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n State-initiated Medicaid family planning expansion programs, established in 26 states as of 
March 2008, have learned from and improved upon earlier expansions for pregnant women 
and children to enhance program outreach, enrollment and service delivery.

n To expand outreach to clients, states have used tailored, community-based tactics, estab-
lished informative program Web sites and contacted individuals receiving other forms of pub-
lic assistance. To recruit a large network of providers, states have worked with professional 
organizations and associations, used targeted ads, e-mails and mailings, and developed Web 
sites for interactive orientation and training.

n Looking to streamline the enrollment process, states have automatically enrolled potential 
clients, such as postpartum women who are leaving Medicaid, and used existing databases to 
verify citizenship status and income. Most notably, they have pioneered innovative techniques 
to facilitate point-of-service application and enrollment. 

n State expansions pay for a wide package of contraceptive and related services. Some states 
set aside their own funds for services and populations for which federal reimbursement is 
unavailable. States have also worked to ensure adequate provider reimbursement through 
regularly scheduled rate increases and targeted funding for client counseling and application 
assistance.

n To ensure client confidentiality, states have enrolled teens based on their own (rather than 
their parents’) income and enrolled clients unable to use private insurance for fear of abuse. 
States have also moved away from issuing distinctive family planning identification cards or 
have eliminated the cards altogether.

n Family planning expansions have identified innovations that should serve future program 
design, both in the field of family planning specifically and for Medicaid and health care reform 
more broadly.
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Background

When Medicaid was first established in 1965, the low-

income families covered by the program generally were 

headed by single mothers who received welfare cash 

assistance. In the 1980s, Congress broke the welfare-

Medicaid link for low-income pregnant women by first 

allowing—and later requiring—states to extend eligibility 

for Medicaid-covered prenatal, delivery and postpartum 

care (including postpartum family planning services) to all 

women with incomes up to 133% of the federal poverty 

level—an income level far above most states’ regular 

Medicaid eligibility ceilings. At their option, states could 

expand eligibility for pregnancy-related services to wom-

en with incomes up to 185% of the poverty level or be-

yond.1 In the 1990s, Congress continued this piecemeal, 

state-based expansion of public health coverage—most 

notably, by enacting the State Children’s Health Insurance 

Program (SCHIP) in 1997 as a companion program for 

Medicaid to provide coverage for low-income children.

Using as a model the expansions for pregnancy- 

related care, several states have moved to expand 

eligibility for Medicaid family planning services as well. 

Because these expansions limit the scope of coverage to 

family planning supplies and services and some related 

care, rather than the full package of services normally 

required under Medicaid, states seeking to adopt these 

programs must obtain approval via a research and dem-

onstration “waiver” from the Centers for Medicare and 

Medicaid Services (CMS), the federal agency that admin-

isters the Medicaid program. These waivers are limited 

both in scope (in this case, to family planning) and in time 

(to an initial five-year period), although states may apply 

for an extension; these extensions are generally given by 

CMS in three-year increments. Once approval of a family 

planning waiver is secured, the state may claim federal 

reimbursement for 90% of the costs of providing family 

planning services and supplies under the effort, just as it 

can generally for family planning services provided under 

Medicaid. 

States can design waivers using different approaches, 

but the proposal must be “budget neutral” to the federal

government over the five-year span of the effort; that is, 

the waiver cannot cost the federal government more than 

it would have spent in the absence of the waiver. States 

that have obtained these waivers have argued that the 

cost of providing family planning services and supplies to 

individuals under the program pales in comparison to the 

cost of providing pregnancy-related services to beneficia-

ries who would otherwise become pregnant and eligible 

for Medicaid-funded pregnancy-related care. 

To date, 26 states have obtained approval from CMS 

to expand the eligibility requirements for Medicaid family 

planning services (see figure, page 4). These expansions 

have taken one of three routes (see table, page 6).2 The 

first built directly on the expansions for pregnancy-related 

care, under which states provide Medicaid-funded family 

planning services and supplies, as part of postpartum 

care, for 60 days after a woman gives birth. Under this 

provision, unless a woman qualifies for Medicaid under a 

different eligibility pathway, she would lose her Medicaid 

coverage after those 60 days. Four states currently have 

federal approval to continue coverage for family planning 

services for one or more years postpartum, an approach 

pioneered by Rhode Island and South Carolina in 1993.

The second route, utilized by Delaware and Florida, 

is a variation on this approach. These states continue 

Medicaid family planning coverage for individuals who 

leave the Medicaid program for any reason. These 

individuals might include, for example, young adults who 

were covered by Medicaid during childhood but no longer 

qualify because they are 19 or older, or parents whose 

household income has risen to a level above the typically 

low threshold for full Medicaid coverage.

The third—and boldest—approach taken by states has 

been to extend Medicaid family planning coverage based 

on income rather than on previous participation in the 

program. This approach raises the possibility of provid-

ing family planning services to residents who had not 

been previously covered under the program at all. Twenty 

states, beginning with Arkansas and South Carolina, have 

obtained federal permission to expand their income- 

eligibility levels for Medicaid-covered family planning 

services; most of these states have extended coverage to 

individuals with an income at or near 200% of the poverty 

level.

In general, when approving states’ applications for 

family planning waivers, CMS allows the programs to 
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cover services—including office visits, tests, laboratory 

procedures and contraceptive supplies—whose “primary 

purpose” is family planning.3 The programs may also 

cover treatment of a condition, such as a sexually trans-

mitted infection (STI), diagnosed in the course of a family 

planning visit, although the state will be reimbursed at its 

regular rate for the care, not at the special 90% reim-

bursement rate for family planning. However, treatment 

for STIs that are not diagnosed as part of a family planning 

visit is not covered under the programs recently approved 

by CMS. 

While most of the expansions cover beneficiaries 

for the full span of their reproductive lives, nine of the 

programs—those in Alabama, Illinois, Louisiana, Michigan, 

New Mexico, North Carolina, Oklahoma, Pennsylvania and 

Texas—only cover women who are at least 18 or 19 years 

old. Significantly, eight programs—those in California, 

Minnesota, New York, North Carolina, Oklahoma, 

Oregon, Virginia and Washington—provide coverage to 

men as well as to women. California reported that in FY 

2005/2006, 11% of the clients in its program were men.4 

Impact of Expansions
With the recent federal approval of expansion proposals 

from Pennsylvania and Texas, three-quarters of the U.S. 

women estimated to be in need of publicly subsidized 

contraception live in one of the 26 states that have some 

form of expanded Medicaid family planning eligibility.* 

These programs have assisted large numbers of low-

income people who otherwise might have had no source 

of coverage for family planning.5 Together, expansion pro-

grams serve 2.4 million users annually, with the massive 

California program, known as Family PACT, serving 1.6

million alone. More than seven in 10 clients served 

through Family PACT in FY 2005/2006 received a contra-

ceptive method, and more than six in 10 received one or 

Income-Based Waiver

Limited Waiver

States with Medical Family Planning Expansions

Notes: As of March 1, 2008. Income-based waiver refers to states with expansions for women (and sometimes men) whose family 
incomes do not exceed a specified level, most often at or near 200% of the federal poverty level. Limited waiver refers to states with 
expansions only for women who have left Medicaid either following a Medicaid-funded delivery or (in Delaware and Florida) for any 
reason. Source: Reference 2.

*Women are defined as being in need of contraceptive services 
and supplies if they are of reproductive age (13–44), have ever 
had sexual intercourse and are able to become pregnant but do 
not wish to do so. Those whose income is less than 250% of 
the federal poverty level or who are younger than 20 (and thus 
presumed to have a low personal income) are considered in need 
of publicly subsidized contraception. 
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more STI tests. More than half of the women served were 

tested for cervical cancer.4 

Research on the impact of these efforts is accumulat-

ing. In various states, waiver programs have been found by 

state and federal evaluations and independent studies to:

n expand the number of family planning clients;

n improve geographic availability of services;

n  broaden private physician participation in the  
provider network;

n increase use of effective contraceptive methods;

n extend the interval between pregnancies;

n  help women avert unplanned pregnancies,  
unplanned births and abortions;

n  reduce the number of teen pregnancies, births and 
abortions; and

n  generate substantial savings for federal and state 
governments.

For example, after Rhode Island instituted a compre-

hensive expansion of its health care coverage, including 

extended family planning coverage for women following 

a Medicaid-funded birth, the proportion of women with 

Medicaid-funded deliveries who became pregnant within 

18 months of a previous birth—a well-established risk 

factor for low birth weight and infant mortality—declined 

dramatically. Moreover, the disparity in birth intervals 

between Medicaid enrollees and privately insured women 

in the state was almost eliminated.6 Programs in Arkansas 

and South Carolina have reported similar findings.7,8 

Because of the impact that family planning programs have 

had on extending intervals between pregnancies, the 

National Governors Association and the March of Dimes 

consider expanding Medicaid eligibility for family planning 

an important step that states can take to improve birth 

outcomes and reduce the incidence of high-risk births.9,10

A national evaluation of Medicaid family planning 

waivers conducted by the CNA Corporation along with 

the schools of public health at Emory University and the 

University of Alabama at Birmingham, under a contract 

with CMS, has provided important evidence of the impact 

of the waivers.11 The researchers found evidence that 

some of the programs expanded access to care, improved 

the geographic availability of services, increased the diver-

sity of family planning providers and resulted in a measur-

able reduction in unintended pregnancy. 

Moreover, Guttmacher Institute data from 2001 dem-

onstrated that clinics in states with income-based expan-

sions were better able than those in other states to meet 

the need for family planning services: Clinics in the expan-

sion states served 50% of the women in need, while 

clinics in states without expansions served just 40%, and 

only the expansion states had shown improvement in 

meeting this need between the mid-1990s and 2001.12 

More recently, a 2007 study by researchers from the 

Medical University of South Carolina found that Medicaid 

family planning expansions result in lower birthrates, and 

that broad, income-based programs have the greatest 

impact.13 Another study, released in 2007 by economists 

from the University of Maryland and Wellesley College, 

came to the same conclusion, finding a particularly pro-

nounced impact on the birthrate among teens and among 

the low-income adults eligible for the waiver programs.14

Several studies have found that by providing contra-

ceptive services to women and thereby helping them to 

avoid unintended pregnancies—care for which they would 

have been eligible for coverage under Medicaid—family 

planning waiver programs are highly cost effective. The 

CMS-funded national evaluation found that programs in all 

six states studied yielded significant savings to both the 

federal government and the states, including $19 million in 

a single year in Alabama and $30 million in Arkansas.11

Family planning waivers have expanded 
access to care, improved the geographic 

availability of services, increased the diver-
sity of providers and resulted in a measur-

able reduction in unintended pregnancy. 

Similarly, evaluations of individual programs conducted 

by several states, as required by CMS as part of the fed-

eral waiver, have found that the savings that the programs 

generate by helping women avoid unintended pregnancies 

(and the Medicaid-funded deliveries that would otherwise 

follow) far outstrip the costs of providing family planning 

services to program enrollees.7,8,15 One study found that 

in 2002 alone, the California Family PACT program enabled 

205,000 women, including 44,000 teenagers, to avoid 

an unintended pregnancy. By enabling women to avoid 

these pregnancies, the program averted 79,000 abor-

tions, including 16,000 abortions to teens.16 Moreover, 

the evaluation showed the program to be extremely cost 

effective. The $404 million spent under the program in 

2002 generated a net savings of $800 million within two 

years and $1.8 billion within five years. Put another way, 

every dollar spent under the program saved $2.76 within 

the first two years and $5.33 within five years.17

Because several different approaches could be taken 

to expanding Medicaid eligibility, in 2006, Guttmacher 

Institute researchers projected the cost effectiveness 

of four scenarios for expanding eligibility for Medicaid-

covered contraceptive services: establishing parity in all 

states between the eligibility requirements for contra-

ceptive services and those for pregnancy-related care; 
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expanding eligibility nationwide to women with incomes 

up to either 200% or 250% of the poverty level; and giv-

ing each state the option to extend eligibility to women 

with an income up to 200% of the poverty level.18 In their 

projections, the researchers used data on enrollment in 

the existing waiver programs to estimate the impact if 

such programs were implemented in other states.

Under each of these scenarios, some women who 

would have been unable to access services at all would be 

able to obtain them, and some women who would have 

been using less-effective contraceptive methods would be 

able to use more-effective methods. Accordingly, all four of 

these expansion approaches would improve women’s ability 

to avoid unplanned pregnancy and birth, as well as abortion.

Similarly, all of the expansion scenarios would result 

in significant cost savings to the federal and state gov-

ernments. The study found that the most cost-effective 

approach, however, would be to establish parity between 

the income ceiling a state uses to determine eligibility for 

Medicaid-funded pregnancy-related care and the state’s 

income ceiling for family planning. Of the 20 states that 

have adopted an income-based expansion of family plan-

ning coverage, all but Minnesota and Virginia have taken 

this approach.

 Although the impact would differ from state to state, 

nationally the 2006 research found that this approach 

would cost $800 million but avert $2.3 billion in costs from 

unplanned births—a net savings of $1.5 billion in Medicaid 

costs annually by the third year of the program’s opera-

tion. It would enable nearly 500,000 low-income women 

to avoid an unplanned pregnancy, reducing the number of 

Characteristics of State Medicaid Family Planning Eligibility Expansions

State Basis for eligibility

Includes 
men

Limited to 
individuals 
aged ≥19 

Expiration 
date

Losing 
coverage 

postpartum 

Losing 
coverage for 
any reason 

Based solely on 
income 

(% of poverty 
level)

Alabama 133 X 9/30/2008
Arizona X 10/25/2009
Arkansas 200 1/31/2009
California 200 X 3/31/2008
Delaware X 12/21/2009
Florida X 11/30/2009
Illinois * 200 X 3/31/2009
Iowa * 200 1/31/2011
Louisiana 200 X 7/1/2011
Maryland X 5/31/2008
Michigan 185 X 3/1/2011
Minnesota 200 X 6/30/2011
Mississippi 185 9/30/2008
Missouri X 9/30/2010
New Mexico 185 X (18+) 9/30/2009
New York * 200 X 9/30/2011
North Carolina 185 X X 9/30/2010
Oklahoma 185 X X 3/31/2010
Oregon 185 X 10/31/2009
Pennsylvania 185 X (18+) 6/1/2012
Rhode Island X 7/31/2008
South Carolina 185 12/31/2010
Texas 185 X (18+) 12/11/2011
Virginia * 133 X 9/30/2010
Washington 200 X 6/30/2009
Wisconsin 200 12/31/2010
Total 4 2 20 8 9

*State also extends Medicaid eligibility for family planning services to these individuals. Note: As of March 1, 2008.  
  Source: Reference 2.  
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unplanned pregnancies nationwide by 15%. It would also 

prevent nearly 200,000 abortions, cutting the total number 

of abortions performed in the United States annually by 

15%. Finally, 225,000 women would avoid an unplanned 

birth each year.

Meeting of State Officials
Although the impact of family planning expansion pro-

grams has been well documented, no studies have looked 

in detail at the implementation of these programs nation-

wide. That is a significant oversight: State and federal 

policymakers have made numerous decisions, large and 

small, that have shaped the various expansions and af-

fected how they are perceived and utilized by family plan-

ning clients, health care providers and state officials.

To explore these critical implementation decisions and 

the innovations in program design and operation that have 

been achieved in several states, the Guttmacher Institute 

in November 2007 hosted an all-day working meeting in 

Washington, DC, with state officials responsible for imple-

menting income-based family planning waiver programs. 

Officials from 15 of 20 states with such programs partici-

pated in the meeting (Arkansas, Illinois, Iowa, Michigan, 

Mississippi, New York, North Carolina, Oklahoma, Oregon, 

Pennsylvania, South Carolina, Texas, Virginia, Washington 

and Wisconsin). We followed up after the meeting with a 

series of telephone calls and e-mail exchanges to gather ad-

ditional state-specific information. Representatives from four 

of the remaining five states (Alabama, California, Louisiana 

and Minnesota) were able to participate in that part of the 

process. New Mexico officials did not participate. 

The meeting and these conversations focused on four 

areas of particular concern and innovation: outreach strate-

gies, enrollment procedures, working with service provid-

ers and preserving client confidentiality. Unless otherwise 

given a reference, the information in this report—including 

information on states’ implementation challenges and 

solutions and the context in which decisions were made—

comes from the meeting and subsequent discussions.
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to indicate that their programs accept women who would 

not otherwise be eligible for public assistance programs. 

Other states, such as Oklahoma and Wisconsin, have 

branded their programs to make clear that the programs 

are part of a broader family of similarly named Medicaid 

and SCHIP programs in the state.

States typically make use of broad outreach tech-

niques (see box) when they first introduce a family 

planning waiver program. In most cases, mass media 

campaigns (involving radio, TV and newspaper ads) 

improve knowledge of the program, but prove too costly 

to maintain over the life of a waiver. One exception is in 

Alabama, where the government runs a statewide televi-

sion commercial for its waiver program, Plan First, every 

year for four weeks during primetime. Alabama officials 

The Medicaid expansions for pregnant women that were 

introduced in the 1980s made great strides in chang-

ing the ethos of Medicaid, at least as applied to some 

women, into a program run with a conscious effort to 

reach out to new clients. As a consequence of this change 

in character, programs found the need to reach out to eli-

gible, but nonenrolled, pregnant women. From the outset, 

the federal government reimbursed states for outreach 

activities, such as targeted mailings and the establishment 

of telephone hotlines, in an effort to increase prenatal 

coverage.1 Creative program names have been used as 

a way to disassociate the program from the stigma often 

attached to welfare and Medicaid, and to convey broad 

eligibility to pregnant women across a state; these titles 

have included First Steps in Washington, Healthy Start in 

Massachusetts and RIte Start in Rhode Island.

Years later, SCHIP programs made use of similar 

outreach efforts to raise awareness and enrollment. Mass 

media campaigns were in most cases found to be less 

effective than targeted, culturally appropriate advertis-

ing aimed at particular populations. Community-based 

outreach allowed trusted members of the community to 

contact families, discuss details, answer questions and 

dispel misconceptions concerning expansion programs.19 

SCHIP programs also adopted the tactic of creatively 

branding their programs, with names such as PeachCare 

for Kids (Georgia) and All Kids (Illinois). 

Outreach to Clients
Family planning waiver programs have built upon this 

foundation by making use of these proven tactics. In the 

process, they have developed important innovations of 

their own.

Broad-Based Outreach
Branding is seen as a key component of most states’ 

initial outreach efforts. Each state’s decision about how 

to label its family planning expansion program depends in 

part on attitudes about the broader Medicaid program in 

the state (see box). Many states chose distinctive names 

for their family planning program in an effort to help poten-

tial clients distinguish those programs from Medicaid and 

Expanding Outreach Efforts

ExpaNSiON prOgram NamES 
Alabama: Plan First

Arkansas: Women’s Health Waiver

California: The Family PACT Program

Illinois: Illinois Healthy Women

Iowa: Iowa Family Planning Network

Louisiana: Take Charge

Michigan: Plan First!

Minnesota: Minnesota Family Planning Program

Mississippi: Care for Yourself

New York: Family Planning Benefit Program

North Carolina: Be Smart

Oklahoma: SoonerPlan

Oregon: Family Planning Expansion Program 
(FPEP)

Pennsylvania: SelectPlan for Women

South Carolina: Family Planning Waiver Program

Texas: Women’s Health Program

Virginia: Plan First

Washington: Take Charge

Wisconsin: BadgerCare Plus Family Planning 
Services
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noted that although the airtime is expensive, the state has 

saved considerable money by expressly designing a com-

mercial that could be aired every year without losing its 

effectiveness, regardless of changes that had been made 

to the program. The commercial has had, and continues 

to have, a noticeable impact on the number of monthly 

inquiries to the program’s telephone hotline—at first, the 

number of calls tripled in the month following the ad’s 

airing, and several years later, the number still more than 

doubles when the ad is shown.

Postpartum women who are leaving 
Medicaid may have particular need for 

family planning services, and most family 
planning expansions reach out to these 

women via mailings and phone calls. 

After an initial broad outreach campaign, programs typi-

cally scale down their mass outreach and rely on their Web 

sites and on occasional regional ad blitzes to build recogni-

tion. Texas relies heavily on targeted outreach programs, 

but it is in the process of planning a regional ad blitz involv-

ing transit ads and will be documenting the impact of the 

campaign on enrollment. Depending on the results, similar 

ad campaigns may be rolled out in the future.

Program Web sites can be a fount of information, 

when designed in a user-friendly way. California’s client 

Web site, for example, includes fact sheets on emer-

gency contraception in 11 different languages, including 

Armenian, Farsi, Hmong and Tagalog. Illinois’ Web site 

provides users with many options, such as the ability to 

download an application, learn about covered services and 

see a picture of what their enrollment card will look like 

(so they know what to look for in the mail). Several states, 

including California, Illinois, Louisiana and Virginia, now 

include e-mail links on their Web sites that allow users 

to provide instant feedback on the layout of the site and 

ask questions about the program. And almost all states 

include tools, such as provider maps and zip code locator 

tools, that help users to find providers in their area. 

Outreach via Other Public Programs
As programs segue toward more focused outreach, ef-

forts are often directed toward high-risk men and women 

likely to make use of family planning. Postpartum women 

who are leaving Medicaid may have particular need for 

family planning services, and most family planning expan-

sions reach out to these women via mailings and phone 

calls. For example, beginning in 2008, North Carolina is 

sending postcards to women twice during their pregnancy 

to let them know that the family planning program will be 

available to them after they give birth, and to help them 

understand the limits of the program’s coverage. Virginia’s 

recently expanded program will send a letter one month 

before a woman’s due date detailing the services available 

through the state waiver program.

Several states are making concerted efforts to reach 

potential family planning clients who may be enrolled in 

a broader set of public programs. Outreach personnel 

in Alabama, for example, contact women receiving food 

stamps or WIC (the supplemental nutrition program for 

women, infants, and children), and they include informa-

tion on the state’s Plan First program in the packets of in-

formation sent out at the beginning of each school year to 

parents of children enrolled in Head Start. Pennsylvania’s 

program, which began in early 2008, will be checking 

state databases for women who have been enrolled in any 

of the agency’s other income-based programs, including 

food stamps, welfare and the school lunch program. The 

waiver program will also offer family planning services to 

those individuals who have been wait-listed for the state’s 

more comprehensive medical program.

Targeted Outreach
More challenging to states is outreach to individuals at 

high risk for unplanned pregnancy who may be eligible for 

the family planning expansion but are not already receiving 

any state benefits. University students, for example, may 

be sexually active but inexperienced in practicing contra-

ception. In several states, including Minnesota and Okla-

homa, programs work directly with college and university 

health clinics and health fairs in an effort to reach out to 

STraTEgiES fOr OuTrEaCh 
n  Program names chosen to emphasize wide-

spread eligibility

n  Mass media campaigns (e.g., print, radio or TV 
advertising)

n  Regional advertising (e.g., mass mailings and 
billboards)

n Central Web site and telephone hotline

n  Outreach to postpartum women and to recipi-
ents of other public programs

n Targeted outreach to high-risk groups

n  Culturally and linguistically tailored outreach 
materials

n  Community-based outreach workers and local 
partners

n Outreach at community centers and events

n  Provider recruitment (e.g., bulletins, Web por-
tals, provider associations)

n  Provider training (e.g., in-person, video confer-
encing and “webinars”)
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students. Because adolescents are another vulnerable 

group that may be sexually active but unaware of family 

planning, New York maintains the Growing Up Healthy 

Hotline, which serves adolescents as well as others seek-

ing health information. In addition to family planning, the 

hotline includes information on lead poisoning, prenatal 

screening, asthma, tuberculosis and much more. 

Many states make a special effort to reach out to 

Latina women, because of their relatively high rates of 

unintended pregnancy, relatively low rates of private insur-

ance coverage and potential language barriers. Ideally, 

the outreach materials are designed expressly to appeal 

to Latina women. To increase awareness among Latina 

women, Texas has produced bilingual outreach materials 

for potential enrollees and will be testing Spanish-language 

transit ads in their upcoming regional ad campaign.

Outreach personnel in Alabama contact 
women receiving food stamps or WIC, and 

they provide information on the state’s 
Plan First program to parents of children 

enrolled in Head Start. 

One particularly promising tactic has been the use of 

local outreach teams to assess the needs of and reach 

out to vulnerable members of their own community. The 

Oklahoma program’s interagency working committee on 

outreach, for example, talks with patients and providers to 

construct outreach messages and help improve the effec-

tiveness of the program’s marketing strategies. In some 

cases, these outreach teams work on behalf of a broad 

range of state programs, including Medicaid and SCHIP. 

In Texas, for example, the state works with community-

based organizations, such as local Community Action 

Agencies, to conduct grassroots outreach at health fairs 

and back-to-school events and to help people fill out and 

submit applications for Medicaid, SCHIP and the family 

planning waiver program. The program created outreach 

materials that mention natural family planning so that reli-

gious organizations, such as Catholic Charities, will include 

the waiver program in their greater community-based 

outreach. Within the Latina community, the Texas Health 

and Human Services Commission has provided training 

to promotoras—health advocates who raise awareness 

of health and educational issues—to talk to women about 

the waiver program one-on-one, in small groups or at com-

munity meetings.

Other outreach workers focus specifically on the 

state’s family planning efforts, including not only the new 

waiver program, but also the existing family planning clinic 

system. As part of Alabama’s outreach effort, for example, 

social workers and nurses—at least one of whom is based 

in every county health department in the state—conduct 

psychosocial assessments for family planning clients and 

also go out into the community to visit physicians’ offices, 

colleges and other locations to increase awareness of the 

program. Enrollment mapping techniques reveal where 

enrollment and awareness of the program may be low, 

allowing these outreach workers to better direct their 

Many states make a special effort to reach 
out to Latinas, because of their relatively 
high rates of unintended pregnancy, low 
rates of private insurance coverage and 

potential language barriers. 

efforts. In Louisiana, state outreach staff contact potential 

clients at parish hospitals and clinics, physicians’ offices, 

pharmacies, colleges, churches, large companies, and 

state fairs and other major events. These staff members 

educate clients about the availability of state assistance 

through the family planning program as well as other state 

benefit programs. By making repeated trips to many loca-

tions, building relationships with local staff and regularly 

supplying them with brochures and other materials, the 

coordinators’ outreach efforts continue even when they 

are elsewhere.

These broad, statewide efforts are sometimes funded 

through the waiver itself, or may instead draw on another 

source of state funding. In other cases, outreach efforts 

are directed and funded by local family planning provid-

ers—often using Title X funds—rather than the state’s 

expansion program. For example, the Venice Family Clinic 

in Los Angeles sends outreach teams to street corners 

and homeless shelters with backpacks of condoms and 

basic educational materials. Clinic personnel report that it 

often requires multiple visits and conversations to make 

people feel safe enough to come in for services. Similarly, 

to provide Latina parents with information about parent-

child communication, STIs, contraceptive methods and 

the services available at clinics, Planned Parenthood of 

Wisconsin conducts home health parties, an approach 

based on the observation that many people are especially 

comfortable talking around a kitchen table.20

Outreach to Providers
Service providers interact with potential family planning 

clients on a daily basis and can be instrumental in boosting 

waiver program enrollment. Clinics and doctors’ offices 

can hand out informational brochures and integrate family 

planning programs into their existing community outreach 

materials.

An equally important reason to recruit providers willing 

to participate in a family planning expansion is to improve 

the geographical diversity of providers, so as to ensure 

that services are conveniently accessible throughout the 
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state to any potential client. The CMS-funded national 

evaluation found that waiver programs have succeeded 

on this front: Geographic access increased in all six states 

studied.11

Recruitment
Some state programs rely heavily on an existing network 

of clinics and private physicians who already accept  

Medicaid patients and/or receive specific grants—from 

Title X or other sources—to provide family planning ser-

vices. In many states, in fact, Medicaid providers auto-

matically become eligible to serve family planning waiver 

clients, and billing and enrollment procedures are integrat-

ed seamlessly into the state’s larger Medicaid program; as 

a result, providers require little training to take part in the 

waiver program. Other states, however, must reach out to 

enroll providers individually, because their program is run 

separately from broader Medicaid or demands special ser-

vices (such as enrollment assistance) or procedures (such 

as specialized billing) on the part of the provider.

Regardless of whether providers are automatically 

eligible to provide services under a waiver program or 

are actively enrolled, they need to learn initially about 

the program and its limitations, and they need refresher 

information and updates on a periodic basis. Most states 

make use of bulletins (by mail or e-mail) and post consid-

erable amounts of information on their Web sites. When 

Michigan was preparing to introduce its waiver program, 

it made use of multiple channels of contact to increase 

provider knowledge of the program. Officials sent out bul-

letins to providers twice in the months leading up to the 

program’s debut, as well as e-mail messages to providers 

and office staff. Community health centers and health 

departments, in particular, were kept in the loop through-

out the waiver approval process. The state also worked 

with several provider associations, such as the Michigan 

State Medical Society and the Michigan Primary Care 

Association; it provided them with a two-page summary 

of the program that some of the organizations included 

in their monthly newsletters, and made presentations at 

the groups’ regular meetings. Similarly, Illinois has also 

worked with provider organizations, such as the Illinois 

Public Health Association and the Illinois Maternal and 

Child Health Coalition, to send out notices to their mem-

bers in an effort to boost provider involvement. 

When New York first implemented its waiver program, 

the state took a unique approach to boosting provider 

knowledge and participation. It organized a two-part, 

noontime radio broadcast that aired statewide and was 

targeted to Medicaid providers of family planning services 

throughout the state. A regional television personality 

moderated a discussion among several experts about 

the importance of the program and how it operated (for 

instance, how providers could become qualified to help 

enroll clients). The experts also fielded questions sub-

mitted by listeners by phone and fax. The state worked 

with many stakeholders, such the local chapter of the 

American College of Obstetricians and Gynecologists, 

to organize the broadcast and inform providers about it 

beforehand. The state has also made use of local outreach 

staff, who are employed by nonprofit family planning 

agencies and funded by the state’s family planning pro-

gram. The outreach coordinators explain the waiver pro-

gram to Title X providers, present information to providers 

from outside the state’s Title X network, do ad hoc training 

and program updates when needed and give feedback to 

the state about implementation issues. 

Increasingly, states have turned to the 
Internet, allowing providers to download 
videos of earlier training sessions (along 

with print resources) or to participate 
in live ‘webinars.’

Clients who live near the border of their state will 

sometimes receive services from a provider in a neighbor-

ing state. Most states allow out-of-state providers (often 

within a specific distance of the border) to act as Medicaid 

providers for state residents, and a few have actively 

recruited them. For example, when Washington first rolled 

out its family planning waiver program, officials were con-

cerned about access to care, especially in rural communi-

ties. In response, they recruited new providers— 

specifically for the family planning expansion—from 

the neighboring states of Idaho and Oregon (but not 

across the border into Canada). Now family planning 

providers are distributed throughout the state in keep-

ing with the population pattern and density. Similarly, 

Oklahoma recruited providers—for both its waiver 

program, SoonerPlan, and its broader Medicaid effort, 

SoonerCare—in its neighboring states (including Arkansas, 

Kansas, Missouri and Texas), and Mississippi is hoping to 

increase coverage in all four of its border states.

Training
Provider training is one particularly vital part of outreach. 

Supplying some sort of training to new providers—either 

for Medicaid generally or a family planning waiver program 

specifically—is a standard way to promote efficient and 

accurate billing, and to educate providers about what ser-

vices are covered and about the rights and obligations of 

the providers and their patients. Training is also necessary 

when new program rules are initiated that affect every 

participating provider, such as the new requirement that 
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contraceptive methods. Similarly, Michigan held video 

conference sessions around the state for providers when 

its application first went live online.

Increasingly, states have turned to the Internet, al-

lowing providers to download videos of earlier training 

sessions (along with print resources) or to participate in 

live “webinars.” Oregon, in fact, purchased headsets with 

microphones to help clinics participate in their online train-

ing sessions. North Carolina posted its training bulletin 

online through its Web site’s provider portal. The provider 

bulletin includes lists of covered drugs and services, ex-

amples of how to fill out important forms (such as patient 

consent forms and referrals) and lists of billing codes. 

Pennsylvania is developing an online training module on 

its Web site for certain providers who use its online tool to 

help enroll potential family planning clients. Virginia, too, 

has an online portal for providers, with access to billing 

codes, lists of covered services and order forms for family 

planning documents.

Medicaid enrollees provide documentation of their citizen-

ship and identity imposed by the Deficit Reduction Act of 

2005.

Many states make a concerted push to train provid-

ers before the launch of their waiver program, typically 

hosting statewide or regional gatherings, sometimes with 

video conferencing links to other sites. For providers that 

join an established program, states may provide training 

through periodic catch-up gatherings or one-on-one site 

visits. For instance, California’s Family PACT program 

has several features that are different from those of the 

state’s general Medicaid program, known as Medi-Cal. To 

help new providers or existing providers with recent staff 

turnover, the program runs monthly, one-day orientation 

sessions across the state. In addition, the state hosts 

regional forums to bring together providers from a specific 

area to receive program updates and “special interest” 

training sessions to address issues such as best outreach 

practices, adolescent reproductive health needs and new 
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As one of the major hurdles to growing any expansion 

program’s client base, enrollment practices have been the 

focus of many innovations over the past several decades. 

The pregnancy-care expansions of the 1980s took critical 

first steps in streamlining the eligibility process. In order 

to attract as many pregnant women as possible, enroll-

ment procedures for pregnant women were adjusted to 

allow for quick processing in neutral settings. Simplified 

asset tests allowed for a shorter, easier application pro-

cess that could be completed by mail without a cumber-

some (and potentially humiliating) in-person interview. At 

the same time, application forms were made available at 

sites not associated with welfare, such as health clinics 

and hospitals.1

 SCHIP programs have aimed to further reduce the 

length of applications for eligible children.21 Enrollment 

has been simplified through the use of universal applica-

tions for a range of government programs and through 

expedited, “express lane” enrollment for families that 

have established their income through programs with 

similar eligibility requirements (such as WIC or the school 

lunch program). Allowing clients to self-declare their 

income without providing verifying documents—but often 

with after-the-fact checks via government databases—has 

Streamlining the Enrollment Process

allowed states to remove barriers to enrollment while 

maintaining program integrity.22,23 

Both the pregnancy-care expansions and the SCHIP 

program seized upon the importance of providing services 

to women and children in conjunction with their applica-

tion, at the point of service. The pregnancy-care expan-

sions pioneered two enrollment tactics: outstationing and 

presumptive eligibility. Under outstationing, Medicaid eli-

gibility workers are placed at health care delivery sites to 

begin processing a client’s application while allowing her 

to immediately receive government-reimbursed services. 

Presumptive eligibility allows health care providers, rather 

than government workers, to certify a client as eligible 

for temporary Medicaid coverage so that she can obtain 

prenatal care at her first visit; she then has to apply and be 

approved for actual Medicaid coverage through the regular 

procedures in use in that state. SCHIP programs have 

learned from these experiences, and many states allow 

for presumptive eligibility in an effort to provide services 

at first contact.25

Family planning expansion programs have built on 

these innovations and carried them a step further (see 

box).

Auto-Enrollment
Family planning expansion programs in many states have 

succeeded in eliminating the application process en-

tirely for certain groups of enrollees. The most common 

example of this tactic is when states automatically enroll 

into their family planning waiver program any woman who 

is otherwise losing Medicaid coverage after giving birth. 

Typically, a woman will receive a letter in the mail or a 

phone call from her provider letting her know that she has 

been automatically enrolled in the program. This is often 

accompanied by a new Medicaid or family planning client 

card and information on participating clinics, available 

services and how to contact the program if the woman 

has questions. 

Although this tactic ensures high enrollment into 

the family planning program, follow-up efforts in several 

states have found that most auto-enrolled women do not 

make use of their new coverage. When polled, many do 

not know or remember that they have been enrolled, or 

they do not understand what benefits are (and are not) 

STraTEgiES fOr ENrOllmENT 
n  Automatic enrollment of clients losing broader 

Medicaid coverage

n Simplified application forms

n  Applications submitted remotely and without 
requiring in-person interview

n  Databases to confirm citizenship status,  
identity and income

n  Enrollment in other income-based programs 
used to verify eligibility

n  Joint application with, or screening for,  
eligibility in other public programs

n Outstationing and presumptive eligibility

n Point-of-service enrollment

n State funding of initial visit

n Retroactive payment to providers
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available to them. For this reason, some states have 

moved to repeatedly remind pregnant or postpartum 

women that they have been, or are about to be, enrolled 

in a family planning program, or to offer the women an 

opportunity to decline coverage. In Illinois, for example, 

family case managers are informed when a woman has 

been auto-enrolled for family planning coverage, so that 

the case manager can help her understand the program 

and find a family planning provider. In Arkansas, all women 

enrolled in Medicaid because of a pregnancy are asked be-

fore they give birth whether they would like to be moved 

into the family planning program postpartum (effectively, 

an “opt in” approach). 

Individuals in Illinois who lose Medicaid 
coverage are automatically mailed a card 

providing them with three months of family 
planning coverage, along with an enroll-

ment form to continue coverage after that.

Illinois takes the concept of auto-enrollment further. 

Its initial waiver program, approved in 2003, was limited 

to individuals losing full-fledged Medicaid coverage for 

any reason—including not only postpartum women, but 

also young adults who had aged out of their childhood 

coverage, and families whose earnings had risen above 

the Medicaid income ceiling. When the state’s waiver was 

revised in 2006 to extend eligibility to individuals solely 

on the basis of income, the state held on to its earlier 

enrollment process as well. Individuals who lose Medicaid 

coverage are automatically mailed a card providing them 

with three months of family planning coverage, along with 

an enrollment form to continue coverage after that.

There are several other examples of systems that 

automatically screen individuals without necessarily enroll-

ing them. Under Michigan’s new electronic application 

system for Medicaid and SCHIP, if a woman signs up her 

child for Medicaid, the system will automatically deter-

mine whether she is eligible for the state’s family plan-

ning program and will give her the opportunity to enroll. 

Pennsylvania utilizes a similar screening system: When 

individuals apply for public programs online, the system 

determines whether they are also eligible for the state’s 

family planning program. They may decline to participate 

if they do not want family planning coverage, are pregnant 

or have been sterilized. 

States have also considered the idea of automatically 

moving a woman from the family planning program to the 

state’s program for prenatal, delivery and postpartum care 

in the event that she becomes pregnant. Women who 

become pregnant while receiving family planning services 

in Alabama, Iowa, Louisiana and New Mexico are auto-

matically enrolled in the state’s Medicaid pregnancy-care 

program.24

Simplified Applications
In attempting to streamline enrollment, and having learned 

from experience (and in some cases, from surveys of 

potential clients) that long, complicated applications will 

severely depress enrollment, some states use one-page 

applications that can be filled out quickly. These applica-

tions generally ask for a limited amount of information, 

including:

n  contact information;

n  age and gender;

n  whether the client is sterile or pregnant;

n  insurance and citizenship status;

n  social security number; and

n  family size and income.

This is much simpler than many Medicaid applications, 

which may require detailed information about a family’s 

assets, income and financial obligations. In many cases, 

shortened applications are simple enough that potential 

enrollees can fill them out on their own. To take advantage 

of this simplicity and make the process more convenient, 

most states allow applicants to start or complete an ap-

plication remotely by mail, fax, telephone or the Internet, 

and few states actually require in-person interviews to 

enroll in a family planning program.

The recently imposed requirement to document 

citizenship and identity, however, has interfered with this 

process, because it requires a state employee or clinic 

staff member to view original documents, rather than 

copies. Few applicants are willing to mail in their actual 

driver’s license or passport, and states do not wish to 

take responsibility for such documents. To mitigate this 

problem, states are permitted to use government data-

bases to confirm enrollees’ citizenship status and identity, 

and most do so (for the family planning expansions and 

for Medicaid more broadly). This tactic is, for the most 

part, possible only for individuals born in the given state. 

Nevertheless, Pennsylvania has taken it upon itself to help 

all of its Medicaid clients obtain citizenship documenta-

tion, even if it requires obtaining out-of-state documents. 

Minnesota does the same and is participating in a pilot 

program attempting to link vital records across multiple 

states. 

States have also made use of databases to ease the 

burden of verifying an applicant’s income. Some states 

maintain records of proof of income or citizenship that the 

individual provided during a separate application process. 

Still others use privately run databases (e.g, The Work 
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Number) designed to help both government agencies 

and private companies verify employee incomes. Several 

states have adopted another approach, pioneered by 

SCHIP, that allows clients to self-declare their income; 

the states usually verify the information after the fact by a 

database check.

In Texas, women applying for the family 
planning waiver program do not have to 

demonstrate proof of their income, if they 
did so recently to receive welfare cash  

assistance, food stamps or WIC.

At least one family planning program makes use of 

something similar to the SCHIP concept of “express lane” 

enrollment. In Texas, the state refers to it as “adjunctive 

eligibility”: Women applying for coverage in the family 

planning waiver program do not have to demonstrate 

proof of their income a second time, if they did so recently 

to receive welfare cash assistance, food stamps or WIC. 

Each of those programs has an income eligibility ceiling at 

or below that of the family planning expansion. Women 

still need to provide documentation of identity and citizen-

ship when they apply for family planning coverage, since 

the other welfare programs do not require that documen-

tation. For this reason, adjunctive eligibility may be most 

helpful, instead, in streamlining the renewal process. 

The state will first check to see if a woman’s income has 

been verified through another program; if so, the renewal 

application will ask only whether the woman is pregnant 

or sterilized, or has private insurance. (A positive answer 

to any of those questions would mean she is no longer 

eligible for the family planning waiver program.) 

Screening for Other Public Benefits
Family planning programs, like the pregnancy-care ex-

pansions before them, struggle to strike an appropriate 

balance between simplicity and thoroughness during the 

application process. Program administrators want to enroll 

and provide services to clients as quickly as possible, 

while also ensuring that these clients are enrolled in the 

most comprehensive program available to them. Striking 

a balance between these priorities is often difficult, but 

states are working to find innovative ways to achieve such 

a compromise.

In almost every state—even those placing a strong 

emphasis on simplicity—efforts are made to educate ap-

plicants about their potential eligibility for programs with a 

more robust package of services (such as full Medicaid). 

Some states go further and screen all applicants for poten-

tial eligibility in other programs, and either send these ap-

plicants the proper enrollment forms or offer such choices 

in person.

Knowledge about other programs can be particularly 

problematic for women and men who are applying for 

coverage from home. Yet, online application systems have 

the potential to marry convenience with thoroughness, 

guiding applicants through the process and helping them 

to choose among the public programs for which they 

might be eligible.

Wisconsin’s online application system, for example, al-

lows an individual or family to be screened simultaneously 

for eligibility in a wide variety of programs, including not 

only family planning and other health care coverage, but 

also programs for long-term care, for subsidizing food and 

energy expenses, and for receiving state and federal tax 

credits. They can then apply for several of the programs, 

including family planning, through the same Web site 

and check on the status of their benefits. Pennsylvania’s 

online system works in a similar manner, and allows a 

community-based organization or health care provider to 

assist with the application and screening process and to 

keep tabs on the application.

Wisconsin’s online application system  
allows an individual or family to be 

screened simultaneously for eligibility in a 
wide variety of programs. 

Oklahoma is in the process of designing a particu-

larly ambitious online application and enrollment system, 

funded by a special transformation grant from CMS. The 

state anticipates that the new system will make applica-

tions easier, quicker and more convenient (available 24 

hours a day, seven days a week), while educating state 

residents about the diverse programs offered by the state. 

It also expects the system to make it easier for residents 

to move back and forth between programs as their eligibil-

ity changes. One innovation will be the use of dedicated 

computer kiosks to ensure access for people without 

Internet access and, by their placement in the community, 

to serve as an additional method of outreach. 

Point-of-Service Application
Despite the many options available, state officials report 

that most clients choose to apply in person at a social 

services location or at a provider’s office. In-person ap-

plication allows clients to consult a knowledgeable staff 

member while completing the forms and to submit impor-

tant verification documents at the time of application. 

The application process is particularly effective and 

convenient if done at the point-of-service. This approach 

allows applicants to obtain family planning services and 
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supplies immediately, without having to wait for their ap-

plications to be processed and without having to make a 

second visit. A client may leave the provider’s office fully 

enrolled, presumptively enrolled or with a pending applica-

tion. What matters most is that the client leaves having 

obtained family planning services, and knowing that his 

or her application is approved or in the process of being 

approved and that the provider is reimbursed for these 

services.

Outstationing and Presumptive Eligibility
A few states greatly expedite the application process in 

order to allow clients to enroll in the program at the point 

of service and to become eligible to receive family plan-

ning services in one visit. Of the various tactics available, 

one that family planning expansions do not commonly use 

is outstationing (i.e., Medicaid eligibility workers placed at 

health care delivery sites). The only exception is in Loui-

siana, where dedicated state employees conduct family 

planning outreach away from government offices through 

the use of laptop computers with wireless Internet con-

nections. These outreach personnel enroll clients at public 

health clinics across the state operated by the Depart-

ment of Health and Hospitals. If a woman is interested 

in applying for the family planning program, the outreach 

workers can enter her information into the system, check 

to see if she is eligible and enroll her on the spot. Because 

the state’s data systems are linked together, the outreach 

staff can ascertain whether a given woman is already en-

rolled in the family planning program (and has forgotten) or 

in full-fledged Medicaid or SCHIP. They can also determine 

whether her income and citizenship have been confirmed 

through enrollment in another state program. If not, they 

can use state and private databases to verify her income 

and (if she was born in state) her birth certificate; in many 

cases, the only documentation she needs on hand is her 

driver’s license. 

Presumptive eligibility—allowing health care provid-

ers, rather than government workers, to certify a client 

as eligible for temporary Medicaid coverage—is another 

approach that few family planning expansions use. 

Presumptive eligibility had been an important part of 

the family planning programs in several states, notably 

Minnesota and, until this year, Wisconsin. However, CMS 

appears to have decided to phase out the practice from 

the family planning programs.

Point-of-Service Enrollment
Instead of using outstationing or presumptive eligibil-

ity, three states’ family planning waiver programs have 

pioneered an innovative mechanism to expedite the ap-

plication process. These three states allow clients to sign 

up for family planning coverage at the point of service, 

receive services and—for the first time in a Medicaid 

program—leave their provider’s office officially enrolled in 

the program. California (the first out of the gate), Iowa and 

Oregon all have some variation of this same-day, point-of-

service enrollment.25  

Significantly, clinic staff do not make the actual eligibil-

ity determination. Rather, specially trained clinic person-

nel walk a client through the program application, verify 

whatever documentation is required and enter the client’s 

information into the state’s computer system. During 

the client’s visit, the state’s computer system is able to 

determine whether the client is eligible and issue a notice 

of decision. 

California, Iowa and Oregon allow clients 
to sign up for family planning coverage 
at the point of service, receive services 

and leave their provider’s office officially 
enrolled in the program. 

In California, the client actually leaves with an enroll-

ment card in hand, along with a method of contraception. 

In Iowa, the card is generated centrally and mailed to the 

client’s designated mailing address. Oregon does not is-

sue enrollment cards.

State Funding of the Initial Visit
In another type of effort to provide services at the time of 

application, three states have implemented funding strate-

gies meant to guarantee the provision of services before 

the client’s application is finalized. This is particularly 

useful in cases where the new citizenship documentation 

requirement has made it difficult to immediately confirm 

a client’s eligibility. In Oregon, the only clients not enrolled 

at the time of their initial clinic visit through the above-

mentioned point-of-service function are those for whom 

enrollment is delayed by the need to document citizen-

ship. To address this problem, the legislature has appropri-

ated funding to pay for a one-time visit for such clients. 

By tracking the names of these clients in a database, the 

state ensures that a client can receive only a single such 

visit in her lifetime.

Pennsylvania will be taking a similar approach for cli-

ents enrolled by one of the state’s “community partners.” 

These are organizations—such as health care providers 

and community centers—that have been certified by the 

state to help a woman enroll in a state program, such 

as the family planning waiver program, using the state’s 

online application system. The state has been using the 

concept of community partners for a variety of welfare-

related programs, but the concept is being vastly ex-
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panded by signing up family planning clinics as partners, 

and state officials report that the number of participating 

sites had already tripled as they geared up for the waiver 

program’s debut in February 2008. If a community partner 

helps a client to sign up and the client’s application is 

eventually approved, the provider will be reimbursed via 

the waiver program. If, however, the applicant later proves 

to be ineligible (for instance, because her income is above 

the ceiling), the state will pay for the visit out of a special 

fund. The only exception would be if a community partner 

attempts to sign up a person who is obviously ineligible 

(e.g., a man or someone who is pregnant, too young or 

too old). A community partner will be able to check on the 

case status of clients they help enroll, and will be notified 

when the client is finally declared eligible (so providers will 

know when to file for reimbursement). 

Until the beginning of 2008, Wisconsin, with the sup-

port of the federal government, utilized presumptive eligi-

bility as a means to provide same-day services to appli-

cants while assuring that providers would be reimbursed 

for their services, even if the application was ultimately 

rejected. Under the recently renewed waiver, federal fund-

ing is no longer available if the woman is not subsequently 

enrolled in the expansion program. For clients who end 

up enrolled in the program, the services provided are reim-

bursed with federal and state dollars, as usual. For clients 

who are deemed ineligible, however, the state, at least for 

now, is providing reimbursement using general purpose 

state revenue.

Leveraging the Provider Network
The above tactics are beneficial for family planning pro-

viders as well as clients. By the time a client leaves the 

office, the provider knows that reimbursement is guar-

anteed—either because the client is already enrolled in 

the waiver program or because dedicated state funds will 

cover a client whose application is rejected. This guaran-

tee acts as an important incentive for providers to serve 

and help enroll family planning clients. This is particularly 

true for private physicians, who do not have Title X or 

other grant funds to cover the cost of services for individu-

als found to be ineligible for the Medicaid expansion.

Even in the absence of one of the mechanisms de-

scribed above, however, most family planning expansion 

programs are still able to rely on government or nonprofit 

clinics to sign up many of the program’s participants.  

Title X clinics and federally qualified health centers provide 

services to and enroll the great majority of family planning 

waiver program clients. Their familiarity with these waiver 

programs allows them to identify a qualified applicant with 

great accuracy, so that their financial risk is small. In addi-

tion, the existence of generalized funds (through Title X or 

state monies) allows them to take on this measure of risk 

when providing services to applicants. If the client is ulti-

mately enrolled, most states reimburse delivered services 

back to the first day of the month of application. In this way, 

providers may assist in the application process, deliver fam-

ily planning services and be reimbursed once the applica-

tion is approved at a later date. Clients who are rejected 

may be forced to pay a small amount for services based on 

a sliding scale; Title X or other clinic funds are used to make 

up the difference. State waiver program officials report that 

clients are informed that they may be charged for the ser-

vices delivered if they are rejected by the waiver program, 

and this serves as an incentive for the client to complete 

his or her application.

Oregon, Pennsylvania and Wisconsin have 
implemented funding strategies meant to 
guarantee the provision of services before 

the client’s application is finalized. 

In Arkansas, as but one example, county health depart-

ments and other clinics are certified by the state to accept 

applications and then fax them to the central program 

office for determination of eligibility. Although it can take 

up to 45 days for that determination to be completed, the 

application is simple enough that clinic staff can usu-

ally tell at the point of service that the application will be 

approved. Providers who feel confident in their ability 

to spot an eligible applicant and have general funds to 

fall back on will often at the time of application provide 

services for which they expect to be reimbursed at a later 

date. Similarly, in Oklahoma, providers may assist in the 

application process and be reimbursed back to the first 

of the month for services provided to an applicant who is 

approved for the waiver program. Oklahoma processes 

applications quickly and with few rejections, so most pro-

viders know they will be reimbursed for services provided 

to applicants.
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Partnering with Providers to Ensure  
Access to Care

Every Medicaid expansion program has relied on the sup-

port and cooperation of the provider community and has 

had to create incentives for providers not only to partici-

pate, but to make available the broadest possible package 

of services. Pregnancy-care programs have worked with 

providers to offer an enhanced package of care to low- 

income pregnant women. Medicaid-covered services 

include case management, psychosocial risk assessment, 

nutrition counseling and, in some cases, home visitation 

and transportation services. In many states, reimbursement 

rates to providers are enhanced in an effort to increase 

participation in the program and improve provider diversity.1

Similarly, as states have implemented SCHIP, they 

have found that proving eligibility has been a major barrier 

to enrollment; in response, they have added enrollment 

assistance to the package of services they fund under 

SCHIP, paying for schools and other venues to assist in 

the enrollment process.25 

Family planning waiver programs, too, have used a 

variety of approaches to ensure that their providers offer a 

wide variety of services and assistance to program clients 

(see box). In doing so, they rely heavily on the standard of 

care for publicly funded family planning services estab-

lished by the Title X national family planning program.

Services and People Covered
All of the waiver programs—like Title X and broader  

Medicaid—pay for a wide range of contraceptive choices 

to ensure that a client is able to choose a method that 

best fits her or his health and lifestyle needs. The pro-

grams also pay for the contraceptive counseling that is 

necessary to help a client choose among those methods 

and learn to practice contraception effectively.

Sixteen of the 20 income-based expansion programs 

are paying for coverage of emergency contraception.26 

With one exception, the expansions follow the prac-

tice of the state’s broader Medicaid program. (In Texas, 

emergency contraception was excluded from the waiver 

program, but not broader Medicaid, in the legislation that 

directed the state to apply for a waiver.) However, the 

behind-the-counter status of emergency contraception for 

adult women has led to some complications, as Medicaid 

reimbursement typically requires a prescription, even for a 

drug that can be dispensed without one. Illinois’ Medicaid 

program has overcome this potential problem by having 

a pharmacy check the state’s data system to confirm 

a woman’s eligibility, obtain her signature and then bill 

Medicaid using special codes in place of the prescriber 

name and identification number that are normally required.

Waiver programs also support Title X’s standard of 

care by covering many other services generally provided 

at a family planning visit, such as a comprehensive physi-

cal examination, education and counseling, routine blood 

work, and testing for pregnancy, cervical cancer and STIs. 

Unfortunately, some other standard services are inconsis-

tently covered under waiver programs—particularly, treat-

ment for problems discovered during a family planning 

visit.

 Coverage of STI treatment, especially, varies consider-

ably across family planning waiver programs: Some waiver 

programs do not pay for treatment of any STIs, while 

others pay for a wide range. South Carolina, for example, 

now pays for treatment of six STIs (chlamydia, herpes, 

gonorrhea, syphilis, trichomoniasis and yeast infection), if 

detected during the course of an initial or follow-up family 

planning visit. (Five of the six can be cured; herpes is not 

curable, but antiviral drugs help suppress outbreaks and 

reduce transmission to partners.) One impetus for cover-

ing these services, according to state officials, is that un-

treated STIs can hinder the effective use of birth control. 

Another is that although other state and federal programs 

are available to provide STI treatment, funding is limited, 

and in many cases a client would have to be treated at 

a different location. A few states have set aside funds 

STraTEgiES fOr parTNEriNg  
wiTh prOvidErS
n  Broad package of contraceptive and closely 

related services

n State funding for STI treatment services

n State funding for ineligible individuals

n  Regularly scheduled reimbursement rate 
 adjustments

n Cost-based reimbursement

n  Enhanced reimbursement for counseling and 
application assistance
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private insurance coverage for birth control. The state will 

then pay the provider for those services, attempt to obtain 

reimbursement from the insurance company and, failing 

that, pay for the services entirely with state dollars. (The 

state also pays 100% of the costs for mammography and 

folic acid supplementation—services rejected by CMS for 

federal match under the waiver.) The system is complete-

ly transparent to the client.

Reimbursement Rates
The overall Medicaid program is most states’ largest 

single expense, and one that has been growing signifi-

cantly faster than state revenues. As a result, many states 

have taken measures to maximize their control over 

Medicaid costs. Generally, states have little control over 

the demand for Medicaid services: Once a state sets its 

eligibility criteria, it cannot limit the number of people who 

enroll in the program and must instead accept everyone 

who is eligible. Thus, to control costs, states must focus 

on the supply side of the equation, and many have chosen 

to maintain firm control over the reimbursement rates of-

fered to providers.

Reimbursement rates under states’ family planning 

waiver programs are almost invariably the same as under 

the broader Medicaid program. Roughly half of the states 

with family planning waivers adjust their Medicaid rates 

on an ad hoc basis, depending on state finances and poli-

tics. In many states, including Michigan and Pennsylvania, 

this can result in years-long stretches where rates are left 

untouched, not even adjusted to keep up with inflation. 

California and Minnesota both moved to increase their 

reimbursement rates for family planning services in 2007 

after years of stagnation. Health care providers and advo-

cates in California pushed hard for legislation to increase 

reimbursement rates for family planning providers under 

Medi-Cal, as rates had not increased significantly since 

2000. Minnesota successfully passed legislation calling 

for a commission to study reimbursement rates for family 

planning services.

Other states do have systems in place to ensure regu-

lar updates to their reimbursement rates. In Mississippi, 

for example, the majority of Medicaid fees are set at 90% 

of the Medicare fee schedule, which is adjusted each year 

by the federal government. Oklahoma now sets its rates 

at 100% of this schedule, known as the Resource-Based 

Relative Value Scale. Increased provider rates had been 

a major budget request for years, because of the state’s 

concern about Medicaid’s ability to retain and attract new 

providers, particularly specialists. In fact, Oklahoma pro-

vides enhanced reimbursement to qualified state- 

employed university providers to facilitate access to pri-

mary and specialty care.

specifically for the treatment of STIs when these services 

are not included in the waiver package, as well as to cover 

treatment for a client’s sexual partners.

However, most programs do not provide treatment 

for other conditions discovered during a family planning 

visit. Women found to be pregnant, of course, may be 

moved over to Medicaid coverage for pregnancy-related 

care. Coverage of services to follow up on an abnormal 

Pap test may be more problematic, because treatment of 

cervical cancer is beyond the scope of the family planning 

waiver programs. In some cases, family planning clients 

may be able to receive government-funded treatment 

under another Medicaid expansion, authorized under the 

Breast and Cervical Cancer Prevention and Treatment Act 

of 2000.

A few states have also dedicated their own money—

without any federal reimbursement—to pay for family 

planning coverage for women deemed ineligible for the 

waiver program. California uses state funds to cover the 

cost for state residents whose care is not eligible for 

federal reimbursement, and Washington uses state funds 

to pay for 10 months of additional postpartum family 

planning for noncitizens ineligible for the Take Charge 

program.

In the absence of dedicated funds, providing services 

for ineligible noncitizens falls to the nation’s safety-net 

providers, stretching further their already scarce dollars. 

Community health centers, Title X–supported clinics and 

similar agencies cannot turn away a patient because of 

immigration status. Some state officials and advocates 

stress that because Medicaid must pay for delivery servic-

es regardless of immigration status, as well as for medical 

care for the infant (who will be a U.S. citizen), providing 

family planning services to recent and undocumented im-

migrants is ultimately cost effective.27

A few states have dedicated their own 
money—without any federal  

reimbursement—to pay for family  
planning coverage for women deemed 

ineligible for the waiver program. 

Over the past several years, CMS has been phasing in 

a new rule prohibiting state waiver programs from cover-

ing individuals with “creditable” private insurance cover-

age. Interpretation of this rule has varied across states, 

and in many cases it has threatened the provision of fam-

ily planning services to women whose insurance does not 

pay for the full range of such services. One state, Illinois, 

has decided to spend its own money to overcome this 

limitation. The state has set up its billing system to flag 

clients who, on their application, reported that they have 
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California, the Family PACT program created distinct billing 

codes for education and counseling services for use by 

all providers. Washington uses tailored billing codes for 

clients’ annual exams that take specialized education and 

counseling services into account.

Washington state created a distinct code 
that providers may use to bill for application 

assistance to clients, such as explaining 
the process and verifying information. 

Washington state officials report that only two or three 

out of 100 clients are ultimately rejected after initiating an 

application at a provider’s office. This high success rate 

may be spurred in part by the fact that the state created 

a distinct code that providers may use to bill for applica-

tion assistance to clients, such as answering applicants’ 

questions, explaining the application process, entering 

application information into the database and verifying 

information. Oregon took these application assistance 

services into account as well in setting its rates for a fam-

ily planning visit, and recently updated its rates to account 

for the increased cost to clinics of helping clients meet the 

new citizenship documentation requirement in the applica-

tion process.

South Carolina has taken the unusual step of setting 

up reimbursement rates for its entire Medicaid program 

based on the actual costs reported by providers. The goal 

of such a cost-based system is to fairly and completely 

reimburse providers for the costs they face in serving 

clients. South Carolina attempts to achieve this result 

by setting its reimbursement rates for specific services 

based on the prior year’s reported costs, and then settling 

up with clinics and readjusting rates at the end of the 

year. The state is moving toward another, similar concept, 

called “market-based” rates—setting the reimburse-

ment rate for a specific service at the average cost for 

the service across the entire provider network––for a 

certain segment of services. This system would maintain 

the advantage of reasonable reimbursement while also 

encouraging clinics to keep their costs down (since they 

would be paid for that average cost even if, in practice, 

their own costs were below average). By contrast, a 2004 

Guttmacher survey of Title X grantees found that on aver-

age, Medicaid reimbursed for merely 54% of the actual 

cost of a patient’s initial family planning visit.28 

Acknowledging the labor-intensive patient counsel-

ing conducted by dedicated family planning clinics, a few 

states, including California and Washington, have worked 

to reward these education and counseling efforts. In 
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Protecting Client Confidentiality

Following another procedure common within the fam-

ily planning system, states allow program applicants to 

provide a second mailing address or phone number as a 

way for the state or a provider to contact them privately. 

Clients may fail to realize that sensitive health information 

could be sent to their homes, so many states and provid-

ers make a point of explaining the purpose of the alterna-

tive address option to their clients.

Some states maintain a ‘good cause’ 
exception that allows clients to enroll in 

the waiver program despite having private 
insurance when the client fears physical or 

emotional abuse.

Waiver programs have also had to be innovative to ad-

dress additional confidentiality issues related to Medicaid 

broadly or the family planning waivers specifically. For 

example, the exclusion of privately insured individuals 

from the programs may pose a hardship to some clients 

because they fear that using their insurance will violate 

their privacy (e.g., a statement of benefits might be sent 

to the policy holder, who may be their husband or father). 

To get around this problem, some states maintain a “good 

cause” exception that allows clients to enroll in the waiver 

program despite having private insurance; this exception 

is usually limited to cases where the client fears physical 

or emotional abuse. For instance, the Texas family plan-

ning application asks if filing a health insurance claim could 

cause physical, emotional or other harm and includes a 

space for a woman to elaborate.

Similarly, enrollment cards—a trademark feature of 

Medicaid programs across the country—could pose con-

fidentiality concerns for some clients. Carrying a card that 

explicitly indicates enrollment in a family planning program 

may be embarrassing, or worse, for some women and 

men. As result, many states are doing away with distinctive 

family planning enrollment cards and are instead issuing 

cards that are only subtly different, or entirely indistin-

guishable, from those issued to individuals on full-fledged 

Medicaid. For example, Iowa had a violet-colored Medicaid 

card for clients with limited benefits (such as those in the 

family planning program) to distinguish them from clients 

with full Medicaid coverage. They have since transitioned 

Although patient confidentiality is an important aspect of 

any health care program, it is of particular concern to fam-

ily planning providers. Studies have shown that teens are 

likely to avoid seeking birth control and other reproductive 

health services—but to continue having sex—if a parent 

must be involved in the decision, be it through parental 

notification or required documentation that only a parent 

could provide.29 This is not a concern just for teens: Other 

vulnerable family planning clients, such as victims of 

domestic abuse or undocumented immigrants, may avoid 

services out of their own pressing concerns. For these 

reasons, family planning providers and programs have a 

rich tradition of finding ways to preserve confidentiality 

(see box).

Title X, as the only federal source of funding dedicated 

to family planning, has always been required to preserve 

patients’ confidentiality, and its strategies have become 

the gold standard for the entire U.S. family planning sys-

tem. Clinics funded in part through Title X, notably, allow 

teens to qualify for services based on their own income, 

rather than on their parents’, and have not required clients 

to provide social security numbers, because teens may 

not have access to needed documentation without going 

to a parent.30 

Family planning waiver programs have generally 

adopted these standards. In waiver programs that include 

teenagers, the teens are allowed to enroll on the basis of 

their own income. The one exception is South Carolina, 

which counts household income and requires parental 

consent to participate, but only for teens younger than 16. 

STraTEgiES fOr CONfidENTialiTy
n Teens enrolled based on their own income

n  Second mailing address and phone number 
allowed

n  Privately insured women enrolled when abuse 
is feared

n  Similar enrollment cards throughout all  
Medicaid programs

n No enrollment card issued

n  Electronic warning flags for state data systems
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to a universal Medicaid card for all users. If the card is 

indistinguishable from the one used for greater Medicaid, 

the physicians, clinics, pharmacies and other providers 

are responsible for checking a state database to identify 

the benefits to which the client is entitled. (This tactic also 

allows clients to move back and forth among different 

Medicaid programs without the state having to issue a new 

card.) A few states have chosen to continue issuing sepa-

rate family planning program cards. Illinois and Mississippi 

maintain separately colored cards to avoid confusion among 

providers and clients as to the services covered.

Oregon has gone one step further, choosing not to is-

sue enrollment cards at all for its family planning expansion 

program. State officials report that this idea came directly 

from focus groups of family planning patients, who wanted 

greater convenience at the point of service. Oregon’s 

program is particularly well suited to this approach: 

Participating providers have access to a state database that 

allows them to check clients’ eligibility (and help them sub-

mit an application, if they are not yet enrolled). In an effort 

to ensure that women receive medication in a timely and 

convenient manner, all prescriptions must be filled on-site. 

This cuts down on the number of providers (namely outside 

pharmacists) who must access the system. By program re-

quirement, there is no “scripting out” (writing a prescription 

to be filled at an outside pharmacy) of oral contraceptives or 

other contraceptive supplies.

Nevertheless, a no-enrollment-card system could 

work in a state that does allow scripting out, as long as 

the state’s pharmacies have access to the central data-

base, so that they can confirm that a client is eligible for 

benefits under the waiver program. In fact, because of 

such databases (often accessed through a simple Internet 

connection), a family planning client in many states is able 

to receive services from any type of provider without hav-

ing his or her enrollment card on hand.

States’ data systems, although extremely helpful in 

overcoming confidentiality issues and in numerous other 

ways, can pose their own confidentiality challenges. As 

data for many different state programs are linked together 

(with the advantage of easing enrollment, renewal and cus-

tomer service), situations may occur in which another fam-

ily member may inadvertently be informed that a woman 

is enrolled in the family planning waiver program. Some 

states have responded to this potential problem by creating 

electronic “flags” for client records, such as messages re-

minding state caseworkers and health care providers when 

a woman has requested confidentiality or when changes to 

the client’s record may affect her privacy. 

Oregon has chosen not to issue  
enrollment cards at all for its family  

planning expansion program—an idea that 
came directly from focus groups of  

family planning patients. 

Texas officials were acutely aware of these hurdles as 

they designed and implemented their new multiprogram 

eligibility system. Having enrollment information for many 

programs linked together has greatly facilitated the state’s 

adjunctive eligibility system, which allows enrollment in 

another income-tested welfare program to serve as proof 

of income. It has also, however, required significant staff 

training to ensure that, for example, a husband or father is 

not asked about the family planning waiver program when 

he calls in an address change for the family’s receipt of 

cash assistance and food stamps or the children’s receipt 

of Medicaid or SCHIP. In response, the state has opted 

to treat a woman’s enrollment in the waiver program as 

confidential, even if she has not specifically requested it.
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Conclusions

In the course of designing and implementing their Medic-

aid family planning expansions, state officials have demon-

strated enormous creativity and surprising entrepreneur-

ship in reaching out to, enrolling and serving new clients. 

In doing so, they have not only built on, and learned from, 

earlier generations of Medicaid expansions—including 

those for pregnancy-related care and SCHIP—but also 

have taken important and innovative next steps.

For example, while earlier Medicaid expansions devel-

oped the concept of presumptive, or temporary, Medicaid 

eligibility, which enables women to obtain care while a fi-

nal eligibility determination is still pending, the family plan-

ning expansions have taken it a step further by pioneering 

a range of techniques that either allow women to apply 

for and be enrolled in the program during their health care 

visit or allow providers to be reimbursed for care delivered 

while a client’s application is pending. Family planning 

expansions have also paved new ground in reaching out 

to high-risk populations via other public programs and 

using community-based educators; recruiting and training 

family planning providers using such new technologies as 

webinars; streamlining the application process by utiliz-

ing online application systems and auto-enrolling certain 

eligible clients; and devoting state funds to pay for clients 

and services that the federal government will not cover.

These and other innovations and best practices can 

serve as a guidebook for officials seeking to initiate an 

expansion in their own state, as well as those looking to 

improve existing programs. Moreover, many of the issues 

that policymakers have grappled with as they designed 

and implemented these expansions—reaching out to 

new populations, streamlining enrollment and working 

effectively with a state’s provider network—are universal. 

Therefore, the experiences of these programs hold vital 

lessons for future generations of Medicaid expansions—

even those completely unrelated to family planning—just 

as the family planning efforts benefited from the experi-

ences of those that came before.

In fact, one significant move toward the future ap-

pears to be occurring with little acknowledgment or 

even conscious design: the emergence of a unified 

package of reproductive health services under Medicaid. 

Currently, many states have three separate expansions 

of Medicaid—for pregnant women, for family planning 

and for the treatment of breast and cervical cancer—all of 

which provide coverage to women up to roughly the same 

income ceiling. When taken together, they form the core 

of a comprehensive package of reproductive health care 

services for large numbers of American women and men 

who otherwise would not be covered under the program.

These programs hold vital lessons for 
future Medicaid expansions—even those 

completely unrelated to family planning—
just as the family planning efforts benefited 

from those that came before. 

State and federal officials typically view these efforts 

in isolation from each other, resulting in unnecessary 

administrative barriers for individuals needing care, for the 

providers of that care, and for the officials who shape and 

run the programs. The auto-enrollment strategy pioneered 

by the family planning expansions is one key to making 

the borders between programs transparent. Officials 

would find it even easier if the family planning expan-

sions, like the other two expansions, could be adopted 

and renewed without the time- and labor-intensive waiver 

process, as has been proposed in Congress. A second 

problem to be overcome is that this existing core pack-

age of services leaves out several important reproductive 

health services—such as preconception care, infertility 

services, abortion and the testing and treatment of STIs 

for both women and men.

Three separate expansions of Medicaid—
for pregnant women, family planning and 

breast and cervical cancer—form the core of 
a comprehensive package of reproductive 

health care services. 

Beyond reproductive health care, the lessons of the 

family planning expansions are particularly salient now 

that the issue of health care reform is back on the political 

table. In response to the ever-rising costs of care and the 

ever-growing numbers of uninsured Americans, lead-
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ers from both political parties have offered competing 

visions for addressing the nation’s patchwork of systems 

for financing health care. At the state level, the effort in 

Massachusetts to achieve universal coverage is the most 

publicized effort, but many other states have made more 

incremental moves to expand Medicaid, SCHIP and pri-

vate insurance. Although partisan conflict, fiscal problems 

and contentious issues such as immigration may make 

agreement on health care reform difficult to achieve, the 

prospects for meaningful progress appear to be brighter 

than they have been since the early 1990s. Any efforts to 

expand health care coverage for low-income women are 

likely to build extensively on the framework provided by 

Medicaid and SCHIP. For this reason, the lessons learned 

from the Medicaid family planning expansions are both 

salient and timely, and may help to shape the provision of 

health care in the United States for decades to come.
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