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For more than 50 years, a network of public programs and providers have assisted millions of low-income
women of childbearing age in the U.S. to obtain sexual and reproductive health services. Medicaid, the Title X
Family Planning Program, and Section 330 of the Public Health Service Act (PHSA) are the leading sources of
federal funding for the over 10,000 safety-net clinics across the country that provide reproductive health
services to low-income women, men, and teens. The Trump administration and the Republican leadership of
the 115th Congress have proposed to block federal Medicaid funds from going to Planned Parenthood, a safety-
net provider that delivers a wide range of reproductive health services and cancer screenings to more than 2.5
million women. In addition, the Trump administration’s FY 2018 budget proposal would reduce by 18%
discretionary federal support for the Department of Health and Human Services, the agency that funds Title X
and community health centers.

Changes to these programs and funding Figure 1
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family of three). For low-income women, clinic-based providers are important sources of family planning

services. One in three low-income women reported that they obtained birth control from a family planning
clinic such as Planned Parenthood or another health center or public health clinic (Figure 1). These providers
are highly reliant on Medicaid, Title X, and the 330 program to be reimbursed for and to support care delivered

to low-income individuals for family planning and other basic health services important to women. This brief

reviews the role of these public programs and providers in financing care and enabling access to family



planning services and addresses the potential impact of actions taken by President Trump and Congress to
block federal funds from Planned Parenthood and other entities that provide abortion.
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the program. For these women, Medicaid not only plays a crucial role offsetting the costs of family planning
services and pregnancy-related care, but also provides them with comprehensive affordable coverage to meet
the full range of their health care needs.

Medicaid is the leading source of public financing for family planning services, accounting for 75% of all public
funds spent on contraceptive services and supplies in 2015.> Federal statute stipulates that family planning is a
“mandatory” benefit that states must cover under Medicaid. States, however, have considerable discretion in
specifying the services and supplies that are included in the program. Most states make the full range of FDA
approved contraceptives available to women, and nearly all cover counseling on STIs and HIV as well as
screening for cervical cancer.*

There are numerous other federal requirements that shape family planning policy under Medicaid:

¢ The federal government pays 90% of all family planning services and supplies, and states pay 10%.
This is considerably higher than the federal match that states receive for most other services, which ranges
from 50% to 78%, depending on the state.

¢ Federal law prohibits cost sharing for any family planning (and pregnancy-related) services.

¢ Medicaid beneficiaries have “freedom of choice” to obtain family planning services from any provider
participating in the program, even if the beneficiary is enrolled in a managed care plan and the provider is
outside of the plan’s network.*
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e The Hyde Amendment prohibits any federal dollars, including Medicaid reimbursements, from being used
to pay for abortions except in cases of rape, incest or life endangerment of the woman.® Clinics, including
some Planned Parenthood centers, which provide both family planning and abortion services, cannot be
reimbursed with federal Medicaid dollars for abortions, but they can be paid for all other non-abortion care
including contraceptives, cancer screenings, and STI testing and treatment.

¢ States must allow “any willing provider” to participate in the Medicaid program unless there is “evidence
of fraud or criminal action, material non-compliance with relevant requirements, or material issues
concerning the fitness of the provider to perform covered services or appropriately bill for them.” While this
provision is not specific to family planning, the policy means that states cannot bar providers from the
program simply because they provide abortion services.

¢ States may opt to establish limited scope programs through Medicaid Section 1115 Research and
Demonstration Waivers or through State Plan Amendments (SPAs) to provide family planning services to
individuals who do not qualify for full-scope Medicaid. Today, more than half of states have established such

programs.

The Title X National Family Planning Program, a federal block grant administered by the HHS Office of
Population Affairs (OPA), is the only federal program specifically dedicated to supporting the delivery of family
planning care. In 2015, 66% of clients seen at Title X clinics had family incomes at or below the poverty level,
35% were covered by Medicaid or another public program, and nearly half (48%) were uninsured.®

The program funds agencies in each state to allocate federal dollars to safety-net clinics to provide family
planning services to low-income, uninsured, and underserved clients. More than 4,000 clinics nationwide
received Title X funding in 2015, including specialized family planning clinics such as Planned Parenthood
centers, community health centers, health departments, as well as school-based, faith-based, and other private
nonprofits.®

Title X clinics must serve low-income populations at low or no cost, provide clients with a broad range of
contraceptive methods as recommended by the national Quality Family Planning Guidelines (QFP), and ensure

that the services are voluntary and confidential.' In addition to providing clinics with funds to cover the direct
costs of family planning services, Title X funds enable clinics to pay for infrastructure such as rent, utilities,
health information technology, staff salaries, as well as patient and community education about family
planning and sexual health issues. Title X clinics are also eligible to obtain discounted prescription
contraceptives and devices through the federal 340B program. No other federal program makes funds available
to support clinic infrastructure needs for family planning.

Signed into law by President Nixon in 1970, the Title X program is currently funded at $285 million. The
program budget, however, has not kept pace with medical price inflation over time. In the past decade, the
program has experienced significant financial cutbacks and some Congressional leaders have questioned the
need to continue to fund the program. Revenue to Title X clinics is a mix of direct grant money, Medicaid and
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private insurance reimbursement, and other government funds. Title X clinics received 19% of their revenue

from the Title X grant, while Medicaid reimbursement accounted for 40% of revenue in 2015."

Under Section 330 of the PHSA, the Health Resources and Services Administration (HRSA) provides grants to
health centers whose main focus is providing primary and preventive care to underserved and vulnerable

populations. These clinics, called Federally Qualified Health Centers (FQHCs), are required to provide

“voluntary family planning” services along with a wide range of health care services. Although it is not

specifically defined in FQHC guidelines, voluntary family planning services can include preconception care,

screening and treatment of STIs, and contraception.'? A survey of FQHCs found that virtually all reported they

provided at least one method of contraception at one or more of their clinical sites, and 87% reported that their

largest primary care site prescribed oral contraceptives and one additional method of contraception.’ A 2015

Guttmacher survey found that FQHCs that also receive Title X funding were more likely to offer a wider range

of contraceptive methods compared to FQHCs that did not."

However, research has documented
differences between clinic types in their
ability to offer direct access to many of
the most effective contraceptive methods
(Figure 3). For example, about eight in
ten Planned Parenthood clinics (83%)
and three-quarters of health department
clinics (76%) can provide initial supply
and refills of oral contraceptives on site,
compared to one-third (34%) of FQHCs.
Similarly, about eight in ten Planned
Parenthood clinics report they can
provide IUDs the same day (81%) and
dispense emergency contraception ahead
of time (89%), practices which are far
less common at health departments and
FQHCs."®

Figure 3
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FQHC s are paid using the Prospective Payment System (PPS), which calculates reimbursements based on

geographic location and a pre-determined, fixed amount per patient visit based on cost, regardless of the

services provided.'® This payment methodology results in a higher reimbursement than that paid to other

clinics and providers under Medicaid. FQHCs must have a sliding fee scale for patients with incomes below

200% FPL and offer services to all patients regardless of their ability to pay.'” Of those served in 2015, 71%

lived at or below the poverty line, 24% were uninsured, and 49% were on Medicaid or CHIP.'®'® Similar to Title

X clinics, FQHC funding comes largely from Medicaid payments, which made up 42% of revenue in 2015,

followed by Section 330 grants (20%) and state, local, and private grants (14%).2°
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BLOCKING FEDERAL MEDICAID REIMBURSEMENT TO PLANNED PARENTHOOD COULD
LiMIT ACCESS TO FAMILY PLANNING FOR MANY WOMEN AND POTENTIALLY
INCREASE UNINTENDED PREGNANCY RATES

President Trump and many Congressional Republicans have stated their intent to ban federal funds from going

to Planned Parenthood clinics. They have already reversed an Obama era regulation that would have prevented
states from blocking Title X funds from going to Planned Parenthood and other clinics that provide abortion
using other funds. The American Health Care Act (AHCA), the House Republicans’ bill to replace the
Affordable Care Act, includes a provision that would ban federal Medicaid funding of Planned Parenthood for
one year. If the bill becomes law, this would upend Medicaid’s “any willing provider” requirement and be a
major financial hit to one of the primary safety-net providers for over 2 million low-income women.
Proponents of defunding Planned Parenthood object to providing federal funds to an organization that
provides abortion services, however, the Hyde Amendment already clearly prohibits federal funds, including
Medicaid and Title X, from being used to pay for most abortions. The Congressional Budget Office (CBO)
analysis of the AHCA estimated that while the provision would result in a net decrease in direct federal

spending, it would also cut off contraceptive access to women in some communities, resulting in a rise in

unintended pregnancies covered by Medicaid.”'

A common theme among proposals to
block Planned Parenthood from the
Medicaid program is the redirection of
funds to other providers, such as
community health centers (CHCs), with
the expectation that other clinics could
meet the needs of those formerly served
by Planned Parenthood. The AHCA
provides additional funds to CHCs,
presumably to support an alternative
provider to Planned Parenthood, but
there are no specifics in the bill that
would require the health centers to use
these funds to provide services to
women.*? Additionally, CHCs may not
have the capacity to fill the void if

Figure 4

Planned Parenthood Represents a Small Share of Clinics but
Serves One-Third of Female Family Planning Clients
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SOURCE: Frost JJ, Frohwirth LF, Blades N, Zolna MR, Douglas-Hall A, & Bearak J. Publicly Funded Contraceptive Services At U.S. Clinics, 2015. Institute.
April 2017.

Planned Parenthood were excluded as a Medicaid provider. Despite comprising just 6% of clinics that provide
family planning services, Planned Parenthood served approximately one-third (32%) of women seeking
contraceptives at safety-net clinics in 2015. In contrast, while there are considerably more FQHCs
(representing 54% of safety-net clinics), they served roughly the same share (30%) of women seeking
contraceptive care as Planned Parenthood (Figure 4). FQHCs may not be able to meet additional demands
that would be placed on them to provide the full range of family planning services, particularly if they face
budgetary limitations from other policy changes such as the repeal of the ACA or cuts to federal discretionary

programs.”?
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The impact of banning federal Title X Figure 5

funds and Medicaid reimbursement to The Share of Women Served by Planned Parenthood Varies by State
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Title X funding could reduce low-income

women’s access to contraceptives. In 2013, Texas replaced its federally funded family planning waiver program
with a 100% state funded program that excluded Planned Parenthood as a participating provider. Following
the policy change, there was a sizable drop in Medicaid claims for LARC and injectable contraceptives and an
increase in Medicaid-funded births.?* Similarly, in 2013 the Wisconsin legislature approved family planning
cuts directed at Planned Parenthood, which resulted in the closure of five Planned Parenthood clinics in rural
areas. Women who used the Planned Parenthood clinics were referred to other clinics that were usually further
away, with waiting lists, and that did not provide the full range of contraceptive methods.?®

Several other states have also attempted to exclude Planned Parenthood clinics from their Medicaid programs.
However, currently this is in violation of Medicaid’s “any willing provider” requirement. In 2016, CMS clarified
that “states may not deny qualification to family planning providers, or take other action against qualified
family planning providers, that affects beneficiary access to those providers—whether individual providers,
physician groups, outpatient clinics or hospitals—solely because they separately provide family planning
services or the full range of legally permissible gynecological and obstetric care, including abortion services.”?’
States have also taken other approaches to limiting or redirecting family planning funds to providers that do
not offer abortion. Some states, such as New Jersey, have eliminated funding streams for family planning,
while several others have blocked state and Title X funds to clinics that provide both family planning and
abortion (Table 1). A few states, in contrast, have started to take action to assure that Planned Parenthood
remains a viable option for women in their state. Maryland is the first state to enact legislation to reimburse
Planned Parenthood for family planning services if federal funding is blocked, and Nevada and Connecticut
have introduced similar legislation.?®* However, as discussed earlier, the federal government pays 90% of family
planning expenses under Medicaid, and states that opt to continue to pay for Medicaid services at Planned
Parenthood would have to pick up the full cost of care for all services if a federal ban is enacted.
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Table 1: Selected State Policies and Legislative Proposals Regarding Public Funding for Family

Planning Providers

State Efforts to Limit or Protect Funding for

Family Planning Providers States

Alabama, Arizona, Arkansas, Florida, lllinois*, Indiana,
Bans certain family planning providers from receiving lowa*, Kansas, Louisiana, Michigan*, Mississippi,
Medicaid funds (currently blocked by federal statute) Missouri, New Hampshire, Ohio, Oklahoma,

Pennsylvania*, Texas, Utah, Washington*, Wisconsin

Prevents state family planning and/or Title X funds to:

e Providers that offer abortion services Arizona, Arkansas, Colorado, Indiana, Kentucky,
Michigan*, Ohio, Pennsylvania*, Texas, Washington*,
Wisconsin

e Private family planning clinics Kansas, Oklahoma

e Entities that provide abortion counseling or referral  Arkansas, Colorado, Michigan, Ohio, Wisconsin

Prohibits other forms of public funds" to abortion
providers or entities affiliated with abortion provision Florida, Ohio, North Carolina
or referral

Directs state funds to reimburse Planned Parenthood
for services if federal funding is blocked

NOTE: *Current bill introduced during the 2017 legislative session; APublic funds from programs such as Breast and Cervical Cancer
Mortality Prevention Act, Violence Against Women Act, HIV/AIDS initiatives, etc.

SOURCE: Kaiser Family Foundation analysis of state legislation; Guttmacher Institute. State Family Planning Funding Restrictions.
February 2017.

Maryland, Nevada*, Connecticut*
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core for safety-net clinics that provide family planning services to the uninsured and other vulnerable

populations. The proposed changes to health care policy under Medicaid and Title X, as well as programmatic
funding cuts currently being discussed at the federal level could have major repercussions for millions of low-
income women that rely on these programs for their family planning care.
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Appendix Table 1: Coverage of Low-Income Women of Reproductive Age, by State, 2015

Estimated Low-Income Women Ages 15-49
Number of Estimated Share of Low- Share of Low-
State Total Women  Number of Low-  nare of Women Income Women Income Women
Ages 15-49 Income Women Who are Low- Covered by Who are
(Thousands) (<200% FPL) Income Medicaid Uninsured
United States 73,944 25,014 34% 39% 21%
Alabama 1,119 400 36% 28% 22%
Alaska 160 39 24% 44% 27%
Arizona 1,555 655 42% 50% 25%
Arkansas 658 257 39% 39% 21%
California 9,423 3,312 35% 48% 15%
Colorado 1,282 334 26% 36% 23%
Connecticut 825 236 29% 36% 19%
Delaware 212 62 29% 50% 10%
DC 201 60 30% 60% 7%
Florida 4,495 1,692 38% 33% 27%
Georgia 2,478 968 39% 37% 32%
Hawaii 304 79 26% 43% n/a
Idaho 367 121 33% 30% 27%
Illinois 2,946 924 31% 46% 14%
Indiana 1,485 524 35% 40% 23%
lowa 675 215 32% 32% 18%
Kansas 650 218 33% 21% 25%
Kentucky 984 383 39% 45% n/a
Louisiana 1,088 431 40% 39% 19%
Maine 271 86 32% 64% n/a
Maryland 1,401 293 21% 43% 16%
Massachusetts 1,575 446 28% 54% 8%
Michigan 2,184 659 30% 49% 13%
Minnesota 1,230 276 22% 43% 12%
Mississippi 691 314 45% 33% 25%
Missouri 1,387 430 31% 25% 27%
Montana 215 77 36% 28% 23%
Nebraska 420 124 29% 31% 22%
Nevada 657 255 39% 34% 23%
ﬂ:‘r'"npshire 285 67 23% 49% n/a
New Jersey 2,075 529 25% 47% 23%
New Mexico 464 203 44% 49% 25%
New York 4,560 1,516 33% 46% 14%
gg:gTina 2,355 892 38% 28% 31%
North Dakota 166 52 31% 30% 16%
Ohio 2,604 922 35% 51% 14%
Oklahoma 885 350 40% 27% 26%
Oregon 924 294 32% 48% 10%
Pennsylvania 2,788 866 31% 46% 17%
Rhode Island 240 81 34% 39% n/a
Sty 1,097 409 37% 35% 22%
Carolina
South Dakota 178 60 34% 27% 27%
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Appendix Table 1: Coverage of Low-Income Women of Reproductive Age, by State, 2015

Estimated Low-Income Women Ages 15-49
Number of Estimated Share of Low- Share of Low-
State Total Women  Number of Low-  nare of Women Income Women Income Women
Ages 15-49 Income Women Who are Low- Covered by Who are
(Thousands) (<200% FPL) Income Medicaid Uninsured
Tennessee 1,504 556 37% 37% 21%
Texas 6,619 2,435 37% 21% 39%
Utah 727 208 29% 26% 25%
Vermont 134 38 28% 36% n/a
Virginia 1,937 548 28% 21% 26%
Washington 1,666 495 30% 54% 16%
West Virginia 381 148 39% 58% 12%
Wisconsin 1,287 438 34% 42% 17%
Wyoming 127 33 26% 24% 21%

NOTES: All data shown are among women ages 15-49, 2015. Low-Income refers to women living at or below 200% Federal Poverty Level (FPL), which was
$40,180 for a family of three in 2015. Some estimates are “N/A” because point estimates do meet the minimum standards for statistical reliability.
SOURCE: Kaiser Family Foundation analysis of 2016 ASEC Supplement to the Current Population Survey, U.S. Census Bureau.
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