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Introduction
Long-acting reversible contraception (LARC)—including the intrauterine device (IUD) and the birth
control implant1,2—are highly effective methods of contraception that are increasingly being used to
prevent unintended pregnancies and enable planning of birth spacing. However, for many women who
seek family planning services from Federally Qualified Health Centers (FQHCs), access to LARC may be
hindered by Medicaid coverage provisions that do not support comprehensive outpatient
reimbursement for all of the costs associated with LARC, including insertion, removal, education and
counseling, and the device itself. Indeed, recent guidance from the Center for Medicaid & CHIP Services
(CMCS) emphasizes the importance of eliminating “(1) administrative and reimbursement barriers that
result in high upfront costs for devices and (2) payment policies that reduce (or do not provide)
reimbursement for devices or placement”3 in order to enhance access.
Supported by a growing body of research demonstrating the effectiveness and cost-effectiveness of
LARC, there is momentum among states and providers, and at the federal level to remove impediments
and to reform LARC payment policies. The potential health and financial benefits are significant,
considering that 45% of U.S. pregnancies in 20114 were unintended5 and that public insurance programs
paid for most (68%) of the 1.5 million unplanned births in 2010.6 Addressing the challenges that
federally qualified health centers (FQHCs) face in providing LARC is of particular importance because of
the large number of low-income women of childbearing age (15-44) who seek care from them
(estimated at about 5.8 million women—or 27% of all FQHC patients—in 20137) as well as the higher
rates of unintended pregnancy among women below the federal poverty level.8
State Medicaid programs are the primary financer of FQHC services and have a number of policy and
payment levers at their disposal to promote LARC use in these settings. The goal of this toolkit is to be a
resource for states seeking to enhance LARC access in FQHC settings by highlighting some of the
reimbursement and policy options they can leverage. We also discuss advantages, disadvantages, and
implementation considerations. Specifically, this toolkit explores:





LARC access barriers and relevant federal guidance
Medicaid reimbursement options for LARC devices provided in an FQHC setting
Key considerations and/or decisions for states to make regarding LARC coverage and policy
changes
Operational and implementation issues for LARC, with a focus on FQHCs

This toolkit also points states and FQHCs toward additional information and resources. Relevant
supplemental resources are included in the appendix as well as in the references listed at the end of the
toolkit.
1

This report was prepared for The National Institute for Reproductive Health by Health Management Associates.

1

This toolkit was developed with the support and guidance of the Community Health Care Association of
New York State (CHCANYS), and was heavily informed by their successful advocacy to reform state policy
allowing FQHCs to bill for LARC devices outside of their threshold PPS rate. Their experience, including
the issues and questions they faced, the solution they adopted, and lessons learned, forms the
foundation of this toolkit.
It should be noted while this toolkit is intended to be a practical resource and support for decision
making, it is not exhaustive and does not capture all of the nuanced LARC policy and reimbursement
issues that may exist at the state level. Nor does it describe all possible decision points or courses of
action. We also do not attempt to quantify the results of specific policy and reimbursement options, as
the impact will vary from state to state. In many cases where changes have only recently been
implemented, it is too soon to be able to assess the impact. Instead, this toolkit is intended to be used
by states as the start of a thorough process that involves an analysis of the state’s current landscape, an
assessment of potential solutions, and engagement of local stakeholders. This is an issue with some
obvious barriers, as well as more nuanced challenges that require sustained partnership and dedicated
focus to overcome. In general, the toolkit is designed to support the larger public health goals
of removing all barriers to contraception, and of ensuring that every woman has ready access to the
contraception method of her choice.

1. LARC Access Barriers
LARC utilization is still relatively low in the United States9 despite their safety, effectiveness, and high
rates of patient satisfaction, and despite an increase in their use in recent years.10 Studies show that the
overall percentage of U.S. female contraception users of childbearing age (age 15-44) who use LARC has
grown, increasing from 2.4% in 200211 to 8.5% in 2009 to 11.6% in 2012.12 However, women with
Medicaid coverage were one of the few groups that did not see an increase in utilization during the
most recent study period. Between 2009 and 2012, use of LARC among Medicaid-covered women
remained fairly flat at 11.0% (compared with 11.5% in 2009), whereas prevalence of LARC use among
women with private insurance and “other” coverage13 increased to 11.1% (up from 7.1%) and 14.0% (up
from 8.0%), respectively.14,15 Compared with other countries, the prevalence of IUD use among married
or in-union women in the United States is far below the global average (5.1% in the United States
compared with 13.7% worldwide).16 Given that LARC (implants and IUDs) are considered by the CDC to
be the most effective family planning method,17 more can and should be done to ensure that women
are informed about and have access to LARC options.
Broad underlying Medicaid coverage issues exist in many states that limit access to and utilization of
LARC. Medicaid family planning coverage varies from state to state, although most states cover LARC in
some way.18 Depending on the state, patients and providers may face challenges such as restrictive
utilization management requirements or lack of same-day access. The Centers for Medicare and
Medicaid Services (CMS) has made an effort to clarify these points and make recommendations to
address some of the access barriers. In a June 2016 letter to State Health Officials, CMS encouraged
states to cover all FDA-identified contraceptives (including LARC) under their state plan and indicated
that one pathway to do this is to align their state plan with their Alternative Benefit Plan (ABP) coverage
for these services.19 Since there is a 90%federal match for family planning services and supplies, the cost
to states of covering LARC can be relatively low.20
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The State Health Official letter also clarifies several key Medicaid coverage issues that are often cited as
barriers to accessing LARC, stating that:
 States and managed care plans cannot require step therapy for family planning (i.e., cannot
require that a particular contraception method be used first) or impose policies that restrict a
change in method;
 States and managed care plans should not adopt practices or policies that delay provision of a
preferred contraception method or impose medically inappropriate quantity limits (such as
allowing only one LARC insertion every five years, even in cases where an earlier LARC was
expelled or removed);
 The only allowable prior authorization criteria is the determination that the contraception
method is medically necessary and appropriate for the individual;
 LARC reimbursement to providers must include insertion, removal, and the device itself
(although these may be billed and paid separately); and
 Family planning services and supplies, including contraceptives and pharmaceuticals, must be
provided to the patient without cost sharing.21
Links to the State Health Official letter and other CMS guidance can be found in Section 6.
The financial burden of purchasing and maintaining a stock of LARC devices for same-day insertion is
also commonly cited as a barrier for providers. A state’s decision about whether to cover LARC under
the Medicaid pharmacy benefit or under the medical benefit plays a key role in this issue, as this
determines how the devices are obtained and who pays for them.
In states that cover LARC through their pharmacy benefit, the process typically involves the dispensing
pharmacy billing the state for the LARC and dispensing fees and delivering the LARC to the provider;
then the provider bills for insertion or implantation. In this scenario, the woman must see the provider
twice, first to get the LARC prescription and then to get it inserted or implanted. If the woman does not
return for insertion, providers generally are not permitted to return unused LARCs to the pharmacy,
which results in an unnecessary financial loss for the state and ultimately means that the woman is not
using the most effective contraception.
In states that cover LARC through their Medicaid medical benefit, providers are able to stock the devices
in-house, eliminating the need for the patient to come back for a second visit and reducing potential
waste from unused LARCs. However, there is a high upfront cost to stocking LARCs,22 which contributes
to FQHCs and other providers being unable or unwilling to stock an adequate number of devices for
same-day insertions.23 The following section further explores device reimbursement options.

2. LARC Coverage and Reimbursement for FQHCs
FQHCs, depending on their state’s LARC coverage and reimbursement policies under Medicaid, may face
specific incentives or disincentives to providing LARC because of their unique payment structure, which
can preferentially drive them toward other, less effective forms of contraception. Pursuant to federal
law, FQHCs are paid for Medicaid services via a Prospective Payment System (PPS) rate or an approved
Alternative Payment Methodology (APM). The PPS rate is an all-inclusive, cost-based encounter rate,
which includes a face-to-face visit with a provider and any services provided incident to that visit (e.g.,
lab services).24 The PPS per-visit rate is calculated based on reasonable and allowable costs for FQHC
services, as documented during a baseline period. The rate is inflated annually by the Medicare
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Economic Index (MEI) and when an FQHC experiences a change in the type or intensity of services that
results in a meaningful change in cost per visit.
If a state elects to utilize an Alternative Payment Methodology (APM), the APM must pay providers at
least what they would have been paid under the PPS and providers must voluntarily elect to be
reimbursed under the APM rather than the PPS. The PPS per-visit rate is calculated based on what is
considered a reasonable cost for such services, as documented during a baseline period, with
adjustments.
For FQHCs, the PPS rate is an important factor for states to consider in seeking to improve LARC uptake.
How the PPS rate is structured, what costs are carved out of the rate, and whether the rate is enough to
cover LARC costs, can impact the ability and willingness of FQHCs to offer LARC. To briefly define the
terminology used in this toolkit, LARC “costs” may refer to: (1) the cost of providing LARC-related
services and/or (2) device costs. Providing LARC-related services under the PPS visit rate may pose
challenges for some FQHCs if their rate does not account for a longer or more complex visit that may be
necessary for LARC procedures, however it is cost of the device—which typically ranges from $50 to
$500 under 340B25—that often represents the most significant financial barrier. For this reason, the
options presented below primarily focus on device reimbursement and only lightly touch upon issues
related to reimbursement of LARC services for FQHCs.
Following is a description of options states currently have to reimburse FQHCs for LARC device costs,
both included in and separate from PPS rates.

LARC Device Reimbursement Under the PPS Rate
States may include Medicaid-covered LARC devices as part of the PPS encounter rate, meaning that
FQHCs cannot bill separately for them. For example, in Colorado, FQHCs do not receive an additional
payment for LARCs since the FQHC encounter payment rates are based on “full-cost” reimbursement
calculations.26 And in New York State, the policy as of spring 2016 was that FQHCs may not bill for LARC
devices outside of their PPS rate, although this policy was recently changed via a State Plan Amendment
to allow FQHCs to bill separately for the device.27, 28
Including LARC devices as part of the PPS encounter rate can present an obstacle for providers in FQHC
settings since the encounter rates, depending on how they are structured, may not be sufficient to cover
the high cost of the device. Although PPS rates are based on FQHCs’ reasonable and allowable costs,
rates in many states are based on FQHC costs from the baseline period of FY 1999 - FY 200029 when
LARC methods were much less prevalent. States do not typically do a statewide “re-base” of PPS rates
unless it is as part of an APM (such as Arizona, which re-bases its PPS every three years as part of its
APM).
States are, however, required to have processes in place to adjust individual FQHCs’ PPS rates based on
an increase (or decrease) in the scope of services provided by the FQHC, such as adding a new service or
a change in the intensity of services. In states with LARC covered under the PPS rate, FQHCs would
typically need to appeal to the state for a rate adjustment to account for any addition or increase in
LARC device costs or if they are beginning to offer LARC for the first time. The FQHC would go through a
state-defined change in scope process, which varies from state to state in terms of the definition of
what constitutes a scope change, the threshold for what would justify a rate adjustment, the timeframe
within which the rate adjustment must take effect, and the overall complexity or transparency of the
process. In order to enhance access under this methodology, states would need to provide a clear and
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simple pathway to allow FQHCs to request and obtain a higher encounter rate for providing LARC and to
ensure that the rate covers the device and other LARC-associated costs.
When deciding whether to include LARC devices as part of the PPS rate, states should consider how they
would capture these device costs as part of an all-inclusive encounter rate, the potential administrative
burden imposed on FQHCs to submit a rate adjustment request, and the burden on the state itself to
process these requests. In aggregate, unless the increase in LARC provision is large and represents a
significant cost relative to other services the FQHC provides, the change may not ultimately result in a
meaningful increase in the FQHC’s overall cost per visit and may not justify the FQHC going through the
process.
As described in Section 1, there are also significant acquisition, stocking, and disposal costs associated
with LARC devices that contribute to same-day access issues. Because upfront stocking of LARC devices
is expensive and because it can be challenging for states to adjust the PPS rates to fully account for
increases in LARC provision, bundling LARC device costs into the PPS rate is generally viewed as less
likely to incentivize LARC uptake than carving it out of the PPS rate or other innovative approaches.

Carving LARC Devices Out of the PPS Rate
There is considerable variability across states in the extent to which certain services are “carved out” of
the PPS rate and billed independently. Several states have carved payment for LARC devices out of the
PPS per-visit rate using a State Plan Amendment (SPA). Reimbursement for LARC in these states typically
is set at the 340B acquisition cost or for devices purchased outside that program, the lower of the
provider’s charges, or the rate on the Medicaid provider fee schedule.
Carving out LARC devices is generally the recommended option to ensure adequate reimbursement,
particularly in states where an FQHC is unlikely to meet the threshold for a change in scope PPS rate
adjustment, or in states where there are caps or other limitations on rates. Table 1 illustrates recent
examples of state carve-out language.
State

SPA/Policy Language

New York: New York carved
out LARCs from the PPS rate
for FQHCs and RHCs in 2016.
As of publication, the change
is still being implemented, but
payments will be available
retroactively.

SPA language: “For services provided on and after April 1, 2016, the
cost of long acting reversible contraceptives (LARC) will be separated
from the PPS reimbursement. Reimbursement for LARC will be
based on actual acquisition cost. The facility must submit a separate
claim to be reimbursed for the actual acquisition cost of the LARC
device.”30

Georgia: Georgia carved out
LARCs from the PPS rate for
FQHCs and RHCs in 2015

Georgia used the following SPA language for both FQHCs and RHCs.
“Effective for dates of services on or after May 15, 2015, FQHCs may
elect to receive reimbursement for Long Acting Reversible
Contraceptives (LARCs) (specifically intrauterine devices and single
rod implantable devices) for contraceptive purposes.
Reimbursement for the LARCs shall be made in accordance with the
following:
I.

To the extent that the LARCs were purchased under the
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State

Illinois: As highlighted in a
recent CMS bulletin32 on state
efforts to expand access to
LARCs, Illinois has taken a
number of steps including a
PPS carve-out for FQHCs and
RHCs, and an additional $35
incentive payment for 340B
providers that use LARCs.

Maryland: Maryland began
reimbursing FQHCs for a visit
and the acquisition costs of
LARCs in 2013, detailing
payment rates for copper and
hormonal IUDs and the

SPA/Policy Language
340B Drug Pricing Program, the FQHC must bill the actual
acquisition cost for the device.
II.

Reimbursement shall be made at the FQHC’s actual 340B
acquisition cost for LARCs purchased through the 340B
program. For LARCs not purchased through the 340B
program, reimbursement shall be made at the lower of the
provider’s charges or the rate on the Department’s
practitioner fee schedule, whichever is applicable.

III.

Reimbursement is separate from any encounter payment
the FQHC may receive for LARCs.”31

SPA language: “FQHC/RHC Implantable Contraceptive Devices.
Effective for dates of service on or after October 13, 2012, FQHCs
and RHCs, as described in subsection (2)(a), may elect to receive
reimbursement for intrauterine devices (IUDs) and other
implantable devices emitting hormones or drugs for contraceptive
purposes. Reimbursement for the implantable contraceptive devices
shall be made in accordance with the following:
I.

To the extent that the implantable contraceptive device was
purchased under the 340B Drug Pricing Program, the FQHC
or RHC must bill the actual acquisition cost for the device.

II.

Reimbursement shall be made at the FQHC or RHC’s actual
340B acquisition cost for implantable contraceptive devices
purchased through the 340B program. For implantable
contraceptive devices not purchased through the 340B
program, reimbursement shall be made at the lower of the
provider’s charges or the rate on the Department’s
practitioner fee schedule, whichever is applicable.

III.

Reimbursement is separate from any encounter payment
the FQHC or RHC may receive for implanting the device.
Additional Dispensing Fees to Providers: Effective July 2014,
HFS increased the dispensing fee add-on payment to $35 for
providers who dispense highly-effective contraceptives
through the 340B federal drug pricing program. In order to
receive the additional fee, providers must identify 340B
purchased drugs by reporting modifier “UD” in conjunction
with the appropriate procedure code and actual acquisition
cost for the birth control method on the claim form.”33

CMS summarized the state’s policy as follows: 34


“FQHCs are reimbursed for an office visit and the acquisition
cost for one (1) of the three (3) covered LARC devices.
Practitioners receive reimbursement for one of the three
devices, as indicated by their respective J code:
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State
contraceptive implant.

SPA/Policy Language
o

J7300

o

J7302

o

J7307”35

The policy memo listing 2013 payment rates is available at
https://mmcp.dhmh.maryland.gov/Documents/PT%202213%20FQHC%20Transmittal%20No.%201.pdf
States interested in learning more about state plan possibilities or the family planning state plan option
can contact their CMS Regional Office.36
Additionally, certain services can be “carved out” of the PPS and paid for separately. For example, Ohio
established separate PPS rates for each FQHC for Medical, Dental, Speech Pathology and Audiology,
Mental Health/Behavioral Health, Physical Therapy, Optometry, Podiatry, Chiropractic and
Transportation services.37 The idea of carving out a separate PPS encounter rate for an FQHC family
planning encounter has been proposed38 by some researchers and advocates. This payment
methodology does not appear to have been applied to family planning services as of the writing of this
toolkit, however it is an idea that would likely be in line with CMS’s focus on improving LARC access.

Other Innovative Approaches
CMS also encourages states to consider and/or develop innovative solutions to alleviate LARC
reimbursement and inventory challenges for FQHCs and other providers. These could include:




Alternative Payment Methodologies: State Medicaid programs can use Alternative Payment
Methodologies (APMs) either in place of or alongside the PPS rate, as long as they ensure that
FQHCs are still paid at least the amount they would have received under PPS and as long as the
FQHC receiving the APM agrees to it. There are many examples of APMs, which generally apply
to the full range of FQHC services. For example, Arizona’s APM allows FQHCs to re-base their
rates every three years. Oregon operates a pilot APM program that seeks to encourage practice
transformation by allowing participating FQHCs to retain their full PPS-equivalent payments
even as they transition some face-to-face encounters to virtual encounters. In 2014, 30% of
states used an APM model to pay FQHCs, and 19% used both APM and PPS. Additionally, states
are including FQHCs in broader value-based payment initiatives such as pay for performance
(P4P), shared savings, supplemental care management payments, and capitation.39 A state
looking to enhance LARC access at FQHCs could design an APM that incorporates family
planning incentives and/or performance metrics40 as part of a broader payment methodology.
This would be a new approach that would align with CMS’s increasing emphasis on supporting
access to LARC for women in Medicaid.
1115(a) demonstration waivers:41 CMS in its recent State Health Official Letter expressed
interest in exploring section 1115(a) demonstration authorities to ensure that providers who
furnish covered medical assistance for eligible individuals have access to an inventory of LARC
devices. One idea offered is that states could purchase a batch of LARC devices (e.g., a month’s
worth of devices, leveraging the 90% federal match) and furnish them to Medicaid providers
who offer LARC, without cost to the provider. The provider would then have the LARC readily
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available to implant/administer. The provider would not bill the state for the devices used, just
services such as insertion and removal, and the state would replenish the provider’s LARC supply
once it is depleted. CMS stated that it will consider “other state ideas like this, related to all
types of family planning services, subject to the regular process for review, approval, and
evaluation of section 1115(a) demonstrations.”42
Medicaid Managed Care Organization contract requirements: CMS noted in its recent bulletin
that the states taking the most proactive approaches to increasing LARC access through
Medicaid policy have MCO contract requirements intended to promote access and reinforce the
2014 Centers for Disease Control and Prevention (CDC) recommendations on family planning.
For example, Illinois’ external quality review organization (EQRO) “developed a family planning
readiness review tool and reviews the plans’ family planning policies and procedures.
Additionally, the MCO contract was revised to include language that provider policies/protocols
shall not present barriers that delay or prevent access, such as prior authorizations or steptherapy failure requirements; and that clients should receive education and counseling on all
FDA-approved birth control methods from most effective to least effective, and have the option
to choose the preferred birth control method that is most appropriate for them.”43 MCO
contract requirements are another policy lever to influence LARC access that more states may
want to consider. For reference, see Section 1 above for a description of utilization management
provisions that CMS has indicated are not permissible.
Manufacturer arrangements: Establish arrangements with LARC manufacturers to stock
providers with the devices and also allow them to be returned if unused.44 One example of this
is a pilot program in Illinois with Bayer HealthCare (Mirena and Skyla) and Teva Pharmaceuticals
(Paragard) to stock physician offices with these devices without charging an upfront cost to the
providers. This allows providers to have a stock of LARC devices on-hand so that if the patient
decides she wants to use this type of contraception, it can be inserted immediately and she does
not need to return for a second visit.45 Another manufacturer—Medicines 360—offers a lowcost device when FQHCs purchase through the 340B program (LILETTA).
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3. Key State Decisions
States looking to adopt an FQHC payment methodology and policy reforms that will incentivize
appropriate, informed, and choice-driven use of LARCs should consider the following issues and
questions.

1. Assess the Landscape
•What is our state’s current LARC reimbursement structure for FQHCs?
•Does our state Medicaid program cover the full range of LARC devices and services?
•How does our reimbursement for LARC discourage (or encourage) use of LARC?
•What are the current LARC utilization rates in the state?
•What do stakeholders (FQHC providers and patients, particularly women using contraception) see as the barriers to
utilization?
•Does our state have an APM for FQHCs? Were the PPS rates recently rebased?
•Is there a clear pathway for FQHCs to request/receive higher payments for any increase in LARC provision? Is this
change in scope process utilized by FQHCs in our state?
•Are there caps or limits on PPS rates that might prevent FQHCs from being adequately reimbursed for the cost of LARC
devices and/or services?
•Does our state use Medicaid managed care?
•If yes, do the MCOs currently require step therapy or prior authorization, or have restrictive quantity limits on LARC?
•Do FQHCs have challenges with maintaining an inventory of LARC for same-day administration? If so, what are the
specific challenges?
• Are there any state-specific administrative or political considerations to take into account? Or other initiatives going on
in the state that may impact these efforts?
2. Analyze Potential Solutions to Enhance LARC Uptake
•Could LARC devices be carved out of the PPS rate? What would the billing and coding requirements be for carve-outs?
•Is the state interested in developing a new methodology to carve family planning/LARC services out of the PPS rate, and
seeking federal approval for it?
•Would it be feasible make changes to the state plan to provide more comprehensive coverage of LARC services/devices?
•Is our state willing to submit a SPA to carve out LARC from the PPS?
•Is our state willing to submit an 1115(a) demonstration waiver proposing an innovative approach to increasing LARC
access, such as the state purchasing an inventory of devices for FQHCs?
•Is our state (and are the FQHCs) willing to implement an APM?
•If LARC devices in our state will remain "carved in" to the PPS, are there ways we can change, clarify, or streamline our
state's process for FQHCs to request a PPS rate adjustment, to ensure that the PPS encounter rate fully reimburses them
for any increase in LARC utilization and costs?
•How could the Medicaid MCOs in our state be involved in removing LARC access barriers? Will we change our MCO
contracts to ensure that MCOs are not imposing unneccessary barriers to LARC?
•Is our state willing to facilitate agreements with manufacturers to ensure that Medicaid providers of LARC have an
inventory of devices?
•Should our state directly stock Medicaid providers with needed LARC devices?
•What are the state and federal costs associated with the approach(es) under consideration?
•What feedback and reactions do stakeholders and advocates have about the potential approach(es)?
•What options are there to address any state-specific administrative or political considerations?
3. Decide on and Implement an Approach
•Based a thorough analysis of the options, determine which solution, or combination of solutions, is most likely to
enhance access to LARC while satisfying any state-specified requirements and criteria (such as cost neutrality).

Regardless of the payment model and reforms adopted, the reimbursement strategy should be coupled
with efforts to address the operational and implementation challenges that FQHCs face in providing
LARC, as described in the next section.
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4. Operational and Implementation Challenges
In addition to considering the reimbursement methodology for FQHCs, there are other significant
barriers that clinics and providers can experience when attempting to increase LARC provision at their
sites. This section offers a high-level overview of commonly cited challenges that many FQHCs face with
regards to providing LARC to their patients as well as the state’s role in addressing those challenges.

Billing / Coding
Accurate billing and coding for LARC counseling visits and insertions is essential to ensure rapid and
accurate reimbursement for the visit. Incorrect coding of a visit can lead to denied claims, which further
limits the financial capabilities of a clinic to invest in keeping more LARC devices in stock. A quick
reference guide for codes for LARC devices and procedures is available in the Appendix of this toolkit
and includes new ICD-10 codes.
Proper and adequate documentation in a patient’s medical record is also essential to support each
billing code in order to receive reimbursement from a payer (public or private). Medicaid beneficiaries
should not be billed cost-sharing for family planning services and supplies.

Provider Education
One common challenge to providing LARC is maintaining an adequate network of available providers
who are trained and comfortable with providing IUDs, which includes counseling about the available
options, benefits and risks, as well as the actual insertion of the device. LARC have only recently become
the recommended first-line option for nulliparous women (women who have not given birth), including
adolescents.46 Given the recent shift, some providers still are not trained on LARC insertion and/or do
not offer LARC as a method for their patients, even if the woman would be an eligible candidate for a
LARC device. Increasing the number and types of providers trained on LARC47 can contribute to the
uptake of the devices not only by leading more providers to offer the devices to more women, but also
by making more providers available to do insertions.

Stocking / Same-Day Availability
As mentioned throughout this toolkit, LARC devices have a high up-front cost. As such, clinic sites like
FQHCs that see a predominantly lower-income population, including a substantial number of Medicaid
enrollees and uninsured, are reluctant to bear the cost of ordering a supply of LARC devices to keep onsite for same-day insertions. More often, a clinic will order the LARC device specifically for the patient,
or have it ordered through the pharmacy benefit, and the patient will return to the clinic for the
insertion at a later date. This allows a site to bill the patient’s insurance (either public or private), or
assist the patient with paying for it individually. However, the patient may not return for the insertion
visit (one study found that 45.6%—nearly half—of women did not return for the second visit48), leaving
the woman at higher risk for an unintended pregnancy without the LARC. For this reason, having sameday availability of devices is crucial. Additionally, states should ensure that clinics are allowed to bill for
an office visit and LARC procedure (device insertion) that occur on the same day, if necessary. In some
states, FQHCs are not permitted to bill Medicaid for more than one encounter on the same day.49

340B Program
The 340B drug pricing program is a federal program administered by the Health Resources and Services
Administration (HRSA), which mandates that pharmaceutical manufacturers provide discounted rates
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for their products to qualified entities such as FQHCs. For a patient to receive a 340B price on a drug or
device such as LARC, they must meet eligibility requirements.50 340B-eligible sites can order LARC
devices at the discounted rate and provide them to eligible patients. However, program rules can be
complicated depending on the patient visit and how the patient chooses to pay (e.g., public or private
insurance, or self-pay). FQHCs eligible for 340B pricing must be clear on state and program rules for
using 340B-priced drugs or devices for patients. For example, while an FQHC may provide a 340B-priced
device to a patient who is covered by Medicaid, the FQHC may not wish to do so, because it could lead
to an improper “duplicate discount,” which occurs when the pharmaceutical manufacturer pays a rebate
to the state Medicaid agency51 on a drug already purchased at the discounted 340B price. 340B-covered
entities that chose to use 340B drugs or devices for Medicaid patients are required to inform the state
Medicaid agency that they are doing so and comply with other guidance to prevent duplicate discounts.
An FQHC seeking to use 340B pricing for LARC should have policies and procedures in place to avoid
duplicate discounting as well as diversion of 340B drugs or devices to ineligible patients.52 Failure to
adhere to program rules can result in an FQHC needing to repay the price difference to the
pharmaceutical manufacturer.

State Supports for Operational Challenges
States can support FQHCs in navigating LARC-related operational challenges in a number of ways. At
minimum, states can provide clear and straightforward guidance to providers on Medicaid cost
reporting, billing and coding guidance, and policy clarifications related to LARC, as necessary, to ensure
that FQHCs understand the state’s coverage provisions and know how to get reimbursed for LARC.53
States may also consider convening provider learning collaboratives, offering technical assistance on
LARC provision and reimbursement, and encouraging and disseminating information about LARC clinical
training opportunities.54 As described above, states also have various options available to help with the
up-front device costs (e.g., by directly supplying or working with manufacturers to supply an inventory
of LARCs to providers).

5. Conclusions
Despite the challenges, there is substantial momentum at the federal, state and provider level to
increase the uptake of LARC and significant potential for improved health outcomes and financial
benefits. Recent success in Colorado shows that when LARC devices were made more readily available
the teen pregnancy rate in the state decreased by 40%, and the abortion rate also decreased (42%for
ages 15-19, and 22%for ages 20-24).55 And nationally, data show that the increase in LARC utilization (as
described in Section 1 above) has been accompanied by declines in the U.S. abortion rate, which
dropped 13% between 2008 and 2011. Births also declined during that period, indicating that births
were not replacing abortions. Although there are multiple possible explanations and factors that may be
influencing this trend, the data suggest that the unintended pregnancy rate is declining at the same time
that use of highly effective contraception is increasing.56 The financial benefits of reducing unintended
pregnancies are apparent, since for every public dollar spent on contraception services, Medicaid saves
an estimated $5.68 on costs associated with unintended pregnancy and infant care.57
The Centers for Medicare and Medicaid Services (CMS) has been actively promoting the use of safe,
effective and appropriate contraception, via the CMCS Maternal and Child Health Initiative and guidance
issued to states. An informational bulletin58 in April 2016 described how different states have
approached confronting some of the barriers highlighted above, including policy changes to pay for
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immediate post-partum LARC outside of the global delivery rate, and to reimburse FQHCs and rural
health centers (RHCs) for the cost of the LARC device in addition to their normal encounter rate
reimbursement. A subsequent State Health Official and State Medicaid Director letter issued in June
2016 reinforced these points and provided additional guidance on provision of Medicaid family planning
services and supplies. This recent guidance and widespread interest in promoting access to LARC and
other forms of effective contraception and family planning services create an ideal opportunity for
states to re-examine and reform their current LARC-related policies and payment structures.

6. Additional Resources
In addition to the resources in the footnotes throughout this toolkit, the following are excellent sources
of information related to LARC.

General LARC
American College of Obstetricians and Gynecologists, “Long-Acting Reversible Contraception
Program,” https://www.acog.org/About-ACOG/ACOG-Departments/Long-Acting-ReversibleContraception
ACOG provides a wealth of information about the clinical and administrative sides of LARC, including
resources for provider education, billing and coding, and policy guidance for states who may be seeking
to change Medicaid policy surrounding LARC.
Gavin, Loretta, et al. “Providing Quality Family Planning Services: Recommendations of CDC and the
U.S. Office of Population Affairs.” April 25, 2014.
https://www.cdc.gov/mmwr/preview/mmwrhtml/rr6304a1.htm
This report established LARC among the first-line recommended options for family planning, including
for nulliparous women. The report provides recommendations developed collaboratively by CDC and
the Office of Population Affairs (OPA) of the U.S. Department of Health and Human Services (HHS). The
recommendations outline how to provide quality family planning services, which include contraceptive
services, pregnancy testing and counseling, helping clients achieve pregnancy, basic infertility services,
preconception health services, and sexually transmitted disease services.

Coding Guidance
“Coding Guidelines for Contraceptives,” UpstreamUSA, October 1, 2015.
http://www.upstream.org/wp-content/uploads/2015/11/Upstream-Contraceptive-CodingGuide_111215_1115A.pdf
This guide focuses on the specific codes that should be used for different contraceptive methods, not
specific to LARC. It does provide guidelines for contraceptive coding in general, and explains the
different types of codes, when/how the codes should be used, and provides some sample scenarios to
give examples of how certain encounters should be coded and documented.
“Intrauterine Devices & Implants: A Guide to Reimbursement,” University of California San Francisco,
Last updated April 2016. http://larcprogram.ucsf.edu/
The UCSF LARC Reimbursement Guide, which is regularly updated on the website, provides clinicians
and administrators with tools and guidance for billing and getting reimbursed for LARC. It also provides
12

assistance to assist clinics with addressing challenges around stocking, provider education, and other
barriers.

LARC and Medicaid
Vikki Wachino, “Medicaid Family Planning Services and Supplies.” SHO #16-008, Center for Medicare
and Medicaid Services, June 14, 2016. https://www.medicaid.gov/federal-policyguidance/downloads/sho16008.pdf
This CMS letter to State Health Officials clarifies pervious guidance on the delivery of family planning
services and supplies to all Medicaid beneficiaries.
Vikki Wachino, “State Medicaid Payment Approaches to Improve Access to Long-Acting Reversible
Contraception,” CMCS Informational Bulletin, Center for Medicare and Medicaid Services, April 8,
2016. https://www.medicaid.gov/federal-policy-guidance/downloads/cib040816.pdf
This CMS Informational Bulletin describes various states’ approaches for increasing access and uptake of
LARC under the Medicaid program.

Other Federal Programs
Multiple federal agencies work on contraception issues and other issues related to improving maternal
and child health and wellbeing. In 2014, CMS launched a Maternal and Infant Health Initiative. In
addition to CMS, there is the Title X program overseen by the Office of Population Affairs and the
Centers for Disease Control and Prevention’s (CDC) Winnable Battles, which include a focus on teen
pregnancy. Information about maternal and infant health and contraception is available from the CDC’s
Division of Reproductive Health as well as from the Health Resources and Services Administration’s
(HRSA’s) Maternal and Child Health Bureau (MCHB). Links and further information are available here:
https://www.medicaid.gov/medicaid-chip-program-information/by-topics/quality-ofcare/contraception.html

13

Appendix
Coding for LARC Methods and Procedures59

14

15

1

The American Congress of Obstetricians and Gynecologists, FAQ184, May 2016.
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