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Introduction: Soon after abortion was legalized in the United States in 1973, abortion
opponents began an aggressive push to limit women‘s access to the service. One of the first and most
effective strategies that abortion opponents pursued was advocacy for prohibitions against the use of
public funds for abortion care. Representative Henry Hyde (R-IL), proposed restricting access to
abortion for low income women and, in 1976, the Congress passed what is now known as the Hyde
Amendment.
The Hyde Amendment, which is renewed annually as part of the appropriations process,
prohibits federal Medicaid funding for abortion except when a pregnancy results from rape or incest, or
endangers a woman‘s life. Throughout the history of the Hyde Amendment, the ―rape, incest, and life
endangerment‖ exceptions covered by federal funds have been fiercely debated as part of the struggle
between those trying to restrict abortion access and those trying to expand it.1
While individual states can opt to use state Medicaid funds to cover abortion under a broader
range of circumstances, few currently do. In fact, 32 states and the District of Columbia follow the
federal example and restrict the use of Medicaid funds for abortion to the exceptions allowed under the
Hyde Amendment. Among the 32 states, Iowa, Mississippi, Utah, and Virginia extend state coverage of
abortion to cases of fetal anomaly and Indiana, Utah, and Wisconsin extend abortion coverage to women
when the abortion will prevent long-lasting damage to the woman‘s physical health. South Dakota limits
access to abortion coverage beyond the confines of the Hyde Amendment; in direct violation of federal
law, the state only covers abortion when a woman‘s life is endangered. Finally, 17 states use their own
funds to pay for all or most medically necessary abortions, though most do so by court order and not
voluntarily.2
Restrictions on Medicaid coverage affect a large number of low income women. Medicaid
provides health care coverage to almost 60 million people3 who would otherwise lack access to health
insurance.4 Women make up over two-thirds of the adult population insured by Medicaid, and nearly
two-thirds of women on Medicaid are of reproductive age. With over 20 million adult women enrolled
in Medicaid, the Hyde Amendment has a profound impact on the health and wellbeing of low income
women and their families.5 Most women enrolled in Medicaid are unable to utilize their health insurance
for abortion coverage. This can make it nearly impossible for women to obtain abortion care because a
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first-trimester abortion can cost more than half of what a family at the poverty level lives on in one
month.
Restrictions on Medicaid coverage of abortion are not only an issue of reproductive health but
also of reproductive justice. Abortion funding restrictions disproportionately affect poor women who,
when compared to their higher income counterparts, are more likely to be women of color6 and have
poorer health.7 Documenting the impact of the Hyde Amendment and outlining strategies to improve
Medicaid coverage are critical in order to understand how abortion coverage restrictions affect women
and providers and to identify strategies to improve access to timely and affordable abortion care for
Medicaid-eligible women.
Research Methods: From 2007 to 2011, Ibis Reproductive Health conducted a series of studies
investigating the impact of the Hyde Amendment on women and abortion providers, including: in-depth
interviews with abortion providers at 70 facilities in 15 states about their experiences obtaining
Medicaid reimbursement for abortion care; in-depth interviews with more than 70 low income women in
four states about their experiences obtaining and paying for abortion care; a ―mystery caller‖ survey of
Medicaid staff in 17 states assessing the information staff provide to women seeking abortion coverage.
The methodological details of these studies have been presented in-depth elsewhere and are summarized
in brief below.8-10
Data collection: In the first research project, we conducted interviews with abortion providers
about their experiences handling cases of rape, incest, and life endangerment, and seeking Medicaid and
insurance coverage of abortion for those and other cases. Between 2007 and 2010, we conducted 68 indepth telephone interviews with participants representing 70 facilities that provide abortion services in
15 states. These included interviews with participants in five states where policy stipulates that
Medicaid funding can be used to cover all or most abortions (Arizona, Illinois, Maryland, New York,
Oregon) and in 10 states with restrictions on the circumstances under which Medicaid funding can be
used for abortion (Florida, Idaho, Iowa, Kansas, Kentucky, Maine, Pennsylvania, Rhode Island,
Wisconsin, Wyoming).
Of the 70 facilities included in our analysis, most primarily or exclusively provided abortion
services, and provided between 400 and 3,000 abortions annually. Participants interviewed had an
average of 14 years experience in abortion provision, and most held an administrative role at the facility,
though we also interviewed clinical support staff, counselors, financial managers, and physicians.
Throughout this report we identify abortion provider participants by the type of facility they work in,
their self-identified role at the facility, and the number of years they have been working in abortion care.
To protect abortion providers‘ identities, however, we do not name the state in which they work; in
some states with a small number of providers the participant could be identifiable.
In the second research project, we interviewed low income women about their experiences
obtaining and paying for abortion care, as well as their knowledge and opinions of public funding for
abortion. Between 2010 and 2011, we conducted 71 semi-structured, in-depth telephone interviews with
low income women who obtained abortions in Arizona, Florida, New York, and Oregon. These states
were selected based on our research with abortion providers as we found that these states represent best
and worst case scenarios regarding Medicaid coverage of abortion. Providers reported that women in
Oregon and New York were able to access coverage much more easily and frequently than women in
Arizona and Florida.
Women interviewed in the second study were an average of 30 years of age (range 18-55), most
were single, and had some college education. They reported between one and three abortions; almost
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three-quarters were surgical procedures obtained during the first trimester. Throughout this report we
identify these participants by a pseudonym, their age, and the state that they lived in at the time of their
most recent abortion.
In the third research project, we used a ―mystery caller‖ approach to evaluate whether Medicaid
staff provided accurate information about the availability of and procedures for securing Medicaid
coverage of abortion when a pregnancy is the result of rape or endangers the life of the woman. Over a
two month period in 2010, we called Medicaid staff in the same 17 states where we had previously
recruited abortion providers, and followed a script in which we asked Medicaid staff about the
availability of Medicaid coverage of abortion, and the process for securing it.
Data analysis: The interviews with both the providers and the women were transcribed
verbatim and coded in ATLAS.ti version 5.2 or 5.5 (Scientific Software Development, Berlin, Germany)
with a combination of inductively and deductively developed codes. This allowed for a thematic
analysis of answers to our original research questions, as well as an exploration of emerging themes. We
then selected quotations that illustrated identified themes;we used Excel version 2007 (Microsoft Corp,
Redmond, WA) to summarize demographics, key participant and facility characteristics, and responses
to closed-ended questions.
To analyze data from our mystery caller of Medicaid staff, we first transcribed the content of all
calls and then input all survey responses into Microsoft Excel 2007 in order to calculate summary
statistics. After summarizing our key quantitative findings, we reviewed the transcripts of all calls and
identified illustrative quotations that demonstrated our main findings.
All studies had IRB approval and human subjects measures in place.
Results: Findings from our three research projects provide in-depth data on the systematic
barriers women face in accessing Medicaid coverage of abortion and highlight challenges for providers
who work with Medicaid. Our data also highlight potential opportunities and strategies for implementing
needed change. We have reported on some aspects of our findings elsewhere,8-10and provide synthesized
findings here.
Overall, we found that many women seeking abortion in cases of rape, incest, or life
endangerment do not have the option to use Medicaid for abortion coverage due to challenges enrolling
in and using Medicaid to cover abortion care. Additionally, abortion providers reported that they face a
number of challenges working with Medicaid. We discuss in detail below how each of the challenges
contributes to undesired outcomes for women, and also creates service delivery problems for abortion
providers. We then summarize recommendations from our own and others‘ work, highlighting ways that
abortion providers, women‘s health advocates, and policy makers can improve access to abortion for
low income women who are eligible for Medicaid.
Women Face Difficulties Enrolling in Medicaid and Accessing Abortion Benefits: Many of
the women and abortion providers we interviewed described enrolling in Medicaid as an unduly arduous
process that was a barrier to abortion access for women whose abortions qualified for coverage.
Uninsured women faced challenges enrolling in the insurance program due to confusing eligibility
requirements, complex enrollment procedures, difficulties gathering enrollment documents (such as
birth certificates), and problems finding someone at Medicaid who could answer enrollment questions.
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Further, the multiple managed care organizations (MCOs)a administering Medicaid in many states
appeared to increase women‘s confusion about enrolling in the program. Women had limited
information about the differences between MCOs and were largely unaware of how to choose a plan
that would best fit their needs.
In addition to finding the enrollment process to be complex, women also reported that enrollment
was or had a reputation in their communities of being incredibly time-consuming. After having applied
for Medicaid, some women experienced delays accessing care due to the time it took to process their
application; in several cases women received enrollment verification after they had already obtained
their abortion. For others, the common perception that enrollment in Medicaid is time-consuming was
enough to deter them from enrolling in Medicaid at all.
In some cases, the enrollment process was further delayed due to unanticipated expenses
associated with the Medicaid application, such as costs to call or fax paperwork to the Medicaid
department. These expenses were described as factors that could slow down the application process and
delay women from accessing their Medicaid benefits. One woman described the financial burden of
having to come up with the money to fax her enrollment documents to Medicaid:
If you didn‘t have to go through so much, being hung up on after you give them
[Medicaid] your documents…they ask you to fax, and in Florida, where I am, it‘s $4 a page to
fax to a local number…. All the pages you need can come up to more than $10. No one has like
$50 to just be faxing. And there‘s no like free fax machines (Destiny, age 27, Florida).
Women who successfully navigate the enrollment process often encounter challenges in securing
Medicaid coverage of abortion. Many women are unaware of federal and state policies that determine if
their Medicaid program covers abortion care. In fact, almost none of the women we interviewed had
ever heard of the Hyde Amendment, and few were aware of if, and under what circumstances, their state
Medicaid program covered abortion care. For women living in states where abortion coverage is
available in most cases, this lack of knowledge was a major barrier to accessing Medicaid coverage of
abortion, because they did not know how to access coverage or even to ask about it. For example, one
Oregon woman who learned of the availability of Medicaid coverage in her state after her abortion
reported that―I paid out of my pocket because I wasn‘t aware that they [Medicaid] would do that [cover
abortion], so I think in all I spent like $1,000‖ (Britt, age 23).
For women who did consider Medicaid a source of coverage for abortion, the next hurdle was
getting correct information about what is and is not covered by Medicaid and how to access coverage
when it is available. We found that Medicaid customer service lines were a poor source of information
about the availability of and process for securing abortion coverage. In our mystery caller evaluation of
information provided by Medicaid staff about abortion benefits, many Medicaid staff members provided
inconsistent and incorrect information about the availability of coverage, and implicitly discouraged
women from seeking out coverage by suggesting that women would be unlikely to obtain it, or face
great difficulties securing it.
Furthermore, in our interviews with women, we found that women living in states with Medicaid
restrictions found it particularly difficult and time-consuming to reach someone at Medicaid in order to
obtain accurate information about abortion coverage. One Florida woman, for example, described being
on the phone for a long time and having a hard time getting through to a live person: ―I really hate that
it‘s all automated, and that you don‘t really talk to anybody…. If you have questions, who do you ask?
a

Some people who enroll in Medicaid have to choose a health plan through an MCO. MCOs are health care organizations
that contract with a network of providers to give services to people enrolled in Medicaid. MCOs can differ in the types of
health services that they cover and the amount of providers that accept each plan.
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You call a 1-800 number, and you might get through if you keep trying for a few days‖ (Valerie, age
23).
When unable to receive accurate information from Medicaid about abortion coverage, many
women turn to their abortion providers for information about how to pay for their abortion. While
providers play a key role in educating women about Medicaid benefits, many abortion providers that we
interviewed reported they frequently have trouble obtaining accurate information from Medicaid about
when and if Medicaid coverage is available in the state in which they provide care. One counselor with
nine years of experience working at an abortion clinic in a state where most abortions should be covered
by Medicaid described her own lack of knowledge about abortion coverage, and desire for more
information:
[I know] very little [about Medicaid coverage for abortion in my state], unfortunately,
because we don‘t do much around it. But, I understand that [state] does provide some monies for
provision of services in certain cases. What those specific cases are, or degrees of them, I‘m not
sure.
Lack of knowledge and challenges obtaining accurate information about Medicaid coverage are
not the only barriers women face in their attempts to access abortion benefits under Medicaid. It can also
be difficult for women to find an abortion provider that accepts Medicaid at all, or accepts specific
MCOs as a payment method for abortion care. This can be especially difficult for women living in states
with few abortion providers. A sizeable number of providers explained that they did not accept Medicaid
or specific MCOs because of multiple bureaucratic barriers that providers face (described in more depth
below) which have prompted many to ―give up‖ working with Medicaid altogether. One woman,
enrolled in Medicaid and eligible for Medicaid coverage of abortion, explained the impact of going to a
clinic that did not accept her plan:
The problem with Medicaid is that you have so many plans to choose from and they‘re all so
confusing and not a lot of doctors accept certain plans…. I made the mistake of choosing it [an
MCO]…and I thought it would be just as good and it wasn‘t. No one accepted it. (Lucia, age 25)
Many Abortion Providers Face Challenges Working with Medicaid: Abortion providers
face numerous obstacles when providing women Medicaid-covered abortion care in qualifying cases.
The most common challenge cited by abortion providers we interviewed was the administrative burden
associated with filing claims in order to be reimbursed for care provided in cases of rape, incest, and life
endangerment. Filing a Medicaid claim for abortion care was described by almost all the abortion
providers we interviewed as a frustrating, complex, and paperwork-heavy process that requires
excessive staff time to fulfill. Additionally, the challenges involved with filing claims have only
increased with the proliferation of MCOs. One clinical support staff member with four years of
experience working in a hospital explained:
What I do think is very complicated is we have all these different sub-types of Medicaid
and…it doesn‘t make any sense to me.… Patients can sign up for different types of
Medicaid…and they all have different nuances, but they‘re all under the umbrella of Medicaid. I
don‘t know why and I think that makes things very complicated for our financial people because
they all have different contact people, and they have different eligibility criteria and what not.
Despite the challenges of filing claims, some providers described working tirelessly to do so and
in many cases had to file claims multiple times due to frequent rejections or other problems with the
documentation required to fulfill claims. In fact, in 13 of the 15 states where we interviewed abortion
providers, participants reported considerable difficulty working with Medicaid. On average, 64 percent
of the qualifying claims submitted in the 13 states where providers had difficulty working with Medicaid
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were ultimately rejected. Providers facing frequent rejections said that Medicaid frequently denies
claims for unspecified reasons. One administrator, with almost three decades of experience working at
an abortion clinic, described her confusion about the reasons behind her clinic‘s frequent rejections:
―For some reason they deny coverage for a lot of those people that we bill for. I don‘t know…if that‘s
just what they do…. I‘m not sure of the reasons why we‘re not paid.‖
The rejected claims were those that abortion providers submitted for women seeking abortions in
cases of rape, incest, or life endangerment – the so-called Hyde exceptions which federal policy
mandates should be covered by Medicaid. Providers speculated that part of the reason for the rejections
is due to difficulties proving to Medicaid the circumstances of women‘s abortions. Indeed, abortion
providers reported that it is not always clear how Medicaid -- or the Legislature -- defines rape, and that
women, providers, and Medicaid often have varying definitions of what constitutes rape. The challenges
of verifying if a pregnancy is a result of rape were described by one abortion clinic administrator who
has worked in abortion care for 15 years:
There is…the violent, obviously rape, and then you get into the gray areas, things along
the lines of at a party, date rape, and possibly consensual…. The roofies kind of fall in between
the obviously rape…. You‘ve also got some things with husbands: they‘re estranged, they‘re
married, they‘re living separately, then he comes back and has sex with her, and - it‘s sticky.
Furthermore, some providers reported that Medicaid or particular MCOs require that providers
submit a police report of the rape to verify to Medicaid that the rape occurred. An administrator with
over 30 years of experience working in an abortion clinic explained that ―the state does require a police
report for the Medicaid reimbursement.… If they were Medicaid eligible, and wanted that to cover it,
they would have to provide a police report.‖ In some cases, instead of requiring a police report,
Medicaid allowed for providers to submit a form indicating that in their professional opinion a woman
was raped but that she was unable to report it to the police.
However, lack of clarity about what it means to label a pregnancy as a result of rape made some
abortion providers reluctant to fill out these forms out of concern for what their authorization would
signify. An administrator with 30 years of experience working in 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.‖ Such concerns about Medicaid fraud were common as many
providers stated that they felt Medicaid would use any opportunity to review their records or attempt to
fine providers for fraud. To combat such concerns, some providers required women to submit a police
report to the provider, regardless of whether Medicaid required the report.
Abortion providers also reported that there is no clear medical definition of what constitutes ―life
endangerment‖ and many providers are confused about whose certification of life endangerment is
needed to secure Medicaid coverage of an abortion. One abortion clinic administrator described
concerns about ambiguous definitions of life endangerment that she has been facing for the last 10 years:
We, or possibly another doctor, may believe an abortion is necessary to save the life of a
pregnant woman. Oftentimes, when it goes to Medicaid, they don‘t agree with that assessment….
When you have a woman who needs to have an abortion right away, you can‘t sit and wait for a
week for Medicaid to decide what to do.
Providers also reported that clinicians outside of abortion clinics are reluctant to sign forms
verifying that a pregnancy is life endangering. Some Medicaid reimbursement forms require a signature
from the woman‘s primary care provider or the physician providing care for the health condition making
the pregnancy life-endangering. However, providers reported that some of these clinicians refuse to sign
necessary Medicaid forms because they oppose abortion or because they too fear accusations of
Medicaid fraud. In one case, described by a counselor with seven years of experience at a hospital, a
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woman‘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 approached her
primary care physician about signing the paperwork necessary for Medicaid coverage of abortion, he
refused to sign the form, because, in the abortion counselor‘s words, the primary care physician ―does
not believe in abortion. He told her she‘d die, but wouldn‘t sign the form.‖
The same themes of ambiguous definitions of rape and life endangerment emerged in our
interviews with women. In one example, Tasha, a 37 year-old single mother from Arizona had a heart
condition and was advised by her doctor not to get pregnant because it would endanger her life. When
faced with an unplanned pregnancy, she felt that her only option was termination and sought Medicaid
coverage for the procedure. She explained that: ―I wasn‘t eligible to have this [abortion] covered under
that regulation [Hyde Amendment] because…it was some stupid thing about [the] percentage of my
heart that‘s dead is not enough…. It‘s not life threatening enough for them to cover it.‖
Despite the numerous problems providers had with filing qualifying claims, most said they rarely
seek help from Medicaid staff to resolve questions about current cases or past denied claims due to a
lack of a direct relationship with knowledgeable Medicaid personnel and due to negative experiences
working with Medicaid in the rare cases when they had reached out to them. The experience of one
clinic administrator who sought help from Medicaid exemplifies the challenges to establishing a positive
working relationship with Medicaid likely experienced by many health care providers both in and
outside of clinics. After asking a Medicaid staff person some questions about filing abortion claims, the
administrator said the Medicaid official responded: ‗Some of this stuff is on our website. Why are you
here? Just read the website.‖ However, the administrator had already reviewed the website and
explained that ―there were things that were unclear to me…. We are just trying to understand the system
so that we can utilize it for the health and well being of the client.‖
In addition to these challenges working with Medicaid, providers also reported difficulties
offering women Medicaid-covered abortion care because of ―low and slow‖ reimbursement. Almost all
of the providers said reimbursement rates were lower than the cost of providing care and that filed
claims were processed very slowly. The few providers who were successful in navigating the Medicaid
process and securing reimbursement said that the high administrative costs associated with filing and
following up on claims raised questions of whether it is ―worth it‖ to work with Medicaid. One hospital
physician with nine years of experience in abortion care expressed it this way:
The procedure needs to be reimbursed in a very reasonable way. Now, there are certain
states that they [abortion providers] get reimbursement, and I put that in quotations, because it‘s
not even sufficient to cover the service. So, although they can sort of check it off on the books,
like ―Oh, yes, public aid pays,‖ but, it‘s not nearly enough to make it worthwhile for people to do
those procedures.
Consequences of Challenges Working with Medicaid: The challenges that women and
providers face in their attempts to work with Medicaid affect the ways in which abortion providers
deliver care. Many abortion providers we spoke with had long ago given up on contracting with
Medicaid or filing abortion-related claims, meaning women seeking care at their clinics had to come up
with other means to pay for abortion services. The providers who continued to work within the Medicaid
system reported experiencing considerable frustration and dedicating substantial resources to filing
claims, exposing themselves to potential financial loss. One physician, who had provided abortion care
at clinics for 15 years, explained that despite not being adequately compensated by Medicaid, she feels
compelled to provide needed care to women: ―I think they [Medicaid] get away with it [not reimbursing]
because we‘re so overwhelmed with all the paperwork and everything that we don‘t have time really.
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Usually, you just write it off or you don‘t pursue it, but…we‘re not going to turn someone away.‖
Providing care with little to no financial compensation from Medicaid, however, came at a cost. In a few
extreme cases, providers reported cutting back on staff or cutting staff salaries to compensate for
Medicaid‘s refusal to pay claims or to pay only a small portion of filed claims.
Because of the challenges abortion providers and women face in working with Medicaid, most
Medicaid-eligible women do not have the option to use their insurance for abortion care. This means
that women are forced to find other ways to pay for their abortion. In our interviews with women, many
reported turning to drastic measures to pay for their procedures. Women described taking out payday
loans, delaying bill payments, pawning jewelry, selling drugs, performing sex work, and borrowing
money from friends and family in order to raise money for abortion. As one woman stated:
I had to put off a lot. I sacrificed so much just so I could come up with this money….
Like my light, I had to do payments ‗cause they were about to shut it off ‗cause…my income
was very low. And it was embarrassing…. I had to survive off food boxes too. I would go to the
food bank and get food boxed…but like sometimes toilet paper – it was just little things like that
that were missing and I had to sacrifice real quick.‖ (Malia, age 19, Arizona)
In addition to the financial burden of having to come up with the money to pay for an abortion,
women‘s scramble to secure payment for terminations can lead to delays in obtaining timely abortion
care, preventing women from accessing treatment for life-threatening conditions, and in some cases,
preventing women from obtaining abortion care altogether. One abortion clinic counselor we
interviewed explained how women find themselves in this position:
There are certainly women who have an unwanted pregnancy, and wish to terminate, and
don‘t have the funds to. They may, out of necessity, continue the pregnancy because they don‘t
even have $340 dollars to do the termination at that early stage. I‘ve certainly seen people that
are as much as 20 weeks [gestation], and when we get to that point, our services are jumpin‘ to
roughly $2,000, and if they don‘t have $340, they may not have the $2000.... That might be
financially impossible for the patient to get in a timely manner.
Delays obtaining an abortion or being denied abortion care altogether have a significant impact
on women‘s health and the quality and direction of their lives. In response, abortion providers and
abortion fundsb have stepped forward to help support women in obtaining timely and affordable
abortion services. One physician with 20 years of experience providing care at an abortion clinic
described the collaboration of support from community members to ensure that women can access
abortion services. She said, ―You have caring people that work in this field…. We take the burden of
this state not having Medicaid fund abortion and we rely on donations and our budget and our staff, and
the community to help these women.‖
Rare But Successful Models for Navigating Medicaid: Though the preponderance of our
findings point to the failings of the Medicaid system, we also found that women and providers in a
minority of states have developed systems to overcome barriers to working with Medicaid, and that
Medicaid, when it works, can be a reliable and important source for coverage of a range of reproductive
health services, including abortion.
The majority of the successful models emerged from states where Medicaid covers abortion in
most circumstances and where there is broad and established political support for public funding for
abortion. However, we also found evidence of success in improving the functioning of Medicaid in a
small number of states where abortion is only covered in Hyde-qualifying circumstances. In these states,
b

An abortion fund is a non-profit organization that provides financial assistance to women seeking abortion care. For more
information, visit www.fundabortionnow.org.
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changes to the Medicaid system were sparked by women‘s health advocates and abortion providers who
were frustrated and outraged by the undue burden that bureaucratic Medicaid policies and practices
place on women and abortion providers.
Our findings are consistent with, and expand on, the work of other researchers and advocates
who have implemented strategies to improve women‘s and providers‘ experiences working with
Medicaid. By combining our own findings with the work of other researchers and advocates, we have
developed a number of evidence-based actions that stakeholders can employ in their communities to
reform Medicaid. Looking closely at these identified strategies, we find that there are a number of
effective policy, advocacy, and practice-based strategies that can help improve women‘s access to
timely abortion care. We summarize the strategies briefly below and in Table 1.
We found that interventions to streamline Medicaid enrollment procedures, such as working with
Medicaid to revise and pare down complicated eligibility and enrollment forms and creating multiple
entry points where women can enroll in Medicaid, can improve women‘s experiences with the insurance
program. Furthermore, the development and distribution of educational materials about Medicaid
enrollment and policies on abortion helped to inform women about the availability of coverage and how
to obtain it.
Abortion providers also developed a number of strategies that they implemented in their
individual practices that improved their experiences working with Medicaid. The use of electronic
billing systems, which led to streamlined, consistent, efficient, and relatively simple claims procedures,
improved abortion providers‘ experiences working with Medicaid and their ability to secure
reimbursement in qualifying cases. Other strategies that providers found helpful and could be
implemented in individual practices that provide abortion included developing and maintaining
relationships with Medicaid staff, building savvy billing departments that focus their energies on billing
issues, and encouraging clients to advocate for their own funding if coverage is rejected.
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Table 1. Evidence-Based Action Steps that Advocates, Abortion Providers, and Policymakers Can Implement to Expand Medicaid Coverage of
Abortion
Challenge

Women face
difficulties
enrolling in
Medicaid

Even when
insured, women
face barriers
securing
Medicaid
coverage of
abortion.

Abortion
providers face
challenges
working with
Medicaid to
offer abortion
care.

Potential
implementer
Advocates and
abortion
providers

Action step
Develop and distribute educational materials for women about the Medicaid eligibility and application process; outline what women
can expect when they enroll, and where they can go for support if they have difficulties enrolling.11
Implement local solutions to eliminate financial barriers women experience when applying for Medicaid.12

Advocates,
abortion
providers, and
policymakers

Advocate for women to be able to enroll in Medicaid in multiple places, such as online, at family planning or mobile clinics, and at
locations with extended operating hours.12-13
Work with Medicaid to revise and pare down complicated eligibility and enrollment forms to make them easier to fill out.8-9, 14-16
Call for fewer required proof-of-eligibility documents for enrolling pregnant women in Medicaid, and campaign for presumptive
eligibility and rapid enrollment of pregnant women in Medicaid. 12

Advocates and
abortion
providers

Develop and distribute resources designed to educate women and other stakeholders about federal and state Medicaid policies on
abortion, the information women are required to tell Medicaid when seeking abortion coverage, which MCOs cover abortion, the
procedures for obtaining coverage from Medicaid, and the names of facilities that accept specific MCOs. 12-14, 16-21
Support women in acting as their own advocates, and encourage them to contact Medicaid to determine their benefits, or to find out
why coverage for an abortion has been denied.9

Advocates,
abortion
providers, and
policymakers

Utilize letters, educational materials, meetings, and/or trainings to educate Medicaid and Medicaid MCOs about the circumstances
under which women‘s abortion should be covered according to state and federal policies. 14, 18
Advocate for Medicaid to make information about abortion coverage easily accessible on their website. 13
Work with Medicaid to simplify complicated forms women fill out verifying the circumstances of an abortion, and suggest the removal
of requirements to prove an abortion qualifies for coverage, such as the submission of a police report in the case of rape, or medical
records in the case of life endangerment.8-9, 14

Abortion
providers

Consider using electronic billing systems for filing Medicaid claims, when available, rather than paper-based systems.12, 22
Build relationships with a Medicaid staff person who is knowledgeable about billing procedures for abortion care. 8-9
Invest in building savvy billing departments that can readily maneuver the billing process, develop and implement billing strategies,
and be assertive when negotiating with Medicaid.8-9

Advocates and
abortion
providers

Talk with physicians within and outside of abortion clinics about what it means to sign Medicaid forms indicating a physician certifies
that a woman is seeking an abortion due to rape, incest, or life endangerment. 8, 14

Advocates,
abortion
providers, and
policymakers

Work with Medicaid officials to simplify forms and administrative processes required to submit a Medicaid claims.15
Urge Medicaid to improve reimbursement rates for abortion care. 8-9
Demand that Medicaid provide clear rejection forms that explain claim denials. 9
Advocate for a policy whereby Medicaid has to pay late fees if it does not reimburse abortion providers in a timely manner.12

Policymakers

Support legal and advocacy actions targeted at ensuring Medicaid pays qualifying claims at appropriate reimbursement levels and
provides sustained increases to meet those rates.8-9, 23
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Successful advocacy and policy level actions included both collective legal action and
multi-pronged collaborative efforts. Some abortion providers said they reached out to national
legal advocacy organizations when they first experienced problems working with Medicaid.
Lawsuits brought by legal advocacy organizations on behalf of abortion providers for nonpayment were described as powerful and inspiring actions, often resulting in quick payment on
current claims. However, broad-based, state-level interventions appeared to hold the most
promise for increasing women‘s access to Medicaid coverage. The collaborative efforts of
advocates, abortion providers, and legal experts in some states led to significant improvements
on the ground, as well as at the policy level. In one state, a group came together to implement an
effective statewide program of activities that included simplifying Medicaid claims forms and
creating educational materials that explain when Medicaid should cover abortion care. These
activities built on a previous legal victory to remove burdensome requirements that women
submit paperwork ―proving‖ the circumstances of her abortion (such as a police report in cases
of rape). These strategies are discussed in detail in four Take Action guides that we created to
provide women, abortion providers, advocates, and policymakers with a menu of actions they
can take to help expand women‘s access to Medicaid-covered abortion and reduce providers‘
service delivery challenges.c
Impact of a Well-functioning Medicaid System: In the few states where Medicaid
coverage of abortion functioned well, either due to existing political support for public funding
for abortion, or the efforts of stakeholders who made an unfriendly Medicaid system work better,
women and abortion providers reported satisfaction with the Medicaid system. Women in these
states appeared to experience relatively few barriers to accessing Medicaid or abortion care. In
fact, they reported it was easy to navigate Medicaid enrollment procedures, and that Medicaid
adeptly expedited their applications when they disclosed they were pregnant. For example, Amy,
37, from Oregon, explained, ―When you‘re terminating, they expedite the process ‗cause they
know it‘s very time sensitive…. I only had to have a telephone interview, and then provide the
proof of pregnancy to the worker, and that‘s it.‖ In addition, most women eligible for Medicaid
in these states were readily able to access abortion care benefits and found Medicaid staff
responsive to questions women had about Medicaid enrollment or benefits. My further described
her enrollment experience: ―When you go in to sign up, they ask you if you‘re continuing or
terminating and I just asked them, ‗What if I was terminating?‘ and they just told me it covered
that too.‖
Abortion providers in these states reported facing very few Medicaid-related service
delivery challenges. They described an easy-to-navigate billing process and reported
experiencing remarkably few rejections of qualifying claims. Though there were some notable
exceptions, providers in these states also noted that reimbursement for abortion care was
adequate and timely. Of the reimbursement for abortion services, an abortion clinic administrator
with 20 years of experience said that: ―We do think about the reimbursement rates and want to
make sure that we are not donating those services…but mostly we are happy with it…. The
process works very well for us.‖ In addition, women and abortion providers reported that
Medicaid staff in these states were responsive, helpful, and able to answer questions about
Medicaid enrollment, abortion coverage, and reimbursement for abortion care. We also found
this to be true in our mystery caller evaluation of Medicaid where Medicaid staff in these states
c

For more information about these Take Action guides, please see our website
(http://www.ibisreproductivehealth.org/work/abortion/barriers.cfm).
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were able to more adeptly and correctly answer our questions about when Medicaid covers
abortion care and how to obtain coverage.
Discussion: Medicaid can be a critical source of health insurance for millions of
American women. However, an ill-functioning Medicaid system and federal and state
restrictions on abortion coverage contribute to unequal access to abortion for low-income
women. Our research shows that many women face difficulties enrolling in Medicaid,
contacting Medicaid, learning about abortion care benefits, and ―proving‖ the circumstances of
their abortion to Medicaid – all barriers that can needlessly delay women from obtaining timely
abortion care. We also found that restrictions on the circumstances under which Medicaid covers
abortion can effectively lead to prohibitions on coverage in all cases.
Unable to use their Medicaid to cover abortion care, women struggle to raise the money
needed to cover the procedure, often finding themselves stuck in a cycle of gathering money only
to find that the cost of an abortion has increased because the pregnancy has progressed. Given
that the earlier abortions are obtained, the less expensive, less complicated, and more widely
available they are,24 findings about the delays women experience enrolling in Medicaid and
obtaining abortion care are troubling. More troubling are our findings that requirements to prove
to Medicaid that an abortion is life threatening ―enough‖ can not only delay women from
obtaining care, but may also threaten women‘s health and increase their risk of poor health
outcomes.
Our findings about the devastating impact that the Hyde Amendment can have on women
are consistent with previous research. Indeed, it has been documented that low income women
can be delayed up to three weeks in obtaining an abortion while they seek the money required for
the procedure.25-26 Moreover, a 2009 literature review examining the impact of Medicaid funding
restrictions on abortion found that an estimated 25 percent of Medicaid-eligible women who
would have had an abortion if funding had been available instead carry their pregnancies to
term.27
Of course, bans on abortion coverage do not only affect low income women. As of 2011,
there are a number of policies in place that restrict public funding for abortion for other groups of
women. The Indian Health Service (IHS), responsible for providing health services to Native
American people, limits abortion coverage to cases of rape, incest, and life endangerment.28
Native American women remain subject to these conditions, even when residing in one of the 17
states that offer abortion coverage in most cases. Similar restrictions limit access to abortion
coverage for women in the US military: federal law prohibits the use of Department of Defense
funds for abortion except in cases of life endangerment.29 Like low income women who are
largely prevented from access to abortion coverage under the Hyde Amendment, Native
American women and women in the military often face difficulties accessing abortion care, as
well as abortion coverage in allowable cases.28, 30
Our research also revealed that restrictions on Medicaid coverage of abortion create
service delivery challenges for abortion providers, thus increasing providers‘ reluctance to work
with the public insurance program. Abortion providers who continue to work with Medicaid face
numerous difficulties filing claims in cases of rape, incest, and life endangerment, revealing how
current Medicaid policies and procedures offer little guidance on the circumstances which
qualify for Medicaid coverage and do not empower abortion providers to use their professional
judgment about what is in the best interest of the woman, leading to rejected claims, protracted
―claims wars,‖ and billing disagreements.
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Abortion providers are not unique in facing these challenges working with Medicaid;
nationwide, physicians report reluctance to work with Medicaid largely because of long delays in
reimbursement.31-32 Our findings are consistent with this national trend, although we posit that
abortion providers face heavier bureaucratic requirements, stronger political opposition, and
greater stigma when working with Medicaid than other health service providers.
Given the number of difficulties that abortion providers do face in working with
Medicaid, we were surprised to find that some providers have identified a range of strategies to
improve women‘s access to Medicaid coverage generally and to Medicaid coverage of abortion
specifically. These providers utilized a number of means, including policy mechanisms and
grassroots advocacy strategies, as well as strategies to improve the internal workings of their
individual clinics. Though we found that successful models of working with Medicaid were rare
and often hard won, these models also demonstrate that the public funding system can be made
to meet women‘s abortion care needs in a way that does not overburden abortion providers.
Conclusion: Abortion is a safe and common component of women‘s health care. In
order to protect women‘s health and ensure they can exercise their reproductive rights, all
women should have equal access to abortion care, regardless of their income level. The
documented challenges and successes experienced by women and abortion providers in working
with Medicaid provide evidence about the need for change, as well as insight into some tools
necessary for enacting much needed reforms to the Medicaid system. Strategies employed by
abortion providers and advocates show that while we work to repeal federal and state level
restrictions on abortion coverage in the long term, we can simultaneously take action to remove
some of the obstacles that women and providers currently face in working with Medicaid. It is
our hope that our documentation of the devastating impact of the Hyde Amendment, as well as
strategies for navigating the Medicaid system, will contribute to the chorus of efforts to ensure
timely and equitable access to abortion care for all women.
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