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than any other type of agency (2–21%).
On the other hand, low involvement in

managed care among family planning
agencies in the South may be at least par-
tially related to the relatively high propor-
tion of health department providers locat-
ed in that region. Additionally, more than
three-quarters of hospital providers and
Planned Parenthood affiliates were locat-
ed in urban areas, compared with only one-
quarter of all health department providers.

Furthermore, differences in managed
care involvement between agencies fund-
ed through Title X and those not so fund-
ed were related in large part to the types
of agencies likely to have received feder-
al family planning funds, not necessarily
to the funding itself. Nearly 90% of  health
department agencies received Title X
funding, compared with only about 20%

area. To estimate state-wide managed care
penetration, we used the percentage of
each state’s Medicaid enrollees who were
enrolled in managed care plans as of June
30, 1994.9* Overall, 29% of agencies were
located in states where fewer than 10% of
all Medicaid enrollees were enrolled in
managed care plans, 39% were in states
where 10–29% were in managed care
plans and 32% were in states where 30%
or more were in such plans. As seen in
Table 2, family planning agencies in states
with relatively high penetration were
nearly twice as likely to serve managed
care enrollees (71%) and to have contracts
with managed care plans (38%) as were
those in low-penetration states (34% and
13%, respectively).

Agencies that received federal funding
under Title X were only slightly less like-
ly than agencies that received no Title X
funds to report serving clients enrolled in
managed care (47 vs. 54%), but they were
about half as likely to have contracts to
provide in-plan services (18% vs. 34%).
Agencies serving large numbers of con-
traceptive clients were also more likely to
serve managed care enrollees, although
they were not more likely to do so under
contract with managed care plans. In-
stead, agencies with 5,000 or more con-
traceptive clients were at least twice as
likely as agencies with fewer than 500
clients to serve managed care enrollees
out-of-plan (20% vs. 10%) or without re-
imbursement (21% vs. 8%).

Whether family planning agencies pro-
vide other health care services along with
contraceptive care clearly affects the like-
lihood that they will serve managed care
enrollees, especially their likelihood of ne-
gotiating contracts with managed care
plans. Agencies that provided both pre-
natal care and primary care services along
with contraceptive services were nearly
one-third more likely to report serving
managed care enrollees than were agencies
that provided neither service (62% vs. 47%),
and also were much more likely to report
having contracts to provide in-plan care to
managed care enrollees (45% vs. 13%).

Because agency characteristics vary by
type of agency, some differences in man-
aged care involvement are due more to
variation in those characteristics than to
differences related specifically to agency
type. For example, some variation in man-
aged care involvement according to region
and metropolitan status may be related to
differences in the types of family planning
agencies located in different areas. Table 3
(page 160) illustrates that more hospital
agencies are located in the Northeast (38%)

of hospital agencies and community
health centers (Table 3). Thus, agencies
funded through Title X are heavily com-
posed of health departments (66%), while
public-sector agencies not receiving Title
X dollars are mainly hospitals (34%) and
community health centers (33%). 

That Title X funding status is not pre-
dictive in itself of managed care involve-
ment was demonstrated by the results of
a logistic regression (Table 2). There were
no significant effects related to Title X
funding once other variables were in-
cluded in the model. Overall, the regres-
sion results indicate that even after other

Table 2. Percentage distribution of family planning agencies, by whether they report providing
contraceptive services to enrollees of managed care plans, and odds ratios showing the rela-
tive likelihood that agencies serve managed care enrollees under contract, according to agency
characteristics

Characteristic N Serves enrollees Odds

Yes No† Total
ratio

Total Under Out-of- No reim-
contract plan burse-

ment

Total 603 50 24 13 12 50 100 na 

Type of agency
Hospital 97 69 47 8 14 31 100 1.00
Health department 241 36 10 16 10 64 100 0.35*
Planned Parenthood affiliate 138 75 31 23 20 26 100 1.46
Community health center 46 60 43 11 6 40 100 1.03
Independent 81 48 20 10 18 52 100 0.53

Region
West 104 53 26 12 16 47 100 1.00
Midwest 151 48 25 15 8 52 100 2.06*
South 254 43 18 14 12 57 100 1.55
Northeast 94 71 45 11 15 29 100 2.19*

Metropolitan status
Nonmetropolitan area 270 35 15 11 10 65 100 1.00
Metropolitan area 333 66 35 16 14 34 100 1.71

Managed care penetration‡
<10% 170 34 13 11 10 66 100 1.00
10–30% 243 44 21 10 12 56 100 1.24
>30% 187 71 38 19 13 29 100 2.98**

Title X status
Receives Title X funding 438 47 18 17 12 53 100 1.00
No Title X funding 175 54 34 7 12 46 100 1.08

No. of contraceptive clients
<500 146 40 21 10 8 60 100 1.00
500–999 107 54 29 10 16 46 100 1.90
1,000–4,999 203 50 24 16 10 50 100 1.18
≥5,000 147 67 26 20 21 33 100 1.23

Other services available
No primary or prenatal care 203 47 13 19 15 53 100 1.00
Prenatal, but no primary care 148 41 10 16 15 59 100 1.13
Primary, but no prenatal care 54 51 22 16 13 49 100 2.26
Primary and prenatal care 163 62 45 8 9 38 100 4.92**

*Significant at p<.05. **Significant at p<.001. †Includes agencies that reported serving no managed care enrollees (40%) and agencies
that did not know if managed care enrollees were served (11%). ‡Percentage of state’s Medicaid beneficiaries who were enrolled in man-
aged care plans as of June 30, 1994. Note: Totals may not add to 100% due to rounding. All Ns are unweighted. na=not applicable.

*Although data are now available for 1995 and 1996 Med-
icaid managed care enrollment, we chose to use the ear-
lier data to focus on differences among states in the early
phases of managed care penetration and during the year
preceding our survey.


