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IRRORING TRENDS in the private sec-
tor, state Medicaid programs have in-
creasingly turned to managed care with
hopes of controlling spending while im-
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State Medicaid programs have

increasingly turned to managed care

with hopes of controlling spending

while improving access to care. The

move to managed care has significant

implications for the provision of

reproductive health services—family

planning, abortion, sterilization,

sexually transmitted diseases, and

maternity care. However, the delivery

of reproductive health services in a

Medicaid managed care environment

is wrought with many difficulties. The

complexity inherent in Medicaid

policy, the changing world of managed

care, and the health and social needs

of the Medicaid population are

compounded by the sensitive nature of

reproductive health needs.
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M
proving access to care. Today, nearly half, or more
than 15 million Medicaid beneficiaries are enrolled
in managed care.1 The move to managed care has par-
ticularly significant implications for the provision of
reproductive health services such as family plan-
ning, abortion, sterilization, treatment of sexually
transmitted diseases (STD), and maternity care.

Providing reproductive care through Medicaid
managed care arrangements poses challenges for
beneficiaries, health care providers, health plans,
and state agencies alike. Navigating the complexities
inherent in the Medicaid program is no small feat.
These include confusing and arcane eligibility poli-
cies, administrative hurdles, limited provider avail-
ability, and notoriously slow and low payment rates.
In recent years, a new layer of intricacy has been
placed on this flawed but vitally important safety net
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program—managed care. Medicaid beneficiaries are
now commonly faced with learning how to use a new
system of care and developing relationships with a
new set of providers.

These changes do not affect beneficiaries alone.
Providers, particularly those who have traditionally
cared for the poor, are faced with a new range of ac-
tivities. In part, these include competing for pa-
tients, negotiating contracts, and establishing or
joining networks. State agencies are now charged
with a new set of responsibilities, including assur-
ing that plan networks are adequate and include the
providers that best meet the complex health and so-
cial needs of Medicaid beneficiaries. State agencies
also must take extra precautions to ensure that ben-
eficiaries are protected from the many incentives in
managed care to provide less care. Compounding
these difficulties is the sensitive nature of reproduc-
tive health care, which adds the challenges of con-
fronting societal preconceptions and taboos in the
health care environment.

This article provides a brief overview of the repro-
ductive health care needs of low-income women,
discusses Medicaid’s role in financing reproductive
health services, and reviews trends in managed care
for the Medicaid population. It also raises consider-
ations for program administrators and policymakers
that are integral to assuring that managed care best
serves the reproductive health care needs of low-in-
come women.

Reproductive Health Care Needs of Low-
Income Women

Specifying the reproductive health care needs of
low-income women is not simple. There is no stan-
dard definition of reproductive health care, and in-
formation about the specific health concerns of dif-
ferent income groups is not readily available. For the
purposes of this discussion, reproductive health ser-
vices are defined to include: routine gynecologic ex-
aminations; contraceptive counseling, services, and
supplies; STD and human immunodeficiency virus
(HIV) counseling, diagnosis, and treatment; screen-
ing for cancers of the reproductive system, including
cervical and breast cancers; infertility services; abor-
tion counseling and services; and pregnancy-related
care.2 To varying degrees, state Medicaid programs
cover most of these services.

To qualify for Medicaid, an individual must meet
Medicaid’s income criteria and be pregnant and low
income, eligible for welfare assistance* (usually
women with young children in their peak childbear-
ing years), disabled and eligible for Supplemental
Security Income (SSI), or over age 65. Because of this
eligibility policy, the adult Medicaid population is
overwhelmingly comprised of low-income women.
Nearly three-quarters (71%) of the non-older adults
that Medicaid covers are women, and of these
women, 81 percent are between the ages of 18 and 44.3

While women enrolled in Medicaid have repro-
ductive health needs and problems similar to those
of their privately insured counterparts, many of
those needs experienced by low-income women are
compounded by poverty, low-educational attain-
ment, and lack of access to timely and appropriate
health care. As a result of these and other factors,
low-income women experience a disproportionately
greater incidence of unintended pregnancy, STDs,
poor birth outcomes, and shorter survival times for
cervical and breast cancer.

Unplanned pregnancy—while a problem among all
groups of sexually active women of reproductive
age—is especially prevalent among low-income
women. Among poor women surveyed in the 1995
National Survey of Family Growth, 61 percent classi-
fied their pregnancies as unintended, compared with
41 percent of women whose incomes exceeded 200
percent of the poverty level.4 Contraceptive use also
varies with income. Low-income women are less
likely than women with higher incomes to use contra-
ception and more likely to have more difficulty using
contraceptives regularly and correctly.5 As a result,
low-income women are more likely to get pregnant
even when they report using contraception.6

While no data are available on the specific relation-
ship between income and the incidence of STDs, in-
formation is available on STD rates by race and
ethnicity. In the United States, race and ethnicity
have been found to be risk markers that correlate
with other basic determinants of health status such as

*The new welfare law eliminated the automatic link between cash
assistance under Aid to Families with Dependent Children
(AFDC) with a new block grant to states called Temporary Assis-
tance for Needy Families (TANF). The new law requires states to
use the AFDC eligibility criteria of July 1996 (before the law
changed) to determine Medicaid eligibility for families with chil-
dren.



Medicaid and Managed Care 15

poverty and access to health care. Women from some
minority racial and ethnic groups have higher rates of
STD and HIV infection than nonminority women.7

Similarly, although all sexually active women are
at risk for cervical cancer, this preventable cancer is
more commonly found in poor women.8 While poor
women are less likely to get breast cancer than are
women with higher incomes,9 women who are on
Medicaid or are uninsured were found to have more
advanced breast cancer at the time of diagnosis and
have worse survival rates than privately insured
women.10 Cancer prevention efforts, including Pap
smears, breast exams, and mammograms, are en-
couraged for all women, but those who are poor do
not receive these screenings at recommended rates
or at rates comparable to their higher income coun-
terparts.11

Medicaid’s Role in Reproductive Care

Medicaid, the jointly financed state-federal health
care program for the poor, plays a key role in cover-
ing reproductive health care for low-income women.
To participate in Medicaid, a state must agree to pro-
vide beneficiaries with a mandatory set of benefits,
which include: inpatient and outpatient hospital
care; physician, midwife, and certified nurse practi-
tioner services; laboratory and X-ray services; and
family planning services. A state also can provide
optional services such as prescription drugs, screen-
ing, and preventive care. Medicaid covers a broad
range of reproductive care, including family plan-
ning services and supplies (reimbursed at a 90% fed-
eral match), STD screening and treatment, prenatal
care and delivery, and sterilization (only for indi-
viduals who are 21 years and over, mentally compe-
tent, and voluntarily give informed consent). Infertil-
ity treatment is defined as a family planning service
under Medicaid, though the extent to which women
on Medicaid can use this service is unknown. Fed-
eral funds can be used for abortions sought by Medic-
aid beneficiaries only in cases of life endangerment,
rape, or incest. A state can use its own funds to pay
for medically necessary abortions, but only 17 states
currently do this to varying degrees.12

Because of their poor health status and greater
health care needs, women on Medicaid seek health
care more often each year than their low-income, pri-
vately insured and uninsured counterparts.13 Low-

income women on Medicaid or other public insur-
ance are also more likely than women with private
insurance to have made a gynecologic visit in the last
year.6 This can be attributed to the fact that women
eligible for Medicaid include those who are pregnant
or in their peak reproductive years. Where women
get reproductive care also differs by insurance type.
Compared with women who have private insurance,
women who are covered by Medicaid or are unin-
sured are also more likely than those with private in-
surance to have obtained gynecologic care in a clinic-
based setting than from a private doctor’s office or
health maintenance organization (HMO).6

Several indicators—such as the use of family plan-
ning services, pregnancy-related care, and preven-
tive screenings—shed light on Medicaid’s important
role covering reproductive health care. Medicaid is
the largest single source of public funding for family
planning services, financing 46 percent of all public
spending on contraceptive services.14 For example,
in 1995, Medicaid provided family planning services
to 2.5 million Medicaid beneficiaries on a fee-for-ser-
vice basis at a cost of $500 million (representing less
than 1% of total Medicaid spending).15 Because most
services under full- and partial-risk managed care ar-
rangements are paid for on a capitated basis, it is un-
known on a national level what share of Medicaid
spending went to family planning services for
women enrolled in managed care.

One of Medicaid’s most significant roles is financ-
ing pregnancy-related care. As a result of federal and
state expansions of eligibility for pregnant women in
the late 1980s and early 1990s, Medicaid has become
a dominant payer for births. Medicaid pays for ap-
proximately 40 percent of all births in the United
States, and more than half of all births in Georgia,
Louisiana, Mississippi, New Mexico, and West Vir-
ginia.17 Today, states are required to extend eligibil-
ity to all pregnant women with incomes below 133
percent of the poverty level and can opt to expand
coverage to women with incomes up to 185 percent
of poverty. Some states have used a variety of mecha-
nisms to broaden eligibility beyond the federal ceil-
ing. Section 1115 Research and Demonstration Waiv-
ers allow states to expand eligibility beyond federal
requirements, while the Section 1902(r)(2) option al-
lows states to use the more liberal income and assets
test to determine Medicaid eligibility for children
and pregnant women. Thirty-four states have ex-
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tended eligibility to pregnant women who are be-
yond the federal floor of 133 percent of poverty.

Medicaid also plays a critical role for low-income
women by covering preventive screening for cervical
and breast cancer. Women with Medicaid coverage
or private coverage are more likely than uninsured
women to receive these services. In a survey of low-
income people in five states, about 60 percent of
women with Medicaid or private coverage had a Pap
smear in the past year, compared with about 40 per-
cent of uninsured women. Similarly, while about
half of low-income women between the ages of 50
and 64 with Medicaid or private coverage had a
mammogram in the past year, only one quarter of
uninsured women reported having had one.17

As discussed previously, federal funding of most
Medicaid abortions is prohibited by law; two-thirds of
states do not provide any Medicaid funding for abor-
tions. Because most poor women must pay for abor-
tions out of their own pockets, an estimated one in five
Medicaid-eligible women who had second-trimester
abortions would have had first-trimester abortions if
the lack of public funds had not delayed raising suffi-
cient money to pay for the procedure.18 As a result of
this policy and other factors, low-income women with
unplanned pregnancies are less likely to have an abor-
tion than their higher-income counterparts.19 If they
do have an abortion, they are more likely than their
higher-income counterparts to have a higher risk,
more expensive second-trimester abortion.

Despite Medicaid’s important role, the low-income
women it covers often experience difficulty gaining
access to the reproductive health care services they
need. From preconception counseling to postpartum
care, cancer screening, and treatment, low-income
women—including those with Medicaid coverage—
do not receive recommended levels of services. The
key question is whether the shift to Medicaid man-
aged care improves or exacerbates this situation.

Medicaid Managed Care and Reproductive
Health

Medicaid’s use of managed care has grown explo-
sively in the past decade. In 1987, an estimated 1.8
million Medicaid beneficiaries were enrolled in
managed care arrangements. By 1997, enrollment
had reached an estimated 15.3 million, about 48 per-
cent of the Medicaid population. Although there are

no precise estimates of the composition of the Medic-
aid managed care population, almost 90 percent of
$9.9 billion in federal and state Medicaid payments
to managed care organizations (MCOs) is estimated
to be on behalf of children and their families (usually
their mothers).20

Under Medicaid, managed care includes a wide
array of arrangements designed to control costs and
improve access. These arrangements usually follow
one of three general models: primary care case man-
agement (PCCM); full-risk plans, such as HMOs; and
limited-risk, prepaid health plans (PHPs). About
one-third of Medicaid managed care enrollees are
enrolled in PCCM arrangements, which identify a
specific provider as the patient’s gatekeeper and re-
imburse that provider on a fee-for-service basis.

Although states have always been able to allow
beneficiaries to enroll in managed care voluntarily,
they could not require beneficiaries to enroll in man-
aged care plans until recently without a waiver from
the Health Care Financing Administration (HCFA).
Today, most states that mandate managed care en-
rollment are using either Section 1915(b) (freedom of
choice) or Section 1115 (research and demonstra-
tion) waivers to waive the freedom of choice of pro-
vider provisions of the Social Security Act. As of
March 1997, 40 states and the District of Columbia
were operating nearly 100 1915(b) managed care
waiver programs; and 18 states had received HCFA
approval for Section 1115 waivers. As a result of the
enactment of the Balanced Budget Act (BBA) of 1997,
states can now require managed care enrollment for
all Medicaid beneficiaries—except children with
special needs, dually eligible Medicaid/Medicare
beneficiaries, and American Indians—under the new
Section 1932 of the Social Security Act. This means
that states no longer need to obtain waivers to man-
date enrollment in managed care for most Medicaid
beneficiaries.

In the mid-1980s, the freedom of choice legislation
was enacted to protect access to timely and confiden-
tial family planning services for Medicaid beneficia-
ries in managed care, and to protect family planning
providers without managed care contracts who oth-
erwise would have lost a large base of patients.21

These provisions are referred to as the family plan-
ning “freedom of choice” provisions. Thus, even if a
beneficiary is enrolled in managed care, she can seek
family planning services out-of-plan.
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The type of waiver under which a state operates its
mandatory managed care plan has implications for
access to reproductive health care, particularly for
family planning services. With Section 1915(b) waiv-
ers, states must allow all women in managed care
plans to use their family planning provider of choice,
even if family planning services are included in the
plan’s capitated rate. In contrast, states with Section
1115 waivers may request federal permission to re-
quire women to seek all family planning services
from their plans, although few states have actually
applied to waive these freedom of choice provisions.
Because many states are opting to continue to oper-
ate their waiver program after passage of the BBA,
the distinctions between the types of waiver pro-
grams are still relevant today for women in Medicaid
managed care. The BBA is silent on family planning
provider freedom of choice, which effectively main-
tains the ability of managed care enrollees to go out-
side their plans to obtain family planning services
from the providers of their choice.

If a state supports Medicaid managed care benefi-
ciaries’ freedom of choice of family planning pro-
vider, it is incumbent on both plans and state Medic-
aid programs to provide information to members
about their right to obtain family planning services
directly from providers of their choosing. Most state
agencies classify the following as family planning:
contraceptive counseling, patient education, related
examinations and treatment; laboratory tests for
STDs, HIV, and pregnancy; Pap smears; and contra-
ceptive devices. However, a number of reproductive
services—including hysterectomies, breast exams,
maternity care, abortion services, and treatment for
STDs—are generally excluded from most state defi-
nitions of family planning services for the purposes
of the freedom of choice exemption.22

Some states have also used Section 1115 waiver
authority to expand Medicaid coverage for a limited
range of family planning services for women who
otherwise would be ineligible for Medicaid assis-
tance. Eight states have expanded coverage to an esti-
mated 35,000 women who would not qualify for as-
sistance because they are either no longer pregnant
and do not meet Aid to Families with Dependent
Children (AFDC) eligibility criteria, or because they
lost Medicaid coverage for other reasons.23 The goal
of these limited-scope Section 1115 waiver programs
is to decrease unwanted and mistimed pregnancies

by increasing access to family planning services.
These waivers must demonstrate federal budget neu-
trality, which is evaluated over the lifetime of the
waiver and is assessed by comparing estimated sav-
ings from averted births and costs during the first
year of life to the costs of expanded family planning
services. Of the states that have been granted waiv-
ers, two require that women receiving family plan-
ning benefits enroll in an MCO. However, most states
allow full freedom of choice of provider and pay for
provider services on a fee-for-service basis.

One of the other key functions of Medicaid is fi-
nancing prenatal care. Many states have used
1915(b) waivers to enroll pregnant women in man-
aged care with the goal of increasing coordination
and integration of care, providing unique commu-
nity education and other specialized, nonmedical
social and preventive services, and controlling
spending.24 Despite managed care’s potential for in-
novation, most prior evaluations have not found that
managed care improves access to prenatal care, the
adequacy of care, or birth outcomes for the women
enrolled in Medicaid managed care.25–27

Specific Issues in Delivering Reproductive
Health Services

Much has been written about the challenges and
opportunities managed care poses as an approach for
the delivery of care to the low-income population. In
general, the evidence is mixed because managed care
does not appear to significantly improve access over
fee-for-service arrangements, nor does it consistently
appear to restrict access or worsen health out-
comes.28 Studies suggest that access and quality vary
tremendously with type of plan and provider. Re-
gardless of whether one views the growth of man-
aged care as a positive or negative trend, managed
care for the Medicaid population is rapidly becom-
ing the dominant approach for the delivery of care to
low-income women. Health care providers, adminis-
trators, and others concerned about access to repro-
ductive health care services for women must con-
sider other issues as they work to assure that
low-income women have access to care.

Access and availability of care

All women, regardless of socioeconomic status or
Medicaid eligibility, benefit from having the broad-
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est possible range of reproductive health services.
The Medicaid managed care contracting process can
be used to ensure that coverage is comprehensive
and that beneficiaries are able to seek reproductive
health care from sources with which they are com-
fortable. Medicaid beneficiaries enrolled in managed
care plans remain entitled to the full spectrum of
Medicaid benefits even if the services are not in-
cluded in the state’s contract with the MCO. How-
ever, if specific reproductive health services are not
included explicitly in a managed care contract—or
are not discussed with the beneficiary by her primary
care provider—the beneficiary may not know she is
entitled to them.

States have flexibility in determining which ben-
efits and service plans are included in their con-
tracts. They also have the authority to identify which
providers must be included as members of managed
care networks, though most states give plans consid-
erable discretion over the composition of their net-
works. In a landmark study of Medicaid managed
care contracts, Rosenbaum and colleagues found
broad variation among states in the specificity of re-
productive health services that were covered.29 Their
study found that while a majority of states specified
maternity care, enhanced prenatal services, and fam-
ily planning services, only a handful specifically
mentioned in their contracts coverage of intrauterine
devices (IUDs), Depo-Provera, and Norplant. Simi-
larly, only a fraction of states specifically identified
infertility and other gynecological services in their
contracts. Unless these benefits are specified in the
contract, the plan or the network is not required to
provide them, even though the beneficiary is still en-
titled to receive them from Medicaid-qualified pro-
viders outside of the plan.

Since Roe v. Wade in 1973, there have been legisla-
tive efforts to permit individuals and some medical
facilities to refuse to provide services to which they
have moral, ethical, or religious objections, such as
abortion. “Conscience clauses” have reemerged with
the growth of managed care, and their impact has ex-
panded with the rapid rate of new affiliations be-
tween payers and providers of care, both religious
and secular. Given that Medicaid recipients are al-
ready restricted in where they can seek care because
of their insurance status, further limitations on the
services their managed care plans provide can create
serious barriers to care. The BBA allows Medicaid

managed care plans, not just individuals, to refuse to
“provide, reimburse for, or provide coverage of, any
counseling or referral service to which it has a moral
or religious objection.” Plans that implement this op-
tion are required to alert beneficiaries of this denial.
Ideally, these beneficiaries will continue to have al-
ternative sources—such as freestanding family plan-
ning clinics—from which to seek care within the
Medicaid system. But choices may be particularly
limited in rural areas where there may be only one
provider of reproductive health services. Because
women still have legal entitlement to these services
under Medicaid, it will be critical that states ensure
that women are informed of their rights to family
planning services and receive full access to these ser-
vices regardless of what plan they are enrolled in.

The advent of Medicaid managed care has had se-
rious implications for organizations that provide re-
productive health services and are not included in
Medicaid managed care networks. Because of the
lack of office-based obstetrician-gynecologists par-
ticipating in Medicaid, low-income women have
grown to rely heavily on family planning clinics or
STD clinics for contraceptive services and STD test-
ing and treatment.30 These providers, who have been
instrumental for decades in providing care to people
for whom other caregivers are inaccessible, depend
on Medicaid for their financial viability. However,
many plans are reluctant to work with these provid-
ers. When the Kaiser Family Foundation surveyed a
nationally representative sample of members of the
American Association of Health Plans (then Group
Health Association of America) in 1994, just 18 per-
cent of managed care plans were interested in con-
tracting out for reproductive health services, and
only 9 percent had current contracts to do so. The
majority of plans in the survey stated potential inter-
est in contracting out for family planning and abor-
tion services, with only a minority interested in con-
tracting out services related to STDs, prenatal care,
breast screening, pelvic exams, and Pap smears.31

Many of these traditional family providers have
pushed for various reproductive health services to be
“carved out” of Medicaid managed care so that benefi-
ciaries can seek these services from any qualified
Medicaid provider, not just those “within-plan.” In a
survey of women’s health centers, Weisman and col-
leagues found that only 39 percent of reproductive
care providers had managed care contracts.32 The free-
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dom of choice provisions have made it possible for
some traditional providers to continue to operate in a
time when funds for family planning services are di-
minishing. However, these providers continue to find
themselves financially pressed and are concerned
about their continued ability to provide care to the
millions of low-income women who lack coverage.32

Coordinating and integrating care

One of the hallmarks of managed care is care coor-
dination. To the extent that a patient’s reproductive
health is linked to other facets of her health, and that
the various aspects of her reproductive health are
linked to each other, coordination of care is advanta-
geous. A fractured health care system in which Med-
icaid managed care enrollees seek their reproductive
health care outside of the plan may be at odds with
this principle, unless the MCO and out-of-plan pro-
viders establish protocols to share information about
patient care.

However, the sensitivity of some of the services
involved—sterilization, abortion, contraception,
screening and diagnosis for STDs, and infertility di-
agnosis and treatment—may lead to patients’ desire
for confidentiality from family members, employers,
and even from their ongoing health care providers
about the services they receive. While some managed
care plans permit obstetrician-gynecologists to be
primary care providers, or allow women to self refer
to them, many plans allow generalist primary care
providers to manage their patients’ reproductive
health care.

Even with their obstetrician-gynecologists, who
are relatively accustomed to discussing sensitive re-
productive issues, many women do not discuss is-
sues that directly affect their reproductive health. A
recent survey found that 30 percent of sexually ac-
tive women who did not wish to become pregnant
did not discuss birth control with their physicians at
the time of their gynecological visit; neither the phy-
sician nor the patient raised the topic.33 At women’s
first visits, obstetrician-gynecologists asked about
birth control only 33 percent of the time, HIV and
acquired immune deficiency syndrome (AIDS) 19
percent of the time, and STDs other than HIV/AIDS
only 12 percent of the time.34 It is likely that general-
ist primary care physicians are less willing than ob-
stetrician-gynecologists to initiate conversation with
their patients about these topics.

Finally, concern about confidentiality may com-
promise access to reproductive health services. For
example, access to health care for teenagers is most
often based on the insurance status of a parent. Need-
ing the family insurance card may effectively reduce
access to reproductive health services for a teen re-
luctant to share her health concerns. If a plan sends
home an explanation of the benefits it provided to a
teen, it may reveal to parents those services that the
teen wished to keep confidential. Adults can also be
faced with these dilemmas if their insurance cover-
age is through their spouses or domestic partners. In
general, patients’ desires for confidentiality regard-
ing reproductive health care also may be at odds with
coordinating care.

Monitoring care and plan accountability

As managed care becomes the dominant delivery
system for providing care to low-income women on
Medicaid, there is increasing pressure on states to
assure that the care provided by MCOs meet quality
standards. There are, however, a number of difficul-
ties in assessing the quality of reproductive health
care for Medicaid managed care beneficiaries that are
related to measurement tools, data collection, and
states’ ability to use data to monitor care and gauge
quality.

There are currently a number of initiatives under-
way to provide measures of the quality of care under
managed care. One of the most prominent initiatives
is the Health Plan Employer Data and Information
Set (HEDIS). The most recent iteration, HEDIS 3.0,
was developed, in part, to capture many of the di-
mensions of care that are relevant to the Medicaid
population. The current HEDIS reporting set con-
tains a number of reproductive health indicators.
These include measures for breast and cervical can-
cer screening, a description of the plan’s network of
family planning providers (for use with Medicaid re-
porting only), and some indicators of the accessibil-
ity and availability of prenatal care and delivery ser-
vices. However, the number of measures is very
limited. Several measures are being evaluated for in-
clusion in a future HEDIS that would broaden the
scope of measurement of reproductive health ser-
vices. These would include measures for chlamydia
screening, follow-up treatment after abnormal Pap
smears and mammograms, stage of breast cancer de-
tection, HIV patient management, and counseling
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about hormone replacement therapy for women.35

However, even this expanded testing set falls short of
a comprehensive assessment of the quality of repro-
ductive health care in a managed care plan. For ex-
ample, counseling may be the most important ele-
ment in preventing unplanned pregnancy, but it is
difficult to demonstrate that counseling contributes
to the prevention of unplanned pregnancy and to
measure the quality of that counseling.36 Measure-
ment of the quality of reproductive health services
will be an important area to develop.

Even if the science of measurement were adequate
to assess the quality of reproductive health care, a
number of logistical hurdles exist that are important
to consider. Major challenges to assessing the quality
of care lie in the ability of Medicaid MCOs to collect
quality of care measures accurately as well as in the
capacity of state agencies to use the data in a mean-
ingful way. Not only has the growth of managed care
changed how patients, providers, and plans interact
with the health system, it has also created new re-
sponsibilities for state agencies. They must invest in
training and the acquisition of new information sys-
tems to monitor care. One of the important lessons
from states that have shifted to managed care is that
they must have the infrastructure—including the
technology and staff—to oversee the care that MCOs
provide to Medicaid beneficiaries.37 This infrastruc-
ture requires a critical investment of resources,
which is increasingly difficult for state governments
in the face of pressure to reduce staffing levels and
administrative costs.

Finally, despite significant managed care enroll-
ment in the Medicaid population, a disproportionate
share of Medicaid beneficiaries continues to use tra-
ditional family planning providers for reproductive
health care. Current Medicaid data systems cannot
easily track these women’s care or determine
whether they obtained care that met existing stan-
dards. Concerns about confidentiality, problems
with obtaining data on out-of-plan use and care coor-
dination, and limitations on data collection systems
make it difficult to collect basic data on the use of
services.

■ ■ ■

Meeting the reproductive health care needs of low-
income women in Medicaid managed care presents
critical challenges at many levels. Populations new

to managed care must learn to choose plans, select
providers, negotiate for reproductive health services
through their gatekeeper primary care providers
(who may or may not be their obstetrician-gynecolo-
gists), and seek care only from health professionals
affiliated with their plans, unless they are aware of
out-of-plan options. Plans and health care providers
must also recognize beneficiaries’ need for supple-
mental services, such as language translation, child
care, transportation assistance, and other social ser-
vices that are beyond the realm of what has been tra-
ditionally viewed as medical care. Because of the
vulnerability of the Medicaid population, Medicaid
sometimes makes demands on MCOs that exceed
those of the private sector. It is now incumbent on
states to take on responsibilities beyond their histori-
cal roles as payers of care. They must learn to be pru-
dent purchasers of care, provide more oversight and
monitoring of care, and develop and establish qual-
ity standards. This is especially challenging when
state administrative budgets and staffs are shrinking.

Finally, as one strives to design a system to meet
the reproductive health needs of women in Medicaid
managed care, it is important to be cognizant of the
considerable discontinuity in Medicaid coverage, be-
cause women on Medicaid today are often the very
same women who are uninsured next month. Some
28 percent of women on Medicaid have been covered
for less than two years, and two-thirds of women
who leave the Medicaid program become unin-
sured.38 These women have the same reproductive
needs whether they have Medicaid coverage or not.
This presents difficulties for MCOs because women
are often not enrolled for a continuous period of
time—perhaps decreasing incentives to provide pre-
ventive services that reap benefits to MCOs only in
the long term. Discontinuous Medicaid coverage is
also problematic for the traditional providers of re-
productive health services. The growth of managed
care threatens the very survival of the freestanding
traditional providers upon whom women will still
depend when their coverage runs out. In efforts to
assure that Medicaid managed care best meets the
needs of low-income women, it will be increasingly
important to consider the needs of uninsured women
as well. Regardless of insurance coverage or care ar-
rangement, low-income women will continue to
need access to a broad range of quality reproductive
care services at an affordable price.
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