
one in four plans
in our study do
not cover all five
FDA-approved re-
versible medical
methods, and a
few cover none at
all. Coverage of
the full range of
c o n t r a c e p t i v e
methods is crucial
if the method a
woman chooses is
to be the one most
appropriate for
her and the one
she is most likely
to use successful-
ly. Clearly, full
coverage of meth-
ods is a prerequi-
site to service
availability, and it
is primarily the re-

sponsibility of employers, as purchasers
of group plans for their employees, to rec-
ognize the importance of this care and en-
sure that all reversible contraceptives are
covered. This added coverage would cost
employers only about $17.00 per em-
ployee per year, an average increase of less
than 1% in health insurance premiums.16

Coverage, however crucial it may be, is
only the first step. Although enrollees
need to be adequately informed of the ser-
vices covered under their plan, only half
of the commercial plans and one-third of
the Medicaid plans studied provide en-
rollees with a list of covered methods.
Even fewer routinely inform enrollees of
the conditions under which testing for
HIV and other STDs is covered or provide
a warning that some providers may ob-
ject to providing contraceptive care.

Equally disturbing, when managed care
organizations do provide this type of in-
formation, they often give it only to the en-
rollee and do not also send it directly to
an enrollee’s spouse or dependent chil-
dren, even if they are the people for whom
it may be most relevant. Given the sensi-
tive nature of contraceptive and STD ser-
vices, information provided through a
spouse or parent may not always be re-
ceived by the people most in need of it:
Women enrolled through their parents
were less likely than those enrolled on
their own to report having ever received
written information about their plan’s
contraceptive coverage.

The lack of a concerted effort on the part
of plans to inform enrollees efficiently about
their contraceptive options may be related

had paid some or all of the cost for their
last package of oral contraceptives. A siz-
able number of women—8% of commer-
cial enrollees and 2% of Medicaid en-
rollees—reported that they would have
been interested in obtaining a contracep-
tive method but were concerned about
cost and believed that their plan did not
cover the method’s costs (The data do not
indicate whether this is an information
problem or a coverage issue.)

The women also reported other types of
problems and concerns. Six percent of
Medicaid enrollees said they had not been
satisfied with the privacy of care during
their last contraceptive visit; this concern
was echoed by 1% of commercial enrollees.
In addition, 5% of Medicaid enrollees and
2% of commercial enrollees were dissatis-
fied with the way staff had explained issues
or answered questions during a previous
visit. Six percent of commercial enrollees
and 2% of Medicaid enrollees had had dif-
ficulties in obtaining or continuing con-
traceptive use because of cost, coverage or
another aspect of the plan’s procedures.

Although only 15% of women who
made a contraceptive visit reported need-
ing a referral to go to their provider of con-
traceptive services, 22% of those women
(25% of those in commercial plans and 6%
of those in Medicaid plans) said that the
need for a referral caused difficulties for
them (data not shown). 

Discussion
Four major concerns emerge from our ex-
amination of contraceptive coverage
under managed health care. More than

to enrollees’ apparent low level of knowl-
edge about their plan’s coverage. While
most enrollees in commercial plans knew
whether their plan covered oral contracep-
tives, a majority did not know whether their
plan covered other methods, including hor-
monal injectables; fewer Medicaid enrollees
were uncertain about coverage of injectables,
but many did not know their plan’s policies
about hormonal implants or the IUD. In ad-
dition, few enrollees reported that plan ma-
terials were their major source of informa-
tion about plan coverage of contraception,
and most indicated that they had received
no materials from the plan regarding con-
traceptive services and supplies. 

Managed care organizations seeking to
promote access to contraception may want
to give serious consideration to including
community-based family planning
providers in their provider networks.
These agencies have a long history of suc-
cessfully providing high-quality, low-cost
contraceptive services to hard-to-serve
populations such as low-income women
and teenagers. Further, negotiating agree-
ments with community-based providers
may offer important leverage to managed
care organizations seeking to demonstrate
to state Medicaid programs that they have
the capacity to serve this population. Clear-
ly, managed care plans are not using this
important resource to their full advantage.

Finally, managed care organizations
should determine whether their own poli-
cies and procedures impede enrollees’ ac-
cess to timely contraceptive care. Recog-
nizing that women view reproductive
health care as central to their overall health
care, many managed care organizations
have taken at least some steps to facilitate
access to reproductive health services. For
example, some plans give women the op-
tion of designating an obstetrician-gyne-
cologist as their primary care provider.
(Several states, including California, re-
quire plans to offer women this option.)
Because obstetrician-gynecologists are
more likely than other types of primary
care providers to provide a full range of
reproductive health care services, allow-
ing a woman to designate one as her pri-
mary care provider is an important way
to ease access to these services. 

Some plans provide women with direct
access, without having to obtain a refer-
ral from a gatekeeper, to a separate
provider of gynecologic care. (Again, sev-
eral states, such as Colorado, require this
option.) Several plans give women both
options, while some provide neither.

Although most plans provide some di-
rect access, few make this benefit open-

210 Family Planning Perspectives

Mainstreaming Contraceptive Services in Managed Care

Table 6. Percentage of women in managed care plans who reported ac-
cess or service problems regarding contraceptive care, by type of plan

Problem Total Commercial Medicaid 

Had any problem 32 33 28
Waited at least four 

weeks for appointment 12 13 7***
Was not allowed to choose 

birth control provider 9 8 13**
On Medicaid, but paid some/all 

of cost for last pills na na 9
Believed plan paid none of method’s costs 7 8 2***
Had difficulties obtaining/continuing 

method because of plan 5 6 2**
Tried, but made no visit 

because of access issue 3 3 1*
Planned no visit because of access issue 2 2 0**
Was dissatisfied with way staff 

explained/answered questions 2 2 5**
Had difficulties with referral/

authorization for last visit 2 2 0*
Discontinued method while in 

plan partly because of cost 1 1 3**
Was dissatisfied with privacy of 

care during last visit 2 1 6***
Was concerned about billing confidentiality 0 0 na

*Different from commercial at p<.05. **Different from commercial at p<.01. ***Different from commer-
cial at p<.001. Note: na=not applicable, because question not asked.




