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described spending hours or days trying to reach Medicaid 
staff who could aid them in submitting their claims. 
Overall, respondents expressed a sense of futility about 
the process of seeking reimbursement, as the following 
comment suggests: 

“Essentially … you fi ll out the form, and you explain 
the circumstances, and you provide all of the information, 
and then … submit it and then wait for the rejection. And 
when they tell you what the reason for rejection is, then 
you resubmit it and continue to do so until it just is no 
longer worth pursuing, and then you quit!”—Executive 
director, abortion clinic 
�Nonexistent or poor relationship with Medicaid staff. 
Respondents generally described their relationship with 
Medicaid staff as “nonexistent” or “poor,” and said that this 
contributed to the sense of administrative burden. 
Respondents reported not being able to reach Medicaid 
staff or obtain consistent or informed responses to 
 questions. Some encountered antiabortion attitudes from 
claims processors. An abortion clinic administrator 
explained, “When you tell them that you want to verify 
benefi ts for abortion services, … they go, ‘Oh, my God, 
I knew one of these days I’d get a call like this.’ ” In another 
case, when the Medicaid claims reviewer stated that the 
policy did not cover abortions, a respondent who was on 
the clinical support staff* of a hospital replied that in some 
cases it did, and the reviewer repeated it did not. “Whoever 
is reading it doesn’t … think this woman deserves an 
abortion or doesn’t believe in abortion, so they just deny 
the claim,” the respondent noted. 
�Clinicians’ reluctance to sign forms. To fi le a Medicaid 
claim for a patient’s abortion, most respondents reported 
they are required to fi ll out forms certifying that the woman 
is seeking an abortion because of rape, incest or life endan-
germent. Specifi c requirements and forms varied across 
states, and often across providers and Medicaid offi ces 
within states. Respondents in some states reported that a 
patient who has been raped must either provide a police 
report or sign a statement certifying that she was raped but 
cannot provide a police report (which is typically because 
she did not fi le one). In the absence of a police report, 
some clinicians refuse to sign the form. The executive 
director of an abortion clinic explained that the doctor’s 
concern is not about whether women “really were 
raped. … What he’s concerned about is [being] accused of 
Medicaid fraud.”

Respondents also reported that clinicians are at times 
reluctant to sign forms verifying that a pregnancy is life-
endangering. Some Medicaid reimbursement forms require 
a signature from the patient’s primary care provider or the 
physician providing care for the health condition mak-
ing the pregnancy life-endangering; clinicians sometimes 
refuse to sign because they oppose abortion or they fear 
accusations of coercing patients or of Medicaid fraud. 
In one case, described by a hospital’s clinical support 
staff member, a patient’s primary care physician had told 
her that she could not use contraceptives because of her 

health condition, but that she could always get an abortion 
if necessary. When the woman went to the respondent’s 
clinic for a procedure, her primary care physician would 
not sign the necessary forms because, in the respondent’s 
words, he “does not believe in abortion. He told her she’d 
die, but wouldn’t sign the form.” 
�Inconsistent HMO requirements. Respondents identi-
fi ed inconsistent and unclear Medicaid HMO requirements 
as another layer of administrative burden. For example, in 

TABLE 1. Selected characteristics of respondents partici-
pating in in-depth interviews about Medicaid coverage of 
abortion, and of the abortion providers they represented, 
2007–2008

Characteristic No., mean,
 % or cost

RESPONDENT 
Gender
Female 22
Male 3
 
Position
Executive director 7
Physician 4
Administrator 9
Clinical support staff* 5

Mean years in practice  14 (0.5–35)
 
Mean age  45 (26–69)
 
PROVIDER 
Type of provider
Abortion clinic 17
Private physician’s offi ce 3
Nonspecialized clinic 4
Hospital-based clinic 1

No. of abortions provided, past year
<400 3
400–999 5
1,000–2,000 8
2,001–3,000 6
>3,000 2
Missing 1

Upper gestational age limit (weeks)
<13 3
13–16 12
>16–20 3
>20–24 7

Current Medicaid provider
Yes 17
No 8

Median cost of abortion
Medication abortion  $450 ($385–750)
First-trimester surgical abortion  $425 ($270–1,000)
Second-trimester surgical abortion† $900 ($440–5,000)

Median percentage of patients using selected
sources to pay for abortions, past year 
Private insurance 5 (0–60)
Medicaid 1 (0–30)
Out of pocket  75 (36–100)
Abortion fund  10 (0–40)

*Counselors, doctor’s assistants and social workers. †Abortions at 13.6–24 
weeks’ gestation. Note: Figures in parentheses are ranges.

*Clinical support staff comprise counselors, doctor’s assistants and social 

workers.




