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a b s t r a c t
Objectives: The Hyde Amendment prohibits federal Medicaid funding fo
r abortion except when a woman is seeking an
abortion for a pregnancy that is the result of rape or incest, or that threatens her life. We investigated howMedicaid staff
in 17 states responded to inquiries about coverage for abortion in the few circumstances that qualify for federal
Medicaid funding.
Methods: Using a mystery caller approach, we surveyed Medicaid staff about the availability of abortion coverage, the
process for obtaining coverage, and the associated costs for an abortion in circumstances of rape and life endangerment
in five states where Medicaid coverage should be available to cover most abortions and in 12 states with restrictions on
the circumstances under which Medicaid funding can be used for abortion.
Findings: We were able to complete 82% of surveys. Medicaid staff definitively provided information about the avail-
ability of coverage that was consistent with state policies in 64% of surveys. However, 52% of staff reported that coverage
could be difficult to obtain and that rigorous documentation of the circumstances of the abortion was required.
Information about copays for abortion was given in 78% of surveys. We subjectively rated the caller’s experience with
Medicaid staff as excellent during 32% of the surveys, adequate in 61% of surveys, and poor in 7% of surveys.
Conclusion: Medicaid staff provided inconsistent information that was often discouraging of women seeking abortion
coverage, suggesting that women may have difficulties obtaining accurate information about Medicaid coverage of
abortion, which may deter access to care.

Copyright � 2012 by the Jacobs Institute of Women’s Health. Published by Elsevier Inc.
Introduction

Since 1976, the federal Hyde Amendment has prohibited the
use of federal funds for abortion care. Some exceptions to the ban
have been carved out during the last three decades during the
annual appropriations process. The current exceptions allow for
the use of federal Medicaid funding for abortion if the pregnancy
is a result of rape or incest, or if the pregnancy endangers the life
of the pregnant woman (Guttmacher Institute, 2011).

Because Medicaid is a joint federal–state program, states have
the option to use state funds to expand Medicaid coverage for
abortion in a broader range of circumstances, although only 17
currently do. The majority of states (32) ban the use of state
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funds for abortion except in the cases outlined by the Hyde
Amendment; three of these states also provide coverage in cases
of fetal anomaly and three others also provide coverage to
protect a woman’s physical health. South Dakota, in defiance of
federal law, allows Medicaid coverage for abortion only when
a woman’s life is endangered (Guttmacher Institute, 2011).

There is a growing body of evidence that it is extremely
challenging for women to secure Medicaid coverage in cases
that qualify under the Hyde Amendment (Boonstra, 2007;
Dennis, Blanchard, & C�ordova, 2011; Kacanek, Dennis, Miller,
& Blanchard, 2010; Towey, Poggi, & Roth, 2005). Abortion
providers report that Medicaid staff are one barrier to securing
coverage, as they are uninformed about policies related to
Medicaid coverage allowed for abortion (Kacanek et al., 2010).
We aimed to directly investigateMedicaid staff’s knowledge and
provision of information in 17 states, including documenting the
information given to women about the availability of Medicaid
coverage of abortion, the process for obtaining it, and the costs
associated with coverage.
s Health. Published by Elsevier Inc.
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Methods

Using a mystery caller approach, we evaluated how Medicaid
staff responded to questions about Medicaid coverage for an
abortion when the pregnancy is the result of rape or endangers
the life of the woman in five states where policy stipulates that
Medicaid funding can be used to cover all or most abortions and
in 12 states with restrictions on the circumstances under which
Medicaid funding can be used for abortion (Table 1). We included
states where we had previously interviewed abortion providers
about their experiences with Medicaid (Dennis et al., 2011;
Kacanek et al., 2010).

We generated a list of customer service phone numbers for
state Medicaid offices through a review of information publicly
available on state Medicaid web sites. We originally planned to
call one central office in each study state. However, we found
that in three states (Arizona, Florida, and Rhode Island),
Medicaid is administered through managed care organizations
(MCOs), and that we could not gather information from
a centralized Medicaid customer service numbers. Therefore, we
randomly selected three non-Catholic MCOs that served the
three largest cities within those states, and identified customer
service numbers for the MCO offices. To ensure that responses
collected from Arizona, Florida, and Rhode Island were not
overrepresented in the analysis, we created a summary measure
for each state taking into account the responses given by the
three MCOs. For categorical variables, we utilized the majority
response given by the three MCOs, and for numerical variables,
we utilized the mean response given by the three MCOs.

Over 2 months in 2010, one female study team member (“the
caller”) called and followed closely one of two scripted surveys.
One survey was used to inquire about coverage for an abortion
when the pregnancy was the result of rape and the other was
used to inquire about coverage for an abortion when the preg-
nancy endangered the woman’s life. Every Medicaid office was
called using each of the surveys, approximately 1 to 2 weeks
apart. If we were unable to reach someone during an initial call,
we followed up within 3 business days. If we were unable to
contact anyone at Medicaid after three attempts, we stopped
calling. During each call, a second study teammember listened in
and transcribed the exchange between the caller and the
Medicaid staff (“the respondent”).
Table 1
Availability of Medicaid Coverage for Abortion in Study States*

Study State Circumstances of Availability of Medicaid Funding
for Abortion

Arizona All or most medically necessary abortions
Florida Rape, incest, and life endangerment
Idaho Rape, incest, and life endangerment
Illinois All or most medically necessary abortions
Iowa Rape, incest, life endangerment, and fetal anomaly
Kansas Rape, incest, and life endangerment
Kentucky Rape, incest, and life endangerment
Maine Rape, incest, and life endangerment
Maryland All or most medically necessary abortions
Mississippi Rape, incest, life endangerment, and fetal anomaly
New York All or most medically necessary abortions
Oregon All or most medically necessary abortions
Pennsylvania Rape, incest, and life endangerment
Rhode Island Rape, incest, and life endangerment
South Dakota Life endangerment
Wisconsin Rape, incest, life endangerment, and physical health
Wyoming Rape, incest, and life endangerment

* Information about availability of state laws from the Guttmacher Institute
(2011).
The caller began the call by asking if Medicaid coverage was
available for abortion care. If the respondent answered, “No,” the
caller probed whether abortion was covered in the case of rape
or life endangerment, depending on the survey used. If the
respondent again stated that Medicaid does not cover abortion,
the call was closed. If the respondent indicated that Medicaid
may cover abortion in qualifying cases, the caller asked about the
process for obtaining coverage and costs related to the
procedure.

Because the calls were designed to simulate an inquiry from
an average client about coverage of abortion services, the caller
did not disclose detailed knowledge of laws regarding public
funding for abortion. However, she did probe for comprehensive
information. For example, if a Medicaid staff person responded
they were unsure if Medicaid provides coverage for an abortion,
the caller requested a referral to someone else who may know
about coverage. We followed up on any Medicaid-specific
referrals provided by respondents until we reached a dead end
or until all the questions from our survey were answered.

Although we aimed to approximate the experiences of
women on Medicaid seeking coverage for an abortion, the caller
did not fully represent herself as pregnant and seeking services.
If asked for personal or identifying information, the caller
explained that she was only calling to gather information about
what is covered under Medicaid and did not want to discuss any
personal information.

After the close of the call, the caller filled out a brief survey
recording the information gathered from the respondent. In
conference with the transcribing study team member, the caller
rated her experience of the call as “exceptional,” “adequate,” or
“poor.” The caller and transcriber determined these ratings by
assessing if the respondent acted professionally and seemed
willing to help the caller obtain the information she requested.
Excellent experiences were those where the respondents both
spoke in sympathetic tones to the caller and provided informa-
tion that was above and beyond what the caller was seeking,
offering, for example, to look up information about a local facility
where the caller could obtain an abortion. During calls rated as
adequate, respondents provided information in a professional
and unemotional manner. Poor experiences were those in which
the respondent was curt and offered little assistance.

All assessments made by the caller and transcriber were in
agreement with one another. We input all survey responses into
Microsoft Excel 2007 and calculated summary statistics of the
responses. We then reviewed the transcripts of all calls and
identified illustrative quotes that demonstrated the key quanti-
tative findings.

Because we used a mystery caller approach, the fact that the
call was for a research study was not disclosed to the respondent
and no informed consent was sought. However, we protected the
identity of respondents by not requesting or transcribing any
identifying information about the respondent, and not publicly
identifying the exact days, dates, or times of the calls. The study
protocol and instruments were reviewed and approved by
Regulatory and Technical Associates, an independent institu-
tional review board.

Findings

Response Rates

We were able to successfully reach someone at Medicaid (or
an MCO) for all calls in all study states. However, wewere unable
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to complete 6 of the 34 (18%) attempted surveys; a survey was
considered incomplete if a respondent would not answer any
questions in our survey. In the 6 cases where we were unable to
complete the survey, respondents either told the caller that it
was office policy not to provide coverage information for any
service because of the “manpower” required to obtain informa-
tion for individual Medicaid clients or that information about the
availability of coverage for services was not available without
aMedicaid ID number.When the caller asked if therewas anyone
else she could speak with about her questions, these six
respondents indicated that they were the “end of the line” and
the caller was told, “There is no one else you could really talk to”
or “There really isn’t another number to call,” leaving the caller’s
questions unanswered.

Availability of Medicaid Funding in Qualifying Cases

In 17 of 28 (61%) of completed surveys, respondents
provided information about the availability of coverage that
was consistent with state policies, definitively stating that
Medicaid funding is available for an abortion in circumstances
of rape or life endangerment (Table 2). Additionally, the
respondent in South Dakota indicated that abortion coverage is
not available in cases of rape in that state, which is consistent
with state policy (although contrary to federal regulations). This
means that 64% of surveys resulted in obtaining information
that was consistent with state Medicaid policies regarding
coverage of abortion.

However, most of the affirmative responses about coverage
either lacked clarity or included a number of caveats. Ambiguous
responses included one from a Mississippi respondent who
vaguely said, “There has got to be something wrong in order to
get coverage,” only indicating coverage was available in cases of
rape after being probed specifically about it. Additionally, 9
respondents offered unsolicited conjectures that even if
Medicaid is supposed to cover care in some circumstances,
Medicaid may ultimately not pay the abortion claim. As
a respondent in Wisconsin said when asked about the avail-
ability of coverage in circumstances of life endangerment,
“I would think that would be covereddbut what I think and
what really happens aren’t the same.”

Twenty-one percent (6 of 28) of respondents were not sure if
coverage was available. One Iowa respondent when asked if
coverage was available replied, “I couldn’t say for yes or for no.”
Table 2
Overall Call Experience and Information Provided about Availability of Coverage
by Circumstance of Abortion*

Cases of
Rape
(n ¼ 15)

Cases of Life
Endangerment
(n ¼ 13)

Both Cases
(n ¼ 28)

Number of calls to complete survey,
average (range)

2 (1–3) 1 (1–3) 2 (1–3)

Number of minutes on
completed calls, average (range)

7 (2–21) 7 (2–20) 7 (2–21)

Coverage of available, n (%)
Yes 10 (67) 7 (54) 17 (61)
No 2 (13) 3 (23) 5 (18)
Unsure 3 (20) 3 (23) 6 (21)

Caller experience, n (%)
Exceptional 7 (47) 2 (15) 9 (32)
Adequate 8 (53) 9 (70) 17 (61)
Poor 0 (0) 2 (15) 2 (7)

* Percentiles may not add up to 100 due to rounding to whole percents.
In 5 of 28 (18%) of calls, respondents gave information about
coverage that was directly contrary to state or federal Medicaid
policy. For example, in a call to Illinois Medicaid, a state where
coverage should be available for all or most medically necessary
abortions, a respondent reported that coverage was only avail-
able in cases of rape or incest, and not for life endangerment.
Further, in a call to Mississippi Medicaid, the respondent told the
caller that to obtain coverage, a womanwould need both a police
report documenting a rape in combination with documentation
of a fetal anomaly, when the state policy indicates that coverage
is available in cases of rape, incest, life endangerment, or fetal
anomalydnot a combination of these circumstances.

Supporting Documentation Required for Coverage

Respondents who did not exclude the possibility of Medicaid
coverage for abortion in cases of rape or life endangerment were
asked about the process for obtaining coverage. Many respon-
dents reported that, although coverage was technically available,
it may be difficult to obtain owing to complicated paperwork
requirements and approval procedures. Excluding the 5
respondents who explicitly said coverage was not available
under any circumstances, 12 of 23 (52%) of respondents reported
that extensive documentation supporting the circumstances of
the procedurewould be needed forMedicaid to provide coverage
(Table 3).

In the case of rape, 6 of 13 (46%) of respondents who did not
exclude the possibility of Medicaid coverage said that a police
report documenting the rape was required to obtain coverage for
an abortion so that Medicaid could verify that the rape occurred.
One respondent in Pennsylvania said, “It definitely has to be
reported to the police.. The circumstances would have to be
proven in order for us to pay for one [an abortion].” Two
respondents seemed to assume that any woman seeking an
abortion because of a rape would have filed a police report. As
one respondent in Arizona, when asked if a police report was
necessary, said, “I’m thinking it’s going to need that because if it
was a rape, I’m sure it was reported.”

Regarding coverage for abortion provided when a woman’s
life is endangered, 6 of 10 (60%) of respondents who did not
exclude the possibility of Medicaid coverage said that paperwork
comprehensively detailing the woman’s medical condition
would be required for a Medicaid physician to review the claim
and determine if the case meets Medicaid’s criteria for coverage.
Table 3
Information Provided When Respondent Did Not Exclude the Possibility of
Medicaid Coverage of Abortiony by Circumstance of Abortion*

Cases of
Rape
(n ¼ 13)

Cases of Life
Endangerment
(n ¼ 10)

Both Cases
(n ¼ 23)

Documentation required, n (%)
Yes 6 (46) 6 (60) 12 (52)
No 3 (23) 2 (20) 5 (22)
Unsure 4 (31) 2 (20) 6 (26)

Provided copay information, n (%) 10 (77) 8 (80) 18 (78)
Sources suggested for further information, n (%)
Doctor 5 (38) 4 (40) 9 (39)
Website 3 (23) 1 (10) 4 (17)
Other Medicaid staff/offices 2 (15) 1 (10) 3 (13)
Complete information given; no

referral needed
3 (23) 4 (40) 7 (30)

* Percentiles may not add up to 100 due to rounding to whole percents.
y This category excludes all respondents who said coverage was not available.
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Table 4
Overall Call Experience and Information Provided about Availability of Coverage
by Medicaid Policies Regarding Abortion*

Most Abortions
are Covered by
Medicaid (n ¼ 10)

Medicaid Restrictions
for Abortion in
Place (n ¼ 18)

Number of calls to complete
survey, average (range)

1 (1–3) 1 (1–3)

Number of minutes on completed
calls, average (range)

9 (2–20) 6 (2–21)

Coverage available, n (%)
Yes 7 (70) 10 (56)
No 1 (10) 4 (22)
Unsure 2 (20) 4 (22)

Caller experience, n (%)
Exceptional 4 (40) 5 (28)
Adequate 5 (50) 12 (66)
Poor 1 (10) 1 (6)

* Percentiles may not add up to 100 due to rounding to whole percents.
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During a call to South Dakota Medicaid, for example, the
respondent indicated that a woman could “probably” get
coverage for an abortion if the pregnancy endangered her life,
although “they [the Medicaid reviewers] are going to need like
all the notes, like everything like from the hospital. Like, why
does she need the abortion?”

Copays Associated with Coverage

Excluding all respondents who explicitly said coverage was
not available,18 of 23 (78%) of respondents provided information
about copays associated with an abortion (Table 3). Sometimes
respondents were able to provide specific copay amounts, and
other times they gave a small range and indicated the exact
copay would depend on the MCO a member was enrolled in.

Referrals Provided for Further Information

Excluding all respondents who said coverage was not avail-
able, 7 of 23 (30%) of surveys were completed with no need for
referrals for further information. Respondents who provided
incomplete information told the caller they were “only customer
service reps” and not “billers” or “medical professionals.” When
asked, respondents who did not have full information about the
availability of abortion coverage, the process for obtaining it, or
the associated costs, suggested one of three sources for further
information: the physician providing the abortion (9 of 23 [39%]),
the state Medicaid website (4 of 23 [17%]), or other Medicaid
offices or staff (3 of 23 [13%]). No respondent providedmore than
one referral.

Respondents assured the caller that a Medicaid-contracted
physician providing an abortion would either have “the books”
with information about coverage (referring to a Medicaid
provider manual), simply “know the process” for obtaining
coverage, or, most often reported, that the physician could call
the Medicaid provider line to obtain information. Respondents
told the caller that the provider line is the most reliable source
for information, but that therewas “noway” for aMedicaid client
to obtain the information available to physicians on the provider
line. A respondent in Wisconsin informed the caller, “As
a recipient, you can’t get that information. We have the basics
that we are told. Bottom linedwith things that are questionable
coverage, we have the provider call.”

The second most common referral was to the provider
handbook on state Medicaid websites. Sometimes, the Internet
referrals were offered to ensure the caller could access more
comprehensive information than obtained during the call. In
Maryland, for example, the respondent indicated that the
provider manual she had was out of date and that a more up-to-
date manual could be found online. She told the caller, “They just
put out a new revision; I want to make sure you have the most
information.” Other times, Internet referrals were provided
brusquely to close the call. The three referrals to other staff
within Medicaid resulted in either disconnected phone numbers
or staff who referred us back to our original source.

Overall Call Assessment

We rated the caller experience during 32% (9/28) of completed
surveys as exceptional, 61% (17/28) as adequate, and 7% (2/28) as
poor (Table 2). However, there were considerable differences
between the calls we placed in each circumstance to each
Medicaid office. Frequently, the information presented and the
tone it was presented in greatly varied from the first call about
circumstances of rape to the second call about coverage for life
endangerment. In 10 states (AZ, FL, IA, IL, KS, KY, NY, PA, SD, WI),
respondents gave information that reflected current policy on one
call, but incorrect or unclear information in the other. In addition,
in 12 states (AZ, FL, IA, IL, KY, MD, NY, OR, PA, RI, SD, WI) we
encountered a helpful respondent when we called about one
circumstance, only to encounter someone more reluctant to help
in our other call about a different circumstance.

Comparing Circumstances of Calls and Presence of State Medicaid
Restrictions

We found few notable differences in call outcomes for calls
inquiring about abortion coverage in circumstances of rapewhen
compared to calls inquiring about abortion coverage when
a woman’s life is endangered (Tables 2 and 3). First, respondents
were more likely to indicate coverage was available in cases of
rape compared with cases of life endangerment ( 67% vs. 54%).
Next, respondents were more likely to indicate that documen-
tation of the circumstances of the abortion is necessary when
seeking an abortion in cases of life endangerment than in
circumstances of rape (60% vs. 46%). Additionally, we rated the
caller’s experience more positively when calling to inquire about
circumstances of rape than when calling about abortions
provided in cases where a woman’s life is endangered.

We also found some notable differences in call outcomes
when comparing states where most abortions are covered by
Medicaid to states with Medicaid restrictions in place (Tables 4
and 5). First, we were able to complete all ten surveys in states
wheremost abortions are covered byMedicaid, and only 18 of 24
(75%) of attempted surveys in states with coverage restrictions.
Second, respondents in states where most abortions are covered
by Medicaid were more likely to indicate definitively and
correctly that coverage was available for abortion in the case of
rape or life endangerment (70% vs. 61%, accounting for the lack of
coverage for rape in South Dakota). Of note, respondents in only
two cases in states where most abortions are covered by
Medicaid mentioned the fact that abortion coverage was gener-
ally available beyond circumstances of rape and life endanger-
ment; both of these surveyswere conductedwith respondents in
Oregon. Third, there were different patterns in referral resources
with respondents in states where most abortions are covered by
Medicaid being less likely to refer us to doctors and more likely



Table 5
Information Provided When Respondent Did Not Exclude the Possibility of
Medicaid Coverage of Abortion*,y

Most Abortions
are Covered by
Medicaid (n ¼ 9)

Medicaid Restrictions
for Abortion in
Place (n ¼ 14)

Documentation required, n (%)
Yes 3 (33) 9 (64)
No 3 (33) 2 (14)
Unsure 3 (33) 3 (21)

Provided copay information, n (%) 6 (66) 12 (60)
Sources suggested for further information, n (%)
Doctor 2 (22) 7 (50)
Other Medicaid staff/offices 3 (33) 0 (0)
Website 1 (11) 3 (21)
Complete information given; no

referral needed
3 (33) 4 (29)

* Percentiles may not add up to 100 due to rounding to whole percents.
y This category excludes all respondents who said coverage was not available.
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to refer us to other Medicaid staff or offices than respondents in
states with Medicaid restrictions. Finally, we were more likely to
rate the caller experience as excellent in states where most
abortions are covered by Medicaid compared to states where
Medicaid restrictions are in place.

Discussion

Overall, we found it easy to reach someone at Medicaid in all
study states; however, the information we received from
Medicaid staff varied in its reflection of current state and federal
policies. Fromwithin and across states, we received inconsistent
information about the availability of abortion coverage and the
process for obtaining it.

Sixty-four percent of respondents gave the caller informa-
tion about the availability of Medicaid coverage in qualifying
circumstances that was consistent with state policies. Respon-
dents in states where most abortions are covered by Medicaid
were more likely to give correct information about the avail-
ability of abortion coverage. However, many respondents, both
in states with coverage restrictions and without, described the
process for women obtaining coverage as difficult and the
likelihood of abortion ultimately being paid for by their
insurerdtenuous.

One challenge to obtaining Medicaid coverage frequently
reported by Medicaid staff was the need for extensive docu-
mentation that could prove the pregnancy resulted from rape or
endangered the life of the woman. Almost half of respondents
reported that they believed a police report would be required in
circumstances of rape; because of the lack of uniform require-
ments to obtain Medicaid coverage for an abortion and the
proliferation of MCOs under Medicaid, it is unclear how many
state Medicaid plans actually require the police report. Although
some Medicaid staff believed most rapes would be reported to
the police, and therefore not be a barrier to obtaining coverage,
only 41% of rapes that occurred in the United States in 2008 were
reported to the police (Rand, 2009). Therefore, requirements that
a woman submit a police report to “prove” a rape to Medicaid
may needlessly delay or prevent manywomen from obtaining an
abortion, although no research to date has documented such
a delay. In Pennsylvania and Wisconsin, this argument has been
utilized to legally remove the reporting requirement (National
Network of Abortion Funds, 2008). Yet in our calls, we were
told by representatives in both states that the police report was
“absolutely” necessary, reflecting one of many incongruities we
identified between state policy and Medicaid practice.

It seems likely that a woman seeking an abortion for a life-
endangering condition could access documentation and
records of her treatment or physician visits. However, it is
unclear exactly what the documentation is required to prove life
endangerment, and what criteria the reviewers at Medicaid are
using to assess the condition.

We suspect that information about copays was easy for the
majority of respondents to provide because of the regularity with
which they provide information about copays for other in- and
outpatient procedures.

Respondents frequently referred the caller to other sources
for information about Medicaid coverage. Although we did not
follow up on referrals outside of Medicaid, we believe that they
may not aid the average woman seeking coverage for an abor-
tion. Kacanek et al. (2010) documented that the primary referral
we received, abortion providers, frequently have trouble
obtaining information from Medicaid themselves and are often
given misinformation by Medicaid staff about how to obtain
coverage for clients in these cases. It is unclear what resource
Medicaid clients can rely on for consistent and accurate infor-
mation about abortion coverage in qualifying cases.

Limitations

Our findings must be viewed in light of the following limi-
tations. First, our limited sample size prevents us from being able
to estimate the prevalence with which inaccurate information is
given by individual Medicaid offices and prevents us from
generalizing our findings to other states. Additionally, we could
not complete some surveys because we did not have a Medicaid
ID number. Of note, we categorized these calls, alongside calls
where respondents refused to give any information about
Medicaid, as incomplete calls. It is unclear if we would have
received more accurate and comprehensive information with
a Medicaid ID number, or if most women have their ID numbers
available when they call Medicaid. Therefore, our findings about
the number of completed calls, and the accuracy of information
gained in each call, must be viewed with some caution. Finally,
we conducted all calls in English; examining the experiences of
callers whose primary language is not English would provide
critical data on the experience of women who may have even
more difficulty accessing complete and accurate information.

However, we believe our data reflects what a Medicaid
enrollee may encounter when seeking information about abor-
tion coverage. Additionally, our findings are supported by other
literature that has identified several systematic barriers experi-
enced by women trying to secure Medicaid funding for abortion
care in cases of rape and life endangerment (Boonstra, 2007;
Dennis et al., 2011; Kacanek et al., 2010; Towey et al., 2005).

Recommendations

It is estimated that almost 13 million women of reproductive
agewill become newly insured in 2014, when the Affordable Care
Act is implemented (Kaiser, 2010). However, these women, like
the 17 million women currently on Medicaid (Kaiser, 2007), will
likely face restrictions on abortion coverage because policy indi-
cates at this time that federal fundswill only be allowed to provide
coverage of abortion in cases of rape, incest, and life endanger-
ment, and few states will provide coverage using state funds
(Kaiser, 2010). Women would benefit from more user-friendly
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information about state and federal policies, as well as more
readily transparent guidelines aboutwhat benefits are included in
the Medicaid package.

Our finding that some Medicaid staff provide information
about coverage that is directly contrary to current policies
regarding abortion suggest a need for improved training of
Medicaid staff to ensure they can provide accurate benefits
information that is in linewith state and federal policies. Because
most respondents seemed willing to help the caller obtain
information, but were often unable to help because of the lack of
clear materials available to them about abortion coverage under
Medicaid, we suggest a review of the Medicaid materials for staff
related to abortion. These staff guidelines should be publicly
available, and reviewed and updated regularly to ensure they
accurately reflect current policy. Ambiguity about what is
needed, if anything, to document that an abortion is related to
rape or life endangerment must be resolved. We suggest
providing guidelines about these issues for Medicaid staff so that
they can better assist women and provide them clear guidance
on their options.

Findings that suggest abortion coverage is flagged as
a “questionable” benefit, instead of one of many benefits that
women may utilize under Medicaid, suggest a need for revising
current Medicaid policies and procedures with respect to abor-
tion care. We suggest removing any Medicaid procedures that
may exist for earmarking abortion care as unique from other
benefits to help prevent delays in obtaining coverage informa-
tion and abortion care. We also suggest that proactive efforts be
taken at the federal and state level to ensure that policies clearly
state that particularly police reports in the case of rape but also
other burdensome documentation is not needed to justify the
circumstances of an abortion.

We believe that addressing some of the information barriers
that women face is the first of many steps that must be taken to
ensure that all women, regardless of their income, are able to
obtain safe and timely abortion care.
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