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Family Planning Efforts Are Medicaid Success Story
B Y  J E N N I F E R  S I LV E R M A N

Associate  Editor,  Practice  Trends

WA S H I N G T O N —  Twenty-one states
have found alternatives to extend eligibil-
ity for family planning services while sav-
ing Medicaid dollars, a health policy expert
said during a Kaiser Family Foundation
briefing on women and Medicaid.

One-third of all U.S. women of repro-
ductive age who are under the poverty lev-
el depend on Medicaid for their health
care, putting it “front and center of pro-
viding critical reproductive services,” said
Rachel Gold, director of policy analysis at
the Alan Guttmacher Institute.

Under one approach, 13 of the 21 states

have extended eligibility for Medicaid fam-
ily planning benefits to women based sole-
ly on their income. Women who never
had any association with Medicaid would
be eligible for this benefit, she said. Of the
13 states, 7 extended the coverage to men,
providing access to condoms, testing and
diagnosis for sexually transmitted diseases,
and vasectomies.

In a study of six of these income-based
Medicaid expansions, the Centers for
Medicare and Medicaid Services found
that the programs met the budget neu-
trality requirement. In addition, the pro-
grams also saved money for the Medicaid
program as a whole, because “the cost of
providing family planning under these

programs is far less than the cost of pro-
viding the maternity services that would
have been necessary in the absence of
these programs,” Ms. Gold said.

Although Medicaid has covered new-
borns through a 60-day postpartum period,
that coverage has never been extended to
the mother, Ms. Gold said. “Many states
have thought this didn’t make sense, and six
have tried experiments where you leave the
woman on Medicaid for generally up to 2
years for family planning only.”

Illinois and Delaware went so far as to
extend Medicaid coverage for family plan-
ning to women who would be losing full
Medicaid coverage for any reason.

Since starting these programs, data
show that more women with expanded
coverage have been getting family plan-
ning services than when these services
were offered in clinics, Ms. Gold said.

Family planning is one of a handful of
services that state programs must cover
under a federal mandate. “The federal
government reimburses states 90 cents on
the dollar for their expenditures for fami-
ly planning. That’s a higher reimburse-
ment rate than for any other medical ser-
vice under Medicaid,” she said. In 2001,
the most recent year for which there are
data, Medicaid contributed $770 million
for family planning services and supplies.

Medicaid recipients who obtain family
planning services cannot be charged any
copays or incur out-of-pocket costs.

Individuals enrolled in Medicaid man-

aged care plans can obtain family planning
services with the provider of their choice,
“regardless of whether that provider is af-
filiated with the person’s managed care
plan,” she said. Most states cover a fairly
wide range of contraceptive methods, in-
cluding condoms, “even though condoms
are a nonprescription method.”

Tubal ligation and vasectomy are covered
as family planning services in all state Med-
icaid programs. By comparison, gyneco-
logic exams and tests and treatment for sex-
ually transmitted diseases are covered by
Medicaid, but not always as family planning
services. “This is important from the
woman’s perspective, because then you
might have to pay copays or not have the
freedom to choose your provider” for these
services, Ms. Gold said.

Eligibility for maternity care has great-
ly increased because of expansions grant-
ed by Congress and the states. Medicaid
currently pays for 4 in 10 births nation-
wide, and in four states—Alaska, Mexico,
West Virginia, and Mississippi—the pro-
gram pays for more than half the births.

Abortion funding no longer applies to
Medicaid unless the woman’s life is in
danger or she’s the victim of rape or in-
cest. “The federal government pays for just
a handful of abortions under these re-
strictions every year, and most states have
adopted parallel restrictions,” she said.

Seventeen states continue to use their
own funds to provide abortion services to
Medicaid enrollees, Ms. Gold said. ■

Many Welfare Recipients Unaware of Family Planning Rule
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WA S H I N G T O N —  Many current and
former welfare recipients in New Jersey
are not aware that their welfare payments
do not increase if they have more children,
but they also say that the rule would not
affect their family planning decisions, Han-
nah Fortune-Greeley said at the annual
meeting of the American Public Health
Association.

New Jersey is 1 of 24 states that have a
so-called “family cap” law, which states
that women who have additional children
while receiving Temporary Assistance to
Needy Families (TANF) benefits will not
have their benefits raised. 

In this pilot study, Ms. Fortune-Greeley,

a graduate student at Columbia Universi-
ty School of Public Health, New York, and
her colleagues interviewed 32 female cur-
rent and former TANF recipients in New
Jersey. Of those interviewed, 9 were black,
12 were Latino, 9 were white, and 2 were
biracial. Respondents’ average age was 31,
and they had an average of 2.4 children.
Seven did not have a high school diploma,
and 14 were married. Seventy-five percent
of recipients had some form of health in-
surance.

Slightly less than half the respondents
reported that they were using contracep-
tion, and one-third of those said they were
doing so primarily to prevent STDs.

When asked whether they were aware
of the family planning cap, only two re-
spondents said they were, and neither of

them could describe it accurately, Ms. For-
tune-Greeley said.

When asked whether the cap would in-
fluence future decisions about childbear-
ing now that they were aware of it, three-
fourths said it wouldn’t influence them at
all.

“Many of them were absolutely incred-
ulous that we would even suggest there
was a connection between governmental
policy and how they would plan and form
their families,” she said. The majority of
the women said the policy wouldn’t affect
their use of contraception. “They said
children were a blessing regardless of gov-
ernment policy,” Ms. Fortune-Greeley
said. As to what would happen if they be-
came pregnant while on TANF, almost all
respondents said they would keep the

baby; two said they would give it up for
adoption.

“In terms of actual communication [in]
department of social services offices,
there’s clearly a need for better commu-
nication of the policy to clients,” she said,
adding that right now, “the policy doesn’t
appear to appear to be impacting women’s
reproductive decision making.”

The policy “does not work as intended,”
Ms. Fortune-Greeley said. “It’s not en-
couraging women to limit their fertility or
to use more effective contraceptive meth-
ods, yet women are still subject to it.
They’re having more children without re-
ceiving this incremental increase, and it is
posing additional economic hardship on
already poor families. All of us know the
potential health risks that poses.” ■

The vast majority of women on
Medicaid are in their reproductive

years, although they’re not the most
expensive population to treat, Alina
Salganicoff, Ph.D., vice president and
director of women’s health policy for
the Kaiser Family Foundation, said at
the briefing.

“The elderly and disabled account for
two-thirds of the spending because of
[their] greater health needs and more
costly medical and long-term care,” Ms.
Salganicoff said. On average, a low-in-
come adult on Medicaid, typically a
mother, costs about $2,000 a year to
treat, whereas a disabled elderly benefi-
ciary costs about $12,000 a year to treat.

Women comprise more than 70% of
the adult Medicaid population and are
more likely than men to qualify be-
cause of their lower incomes and sta-
tus as single, low-income parents of
children, she said. 

“Forty percent of poor women are
still uninsured,” Ms. Salganicoff said.

Nearly half of the women on Med-
icaid have children under the age of 18
in the household; one in five of these
women are over the age of 65, and the
remaining third don’t have children in
the household but often qualify based

on a disability. Those without children
or a disability may never qualify for
the program “no matter how poor
they get,” she said.

Although women of color are more
likely to be low income, half of all
women on Medicaid are white.

“Women on Medicaid are more than
four times as likely to report their
health as fair or poor,” because low-in-
come people tend to have more health
issues, Ms. Salganicoff said.

Medicaid covers half of the women
in the United States with a permanent
physical or mental impairment who
live in a community setting. This per-
centage is even higher among institu-
tionalized women—Medicaid pays for
the care of nearly three-fourths of the
residents in nursing homes.

Relatively new to Medicaid assis-
tance are uninsured women with
breast and cervical cancer, Ms. Salgani-
coff said. In 2000, treatment was ex-
tended as an optional Medicaid benefit
for women screened under a program
established by the Centers for Disease
Control and Prevention in 1990, she
said. “In California alone, 10,000
women got treatment under this pro-
gram.”

Snapshot: Women Medicaid Recipients

Uninsured Low-Income Women Have Least Access to Care

Note: Based on women aged 18-64 with incomes below 200% of poverty level, defined as 
$14,255 for a family of three in 2001.
Source: Kaiser Family Foundation
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