
contraceptive ser-
vices, where PPOs
behave differently;
in those cases, we
separated PPOs
from HMO and
POS plans. Because
of the relatively
small number of
Medicaid plans
(27), we analyzed
the three types of
plans as a group,
and our findings
must be interpreted
with caution.

Women in Plans
The sample for
this survey con-
sisted of 1,006
women enrolled
in managed care
plans. Women
aged 18–44 who
were living in the
study areas were
considered eligible
to participate in
the survey if they
were covered by a
managed health
care plan and were
in need of contra-
ceptive services.*
They were classi-
fied as being in a
managed care

plan if the name of their health insurance
or health plan was on the list of such plans
compiled by AGI. If a woman did not
know the name of her managed care plan
or if her plan’s name was not on the list, she
was considered as being in managed care
if her medical plan had assigned or would
assign her a doctor or if her plan required
her to choose a doctor from an approved
list of plan doctors and, if she was not on
Medicaid, to pay extra if her doctor was not
on the approved list.

As part of the study design, we set quo-
tas of 200 completed interviews for each
of the five study areas, and required half
of the respondents in each area to be en-
rolled in Medicaid managed care plans
(100 per state, 500 total) and the other half
to be enrolled in private managed health
care plans (100 per state, 500 total). We did
not set quotas at the county level. 

After the questionnaire was developed
and pretested with 25 interviews distrib-
uted across the sample strata, it was trans-
lated into culturally appropriate Spanish

We conducted extensive follow-up to in-
crease the initial response rate, including a
follow-up mailing and a series of telephone
calls to plans that did not reply. Of the 196
managed care organizations originally
identified as writing coverage in the study
areas, 34 responded that they do not write
coverage in the study areas or that their or-
ganization consists of a network of service
providers that does not have defined ben-
efit packages or procedures. Of the 162 that
remained, 81 (54 commercial and 27 Med-
icaid) completed usable questionnaires, for
an overall response rate of 50%.

Of the 54 commercial managed care or-
ganizations that responded, 42 reported
that their typical plan is an HMO, five a
POS plan and seven a PPO. For this study,
we looked at the 54 plans as a group, except
when examining coverage of individual

suitable for respondents in multiple U.S.
locations. The final questionnaire was pro-
grammed into a computer-assisted tele-
phone interview system for administration.

The women interviewed were drawn
from 10 random subsamples. We used two
subsamples for each state—a “low-in-
come” subsample and a “higher income”
subsample. Although most Medicaid
managed care enrollees came from the
low-income subsample, we interviewed
all eligible Medicaid and private managed
care enrollees, regardless of the subsam-
ple from which they were drawn. 

The low-income subsample was a ran-
dom-digit-dial sample of telephone ex-
changes with low average household in-
comes, specifically those ranked in the
10th percentile or lower of listed telephone
numbers. The higher income subsample
was a random-digit-dial sample from all
other telephone exchanges in the geo-
graphic area. Every exchange in each
study state or county was assigned to one
of these two subsamples. 

For each home reached by random digit
dialing, female interviewers from Survey
Methods Group administered a series of
screening questions, either in English or
in Spanish, to determine whether the
household contained an eligible respon-
dent. The interviewers made one initial
phone call to each number and up to five
follow-up calls.

A total of 109,583 telephone numbers
were dialed to find and interview eligible
respondents. Of the estimated 6,338
women at these numbers who were eligi-
ble for the study, we contacted and iden-
tified 1,204, and successfully interviewed
1,006 (84%). The interviews, which aver-
aged 19 minutes, were conducted between
September 1996 and March 1997; 150 were
conducted in Spanish.

The data have been weighted to take
into account the different sampling ratios
in low-income and higher income areas,
as well as differing eligibility and response
rates. The total figures for respondents are
weighted so that each study area is rep-
resented equally, but the data for each area
reflect the proportion of eligible women
in that state or state area who are in Med-
icaid or private managed care plans. 

Data showing women in commercial
plans and women in Medicaid plans have
been separately weighted so that each area
is equally represented. Thus, the distri-
butions of the total sample may be some-
what different from the Medicaid and pri-
vate distributions because fewer than half
of the eligible women in each state are, in
fact, in Medicaid plans. Neither the total
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Table 1. Percentage of managed care plans that cover specified contra-
ceptive services and supplies and that offer STD or HIV testing, by type
of plan, five selected states or areas of states

Services, supplies Commercial Medicaid
and testing

Total PPO HMO/POS
(N=54) (N=7) (N=47) (N=27)

Coverage of reversible medical methods†
All five 72 29 79 100
Some but not all 22 57 15 0
None 6 14 6 0

Contraceptive drugs and devices
Oral contraceptives 91 83 92 96
Injectable 81 33 87 96
Diaphragm 76 33 81 100
Implant 74 33 79 100
IUD 73 33 78 100
Emergency contraception 60 50 61 77

Sterilization
Tubal ligation 93 100 92 100
Vasectomy 93 100 92 100

Contraceptive services
Prescription of oral 

contraceptives 91 83 92 100
Contraceptive counseling visit 87 50 92 100
Diaphragm fitting 83 33 89 100
IUD insertion 81 33 97 100
IUD removal 83 33 89 100
Natural family planning

instruction 81 67 83 100
Contraceptive injection 79 33 85 100
Implant insertion 77 33 83 100
Implant removal 77 33 83 100
Prescription of emergency 

contraception 60 50 62 80

STD/HIV testing‡
STD testing 100 100 100 100
HIV testing 100 100 100 100

†Oral contraceptives, diaphragm, IUD, implant and injectable. ‡For asymptomatic, high-risk individu-
als. Note: Ns on specific items for HMO/POS plans and Medicaid plans vary from 42 to 47 and from 26
to 27, respectively, because of differential nonresponse.

*A woman was considered in need of contraceptive services
if she was not pregnant, trying to get pregnant or wanting
to get pregnant; if she had had sexual intercourse with a man
at least once in the past 12 months; and if neither she nor
her partner was contraceptively sterile or infertile.


