Multi-specialty 
 Other (please specify): ________________________

  

  

  

  

Please continue to the questions on the next page. 

For the purposes of this survey, primary health care is defined as:  
“Coordinated health promotion, disease prevention, health maintenance, counseling, patient 
education, and diagnosis and treatment of acute and chronic illnesses.” This includes annual 

physical and wellness exams, treatment of common acute illnesses, and screening for chronic 
conditions (for example diabetes, hypertension, and depression).  

Please answer the following questions for the site of service listed above. If this site is part of a 
larger organization, answer only regarding this site, not the larger organization. 
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PPaarrtt  11::  SCREENING Family PACT CLIENTS FOR PRIMARY HEALTH CARE NEEDS  

6.  When are Family PACT clients at this site asked if they 
have a doctor that takes care of their primary health 
care needs? (Check all that apply.)  

 At their first visit 
 At nearly every visit 
 Annually 
 When they have a present need for primary care 

services 
 At another time:__________________________ 

________________________________________  

 Never 
 I don’t know 

 
 

 
7.  Does this site use a standardized medical history 
form/assessment tool to screen clients for primary 
health care needs?  

 Yes 
 No 
 I don’t know 

 

8.  Does this site document the patient’s language 
proficiency and/or need for an interpreter on their 
medical records?  

 Yes  
 No 
 I don’t know  

 

PPaarrtt  22:: PRIMARY CARE SERVICES AVAILABLE AT YOUR SITE 
 
9.  If a Family PACT client at this site needed any of the following services, would this site usually provide the service or 
refer the client to an outside provider? (Check one box for each row.)  

  
Usually provide at this site 

Usually give a referral to an 
outside provider  

Comprehensive annual physical examination   

Limited physical examination (e.g., well-women exam)   

Treatment of common acute illnesses (e.g., sore throat, flu)   

Health care screenings/ wellness care   

Drug dispensing (for primary care needs)   

Writing prescriptions (for primary care needs)    

Immunizations   

Cancer treatment/therapy   

Treatment of bone fractures   

Treatment of minor injuries (e.g., sprain, cut)   

Screening for common health care conditions (e.g., diabetes, 
hypertension)  

  

Monitoring and management  of common health care 
conditions (e.g., diabetes, hypertension) 

  

Ongoing support services for weight management   

Screening for depression   

Ongoing mental health counseling & support services   

Treatment of substance abuse   

Screening for domestic violence    

 
 
 
 
 
 
 
 
 

If you checked any boxes in this column  
continue to next question (Question #10). 

 
If you did not check any boxes in this column   

skip to Question #11.  
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10.  For the services that you usually provide at your site, please indicate when the service is provided, by checking the 
appropriate box. (Check one box for each row.)  

  

Provided on the 
same day as the 
family planning 

visit 

Client returns 
for a separate 
appointment 

Other/variable 
(it depends on 
the availability 

of providers 
that day, etc.) Does not apply 

Comprehensive annual physical examination     

Limited physical examination (e.g., well-women exam)     

Treatment of common acute illnesses (e.g., sore throat, 
flu) 

    

Health care screenings/ wellness care     

Drug dispensing (for primary care needs)     

Writing prescriptions (for primary care needs)      

Immunizations     

Cancer treatment/therapy     

Treatment of bone fractures     

Treatment of minor injuries (e.g., sprain, cut)     

Screening for common health care conditions (e.g., 
diabetes, hypertension)      

Monitoring and management  of common health care 
conditions (e.g., diabetes, hypertension) 

    

Ongoing support services for weight management     

Screening for depression     

Ongoing mental health counseling & support services     

Treatment of substance abuse     

Screening for domestic violence      

 
11.  What proportion of Family PACT clients at this site 
needed primary care services last year? (Check one.)  

 All/almost all  
 More than half  
 About half  
 Fewer than half 
 Almost none 
 I don’t know/not sure 

 

 

12. Among those Family PACT clients that needed primary 
care services last year, approximately what percent 
received… (Enter a value between 0 and 100% in each row.) 

  %  

….primary care services AT your clinic 
site or WITHIN your organization?   

…..a REFERRAL to access primary care 
services elsewhere?    

  Total: 100% 

 
 
13.  When a Family PACT client receives primary care services at your site, how is the appointment usually made for that 
client? (Check all that apply.)   

 The client receives the primary care services as part of their family planning visit  
 An appointment is made during or immediately after the client’s visit by clinic staff  
 The client is given a telephone number to call to schedule an appointment 
 The client is given instructions on where to go to schedule an appointment 
 Other (please specify): ____________________________________________ 
 Does not apply/Do not provide onsite primary care services 

 

14.  Does your site use a sliding fee scale for un/underinsured clients who receive primary care services at your site?   
 Yes  
 No 

 I don’t know 
 Does not apply/Do not provide primary care onsite 
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PPaarrtt  33:: PROVIDING REFERRALS TO PRIMARY CARE SERVICES 
 
15.  Have you or any of your staff ever attended or accessed any of these Family PACT resources related to providing referrals to 
primary care services? (Check all that apply.) 

 A regional Family PACT Provider Forum 
 The Family PACT Update Newsletter 
 The 1-877-Fam-PACT provider number 
 The Family PACT Program Standards of Care  
 The Family PACT Tip Sheet on “Referring and Rendering Providers” 
 Other (please specify): ________________________________ 
 None of the above 

 
16.  To the best of your knowledge, when this site refers Family PACT clients for primary care services (either at your site or to an 
outside provider), how often does this site…..? (Check one box for each row.) 

  Always or 
very often Sometimes 

Never or 
almost never 

Don’t know/ 
N/A 

Complete a referral form for the client     

Provide pertinent medical records to the provider that the client was 
referred to 

    

Make the appointment for the client with primary care provider     

Give the client directions to the provider     

Document the referral in the clients medical chart     

Convey information to the primary care provider about the client’s 
language proficiency and/or need for an interpreter 

    

Follow-up with client to ensure he/she followed through with the 
referral 

    

At a later visit, ask the client about his/her satisfaction with primary 
care services received  

    

Receive documentation (e.g., medical records) from the primary care 
provider confirming that the client accessed services 

    

 
17.  Please describe differences, if any, in the primary care referral process for:  
a. Adolescent (versus adult) clients:  
 
 
 

 
 

 
 
b. Male (versus female) clients:  
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18.  Please indicate whether this site currently has any of the following resources in place to facilitate referrals to primary care 
services: (Check one box for each row.)  

  

Yes No 
Don’t 
know 

A written/printed referral protocol for staff         

Office staff to coordinate/track referrals    

A standardized referral form    

Printed materials (pamphlets, flyers, booklets) with the contact information of 
local primary care resources 

   

A website to help clients identify local primary care providers     

A community resource/referral book    

Informal referral networks/partnerships with local providers of primary care 
services  

   

 
19.  To the best of your knowledge, when this site refers Family PACT clients to receive primary care services at an outside 
provider, how often are they referred to the following places? (Check one box for each row.) 

If you do not refer any Family PACT clients to an outside provider for primary care services, SKIP to #22.  
  

Always or  
very often Sometimes 

Rarely or 
never 

Don’t know/ 
Does not apply 

Community clinic/Neighborhood health center/Free clinic     

Group or solo medical practice     

Hospital-based outpatient clinic     

County or city health clinic     

School based health center/Student health services      

Mental health/substance abuse clinic     

Other (please describe): 
    

 
20.  Does your agency have a collaborative relationship (for example, a coalition, partnership, or alliance) with the sites you refer 
to? (Check one box for each row.) 

  

Yes, formal 
(contract) Yes, informal No 

Don’t know/ 
Does not apply 

Community clinic/Neighborhood health center/Free clinic     

Group or solo medical practice     

Hospital-based outpatient clinic     

County or city health clinic     

School based health center/Student health services      

Mental health/substance abuse clinic     

Other (please describe): 
    

 
21.  On average, what is the distance that clients must travel from your clinic to reach the nearest primary care site that you refer 
to? (Check one.) 

 0 miles (in the same location) 
 <1 mile 
 2 to 5 miles 

 6 to 10 miles 
 11 to 20 miles 
 21 + miles 
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PPaarrtt  44::  BBAARRRRIIEERRSS  TTOO  PPRROOVVIIDDIINNGG  PPRRIIMMAARRYY  CCAARREE  SSEERRVVIICCEESS  AANNDD  RREEFFEERRRRAALLSS  
22.  To what extent do you agree that the following barriers prevent this site from providing primary care services to its Family 
PACT clients?  

  

Strongly 
agree Agree 

Neither 
agree or 
disagree Disagree 

Strongly 
disagree 

Difficulty ensuring a source of payment       

Client resistance to returning for another appointment      

Client resistance to seeing another provider       

Cannot  serve additional primary care clients at this site      

Do not have staff who are trained/licensed to provide primary 
care services  

     

Inadequate staff time to complete paperwork and/or schedule 
appointments 

     

Inadequate staff time to screen for primary care needs      

Lack of materials (checklists, etc.) to screen for primary care 
needs 

     

Other (please describe): 
 

     

 
23.  To what extent do you agree that the following barriers prevent this site from referring its Family PACT clients to receive 
primary care services at an outside provider?  

  

Strongly 
agree Agree 

Neither 
agree or 
disagree Disagree 

Strongly 
disagree 

Difficulty finding providers nearby      

Difficulty finding providers who can take on new patients      

Difficulty finding providers who are teen-friendly      

Difficulty finding providers who are male-friendly      

Difficulty finding providers who can accommodate the language 
needs of my clients 

     

Difficulty finding providers that will serve indigent/uninsured 
patients 

     

Unfamiliarity with the types of services offered by other local 
health agencies 

     

Inadequate information on how to facilitate referrals to primary 
care services 

     

Client resistance to go to another facility      

Inadequate staff time during client visits to provide/discuss 
referrals 

     

Inadequate staff time to complete paperwork and/or track 
referrals 

     

Other (please describe):  
     

24.  Is there anything that OFP could do to help overcome these barriers? 
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PPaarrtt  55:: SCREENING FAMILY PLANNING CLIENTS FOR ELIGIBILITY FOR OTHER 

PUBLIC INSURANCE PROGRAMS 
25.  Does your clinic generally screen its family planning 
clients for their eligibility for other public health 
insurance programs (such as Medi-Cal or Healthy 
Families)? (Check one.)  

 Yes, at their first visit 
 Yes, at nearly every visit 
 Yes, annually 
 Yes, when they have a present need for primary care 

services 
 Yes, at another time: __________________________ 
 No 
 I don’t know 

26.  Approximately what proportion of family planning 
clients at this site are eligible for other public health 
insurance programs (such as Medi-Cal or Healthy 
Families)? (Check one.) 

 All/almost all 
 More than half 
 About half 
 Fewer than half 
 Almost none 

27.  To what extent do you or your clinic staff use the following resources to help enroll or refer clients to a program such 
as Medi-Cal or Healthy Families?  

  
Always or very 

often Sometimes 
Never or almost 

never 
Don’t 
know 

Local enrollment offices     

Hotlines     

Community health outreach workers     

Onsite eligibility worker(s) at your clinic or agency     

Other (please specify): 
    

 
 28.  To what extent do you agree that the following barriers prevent this site from facilitating access to other public health 
insurance programs for its family planning clients?  

  

Strongly 
agree Agree 

Neither 
agree or 
disagree Disagree 

Strongly 
disagree 

Unfamiliarity among staff with program eligibility 
requirements  

     

Inadequate information on where to send clients to 
enroll for those programs 

     

Inadequate staff time to provide referrals      

Staff hesitancy to inquire about clients’ insurance status      

Client resistance to enrolling in another program       

Client reluctance to disclose their insurance status      

Client concerns about assuring confidentiality 
provisions 

     

 
29.  Do you have any feedback or suggestions for OFP regarding primary care referrals?  
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Appendix B: Literature review on improving response rates in 
surveys of physicians  
 
Given that response rates in surveys of physicians are generally lower than they are among the general public, a 
significant amount of research has tried to identify survey design procedures that increase response rates in this 
population.  Ensuring high response rates is important in order to decrease potential non-response bias and 
increase the overall validity and generalizability of study findings. A recent review of the literature on physician 
response to surveys found that across 24 published, peer-reviewed studies, the following study design features 
consistently and significantly increased response rates:1 
 

- Using first-class postage on the original survey mailing  
- Using a stamp (versus metered mailing) on both the outer and return envelopes 
- Personalizing the mail-out package  
- Limiting the length of the survey, ideally requiring 15 minutes or less 
- Using a monetary incentives (regardless of amount) 
- Prepayment of incentive (up-front with initial survey mailing) vs promised incentive   

 
This review of the literature also concluded that pre-notification of survey respondents and nonmonetary 
incentives were not found to be effective strategies to increase response rates among physicians, across 
multiple studies.  
 
Additional in-depth studies focused solely on the effect of the incentive amount provide additional information 
on deciding what monetary amount is most effective: 
 
Determining the amount for a monetary incentive  
The provision of any monetary incentive, even as low as $1, has been found to increase response rates in 
surveys of physicians; in general, the greater the amount, the higher the response rate.2,

 
3 Researchers credit 

this to the feeling of reciprocity created by providing an incentive. However, Dillman notes that as the incentive 
amount approaches the actual value of the service, response rates may diminish because the incentive is no 
longer seen as a token of appreciation but rather a payment for services rendered. In addition, Dillman notes 
that researchers must consider “diminishing returns” when determining the amount of the monetary incentive– 
as the amount of the incentive increases, the cost of providing that incentive can eventually outweigh the 
benefits achieved by having a higher response rate and more data.4  
 
Two studies have examined the influence of varying incentive dollar amounts ($2 bill vs $5 bill in one study; $5 
bill vs $10 bill in another) on response rates in paper-based surveys of physicians of diverse specialty types. 5, 6  
Both found that the higher incentive amount yielded significantly higher response rates, eight to 14 percentage 
points higher than the response rate in the lower incentive amount group. The incentive was sent with the 
initial survey mailing in both studies.  

                                                   
1 Kellerman S, Herold J. Physician response to surveys: A review of the literature. Am J Prev Med 2001; 20(1): 61-67.  
2
 Everett S, Price J, Bedell A, Telljohann S. The effect of a monetary incentive in increasing the return rate of a survey to 

family physicians. Evaluation & The Health Professions 1997; 20(2): 207-214.  
3
 James J, Bolstein R. The effect of monetary incentives and follow-up mailings on the response rate and response quality in 

mail surveys. Public Opinion Quarterly, 1990; 54: 346-361.  
4
 Dillman D. Mail and internet surveys: The tailored design method. 2007 edition.  

5
 Asch D, Christakis N, Ubel P. Conducting physician mail surveys on a limited budget: A randomized trial comparing 2 bill 

versus 5 bill incentives. Medical Care 1998; 36(1): 95-99.  
6 Halpern S, Ubel P, Berlin J, Asch D. Randomized trial of 5 dollars versus 10 dollars monetary incentives, envelope size, and 
candy to increase physician response rates to mailed questionnaires. Med Care 2002; 40: 834-839. 
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In a study7 examining the prospect of using promised vs up front incentives, researchers found that the up-front 
incentive group yielded a significantly higher response rate than the promised-incentive group (71.5% vs 56%). 
The population of physicians in this study was similar to that of the Family PACT population in terms of specialty 
area, with family medicine, internal medicine, pediatrics, and obstetrician-gynecologists participating. The 
survey itself was related to smoking cessation attitudes and practices, was 6 pages long, and took approximately 
15 minutes for providers to complete. A $25 Barnes and Noble gift certificate was used as the incentive. 
Interestingly, ob-gyn’s were the most sensitive to the timing of the incentive – the response rate in the up-front 
incentive ob/gyn group was significantly higher than the promised-incentive ob/gyn group (71.8 vs 51.8%).  
 
In another study8 using monetary up-front incentives, researchers examined the relative influence of using a $2 
versus $5 bill as the incentive. The survey population was comprised of primary care physicians registered in the 
AMA master file. The topic of the 4-page survey was cancer screening cost containment. The response rate 
among $5 bill recipients (61.2%) was significantly higher than $2 bill recipients (45.9%), surprising researchers 
who hypothesized that the novelty of the $2 bill might yield a higher response rate. Calculating overall costs, the 
researchers suggested that rather than conducting a 3rd follow-up mailing to illicit participation, researchers 
would increase their response rate more by putting the additional money into increasing the up-front incentive 
amount.  
 
Another study9 found that a $10 up-front incentive (60.5%) yielded a higher response rate among family 
physicians than a $5 up-front incentive (52.8%). A larger envelope and the inclusion of a small candy did not 
significantly influence response rates, contrary to the researchers’ hypothesis that the uniqueness of these 
changes would motivate response. Interestingly, the authors of this study highlighted diminishing returns in 
their cost analysis – the higher response rate may not have been enough to justify the increased study costs.  
 
The only study10 which assessed response rates related to a survey on a reproductive health topic was 
conducted among a national probability sample of ob/gyn, family practice, internal medicine and pediatric 
specialists. The researchers used a factorial study to measure the effects of varying dollar amounts ($0, 15, and 
25 up-front) and delivery modes (Fed Ex, US mail). Significant effects were observed for both – response rates 
increased with increasing money, and response rates were higher among those who received the survey via 
FedEx. The highest response rate (81%) was achieved among the group that received a $25 incentive and whose 
survey was delivered via FedEx. Among the lower incentive amounts, multiple follow up attempts steadily 
increased the response rate, whereas the response rate leveled off quickly among the $25 incentive group. The 
researchers in this study also conducted focus groups with physicians, prior to implementing the study 
described above, to gain their perspective on what might increase response rates among physicians. They 
identified the following: 
 

- Make it clear that the survey is being conducted by an unbiased and respected research organization 
that will not profit from the results 

- The cover letter and instructions should explain why it is crucial for providers to participate and how the 
findings will be used to improve patient care 

- The survey mailing should include a cash incentive rather than a check or other promised incentive 
- Multiple follow-up procedures should be used to remind physicians to complete the survey 

                                                   
7
 Delnevo C, Abatemarco D, Steinberg M. Physician response rates to a mail survey by specialty and timing of incentive. Am 

J Prev Med 2004; 26(3): 234-236.  
8
 Asch D, Christakis N, Ubel P. Conducting physician mail surveys on a limited budget: A randomized trial comparing 2 bill 

versus 5 bill incentives. Medical Care 1998; 36(1): 95-99.  
9
 Halpern S, Ubel P, Berlin J, Asch D. Randomized trial of 5 dollars versus 10 dollars monetary incentives, envelope size, and 

candy to increase physician response rates to mailed questionnaires. Med Care 2002; 40: 834-839. 
10 Kasprzyk D, Montano D, St. Lawrence J, Phillips W. The effects of variations in mode of delivery and monetary incentive 
on physicians’ responses to a mailed survey assessing STD practice patterns. Eval Health Prof 2001, 24(1): 3-17.  
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- The questionnaire and cover letters should include a simple but memorable logo 
- Questions should be clear and formatted to allow for quick and easy response; questions should not 

require physicians to look up something about their practices 
- Delivering the survey via a courier service might be better than first class mail because courier service 

deliveries are not likely to be screened by front-office staff and therefore might be more likely to make 
it to the physician’s desk.  
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