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services without
having to obtain a
referral. Twenty-
eight percent of
plans afford wo-
men both options,
leaving only 9%
that make no ac-
commodations at
all for direct ac-
cess. 

All Medicaid
plans require the
enrollee to desig-
nate (or be as-
signed in the ab-
sence of an enrollee
designation) a pri-
mary care provider.
One-third of Med-
icaid plans make no provisions for direct ac-
cess to gynecologic services in addition to
the services available from a woman’s pri-
mary caregiver.

In both commercial and Medicaid plans,
allowing women to select a separate
provider of gynecologic care is the most
common approach taken to ease access to
those services; however, nearly two-thirds
of commercial plans that allow women to
obtain such care without referral limit that
access. Of commercial plans that use the
separate-provider model, 51% limit the
number of visits, generally to one per year.
In addition, 64% of commercial plans using
the separate-provider model allow direct
access only for specific services, most often
routine preventive care.

When we consider both coverage of in-
dividual contraceptive methods and di-
rect access to contraceptive services (in-
cluding plans in which the primary care
provider may be an obstetrician-gyne-
cologist and plans that do not require a
primary care provider), approximately
half of commercial plans allow at least
some direct access to contraceptive ser-
vices (Table 5). The remaining commercial
plans either do not cover the specific ser-
vice or cover the care but do not provide
direct access to contraceptive services
other than those obtained from the
woman’s primary care provider. (Differ-
ences between methods probably result
from differences in coverage; plans are un-
likely to provide direct access to some
covered methods but not to others.) 

Some plans that require enrollees to des-
ignate a primary care provider make pro-
visions for enrollees to obtain certain ser-
vices without involving that provider.
Twenty-one percent of commercial plans
and 36% of Medicaid plans that generally

contracts (not shown). Thus, agencies were
significantly more likely to have contracts
to serve Medicaid enrollees than contracts
to serve commercial enrollees (41% vs.
28%). 

Of all contraceptive services–only con-
tracts, 25% were to hospitals, 17% each to
heath departments and Planned Parent-
hood affiliates and 42% to independent
agencies. No community health center re-
ported a contract solely for the provision of
contraceptive services. Of the managed care
contracts specifically for contraceptive ser-
vices, 15% were to agencies at which con-
traceptive clients make up less than half the
caseload (referred to here as “general” agen-
cies) and 85% were to agencies at which
contraceptive clients make up at least half
the caseload (“dedicated” agencies). 

Although the “dedicated” family plan-
ning agencies are no less likely than the
“general” agencies to have at least some
official affiliation with a managed care
plan, the types of contracts they reported
differ greatly. In all, 48% of “general”
agencies have managed care contracts, in-
cluding 46% that reported contracting for
contraceptive services as part of general
primary care and 2% that reported con-
tracts specifically for contraceptive ser-
vices (Table 4). The “dedicated” agencies
reporting managed care contracts were
about evenly divided between those that
reported primary care contracts including
contraceptive services  (23%) and those
that reported contracts specifically for con-
traceptive services (20%).

Among the “dedicated” family plan-
ning agencies, 33% of hospitals, 20% of
Planned Parenthood affiliates, 19% of in-
dependent agencies and 13% of health de-
partments reported having contracts sole-
ly for contraceptive services. Only
independent agencies were more likely to
have primary care contracts than to have
contraceptive care contracts. 

Direct Access to Services
To what extent are covered services easi-
ly accessible to enrollees? We examined
plan requirements for enrollees to either
obtain care from their primary care
provider or seek that provider’s approval
to obtain care from a different provider.*

Most commercial plans require use of a
gatekeeper to coordinate care; only 20% do
not do so. Thirty-two percent of plans
allow women to designate an obstetrician-
gynecologist as their primary care
provider, while 84% allow women to se-
lect, in addition to their primary care pro-
vider, a provider of gynecologic services
from whom they can receive at least some

require a referral for contraceptive services
nonetheless allow the enrollee to obtain
that referral on a confidential basis direct-
ly from the plan. Seven in 10 commercial
plans and nine in 10 Medicaid plans that
allow direct access to at least some con-
traceptive services indicated that they
would honor a request that the woman’s
primary care provider not be notified of
services obtained through direct access to
another caregiver (data not shown).

Problems in Access to Care
About one in three managed care enrollees
(33% of commercial enrollees and 28% of
Medicaid enrollees) reported encounter-
ing difficulties in obtaining contraceptive
services through their plan (Table 6, page
210). Women aged 18–19 were more like-
ly than older women to report having had
access problems (not shown). 

One of the most common access prob-
lems is waiting time for contraceptive ser-
vices. Thirteen percent of commercial en-
rollees and 7% of Medicaid enrollees
reported waiting at least four weeks. An-
other frequently reported problem involves
choice of providers: Eight percent of com-
mercial enrollees and 13% of Medicaid en-
rollees said they were not allowed to
choose their own provider, even though the
choice of a provider was important to them.

Because copayments may impede low-
income women from seeking care, the fed-
eral Medicaid statute prohibits the impo-
sition of cost-sharing requirements for
family planning services. Nonetheless, 9%
of Medicaid enrollees reported that they

Table 5. Percentage distribution of commercial plans, by whether en-
rollees can obtain contraceptive services without a gatekeeper referral,
according to type of service

Service No referral Referral Service Total
required required not covered

Contraceptive injection 52 27 21 100
Diaphragm 56 27 17 100
IUD insertion 54 27 19 100
IUD removal 56 27 17 100
Natural family planning instruction 56 27 17 100
Implant insertion 52 27 21 100
Implant removal 52 27 21 100
Prescription for oral contraceptives 67 23 9 100
Prescription for emergency 

contraception 42 25 33 100
Tubal ligation 60 33 7 100
Contraceptive counseling only 62 25 13 100
STD testing 71 29 0 100

Notes: Some plans included here allow a woman to select an obstetrician-gynecologist as her prima-
ry care provider or do not require a woman to have a primary care provider. †Ns vary from 51 to 53 be-
cause of differential nonresponse on specific items.

*Almost all enrollees said it is important to them to be
able to choose the doctor or clinic from whom they re-
ceive birth control services, and 38% would prefer to go
to a different provider than the one they see for their gen-
eral medical care.




