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Efforts to Transform the Nature of Medicaid Could
Undermine Access to Reproductive Health Care
By Adam Sonfield

E

fforts to change fundamental aspects of the
Medicaid program have been central this year
to congressional efforts to repeal and replace
key components of the Affordable Care Act
(ACA). The most prominent attacks on Medicaid
in the anti-ACA bills would involve massive cuts
to the program’s federal financing. In addition,
the bills would give states the authority to move
Medicaid away from its current role as a public
health insurance program designed to meet the
long-term needs of low-income people, fundamentally changing its structure for the people who rely
on it for health coverage. One proposed provision
would allow states for the first time to institute work
requirements for Medicaid enrollees. Another would
give states the option to receive federal funding as a
block grant, which would effectively eliminate a vast
array of patient protections under current federal
Medicaid law in states that take up this option.
Simultaneously, the Trump administration has
been working to help states make changes to
Medicaid by encouraging them to ask for research
and demonstration “waivers” of federal law. In a
letter to governors in March 2017, senior administration officials promised to fast-track waiver
approvals—particularly those that “build on the
human dignity that comes with training, employment and independence” and “help working age,
nonpregnant, non-disabled adults prepare for private coverage.”1 Conservative state policymakers
have been pushing the limits of Medicaid waiver
authority for years, but the Obama administration
determined that much of what these policymakers want is simply not allowable under federal
law, even via a waiver (see “How Might State
Innovations in Health Reform Affect Sexual and
Reproductive Health Care?,” 2016).
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HIGHLIGHTS
• Conservative policymakers are pursuing unprecedented

changes to Medicaid, such as adding work requirements, time
limits and mandatory drug testing.

• The conservative vision for Medicaid runs counter to the

program’s role as a pillar of the health insurance system
designed around the health needs and economic reality of lowincome U.S. residents.

• New limits on, and barriers to, Medicaid coverage would

interfere with people’s ability to access reproductive health care
and take care of themselves and their families.

Regardless of whether these types of changes
happen via Congress, the Trump administration
or both, they would have the distinct potential to
undermine coverage and care. That is especially
true for reproductive health services, as Medicaid
is an indispensable source of coverage for these
services (see “Why Protecting Medicaid Means
Protecting Sexual and Reproductive Health,” 2017).
At the same time, cutting people off from family
planning and other reproductive health care would
undermine the purported goals of many of these
proposed changes to Medicaid.

What Conservatives Want
One of the most prominent attempts to reshape
Medicaid is to impose requirements for some
Medicaid enrollees to have a job or participate in
other approved activities to put them on the road
to employment. Work requirements have been
included in multiple anti-ACA bills this year and in
several active waiver requests (none yet granted)
from Arizona, Arkansas, Indiana, Kentucky, Maine,
Utah and Wisconsin.2,3
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Conservatives have also proposed to limit
how long an individual can be enrolled in
Medicaid or to lock out an enrollee from
Medicaid for a period of time if she fails to
follow specific Medicaid rules. Sometimes
these proposals are explicitly paired with
work requirements, by allowing individuals
only a set number of months on Medicaid if
they are not working or locking out enrollees
for a time if they fail to maintain their workrelated activities. Lock-out periods have
been allowed in several Medicaid waivers
for enrollees who fail to pay premiums, but
lifetime limits—included in waiver requests
by Arizona, Maine, Utah and Wisconsin—
have not yet been approved.2,3

1

States have proposed several other paternalistic Medicaid requirements, such as the
mandatory drug screening and testing for
enrollees that was part of a 2017 Wisconsin
waiver request.4 The state would require
applicants to complete a screening questionnaire about current and prior use of controlled
substances, submit to drug testing if indicated, and submit to substance abuse treatment
if the test is positive—despite the fact that a
single positive drug test may not indicate that
an individual is addicted and requires treatment.
On a similar note, approved waivers in Arizona,
Indiana, Iowa, Michigan and Montana, along with
proposed waivers in several other states, include
so-called healthy behavior incentives.2,3 These
involve offers like reduced premiums or cost sharing for enrollees who make designated changes on
issues such as alcohol consumption, tobacco use,
weight loss, chronic disease management and seatbelt use. Kentucky’s waiver request goes so far as to
pair a lock-out period (for failing to properly report
changes to income, employment status and the
like) with an incentive to take financial and health
literacy classes.5 Those who agree to complete such
a class would be allowed to re-enroll in Medicaid
before the six-month lock-out period ends.
In addition, conservatives have been working to
overhaul Medicaid’s strict limits on premiums
and cost sharing for enrollees. Conservative
policymakers would prefer to increase these
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M
 ost adults enrolled in Medicaid work,

and those who do not have good reasons
41%

work
full time

35% are ill
or disabled

18% work
part time

Among the

41%

who do
not work:

28% are taking
care of their
home or family

18% are going
to school
8% could not
find work
8% are retired
Source: Kaiser Family Foundation.

payments, impose lock-out periods on enrollees
who fail to pay, and apply them to a larger
number of enrollees, including people with little
or no annual income.2,3 These are only some
of the numerous proposals from conservatives
that target long-standing Medicaid protections
designed to make it easier to participate in the
program and use it to access affordable care.

Competing Visions for Medicaid
Many of these potential changes are rooted in
a conservative vision of Medicaid as a welfare
program that people should rely on only briefly
during their lives. For example, work requirements
would purportedly incentivize people to find
jobs that would allow them to afford private
coverage. Time limits would ensure that people
do not become dependent on Medicaid coverage.
Mandatory drug testing would supposedly
get people into treatment and on the path to a
more productive life—one that does not involve
government assistance.
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However, this vision of Medicaid would reverse
decades of changes in Medicaid law that delinked
it from government welfare programs and transformed it into an integral part of the U.S. health
insurance system. Reproductive health has been at
the center of this evolution: In the 1980s, Medicaid
was expanded to cover pregnant women at
income levels much higher than those set for traditional enrollees, such as families receiving cash
welfare assistance. Later, Medicaid was expanded
to allow states to cover family planning services
for people otherwise ineligible for full-benefit
Medicaid coverage, as well as individuals needing
treatment for breast or cervical cancer.
The evolution of Medicaid culminated with the ACA,
which firmly established Medicaid as a long-term
solution for health coverage for low-income people
of all ages, regardless of family structure. Medicaid
(along with its companion program, the Children’s
Health Insurance Program) now covers about 74
million people, making it the nation’s largest health
insurance program.6 It is central to reproductive
health, covering 20% of U.S. women of reproductive
age, paying for half of all U.S. births and accounting
for 75% of public dollars spent on family planning.7–9
Medicaid’s expansive role addresses the fact that
low-paying jobs often do not lead to private insurance coverage: many employers do not offer it,
many employees do not qualify if it is offered,
and many of those who qualify cannot afford the
premiums and deductibles.10 And many millions
of Americans will never secure higher paying jobs
with better benefits, because economic mobility remains limited in this country.11 In reality,
Medicaid may be the only affordable option for
many people at multiple times in their life, or for
decades at a time. And contrary to the stereotypes
that conservatives often promulgate, most adults
on Medicaid who are able to work do work, and
those who are not working have good reasons:
having an illness or disability, taking care of their
home and family, going to school, being unable to
find a job or being already retired from the workforce (see figures 1 and 2).12-15
A related conservative vision for Medicaid is
to transform the program so it looks more like
private insurance. Under this vision, Medicaid

Guttmacher Policy Review | Vol. 20 | 2017

enrollees should pay premiums and copayments
and be locked out of Medicaid if they fail to pay.
This would supposedly serve as a form of training,
so that enrollees understand what will be expected
of them financially if and when they enroll in a
private insurance plan. And cost sharing would
supposedly incentivize Medicaid enrollees to avoid
unnecessary care—requiring what conservatives
call “skin in the game,” even for disadvantaged
people with little financial skin to spare.
This vision conflicts with long-established
Medicaid policies that are based on the idea
that insurance for low-income people must be
designed to meet their needs and circumstances.
Decades of research have made it clear that
premiums can dissuade low-income people from
enrolling and staying enrolled in coverage, and
that cost sharing can dissuade them from seeking
needed care.16,17 It is for the latter reason that
Medicaid has long exempted family planning
services, among other critical services, from all
forms of cost sharing. Not only has Congress
repeatedly reaffirmed these protections, but it
has applied some of them to private insurance,
such as through the ACA’s requirement that most
private plans cover dozens of preventive services,
including contraception, without cost sharing.

Undermining Reproductive Health
Advocates for Medicaid enrollees have cited
a host of legal, practical, clinical and ethical
arguments against conservative proposals for
Medicaid.3,18,19 These proposed changes would
have a particularly harmful effect on Medicaid
enrollees’ access to the reproductive health care
they need. Work requirements, time limits, lockout periods, mandatory drug testing, expanded
use of premiums and other proposals would
constitute barriers to getting and staying enrolled
in Medicaid. Expanded cost sharing would be a
barrier to using that coverage for family planning
services, maternity care, STI testing and treatment
and more. All of these requirements would interfere
with continuity of care, undermine patient-provider
relationships and jeopardize patient health.20,21
One reason these barriers are particularly
problematic for reproductive health care is that
these services often address long-term needs,

www.guttmacher.org

99

rather than acute, one-time
needs. The typical U.S.
woman will spend about three
years pregnant, postpartum
or attempting to become
pregnant and about three
decades trying to avoid
pregnancy and therefore in
need of contraceptive care.22
Similarly, people may be at risk
of acquiring HIV or other STIs
as long as they are sexually
active, and continue to be at
risk of developing cervical
cancer and other reproductive
health–related cancers for
decades afterwards.

2

F
 or many workers, Medicaid is the only affordable

insurance option

Only 30% of workers below the poverty line are offered insurance at work
37%

13%

30%

Full-time
workers

Part-time
workers

All
workers

Even if a low-income worker is offered insurance, it will likely be
prohibitively expensive
$20,420

Federal poverty level (family of three)

Conservatives’ vision for
Average annual premium
$5,714
Medicaid could also be potentially coercive when it comes
to reproductive health. For
example, time limits, lockConsequently, only 12% of people below poverty are able to obtain
out periods, premiums and
employer-sponsored insurance
cost sharing might provide
12%
56%
strong financial incentives for
Medicaid enrollees to choose
At or
All
long-term or permanent conbelow
income
poverty
levels
traceptive methods, either out
level
of concern that they may only
have insurance coverage for a
short time or in order to avoid
paying further premiums or
Sources: Kaiser Family Foundation and U.S. Department of Health and Human Services.
copayments. Healthy behavior
incentives—if designed around unintended pregof themselves and their families, and decades
nancy, STIs and other negative reproductive health
of research back up these positive outcomes.24
outcomes—could be used coercively to promote
Affordable health care more generally allows peolong-term contraceptives or to promote abstiple to achieve these goals by helping them address
nence outside of marriage. The United States has
chronic and acute health issues that can interfere
a long history of paternalism and coercion when it
with their ability to work, study or care for others.
comes to reproductive health, particularly for lowincome people and people of color.23
One illustrative example is a 2017 waiver proposal
from Maine, which would impose work requirements, time limits and premiums on the state’s
In practice, implementing the conservative vision
Medicaid family planning expansion and on fullfor Medicaid—and interfering with family planning
benefit coverage, including family planning, for
care specifically—would be counterproductive to
many adult Medicaid enrollees.25 The waiver went
the social and economic goals that conservatives
say they are pursuing. A majority of women report
through public hearings and a state-level comment
that family planning has helped them to complete
period in the spring and was submitted for federal
their education, get and keep a job, and take care
approval in August; as of the end of September, it
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is still under consideration and the Trump administration is widely expected to approve some or all
of the state’s requests. The state’s waiver application summarized public comments pointing out
how counterproductive and harmful it would be
to apply work requirements and time limits to the
family planning services people rely on to help
them get and keep a job, but the state declined to
make any changes in response to those arguments.
Maine’s proposed premiums, as applied to the
family planning expansion, would be especially
ridiculous: Enrollees would be charged as much
as $30 per month, or $360 a year, to enroll in a
plan exclusively for family planning services. That
amount is well above the average annual cost
of providing publicly supported family planning
care26 or what an uninsured person might pay
out of pocket for many forms of contraception.
It is difficult to predict what the impact of such a
premium could be, but none of the scenarios are
positive ones. Most likely, enrollment in the family planning expansion would plummet. Some
people might decide to instead pay out of pocket
at a pharmacy, greatly limiting their choice of contraceptive methods and denying them other preventive care that can be obtained during a family
planning visit. Or they could rely on free or subsidized care at safety-net family planning providers;
that would be paid for by scarce grant funding
rather than Medicaid reimbursement, thereby
making it harder for providers to serve all people
in need. These premiums could also coercively
lead some people to enroll in the Medicaid family planning expansion for just a single month in
order to receive an IUD or contraceptive implant,
even if they would prefer another option.

Misguided Proposals

with health care providers who are obligated to put
their patients’ interests first. By contrast, conservative proposals to reshape Medicaid use threats
and punishment to try to force people to make
what some policymakers think are better decisions.
Coercion of that sort is a violation of reproductive
rights and human rights more broadly. And it is
likely to backfire by denying people the coverage,
care, dignity and autonomy that they need to protect and improve their health and well-being. n

REFERENCES
1. U.S. Department of Health and Human Services (HHS), Secretary
Price and CMS Administrator Verma take first joint action: affirm
partnership of HHS, CMS, and states to improve Medicaid program,
news release, Washington, DC: HHS, Mar. 14, 2017, https://
www.hhs.gov/about/news/2017/03/14/secretary-price-and-cmsadministrator-verma-take-first-joint-action.html.
2. Hinton E et al., Section 1115 Medicaid Demonstration Waivers: A
Look at the Current Landscape of Approved and Pending Waivers,
Kaiser Family Foundation (KFF) Issue Brief, Menlo Park, CA:
KFF, 2017, http://www.kff.org/medicaid/issue-brief/section-1115medicaid-demonstration-waivers-a-look-at-the-current-landscape-ofapproved-and-pending-waivers/.
3. Families USA, Medicaid 1115 coverage waivers resource center, no
date, http://familiesusa.org/1115-waivers.
4. Department of Health Services, State of Wisconsin, BadgerCare
Section 1115 demonstration waiver amendment application, June
7, 2017, https://www.dhs.wisconsin.gov/badgercareplus/clawaiverfinalapp.pdf.
5. Office of the Governor, Commonwealth of Kentucky,
Kentucky HEALTH Section 1115 demonstration
modification request, July 3, 2017, http://chfs.ky.gov/NR/
rdonlyres/8803E89E-7197-46AE-AA32-037E9964711D/0/
ProposedOperationalModificationstoWaiverApplication.pdf.
6. Centers for Medicare and Medicaid Services, HHS, July 2017
Medicaid and CHIP enrollment data highlights, 2017, https://www.
medicaid.gov/medicaid/program-information/medicaid-and-chipenrollment-data/report-highlights/index.html.
7. Guttmacher Institute, Uninsured rate among women of reproductive
age has fallen more than one-third under the Affordable Care
Act, News in Context, Nov. 17, 2016, https://www.guttmacher.org/
article/2016/11/uninsured-rate-among-women-reproductive-age-hasfallen-more-one-third-under.
8. Sonfield A and Kost K, Public Costs from Unintended Pregnancies
and the Role of Public Insurance Programs in Paying for PregnancyRelated Care: National and State Estimates for 2010, New York:
Guttmacher Institute, 2015, https://www.guttmacher.org/report/
public-costs-unintended-pregnancies-and-role-public-insuranceprograms-paying-pregnancy.
9. Hasstedt K, Sonfield A and Gold RB, Public Funding for Family
Planning and Abortion Services, FY 1980–2015, New York:
Guttmacher Institute, 2017, https://www.guttmacher.org/report/
public-funding-family-planning-abortion-services-fy-1980-2015.

Beyond a doubt, Medicaid can help people meet
the same goals that conservative policy proposals
attempt to achieve. Having Medicaid coverage can
help people complete their education, obtain a better job, become more financially secure and achieve
better health outcomes. Reproductive health care is
a big part of this, and it has been for decades.

10. Ku L and Brantley E, Myths about the Medicaid
expansion and the “able-bodied,” Heath Affairs Blog,
Mar. 6, 2017, http://healthaffairs.org/blog/2017/03/06/
myths-about-the-medicaid-expansion-and-the-able-bodied/.

Medicaid and reproductive health care contribute
to all of these goals by giving people the tools they
need to make their own decisions in consultation

12. Garfield R and Rudowitz R, Understanding the Intersection
of Medicaid and Work, KFF Issue Brief, Menlo Park,
CA: KFF, 2017, http://www.kff.org/medicaid/issue-brief/
understanding-the-intersection-of-medicaid-and-work/.

Guttmacher Policy Review | Vol. 20 | 2017

11. Mitnik PA and Grusky DB, Economic Mobility in the
United States, Philadelphia: The Pew Charitable Trusts
and the Russell Sage Foundation, 2015, http://www.
pewtrusts.org/en/research-and-analysis/reports/2015/07/
economic-mobility-in-the-united-states.

www.guttmacher.org

101

REFERENCES continued
13. Long M et al., Trends in Employer-Sponsored Insurance Offer and
Coverage Rates, 1999–2014, KFF Issue Brief, Menlo Park, CA: KFF,
2016, http://www.kff.org/private-insurance/issue-brief/trends-inemployer-sponsored-insurance-offer-and-coverage-rates-1999-2014/.
14. KFF, Premiums and worker contributions among workers covered
by employer-sponsored coverage, 1999–2017, 2017, http://www.
kff.org/interactive/premiums-and-worker-contributions/#/?coverageG
roup=family&coverageType=worker_contribution.
15. Office of the Assistant Secretary for Planning and Evaluation,
HHS, U.S. federal poverty guidelines used to determine financial
eligibility for certain federal programs, 2017, https://aspe.hhs.gov/
poverty-guidelines.
16. Artiga S, Ubri P and Zur J, The Effects of Premiums and Cost Sharing
on Low-Income Populations: Updated Review of Research Findings,
KFF Issue Brief, Menlo Park, CA: KFF, 2017, http://www.kff.org/
medicaid/issue-brief/the-effects-of-premiums-and-cost-sharing-on-lowincome-populations-updated-review-of-research-findings/.
17. Kaiser Commission on Medicaid and the Uninsured, Premiums
and Cost-Sharing in Medicaid: A Review of Research Findings, KFF,
Menlo Park, CA: KFF, 2013, http://www.kff.org/medicaid/issue-brief/
premiums-and-cost-sharing-in-medicaid-a-review-of-research-findings/.
18. KFF, All about Section 1115 Medicaid waivers, no date, http://www.
kff.org/tag/waivers/.
19. Solomon J and Schubel J, Medicaid Waivers Should Further
Program Objectives, Not Impose Barriers to Coverage and Care,
Washington, DC: Center on Budget and Policy Priorities, 2017,
https://www.cbpp.org/research/health/medicaid-waivers-shouldfurther-program-objectives-not-impose-barriers-to-coverage.
20. Ku L and Steinmetz E, Bridging the Gap: Continuity and Quality of
Coverage in Medicaid, Washington, DC: Association for Community
Affiliated Plans, 2013, http://ccf.georgetown.edu/wp-content/
uploads/2013/09/GW-Continuity-Report-9-10-13.pdf.
21. Banerjee R, Ziegenfuss JY and Shah ND, Impact of discontinuity
in health insurance on resource utilization, BMC Health Services
Research, 2010, 10:195, https://bmchealthservres.biomedcentral.
com/articles/10.1186/1472-6963-10-195.
22. Sonfield A, Hasstedt K and Gold RB, Moving Forward: Family
Planning in the Era of Health Reform, New York: Guttmacher
Institute, 2014, https://www.guttmacher.org/report/
moving-forward-family-planning-era-health-reform.
23. Gold RB, Guarding against coercion while ensuring access:
a delicate balance, Guttmacher Policy Review, 2014,
17(3):8–14, https://www.guttmacher.org/gpr/2014/09/
guarding-against-coercion-while-ensuring-access-delicate-balance.
24. Sonfield A, What women already know: documenting the social and
economic benefits of family planning, Guttmacher Policy Review,
2013, 16(1):8–12, https://www.guttmacher.org/gpr/2013/03/whatwomen-already-know-documenting-social-and-economic-benefitsfamily-planning.
25. Department of Health and Human Services, State of Maine,
MaineCare Section 1115 demonstration waiver application, Aug.
2, 2017, http://www.maine.gov/dhhs/oms/rules/MaineCare_1115_
application_080217_to%20submit.pdf.
26. Frost JJ, Zolna MR and Frohwirth LF, Contraceptive Needs and
Services, 2010, New York: Guttmacher Institute, 2012, https://www.
guttmacher.org/report/contraceptive-needs-and-services-2010.

Gut tmacher Policy Review
From the Guttmacher Institute’s policy analysts
Editorial Office: Washington, DC
policy@guttmacher.org
ISSN: 2163-0860 (online)
http:/www.guttmacher.org/about/gpr
© 2017 Guttmacher Institute, Inc.

Guttmacher Policy Review | Vol. 20 | 2017

www.guttmacher.org

102

