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Over 13 million women of reproductive age rely on Medicaid for their health care
coverage.1 In addition, many women who are not eligible for full Medicaid coverage
receive family planning services and supplies through Medicaid.2 Medicaid enrollees
should have timely access to the contraceptive method of their choice. However, state
Medicaid payment policies may prevent providers from offering long-acting reversible
contraceptive (LARC) methods, creating barriers for women seeking to access
intrauterine devices or contraceptive implants.
Last Friday, as part of the Maternal and Infant Health Initiative, the Centers for Medicare
& Medicaid Services (CMS) released an Informational Bulletin highlighting state
payment policies aimed at making LARC methods more available.3 CMS gathered
information about challenges related to payment for LARC methods, as well as
promising payment policies, from several sources, including a September 2014
Technical Review Panel on Contraceptive Services in Medicaid and the Children’s
Health Insurance Program (CHIP). The National Health Law Program was among the
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experts participating in the Technical Review Panel and has been promoting many of
the payment policies described in the Informational Bulletin.4
Barriers to LARC Access
In the Informational Bulletin, CMS identified a number of challenges related to
reimbursement for LARC methods, including the following:








State Medicaid agencies typically pay hospitals a single predetermined fee for all
labor and delivery services (generally structured as global billing or bundled
payment), and the fee does not account for the costs associated with providing
LARC methods immediately postpartum.
In outpatient settings, payment rates may be insufficient for LARC devices and/or
insertion procedures.
Providers may face significant upfront costs to obtain LARC devices. In addition,
if a provider orders a device for a particular patient, and the patient doesn’t
ultimately use the device, the provider may have to discard it at a financial loss.
Some states do not reimburse providers for replacement and reinsertion of LARC
devices, or for removal under all circumstances.
Some states and Medicaid managed care organizations (MCOs) have adopted
prior authorization and step therapy requirements for LARC methods. 5 These
requirements can delay or prevent women from accessing LARC methods.

Promising State Policies and Practices
To assist states in increasing access to LARC methods and thereby reducing the rate of
unintended pregnancy, CMS identified state payment policies that address one or more
of these barriers. The majority of the payment policies address the problems associated
with providing LARC methods immediately postpartum. CMS pointed to 14 states that
have unbundled payment for LARC devices and/or insertion procedures from other
labor and delivery services.6 In addition, CMS referred to payment policies designed to
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make LARC methods more available to women who seek them in outpatient settings,
such as:








Increasing reimbursement rates for insertion, removal, and reinsertion
procedures;
Allowing providers to bill Medicaid for insertion or removal procedures in addition
to an office visit (evaluation/management visit);
Permitting Federally Qualified Health Centers and/or Rural Health Centers to
receive reimbursement for LARC devices in addition to their normal encounter
rates;
Contracting with a specialty pharmacy to deliver LARC devices to providers and
allowing providers to return unused and unopened devices to the specialty
pharmacy; and
Prohibiting MCOs from adopting prior authorization and step therapy
requirements for LARC methods.

What Else is Needed?
The Informational Bulletin represents an important step in improving access to LARC
methods by explicitly allowing states to adopt these payment policies. However, further
action is needed to ensure that Medicaid enrollees have timely access to LARC
methods. CMS should require all states to adopt some of these payment policies.
In particular, CMS noted that states and MCOs have adopted prior authorization and
step therapy requirements for LARC methods. Under prevailing medical standards of
care, women should have access to the contraceptive method of their choice.7 Step
therapy requirements prevent some women from using their preferred method of family
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planning. In fact, the use of step therapy for LARC methods may violate the federal
regulation requiring enrollees to be “free from coercion or mental pressure and free to
choose the method of family planning to be used.”8 CMS should make clear that states
and MCOs may not implement prior authorization or step therapy requirements for
family planning services and supplies, including LARC methods.9
In addition, some states do not cover all removal procedures.10 CMS should make clear
that such payment policies may be coercive. States must cover LARC removal
whenever a woman decides that she wishes to discontinue use.
Finally, CMS should remind states that Medicaid funding is available for LARC services
provided immediately post-abortion, regardless of whether or not federal funding is
available for the abortion.11
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