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country’s adolescents (1.3 million females
and 1.4 million males).1

In practice, states had the option of set-
ting age and income ceilings for their in-
dividual CHIP efforts. Nevertheless, a
1998 analysis by The Alan Guttmacher In-
stitute (AGI) of the plans approved by the
Health Care Financing Administration
(HCFA), which oversees the CHIP pro-
gram, found that all but a few states opted
to cover adolescents up to age 19. And
while 14 states did plan to cut off eligibil-
ity at 150% of poverty or below, the rest
had ceilings near, at or—in the case of
seven states—above 200%.2

All of the teenagers eligible for enroll-
ment in CHIP require a range of educa-
tional and medical services related to re-
productive health. According to several
widely accepted guidelines of care for pre-
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Reproductive Health Services for Adolescents
Under the State Children’s Health Insurance Program
By Rachel Benson Gold and Adam Sonfield

The State Children’s Health Insur-
ance Program, known as CHIP or
SCHIP (Title XXI of the Social Se-

curity Act), was enacted as part of the Bal-
anced Budget Act of 1997. The program
is one of the most significant moves taken
by Congress to incrementally reduce the
number of uninsured Americans after the
collapse of plans for large-scale health care
reform in the early 1990s.

Congress allocated up to $40 billion in
federal funds over 10 years to CHIP to
provide health insurance coverage to
many of the nation’s uninsured children.
Although the political rhetoric surround-
ing its creation focused on the need to
cover young children, CHIP targeted chil-
dren up to age 19 in families with incomes
below 200% of the federal poverty level,
a group that in 1997 included 12% of the

ventive services to adolescents that have
been developed by major health organi-
zations—including the American College
of Obstetricians and Gynecologists, the
American Medical Association and the
Department of Health and Human Ser-
vices—all adolescents need routine pre-
ventive care, including health guidance
about sexual development and respons-
ible sexual decision-making.3 According
to these guidelines, sexually experienced
teenagers—a group that includes half of
all U.S. adolescents and more than 75% of
females and 85% of males at age 19—
should also be screened for cervical can-
cer and sexually transmitted diseases
(STDs) and should have access to family
planning services and supplies.

The degree to which CHIP can help
adolescents meet these reproductive
health needs depends largely on the de-
cisions that individual states make in de-
signing their efforts. The federal statute
gives states three options for their CHIP
effort’s overall design: expanding eligi-
bility for its Medicaid program; creating
or expanding a state-designed program
not based on Medicaid; or using a combi-
nation of the two approaches.

States have utilized all three approach-
es. Generally, states that have taken the
combination approach provide Medicaid
coverage to poorer or younger enrollees
and provide state-designed (and often less
comprehensive) coverage to higher-in-
come or older enrollees. Under this ap-
proach, the state effectively implements
two separate programs for two different
groups of children. 

Enrollees in the Medicaid expansion
programs and in the Medicaid compo-
nents of the combination efforts are, under
federal law, entitled to the same benefits
as other Medicaid enrollees. These include
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Context: The federal government enacted the State Children’s Health Insurance Program (CHIP)
in 1997 to provide insurance coverage to uninsured, low-income children up to age 19. Individ-
ual states’ decisions when designing their CHIP efforts will in large part determine the extent to
which the program will help the nation’s nearly three million low-income uninsured adolescents
get needed reproductive health services. 

Methods: CHIP administrators in all states and the District of Columbia were sent a survey con-
cerning reproductive health services for adolescents aged 13–18 provided under their state’s
CHIP effort. The questionnaire asked about services covered, information provided to adoles-
cents, confidentiality, outreach and enrollment activities, managed care and performance mea-
sures. 

Results: Of the 46 respondents to the survey, 29 states and the District of Columbia included
a Medicaid component to their CHIP effort, and 28 states included a state-designed component.
Overall, states provided relatively comprehensive coverage of reproductive health services, with
all 58 CHIP programs covering routine gynecologic care, screening for sexually transmitted dis-
eases and pregnancy testing. Fifty-four covered the full range of the most commonly used pre-
scription contraceptive methods, although only 43 covered emergency contraception. Twenty
of 58 CHIP programs required that adolescents be provided with information about coverage for
the full range of reproductive health services, and 18 required that information be provided about
accessing care. Seventeen programs reported guarantees of confidentiality before and after re-
ceipt of reproductive health care. In 26 programs, enrollees in managed care were guaranteed
access to contraceptive services through out-of-network providers. Twenty-six states and the
District of Columbia reported targeting outreach activities specifically to adolescents, and 41
states and the District of Columbia stated that they provide outreach materials at middle schools,
high schools and community-based organizations serving teenagers.

Conclusions: Despite their nearly comprehensive coverage of reproductive health services,
programs were inconsistent in guaranteeing the information, confidentiality and flexibility in choos-
ing providers that is critical to adolescents’ ability to access care. In addition, many states failed
to creatively use strategies to target uninsured adolescents for enrollment, although new initia-
tives are under way to correct this problem.
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States have some well-tested options for
easing the enrollment processes. These op-
tions were pioneered in the late 1980s,
when Medicaid was expanded to cover
pregnant women and young children in
families with incomes higher than states’
traditional Medicaid ceilings. Imple-
mented to help states enroll a population
that had no connection to welfare, such op-
tions include mail-in applications and
wide distribution of information and ap-
plication forms. Additionally, personnel
authorized to determine eligibility may be
assigned to nongovernmental sites (called
“outstationing”), and health care providers
may be certified to grant temporary eligi-
bility while waiting for a formal applica-
tion to be processed (known as “pre-
sumptive eligibility”). States are required
to use outstationing under Medicaid at
community health centers and at hospitals
that serve a disproportionate share of low-
income and high-cost patients.9

Similarly, states are required to estab-
lish “objective, independently verifiable”
performance measures to gauge the suc-
cess of the CHIP program in meeting
overall program objectives for improving
health coverage among the targeted group
of children.10 The statute, however, leaves
both the specific measures to be used and
the underlying objectives entirely to the
states’ discretion. As a result, each state
will determine on its own whether any of
its measures or objectives will be related
to coverage of reproductive health care. 

Methodology
In May 1999, we sent questionnaires re-
garding the coverage and delivery of re-
productive health services under CHIP to
the offices listed by HCFA as having been
designated to administer the CHIP effort
in 47 states and the District of Columbia,
all of which had plans approved by
HCFA. We asked that all responses per-
tain to adolescents aged 13–18 and be cur-
rent as of April 1, 1999. Three states—Ten-
nessee, Washington and Wyoming—did
not have CHIP plans approved by HCFA
when we initially fielded the survey; we
sent surveys to these states upon HCFA
approval of their plans. We received re-
sponses from 47 states and the District of
Columbia; New Mexico, South Dakota
and Virginia declined to complete the sur-
vey. Additionally, Hawaii and Minneso-
ta indicated that their CHIP efforts did not
cover adolescents and, therefore, were not
applicable to our survey. As a result, we
compiled responses from a total of 45
states and the District of Columbia.

Of the 46 responses that we used, 30

family planning services, which are specif-
ically mandated by the federal Medicaid
statute for “individuals of childbearing
age,” including “minors who can be con-
sidered to be sexually active.”4 Medicaid
law also requires that enrollees have the
option to obtain family planning services
and supplies from any provider, even one
who is not part of the enrollee’s managed
care network—a requirement often re-
ferred to as “freedom of choice.” Even
though not specifically mandated to do so
under federal law, all states have chosen
to cover a broad range of other reproduc-
tive health services under Medicaid (such
as routine gynecologic care, STD and HIV
screening, and pregnancy testing); these
services should be available in Medicaid-
based CHIP programs as well.

States choosing to use a separate, state-
designed program for all or part of their
CHIP effort, on the other hand, have many
more options in choosing the benefits pro-
vided to enrollees. The federal CHIP
statute and regulations require coverage
of only a minimum set of services, such as
physician and hospital care, laboratory
and X-ray services, well-child care and im-
munizations. While the statute explicitly
gives states the option to cover “prepreg-
nancy family planning services,”5 these
and other reproductive health services are
not required, and the scope of such ser-
vices is not defined. Even if a state choos-
es to cover family planning services, it is
not required to provide freedom of choice.

Separately, the statute allows federal
payment for abortion services under state-
designed CHIP programs only in cases of
life endangerment, rape or incest, al-
though states may cover abortion in other
circumstances with their own funds.6 A
similar restriction applies to coverage of
abortion under Medicaid and therefore to
Medicaid-based CHIP efforts.

Critical to the program’s success are the
various outreach efforts that states have
adopted to boost enrollment, estimated by
HCFA at 3.3 million children during FY
2000.7 Outreach is a required component of
all CHIP programs,8 in part because of the
need to overcome the stigma of its connec-
tion to Medicaid. Until 1996, Medicaid was
linked to welfare, which has traditionally
attempted to limit enrollment through strict
eligibility criteria and processes rather than
to actively seek out new clients.

CHIP efforts (in 29 states and the District
of Columbia) included a Medicaid com-
ponent,* while 28 had a state-designed
component. (The 12 states that took a
combination approach for adolescents are
included in both tallies.) Because so many
states had combined Medicaid and state-
designed approaches, and because feder-
al requirements differed for these two
types of components, most of this article
actually addresses 58 different pro-
grams—30 Medicaid programs and 28
state-designed ones.

We asked CHIP administrators to com-
plete the questionnaire, which was divid-
ed into four sections, based on the design
of their state’s CHIP effort. The first section
applied to Medicaid components, while the
second applied to state-designed elements.
The two sections were otherwise identical.
We requested states that took a combina-
tion approach to complete both sections.
All administrators were asked to complete
the last two sections of the questionnaire
regarding outreach activities and perfor-
mance measures; these sections asked
about the jurisdictions’ CHIP effort as a
whole and did not distinguish between
Medicaid and state-designed components.

In the first two sections, we asked ad-
ministrators to indicate whether their
state’s CHIP components covered specif-
ic reproductive health services, including
six main categories of services: routine gy-
necologic care, STD and HIV screening
and testing, contraceptive services, abor-
tion, pregnancy testing and obstetric care.
We also asked whether the state required
that adolescents enrolled in CHIP rou-
tinely be informed of whether these six
categories of services were covered and,
if so, how to access this care.

Furthermore, we asked administrators
whether the state required that adoles-
cents be able to obtain confidential re-
productive health services without
parental notification, both before and after
care, and about the use of outstationing
and presumptive eligibility. Finally, we
posed a series of questions to document
the extent to which adolescents were en-
rolled in managed care organizations, the
degree of reproductive health care cover-
age under these contracts, the extent to
which managed care organizations were
required to demonstrate that their net-
works are adequate to provide “reason-
able access” to these services and the
prevalence of freedom-of-choice protec-
tions for these services.

The outreach section of the question-
naire asked about activities tailored specif-
ically to encourage enrollment of teenagers
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*The efforts in two additional states—New Hampshire
and West Virginia—included Medicaid components that
only enrolled young children and were ignored for the
purposes of this study. The state-designed components
in these two states covered adolescents and therefore
have been included in this analysis.
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testing for the full range
of STDs we listed (gon-
orrhea, chlamydia,
syphilis, human papillo-
mavirus, genital herpes
and HIV); all five major
prescription contracep-
tive methods and related
services (oral contracep-
tives, the injectable, the
IUD, the diaphragm and
the implant); abortion in
cases of life endanger-
ment, rape or incest;
pregnancy testing; and
obstetric care. Only three
of the reproductive
health services we asked
about were covered less
frequently: Twenty-six
Medicaid components
covered instruction on
natural family planning,
21 covered emergency
contraception and only
six covered abortions in
broader circumstances,
such as for health rea-
sons (not shown).

Several state-designed
components provided
less comprehensive cov-
erage (Table 1). All 28
state-designed compo-
nents covered routine
gynecologic care, STD
and HIV screening and
testing, and pregnancy
testing. However, three
state-designed compo-
nents (North Carolina,
Pennsylvania and West
Virginia) excluded ob-
stetric care. Two did not
cover abortion at the
level mandated by
Medicaid: Alabama did
not cover abortion under
any circumstances in its
state-designed compo-
nent, and Utah covered
abortion only to preserve
the woman’s life.

Four of the 28 pro-
grams did not cover the
full range of the most commonly used pre-
scription contraceptive methods (Table 2,
page 84). Two states, Montana and Penn-
sylvania, excluded all forms of contra-
ceptive services; in addition, New Hamp-
shire excluded diaphragms, the implant
and IUDs, and Utah excluded the implant.
Some state-designed components did not

in CHIP and about distribution of outreach
materials and enrollment forms at various
locations. In addition, the performance
measures section asked about the use of six
specific measures on reproductive health–
related screening and counseling.

The findings of the survey, while for the
most part reflecting actual (as opposed to
planned) CHIP policy, cannot be taken as
a precise picture of efforts across the coun-
try as of April 1, 1999. For the three states
that received approval of their CHIP plans
from HCFA after we initially fielded the
survey, the findings are as of the specific
plan’s approval date. For these three pro-
grams and for two other components that
were not operational as of the cutoff date,*
the findings reflect states’ plans rather
than operational policy.

In addition, we do not know the extent
to which the various features of states’
CHIP programs are fully implemented, en-
forced and followed. Clearly, the range of
services available to enrollees depends not
only on what is offered and required under
a program, but also on how well-informed
enrollees, providers and administrators are
about these requirements and on how will-
ing they are to use, recommend, prescribe
or facilitate these services. Similarly, even
when a state reports that it requires com-
plete confidentiality for adolescents’ re-
productive health care, this confidentiali-
ty can be negated, on purpose or by
accident, by the actions or ignorance of a
wide range of individuals or by inade-
quate systems or technology. This limita-
tion, however, is no more significant here
than in any other top-down survey of state
policy; a reliable study of how CHIP poli-
cies are being put into practice would re-
quire a survey of providers or enrollees
and was beyond the scope of this project.

Finally, many administrators had con-
siderable difficulty providing the number
of female and male adolescent enrollees in
CHIP as of April 1, 1999. Administrators
were, for the most part, unable to provide
accurate numbers for the specific popula-
tion or the specific date, and many ex-
pressed concerns about their ability to pro-
vide numbers without counting individual
enrollees multiple times. As a result, we
excluded this question from the analysis.

Findings
Services Covered
All of the Medicaid-based CHIP compo-
nents covered nearly the full range of re-
productive health care services about
which we asked (Table 1). All 30 covered
routine gynecologic care (including annual
examinations and Pap tests); screening and

cover natural family planning and emer-
gency contraception; only seven covered
abortions in cases other than life endan-
germent, rape or incest (not shown).

*The state-designed components of combination efforts
in Kentucky and Mississippi were not operational as of
the cutoff date.

Table 1. Number of programs with selected services and features
under the State Children’s Health Insurance Program (CHIP), by
service or feature, according to program type

Service or feature Medicaid State-designed
programs programs
(N=30) (N=28)

REPRODUCTIVE HEALTH CARE
All services listed 21 20
Routine gynecologic exam and Pap test 30 28
STD/HIV screening/testing 30 28
Contraceptive services

Oral contraceptives 30 26
Injectable 30 26
IUD 30 25
Diaphragm 30 25
Implant 30 24
Natural family planning 26 25
Emergency contraception 21 22

Abortion* 30 26
Pregnancy testing 30 28
Obstetric care 30 25

INFORMATION ON COVERAGE
All services listed 8 12
Routine gynecologic care 11 17
STD/HIV screening/testing 10 14
Contraceptive services 12 16
Pregnancy testing 10 15
Abortion 8 12
Obstetric care 10 14

INFORMATION ON ACCESSING CARE
All services listed 7 11
Routine gynecologic care 10 15
STD/HIV screening/testing 9 13
Contraceptive services 10 14
Pregnancy testing 9 13
Abortion 7 11
Obstetric care 9 13

REQUIRES CONFIDENTIALITY
At all points 9 8
Before reproductive health care 18 15
After reproductive health care, in all cases 11 10
After reproductive health care, only upon request 4 2

SITES WHERE ELIGIBILITY WORKERS ARE OUTSTATIONED
At any of the sites listed 9 9
Middle schools 4 3
High schools 4 3
Community-based organizations

serving teenagers 3 5
Family planning clinics 4 4
Prenatal care clinics 8 6
STD clinics 3 3

PRESUMPTIVE ELIGIBILITY USED AT ANY SITE
All sites using 7 3

SITES CERTIFIED AS PRESUMPTIVE ELIGIBILITY PROVIDERS
Middle schools 0 0
High schools 0 0
Community-based organizations

serving teenagers 2 0
Family planning clinics 3 1
Prenatal care clinics 6 0
STD clinics 1 0
Private physicians 2 1

*In cases of life endangerment, rape or incest.



Information Provided to Adolescents
Eight of the 30 Medicaid components
required that adolescents be routinely
provided with information about the cov-
erage of all six categories of reproductive
health services (Table 1). All but one of
these eight (Maryland) also required the
provision of information about how to ac-
cess this care. States required information
about the coverage of contraceptive ser-
vices more often—in 12 Medicaid pro-
grams—than any other service about
which we asked.

Twelve of the state-designed compo-
nents reported that they required infor-
mation for adolescents on coverage of all
six categories of care. All but one of these
programs (Colorado) also required in-
formation on how to access this care. In
all cases, more state-designed compo-
nents than Medicaid components re-
ported requiring provision of each type
of information.

Confidentiality for Adolescents
Nine of the 30 Medicaid programs re-
quired confidentiality in providing re-
productive health services to adolescents
both before and after care has been ob-
tained, including through the receipt of an
explanation of benefits form (Table 1).
Medicaid programs in California, Con-
necticut, New Jersey and Texas required
confidentiality before such care, but only
required it afterwards when specifically
requested by the enrolled adolescent
(Table 2). A total of 20 Medicaid programs
required at least some degree of confi-
dentiality for adolescents, either before or
after care is obtained.

Eight of the 28 state-designed programs
required complete confidentiality for ado-
lescents’ reproductive health care (Table 1).
One additional program (New Jersey) re-
quired it before and, upon request, after
(Table 2). Eighteen state-designed programs
required at least some confidentiality.

Facilitating Enrollment
Of the various locations about which we
queried, prenatal care clinics were the
most common sites for outstationed eli-
gibility workers under CHIP—in eight
Medicaid programs and six state-designed
programs (Table 1). Nine Medicaid com-
ponents and nine state-designed compo-
nents reported using outstationing at any
of the locations we listed. 

A total of seven Medicaid-based CHIP
programs and three state-designed pro-
grams reported using presumptive eligi-
bility (Table 1). Again, of the seven possi-
bilities listed, prenatal care clinics were the
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Table 2. Services and features of CHIP related to contraceptive services, by state and program type

State Cover all Routinely inform adoles- Are required not to notify Guarantee
five major cents about service parents of adolescents access to
prescription about repro. health care* contracep-
methods tive services

Coverage of Accessing Before After from out-of-
contraceptive contraceptive network
services services providers

MEDICAID PROGRAMS
Medicaid only
Alaska Yes No No Yes Yes na†
Arkansas Yes No No No Yes na†
D.C. Yes Yes Yes Yes No Yes
Idaho Yes No No Yes Yes na†
Illinois Yes No No No No na‡
Indiana Yes No No No No Yes
Louisiana Yes No No No No na†
Maryland Yes Yes No Yes Yes Yes
Missouri Yes Yes Yes No Yes Yes
Nebraska Yes No No Yes No Yes
North Dakota Yes No No No No Yes
Ohio Yes No No No No Unknown
Oklahoma Yes No No Yes No Yes
Rhode Island Yes Yes Yes Yes Yes No
South Carolina Yes Yes No No No Yes
Tennessee Yes Yes Yes No No No
Texas Yes No No Yes Upon request Yes
Wisconsin Yes Yes Yes Yes No Yes

Part of combination program
Alabama Yes No No No No na‡
California Yes No No Yes Upon request Yes
Connecticut Yes Yes Yes Yes Upon request Yes
Florida Yes No No Yes No No
Iowa Yes No No No No No
Kentucky Yes No No Yes Yes Yes
Maine Yes No No Yes Yes Yes
Massachusetts Yes Yes Yes Yes Yes Yes
Michigan Yes No No Yes Yes Yes
Mississippi Yes Yes Yes No No No
New Jersey Yes Yes Yes Yes Upon request Yes
New York Yes Yes Yes Yes Yes na‡

STATE-DESIGNED PROGRAMS
State-designed only
Arizona Yes Yes Yes No No No
Colorado Yes Yes No Yes Yes No
Delaware Yes No No No No No
Georgia Yes No No No Yes na†
Kansas Yes Yes Yes Yes No No
Montana No na na na† na† na
Nevada Yes Yes Yes No No Yes
New Hampshire No§ Yes Yes No No No
North Carolina Yes Yes Yes No No na†
Oregon Yes Yes Yes Yes No Yes
Pennsylvania No na na Yes** No na
Utah No§ No No No No No
Vermont Yes No No Yes Yes na‡
Washington Yes Yes Yes Yes Yes Yes
West Virginia Yes Yes No No Upon request na†
Wyoming Yes No No No Yes na†

Part of combination program
Alabama Yes No No Yes No na†
California Yes Yes Yes Yes No Yes
Connecticut Yes Yes Yes Yes Yes No
Florida Yes Yes Yes Yes Yes No
Iowa Yes No No No No No
Kentucky Yes No No Yes Yes Yes
Maine Yes No No Yes Yes Yes
Massachusetts Yes Yes Yes Yes Yes Yes
Michigan Yes No No No No No
Mississippi Yes Yes Yes No No No
New Jersey Yes Yes Yes Yes Upon request Yes
New York Yes Yes Yes Yes No Yes

*Applies to all reproductive health services, not only contraceptive services. †Adolescents are never enrolled in managed care. ‡Con-
traceptives are never included or are only sometimes included in managed care contracts. §New Hampshire does not cover the IUD,
implant or diaphragm; Utah does not cover the implant. **The state requires that parents not be notified before reproductive health care,
but the state does not cover contraception under CHIP. Notes: The survey was not applicable to the programs in Hawaii and Minneso-
ta because of the programs’ low age limits. New Mexico, South Dakota and Virginia did not respond to the survey. na=not applicable.
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vices. Freedom of choice under the Medic-
aid programs ranged from 18 programs
for pregnancy testing to only seven pro-
grams for abortion; 17 permitted freedom
of choice for contraceptive services and
supplies. Among the state-designed pro-
grams, freedom of choice was even less
common, ranging from nine programs for
contraceptive services to five programs for
abortion and obstetric care. All but two of
the 19 Medicaid programs and all but one
of the nine state-designed programs re-
quiring freedom of choice for any repro-
ductive health care service also required
that adolescents be informed of the spe-
cific services they may obtain from
providers outside the network (not
shown).

Outreach Activities
Of the 46 jurisdictions that responded to the
survey, 26 states and the District of Co-
lumbia reported tailoring some outreach
activities specifically to encourage enroll-
ment of adolescents (Table 4). Of the four
types of activities we listed, the most pop-
ular choices employed were printed ma-
terials and media campaigns, reported by
24 and 22 jurisdictions, respectively. States
used hotlines and the Internet less often.
Eight of the 27 jurisdictions reported using
all four of these tactics (not shown).

Forty-two states and the District of Co-
lumbia provided outreach materials at one
or more of the eight types of locations we
listed (Table 4). Middle schools, high schools
and community-based organizations serv-
ing teenagers were the most commonly
cited locations, at 42 jurisdictions each; fast-
food outlets and shopping malls were in-
cluded least often, in 25 and 22 jurisdictions,
respectively. All but three of these 43 juris-
dictions provided enrollment forms at one
or more of the locations about which we
asked (not shown). In 13 states, the range
of locations at which enrollment forms were
provided was narrower than the range at
which outreach materials were offered. 

Performance Measures
Nine states out of the 46 jurisdictions re-
ported using screening for cervical can-
cer as a performance measure for their
CHIP efforts (not shown). Only four states,
each of which was among the nine, re-
ported using any of the other five perfor-
mance measures we specified (screening
and testing for chlamydia; screening and
testing for gonorrhea; counseling for preg-
nancy prevention; counseling for HIV and
STD prevention; and counseling for breast
self-examination): New Jersey and Texas
reported using all five of the other mea-

sites most often cited as presumptive eli-
gibility providers. None of the programs
reported certifying middle schools or high
schools as presumptive eligibility pro-
viders. One of the seven Medicaid pro-
grams and two of the three state-designed
programs that used presumptive eligibil-
ity reported certifying none of the specif-
ic types of providers we listed.

Managed Care
A total of 26 Medicaid components and 22
state-designed components reported that
at least some adolescents were enrolled in
managed care organizations under their
CHIP efforts. Just about all of the managed
care contracts for adolescents under CHIP
included most, if not all, of the seven cate-
gories of reproductive care about which we
asked (Table 3). Only abortion was ex-
cluded from managed care contracts in
more than a few programs.* Moreover, al-
most all of the CHIP programs required
participating managed care organizations
to demonstrate to the state that their net-
works are able to provide reasonable access
to each category of reproductive health care
included in their contracts for adolescents.

However, programs did not consis-
tently allow access to out-of-network
providers for reproductive health care ser-

sures, Indiana answered “yes” for the two
STD screening measures and Nebraska in-
cluded a measure for HIV and STD pre-
vention counseling.

Discussion
From its inception, CHIP had the poten-
tial for helping large numbers of Ameri-
ca’s uninsured adolescents get the repro-
ductive health services they need. The
plans approved by HCFA for states’ CHIP
efforts seemed to indicate that this po-
tential might become a reality. According
to the 1998 AGI review of state plans, 21
states and the District of Columbia were
opting to expand their Medicaid program,
and 13 additional states had chosen a com-
bination approach.† All of the adolescents
enrolled in these Medicaid efforts would
be provided with a broad range of repro-
ductive health benefits.

However, the state plans only partially

*One Medicaid program (Alabama) consistently pro-
vided reproductive health services only under some man-
aged care contracts, and several additional programs in-
cluded selected reproductive health services (particularly
abortion) only under some contracts. The remainder of
this section and the corresponding portions of Table 3
address the services that are included under all managed
care contracts.

†These numbers continue to change as states submit and
implement revisions to their CHIP plans. As of August
2000, Illinois, Indiana, North Dakota and Texas had had
revised plans approved by HCFA to implement a second
component in what are now combination approaches.

Table 3. Number of programs enrolling ado-
lescents in managed care under CHIP with 
selected services and managed care contract
features, by program type and service

Service Medicaid State-
(N=26) designed

(N=22)

Service included in all contracts
Routine gynecologic care 25 22
STD/HIV screening/testing 25 22
STD/HIV treatment 25 22
Contraceptive services 23 20
Pregnancy testing 24 22
Abortion 17 18
Obstetric care 25 21

Plans required to demonstrate
“reasonable access”*
Routine gynecologic care 25 20
STD/HIV screening/testing 23 19
STD/HIV treatment 23 19
Contraceptive services 22 18
Pregnancy testing 24 20
Abortion 17 16
Obstetric care 25 19

Plans required to allow access
to out-of-network providers*
Routine gynecologic care 11 6
STD/HIV screening/testing 17 8
STD/HIV treatment 16 7
Contraceptive services 17 9
Pregnancy testing 18 8
Abortion 7 5
Obstetric care 9 5

*Only includes programs in which all managed care contracts offer
the specified service.

Table 4. Number of states using selected out-
reach activities under CHIP (N=46)

Type No.

Adolescent-specific 27*
Hotline 16*
Printed materials 24*
Media campaign 22*
Internet-based campaign 9
Other 10*

Sites where outreach materials are provided
Middle schools 42*
High schools 42*
Community-based organizations serving

teenagers 42*
Family planning clinics 36*
Prenatal care clinics 37*
STD clinics 31*
Shopping malls 22*
Fast-food outlets 25*

Sites where enrollment forms are provided
Middle schools 33*
High schools 35*
Community-based organizations serving

teenagers 37*
Family planning clinics 34*
Prenatal care clinics 35*
STD clinics 28*
Shopping malls 12*
Fast-food outlets 14*

*Includes the District of Columbia.



services” in their plans were in fact cov-
ering a nearly complete range of repro-
ductive health care services and contra-
ceptive drugs and devices. Furthermore,
states that had included definite answers
on reproductive health care in their plans
almost universally stuck to those deci-
sions. Only Montana reversed course
completely and decided not to cover con-
traceptives, while Georgia, in the end, de-
cided to cover contraceptive devices.

We did uncover a few deficiencies in the
range of covered services, both for Medic-
aid-based and state-designed CHIP pro-
grams. Only 43 of the 58 programs (21
Medicaid-based and 22 state-designed) re-
ported coverage of emergency contra-
ception. This is a disappointing but un-
surprising finding. Despite recent
publicity campaigns, emergency contra-
ception—high-dose regimens of oral con-
tra- ceptives that can prevent pregnancy
if taken within 72 hours of unprotected in-
tercourse or known or suspected contra-
ceptive failure—is still a relatively un-
known method. Some policymakers (and
providers, even) confuse it with the med-
ical abortion drug, mifepristone, and oth-
ers insist that it is an abortifacient because
it, like other hormonal contraceptive
methods, may prevent implantation of a
fertilized egg in the uterus.*

Beyond the extent of coverage, we iden-
tified three serious problems that could
impede adolescents’ access to covered re-
productive health services. First, only
about half of the programs provided in-
formation to adolescents (even about
whether contraceptive services were cov-
ered), and only 18 of 58 offered informa-
tion about coverage and accessing care for
the full range of reproductive health ser-
vices. In particular, few of the Medicaid
programs provided this type of informa-
tion, although that situation could change
significantly if regulations on Medicaid
managed care that were promulgated by
the Clinton administration are ultimate-
ly implemented. 

These findings echo a 1996–1997 AGI
study on contraceptive services in man-
aged care that found that only one-half of
commercial plans and one-third of Medic-
aid plans in the regions studied reported
that they routinely provided any enrollees
with information about specific contra-
ceptive methods covered, and that most
did not give information directly to de-
pendents younger than age 18.12 Particu-
larly because of the sensitive nature of con-
traceptive, STD and similar services,
adolescents need to be made fully aware
of the extent of their coverage and need

answered the question of whether and to
what extent, when operational, the state-
designed CHIP efforts would cover re-
productive health services. According to
the 1998 AGI study of state plans, 16 of the
29 state plans with a state-designed com-
ponent specified that family planning ser-
vices and supplies would be covered for
adolescents, while 12 indicated coverage
of the general category “prenatal care and
prepregnancy family planning services”
without further explanation. Only one
state, Pennsylvania, declared its intention
to exclude coverage of that general cate-
gory. In addition, all of the state-designed
programs were to cover prescription
drugs in general, and 15 state plans specif-
ically included prescription contracep-
tives. Only two states declared their in-
tention to limit coverage of contraceptives:
Georgia, for all contraceptive devices, and
Utah, for the contraceptive implant. Thus,
for many states, which (if any) reproduc-
tive health services would be covered once
CHIP was up and running was uncertain.

A 12-state survey of CHIP officials, con-
ducted in fall 1998 by researchers at the
Association of Maternal and Child Health
Programs, the Policy Information and
Analysis Center for Middle Childhood
and Adolescence, and the National Ado-
lescent Health Information Center, indi-
cated that coverage of at least some re-
productive health services was likely the
norm. In fact, all 12 states reported some
coverage of family planning services and
preventive gynecologic care. Moreover,
five of the states cited reproductive health
services as “one of the most pressing is-
sues for adolescents under CHIP.”11

Our study confirms the results of these
earlier efforts. With few exceptions, even
the states that had only included “prena-
tal care and prepregnancy family planning

to be given such information directly.
A second major flaw identified by this

study was the dearth of protections for
adolescents’ confidentiality. Only 17 pro-
grams reported the maximum level of
confidentiality (both before and after the
provision of care). A larger number of pro-
grams required only a limited degree of
confidentiality, demonstrating a failure to
understand that the potential for even ac-
cidental notification of a teenager’s par-
ents—through routine insurance billing
practices, for example—can delay or dis-
suade a teenager from seeking critical, sen-
sitive care and put her at risk for unin-
tended pregnancy, STDs and future
infertility. These findings echo those of the
1998 12-state study, which found that
while five of the states cited confidential-
ity as a priority issue for adolescents under
CHIP, most states had not developed spe-
cific provisions to address the issue (such
as prohibiting managed care plans from
sending explanation of benefits forms to
the homes of adolescent enrollees).13

The third problem highlighted by this
study is that only a small number of pro-
grams allowed access to out-of-network
providers, even for contraceptive services
and supplies, and much less for other re-
productive health services. In fact, six
Medicaid components did not provide en-
rollees the freedom to choose to obtain
contraceptive services and supplies from
a provider not affiliated with their man-
aged care plan, despite a clear federal
mandate that enrollees be able to do so.†
Freedom of choice was even less available
under state-designed components, as
would be expected because there is no
comparable federal requirement. While
Medicaid managed care enrollees over-
whelmingly seek contraceptive services
from providers within their own managed
care plans,14 the freedom of choice provi-
sions in the overall Medicaid program
have been important for providing access
over the years to women who, for a vari-
ety of reasons, need to obtain care else-
where. Because of the heightened impor-
tance of confidentiality to teenagers, this
option is particularly critical for enrollees
in all CHIP efforts.

Aside from concerns related directly to
reproductive health care, CHIP programs
overall (despite significant achievements
in such areas as simplifying enrollment
procedures) have experienced problems
with outreach and enrollment, particular-
ly for adolescents. Our results demonstrate
that most states were not making the most
of activities targeted specifically at ado-
lescents and the places that regularly serve
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*Another deficiency in the range of covered services is
that medically necessary abortion was rarely covered;
this was entirely expected, however, because the feder-
al government will not help to pay for abortion in cases
other than life endangerment, rape or incest. States choos-
ing to pay for medically necessary abortions must do so
entirely with their own funds, and few states choose to
do so even under their basic Medicaid programs, let alone
for adolescents under CHIP.

†These include five programs (in Florida, Iowa, Missis-
sippi, Rhode Island and Tennessee) that stated they do
not allow access to contraceptive services through out-
of-network providers. Additionally, Alabama’s Medic-
aid component included contraceptive services and sup-
plies in only some of its managed care contracts, and only
allowed access to out-of-network providers when con-
traception was not included in the contract. In contrast,
the Illinois and New York Medicaid components, which
like Alabama also included contraceptive services and
supplies in only some contracts, nevertheless always al-
lowed out-of-network access to contraceptives.
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school, distribute information at school
functions and screen for CHIP enrollment
using applications for reduced-price
school lunches.

Even more recently, policymakers have
finally begun to focus on adolescents and
CHIP. The October 2000 meeting of the Na-
tional Association of State Medicaid Di-
rectors was devoted largely to a discussion
of ways to reach out to adolescents who are
eligible but not yet enrolled in the pro-
gram.16 Doing so, according to Cynthia
Mann, director of family and children’s
health programs at HCFA, will require tar-
geted outreach activities, appropriate ben-
efit packages and improved confidential-
ity. In moving down this road,
policymakers may find useful models
upon which to build among the steps al-
ready being taken by some states. As this
effort moves forward, further research may
be called for to keep track of states’ efforts
to refine their outreach and enrollment tac-
tics, as well as to gauge progress (in poli-
cy and in practice) in guaranteeing that
adolescents are given the information, con-
fidentiality and freedom in choosing
providers that is necessary for their full ac-
cess to reproductive health services.
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