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Introduction and summary

The United States has one of the highest unplanned pregnancy rates among devel-
oped countries.1 Increasing access to contraception helps women plan whether 
and when to have children, resulting in healthier pregnancies and infants. For 
many women, the ideal time to start contraception may be immediately after a 
birth or an abortion. Within Medicaid, however, there are several policy barriers 
that prevent women from accessing highly effective methods of contraception—
long-acting reversible contraception, or LARCs—at these times. 

This report delves into why LARCs can be an excellent choice for women following 
birth and after receiving abortion care but also notes the need for both policymak-
ers and providers to be aware of and sensitive to the history of contraceptive coer-
cion in the United States, especially with regard to women of color. After reviewing 
general barriers to accessing LARCs postpartum and postabortion, this report 
offers specific examples of federal and state action and inaction on this matter. It 
concludes by offering needed legislative and regulatory state and federal policy 
solutions that should be implemented to improve access to LARCs for all women. 
Most of these changes can be implemented independent of any legislative action. 

Postpartum recommendations:

• While many states have begun to improve LARC access, federal guidance direct-
ing how best to promote immediate postpartum placement should be issued to 
create a national standard.

• Independent of any federal action, states should ensure that providers will be 
reimbursed for providing LARCs postpartum.

Postabortion recommendations:

• End federal and state restrictions on funding for abortion care under 
Medicaid, such as the Hyde Amendment, which needlessly complicates the 
billing process for LARCs. 
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• Even without lifting funding prohibitions, federal and state guidance should be 
issued clarifying that LARCs can be provided postabortion without violating 
these prohibitions and how best to do so. 

Training and education recommendations:

• Because of significant provider confusion on who is eligible for LARCs, federal 
and state training programs should be established to improve understanding.

The choice whether to use birth control of any type is a personal one, but these 
changes would help ensure that women have greater access to all of their options 
when making that decision. 
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The need for access 
to contraception

Access to reliable contraception is important for planning safe, healthy pregnan-
cies and children, as well as reducing unintended pregnancies in the United 
States.2 Because of a lack of access to affordable family-planning services, it is 
generally young women, women of color, and those who are low income and less 
educated who experience higher rates of unintended pregnancy and birth.3 Four 
in 10 women of reproductive age have had an unintended pregnancy,4 and many 
have repeat unintended pregnancies.5 Data from the National Survey of Family 
Growth found that women who have already had at least one live birth make up 
61 percent of unintended pregnancies and 75 percent of unwanted births.6 

To help ensure all women can plan if and when to have children, any efforts to 
improve access to contraceptives should highlight the importance of increasing the 
availability of long-acting reversible contraception following a birth or an abortion.

LARCs: An important option

LARCs—which include intrauterine devices, or IUDs, and implants—are highly 
effective methods of nonpermanent contraception.7 

Furthermore, LARCs are considered very safe for immediate placement both 
postpartum and postabortion. Immediate postpartum IUD placement, for exam-
ple, is associated with lower expulsion rates than delayed placement.8 And one 
study of IUD insertion postabortion showed that not only did women who chose 
immediate placement not experience another unintended pregnancy during the 
study, but they also did not present any more adverse conditions than the women 
who delayed contraceptives.9

Once in place, LARC methods are considered the most effective forms of revers-
ible birth control available—20 times more effective than birth control pills.10 
One study specifically examined IUD placement immediately after cesarean 
delivery and found that more women were using an IUD at six months postpar-
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tum—83 percent—compared with women who received an IUD six weeks after 
delivery—64 percent.11 And another recent study showed that the repeat abortion 
incidence for women who received implants immediately postabortion was 3.8 
percent at 24 months compared with 11.6 percent for those using shorter-acting 
methods such as oral contraceptives. At 48 months, only 6.6 percent of implant 
users experienced a subsequent abortion compared with 18.3 percent for those 
using short-acting methods.12 

Recent studies have shown increases in the number of women who choose LARCs 
immediately postpartum and postabortion. This may be, at least in part, because 
LARCs typically have the highest patient satisfaction rates out of all birth control 
options.13 Additionally, LARC usage significantly increased—from 0.4 percent in 
2005 to 7.1 percent in 2013—among the 7.5 million teenagers ages 15 to 19 who 
seek contraceptive services from Title X-funded clinics.14 LARC usage is also related 
to age: Research shows that the odds of a woman choosing a LARC postabortion—
specifically, an implant—increase with decreasing age,15 suggesting that younger 
women are likely to choose LARC methods when presented with the option. 

Yet in spite of these increases, use of LARCs in the United States is still lower 
than that in most developed countries. In some European countries, LARC usage 
represents more than 30 percent of all contraceptive use, while only 10 percent of 
U.S women using contraceptives choose LARCs.16

Counseling and informed consent

Proper counseling can help ensure a woman is aware of all of her contraceptive 
options postpartum and postabortion and can exercise her reproductive rights in the 
way that is best for her. As with any medical procedure, informed consent must be 
the priority in any discussion on LARCs between a medical provider and patient. 

Especially when discussing placement postpartum and postabortion, it is 
extremely important that providers are cognizant of the potential for coercion 
while seeking not to perpetuate damaging stereotypes about women of color, 
low-income women, and those living with disabilities that are an inseparable part 
of the history of forced sterilization and contraception coercion in the United 
States.17 The decision to use contraception of any sort is a personal decision; by 
providing informative and supportive counseling, providers can help women 
make the best decision for themselves on which, if any, contraceptives to use. 



5 Center for American Progress | Helping More Women Access Long-Acting Reversible Contraceptives

When women receive postabortion contraceptive counseling that includes 
information about LARCs, many choose one of these highly effective methods.18 
Among a sample of postpartum women, 38 percent wanted to begin using an 
implant or IUD.19 A survey of patient attitudes postabortion found that 67 percent 
of the patients wanted to leave the appointment with contraception, and 33 per-
cent were interested in a LARC method.20 Another survey found that more than 
one-third—37 percent—said they would use a LARC immediately upon preg-
nancy termination if the option was available to them.21 

Even with the evidence of LARCs’ effectiveness and increased use, however, the 
country still has policy barriers that delay or prevent some women from accessing 
IUDs and implants. 
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General barriers to LARC use 
postpartum and postabortion 

The likelihood of receiving highly effective methods of contraception drops when 
there is a delay in access after a birth or an abortion.22 Medicaid policy must be 
structured to allow a woman to get a LARC during the same visit as her delivery 
or abortion, if she so chooses. Unfortunately, several factors cause delays in a 
woman’s ability to do this. While immediate LARC placement postpartum and 
postabortion is safe and effective, many providers still have misconceptions about 
LARCs that can keep patients from understanding all of their options. And billing 
practices, especially when paired with public funding restrictions on abortion 
care, can further complicate and restrict access. 

Together, these barriers create unnecessary difficulties to providing highly effec-
tive contraceptive methods to women who could benefit greatly from beginning 
them postpartum or postabortion.

Billing practices for postpartum and postabortion care

Since 1972, federal law has required that all state Medicaid programs cover family-
planning services and supplies without cost-sharing for enrolled individuals of 
reproductive age. But states have a great deal of flexibility in how these programs 
are administered and how providers are reimbursed.23 

Generally, when covered by public or private insurance, birth and abortion care 
are billed under their respective codes—codes that frequently include a package 
of services. The high upfront cost of LARCs—which can be more than $700—
makes it financially challenging for many medical professionals to provide these 
methods without guaranteed reimbursement.24 In order to ensure reimbursement 
for LARCs, the expense for the contraceptive needs to be either built into these 
codes or billed separately at the time of placement. 
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For example, most insurers negotiate a single payment amount for births included 
in a Diagnosis-Related Group, or DRG, code that covers labor and delivery ser-
vices, as well as postpartum care that varies based on type of delivery. DRGs are a 
system of classifying hospital cases. Using a DRG code can help simplify pay-
ments by providing hospitals with a lump-sum payment for labor and delivery. 

But such a code does not typically allow facilities to bill separately for other pro-
cedures, drugs, or devices—such as LARCs—provided during the inpatient post-
partum period, creating a barrier to receiving immediate postpartum insertion 
of these costly devices. If a DRG does not include LARC placement and there is 
not a separate billing code for that a provider can use to bill the LARC procedure 
outside of the DRG, reimbursement for placement may be hard to guarantee. For 
example, a DRG code may reimburse a hospital $4,000 for birth care. If a LARC is 
placed postdelivery and there is no separate billing procedure or it is not included 
in the global payment, the hospital cannot receive additional reimbursement for 
the LARC beyond the regular $4,000. As discussed later in this report, either 
adding the costs of LARCs into the code or exploring other strategies to obtain 
prompt reimbursement is a necessary part of improving access to LARCs. 

There are other problems as well. For example, in some state Medicaid programs, 
a LARC must be ordered well in advance of placement in any situation, limiting 
a woman’s ability to choose a LARC on the same day as a delivery or abortion.25 
And some states subject LARCs to prior authorization requirements—and, as 
the Centers for Medicare and Medicaid Services, or CMS, explains, “as part of 
the prior authorization process, [states and/or managed care organizations] 
may question the medical necessity absent failure using another birth control 
method.”26 This delays access and perhaps even results in denial of the device. 

The impact of public funding restrictions on postabortion care

Further complicating matters, billing for LARCs becomes even more complex 
postabortion because of the many state and federal prohibitions on the use of 
public funds for abortion care. The federal government—through the long-
standing Hyde Amendment—only allows federal funding to be used for abortion 
care in narrow circumstances.27 In addition, 32 states follow the federal govern-
ment’s lead.28 Congress also prohibits the District of Columbia from using its own 
revenue to provide abortion care for low-income residents.29 
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Even when abortion care can be billed to Medicaid, inviting the same compli-
cations as explained above, providers who seek to offer LARCs postabortion 
can face confusion stemming from strict federal and state policies that restrict 
Medicaid funding for abortion and create walls of separation between abortion 
care and family-planning services supported by federal funds.30 As in many other 
contexts, these damaging restrictions limit both access to abortion and contra-
ceptive care options.31 

Although providers may seek payment for LARCs inserted postabortion with-
out violating the law, there is a fear that doing so could bring serious legal con-
sequences because of these widespread restrictions.32 This perception problem 
extends past Medicaid as well. 

For instance, clinic activities—such as LARC placement—that are reimbursed 
with funds from Title X, the federal grant program for family-planning services,33 
have to be separate from abortion care. Many states also put additional restric-
tions on their family-planning funds.34 As with Medicaid, these separation policies 
reduce access to LARCs by creating confusion on how to handle reimbursement 
for contraception postabortion. 

Similarly, the 340B Drug Pricing Program can be used by certain safety net pro-
viders to purchase LARC devices from manufacturers at a reduced price.35 But 
because it is a federal program and there needs to be separation between federal 
funds and abortion services, many providers are wary of using these reduced-cost 
devices in any visit related to an abortion procedure—despite the fact that the 
discounts are provided by the manufacturer, not the federal government.36 
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Unfortunately, these misconceptions can have serious implications for access to 
LARCs postabortion. A survey of 173 specialized and broad-based facilities that 
provide abortion care revealed many challenges to incorporating contraceptive 
services into abortion care.42 The specific challenges and their effects on abortion 
providers varied depending on the type of facility and the state Medicaid policy. An 
abortion facility is considered specialized if abortion care makes up more than half 
of its patient services. A majority of abortion procedures take place in these facilities, 
and in the survey, they were less likely to accept insurance for contraceptive services. 
This made LARC methods, which have high upfront costs, less available. When 
facilities did accept insurance for contraceptive services, they were more likely to 
have LARC methods and offer immediate placement after an abortion procedure. 

Further demonstrating the damaging effects of restrictions on public funding, 
another major cause of variation was whether the facility was located in a state that 
accepts Medicaid for abortion care. At the time of the survey, 15 states allowed 

The 340B Drug Pricing Program 

The Health Resources and Services Administration created the federal 340B Drug Pricing 

Program in 199237 to provide facilities that treat a large number of uninsured and vulner-

able people with discounted prescription outpatient drugs. Manufacturers participating 

in Medicaid must provide eligible health care facilities and covered entities with dis-

counted drugs, reducing the costs for providers.38 The discounts under the 340B program 

are provided by the manufacturer of the drug itself, not the federal government.39 

Outpatient drugs eligible for the  

program include:

• Food and Drug Administration, or FDA, 

approved prescription drugs

• Prescribed over-the-counter drugs

• Prescribed biological products,  

excluding vaccines

• FDA-approved insulin40

Only nonprofit organizations with specific 

federal designations or funding are  

eligible for the program, including:

• Federally Qualified Health Centers

• Ryan White HIV/AIDS Program grantees

• Medicare/Medicaid Disproportionate 

Share Hospitals

• Children’s hospitals

• Other safety net providers and  

specialized clinics41
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state funding for all or most medically necessary abortions and almost half of the 
facilities sampled were in one of those states. Only 54 percent of facilities in states 
that could not accept Medicaid for abortion took insurance for contraception 
compared with 92 percent in Medicaid-accepting states. 

Education and training for providers

Providers would not only benefit from a better understanding of the reimbursement 
complexities for postabortion LARC placement because of funding restrictions. 
They also need a better understanding of the safety and benefits of LARCs generally. 

Misconceptions exist even among family-planning professionals about IUDs and 
implants, especially with regard to providing IUDs to young women and women 
who have never given birth. Often, barriers to LARC access also are the result of a 
lack of knowledge among providers about the safety and efficacy of IUD insertion 
postpartum and postabortion.45 

A 2014 study cited in a Kaiser Family Foundation report46 found that less than 
half—46 percent—of the 1,150 OB-GYNs surveyed said an IUD could be placed 
immediately after birth.47 Meanwhile, only one-fifth—20 percent—said IUDs 
could be inserted immediately postabortion,48 and less than half believed IUDs 
were appropriate for teenagers.49 Yet a recent study also shows that even a few 
hours of training can result in an increase in access.50 

Private insurance

While not the focus of this report, women with private insurance can also face barriers 

to accessing LARCs postpartum and postabortion. Private insurance is not exempt from 

the complex and sometimes confusing billing practices explained here that limit access 

to LARCs for women who receive their insurance through Medicaid. Perhaps even more 

concerning, a growing number of states have banned coverage of abortion in both 

private and public insurance plans,43 leading to additional barriers. If federal and state 

governments improve their policies regarding LARC insertions, access would not only 

increase for a large number of women, but such policies also would signal to private 

insurers the need to, and how to, change contraceptive reimbursement.44
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The scope of providers who receive training should not be restricted to OB-GYNs. 
As medical care providers for the majority of teenagers, primary care clinicians 
and pediatricians should also have proper training about LARCs.51 All contracep-
tive methods are safe for teens, and one of the main advantages of LARC methods 
for this subgroup is that teenagers have a higher than typical failure rate for meth-
ods that are user dependent.52 Although the rate of teen births has declined over 
the past few decades, it is still an area of concern because one in five unintended 
teen births is a repeat birth.53 And these pregnancies among teen mothers also 
tend to have shorter interpregnancy intervals, which can lead to preterm births.54 
Postpartum LARC use could reduce the rate of repeat pregnancy and support 
healthy spacing of pregnancies. 



12 Center for American Progress | Helping More Women Access Long-Acting Reversible Contraceptives

Federal and state 
action on LARC access

Both the federal government and states have taken steps to improve access to 
LARCs postpartum, but too little attention has been paid to improving access to 
LARCs postabortion. At the same time, some states have begun to implement 
training programs to help providers become more aware of the benefits of LARCs 
and how to bill for them. 

Postpartum 

Improvements are being actively undertaken by both the federal government and 
states, but there is no set standard that could be considered a national benchmark. 

Federal action 

In 2014, the Centers for Medicare and Medicaid Services and the Children’s 
Health Insurance Program, or CHIP, Maternal and Infant Health Initiative 
endorsed “timely and convenient access to LARCs” postpartum.55 Key goals of 
the initiative are to reduce unintended pregnancy and increase the use of highly 
effective contraceptives.56 LARCs are an important tool to accomplish these goals 
and to promote pregnancy planning and spacing. Recently, CMS highlighted 
state action to improve Medicaid billing for LARC services and noted the varying 
approaches currently being undertaken to achieve this goal.57 

State action

At least 20 states—Alabama, California, Colorado, Connecticut, Delaware, 
Georgia, Illinois, Indiana, Iowa, Louisiana, Maryland, Missouri, Montana, New 
Mexico, New York, Ohio, Oklahoma, South Carolina, Texas, and Washington—
and the District of Columbia have issued guidelines to improve Medicaid 
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reimbursement of LARC placement immediately after birth.58 These changes 
are perhaps in part due to increasing awareness that Medicaid policy affects the 
majority of births in the United States. In 2010, Medicaid covered 51 percent of 
all births and 68 percent of health care related to unplanned births.59 For example, 
the Georgia Department of Public Health altered its Medicaid reimbursement 
guidelines in 2014 because officials determined that postpartum LARCs could 
improve the morbidity and mortality of mothers and infants by promoting healthy 
spacing between pregnancies. These officials also hope to reduce the high rates of 
unintended teen pregnancy and repeat pregnancy in the Medicaid population.60 

Many states are changing their Medicaid policies so that the cost of a LARC is 
bundled into the hospital’s cost of delivery. This approach has found favor in a 
diverse set of states, including Alabama, Delaware, New York, and Texas.61 

Other states have undertaken different approaches, such as raising payment rates 
to providers for all contraceptives, including LARCs, to incentivize providing 
the full range of methods; removing barriers to supply management of LARC 
devices—for example, addressing stocking and disposal costs; and removing 
administrative barriers such as preauthorization for provision of LARC visits and 
LARC procedures on the same day.62

Despite improvements, some state Medicaid policies continue to directly restrict 
access. In Missouri, for example, to receive reimbursement from Medicaid for 
LARCs, a provider has to order the device from a pharmacy in a patient’s name. 
It can take several days for the device to arrive and, because it is ordered for a 
specific patient, if the patient does not return for placement, the device cannot be 
used for anyone else.63 If the patient knows she wants a LARC method prior to 
birth or obtaining abortion care, the device can be ordered in advance and pos-
sibly arrive in time for immediate placement after birth or the abortion procedure. 
However, women often select contraceptive methods after the procedure and then 
do not return for the LARC insertion after the device has been ordered. This pol-
icy is meant to protect Medicaid and providers from paying for high-cost LARC 
devices upfront, but it restricts options for same-day comprehensive contraceptive 
care and is inefficient for providers and patients.64 

Illinois previously had a pharmacy system for ordering LARC devices that was 
similar to Missouri’s, but the state changed its procedure after realizing it was los-
ing money from patients who never had their device inserted.65 Thus, the Illinois 
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Department of Healthcare and Family Services changed the procedure to buy 
and bill: The provider buys the device and then bills the insurer once it has been 
inserted. In addition, a 2014 family-planning action plan outlined initiatives to 
alleviate providers’ financial concerns.66 

Postabortion 

Even in states where abortion care is covered under Medicaid programs, bill-
ing challenges similar to those described in the postpartum context are likely 
to arise for postabortion care as well. Furthermore, no federal or state initiative 
has focused on improving access to LARCs postabortion in the same way as for 
postpartum care. Yet privately funded programs have shown how effective such 
programs can be. And unfortunately, even when states do not restrict abortion 
care coverage, provider concern over federal prohibitions remain. 

Privately funded state programs

While filling an important void, the privately funded programs that provide 
LARCs to women postabortion are not a solution across the county. They do, 
however, demonstrate how helpful expanded access could be for women. 

A New York City pilot study examined the difference in outcomes for women 
who had immediate access to contraceptives after abortion compared with those 
who faced delays.67 Researchers followed two groups of Medicaid-eligible women 
for a year after having a first trimester abortion. One group received comprehen-
sive contraceptive care, including LARC placement or Depo-Provera injections, 
during their abortion visit, while the other group had to come back for an addi-
tional visit to get an IUD, implant, or injection. Neither group had to pay for their 
contraception, but the group that had immediate access saw an increase in LARC 
use—46 percent versus 11 percent—and a decrease in repeat pregnancies. These 
one-year results are positive and telling, and the researchers expect these trends to 
continue beyond the observed period because LARC methods remain effective 
for 3 years to 10 years.68

Another effort to promote LARCs includes the Contraceptive CHOICE Project 
through the Washington University in St. Louis and an anonymous foundation.69 
The project studied the use of LARCs and their effects on the rate of unintended 
pregnancies in the area. Women seeking abortion care were a special popula-
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tion studied in the program and were recruited at area facilities where abortions 
are provided.70 In the project, 3,410 women with a recent history of abortion 
received no-cost contraception, with 937 receiving contraception on the same 
day as the abortion procedure.71 Women with a recent history of abortion 
were more likely to have a history of repeat unintended pregnancies and were 
more likely to choose a LARC method—84.5 percent versus 72.9 percent.72 
Additionally, women with the immediate placement option after an abortion had 
high continuation rates that were similar to those that did not have immediate 
placement—81.5 percent versus 82.8 percent.73

State abortion restrictions’ relationships to LARCs

As noted above, unlike Medicaid solutions to postpartum LARC access, postabor-
tion access to LARCs is affected by state abortion laws and restrictions. 

Colorado Family Planning Initiative

The Colorado Family Planning Initiative gained national attention for making IUDs and 

implants more accessible to low income and uninsured women.74 The Colorado Depart-

ment of Public Health and Environment reports that since 2008, more than 30,000 

women have been able to choose a LARC method because of the program.75 There has 

been a particular focus on providing effective contraceptives to teen mothers, and the 

state found that the vast majority of teen mothers who received a postpartum LARC 

did not have another pregnancy within two years.76 The state rates of unintended 

pregnancy, repeat pregnancy, and abortion have all declined, which has also resulted in 

Medicaid savings.77

The original grant funding ended at the start of July 2015. Several organizations and 

foundations, however, pledged $2 million to keep the program solvent, and the state’s 

fiscal year 2017 budget increased investment in family-planning services, recognizing 

the success of the program.78
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Missouri 

Missouri’s extensive abortion restrictions create significant barriers to access to 
abortion care for women, including a 72-hour waiting period between abortion 
counseling and the actual procedure and very limited insurance coverage of 
abortion.79 Together, these policies have a unique impact on the availability of 
LARC methods postabortion. 

In Missouri, both public and private insurance cover abortion only in limited 
cases: life endangerment of the mother for private coverage—unless a separate 
rider is purchased—and life endangerment, rape, and incest for public coverage.80 
While this creates a financial burden for most women seeking an abortion by 
forcing them to pay out of pocket for the procedure, this prohibition can simplify 
the billing procedure for LARCs. Because the abortion procedure cannot be 
billed to insurance in most cases, normal—as in entirely separate, as if the abor-
tion did not occur—billing procedures for LARCs can be followed for women 
with private contraceptive coverage, allowing the patient to get a LARC immedi-
ately postabortion. Medicaid and Title X funds can also be used the same day for 
women without health insurance to reduce the cost of the device and procedure. 
Thus, for states with these unfortunate insurance restriction policies, there is at 
least the opportunity to provide comprehensive contraceptive care on the same 
day as an abortion. At the same time, the provider and patient still must adhere 
to Missouri’s prescribing requirements described above, which delay access to 
LARCs for both postpartum and postabortion care.

But providers are still concerned about using devices that are purchased at 
reduced rates through the 340B program. While the procedure for LARC place-
ment can be billed as a separate visit from the abortion procedure, providers 
worry that they may face scrutiny in how they use federal funds. So while there 
are often opportunities for women who want a LARC method after an abortion to 
receive one—including women covered by Medicaid—there may be financial and 
political fears that keep providers from administering comprehensive care.

New York

New York, a state with relatively few abortion restrictions,81 has made efforts to 
increase the availability of all contraceptive methods postabortion. However, there 
are still knowledge gaps among providers and patients that hurt access. For both 
Medicaid and private insurance, LARC insertion can be billed the same day as an 
abortion as separate procedures on the same claim. The device itself is purchased 
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by the provider and then billed to the insurer. But while billing LARC methods 
in New York immediately after an abortion is relatively straightforward, a lack of 
knowledge among providers and patients is still a barrier. For providers, there can 
be misunderstandings about who is eligible for LARCs and, as with postpartum 
care, how to bill insertion on the same day. 

Furthermore, many clinics still do not use LARC devices purchased through the 
340B program or with Title X funds, as this practice may appear to violate the 
strict separation of federal funds and abortion services. So while Medicaid and 
most private insurers allow for same-day insertion, the provider often purchases 
the devices at full price.82 Some clinics may have the experience and infrastructure 
to work with the different plans and have a stock of full-price devices, but many 
women are still without all contraceptive options after an abortion.

Education and training for providers 

Underpinning provider confusion on both postpartum and postabortion LARC 
insertion is a lack of training programs. Despite federal support of increased access 
to LARCs generally, as of this writing, there are no known federal initiatives to 
increase provider understanding of LARCs postpartum and postabortion—a 
deficiency that must be addressed. 

Focusing only on postpartum care, however, one recent innovative state model out 
of Delaware demonstrates an approach more states could take to improve provid-
ers’ general understanding of LARCs. Recognizing “misunderstandings about 
medical eligibility that deprives women of same-day access to the full range of 
options,” Delaware recently announced a first of-its-kind public-private partner-
ship with Upstream USA to increase provider awareness of LARCs.83 The program 
will provide training and advice to health centers across the state. The initiative has 
raised millions of dollars from philanthropic sources, while the state has reallocated 
about $1.75 million from the Delaware Division of Public Health budget for the 
project. The state estimates that by the end of 2017, more than 200,000 women will 
have access to the full range of contraceptive methods because of the program.84
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Policy recommendations

While both federal and state improvements have increased access to postpartum 
LARC services, these efforts can be strengthened and expanded. In order to 
ensure that women can access postabortion LARC insertion, however, more sig-
nificant changes must occur. In addition, both the federal government and states 
can improve provider understanding of LARCs. 

Postpartum recommendations

Improvements in postpartum care could largely be accomplished through regula-
tion and would not necessitate legislation. 

Federal 

Improve federal guidance on immediate postpartum placement

CMS should strengthen and issue guidance that ensures providers are able to eas-
ily bill for immediate LARC services postpartum. Ideally, CMS should issue guid-
ance directing states to bundle LARC costs into delivery and labor services, as is 
currently being done in many states. Regardless of the approach, this guidance 
should represent best practices for billing for LARCs on the same day as delivery. 
By doing so, a national standard could be established to help increase provider 
knowledge and continuity of care.

A first step toward issuing such guidance could begin with a review of state initia-
tives—last completed in April 201685—to identify the most effective programs. In 
order to ensure that women are able to access LARCs on the same day as a birth 
or an abortion, the guidance should not be limited to how to handle simultaneous 
billing: States must prohibit practices that cause delays in receiving LARCs, such 
as prior authorization for LARCs or being required to order a LARC in advance of 
a birth or an abortion in order to access it on the same day. 
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State

Build on other states’ examples in expanding postpartum LARC access

Regardless of any improved guidance or requirements from the federal govern-
ment, states can continue to expand their own efforts, as many states and the 
District of Columbia have already begun to do. As on the federal level, states 
should ensure that the cost of LARCs is bundled into labor and delivery services, 
though there are other strategies currently being undertaken that states could 
incorporate into their guidance as well.

Postabortion recommendations

While the changes needed to ensure postabortion LARC access are more sweep-
ing than the changes needed for postpartum care, some smaller changes to policy 
could help improve access as well. 

Federal

End the Hyde Amendment

Congress should eliminate federal funding restrictions on abortion care. Doing so 
would do a great deal to ease provider confusion over the role of federal programs 
and LARC insertion. 

Issue clarifying guidance on federal funding for LARC access postabortion 

Even if funding restrictions stay in place, CMS should issue guidance supporting 
LARC access immediately postabortion, while also explaining how billing can be 
done without violating the Hyde Amendment. This guidance, in order to ease pro-
vider confusion, should also make clear that LARC devices purchased through the 
340B program or with Title X funds do not trigger federal prohibitions on using 
public funding for abortion care. 

State 

End state funding restrictions for abortion

Even if the Hyde Amendment were eliminated, state restrictions—such as those 
in more than half of U.S. states—would continue to complicate care. States should 
eliminate these prohibitions.
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Issue clarifying guidance on state funding for LARC access postabortion 

State health departments should issue guidance clarifying that billing for LARC 
insertion postabortion does not violate the state restrictions on Medicaid, along 
with guidance explaining how best to do so without violating these funding 
prohibitions. As with federal guidelines on the Hyde Amendment and LARC 
placement, this clarification would do much to improve provider understanding 
of patient eligibility. 

Education and training recommendations

In addition to the above, federal and state governments should increase provider 
awareness and knowledge of LARCs and their use in postpartum and postabor-
tion settings. Doing so would help ensure that LARCs are discussed more fre-
quently, earlier, and with appropriate sensitivity.

Establish a federal pilot program for education and training on LARCs

The secretary of health and human services should establish a federal pilot 
program using funds from the Center for Medicare and Medicaid Innovation—
which can authorize models to address “deficits in care leading to poor clinical 
outcomes”86—to test the effectiveness of different types of training programs 
on LARCs and the benefits of immediate postpartum and/or postabortion 
placement. The results of this program could then inform other federal and state 
training initiatives. 

Establish state programs for education and training on LARCs

No matter whether the federal government acts to improve provider training 
programs, states should do their part by providing funds for state-run training 
programs through appropriate legislation or regulation. Delaware’s public-private 
partnership could serve as a helpful model for states concerned with costs. 
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Conclusion

LARCs have proven to be highly effective, reliable, and cost-efficient meth-
ods of contraception, yet many women do not have immediate access to them 
postpartum and postabortion. While LARCs may not be the choice of every 
woman—and no one should ever be coerced into using a contraceptive they do 
not want—increasing their availability will help ensure that all women are able to 
exercise their reproductive rights. 

Given the high percentage of unplanned births in the United States and the 
nation’s high rates of maternal and infant mortality—as well as the fact that the 
best pregnancy and birth outcomes result from well-planned pregnancies—it is 
critical that all women have timely access to the contraceptive method of their 
choice. With proper counseling, choosing immediate LARC placement after a 
birth or an abortion can be an effective, convenient way to help patients prevent 
unintended pregnancies. 

While more sweeping legislation that eliminates restrictions on public funds for 
abortion would be desirable, many obstacles to LARC access can be overcome 
through relatively simple policy changes at the federal and state levels. 

Beyond the benefits of reducing rates of repeat unintended pregnancy, women want 
comprehensive contraceptive care after pregnancy and abortion. Policymakers and 
providers must ensure that all women have access to every option. 



22 Center for American Progress | Helping More Women Access Long-Acting Reversible Contraceptives

About the authors

Maggie Jo Buchanan is the Associate Director of the Women’s Health and Rights 
Program at the Center for American Progress. Before joining the Center, Buchanan 
served as a senior legislative assistant for Rep. Lloyd Doggett (D-TX), where she 
handled health care, education, Social Security, and the congressman’s work as 
the ranking member of the House Ways and Means Subcommittee on Human 
Resources. During her time on the Hill, Buchanan advanced several of her office’s 
legislative priorities into law. Previously, she led NARAL Pro-Choice America’s 
policy work on young women, women in the military, and crisis pregnancy centers. 
She has also worked for a gubernatorial campaign, Sen. Barbara Mikulski (D-MD), 
the Texas Democratic Party, and the Center for Women in Law.

Buchanan has presented and published on a variety of topics related to women’s 
rights, including reproductive health, criminal justice, interpersonal violence, 
and Title IX. For the past six years, she has been a volunteer on a legal hotline for 
pregnant minors in Texas.

Donna Barry is the former Director of the Women’s Health and Rights Program. 
She is a nurse practitioner and, before her time with the Center for American 
Progress, served as the advocacy and policy director at Partners In Health, or 
PIH, and is appointed as a researcher at the Division of Global Health Equity, or 
DGHE, at Brigham and Women’s Hospital in Boston. She led PIH’s advocacy and 
policy efforts related to health and hunger, socioeconomic development in Haiti, 
increased funding for global health, maternal mortality, tuberculosis, and health 
system strengthening. She has participated in briefings and hearings in the U.S. 
House of Representatives on Haiti debt relief; multi-drug-resistant tuberculosis, 
or MDR-TB; and reproductive health. Previously, she led the Partners In Health 
project to treat MDR-TB in Russia and was co-director of PIH’s women’s health 
programs in Haiti. She now resides in Boston. 



23 Center for American Progress | Helping More Women Access Long-Acting Reversible Contraceptives

Acknowledgments

The authors would like to extend their deepest thanks and appreciation to the cli-
nicians and administrators who spoke with them from Missouri, Illinois, and New 
York. In addition, they would like to thank Alicia Luchowski from the American 
Congress of Obstetricians and Gynecologists for key edits and advice, Julisa 
McCoy for research assistance, and Kendra Smale for work on the report as well

In addition, the authors would be remiss without warmly acknowledging former 
intern Julia Rugg, without whose invaluable assistance this report would not exist.



24 Center for American Progress | Helping More Women Access Long-Acting Reversible Contraceptives

Endnotes

 1 Susheela Singh, Gilda Sedgh, and Rubina Hussain, 
“Unintended Pregnancy: Worldwide Levels, Trends 
and Outcomes,” Studies in Family Planning 41 (4) 
(2010):241–250.

 2 Brooke Winner and others, “Effectiveness of Long-
Acting Reversible Contraception,” The New England 
Journal of Medicine 366 (21) (2012): 1998–2007; Aileen 
M. Langston, Sophie L. Joslin-Roher, and Carolyn L. 
Westhoff, “Immediate Postabortion Access to IUDs, 
Implants and DMPA Reduces Repeat Pregnancy within 
1 year in a New York City Practice,” Contraception 89 (2) 
(2014): 103–108.

 3 Lawrence B. Finer and Mia R. Zolna, “Shifts in Intended 
and Unintended Pregnancies in the United States, 
2001-2008,” American Journal of Public Health 104 (1) 
(2014): S43–S48. 

 4 Susan A. Cohen, “Repeat Abortion, Repeat Unintended 
Pregnancy, Repeated and Misguided Government Poli-
cies,” Guttmacher Policy Review 10 (2) (2007), available at 
http://www.guttmacher.org/pubs/gpr/10/2/gpr100208.
html.

 5 Ibid.

 6 Joseph E. Potter and others, “Unmet Demand for Highly 
Effective Postpartum Contraception in Texas,” Contra-
ception 90 (5) (2014): 488–495. 

 7 The American Congress of Obstetricians and Gynecolo-
gists, “Frequently Asked Questions: Long-Acting Revers-
ible Contraception (LARC): IUD and Implant” (2016), 
available at http://www.acog.org/Patients/FAQs/
Long-Acting-Reversible-Contraception-LARC-IUD-and-
Implant#LARC.

 8 The American Congress of Obstetricians and Gynecolo-
gists, “Committee Opinion: Adolescents and Long-
Acting Reversible Contraception: Implants and Intra-
uterine Devices” (2012), available at http://www.acog.
org/Resources-And-Publications/Committee-Opinions/
Committee-on-Adolescent-Health-Care/Adolescents-
and-Long-Acting-Reversible-Contraception.

 9 Ahmed El-Tagy and others, “Safety and Acceptability 
of Post-Abortal IUD Insertion and the Importance of 
Counseling,” Contraception 67 (3) (2003): 229–234; The 
American Congress of Obstetricians and Gynecologists, 
“Committee Opinion: Adolescents and Long-Acting 
Reversible Contraception: Implants and Intrauterine 
Devices.”

 10 The American Congress of Obstetricians and Gynecolo-
gists, “Frequently Asked Questions: Long-Acting Revers-
ible Contraception (LARC): IUD and Implant.”

 11 Catherine Saint Louis, “With New Study, New Moth-
ers Seeking IUDs Are No Longer Urged to Wait,” The 
New York Times, June 8, 2015, http://www.nytimes.
com/2015/06/09/health/study-backs-iuds-for-new-
mothers-with-no-waiting.html?_r=0. 

 12 SB Rose and others, “Immediate Postabortion Initiation 
of Levonorgestrel Implants Reduces the Incidence of 
Births and Abortions at 2 Years and Beyond” Contracep-
tion 92 (1) (2015): 17–25. 

 13 Jeffrey F. Peipert and others, “Continuation and Satisfac-
tion of Reversible Contraception,” Obstetrics & Gynecol-
ogy 117 (5) (2011): 1105–1113. 

 14 Lisa Romero and others, “Vital Signs: Trends in Use of 
Long-Acting Reversible Contraception Among Teens 
Aged 15-19 Years Seeking Contraceptive Services – 
United States, 2005-2013,” Morbidity and Mortality 
Weekly Report 64 (13) 2015: 363–369.

 15 Sally B. Rose, Susan M. Garrett, and James Stanley, 
“Immediate Postabortion Initiation of Levonorgestrel 
Implants Reduces the Incidence of Births and Abortions 
at 2 Years and Beyond,” Contraception 92 (1) (2015): 
17–25.

 16 Mieke C.W. Eeckhaut, Megan M. Sweeney, and Jessica 
D. Gipson, “Who Is Using Long-Acting Reversible Con-
traceptive Methods? Findings from Nine Low-Fertility 
Countries,” Perspectives on Sexual and Reproductive 
Health 46 (3) (2014): 149–155.

 17 Lisa Ko, “Unwanted Sterilization and Eugenics Programs 
in the United States,” PBS, available at http://www.pbs.
org/independentlens/blog/unwanted-sterilization-and-
eugenics-programs-in-the-united-states/ (last accessed 
May 2016). 

 18 Melissa Keene and others, “Effect of Previous Induced 
Abortions on Postabortion Contraception Selection,” 
Contraception 91 (5) (2015): 398–402.

 19 Jennifer H. Tang and others, “Characteristics Associated 
with Interest in Long-Acting Reversible Contracep-
tion in a Postpartum Population,” Contraception 88 (1) 
(2013): 53–57.

 20 Megan L. Kavanaugh, Elizabeth E. Carlin, and Rachel 
K. Jones, “Patients’ Attitudes and Experiences Related 
to Receiving Contraception During Abortion Care,” 
Contraception 84 (6) (2011): 585–593.

 21 Rachel E. Stacey and Angela Dempsey, “The Influence 
of Trust in Health Care Systems on Postabortion Contra-
ceptive Choice,” Contraception 92 (5) (2015): 458–462. 

 22 Health Management Associates, “Medicaid Reimburse-
ment for Immediate Post-partum LARC” (2013), avail-
able at https://www.acog.org/~/media/Departments/
LARC/HMAPostpartumReimbursmentResource.pdf; 
Ann M. Stanek and others, “Barriers Associated with 
the Failure to Return for Intrauterine Device Insertion 
Following First-Trimester Abortion,” Contraception 79 (3) 
(2009): 216–220.

 23 National Health Law Program and others, “Intrauterine 
Devices and Implants: A Guide to Reimbursement,” 
April 6, 2016, available at http://larcprogram.ucsf.edu/.

 24 Abigail R.A. Aiken and others, “Global Fee Prohibits 
Postpartum Provision of the Most Effective Reversible 
Contraceptives,” Contraception 90 (5) (2014): 466–467. 

 25 Personal communication with Colleen McNicholas, 
assistant professor, Washington University School of 
Medicine in St. Louis, March 25, 2015.

 26 Centers for Medicare and Medicaid Services, “CMCS 
Informational Bulletin: State Medicaid Payment Ap-
proaches to Improve Access to Long-Acting Reversible 
Contraception” (2016), p. 3, available at https://www.
medicaid.gov/federal-policy-guidance/downloads/
cib040816.pdf.

 27 American Civil Liberties Union, “Public Funding for 
Abortion,” available at https://www.aclu.org/public-
funding-abortion (last accessed May 2016). 

http://www.guttmacher.org/pubs/gpr/10/2/gpr100208.html
http://www.guttmacher.org/pubs/gpr/10/2/gpr100208.html
http://www.acog.org/Resources-And-Publications/Committee-Opinions/Committee-on-Adolescent-Health-Care/Adolescents-and-Long-Acting-Reversible-Contraception
http://www.acog.org/Resources-And-Publications/Committee-Opinions/Committee-on-Adolescent-Health-Care/Adolescents-and-Long-Acting-Reversible-Contraception
http://www.acog.org/Resources-And-Publications/Committee-Opinions/Committee-on-Adolescent-Health-Care/Adolescents-and-Long-Acting-Reversible-Contraception
http://www.acog.org/Resources-And-Publications/Committee-Opinions/Committee-on-Adolescent-Health-Care/Adolescents-and-Long-Acting-Reversible-Contraception
http://www.nytimes.com/2015/06/09/health/study-backs-iuds-for-new-mothers-with-no-waiting.html?_r=0
http://www.nytimes.com/2015/06/09/health/study-backs-iuds-for-new-mothers-with-no-waiting.html?_r=0
http://www.nytimes.com/2015/06/09/health/study-backs-iuds-for-new-mothers-with-no-waiting.html?_r=0
http://www.pbs.org/independentlens/blog/unwanted-sterilization-and-eugenics-programs-in-the-united-states/
http://www.pbs.org/independentlens/blog/unwanted-sterilization-and-eugenics-programs-in-the-united-states/
http://www.pbs.org/independentlens/blog/unwanted-sterilization-and-eugenics-programs-in-the-united-states/
https://www.acog.org/~/media/Departments/LARC/HMAPostpartumReimbursmentResource.pdf
https://www.acog.org/~/media/Departments/LARC/HMAPostpartumReimbursmentResource.pdf
http://larcprogram.ucsf.edu/%20
https://www.medicaid.gov/federal-policy-guidance/downloads/cib040816.pdf
https://www.medicaid.gov/federal-policy-guidance/downloads/cib040816.pdf
https://www.medicaid.gov/federal-policy-guidance/downloads/cib040816.pdf
https://www.aclu.org/public-funding-abortion
https://www.aclu.org/public-funding-abortion


25 Center for American Progress | Helping More Women Access Long-Acting Reversible Contraceptives

 28 The Henry J. Kaiser Family Foundation, “State Funding 
of Abortion Under Medicaid” (2015), available at http://
kff.org/medicaid/state-indicator/abortion-under-
medicaid/.

 29 NARAL Pro-Choice America, “Protect D.C. Residents’ 
Rights; Repeal the Ban on Local Abortion Funding” 
(2016), available at http://www.prochoiceamerica.org/
media/fact-sheets/abortion-ban-protect-dc.pdf. 

 30 Cohen, “Repeat Abortion, Repeat Unintended Preg-
nancy, Repeated and Misguided Government Policies.”

 31 Kirsten M.J. Thompson and others, “Contraceptive 
Policies Affect Post-Abortion Provision of Long-Acting 
Reversible Contraception,” Contraception 83 (1) (2011): 
41–47.

 32 Adam Sonfield, “Abortion Clinics and Contraceptive 
Services: Opportunities and Challenges,” Guttmacher 
Policy Review 14 (2) (2011), available at https://www.
guttmacher.org/about/gpr/2011/06/abortion-clinics-
and-contraceptive-services-opportunities-and-chal-
lenges.

 33 U.S. Department of Health and Human Services, “Title 
X Family Planning” (2014), available at http://www.hhs.
gov/opa/title-x-family-planning/index.html.

 34 Cohen, “Repeat Abortion, Repeat Unintended Preg-
nancy, Repeated and Misguided Government Policies.”

 35 U.S. Department of Health and Human Services, “340B 
Drug Pricing Program,” available at http://www.hrsa.
gov/opa/ (last accessed May 2016). 

 36 MedPAC Report to the Congress, “Overview of the 340B 
Drug Pricing Program” (2015), available at http://www.
medpac.gov/documents/reports/may-2015-report-to-
the-congress-overview-of-the-340b-drug-pricing-pro-
gram.pdf.

 37 Ibid. 

 38 Ibid. 

 39 Ibid. 

 40 U.S. Department of Health and Human Services, “340B 
Drug Pricing Program: Eligibility and Registration,” avail-
able at http://www.hrsa.gov/opa/eligibilityandregistra-
tion/index.html (last accessed May 2016). 

 41 Ibid. 

 42 Megan L. Kavanaugh, Rachel K. Jones, and Lawrence 
B. Finer, “Perceived and Insurance-Related Barriers to 
the Provision of Contraceptive Services in U.S. Abortion 
Care Settings,” Women’s Health Issues 21 (3) (2011): S26–
S31.

 43 Guttmacher Institute, “Restricting Insurance Coverage 
of Abortion” (2016), available at https://www.guttmach-
er.org/sites/default/files/pdfs/spibs/spib_RICA.pdf.

 44 Sonfield, “Abortion Clinics and Contraceptive Services: 
Opportunities and Challenges.” 

 45 The Henry J. Kaiser Family Foundation, “Intrauterine 
Devices (IUDs): Access for Women in the U.S.” (2015), 
available at http://kff.org/womens-health-policy/fact-
sheet/intrauterine-devices-iuds-access-for-women-in-
the-u-s/.

 46 Ibid.

 47 Alicia T. Luchowski and others, “Obstetrician-Gynecolo-
gists and Contraception: Practice and Opinions About 
the Use of IUDs in Nulliparous Women, Adolescents and 
Other Patient Populations,” Contraception 89 (6) (2014): 
572–577.

 48 Ibid.

 49 Ibid.

 50 Kirsten M.J. Thompson and others, “Public Fund-
ing for Contraception, Provider Training, and Use of 
Highly Effective Contraceptives: A Cluster Randomized 
Trial,” American Journal of Public Health 106 (3) (2016): 
541–546. 

 51 Julia Potter, Atsuko Koyama, and Mandy S. Coles, “Ad-
dressing the Challenges of Clinician Training for Long-
Acting Reversible Contraception,” Journal of American 
Medical Association Pediatrics 169 (2) (2015): 103–104. 

 52 Bliss Kaneshiro and Jennifer Salcedo, “Contraception 
for Adolescents: Focusing on Long-Acting Reversible 
Contraceptives (LARC) to Improve Reproductive Health 
Outcomes,” Current Obstetrics and Gynecology Reports 4 
(1) (2015): 53–60.

 53 Lorrie Gavin and others, “Vital Signs: Repeat Births 
Among Teens – United States, 2007-2010,” Morbidity 
and Mortality Weekly Report 62 (13) (2013): 249–255.

 54 Lina M. Nerlander and others, “Short Interpregnancy 
Interval Associated with Preterm Birth in US Adoles-
cents,” Maternal and Child Health Journal 19 (4) (2015): 
850–858.

 55 Centers for Medicare and Medicaid Services, “CMCS 
Maternal and Infant Health Initiative: Improving Mater-
nal and Infant Health Outcomes in Medicaid and CHIP” 
(2014), available at http://www.medicaid.gov/Medic-
aid-CHIP-Program-Information/By-Topics/Quality-of-
Care/Downloads/Maternal-and-Infant-Health-Initiative.
pdf.

 56 Centers for Medicare and Medicaid Services, “CMCS In-
formational Bulletin: CMCS Maternal and Infant Health 
Initiative” (2014), available at http://www.medicaid.gov/
Federal-Policy-Guidance/downloads/CIB-07-18-2014.
pdf. 

 57 Centers for Medicare and Medicaid Services, “CMCS 
Informational Bulletin: State Medicaid Payment Ap-
proaches to Improve Access to Long-Acting Reversible 
Contraception.”

 58 The American Congress of Obstetricians and Gynecolo-
gists, “Medicaid Reimbursement for Postpartum LARC 
By State,” available at https://www.acog.org/About-
ACOG/ACOG-Departments/Long-Acting-Reversible-
Contraception/Coding-and-Reimbursement-for-LARC/
Reimbursement-Resources-for-Postpartum-LARC-
Initiation/Medicaid-Reimbursement-for-Postpartum-
LARC-By-State (last accessed May 2016). 

 59 Adam Sonfield and Kathryn Kost, “Public Costs from 
Unintended Pregnancies and the Role of Public Insur-
ance Programs in Paying for Pregnancy-Related Care: 
National and State Estimates for 2010” (New York: 
Guttmacher Institute, 2015), available at http://www.
guttmacher.org/pubs/public-costs-of-UP-2010.pdf.

 60 Paula Brown and others, “Postpartum LARC” (Atlanta: 
Georgia Department of Public Health, 2014), available 
at http://www.astho.org/Maternal-and-Child-Health/
Long-Acting-Reversible-Contraception/Georgia-
ASTHO-LARC-Presentation/.

http://kff.org/medicaid/state-indicator/abortion-under-medicaid/
http://kff.org/medicaid/state-indicator/abortion-under-medicaid/
http://kff.org/medicaid/state-indicator/abortion-under-medicaid/
http://www.prochoiceamerica.org/media/fact-sheets/abortion-ban-protect-dc.pdf
http://www.prochoiceamerica.org/media/fact-sheets/abortion-ban-protect-dc.pdf
https://www.guttmacher.org/about/gpr/2011/06/abortion-clinics-and-contraceptive-services-opportunities-and-challenges
https://www.guttmacher.org/about/gpr/2011/06/abortion-clinics-and-contraceptive-services-opportunities-and-challenges
https://www.guttmacher.org/about/gpr/2011/06/abortion-clinics-and-contraceptive-services-opportunities-and-challenges
https://www.guttmacher.org/about/gpr/2011/06/abortion-clinics-and-contraceptive-services-opportunities-and-challenges
http://www.hhs.gov/opa/title-x-family-planning/index.html
http://www.hhs.gov/opa/title-x-family-planning/index.html
http://www.hrsa.gov/opa/
http://www.hrsa.gov/opa/
http://www.medpac.gov/documents/reports/may-2015-report-to-the-congress-overview-of-the-340b-drug-pricing-program.pdf
http://www.medpac.gov/documents/reports/may-2015-report-to-the-congress-overview-of-the-340b-drug-pricing-program.pdf
http://www.medpac.gov/documents/reports/may-2015-report-to-the-congress-overview-of-the-340b-drug-pricing-program.pdf
http://www.medpac.gov/documents/reports/may-2015-report-to-the-congress-overview-of-the-340b-drug-pricing-program.pdf
http://www.hrsa.gov/opa/eligibilityandregistration/index.html
http://www.hrsa.gov/opa/eligibilityandregistration/index.html
https://www.guttmacher.org/sites/default/files/pdfs/spibs/spib_RICA.pdf
https://www.guttmacher.org/sites/default/files/pdfs/spibs/spib_RICA.pdf
http://kff.org/womens-health-policy/fact-sheet/intrauterine-devices-iuds-access-for-women-in-the-u-s/
http://kff.org/womens-health-policy/fact-sheet/intrauterine-devices-iuds-access-for-women-in-the-u-s/
http://kff.org/womens-health-policy/fact-sheet/intrauterine-devices-iuds-access-for-women-in-the-u-s/
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Quality-of-Care/Downloads/Maternal-and-Infant-Health-Initiative.pdf
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Quality-of-Care/Downloads/Maternal-and-Infant-Health-Initiative.pdf
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Quality-of-Care/Downloads/Maternal-and-Infant-Health-Initiative.pdf
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Quality-of-Care/Downloads/Maternal-and-Infant-Health-Initiative.pdf
http://www.medicaid.gov/Federal-Policy-Guidance/downloads/CIB-07-18-2014.pdf
http://www.medicaid.gov/Federal-Policy-Guidance/downloads/CIB-07-18-2014.pdf
http://www.medicaid.gov/Federal-Policy-Guidance/downloads/CIB-07-18-2014.pdf
https://www.acog.org/About-ACOG/ACOG-Departments/Long-Acting-Reversible-Contraception/Coding-and-Reimbursement-for-LARC/Reimbursement-Resources-for-Postpartum-LARC-Initiation/Medicaid-Reimbursement-for-Postpartum-LARC-By-State
https://www.acog.org/About-ACOG/ACOG-Departments/Long-Acting-Reversible-Contraception/Coding-and-Reimbursement-for-LARC/Reimbursement-Resources-for-Postpartum-LARC-Initiation/Medicaid-Reimbursement-for-Postpartum-LARC-By-State
https://www.acog.org/About-ACOG/ACOG-Departments/Long-Acting-Reversible-Contraception/Coding-and-Reimbursement-for-LARC/Reimbursement-Resources-for-Postpartum-LARC-Initiation/Medicaid-Reimbursement-for-Postpartum-LARC-By-State
https://www.acog.org/About-ACOG/ACOG-Departments/Long-Acting-Reversible-Contraception/Coding-and-Reimbursement-for-LARC/Reimbursement-Resources-for-Postpartum-LARC-Initiation/Medicaid-Reimbursement-for-Postpartum-LARC-By-State
https://www.acog.org/About-ACOG/ACOG-Departments/Long-Acting-Reversible-Contraception/Coding-and-Reimbursement-for-LARC/Reimbursement-Resources-for-Postpartum-LARC-Initiation/Medicaid-Reimbursement-for-Postpartum-LARC-By-State
https://www.acog.org/About-ACOG/ACOG-Departments/Long-Acting-Reversible-Contraception/Coding-and-Reimbursement-for-LARC/Reimbursement-Resources-for-Postpartum-LARC-Initiation/Medicaid-Reimbursement-for-Postpartum-LARC-By-State
http://www.guttmacher.org/pubs/public-costs-of-UP-2010.pdf
http://www.guttmacher.org/pubs/public-costs-of-UP-2010.pdf
http://www.astho.org/Maternal-and-Child-Health/Long-Acting-Reversible-Contraception/Georgia-ASTHO-LARC-Presentation/
http://www.astho.org/Maternal-and-Child-Health/Long-Acting-Reversible-Contraception/Georgia-ASTHO-LARC-Presentation/
http://www.astho.org/Maternal-and-Child-Health/Long-Acting-Reversible-Contraception/Georgia-ASTHO-LARC-Presentation/


26 Center for American Progress | Helping More Women Access Long-Acting Reversible Contraceptives

 61 The American Congress of Obstetricians and Gynecolo-
gists, “Medicaid Reimbursement for Postpartum LARC 
By State”; Jack A. Markell, “What States Can Do on Birth 
Control,” The New York Times, April 12, 2016, available at 
http://www.nytimes.com/2016/04/12/opinion/what-
states-can-do-on-birth-control.html. 

 62 Centers for Medicare and Medicaid Services, “CMCS 
Informational Bulletin: State Medicaid Payment Ap-
proaches to Improve Access to Long-Acting Reversible 
Contraception.” 

 63 Personal communication with Colleen McNicholas, 
assistant professor, Washington University School of 
Medicine in St. Louis, March 25, 2015.

 64 Ibid.

 65 Illinois Department of Healthcare and Family Services, 
“Reimbursement Changes regarding Intrauterine 
Devices (IUDs) and Implantable Contraceptives,” 
June 1, 2012, available at http://www.hfs.illinois.gov/
html/060112n.html.

 66 Illinois Department of Healthcare and Family Services, 
“Our Medicaid Commitment to Family Planning,” 
August 20, 2014, available at https://www.illinois.gov/
hfs/MedicalClients/FamilyPlanning/Pages/OurMedic-
aidCommitmenttoFamilyPlanning.aspx. 

 67 Langston, Joslin-Roher, and Westhoff, “Immediate 
Postabortion Access to IUDs, Implants and DMPA 
Reduces Repeat Pregnancy within 1 year in a New York 
City Practice.”

 68 Ibid.

 69 Colleen McNicholas and others, “The Contraceptive 
CHOICE Project Round Up: What We Did and What 
We Learned,” Clinical Obstetrics and Gynecology 57 (4) 
(2014): 635–643.

 70 Jeffrey F. Peipert and others, “Preventing Unintended 
Pregnancies by Providing No-Cost Contraception,” 
Obstetrics & Gynecology 120 (6) (2012): 1291–1297.

 71 McNicholas and others, “The Contraceptive CHOICE 
Project Round Up.”

 72 Peipert and others, “Preventing Unintended Pregnan-
cies by Providing No-Cost Contraception.”

 73 McNicholas and others, “The Contraceptive CHOICE 
Project Round Up.”

 74 Donna Barry and Amelia Esenstad, “Ensuring Access to 
Family Planning Services for All” (Washington: Center 
for American Progress, 2014), available at https://cdn.
americanprogress.org/wp-content/uploads/2014/10/
FamilyPlanning-brief.pdf. 

 75 Colorado Department of Public Health and Environ-
ment, “Reducing Unintended Pregnancy,” available at 
https://www.colorado.gov/pacific/cdphe/reducing-
unintended-pregnancy (last accessed May 2016).

 76 Colorado Department of Public Health and Environ-
ment, “Reducing Unintended Teen Pregnancy in 
Colorado,” available at https://www.colorado.gov/
pacific/sites/default/files/HPF_FP_UP-Reducing-Teen-
Pregnancy.pdf (last accessed May 2016).

 77 Colorado Department of Public Health and Environ-
ment, “Reducing Unintended Pregnancy.”

 78 Jesse Paul, “Colorado’s Birth Control Program Kept 
Afloat by $2M in Temporary Funds,” The Denver Post, 
August 25, 2015, available at http://www.denverpost.
com/2015/08/25/colorados-birth-control-program-
kept-afloat-by-2m-in-temporary-funds/; LARC4CO, 
“Colorado Poised to Invest in Successful Public Health 
Program to Reduce Unintended Pregnancies,” April 27, 
2016, available at http://www.larc4co.com/.

 79 Guttmacher Institute, “State Facts About Abortion: Mis-
souri” (2015), available at http://www.guttmacher.org/
pubs/sfaa/missouri.html.

 80 Ibid.

 81 Guttmacher Institute, “State Facts About Abortion: New 
York” (2015), available at http://www.guttmacher.org/
pubs/sfaa/new_york.html.

 82 Personal communication, New York City Planned 
Parenthood, April 2, 2015.

 83 Markell, “What States Can Do on Birth Control.” 

 84 Ibid. 

 85 Centers for Medicare and Medicaid Services, “CMCS 
Informational Bulletin: State Medicaid Payment Ap-
proaches to Improve Access to Long-Acting Reversible 
Contraception.”

 86 42 U.S.C. 1315a(b)(2). 

 

http://www.nytimes.com/2016/04/12/opinion/what-states-can-do-on-birth-control.html
http://www.nytimes.com/2016/04/12/opinion/what-states-can-do-on-birth-control.html
http://www.hfs.illinois.gov/html/060112n.html
http://www.hfs.illinois.gov/html/060112n.html
https://www.illinois.gov/hfs/MedicalClients/FamilyPlanning/Pages/OurMedicaidCommitmenttoFamilyPlanning.aspx
https://www.illinois.gov/hfs/MedicalClients/FamilyPlanning/Pages/OurMedicaidCommitmenttoFamilyPlanning.aspx
https://www.illinois.gov/hfs/MedicalClients/FamilyPlanning/Pages/OurMedicaidCommitmenttoFamilyPlanning.aspx
https://cdn.americanprogress.org/wp-content/uploads/2014/10/FamilyPlanning-brief.pdf
https://cdn.americanprogress.org/wp-content/uploads/2014/10/FamilyPlanning-brief.pdf
https://cdn.americanprogress.org/wp-content/uploads/2014/10/FamilyPlanning-brief.pdf
https://www.colorado.gov/pacific/cdphe/reducing-unintended-pregnancy
https://www.colorado.gov/pacific/cdphe/reducing-unintended-pregnancy
https://www.colorado.gov/pacific/sites/default/files/HPF_FP_UP-Reducing-Teen-Pregnancy.pdf
https://www.colorado.gov/pacific/sites/default/files/HPF_FP_UP-Reducing-Teen-Pregnancy.pdf
https://www.colorado.gov/pacific/sites/default/files/HPF_FP_UP-Reducing-Teen-Pregnancy.pdf
http://www.denverpost.com/2015/08/25/colorados-birth-control-program-kept-afloat-by-2m-in-temporary-funds/
http://www.denverpost.com/2015/08/25/colorados-birth-control-program-kept-afloat-by-2m-in-temporary-funds/
http://www.denverpost.com/2015/08/25/colorados-birth-control-program-kept-afloat-by-2m-in-temporary-funds/
http://www.larc4co.com/
http://www.guttmacher.org/pubs/sfaa/missouri.html
http://www.guttmacher.org/pubs/sfaa/missouri.html
http://www.guttmacher.org/pubs/sfaa/new_york.html
http://www.guttmacher.org/pubs/sfaa/new_york.html


1333 H STREET, NW, 10TH FLOOR, WASHINGTON, DC 20005 • TEL: 202-682-1611 • FAX: 202-682-1867 • WWW.AMERICANPROGRESS.ORG

Our Mission

The Center for American 
Progress is an independent, 
nonpartisan policy institute 
that is dedicated to improving 
the lives of all Americans, 
through bold, progressive 
ideas, as well as strong 
leadership and concerted 
action. Our aim is not just to 
change the conversation, but 
to change the country. 

Our Values

As progressives, we believe 
America should be a land of 
boundless opportunity, where 
people can climb the ladder 
of economic mobility. We 
believe we owe it to future 
generations to protect the 
planet and promote peace 
and shared global prosperity. 

And we believe an effective 
government can earn the 
trust of the American people, 
champion the common  
good over narrow self-interest, 
and harness the strength of 
our diversity.

Our Approach

We develop new policy ideas, 
challenge the media to cover 
the issues that truly matter, 
and shape the national debate. 
With policy teams in major 
issue areas, American Progress 
can think creatively at the 
cross-section of traditional 
boundaries to develop ideas 
for policymakers that lead to 
real change. By employing an 
extensive communications 
and outreach effort that we 
adapt to a rapidly changing 
media landscape, we move 
our ideas aggressively in the 
national policy debate. 


