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2011 Family PACT Medical Record Review
Executive Summary
The Bixby Center for Global Reproductive Health at the University of California, San
Francisco (UCSF) conducts ongoing evaluation and monitoring of California’s statewide
family planning program, Family Planning, Access, Care, and Treatment (Family
PACT), for the California Department of Health Care Services (DHCS), Office of Family
Planning (OFP). The objectives of the Family PACT Program are to increase the use of
effective contraceptive methods, to promote optimal reproductive health, and to expand
access to family planning services in order to reduce the rate, overall number, and cost
of unintended pregnancies among low-income residents in California. The Family
PACT provider network includes both public and private sector providers, thereby
maximizing the number and type of providers from which clients can choose.
A medical record review (MRR) is one of several studies periodically undertaken to
provide OFP with information to improve service delivery and maximize program
resources. This 2011 MRR is the fourth in a series, which began in 1999 when the
Family PACT Program received a federal Medicaid 1115 demonstration waiver for
family planning services. In 2010, the Family PACT Program transitioned from a
demonstration waiver to California’s Medicaid State Plan, but all services remained the
same.
Family PACT providers deliver clinical and preventive family planning and reproductive
health services, in conjunction with health education and counseling. The Family PACT
Program Standards serve as the framework and parameters for expected provider
performance for service delivery and quality of care.1 The MRR is the predominant
methodology used to assess providers’ adherence to the Family PACT Program
Standards for: informed consent; confidentiality; linguistic and cultural competence;
access to care; availability of covered services; clinical and preventive services; and
education and counseling.
Findings from this study help inform program administrators of the following issues:


Is the program effective in expanding access to contraceptive services?



Does the quality of service delivery meet the program standards?



Has the quality of service delivery improved over time?



Where should the OFP target quality improvement interventions?

The 2011 Family PACT MRR is a retrospective review of medical charts for 4,751
program clients served in 2009-10. The charts were abstracted from 215 enrolled
Family PACT provider sites in 18 counties which are representative of the program
overall. The MRR assessed independent samples of abstracted medical records for
clinical services provided to a representative sample of Family PACT clients. The
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seven client samples included the Female and Male General (GEN), the Initial Visit
Female Reduced General (RDG), the Female and Male Chlamydia Positive (CTP), the
Intrauterine Contraceptive (IUC) Insertion, and the Contraceptive Implant Placement
(IMP) Samples. Analyses were performed by provider and client characteristics.
Where applicable, findings were compared to the prior 2007 Family PACT MRR to
assess change over time.

Highlights of Findings
Immediate and timely access to high-quality family planning services is crucial to ensure
that men and women can decide the timing, number, and spacing of their children. The
Family PACT MRR assesses the quality of clinical care, including adherence to these
clinical standards, as well as adoption and continuation of effective contraceptive
methods, appropriateness of STI testing and cancer screening, and provision of
counseling.
Contraceptive Services to Female Clients
This MRR showed that women in Family PACT had access to, and used, the entire
range of contraceptive methods including all Food and Drug Administration
(FDA)-approved methods, natural family planning, fertility awareness method,
lactational amenorrhea method, and other behavioral methods, in accordance with
program standards. Over 90 percent of women left their Family PACT visit with a
method of contraception. Overall, women – both newly enrolled and continuing, and
regardless of age – were highly likely to select a more effective method of contraception
at the Family PACT visit than they were using before the encounter.
The majority of women were using Tier 2 user-dependent methods – oral
contraceptives, contraceptive injection, contraceptive patch or ring – at the end of the
abstracted visit. Long-acting reversible Tier 1 methods, IUC, or the newly available
contraceptive implant, had a modest increase in adoption in all age groups since the
2007 MRR. Tier 1 methods were most popular among adults and Latina women, and
least popular among Blacks. About one-third of women chose barrier methods (Tier 3)
as their primary contraceptive method. This was seen most often in private and primary
care/multi-specialty settings. Dual method use, using condoms as back-up to Tier 1 or
2 methods and for protection from sexually transmitted infections (STIs), has increased
since the 2007 MRR. Of all age and language groups, dual method use was most
common among adolescents and English speakers.
An area in need of service delivery improvement is follow-through of contraceptive
prescriptions to be filled at a pharmacy. About one-third of female clients had
documentation at the abstracted visit of having been given a contraceptive prescription
to fill at a pharmacy. Follow-up using administrative claims data within 60 days after the
visit showed that nearly one-third of those prescriptions went unfilled.
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Another area of concern is poor documentation of comprehensive family planning and
reproductive health history, as defined in the program standards. The four main
components of a comprehensive health history – personal medical, family, sexual, and
contraceptive histories – were all present in 54 percent of female records and 40
percent of male records. Personal medical history was documented most often while
sexual history was documented least often. Providers using electronic medical records
(EMR) were more likely to have documented contraceptive and sexual histories and
contraceptive method than providers using paper charts.
Intrauterine Contraceptives and Contraceptive Implant
IUC use has increased since the 2007 MRR with clients’ average age being 28.3 years
old, similar to 28.5 years in the 2007 MRR. Prior to IUC insertion, most women used
Tier 3 methods. Of all age groups, IUCs and contraceptive implants were most popular
among women ages 20 to 29 years. The IUC, compared to the implant, was more
common among women ages 30 to 39 years. Latinas had the largest percent of IUC
and implant use compared to other racial/ethnic groups.
IUC continued to be offered mainly by public sector providers. Compared to the 2007
MRR, a higher proportion of primary care/multi-specialty providers were delivering this
method, decreasing the gap in IUC insertion rates with family planning/women’s health
specialists. In addition, the proportion of adolescent women adopting IUC was slightly
higher than in the previous MRR. However, overall this proportion remains low (eight
percent of total IUC insertions) indicating ongoing provider education is needed
regarding IUC candidate selection. The IUC continuation rate was high, with 87 percent
continuing at 18 months after placement. The most common reasons for removal were
symptoms, while seven percent desired to become pregnant. Nearly half of women with
IUC removals switched to a Tier 2 method.
This MRR offered an early view of the uptake of the contraceptive implant, which
became a program benefit just five months before the period of abstracted visits.
Nearly two-thirds of women adopting the implant had previously been using Tier 3
methods. The implant was most often provided to younger women (67 percent were
under age 30; 20 percent were ages 19 and under) with 67 percent of insertions
occurring among Latinas. The implant continuation rate was 49 percent at 18 months;
however, this may be a conservative estimate as 22 percent of those receiving the
implant during the abstraction period were lost to follow-up. The most common
symptom or complaint reported at the removal visit was abnormal bleeding or spotting.
The majority of women with implant removal switched to Tier 2 methods. Similar to
IUCs, the majority of providers placing implants were public sector providers, and family
planning/women’s health specialists were more likely to provide the implant than
primary care/multi-specialty providers.
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Emergency Contraception
Emergency contraception (EC) pills are effective if taken within five days of unprotected
intercourse and are an important option for women in the event of method failure or
unprotected sex. Most of the EC client visits (98 percent) involved dispensing dedicated
EC products rather than combined oral contraceptives as EC. Adolescents were
significantly more likely to receive EC services than adults (22 percent vs. 8 percent),
and multiracial and White women received EC more often than other racial/ethnic
groups. At the time of EC dispensing, most women were using Tier 2 methods (60
percent) and Tier 3 methods (27 percent).
Most EC provision was by public sector providers and family planning/women’s health
specialists. Many providers used the EC visits as an opportunity to help clients switch
to more effective contraceptive methods.
Contraceptive Services to Male Clients
Consistent with the 2007 MRR, males continued to access the Family PACT Program
for the primary reason of STI testing and treatment. Despite these findings, the
proportion of males reporting any method of contraception increased as a result of the
Family PACT encounter, with a greater increase found among those new to the
program (12 percentage points) compared to those continuing in the program (six
percentage points). Men served by private providers were significantly more likely to be
seeking family planning services than those served by public providers. Adolescent
males who were newly enrolled to Family PACT were more likely to report family
planning as the reason for the clinical visit than adults. Four percent of males had
vasectomy-related services, and 89 percent had documentation of condoms as their
primary family planning method.
Pregnancy Testing and Cervical Cancer Screening
The Family PACT Program Standards require that pregnancy testing be provided when
clinically indicated and in conjunction with education and counseling services. The
proportion of women with a pregnancy test performed at a visit declined to 35 percent,
down from 44 percent in the 2007 MRR. One-quarter of the women with a pregnancy
test had it performed when it was not clinically indicated (i.e., the last menstrual period
[LMP] date recorded was less than 28 days before the test). Eighty-one percent of
those had no documentation of a reason for the test.
The pregnancy test positivity rate was 14 percent and was higher among public than
private providers. Of women with a positive test, 87 percent had documentation of
pregnancy options counseling or referrals, most frequently for prenatal care. Eighty-four
percent of women with a negative test left the visit with a method, prescription, or plan.
Three-quarters of women using no method before a negative pregnancy test adopted a
method at the visit.
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Between 2002 and 2004, evidence-based guidelines were revised for the frequency of
cervical cancer screening. The impact of these changes was reflected in the 2008 to
2010 cervical cytology data collected in the 2011 MRR. A lower screening rate of
cervical cytology was found in the 2011 MRR compared to the 2007 MRR (38 percent
compared to 49 percent) suggesting that providers have been incorporating into their
clinical practice to the updated screening guidelines for less frequent test intervals.
Chlamydia Testing and Treatment
Overall, an STI risk assessment was documented among 58 percent of clients and was
most common among Black women and White men. Risk assessment was significantly
more prevalent among clients seen by public sector providers than private sector
providers, regardless of gender. Public providers were also significantly more likely
than private providers to use a standardized risk assessment tool. Clients seen by
family planning/women’s health specialists were less likely to have a risk assessment
documented than clients served by primary care/multi-specialty providers. Screening
guidelines for Chlamydia trachomatis (CT) infection in women ages 26 and older
recommend that testing should be restricted to those who are at increased risk as
determined by risk assessment. Contrary to expectations, a higher proportion of
women ages 25 and under, who should be screened annually regardless of risk, had a
documented risk assessment than women ages 26 and older.
Overall, 44 percent of the clients from the Female GEN Sample and 76 percent of
males were tested for CT during the abstracted visit. Chlamydia prevalence among
asymptomatic women was lower than in those who were symptomatic (five percent vs.
twelve percent). Among male clients, overall prevalence rates were slightly higher
among asymptomatic (23 percent) than asymptomatic clients (21 percent). Public
sector providers were more likely to screen young females and less likely to screen
older females than private providers, suggesting stronger adherence to screening
guidelines among public sector providers. Positive CT cases were treated within 14
days in 81-90 percent of male and female clients and within 30 days in 92-98 percent of
male and female clients. Seventy percent of female cases and 63 percent of male
cases had documented partner management.
The overall re-testing rate for asymptomatic repeat infections in women treated for CT
was 55 percent, which was considerably higher than the estimate in the 2007 MRR (32
percent) but still merits improvement. The proportion retested was relatively higher
among older female cases, cases served by private sector providers, and primary
care/multi-specialty providers. The proportion of female CT cases seen at Federally
Qualified Health Centers (FQHCs), Rural Health Centers (RHCs) and Indian Health
Services (IHS) that were re-tested was lowest at 49 percent.
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Education and Counseling
The Family PACT Program Standard for education and counseling stipulates that
women and men receive client-centered information to help clarify personal family
planning goals, to assist in choosing and using contraceptives correctly and
consistently, and to promote optimal reproductive health. Overall, 71 percent of clients
in the Female and Male GEN Samples had documentation of education and counseling.
Providers were more likely to document education and counseling to newly enrolled
female clients than with clients continuing in the program or established with the same
provider. No differences were found in the proportion of new and continuing male
clients receiving education and counseling. Males overall were more likely than females
to have counseling on STI/human immunodeficiency virus (HIV) topics.
Contraceptive method use and STI/ HIV prevention counseling were the topics most
often found in counseling notes. Preconception counseling increased slightly since the
2007 MRR. Counseling on general wellness and primary care concerns more than
doubled from the 2007 MRR, which may be a reflection of the concurrent economic
downturn and decline in resources for accessing primary care.
Clients served by primary care/multi-specialty providers were slightly more likely to have
documentation of education and counseling than those seen by family planning/
women’s health specialists (72 percent and 68 percent, respectively) – a reversal of the
findings of the 2007 MRR. This reflects a lower level of documentation of education and
counseling by both specialties compared to the 2007 MRR (78 percent family
planning/women’s health and 76 percent primary care/multi-specialty). Community
clinics were significantly more likely than FQHC/RHC/IHS clinics to have documentation
of education and counseling.
Primary Care Provision and Referrals
The Family PACT Program Standards require providers to refer clients for needed
medical and psychosocial services that are beyond the scope of the program, and to
link clients to primary care providers. Only one-quarter of records in the Female and
Male GEN Samples had any specific notation of the client’s usual source of care (USC).
Public providers were significantly more likely to document USC than were private
providers. The majority of providers, particularly FQHC/RHC/IHS and primary
care/multi-specialty providers reported offering primary care services onsite, which may
account for some of the lack of documentation of USC. Nearly one-fifth of clients had
documentation of the provision of one or more primary care services during the Family
PACT visit, such as counseling and treatment for acute and chronic medical conditions.
Quality of Care to Clients with Limited English Proficiency
The Family PACT Program Standards stipulate that services shall be provided in a
culturally sensitive manner and in a language understood by the client. Of the clients
with Limited English Proficiency (LEP), 91 percent reported Spanish as their preferred
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language, and nearly one-third of those had documentation of need for an interpreter or
use of the native language at the visit.
A large majority of providers had bilingual clinicians on staff, and a substantial
proportion used trained staff as interpreters. Primary care/multi-specialty providers
reported a higher use of trained interpretation services (i.e., trained staff, volunteer
interpreters, or a language line) and lower use of untrained interpretation services (i.e.,
untrained staff, family members, and other strategies) than family planning/women’s
health providers. In general, about twenty percent of providers used untrained
interpreter services suggesting as many as one in five clients may receive suboptimal
communication from providers. Thus, it is important to identify and decrease barriers
that keep clients from receiving trained interpreter services at family planning visits.
Differences in documentation of LEP status among provider groups suggest the need
for targeted interventions to improve LEP documentation by family planning/women’s
health providers, community clinics, and providers classified as other public providers.
Among clients with a non-English primary language, those where LEP status was
unknown were less likely to have an STI risk assessment and to receive counseling
than those where LEP status was documented.
Completeness and Quality of Documentation
Medical records must be sufficiently detailed to meet legal requirements for
documentation, including the medical necessity for services rendered and reimbursed,
as well as for sound medical practice and continuity of care. Abstractors found 77
percent of records overall easy to read and abstract, which was significantly lower than
90 percent reported in the 2007 MRR. Sixty-eight percent of providers maintained all
paper medical records and the remaining 32 percent maintained all electronic records or
a combination of paper and electronic records indicating a transition to electronic health
record systems.
Seventy-eight percent of abstracted charts contained the Client Eligibility Certification
(CEC) form that established eligibility for the 2009 abstracted visit. Public providers had
a higher proportion of CECs in the record than did private providers; community clinics
had a higher proportion than FQHC/RHC/IHS clinics. Only 45 percent of CEC forms
met the criteria for completeness of eight required fields.
Forty-three percent of clients requested confidentiality from parent, partner, or spouse
on the CEC form, but the electronic data entry of that detail was missing for 10 percent
of them. Abstractors found a Social Security number (SSN) for 93 percent of U.S.-born
adults somewhere in the medical record, yet only 85 percent of their CEC forms
included a SSN. Just 72 percent of the SSNs on the CEC form matched the information
in the electronic eligibility file.
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Recommendations
Provider Training and Education
Provider involvement is crucial in improving and sustaining high quality service delivery.
A variety of learning modalities should be considered in the effort to engage as many
providers as possible, including webinars, skills-based trainings, Web site modules,
Internet-based presentations, clinical practice alerts, and client education materials.
We recommend promoting providers’ participation in professional education and training
activities on the following topics:
Contraceptives


Provision and management of long-acting reversible contraceptive (LARC) methods,
including:


The long-term benefits of offering LARCs to all women, including adolescents
and nulliparous women.



The potential side effects from LARCs should be discussed with women before
placement, in an effort to avert early removal.



The importance of pre- and post-removal counseling to assist LARC-users in the
transition to another effective contraceptive method when not seeking pregnancy.



Provision and management of Quick Start initiation of a method.



Strategies to enhance prescription pick-up rates to facilitate contraceptive
adherence.



Documentation in the medical record of the clinical indication for any laboratory test.

Education and Counseling


Provision of client-centered counseling, particularly at the initial encounter.




Skill-building in family planning education and counseling, and documentation of
these services in accordance with program standards.

Provision of education and counseling with a positive pregnancy test, and
documentation of services offered onsite and/or through referral resources.

Reproductive Health


Provision and management of STI risk assessment, including:


Skills development in conducting STI risk assessment.



Use of a standardized risk assessment tool that can be incorporated into the
EMR.
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Appropriate provision of CT screening by gender and age.



Provision and documentation of STI partner management.



Provision of CT retesting three months following treatment.

General Topics


Provision of high quality and comprehensive chart documentation and entry in the
electronic databases.



Assessment of clients’ USC and maintenance of resources for referrals to primary
care providers.



Provision of high quality service delivery to clients with LEP, equivalent to that of
English-speaking clients.


Skills development in cultural and linguistic competence.

Additional Program Interventions


Develop aids for use by providers for STI follow-through, including:


Client-level interventions (e.g., texting reminders, to increase access to retesting
for CT three to six months after treatment).



Clinic-level interventions (e.g., electronic chart prompts, in order to improve
adherence to CT retesting guidelines).



Design, develop and implement an interactive online CEC form with electronic
signature fields that accommodates storage in the client’s EMR.



Develop strategies for a more rigorous onsite client eligibility and determination
process.


Adapt the online CEC completion and enrollment self-study module to become a
mandatory training activity.



Update provider training and program materials to reinforce overall understanding of
Family PACT as a contraceptive services program with reproductive health services
available secondarily.



Disseminate training and materials to Family PACT providers in order to assist
clients in understanding Medicaid eligibility, other insurance options, and how clients
can access the resources for assistance in the application process.

Conclusion
With this report, the UCSF evaluation of Family PACT medical records provides the
OFP with an assessment of provider performance and adherence to program standards
based on chart documentation. Family PACT providers are held to the expectation of
high quality service delivery, and study findings showed that, overall, providers are
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delivering services in accordance with program standards, and increasingly so over
time. The provider network of both public and private sector providers maximizes the
number and type of providers available to clients. Some variation in service delivery
was found by practice type and provider specialty. These disparities may be addressed
through provider support and training activities.
The findings highlight the importance of continuing to set and sustain standards for
family planning and reproductive health that serve as the parameters for expected
provider performance, service delivery, and quality improvement. Key components of
the Patient Protection and Affordable Care Act (ACA) for women’s preventive services
include access to all FDA-approved methods of contraception and counseling so that
women can better avoid unintended pregnancies and plan and space their pregnancies
with optimal birth outcomes – regardless of socio-economic status, race/ethnicity, age,
or spoken language. Family PACT’s long history with evidence-based standards
includes these ACA key components, which is an indication that the OFP is positioned
to be the standard-bearer for their integration into Medi-Cal expansion and the health
benefit exchange plans.
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Chapter 1. Introduction
Immediate and timely access to high-quality family planning services is crucial to ensure
that men and women can decide the timing, number, and spacing of their children.
Since 1997, the State of California has been operating the Family Planning, Access,
Care, and Treatment (Family PACT) Program to provide family planning and
reproductive health care services at no cost to eligible men, women, and adolescents.
California residents are eligible if they have a medical necessity for family planning
services, a gross family income at or below 200 percent of Federal Poverty Guidelines,
and no other source of health care coverage for family planning services. The Family
PACT Program was implemented by legislative mandate in January 1997 and operated
under an 1115 Medicaid Demonstration and Research waiver from 1999 to 2011, at
which time it converted to a State Plan Amendment. The program is administered by
the California Department of Health Care Services (DHCS), Office of Family Planning
(OFP).
Since the program’s inception, the Bixby Center for Global Reproductive Health at the
University of California, San Francisco (UCSF) has performed evaluation and
monitoring services that include actionable information the OFP can use to improve
service delivery and maximize program resources. UCSF evaluates the quality of
service delivery and resultant outcomes through claims data analysis1 and special
studies, such as client exit interviews, provider surveys, birth rate analysis, and medical
record reviews (MRRs).2,3,4,5 The program’s evaluation is guided by a logic model
which has as its ultimate goal the prevention of unintended pregnancies through the
provision of family planning services as well as maintaining reproductive health through
the early detection and treatment of sexually transmitted infections (STIs) and screening
for breast and cervical cancer. See Appendix A.
The objectives of the Family PACT Program are to increase the use of effective
contraceptive methods, to promote optimal reproductive health, and to expand access
to family planning services in order to reduce the rate, overall number, and cost of
unintended pregnancies among low-income residents in California. The Family PACT
provider network includes both public and private sector providers, thereby maximizing
the number and type of providers from which clients can choose.
Medi-Cal providers who want to become Family PACT providers must participate in an
orientation session and agree to deliver services consistent with “…the Family PACT
Program Standards which serve as the framework and parameters for expected
provider performance for service delivery and quality of care.”6 See Appendix B. The
seven standards address:


Informed consent



Confidentiality



Linguistic and cultural competence
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Access to care



Availability of covered services



Clinical and preventive services



Education and counseling services.

The MRR is the predominant methodology used to assess providers’ adherence to the
Family PACT Program Standards and delivery of quality of care by adherence to
evidence-based medicine and nationally recognized screening and treatment
guidelines.
The provision of provider training, professional education and technical assistance to
the more than 2,000 Family PACT clinician providers is key to achieving high quality of
care. One mechanism of provider education is the release of clinical practice alerts,7
which detail how nationally recognized evidence-based clinical guidelines should be
implemented into clinical practice.
The Family PACT MRR assesses the quality of clinical care, including adherence to
these clinical standards, as well as adoption and continuation of effective contraceptive
methods, appropriateness of STI testing and cancer screening, and provision of
counseling. See Figure 1.1.
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Figure 1.1. Family PACT Logic Model of Medical Record Review a
Input/Resources

Office of Family Planning
Programs and Resources

Output/Activities

Behaviors

Health Goal/Long-term
Outcome

Family PACT
Interventions

Use of Effective
Contraceptive Methods
and Reproductive Health
Service Delivery

Achieve Improved
Reproductive Health and
Reduce the Rate, Overall
Number, and Cost of
Unintended Pregnancies

Selection of or switch to
effective methods

Provider training,
technical assistance, and
professional education

Family PACT monitoring
and evaluation resources

Increased contraceptive
adherence

Monitor provider
adherence to clinical
standards of care and
implement QI activities

Reduction in unintended
pregnancies

Appropriate testing and
follow-up for STIs,
cervical, and breast
cancer

Improved provider-patient
communication and
counseling

a

For complete Family PACT Logic Model, see Appendix A.

The 2011 MRR is the fourth study of this kind performed for Family PACT. Earlier
MRRs provided baseline data on the quality of care and described changes in service
delivery over time. Data from the three prior MRRs were analyzed by UCSF to answer
a range of evaluation questions including differences between public and private sector
providers and rates of contraceptive method continuation and switching; this information
is key to the program’s cost-benefit analysis and pregnancies averted report.8 Patient
charts contain information that cannot be obtained from administrative, enrollment, and
claims data, such as symptoms and clinical justification for the provision of services,
which are important in assessing appropriateness of care and detecting underutilization
or overutilization of services.
Goals
The goal of the 2011 MRR is to assess the quality of services delivered in 2009 through
Family PACT and to answer the following global Family PACT evaluation questions:


Were the family planning and reproductive health care services provided under
Family PACT consistent with the program standards?
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Did the scope and quality of delivered services differ by provider or client
characteristics?



Has the quality of services delivered under the program improved since the 2007
MRR?

In contrast to previous UCSF Family PACT MRR studies in which subcontractors
managed and performed data collection, UCSF directly conducted all phases of this
study. During fiscal year (FY) 2011-12, UCSF abstractors visited provider sites to
collect chart data for patient visits occurring in 2009 and 2010. This MRR adds a
special focus on contraceptive implants, a contraceptive method that was added to
Family PACT in 2008 after a six-year hiatus during which a product was unavailable.
Use of Chart Review in Health Services Research and Evaluation
Medical records provide a rich source of clinical data to answer questions about
appropriateness, process, and outcomes of care.9 Abstraction of information from
medical charts for evaluation research is attractive for its accessibility, relative logistical
simplicity, flexibility, and efficiency. One major advantage is that the data on the
provider-patient interaction are already recorded, therefore, avoiding recall bias.10
In addition to assessing the overall quality of care, chart reviews have been used to
evaluate patient treatment options for specific conditions and to explore disparities in
care based on the patient’s socioeconomic status and race. They have also been used
to validate the data supplied by other sources, such as medical claims, direct
observation of clinic encounters, provider surveys, and patient self-reports.11,12,13,14,15
In the field of family planning and women’s health, MRR methodology is regularly used
to evaluate specific issues. Examples include studies that evaluate the correlates of
repeat teen pregnancy,16,17 educational interventions on method adherence,18
emergency contraception (EC) in urgent care settings,19 barriers to the use of
intrauterine contraception (IUC)20 and in access to sterilization,21 side effects of oral
contraceptives,22 administrative protocols for Depo-Provera®,23,24 and
hysterosalpinogram confirmatory testing following hysteroscopic sterilization.25
Large-scale, multifaceted evaluations of family planning programs that utilize medical
chart abstraction are less common. The only well-known examples are those of
California’s Family PACT Program and of the federal Title X program. The designs of
these two evaluations are very different. The Title X program uses the Family Planning
Performance Measurement System for comprehensive assessment of the performance
of Title X-funded sites.26 Chart reviews are used to measure select indicators within the
PMS, such as follow-up for abnormal STI test results. Data sources in addition to
charts, such as claims and administrative data, can be used in the Title X assessment.
Each Title X-funded clinic decides independently what data source to use to obtain
information for a specific performance indicator and, if charts are used, how many
charts need to be reviewed in order to get the desired information. The information is
then used to evaluate the performance and guide quality improvement efforts within the
14

individual Title X-funded site where the assessment is performed. The findings are
neither extrapolated to the program as a whole nor used to develop program-wide
interventions.
In contrast, the MRRs of the Family PACT Program were conducted on representative
samples of client charts seen by randomly selected providers.5,27 Nurse abstractors
recruited and trained specifically for this project gathered the data. The reliability and
validity of chart reviews is achieved through abstractor training, re-abstraction,28,29,30,31
and checks for interrater reliability using statistical measures of agreement such as
percent agreement and Cohen’s kappa.32,33 The study results were reported for the
program as a whole and serve to guide program-wide interventions. In addition,
combining chart review with other data sources such as claims data, have the potential
to yield a more complete representation of the quality of care. The Family PACT MRR
utilizes administrative data where appropriate to enhance the analyses.
The validity of medical records has been assessed in studies that compared them to
claims databases and patient self-report. The level of agreement between the data
sources was found to vary by content area. There were high levels of agreement
between medical records and patient self-report for patient diagnosis (82 percent) and
medication use (85 percent), and lower agreement for counseling and referral
services (67 percent).34 As charts are also used as a legal record, justification of
treatment decisions, and a source for billing information, clinicians may pay more
attention to the accurate documentation of services that are needed for these
purposes.35
Increasingly, clinics have switched, or are in the process of switching, to electronic
health record (EHR) systems.36 Xierali et al. reported that approximately 67 percent of
family physicians in the United States (U.S.) had adopted EHR by 2011,37 while Hsaio
et al reported a 57 percent adoption rate among U.S. office-based physicians by 2011
largely due to Medicare and Medicaid incentive programs.38 EHR systems are
expected to improve the quality of care and decrease costs by facilitating
evidence-based practice, accurate recording, and information sharing.39,40,41 Going
forward, MRRs may become more efficient and less labor intensive with increased
immediacy of data collection and use of automated quality measures.39 EHR-based
clinical business intelligence has the potential to provide ongoing and periodic
monitoring rather than sample-based medical record abstractions conducted several
years apart. Timely interventions based on more current data could expedite quality
improvement.
In conclusion, MRR is a widely utilized methodology for collection of clinical and quality
of care data in family planning and reproductive health settings. In combination with
claims data and client self-reports, chart reviews can provide valuable insights into the
quality of care in a family planning program.
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Chapter 2. Methodology
Description of the Study
The 2011 MRR is a retrospective review of medical charts from clients served at a
representative sample of the Family PACT Program provider sites with the intention of
measuring program quality of care indicators and assessing provider adherence to
program standards. Trained abstractors recorded data from the medical charts of
Family PACT clients served in calendar year (CY) 2009 yielding a total of 5,035 client
records, some containing multiple visits. Medical records were abstracted for seven
independently drawn client samples at 215 provider sites in 18 designated counties
which were representative of the program overall. The seven client samples included
the Female and Male General (GEN) Samples, the Initial Visit Female Reduced General
(RDG) Sample, the Female and Male Chlamydia Positive (CTP) Samples, the IUC
Sample, and the Implant Placement (IMP) Sample. Each sample was drawn based on
records about services delivered in 2009 and 2010.
Information to assess overall service delivery under the Family PACT Program was
abstracted for the Female and Male GEN Samples at their first clinic visit in 2009. For
the RDG Sample, abstracted data included questions about pregnancy testing and
contraceptive method changes for newly enrolled female clients at their first program
visit. The RDG Sample was used for concurrent studies unrelated to this report, such
as assessing pregnancies averted and cost-benefit analysis, therefore the RDG Sample
findings are not reported here. The Female and Male CTP Samples were used to
evaluate chlamydia (CT) testing and management of positive test results. The IUC
Sample evaluated services related to the provision of IUC among clients who received
an IUC in the first half of 2009. The IMP Sample evaluated services related to the
provision of contraceptive implants among clients who received one in 2009. See
Figure 2.1.
In the 2007 MRR,1 the Female and Male GEN and CTP Samples were all collected,
with two differences compared to the current samples: 1) selection for the two CTP
Samples used a different sampling methodology; and, 2) fewer visits per client were
abstracted for each sample. A similar IUC Sample was collected in the 2007 MRR.
The IMP and RDG Samples are new. Wherever possible, the topics and content of the
questions included for each sample were kept consistent with previous MRR studies,
and the text of each question that had appeared in prior MRRs remained the same.
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Figure 2.1. Description and Goals of the 2011 Medical Record Review Samples
Sample

Goal

Female General (GEN)
Male General (GEN)

To assess the overall service delivery and adherence to
Family PACT Program Standards.

Initial Visit Female Reduced General (RDG)

a

To assess pregnancy status and method use at the initial
visit.

Female Chlamydia Positive (CTP)
Male Chlamydia Positive (CTP)

To assess chlamydia control services including treatment,
follow-up, retesting and partner management.

IUC Insertion (IUC)

To assess services related to the provision of IUC.

Implant Placement (IMP)

To assess services related to the provision of
contraceptive implants.

a

The RDG Sample data were collected for concurrent Family PACT studies and are not reported in the 2011 MRR.
Source: 2011 Family PACT Medical Record Review.

The study framework, data abstraction tool design, sampling, data collection, quality
assurance, data preparation and analysis were conducted by staff from the UCSF Bixby
Center for Global Reproductive Health. In addition, the recruitment, training, and
oversight of the professional abstractors and all fieldwork activities were conducted by
Bixby Center staff. The custom iPad™ application used for data collection in the field
was built by mLabs in the Information Services Unit at the UCSF School of Medicine.
Staff from the California Department of Public Health (CDPH), Sexually Transmitted
Disease (STD) Control Branch, performed the registry match to create the pool of
positive clients from which the CTP Samples were selected, and contributed to the
analysis of CT control services.
Sampling Methodology
Sampling for this study was done using administrative enrollment and claims data.
Employing a multi-level stratified sampling design, we first selected 18 counties
representative of the Family PACT client population. From those counties, we selected
a sample of enrolled clinician providers in proportion to the number of clients the
provider served that year. Clients were drawn from the universe of clients served by the
selected providers. See Figure 2.2.
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Figure 2.2. 2011 Medical Record Review Sampling Design
18 Counties: Alameda, Butte, Colusa, Fresno, Kern, Los Angeles, Sacramento, San
Bernardino, San Diego, San Francisco, San Joaquin, Shasta, Sonoma, Stanislaus,
Tehama, Tulare, Ventura, Yolo

Universe: All enrolled providers that delivered services excluding those disenrolled, under
investigation, or serving fewer than 30 clients and fewer than 20 females in CY 2009

Target number of providers based on number of clients
served. Oversampling to allow for non-participation.

220 providers selected
Target: 200 providers

Independent sampling for
each sample

Female
General (GEN)

Male General
(GEN)

Females
served in
CY 2009

Males served
in CY 2009

Initial Visit
Female
Reduced
General (RDG)
Females with
first program
visit in CY 2009

Female
Chlamydia
Positive (CTP)

Male
Chlamydia
Positive (CTP)

Females
matched to the
2009 chlamydia
case registry

Males matched
to the 2009
chlamydia case
registry

IUC Insertion
(IUC)

Females who
had IUC
inserted
Feb-Jun 2009

Implant
Placement
(IMP)
Females who
had implant
placed
Feb-Dec 2009

Source: 2011 Family PACT Medical Record Review.

County Selection
The 18 counties selected for the 2011 MRR were different than the counties included in
the 2007 MRR in order to reduce the possibility of unforeseen biases or provider
fatigue, particularly for providers in smaller counties where the probability of selection
into Family PACT evaluation studies is high. We removed counties that had no nursing
schools or nursing schools nearby from which to recruit a nurse abstractor. The
counties included in the sampling framework were: Alameda, Butte, Colusa, Fresno,
Kern, Los Angeles, Sacramento, San Bernardino, San Diego, San Francisco, San
Joaquin, Shasta, Sonoma, Stanislaus, Tehama, Tulare, Ventura, and Yolo. The
counties were closely representative of the program as a whole for client demographic
characteristics including age, race/ethnicity, preferred language, proportion of females
and males, proportion served by public and private sector, and proportion of clients
served. Private providers were slightly over-represented. For more detailed
information, see Chapter 3, Demographics.
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Provider Selection
The target number of provider sites was set at 200. To compensate for potential
non-participation, 220 providers were randomly selected from the 18 counties through
proportionally weighted sampling to give a higher chance of selection to providers who
served larger numbers of clients in CY 2009. Providers that had disenrolled from the
Medi-Cal program since 2009, were under Special Claims Review at the time of
sampling, or served fewer than 30 clients and fewer than 20 female clients in 2009 were
excluded from the selection pool. Each of the providers had at least three newly
enrolled female clients in 2009.
The number of providers selected for each county was in proportion to the number of
clients served. Los Angeles and San Diego Counties had the majority of clients and
therefore the majority of selected sites. After initial selection, two provider sites in
Sacramento were excluded due to address discrepancies within Medi-Cal records; after
clients were drawn, two sites, one in Los Angeles and one in San Diego, were excluded
due to site closure, and one site in Los Angeles was excluded due to technical issues
that resulted in erasure of encrypted data prior to transmission. The final dataset
includes abstracted records from site visits at 215 providers in each of several regions
of the state. See Figure 2.3.
Figure 2.3. Provider Selection by Region,a 2011 Medical Record Review (n=215)

San Diego
15%

Southern
Region
12%

Los Angeles
43%

Central
Region
17%

Northern
Region
5%

Bay Area
8%

a

Bay Area includes Alameda, San Francisco and Sonoma counties; Northern
Region includes Butte, Colusa, Shasta, and Tehama counties; Central Region
includes Fresno, Kern, Sacramento, San Joaquin, Stanislaus, Tulare, and Yolo
counties; and the Southern Region includes San Bernardino, and Ventura counties.
Source: 2011 Family PACT Medical Record Review, Provider Sample.
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Client Selection and Visit Selection
Client selection for each of the seven samples was conducted independently. When a
client was selected for participation in multiple samples, that client’s records were
treated independently in each sample. The Female GEN and RDG Samples were not
permitted to include duplicate clients. A power analysis was conducted to ensure that
the number of clients per sample was sufficient to answer major research questions.
We identified clients eligible for selection based on administrative paid claims data. A
clinician visit was defined as a claim with an office visit, counseling visit, procedure, or
dispensing of a medical supply that required a face-to-face encounter with a clinician
(M.D., nurse practitioner, physician assistant, or certified nurse midwife). To
compensate for potential problems with legibility and data entry errors by provider staff,
abstractors were instructed to substitute visits at their discretion if the date of service
supplied for abstraction could not be found in the chart but a family planning visit within
a few days of the supplied date or what appeared to be a transposed date value was
available. Claims for a pharmacy, laboratory, or radiology service were not considered
reliable same-day indicators of clinician visits.
Female General Sample
A simple random sample of 13 females from each of the providers in the provider
sample who had a clinician visit 2009. The client’s first visit in 2009 was identified using
claims data. See Figure 2.4.
Male General Sample
Eighty-six percent (187) of the Provider Sample served male as well as female clients.
A simple random sample of two males per provider was selected. The client’s first visit
date in 2009 was identified using claims data.
Initial Visit Female Reduced General Sample
After excluding all clients in the Female GEN sample from each of the providers in the
Provider Sample, a simple random sample of three female clients newly enrolled in
2009 was selected. The client’s initial program visit, on or within 14 days of enrollment,
was identified using 2009 claims data.
Female and Male Chlamydia Positive Samples
In the 2007 MRR, we identified Family PACT clients with positive chlamydia test results
from the Quest Diagnostic laboratories southern California facility. These clients were
part of a monthly transmission of Family PACT Quest Laboratories CT results that is
sent to CDPH STD Control Branch, and this sample is used to describe CT/gonorrhea
(GC) prevalence in the Family PACT Program. Unduplicated CT-positive cases who
had received services from a provider in the Provider Sample within a week of the
positive test date comprised the final CT case sample.
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For the 2011 MRR, we used an approach to identify a more representative sample by
matching Family PACT clients of sampled providers to CT case reports in the statewide
STD case surveillance registry maintained by CDPH STD Control Branch.2
Family PACT clients were matched to CT case reports based on first/last name,
birthdate, and county of residence by STD Control Branch staff with access to
surveillance data. The list of likely matched clients was transferred via encrypted file on
a secure server with password-enabled access by the study team. Matched clients
were then included in the pool for the two CTP Samples if they also had a visit with a
provider in the Provider Sample within a 14-day window (±7 days) of that positive CT
test date. Based on claims data, up to two subsequent visits within six months of the
positive test report were identified for abstraction.
Intrauterine Contraceptive Insertion Sample
Females with IUC insertion procedures between February 1, 2009 and June 30, 2009,
were identified using claims data, as well as 118 providers in the Provider Sample who
provided IUC insertions in that timeframe. A simple random sample of up to three IUC
insertion clients was selected per provider. When the selected provider had fewer than
three clients with IUC insertions, all were selected. A maximum of five visits were
identified with the same provider for abstraction: a pre-insertion visit if within 30 days
prior to the procedure; the insertion visit date; and, up to four follow-up visits within 18
months post-insertion.
Contraceptive Implant Insertion Sample
Females with contraceptive implant (Implanon®) insertion procedures between February
1, 2009 and December 31, 2009, were identified using claims data, along with 39
providers in the Provider Sample who provided implant insertions. A simple random
sample of 12 clients with an Implanon insertion procedure was selected per provider.
When the selected provider had fewer than 12 clients with insertions, all were selected.
A maximum of five visits were identified with the same provider for abstraction: a
pre-insertion visit if within 30 days prior to the procedure; the insertion visit date; and, up
to four follow-up visits within 12 months post-insertion. To assess follow-up visits,
claims data up to 18 months post-insertion were also used.
Criteria for client selection for each sample are shown in Figure 2.4.
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Figure 2.4. Client and Visit Selection Criteria by Sample, 2011 Family PACT MRR
Sample

Client Criteriaa

Visit Criteriab

Female GEN

A simple random sample of 13 females with
visits in 2009 was selected for each
provider in the Provider Sample (n=2,632).

Client's first clinician visit in CY 2009

Male GEN

A simple random sample of three males
with visits in 2009 was selected for each
provider serving male clients in Provider
Sample (n=315).

Client's first clinician visit in CY 2009

RDGc

A simple random sample of three female
clients newly enrolled in Family PACT in
2009, after excluding females selected for
Female GEN, was selected for each
provider in the Provider Sample (n=610).

Client's first program-paid clinician visit
in CY 2009 on or within 14 days after
enrollment

Female CTP

A simple random sample of three female
clients with likely match to the statewide
STD case report surveillance registry of
positive CT cases, was selected for each
provider with female CT positive cases in
Provider Sample (n=379).
A simple random sample of one male client
with likely match to the statewide STD case
report surveillance registry of positive CT
cases, was selected for each provider with
male CT positive cases in Provider Sample
(n=127).
A simple random sample of up to three
female clients with an IUC insertion
procedure between February 1, 2009 and
June 30, 2009, was selected for providers
with IUC insertions in the Provider Sample
(n=314).
A simple random sample of up to 12 female
clients with a contraceptive implant
insertion procedure between February 1,
2009 and December 31, 2009, was
selected for providers with implant
insertions in the Provider Sample (n=345).

A clinician visit within seven days
before or after a positive CT case
report in 2009; if available in claims
data, up to two subsequent visits within
six months after the positive report but
before December 31, 2010
A clinician visit within seven days
before or after a positive CT case
report in 2009; if available in claims
data, up to two subsequent visits within
six months after the positive report but
before December 31, 2010
One clinician visit pre-insertion if within
30 days of procedure; visit for IUC
insertion; up to four post-insertion visits
within 18 months of procedure

Male CTP

IUC

IMP

a

One clinician visit pre-insertion if within
30 days of procedure; visit for
contraceptive implant insertion; up to
four post-insertion visits within 12
months of procedure

Client selection was based on males and females served in 2009 by clinician providers in the Provider Sample.
Clients were identified through paid claims data, client enrollment data, and for the CTP Samples, the statewide
STD case report surveillance registry.
b
Paid claims data were used to identify dates of clinician visits reimbursed by Family PACT. Visits not reimbursed
by the program were not abstracted.
c
The Initial Visit RDG Sample records were abstracted using a subset of the Female GEN Sample survey questions
and were limited to contraceptive methods at the beginning and end of the first program visit as well as pregnancy
testing that may have been performed. Data from the RDG Sample were used for concurrent Family PACT studies
and were not reported in the 2011 MRR.
Source: 2011 Family PACT Medical Record Review.
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Records in Final Dataset
Extrapolating from abstraction rates in the 2007 MRR, the number of clients selected in
the 2011 MRR was approximately 111 percent of the desired sample size. Eight clients
were found by abstractors to be of a different gender than was recorded in the program
eligibility files. Five of these were subsequently reassigned to a corresponding sample
of the opposite gender; three remaining male clients selected for the RDG Sample were
not abstracted as this was a female-only sample. The resulting samples included 5,004
unique clients, with 31 clients selected for two independent samples; the final data set
thus included 5,035 clients for the seven samples.
The vast majority (94 percent or 4,751) of targeted records were abstracted. The target
sample sizes, abstracted sample sizes, and abstraction rates are shown in Figure 2.5.
Records not abstracted include those that were not located by the provider, not
abstracted for some other reason (e.g., abstractor time constraints), or not successfully
loaded into the database due to human error. The records abstracted for each sample
ranged from 93 percent of target for Female GEN, RDG, and IUC to 96 percent for
Female CTP. See Figure 2.5.
Figure 2.5. Client Sample Size and Abstraction Rates by Sample, 2011 Medical
Record Review
Single Visit/Client
Client Records
Target Records

Female
GEN
2,834

Male
GEN
373

Visits Captured

2,632

Records Abstracted
Percent Abstracted

Multiple Visits/Clients

All
Samples

RDG
654

Female
CTP
395

Male
CTP
127

IUC
339

IMP
363

5,035

351

610

790

219

945

879

6,426

2,632

351

610

379

120

314

345

4,751

93%

94%

93%

96%

94%

93%

95%

94%

Source: 2011 Family PACT Medical Record Review, Client Sample.

As noted above, only one visit was abstracted for each client in three samples: Female
GEN, Male GEN, and RDG. For the Female and Male CTP Samples, at least one and
up to three visits per client were selected for abstraction. Most clients in both CTP
Samples had only two visits abstracted. For the IUC and IMP Samples, at least one
and up to five visits were abstracted over the period of interest. Most clients had fewer
than five visits abstracted in these samples. See Figure 2.6.
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Figure 2.6. Abstracted Visits by Sample, 2011 Medical Record Review
Single Visit/Client

Multiple Visits/Client

Female
GEN
2,632

Male
GEN
351

RDG
610

Female
CTP
379

Male
CTP
120

IUC
314

IMP
345

Totals
4,751

Visit 2

-

-

-

272

74

276

255

877
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-

-

-

139

25

188

149

501

Visit 4

-

-

-

-

-

109

81

190

Visit 5

-

-

-

-

-

58

49

107

Total

2,632

351

610

790

219

945

879

6,426

Records
Visit 1

Source: 2011 Family PACT Medical Record Review, Client Sample.

Abstraction Methodology and Quality Control
The data abstraction questions were adapted from those used in the 2007 MRR and
expanded to include data for new research questions (e.g., implant services, for the
2011 MRR). Data were entered directly into a custom application on an iPad onsite
then securely transmitted as an encrypted file to UCSF servers. The application and
supporting software were developed by the mLabs group at UCSF School of Medicine.
The application with the updated abstraction instrument was pilot tested at five provider
sites in two counties not included in the MRR sampling areas.
Data security measures were programmed into the application and included use of
complex passwords, encryption while in the memory of the device, device-specific
restrictions for access to the encrypted client lists, pre-loading of encrypted client lists to
eliminate the use of paper by abstractors, and same-day transmittal of completed
abstractions to a secured server. Data files were erased by abstractors after receipt
was confirmed by UCSF staff. The typical length of time for data to be on the device in
the field was less than three days before erasure. The encrypted data files transmitted
from the abstractors were downloaded from the UCSF servers to the CDPH servers,
decrypted, and stored in restricted files for processing.
Prior to the start of data collection, UCSF obtained human subjects research approvals
for the study from the UCSF Committee for Human Research and the California Health
and Human Services Agency Institutional Review Board. Provider letters were mailed
on behalf of the OFP to the selected providers announcing the study and requesting
their participation. Each provider was subsequently contacted by telephone to complete
an interview questionnaire and confirm preferred modality for secure transmission of the
list of requested client records (i.e., secure email or fax with telephone confirmation of
receipt). Providers were asked to identify the office characteristics used in this analysis,
such as the type of practice, any area of specialization, details about use of electronic
health record (EHR) systems, availability of bilingual providers, and use of interpreters.
The responses to these questions were then used to create provider characteristic
variables that were added to the final dataset and used in the analyses.
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Prior to the beginning of chart abstractions, all abstractors received two days of training.
The training was conducted by UCSF staff and included a description of the study goals
and samples, instructions on the use of the iPad application and its supporting features,
specific instructions on completion of questions that required specialized knowledge,
and training on required security measures. As the final training exercise, all
abstractors were required to download mock client lists, abstract three training charts,
and transmit the data using the application. Weekly telephone conference calls in the
first month were hosted by UCSF staff and follow-up was provided individually to
abstractors for special circumstances encountered during abstractions at specific sites.
Data collection was conducted at the provider sites from June 2011 through January
2012 by nine trained abstractors. After approximately three, six, and nine weeks of
work in the field, the quality assurance nurse revisited three or more sites per abstractor
(35 total), and re-abstracted approximately five percent of records overall using a
selected subset of variables critical to the study. Early assessment of transmission of
complete records, as well as interrater reliability scores, resulted in additional abstractor
training, modification of the tool, and replacement of one abstractor. Interrater
reliability was evaluated using percent agreement as well as Cohen’s kappa3 to correct
for chance agreement. Each abstractor was compared to the quality assurance nurse,
considered the “gold standard,” on the three training charts as well as on 30 to 40
additional charts from abstracted sites. For administrative data elements collected from
the Client Eligibility Certification (CEC) form4 found in the chart, percent agreement
scores ranged from 93 percent to 98 percent (average 96 percent) and Cohen’s kappa
ranged from 0.78 to 0.92 (average 0.86), indicating excellent interrater agreement. For
the clinical data elements abstracted from the chart notes, percent agreement scores
ranged from 87 percent to 97 percent (average 93 percent) and Cohen’s kappa ranged
from 0.72 to 0.93 (average 0.84), also excellent agreement.
Data Cleaning, Preparation, and Analysis
The custom application used for this project minimized the types of data cleaning
required5 and time needed to create the final data set. Client identification was
displayed to the abstractor for confirmation within the application, eliminating any data
entry errors in the elements used to identify each visit record. Other strategies were
used to further help prevent potential errors: gender-based skips were programmed
into both survey questions and response choices; abstractors were forced to respond to
select questions; and there was only one free text field. Programming within the
application required the abstractor to confirm download, transmission, and erasure
commands, facilitating confirmed transmission of complete data. Daily examination of
the transmitted files upon receipt made it possible to request timely retransmission of
any files that were not received intact.
After all the data files were received and uploaded, minor adjustments were applied to
flag or correct records affected by known data transmission errors. Data that were
needed on all visits but do not change (e.g., language preferences, race, date of birth)
were collected only once. For those records for which these data were missing, data
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were supplemented with information from client eligibility records. Data points that were
highly suggestive of data entry error (e.g., dates and numeric values outside an
acceptable range) were flagged. For some variables, such as provider characteristics
and client demographic variables, responses were aggregated into larger categories for
ease of reporting. Provider variables were based on the provider interview and
information from the Medi-Cal Provider Master File. See Chapter 3, Demographics, for
further detail on providers and clients.
Data were processed and analyzed using SAS® 9.2 and Stata® SE v8.2 statistical
software. Chi-square and t-test statistics were used to assess statistical significance for
selected issues with programmatic implications. Statistical significance was based on
p-values less than 0.05. Differences that were found to be statistically significant and
their associated p-values are noted (* = p<0.05; ** = p<0.01; *** = p<0.001). Because
of the vast number of potential comparisons, we focused on those most relevant to the
context of each chapter. Standard rounding rules were applied for data presentation.
Percentages in the figures may not add up to 100 percent due to rounding.
Challenges and Data Limitations
Use of the iPad and its custom application required rapid mastery of new skills for
UCSF staff in designing the tool, training abstractors in its use, and coordinating with
support services on the UCSF campus for access to the application architect and
secured servers. Preparation of client lists for encryption was a manual task for this
project and required custom software prepared by UCSF mLabs to prepare the more
than 400 encrypted client list files for the various samples which were then uploaded to
secure servers for abstractor retrieval. Brief interruptions in the availability of Internet or
cellular tower services presented occasional obstacles for abstractors. The iPad or our
custom application failed to function properly on a few occasions, resulting in minimal
data loss. Application programming was updated following the pilot test to address a
looping error. The survey tool was not affected by these updates. Programming was
updated about sixty days into abstraction to improve the speed of accepting data entry.
As a result of abstractor error at the time of installing the updated program on the iPad,
encrypted data from one provider site were inadvertently erased prior to transmission.
Technical issues with the application during the first nine weeks in the field slowed site
completion and also resulted in minor data errors that were remedied with simple
corrections during data cleaning. While the period of interest was only two years prior
to the project, many providers had already archived 2009 and 2010 records and were
reluctant to retrieve them due to cost, effort, and inconvenience. Others had archived
some paper records as part of transitioning to EHR systems, and so were required to
produce both types of records for some clients. Abstractors were required to spend
several days at some sites over a period of several weeks to obtain all of the requested
records providers eventually located. Despite these problems, the resulting overall
completion rate was 94 percent of the target for all samples, ranging from 93 percent to
96 percent of target for individual samples.
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Chapter 3. Demographics
The Family PACT Program contains a diverse network of enrolled clinician providers
and clients. Provider types include private solo and group practices, student health
centers, community clinics, Federally Qualified Health Centers (FQHC), Rural Health
Centers (RHC), Indian Health Services (IHS), and large public health departments.
Family PACT clients report over 30 different countries of birth and represent more than
a dozen primary languages and ethnicities.
This chapter provides a detailed description of clinician provider and client data included
in the 2011 MRR and investigates how the mix of clients and providers in the sample(s)
corresponds to the general Family PACT population using data from the Family PACT
Program Report FY 2009-101 as a comparison. The MRR data were supplemented,
where appropriate, with data from the program’s administrative records during the
analysis phase.

Provider Sample
The term “provider” can refer to a solo practitioner or a clinic with a number of clinicians.
Solo practitioners are always private providers while clinics can be either public or
private. Of the 2,183 enrolled Family PACT providers in FY 2009-10, 926 (42 percent)
were characterized as public sector providers, usually governmental and non-profit
organizations. The remaining 1,257 (58 percent) clinician providers were private sector
providers, which generally includes physician groups and solo practitioners.1 As in prior
MRR studies, the 2011 MRR provider sample was not weighted by provider sector
(defined as public or private).
Provider Sector
The final MRR data set included 215 providers consisting of 100 private sector
providers (47 percent) and 115 public sector providers (53 percent). The proportion of
public providers in the MRR data is higher than the FY 2009-10 enrolled providers. The
2011 MRR Provider Sample also had a higher percentage of public providers than the
2007 sample of 201 providers (47 percent public and 53 percent private in 2007 MRR
sample).a See Figure 3.1.

a

The public/private designations in the 2011 MRR are based strictly on provider self-report of office practice type.
The data reported in the 2007 MRR used public/private designations calculated from Medi-Cal provider master file
data. These two designation methods do not always line up; in order to make a valid comparison between the two
reports, the 2007 public/private designation data was recalculated using the office practice type self-reported at that
time. Therefore, the 2007 numbers reported here do not match the public/private breakouts reported in the 2007
MRR.
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Figure 3.1. Providers, by Sector, 2011 and 2007 Medical Records Reviews

47%

Public
53%

53%

Private
47%

0%

20%

40%

2007 MRR (n=201)

60%

80%

2011 MRR (n=215)

Source: 2011 Family PACT Medical Record Review.

Office Practice Type
In the 2011 MRR sample, the most common office practice type as reported by
providers was FQHC/RHC/IHS (30 percent), followed by Solo Practitioner (24 percent),
and Group Practice (22 percent). Community Clinic (18 percent), which includes
Planned Parenthood, was the next most commonly reported practice type. A small
proportion of providers reported being other public (six percent) which includes Student
Health Centers, Hospital Outpatient Clinics, and City or County Health Departments.
See Figure 3.2.
Figure 3.2. 2011 Medical Record Review Providers, by Office Practice Type
(n=215)
Public Providers
6%

Solo Practitioner

24%
18%

Group Practice
FQHC/RHC/IHS
Community Clinic
22%

Other Public

30%

Private Providers
Source: 2011 Family PACT Medical Record Review.
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Provider Specialty
The self-reported provider specialties were aggregated into two categories. The family
planning/women’s health category includes family planning, obstetrics and gynecology
(Ob/Gyn), and women’s health specialists. These providers comprised 37 percent of
the 2011 MRR provider sample.
The primary care/multi-specialty category includes general primary care, multi-specialty
and other specialties (e.g., pediatrics and adolescent medicine). These providers
comprised 63 percent of the 2011 MRR provider sample with similar proportions of
primary care and multi-specialty providers and only a small percentage categorized as
“other.” See Figure 3.3.
Figure 3.3. 2011 Medical Record Review Providers by Specialty (n=215)
Family Planning/Women's
Health Specialists

4%
23%

OB-Gyn/Women's Health
Family Planning

27%

Primary Care
14%

Multi-Specialty (2 or More)
Other

32%

Primary Care/Multi-Specialty Providers

Source: 2011 Family PACT Medical Record Review.

Provider Specialty, by Sector
Public providers made up 53 percent of the 2011 MRR sample; however, the
percentages by specialty are markedly different when compared to private providers.
Forty percent (40 percent) of family planning/women’s health specialists were public
providers compared to 61 percent of primary care/multi-specialty providers. See
Figure 3.4.
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Figure 3.4. Provider Specialty, by Sector
Family Planning/
Women's Health
(n=80)

Primary Care/
Multi-Specialty
(n=135)

Total
(n=215)

Provider Sector

No.

%

No.

%

No.

%

Private

48

60%

52

39%

100

47%

Public

32

40%

83

61%

115

53%

Source: 2011 Family PACT Medical Record Review.

Availability of Primary Careb
Seventy-six percent of providers reported that they provided primary care onsite, a
figure relatively unchanged from the 74 percent of provider sites offering primary care
onsite in the 2007 MRR. Ninety-one percent primary care/multi-specialty providers and
51 percent of family planning/women’s health specialists reported that they provide
primary care onsite. The percentage of family planning/women’s health specialists
providing primary care onsite was notably greater than the percentage reported in the
2007 MRR (34 percent), while the percentage reported by primary care/multi-specialty
providers was less than the 98 percent reported in the 2007 MRR. See Figure 3.5.
Figure 3.5. Availability of Primary Care Onsite

Primary Care
Available Onsite
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Women's Health
(n=80)

Primary Care/
Multi-Specialty
(n=135)
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(n=215)
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No.
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No.

%
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123

91%

164

76%

No

39

49%

12

9%

51

24%

Source: 2011 Family PACT Medical Record Review.

Other Provider Characteristics
Figure 3.6 presents the percentage of 2011 MRR providers with characteristics deemed
important for the access to, and quality of care of, Family PACT services. The location
of providers in the sample was primarily urban (86 percent), a result that is consistent
with the FY 2009-10 Family PACT Program Report.c A strong majority of the 2011
MRR providers had a bilingual clinician available onsite (89 percent). Only 32 percent
had any type of EHR technology available.d See Figure 3.6.
b

The determination of the availability of primary care onsite was made using the provider questionnaire completed
over the telephone. Providers were asked: “Does your practice offer primary care services other than Family
PACT-funded services?”
c
Urban and rural designations were based on the Medical Service Study Area 2000 definition. Geocoding was
completed using Medi-Cal provider master file site address and California Environmental Health Tracking Program’s
Geocoding Service.
d
Availability of EHR technology was based on responses to questions from the provider telephone interview about
the type of EMRs used in their practice. A positive response to any of those questions classified a provider as having
any type of EHR technology in its practice.
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Figure 3.6. Percent of 2011 Medical Record Review Providers with Defined
Characteristics (n=215)

Urban Provider
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0%

20%

40%

60%

80%

100%

Source: 2011 Family PACT Medical Record Review and the Medi-Cal Provider Master File.

Client Sample
The 2011 MRR collected data on demographic characteristics from 4,141 records in six
of the seven client samples (excludes RDG Sample. See Chapter 2, Methodology).
Demographic data collected were similar to those collected in the 2007 MRR including
race/ethnicity, place of birth, and primary language. These self-reported data elements
were collected from medical records based on the information recorded in the CEC
form. If the CEC was not available or the information on the CEC was missing,
abstractors were instructed to obtain data from other parts of the chart whenever
possible.e
Client Demographic Categories
Thirty-one countries of birth and 12 primary languages were reported across the client
samples. Place of birth was aggregated to U.S.-Born and Foreign-Born, and primary
language to Spanish, English, and Other/Bilingual. Race/Ethnicities collected were
Latino/Latina, Asian/Pacific Islander (API), White, Black, and Other/Multiracial (Other
indicates clients’ race/ethnicity was other than those listed; Multiracial indicates clients’
multiple responses to race/ethnicity). See Figure 3.7.

e

Some data points, like ethnicity and primary language were supplemented with administrative data when they were
not found in the CEC form or chart. Ethnicity and language were found by the abstractors 86 percent of the time and
when the data were present it matched well with data available electronically in the Family PACT eligibility file.
Ethnicity matched 95 percent of the time and language matched almost 90 percent of the time.
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Figure 3.7. Race/Ethnicity, Place of Birth, and Primary Language Categories
Aggregated

Original

Race/Ethnicity
Latino

Latino/Latina (with or without another race/ethnicity)

White

White non-Latino

Black

Black non-Latino

API

Asian, Filipino, Pacific Islander, non-Latino

Other/Multiracial

Native American, other, or multiracial

a

Place of Birth
U.S.-Born

USA, Guam, Puerto Rico

Foreign-Born

Argentina, Belize, Brazil, Canada, Chile, China, Columbia, Ecuador, El
Salvador, Germany, Great Britain, Guam, Guatemala, Honduras, India, Japan,
Laos, Mexico, Nicaragua, other, Peru, Philippines, Russia, Samoa, South
Korea, Thailand, Venezuela, Vietnam, and all unspecified foreign countries

Language
Spanish

Spanish

English

English

Other/Bilingual

Arabic, Armenian, Cantonese, Hmong, Khmer/Cambodian, Korean, Mandarin,
Russian, Tagalog, Vietnamese, or "No Specific Language Stated"

a

Multiracial includes multiple responses to Race/Ethnicity on CEC form.
Source: Family PACT administrative data and 2011 Family PACT Medical Record Review.

Client Race/Ethnicity
The most numerous ethnic group in all samples was Latino, although the percentage
varied across samples. Four samples had a proportion of Latinos of 65 percent or
higher: the Female GEN Sample (72 percent), the Male GEN Sample (65 percent), the
IMP Sample (67 percent), and the IUC Sample (76 percent). Each of these samples
had a higher proportion of Latino clients than the population of clients served in FY
2009-10 (63 percent). Latinas made up a much smaller proportion of the CTP Female
(48 percent) and CTP Male (50 percent) Samples. The lower percentage of Latinas in
the Female CTP Sample was offset by higher percentages of Black, API and White
clients. The lower percentage of Latinos in the Male CTP Sample was offset by a
higher percentage of Black clients. The IMP Sample had the largest proportion of White
clients (23 percent). See Figure 3.8.
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Figure 3.8. 2011 Medical Record Review Client Samples, by Race/Ethnicity
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(n=314)
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Implant
(n=345)
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(n=379)

Male CTP
(n=120)

Other/Multiracial

Source: Family PACT administrative data and 2011 Family PACT Medical Record Review.

The percentage of API, Black, and other clients in the Female GEN Sample were
virtually identical to those reported for female clients in the FY 2009-10 Family PACT
Program Report. The higher percentage of Latinas in this sample is solely offset by the
lower percentage of Whites. The race/ethnicity breakdown in the Male GEN Sample
matches that seen for male clients in the FY 2009-10 program report. See Figure 3.9.
Figure 3.9. Client Race/Ethnicity, 2011 Medical Record Review General Samples
Compared to FY 2009-10 Family PACT Program Report
Female
FY 2009-10
Program
Report
(n=1,538,291)

2011
MRR
(n=2,632)

API

7%

Black

Male

Diffa

FY 2009-10
Program
Report
(n=227,265)

2011
MRR
(n=351)

Diffa

6%

-1%

4%

4%

0%

7%

6%

-1%

11%

11%

0%

Latino

61%

72%

11%

65%

65%

0%

White
Other (Including Native
American)

22%

13%

-9%

17%

17%

-1%

3%

3%

0%

3%

3%

0%

Ethnicity

a

Differences for Black females and White males are a result of rounding.
Source: 2011 Family PACT Medical Record Review and FY 2009-10 Family PACT Program Report.

Client Place of Birth and Primary Language
Data for place of birth and language are highly correlated but do vary across samples.
Clients in the Female GEN Sample (57 percent foreign-born, 52 percent Spanish
speakers) and IUC Sample (68 percent foreign-born, 61 percent Spanish-speakers)
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were more likely to be foreign-born and Spanish-speaking. Clients in the Male GEN (56
percent U.S.-born, 51 percent English-speakers), IMP (51 percent U.S.-born, 52 percent
English-speakers), Female CTP (70 percent U.S.-born, 63 percent English-speakers),
and Male CTP (63 percent U.S.-born, 62 percent English-speakers) Samples were
more likely to be U.S.-born and English-speaking. As with ethnicity, the option for
collecting multiple languages was available to abstractors in the 2011 MRR; however,
the number of client records with multiple languages was quite small. See Figures 3.10
and 3.11.
Figure 3.10. 2011 Medical Record Review Client Samples, by Place of Birth
80%
70%

68%

63%
57%

60%

56%
51%

49%

44%

43%

37%

40%

32%

30%

20%

0%
Female GEN
(n=2,632)

Male GEN
(n=351)

IUC
(n=314)

Implant
(n=345)

U.S.-Born

Female CTP
(n=379)

Male CTP
(n=120)

Foreign-Born

Source: Family PACT administrative data and 2011 Family PACT Medical Record Review.

Figure 3.11. 2011 Medical Record Review Client Samples, by Primary Language
80%
63%

61%

60%

52%

62%

52%

51%
45%
41%

40%

40%

32%

32%
27%

20%
7%

9%

10%

7%

7%

3%

0%
Female GEN
(n=2,632)

Male GEN
(n=351)

Spanish

IUC
(n=314)

Implant
(n=345)

English

Female CTP
(n=379)

Other/Bilingual

Note: Individual sample totals may sum to 101 percent due to rounding issues.
Source: Family PACT administrative data and 2011 Family PACT Medical Record Review.
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Male CTP
(n=120)

Client Age
The age distribution of clients included in the 2011 MRR varied by sample. The CTP
Samples (both Male and Female) had more clients under age 30 than the other four
samples. The Male CTP Sample had by far the largest percentage of clients in the
20-29 age group (76 percent), while the Female CTP Sample had by far the largest
percentage of clients in the Under Age 20 age group (35 percent). The Female GEN,
Male GEN, IMP, and IUC Samples all had similar distributions by age group, although
the IUC Sample had more women in the 30-39 age group and fewer women in the less
than 20 age group than the other samples. See Figure 3.12.
Figure 3.12. 2011 Medical Record Review Client Samples, by Age
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27%
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9%
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Source: Family PACT administrative data and 2011 Family PACT Medical Record Review.

The Female GEN Sample had a lower percentage of women in the younger age groups
(Under Age 20, 20-29) and a higher percentage of women in the older age groups
(30-39, 40+) when compared to the FY 2009-10 Family PACT Program Report. The
Male GEN Sample displayed the opposite trend with a higher percentage of men in the
younger age groups (Under Age 20, 20-29) and a lower percentage of men in the older
age groups (30-39, 40+) when compared to the FY 2009-10 Family PACT Program
Report. See Figure 3.13.
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Figure 3.13. Client Age, 2011 Medical Record Review General Samples Compared
to FY 2009-10 Family PACT Program Report
Female
FY 2009-10
Program
Report
(n=1,538,291)

2011
MRR
(n=2,632)

Under Age 20

17%

20-29

Male

Diff

FY 2009-10
Program
Report
(n=227,265)

2011
MRR
(n=351)

Diffa

15%

-2%

15%

19%

3%

50%

46%

-4%

47%

51%

4%

30-39

23%

27%

4%

22%

21%

-1%

Age 40 and Over

10%

12%

2%

16%

9%

-7%

Age Group (Years)

a

The difference for males under age 20 is a result of rounding.
Source: 2011 Family PACT Medical Record Review and FY 2009-10 Family PACT Program Report.

Client Family Size
The Male GEN, and Female and Male CTP Samples had by far the largest proportion of
clients with a family size equal to one. The IUC Sample had the largest proportion of
clients with a family size of four or more. The Female GEN and IMP Samples had a
more even distribution of family sizes. On average, the family sizes collected in the
2011 MRR tended to be larger than those found in the Family PACT enrollment files for
FY 2009-10. (Data not shown). Interpretation of this difference is made with caution
given the amount of missing data in the MRR and that family size may not be updated
very diligently in enrollment files by providers. See Figure 3.14.
Figure 3.14. 2011 Medical Record Review Client Sample, by Family Size
Female
GEN
(n=2,632)

Male GEN
(n=351)

No.

%

No.

%

No.

%

No.

%

No.

1

699

27%

176

50%

35

11%

108

31%

2-3

707

27%

52

15%

90

29%

114

4+

795

30%

65

19%

143

46%

Missing

431

16%

58

17%

46

15%

Family
Size

IUC
(n=314)

Implant
(n=345)

Female
CTP
(n=379)

Male CTP
(n=120)

Total
(n=4,141)

%

No.

%

No.

%

186

49%

66

55%

1,270

31%

33%

100

26%

24

20%

1,087

26%

80

23%

46

12%

11

9%

1,140

28%

43

12%

47

12%

19

16%

644

16%

Source: 2011 Family PACT Medical Record Review.

Clients Served, by Provider Sector
A majority of clients in each sample were served by public sector providers. The
percentage of clients served by public providers ranged from 54 percent in the Female
GEN Sample to 76 percent in the IMP Sample. The IUC (71 percent) and IMP (76
percent) Samples were heavily dominated by public providers, which was consistent
with long-acting reversible contraceptive (LARC) method provision reported in the
FY 2009-10 Program Report. The percentage of Sample clients served by private
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providers was slightly higher than the percentage of clients overall served by private
providers in FY 2009-10 (42 percent in the 2011 MRR compared to 32 percent in the
FY 2009-10 Family PACT Program Report). See Figure 3.15.
Figure 3.15. Clients Served, by Provider Sector and Sample
76%

80%
71%

62%

60%

60%

62%
58%

54%
46%
42%

40%

38%

40%

38%

29%
24%

20%

0%
Female GEN
(n=2,632)

Male GEN
(n=351)

IUC
(n=314)

Implant
(n=345)

Private Practice

Female CTP
(n=379)

Male CTP
(n=120)

Total
(n=4,141)

Public

Source: 2011 Family PACT Medical Record Review.

Clients Served, by Office Practice Type
The Female and Male GEN, and the Female and Male CTP Samples all had relatively
similar distributions by office practice type. For these samples, roughly half of clients
(48-56 percent) were served by FQHC/RHC/IHS or community clinics, 38-46 percent
were served by group practices or solo practitioners, and six percent were served by
other public providers. The IMP and IUC Samples differed in that clients were more
likely to be served by FQHC/RHC/IHS or community clinics (76 percent and 65 percent,
respectively). See Figure 3.16.
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Figure 3.16. Clients Served, by Office Practice Type and Sample
100%
24%

19%

15%
14%

21%
22%
5%
6%

0%

4%

15%

20%

23%

6%
25%

21%

Group Practice
21%

6%

25%

23%

18%

Solo Practitioner

5%

Other Public

22%

Community Clinic

50%

20%
40%

18%
17%

80%

60%

7%

FQHC/RHC/IHS
20%
30%

34%

41%
26%

31%

33%

31%

0%
Female Male GEN
GEN
(n=351)
(n=2,632)

IUC
(n=314)

Implant
(n=345)

Female
CTP
(n=379)

Male CTP
Total
(n=120) (n=4,141)

Source: 2011 Family PACT Medical Record Review.

Clients Served, by Provider Specialty
Four samples had more than 60 percent of clients served by primary
care/multi-specialty providers: Female GEN (63 percent); Male GEN (72 percent);
Female CTP (64 percent); and Male CTP (73 percent). The two samples with the
lowest percentage of clients served by primary care/multi-specialty providers were the
IUC and IMP Samples; only one-third (34 percent) of the IMP Sample was served by
primary care/multi-specialty providers. The IUC Sample was distributed more evenly
with 56 percent served by primary care/multi-specialty providers and 44 percent served
by family planning/women’s health specialists. See Figure 3.17.
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Figure 3.17. Clients Served, by Provider Specialty and Sample
80%

73%

72%
66%

63%

64%

56%

60%
44%

40%

37%

34%

36%

28%

28%

20%

0%
Female GEN
(n=2,632)

Male GEN
(n=351)

IUC
(n=314)

Implant
(n=345)

Family Planning/Women's Health

Female CTP
(n=379)

Male CTP
(n=120)

Primary Care/Multi-Specialty

Source: 2011 Family PACT Medical Record Review.

Client History with Provider
The length of time with a provider was calculated as the difference between the date of
the client’s first clinician visit in 2009 (abstracted) and the date of initial visit with the
clinic/office (also abstracted from the medical record). Additionally, administrative data
were used to identify the client’s initial eligibility date (first Health Access Program [HAP]
card activation) with any Family PACT provider to represent the first clinician visit in the
program. Males were more likely to be new to the provider (49 percent in Male GEN
and 45 percent in Male CTP) or new to Family PACT (71 percent in Male GEN and 74
percent in Male CTP). Clients in the IUC and IMP Samples were the least likely to be
new to the provider (nine percent in IMP and 11 percent in IUC) or new to Family PACT
(16 percent in IMP and 18 percent in IUC). Roughly one-quarter of clients in the
Female GEN and Female CTP Samples were new to the provider and 30 percent to 40
percent were new to Family PACT. See Figure 3.18.
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Figure 3.18. New Client Information, by Sample
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Source: 2011 Family PACT Medical Record Review.

Discussion
The Female and Male GEN Samples were generally representative of the client
population served by Family PACT in FY 2009-10, with a slight over-representation of
clients served by private providers. The Female GEN Sample also had a slight over
representation of Latinas and a corresponding under-representation of Whites.
There were differences in LARC dispensing by provider specialty as seen in the IMP
and IUC Samples; clients in the IMP Sample were more likely to be seen by a family
planning/women’s health specialist (66 percent) while clients in the IUC Sample were
more likely to be seen by a primary care/multi-specialty provider (56 percent). This may
be the result of several factors: implants were added back to the Family PACT benefits
in July 2008 after a six-year hiatus during which no implant product was available; and
family planning/women’s health specialists were more likely to be current on such new
methods. Additionally, the OFP sponsored several skill-based trainings for IUC
insertion available to all providers.2
IUC and IMP Sample clients were more likely to have already been seen by the provider
and enrolled in Family PACT compared to clients in the other samples. Conversely,
males were more likely to be new to the provider and new to Family PACT.
Clients in the CTP Samples were generally younger, with higher proportions of Blacks
and lower proportions of Latinos than in both the overall Family PACT population served
in FY 2009-10 and the Family PACT population served with CT tests in FY 2009-10.
This can be explained by the sampling methodology for these groups which included a
likely match to a positive test found in the state chlamydia registry. (See Chapter 2,
Methodology).
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Most providers included in the MRR also provided primary care (three out of four) and
had a bilingual clinician onsite (nine out of ten). Relatively few providers had EHR
technology (three out of ten). This was based, however, on self-reported data collected
from May through July 2011, which may have included some providers in the process of
implementing some part of an EHR system. Since then, federal incentives for rapid
EHR adoption and meaningful use have likely increased the number of providers
utilizing certified EHR technology in the Family PACT provider network. The uptake of
EHR technology among Family PACT providers may be assessed in future studies. For
more information about EHR, see Chapter 12, Completeness and Quality of
Documentation.
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Chapter 4. Contraceptive Services to Female Clients
Introduction
The use of effective contraception leads to a decrease in unintended pregnancies and
birth rates; therefore, the Family PACT Program monitors adoption of effective
contraceptive methods among its clients. The vast majority of resources under Family
PACT are dedicated to the provision of contraceptive methods. Medical record data
provides a unique opportunity to assess contraceptive method use, continuation, and
switching in the context of the clinical visit.
The 2007 MRR found that clients new to Family PACT showed substantial improvement
in the choice of effective contraceptive methods adopted at the end of the visit
compared to methods used prior to the visit; and clients continuing in the program
showed continued improvement in the adoption of more effective methods by the end of
the family planning visit. That study also found racial/ethnic disparities in the adoption
of effective contraception. This chapter builds and expands on the analyses conducted
in the 2007 MRR.
In this section, we focus on the following evaluation questions:


How did contraceptive method use among female clients vary by client age,
race/ethnicity, history in the program (e.g., clients new to Family PACT compared to
clients continuing in the program), and provider characteristics?



Did the proportion of female clients with Tier 1 and Tier 2 contraceptive methods
increase?



Did the proportion of female clients with documentation of dual method use (i.e.,
condoms plus a Tier 1 or Tier 2 method) increase since 2007?



Based on claims data, what proportion of prescriptions for contraceptives was filled?



What were the patterns of contraceptive method switching, and how do they
compare to the 2007 MRR?



Was EC provided according to clinical guidelines?



Has the proportion of providers who utilized Quick Start (immediate or next day) to
initiate hormonal contraception changed since the 2007 MRR?



How often were pelvic exams performed with Quick Start method initiation?

This chapter is based on the analysis of services provided to 2,632 women included in
the Female GEN Sample. The sample was generally demographically representative of
the population of female clients served by Family PACT. For additional detail, see
Chapter 3, Demographics.
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Contraceptive Tiers - World Health Organization (WHO)
The definition of contraceptive tiers is adapted from the 2007 WHO publication, “Family
Planning: A Global Handbook for Providers,”1 and further described in Contraceptive
Technology (19th Revised Edition).2


Tier 1 methods are highly effective, are not dependent on user adherence, and have
typical use failure rates of less than one pregnancy per 100 couples per year.



Tier 2 methods are dependent upon user adherence and have a typical use failure
rate of 6 to 12 pregnancies per 100 couples per year.



Tier 3 is comprised of less effective methods such as barrier contraceptives and
behavioral methods including withdrawal, fertility awareness method, lactational
amenorrhea method, and natural family planning (FAM/LAM/NFP). Typical use
failure rates are reported as 18 or more pregnancies per 100 couples per year.

An important difference between the 2007 and 2011 MRRs was the reclassification of
the contraceptive injection, Depo-Provera (medroxyprogesterone acetate), from Tier 1
(in 2007 MRR) to Tier 2 (in 2011 MRR). In order to make comparisons between
studies, the relevant data of method use by tiers from the 2007 MRR were recalculated
to reflect this tier revision. See Figure 4.1.
Figure 4.1. Tiers of Contraceptive Methods, 2007 Update
Tiers

Contraceptive Methods

Tier 1

IUC, Implant, Sterilization (Female and Male)

Tier 2

Injections, OC Pills, Patch, and Ring

Tier 3

Condoms, Other Barriers, FAM/LAM/NFP, Spermicides,
Withdrawal, and Abstinence

No Method

No Method; Relies on Partner's Non-Vasectomy Method

Pregnant/Seeking Pregnancy

Pregnant/Attempting Pregnancy, Infertile/Infertility Treatment
1

Source: Adapted from WHO 2007, Contraceptive Technology (19th Edition).

2

We assessed contraceptive use by clients by age, race/ethnicity, and primary language,
as well as newly enrolled or continuing in Family PACT. Whether the client was new to
or established with the provider at their first visit in 2009 was also examined. Women
using no method and those who were pregnant or seeking pregnancy were also
identified.
The contraceptive method used at the end of the visit was identified, including whether
the client switched from another method. If more than one contraceptive method was
used, the most effective method was classified as the primary method. In the following
sections, we present contraceptive use based on assigned primary method unless
otherwise noted.
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Findings
Primary Contraceptive Method Use
At the end of the 2011 MRR abstracted visit, 50 percent of women were using oral
contraceptives (OCs), injection, patch, or ring; 32 percent were using barrier methods
such as condoms, diaphragm, and spermicides; eight percent were using sterilization,
IUC or implant; and two percent were using abstention, withdrawal, or other behavioral
methods such as FAM/LAM/NFP. Five percent of women were using no contraceptive
method, and two percent were seeking pregnancy or had a positive pregnancy test.
See Figure 4.2.
Tier 1 Contraceptives
There was a higher percentage of IUC users (eight percent) than in the 2007 MRR (four
percent; p<0.001). A new contraceptive implant was added as a program benefit in July
2008, after a six-year hiatus during which no implant product was available. Uptake of
the new implant reported in the 2011 MRR was consistent with the program overall at
0.4 percent.3
Tier 2 Contraceptives
The proportion of OC users increased (32 percent compared to 26 percent in 2007
MRR; p<0.001); and contraceptive ring users increased as well (three percent
compared to two percent in 2007 MRR; p<0.01). The proportion of contraceptive patch
users notably decreased (four percent compared to 16 percent in 2007 MRR; p<0.001).
The proportion of contraceptive injection users was unchanged from the 2007 MRR
(11 percent).
Tier 3 Contraceptives
Thirty-two percent of female clients left with condoms but without a more effective
method, an increase of six percentage points from the 2007 MRR. Additionally, there
was a smaller proportion of women using no method (five percent compared to seven
percent in 2007 MRR; p<0.01), as well as a smaller proportion who were pregnant or
seeking pregnancy (two percent compared to five percent in the 2007 MRR; p<0.001).
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Figure 4.2. Distribution of Primary Contraceptive Methods Among All Women
2007 MRR
(n=2,290)a

2011 MRR
(n=2,632)b

No.

%

No.

%

Female Sterilization

10

1%

10

0%

Vasectomy (Partner)

2

0%

3

0%

IUC

84

4%

178

8%***

Implant

NA

-

9

0%

Injections

218

11%

255

11%

OC Pills

513

26%

730

32%***

Patch

323

16%

82

4%***

Ring

32

2%

68

3%**

516

26%

711

32%***

Female Condoms

2

0%

1

0%

Diaphragm

0

0%

1

0%

Spermicide

0

0%

0

0%

Cervical Cap

0

0%

0

0%

FAM/LAM/NFP

6

0%

12

1%

Abstinence

19

1%

30

1%

4

0%

0

0%

No Method

136

7%

112

5%**

Pregnant/Seeking Pregnancy

94

5%

46

2%***

Missing/Not Recorded

331

Primary Contraceptive Method End of Visit
Long-Acting and Permanent Contraceptive Methods

Tier 1

Hormonal Contraceptives
Tier 2

Barrier Methods
Male Condoms

Tier 3

Behavioral and Other Methods

Other

c

384

a

Restricted to data from one abstracted visit. Excludes 331 records with missing data from denominator used to
calculate percentage.
b
Excludes 384 records from denominator used to calculate percentage: 370 with missing data, and 14 with Tier 1, 2,
or 3 methods at end of visit but also a documented positive pregnancy test or pregnancy counseling referral.
c
Other includes non-vaginal sex only, rhythm, and cycle beads.
** p <0.01 Contraceptive ring 2007 MRR vs. 2011 MRR; no method 2007 MRR vs. 2011 MRR.
*** p <0.001 Oral contraceptives, patch, male condoms 2007 MRR vs. 2011 MRR; pregnant/seeking pregnancy 2007
MRR vs. 2011 MRR.
Source: 2007 and 2011 Family PACT Medical Record Reviews, Female General Sample.

Primary Contraceptive Method Use, by Age
Ninety-one percent of adolescent women left the abstracted visit with a contraceptive
method compared to 87 percent in the 2007 MRR. See Figure 4.3. Tier 1 adoption
increased among adolescents by one percentage point (two percent in 2007 MRR vs.
three percent in 2011 MRR; p<0.001). The percentage of adolescents using Tier 2
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methods remained the same at 55 percent. Use of Tier 3 methods increased, though
not significantly (30 percent in 2007 MRR to 33 percent in 2011 MRR). Six percent of
adolescent females reported using no method which was down, though not significantly,
from seven percent in the 2007 MRR. Three percent of adolescents reported they were
attempting pregnancy, down from six percent in the 2007 MRR (not significant).
Among adult women, 93 percent left the abstracted visit with a method of contraception.
This is an improvement over the 2007 MRR, in which 88 percent of adults left with a
method. Tier 1 use among adults increased six percentage points between the 2007
MRR (six percent) and the 2011 MRR (10 percent; p<0.001). On the other hand, fewer
adults chose Tier 2 methods in 2011 MRR than in the 2007 MRR (49 percent in 2011
MRR vs. 55 percent in 2007 MRR; p<0.01), while use of Tier 3 methods among adults
increased significantly (27 percent in 2007 MRR vs. 34 percent in 2011 MRR; p<0.001).
Fewer adult women chose no method or relying on partner’s method than in the 2007
MRR (seven percent in 2007 MRR vs. five percent in 2011 MRR; p<0.001), and fewer
adult women were pregnant or seeking pregnancy (five percent in 2007 MRR vs. two
percent in 2011 MRR; p<0.01).
Figure 4.3. Comparison of Primary Contraceptive Method at Conclusion of Visit,
by Age: 2007 and 2011 Medical Record Reviewsa,b
Adolescents

Primary Contraceptive Method
at Conclusion of Visit

2007
(n=361)

Adults

2011
(n=333)

2007
(n=1,598)

2011
(n=1,915)

No.

%

No.

%

No.

%

No.

%

7

2%

10

3%***

96

6%

192

10%***

Tier 2: Hormonal Contraceptives

199

55%

183

55%

879

55%

938

49%**

Tier 3: Barrier Methods

108

30%

110

33%

431

27%

651

34%***

No Method

25

7%

20

6%

112

7%

96

5%**

Pregnant/Seeking Pregnancy

22

6%

10

3%

80

5%

38

2%**

Tier 1: Long-Acting and
Permanent Contraceptive Methods

a

2007 MRR: Excludes 331 women missing data of contraceptive method at the end of the first abstracted visit.
b
2011 MRR: Excludes 384 women: 370 with missing data on method at the end of the visit, and 14 with a
documented positive pregnancy test or pregnancy counseling referral.
** p<0.01 Adults Tier 2 2007 MRR vs. 2011 MRR; Adults no Method 2007 MRR vs. 2011 MRR; Adults
Pregnant/Seeking Pregnancy 2007 MRR vs. 2011 MRR; Adults vs. Adolescents Tier 2 2011 MRR.
*** p<0.001 Adults Tier 1 2007 MRR vs. 2011 MRR; Adults vs. Adolescents Tier 1 2011 MRR; Adults Tier 3 2007
MRR vs. 2011 MRR.
Source: 2007 and 2011 Family PACT Medical Record Reviews, Female General Sample.

Overall in the 2011 MRR, the proportion of adults using Tier 1 methods at the
conclusion of the abstracted visit was greater than that of adolescents (ten percent and
three percent, respectively; p<0.001). See Figure 4.3. Adolescents were more likely to
use Tier 2 methods than adults (55 percent vs. 49 percent; p<0.01). Use of Tier 3
methods increased for both age groups but the proportion overall was similar (34
percent of adults and 33 percent of adolescents). The proportion of women using no
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method was also similar (two percent of adults and three percent of adolescents), as
was the proportion that was pregnant/seeking pregnancy (two percent of adults and
three percent of adolescents).
Primary Contraceptive Method Use, by Race/Ethnicity and Primary Language
There were notable differences in the methods documented at the conclusion of the
abstracted visit among major racial/ethnic groups. See Figure 4.4. The proportion of
women leaving the visit with a Tier 1 method was highest among Latina women (ten
percent), followed by API women (nine percent), White women (seven percent), and
Other/multi-racial women (six percent), and was lowest among Black women (three
percent). This trend is similar to that found in claims analysis, which has consistently
shown that Latina women utilize long-acting contraceptive methods slightly more
than women of other groups.3
Figure 4.4. Primary Contraceptive Method at the Conclusion of the Visit, by
Race/Ethnicity (n=2,248)a
100%

80%

3%

10%

9%

49%

44%

6%

7%

41%
52%
64%

60%

42%
35%

0%

7%
7%
Black
(n=131)

Tier 2 (Injections, OC
Pills, Patch, Ring)
Tier 3 (Barriers,
FAM/LAM/NFP,
Abstention)

40%

20%

Tier 1 (IUC, Implant,
Sterilization)

4%

2%
Latina
(n=1,631)

26%

39%

No Method

20%
7%

1%
API
(n=130)

8%

13%

1%
3%
White
Other/
(n=285)
Multiracial
(n=71)

Seeking
Pregnancy/Infertile

a

Excludes 384 women: 370 with missing data on method at the end of the visit, and 14 with a Tier 1, 2, or 3 method
at end of visit but also a documented positive pregnancy test or pregnancy counseling referral.
Source: 2011 Family PACT Medical Record Review, Female General Sample.

At the conclusion of the visit, White women left with Tier 2 methods at the highest rate
(64 percent vs. 41 to 52 percent for all other groups) while Black women left with Tier 3
methods at the highest rate (42 percent vs. 20 to 35 percent for all other groups).
Other/multiracial women left with no method at the highest rate (13 percent vs. four to
eight percent for all other groups), and Black women had the highest rate of
pregnant/seeking pregnancy (seven percent vs. one to three percent for all other
groups). Due to the high number of potential comparisons, we did not test for
significance.
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When considering primary contraceptive method by language spoken, 69 percent of
Tier 1 users and 49 percent of Tier 2 users preferred Spanish, compared to English
speakers (24 percent in Tier 1 and 45 percent in Tier 2). The proportion of all other
languages combined by tier was eight percent in Tier 1, seven percent in Tier 2, and ten
percent in Tier 3. Among women using no method of contraception, 50 percent
preferred English, 41 percent preferred Spanish, and nine percent used other
languages. Due to the high number of potential comparisons, we did not test for
significance. (Data not shown).
Method Adoption among New and Continuing Clients in Family PACT, by Age
To assess the impact of the client’s initial visit on contraceptive use in the 2011 MRR,
we compared methods used before and after the visit among clients new and continuing
in the program. To provide reliable comparisons of contraceptive method adoption as
well as switching methods, this analysis was limited to clients who had documentation
on contraceptive methods at the beginning of the visit, and if there was a change,
methods at the conclusion of the visit. Clients who were pregnant or seeking pregnancy
were excluded.
Overall among adolescents and adults, 25 percent of clients who were new to the
program came to the abstracted visit using Tier 1 or Tier 2 methods, which increased to
51 percent at the conclusion of the visit. This 26 percentage point increase is an
improvement over the 22 percentage point change before and after the visit in the 2007
MRR. Furthermore, in the 2011 MRR, 53 percent of continuing clients came to the
abstracted visit using Tier 1 or Tier 2 methods which increased by 12 percentage points
to 65 percent at the conclusion of the visit. This is an improvement over the nine
percentage point change in the 2007 MRR. These data suggest a continued positive
effect of Family PACT visits on women’s contraceptive method selection. (Data not
shown).
Among new adolescent clients, 69 percent (101 women) entered and 94 percent (137
women) exited the visit using a method of contraception. Adoption of Tier 1 by
adolescents new to Family PACT remained stable at one percent and for adolescents
continuing in the program increased from three percent (5) to six percent (8) (not
significant). See Figure 4.5. Adoption of Tier 2 methods was most notable among
adolescents new to Family PACT increasing from 13 percent (19) at the beginning of
the visit to 47 percent (68) at the conclusion of the visit (p<0.001). Adoption of Tier 2
methods was also significant among adolescents continuing in the program increasing
from 48 percent (70) before the visit to 66 percent (97) (p<0.01) at the conclusion of the
visit. Although not significant for adolescents new to Family PACT, continuing
adolescents using Tier 3 methods declined from 35 percent (51) at the beginning of the
visit to 24 percent (35) at the conclusion (p<0.5).
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In the 2011 MRR, six percent (9) of adolescents new to Family PACT left with no
method down from 31 percent (45) at the beginning of the visit (p<0.001). Adolescents
continuing in the program and using no method declined from 14 percent (20) at the
beginning of the visit to four percent (6) at the end of the visit (p<0.01). See Figure 4.5.
Figure 4.5. Adolescents: Comparison of Primary Contraceptive Method Before
and After Family PACT Visit, by Client Type - New vs. Continuing with the
Programa
New to Program
(n=146)
Before Visit
Method Tier

Continuing with Program
(n=146)

After Visit

Before Visit

After Visit

No.

%

No.

%

No.

%

No.

%

Tier 1: Long-Acting and
Permanent Contraceptive Methods

2

1%

2

1%

5

3%

8

6%

Tier 2: Hormonal Contraceptives

19

13%

68

47%***

70

48%

97

66%**

Tier 3: Barrier Methods

80

55%

67

46%

51

35%

35

24%*

No Method

45

31%

9

6%***

20

14%

6

4%**

a

Excludes women with missing contraceptive data before or after visit and women pregnant/seeking pregnancy.
* p<0.05 Continuing adolescents Tier 3 before vs. after visit.
** p<0.01 Continuing adolescents Tier 2 before vs. after visit; continuing adolescents no method before vs. after visit.
*** p<0.001 New adolescents Tier 2 before vs. after visit; new adolescents no method before vs. after visit.
Source: 2011 Family PACT Medical Record Review, Female General Sample.

Figure 4.6. Adults: Comparison of Primary Contraceptive Method Before and
After Family PACT Visit, by Client Type - New vs. Continuing with the Programa
New to Program
(n=465)
Before Visit

Continuing with Program
(n=1,274)

After Visit

Before Visit

After Visit

Method Tier

No.

%

No.

%

No.

%

No.

%

Tier 1: Long-Acting and
Permanent Contraceptive Methods

32

7%

45

10%

125

10%

137

11%

Tier 2: Hormonal Contraceptives

97

21%

199

43%***

556

44%

675

53%***

Tier 3: Barrier Methods

215

46%

194

41%

485

38%

431

34%*

No Method

121

26%

27

6%***

108

8%

31

2%***

a

Excludes women with missing contraceptive data before or after visit and women pregnant/seeking pregnancy.
* p<0.05 Continuing adults Tier 3 before vs. after visit.
*** p<0.001 New adults Tier 2 before vs. after visit; continuing adults Tier 2 before vs. after visit; new adults no
method before vs. after visit; continuing adults before vs. after visit.
Source: 2011 Family PACT Medical Record Review, Female General Sample.

Among new adult clients, 74 percent (344) entered and 94 percent (438) exited the visit
using a method. Although not significant, adoption of Tier 1 methods by adult women
new to the program increased from seven percent (32) to 10 percent (45), and among
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adults continuing in the program from 10 percent (125) to 11 percent (137). See Figure
4.6. The largest gain was observed for Tier 2 methods for both adults new to Family
PACT, increasing from 21 percent (97) to 43 percent (199) (p<0.001) at the conclusion
of the visit, and among adults continuing with the program increasing from 44 percent
(556) to 53 percent (675) (p<0.001). There were significant decreases in the proportion
with Tier 3 methods among adults continuing with the program from 38 percent (485) to
34 percent (431) (p<0.05) at the conclusion of the visit. The decline in the proportion of
new adult clients with Tier 3 methods at the conclusion of the visit was not significant.
There was a significant decline in adults using no method at the conclusion of the visit
for both those new to Family PACT from 26 percent (121) to six percent (27) (p<0.001),
and those continuing in the program from eight percent (108) to two percent (31)
(p<0.001).
Primary Contraceptive Method Use, by Provider Characteristics
There was no significant difference by private providers compared to public providers in
clients using Tier 1 and Tier 2 methods. However, clients served by private providers
were more likely to exit the abstracted visit with Tier 3 methods than those served by
public providers (36 percent and 31 percent, respectively; p<0.05). See Figure 4.7.
Clients served by private providers were also less likely to exit the abstracted visit with
no method (two percent compared to seven percent of those served by public providers
(p<0.001), or seeking pregnancy (one percent compared to three percent of those
served by public providers; p<0.05).
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Figure 4.7. Primary Contraceptive Method at the Conclusion of the Abstracted
Visit, by Provider Sector and Specialtya
Clients' Method at Conclusion of Abstracted Visit

Provider Sector
and Specialty

Tier 1

Tier 2

Tier 3

No Method

Seeking
Pregnancy/
Infertile

Total

No.

%

No.

%

No.

%

No.

%

No.

%

No.

%

Private
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10%

532

51%

381

36%*

23

2%***

13

1%*

1,053

100%

Public

96

8%

603

50%

374

31%

89

7%

33

3%

1,195

100%

FQHC/RHC/IHS

64

9%

301

44%

245

36%***

51

8%

17

3%

678

100%

Community
Clinics

25

6%

226

58%

94

24%

33

8%

11

3%

389

100%

Other Public

7

5%

76

59%***

35

27%

5

4%

5

4%

128

100%

200

9%

1,135

50%

755

34%

112

5%

46

2%

2,248

100%

Family Planning/
Women's Health

91

11%**

477

58%***

219

26%***

31

4%*

6

1%**

824

100%

Primary Care/
Multi-Specialty

101

7%

630

46%

511

38%

80

6%

37

3%

1,359

100%

8

12%

28

43%

25

38%

1

2%

3

5%

65

100%

Provider Sector

Public Sector by
Practice Types

Total
Provider Specialty

Otherb
a

Excludes 384 women: 370 with missing data on method at the end of the visit, and 14 with a documented positive
pregnancy test or pregnancy counseling referral.
b
Includes Pediatric/Adolescent Health, STD/HIV Dedicated Clinic and Other. Counts are included in figure but
excluded from significance testing.
* p<0.05 Tier 3 by public vs. private providers; seeking pregnancy by public vs. private providers; no method by
family planning/women’s health vs. primary care/multi-specialty.
** p<0.01 Tier 1 by family planning/women’s health vs. primary care/multi-specialty; seeking pregnancy by family
planning/women’s health vs. primary care/multi-specialty.
*** p<0.001 No method by public vs. private providers; Tier 2 by family planning/women’s health vs. primary care/
multi-specialty; Tier 3 by family planning/women’s health vs. primary care/multi-specialty.
Source: 2011 Family PACT Medical Record Review, Female General Sample.

When studied by provider specialty, clients served by family planning/women’s health
specialists were more likely to exit the abstracted visit with Tier 1 methods (p<0.01) and
Tier 2 methods (p<0.001) than clients served by primary care/multi-specialty providers.
See Figure 4.7. Clients served by family planning/women’s health specialists also were
less likely to exit with Tier 3 methods (p<0.001), no method (p<0.05) or seeking
pregnancy (p<0.01) than clients served by primary care/multi-specialty providers.
Dual Method Use
Dual method use refers to using male or female condoms in addition to a Tier 1 or Tier
2 contraceptive method. In this situation, condoms serve as a back-up in the event of
failure of the primary method and as protection against STIs. In contrast to all other
sections in this chapter, this section considers not only the primary method used by the
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client but all documented methods. We defined dual method use as clients with Tier 1
or Tier 2 primary methods in addition to charted evidence of condom provision and/or
pharmacy claims (paid or denied) for condom dispensing within 30 days of the
abstracted visit date. Excluded from this analysis were records in which the
contraceptive method at the visit was not known and records with documentation of a
positive pregnancy test and/or referral for pregnancy-related counseling (n=443). (Data
not shown).
Fifteen percent of clients exited the visit with dual methods, an increase from 11 percent
found in the 2007 MRR. The proportion of dual method provision was significantly
higher for clients new to the program, with 20 percent of new clients exiting with dual
methods compared to 13 percent of continuing clients (p<0.01). Documented dual
method provision was also significantly higher among adolescents compared to adults
(23 percent and 14 percent, respectively; p<0.01), as well as for clients with English as
primary language (19 percent, compared to 13 percent for Spanish and 14 percent for
other language; p<0.01). There were no significant differences in dual method provision
between race/ethnicity groups. (Data not shown).
While there were no significant differences in dual method provision by provider sector,
there were differences by practice type and specialty. Documented dual method
provision was significantly higher among clients of community clinics (29 percent) in
comparison to all other practice types (9 percent to 18 percent for other provider
categories; p<0.001). It was also higher among clients of family planning/women’s
health specialists (27 percent) compared to clients of primary care/multi-specialty
providers (14 percent; p<0.001). (Data not shown).
Dual method use is especially appropriate for clients who are at risk of acquiring an STI.
We considered a client to be at risk if she reported an STI-related reason for the visit;
had documented history of recent STIs; was tested for CT at age greater than 25 years
or tested for GC or syphilis at any age; or was treated for an STI. According to this
definition, 32 percent were at risk of an STI. The proportion at risk of an STI is lower in
this MRR than the 43 percent observed in the 2007 MRR. (Data not shown). The
methodology in the prior MRR, however, included data from five abstracted visits as
well as documentation of new or multiple partner status. The 2011 MRR includes only
the first visit in 2009 and no detail on partners; STI-risk findings, therefore, may not be
uniformly comparable.
Contraceptive Prescription Fill Rate
Through medical record abstraction and claims data, we assessed the prescription fill
rate of Female GEN clients with documentation of having received a contraceptive
prescription from the clinician, either written or sent to a pharmacy. We excluded 485
records with missing or illegible data, or when the abstractors were unable to tell
(n=2,147). Overall, 32 percent (688) of women had documentation of having been
given a prescription for contraception at the abstracted visit. Using paid and denied
claims within 60 days of that visit, a pharmacy claim for a contraceptive (including
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condoms and EC) was found for 68 percent (468) of these women. (Data not shown).
This suggests that nearly one-third of women given a contraceptive prescription did not
fill it. However, the 2011 MRR data did not allow us to distinguish which method was
prescribed when multiple methods were documented at the visit. Therefore, if any
contraceptive was found in claims within 60 days for a woman charted as having been
given a prescription, she was counted as having filled her prescription. As a result, the
68 percent fill rate may be a liberal estimate. This analysis was limited to claims for
pharmacy dispensed contraceptives and excluded those dispensed or administered
onsite.
Method Switching
Adoption of more effective contraceptive methods as an outcome of Family PACT visits
has been demonstrated in prior MRRs. Cross-sectional analysis of methods used
before and after the visit in the 2007 MRR showed improvement in the adoption of more
effective contraception among both new and continuing clients as a result of their visit
with a Family PACT provider. To assess patterns of method switching in the 2011
MRR, the method the client was using at the beginning of the visit was compared with
the method at the conclusion of the visit. Clients attempting pregnancy or with evidence
of pregnancy-related services and those with visits where data were missing for method
use before and/or after the visit were excluded from this analysis. Due to the high
number of potential comparisons, we did not test for significance.
The overall proportion of women who continued the same method was higher in the
2011 MRR (75 percent) compared to the 2007 MRR (68 percent). While a smaller
proportion switched to a tier with more effective methods this MRR than last (21 percent
compared to 23 percent for 2007 MRR), a smaller proportion also switched to a tier of
less effective methods (two percent compared to four percent in 2007 MRR) or within
the same tier (two percent compared to five percent in 2007 MRR). (Data not shown).
Among clients new to the program (n=611), 85 percent who were in Tier 1 remained in
Tier 1, while 95 percent of new clients in Tier 2 stayed with methods in Tier 2. See
Figure 4.8. Twenty-seven percent of new clients using Tier 3 methods at the beginning
of the visit adopted a method from Tier 2 and two percent from Tier 1, while 71 percent
continued to rely on Tier 3 methods. New clients who were using no method at the
beginning of the visit were most likely to adopt effective methods in Tier 2 (44 percent)
and Tier 3 (28 percent) methods with six percent adopting Tier 1, with 22 percent
choosing no method at the conclusion of the visit.
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Figure 4.8. Method Continuation and Switching at Visit: New Clients (n=611) and
Continuing Clientsa (n=1,420)
100%
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(n=128)
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Sterilization)
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Method at
Conclusion of
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Tier 2 (Injections,
OC Pills, Patch,
Ring)
Tier 3 (Barriers,
FAM/LAM/NFP,
Abstinence)

No Method

Continuing Clients

a

Excludes 601 women seeking pregnancy/pregnant at the beginning of visit and missing data before or after visit.
Source: 2011 Family PACT Medical Record Review, Female General Sample.

Among continuing clients (n=1,420), 92 percent of those who were in Tier 1 remained in
Tier 1, and 96 percent of those who were in Tier 2 remained in Tier 2. Among
continuing clients who were in Tier 3, 19 percent adopted a method from Tier 2 and
three percent from Tier 1. Over three-quarters (78 percent) who were using Tier 3
methods at the beginning of the visit remained with Tier 3 at the conclusion of the visit.
Additionally, among continuing women who used no method at the beginning of the
visit, about one-quarter also exited the visit without a method of contraception.
We identified 158 clients who were continuing in Family PACT but who saw a new
provider at the abstracted visit. Clients in Tier 1 continued those methods; clients using
Tier 2 methods continued with the exception of two clients discontinuing and having no
documentation of any method use; 75 percent (56 clients) of Tier 3 users continued in
that tier while 20 percent adopted more effective methods in Tier 2 and five percent
adopted the most effective Tier 1 methods. Two-thirds (14 clients) of those using no
method at the beginning of the visit adopted Tier 2 methods and one client initiated a
Tier 1 method. (Data not shown).
Contraceptive-Related Symptoms as Reason for Visit and Method Switching
Overall, 308 women included in this analysis (17 percent) had documented
contraceptive-related symptoms/complaints at their visit. Of the 308 women with
reported method-related symptoms, 21 percent switched methods during their visit and
79 percent did not. (Data not shown).
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To assess whether method-related symptoms may be associated with method
switching, we explored symptoms and complaints related to contraceptive methods
when a method switch occurred at the visit. Overall, the most frequently reported
symptom associated with switching methods was abnormal bleeding/spotting (27
percent), followed by pelvic/abdominal pain (23 percent), and amenorrhea (22 percent).
(Data not shown). Those with abnormal bleeding/spotting or pelvic/abdominal pain
were more likely to switch to a more effective method, while those with amenorrhea
were more likely to switch to a less effective method.
Reason for Visit
To assess the reasons clients reported for seeking care, we explored the documented
chief complaint, the reasons for the visit documented by the clinician, and the recorded
symptoms. As the reason for the visit was not limited to the client’s self-reported chief
complaint, more than one reason per client may have been collected. For purposes of
the following figures, reasons and symptoms were grouped into mutually exclusive
categories of contraception (with or without STI), family planning health screening, or
other. Contraception-related reasons included starting a method, switching methods,
birth control supplies, follow-up, EC, and method-related symptoms and complaints.
See Figure 4.9.
Figure 4.9. Reason for Visit for New and Continuing Family PACT Clients
(n=2,455)a
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52%

50%

50%

New Clients (n=769)

46%

Continuing Clients (n=1,686)
40%

Total (n=2,455)
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10% 11%

0%
Contraception,
no STI

Family Planning
Health Screening
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and STI

a

STI, no
Contraception

Other b

Excludes 177 women: 131 with evidence of pregnancy and 46 with missing data for visit reason and symptoms.
Other includes pregnancy testing, initial visit or program enrollment counseling, symptoms unrelated to birth control
or STI, abortion, mammogram, any other stated reason, or no reason documented.
Source: 2011 Family PACT Medical Record Review, Female General Sample.
b
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The reasons for the visit showed notable variation between new clients compared to
continuing clients. Contraception-related reasons were the most common and were
higher among continuing clients than those new to the program (52 percent and 46
percent, respectively). Periodic family planning health screening and annual screening
tests were documented as reasons for the visit among about one-fifth of clients (18
percent of new and 22 percent of continuing clients). A higher proportion of women new
to the program had documentation of an STI reason in addition to contraceptive-related
reasons for the visit (11 percent compared to six percent for continuing clients). Ten
percent of women had documentation that an STI was the reason for the visit without
documentation of contraceptive reasons. The most common reason in the other
category was pregnancy testing followed by symptoms or complaints unrelated to
contraception or STIs.
When analyzed by provider category, differences among visit reasons were also noted.
Both public and private providers were more likely to document contraception with no
STI-related reasons for continuing clients rather than new clients. See Figure 4.10.
Public providers were slightly more likely to document family planning health screening
as the reason for the visit than were private providers. Private providers were much
more likely to document an STI plus contraception for new clients. Public providers
were most likely to document an STI with no contraception and other reasons for new
clients.
Figure 4.10. Reason for Visit by Provider Sector, New Clients and Continuing
Clients in Family PACT (n=2,455)a
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Excludes 177 women: 131 with evidence of pregnancy and 46 with missing data for visit reason and symptoms.
Other includes pregnancy testing, initial visit or program enrollment counseling, symptoms unrelated to birth control
or STI, abortion, mammogram, any other stated reason, or no reason documented.
Source: 2011 Family PACT Medical Record Review, Female General Sample.
b
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Reasons for Visit by Client Race/Ethnicity
There was also considerable variation in reasons for the visit between racial/ethnic
groups with some notable differences from the 2007 MRR. Among new clients, Latinas
were significantly more likely to report birth control as a reason for the visit (49 percent,
down from 60 percent in 2007 MRR), followed by White women (46 percent compared
to 51 percent in 2007 MRR), Black women (25 percent compared to 38 percent in 2007
MRR), and API women (23 percent compared to 43 percent in the 2007 MRR)
(p<0.001). Among continuing clients, White women were most likely to report birth
control as a reason for the visit (57 percent) followed by Latinas (47 percent), API
women (41 percent), and Black women (36 percent; p<0.01). (Data not shown).
Among clients new to Family PACT, Black women had the highest rate of pregnancy
testing as the reason for visit (24 percent), followed by White women (15 percent),
Latinas (14 percent), and API women (eight percent), though this difference was not
statistically significant. However, among continuing clients , the differences by
race/ethnicity were significant with 17 percent of Black women, eight percent Latina,
seven percent White and three percent API, respectively, reporting pregnancy test as a
reason for visit (p<0.01).
New Black female clients were significantly more likely to report STI-related reasons for
the visit (31 percent), followed by Latina (16 percent), API (15 percent), and White
women (14 percent; p<0.05). STI-related reasons for continuing client visits were also
most frequently reported by Black women (15 percent), followed by White women (10
percent), API women (10 percent), and Latinas (seven percent; p<0.05).
New to this MRR was a category for “Routine Annual Screening Test(s)” as a visit
reason. For new clients, API women showed the highest rate of reporting this visit
reason (18 percent), followed by Latinas (17 percent), Blacks (14 percent), and Whites
(11 percent). However, these differences were not statistically significant. For
continuing clients, Latinas were significantly more likely to report “routine annual
screening test” as the visit reason (18 percent), compared with API and Black women
(both at 13 percent), and White women (9 percent; p<0.01). (Data not shown).
Emergency Contraception
Emergency contraception pills are effective if taken within five days of unprotected
intercourse4 and are an important option for women in the event of method failure or
unprotected sex. In FY 2009-10, 26 percent of female clients received dedicated ECs.5
In 2006, the Food and Drug Administration approved over-the-counter sales of Plan B®
for women ages 18 and older; by mid-2009, the minimum age was lowered to 17 years.
In order for Family PACT to reimburse pharmacies for dispensing EC, however, a
prescription is required regardless of the age of the woman. It is not known the extent
to which over-the-counter access to EC affected utilization found through claims and
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MRR data. Furthermore, as the use of regular birth control pills for EC (i.e., the Yuzpe
regimen)2 cannot be determined from claims data, we looked for such documentation
in the medical records.
To explore EC dispensing trends in the 2011 MRR, we identified 269 client visits (10
percent) in which dedicated EC products or OCs used as EC were dispensed or
prescribed. We cannot reliably distinguish whether EC was provided based on current
need or in advance of need, nor can we distinguish if it was provided onsite or by
prescription (or both). Among these visits, dedicated EC products were dispensed or
prescribed 98 percent of the time, while combined oral contraceptives were used as EC
one percent of the time (down from 12 percent in the 2007 MRR). No documentation of
copper IUCs used as EC was found in the charts.
Analysis of EC services by client demographics showed that adolescents were
significantly more likely to receive EC services than adults, with EC dispensed or
prescribed to 22 percent of adolescents compared to eight percent of adults (p<0.001).
EC services by race/ethnicity showed that multiracial women and White women (21
percent and 20 percent, respectively) received EC in the highest proportions, and
Latinas in the lowest (eight percent). Fourteen percent of API women and 13 percent of
Black women were dispensed or prescribed EC. (Data not shown).
As seen in Figure 4.11, clients served by public sector providers were more likely to
receive EC or a prescription for EC than clients served by private sector providers
(p<0.001). Clients served by family planning/women’s health specialists were more
likely to receive EC or a prescription for EC at the visit (p<0.001) than those served by
primary care/multi-specialty providers.
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Figure 4.11. Emergency Contraception Provision to Clients by Provider Sector
and Specialty (n=2,579a)
EC Status
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%
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a

Excludes 53 clients with missing data for EC provision status.
Includes Pediatric/Adolescent Health, STD/HIV-dedicated clinic and Other – counts included in table but excluded
from significance testing.
*** p<0.001 Received EC public vs. private; received EC community clinics vs. FQHC/RHC/IHS and other public;
received EC family planning/women’s health vs. primary care/multi-specialty.
Source: 2011 Family PACT Medical Record Review, Female General Sample.
b

Further analysis of EC services in relation to clients’ contraceptive use showed that Tier
1 method users received two percent of EC dispensed (the same proportion in 2007
MRR); clients on Tier 2 user-dependent methods received 60 percent of EC dispensed
(compared to 58 percent in 2007 MRR); and clients who relied on Tier 3 methods
received 27 percent of EC (a smaller proportion than the 39 percent in the 2007 MRR).
Two percent of EC went to those who did not use a method of contraception (compared
to one percent in 2007 MRR). The remaining nine percent of EC dispensed onsite or by
prescription went to women who had “no method recorded.” (Data not shown). These
findings are consistent with clinical guidelines4 that recommend EC after unprotected
intercourse (i.e., no method used and missed or delayed user-dependent methods).
A visit in which EC is dispensed provides an opportunity to evaluate current method use
and educate clients on effective contraceptive methods. For women provided EC, there
was a statistically significant relationship between method tier at the beginning versus
the conclusion of the visit (p<0.001). The proportion of clients receiving EC and using
Tier 1 and Tier 2 methods increased from 21 percent at the beginning of the visit to 62
percent by the conclusion of the visit. Correspondingly, the proportion of EC users
using no method decreased from 22 percent to two percent by the conclusion of the
visit. See Figure 4.12.
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Figure 4.12. Emergency Contraception Clients: Primary Contraceptive Method
Before and at Conclusion of Visit*** (n= 268) a
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Excludes one woman dispensed EC but with missing data for method.
*** p<0.001 Clients provided EC and contraceptive method before the visit vs. at conclusion of visit.
Source: 2011 Family PACT Medical Record Review, Female General Sample.

Quick Start Method Initiation
Conventional initiation of hormonal contraception requires a woman to wait until menses
to start the pill, patch, ring, or injection. With the Quick Start approach, the first dose is
initiated on the day of her office visit as long as she is between day five and the end of
her cycle and is not known to be pregnant. Quick Start averts the gap in time between
the prescribing and the intended start date of the conventional approach,6 and
improves timely access to contraception.7 If the woman needs EC, the Quick Start
approach presumes that she will take EC on the day of the visit and start hormonal
contraception the following day. Quick Start training for Family PACT providers began
in 2006; the 2007 MRR presented baseline utilization data.
To assess the extent to which the Quick Start approach was used by clinicians, we used
as a proxy measure the documented instructions on the timing of initiation given to
clients who switched from either Tier 3 methods or no method to oral contraceptive pills
(227 clients), contraceptive injections (51 clients), the patch (22 clients), and ring (21
clients). Abstractors recorded whether there were documented instructions for the
clients to start the method on the day of the visit, next day, first day of next period or first
Sunday of next period. Instructions to start the method on the day of the visit or the
following day were classified as the Quick Start approach and instructions to start on the
first day or first Sunday of the next period were classified as the conventional approach.
Using this definition, Quick Start was utilized in 63 percent of abstracted initiations of
hormonal contraception. The conventional approach was utilized in 36 percent of the
cases for which the data were available. See Figure 4.13.
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Figure 4.13. Instructions on Timing Contraceptive Initiation to Clients Switching
from Tier 3 and No Method to Hormonal Contraception (Injections, OC Pills,
Patch, Ring) (n=321)
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-
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a

Not Recorded/Unable to Tell from Chart
a

Continuing user or no method at end of visit.
Source: 2011 Family PACT Medical Record Review, Female General Sample.

The nearly two-thirds proportion of eligible visits using Quick Start was significantly
greater than that found in the 2007 MRR (13 percent; p<0.001). (Data not shown).
These results should be treated with caution, however, as instructions to clients were
not documented in 59 percent of visits. If contraceptive injections were not included in
this Quick Start analysis (as they were not included in the 2007 MRR) the proportion of
Quick Start visits would be reduced from 63 percent to 45 percent, still notably higher
than the 13 percent found in the 2007 MRR.
Adolescents were slightly more likely to receive Quick Start than adults (69 percent and
62 percent, respectively). Quick Start was highest among White women (79 percent)
compared to other racial/ethnic groups (59 to 75 percent), and highest among
English-speakers (69 percent) compared to 50 percent of Spanish-speakers and 57
percent of those speaking other languages. The use of Quick Start was also slightly
higher among clients of public providers than private providers (65 percent and 60
percent, respectively). Differences by age, race/ethnicity, language spoken, and
provider sector were not statistically significant. The use of Quick Start was higher
among clients of family planning/women’s health specialists (76 percent) compared to
other specialties (50 to 61 percent; p<0.01). Quick Start was found more frequently
among clients of community clinics (70 percent) compared to private practice (60
percent) and FQHC/RHC/IHS (61 percent; p<0.01). (Data not shown).
Quick Start Approach and Pelvic Exams
A pelvic exam is not clinically necessary for the initiation and continuation of hormonal
contraceptives,8 and is considered to be a barrier to contraceptive access. The 2007
updates to the Family PACT Program Standards included a statement that an exam is
not required for contraceptive services except as necessary for IUC insertion/removal or
for diaphragm fitting.
The frequency of pelvic exams among those who initiated a hormonal method at the
abstracted visit was analyzed using two sources: the notation of a pelvic exam in the
chart or documentation of a cervical cytology test date within 30 days after the
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abstracted visit date (because dates on lab reports may differ from the visit collection
date). We did not assess whether STI testing corresponded to pelvic exams for
contraceptive services.
Figure 4.14. Proportion of Women Initiating Hormonal Contraception (Injections,
OC Pills, Patch, or Ring), by Pelvic Exam (n=129)
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Source: 2011 Family PACT Medical Record Review, Female General Sample.

Overall, 47 percent of women initiating a hormonal method had a pelvic exam at the
visit; those using the Quick Start approach received a pelvic exam 40 percent of the
time and those using the conventional approach received pelvic exams 57 percent of
the time. See Figure 4.14. Of the Tier 2 initiators with a documented pelvic exam, 73
percent also showed evidence of a cervical cytology screening test in 2009, with similar
proportions by Quick Start (73 percent) and conventional initiation (74 percent). (Data
not shown).
For comparison purposes, pelvic exam data also were analyzed among the overall
Female GEN Sample excluding women who were missing data for method use before
and/or after visit and those seeking pregnancy or pregnant (n=2,031). These data did
not consider Quick Start versus conventional initiation. Overall, 55 percent of women
had a pelvic exam at the abstracted visit, and 79 percent of those also had cervical
cytology screening in 2009. (Data not shown).
Overall, those who were continuing Tier 1 (n=148) had the highest rate of pelvic exam
(68 percent) followed by those switching to Tier 1 from no method or Tier 3 (n=34) at 59
percent. Sixty-three percent (n=70) of women switching to Tier 3 from no method had a
pelvic exam. Those who were continuing Tier 2 methods (n=708) showed the lowest
rate of pelvic exam (34 percent). (Data not shown). See Chapter 8.4, Cervical Cytology
Testing, for additional information about trends in cervical cancer screening among
Family PACT clients.
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Discussion
The 2011 MRR affirms the continuous trend of positive impact that Family PACT has
had in increasing the use of the most effective methods of contraception. There is
increasing evidence that clients new to Family PACT tend to adopt more effective
methods as a result of their first visit; and importantly, more women who came to the
first visit using no method adopted contraception at a greater rate than previously
reported. Adolescents in particular, whether new or continuing with the program,
tended to switch to more effective methods at the time of a Family PACT visit. In the
transition to the Affordable Care Act (ACA) in 2014, as increasing numbers of
low-income women enroll in Medi-Cal expansion and health care exchanges, the
experience of Family PACT providers, who are all Medi-Cal providers, in promoting
effective contraception will transfer readily into other plans.
More than 90 percent of women left the abstracted visit with contraception. Adoption of
Tier 1 methods, IUC, and implant, was greater than in the 2007 MRR, with adults
significantly more likely than adolescents to adopt them. Family PACT and Medi-Cal
must continue to educate providers – who, in turn, will educate clients – on the
long-term benefits of offering LARCs to all women, without regard to age or parity.9
The OFP should target provider training and technical assistance to primary
care/multi-specialty providers who will play an increasingly important role in family
planning with the implementation of the ACA.
Among Tier 2 methods, use of oral contraceptives and the ring increased; use of the
injection remained the same; and, the proportion of patch users notably decreased
compared to the 2007 MRR. About one-third of women left with condoms (Tier 3) but
without a more effective method. The proportion of women using no method decreased
to just five percent, indicating that women are able to access contraception when they
need it. Education and client-centered choice of contraceptives, which takes into
account personal lifestyles and convenience of use, improves client satisfaction and
compliance, even when switching methods.10 In order to best serve the needs of
women in avoiding unintended pregnancies, family planning programs should include
all contraceptive methods with a comprehensive variety of delivery options.
The 2011 MRR found some disparity by race/ethnicity in the adoption of effective
methods, with some changes when compared to the 2007 MRR. The proportion of
Latinas and Whites using Tier 1 and Tier 2 methods was similar to the prior study, while
Blacks and API moved to less effective methods in the 2011 MRR. Latina clients in
Family PACT are older on average and have a larger average family size than other
racial/ethnic groups; they are also more likely to receive services from private providers.
These differences were relevant to our findings as older and parous women are more
likely to adopt long-acting contraception.9 Providers should be cognizant of potential
personal biases when counseling clients in order to reduce barriers to access for all
women, particularly non-White women. The OFP should continue to promote the
cultural competence online provider training module and companion toolkit,11 skills that
are transferrable to the Medi-Cal expansion and health care exchange plans.

66

Furthermore, in light of the program standards to provide information, counseling and
consent for services in a language the client understands, and supplemented with
written materials, the OFP may want to explore cost-effective ways to offer translated
materials or translation services to providers with a high proportion of clients whose
preferred language is other than English or Spanish.
An important indicator of the program’s initiative to promote optimal reproductive health
is dual method use (Tier 1 or 2 plus condoms) as a back-up to contraception and for
STI/human immunodeficiency virus (HIV) protection. It has been estimated that if half of
all women using effective methods also used condoms, approximately 40 percent of
unplanned pregnancies could be prevented particularly among adolescents and users
of the pill, patch, or ring.12 The OFP should enhance provider education to promote
dual method use in order to reduce the number of unintended pregnancies as well as
the incidence of STIs.13 Client education materials should be targeted to adolescents
about the important benefits of dual method use.
By combining 2011 MRR data with claims data, we found that about one-third of
contraceptive prescriptions given at the visit had not been filled 60 days later. Reasons
may include client concerns, lack of understanding, worries of side effects, as well as
inconsistent follow-up by providers on whether or not clients had filled the
prescription.14,15 Given the demographics of the population served by Family PACT, it
is also possible that structural barriers, such as lack of transportation or distance to
pharmacy, contribute to failure to fill prescriptions. Counseling and the provider-patient
relationship is central to improving fulfillment rates.15 Consistent follow-up on whether
or not clients fill prescriptions should be integrated into provider training materials.
Further study is indicated, such as the Family PACT Client Exit Interview follow-up
telephone interviews, to explore how to improve contraceptive prescription fill rates.
About 10 percent of clients in the 2011 MRR had documentation of receiving dispensed
or prescribed EC at the visit. An EC visit, which may be the result of recent unprotected
sex, is an opportunity to counsel clients, to reinforce current method use, or to promote
more effective methods. Encouragingly, the majority of those who received EC also
moved to a more effective method by the conclusion of the visit. Information about EC
has been integrated into provider orientation and other training activities, and the OFP
should continue efforts that promote EC for immediate need.
The 2011 MRR demonstrated that use of the Quick Start approach for the initiation of
contraception has gained increased acceptance by providers. While a smaller
proportion of women initiating Tier 2 methods, via the Quick Start approach, had a
pelvic exam than those with conventional initiation, providers must continue to be
educated that findings from a pelvic exam do not affect the decision making for initiation
of a hormonal contraceptive method in asymptomatic women.16,17 This ensures that
there is no gap in contraceptive coverage and that impediments to access are
avoided.18 Family planning/women’s health specialists did well documenting the Quick
Start approach, and thus provider training should be targeted to other specialties, such
as primary care/multi-specialty practices.
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Chapter 5. Intrauterine Contraception
Introduction
In recent years, there has been increased attention given to expanding the use of
LARC, such as intrauterine contraception (IUC). IUC offers women convenient, highly
effective, and reversible contraception. IUCs are among the most cost-effective
methods when used for at least 12 months.1 Among Family PACT clients, the
percentage of females receiving an IUC insertion increased from 1.5 percent in FY
2005-06 to 3.1 percent in FY 2009-10, and the percentage of females receiving
IUC-related services increased from 5 percent to 9.2 percent in the same period.2
Family PACT Program benefits include coverage for two Food and Drug
Administration-approved IUC devices: the copper containing IUC (T 380A, known
under the trade name ParaGard®), covered since program inception in 1997, and the
levonorgestrel intrauterine system (LNG IUS, trade name Mirena ®), covered since 2001.
The 2007 MRR created a baseline that allows us to see how IUC use has changed
between 2005 and 2009. In particular, the 2007 MRR reported that in 2005 providers
were using unnecessarily conservative eligibility criteria in their assessment of who was
eligible for an IUC, especially with regard to nulliparous women, adolescent women,
and women with a history of STIs.3 Since 2005, the OFP has offered skills-based IUC
insertion trainings, webinars, and clinical practice alerts to facilitate counseling and
provision of IUCs. The 2011 MRR will assess the effectiveness of these interventions
and identify any remaining gaps in clinical practice.
In this chapter we wanted to address the following evaluation questions:


Did the proportion of providers who place IUCs increase?



Did more primary care providers place IUCs than in the 2007 MRR?



Did a higher proportion of providers placing IUCs follow clinical and administrative
guidelines such as:


Adhering to expanded IUC candidate selection



Documenting pre-insertion bimanual pelvic exam and IUC lot number



Which contraceptive methods did women use prior to IUC placement and after IUC
removal?



How were IUC post-insertion visits managed?


What proportion had follow-up visits within 14 weeks after placement?



What proportion of women had follow-up visits within 18 months?



What side effects and complaints did women report at follow-up visits?
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Did the proportion of women who continue to use IUCs 18 months after
placement stay the same or increase?



Did the proportion of records with documentation of details on IUC removal
increase?



What were the reasons for IUC discontinuation?



Did the reasons for discontinuation vary by type of device?

From the 314 women in the IUC Sample, 17 were excluded due to no record of IUC
insertion found in the chart or missing data. This chapter is based on analysis of the
remaining 297 women in the IUC Sample. See Chapter 2, Methodology, for more
details of this sample.

Findings
Provider Characteristics
The proportion of IUC insertions performed by primary care/multi-specialty providers (56
percent) was considerably higher than in the 2007 MRR (33 percent). This is a large
change from the 2007 MRR where 67 percent of IUC insertions were performed by
family planning/women’s health specialists despite the fact that they represented only
38 percent of the provider sample. IUC provision continued to be mainly by public
sector providers (71 percent), and this proportion did not change from the 2007 MRR.
See Figure 5.1. Eighty-one percent of IUC insertion providers were located in an urban
Medical Service Study Area (MSSA) and 19 percent were in a rural MSSA. (Data not
shown).
Figure 5.1. Characteristics of Providers Inserting Intrauterine Contraceptives,
2007 and 2011 Medical Record Review
2007 MRR

2011 MRR

Percent of
Provider
Sample
(n=201)

Percent of
IUC
Insertions
(n=240)

Percent of
Provider
Sample
(n=215)

Percent of
IUC
Insertions
(n=297)

Public

43%

71%

53%

71%

Private

57%

29%

47%

29%

Family Planning/Women's Health

38%

67%

37%

44%

Primary Care/Multi-Specialty

62%

33%

63%

56%

Provider Sector and Specialty
Provider Sector

Provider Specialty

Source: 2007 Family PACT Medical Record Review and 2011 Family PACT Medical Record Review,
IUC Sample.
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Client Characteristics
The demographic composition of women who received IUC insertions was largely
unchanged from the 2007 MRR. The majority of women receiving an IUC were Latina
(76 percent), foreign-born (69 percent), and spoke Spanish as their primary language
(61 percent). See Chapter 3, Demographics, for more detail on client demographics of
the sample.
Contraceptive Method Used Prior to IUC insertion
Documentation of the contraceptive method used prior to IUC insertion was available for
79 percent (234) of women in the IUC Sample. Prior to placement, 13 percent of
women used no method at all and 58 percent used low-efficacy Tier 3 methods, with the
vast majority of this group using condoms (55 percent). Tier 2 methods were used by
26 percent of women prior to IUC insertion, with 14 percent of women using OCs. Only
four women used a Tier 1 method (an IUC) and three women had the IUC inserted in
the postpartum period and did not have a previous form of contraception. See Figure
5.2.
Figure 5.2. Primary Contraceptive Method Prior to Intrauterine Contraceptive
Insertion (n=234)
Primary Contraceptive Methoda Prior to Implant Insertion

No.

%

4

2%

IUC

4

2%

Implant

0

0%

61

26%

Injections

15

6%

Oral Contraceptive Pills
Patch
Ring

32
5
9

14%
2%
4%

135

58%

129
0
1

55%
0%
0%

1
4
3
31
234

0%
2%
1%
13%
100%

Long-acting and Permanent Contraceptive Methods
Tier 1

Hormonal Contraceptives
Tier 2

b

Barrier Methods

Male Condoms
Female Condoms
Tier 3
Diaphragm
Behavioral and Other Methods
Behavioral Methods (FAM/LAM/Other)
Abstinence
Six Weeks Postpartum
No Method
Total
a

Clients were assigned to the most effective method recorded. See Chapter 4 for assignment methodology.
There were no clients using female sterilization, spermicide or cervical cap prior to IUC insertion.
Source: 2011 Family PACT Medical Record Review, IUC Sample.
b
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IUC Candidate Selection
According to the 2007 MRR,3 providers were slow to adopt expanded IUC candidate
selection criteria recommended by the WHO. Among 240 women who had an IUC
inserted in the 2007 MRR, only eight percent were nulliparous and six percent were
adolescents. Additionally, a high proportion (89 percent) had a sexual risk assessment
and STI test before the insertion, suggesting that providers eliminated women with a
history of an STI infection from the IUC candidate pool.4
In the 2011 MRR, we examine whether IUCs to adolescent women have increased
since the 2007 MRR and in accordance with updated Centers for Disease Control and
Prevention (CDC) recommendations,5 and whether IUC clients continue to have a
higher percentage of sexual risk assessment and STI testing prior to insertion than the
overall Female GEN Sample. Due to an abstraction tool error, parity could not be
analyzed for the 2011 MRR, therefore IUC insertions among nulliparous women could
not be examined.
Overall, the average age at IUC insertion was 28.3 years, similar to the 2007 MRR (28.5
years) the 2011 Female GEN Sample (28.1 years). The proportion of IUC insertions to
adolescents (eight percent) was higher than that found in the 2007 MRR (six percent).
The proportion to adolescents was higher among public sector providers (nine percent)
compared to private sector providers (five percent). See Figure 5.3.
Figure 5.3. Client Age at Intrauterine Contraceptive Insertion, by Provider Sector
(n=297)
Private

Public

Total

No.

%

No.

%

No.

%

19 and Under

4

5%

19

9%

23

8%

20 to 24

17

20%

53

25%

70

24%

25 to 29

31

36%

64

30%

95

32%

30 to 34

11

13%

42

20%

53

18%

35 and Over

23

27%

33

16%

56

19%

Total

86

100%

211

100%

297

100%

Age

Source: 2011 Family PACT Medical Record Review, IUC Sample.

Thirty-three percent of women in the IUC sample received a CT test on their first
abstracted visit. This rate was lower than that found in the Female GEN Sample (42
percent). Fifty-nine percent of women in the IUC Sample had documentation of a
personal sexual history which typically includes risk factors such as multiple partners, a
new partner within the past three months, and a history of an STI in the previous year.
The rate was lower than in the Female GEN Sample (67 percent), suggesting that
concern about risk factors was less a barrier in IUC candidate selection than in the 2007
MRR.
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IUC Insertion: Adherence to Clinical and Administrative Guidelines
Before insertion of an IUC, the clinician is expected to perform a bimanual pelvic exam
to determine uterine size and angulation. The most common cause of perforation at the
time of IUC insertion is undetected extreme posterior uterine position. Documentation
of this exam was found in 66 percent of the abstracted charts, a slight decrease
compared to the 69 percent found in the 2007 MRR. Documentation of bimanual exam
by FQHC/RHC/IHS clinics rose sharply (to 57 percent from 27 percent in 2007 MRR)
but continued to lag behind the 76 percent found for community clinics and other public
providers.
Documentation of the bimanual exam differed greatly based on provider specialty.
Seventy-seven percent of providers specializing in family planning/women’s health
documented the exam compared to only 57 percent of primary care/multi-specialty
providers.
Family PACT providers must meet Medi-Cal regulatory requirements on record keeping
in support of claims for services, including documentation of details about acquisition of
devices and supplies furnished to clients (Title 22, California Code of Regulations
[CCR], Code 51476 [a]). In addition to keeping this information in the medical chart,
they must keep a log of all devices. This log must be maintained for at least three years
from the date of IUC insertion to comply with the statute. Seventy-three percent of
charts for IUC insertions contained documentation of the lot number, showing a slight
increase from the 2007 MRR (70 percent). There were no differences based on
provider sector or provider specialty in comparison to the 2007 MRR.
Using claims data we determined the type of device that was inserted. Overall, 49
percent of women received a Mirena device and 45 percent received ParaGard. For
five percent of women the device type could not be determined. No significant
differences existed in device type by provider specialty or office practice type.
Follow-Up Visits after Insertion
The WHO and the product manufacturers recommend a follow-up visit within three to
twelve weeks after a Mirena insertion and about one month after a ParaGard insertion.
Clinicians who do not routinely schedule post-insertion follow-up visits typically advise
clients to schedule a visit if she cannot feel her IUC string after her first menstrual period
following insertion.
To account for delays in appointment scheduling due to client or clinic logistical barriers,
we allowed for an additional two weeks to the twelve weeks of recommended length
after IUC insertion to assess follow-up. Nearly two-thirds of women (62 percent) had a
follow-up visit within 14 weeks of insertion. An additional 14 percent had a follow-up
visit between 14 weeks and 18 months bringing the total to 78 percent with a follow-up
visit. This is an increase from the 2007 MRR when 59 percent of women had at least
one follow-up visit within 18 months.
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Seventy-two percent of women with insertions from primary care/multi-specialty
providers had a follow-up visit within 14 weeks compared to 49 percent for women with
insertions from family planning/women’s health specialists, although this difference was
not statistically significant. Sixty-nine percent of women seeing private providers and 70
percent of women at FQHC/RHC/IHS clinics had a follow-up visit within 14 weeks
compared to 42 percent of women seen at community clinics. See Figure 5.4.
Figure 5.4. Intrauterine Contraceptive Follow-Up Visit Intervals, by Provider
Specialty and Office Practice Type (n=297)
Within 14
Weeks
Provider Sector and Specialty

After 14
Weeks

No
Follow-up

Total

No.

%

No.

%

No.

%

No.

%

Private

59

69%

9

10%

18

21%

86

100%

FQHC/RHC/IHS

90

70%

14

11%

24

19%

128

100%

Community Clinic

31

36%

17

20%

26

30%

74

86%

Other Public

4

3%

1

1%

4

3%

9

7%

Family Planning/Women's Health

64

49%

26

20%

40

31%

130

100%

Primary Care/Multi-Specialty

120

72%

15

9%

32

19%

167

100%

Office Practice Type

Provider Specialty

Source: 2011 Family PACT Medical Record Review, IUC Sample.

Symptoms and Complaints Reported at Post-insertion Follow-up Visits
Forty-five percent of women reported at least one contraceptive-related symptom or
complaint during a follow-up visit including 46 percent of women with Mirena and 44
percent of women with ParaGard. This is down significantly from the 2007 MRR when
63 percent of women with Mirena and 58 percent of women with ParaGard reported at
least one symptom or side effect. As in the 2007 MRR, the difference in the occurrence
of symptoms between device types was not statistically significant. The most commonly
reported symptom following IUC insertion was an abnormal bleeding pattern, reported
by 23 percent of clients, with all other symptoms reported by less than 10 percent of
clients. See Figure 5.5.
Forty-eight percent of women with an insertion from a primary care/multi-specialty
provider had symptoms documented in their charts compared to only 36 percent of
women who received an insertion from a doctor specializing in family planning/women’s
health. As discussed above; however, women seeing primary care/multi-specialty
providers appeared to be more likely to have a follow-up visit after insertion.
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Figure 5.5. Symptoms Reported at Follow-up Visits, by Intrauterine Contraceptive
Device Typea (n=281)b
Mirena
(n=146)

ParaGard
(n=135)

Total
(n=281)

Symptom

No.

%

No.

%

No.

%

Any Symptom

67

46%

60

44%

127

45%

Abnormal Bleeding or Spotting

38

26%

26

19%

64

23%

Vaginal Discharge

10

7%

14

10%

24

9%

Pelvic Pain

10

7%

13

10%

23

8%

Dysmenorrhea

9

6%

10

7%

19

7%

Dysuria

6

4%

9

7%

15

5%

Genital Itching

6

4%

9

7%

15

5%

IUC String Problem or Pain

6

4%

7

5%

13

5%

Genital Sores

5

3%

4

3%

9

3%

Painful Intercourse

5

3%

3

2%

8

3%

Amenorrhea

2

1%

5

4%

7

2%

Breast Problem

5

3%

2

1%

7

2%

Headache

4

3%

3

2%

7

2%

Nausea

4

3%

2

1%

6

2%

Mood Changes

1

1%

0

0%

1

0%

Any Other Reported Symptom

5

3%

6

4%

11

4%

a

Women may have reported multiple symptoms or complaints.
b
For 16 women, device type could not be determined.
Source: 2011 Family PACT Medical Record Review, IUC Sample.

IUC Continuation
IUCs are very cost effective when they remain in place for 12 months or longer. In
order to estimate the IUC continuation rate, we complemented the abstracted chart
information with details from claims data from the time of insertion through June 30,
2012. We searched for any visit with IUC surveillance, a second IUC insertion, or an
IUC removal within a period of up to 36 months after the original IUC insertion date.
Presence of a claim for IUC removal without reinsertion or for a new primary method
within 18 months was considered to be discontinuation. Presence of a claim for method
maintenance was considered evidence that the implant was still in place at 18 months.
See Figure 5.6.
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Figure 5.6. Intrauterine Contraceptive Continuation at 18 Months (n=297)
Lost to Follow-up
(n=45)

No claims after
insertion
(n=40)

Sample with Follow-up
(n=252)

Only non-method
claims after
insertion
(n=5)

Discontinued
original IUC by
18 months
(n=65)
26%

Still using IUC at
18 months
(n=187)
74%

Claim for new
insertion after 18
months
(n=8)

Still using original
IUC at 18 months
(n=179)

Claim for IUC
maintenance within
18 months
(n=83)

Documentation or
claim for removal
(n=50)

Claim for new
method within 18
months
(n=15)

Claim for IUC
maintenance after
18 months
(n=96)

Forty women did not have a Family PACT claim after IUC insertion and five women only
had claims unrelated to contraception. These women may have been successful and
continuing IUC users but since we had no further information on them to confirm this we
excluded them from further analysis. For this reason the continuation rate below may
be underestimated.
We included the remaining 252 women in the analysis. Of these, 26 percent had
discontinued use of the IUC; 50 had a documented removal and 15 had a claim for
another method of contraception within 18 months. See Figure 5.6. Overall 74 percent
of women were continuing to use their IUC 18 months following insertion in the 2011
MRR, an increase over the 69 percent found in the 2007 MRR. See Figure 5.7. There
was no statistically significant difference in continuation by provider characteristics,
client characteristics, device, or report of side effects.
Figure 5.7. Intrauterine Contraceptive Continuation at 18 Months, 2007 and 2011
Medical Record Reviews
2007
(n=187)

2011
(n=252)

IUC Client Outcome

No.

%

No.

%

Lost to Follow-up

53

NA

45

NA

Had Claim for Removal

50

27%

50

20%

Had Claim for Second Insertion

8

4%

8

3%

129

69%

187

74%

Continuing at 18 Months

Source: 2007 Family PACT Medical Record Review and 2011 Family PACT Medical Record Review, IUC Sample.
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Documentation of Removal
Of the 297 women in the sample, 13 percent (39 women) had an IUC removal
documented in the chart occurring during one of the five abstracted visits and within 18
months of the insertion. Nearly two-thirds of these removals (64 percent) were within
six months of insertion, considerably fewer than the proportion found in the 2007 MRR
(71 percent). See Figure 5.8.
Figure 5.8. Intrauterine Contraceptive Removal Interval (n=39)
Time Interval

No.

%

<1 Month

5

13%

1-3 Months

7

18%

3-6 Months

13

33%

6-12 Months

7

18%

12-18 Months

7

18%

Source: 2011 Family PACT Medical Record Review, IUC Sample.

Thirty-two out of 127 women (25 percent) who reported a symptom or side effect had an
IUC removal. Eight percent of women who had a follow-up visit but did not report any
side effects had the IUC removed.
Twenty-seven women had one or more documented reasons for IUC removal. The
most common reasons for removal were pelvic pain, abnormal bleeding, and cramping.
See Figure 5.9. Compared to the 2007 MRR, women reporting pelvic pain as a reason
for removal increased from 21 percent to 37 percent. The number of women reporting a
desire to switch methods as a reason for removal declined from 43 percent to 15
percent.
Fig 5.9. Reason for Intrauterine Contraceptive Removal,a 2007 and 2011 Medical
Record Review
2007 MRR

2011 MRR

Removal Reason

No.

%

No.

%

Total

28

100%

27

100%

Pelvic Pain

6

21%

10

37%

Abnormal Bleeding or Spotting

9

32%

7

26%

Cramping

7

25%

6

22%

Desire to Switch to Another Method

12

43%

4

15%

String Problem

0

0%

4

15%

Desires to Become Pregnant

3

11%

2

7%

Removal for any Other Stated Reason

2

7%

10

37%

a

Women may have reported multiple reasons for removal.
Source: 2007 Family PACT Medical Record Review and 2011 Family PACT Medical Record Review, IUC Sample.
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Method of Contraception after IUC Removal
As the IUC is very effective, switching methods commonly involves adopting a less
effective method. Most women who have an IUC removed switch to a less effective
method. Only one woman had another Tier 1 method (partner sterilization). Forty-four
percent switched to Tier 2 methods, and 33 percent switched to less effective Tier 3
methods. Two women expressed a desire to become pregnant. See Figure 5.10.
The most common primary methods for women at the conclusion of the IUC removal
visit were OCs and condoms. Fewer women switched to the patch compared to the
2007 MRR and more women switched to OCs. Use of condoms as the primary method
of contraception after IUC removal remained high.
Figure 5.10. Post-Removal Method of Contraception Tier (n=39)
Method

Clients

Percent

Tier 1: IUC, Implant, Sterilization (Female and Male)

1

3%

Tier 2: Injectable, OC, Patch, and Ring

17

44%

Tier 3: Barriers and Behavioral Methods

13

33%

Attempting Pregnancy/Infertility

2

5%

No Method

1

3%

No Method Recorded

5

13%

Source: 2011 Family PACT Medical Record Review, IUC Sample.

Discussion
The IUC is highly effective in reducing unintended pregnancy and is highly
cost-effective. Every dollar the State spends on IUC insertions saves almost five dollars
in public expenditures related to unintended pregnancy.1 When women choose to use
IUCs, they usually switch from a less effective method. In this study, we found that 59
percent of women were using Tier 3 methods before their IUC insertion.
Although small increases have been seen, dispensing IUCs to adolescents remains low.
We saw only a small change in the proportion of adolescents receiving IUC, suggesting
that clinicians continued to be disinclined to recommend IUCs to young women. In
addition, documentation for pre-insertion bimanual exams decreased, especially among
primary care/multi-specialty providers. The OFP should continue to target providers for
training on IUC placement and follow up.
Eighteen-month continuation rates have increased from 69 percent to 74 percent since
the 2007 MRR. The proportion of clients receiving follow-up visits, particularly in the
first 14 weeks after insertion, has also increased, despite a lower percentage of women
reporting side effects. Except for follow-up visits, these improvements occurred across
provider type and client demographics. The main reason for removal was pelvic pain,
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abnormal bleeding, and cramping. While a higher percentage of women who had an
IUC removal reported side effects than women who did not have their IUC removed, the
majority of women who reported side effects kept their IUC in place.
The findings of this chapter suggest that Family PACT providers have begun to adopt
clinical guidelines related to candidate selection, insertion protocols, and post-insertion
follow-up visits. Even with these changes, ongoing quality improvement efforts will
continue to be necessary as major gaps in practice may be decreased by targeting
underserved populations and educating providers on current guidelines.
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Chapter 6. Contraceptive Implant
Introduction
The contraceptive implant is a highly effective method with very low failure rates.1 The
implant is the most cost-effective contraceptive method offered by Family PACT, with an
estimated $15.00 of savings on costs over two years from unintended pregnancy for
every dollar spent by the program to provide it.2 There are very few medical eligibility
restrictions on the clients who can safely use it.3
The contraceptive implant, Implanon ®, was added as a Family PACT benefit on July 1,
2008. Administrative claims data from FY 2008-09 show that adoption was swift during
the first year the method was available with over 4,400 clients served with contraceptive
implant-related services, including paid claims for 442 removals. This review provides an
overview of the providers who inserted the implant and the clients who adopted the
method during the first year, and provides baseline information on clinical practice related
to implant placement, management, and removal.
Family PACT instructs providers to conduct pre-insertion counseling on changes in
bleeding patterns and the Family PACT Program Standards on education and counseling
advises providers to give clients instructions regarding use of the implant.4 Post-insertion
counseling should also be conducted for women who express concern about side effects
during follow-up visits. Providers are also required to have clients sign informed
consents for the insertion procedure and maintain a log containing product lot numbers.76
In this section, we addressed the following research questions:


Which types of providers placed the implant?



What proportion of women was referred from another Family PACT provider for the
implant insertion?



What were the demographic characteristics of women who received an implant
placement?



Which contraceptive methods did women use prior to the implant placement and after
removal?



What proportion of implant placement was supported by complete informed consents?



What proportion of women received pre-placement education and counseling on
bleeding patterns and other side effects?



What proportion of women who received an implant returned to the clinic for a
follow-up visit in the first 18 months? What proportion of women had side effects
related to the implant addressed during follow-up visits?



What proportion of women who received an implant had it removed within 18 months
and what were the reasons for removal?
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A total of 39 providers (18 percent of the Provider Sample) had at least one paid implant
claim from February 1, 2009 to December 31, 2009. A maximum of five visits were
abstracted for each implant insertion client: a pre-insertion visit if present, the insertion
visit, and up to four follow-up visits in the 12 months following implant insertion. See
Chapter 2, Methodology for details.
From the 345 women in the IMP Sample, 13 were excluded due to no record of implant
placement found in the chart or missing data. This chapter is based on analysis of the
remaining 332 clients in the IMP Sample.
Due to the recent addition of Implanon to the Family PACT formulary and the timing of
abstraction in the field for this study, some of the research questions were best
addressed by subsequently matching clients with an abstracted insertion visit to
administrative paid claims data. Claims data allowed us to investigate events that
happened before the insertion visit, events that occurred up to 18 months after the
insertion, and events that took place with providers other than the one who did the initial
insertion.

Findings
Provider Characteristics
Most of the 39 implant insertion providers were public (77 percent), specializing in family
planning/women’s health (59 percent), and practicing at community clinics (44 percent) or
FQHC/RHC/IHS clinics (31 percent). See Figure 6.1. Eighty-two percent of implant
insertion providers were located in an urban MSSA and 18 percent in a rural MSSA.
(Data not shown).
Figure 6.1. Characteristics of Implant Insertion Providers (n=39)
Implant Insertion Provider Characteristics

No.

%

Private

9

23%

Public

30

77%

FQHC/RHC/IHS

12

31%

Community Clinics

17

44%

Other Public

1

3%

39

100%

Family Planning/Women's Health

23

59%

Primary Care/Multi-Specialty

16

41%

Provider Sector

Public Sector by Office Practice Type

Total
Provider Specialty

Source: 2011 Family PACT Medical Record Review, Implant Sample.
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Referrals
To estimate how often women might be receiving a referral to a different provider in order
to receive the implant, we matched all 332 women with an implant insertion to claims
data to see how many had a visit with a different provider in the three months prior to the
insertion visit as a proxy for referral. Of all women who received an insertion, only 50
women (15 percent) had any claim with a different Family PACT provider within the
three-month pre-insertion window. There were no significant relationships between client
demographics and receipt of a referral to receive the implant.
Client Characteristics
The majority of the 332 clients receiving an implant insertion were young women; 77
percent were younger than age 30 at the time of the implant insertion and adolescents
ages 19 and younger made up 20 percent of the implant insertion clients. Sixty-seven
percent of implant insertion clients were Latina. Implant insertion clients were about
evenly divided between those born in the U.S. (51 percent) and those born in another
country (49 percent). However, among Latina implant clients, 69 percent were born
outside the U.S. and 89 percent reported Spanish as their primary language. See
Chapter 3, Demographics, for more client demographics of the sample.
On the date of placement, the majority of clients was already established with their
insertion provider and had enrolled in Family PACT prior to the abstracted placement
visit. Just three percent of clients were new to their provider and only seven percent
were new to Family PACT at the insertion visit.
Contraceptive Method used prior to Implant Insertion
The majority (86 percent) of women had documentation of a method of contraception
prior to adopting the implant. The largest proportion of women was using male condoms
(38 percent) as the primary method prior to the contraceptive implant insertion.
Forty-three percent of women were using one of the Tier 2 hormonal methods, all of
which require more frequent user-action to maintain contraceptive coverage than Tier 1
methods. See Figure 6.2.
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Figure 6.2. Primary Method Used Prior to Implant Insertion (n = 310) a
Primary Contraceptive Methodb Prior to Implant Insertion

No.

%

9

3%

IUC

8

3%

Implant

1

0%

132

43%

Injections

65

21%

OC Pills

45

15%

Patch

15

5%

7

2%

145

47%

118

38%

1

0%

Behavioral Methods (FAM/LAM/Other)

1

0%

Abstinence

25

8%

No Method

24

8%

Total

310

100%

c

Long-acting and Permanent Contraceptive Methods
Tier 1

Hormonal Contraceptives
Tier 2

Ring
c

Barrier Methods

Male Condoms
Tier 3

Female Condom
Behavioral and Other Methods

a

Twenty-two clients were excluded due to missing data on contraceptive method used prior to insertion.
b
Clients were assigned to the most effective method recorded. See Chapter 4 for assignment methodology.
c
There were no clients using female sterilization, vasectomy, diaphragm, spermicide, or cervical cap prior to the
implant insertion.
Source: 2011 Family PACT Medical Record Review, Implant Sample.

Implant Insertion Visit: Adherence to Family PACT Program Standards
The MRR evaluated clinician adherence to Family PACT Program Standards by
assessing providers’ documentation of informed consent and record-keeping, and by
assessing counseling services documented at the insertion visit and at post-insertion
follow-up visits.
Consent Forms and Record-Keeping
Although required, only 70 percent of implant insertion visits included a signed consent
form for the procedure in the medical record. The Family PACT and Medi-Cal programs
also require providers to record the lot number of the inserted implant device in a written
log or electronic record and maintain the record for at least three years from the date of
insertion. The lot number of the implant device was recorded in the chart for 91 percent
of the insertion procedures. It is not known whether the remaining nine percent were
placed by providers who kept lot numbers in external logs, separate from patient charts.
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Education and Counseling at the Insertion Visit
Family PACT advises providers that specific instructions on implant use should be given,
and that counseling regarding the characteristic bleeding patterns associated with the
implant must be done prior to insertion.4 The majority of insertion visits (81 percent)
included chart documentation that one or more topics of education and counseling were
provided. Of these visits, nearly all (99.6 percent) had documentation that a discussion
of contraceptive method use and side effects took place; however, the majority (62
percent) did not provide details on the specific implant-related topics included.
Specific details on the implant-related side effects discussed were documented for 125
insertion visits (38 percent). Menstrual bleeding patterns were the most frequently
documented counseling topic related to the implant. Systemic hormonal effects such as
headache, weight change, and acne were less frequently discussed before insertion.
See Figure 6.3.
Figure 6.3. Implant-related Side Effects Addressed at the Insertion Visit (n = 125)a
Counseling Topic

No.

%

Spotting

92

74%

Irregular Bleeding Patterns

86

69%

Amenorrhea

80

64%

Heavy/Longer Periods

76

61%

Lighter/Shorter Periods

76

61%

Headaches

45

36%

Weight Gain

45

36%

Mood Changes

45

36%

Acne

45

36%

Breast Tenderness

43

34%

Nausea

42

34%

Pain at Insertion Site

64

51%

Cramps between Periods

6

5%

Other

8

6%

Total Clients

125

100%

Bleeding Patterns

Systemic Hormonal Side Effects

Other

a

More than one topic could be recorded at the insertion visit.
Source: 2011 Family PACT Medical Record Review, Implant Sample.
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Follow-up visits
Visits from the medical records of insertion clients were abstracted only from the insertion
providers. To assess follow-up over a longer timeframe, and to include visits by other
providers, we matched all 332 women to claims data to determine the proportion who
returned for a follow-up appointment within 18 months. After the implant insertion, 62
percent of women returned for follow-up care related to the implant within this timeframe,
most within the first three months following insertion. See Figure 6.4.
Figure 6.4. Timing of First Follow-up Visit Following Implant Insertion (n=332)
Time of First Post-insertion Follow-up

No.

%

0-3 Months

122

37%

4-12 Months

70

21%

13-18 Months

14

4%

No Follow-up within 18 Months

126

38%

Total

332

100%

Source: Family PACT administrative data and 2011 Family PACT Medical Record Review, Implant Sample.

Education and Counseling at Post-insertion Follow-up Visits
Abstractors searched each client record for up to four follow-up visits in the 12-month
period following the implant insertion visit to abstract details on post-insertion counseling.
Slightly over half of women (53 percent) who received an implant returned to the clinic
within 12 months of the insertion visit for follow-up care with the same provider and had
an abstracted visit note.
Of the 176 women with one or more abstracted follow-up visits, 89 percent had a
documented discussion that included education and counseling regarding method use,
options, or side effects. A third of women (34 percent) had STI/HIV prevention
addressed during a follow-up visit, and 17 percent discussed EC. (Data not shown).
The most commonly documented implant-related issues addressed during a follow-up
visit were related to changes in bleeding patterns; particularly spotting (36 percent) and
irregular bleeding patterns (31 percent). Systemic hormonal side effects were also
commonly discussed; with headache (15 percent), weight gain (13 percent), and mood
changes (14 percent) most often addressed. See Figure 6.5.
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Figure 6.5. Implant-related Side Effects Addressed at Post-Insertion Visits (n=176)a
Implant-related Side Effect Addresseda

No.

%

Spotting

64

36%

Irregular Bleeding Patterns

55

31%

Amenorrhea

46

26%

Heavy/longer Periods

41

23%

Lighter/shorter Periods

38

22%

Headaches

27

15%

Weight Gain

22

13%

Mood Changes

25

14%

Acne

18

10%

Breast Tenderness

20

11%

Nausea

18

10%

Pain at Insertion Site

30

17%

Cramps between Periods

1

1%

Other

16

9%

176

100%

Bleeding Patterns

Systemic Hormonal Side Effects

Other

Total Clients
a

More than one topic could be recorded at the post-insertion visit.
Source: 2011 Family PACT Medical Record Review, Implant Sample.

Implant Continuation
Implants can remain in place and provide full contraceptive coverage for up to three
years. In order to estimate method continuation for 18 months after initial insertion, we
matched all 332 women with an abstracted insertion visit to claims from the time of
insertion through June 30, 2012. Presence of a claim for implant removal without
reinsertion or for a new primary method within 18 months was considered to be
discontinuation. Presence of a claim for method maintenance or removal after 18 months
was considered evidence that the implant was still in place at 18 months.
Sixty women did not have a Family PACT claim after implant placement and 13 women
only had claims unrelated to contraception. These women may have been successful
and continuing implant users but since we had no further information on them to confirm
this we excluded them from further analysis.
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Using the remaining 259 women in the analysis, we estimate that 37 percent of implant
users with follow-up had discontinued the method by 18 months after initial insertion.
Conversely, 63 percent of the insertion group with follow-up was still using the
contraceptive implant as their primary method at 18 months. See Figure 6.6.
Figure 6.6. Implant Continuation at 18 months Post-Insertion (n=332)
Lost to Follow-up
(n=73)

No claims after
insertion
(n=60)

Sample with Follow-up
(n=259)

Only non-method
claims after
insertion
(n=13)

Still using at 18
months
(n=163)
63%

Still using original
or reinserted
implant at 18
months
(n=132)

Claim for implant
maintenance or
reinsertion within
18 months
(n=47)

Claim for new
insertion after 18
months
(n=31)

Discontinued
method by
18 months
(n=96)
37%

Claim for removal
within 18 months
(n=79)

Claim for new
method within 18
months
(n=17)

Claim for implant
maintenance or
removal after 18
months
(n=85)

Source: Family PACT administrative data and 2011 Family PACT Medical Record Review, Implant Sample.

Documentation of Implant Removal
A total of 59 women had an abstracted visit record for an implant removal within 12
months of insertion. There were 44 women (75 percent) with at least one symptom or
complaint noted at the abstracted removal visit. The most common symptom or
complaint reported during the removal visit was abnormal bleeding (39 percent), followed
by headaches (18 percent), weight change (16 percent), and mood/libido changes (11
percent). See Figure 6.7.
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Figure 6.7. Symptoms and Complaints Recorded at Removal Visit (n=59)a
No.

%b

Abnormal Bleeding or Spotting

17

39%

Amenorrhea (Late or no Period)

1

2%

Headache, Migraine

8

18%

Weight Gain or Loss

7

16%

Mood or Libido Change

5

11%

Nausea, Vomiting, Dizziness

4

9%

Acne, Rash, or Skin Changes, Non-genital

3

7%

Symptoms and Complaints at Removal Visit
Bleeding Patterns

Systemic Hormonal Effects

Other
Breast Pain or Tenderness

1

2%

Painful Intercourse

1

2%

Back or Flank Pain

1

2%

Breast Problem (Lump, Mass, Discharge)

1

2%

Chest Pain

1

2%

Total Clients with one or More Symptom/Complaint Recorded

44

75%

Total Abstracted Visits with Removal

59

100%

a

More than one topic could be recorded at the removal visit. No charts recorded dysmenorrhea, dysuria,
genital itching, infertility, pelvic pain, vaginal discharge/odor, or presence of sores/lesions/rash on genitals.
b
Percentages are reported over the number of women who had at least one symptom or complaint recorded.
Source: 2011 Family PACT Medical Record Review, Implant Sample.

Reason for Removal
Abstractors recorded all reasons documented in the chart for implant removal. The
majority (83 percent) of removals had at least one reason recorded. Only two women
had the removal due to implant expiration. The most common reason for removal
recorded in the charts was abnormal bleeding or spotting (32 percent) followed by weight
gain (17 percent), headaches (14 percent), and a desire to become pregnant (eight
percent). See Figure 6.8. Weight gain and headaches were responses recorded by
abstractors in an open text field; they were not pre-listed options for abstractors to check.
Therefore, it is possible that weight gain and headaches represent a larger share of
reason for implant removal than reflected in the data.
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Figure 6.8. Reason for Removal of Contraceptive Implant (n=59)a
Reason for Removal

No.

%

Abnormal Bleeding or Spotting

19

32%

Desires to become Pregnant

5

8%

Discomfort/Pain at Insertion Site

4

7%

Desire to Switch to another Method

4

7%

Expired

2

3%

Infection at Insertion Site

0

0%

Partner wants it Removed

0

0%

Pregnant

0

0%

Removal for any other Stated Reason (Open Text Field)

25

42%

Weight Gain

10

17%

Headaches

8

14%

Dizziness

4

7%

Mood Changes

3

5%

10

17%

No Reason Recorded for Removal
a

More than one reason could be noted.
Source: 2011 Family PACT Medical Record Review, Implant Sample.

Education and Counseling at Removal Visit
At the implant removal visit, 73 percent of women received counseling on contraceptive
method options, use, and side effects. Four women (seven percent) received counseling
on EC and two received counseling on preconception care. Despite the prevalence of
weight change as a reported complaint and as a reason for removal, there were no
removal visit charts with documented counseling on weight management. (Data not
shown).
Method of Contraception after Removal
After implant removal, 78 percent of women left the visit with another documented
contraceptive method. Only four women had another implant inserted. Most women who
left with a method chose OCs (29 percent) or another hormonal method such as the
patch (11 percent), the ring (seven percent), or injections (five percent). See Figure 6.9.
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Figure 6.9. Primary Contraceptive Method after Implant Removal (n=55)a
Primary Contraceptive Methodb After Implant Removal

No.

%

5

9%

1

2%

4

7%

29

53%

Injections

3

5%

Oral Contraceptive Pills

16

29%

Patch

6

11%

4

7%

12

22%

Male Condoms

9

16%

Abstinence

3

5%

Attempting Pregnancy

4

7%

No Method

5

9%

Total

55

100%

c

Long-acting and Permanent Contraceptive Methods
Tier 1

IUC
Implant
c

Hormonal Contraceptives
Tier 2

Ring
c

Barrier and Behavioral Methods
Tier 3

a

Four clients were excluded due to missing data on contraceptive method after removal.
b
Clients were assigned to the most effective method recorded. See Chapter 4 for assignment methodology.
c
No clients left the removal visit intending to use female sterilization, vasectomy, diaphragm, spermicide, cervical cap,
female condom, behavioral methods such as NFP/FAM/LAM, or partner's method as their primary method.
Source: 2011 Family PACT Medical Record Review, Implant Sample.

A small number of women had their implant removed because they wanted to get
pregnant. For these women, it is expected that they would not leave the visit with
another method of contraception. However, nine other women (15 percent) did not
express a desire for pregnancy and had no documentation of leaving the implant removal
visit with a new method of contraception.

Discussion
Implanon was placed by only 39 providers (18 percent) in the 2011 MRR provider
sample. Few private providers in the sample placed an implant during the study period.
Additionally, only a small proportion of implant insertion clients appeared to have
received a referral to another provider to obtain the method. While the low referral rate
indicates that referral-related barriers such as travel and transportation are not currently
large access issues, it might also indicate that providers who do not offer the implant
onsite are reluctant to make referrals or do not know which providers in their area provide
this method. Wider provider training about the method and onsite availability at a larger
number of providers may be necessary to increase access to contraceptive implants.
Continued dissemination on available implant trainings and referral resources for Family
PACT providers remains important.
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Implanon provides contraceptive coverage for up to three years. We found that more
than a quarter of the IMP Sample had evidence of removal within 18 months. To prevent
early discontinuation, all implant insertion clients should receive information on use,
effectiveness, and expected benefits of the contraceptive implant, as well as potential
side effects, risks, danger signs, and common discontinuation issues.5 We found that
almost all implant insertion visit records included a general note that education and
counseling on method use and side effects took place. However, documentation on the
specific implant-related topics covered was available on less than half of insertion visits.
The contraceptive implant causes monthly bleeding to change, becoming unpredictable
and unscheduled. This is the most commonly reported reason for discontinuation among
implant users6,7 and Family PACT advises providers that all implant insertions should be
accompanied by a discussion about this issue. From charts where details on
pre-insertion counseling were available, bleeding patterns were the most frequently
discussed topic and three quarters of clients were counseled about the potential for
spotting. Despite this, bleeding issues were the most common reason for removal, which
is consistent with the literature on implant discontinuation. Further exploration into the
quality and content of counseling on bleeding issues at insertion, as well as management
efforts at follow-up and support for long-term use, may suggest topics for continuing
education for providers.
Systemic hormonal side effects were discussed with only about a third of women at the
implant insertion visit. We found that systemic hormonal effects accounted for a sizeable
proportion of women’s motivation for removal. Weight gain and headaches were
frequently reported. Although many women do experience weight gain while using
hormonal methods, it has not yet been conclusively established that the cause can be
attributed to the implant as opposed to natural gain over time.8,9,10 Providers are not
generally advised to address the topic as a routine part of implant counseling.6,11 Family
PACT’s 2008 Clinical Practice Alert, “Implanon Contraceptive Implant,”4 only advises
clinicians to emphasize bleeding patterns. Given the frequency with which women cite
weight gain and headache as a reason for discontinuation, greater attention to hormonal
side effects may be warranted.
Weight management is an important issue to a variety of health issues, including
contraceptive efficacy and continuation. Most providers are not trained adequately in
how to sensitively and effectively address weight issues.12,13 Webinars or clinical practice
alerts on addressing weight issues related to contraception with reproductive-age women
may yield multiple benefits in both the family planning and primary care settings in which
Family PACT services are delivered.
The contraceptive implant is a Tier 1 method based on its high efficacy and long period of
contraceptive coverage; therefore, nearly all women who adopted the implant moved to a
more effective method. In our sample of users, those who had the implant removed in
the first 12 months primarily went back to using a Tier 2 hormonal contraceptive method
after removal. However, nearly a quarter of women exited the implant removal visit
without a method at all and only a small proportion of these had documentation of
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seeking pregnancy. In addition to supporting continuation with effective education and
counseling, a greater emphasis on transitioning women to another contraceptive method
is also needed.
The contraceptive implant offers women many benefits, including unobtrusive placement,
long-term contraceptive coverage, and few side effects.1 However, the method will not
be right for all women. In order to better serve women, providers must thoroughly
educate and counsel women before placing the implant, capably manage concerns
during follow-up about all side effects reported, and assist women in transitioning to
another effective method when the implant is discontinued. In this way, Family PACT
can provide women with the contraceptive method that best matches their personal
needs and lifestyles to reduce unintended pregnancy.
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Chapter 7. Contraceptive Services to Male Clients
Introduction
Recognizing the important role of men in family planning, Healthy People 2020
Objective FP-7.2 aims to increase the proportion of males receiving reproductive health
services.1 Providing high quality, culturally appropriate, and comprehensive
reproductive health services to men is one way to increase male involvement in
pregnancy prevention and family planning. There are noted benefits to increased male
involvement, as studies have shown that contraceptive prevalence tends to be highest
among women who reported a high degree of shared involvement compared to women
with no partner involvement. Conversely, the proportion of contraceptive nonuse was
highest among those without partner involvement and lowest among women with a
high degree of involvement.2
Increasing access to family planning services among low-income men has been one of
the federal waiver objectives of the Family PACT Program. In FY 2009-10, male clients
comprised 12 percent of the Family PACT program population, a slight increase
compared to the 2007 MRR (11 percent).3 In this chapter, we focused on the following
questions to describe male clients’ contraceptive service utilization:


Did the contraceptive method use among male Family PACT clients change
compared to the 2007 MRR?



Did method use vary by client age and race/ethnicity among male clients?



Did the proportion of visits with male clients documenting contraceptive method at
the end of the visit increase compared to the 2007 MRR?



What were the reasons new and continuing male clients gave for accessing Family
PACT services?



Did the proportion of men indicating contraception as the reason for their visit
increase compared to the 2007 MRR?

This chapter is based on the analysis of services provided to the 351 men included in
the Male GEN Sample for whom there was an abstracted visit. Clients for whom only
the demographic information was available were excluded. The analyses presented
here are cross-sectional and based on contraceptive methods reported at the
abstracted visit. Similar to the analysis of contraceptive services to females, we looked
at services to new (n=250) and continuing male clients (n=101), and at services to
adolescent males, under 20 years of age (n=66), and adult males, 20 years and older
(n=285).
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Findings
Contraceptive Method Use
Contraceptive method use and change at the end of the visit were assessed. The data
abstraction tool allowed for multiple methods of contraception to be identified. The
primary method was assigned based on the following order of priority: vasectomy,
partner’s sterilization, condoms, spermicide, and withdrawal. Two male clients had
documentation that they relied on their partner’s sterilization as their primary method; no
other reliance on partner’s method was documented.
Of the 351 male clients included in the analysis, 237 (68 percent) had documentation of
the contraceptive method used, down from 72 percent in the 2007 MRR. Adolescent
male clients were significantly more likely to have documentation of contraceptive use
than adult clients (79 percent and 65 percent, respectively; p<0.05). (Data not shown).
There were no significant variations by race/ethnicity or primary language. Also, the
proportion of charts documenting contraceptive method choice and the proportions of
primary methods used among males did not differ significantly from the 2007 MRR.
The percentage of records with documentation on contraceptive method use by males
varied widely among provider types. A higher proportion of private provider visits were
documented (73 percent) relative to public provider visits (64 percent). By office
practice type, community clinics had the highest percentage of documented
contraceptive method (77 percent) for males followed by private practice (73 percent),
other public providers (58 percent), and FQHC/RHC/IHS (57 percent). See Figure 7.1.
Figure 7.1. Contraceptive Method Documentation by Office Practice Type (n=351)

Clients with Abstracted Visit

100%

80%
57%
60%

73%

58%
77%

With Documentation
of Contraceptive
Method
Missing
Documentation for
Contraceptive
Method

40%

20%

0%
Private Practice FQHC/RHC/IHS Community
(n=142)
(n=120)
Clinic (n=70)

Other Public
(n=19)

Source: 2011 Family PACT Medical Record Review, Male General Sample.
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Of the charts for males with documentation of contraceptive methods, 88 percent
indicated condoms as the primary method, three percent vasectomy, one percent other
method, and eight percent indicated that no method was used. See Figure 7.2. Other
methods included partner sterilized, spermicide, and withdrawal. No method included
abstinence, attempting pregnancy, and the statement of using no method. Men who
saw public providers were significantly more likely to use condoms than men who saw
private providers (55 percent compared to 46 percent; p<0.05). (Data not shown).
Figure 7.2. Primary Contraceptive Method at the Abstracted Visit (n=237)a
1%
3%
8%
No Method
Other Method
Vasectomy
Condoms

88%

a

Excludes 114 clients for whom the method was not reported.
Source: 2011 Family PACT Medical Record Review, Male General Sample.

Male adolescents were more likely than adults to use condoms (92 percent compared to
87 percent). See Figure 7.3. No adolescents had vasectomy as a documented
contraceptive method. Latino and White male adults were the only groups reporting
vasectomy; otherwise, there were no notable differences in contraceptive use among
racial/ethnic groups.
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Figure 7.3. Primary Method at the End of the Abstracted Visit by Age Group
(n=237)a
100%
95%

6%

8%
2%

90%

1%

4%

85%

No Method
Other Method

80%

Vasectomy

75%
70%

92%

Condoms

87%

65%
60%
55%
50%

Adolescents (n=52)

Adults (n=185)

a

Excludes 114 clients for whom the method was not reported.
Source: 2011 Family PACT Medical Record Review, Male General Sample.

Method Adoption by New and Continuing Clients
To assess the impact of the first Family PACT visit on adoption of contraceptive
methods among males, we compared methods used before and after the abstracted
visit by new and continuing clients. Both new and continuing clients improved their
contraceptive adoption at the visit. See Figure 7.4. The proportion of clients using any
method of contraception increased from 79 percent to 91 percent among new clients
(p<0.05) and from 89 percent to 95 percent among continuing clients (not significant).
The greatest increase in primary methods occurred with male condoms in both new
(p<0.05) and continuing clients (not significant).
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Figure 7.4. Primary Contraceptive Methods Before and After the Abstracted Visit
for New and Continuing Clients (n=214) a
New Clients (n=158)
Before Visit
Primary Methodb

Continuing Clients (n=56)

After Visit

Before Visit

After Visit

No.

%

No.

%

No.

%

No.

%

0

0%

1

1%

1

2%

2

4%

123

78%

140

89%*

47

84%

50

89%

2

1%

2

1%

2

4%

1

2%

Total (Any Method Use)

125

79%

143

91%*

50

89%

53

95%

No Method Use

33

21%

15

9%

6

11%

3

5%

Non-reversible Contraception
Vasectomy
Barrier and Other Methods
Male Condoms
c

Other Methods

a

Excludes 137 clients with incomplete information on contraceptive use before or after the visit.
b
For clients using multiple methods, the more effective method was assigned as the primary method.
c
Other methods include partner sterilized, spermicide, and withdrawal.
* p<0.05 New clients condom use before vs. after visit; new clients any method use before vs. after visit.
Source: 2011 Family PACT Medical Record Review, Male General Sample.

Reason for Visit
The stated reason for the visit helps to identify motivations for men to seek reproductive
health services and helps to frame effective outreach messages. Abstractors recorded
the reasons for the visit, which were not limited to the client’s chief complaint, but also
included reasons documented by the clinician; therefore, more than one reason per
client may have been collected. For both new and continuing male clients, the most
frequently reported reasons motivating a visit were related to STIs and a desire to
obtain or discuss contraception.
STI-related reasons for the visit included STI test requests, test results, treatment, and
symptoms or complaints of painful intercourse, sore/lesion/bump/rash on genitals,
genital itching, or testicular pain. The contraception-related reasons abstracted
included starting or changing a contraceptive method, needing supplies, rechecking of
contraception, postoperative surgical check for vasectomy, infertility, and unprotected
sex or method failure. Other reported symptoms included chest pain, headache,
migraine, mood or libido change, nausea, vomiting, dizziness, skin changes, fatigue,
acute illness, injury, and other unlisted symptoms.
New male clients were more likely to indicate STI-related reasons (80 percent) than
continuing clients (68 percent). Eighteen percent of both new and continuing clients
reported contraception as their reason for the visit. However, contraception was
reported as a reason without a concurrent STI-related reason by only eight percent of
new and 15 percent of continuing clients. Clients reporting both STI and contraception
as reasons for the visit also represented a small percentage with 10 percent of new
clients and three percent of continuing clients reporting both reasons. Other (non-STI

97

and non-contraception) reasons for visits may have included an initial visit, annual
exam/routine screening, lab results, program counseling, or other reasons. See
Figure 7.5.
Figure 7.5. Reason for Visit Reported by Male Clients at the Abstracted Visit
(n=351)
New Clients (n=250)

Continuing Clients (n=101)

Reason for Visit

Yes

%

Yes

%

STI, no Contraception

175

70%

66

65%

No STI, Contraception

20

8%

15

15%

STI and Contraception

26

10%

3

3%

Neither STI nor Contraception

29

12%

17

17%

Source: 2011 Family PACT Medical Record Review, Male General Sample.

There were minor differences in the reason for the visit between new adult and new
adolescent male clients. New adolescent clients were more likely than new adult clients
to report contraception as their reason for the visit (23 percent compared to 17 percent)
and less likely to report an STI-related reason for the visit (73 percent compared to 82
percent); however, these differences were not statistically significant. (Data not shown).
The number of continuing adolescent clients was too small (n=10) for any meaningful
comparisons between continuing adults and adolescents.
There was a significant difference by provider sector in the proportion of clients with a
contraception-related reason for the visit. Clients seen by private providers more often
reported contraception-related reasons (28 percent) than clients seen by public
providers (11 percent; p<0.05). STI-related reasons, however, were reported in similar
proportions: 76 percent among private providers and 77 percent among public
providers. Among public providers, there were no significant differences in the reason
for the visit by office practice type. (Data not shown).
Among public sector providers, a higher percentage of new clients (76 percent) than
continuing clients (67 percent) reported STI-related reasons with no
contraception-related reasons, while the reverse occurred among private providers (60
percent of new clients compared to 63 percent of continuing clients). See Figure 7.6.
Among private providers, continuing clients had documentation of contraception-related
reasons with no STI-related reasons at a higher rate than new clients (17 percent of
continuing clients vs.10 percent of new clients). Among public providers, six percent of
new clients and 13 percent of continuing clients had documentation of contraceptionrelated reasons and no STI-related reasons. Of the clients reporting both STI- and
contraception-related reasons for the visit, new clients seen by private providers had a
much greater percentage than any other group (21 percent compared to two to four
percent; p<0.05).
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Figure 7.6. Reason for Visit by Provider Sector, New and Continuing Clients
(n=351)
80%

76%

Private Practice - New Clients (n=96)

67%

70%
60%

63%

Private Practice - Continuing Clients (n=46)

60%
Other Public - New Clients (n=154)
50%

Other Public - Continuing Clients (n=55)

40%
30%
21%*
17%

20%

13%

10%

10%

15% 14%

18%

8%

6%

4% 4%

2%

0%

STI,
no Contraception

No STI, Contraception

STI and
Contraception*

Other a

a

Other includes: initial visit, primary care and other symptoms, program enrollment counseling, postoperative
follow-up, lab result, infertility, no reason, and other unlisted reasons.
*p<0.05 STI and contraception reasons for visit for private practice; new clients vs. continuing clients.
Source: 2011 Family PACT Medical Record Review, Male General Sample.

Discussion
This analysis provides a complex picture of Family PACT services on male clients’
contraceptive use. The primary impetus for accessing Family PACT services for men
seems to be around their need for STI testing and treatment. Especially for adult men,
it may be easier to give a concrete symptom as a reason for the visit rather than
contraception and family planning. Understanding men’s personal motivation for
seeking reproductive health care is important for designing outreach strategies to target
men, and ultimately, for increasing men’s involvement in family planning. Moreover, the
client’s stated reason for a visit may differ from the resulting focus of the visit. For
instance, a male client presenting with STI symptoms may exit the visit having received
not only treatment for an STI but also with contraceptive supplies and counseling about
STI and pregnancy prevention.
Although only a minority of male clients (18 percent) stated contraception as their
reason for the Family PACT visit, 93 percent of clients with information documented left
the visit with a primary method (88 percent with condoms). The majority of new and
continuing clients who did not use a method of contraception prior to the visit had
adopted a method by the end of the visit. However, as a large percentage (77 percent)
of clients visited for STI-related reasons (including a 10-percent overlap of clients
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visiting for both STI-related and contraception-related reasons), it is difficult to
determine whether condoms were dispensed and used for the purposes of birth control
or for STI prevention.
Reasons for visits documented for males also varied widely by provider type, and a
higher proportion of male clients seen by private practice providers indicated
contraception as the main reason for the visit. It may be that these clients are recruited
differently, such as through female partners who are already Family PACT clients and
are, therefore, more likely to state their family planning needs at the beginning of the
visit. Another possibility is that private providers are more likely than public providers to
provide STI services as part of a primary care visit that is not billed to Family PACT.
Although Family PACT providers supply condoms to a high proportion of their male
clients, given that women have options for more effective methods than men (see
Chapter 4, Contraceptive Services to Female Clients), it is meaningful to explore
whether men who are in stable relationships with a female partner know about and
support their partner’s contraceptive use. Involving men in the family planning
decision-making process may lead to more effective and consistent use of
contraception resulting in a more favorable outcome in the prevention of unintended
pregnancy.2 However, incomplete documentation of contraceptive use among males
creates difficulty in gauging the degree to which Family PACT services are being
utilized. With the exception of two men reporting partner’s sterilization, documentation
of partner’s method was absent.
Documentation of a contraceptive method was lower in the 2011 MRR (68 percent)
compared to 2007 (72 percent), although the difference was not statistically significant.
Method documentation varied by provider sector with private providers having a higher
percentage of documentation than public providers. Within public provider categories
there was also a high amount of variability with community clinics performing better (77
percent) than FQHC/RHC/IHS (57 percent) and other public clinics (58 percent). The
continuing gap in documentation suggests that more targeted interventions, such as
provider training in documentation for male family planning clients, workgroups with an
emphasis on family planning for males, and follow-ups to trainings are needed to be
effective.
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Chapter 8. Risk Assessment, Screening, and
Follow-up
8.1. Medical and Sexual History
Introduction
Medical record keeping and documentation of care are important to facilitate continuity
of care and accountability among rendering providers. Such records are an important
information source for providers and program administrators. Individual records should
include personal and family histories, enumerate the needs of a client, document any
services rendered, and record client outcomes.
A comprehensive health history in the medical chart should include a personal medical
history, a family history, a sexual history, a contraceptive history, and for women it
should include an Ob/Gyn history. The presence of all of these elements satisfies the
Family PACT Program Standards for a comprehensive health history.1 In order to
facilitate the assessment of a comprehensive health history, the OFP released male
and female medical history and exam forms2 as a quality improvement tool in 2007.
These forms were posted on the Family PACT Web site in Microsoft Word® format so
that providers could customize and add their clinic logo and any additional elements
that are important for their particular clinic population. Providers were informed about
the availability of these forms during provider orientations and webinars on
comprehensiveness of clinical documentation.
The abstracted charts in the 2011 MRR were evaluated for the presence and
completeness of the major components of a comprehensive health history. The
documentation could be in the form of narrative notes or checklists. Because checklists
can prompt the clinician to systematically gather pertinent information from every client,
we assessed the proportion of providers using checklists for each one of the
comprehensive health history elements.
This section examines the following evaluation questions:


What proportion of medical records included the major components of a
comprehensive health history and what proportion included all of them?



How often were checklists as opposed to narrative notes used to document medical
and sexual history?



What proportion of female clients had a documented contraceptive method or
pregnancy intention after the visit?
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From the 2,632 abstracted records in the Female GEN Sample and the 351 records in
the Male GEN Sample, 47 female client records and four male client records were
excluded due to incomplete data. This section is based on analysis of the remaining
2,585 female and 347 male abstracted records from the GEN Samples.

Findings
Comprehensive Health History
A comprehensive health history should include the following elements: personal
medical history, family medical history, contraceptive history, sexual history,
contraceptive method, and Ob/Gyn history for women. Additional items of interest are
plans for having children and for men, the number of children fathered. All new clients
should be queried in these areas with updates done every 24 months. Figure 8.1.1
shows the percentage of each element present in the chart.
Figure 8.1.1. Elements Included in the Health History (n=2,566)a
Females (n=2,276)

Males (n=290)

All (n=2,566)

Element

Element

Element
Assessed with
Checklistb

Health History Elements

No.

%

No.

%

%

Personal Medical History

2,148

94%

256

88%

79%

Family History

1,849

81%

213

73%

84%

Contraceptive History

1,796

79%

168

58%

64%

Sexual History

1,514

67%

193

67%

69%

Method of Contraception

2,013

88%

193

67%

NA

Ob/Gyn History

2,234

98%

NA

NA

NA

Plans for Children

521

23%

49

17%

NA

Children Fathered

NA

NA

11

4%

NA

a

Excludes 309 female and 57 male client records that did not have a history for the visit.
b
Of those charts with a particular history, the percentage that used a checklist.
Source: 2011 Family PACT Medical Record Review, Female and Male General Samples.

Female clients had the four main components (medical history, family history,
contraceptive history, and sexual history) present 67 percent to 94 percent of the time.
Male clients had these four components present 58 percent to 88 percent of the time.
This is a decrease from the 2007 MRR when 77 percent to 95 percent of the female
charts and 70 percent to 97 percent of the male charts had the four main components.
(Data not shown). Fewer charts had all four of these components present (54 percent
of female charts and 40 percent of male charts). The element most often present was
personal medical history (94 percent for women and 88 percent for men) followed by
family medical history (81 percent for women and 73 percent for men).
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Nearly all female charts contained an Ob/Gyn history (98 percent) while plans for
children were infrequently found for both females (23 percent) and males (17 percent).
The percentage of charts that included current method of contraception was higher for
women (88 percent) than for men (67 percent). Males were rarely asked the number of
children fathered (four percent).
The proportion of providers who assessed the four main components of health history
with a checklist ranged from 64 percent to 84 percent. Overall, the proportion of
medical records with checklists was similar for female and male clients. Individual
checklists for family history for both females (84 percent) and males (88 percent) were
found more frequently than any of the other history checklists. Charts with checklists for
all four history components were found infrequently for both females and males (38
percent and 29 percent, respectively).
For females, there were no major differences by provider sector in recording personal
medical history, family history, method of contraception, and Ob/Gyn history. There
were differences seen in female contraceptive and sexual histories with public providers
recording these more often than private providers. For male medical records there
appeared to be more variability in these elements by provider sector. Private providers
recorded personal medical history and method of contraception more often than public
providers. As seen with female clients, public providers recorded male sexual histories
more often than private providers. See Figure 8.1.2.
Figure 8.1.2. Elements of Health History,a by Provider Sector (n=2,566)b
Females Private
100%

Males Private

Males Public
99% 98%

95% 94% 93%
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80%

Females Public

89% 88%
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60%
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20%
NA NA
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Personal Medical Family History
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Contraceptive
History

a

Sexual History

Method of
Contraception

Includes elements found in narrative notes or checklists.
Excludes 309 female and 57 male client records that did not have a history for the visit.
Source: 2011 Family PACT Medical Record Review, Female and Male General Samples.
b

103

Ob/Gyn History

For female charts, a greater proportion of primary care/multi-specialty providers
documented sexual history compared to family planning/women’s health specialists (69
percent and 62 percent, respectively). For male charts, a higher percentage of primary
care/multi-specialty providers documented personal medical and family history. Family
planning/women’s health specialists appeared to document contraceptive history,
sexual history, and method of contraception more frequently for males. See Figure
8.1.3.
Figure 8.1.3. Elements of Health History,a by Provider Specialty (n=2,566)b

100%

Females Primary Care/Multi-Specialty

Females Family Planning/Women's Health

Males Primary Care/Multi-Specialty

Males Family Planning/Women's Health

94% 96%

98% 99%
91%

88% 90%
80%

80%

82%

79% 78%

79% 79%
75%
71%

69%
61%

61%

62% 64%

65%

57%

60%

40%

20%
NA NA

0%
Personal Medical Family History
History

Contraceptive
History

Sexual History

Method of
Contraception

Ob/Gyn History

a

Includes elements found in narrative notes or checklists.
Excludes 309 female and 57 male client records that did not have a history for the visit.
Source: 2011 Family PACT Medical Record Review, Female and Male General Samples.
b

The degree to which charts included a comprehensive health history was determined by
the presence of the following components: medical history, family history, contraceptive
history, sexual history, method of contraception, and Ob/Gyn history for women. Only
49 percent of female charts and 29 percent of male charts included all components of a
comprehensive health history. For women, a higher percentage of public providers
included all components (55 percent compared to 42 percent; p<0.001) while for men
the percentages were similar for public and private providers (29 percent for public and
30 percent for private). A slightly higher percentage of primary care/multi-specialty
providers included all components for women (50 percent compared to 47 percent)
while a higher percentage of family planning/women’s health specialists included all
components for men (33 percent compared to 28 percent). These differences by
provider specialty were not statistically significant. See Figure 8.1.4.
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Fig 8.1.4. Proportion of Charts that Include a Comprehensive Health Historya by
Provider Sector and Specialty (n=2,566)b
Females (n=2,276)
Comprehensive
Health History
Provider Sector and Specialty

Total
Clients

Males (n=290)
Comprehensive
Health History

Total
Clients

No.

%

No.

No.

%

No.

Private

443

42%

1,054

34

30%

114

Public

667

55%

1,222

51

29%

176

FQHC/RHC/IHS

334

43%

678

22

22%

98

Community Clinic

256

56%

424

24

39%

62

Other Public

77

54%

120

5

31%

16

Family Planning/Women's Health

376

47%

801

25

33%

76

Primary Care/Multi-Specialty

734

50%

1,475

60

28%

214

1,110

49%

2,276

85

29%

290

Provider Sector***

Public Sector by Practice Types

Provider Specialty

Total
a

Comprehensive health history includes, medical history, family history, contraceptive history, sexual history, method
of contraception, and Ob/Gyn history for women.
b
Excludes 309 female and 57 male client records that did not have a history for the visit.
*** p<0.001 Female comprehensive health history private vs. public.
Source: 2011 Family PACT Medical Record Review, Female and Male General Samples.

There were some differences between providers who had electronic medical records
(EMR) and those who did not with regard to documentation of health history. Providers
with an implemented EMR were more likely to have documented contraceptive and
sexual histories, plans for having children, and method of contraception for female
charts (all p<0.01). (Data not shown). In contrast, similar trends were not seen in male
charts. It should be noted that the male sample size was small.
Contraceptive Method Documentation
Of the 2,585 female clients with an abstracted visit, 87 percent had a documented
contraceptive method or pregnancy intention. This is similar to the level of method
documentation found in the 2007 MRR (86 percent). When further analyzed by provider
sector and provider specialty, all provider groups documented a client’s contraceptive
method 86 percent to 90 percent of the time. (Data not shown).

Discussion
A comprehensive health history permits clinicians to tailor contraceptive counseling and
management of side effects and complications to the individual client and his/her
lifestyle. We found a wide range in the documentation of each element of the
comprehensive health history; certain elements such as personal medical history were
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frequently found in the chart while other elements such as sexual history and plans for
children were not. The fact that fewer than half of the charts included all elements of a
comprehensive health history may indicate that each provider has their own practices
for documenting medical records. There is still work to be done to improve the
completeness of a comprehensive health history at the clinic level, particularly for male
charts. To the extent that EMRs include more standardized history elements, this may
improve in the future.
Overall, primary care/multi-specialty providers were slightly more likely than family
planning/women’s health specialists to document a comprehensive health history for
female clients, but the trend was reversed for male clients. Public providers were more
likely than private providers to document a comprehensive health history for females,
while for male clients there was no difference by provider sector. Although these
differences may in part be a result of the smaller sample size of male charts, there are
still gaps to be reduced between documentation of a comprehensive health history in
male and female charts and between provider sectors and specialties.
The decline in the presence of the four main components of a health history since the
2007 MRR can partly be explained by the change in methodology. In 2007, five visits
were abstracted for each client in the general sample, thereby, resulting in more
opportunities to find a history than in the single visit abstracted for the Male and Female
GEN Samples in this MRR. A change in the abstraction tool made a direct comparison
of the comprehensive health history impossible. The 2007 MRR reported on
reproductive and contraceptive assessment using data that was not collected in the
current MRR.
A number of steps can be taken to facilitate the documentation of comprehensive health
histories:
•

Encourage providers to use all the elements of a comprehensive health history for
both females and males that are available on the Family PACT Web site. Consider
posting these forms in a more prominent place in the Web site and alert providers
via newsletter or e-mail of their existence.

•

Educate providers about the importance of comprehensive health history
documentation, including questions regarding plans for children for both female and
male clients, and train them on integrating responses into contraceptive counseling.

•

Promote the integration of comprehensive health history assessments into EMR
software.

•

Continue to monitor comprehensive health history documentation in future MRRs.
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8.2. Pregnancy Testing and Services
Introduction
Pregnancy testing services are an integral part of the delivery of family planning
services. Family PACT Program Standards require that pregnancy testing be provided
when clinically indicated and in conjunction with education and counseling services.
Pregnancy tests are clinically indicated under certain circumstances such as delayed
menses, amenorrhea, abnormal vaginal bleeding, physical pregnancy symptoms, acute
pelvic pain, and at initiation of some contraceptives. The Family PACT Program
Standards state that the indication for pregnancy testing should be documented in the
medical record.1 By contrast, “screening” pregnancy tests are those routinely
performed on all or most contraceptive clients, irrespective of clinical indications, and
are considered to be unnecessary in women who are asymptomatic and do not have
any of the findings listed above.
Chart reviews allow for evaluation of clinical appropriateness of pregnancy testing and
the delivery of services in conjunction with test results, information that is not available
from administrative and claims data. The 2011 MRR sought to evaluate whether
pregnancy testing and services were provided according to the Family PACT Program
Standards and current clinical practice guidelines. The MRR is also an opportunity to
assess how these services vary by provider characteristics and by the composition of
clients served.
The 2007 MRR indicated the following findings related to pregnancy testing: 1)
documentation of the date of the last menstrual period (LMP), a clinical indicator, was
missing from 14 percent of charts with pregnancy tests; 2) the proportion of clients with
a pregnancy test and documentation of counseling or referrals was 90 percent among
those with positive tests and 94 percent of those with negative tests; 3) public sector
providers were more likely than private sector providers to document at least one
follow-up service or referral with a positive pregnancy test (96 percent and 85 percent,
respectively); and, 4) the proportion of records with documentation of a method of
contraception at the end of a visit with a negative pregnancy test was 83 percent.
These findings serve as comparison data for assessing quality of pregnancy testing
services in the 2011 MRR.
In December 2005, the OFP issued a Family PACT Clinical Practice Alert, “Urine
Pregnancy Tests in the Office,” to guide appropriate utilization and to discourage routine
screening without medical necessity. Shortly thereafter, the provider profiles, biannual
practice performance reports of several quality and utilization indicators, were first
released to Family PACT providers to encourage delivery of high-quality services. The
measure of pregnancy testing per 100 encounters serves as a quality indicator of the
appropriateness of laboratory testing. The provider profiles, which use claims data,
showed that pregnancy testing began to decline in 2006 and stabilized in 2009.2
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The research questions below serve to compare the 2007 MRR to the 2011 MRR to
assess whether interventions such as the clinical practice alert, the ongoing provider
profiles indicator reports, and periodic provider training improved adherence to program
standards.
This section examines the following research questions:


Did the proportion of charts with documentation of clinical indications for pregnancy
testing change compared to the 2007 MRR?



Did the proportion of clients with pregnancy tests who received education and
counseling change compared to the 2007 MRR?



Did the proportion of positive pregnancy tests with documented follow-up among
clients served by private providers increase to the level of public providers?



Did the proportion of visits with documentation of a method of contraception at the
end of a visit with a negative pregnancy test change compared to the 2007 MRR?

This analysis was based on the 2,632 records from the Female GEN Sample,
representing one abstracted visit per client. Forty-six records where it was unknown
whether a pregnancy test was done were excluded, resulting in 2,586 records. In the
2007 MRR, pregnancy testing data was derived from five abstracted visits per client. As
a result, there was a greater opportunity to find notes and results for pregnancy tests.
Wherever possible and valid, comparisons between the two studies are made.

Findings
Client Characteristics
Among the 2,586 women in the Female GEN Sample with abstracted pregnancy testing
data, there was documentation that 908 clients (35 percent) received a pregnancy test.
Women in the age category of 20-29 years accounted for 50 percent of all pregnancy
tests, followed by women ages 30-39 (23 percent), and women under age 20 (19
percent). Only eight percent of pregnancy tests done were for women ages 40 and
older. See Figure 8.2.1.
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Figure 8.2.1. Proportion of Clients with Pregnancy Tests, by Age Category
(n=2,586)
Women with
Pregnancy Test

Female General
Sample

Age

No.

%

No.

<20

171

19%

384

20-29

453

50%

1,188

30-39

211

23%

694

≥40

73

8%

320

Total

908

35%

2,586

Source: Family PACT 2011 Medical Record Review, Female General Sample.

The racial/ethnic group with the highest proportion receiving a pregnancy test was
Other/Multiracial women (49 percent) followed by Black women (46 percent). The
race/ethnicity group with the smallest proportion of testing was API women with 23
percent having a pregnancy test. See Figure 8.2.2.
Figure 8.2.2. Pregnancy Testing among Female General Sample, by
Race/Ethnicity (n=2,586)
60%
50%

49%

46%
36%

40%

28%

30%

23%

20%
10%
0%
Other/
Multiracial
(n=80)

Black
(n=158)

Latina
(n=1,870)

White
(n=326)

API
(n=152)

Source: 2011 Family PACT Medical Record Review, Female General Sample.

The proportion of pregnancy tests was almost identical among women whose primary
language was reported as English compared to those reported as Spanish, (36 percent
and 35 percent, respectively). (Data not shown).
The proportion of clients new to Family PACT who had a pregnancy test was
significantly higher than of continuing clients who had a pregnancy test (41 percent and
32 percent, respectively; p<0.001). (Data not shown). This difference between new
and continuing clients with a pregnancy test was particularly large in the age group of
20-29 year olds (46 percent among new clients compared to 35 percent among
continuing clients; p<0.001). See Figure 8.2.3.
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Figure 8.2.3. Proportion of Clients with a Pregnancy Test Among
New and Continuing Family PACT Clients, by Age Group
50%

45%

44%

46%

40%

35%

35%
29%

30%

25%
22%

20%
10%

0%

(n=203) (n=181)

(n=356) (n=832)

(n=175) (n=519)

(n=99) (n=221)

<20

20-29***

30-39

≥40

New

Continuing

*** p<0.001 New vs. continuing clients ages 20-29.
Source: Family PACT 2011 Medical Record Review, Female General Sample.

Higher levels of pregnancy testing were found among clients that were previously seen
under Family PACT but were new to a provider at the abstracted visit (42 percent)
compared to those who were already established with their provider (32 percent); this
finding was not statistically significant.
Provider Characteristics
Nearly half of pregnancy testing was done by private providers (49 percent). The
remaining 51 percent were within the public sector with FQHC/RHC/IHS (31 percent)
higher than either community clinics (14 percent) or other public providers (six percent).
See Figure 8.2.4
Figure 8.2.4. Pregnancy Testing, by Provider Category (n=215)
6%
Private
14%
FQHC/RHC/IHS
49%

Community Clinic

31%

Other Public

Source: 2011 Family PACT Medical Record Review, Female General Sample.
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Similar to the 2007 MRR, family planning/women’s health specialists did a smaller
proportion of pregnancy tests (33 percent) than primary care/multi-specialty providers
(67 percent).
Clinical Indication for Pregnancy Test
Pregnancy tests should be done only when clinically indicated by a suspicion of
pregnancy or as part of the protocol for initiation of a contraceptive method.3 The date
of the LMP and specific timing factors related to the method of contraception used prior
to the visit are core criteria for clinical indication of a pregnancy test. Pregnancy testing
may be indicated if at least 28 days have passed since the LMP, but is not necessary if
the woman had a normal menses less than 28 days before the visit. According to the
Family PACT Program Standards, clinical indications for laboratory tests are expected
to be documented in the medical record.1
Of the 908 pregnancy tests found in the Female GEN Sample, abstractors found a
documented LMP, or were able to calculate its date, for 87 percent of tests. This was
similar to the proportion reported in the 2007 MRR (86 percent).
To assess whether a pregnancy test was clinically indicated using chart documentation,
we looked for: a stated reason for the test; the date of the LMP; and the documentation
of the method of contraception before the abstracted visit. If the client was using a
long-acting contraceptive (LAC) method, such as extended cycle oral contraceptives or
a Mirena IUC, that may extend the time between menses or eliminate menses entirely,
then the LMP date was not a criterion.
There was insufficient documentation of clinical indication if: the LMP was not recorded,
the LMP was greater than or equal to 28 days and the client was using a LAC method,
or the LMP was greater than or equal to 28 days and the contraceptive method was not
recorded. If the LMP was less than 28 days from the visit date, then the pregnancy test
was not clinically indicated.
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Figure 8.2.5. Pregnancy Testing among Women with Documented Clinical
Indication for Pregnancy Tests
Women with
Pregnancy Test

Total
Women

No.

%

No.

Yes

≥28 days since LMP, and
not using a long-acting method which may delay
menses, and
method before visit is recorded

101

63%

161

No

<28 days since LMP regardless of the method
before visit

378

26%

1,466

Insufficient
Information
for Clinical
Indication

LMP not recorded, or
≥28 days since LMP and using a LAC method which
may delay menses, or
≥28 days since LMP and method before visit is not
recorded

429

45%

959

908

35%

2,586

Pregnancy Test Clinically Indicated?

Total
Source: 2011 Family PACT Medical Record Review, Female General Sample.

A pregnancy test was performed for 63 percent of the women for whom a pregnancy
test was clinically indicated. See Figure 8.2.5. This is a slight improvement over the
2007 MRR (60 percent).
Pregnancy tests not clinically indicated were performed 26 percent of the time when a
documented LMP was less than 28 days before the test date. This is slightly improved
compared to the 28 percent found in the 2007 MRR, although not significantly. (Data
not shown).
Among women for whom medical record documentation was insufficient to support
clinical indications for a pregnancy test, 45 percent received a pregnancy test. This is a
large increase over the 28 percent found in the 2007 MRR (p<0.001). (Data not
shown).
To broaden the assessment of what warranted pregnancy testing performed less than
28 days from the LMP, we looked for documentation of the stated reason(s) for the
pregnancy test (multiple responses were possible). A stated reason was missing from
81 percent of those records. See Figure 8.2.6. Ten percent of women reported
contraceptive method failure or unprotected sex, three percent reported late menses,
suggesting that the documented LMP was incorrect. Eight percent of clients requested
the test with no other explanation, two percent were attempting pregnancy, and less
than one percent had documentation of a clinical protocol requiring the test. Details of
protocols were not abstracted.
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Figure 8.2.6. Stated Reason(s)a for Pregnancy Test Performed <28 Days after Last
Menstrual Period (n=378)
Reason for Pregnancy Test

No.

%

No Reason Specified

305

81%

Method Failure or Unprotected Sex

36

10%

Client Requested Test, no Reason Given

29

8%

Period Late

10

3%

Attempting Pregnancy

8

2%

Clinical Protocol

3

<1%

a

More than one stated reason was possible.
Source: 2011 Family PACT Medical Record Review, Female General Sample.

Pregnancy Test Result by Client and Provider Characteristics
Among the 908 women with documentation of pregnancy testing, the test results were
available for 98 percent of tests. The pregnancy test positivity was 14 percent, which
was higher than the 11 percent found in the 2007 MRR (p<0.05). (Data not shown).
Women ages 19 and under and those ages 20-29 had higher proportions of positive
pregnancy tests (15 percent each), followed closely by those ages 30-39 (14 percent).
Seven percent of tests among clients 40 and older were positive.
Positive pregnancy test results were equally likely among those new to the program (51
percent) and continuing in the program (49 percent). However, a greater proportion of
women who were established with a provider tested positive (60 percent) than those
who were new to a provider (40 percent).
The proportion of positive pregnancy tests among clients served by public providers
was more than twice that of private providers (20 percent and 8 percent, respectively).
This was a greater difference than that found in the 2007 MRR (16 percent and 8
percent, respectively). (Data not shown). Among the office practice types, community
clinics had the highest pregnancy test positivity at 29 percent. See Figure 8.2.7.
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Figure 8.2.7. Pregnancy Testing Positivity by Provider Sector and Office Practice
Type (n=2,528)
29%

30%
25%
20%

18%

15%
10%

8%

8%

5%
0%
Private (n=438)

FQHC/RHC/IHS
(n=273)

Comminity Clinic
(n=129)

Private

Other Public (n=51)

Public

a

Excludes 17 pregnancy tests with no documentation of result.
Source: Family PACT 2011 Medical Record Review, Female General Sample.

When analyzed by specialty, the pregnancy test positivity found by primary
care/multi-specialty providers was higher than that of family planning/women’s health
specialists (16 percent and 10 percent, respectively; p<0.05). (Data not shown). In the
2007 MRR, the opposite was found with family planning/women’s health specialists
having significantly higher pregnancy test positivity than primary care/multi-specialty
providers (15 percent compared to 9 percent, respectively; p<0.01). (Data not shown).
Pregnancy Test Results by Method of Contraception
The intent to become pregnant, using no method of contraception, and contraceptive
method choice are indicators of the likelihood of receiving a pregnancy test. The group
of women with the highest proportion of pregnancy testing was those with
documentation of attempting pregnancy or infertility (62 percent). These women also
had the highest pregnancy test positivity (33 percent). See Figure 8.2.8. Half of the
women with documentation that no contraceptive method was used received a
pregnancy test, with 12 percent positivity. Thirty-two percent of records missing data on
the method used had a pregnancy test, and 15 percent of these had a positive result.
The proportion of women receiving a pregnancy test decreased with the most effective
methods, and the positivity with these methods declined to less than one percent.
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Figure 8.2.8. Pregnancy Testing and Positivity, by Primary Contraceptive Method
Percent with
Pregnancy
Testa
(n=891)

Percent
Positive
(n=126)

Female
General
Sample
(n=2,586)

%

%

No.

Tier 1: IUC, Implant, Sterilization (Female and Male)

17%

<1%

176

Tier 2: Injections, OC Pills, Patch, and Ring

31%

<1%

842

Tier 3: Barriers and Behavioral Methods

33%

1%

871

No Method

50%

12%

335

62%

33%

42

32%

15%

366

Primary Contraceptive Method

Pregnant/Seeking Pregnancy
a

Missing Data
a

Records missing data on contraceptive method at abstracted visit and/or documentation of pregnancy test result.
Source: 2011 Family PACT Medical Record Review, Female General Sample.

Clinical Protocols that Include Pregnancy Testing with Method Initiation
An irregular menstrual history and inconsistent contraceptive use may be clinical
indications for pregnancy testing prior to initiation of Tier 1 methods. Claims data
analyzed for those using Tier 1 methods (32 records) found that 30 percent had IUC
insertions and/or removals the same day or within 30 days of the pregnancy test. There
were no paid claims data for sterilization or implant procedures within 30 days before or
after the pregnancy test date for the remaining women in Tier 1. There were no reports
of female sterilization as the method of contraception at the time of the visit. There was
documentation that three women were contraceptive implant users; however, there was
no documentation of reason for the pregnancy test.
As part of an assessment for method initiation (e.g., menstrual history, timeliness of
injection, missed doses of pill, patch, or ring), a pregnancy test may be clinically
indicated when switching between Tier 2 methods, and between Tier 2 and Tier 1 (see
Method Switching below.) Nearly one-third (32 percent) of women using Tier 2
user-dependent hormonal methods, had a pregnancy test, but less than one percent
had a positive result.
Method Switching at Visits with Negative Pregnancy Test
A negative pregnancy test result given to a woman who has had unprotected
intercourse, a method failure (e.g., condom break or missed oral contraceptives), or
who is just beginning to explore family planning options, may serve as an opportunity for
the provider to encourage a shift to a more effective contraceptive method. To assess if
clients adopted more effective methods at these visits, we analyzed records with a
negative pregnancy test in which the contraceptive method before and after the visit
were both abstracted. See Figure 8.2.9.
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Figure 8.2.9. Primary Contraceptive Method at Beginning and End of Visit among
Women with a Negative Pregnancy Test (n = 702 a)
100%

80%

4%

7%

Tier 1: IUC, Implant,
Sterilization
37%

Tier 2: Injections, OC Pills,
Patch, Ring

52%
60%

40%

Tier 3: Barriers and Behavioral
Methods
No Method

39%

Attempting Pregnancy; Infertility
or Infertility Treatment

34%

20%
18%
2%

0%
Beginning of Visit

5%

2%

End of Visit

a

Excludes 63 negative pregnancy test visits that lacked documentation of method at end of visit.
Source: 2011 Family PACT Medical Record Review, Female General Sample.

The proportion of women who used Tier 1 methods prior to the pregnancy test visit
increased from four percent to seven percent at the end of the visit. The proportion of
women using Tier 2 methods increased from 37 percent before the visit to 52 percent
afterward. Women who used Tier 3 methods at the beginning of the visit declined from
39 percent to 34 percent at the end of the visit. Among women switching from Tier 3,
five percent adopted a Tier 1 method and 25 percent adopted a Tier 2 method.
Three-quarters of the women using no contraceptive method before the pregnancy test
adopted a method at the visit: seven percent adopted Tier 1 methods; 43 percent
adopted Tier 2 methods; and 25 percent adopted Tier 3 methods at the end of the visit.
The proportion of women attempting pregnancy remained the same at two percent both
at the beginning and end of the negative pregnancy test visit.
Pregnancy Test Result Follow-up
The Family PACT Program Standards require that pregnancy test counseling include
adequate information about the options appropriate to the test result in order for the
client to make an informed choice. The program standards outline the expectations for
appropriate counseling to accompany both positive and negative test results.
Contraceptive counseling is grounded in evidence4,5,6 to improve contraceptive use
and thereby reduce unintended pregnancy. Another measure of continuity of care for
clients with a positive pregnancy test is documentation of referrals or scheduling to
return for services of her choice. The program standards include the expectation for
provision of referrals to local resources for services that are beyond the scope of
program benefits.
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While it was possible that clients transitioned into other care within the same practice,
Family PACT eligibility and services end with a positive pregnancy test and subsequent
visit records were not abstracted.
The majority of visits (71 percent) in which a pregnancy test was performed contained
documentation of follow-up services that included referral and/or counseling as it related
to the test result. The 2007 MRR reported 99 percent of pregnancy testing visits had
such follow-up.
Documentation of Counseling and Follow-up to Positive Pregnancy Tests
The Family PACT Program Standards state that positive test results should be followed
by pregnancy options counseling that includes information about prenatal care,
adoption, and pregnancy termination services. Eighty-seven percent of the women with
a positive pregnancy test, had documentation of options counseling or referrals. See
Figure 8.2.10. This is similar to the 90 percent found in the 2007 MRR.
Figure 8.2.10. Documented Counseling and Referrals Provided for Clients with a
Positive Pregnancy Test, by Provider Sector and Specialty
Sector
Total with
Positive
Pregnancy
Test
(n=126)

Private
(n=36)

Specialty

Public
(n=90)

Family
Planning/
Women's
Health
(n=29)

Primary
Care/MultiSpecialty
(n=97)

Counseling and Referralsa

No.

%

No.

%

No.

%

No.

%

No.

%

Referral for Prenatal Care

82

65%

27

75%

55

61%

14

48%

68

70%

Counseled on Pregnancy Options

21

17%

3

8%

18

20%

7

24%

14

14%

Referred for Abortion

18

14%

2

6%

16

18%

9

31%

9

9%

Referred for Adoption Counseling

5

4%

0

0%

5

6%

2

7%

3

3%

Counseling, Unspecified

5

4%

1

3%

4

4%

4

14%

1

1%

Pregnancy Referral, Unspecified

4

3%

3

8%

1

1%

0

0%

4

4%

Referred for Additional Counseling

4

3%

0

0%

4

4%

1

3%

3

3%

Scheduled for Ultrasound

2

1%

2

6%

0

0%

1

3%

1

1%

No Documented Follow-up

16

13%

6

17%

10

11%

3

10%

13

13%

a

Exceeds 100 percent as clients may have received more than one type of service.
Source: 2011 Family PACT Medical Record Review, Female General Sample.

Of the 126 women who tested positive for pregnancy, 65 percent were referred for
prenatal care, 17 percent had documentation of pregnancy options counseling, and 14
percent were referred or scheduled for an elective abortion. Small percentages were
referred for adoption, other counseling, and unspecified pregnancy services. See
Figure 8.2.10.
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Public sector providers were more likely than private sector providers to document
counseling and referrals with positive pregnancy tests (89 percent and 83 percent,
respectively). See Figure 8.2.10. While this is a continuation of a trend found in the
2007 MRR (public 96 percent compared to private 85 percent), the gap between
provider sectors has narrowed by five percentage points, primarily due to a decrease in
documentation by public providers.
There were some notable differences in documentation patterns by specialty. Primary
care/multi-specialty providers were more likely than family planning/women’s health
specialists to refer for prenatal counseling (70 percent and 48 percent, respectively).
On the other hand, family planning/women’s health specialists were more likely than
primary care/multi-specialty providers to document pregnancy options counseling (24
percent and 14 percent, respectively) and referrals for abortions (31 percent and 9
percent, respectively). While the actual numbers were small, the proportion of records
with no documented follow-up occurred slightly more often with primary
care/multi-specialty providers (13 percent) than family planning/women’s health
specialists (10 percent). This is a reversal of the 2007 MRR, although not significant,
which found 12 percent without documentation of follow-up among family
planning/women’s health specialists and nine percent among primary
care/multi-specialty providers.
Documentation of Counseling and Follow-up to Negative Pregnancy Tests
The Family PACT Program Standards indicate that a client with a negative pregnancy
test “…shall be given information and referral resources about family planning
services.”1 With a negative pregnancy test result, information and referral resources
should be given for family planning services, preconception care, and infertility services,
as appropriate.
More than two-thirds of records with a negative pregnancy test (69 percent) had
documentation of counseling topics relevant to the test result. More than half of women
with negative pregnancy tests received counseling on method use and contraceptive
options. Emergency contraception (EC) was documented for 15 percent of these
clients. See Figure 8.2.11.
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Figure 8.2.11. Counseling Topics Documented for Clients with Negative
Pregnancy Test (n=765)
Women with
Negative
Pregnancy Test

Proportion
Counseled by
Topic

Counseling Topics Documenteda

No.

%

Method Use/Options

436

57%

STI and HIV Prevention

273

36%

EC

117

15%

General Wellness Topic(s)

71

9%

Alcohol or Substance Abuse

45

6%

Preconception Care

31

4%

Weight Management

13

2%

Folic Acid Use

4

0.5%

234

31%

No Counseling Documented
a

Clients may have been counseled on more than one topic.
Source: 2011 Family PACT Medical Record Review, Female General Sample.

Of the 765 women with a negative pregnancy test, 93 percent had documentation of
their family planning intentions, similar to the 94 percent reported in the 2007 MRR.
Most women with a negative pregnancy test had chart documentation of having, or of
leaving the visit with, a method (84 percent); seven percent declined or left without a
method; and two percent were attempting pregnancy. See Figure 8.2.12.
Figure 8.2.12. Counseling and Follow-up for Clients with a Negative Pregnancy
Test (n=764a)
Type of Follow-up Documented (n=764)a

No.

%

Client has or Left with Method, Prescription, or Plan

645

84%

Counseling not Documented; Client Declined or Left without Method

29

4%

Counseling Documented; Client Declined or Left without Method

22

3%

Client Attempting Pregnancy; Infertile/Infertility Treatment

14

2%

Unable to Tell from Chart if Client has Method or Attempting Pregnancy

54

7%

Method Use/Options

440

83%

EC

117

22%

5

<1%

Counseling Documented (n=531)

b,c

Fertility Awareness/Infertile/Infertility Treatment
a

Excludes one record with missing value.
Counts of clients who received counseling are not distinct; multiple topics may have been discussed.
c
Excludes 234 records with negative pregnancy test and no documentation of counseling.
Source: 2011 Family PACT Medical Record Review, Female General Sample.
b
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In terms of documentation of counseling topics with a negative pregnancy test result, 83
percent of visits had documentation about contraceptive method use/options, 22
percent had documentation of EC, and less than one percent had documentation of
counseling on infertility. There were no significant differences between public and
private providers in follow-up to a negative pregnancy test.
Additional analysis of records for those leaving with a contraceptive method showed
that 16 percent initiated a method using the Quick Start protocol, and 11 percent left
with EC dispensed onsite. (Data not shown). See Chapter 4, Contraceptive Services to
Female Clients, for additional information on Quick Start.

Discussion
Pregnancy testing is an integral part of comprehensive family planning services. The
2005 Clinical Practice Alert, “Urine Pregnancy Testing in the Office,” and the biannual
provider profiles2 offer ongoing program guidance and feedback on the clinical
indications for pregnancy testing while discouraging routine testing. The 2011 MRR
showed that the proportion of women with a pregnancy test decreased 20 percent from
the 2007 MRR.
Noting the date of the LMP is satisfactory documentation in determining medical
necessity for a pregnancy test. One-quarter of women with a documented LMP less
than 28 days from the visit date were given a pregnancy test. With the exception of
women with an irregular menstrual history, there is no medical indication for performing
a pregnancy test less than 28 days from the LMP,7 even when the woman is starting or
switching to a Tier 1 or Tier 2 method. Indeed, there are limitations to qualitative
pregnancy testing when attempting to rule out early pregnancy.7 Provider education
should include recording the LMP at each visit along with routine vital signs.
Documentation of medical necessity for performing laboratory tests also must be
included in provider training.
Nearly one in five women using Tier 1 methods received a pregnancy test, yet the
failure rates of these methods are extremely low and the need for pregnancy testing is
expected to be a rare event. Providers and clients should be thoroughly educated on
the potential for irregular/unpredictable bleeding patterns, particularly with the Implanon
and Mirena,8 which may lead to unnecessary pregnancy tests.
Some pregnancy tests may have been appropriate with initiation of a Tier 1 method or
with Quick Start protocols; however, the contraceptive method before the visit, one
component of clinical indication for pregnancy testing, frequently was not documented.
Switching within Tier 2 methods, and between Tier 2 and Tier 1, can be safely
accomplished by overlapping doses with no gaps in contraceptive coverage,9 making
most pregnancy tests unnecessary.
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A pregnancy test is not necessary for dispensing EC for an episode of unprotected sex
or method failure. The exception may be if there was a prior episode of unprotected sex
earlier in the month.10 The medical record should include clinical indications for EC and
an associated pregnancy test.
The higher yield of positive results found in this MRR compared to the 2007 MRR was
likely a reflection of providers’ increased understanding of assessing medical necessity
before performing a test and targeted testing of higher risk clients. The office practice
type, other public provider (e.g., outpatient clinics), had the smallest proportion of
pregnancy tests and their positivity was equivalent to private sector providers. Due to
the low-volume of family planning clients, these providers may not elect to access
and/or implement Family PACT guidance such as clinical practice alerts and provider
profiles. Economies of scale may mean these providers are hardest to reach with
program support efforts. Family PACT should consider the small providers for targeted
training and technical assistance.
Family planning/women’s health specialists were more likely, but not significantly, to
document referrals and counseling with a positive result than primary
care/multi-specialty providers, a reversal from 2007 MRR findings. These findings may
be a reflection of the client’s selection of specialty provider as well as preference of
referral resources. Referrals made may indicate client-centered counseling and the
pregnancy outcome the client desired and are not necessarily a limitation of providers’
referral resources. However, since the Family PACT Program Standards require
documentation of follow-up provided to all clients with a positive pregnancy test, a 13
percent rate of “no documented follow-up” is disappointing. Provider training should
focus on documentation of counseling and referrals consistently by all providers.
A negative pregnancy test visit is an opportunity for providers to counsel clients in
adopting more effective methods, and there was good evidence of contraceptive
adoption and method switching at this visit. The proportion of women adopting a more
effective method, as well as a decrease in the proportion of women using no method
after a negative result, exceeded those of the Female GEN Sample overall (see
Chapter 4, Contraceptives Services to Female Clients), indicating that having a
pregnancy test visit impacts increased contraceptive use and increased adoption of
more effective methods.
It appears that among the 908 pregnancy tests, at least 45 percent (429) had missing or
insufficient documentation of clinical indication for the test. This may suggest
overutilization of pregnancy testing services. Provider training resources should be
directed to documentation of medical indication for pregnancy testing in accordance
with program standards.
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8.3. Chlamydia Screening and Treatment
Introduction
The Family PACT Program Standards state that the diagnostic and treatment services
for STIs shall be consistent with national and state medical practice standards as
reflected in the Family PACT Policies, Procedures, and Billing Instructions (PPBI).1,2
Results from prior MRR evaluations of care have been used to design several program
quality improvements addressing key aspects of Chlamydia trachomatis (CT) care and
management including dissemination of a clinical practice alert on CT and GC
screening, feedback on provider-specific CT screening data in the semi-annual provider
profiles, and statewide audio/webinar conferences given jointly by the STD Control
Branch and Family PACT to review updates in STI practice guidelines. In light of these
interventions, the primary evaluation questions to be addressed with the 2011 MRR
were as follows:


Did sexual risk assessment rates increase in the 2011 MRR as compared with the
2007 MRR and were there differences by client and provider characteristics?



Was CT testing conducted according to program clinical guidelines?



Did the proportion of clients with a positive CT test with documented treatment,
partner management, and retesting increase in the 2011 MRR as compared with the
2007 MRR?



Did the proportion of clients at risk of STI with documented STI/HIV counseling
increase in the 2011 MRR as compared with the 2007 MRR?



Was pelvic inflammatory disease (PID) appropriately diagnosed and managed?

From the 2,632 abstracted records in the Female GEN Sample and the 351 records in
the Male GEN Sample, 45 female client records and four male client records were
excluded due to incomplete data. Additionally, from the 379 client records in the
Female CTP Sample and 120 records in the Male CTP Sample, 39 females and eight
males were excluded due to a lack of documentation supporting their designation as a
positive case. Analyses in this chapter are based on the remaining 2,934 abstracted
records from the GEN Samples and 452 records in the CTP Samples.

Findings
Sexual Risk Assessment
Risk assessment, a key aspect of quality STI services, is used to ascertain which clients
are at higher risk of acquiring or having an STI and who would benefit from screening
and risk-reduction counseling.3 According to the Family PACT Program Standards, risk
assessment in the form of a checklist or narrative outline should be conducted at least
once every two years to inform clinical decision-making.
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Overall, a risk assessment was documented among 58 percent of all clients: 59 percent
of female clients and 56 percent of male clients. Risk assessment was more prevalent
among clients of both genders seen by public sector providers (p<0.05). See Figure
8.3.1. When compared with the 2007 MRR, the risk assessment rate was similar for
female clients (57 percent) but lower for male clients (71 percent). (Data not shown).
In assessing whether the use of a standardized tool increased the rate of documented
risk assessment, we found that clients served by public providers were more likely (46
percent) than clients seen by private sector providers (33 percent) to have a
standardized risk assessment tool (p<0.05); among providers using a standardized risk
assessment tool, clients seen by public sector providers were still more likely to have a
risk assessment (70 percent) than clients seen by private sector providers (62 percent;
p<0.05). (Data not shown).
Figure 8.3.1. Documentation of Risk Assessment, by Gender and Provider Sector
(n=2,934)

60%

Male
(n=351)

49%

64%

Female
(n=2,632)

52%

0%

10%

20%

30%

Public Sector*

40%

50%

60%

70%

Private Sector

*p<0.05 Public vs. private sector.
Source: 2011 Family PACT Medical Record Review, Male and Female General Samples.

All sexually active women under age 26 should be screened for CT infection annually,
but screening in women age 26 and older should be restricted to those who are at
increased risk as determined by risk assessment (e.g., multiple partners, recent STI
diagnosis, or a new partner).1,2 A significantly lower proportion of females age 26 years
and older had a documented risk assessment than younger females (56 percent and
62 percent, respectively; p<0.05). See Figure 8.3.2. There was little change when
compared to the 2007 MRR.
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Figure 8.3.2. Documentation of Risk Assessment, Females, by Age, 2007 MRR vs.
2011 MRR
2007 MRR

2011 MRR

% with Risk
Assessment

Total
No.

% with Risk
Assessment

Total
No.

Under 26

60%*

1,082

62%*

1,184

26 and Over

55%

1,208

56%

1,403

Total

57%

2,290

59%

2,587

Age

* p<0.05 Females 26 and over vs. under 26.
Source: 2011 and 2007 Medical Record Review, Female General Sample.

Having a documented risk assessment varied by race/ethnicity. Among female clients,
Black women had the highest proportion of clients with documented risk assessment
(69 percent) compared to White women (65 percent) and Latinas (55 percent; p<0.001).
Among males, risk assessment occurred more frequently among Whites (67 percent)
than among Black (64 percent) and Latino clients (50 percent; p<0.05). (Data not
shown).
The frequency of documented risk assessment varied significantly by provider specialty
among female clients and ranged from 51 percent among clients served by family
planning/women’s health specialists to 64 percent among clients served by primary
care/multi-specialty providers (p<0.05). In contrast, there was no variation in the
proportion of male clients with documented risk assessment by provider specialty.
(Data not shown).
Chlamydia Screening
The proportion of females screened for CT at a given visit in 2009 was evaluated in the
GEN Sample and based on whether abstractors found a CT test in the medical record
for 2009. Overall, 44 percent of the clients from the Female GEN Sample were tested
for CT during the abstracted visit. The proportion of females under age 26 who were
tested at the abstracted visit was higher (47 percent) than among females age 26 and
older (41 percent).
Public sector providers were more likely to screen young females (49 percent) than
private providers (45 percent). Conversely, public sector providers were less likely to
screen older females (39 percent) than private providers (44 percent). See Figure
8.3.3.
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Figure 8.3.3. Clients Tested for Chlamydia at Abstracted Visit, by Provider Type,
Client Gender, and Age Group (n=2,934)
Females
Provider Sector and
Client Age Group

Males

Percent
Tested

Total

Percent
Tested

Total

44%

1,202

80%

139

Under 26

45%

512

84%

67

26 and Over

44%

690

76%

72

44%

1,385

73%

208

Under 26

49%

672

82%

128

26 and Over

39%

713

58%

80

44%

2,587

76%

347

Provider Sector
Private

Public

Total

Source: Family PACT 2011 Medical Record Review, Female and Male General Samples.

Overall a higher proportion of male clients (76 percent) had a CT test at the abstracted
visit compared to female clients (44 percent). A higher proportion of male clients served
by private sector providers (80 percent) were tested compared with public sector
providers (73 percent). Higher levels of CT testing were noted for male clients under
age 26 compared with older male clients, with a larger difference in proportions
observed among public providers (82 percent for younger clients compared to 58
percent for older clients). See Figure 8.3.3.
Diagnostic testing is indicated when clients report lower genital tract symptoms; e.g.,
vaginal/urethral discharge, bleeding, pain, etc., or because of contact with an infected
partner; appropriate treatment can then be determined based on these test results. To
assess the degree to which CT testing was associated with symptoms, we identified
specific symptoms and complaints, including contact with an infected partner, in the
medical record. Similar proportions of visits with CT testing were associated with
symptoms or STI contact among females (23 percent) and males (22 percent),
indicating that the majority of testing for CT among both sexes was associated with
screening of asymptomatic clients. See Figure 8.3.4. These proportions were lower
than reported in the 2007 MRR where nearly half of visits with CT testing were
associated with symptoms or STI contact, thus reflecting an increasing trend in CT
testing of asymptomatic clients.
Among visits where female clients were tested for CT, 22 percent of young female
clients and 24 percent of older female clients had documentation of symptoms or STI
contact. See Figure 8.3.4. The most common presenting complaint among females
was vaginal discharge or odor, reported in 10 percent of tested clients.
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Figure 8.3.4. Symptoms and Sexually Transmitted Infection Contact Documented
in Visits with Chlamydia Test (n=1,401)
Females
Under 26
(n=558)

Males

26 and Over
(n=581)

Under 26
(n=161)

26 and Over
(n=101)

Symptoma

No.

%

No.

%

No.

%

No.

%

STI Contact

5

<1%

0

0%

2

1%

3

3%

Painful Intercourse

16

3%

11

2%

1

<1%

0

0%

Sore, Lesion, Bump, Rash
on Genitals

9

2%

8

1%

24

15%

15

15%

Genital Itching

31

6%

30

5%

11

7%

8

8%

Dysuria

20

4%

30

5%

–

–

–

–

Abnormal Bleeding

10

2%

29

5%

–

–

–

–

Vaginal Discharge or Odor

57

10%

59

10%

–

–

–

–

Pelvic Pain

29

5%

32

6%

–

–

–

–

–

–

–

–

3

2%

3

3%

121

22%

142

24%

34

21%

23

23%

Testicular Pain
Any Symptom/Contact
a

Symptoms are not mutually exclusive.
Source: 2011 Family PACT Medical Record Review, Female and Male General Samples.

Conversely, regarding testing of symptomatic clients, 52 percent of young women with a
presenting sign or symptom were tested at the visit compared to 42 percent of older
symptomatic females. (Data not shown). Diagnostic testing of young females was
more frequent among those served by public sector providers (54 percent) compared to
private sector providers (49 percent). In contrast, diagnostic testing of older females
was more frequent among those served by private sector providers (47 percent)
compared to public sector providers (37 percent).
Testing rates among male clients with symptoms or STI contacts are higher. The
testing rate among male clients with a diagnostic reason was higher among younger
male clients (72 percent) compared to older males (66 percent). The proportion of older
males tested diagnostically differed by provider sector; 85 percent of older male clients
served by private sector providers were diagnostically tested compared with 60 percent
among those served by public sector providers.
Chlamydia Screening among Clients Tested for Pregnancy
Female clients who present for a pregnancy test should be considered at risk for
acquisition of an STI as well as for pregnancy due to unprotected sex; this represents
an opportunity to screen since the urine specimen submitted for a pregnancy test also
can be split to enable a CT/GC test by a highly sensitive and specific method (i.e.,
nucleic acid amplification) available in Family PACT benefits.4 Of the 2,587 female
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clients in the GEN Sample, 35 percent received a pregnancy test. Of those tested for
pregnancy, 41 percent also were tested for CT. There were no differences in the
proportion tested by age or provider sector.
When analyzed by “reason for visit,” the highest proportion of clients tested for CT were
among those presenting for routine annual screening (100 percent), followed by
contraception (41 percent), pregnancy tests (23 percent), and EC (23 percent).
Chlamydia Prevalence
CT prevalence monitoring in family planning clinics has enabled programs to follow
trends in CT morbidity and to evaluate the efficiency of screening. Specifically, CT
prevalence of at least three percent has been shown to be the cost-effective cut-off for
universal screening; this prevalence level has been consistently observed among
adolescent and young adult females.5 Screening of females age 26 and older have
yielded lower prevalence rates than younger women, resulting in lower
cost-effectiveness for programs which routinely screen asymptomatic older women and
the potential for lower test positive predictive value.
Chlamydia positivity among clients with symptoms and/or an STI contact and those
without symptoms and/or an STI contact were calculated to estimate CT prevalence by
gender in the GEN Sample. The overall CT prevalence among asymptomatic women
(five percent) was lower than that of symptomatic women (12 percent). Among
asymptomatic women, those under age 26 yielded the highest prevalence (seven
percent) and those ages 30 and older yielded the lowest (two percent). Among
symptomatic women, a similar pattern by age group was seen with those under age 26
yielding the highest prevalence (18 percent) and those age 30 and older yielding the
lowest (three percent).
Among male clients, overall prevalence rates were slightly higher among asymptomatic
(23 percent) than symptomatic clients (21 percent). Prevalence rates in males were
highest among those age 26 and older for both asymptomatic (27 percent, age 26 to 29)
and symptomatic groups (31 percent, age 30 and over). See Figure 8.3.5.

128

Figure 8.3.5. Chlamydia Positivity among Symptomatic and Asymptomatic
Clients, by Gender and Age (n=1,401)
Asymptomatic Clients

Symptomatic Clients

Percent
Positive

Total No.
Tests

Percent
Positive

Total No.
Tests

5%

876

12%

263

Under 26

7%

437

18%

121

26 to 29

5%

116

12%

49

30 and Over

2%

323

3%

93

23%

205

21%

57

Under 26

24%

127

21%

34

26 to 29

27%

30

0%

7

30 and Over

17%

48

31%

16

Client Gender and Age
Females

Males

Source: 2011 Family PACT Medical Record Review, Female and Male General Samples.

Treatment for Chlamydia Cases
Timely treatment of CT cases is critical in reducing the potential for upper genital tract
complications, such as PID in women, and for interrupting transmission to partners.
The Centers for Disease Control and Prevention (CDC) has defined two performance
measures for timely CT treatment: 1) the proportion of female CT cases that are treated
within 14 days of specimen collection; and, 2) the proportion of female CT cases that
are treated within 30 days of the specimen collection date.6 The goal is to increase
the proportion of cases who receive timely treatment, preferably within 14 days.
Treatment data were abstracted from the medical records from the CTP Samples. Time
to treatment was defined as the number of days from CT test date to documented CT
treatment date. Of the 452 total CT cases, 365 clients (81 percent) had both a test date
and treatment date documented in the chart, allowing for calculation of time to
treatment.
Overall, 81 percent of female and 90 percent of male cases were treated within 14 days
of the CT test date. See Figure 8.3.6. The proportion of females treated within 14 days
has increased from 66 percent in the 2007 MRR, and increases were observed for both
public and private sector cases. Ninety-two percent of female cases and 98 percent of
male cases were treated within 30 days of testing.

129

Figure 8.3.6. Time from Chlamydia Test Date to Treatment, by Client Gender and
Provider Sector (n=365)
Cases with Documented Treatment Dates
Client Gender and Time
from Test to Treatment

Private Practice

Public

Total

No.

%

No.

%

No.

%

114

100%

162

100%

276

100%

Same Day as Test

10

9%

23

14%

33

12%

1-7 days

38

33%

70

43%

108

39%

8-14 days

38

33%

45

28%

83

30%

15-30 days

15

13%

14

9%

29

11%

31-90 days

11

10%

7

4%

18

7%

>90 days

2

2%

3

2%

5

2%

38

100%

51

100%

89

100%

Same Day as Test

20

53%

25

49%

45

51%

1-7 days

8

21%

10

20%

18

20%

8-14 days

9

24%

8

16%

17

19%

15-30 days

1

3%

6

12%

7

8%

31-90 days

–

–

1

2%

1

1%

>90 days

–

–

1

2%

1

1%

Females

Males

Source: 2011 Family PACT Medical Record Review, Female and Male CTP Samples.

Of presumptively treated cases, 73 percent of female and 62 percent of male cases
reported having an STI-infected partner or STI-related symptoms. The proportion of
cases that was presumptively treated did not change significantly from the 2007 MRR
for either female or male cases or by provider sector. The higher proportion of male
cases being treated within 14 days than female cases is largely driven by this higher
proportion of male cases being presumptively treated compared to female cases. This
difference by gender was consistent with males being likely to seek care in Family
PACT because of an STI concern, contact, or symptom. Of male CT cases, 37 percent
of those seen by public sector providers presented with an STI contact or symptom
compared to 51 percent of cases seen by private providers. Of female CT cases, 36
percent of those seen by public sector providers presented with an STI contact or
symptom compared to 31 percent of cases seen by private providers. These
differences were not statistically significant.
Type of treatment data was available for 83 percent (377) of the abstracted cases.
Providers treated CT according to the CDC STD Treatment Guidelines. 1 Most cases
(85 percent of female and 81 percent of male cases) were treated with a single dose
therapy of azithromycin which is the first-line recommendation because of high
effectiveness and patient compliance. The second most frequently prescribed
treatment (10 percent of female cases and 15 percent of male cases) was doxycycline,
which is equally effective but requires a seven-day course and thus, has potentially
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lower patient compliance. See Figure 8.3.7. The percentage of clients treated with one
gram of azithromycin has increased steadily since the 2002 MRR, when only 54 percent
of female cases and 35 percent of male cases received this regimen. (Data not shown).
Figure 8.3.7. Type of Treatment for Chlamydia Cases (n=377)
Cases by Documented Treatment Type
Female (n=272)

Male (n=105)

Treatment

No.

%

No.

%

Azithromycin 1 gm

238

85%

86

81%

Azithromycin 2 gm

5

2%

1

<1%

Doxycycline

29

10%

16

15%

Erythromycin

0

0%

0

0%

7

3%

3

3%

1

–

1

–

Other
a

Two Treatment Types
a

Case treated with two of any of the following: azithromycin 1 gm, azithromycin 2 gm,
doxycycline, or erythromycin.
Note: Treatment types are not mutually exclusive. Columns do not sum to the total due to dual
treatment.
Source: 2011 Medical Record Review, Female and Male CTP Samples.

Partner Management
Partner management is the process by which partners of CT-positive or suspected
CT-positive cases are identified for follow-up which includes examination, testing,
treatment, and risk-reduction counseling. The most common method for partner
management in the family planning setting has been patient self-referral because it
requires little in the way of clinic resources; yet this approach results in low rates of
partner treatment (between 40 and 60 percent, depending on the study).7 Partner
management was defined as any one of the following occurrences noted in the medical
record: client was instructed to tell the partner to get treated or to bring the partner in
when s/he comes in for treatment (patient self-referral); clinic staff contacted partner
directly; client was referred to the local health department for help with partner
notification; client was given patient-delivered partner therapy (PDPT) to administer to
the partner; partner came into the clinic with the client for testing, exam, and/or
treatment; or, the client came into the clinic as a contact of a diagnosed case.
Overall, 70 percent of female cases had documented partner management, similar to
the 69 percent estimated in the 2007 MRR. For male cases, 63 percent had
documented partner management, which was lower than the estimate of 72 percent in
the 2007 MRR. For female cases, public sector providers were more likely to document
partner management than private sector providers (73 percent compared to 64) but the
difference was not significant and was smaller than that found in the 2007 MRR. See
Figure 8.3.8. In contrast, a higher proportion of male cases seen by private sector
providers (71 percent) had documented partner management compared to male cases
seen by public sector providers (58 percent).
131

Figure 8.3.8. Chlamydia Cases with Documented Partner Management, by Age
and Provider Sector (n=452)
Female Clients

Male Clients

Percent with
Partner
Management

Total No.
Cases

Percent with
Partner
Management

Total No.
Cases

Under 26

68%

260

60%

86

26 and Over

74%

80

69%

26

Private

64%

129

71%

41

Public

73%

211

58%

71

70%

340

63%

112

Client Age and
Provider Sector
Age

Provider Sector

Total

Source: 2011 Female and Male CTP Samples.

Expedited partner therapy includes a variety of opportunities to increase levels of
partner treatment other than through patient self-referral or provider contact.8
Legislation to enable PDPT was passed by the California State Legislature (Senate Bill
648) in 2001. Patient-delivered partner therapy is the most common form of expedited
partner therapy in which a patient diagnosed with an STI is given medication or
prescription to deliver to his or her sex partners when the partner is unlikely or unable to
seek care.
Overall, 18 percent of female cases and 10 percent of male cases received PDPT as
documented in either written notes or standardized forms in the medical record. The
proportion found for female cases was lower than that observed in the 2007 MRR (20
percent), and there was no change for male cases.
A higher proportion of female cases seen by public sector providers (23 percent)
received PDPT than cases seen by private sector providers (10 percent; p<0.05). See
Figure 8.3.9. Proportions of PDPT did not differ significantly by provider specialty.
Similar differences by provider sector were seen among female cases in the 2007 MRR.
In contrast, there were no differences seen in the proportion of male cases with PDPT
by provider sector or specialty, unlike the 2007 MRR where male cases were more
likely to have received PDPT by family planning/women’s health specialists (19
percent), compared to primary care/multi-specialty providers (four percent). (2007 MRR
data not shown).
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Figure 8.3.9. Chlamydia Cases with Documented Patient-Delivered Partner
Therapy, by Provider Sector and Specialty (n=452)
Female Clients

Male Clients

Percent
with
PDPT

Total No.
Cases

Percent
with
PDPT

Total No.
Cases

10%

129

10%

41

23%*

211

10%

71

Family Planning/Women's Health

20%

122

10%

30

Primary Care/Multi-Specialty

17%

207

9%

79

18%

340

10%

112

Provider Sector and Specialty
Provider Sector
Private
Public
Provider Specialty

a

Total
a

Eleven female clients and three male clients with missing provider specialty data were excluded.
* p<0.05 Female clients, public vs. private.
Source: 2011 Family PACT Medical Record Review, Female and Male CTP Samples.

As noted in Figure 8.3.7, few cases (six females and two males) received medication
regimens suggestive of the client’s treatment plus potential PDPT but did not have
PDPT documented in the medical record (e.g., two grams of azithromycin, multiple
medications dispensed or prescribed in the same visit, or medication both dispensed
directly by the provider and given as a prescription). Family PACT policy limits services
to enrolled clients only, and the extent to which providers limit PDPT to cases with
enrolled partners is unknown. PDPT may be reimbursed through another payer source
for non-enrolled partners. Payer source for services to partners cannot be determined
in the MRR; thus, the MRR may underestimate the true extent of PDPT for Family
PACT cases.
Retesting and Reinfection
There are numerous observational follow-up studies of female CT cases in which the
repeat infection rate within the first year ranged from 10 to 30 percent.9 To reduce the
risk associated with undetected asymptomatic repeat CT infections, CT cases should be
retested within three to four months after the initial infection regardless of symptom
status.1
We evaluated adherence to retesting guidelines for CT clients and reinfection among
those retested. Retesting was defined as the proportion of female clients with a
documented positive CT test that was retested for CT after one month (excluding test of
cure), but within six months of the initial positive test. To enable an accurate estimate of
retesting within one to six months, additional linkage to CT test claims was also
conducted for 2011 MRR CT positives. The repeat infection rate was defined as the
proportion of clients retested that had a positive result.
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The 2011 MRR also assessed whether providers offered STI counseling to female
clients including a recommendation to retest three months after the initial diagnosis.
Overall, 80 percent of female CT cases had a record of clinician STI counseling with
higher levels of STI counseling among cases seen by public sector providers (82
percent), particularly community clinics (91 percent). See Figure 8.3.10. The proportion
of male CT cases with STI counseling was similar (83 percent). (Data not shown). The
overall retesting rate for female cases was 55 percent and considerably higher than the
estimate from the 2007 MRR (32 percent) and the sample of clients tested by Quest
Diagnostics in 2009 (39 percent). The proportion retested was relatively higher among
older female cases, cases served by private sector providers, and primary
care/multi-specialty providers. The proportion of female CT cases seen at
FQHC/RHC/IHS clinics that were retested was lowest at 49 percent.
The proportion of retested female clients who were reinfected based on 2011 MRR data
only was nine percent (four cases), consistent with previously reported high levels
among Family PACT clients served by Quest Diagnostics. Higher repeat infection rates
were found among clients served by public sector providers and family
planning/women’s health specialists.

134

Figure 8.3.10. Female Chlamydia-Positive Clients Counseled for Retesting and
Retested, by Client Age and Provider Sector and Specialty (n=340)
STI
Counselinga

No.

Percent of
Total No.
CT-Positive
Cases

Under 26

206

26 and Over

Females Retested
(Among All CT Positive)

No.

Percent of
Total No.
CT-Positive
Cases

Total No.
CT-Positive
Cases

79%

140

54%

260

65

81%

47

59%

80

Private

99

77%

80

62%

129

Public

172

82%

107

51%

211

Private Practice

99

77%

80

62%

129

FQHC/RHC/IHS

82

75%

54

49%

110

Community Clinic

74

91%

42

52%

81

Other Public

16

80%

11

55%

20

101

83%

61

50%

122

163

79%

116

56%

207

271

80%

187

55%

340

Client Age, Provider
Sector, Practice Type,
and Specialty
Age

Provider Sector

Office Practice Type

Provider Specialty

b

Family Planning/
Women's Health
Primary Care/
Multi-Specialty
Total
a

Broad Definition = documentation of recommendation to return after four weeks for retest or documentation of
STI/HIV counseling or documentation of provider education regarding STI test result, follow-up, STI prescription,
partners.
b
Selected Provider Specialties do not include seven female clients counseled for STIs and 10 female clients retested
for CT.
Source: Family PACT administrative data and 2011 Family PACT Medical Record Review, CTP Sample.

Pelvic Inflammatory Disease
Pelvic Inflammatory Disease is an adverse reproductive outcome that has been
associated with untreated or inadequately treated bacterial STIs such as CT or
GC.10,11 Risk assessment, screening for CT or GC, appropriate treatment, and partner
management should be included in the management of PID so as to reduce further
reproductive consequences on fertility. 1
Of the 131 clients in the Female GEN Sample with a documented PID diagnosis in the
abstracted visit, only five had a corresponding diagnosis code (International
Classification of Diseases, Ninth Revision [ICD-9]) on a paid claim associated with the
visit. Of the 33 clients from the Female CTP Sample that had a documented PID
diagnosis in the MRR, none had a corresponding paid claim.
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Of the documented PID cases in the GEN Sample, 58 percent had a documented risk
assessment in the medical record; while no differences in the presence of a risk
assessment were noted by age, race/ethnicity, or provider specialty, public sector cases
were more likely to have a risk assessment (71 percent) compared with private sector
cases (48 percent). Nearly all PID cases had documented CT testing as part of the
clinical management.

Discussion
Since the 2007 MRR, there have been significant program efforts to improve the
frequency and scope of risk assessments, adherence to guidelines on annual CT
screening of adolescent and young adult females, and management of partners of CT
cases. These interventions were in the form of technical assistance to providers via
clinical practice alerts, development of standardized risk assessment forms,
semi-annual mailings of provider profiles with trend data on CT screening by age, and
regional/statewide provider forums. The 2011 MRR provides data to evaluate the
impact of some of these interventions.
The OFP developed a standardized risk assessment form as a quality improvement tool
for use by program clinicians to assist with documentation of medical history and sexual
risk behaviors. Since these forms were made available, no major increases in risk
assessment among female clients were noted. The lower rates of documented risk
assessment in women tested for CT, specifically among women age 26 and older, is
consistent with higher than expected CT testing rates of older females based on claims
analysis. Without documented risk assessment for this age group to support testing
based on symptoms or screening based on sexual risk behaviors, high testing levels
among older women may not be justified.12 It should be noted, however, that the data
presented here found that most clients tested for CT were asymptomatic. Furthermore,
CT positivity was found to be high for asymptomatic clients and, with the exception of
females age 30 and over, suggested that even without high levels of risk assessment
the yield was above the threshold for cost-effective screening. The observed increase
in CT positivity since the 2007 MRR suggests that more efficient implementation of
targeted screening and testing may actually be occurring. If risk behaviors were
routinely documented among older women, these data could be used to demonstrate
the effectiveness of those behavioral criteria for identifying CT infection in this age
group.
Management of CT cases continues to be an important area for program quality
improvement. Although the majority of CT cases were treated in a timely fashion and
with CDC recommended treatment regimens, other components of follow-up care merit
attention. While the 2011 MRR indicated that adherence to retesting of cases has
increased since the 2007 MRR, these levels can be improved, as is the case in other
clinic populations throughout the U.S. as well.13 The high reinfection rate among the
few cases that were retested lends urgency to increasing the retesting rates. Identifying
client-level interventions to increase return visits for retesting, clinic-level interventions
to increase access to testing, and increasing provider adherence to retesting are priority
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areas for CT control programs.14,15 Furthermore, numerous efforts to evaluate the
impact of innovative methods to increase retesting are underway, such as texting
reminders and electronic chart prompts, and may be considered for program
implementation if shown to be effective.
High reinfection rates may be related to reinfection from an untreated partner or
exposure to a new partner who is infected. No increases in the level of partner
management documentation were observed and reasons for this are unclear. A
potential factor might be less outreach or treatment occurring for partners who may not
be eligible for services in Family PACT. Additionally, there has been decreased
availability for dedicated funding for PDPT in 2009 compared with 2005.
Documentation for partner management may not be adequately captured in the medical
record forms used by providers for a number of reasons, such as lack of documentation
regarding clients other than the index client, including those not under the provider’s
direct care and/or those not enrolled in Family PACT. Efforts to improve documentation
are warranted since there are no other data sources that capture the degree to which
partner management is conducted by providers. These data are important for
developing targeted interventions including expansion of expedited partner therapy
options for enrolled clients, particularly among private sector providers for female cases
and public sector providers for male cases, to decrease client risk of repeat CT infection
through more effective partner management and STI/HIV counseling.
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8.4. Cervical Cytology Testing
Introduction
As part of the goal to maintain and protect optimal reproductive health, Family PACT
services include diagnosis and treatment of cervical abnormalities and pre-invasive
cervical lesions for women. The program standards require that screening for cervical
cancer by cervical cytology (Pap smear) be provided onsite and in accordance with
recognized medical practice standards.
Between 2002 and 2004 the American Cancer Society, the U.S. Preventive Services
Task Force, and the American College of Obstetricians and Gynecologists issued
revised guidelines for the frequency of cervical cancer screening through cervical
cytology.1,2,3 In August 2005, Family PACT issued a clinical practice alert announcing
the adoption of these revised cervical cancer screening guidelines, which lengthened
the screening interval for the majority of women to three years depending on age,
history, and the screening test utilized.4 The impact of these changes should be
reflected in the 2008 to 2010 visit data collected in the 2011 MRR.
While information about the provision of screening tests and treatments reimbursed
through Family PACT is available from claims data, the MRR provides a unique
opportunity to validate this data and to determine the frequency of cervical cytology
tests for individual clients.
In this section, we focus on the following questions:
 Did the proportion of women who receive a cervical cytology test annually decrease
since the last MRR and since the release of the revised screening
recommendations?


Based on claims and medical record data, what was the screening incidence of
cervical cytology testing over the three study years and did this differ by client and
provider characteristics?

Analyses presented in this chapter are based on data collected from the 2,632
abstracted records in the Female GEN Sample, supplemented with administrative
claims data for the same years (2008 to 2010). Client charts were assessed for cervical
cytology services received in 2008, 2009, and 2010, regardless of payer source.

Findings
Frequency of Cervical Cytology Tests
A total of 1,919 clients (73 percent) in the Female GEN Sample received at least one
cervical cytology test from 2008 to 2010, while 27 percent had no documentation of a
test during the three-year period of interest. Forty percent of women (1,064) received
one test and 33 percent (858) received two or more tests. Over the three years, eight
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percent (219) received three tests. The resulting average annual screening rate found
in medical charts was 38 percent, a lower rate than the 49 percent reported in the 2007
MRR (p<0.001). (2007 MRR data not shown).
When analyzed by provider sector, a higher proportion of clients seen by private
providers received at least one cervical cytology test in three years (78 percent
compared to 68 percent among public providers; p<0.001). Among public providers,
clients seen at an FQHC/RHC/IHS clinics had the highest proportion (78 percent) and
community clinics had the lowest (53 percent; p<0.001). There was no difference in
proportion of clients with a cytology test by provider specialty. See Figure 8.4.1.
Figure 8.4.1. Cervical Cytology Tests by Provider Sector, Office Practice Type,
and Specialty (n=2,632)
Clients with a
Pap Testa

Total
Clients

No.

%

No.

Private

952

78%

1,215

Public

967

68%

1,417

FQHC/RHC/IHS

626

78%

799

Community Clinic

249

53%

473

Other Public

92

63%

145

696

72%

961

1,223

73%

1,671

1,919

73%

2,632

Provider Sector and Specialty
Provider Sector***

Public Sector by Practice Types***

Provider Specialty
Family Planning/Women's Health
Primary Care/Multi-Specialty
Total
a

There were five clients with more than three claims and no record in the MRR data.
*** p<0.001 Private vs. public; FQHC/RHC/IHS vs. community clinic; FQHC/RHC/IHS vs.
other public.
Source: Family PACT administrative data and 2011 Family PACT Medical Record Review,
Female General Sample.

Cervical Cytology Screening Practices
Medical record review provides a unique opportunity to validate claims data. By looking
at claims and the medical record, a composite picture of cervical cytology screening
practices can be created that reflects tests performed regardless of payer source. Of
the 219 clients with three cervical cytology dates in the MRR, 112 did not have matches
for all three dates in claims data. Conversely, of the 713 clients without any
documentation of a Pap test in the MRR, 197 had claims. See Figure 8.4.2. This more
inclusive composite picture of cervical cytology testing in the program reveals that 80
percent (2,116) received at least one test over the three years.
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Figure 8.4.2. Cervical Cytology Data from Claims and Medical Record Review
(n=2,632)
MRR Data
3 Dates

2 Dates

1 Date

0 Dates

Totala

3 Matches

107

0

0

16

123

2 Matches

76

331

0

50

457

1 Match

30

245

719

126

1,120

0 Matches

6

60

345

516

927

a

219

636

1,064

708

2,627

Claims Data

Total
a

There were five clients with more than three claims and no record in the MRR data.
Source: Family PACT administrative data and 2011 Family PACT Medical Record
Review, Female General Sample.

Women who did not receive a cervical cytology test, identified either through medical
record data or claims data, tended to be young (less than 20 years of age)
English-speakers seen by public providers. The demographic breakdown of these
clients is shown in Figure 8.4.3.
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Table 8.4.3. Demographics of Clients by Cervical Cytology Testing Status
(n=2,632)
Provider Sector, Practice Type,
Specialty, and Client
Demographics

Clients Without
Cervical Cytology

Clients with
Cervical Cytology

Total
Female
Clients

No.

%

No.

%

No.

Private

168

14%

1,047

86%

1,215

Public

348

25%

1,069

75%

1,417

FQHC/RHC/IHS

129

16%

670

84%

799

Community Clinic

181

38%

292

62%

473

Other Public

38

26%

107

74%

145

Family Planning/Women's Health

179

19%

782

81%

961

Primary Care/Multi-Specialty

337

20%

1,334

80%

1,671

API

32

21%

121

79%

153

Black

53

33%

108

67%

161

Latino

297

16%

1,605

84%

1,902

White

104

31%

230

69%

334

Other

30

37%

52

63%

82

English

276

34%

529

66%

805

Spanish

102

11%

841

89%

943

Other/Bilingual

42

25%

123

75%

165

Unknown

96

13%

623

87%

719

<20

200

50%

198

50%

398

20-29

211

18%

992

82%

1,203

30-39

67

9%

640

91%

707

≥40

38

12%

286

88%

324

516

20%

2,116

80%

2,632

Provider Sector

Public Sector by Practice Types

Provider Specialty

Ethnicity

Language

Age

Total

Source: Family PACT administrative data and 2011 Family PACT Medical Record Review, Female General Sample.
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Discussion
The lower cervical cytology screening rate found in the 2011 MRR compared to the
2007 MRR (38 percent compared to 49 percent) suggests that providers have been
incorporating the updated screening guidelines for less frequent test intervals into their
clinical practice. Interventions to lengthen the cervical cytology test interval would be
most pertinent for private providers and FQHC/RHC/IHS clinics.
Clients with no evidence of a cervical cytology test tended to be young (less than 20
years of age). This is appropriate given that a number of new cervical cancer screening
guidelines published in 2012 all recommend that women under 21 years of age not be
screened routinely under any circumstances.5,6 Older guidelines recommended that
women initiate cervical cancer screening three years after the first episode of
intercourse. Still, many clients under age 20 did receive testing which suggests that
provider education regarding the current recommendations would be beneficial.
More frequent documentation of cervical cytology screening dates in the medical record
compared with claims data suggest that some women are likely receiving tests outside
of the Family PACT Program. Abstractors collected test results from the medical record
without knowing the payer source. Documentation of tests found in claims data but not
in the medical record could result from abstractor inability to find the result in the chart
or providers not supplying all records. The MRR gives us the opportunity to observe the
true screening rate which we found to be about 24 percent higher than is reported with
paid and denied claims alone.
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Chapter 8.5. Referrals for Specialized Family PACT Services
Introduction
The Family PACT Program Standards encourage providers to refer clients to other
Family PACT or Medi-Cal providers for services covered under Family PACT,
particularly “if the practitioner lacks the specialized skills to perform invasive
contraceptive procedures or sterilization, or [if] there is insufficient volume to ensure and
maintain a high skill level.”1 Providers may also reschedule the visit to allow for more
time to provide the service or with a different clinician at the same site qualified to
provide the service.
Contraceptive services that can be referred are those related to contraceptive implants,
IUCs, diaphragms, cervical caps, NFP/FAM, and female and male sterilizations.
Additionally, abnormalities found on cervical cytology may be referred for colposcopic
evaluation. We refer to these services as specialized as they generally require the
provider to maintain special equipment or training. We assessed both referrals and
rescheduled appointments for specialized services as both may be associated with
delay, inconvenience, and other barriers to care for the client.
Screening mammography for women 40 years old and over has been a Family PACT
benefit since January 2002. However, guidelines differ about when to begin routine
breast cancer screening and how often to screen. In 2009, the U.S. Preventive
Services Task Force issued new guidelines that recommended that screening
mammograms be done every two years starting at age 50 for women at average risk of
breast cancer.2 The American Cancer Society still recommends annual screening for
women at average risk beginning at age 40.3 For the first time, the 2011 MRR
determined the screening rate among Family PACT women over a three-year period by
abstracting charts for mammography services done in 2008, 2009, and 2010.
This section focuses on the following questions:


For which specialized Family PACT services were clients rescheduled with the same
provider or referred out?



Did the number of clients who followed through on referrals and rescheduled
appointments increase from the 24 percent to 64 percent found in the 2007 MRR?



What were the screening mammography patterns for eligible women?

From the 2,632 abstracted records in the Female GEN Sample and the 351 records in
the Male GEN Sample, 47 female client records and four male client records were
excluded due to incomplete data. This section is based on analysis of the remaining
2,585 female and 347 male abstracted records from the GEN Samples. These were
supplemented by administrative claims data from the same period.
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Findings
Referrals and Rescheduling for Specialized Services
Among the 2,585 female records and 347 male records abstracted, seven percent (214)
of clients had documentation of referrals to another provider or rescheduling for
appointments with the same provider for specialized Family PACT services. Because
clients may have received both a referral and a rescheduled appointment for the same
service, this resulted in 291 referrals and rescheduled appointments. There were very
few referrals or rescheduled appointments made for males with just two percent (seven)
having such documentation. Among females, six percent (162) had documented
referrals to another provider and five percent (122) had appointments rescheduled with
the same provider. This is a significant decrease from the 2007 MRR where 15 percent
of the female client sample and seven percent of the male client sample had a referral
or rescheduled appointment for a specialized service (p<0.0001 for the change in the
female sample and p<0.001 for the change in the male sample). (2007 MRR data not
shown).
For female clients, the most frequently rescheduled services were for IUC placement or
removal, pregnancy/abortion/adoption services, and management of cervical
abnormalities (1.3 percent of visits for each). The services most frequently referred out
for women were for mammography (2.4 percent), and pregnancy/abortion/adoption
services (2.1 percent). For men, infertility evaluation or treatment was referred out the
most (0.6 percent), while vasectomies were the most likely service to be rescheduled
with the same provider (0.9 percent). See Figure 8.5.1.
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Figure 8.5.1. Referrals and Rescheduled Appointments a for Specialized Services
Visits with
Rescheduled
Appointment
Specialized Services by Gender

Visits with
Referral

No.

%

No.

%

IUC

35

1.3%

13

0.5%

Implant

1

0.0%

1

0.0%

Tubal Ligation

8

0.3%

5

0.2%

Cervical Cap/Diaphragm

0

0.0%

1

0.0%

Essure

1

0.0%

4

0.2%

Mammography

4

0.2%

64

2.4%

Pregnancy/Abortion/Adoption

35

1.3%

55

2.1%

Management of Cervical Abnormalities

33

1.3%

13

0.5%

0

0.0%

0

0.0%

Complication Management

1

0.0%

2

0.1%

Infertility

4

0.2%

4

0.2%

Total Females

122

4.6%

162

6.2%

Vasectomy

3

0.9%

0

0.0%

NFP/FAM

0

0.0%

0

0.0%

Complication Management

1

0.3%

1

0.3%

Infertility

0

0.0%

2

0.6%

Total Males

4

1.2%

3

0.9%

Females (n=2,585)

NFP/FAM

b

Males (n=347)

a

Some clients received both a referral and a rescheduled appointment for the service of interest.
Natural Family Planning/Fertility Awareness Methods.
Source: 2011 Family PACT Medical Record Review, Female and Male General Samples.
b

For women, providers were generally more likely to make a referral to another provider
than to reschedule an appointment for a specialized service. For men, rescheduled
appointments and referrals were nearly equal. This is different from the 2007 MRR
where rescheduled appointments were more likely than referrals for both women and
men.
For both men and women, there were no rescheduled appointments or referrals for
natural family planning and fertility awareness methods. This is a marked decrease
from the 2007 MRR where eight percent of female client visits and three percent of male
client visits were rescheduled for this service. Management of cervical abnormalities,
IUC services, tubal ligations, and vasectomies were all more likely to be rescheduled
than referred elsewhere, suggesting that providers have the capacity to provide these
services onsite.
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Follow-through on Referred and Rescheduled Services
Failure to receive referral or rescheduled services may point to barriers in access to
care. To assess the level of follow-through on referrals and rescheduled appointments,
we searched paid and denied Family PACT claims to determine whether clients
received the services for which they were referred or rescheduled. As services related
to management of complications may not have been reimbursed by Family PACT, we
were unable to assess follow-through on referrals and rescheduled appointments for
those services.
For each specialized service included in this analysis, we established a clinically
reasonable period during which clients were expected to receive the necessary service
for which they were referred or rescheduled. This period was measured as the number
of days between the date the client was referred or rescheduled and the date of service
on the claim. We allowed a maximum period of six months for receipt of IUC, implant,
colposcopy, loop electrosurgical excision procedure (LEEP), cryotherapy, and
endometrial biopsy (EMB) services, and 12 months for receipt of mammograms and
female and male sterilizations. Referrals and rescheduled appointments for repeat
cervical cytology tests, for which a short interval is clinically indicated, were considered
to be complete if found between three and eight months of the date on which the client
was referred or rescheduled. See Figure 8.5.2. Findings from claims data of referral
services and rescheduled visits were aggregated to avoid double-counting.
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Figure 8.5.2. Follow-through on Referral or Rescheduled Specialized Services
Reasonable Period Definitions

Referred/Rescheduled
Service

Type of Claims
Indicating
Service Received

Results

Maximum
Period from
Date the Service
Referred/
Rescheduled, in
Months

No. of
Referrals/
Rescheduled
Appointments
Found in
b
Charts

No.

%

6 mo.

43

16

37%

3-8 mo.

43

13

30%

Service
Received

Females

Repeat Cervical
Cytology

Colposcopy,
LEEP,
cryotherapy,
endometrial
biopsy
Repeat cervical
cytology

Mammograma

Mammogram

12 mo.

54

26

48%

IUC

IUC insertion,
removal, or device

6 mo.

46

20

43%

Tubal ligation
Essure placement
or device

12 mo.

13

6

46%

12 mo.

5

5

100%

Essure Follow-up
Hysterosalpingogram
(HSG)

HSG

12 mo.

5

4

80%

Implant

Implant insertion,
removal, or device

6 mo.

2

1

50%

Vasectomy

12 mo.

3

3

100%

214

94

44%

Management of
Cervical
Abnormalities/
Endometrial Biopsy

Tubal Ligation
Essure

Males
Vasectomy
Total
a

Women aged 40 and over.
b
This represents the unduplicated value such that clients who received both a referral and a rescheduled visit are
counted only once.
Source: Family PACT administrative data and 2011 Family PACT Medical Record Review, Female and Male
General Samples.

Forty-four percent of clients had claims for services related to referrals and
rescheduling; however, the proportions varied widely by the type of service. Clients
were the most likely to receive the services after a referral or rescheduling for
vasectomy and Essure® (100 percent each). Clients were the least likely to
follow-through for repeat cervical cytology tests (30 percent) and management of
cervical abnormalities (37 percent).
Overall, 30 percent to 100 percent of clients with referrals or rescheduled appointments
received the service. This is an increase from the 2007 MRR when 24 to 64 percent
followed through.
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Mammography Services
Client charts were assessed for mammography services received in 2008, 2009, and
2010, regardless of payer source. Fifteen percent of the Female GEN Sample (n=403)
were eligible for a mammogram during this time and forty percent (163) of eligible
women had documentation in the medical record of receiving a mammogram. Eligible
clients served by public providers were slightly more likely to receive mammograms
than clients served by private providers, although this difference was not statistically
significant. There was no difference by provider specialty. See Figure 8.5.3.
Of the eligible clients with documentation in the medical record of receiving a
mammogram in 2008, 2009 and 2010, 10 percent received three, 34 percent received
two, and 56 percent received one. Of these eligible women, 81 percent were 40 to 49
years old and 19 percent were 50 and over. The overall screening rate from 2008 to
2010 for eligible women was 20 percent. Of the eligible women who did not receive a
mammogram reimbursed by Family PACT, 88 percent were 40-49 years old and 12
percent were 50 and over. There were 35 mammogram reports found in charts of
women under age 40 which represents 1.6 percent of women in this age group. These
could represent diagnostic mammograms which are not covered by the Family PACT
Program.
Figure 8.5.3. Mammograms by Provider Sector, Office Practice Type, and
Specialty (n=403)a
Eligible Clients with a
Mammogramb
Provider Sector, Practice Type,
Specialty, and Client Demographics

Total Clients
Eligible for a
Mammogram

No.

%

No.

Private

77

37%

207

Public

86

44%

196

FQHC/RHC/IHS

66

52%

126

Community Clinic

17

30%

57

Other Public

3

23%

13

Family Planning/Women's Health

49

41%

120

Primary Care/Multi-Specialty

114

40%

283

163

40%

403

Provider Sector

Public Sector by Practice Types

Provider Specialty

Total
a

Includes only women aged 40 and older during 2008-10.
Clients aged 40 and older with one or more mammograms during 2008-10.
Source: 2011 Family PACT Medical Record Review, Female General Sample.
b

149

By contrast, the 2007 MRR checked only for the most recent mammogram in eligible
women (aged 40 and over), and just two percent were found to have received the
service. (Data not shown).

Discussion
Consistent with findings from other Family PACT evaluation studies, including the 2005
Client Exit Interview and the 2007 MRR, our current analysis found the number of
rescheduled appointments and referrals for specialized reproductive health services in
Family PACT to be very low.
The paucity of referrals and rescheduled appointments for NFP/FAM may point to a
decline in usage of these services. In this MRR there were only 12 women who used
FAM/LAM/NFP or withdrawal as a contraceptive method and none of them received a
referral. In contrast, there were six women who used FAM/LAM/NFP/withdrawal and
203 clients with a referral or rescheduled appointment for NFP/FAM in the 2007 MRR.
Reasons for the decline in referral or rescheduled appointments for NFP/FAM are not
known.
Claims analysis shows that the proportion of clients who received the specialized
services for which they were referred or rescheduled varied by service type. Of concern
are referrals and rescheduled appointments for repeat cervical cytology tests and
management of cervical abnormalities, which resulted in a claim only 30 percent and 37
percent of the time, respectively. Although the level of follow through could be artificially
low because the service may have been completed by another payer source, providerfocused interventions and capacity building may be warranted to ensure that clients
receive the service for which they are referred or rescheduled.
This MRR shows that nearly two-thirds of eligible women did not receive a mammogram
over a three-year study period. This may be a result of clinician or client confusion over
conflicting screening guidelines or the decision to initiate screening at an older age
based upon the 2009 recommendations of the United States Preventive Services Task
Force. To the extent that mammogram services were covered through other programs
such as Every Woman Counts, they might not have been documented in the medical
record. Clinicians should be encouraged to assess and document any mammogram
services, including those obtained as part of outreach campaigns, and to provide
referrals to these programs, as appropriate.
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Chapter 9. Education and Counseling Services
Introduction
The Family PACT Program Standards stipulate that education and counseling services
be provided to clients in order to promote optimal reproductive health, clarify personal
family planning goals, and to assist in choosing and using contraception correctly and
consistently.1 The program standards require that education and counseling services
be client-centered, and include adequate information to make an informed choice
about family planning methods. Furthermore, the expected provider performance for
documentation is included within the standards: “Medical record documentation shall
reflect the scope of education and counseling services provided to clients according to
Family PACT Program Standards, including, but not limited to, individual client
assessment, topics discussed, and name and title of counselor. Documentation shall
support services billed for reimbursement.”1
This chapter focuses on the following evaluation questions:


Did the proportion of clients with documentation of education and counseling
services stay the same or increase?


How did the provision of these services vary by client type?



Did the provision of education and counseling services vary by provider type and
specialty?



What education and counseling topics were discussed and how did the provision
change compared to the 2007 MRR?



Among clients considered in need of counseling on specific topics, did the proportion
of those who received counseling increase?





Was contraceptive method use/options counseling provided to clients adopting
new methods or switching methods?



What proportion of women using Tier 3 methods, or no method, received
contraceptive use/options counseling at the visit?



Was STI/HIV prevention counseling provided to clients who reported an STI
concern as a reason for the visit?

Did the proportion of women with documented counseling on preconception care
and folic acid increase?




Did the proportion of women who had counseling on any potential preconception
care topic change?

To what extent did medical record documentation support billing for education and
counseling services?
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This chapter is based on abstracted records for 2,983 clients in the Female and Male
GEN Samples (2,632 female and 351 male).

Findings
Client Characteristics
Overall, 71 percent of records (2,107) had documentation of education and counseling
services, which is a slight decline from that found in the 2007 MRR (76 percent). The
proportion of clients receiving counseling did not vary by gender (70 percent among
females and 72 percent among males), which is consistent with the 2007 MRR. (2007
MRR data not shown).
The effect of being new to Family PACT or being new to a provider and having
documentation of education and counseling was greater among female clients than
male clients. Female clients new to Family PACT were significantly more likely to have
documentation of receiving education and counseling compared to females continuing
in the program (77 percent and 67 percent, respectively; p<0.001). Male clients who
were continuing in the program were somewhat more likely, though not significantly, to
have documentation of counseling (74 percent) than those who were new to Family
PACT (71 percent). See Figure 9.1.
At the abstracted visit, female clients continuing in the program but seeing a new
provider for the first time were significantly more likely to have documentation of
counseling (78 percent; p<0.001) than female clients continuing with the same provider
(68 percent). However, male clients returning to the same provider were more likely,
but not significantly, to have documentation of counseling (74 percent) than those who
visited a new provider (70 percent).
Figure 9.1. Proportion of Clients with Counseling, by New or Continuing in
Family PACT and by New or Established with Provider
Documentation
of Education
and
Counseling

New to
Family PACT

Continuing in
Family PACT

Established
a
Provider

New
a
Provider

No.

%

Total

No.

%

Total

No.

%

Total

No.

%

Total

Females
(n=1,854)

650

77%

848

1,204

67%***

1,784

497

78%

636

1,357

68%***

1,996

Males
(n=253)

178

71%

250

75

74%

101

121

70%

172

132

74%

179

a

Clients previously established in Family PACT seeing new provider vs. established provider at abstracted visit.
*** p<0.001 Females new vs. continuing in Family PACT; females new provider vs. continuing with same provider.
Source: Family PACT 2011 Medical Record Review, Female and Male General Samples.

The greatest proportion of education and counseling was documented for clients in the
prime reproductive ages of 20-29 years and those ages 40 and older. A higher
proportion of males under age 20 were likely to receive counseling than females under
age 20 (79 percent and 71 percent, respectively). See Figure 9.2.
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Females

Figure 9.2. Documentation of Education and Counseling, by Client Age and
Gender (n=2,983)
(n=398)

71%

(n=1,203)

71%
66%

(n=707)

75%

(n=324)

79%

All Clients

Males

(n=66)
69%

(n=180)

74%

(n=73)

(n=32)

72%

(n=464)

72%
75%

(n=1,383)
(n=780)

67%
75%

(n=356)
0%

20%

<20

40%

20-29

60%

30-39

80%

≥40

Source: Family PACT 2011 Medical Record Review, Female and Male General Samples.

When stratified by race/ethnicity, all groups had a documentation of education and
counseling of at least 70 percent with the exception of Latinos (69 percent). When
further analyzed by gender, a higher proportion of Black males (85 percent) received
counseling followed by White and Latino males (71 percent each). The proportion of
counseling among females was also highest among Blacks (77 percent), while
counseling among API, White and Other/Multiracial females were of equal proportions
(74 percent). See Figure 9.3.
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Other/
Multiracial

White

Latino

Black

API

Figure 9.3. Documentation of Education and Counseling, by Client Race/Ethnicity
(n=2,983)
(n=13)

62%

(n=153)

74%
85%

(n=40)
(n=161)

77%

(n=227)

71%

(n=1,902)

69%

(n=59)

71%

(n=334)

74%

(n=12)

58%

(n=82)

74%
0%

20%

40%

Males

60%

80%

100%

Females

Source: 2011 Family PACT Medical Record Review, Female and Male General Samples.

The Family PACT Program Standards inform providers that education and counseling
shall be provided in a way that is understandable to the client, and that it is the client’s
right to have all questions answered in a language that can be understood.1
Overall, about 57 percent of clients who received education and counseling indicated on
the CEC form that their primary language was not English (49 percent spoke Spanish
and eight percent spoke another language other than English or were bilingual). There
were notable differences of reported primary languages as English or Spanish between
males and females, but not for the Other/Bilingual category. See Figure 9.4.
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English

(n=104)

Other/
Bilingual

(n=127)

Spanish

Figure 9.4. Clients Receiving Education and Counseling, by Primary Language
Reported on Client Eligibility Certification Form (n=2,107)
50%

(n=788)

43%
41%

(n=924)

50%
9%

(n=22)

8%

(n=142)

0%

10%

20%

30%

Males

Females

40%

50%

Source: 2011 Family PACT Medical Record Review, Female and Male General Samples.

Medical record documentation about language spoken during the visit, whether
clinicians were bilingual, and/or used language interpreters, was collected to assess
adherence to the program standards. Among clients who reported their primary
language was not English, the majority of the charts (52 percent) did not have
documentation of the language used at the abstracted visit. Only four percent of
records included a notation that the visit was conducted in another language, and 44
percent of records noted that the clinician was bilingual in the client’s preferred
language. See Figure 9.5.
Figure 9.5. Documentation of Visit with Education and Counseling, by Language
Needs among Non-English Speakers (n=1,332)a
Females
(n=1,195)

Males
(n=137)

Total
(n=1,332)

Language Documentation at Visit

No.

%

No.

%

No.

%

No Language Documentation

634

53%

61

44%

695

52%

Clinician Bilingual in Clients'
Preferred Language

509

43%

71

52%

580

44%

Another Language Spoken

52

4%

5

4%

57

4%

a

Excludes 775 clients who reported English as their primary language.
Source: 2011 Family PACT Medical Record Review, Female and Male General Samples.

Among the records of female and male clients with an indication of a primary language
other than English and those who reported being bilingual (57 clients), nearly half of
visits used a non-clinician staff translator, and one quarter had no notation in the
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medical record of how the interpretation was done. (Data not shown). See Chapter 11,
Quality of Care for Limited English Proficiency (LEP) Clients, for further detail on
education and counseling by topics.
Provider Characteristics
A slightly higher proportion of clients seen by public sector providers had counseling
documented at the visit compared to clients seen by private sector providers (73
percent compared to 68 percent; p<0.01). See Figure 9.6. This reflects a lower level of
documentation of education and counseling for both sectors compared to the
proportions found in the 2007 MRR (77 percent public and 76 percent private). (Data
not shown).
Figure 9.6. Documentation of Education and Counseling Services, by Provider
Sector, Office Practice Type, and Specialty (n=2,983)
Education and Counseling Received

Provider Sector, Practice Type,
and Specialty

Females
(n=2,632)

Males
(n=351)

All Clients
(n=2,983)

No.

%

No.

%

No.

%

Private

826

68%

101

71%

927

68%

Public

1,028

73%

152

73%

1,180

73%

FQHC/RHC/IHS

544

68%

81

68%

625

68%

Community Clinics

367

78%

58

83%

425

78%

Provider Sector**

Public Sector by Practice Types***

Other Public
Total

117

81%

13

68%

130

79%

1,854

70%

253

72%

2,107

71%

651

68%

71

72%

722

68%

1,203

72%

182

72%

1,385

72%

Provider Specialty*
Family Planning/Women's Health
Primary Care/Multi-Specialty

* p<0.05 Females Family Planning/Women’s Specialists vs. Primary Care/ Multi-specialty.
** p<0.01 Public vs. private.
*** p<0.001 FQHC/RHC/IHS vs. Community Clinics or Other Public.
Source: 2011 Family PACT Medical Record Review, Female and General Samples.

Of the public sector practice types, FQHC/RHC/IHS providers were significantly less
likely to have documentation of counseling than community clinics or other public
(p<0.001). Primary care/multi-specialty providers were more likely to document
education and counseling for females than were family planning/women’s health
specialists (72 percent and 68 percent, respectively; p<0.05), but no significant
difference was seen for males. This is a reversal of findings in the 2007 MRR, in which
family planning/women’s health specialists tended to document counseling slightly more
often for both genders.
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Education and Counseling by Topic
The Family PACT Program Standards define the scope of health education and
counseling services “to promote optimal reproductive health and clarify personal family
planning goals.” These services are expected to be “client-centered” and encompass
the “client’s reproductive health education and counseling needs” based on clinical
assessment and periodic reassessment.1 Medical records were abstracted using a
comprehensive list of counseling topics consolidated in Figure 9.7. Nearly two-thirds of
the abstracted visits with counseling had documentation that more than one topic was
discussed.
Seventy-four percent of females and 62 percent of males who received counseling had
documentation of discussing contraceptive method use (reversible and permanent
combined), up from 54 percent for both genders reported in the 2007 MRR. Seventeen
percent of female visits with counseling had documentation of discussing EC, a topic
not specifically abstracted in the 2007 MRR.
Figure 9.7. Education and Counseling Topics Documented at Visit, by Gender
(n=2,107)
Females
a
(n=1,854)
Education and Counseling Topics

Males
a
(n=253)

No.

%

No.

%

1,337

72%

132

52%

STI and HIV Prevention; STI Test Result, Follow-up, Treatment,
Partners

934

50%

233

92%

Breast Self-exam (Females); Testicular Self-exam (Males)

348

19%

14

6%

General Wellness Topic(s)

340

18%

40

16%

316

17%

n/a

n/a

206

11%

22

9%

Vasectomy, Tubal, Essure, any Permanent Contraception;
Post-Vasectomy Sperm Check

31

2%

24

9%

Smoking Cessation; Alcohol or Substance Abuse

127

7%

27

11%

Cervical Cytology or Mammogram Result, Referral, Follow-up
Plan

184

10%

n/a

n/a

Preconception Care; Folic Acid Use

81

4%

n/a

n/a

Pregnancy (Not Otherwise Specified)

77

4%

n/a

n/a

Weight Management

47

3%

4

2%

Intimate Partner Violence and Relationship Counseling

25

1%

2

1%

FAM to get Pregnant; Other Infertility

17

1%

1

0%

Postoperative Care

15

1%

1

0%

Method Use, any Reversible Method; Side Effects or Options

Emergency Contraception
Primary Care, Chronic or Acute Disease Management

b

a

Percentages do not add to 100 percent as multiple topics may have been documented.
b
Includes urinary tract infection care and management for females.
Source: 2011 Family PACT Medical Record Review, Female and Male General Samples.
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Other counseling topics frequently documented were STI and HIV prevention, and/or
STI test results, treatment, follow-up, and partner management. Abstracted visits with
male clients were more likely to include these topics than those with female clients (92
percent compared to 50 percent). The proportion with STI/HIV prevention counseling
(exclusive of STI test results and follow-up) increased to 47 percent for women, up from
34 percent in the 2007 MRR; for men, it increased to 79 percent, up from 58 percent in
the 2007 MRR.
Among the 202 visits with documentation of either dispensing or prescription of EC, 75
percent of the records contained documentation of counseling about contraceptive
methods. Additionally, among the 113 records where the stated reason for the visit was
EC, 60 percent contained documentation of education and counseling about
contraceptive methods.
Counseling on general wellness topic(s) and primary care, including chronic or acute
disease management, was documented more than three times as often than in the 2007
MRR. Regarding gender-specific topics, the most frequently documented education
and counseling topics were breast self-exam (females) and testicular self-exam (males),
19 percent and six percent respectively. For female visits with counseling,
documentation on cervical cytology or mammogram result, referral, and follow-up plan
were the next most common counseling topics (10 percent).
Counseling on Contraceptive Method Use and Options
To explore whether women who adopted or switched methods at the abstracted visit
received education and counseling on contraceptive use and options, we excluded from
the Female GEN Sample women who were either seeking pregnancy, found to be
pregnant at the visit, and/or had no method recorded before or after the visit. Among
the remaining 2,031 women, documentation of counseling on contraceptive use and
options was found in 58 percent of the abstracted visits. See Figure 9.8. As counseling
is intended to be client-centered, to assume a correlation between counseling and
contraceptive method change has limitations.
In records where counseling about contraceptive options was documented, 398 women
(34 percent) switched methods. Such counseling was most frequently recorded at visits
in which women switched to higher or lower tier methods (78 percent and 76 percent,
respectively). A somewhat smaller proportion (69 percent) of women switching
methods within the same tier received contraceptive method use and options
counseling.

158

Figure 9.8. Frequency of Contraceptive Method Use and Options Counseling, by
Method Switching (n=2,031)a
Contraceptive Method Use
and Options Counseling
Documented
Method Switching

Total

No.

%

No.

787

52%

1,513

338

78%

435

Switched to Lower Tier

31

76%

41

Switched to Method within Tier

29

69%

42

1,185

58%

2,031

Did not Switch Method at Visit
Switched to Higher Tier

b

Total
a

Excludes 601 women seeking pregnancy/pregnant before visit and/or missing data/no method
recorded before or after visit.
b
Includes women with no method use who adopted any method.
Source: 2011 Family PACT Medical Record Review, Female General Sample.

For clients adopting new contraceptive methods, counseling on contraceptive method
use was documented in nearly three-quarters of visits (77 percent for adults and 76
percent for adolescents. (Data not shown). These proportions were similar to findings
in the 2007 MRR (80 percent for adults and 71 percent for adolescents).
To explore whether counseling was provided to women who continued to use no
contraceptive method or less effective methods at the end of the abstracted visit,
records were identified for women who entered and exited the visit using Tier 3 methods
(630 records), using no method and not pregnant, or seeking pregnancy (69 records).
Among women continuing with Tier 3 methods, counseling about contraceptive options
was documented 52 percent of the time, a significant decrease from 72 percent in the
2007 MRR (p <0.001). (Data not shown.) Among women who entered and exited the
abstracted visit without a method of contraception, counseling about contraceptive
methods was documented for 42 percent; an increase, though not significant, from 31
percent in the 2007 MRR.
Among female clients who adopted new methods, those new to the program were more
likely to have documentation of education and counseling on contraceptive methods (82
percent compared to 75 percent among women continuing in the program). Similar
findings were observed with female clients who were new to the provider at the
abstracted visit (80 percent compared to 75 percent among women continuing with the
same provider). (Data not shown). These differences were not statistically significant.
Counseling on STI/HIV Prevention
Counseling on STI/HIV prevention was the second most provided educational service
for both female and male clients. Among females, visits with adolescent clients were
more likely than those with adult clients to have documentation of education and
counseling about STI/HIV prevention (58 percent compared to 45 percent; p<0.001); it
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was also higher, but not significantly so, among adolescent males (88 percent
compared to 77 percent). See Figure 9.9. This finding was similar to that found in the
2007 MRR study. (Data not shown).
Figure 9.9. Documentation of Counseling on STI/HIV Prevention, by Client Age
Group and Gender
Female
a
(n=1,851)

Male
(n=253)

STI/HIV Counseling

No.

%

Total

No.

%

Total

Adolescents

163

58%

282

46

88%

52

Adults

712

45%***

1,569

154

77%

201

a

Excludes three females with missing data on STI/HIV counseling.
*** p<0.001 Female adolescents vs. female adults.
Source: 2011 Family PACT Medical Record Review, Female and Male General Samples.

In accordance with the program standards, there is some expectation that for clients
reporting an STI concern as a reason for the abstracted visit that STI/HIV prevention
counseling would be provided, and this was true for more than 80 percent of such
clients. Overall, the proportions of STI/HIV prevention counseling for clients with an STI
concern increased from the 2007 MRR (adults 81 percent, up from 69 percent in the
2007 MRR; and adolescents 86 percent, up from 71 percent in the 2007 MRR). (Data
not shown). Compared to adults and females, adolescents and males were more likely
to have documentation of STI/HIV prevention counseling when presenting with a STI
concern. See Figure 9.10. This is consistent with the substantially higher proportion of
male clients who had documentation of counseling around STI test results, treatment,
follow-up, and partner management, as detailed in Chapter 8.3, Chlamydia Screening
and Treatment.
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Figure 9.10. STI/HIV Prevention Counseling for Clients with STI Concern, a by
Client Age Group and Gender
95%

92%

86%
85%

82%

Adolescents
77%

Adults

75%

65%
(n=50)

(n=177)

(n=36)

(n=140)

Male

Female
a

Defined as visits with clients who reported STI contact/exposure, STI treatment, or STI
test results.
Source: 2011 Family PACT Medical Record Review, Female and Male General Samples.

Preconception Care Counseling for Women
Family PACT Program Standards promote optimal reproductive health among women
who are planning families; therefore, preconception counseling, including daily intake of
folic acid, can be part of the visit. Baseline data on this topic were reported in the 2007
MRR.
Documentation of counseling on preconception care and folic acid use was found for a
total of 81 women (four percent) on either or both topics, which is similar to the five
percent reported in the 2007 MRR. Preconception care counseling was documented in
one percent to four percent of visits across age groups. In comparison with the results
from the 2007 MRR, the proportion of counseling with folic acid use as the topic was
similar (one percent to two percent of visits), and the proportion of counseling with
preconception care as the topic increased from one percent to three percent.
Preconception care counseling can include a variety of additional health subjects which
may be addressed in the context of planning a pregnancy such as weight management,
smoking, drinking alcohol, substance/drug use, intimate partner violence (IPV), STI/HIV
counseling, and chronic disease management.2 More than half of clients (51 percent)
among the Female GEN Sample had documentation of education and counseling on
any topic relevant to preconception care, a slight increase compared to the 2007 MRR
(49 percent).
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Documentation to Support Billing for Education and Counseling Services
Program standards mandate that counseling services be documented in the medical
record to justify reimbursement for claims billed to Family PACT. As an indicator of
whether providers appropriately document counseling, 327 claims billed with education
and counseling (E&C) codes unique to Family PACT were found for clients in the
Female and Male GEN Samples. Of those, 77 percent had documentation of education
and counseling services in the medical record. See Figure 9.11. This was an increase
over the 72 percent found in the 2007 MRR. (Data not shown).
Figure 9.11. Chart Documentation of Education and Counseling Services in
Support of Education and Counseling Claims, a by Gender, Provider Sector, and
Specialty

Client Gender, Provider Sector,
and Specialty

Education and
Counseling
Documentation in Chart

Total Visits with
Education and
Counseling Claim

No.

%

No.

Female

234

79%

297

Male

18

60%

30

Private

82

72%

114

Public

170

80%

213

Family Planning/Women's Health

67

68%

99

Primary Care/Multi-Specialty

185

81%

228

252

77%

327

Gender*

Provider Sector

Provider Specialty**

Total
a

Includes claims for Z9752, Z9753, Z9754; matched to client identification and date of service.
* p<0.05 Females vs. males.
** p<0.01 Family Planning/Women’s Health vs. Primary Care/Multi-Specialty.
Source: Family PACT administrative data and 2011 Family PACT Medical Record Review, Male and
Female General Samples.

Records for females were significantly more likely to have documentation to support an
E&C claim than were male records (79 percent and 60 percent, respectively; p<0.05).
Public providers were somewhat more likely, though not significantly, than private
providers to document counseling services with a corresponding E&C claim (80 percent
and 72 percent, respectively). Primary care/multi-specialty providers were also
significantly more likely to have the necessary documentation to support an E&C claim
than were family planning/women’s health specialists (81 percent compared to 68
percent; p<0.01). See Figure 9.11.
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Discussion
While the majority of clients received education and counseling, a five percentage point
decline since the 2007 MRR was disappointing given the critical nature of these
services. Provider-client interaction supports contraception method selection,
adoption, and ongoing adherence in order to avoid unintended pregnancy.3,4,5,6
Moreover, education and counseling covers a variety of topics relevant to optimal
reproductive health including STI/HIV prevention, STI care management, cervical
cytology and mammography screening and follow-up, psychosocial issues, and topics
pertinent to wellness and preconception care.
The OFP should target FQHC/RHC/IHS clinics and private providers for training and
technical assistance in family planning education and counseling and the required
documentation of those services. Providers must not become complacent about
documentation of services rendered both from a quality and a billing perspective.
Family PACT serves diverse racial/ethnic groups, particularly Latinos. More than half of
clients who had received education and counseling indicated their preferred language
was not English, but the majority of those records did not include information on the
language spoken at the visit. It is somewhat difficult to ascertain if services are
delivered in languages other than English when documentation is lacking. The OFP
can address these issues through provider training, with emphasis on adherence to
program standards for documentation of services communicated in a language
understood by the client.
The majority of both males and females continued to receive education and counseling
about contraceptive method use/options and STI/HIV prevention, and most counseling
visits included documentation of more than one topic discussed. As these services are
client-centered and in coordination with other services rendered, it was not expected
that every visit would include counseling. Topics were identified that were seldom
documented but are likely to be needed by some family planning clients, including folic
acid use, fertility awareness methods to get pregnant, infertility, and IPV and
relationship counseling. While documentation of IPV discussion is rare in the 2011
MRR, over one-third (36 percent) of clients in the 2007 Family PACT Client Exit
Interviews7 reported that they were asked if they had been threatened or physically
hurt in the prior 12 months. This may indicate that clinicians have assessed for IPV but
have not documented it. These topics could be featured by the OFP in trainings and
webinars for clinicians to ensure that providers are properly informed when these topics
do arise.
As clients adopt or switch to new contraceptive methods, it is expected to find
documentation of counseling on methods and options; yet, one-quarter of clients who
switched methods at the visit had no concurrent documentation of education and
counseling. Switching within the same tier seemed to effectuate less counseling than
switching to a more or less effective tier. For example, switching within Tier 2 is about
mode of delivery between pill, patch, ring, or injection with similar pros and cons;
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whereas, switching within Tier 1 between IUC and implant warrants more extensive
discussion. Clients switching to less effective Tier 3 methods need counseling about
ongoing and consistent use due to the increased risk of unintended pregnancy. The
program standard for education and counseling should be reinforced in provider
trainings and newsletters to ensure that clients receive adequate information to make an
informed choice when selecting a contraceptive method, and to improve continued use.
Medical record documentation around EC dispensing suggests that providers used EC
visits as an opportunity to counsel clients about increasingly effective methods of
contraception. Among the clients whose stated reason for the visit was EC, 60 percent
(69) of the records had documentation of education and counseling about contraceptive
options – a good, but not optimal proportion. Provider training should include the
linkage of EC dispensing with counseling on increasingly effective contraceptive
options.
Sexually transmission infection/HIV prevention is an important component in education
and counseling services to ensure optimal reproductive health. While more than
three-quarters of clients who came to the visit with an STI concern received relevant
counseling, a smaller proportion of female clients had documentation of the counseling
than their male counterparts. Without documentation, it must be assumed the service
did not occur. Ongoing provider training and reinforcement of documentation is a
worthy goal for the OFP.
The topic of preconception care in primary care and family planning settings has been
recognized as a critical part of health care for women planning pregnancy,8 and
preconception care is part of the Healthy People 2020 objectives.9 We saw only a
slight increase in preconception care counseling in the 2011 MRR compared to the
2007 MRR. As the OFP develops trainings and disseminates information on the
reproductive life plan10 and One Key Question®,11 preconception care should receive
greater attention.
In summary, the 2011 MRR showed that education and counseling was provided to the
majority of clients. Documentation, however, lacked specificity and may not truly reflect
the degree of comprehensive counseling provision designed to reduce the likelihood of
unintended pregnancy and to support optimal reproductive health. Continued provider
training, along with the increasing use of EMRs – to the extent that the software
includes prompts for documenting counseling – may improve the level of documentation
in the future.

164

References
1

The California Department of Health Care Services. The Family PACT Policies, Procedures, and Billing
Instructions (PPBI), Sacramento, CA, 2007. Available at http://www.familypact.org/Providers/policies-proceduresand-billing-instructions. Accessed 2013 Jun 20.
2
Centers for Disease Control and Prevention. Preconception Care: Planning for Pregnancy. Atlanta, GA. 2013.
Available at http://www.ced.gov/preconception/planning.html. Accessed: 2013 May 3.
3
Landry D, Wei J, Frost J. Public and private providers’ involvement in improving their patients’ contraceptive use.
Contraception. 2008; 78(1): 42-51.
4
Lee J et al. The Impact of Contraceptive Counseling in Primary Care on Contraceptive Use. Journal of General
Internal Medicine. 2011; 26(7): 731-36. Epub 2011 Feb 8.
5
World Health Organization. Medical eligibility criteria for contraceptive use. Fourth ed. 2009. Geneva,
Switzerland, 2010. Available at http://whqlibdoc.who.int/publications/2010/9789241563888_eng.pdf. Accessed 2013
Feb 5.
6
Frost J, Lindberg L, Finer L. Young Adults’ Contraceptive Knowledge, Norms and Attitudes: Associations with Risk
of Unintended Pregnancy. Perspectives on Sexual and Reproductive Health. 2012 Jun; 44(2): 107-16.
7
Bixby Center for Global Reproductive Health. University of California, San Francisco. Findings from the 2007
Client Exit Interviews. Sacramento, CA, 2010. Available at
http://bixbycenter.ucsf.edu/publications/files/FPACT_ClientExitInterview_2007. Accessed 2013 Jul 24.
8
Centers for Disease Control and Prevention. Recommendations to improve preconception health and health
care-United States: a report of the CDC/ATSDR Preconception Care Work Group and the Select Panel on
Preconception Care. MMWR. 2006; 55(RR-6):1-30. Available at http://www.cdc.gov/mmwr/PDF/rr/rr5506.pdf.
Accessed 2013 May 3.
9
U.S. Department of Health and Human Services. Healthy People 2020. MICH 16.1 and 16.6. Washington, DC,
2010. Available at http://www.healthypeople.gov/2020/topicsobjectives2020/objectiveslist.aspx?topicld=26.
Accessed 2013 May 3.
10
Centers for Disease Control and Prevention. My Reproductive Life Plan. Atlanta, GA, 2013. Available at
http://www.cdc.gov/preconception/reproductiveplan.html. Accessed 2013 May 3.
11
Oregon Foundation for Reproductive Health. One Key Question® Integrating Best Practices for Reproductive
Health into Primary Care for Oregon Women. Available at http://www.onekeyquestion.org/. Accessed 2013 Feb 11.

165

Chapter 10: Primary Care Provision and Referral
Introduction
The ACA contains a variety of provisions that support implementation of the
patient-centered medical home model. This model is designed around patient needs
and aims to improve quality of care and patient outcomes, in part by focusing on
increased care coordination for primary care and chronic disease management. The
medical home is similar to the older term “usual source of care” (USC), with an
additional focus on the specific provider team and range of services available onsite.
Patients with a medical home or a USC are more likely to receive screening and
prevention services and have better health status than those without a USC.1,2
For many Family PACT clients, the family planning provider is the only medical provider
they have; therefore, Family PACT is uniquely positioned to identify primary care issues
and patients in need of a medical home. Family PACT providers that are
FQHC/RHC/IHS clinics are required by law to provide comprehensive primary care
services to indigent clients, while other sites are multi-specialty practices where family
planning is only one part of their work. Some of these types of Family PACT providers
have the potential to be the medical home because they offer comprehensive primary
care services onsite. For sites that do not provide primary care onsite or have the
resources to serve as a medical home, the Family PACT Program Standards require
providers to refer clients for needed medical and psychosocial services and link them to
appropriate providers.
While these standards are intended to facilitate access to primary care services, the
scope of services covered by Family PACT is still limited to reproductive health care.
Therefore, an important program integrity concern is how often Family PACT is used to
pay for non-reproductive health care services. It is reasonable to expect that a small
number of clients will present with acute or chronic medical conditions that need to be
addressed in the context of a family planning visit. However, a high proportion of visits
focused on non-reproductive health issues may signal a potential misuse of Family
PACT resources.
To describe the patterns of primary care provision and referrals in Family PACT, we
address the following evaluation questions:


To what extent did Family PACT providers assess and document clients’ USC?


What proportion of providers report including a field to document the USC in the
medical record?



What proportion of client charts show documentation regarding the client’s USC?



Does documentation vary by provider characteristics or client demographics?
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To what extent do Family PACT providers facilitate client access to primary care
services?


Did the proportion of Family PACT providers who offer primary care services
onsite change since the 2007 MRR?



What proportion of Family PACT providers who offer onsite primary care have a
sliding fee scale arrangement for their uninsured clients to facilitate access to
primary care?

To what extent did providers identify and address primary care needs of Family
PACT clients?


What proportion of clients received a referral or a return-to-clinic appointment for
primary care services, and how has it changed since the 2007 MRR?



What was the proportion of clients who were referred or given a return-to-clinic
appointment for specialized medical or psychosocial services not covered by
Family PACT? Has this changed since the 2007 MRR?



What types of primary care needs were addressed during Family PACT visits
and how has it changed since the 2007 MRR?

The provider telephone interviews with all 215 sites in the Provider Sample and the
individual client chart abstractions were the two data sources used to assess primary
care provision and referrals. In the provider telephone interviews, either a medical
director or a senior staff member answered questions regarding sliding fee scales and
onsite availability of primary care. Respondents answered based on their own
understanding of the term “primary care;” interviewers did not define the term in the
interview question prompt. The second data source is the individual client charts.
Abstractors looked for chart notation regarding location of clients’ USC, receipt of
primary care services during the visit, and documentation of referrals related to primary
care and specialized services. The 2,983 clients with both demographic information
available and an abstracted visit were used in the analysis. This includes 2,632 in the
Female GEN Sample and 351 in the Male GEN Sample.

Findings
Documentation of a Usual Source of Care
According to the provider telephone interviews, 65 percent of provider sites stated that
they assessed the USC and documented it in client charts. However, only 747 charts in
the GEN Samples (25 percent) had any specific notation on this topic. Most of the
documentation noted either that the client lacked a source of primary care
(eight percent), or noted that the same provider was the USC (12 percent). See Figure
10.1. The proportion of client charts that included a specific notation that the client
lacked a USC decreased from 11 percent in the 2007 MRR to eight percent in the 2011
MRR (p<0.001). (Data not shown).
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Figure 10.1. Chart Documentation on a Usual Source of Care (n=2,982)a

No Documentation
on a USC

75%

8%

Lack of a USC is
Documented

3%

Unaffiliated Provider
is the USC

12%

This Provider is the
USC

2%

Other Provider at
this Location is the
USC

25%

a

Excludes one record with missing data.
Source: 2011 Family PACT Medical Record Review, Female and Male General Samples.

Chart Documentation on a Usual Source of Care
Documentation in charts regarding clients’ USC was universally poor across all provider
groupings. Charts from public providers had documentation related to the USC more
often than private providers (31 percent and 18 percent, respectively; p<0.001).
Documentation regarding the USC varied significantly by office practice type and
ranged from 18 percent to 33 percent across practice types (p<0.001). Charts from
primary care/multi-specialty providers were more likely to have information about the
USC documented (27 percent) than those from family planning/women’s health
specialists (21 percent; p<0.001). (Data not shown).
Overall, a higher proportion of records for clients who were established with the provider
had documentation regarding the USC (26 percent) than records for new clients (22
percent; p<0.01). Clients who were new to Family PACT had information on the USC
documented less frequently (23 percent) than clients continuing in Family PACT (26
percent), but this difference was not statistically significant. Those clients who were
new to both Family PACT and their provider had the lowest rate of documentation on
the USC in the chart (20 percent). (Data not shown).
The proportion of clients with chart documentation regarding the USC varied by client
demographic characteristics. Clients over age 40 had chart documentation on the USC
more often than younger clients (30 percent compared to 24 percent). The charts of
female clients had documentation on the USC more often than those of male clients (26
percent and 21 percent, respectively). Latino clients had the lowest percentage of the
USC chart documentation (23 percent) and API clients had the highest (34 percent).
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Clients’ Usual Source of Care
Among the 747 clients with documented information on the USC, those seen at
FQHC/RHC/IHS providers were most likely to have a USC. Only 11 percent of charts
with USC documentation at FQHC/RHC/IHS clinics noted that the client lacked a USC.
Clients at other public provider sites were the least likely to have an identified USC; 61
percent of charts with USC documentation noted the client lacked a USC. See Figure
10.2.
Figure 10.2. Among Clients with Documentation on a Usual Source of Care,
Proportion with and without a Usual Source of Care, by Office Practice Type
(n=747)a
100%

11%
80%

33%

42%

52%

61%

60%
89%

40%

67%

58%

48%

20%

39%

0%
Private (n=245) FQHC/RHS/HIS
(n=301)

Has a USC

Community
Clinics (n=155)

Other Public
(n=46)

Total
(n=747)

Does not have a USC

a

Excludes 2,236 records missing documentation on a USC.
Source: 2011 Family PACT Medical Record Review, Female and Male General Samples.

Among those with USC documentation, clients who were new to the provider more often
lacked a USC than those already established with the provider (63 percent new
compared to 24 percent established). Clients who were already established had the
current provider specifically noted as the USC in the chart far more often than new
clients (57 percent established compared to 13 percent new). See Figure 10.3.
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Figure 10.3. Among Clients with Documentation on a Usual Source of Care,
Provider Reported as the Usual Source of Care, by New and Established Clients
(n=747)a
100%
24%

Lack of a USC is
Documented

80%

11%

63%

Unaffiliated Provider is
the USC

9%

60%
40%
17%
20%

Other Provider at this
Location is the USC

57%

This Provider is the USC

7%
13%

0%
New Client (n=174)

Established Client (n=573)

a

Excludes 2,236 records missing documentation on a USC.
Source: 2011 Family PACT Medical Record Review, Female and Male General Samples.

Among clients with documented information on the USC, the proportion of clients who
had a USC increased with age; 79 percent of clients age 40 and older had a USC
compared with 61 percent of those under age 30. The proportion having a USC also
varied by race/ethnicity, with Black clients having the lowest proportion with a USC (52
percent) and Latino clients the highest proportion with a documented USC (72 percent).
See Figure 10.4. A higher proportion of women (68 percent) than men (57 percent) had
a documented USC.
Figure 10.4. Among Clients with Documentation on a Usual Source of Care,
Proportion with and without a Usual Source of Care, by Age and Race/Ethnicity
(n=747)a
Age, in Years

Race/Ethnicity

100%
80%

100%
39%

39%

26%

21%
80%

60%

36%

28%

30%
47%

48%

60%

40%
61%

61%

74%

79%

20%

40%
20%

0%

64%

72%

70%
53%

52%

0%
<20
(n=114)

Has a USC

20-29
(n=332)

30-39
(n=194)

≥40
(n=107)

API
Black Latino Other White
(n=56) (n=58) (n=497) (n=27) (n=109)

Does not have a USC

Has a USC

a

Does not have a USC

Excludes 2,236 records missing documentation on a USC.
Source: 2011 Family PACT Medical Record Review, Female and Male General Samples.
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Facilitating Access to Primary Care
Availability of Onsite Primary Care Services
The Family PACT Program Standards require providers to make referrals for identified
primary care needs. The availability of primary care services onsite facilitates access
for Family PACT clients to needed services. The majority of Family PACT providers (76
percent) reported offering primary care services onsite, a small increase from the 2007
MRR (74 percent of provider sites). (Data not shown).
An equal proportion of both private and public providers reported offering primary care
onsite (76 percent). However, there were significant differences among office practice
types (p<0.001). Nearly all FQHC/RHC/IHS clinics reported offering primary care
services onsite (95 percent) compared to only 46 percent of community clinics. See
Figure 10.5.
Figure 10.5. Availability of Primary Care Onsite by Office Practice Type*** (n=215)
95%

100%
80%

76%

75%

60%
46%
40%
20%

0%
Private
(n=100)

FQHC/RHC/IHS
(n=64)

Community Clinic
(n=39)

Other Public
(n=12)

Public

Private

*** p<0.001 Office practice type is significantly related to onsite availability of primary care.
Source: 2011 Family PACT Medical Record Review.

Sites that identify as family planning/women’s health specialists were less likely to
report offering primary care services onsite (51 percent) than sites that described
themselves as primary care/multi-specialty providers (92 percent). While the overall
proportion of sites that offer primary care has not changed significantly since the 2007
MRR, the availability of primary care services at sites describing themselves as primary
care specialty has declined, while the proportion of family planning/women’s health sites
offering primary care services has increased to 51 percent from 34 percent in the 2007
MRR (p<0.05). See Figure 10.6.
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Figure 10.6. Availability of Primary Care Onsite by Provider Specialty, 2007 and
2011 Medical Record Reviews
98%

100%

92%

80%

60%
40%

74%

76%

2007
(n=201)

2011
(n=215)

51%
34%

20%
0%

2007
(n=76)

2011
(n=80)

Family Planning/
Women's Health*

2007
(n=125)

2011
(n=135)

Primary Care/
Multi-Specialty*
2007 MRR

Total

2011 MRR

* p<0.05 Availability of Primary Care Onsite changed significantly between 2007 MRR and 2011 MRR among
both family planning/women’s health and primary care/multi-specialty providers.
Source: 2007 and 2011 Family PACT Medical Record Reviews.

Availability of Sliding Fee Scale for Primary Care Services
Clients in need of primary care services outside the scope of Family PACT may not be
able to afford those services without financial assistance such as a sliding fee scale.
Overall, 71 percent of the 163 Family PACT providers with primary care onsite reported
offering a sliding fee scale for their uninsured clients. Public providers were significantly
more likely to offer a sliding fee scale than private providers (93 percent and 45 percent,
respectively; p<0.001). (Data not shown).
The availability of a sliding fee scale also differed significantly by office practice type
(p<0.001) and provider specialty (p<0.05). Among public providers with onsite primary
care, all community clinics (100 percent), and almost all FQHC/RHC/IHS clinics (97
percent) offered sliding fee scales, but only 56 percent of those in the other public
provider category offered this option. A larger proportion of primary care/multi-specialty
provider sites (75 percent) offered a sliding fee scale than family planning/women’s
health specialists (59 percent). See Figure 10.7.

172

Figure 10.7. Availability of Sliding Fee Scale Payment, by Office Practice Type
and Specialty, among Providers with Onsite Primary Care (n=163)
Office Practice Type***

Provider Specialty*
100%
80%

97%

100%
75%

80%
59%

60%

100%

60%

56%
45%

40%

40%

20%

20%

0%

0%
Primary Care/
Multi-Specialty
(n=122)

Private
(n=76)

Family Planning/
Women's Health
(n=41)

FQHC/
RHC/
IHS
(n=60)

Community
Clinic
(n=18)

Other
Public
(n=9)

* p<0.05 Primary care/multi-specialty vs. family planning/women’s health specialists.
*** p<0.001 FQHC/RHC/IHS vs. private, community clinic, and other public.
Source: 2011 Family PACT Medical Record Review.

Addressing Primary Care Needs
Referrals and Return-to-Clinic Appointments for Primary Care Services
There were 342 charts (11 percent) that noted one or more referrals or return-to-clinic
(RTC) appointments made for a primary care need (defined here as acute care or
chronic disease management) during the abstracted Family PACT visit. Four percent of
clients received at least one referral for primary care, similar to the three percent found
in the 2007 MRR. Overall, nine percent of clients received at least one RTC
appointment for a primary care issue. The RTC appointments for primary care needs
were more common than referrals to external providers, even at sites that did not report
offering primary care onsite. Clients at providers offering primary care onsite had a
significantly higher proportion of referral or RTC appointments for primary care (12
percent) than clients seen at sites that do not offer primary care onsite (nine percent).
See Figure 10.8.
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Figure 10.8. Proportion of Clients Receiving a Referral or Return-to-Clinic
Appointment for Primary Care by Availability of Primary Care Services Onsite
(n=2,983)
Clients Seen at
Sites with Primary
Care
(n=2,302)

Clients Seen at
Sites without
Primary Care
(n=681)

Total
(n=2,983)

Managing Primary Care Need

No

%

No

%

No

%

Referral to Primary Care

78

3%

29

4%

107

4%

RTC Appointment

223

10%

46

7%

269

9%

One or More Referral or RTC
Appointment

279

12%

63

9%

342

11%

Source: 2011 Family PACT Medical Record Review, Female and Male General Samples.

There were wide differences in proportion of documentation of referrals/RTC
appointments for a primary care need by office practice type (p<0.001). Although most
FQHC/RHC/IHS clinics offer primary care onsite, only 11 percent of clients received a
referral/RTC appointment for primary care. The proportion of clients receiving a referral
or RTC appointment for a primary care need also varied significantly by specialty
(p<0.001). Primary care/multi-specialty providers made the most referrals/RTC
appointments (13 percent) for primary care. See Figure 10.9.
Figure 10.9. Proportion of Clients Receiving a Referral or Return-to-Clinic
Appointment for Primary Care by Office Practice Type and Specialty (n=2,983)
Referral or RTC Appointment Received
All Clients (n=2,983)
Provider Characteristics

No.

%

Total

Private

140

10%

1,360

Public

202

12%

1,623

FQHC/RHC/IHS

99

11%

916

Community Clinics

49

9%

543

Other Public

54

33%

164

342

11%

2,983

Family Planning/Women's Health

83

8%

1,059

Primary Care/Multi-Specialty

259

13%

1,924

Provider Sector

Public Sector by Office Practice Types***

Total
Provider Specialty***

*** p<0.001 Documentation varied significantly by Office Practice Type and by Provider Specialty.
Source: 2011 Family PACT Medical Record Review, Female and Male General Samples.
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There were a few noteworthy differences in the number of clients receiving primary care
referrals or RTC appointments by client demographics. A slightly higher proportion of
men (13 percent) than women (11 percent) received primary care referrals/RTC
appointments. The proportion of primary care referrals/RTC appointments increased
with age, with clients 40 and older receiving the highest proportion. A higher proportion
of Black clients (19 percent) received primary care referrals/RTC appointments than
clients of other race/ethnicities (six percent API; nine percent White; 12 percent Latino;
12 percent Other/multiracial). See Figure 10.10.
Figure 10.10. Proportion of Clients Receiving a Referral or Return-to-Clinic
Appointment for Primary Care, by Age and Race/Ethnicity (n=2,983)
Race/Ethnicity

Age, in Years

25%

25%
19%

20%

20%
16%
15%

15%
12%

12%
9%

10%

11%

11%

< 20
(n=464)

20-29
(n=1,383)

12%

10%

6%
5%

5%

0%

0%
API
(n=166)

Black
(n=201)

Latino
Other/
(n=2,129) Multiracial
(n=94)

White
(n=393)

30-39
(n=780)

≥40
(n=356)

Source: 2011 Family PACT Medical Record Review, Female and Male General Samples.

Referrals for Other Medical and Psychosocial Services
The Family PACT Program Standards require providers to make referrals to local
resources when needed medical and psychosocial services, including domestic
violence and substance abuse related services, are beyond the scope of the provider
organization.
The proportion of clients who received referrals or were rescheduled with the same
provider for specialized services beyond regular primary care was very small. Less
than three percent of clients were referred or rescheduled for pregnancy-related care,
and less than one percent for alcohol and substance abuse, smoking cessation,
domestic violence, or other mental health concerns. These figures are similar to those
seen in the 2007 MRR.
Provision of Primary Care Services during the Family PACT Visit
To evaluate how often primary care is provided during Family PACT visits, abstractors
recorded whether the chart documented provision of any service from a list of primary
care issues during a Family PACT visit. (See Figure 10.11.) Overall, 18 percent of
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visits abstracted in the Female and Male GEN Samples had documentation of the
provision of one or more primary care services during the Family PACT visit. This is
greater than the eight percent found in the 2007 MRR. (Data not shown).
The most common primary care service incorporated into Family PACT visits was
treatment for acute illness (six percent). Three percent of charts noted counseling or
treatment for chronic conditions, and another two percent noted diabetes management.
Less than three percent of charts had documentation of gynecology-related concerns
such as breast lumps, pelvic masses, cysts, or pregnancy/postpartum care during their
Family PACT visits. All other issues were addressed in one percent or less of visits.
Provision of most categories of primary care increased slightly between the 2007 MRR
and the 2011 MRR. Provision of diabetes care (p<0.05), immunizations (p<0.001), and
treatment of common acute illnesses (p<0.05) increased significantly, while care for
injuries decreased (p<0.05). See Figure 10.11.
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Figure 10.11. Primary Care Topics Addressed during Family PACT Visits a
2007 MRR
(n=2,656)

2011 MRR
(n=2,932)b

No.

%

No.

%

Treat or Manage Chronic Illness or Condition,
Including Menopausec

75

3%

99

3%

Screening or Managing Diabetesc,*

27

1%

54

2%

Weight Management

37

1%

34

1%

Pain Management

20

1%

33

1%

Hypertension Management

16

1%

23

1%

Asthma Management

4

0%

6

0%

Screening or Managing Mental Health Concernc

19

1%

23

1%

Smoking Cessation

11

0%

18

1%

Substance Abuse Treatment

5

0%

5

0%

127

5%

186

6%

Immunization***

5

0%

21

1%

Treatment or Follow-up of Minor Injury*

14

1%

6

0%

Treat Breast Lump or Mass

-

-

20

1%

Ovarian Cyst, Pelvic Mass, Bartholin Cyst

-

-

14

1%

Pregnancy Care or Less than Six-Week
Postpartum Visit

-

-

56

2%

-

-

86

3%

29

1%

-

-

Primary Care Topics
Chronic Conditions

Psycho-social Issues

Acute Concerns
c,

Treat Common Acute Illness *

Gynecological Issues

Other
Drug Dispensing of a Drug that is not Family PACT
Covered
Drug Dispensing of a Non-contraceptive Drug
a

Note that multiple primary care issues may have been addressed in the same visit.
b
Excludes 51 clients with missing data.
c
Response options in the 2011 MRR were refined based on frequencies in the 2007 MRR and categories were
slightly different.
* p<0.05 Diabetes care, treatment of common acute illness, care of minor injury, 2007 MRR vs. 2011 MRR.
*** p<0.001 Immunization, 2007 MRR vs. 2011 MRR.
Source: 2007 and 2011 Family PACT Medical Record Review, Female and Male General Samples.
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Discussion
Family PACT serves men, women, and adolescents in their prime reproductive years.
For many of these clients, the family planning provider is their only source of care and
the only type of health care with which they are familiar.3,4 Given the new opportunities
for comprehensive insurance coverage that health care reform will be providing to low
income Californians, Family PACT is in a position to give clients an entry point to
primary care services and the wider health care system.
Medical homes are important for achieving the full benefit of health care reform.
Although 65 percent of provider sites reported the existence of a charting prompt to
assess and collect clients’ USC information, our examination of charts showed that
actual documentation of this information is not common. FQHC/RHC/IHS clinics
documented information on the USC in the chart most often, and also had the highest
proportion of clients who already had a USC. However, other providers, especially
private providers, do not show evidence of routinely assessing clients’ USC and warrant
provider assistance on assessment and documentation practices related to the USC. In
order for clients to receive primary care services on a timely basis and benefit from
having a medical home, it is important that providers identify clients’ USC, especially at
sites where primary care is not available.
Three-quarters of all Family PACT providers report offering primary care services
onsite. This suggests that many Family PACT providers can potentially address some
of their clients’ primary care issues in a timely manner, eliminating the need to refer
clients with primary care needs to other providers. In addition, Family PACT providers
offering primary care may choose to join an independent practice association or
provider group that is part of a health plan participating in the State’s health care
exchange, Covered California. Clients receiving services from these providers may be
able to remain with their current provider for primary care when they select a managed
care plan in the insurance marketplace. However, since the definition of primary care
was self-defined by each respondent, we do not know the proportion of Family PACT
providers that offer the comprehensive primary care required to serve as a medical
home or be part of an independent practice association or practice group.
The Guttmacher Institute reports that as many as 60 percent of female clients at family
planning centers describe it as their usual source of medical care. 1 However, only half
of Family PACT providers specializing in family planning/women’s health reported
offering primary care services onsite. This figure is higher than we found in the 2007
MRR when only a third of family planning/women’s health providers offered onsite
primary care. The increase could indicate that these providers are anticipating the
impact of health reform on their business model by expanding their scope of services.
Services outside the scope of Family PACT must be reimbursed through other forms of
payment. Overall, 71 percent of Family PACT providers with onsite primary care
reported offering sliding fee scales, but this option was much more prevalent at primary
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care/multi-specialty providers than family planning/women’s health specialists. Sliding
fee scales will remain important for clients who do not qualify for new insurance options
under the ACA.
Considering the limited scope of services covered by Family PACT, an important
program integrity concern is whether the Family PACT Program is used to pay for
non-reproductive health care services. Chart notations indicated that primary care
concerns were addressed during 18 percent of abstracted Family PACT visits; greater
than the eight percent of visits found in the 2007 MRR.
The years for which charts were abstracted, 2009 and 2010, correspond with the
highest number of clients served in Family PACT to date. The State experienced
extremely high unemployment, loss of insurance, and demand for safety net services.
Family PACT also saw an increase in the proportion of clients reporting income under
150 percent of the Federal Poverty Guidelines and in clients over age 35, who are more
likely to have medical conditions than adolescents or young adults. This change among
the client population may have resulted in a higher need for primary care services.
Overall, 11 percent of clients received at least one referral or RTC appointment for a
primary care concern. This proportion was higher at sites offering onsite primary care.
It is possible that sites with primary care services available onsite screen and identify
more primary care issues of a severity that warrants follow-up. Patient demographics
may also be driving this difference. For example, the age range of clients at sites
offering primary care is wider than clients at sites that focus exclusively on family
planning and reproductive health. This is reflected in the referral/RTC rates by provider
specialty and practice type.
It is interesting to note that sites that did not offer primary care onsite had a higher
proportion of RTC appointments than external referrals for primary care needs. Since
information on whether a site offered onsite primary care was obtained from an
interviewee, and a definition of primary care was not given during the interview, it could
be that the provider sites are defining primary care more broadly than we do in this
MRR. Alternatively, it could indicate that some RTC appointments for primary care
needs are related to contraceptive management issues. Future studies should explore
the relationship between primary care and family planning services in more detail.
The ACA incorporates a strong focus on care coordination through patient-centered
medical homes. Medical homes are intended to serve as an individual’s USC and the
access point for primary and chronic care needs. The provider serving as the USC
evaluates a patient’s need for specialized services and coordinates referrals as
appropriate.5 This consistent medical home and centralized care coordination are
intended to lower overall medical costs, ensure high quality of medical services, and
protect and improve public health. Family PACT is uniquely positioned to serve multiple
roles under health care reform. Being generally young and healthy, the client
population is a desirable outreach target from the health plan perspective and the
Family PACT network forms an ideal outreach setting. Many Family PACT providers
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already serve as primary care providers and can transition clients seamlessly into new
health care plans under the ACA. As reform efforts progress, Family PACT will
continue to serve as a safety net provider, while becoming further integrated into a
health care system that meets both the primary and specialized needs of the whole
person.
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Chapter 11. Quality of Care to Clients with Limited
English Proficiency
Introduction
The Family PACT Program Standards stipulate that “all services shall be provided in a
culturally sensitive manner and communicated in a language understood by the
client.”1 The 2007 MRR found that medical charts did not consistently document the
client’s language needs or how language gaps were addressed.2 The review found
that, where documented, STI risk assessment and counseling were performed more
frequently when the client was seen by a bilingual clinician than with the help of an
interpreter.3 In follow-up to these findings, the OFP conducted a webinar and prepared
training and resource materials on cultural and linguistic competency, including
appropriate documentation of clients with LEP and their need for an interpreter or their
use of interpreters.4
The 2011 MRR included questions for providers in advance of medical record
abstraction on the availability of bilingual clinicians and interpreter services,
identification of LEP clients, and documentation in the medical records of how LEP
clients were served.
We explored the following research questions:




Is client’s LEP and method of interpretation appropriately documented?


What proportion of clients had a primary language other than English?



What proportion of clients’ charts was flagged as LEP?

Does a client’s lack of English as a primary language or documented LEP influence
the quality of care? The following indicators were assessed:


The proportion of non-English language or LEP clients who received a sexual
risk assessment?



The proportion of non-English language or LEP clients who received a CT test.



The proportion of visits that included documentation of education and counseling
on selected topics (contraception, STI, other reproductive health, other wellbeing) according to language status.

Methodology
Data Sources
This chapter draws from two data sources. To answer the first research question, we
analyzed information on the availability of bilingual clinicians and interpreter services
from the telephone interviews with administrators at the 215 provider sites. For the
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second research question, we identified two groups from the Female and Male GEN
Samples based on their primary language and country of birth and compared chart
abstractions on documentation of sexual risk assessment, CT testing, and counseling.
Upon enrollment in the Family PACT Program, clients are asked for their primary
language and country of birth. Charts where the client reported English and that the
client was born outside of the U.S., or where the client reported English and that the
client was bilingual (244) were excluded, leaving 2,739 charts for analysis. Of the 2,739
clients whose visits were analyzed, 1,672 reported non-English languages as their
primary language. These clients were compared to the 1,067 clients who reported
English as their primary language and who were born in the U.S.
Availability of Bilingual Clinicians and Trained Interpretation Services
In addition to bilingual clinicians, providers used a variety of interpretation services. In
order to describe them, we considered the use of trained staff, volunteer interpreters, or
a language line as “trained interpretation services,” and the use of untrained staff, family
members or other interpretation strategies as “untrained interpretation services.”

Findings
Provider Characteristics
The large majority of the 215 providers (89 percent) had bilingual clinicians onsite.
Nearly three-quarters of providers (73 percent) reported the use of trained staff
interpretation services and 20 percent used untrained interpretation services. See
Figure 11.1.
Figure 11.1. Percent of Providers Providing Translation Services (n=215)

Bilingual Clinician

89%

Trained Interpreter Services

73%

Untrained Interpreter Services

20%

0%

20%

40%

60%

80%

Source: 2011 Family PACT Medical Record Review, Female and Male General Samples.
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Fourteen percent of providers indicated that appointments were rescheduled if a
bilingual clinician or an interpreter was not available to see the LEP client. Most of the
providers had more than one strategy to bridge the language gap. Only three providers
did not have any provision and one provider used only family members as interpreters.
These four providers saw a total of 24 clients with a non-English primary language in
our sample.
When analyzing the availability of bilingual clinicians and trained interpreter services by
office practice type, nearly all private providers and FQHC/RHC/IHS clinics reported
having bilingual clinicians (94 percent and 92 percent, respectively). The highest
proportion of trained interpreter services was found among FQHC/RHC/IHS clinics (84
percent), followed by community clinics (77 percent), private providers (68 percent), and
other public providers (58 percent). See Figure 11.2.
Figure 11.2. Provider Language Services by Office Practice Type (n=215)
100%

94%

92%
84%

80%

79%

Private Practice (n=100)
77%
FQHC/RHC/IHS (n=64)

68%
60%

58%

58%

Community Clinics (n=39)
Other Public (n=12)

40%
19%

20%

22%

23%

25%

0%
Bilingual Clinician

Trained Interpreter Services Untrained Interpreter Services

Source: 2011 Family PACT Medical Record Review, Female and Male General Samples.

The availability of bilingual clinicians was almost equally high for providers specializing
in family planning/women’s health and in primary care/multi-specialty providers (89
percent and 88 percent, respectively). See Figure 11.3. Primary care/multi-specialty
providers reported a higher use of trained interpretation services and lower use of
untrained interpretation services (78 percent and 18 percent, respectively) than family
planning/women’s health providers (70 percent and 23 percent, respectively). See
Figure 11.3.
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Figure 11.3. Provider Language Services by Provider Specialty (n=215)
100%

100%
89%

88%

Family Planning/
Women's Health (n=80)

78%

80%
70%

Primary Care/
Multi-Specialty (n=128)

60%
Other (n=7)
40%
29%

29%
23%

20%

18%

0%
Bilingual Clinician

Trained Interpreter Services

Untrained Interpreter
Services

Source: 2011 Family PACT Medical Record Review, Female and Male General Samples.

Client Characteristics
Identification of LEP Clients and Language Concordant and Discordant Encounters
Overall, 61 percent (1,672) of the 2,739 clients reported a primary language other than
English. Of these 1,672 clients, 91 percent reported Spanish as their primary language
and nine percent reported a primary language other than Spanish.
Only in 29 percent (481) of the charts for individuals with a non-English primary
language, was the need for an interpreter or use of the native language noted.
Abstractors asked clinic staff whether the clinician, who saw a LEP-identified client at
the abstracted visit, was known to be bilingual in the client’s primary language. If
LEP-identified clients were seen by a bilingual clinician they were categorized as having
a language concordant encounter. In language discordant encounters, clients
communicated with their clinicians in English, with the help of an interpreter, if
necessary.
Of the 481 LEP encounters, 341 (71 percent) clients received language concordant
services and 135 (28 percent) received language discordant services. For five clients
(one percent) documentation was missing. See Figure 11.4.
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Figure 11.4. Limited English Proficient Groups in Female and Male General
Samples

Female and Male General Sample
(n=2,739)a

English as a primary language and
born in the United States (ENG)

Did not have English as one of the primary
languages (Non-English, N-ENG)

(n=1,067; 39%)

(n=1,672; 61%)

LEP marked in chart (LEP)
(n=481; 29%)

English proficiency
unknown (LEP-U)
(n=1,191; 71%)

Bilingual clinician
(languageconcordant)

Interpreter
(languagediscordant)

(n=341)

(n=135)b

Female

Female

(n=308)

(n=122)

Male

Male

(n=33)

(n=13)

a

244 clients were English speakers and born outside of the U.S., or English/Bilingual and were excluded from the
sample.
b
Five missing responses.
Source: 2011 Family PACT Medical Record Review, Female and Male General Samples.

The proportion of clients, who were LEP-identified, varied by office practice type and
specialty. The practice types with the highest proportion of LEP-identified clients were
FQHC/RHC/IHS clinics (32 percent) and private practice providers (29 percent),
followed by other public providers (20 percent), and community clinics (18 percent). By
provider specialty, those with the highest proportion of LEP-identified clients were
primary care/multi-specialty providers (31 percent). Twenty-five percent of clients
served by family planning/women’s health specialists and 24 percent of clients served
by other specialties were LEP-identified clients. See Figure 11.5.
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Provider Specialty

Office Practice Type

Figure 11.5. Percentage of Clients Served who were LEP-Identified, by Office
Practice Type and Specialty (n=1,672)
Private Practice (n=887)

29%

FQHC/RHC/IHS (n=543)

32%

Community Clinic (n=173)

18%

Other Public (n=69)

20%

Family Planning/
Women's Health (n=544)

25%

Primary Care/
Multi-Specialty (n=1,077)
Other (n=51)

31%
a

0%

24%
10%

20%

30%

40%

a

Other includes Pediatric/Adolescent Health and STD/HIV-dedicated clinic.
Source: 2011 Family PACT Medical Record Review, Female and Male General Samples.

More than half (54 percent) of all LEP-identified clients were served by private practice
providers and over two-thirds (69 percent) were served by primary care/multi-specialty
providers. (Data not shown).
Quality of Care Indicators between Clients with English and Non-English as
Primary Language
We compared selected quality indicators of clients who reported English as their
primary language and were born in the U.S. (English; 1,067) with clients who reported a
non-English primary language (Non-English; 1,672). Non-English language clients were
significantly less likely to have an STI risk assessment than English language clients (54
percent and 64 percent, respectively; p<0.001), to get a CT test (42 percent and 49
percent, respectively; p<0.01), and to have counseling noted in the chart (70 percent
and 75 percent, respectively; p<0.05). By counseling topic, non-English language
clients were significantly less likely than English language clients to have documentation
of counseling on contraception (50 percent and 55 percent, respectively; p<0.05) and on
STI (33 percent and 43 percent, respectively; p<0.001). See Figure 11.6.
Within the non-English language group, there were differences in the quality indicators
when comparing the LEP-identified group with clients for whom English proficiency was
not noted (LEP-unknown). LEP-identified clients were significantly more likely to have
an STI risk assessment than LEP-unknown clients (61 percent and 51 percent,
respectively; p<0.01), although there was no statistically significant difference in the
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proportion of administered CT tests. A higher percentage of LEP-identified clients had
counseling documented than LEP-unknown clients, although when compared by
counseling topic the differences were only statistically significant for contraceptive
counseling (54 percent and 49 percent, respectively; p<0.05) and general well-being
counseling (26 percent and 20 percent, respectively; p<0.05). See Figure 11.6.
Figure 11.6. Quality Indicators by English Proficiency
English
(n=1,067)

Quality Indicatorsa

NonEnglish
(n=1,672)

LEPb
(n=481)

LEPUnknownb
(n=1,191)

Sexual Risk Assessment
STI

64%

54%***

61%

51%**

CT Testing

49%

42%**

45%

40%

75%

70%*

72%

69%

55%

50%*

54%

49%*

STI
Other Reproductive Healthe

43%
21%

33%***
23%

36%
24%

32%
22%

General Well-Beingf

25%

22%

26%

20%*

Education and Counseling
Any Counseling
Contraceptive Methods
d

c

* p<0.05; ** p<0.01; *** p<0.001.
a
Quality indicators may have from five to 29 missing values due to non-responses in abstracted charts.
b
Indicates they are subsets of Non-English group. See Figure 11.4.
c
Reversible and permanent method options/use, side effects, postoperative, EC.
d
STI/HIV prevention; STI test results, treatment, and follow-up; partner management.
e
Infertility, FAM to conceive, preconception care, Pap test results, breast self-exam, testicular self-exam.
f
Intimate partner violence, alcohol/substance abuse, weight management, acute and chronic primary care concerns.
Source: 2011 Family PACT Medical Record Review, Female and Male General Samples.

Within the LEP-identified group, we found that clients seen by a bilingual provider
(language concordant encounter) were significantly less likely to have a sexual risk
assessment than clients in a language discordant encounter (58 percent and 68
percent, respectively; p<0.05). (Data not shown). There was no difference in the
proportion of clients who received a CT test and the proportion of clients who received
counseling. Interestingly, there was no statistically significant difference in any of the
quality indicators between the LEP-identified group and clients with only English as
primary language.

Discussion
Federally-funded programs are required to ensure their services are accessible to all
clients who, as a result of national origin, are not proficient or who are limited in their
ability to communicate in the English language.5,6 Interpretation needs in Family PACT
are mainly addressed through the availability of bilingual clinicians and trained
interpreter services (trained staff or volunteers, or language line). Only a few providers
reported use of untrained staff interpreters, family members or other sources. While the
pre-abstraction interview and chart abstractions did not measure the quality of the
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interpreter training or the language proficiency of bilingual clinicians or interpreters, the
high use of bilingual clinicians or trained interpreters is remarkable and is yet further
evidence of a diverse provider network within Family PACT. Particularly,
FQHC/RHC/IHS clinics, which are all primary care providers, reported a high use of
trained interpreters and, thus, seem to be well poised to meet the interpretation needs
of LEP clients.
We found that LEP status was documented only in 16 percent of the charts in the
Female and Male GEN Samples and for less than one-third of the clients with
non-English primary languages. In a Family PACT provider survey, on average, half of
the Family PACT clients were estimated to be LEP, with some providers not seeing any
LEP clients and others reporting that all of their clients are of LEP.7 As the Female and
Male GEN Samples were representative of the Family PACT client population by all
other accounts, the findings indicate a lack of tracking of LEP and interpreter needs,
which may jeopardize the quality of care.
Differences in documentation of LEP status among provider groups suggest the need
for targeted interventions to improve LEP documentation by family planning/women’s
health providers, community clinics, and providers classified as other public providers.
FQHC/RHC/IHS clinics may have a stronger financial incentive to document LEP status
at a visit and to have interpreter strategies well documented. As part of their
accreditation these clinics must develop a plan and make arrangements to be
responsive to the needs of LEP clients and to ensure the availability of bilingual staff,
who are able to bridge linguistic and cultural differences.8 Reaccreditation and
enhanced reimbursement rates depend on satisfactory audits and review of these
requirements. As private providers see on average fewer clients than public
providers,9 they may be more motivated to track clients’ LEP status for scheduling with
a bilingual clinician or interpreter. Additionally, private providers may have incorporated
better documentation of LEP visits in order to collect additional compensation under
another line of business (e.g., a managed care network contract). Community clinics
and other public providers such as county health departments and school and university
health clinics may lack similar financial incentives.
Clients with a non-English primary language where LEP status was unknown were less
likely to have an STI risk assessment and to receive counseling. This finding may
suggest two quality gaps in service delivery: 1) providers not indicating LEP status may
be less diligent in documenting risk assessment and counseling, too, indicating a need
for targeted training and monitoring of chart practices; and, 2) poor charting practice
may be an indication of a lesser quality of care. If the communication challenges of LEP
clients are not be picked up and addressed, it may hamper the delivery of elements in
the clinical encounter that depend on verbal communication such as health
assessments and counseling and education.
Monitoring the quality of services to LEP clients hinges on appropriate documentation of
LEP status and use of bilingual clinicians or interpreters. While the ability to offer
providers financial incentives may be limited, the OFP may consider taking advantage
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of the increasing use of EHRs10 to encourage documentation of LEP status at the
provider level and to ensure appropriate documentation of both LEP status and service
delivery.
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Chapter 12. Completeness and Quality of
Documentation
Introduction
Sufficiently detailed medical records are required by law, regulation, and good medical
practice to document the content of each encounter, including any decisions made by
the rendering provider and client, and to support claims for reimbursement. Transition
to a new records format or conversion to electronic format can impact the later
availability and completeness of patient records created prior to such changes in the
clinic. Overall, 96 percent (4,809) of the 5,035 requested medical records were located
by the providers; four percent (226 records) were not presented for abstraction.
Onsite processing of Family PACT’s client enrollment applications must be accurate,
and the completed applications retained for four years to ensure program integrity.
Client eligibility screening and documentation requirements are specified in the Family
PACT PPBI manual.1 Accurate entry of client application information to the eligibility
file is expected of enrolled providers. The Family PACT Program Standards describe
requirements regarding medical record documentation. Providers agree to follow these
standards at the time they enroll as program participants.
The 2011 Family PACT MRR builds on the previous MRR which described the quality of
documentation in terms of completeness, clinicians’ charting style, the ease of
abstraction, and legibility of records.2 Client Eligibility Certification (CEC) forms were
scored for completeness. Whether or not a Social Security number (SSN) could be
located in the chart was reported, and those numbers were compared to the SSN
information on file.
For this analysis we focus on the following evaluation questions:


What proportion of the medical records was legible, understandable, and could be
abstracted?



To what extent did providers increase use of EHR systems in comparison to the
2007 MRR?



Did the proportion of charts containing a CEC form remain the same or increase?
Did the proportion of female charts containing a CEC form improve compared to the
2007 MRR? Did the proportion of charts from family planning/women’s health
providers containing a CEC form improve compared to the 2007 MRR? Did the
proportion of complete CEC forms increase?



To what extent did the clients requesting confidentiality on the CEC form match the
administrative enrollment records?



Did the proportion of charts with a documented SSN increase?
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Methodology
In the assessment of the legibility, ease of abstraction, and use of EHR, 4,727 records
from all the samples were included. Twenty-four records were excluded due to
abstractor error.
In assessing adoption of EHR systems, the provider or office manager at each of the
215 provider sites was interviewed about the components of such systems including
administrative records, claims completion, ordering or posting results for laboratory
tests, clinic visit records, making and tracking referrals for ancillary services, ordering
prescriptions, communicating with clients and other providers, and records storage.
Providers were flagged as using EHR systems if an electronic medical record (EMR) for
clinic visits and one or more other elements had been adopted as of May 2011, whether
or not the transition for all client records or all components had been completed.
A total of 4,141 charts from six samples were assessed for the presence of a CEC form
from any year, and whether it was fully or partially completed. All CEC forms located for
the first 2009 visit were considered in the analysis of completeness. Of the CEC forms
initially considered for scoring, 77 percent (3,186) were scored and 23 percent (955)
were excluded for any of several reasons: the form was blank (score = 0); the form was
not for a 2009 visit; only one side of the form was found in the chart; or another form
was used instead. This is a lower percentage than were scored in 2007 (88 percent), in
part because, unlike in previous years, CEC forms that were missing either side of the
form were excluded from the measure.
To allow comparability of the analysis in this study with the provider profile3 indicator on
SSN, analysis was done only on the SSNs found for 1,227 U.S.-born clients aged 18
years or older on the date of service and where the place of birth was known. By these
criteria, all of these clients had a SSN, and should have been able to supply it to the
enrolling provider. SSN reporting analysis was supplemented by enrollment data to
correctly identify all U.S.-born adults and to make the comparison of MRR-collected
SSNs with the SSNs reported in eligibility transactions.
We also compared the abstracted CEC form with eligibility transactions to verify that the
client’s request for confidentiality from partner, spouse, or parent was checked (Yes or
No) on the CEC form and that the correct response was entered by the provider into the
eligibility system. This additional data check was not conducted in the 2007 MRR.

Findings
Medical Record Legibility and Ease of Abstraction
A legible and complete medical record serves multiple purposes: as a legal document
of diagnoses and treatments; to support claims for reimbursement; and for continuity of
care. Abstractors found 77 percent (3,613) of records overall to be easy to read and
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abstract, which was significantly lower than the 2007 MRR where 90 percent (3,186) of
records were scored as “not difficult to read” and abstract (p<0.001). (Data not shown).
Among public sector practice types, other providers (student health centers, hospital
outpatient clinics, and city or county health departments) had the highest proportion of
legible records (93 percent), followed by community clinics (91 percent) and
FQHC/RHC/IHS (76 percent). Private practice providers had the lowest proportion of
legible records (69 percent). See Figure 12.1.
Figure 12.1. Proportion of Legible Records, by Office Practice Type (n=3,613)

Other Public (n=223)

93%

Community Clinics (n=923)

91%

FQHC/RHC/IHS (n=1,103)

76%

Private Practice (n=1,364)

69%
0%

20%

40%

60%

80%

100%

Source: 2011 Family PACT Medical Record Review.

When considered by specialty, other specialists (i.e., adolescent health, STI/HIV
dedicated) had the highest proportion (92 percent) of legible records, while family
planning/women’s health specialists and primary care/multi-specialty providers had
similar proportions (77 percent and 76 percent, respectively).
Transition to Electronic Health Systems
For the visit records requested in the 2011 MRR, the providers used charting systems
that included paper-only, combinations of paper and electronic, various stages of
transition from paper-only to electronic, and electronic-only. All-paper records were
provided by 68 percent (147) of the 215 provider sites, with either all-electronic or a
combination of paper and electronic at the remaining 32 percent (68) of sites. See
Figure 12.2.
Of these 68 providers, 37 percent were FQHC/RHC/IHS; 29 percent were community
clinics; 25 percent were private practice; and, the remaining 9 percent were other public
providers. (Data not shown). This 32 percent of sites using EHR is a marked increase
from the six percent of sites with EHR found in the 2007 MRR. (Data not shown).
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Those that had adopted EHR systems in 2010 or were in the midst of conversion in
2011 typically provided the abstractor with a mix of older paper charts and EMR
print-outs of more recent visits.
Figure 12.2. Electronic Health Record Systems Reported in Use by the Providers
Sampled in the 2011 Medical Record Review (n=211)a

5%

EHR Pre-2009
11%
EHR in 2009
11%

EHR in 2010

68%

b

EHR in 2011

5%

Paper Charts

a

Excludes four provider sites with missing EHR interview responses.
Provider interviews were conducted in May/June 2011; additional EHR adoption may
have occurred later in the calendar year.
Source: 2011 Family PACT Medical Record Review.
b

The transition of 2009 and 2010 medical charts from paper records to electronic
versions may have adversely affected some providers in their ability to locate charts.
Another challenge reported by providers was off-site storage of archived paper charts.
Of the 185 providers that were unable to locate one or more requested charts, 64
percent still used only paper charts in 2011. The remaining 36 percent had
implemented EHRs during or before 2011.
Documentation of Client Eligibility Certification
Providers use the CEC form to record information needed to perform an eligibility
screening at the place of service delivery. The PPBI requires all fields on the CEC form
to be completed. Most fields were self-reported and completed by the client, with
provider assistance as needed. The client’s signature is required, attesting that the
information is true, correct and complete. The provider’s (or designee’s) signature is
required to complete the certification of eligibility for program benefits. Of the 4,141
records examined for CEC forms, 89 percent (3,670) were for female clients and 11
percent (471) were for male clients.
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Presence of Client Eligibility Certification Form in Medical Records
Eighty-eight percent of the 4,141 charts abstracted had a CEC form from any year,
which is the same proportion found in the 2007 MRR. Administrative standards require
retaining the CEC form in the chart for a period of four years. In 12 percent of charts,
no CEC forms were found at all. This finding is also consistent with the 2007 MRR
which reported 12 percent of charts missing a CEC form. We looked further for any part
of the CEC form for the 2009 abstracted visit eligibility period, and found them in only 78
percent of charts. See Figure 12.3.
Charts of males were more likely than charts of females to include any CEC forms (92
percent and 87 percent, respectively). These findings are similar to the 2007 MRR (94
percent male records compared to 87 percent female records).
Overall, public sector providers had a higher proportion of CEC forms for the 2009 visit
in the medical records than private practice providers (81 percent public compared to 72
percent private). However, within the public sector the percentage of CEC forms found
for the 2009 visit varied by office practice type with community clinics at 89 percent,
followed by FQHC/RHC/IHS at 77 percent, and other providers at 74 percent. See
Figure 12.3.
Figure 12.3. Client Eligibility Certification Form Found, by Office Practice Type
(n=4,141)
100%

Percentage of Charts with CEC

80%

93%

89%

85%
72%

89%

88%
78%
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74%

78%

60%

40%

20%

0%
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(n=1,722)

FQHC/RHC/IHS Community
(n=1,296)
Clinics
(n=916)

Any CEC

Other
(n=207)

Total
(n=4,141)

CEC for 2009 Visit

Source: 2011 Family PACT Medical Record Review.

Among provider specialties, family planning/women’s health specialists had CEC forms
in 81 percent of the charts examined, a decline from the 82 percent in the 2007 MRR for
this specialty and less than the 92 percent among the other two specialty categories.
For CEC forms for the 2009 visit eligibility period only, the percentages also varied by
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specialty. Among family planning/women’s health specialists 71 percent of charts had
the CEC form, compared to 82 percent among primary care/multi-specialty providers,
and 79 percent among other specialties. See Figure 12.4.
Figure 12.4. Client Eligibility Certification Form Found, by Provider Specialty
Percentage of Charts with CEC Found
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Source: 2011 Family PACT Medical Record Review.

Completeness of Client Eligibility Certification Forms
Abstractors were directed to locate the CEC form used for eligibility screening for the
2009 visits and to assess and report on the content of fields required to be completed
on all forms. A scoring methodology similar to the 2007 MRR was used with one point
awarded for the completion of each of eight scored fields. The scored fields included:
other health insurance; request for confidentiality; county of residence; family size;
family income; client signature; provider certification; and provider/designee signature.
A score of 8 represented a CEC form where all the required fields had an entry and both
the client/applicant and provider, or the provider’s designee, had signed in their
respective places. Lesser scores were assigned when one or more of the required
fields were left blank.
Overall, a score of 8 completed fields was met by 45 percent of the CEC forms scored.
An additional 21 percent scored 7; 19 percent scored 6; nine percent scored 5; and
about seven percent scored between 1 and 4. There was little difference by female and
male clients. About 50 percent of CEC forms by public sector providers scored 8, but
just 36 percent of private providers achieved that score. Among public sector practice
types, community clinics had the highest proportion scoring 8 at 58 percent, followed by
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other public providers at 46 percent, and FQHC/RHC/IHS at 45 percent. By specialty,
family planning/women’s health and other specialists had about 51 percent of CEC
forms scoring 8, while primary care/multi-specialty providers had 41 percent.
For comparison purposes only, we also repeated the scoring as it was done in 2007
MRR without exclusions (see Methodology in this chapter). Using that methodology, 35
percent of CEC forms for the 2009 visit were scored “complete,” which was a significant
improvement from the finding of 28 percent in the 2007 MRR (p<0.001). (Data not
shown).
Figure 12.5 shows completeness of CEC forms by element and in comparison to the
2007 MRR. Client signature improved significantly to 99 percent (p<0.001), up from 94
percent in the 2007 MRR. Provider signature improved significantly by 12 percentage
points (75 percent, up from 63 percent in the 2007 MRR; p<0.001). The provider
certification checkbox completion improved significantly from 55 percent in the 2007
MRR to 64 percent in the 2011 MRR (p<0.001).
Figure 12.5. Completeness of Client Eligibility Certification Form, by Element,
2007 and 2011 Medical Record Reviews
2007 MRR (n=2,373)a

2011 MRR (n=3,186)b

No.

%

No.

%

Client Signature***

2,227

94%

3,148

99%

Family Size

2,235

94%

3,036

95%

Other Health Insurance***

1,963

83%

2,928

92%

Income

2,191

92%

2,945

92%

Confidentiality Request*

2,090

88%

2,874

90%

County of Residence

1,916

81%

2,584

81%

Provider/Designee Signature***

1,500

63%

2,395

75%

Provider Certification***

1,294

55%

2,049

64%

CEC Elements Completed

a

Excludes 327 charts in which the CEC form was not found.
b
Excludes 955 CEC forms as blank, not for 2009 visit, only one side found, or another form used.
* p<0.05 Confidentiality Request, 2007 MRR vs. 2011 MRR.
*** p<0.001 Client Signature, Other Health Insurance, Provider/Designee Signature, & Provider Certification, 2007
MRR vs. 2011 MRR.
Source: 2007 and 2011 Family PACT Medical Record Reviews.

An additional 13 percent had the provider’s signature but not the certification checkbox;
and about two percent did not have the provider’s signature but the certification
checkbox was complete. Twenty-three percent (724) of CEC forms were missing both
the provider’s signature and the certification checkbox (client eligible or ineligible). See
Figure 12.6.
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Figure 12.6. Proportion of Client Eligibility Certification Forms Complete and
Incomplete, 2011 Medical Record Review (n=3,186)a

CEC Complete
17%

Certification Missing
Provider Signature Missing

45%
23%

Signature and Certification
Missing

Missing other Fields

13%

2%
a

Excludes 955 CEC forms as blank, not for 2009 visit, only one side found, or another form used.
Source: 2011 Family PACT Medical Record Review.

Confidentiality Requested by Clients
A key feature of the program is the option to use Family PACT services without fear that
one’s spouse, partner, or parent will be notified of the service, as may happen with other
health coverage. Clients may request to enroll in the program when confidentiality for
this reason is necessary by checking a box on the CEC form. Abstractors recorded how
this question was marked on the CEC form for the 2009 visit and that information was
then compared to the information in the eligibility system. Forty-three percent (1,379) of
clients indicated a need for confidentiality on the CEC form, but 10 percent (134) of
those did not have this data field entered into the electronic eligibility file. Similar data
analysis for confidentiality was not reported in the 2007 MRR.
Social Security Number Reporting
Providers are required to ask for and report SSNs at the time of enrollment. Providers
may not deny access to family planning services if the client is unable or unwilling to
provide the SSN. In that case, the provider is directed to record the reason for the
missing SSN on the CEC form. The details about missing SSNs are not collected
during the online client certification transaction. However, to assess CEC form
completion, this information was abstracted from the medical records in the 2011 MMR.
Unlike previous MRRs that included all abstracted records when looking for SSNs, this
analysis was limited to 1,227 clients who should have an SSN available because they
were at least 18 years old at the abstracted visit and were U.S.-born. Clients that met
these criteria included 1,033 females and 194 males. SSNs found in the charts were
collected and compared to the SSNs in the eligibility file, as they were in the 2007 MRR,
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to assess frequency of SSN collection, percent match to the number reported, and
whether the SSN was found on the CEC form or elsewhere in the chart.
The proportion of U.S.-born adults with an SSN found anywhere in the chart (including
any CEC form) was 93 percent (1,145). When considering just the CEC form for the
2009 visit, 85 percent (1,042) included the SSN. Of those U.S.-born adults with no SSN
found on the CEC form for the 2009 visit (185), 83 percent had no documentation of the
reason that it was missing.
When the SSNs found in the charts were compared to those in the eligibility file, only 72
percent (750) matched the number on file. Female records were more likely to have a
match in the eligibility file (73 percent, 640) than were male records (65 percent, 110).
Analyses showed that 23 percent (238) of SSNs found in the charts of U.S.-born adults
were entirely missing from the eligibility file, and five percent (54) did not agree with the
SSN entered in the eligibility file. See Figure 12.7.
Figure 12.7. Proportion of Social Security Numbers Matching Entry into Eligibility
File (n=1,042)

Match: SSN/Eligibility
File (n=750)

23%

No Match: SSN/Eligibility
File (n=54)

5%
72%

SSN Found; Eligibility
File Blank (n=238)

Source: 2011 Family PACT Medical Record Review.

To compare as closely as possible to the 2007 MRR, abstractors looked for SSNs on
CEC forms for all clients, and if absent, whether it could be found elsewhere in the
chart. Abstractors were able to find SSNs in 33 percent of charts, which is less than the
44 percent found in the prior study. Consistent with prior studies, however, private
providers collected a lower proportion of their clients’ SSNs than public providers.

Discussion
Providers use either paper-based visit records, EMRs, or some combination of both,
with each having specific advantages and limitations. EMRs support electronic media
claims for reimbursements, can interact with other business systems, can help to
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overcome issues of illegible handwriting, and can offer a clinician prompts when
documenting a clinical encounter to promote better overall documentation.4 The
increasing proportion of illegible and difficult to abstract charts that we found is an
indication of the imperative of EMR adoption. The impact of EHR system use on quality
of care is unclear. Further research in this area is recommended.
There is evidence that Family PACT providers have increasingly adopted electronic
charting as certified technology has become more widely available and federal
meaningful use incentives began. About one-third of provider sites sampled for the
MRR used some form of electronic charting by 2011, and that will continue to grow5
with resultant improvement in access, quality, efficiency, and safety.4,6 With
implementation of the ACA’s expansion of Medicaid and health care exchange
programs in 2014, the nearly 70 percent of Family PACT providers who were still using
some form of paper records should be encouraged to adopt EHR systems or risk being
unprepared for health care reform. The OFP should promote EHR systems and
consider novel approaches to spark providers’ interest; for example, a webinar featuring
a panel of Family PACT providers in various stages of transition to discuss the
challenges and rewards of EHR. A provider survey of progress through the seven
stages of the Ambulatory EMR Adoption Model,7 or a needs assessment could be
conducted; and a performance metric could be developed to report the findings.
A key feature of Family PACT is the ability to provide immediate access to care through
the onsite eligibility process. Providers are responsible for determining clients’ eligibility
based on complete CEC forms. This legal document is expected to be kept on file for at
least four years. Performance of this responsibility is crucial to program integrity and
has declined over time. More than half of CEC forms evaluated failed to meet the
minimum requirements of completion needed to carry out eligibility certification.
Provider signature and certification fields remained blank in significant numbers. Fewer
than half of CEC forms were complete, and 12 percent of records had no CEC form
found at all. Virtually all providers should be targeted to improve performance in the
documentation of the client certification process. The OFP should consider new
modalities to verify completeness of the CEC form and congruent data entry into the
electronic eligibility system. One option may be to design an online testing system that
scores providers/designees upon mandatory completion of the online CEC module.
The confidentiality concerns of clients were an important consideration in the design of
the program. Collecting this information and maintaining a record of clients’ changing
needs may be important for future federal participation in serving these clients. This
topic should be emphasized in provider orientation sessions and in the online CEC
training module.
Moreover, the importance of collecting SSNs and accurately reporting them will
increase in the future as many Family PACT clients are likely to qualify for Medi-Cal or
insurance exchange plans in 2014. Collection of SSNs is required in processing an
application for federal coverage and for income verifications. As with the previous
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MRR, room for improvement is evident in both asking for SSNs and in accurately
reporting the ones obtained.
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Chapter 13. Discussion and Conclusion
The 2011 MRR reports on the quality of services delivered by Family PACT providers.
The Family PACT Program Standards serve as the framework and parameters for
expected provider performance, service delivery, and quality improvement.1 Medical
record review is the primary evaluation modality to assess providers’ adherence to the
standards. In combination with claims data and client self-reports of clinical
encounters,2 chart reviews provide valuable insights into the quality of care delivered
by providers in a family planning program.
Providers are supported by the OFP in the delivery of high-quality services through
ongoing professional education and training that includes live and online webinars and
modules; evidence-based clinical practice alerts and their application to program
standards; provider profiles; best practices’ reports and toolkits; client education
materials; and access to referral networks. University of California, San Francisco
evaluators monitor quality improvement interventions from development through
implementation, and follow-through of provider performance.3 See Family PACT
Logic Model in Appendix A.
The MRR offers a comprehensive view of service delivery by evaluation of a sample of
Family PACT providers representative of the program as a whole. This evaluation
assessed providers’ service delivery toward meeting key performance objectives with
the ultimate goal of prevention of unintended pregnancies:


To increase the use of effective contraceptives




Through method adoption, adherence, and switching supported by
client-centered education and counseling.
To promote optimal reproductive health




Through STI screening, cervical cytology and mammography screening and
follow-up, as well as preconception health counseling.
To expand access to family planning services


Through services available onsite; referrals to resources within Family PACT;
resources for services beyond the scope of the program; and, in particular,
access and referrals to primary care.

One major feature of Family PACT is to provide access to high quality reproductive
health care through a diverse network of provider types. During the period from which
visit data were collected, California residents were experiencing extremely high rates of
unemployment, loss of insurance, and declining access to safety net services, resulting
in the highest number of clients served in Family PACT to date. For these and other
reasons, the MRR analyses were performed by provider and client characteristics. The
MRR monitors the quality of services to Californians in need of reproductive health
services, and assesses whether quality of care differs by the clinic specialty, provider
office type or client demographics.
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Adherence to Program Standards
Once deciding to seek family planning services, it is crucial that women and men
receive immediate access to contraception, reproductive health assessment and
counseling, at their initial visit. The study findings affirm the ability of Family PACT
providers to engage new clients to adopt more effective contraceptive methods as a
result of their first visit. See Figure 13.1. Compared to the previous MRR,4 more
women who came to the first visit using no method adopted contraception at a greater
rate than previously reported. Adolescents, in particular, whether new or established
with the program, tended to switch to more effective methods at the time of a Family
PACT visit.
The Family PACT Program Standards stipulate that enrolled Family PACT providers
offer access to all Food and Drug Administration-approved contraceptive methods and
make these services available to clients either onsite or via referral to an appropriately
skilled Medi-Cal provider. The review showed an increase of contraceptive services
that are provided onsite rather than by referral. For example, findings showed an
increase of the proportion of primary care providers offering IUC placements to
adolescent and adult women. Similarly, the vast majority (85 percent) of implant
placements were provided onsite with only 15 percent going to a referral provider for the
method. Implant provision was still low in the abstracted visits. Increasing access to
high quality family planning services is a cornerstone of the program and will be of
paramount importance in the integration of Family PACT with Medi-Cal family planning
services.
A central feature of Family PACT is the emphasis on the provision of client-centered
education and counseling to assist clients in the decision-making process regarding
their sexual and reproductive health. The 2011 MRR found that 71 percent of records
included documentation of education and counseling, which was a slight decline from
the 2007 MRR (76 percent). However, 78 percent of women switching to a more
effective contraceptive had documentation of counseling on method options. Women
who were either new to Family PACT or new to a provider were significantly more likely
to receive counseling services than men and established clients.
The provision of reproductive health services in Family PACT includes cervical cancer
screening. A Family PACT clinical practice alert of 2005 advised providers of the
program’s adoption of the guidelines of the American Cancer Society, the U.S.
Preventive Services Task Force, and the American College of Obstetricians and
Gynecologists that lengthened the cervical cytology screening interval for the majority
of women from one to three years based on age, history, and screening test used.5
The 2011 MRR showed a decline in the annual screening from 49 percent to 38
percent. This finding suggests that providers improved adherence to evidence-based
guidelines for performing cervical cytology tests. In spring 2013, Family PACT issued
another clinical practice alert to reflect the updated 2012 national guidelines. Future
medical record reviews will continue to assess trends in screening rates.
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Figure 13.1. Selected Family PACT Program Standards and Performance
Objectives
Performance Objectives

2007
MRR

2011
MRR

28%
50%
22%

25%
51%
26%

19%
49%
30%

14%
48%
34%

31%
51%
20%

28%
53%
25%

69%

77%

n/a

49%

72%

68%

96%
85%

89%
83%

81%

92%

49%

38%

76%

71%

80%
71%

76%
77%

71%
69%

86%
81%

72%

77%

Female Contraceptives
Increase the Proportion of New Females Using Tier 1 and 2 Methods at the End
of the First Visit
All New Women
Beginning of Visit
End of Visit
Difference Beginning to End of Visit, all Ages
New Adolescents
Beginning of Visit
End of Visit
Difference Beginning to End of Visit
New Adults
Beginning of Visit
End of Visit
Difference Beginning to End of Visit
Increase the Proportion of Women who Continue to Use the IUC 18 Months after
Insertion
Proportion of Women who Continue to Use Implant 18 Months after Insertion
Male Contraceptives
Increase the Proportion of Male Clients with Documentation of Contraceptive
Method at End of the Visit
Pregnancy Testing
Increase the Proportion of Positive Pregnancy Tests with Documented Follow-up
among Clients Served by Private Providers to the Level of Public Providers
Public
Private
Increase the Proportion of Visits with Documentation of a Method of
Contraception at the Beginning and End of a Negative Pregnancy Test Visit
Cervical Cancer Screening Guidelines
Decrease the Proportion of Women who Receive a Pap Test Annually
Education and Counseling
Maintain or Increase the Proportion of Visits that Document Education and
Counseling
Increase the Proportion of Visits that Include Documented Education and
Counseling for Female Clients Adopting New Contraceptive Methods
Adolescents
Adults
Increase the Proportion of Visits with Documented Education and Counseling to
Male and Female Clients who Present with STI Concerns
Adolescents
Adults
Increase the Proportion of Claims Billed with E&C Codes that are Supported by
Documentation of Counseling Services
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Performance Objectives

2007
MRR

2011
MRR

66%
52%

64%
52%

76%
67%

60%
49%

32%

55%

66%
52%

64%
52%

76%
67%

60%
49%

69%

85%

55%

75%

97%
90%

85%
98%

82%

28%

87%
63%

72%
67%

62%

25%

4%

11%

8%

18%

Sexually Transmitted Infections
Increase the Proportion of Records with STI Risk Assessment among Female
and Male Clients
Females
Public
Private
Males
Public
Private
Increase the Proportion of Female CT Cases with Documentation of Retesting
within Three to Six Months (Based on MRR + Quest Claims Data)
Increase the Proportion of Records with Documented STI Risk Assessment
among Clients Served by Private Providers to the Level of Public Providers
Females
Public
Private
Males
Public
Private
Increase the Proportion of Clients who Receive Timely Treatment (within 14
Days of Specimen Collection) for Diagnosed CT
Females
Public
Private
Males
Public
Private
Linguistic Appropriateness
Increase the Proportion of Visits in which Interpretation Services were used that
Include Documentation of the Type of Interpreter
Increase the Proportion of Language-discordant Visits that Include
Documentation of Education and Counseling to the Level of
Language-concordant Visits
Language Concordant (Bilingual Provider)
Language Discordant with Interpreter
Primary Care
Increase the Proportion of Charts that Include Documentation of the Client's USC
Increase the Proportion of Clients with no USC who Receive Referrals or
Rescheduled Appointments for Primary Care
Maintain the Low Proportion of Family PACT Visits that Include Provision of
Primary Care Services
Source: 2007 and 2011 Family PACT Medical Record Reviews.
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Identified Gaps and Need for Training
Findings identified primary care providers as a special target group that would benefit
from further training activities. While family planning/women’s health specialists, for
example, did well documenting the Quick Start approach to combined hormonal
contraceptive use, primary care/multi-specialty practices would benefit from targeted
training on this topic. Our analysis on family planning education and counseling also
suggests that FQHC/RHC/IHS providers warrant interventions to improve delivery and
the required documentation of those services.
The match with claims data showed that a high proportion of prescriptions were not
filled, leading to potential gaps in contraceptive coverage. Pharmacy pick-up rates may
be improved through strengthened counseling and consistent follow-up on whether or
not clients fill prescriptions. This information should be integrated into provider training
materials.
The findings on IUC insertions suggest that Family PACT providers have started to
adopt clinical guidelines related to candidate selection, insertion protocols and
post-insertion follow-up visits. However, adolescent clients seen by primary
care/multi-specialty providers were unlikely to receive IUCs. Primary
care/multi-specialty providers were also less likely to document a bimanual exam prior
to insertion. The OFP should continue to target primary care providers for training on
IUC placement and follow-up.
Despite the 2007 development and promotion by the OFP of a sexual risk assessment
tool, the decline in the proportion of clients with STI risk assessment was notable
among males compared to the previous MRR. As the majority of males reported their
reason for the visit was STI-related, and were likely to be symptomatic, this may be an
explanation for incomplete risk assessments.
Provision of education and counseling for clients adopting new contraceptive methods
improved for adults but declined for adolescents compared to the 2007 MRR, while
documentation of counseling on STI related concerns improved for both age groups.
The OFP should expand provider training on method options counseling to adolescents
with particular attention to the learning styles of this age group. Counseling on general
wellness and primary care concerns more than doubled from the 2007 MRR, which may
be a reflection of the concurrent economic downturn and decline in resources for
accessing primary care.
Client-centered counseling should be complemented by client education materials in
multiple languages beyond English and Spanish on the range of contraceptive options,
including dual method use for adolescents who use the pill, patch, or ring, to ensure
informed contraceptive choices among language sub-groups.
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Many of these provider education and training activities can be accomplished and
expanded through the efficient use of the existing Family PACT Web site, clinical
practice alerts, webinars, provider newsletters, and provider e-mail blasts. For example,
promoting the online provider training module on cultural competence and the
companion toolkit may result in new or expanded skills that are transferrable to
providers in the Medi-Cal expansion and health benefit exchange plans.

Understanding Client Behavior and Designing Effective Outreach
Strategies
Understanding men’s personal motivation for seeking reproductive health care is
important information for designing outreach strategies to men, and ultimately, for
increasing their involvement in family planning. Reasons for male visits varied widely by
provider type. Men served by private practice providers may have been recruited
differently, such as through female partners who are already Family PACT clients, and
may, therefore, be more likely to state their family planning needs at the beginning of
the visit.
The confidentiality needs of clients are an important component of access to care.
Collecting this information and maintaining a record of clients’ changing needs may be
important in the future for federal participation in serving vulnerable, hard-to-reach
clients.

Gaps in Documentation and the Role of Electronic Health Records
In this MRR, as in the 2007 MRR, significant gaps in medical record documentation
were identified that need to be addressed through targeted provider training
interventions. Providers need to improve the detail and completeness of their records to
document the purpose and content of a visit that is submitted for reimbursement by the
Family PACT Program. It is necessary to better capture information about client
eligibility screening and facilitate the inclusion of the CEC form in client records. The
OFP should consider implementing electronic versions of the CEC form with an
electronic signature option.
Gaps in chart documentation also hamper continuity of care across state programs.
Given the importance of medical homes to achieving the full benefit of health care
reform, providers’ documentation practices must report the entire scope of services
delivered and planned. As family planning providers are frequently clients’ USC,
improving communication through chart documentation – and ultimately sharing
electronically – will contribute to improved quality of care across all providers who may
serve these clients.
The widespread expansion of EHR systems in the U.S. offers the promise of improved
chart documentation. Prompts built into the medical record software can support
expanded documentation with increasing detail. Such features also will be essential to
the implementation of ICD-10 diagnosis coding in late 2015, thus meeting multiple
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needs. However, the successful use of EMRs hinges on the inclusion of reproductive
health data fields that enable comprehensive health history assessments, provide
triggers and reminders during the clinical encounter, and allow the production of routine
reports on key indicators for administrators and clinicians. The OFP should provide a
forum for providers to share their experiences with how reproductive health prompts are
selected and implemented in EHRs.
Additionally, the increasing use of EHRs offers the potential to ensure efficient periodic
monitoring of quality indicators. EHR-based clinical business intelligence has the
capability to provide ongoing feedback to individual provider sites across California. It is
recommended that the OFP should convene a workgroup to review how EHR systems
can be used as a complement to sample-based medical record abstractions conducted
several years apart. Timely interventions based on current individualized data could
expedite quality improvement efforts, such as provider profile feedback.

Importance of Ensuring that Quality Standards become Part of
Medi-Cal Family Planning Services
The strengths of the Family PACT Program’s quality standards, integrated throughout
multimodal provider support efforts, will guide the provision of reproductive health
services during the implementation of the Patient Protection and the ACA in 2014, when
primary care providers will deliver family planning care to a greater number of clients.
The experience of Family PACT providers – all of whom are Medi-Cal providers – in
providing effective contraceptive services will be a valuable contribution in dealing with
the challenges of delivering family planning services to an increasing number of
low-income Californians who will enroll in Medi-Cal and Covered California. The use of
reproductive health quality and utilization metrics for program monitoring and evaluation
also provides valuable insight for their integration into DHCS’ quality strategy, which
emphasizes the use of quality metrics for program improvement.
Family PACT and Medi-Cal must continue to set expectations for high quality service
delivery. The programs must offer professional education to providers on
client-centered contraceptive counseling with a focus on the most effective
contraceptive methods. Special attention must be paid to protocols for method initiation
and counseling, as well as follow-through to ensure completion of referrals for
specialized services and prescription refills. Training and technical assistance should
be targeted to primary care/multi-specialty providers who will play an increasingly
important role in family planning with the implementation of the ACA, as they will
provide family planning care to many clients previously seen only by family planning
clinics. By relying on Family PACT’s experience in implementing and monitoring
interventions to support providers, family planning quality standards are transferrable to
Medi-Cal and managed care plans. These strategies also ensure the maintenance of
key features of Family PACT that have been demonstrated to be efficient and effective
in the prevention of unintended pregnancies.
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Input/Resources

Output/Activities

Determinants/
Short-term
outcomes

Office of Family Planning
Programs and Resources

Family PACT
Interventions

Utilization of Family
PACT

Recruit providers with
special focus on areas
with low access to FP
services

First Use/Access

Family PACT structure
that facilitates client
enrollment: Point of
Service enrollment; selfreport; no co-pay; teens
family of one

Teen Pregnancy
Prevention programs and
linkages to Family PACT
providers

Implement Innovative
Client Outreach
Strategies

Behaviors/
Medium-term
outcomes
Use of effective
contraceptive methods
and reproductive health
service delivery

Achieve improved
reproductive health and
reduce the rate, overall
number, and cost of
unintended pregnancies

Selection of or switch to
effective methods

Reduction in unintended
pregnancies

Ongoing Use/
Retention
Increased
contraceptive
adherence

Focus on vulnerable and
target populations

Improved birth spacing

Provider retainment
Reduction in teen
pregnancies

Offer provider support &
education activities
Provider training,
monitoring, and
evaluation resources

Health Goal/Longterm outcomes

Monitor adherence to
clinical standards of care
and implement QI
activities
Monitor utilization and
implement corrective
actions

Quality providerpatient
communication; client
satisfaction

Effective use of
resources

Appropriate testing and
follow-up for STIs,
cervical, and breast
cancer

Reduction in STIs

Reduction in
reproductive health
cancer

Favorable cost benefit
ratio
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Program Standards

1

This section includes information about the Family PACT (Planning, Access, Care and Treatment)
Standards that are the program framework and parameters for expected provider performance, service
delivery and quality improvement. The standards define the scope, type and quality of care required for
the Family PACT Program, and the terms and conditions under which providers will be reimbursed.
Adherence to these standards is required for clinicians enrolled as Family PACT providers. These
standards are implemented through program policies and procedures.

Program Standards

The Family PACT Standards are included in the formal enrollment
documents for all providers and associated practitioners. For provider
enrollment procedures, refer to the Provider Enrollment section in this
manual. Any provider who does not render services consistent with
the standards of care may be disenrolled from the Program.
The Family PACT Standards are designed as minimum quality
improvement requirements for providers and provider organizations,
serving as the basic framework of the program. The seven standards
address:
A. Informed consent
B. Confidentiality
C. Linguistic and cultural competence
D. Access to care
E. Availability of covered services
F. Clinical and preventive services
G. Education and counseling services

Program Standards

Family PACT 1
October 2007
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2
Standard

Description

A. Informed Consent

1.

Informed consent shall include client participation in the
process of eligibility determination and onsite enrollment in the
Family PACT Program.
a) The enrolled Family PACT provider has the responsibility
for completion of the Health Access Programs Family
PACT Program Client Eligibility Certification (CEC) form
(CDPH 4461) according to program specifications.
b) All practitioners shall be knowledgeable about the Family
PACT Standards and discuss the Family PACT scope of
services with clients.

Program Standards

2.

Participation in the Family PACT Program and consent for
services shall be voluntary and without coercion to enroll, to
accept particular methods or procedures, or to otherwise
participate in family planning services. Clients shall be
informed of their freedom to withdraw consent at any time.

3.

Consent is required only from the individual client receiving
family planning services, including minors who have the legal
right to self-consent for pregnancy-related services (California
Family Code Section 6925, subd.[a], Welfare and Institutions
Code (W&I Code), Section 24003, subd.[b]), except as
otherwise provided by law.

4.

The informed consent process shall be provided to clients
verbally in a language the client understands and
supplemented with written materials (refer to C.1).

5.

All clients shall sign a consent form for any invasive procedures
performed by the practitioner and be told of their freedom to
withdraw consent at any time.

6.

All clients requesting sterilization shall sign the federal
sterilization Consent Form (PM 330). The procedure shall take
place within the required time frame based on the date of the
client’s signature.

7.

A copy of the California Department of Public Health (CDPH)
Family Planning Patient Rights statement shall be provided to
all clients or posted in a prominent place at the site of clinical
services (see Figures 1 and 2).

Family PACT 1
October 2007
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Standard

Description

B. Confidentiality

1.

All services including the eligibility determination process shall
be provided in a manner that respects the privacy and dignity
of the individual client.

2.

Clients shall be informed of the confidentiality of services and
be assured that their identity will not be disclosed without their
written permission, except as provided by law.

3.

All personal client information shall be treated as privileged
communication and held confidential; it shall not be divulged
without the client’s written consent, except as required by law.

4.

Unless otherwise provided by law, client information that does
not identify the individual receiving the services may be
disclosed in summary, statistical or other form to CDPH or its
designee, and to public health officials.

1.

All services shall be provided in a culturally sensitive manner
and communicated in a language understood by the client.

2.

All print and audiovisual materials shall be appropriate for the
client’s language and literacy level.

1.

All services covered by Family PACT, including onsite
laboratory and onsite dispensing of medications, if available,
shall be provided without cost to eligible clients.

2.

Appointments for clients shall be available within a reasonable
time period. Clients who cannot be given timely appointments
shall be referred to other Family PACT or Medi-Cal providers
in the area.

3.

Contraceptive methods and supplies, and medications and
laboratory tests shall be available at the site of clinical services
or by referral to Medi-Cal laboratories and pharmacies.

4.

Referrals to local resources shall be made available to clients
when needed medical and psychosocial services are beyond
the scope of the provider’s organization, including, but not
limited to, primary care, domestic violence and substance
abuse related services. Services beyond the scope of Family
PACT are not reimbursable by the program.

C. Linguistic and Cultural
Competence

D. Access to Care

Program Standards
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Standard

Description

E. Availability of Covered
Services

1.

All Family PACT-approved family planning methods (see
Figure 3), including all FDA-approved contraceptive methods
and their applications, fertility awareness methods, sterilization
procedures, and limited infertility services consistent with
recognized medical practice standards shall be made
available to clients by the practitioner.
a) At a minimum, the following contraceptive methods shall
be provided onsite or by prescription: oral contraceptives;
oral emergency contraceptives; contraceptive transdermal
patch; contraceptive vaginal ring; contraceptive
injection(s); spermicides; male and female condoms; and
Lactation Amenorrhea Method (LAM).
b) The following contraceptive methods and procedures may
be provided onsite or by referral: contraceptive implant(s);
intrauterine contraceptives; diaphragm; cervical barrier
methods; Fertility Awareness Methods (FAM); and female
and male sterilizations.

Program Standards

2.

If the practitioner lacks the specialized skills to provide
invasive contraceptive procedures or sterilization, or there is
insufficient volume to ensure and maintain a high skill level,
clients shall be referred to another qualified practitioner for
these methods/ procedures. The enrolled provider shall have
an established referral arrangement with the other provider(s)
when making referrals for these procedures.

3.

A client’s selection of contraceptive method(s) shall take into
account client preference in conjunction with medical findings.

4.

Education and counseling about all options and referral
resources, whether a pregnancy test is positive or negative,
shall be provided in an unbiased manner that allows the client
full freedom of choice.

5.

Screening, testing and treatment for uncomplicated Sexually
Transmitted Infections (STIs) shall be provided onsite. Clients
with complicated STIs may be treated onsite or by referral to a
Family PACT or Medi-Cal provider.

6.

Screening for cervical cancer by Pap smear shall be provided
onsite. Evaluation of cervical abnormalities found on Pap
smear or physical exam and treatment of preinvasive cervical
lesions may be provided onsite or by referral to a Family
PACT or Medi-Cal provider.

7.

All services shall be provided to eligible clients without regard
to gender, sexual orientation, age (except for sterilization),
race, marital status, parity or disability.

Family PACT 1
October 2007
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Standard

Description

F. Clinical and Preventive
Services

1.

Family planning and reproductive health clinical preventive
services for women and men shall include:
a) A comprehensive health history with updates at least
every 24 months, including: health risk factors; a complete
family history; personal medical, sexual and contraceptive
history; plans for having children; and obstetrical and
gynecological history for women
b) A physical exam as clinically indicated, for contraceptive
and STI services. (Women prescribed hormonal
contraceptives must have a blood pressure evaluation at
the initiation of the method and at least every two years
thereafter.)
i. A physical exam may be declined by the client and is
not required for contraceptive services.
c) Laboratory tests as clinically indicated as part of a
decision-making process for contraceptive choices
d) Provision of all Family PACT-approved contraceptive
methods, devices, supplies and procedures, including
female and male sterilization (see Figure 3)
e) Pregnancy test services that are provided together with
required education and counseling services
f)

Program Standards

Follow-up care for complications associated with a client’s
contraceptive method(s) or procedures at no cost to the
client
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Standard

Description

F. Clinical and Preventive
Services (continued)

2.

Program Standards

Prevention and control services for STI/HIV for women and
men consistent with Centers for Disease Control and
Prevention (CDC) guidelines and recognized medical practice
standards shall be provided, in conjunction with family
planning services, and when clinically indicated. Prevention
and control services shall include:
a)

Chlamydia screening annually for females 25 years of
age and younger

b)

Testing, diagnosis, treatment and follow-up of STI,
including partner management

c)

Reporting of STI/HIV, as required by California law, to
appropriate local public health jurisdictions for contact
management, prevention and control

d)

Confidential HIV risk screening, testing or referral to
source of anonymous testing, client-centered counseling
and referral for treatment

3.

Screening females for precancers and cancers of the breast
and cervix, including periodic Pap smears, and limited
diagnosis and treatment of abnormal cervical conditions
detected through screening, shall be included consistent with
recognized medical practice standards.

4.

Limited infertility services for couples, including fertility
awareness counseling and supplies.

5.

Referrals shall be provided to appropriate resources for
needed medical and psychosocial services not covered by this
program, including management of high-risk conditions and
specialty consultation, if needed.

6.

Medical record documentation shall reflect the clinical rationale
for providing, ordering or deferring services provided to clients
according to Family PACT Standards, including, but not limited
to, client assessment, diagnosis, treatment and follow-up.
Documentation, including a client’s signature when dispensed
a device, product or prescription, or when a laboratory
specimen is obtained, shall support services claims for
reimbursement (Welfare & Institutions Code, Section
14043.41).
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Standard

Description

G. Education and Counseling
Services

1. Family planning and reproductive health education and
counseling services for women and men to promote optimal
reproductive health and clarify personal family planning goals
shall be client-centered and shall include:
a) Individual client assessment and ongoing reassessment of
the client’s reproductive health education and counseling
needs, including:
i.

A description of services and clinic procedures

ii.

Reproductive anatomy and physiology, contraceptive
method options and STI/HIV prevention

iii. Preventive health care, nutrition, preconception health
and pregnancy planning
iv. Psychosocial issues, including partner relationship and
communication, asset recognition, risk reduction and
decision making
b) Individual education and counseling sessions provided in a
way that is understandable to the client and conducted in a
manner that facilitates the client’s integration of information
for the development of positive reproductive health
behaviors, and supplemented with written materials, as
needed
c) An explanation of the physical examination, laboratory
tests and recommended treatment options
d) Written information about the scope of program services,
how to obtain needed referrals, services for family
planning related complications and where to obtain
24-hour emergency care services
e) The option of including a client’s partner in the education
and counseling session and other services at the client’s
discretion
f)

Program Standards

Information provided in a manner of communication that is
sensitive to diverse cultural and socioeconomic factors,
and the psychosocial aspects of reproductive health
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Standard

Description

G. Education and Counseling
Services (continued)

2. Each client shall be provided with adequate information to
make an informed choice about family planning methods,
including:
a)

A verbal dialogue and written description of all Family
PACT-approved contraceptive methods, including
effectiveness, duration, side effects, complications,
medical indications and contraindications, social and
physical advantages, and disadvantages

b)

A description of the implications and consequences of
sterilization procedures, when client desires no future
childbearing

c)

Specific instructions verbally and in writing for care, use
and possible danger signs for the selected method(s)

d)

The opportunity for questions concerning procedures or
methods and discussion of personal concerns

3. Each client receiving a pregnancy test shall be provided with
information about all options and education and counseling
appropriate to the test results in order to make an informed
choice as follows:
a) Clients with positive pregnancy test results shall be given
information and referral resources about prenatal care,
adoption and pregnancy termination services.
b) Clients with negative pregnancy test results shall be given
information and referral resources about family planning
services, preconception care or infertility services, as
appropriate.
4. All staff persons providing education and counseling shall have
and be able to apply knowledge about the psychosocial and
medical aspects of reproductive health, principles of behavioral
change, and client-centered counseling techniques, including
interviewing and communication skills.
a) Practitioners and counselors shall recognize situations
where more intensive counseling may be required and
make referrals, as appropriate.
b) Counseling staff shall be under the direction of the enrolled
Family PACT provider and supervised by a licensed health
care professional.
5. Medical record documentation shall reflect the scope of
education and counseling services provided to clients
according to Family PACT Standards, including, but not limited
to, individual client assessment, topics discussed, and name
and title of counselor. Documentation shall support services
billed for reimbursement.
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Family Planning Patient Rights
Men and women, regardless of race, religion, age, sex, sexual orientation,
ethnic and religious background, or economic standing have:
 The right to decide whether or not to have children and, if so, to
determine their timing and spacing
 The right to be treated with dignity and respect
 The right to privacy and confidentiality in all aspects of services
 The right to adequate and objective education and counseling
 The right to have all procedures explained and questions answered
in a language that can be understood
 The right to know effectiveness, possible side effects, and
complications of all contraceptives
 The right to participate in selecting the contraceptive method(s) to
be used
 The right to know the results and meanings (diagnosis, treatment
and prognosis) of all tests and examinations
 The right to see their records and have them explained
 The right to know the meaning and implications of all forms they are
asked to sign
 The right to consent to, or refuse, any contraceptive method, test,
examination or treatment
Participation of any individual in the Family PACT (Planning Access, Care
and Treatment) Program is voluntary and free of compulsion or coercion
of any kind. If you feel your rights have been violated, please speak to the
director of the clinic/health office.
California Department of Public Health, 2007

Figure 1. Family Planning Patient Rights
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DERECHOS DE LOS PACIENTES DE PLANIFICACIÓN FAMILIAR
Hombres y mujeres, sin importar la raza, religión, edad, sexo, orientación sexual,
grupo étnico, o posición económica, tienen:
 El derecho a decidir si quieren tener hijos o nó y si deciden tenerlos
determinar cuantos y cada cuando tenerlos
 El derecho a ser tratados con dignidad y respeto
 El derecho a recibir todos los servicios que se les proporciona con privacidad
y de una manera confidencial
 El derecho a recibir educación y consejería en una manera adecuada y
objetiva
 El derecho a recibir una explicación de todos los procedimientos que se les
hagan y que se les contesten todas sus preguntas en un idioma que puedan
entender
 El derecho a ser informados sobre la efectividad, las complicaciones, y los
posibles efectos secundarios de todos los anticonceptivos
 El derecho a participar en la selección del método anticonceptivo que desea
usar
 El derecho a ser informados sobre los resultados y significado (diagnóstico,
tratamiento, y pronóstico) de todos los exámenes médicos que se les hagan
 El derecho a tener acceso y explicación sobre sus expedientes
 El derecho a ser informados sobre el significado y las implicaciones de firmar
los formularios que le sean presentados;
 El derecho a aceptar o rechazar cualquier método anticonceptivo, prueba,
examen, o tratamiento
La participación de cualquier individuo en el Programa Planificación Familiar
Estatal, es voluntaria y libre de coerción de cualquier clase. Si usted cree que sus
derechos han sido violados, por favor, hable con el director de la clínica o centro de
salud.
Dapartamento de Salud Pública de California, 2007

Figure 2. Family Planning Patient Rights (Spanish)
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Family PACT
Approved Contraceptive Methods
Oral Contraceptives
Oral Emergency Contraceptives
Contraceptive Transdermal Patch
Contraceptive Vaginal Ring
Contraceptive Implants
Contraceptive Injections
Intrauterine Contraceptives
Diaphragm
Cervical Barrier Methods
Spermicides
Male Condoms
Female Condoms
Fertility Awareness Methods (FAM)
Lactation Amenorrhea Method (LAM)
Male Sterilization
Female Sterilization
California Department of Public Health, Office of Family Planning, 2007

Figure 3. Family PACT Approved Contraceptive Methods
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APPENDIX C
Abbreviations
and Acronyms

Name/Definition

ACA
API
CDC
CDPH
CEC
CT
CTP Sample
CY
DHCS
E&C Codes
EC
EHR
EMB
EMR
FAM
Family PACT
FQHC
FY
GC
GEN Sample
HIV
HSG
ICD-9
ICD-10
IHS
IMP Sample
IPA
IPV
IUC
IUC Sample
LAC
LAM
LARC
LEEP
LEP
LEP-U nknown
LMP
MRR

Patient Protection and Affordable Care Act, or Affordable Care Act
Asian Pacific Islander
Centers for Disease Control and Prevention
California Department of Public Health
Client Eligibility Certification form
Chlamydia trachomatis or chlamydia
Chlamydia Positive Sample, Male and Female
Calendar year
California Department of Health Care Services
Education and counseling codes
Emergency contraception; emergency contraceptive pills
Electronic health record
Endometrial biopsy
Electronic medical record
Fertility awareness method
Family Planning, Access, Care, and Treatment
Federally Qualified Health Center
Fiscal year
Gonococcus; Neisseria gonorrhea
General Sample, Male and Female
Human Immunodeficiency Virus
Hysterosalpingogram
International Classification of Diseases, Ninth Revision
International Classification of Diseases, Tenth Revision
Indian Health Service
Implant Placement Sample
Independent practice association
Intimate partner violence
Intrauterine contraception
Intrauterine Contraception Insertion Sample
Long-acting contraception
Lactational amenorrhea method
Long-acting reversible contraception
Loop electrosurgical excision procedure
Limited English proficiency
English proficiency unknown
Last menstrual period
Medical Record Review

APPENDIX C
Abbreviations
and Acronyms

Name/Definition

MSSA
NFP
Ob-Gyn
OC
OFP
PDPT
PID
PMS
PPBI
RDG Sample
RHC
RTC
SSN
STD
STI
UCSF
USC
WHO

Medical Service Study Area
Natural family planning
Obstetrics and gynecology
Oral contraceptive pill
Office of Family Planning
Patient-delivered partner therapy
Pelvic inflammatory disease
Performance Measurement System
Family PACT Policies, Procedures, and Billing Instructions
Female Reduced General Sample
Rural health center
Return-to-clinic
Social Security Number
Sexually transmitted disease
Sexually transmitted infection
University of California, San Francisco
Usual source of care
World Health Organization

