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State Options Addressing
Access to Contraception

BY KENDALL SPEER

The majority of females 18 to 64 have used contraception at some
point in their reproductive years. The ability to plan pregnancies is
directly linked to a wide array of benefits—including fewer unintend-
ed pregnancies, more educational and economic opportunities for
young women and men, improved maternal and infant health, and
greater family well-being.

Certain forms of contraception reduce the spread of sexually trans-
mitted diseases (STDs), and contraceptive access may reduce rates
of abortion. There are cost savings for individuals and states associat-
ed with reducing unintended pregnancy rates.

Barriers to Accessing
Contraception

While the Affordable Care Act increased access to contraception and
reduced the cost for patients, some barriers exist. One in six sexu-
ally active women who say they are not trying to get pregnant yet,
are not using contraception. Twenty-five percent of women who are
currently using contraceptives report they are not using their pre-
ferred method because of one or multiple barriers.

Financial resources and insurance coverage may limit access to cer-
tain contraceptive methods. Costs vary between different forms,
ranging from approximately $1 for condoms, $25 to $50 per month
for oral contraceptives, $1,000 to $1,300 every five to 10 years for in-
trauterine devices (IUDs), to $6,000 for surgical sterilization. These
costs can be higher when doctor’s visits, follow-up care and any in-
sertion/removal of devices are included. Research shows removing
out-of-pocket costs for contraception is associated with increased
consistent use and reduced income disparities in unintended preg-
nancy rates.

Geographic barriers in rural areas include a shortage of practicing
physicians, leading to health care shortage areas, as well as patient
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transportation issues. One study found that across the 14 states
studied, 17% to 53% of the state population lived in areas without
enough facilities offering contraceptive methods to cover the num-
ber of eligible women in a county.

Federal Action

Section 2713 of the Patient Protection and Affordable Care Act (ACA),
codified as 42 USC 300gg-13C 300gg-13, requires all non-grandfa-
thered group health and individual health insurance plans to cover
certain preventive health services with no cost sharing (e.g., copay-
ment, coinsurance or deductible). This includes coverage for all con-
traceptive methods approved by the U.S. Food and Drug Administra-
tion (FDA), except for religious exemptions and accommodations for
certain employers. Over-the-counter (OTC) formulations are only re-
quired to be covered by insurance if they were prescribed.

Under the federal Health Center Program, federally qualified health
centers (FQHCs) play an integral role in providing contraception to
low-income and uninsured individuals.
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https://www.cdc.gov/nchs/products/databriefs/db327.htm#:~:text=%2C%202015%E2%80%932017.-,Female%20sterilization%2C%20the%20pill%2C%20the%20condom%2C%20and%20LARCs%20were,8.7%25)%20(Figure%202)
https://www.sciencedirect.com/science/article/abs/pii/S0022399920308217
https://www.nature.com/articles/s41372-019-0402-1
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4000282/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4000282/
https://www.cdc.gov/sixeighteen/docs/6-18-evidence-summary-pregnancy.pdf
https://www.kff.org/womens-health-policy/report/contraception-in-the-united-states-a-closer-look-at-experiences-preferences-and-coverage/
https://www.kff.org/womens-health-policy/report/contraception-in-the-united-states-a-closer-look-at-experiences-preferences-and-coverage/
https://uhs.umich.edu/contraception-external-condom
https://www.webmd.com/sex/birth-control/ss/slideshow-birth-control-options
https://uhs.umich.edu/contraception-cost
https://uhs.umich.edu/contraception-cost
https://www.goodrx.com/health-topic/reproductive-health/tubal-ligation-cost
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2772565?utm_source=For_The_Media&utm_medium=referral&utm_campaign=ftm_links&utm_term=110620
https://www.astho.org/globalassets/brief/increasing-access-to-contraception-infographic-series-rural-health.pdf
https://pubmed.ncbi.nlm.nih.gov/32955562/
https://www.healthcare.gov/health-care-law-protections/grandfathered-plans/
https://www.healthcare.gov/health-care-law-protections/grandfathered-plans/
https://www.fda.gov/consumers/free-publications-women/birth-control
https://www.fda.gov/consumers/free-publications-women/birth-control
https://www.fda.gov/consumers/free-publications-women/birth-control
https://www.govinfo.gov/content/pkg/FR-2017-10-13/pdf/2017-21851.pdf
https://www.govinfo.gov/content/pkg/FR-2017-10-13/pdf/2017-21851.pdf
https://bphc.hrsa.gov/about-health-centers

The Title X National Family Planning Program is the only federal program specifically dedicated to support-
ing the delivery of family planning care. The program funds organizations in each state to distribute federal
dollars to safety net clinics to provide family planning services to low-income, uninsured and underserved
clients. FQHCs may also enroll in the 340B Drug Pricing Program, entitling them to purchase contraception
at a discounted price.

State Policy Options

States play a role in addressing access to contraception by considering barriers such as cost, insurance cov-
erage and provider shortages.

INSURANCE COVERAGE

The majority of women who are privately insured report their insurance covers the full cost of their contra-
ceptive care, while one in five say they pay some out-of-pocket costs. This is in part due to exceptions for
certain types or brands of contraception. Some states have codified or expanded their insurance coverage
requirements for contraception. Twelve states and the District of Columbia require marketplace insurance
coverage for certain OTC birth control methods, such as spermicide, sponges, emergency contraception or
condoms. Seven states and the District of Columbia require private insurers to cover male condoms; insur-
ers may require enrollees to obtain a prescription to receive coverage for these OTC birth control methods.

Traditionally, Medicaid fee-for-service has issued global payments for labor and delivery, meaning pro-
viders are not reimbursed for insertion of long-acting reversible contraception (LARCs) (i.e., IlUDs and im-
plants) and/or the devices themselves if provided immediately postpartum. States can increase access to
contraception during the postpartum period by unbundling the cost of LARCs from other postpartum ser-
vices. For example, Utah requires the Medicaid program to reimburse providers separately for the inser-
tion of LARC immediately after childbirth. lllinois permits health plans to allow hospitals separate reim-
bursement for LARC devices provided immediately postpartum before hospital discharge.

Nearly one-third of hormonal contraceptive users say they have missed taking their birth control because
they were not able to get their next supply of pills. Studies suggest a 12-month supply has been associated
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https://opa.hhs.gov/grant-programs/title-x-service-grants/title-x-statutes-regulations-and-legislative-mandates
https://www.hrsa.gov/opa
https://www.kff.org/womens-health-policy/issue-brief/womens-sexual-and-reproductive-health-services-key-findings-from-the-2020-kff-womens-health-survey/
https://www.kff.org/other/state-indicator/state-requirements-for-insurance-coverage-of-contraceptives/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://lawatlas.org/datasets/insurance-coverage-of-contraception
https://www.astho.org/globalassets/pdf/guidance-for-dev-a-toolkit-on-immediate-postpartum-larc.pdf
https://le.utah.gov/~2018/bills/static/HB0012.html
https://www.ilga.gov/legislation/BillStatus.asp?DocNum=967&GAID=16&DocTypeID=SB&SessionID=110&GA=102
https://www.kff.org/womens-health-policy/issue-brief/womens-sexual-and-reproductive-health-services-key-findings-from-the-2020-kff-womens-health-survey/

with a 30% reduction in the odds of having an unintended pregnancy when compared with women who
are dispensed less than three months of coverage. New Jersey requires public and private health plans to
allow enrollees to obtain a 12-month supply of their contraceptive method at one time. Louisiana requires
Medicaid plans to dispense six-month supplies of contraceptives to patients at a time, unless the patient or

provider requests otherwise.

Some states require insurance plans to cover contraception prescribed by practitioners other than physi-
cians. For example, Arizona requires health insurance plans cover pharmacist prescribing of self-adminis-
tered hormonal contraceptives. Maryland permits pharmacists to bill Medicaid for the patient assessment
that is required before pharmacists can prescribe.

ADVANCED PRACTICE CLINICIANS AND PHARMACISTS

States may consider the scope of practice of advanced practice clinicians and pharmacists to increase the
number of providers who can prescribe contraception. For example, in 2021, Maryland established cer-
tification requirements and the scope of practice for certified midwives, which include family planning,
well-person reproductive care and contraception prescribing. Washington permits certified nurse-mid-
wives to prescribe and administer contraception. Utah permits physician assistants who have practiced for
at least 10,000 hours to provide services and prescribe medication, including contraceptives, without su-
pervision from a physician.

“Pharmacy access” laws authorize pharmacists to prescribe contraceptives, which can make contraceptive
care more accessible and affordable by eliminating the need for a separate visit to a health care provider.
Pharmacists are more likely to have extended hours than clinics and do not require an appointment to be
seen. In the United States, about 89% of residents live within five miles of a pharmacy and people see their
community pharmacist 12 times more frequently than their primary care provider.

At least 20 states and the District of Columbia allow pharmacists to prescribe—or dispense under a stand-
ing prescription order—hormonal contraceptives. For example, Hawaii allows pharmacists to prescribe
self-administered hormonal contraceptives and West Virginia allows pharmacists to dispense self-admin-
istered hormonal contraceptives under a standing prescription order from the state health officer. In ad-
dition to prescribing and dispensing self-administered hormonal contraception, South Carolina permits
pharmacists to also administer injectable hormonal contraceptives under a standing order. Nevada re-
quires prescribing pharmacists to provide the patient with a risk assessment tool and contraceptive meth-
od counseling when prescribing and dispensing self-administered hormonal contraceptives. In 2022, Vir-
ginia expanded the ability of pharmacists to distribute contraceptives to patients through telehealth.
Seven states require a patient to see a primary care provider after a specified period of time to continue
receiving contraceptives from a pharmacist.

EMERGENCY CONTRACEPTIVE ACCESS IN EMERGENCY ROOMS

Emergency contraception, which significantly reduces the chance of pregnancy, is most effective the soon-
er it is taken. Twenty states and the District of Columbia require hospital emergency rooms to provide
emergency contraception-related information or services to sexual assault victims. Wisconsin requires
hospitals to provide survivors of sexual assault with medically accurate information about emergency con-
traception including its availability. Nevada requires any facility providing emergency care to a sexual as-
sault survivor to give the patient information about emergency contraception—and to supply emergency
contraceptive pills upon request.

Resources

e NCSL Website: State Contraception Policies

NCSL acknowledges Arnold Ventures for their support of this publication.

Please note that NCSL takes no position on state legislation or laws mentioned in linked material, nor does
NCSL endorse any third-party publications; resources are cited for informational purposes only.
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https://journals.lww.com/greenjournal/Abstract/2011/03000/Number_of_Oral_Contraceptive_Pill_Packages.8.aspx
https://www.njleg.state.nj.us/bill-search/2022/S413
https://www.legis.la.gov/legis/BillInfo.aspx?s=22RS&b=HB557&sbi=y
https://www.azleg.gov/legtext/55leg/1r/bills/sb1082s.pdf
https://health.maryland.gov/mmcp/SiteAssets/pages/Provider-Information/Frequently%20Asked%20Questions%20-%20Pharmacist%20Prescribers%202.5.20.pdf
https://mgaleg.maryland.gov/mgawebsite/Legislation/Details/sb0684?ys=2021RS
https://app.leg.wa.gov/billsummary?BillNumber=5765&Year=2021&Initiative=false
https://le.utah.gov/~2021/bills/static/SB0027.html
https://www.japha.org/article/S1544-3191(22)00233-3/fulltext
https://www.cdc.gov/pcd/issues/2020/20_0317.htm
https://naspa.us/resource/contraceptives/
https://www.capitol.hawaii.gov/sessions/session2017/bills/GM1168_.PDF
https://www.wvlegislature.gov/Bill_Status/bills_text.cfm?billdoc=HB2583%20SUB.htm&yr=2019&sesstype=RS&i=2583
https://www.scstatehouse.gov/sess124_2021-2022/bills/628.htm
https://www.leg.state.nv.us/App/NELIS/REL/81st2021/Bill/7622/Overview
https://lis.virginia.gov/cgi-bin/legp604.exe?221+sum+SB672
https://lis.virginia.gov/cgi-bin/legp604.exe?221+sum+SB672
https://www.uspharmacist.com/article/pharmacists-prescribing-hormonal-contraceptives-a-status-update
https://www.kff.org/womens-health-policy/state-indicator/emergency-room-ec-requirements/?activeTab=map&currentTimeframe=0&selectedDistributions=er-required-to-provide-information-about-ec&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://docs.legis.wisconsin.gov/statutes/statutes/50/ii/375
https://www.leg.state.nv.us/App/NELIS/REL/81st2021/Bill/8034/Text
https://www.ncsl.org/health/state-contraception-policies

