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Abstract
Introduction: Federally qualified health centers (FQHCs) provide essential contraceptive services to low-income
individuals; yet, access to all method options, notably intrauterine devices (IUDs) and implants, may be limited at
non-Title X FQHCs. The South Carolina (SC) Choose Well initiative is a statewide contraceptive access initiative
that was launched in 2017 and extends into 2022. Choose Well established a collaborative network between training
and clinical partners and is aimed at facilitating implementation of contraceptive care best practices through
capacity-building and training of clinical and administrative staff in partner organizations. The initiative provided
funding for workforce expansion and contraceptive methods. We examined perceptions of staff from Choose
Well-participating FQHCs regarding contraceptive access during the first 2 years of the initiative, including factors
that facilitated or posed access challenges as well as sustaining factors. This study informs the process evaluation
of Choose Well while providing data critical for uncovering and scaling up contraceptive access initiatives.
Materials and Methods: Interviews were conducted with FQHC staff (n = 34) in 2018 and 2019 to assess Choose
Well implementation and were recorded, transcribed, and double-coded via at least 80% interrater reliability or con-
sensus coding. Data were analyzed according to clinical and administrative factors influencing contraceptive access.
Results: Increased capacity for contraceptive counseling and provision through training and external funding for
IUDs and implants were the most noted clinical factors facilitating access. Streamlining workflow processes was
also a facilitator. Buy-in and engagement among staff and leadership emerged as a facilitator at some clinics and
as a barrier at others. Policy/structural factors related to costs of devices and insurance coverage were identified
as threats to sustainability.
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Conclusions: The Choose Well initiative contributed to the perception of an increase in contraceptive access at
participating FQHCs in SC. Statewide contraceptive access initiatives have the potential to support FQHCs in
meeting their clients’ contraceptive needs. Organizational buy-in, sustainability of funding, and training are
key to realizing the full potential of these initiatives.

Keywords: Choose Well; contraception; family planning services; federally qualified health centers; Health Serv-
ices Accessibility; safety-net providers

Introduction
More than 7 million women at risk of unintended preg-
nancy obtain contraceptive services from publicly funded
safety-net clinics nationwide.1 Key to supporting the re-
productive autonomy of these women is contraceptive
counseling that honors their needs and preferences and
access to the full range of contraceptive methods.2

However, access to the full range of methods, includ-
ing intrauterine devices (IUDs) and implants, is re-
stricted by a multitude of barriers such as high upfront
cost,3 required return office visit for placement of the de-
vice,4 and limitations in the number of providers who are
trained and/or willing to provide IUDs and implants.5–7

Access to contraceptive methods is complex; the di-
mensions of health care access provide a framework to
assess the interrelated components of availability (supply
and demand), accessibility (location), accommodation
(organization of resources), acceptability (appropriate-
ness), and affordability (cost).8,9

Due, in part, to funding mechanisms, not all publicly
funded safety-net clinics provide equal access to the full
range of contraceptive methods.10 Federally qualified
health centers (FQHCs) are an essential component of
the nation’s health care safety-net, but not all FQHCs
provide on-site contraceptive care. While federal law re-
quires FQHCs to provide preventive and primary care,
including contraceptive care, FQHCs can offer contracep-
tive services directly or through agreements with other
providers. Also, an FQHC system may offer contraceptive
care at some, but not all, of its service delivery sites.

In addition, FQHCs vary in the range of contracep-
tive services offered, with some offering limited services
(e.g., screening and treatment for sexually transmitted
infections and one or two contraceptive methods)
and others offering more comprehensive care.10 Center
characteristics, the policy environment, and Title X
funding influence the range of services offered.

Title X is the sole federal funding mechanism specifically
allocated for the provision of contraceptive services,11 and
providers, including health departments, family planning
clinics, hospitals, and some FQHCs,12 rely on Title X

funding to provide contraceptive care.13 In South Carolina
(SC), FQHCs do not receive a portion of the *$6 million
statewide Title X funding,14 as Title X funding is distrib-
uted through the state health department.

FQHCs that do not receive Title X funding are less likely
to have on-site availability of contraceptive methods, such
as stocking IUDs and implant devices,3,15 and are less
likely to offer contraceptive services that require addi-
tional training, such as IUD and implant placement and
removal procedures, than Title X-funded family planning
clinics.16–18 Without comprehensive clinical practice
guidelines and Title X funding, there is considerable var-
iability in contraceptive service provision among FQHC
clinics.10

Despite funding limitations, the number of contra-
ceptive care patients served by publicly funded clinics
that do not receive Title X funding nationwide in-
creased by 29% between 2010 and 2016.1 As FQHC’s
role in delivering contraceptive care within the publicly
funded safety-net grows, it is increasingly important to
support these clinics and to examine perceptions of
staff regarding facilitators and barriers to contraceptive
access at their clinics.

Nationwide, federal, and state grant funding has facil-
itated contraceptive provision at FQHC clinics.19 In ad-
dition, contraceptive access initiatives promise to
expand access to contraceptive care at partner organiza-
tions. In SC, Choose Well is a statewide initiative, which
is funded by a private philanthropic foundation, aimed at
expanding access to contraception and reducing unin-
tended pregnancy. The 6-year initiative launched in
2017 and extends into 2022. In 2017, a total of 20
FQHC systems in SC offered family planning services
at 123 clinic sites across the state, and of these, 8 systems
and 33 clinics participated in Choose Well. By 2018, ad-
ditional FQHC systems and clinics had joined Choose
Well bringing the number of participating systems to
16 and the number of participating clinics to 57.

In 2017 and 2018, participating FQHCs received
funding and support through Choose Well to bolster
contraceptive counseling and service provision.
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Participating FQHCs received capacity building and
provider and administrative trainings (in the areas of
contraceptive counseling, IUD and implant placement
and removal, billing and coding for contraceptive ser-
vices, revenue cycle, and inventory management);
clinic infrastructure and workforce enhancements, in-
cluding funding for contraceptive methods and staff
positions, and technical assistance opportunities.20,21

As a part of the external evaluation of Choose Well, we
assessed progress in implementation of the initiative at par-
ticipating FQHCs during the initial 2 years with a focus on
the availability of IUDs and implants. The availability di-
mension of access refers to components of supply and de-
mand22 and explores a specific area of fit between service
providers and patients.8 This construct includes providers
who are trained and willing to place and remove IUDs and
implants, on-site stocking of devices, administrative sup-
port for billing and coding for contraceptive services,
and enhanced workflow processes.9

The study aim was to assess changes in contraceptive ac-
cess associated with the Choose Well initiative and to iden-
tify facilitators and challenges to the provision of IUDs and
implants as well as perceptions of sustainability of funding
from the perspective of clinical and administrative staff at
Choose Well participating FQHCs. This information is im-
portant for the process evaluation of Choose Well, and
more broadly, to facilitate the translation of evidence-
based interventions into practice. Specifically, identifying
facilitators and barriers within the availability dimension
of access, at the organizational and policy/structural levels,
will inform prioritizing areas for improvement within
FQHC systems/clinics as well as advocacy efforts for pol-
icy change, thereby helping to optimize the impact of
statewide initiatives on clinical care among FQHCs.
This, in turn, will improve experiences with care and re-
productive outcomes for FQHC patients.

Materials and Methods
Data collection
Semistructured key informant interviews were con-
ducted from July 2018 to September 2019 with Choose
Well participating FQHC staff at the clinic- and system-
levels. FQHCs are large nonprofit organizations com-
posed of multiple delivery sites,23 with administrative
staff working at the system/organizational level and
clinic staff working to directly support or provide ser-
vices at the individual delivery sites. The first round of
interviews was conducted in 2018 and assessed staff per-
ceptions of Year 1 (2017) implementation of Choose
Well. In 2017, 33 FQHC clinics across 8 FQHC systems

participated in Choose Well. In 2018, we invited 38
clinic-level staff (representing 32 of the 33 participating
clinics; 1–3 individuals per clinic) and 11 system-level
staff (representing all 8 participating systems; 1–3 indi-
viduals per system) to interview.

Of those invited, 13 clinic-level staff (34.2%) (represent-
ing 13 clinics) and 6 system-level staff (54.5%) (represent-
ing 4 systems) completed the first round of interviews.

The second round of interviews was conducted in 2019
and assessed staff perceptions of Year 2 (2018) implemen-
tation of Choose Well. In 2018, 57 clinics across 16 FQHC
systems participated in Choose Well. In 2019, we invited
51 clinic-level staff (representing 39 of the 57 participat-
ing clinics; 1–3 individuals per clinic) and 21 system-
level staff (representing 12 of the 16 participating systems;
1–3 individuals per system) to interview.

Of those invited, 18 clinic-level staff (35.3%) (represent-
ing 14 clinics) and 8 system-level staff (38.1%) (represent-
ing 7 systems) completed the second round of interviews.
Across both rounds of interviews, 31 clinic-level interviews
and 14 system-level interviews were completed. Of the 31
clinic-level interviews, 8 staff were interviewed in both
rounds and counted once, generating a final sample of 23
clinic staff. Of the 14 system-level interviews, 3 staff were
interviewed in both rounds and counted once, generating
a final sample of 11 system staff, and a total of 34 staff at
both levels over the study period (see Appendix Table A1
for details).

FQHC staff invited to interview were identified from
lists provided by the Choose Well initiative and in-
cluded staff engaged in or knowledgeable about Choose
Well implementation at the system- or clinic-level.

At the clinic-level, we invited the clinic administra-
tor and/or lead family planning provider (e.g., contra-
ceptive counselor, family nurse practitioner, other
nursing staff). At the system-level, we invited Executive
Directors, Directors of Operations/Finance, and Chief
Medical Officer/Chief Nursing Officers.

Study staff iteratively developed semistructured
discussion guides, which included open- and closed-
ended questions. Interview questions assessed staff per-
ceptions of the initiative’s implementation in their
clinic or system. All respondents were asked the same
interview questions, although wording was adapted
for clinic- and system-level staff to assess implementa-
tion at the clinic- or system-level, respectively.

Respondents were recruited using a multimodal ap-
proach, which included five stages of initial and follow-
up e-mails and phone calls. All interviews were conducted
over the phone by study staff and audio recorded with
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permission of the participants. Audio recordings were tran-
scribed by a third-party vendor. Participants received a $50
electronic gift card after completing the interview. This
study was approved by the medical Institutional Review
Board at East Tennessee State University.

Coding and analysis
Interview transcripts containing responses about
contraceptive provision, training opportunities, and
perceptions of sustainability of funding were indepen-
dently coded using an iterative coding process between
two coders. A codebook based on the interview guide
was developed after initial review of transcripts24 and
then refined after each round of coding through con-
sensus coding. Emergent themes were clearly defined
in the codebook.25 A minimum of 80% interrater reli-
ability was applied for all coding.26

This dataset contains an aggregate of 2 consecutive years
of interview data. In counting responses within emergent
themes, responses from each individual were counted as
one total, regardless of whether an individual answered in
1 year or in both years. Themes were analyzed without
regard to clinic- or system-level responses, but quotes
from each level were highlighted, respectively, in data ta-
bles. The coding was conducted with NVivo 12.0 software
(released in March 2018).

The availability dimension of health care access,22

operationalized in terms of three main constructs
(Availability: Clinical Factors; Availability: Adminis-
trative Factors; Sustainability of Funding) offered a
framework for analysis (Fig. 1). Emergent themes
influencing availability of IUDs and implants, as iden-
tified during the analysis, were mapped to these three
constructs.9

FIG. 1. The theoretical model utilized to guide qualitative data analysis was based on the availability
component of the health care access framework. Within the context of FQHC clinics and the Choose Well
Evaluation, three key constructs (Availability: Clinical Factors; Availability: Administrative Factors;
Sustainability of Funding) were hypothesized to influence contraceptive access. Through an inductive
exploration of the interview data, emergent factors/themes impacting access were identified and then
mapped to each of these three constructs. In addition, through an inductive analysis of the data, the
relationships among the three constructs relative to contraceptive access were identified. Specifically, two
of the three constructs (Clinical Factors and Administrative Factors) were found to directly contribute to an
increase in access to implants and IUDs, whereas one construct (Sustainability of Funding) appeared to
influence the identified clinical and administrative factors that impacted access. The conceptual constructs,
emergent themes within constructs, and relationships relative to contraceptive access are illustrated in
Figure 1. FQHC, federally qualified health center; IUDs, intrauterine devices.
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The themes within clinical or administrative factors
were subsequently aggregated into broader themes
through a team-based data consolidation approach.24

Representative quotations for each theme were selected
to highlight perspectives of clinic- and system-level re-
spondents.

Results
This study examined perceptions of FQHC staff re-
garding organizational factors, including clinical and
administrative factors, which influenced access to
IUDs and implants at FQHC clinics in SC during the
initial 2 years of the Choose Well initiative. We also ex-
amined perceptions of sustainability, including fore-
seen facilitators and challenges.

Respondents
Respondents at the clinic-level held a variety of roles,
including Certified Medical Assistant, Clinical Support
Supervisor, Case Manager, Family Nurse Practitioner,
Practice Manager, and Reproductive Health Manager.
Respondents at the system-level included Chief Execu-
tive Officer, Chief Quality Officer, Clinic Operations
Director, Director of Patient Services, and Project
Manager.

Clinical factors
Two themes emerged related to clinical factors influ-
encing contraceptive access at participating FQHCs
during the Choose Well initiative: IUD and implant de-
vice supply; and impact of training on service provision
(Table 1).

Discussing device supply, the majority of respon-
dents indicated that an increase in access to IUDs
and implants was facilitated by external funding, ability
to provide same-day IUD and implant placement pro-
cedures, and on-site stockpiling of devices. For exam-
ple, ‘‘Having that funding to be able to have the
devices in-house is the biggest thing for us.’’

Training opportunities provided through the initia-
tive were noted to have enhanced and increased capacity
for contraceptive counseling, increased overall clinical
capacity to provide contraceptive care, and specifically
increased provider capacity for IUD and implant provi-
sion. One respondent noted, ‘‘We have more providers
now that can offer [IUDS and implants], can do inser-
tions and removals of [IUDs and implants].’’

In addition, half of the respondents highlighted the
benefits of training for patient education and commu-
nity outreach as a component of contraceptive counsel-

ing. Respondents also emphasized the benefits of an
expanded perspective on reproductive health, such as
‘‘gaining viewpoints,’’ ‘‘becoming more open,’’ and
‘‘creating dialog’’ about contraceptive methods, sexual-
ity, unintended pregnancy, and contraceptive counsel-
ing. Improved quality of contraceptive care services
was also noted, ‘‘[Training] enhances the quality of
care that the patients have been receiving. ’’

However, provider factors (beliefs and comfort level)
emerged as a barrier among a few respondents, for in-
stance, the perception that some providers were ‘‘not
comfortable with doing an IUD’’ or ‘‘have strong beliefs
that’s always going to be a barrier.’’

Administrative factors
Four themes emerged related to administrative factors
influencing contraceptive access, including the provi-
sion of IUDs and implants, during the Choose Well ini-
tiative: billing and coding for contraceptive services;
clinic infrastructure; clinic staffing capacity and buy-
in; and clinic workflow and efficiencies. Facilitators
were identified across all themes, and barriers were
identified in three domains (Table 2).

Related to billing and coding, respondents noted the
importance of maximizing reimbursement and increas-
ing revenue potential for contraceptive services. As one
respondent noted, ‘‘From a revenue generation per-
spective, the services pay for themselves..’’ While
some respondents indicated that improvements in bill-
ing and coding practice at their clinic(s) had facilitated
IUD and implant provision, others indicated that lack
of knowledge about billing and coding was a challenge.

Regarding clinic infrastructure, robust improvement
to electronic medical record or electronic health record
systems was noted as a facilitator by some respondents,
such as adding templates and conducting upgrades.

In discussing staff capacity and buy-in, several re-
spondents noted that buy-in and engagement among
both staff and leadership and expanded clinic work-
force had facilitated access to IUDs and implants at
their clinics. For example, ‘‘Our CEO is very support-
ive. I would think she wants to see [the program] con-
tinue and succeed.’’ Yet, several other respondents
noted lack of buy-in to organizational change and
workforce turnover as administrative barriers to in-
creased access. Regarding a lack of buy-in: ‘‘There’s
some barriers still where [some providers] think that
[implants] are okay, but for an adolescent, an IUD,
they’re not on board with. We’re still working on
changing some mindsets.’’
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Table 1. Availability—Clinical Factors

Device supply

Facilitators Total (N = 34) Representative quotations

External funding for IUDs and implants 22 ‘‘Having that funding to be able to have the devices in-house is the biggest thing
for us.’’ [Clinic level]

‘‘[External funding] offers to pay for certain long-term methods that our patients
would never have been able to afford otherwise.’’ [System level]

Ability to provide same-day placement
procedures

17 ‘‘Providing same-day access to IUDs and [implants] is a real positive thing for our
patients.’’ [Clinic level]

‘‘We tripled our numbers in 2018 from 2016 and 2017. [External funding has] given
us the opportunity to have on hand what we need when we need it. Seize the
moment.’’ [System level]

Stockpile of devices on-site 10 ‘‘[External funding] helped us stockpile [IUDs and implants]’’ [Clinic level]
‘‘We stock the devices and they are onsite, make them readily available.’’ [System

level]

Training for IUD and implant provision and contraceptive counseling

Facilitators Total (N = 34) Representative quotations

Increased capacity for and enhanced
contraceptive counseling

24 ‘‘.We’re able to offer counseling services as well, which is an entity that was not
existent at all. I think that’s a great part of family planning, especially for
teenagers who for some reason feel that they should get pregnant, it gives them
the opportunity to talk to someone about it.’’ [Clinic level]

‘‘[Trainings have] made our staff more comfortable in having those conversations,
our providers as well. Some of them tend to be a little bit hesitant to talk about
birth control.’’ [System level]

Increased overall clinical capacity to
provide contraceptive care

19 ‘‘Overall performance, we see more patients of course, and we’re offering more of
reproductive health and also our numbers have gone up significantly, on their
numbers especially for long-term birth controls. The clinic has definitely seen
that growth in that area.’’ [Clinic level]

‘‘. We know that it has brought in more revenue because [the implant] is a very
expensive contraceptive device. Of course, given that we are a federally qualified
health center, we take that revenue and use that revenue to provide more
services.’’ [System level]

Increased provider capacity for IUD and
implant provision

19 ‘‘Some of the strengths of the training were the ability to truly see the placement of
[IUDs and implants] The whole training made providers more confident in [IUD
and implant] insertion.’’ [Clinic level]

‘‘We have more providers now that can offer [IUDs and implants], can do insertions
and removals of [IUDs and implants]’’. [System level]

Patient education and outreach as an
element of counseling

17 ‘‘Sitting there, being able to explain to a patient and then you actually show them
what the birth control looks like and everything. I think that has definitely helped
patients in making a more informed decision.’’ [Clinic level]

‘‘All the topics that have been covered around how to present the devices, how to
present education around contraceptive access has helped our staff be a little
more proactive in making those conversations happen and also be able to answer
questions that patients have when they get asked.’’ [System level]

Expanded perspective on reproductive
health

11 ‘‘The trainings in which I participated were really great, especially the ones that
dealt with your thoughts surrounding different reproductive health issues. There
were some very good exercises that forced you into looking at points of view
that you might not necessarily share concerning reproductive health, sexuality,
and different things of that nature that I thought were really eye-opening.’’
[Clinic level]

‘‘.some people aren’t receptive or open to talking about family planning methods
other than traditional methods. That was eye opening and it did create dialog, so
that was great.’’ [System level]

Improved quality of contraceptive care
services through training

9 ‘‘[Training] enhances the quality of care that the patients have been receiving.’’
[Clinic level]

‘‘[Training has] definitely improved our family planning education for patients.’’
[System level]

Barriers

Provider factors 4 ‘‘Not every provider is comfortable with doing an IUD. They might be okay with a
[an implant], but they’re not all comfortable with doing an IUD.’’ [Clinic level]

‘‘It’s not their fault, but I have providers who have strong beliefs and that’s always
going to be a barrier.’’ [System level]

IUDs, intrauterine devices.
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Table 2. Availability—Administrative Factors

Billing and coding for contraceptive services

Facilitators Total (N = 34) Representative quotations

Maximizing reimbursement and increasing
revenue potential

5 ‘‘We’re also looking at how our providers are billing and coding for family planning
services, making sure that they maximize reimbursement so that we can continue
the initiative moving forward without Choose Well funding.’’ [Clinic level]

‘‘.From a revenue generation perspective, the services pay for themselves. So we can
use their revenue to sustain the program.’’ [System level]

Improvements in billing and coding
practice

4 ‘‘I definitely think we’re learning more about billing and trying to beef up our billing’’
[Clinic level]

‘‘As far as billing, they’re more mindful of how things are being coded.’’ [System level]

Barriers

Lack of knowledge about appropriate
billing and coding

5 ‘‘We’ve experienced some systems challenges related to coding, having our providers
be able to code correctly for family planning services.’’ [Clinic level]

‘‘I think we have ongoing billing challenges. I think there’s ongoing documentation and
billing challenges.’’ [System level]

Clinic infrastructure

Facilitators Total (N = 34) Representative quotations

Robust improvement of Electronic Medical
Record (EMR)/Electronic Health Record
(EHR) systems

6 ‘‘We now have templates in place for when we do IUDs and [implants]’’. [Clinic level]
‘‘We’re trying to do additional training and general upgrades in the EMR.’’ [System level]

Improved quality of clinic infrastructure 2 ‘‘Definitely our infrastructure had to change here because the insertion of a [an IUD or
implant] is not the same as a 15-minute visit.’’ [Clinic level]

‘‘[External funding] has helped with the family planning infrastructure.’’ [System level]

Clinic staffing capacity and buy-in

Facilitators Total (N = 34) Representative quotations

Buy-in and engagement among staff and
leadership

13 ‘‘As new providers are hired on that as part of the interview process, what their feeling
is regarding performing these types of procedures within the setting here at [Health
Care Center] so that we can continue to sustain what we’ve accomplished.’’ [Clinic
level]

‘‘Our CEO is very supportive. I would think she wants to see [the program] continue and
succeed.’’ [System level]

Expanded clinic workforce 8 ‘‘The [IUD and implant] supply and I would say the additional funding for the provider.’’
[Clinic level]

‘‘I think that the biggest thing that [external funding] has done for us, is allow us to have
a dedicated team.’’ [System level]

Barriers

Lack of buy-in to organizational change 8 ‘‘There’s some barriers still where [some providers] think that [implants] are okay, but
for an adolescent, an IUD, they’re not on board with. We’re still working on changing
some mindsets.’’ [Clinic level]

‘‘It took a little while to get going with staff buy-in from the support staff.’’ [System level]
Workforce turnover 5 ‘‘Then finding someone with experience to be patient educator was difficult.’’ [Clinic

level]
‘‘My team had talked about [turnover] with the CEO, but we have had some challenges

at [Health Care Center] in that we have lost several of our Champion providers. We
have new providers who are coming in this fall and we’ll train them and assess their
level of comfort and their desire.’’ [System level]

Clinic workflow and efficiencies

Facilitators Total (N = 34) Representative quotations

Enhanced clinic workflow processes 12 ‘‘We realized that the plan that we had, what we were currently doing was not
successful. We’re wanting to change that. Everybody is very optimistic about
moving forward and seeing how this new workflow works for us.’’ [Clinic level]

‘‘With some of the training on when the referrals come over, we know how to assess our
schedule appropriately, to try to make sure we get this person in fairly quickly.’’ [Clinic level]

Institutionalizing changes into the current
system

4 ‘‘The teenage pregnancy question is part of our workflow so it prompts various other
things for me as the [primary health care provider] as well so I think that will
continue to be a huge part of what we do.’’ [Clinic level]

‘‘[Reproductive services are] part of our daily delivery now.’’ [System level]

(continued)
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Enhanced clinic workflow processes, institutionaliz-
ing changes into the current system, and tracking and
utilizing clinic data were indicated as facilitators of ser-
vice provision. One respondent highlighted ‘‘[repro-
ductive health services are] part of our daily delivery
now.’’ A few respondents, however, noted challenges
to updating clinic infrastructure along with difficulties
in tracking supplies and methods.

Sustainability of funding
Sustainability of funding was examined given its im-
portance in maintaining changes associated with
Choose Well implementation. This construct included
four domains: funding for provision of enhanced ser-
vices; health insurance and patient assistance; sustain-
ability of trainings; and perceived value of training
(Table 3).

Regarding funding, the availability of the 340B drug
pricing program was noted as a facilitator of sustain-
ability. The pricing program was noted ‘‘to provide
contraceptives to clients whose insurance does not
cover it.’’ Similarly, respondents emphasized continu-
ing to seek other sources of external funding to provide
same-visit IUD and implant provision and to order and
stock devices on-site.

In addition, increasing the number of patients en-
rolled in Medicaid, enrolling patients in patient assis-
tance programs, and offering a sliding scale fee for
uninsured patients were all highlighted as sustaining
factors to increased access. One individual at the sys-
tem level noted: ‘‘You’re going to get the reimburse-
ment from the insurance companies and from

Medicaid. We’re trying to get everybody that will qual-
ify on Medicaid, at least for family planning if they
don’t qualify for the full Medicaid.’’

Plans to continue to provide staff training and to fa-
cilitate transfer of knowledge from trained staff within
the FQHC system were also highlighted as sustaining
factors. ‘‘For example, our providers will already be
trained and as we get more providers in, those provid-
ers that have already been here and have already been
trained, can be preceptors for those new providers.’’

Respondents noted that expanded training opportu-
nities are critical to increased access. One respondent
emphasized, ‘‘.without the trainings we couldn’t be
where we are today.’’ Other perceptions of sustaining
factors included: the applicability of training content
to practice and enhanced networking among clinics.

Barriers to sustainability discussed were the high
cost of devices, high rate of uninsured patients, and re-
strictive health care policies, such as FQHC clinics not
being Title X recipients in SC, and limited insurance
coverage for contraception.

Discussion
In this study, we examined perceptions of FQHC clinic-
and system-level staff participating in the SC Choose
Well initiative regarding organizational factors that fa-
cilitated or posed challenges to access to IUDs and im-
plants during the first 2 years of the initiative’s
implementation. Staff perceptions of the early impact
of the Choose Well initiative on contraceptive access
at their clinics were highly positive. Staff noted how
the initiative had influenced multiple clinical and

Table 2. (Continued)

Billing and coding for contraceptive services

Facilitators Total (N = 34) Representative quotations

Tracking and utilizing clinic data 4 ‘‘Right now, we’re really looking forward to receiving data, so that the data can help us
tell our story when we’re going to other funders to try to help sustain the program.’’
[Clinic level]

‘‘I now have trended how many we are putting in at every site. I’m able to know on a
quarterly basis now, I’ve ordered all of our supplies, all of our methods. Outside of
this grant I have a reproductive healthcare budget as well here at [Health Care
Center].’’ [System level]

Barriers

Challenges to updating clinic infrastructure 4 ‘‘I think the challenge was getting the sexual health assessment in place from an IT
perspective or a system enhancement perspective, getting it in place.’’ [Clinic level]

‘‘It took us nine months to almost a year to figure out every single thing that we needed
at every single site.’’ [System level]

Tracking supplies and methods 1 ‘‘That was my biggest challenge was tracking everything from equipment to supplies
to methods.’’ [System level]
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Table 3. Sustainability of Funding

Funding for provision of enhanced services

Facilitators Total (N = 34) Representative quotations

340B drug pricing program 5 ‘‘We are a 340B FQHC. This helps us provide contraceptives to clients whose insurance
doesn’t cover it.’’ [Clinic level]

‘‘We’re a 340B entity, so we can get [IUDs and implants] at 340B prices. That really helps
a lot.’’ [System level]

Other external funding to provide IUDs
and implants

5 ‘‘[Leadership] has some ideas as far as obtaining funding so that we would be able to
order devices and have them in stock ahead of time.’’ [Clinic level]

‘‘Part of our sustainability is maybe try to find other funding.’’ [System level]

Barriers

High cost of devices 12 ‘‘. Unfortunately, 60 percent of our patients are uninsured, and I am not certain how
we’re going to fund IUDs and [implants] for patients who are uninsured [after
external funding ends].’’ [Clinic level]

‘‘Once the money goes away to buy devices, then we’re not going to be able to offer
free devices anymore.’’ [System level]

Health insurance and patient assistance

Facilitators Total (N = 34) Representative quotations

Increased number of patients enrolling
in Medicaid

6 ‘‘Getting as many of our patients signed up on family planning Medicaid as possible is
the ticket.’’ [Clinic level]

‘‘You’re going to get the reimbursement from the insurance companies and from the
Medicaid. We’re trying to get everybody that will qualify on Medicaid, on Medicaid, at
least for family planning if they don’t qualify for the full Medicaid.’’ [System level]

Patient assistance programs 6 ‘‘As far as billing-wise, since we deal with a large uninsured population, we have
programs to help them pay for their services at a low cost to them.’’ [Clinic level]

‘‘[One of the pharmaceutical companies] do offer a patient assistance program. That
would be a good thing for our patients who can’t really afford it, a patient assistance
program.’’ [Clinic level]

Sliding scale fee at clinics 3 ‘‘We do offer them a sliding scale fee. It’s a certain amount that patients have to pay
when they’re uninsured, like as low as $20.’’ [Clinic level]

‘‘We already had the sliding fee.’’ [System level]

Barriers

High rate of uninsured patients 6 ‘‘We have the highest uninsured population of all health centers in the state of South
Carolina. It’s where we are in our growth, so I would definitely say our high
uninsured rate. I think that’s the number one barrier.’’ [Clinic level]

‘‘Our volume of uninsured patients is another barrier.’’ [System level]
Restrictive health care policies 2 ‘‘I just found out that we couldn’t get Title X because just the Health Department has it.

I thought maybe we could heed in on Title X and that way, we’d be covered, but
unfortunately not.’’ [Clinic level]

‘‘I think that healthcare environment in general and insurance coverage of
contraception.’’ [System level]

Sustainability of Trainings

Facilitators Total (N = 34) Representative quotations

Continue to provide staff training 10 ‘‘We’re still building in training for our providers, making sure that everybody gets the
proper training on contraceptive counseling, as well as information on the [IUDs and
implants]’’. [Clinic level]

‘‘We will continue to educate our staff and our team with any means that we can.’’
[System level]

Training provided by experienced staff
within system

4 ‘‘Our providers will already be trained and as we get more providers in, those providers
that have already been here and have already been trained, can be preceptors for
those new providers.’’ [System level]

‘‘We’re going to be having a training room and we ordered four IUD simulators. [Health
Care Center] will teach IUD and [trainer] will teach [the implant], so we can do our
own training in house.’’ [Systems level]

Perceived value of training

Facilitators Total (N = 34) Representative quotations

Expanded training opportunities is
critical to increased access

13 ‘‘The trainings because without the trainings we couldn’t be where we are today.’’
[Clinic level]

‘‘I would say education was probably the biggest for us.’’ [System level]
Applicability of training content 10 ‘‘[Trainings] empowered us to do our job even better. Every time we end up going, we

get new information.’’ [Clinic level]
‘‘It’s all very practical and easy to apply.’’ [System level]

Enhanced inter clinic networking 6 ‘‘.To interact also with other clinics and you bounce ideas off of them and you see
what they’re doing and what’s working and what’s not working.’’ [Clinic level]

FQHC, federally qualified health center.
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administrative policies/practices related to contracep-
tive access. This suggests that statewide contraceptive
access initiatives that remove cost barriers to care,
while building the capacity of safety-net clinics to pro-
vide contraceptive services, have the potential for ad-
vancing equitable access to care.

Challenges remain, particularly related to sustaining
efforts beyond the initiative’s funding period and en-
suring patient-centered care. On-going evaluation of
Choose Well will examine the impact of the initiative
at the clinic, population, and policy levels.

Findings contribute novel and relevant nuance about
access to IUDs and implants among non-Title X
funded safety-net clinics in SC. Notably, components
of access extend beyond clinical factors, such as on-
site stocking of IUDs and implants and availability of
trained and willing providers, into administrative fac-
tors, such as organizational buy-in, enhanced workflow
processes, electronic infrastructure enhancement, and
billing and coding support.

Respondents emphasized the benefits of external
funding for IUDs and implants to reduce the cost bar-
rier to patients, consistent with previous studies.27 In
addition, themes suggest that an increase in funding
for IUDs and implants contributed to clinics’ ability
to stock devices and provide same-visit placements,
which contributed to expanded access, as noted previ-
ously.4,28–31 There are varying opinions among clini-
cians regarding the importance of same-visit IUD
and implant placement,32 but respondents in our
study emphasized that having the financial means
to stock devices and provide same-visit placement
procedures positively impacted access to IUDs and
implants.

In addition, increased capacity for and enhanced
contraceptive counseling was noted as a primary facil-
itator of access to IUDs and implants, as it increased
patient education and expanded perspectives, such as
gaining new viewpoints, examining personal preju-
dices, and increasing comfort level with discussing con-
traceptives, among reproductive health providers.

Overall, enhanced training opportunities were per-
ceived to have increased capacity for contraceptive ser-
vice provision, consistent with previous findings
among FQHC clinics.3 Although training for IUD
and implant provision is recommended for a breadth
of providers, including midwives, advanced practice
nurses, family medicine providers,33 and adolescent
and pediatric providers,34 it is not always included in
programs outside of Obstetrics and Gynecology spe-

cialties.33 One sustainability strategy emerging from
our interviews is the continuous provision of staff
training through implementing preceptorship pro-
grams with already trained providers.

In terms of administrative factors, buy-in and en-
gagement among staff and leadership was the most
noted facilitator to increased access to IUDs and im-
plants. Enhanced workflow processes and infrastruc-
ture support and improvements in billing and coding
were similarly noted to facilitate access to IUDs and
implants in our study. Enhanced interclinic networking
was also emphasized.

Respondents noted challenges to increasing access
to contraception in their clinics, which related pri-
marily to lack of buy-in to organizational change
among staff. The systems changes required to imple-
ment medical innovations, such as integration of
contraceptive care, require administrative support
and buy-in from multiple levels within the organiza-
tion.35 Optimizing the impact of statewide initiatives
on clinical care among FQHCs necessitates attention
to securing buy-in through on-going engagement
with leadership, staff, and partnerships with other
organizations to support internal influence.35 A few
respondents also noted challenges related to provider
factors (comfort, beliefs).

Providers averse to offering IUDs and implants due
to their beliefs and perceptions may hinder patients’ ac-
cess to the full range of method options,29 suggesting
the importance of on-going education and support
for providers. A few respondents also mentioned work-
force turnover and on-going issues with billing and
coding. Incorrect billing and coding for medical ser-
vices may lead to denied claims, which threaten the fi-
nancial capacity for the clinic to maintain a stock of
devices.19 Coverage and reimbursement policies across
insurance plans complicate billing and coding, and on-
going technical assistance for clinics in this area is
needed.

Considering the lack of Title X funding for FQHC
clinics in SC, sustaining factors must be considered.
Structural factors related to cost of contraceptive ser-
vices/devices and insurance coverage emerged as prev-
alent challenges to sustainability. 340B drug pricing
was noted as one solution. Previous research indicates
variation among FQHC clinics in utilizing 340B drug
pricing, with clinics that have on-site pharmacies or re-
ceive Title X funding more likely to engage with 340B
drug pricing,19 indicating opportunities for increasing
clinic participation in this program.

Ventura, et al.; Women’s Health Report 2021, 2.1
http://online.liebertpub.com/doi/10.1089/whr.2021.0060

617



Another suggested strategy for sustainability is facilitat-
ing patient enrollment in Medicaid. Nationwide, health
centers serve about 16% of Medicaid beneficiaries, and
Medicaid payments constitute nearly 40% of the revenue
of FQHC clinics.10 Beyond these approaches, our find-
ings reinforce the need for expanded insurance coverage,
particularly in states such as SC that did not expand
Medicaid under the Patient Protection and Affordable
Care Act (ACA), as well as for supportive reimbursement
policies to increase access to the full range of contracep-
tive methods.20 In addition, an important consideration
for contraceptive access initiatives is ensuring patient-
centered care, including best practices in contraceptive
counseling that prioritize patients’ needs and preferences
and respect patients’ reproductive autonomy.36–41

This study is not without limitation. While this study
included a large number of respondents (N = 34), some
members of the participant pool declined to participate,
which might have contributed to potential response bias
skewed toward participants eager to participate or with
positive opinions about IUD and implant access. Due
to the nature of qualitative research, researcher bias
was a potential limitation of this study. To account for
such bias, the study team was composed of a diverse
group of people, and a team-based analysis approach
was used. Data were double coded using an 80% or
greater threshold for interrater reliability, and all differ-
ences were consensus coded.

Furthermore, as this study focused on FQHC clinics
participating in the Choose Well initiative in SC, these
findings may not be generalizable to other FQHCs, but
rather may inform future efforts to expand contracep-
tive access at non-Title X clinics. The study was limited
to assessing perceptions/opinions of clinic staff and did
not measure clinic practices or other dimensions of ac-
cess to care quantitatively or directly. On-going clinic
surveys and analysis of population-level data will ex-
pand and further inform the evaluation.

Conclusion
Strengthening the family planning safety-net clinic net-
work remains a priority at the state and national levels.
Given the volatility of federal funding sources,42 other
funding mechanisms are crucial to bolster contracep-
tive availability among safety-net clinics that do not re-
ceive Title X funding. Statewide contraceptive access
initiatives that combine funding for contraceptives
with training and capacity building have the potential
to support contraceptive policies and practices at
FQHC clinics. By increasing access to a full range of

contraceptive options and prioritizing patient-centered
counseling, these initiatives could help ensure contra-
ceptive choice and reproductive autonomy, improve
health outcomes, and reduce inequities.

Based on the interview findings, the Choose Well
initiative was perceived by clinic staff to have contrib-
uted to increased provision and access to contraception
at participating FQHC clinics in SC through changes to
clinic-level policies and practices and enhanced coun-
seling. Staff also highlighted on-going challenges and
perceived barriers to sustainability over time.

Optimizing the impact of Choose Well, and potentially
of other contraceptive initiatives, requires coupling organi-
zational change at the clinic/health system level with
broader structural and policy changes to reinforce benefits
of training and clinic enhancements. For example, state-
level contraceptive access initiatives could advocate to
strengthen health care delivery systems (through protecting
contraceptive access under the ACA and restoring contra-
ceptive access through expanded Medicaid programs) and
support innovative policymaking and implementation of
new delivery channels such as pharmacist prescribing.
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Appendix

Appendix Table A1. Sampling Approach and Sample Sizes for South Carolina FQHC Staff Interviews by Year and Level

FQHC systems N FQHC clinics N

FQHC systems in SC that offered family planning
services (2017)

20 FQHC clinics in SC that offered family planning services (2017) 123

FQHC systems participating in Choose Well in 2017 8 FQHC clinics participating in Choose Well in 2017 33
Of participating systems, FQHC systems invited to

interview in 2018
8 Of participating clinics, FQHC clinics invited to interview in

2018
32

Of participating systems, FQHC system-level staff
invited to interview in 2018 (N = 1–3 individuals
per system)

11 Of participating clinics, FQHC clinic-level staff invited to
interview in 2018 (N = 1–3 individuals per clinic)

38

Of those invited, FQHC systems interviewed in 2018 4 Of those invited, FQHC clinics interviewed in 2018 13
Of those invited, FQHC system-level staff

interviewed in 2018
6 Of those invited, FQHC clinic-level staff interviewed in 2018 13

FQHC systems N FQHC clinics N
FQHC systems in SC that offered family planning

services (2018)
21 FQHC clinics in SC that offered family planning services (2018) 126

FQHC systems participating in Choose Well in 2018 16 FQHC clinics participating in Choose Well in 2018 57
Of participating systems, FQHC systems invited to

interview in 2019
12 Of participating clinics, FQHC clinics invited to interview in

2019
39

Of participating systems, FQHC system-level staff
invited to interview in 2019 (N = 1–3 individuals
per system)

21 Of participating clinics, FQHC clinic-level staff invited to
interview in 2019 (N = 1–3 individuals per clinic)

51

Of those invited, FQHC systems interviewed in 2019 7 Of those invited, FQHC clinics interviewed in 2019 14
Of those invited, FQHC system-level staff

interviewed in 2019a
8 Of those invited, FQHC clinic-level staff interviewed in 2019b 18

Total system-level interviews in 2018 and 2019 14 Total clinic-level interviews in 2018 and 2019 31
Final system-level staff interviews in samplea 11 Final clinic-level staff interviews in sampleb 23
Final no. of system-level and clinic-level staff interviews in sample 34

The bold values show 1. the number of unique individuals that were interviewed in each year of the study; 2. the total number of interviews for both
years; and 3. the total number of unique interviews across both years (as some people were interviewed in both years).

aN = 3 were also interviewed in 2018 and counted once in final sample.
bN = 8 were also interviewed in 2018 and counted once in final sample.
SC, South Carolina.
FQHC, federally qualified health center.
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