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Summary 

Increased access to contraceptives over the last 15 
years has reduced the unintended pregnancy rate by 
50% in Wisconsin. However, the unintended 
pregnancies that still do occur disproportionately 
impact women experiencing poverty, and can lead to 
long-term negative consequences for the mother, 
child, and public health insurance system. Long-
acting reversible contraception (LARC) is an effective 
way of preventing unintended pregnancies, but 
conflicting goals between health insurance systems, 
healthcare organizations, and medical providers 
create systemic barriers to access. Specifically, 
limited medical facilities, few trained providers, and 
a culture that encourages excessive testing and 
redundant visits all create barriers to LARC 
insertion, and these barriers significantly decrease 
access for women experiencing poverty in rural 
Wisconsin. Several organizations, including the 
Wisconsin Academy for Rural Medicine, the 
Wisconsin Office of Rural Health, and Centers for 
Medicare and Medicaid Services have created 
initiatives to reduce these barriers. However, further 
interventions are needed to increase access to LARC 
for Badgercare recipients in rural Wisconsin. 

Background 

Unintended pregnancies disproportionately impact 
low-income women in rural Wisconsin 

Increased access to contraceptives over the last 
15 years has reduced 50% of unintended 
pregnancies in Wisconsin. In 2006, 45% of all 
pregnancies in Wisconsin were unintended1: by 2017, 
the unintended pregnancy rate had dropped to only 
23% of all pregnancies.2 However, the unintended 
pregnancies that still do occur disproportionately 
impact women experiencing poverty. 70% of  

Wisconsin mothers who have an unintended 
pregnancy are living at or near poverty line.2 

Unintended pregnancies can have negative impacts 
on the mother and child involved. Women who have 
an unintended pregnancy are at higher risk of 
experiencing depression and physical violence during 
pregnancy, and their children are more likely to have 
lower educational attainment and more behavioral 
issues during their teen years.3 Furthermore, 
unintended pregnancies place financial strain on 
public insurance programs. There were 16,900 
publicly funded unintended births in Wisconsin in 
20104, which ultimately cost Wisconsin taxpayers 
$214 million that year alone.  

Long-acting reversible contraception (LARC) such 
as contraceptive implants and intrauterine devices 
(IUDs) are an efficient way of preventing 
unintended pregnancies. LARCs are more effective 
at preventing pregnancies than short-acting 
contraceptives. Women who used short-acting 
contraceptives were 21x more likely to become 
pregnant than women who use IUDs or implants.5 
Family planning services are also cost-effective for 
public insurance programs: for every $1.00 spent 
on publicly funded family planning services, $4.02 
are saved on Medicaid costs for maternity and 
infant care.6 

However, LARC use remains fairly low in the 
United States. Only 10.3% of women age 15-49 in 
the United States use LARC.7 In contrast, 40.2% of 
women in China and 23.8% of women in Cuba used 
an IUD or an implant to prevent pregnancy in 
2015.8 LARC use in the United States is also 
dependent on geographic region: 14.2% of United 
States women living in a central city used LARC in 
2013, while only 10.3% of women living in non-
metropolitan areas used LARC.9 Additionally, 
although LARC use among Medicaid recipients and 
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those with private insurance is similar (12% and 
11.8% respectively), it is lower than LARC use 
among those with a different government plan such 
as Tricare (15.6%) and the uninsured (13.3%).9 

Furthermore, teenage Medicaid recipients in 
nonmetro Wisconsin may be disproportionately 
impacted by unintended pregnancies and lack of 
access to LARCs. Rural adolescents in the United 
States are sexually precocious compared to their 
urban peers. 80% of women living in rural areas 
have had sex by age 18, while only 69% of women 
living in urban areas have had sex by age 18.10 In 
Wisconsin currently, 32% of female high school 
adolescents have been sexually active.11 Of those 
who have been sexually active, only 9% used a 
LARC.11 Given that 76% of pregnancies in 
Wisconsin women younger than 20 are 
unintended12, and Badgercare (Wisconsin 
Medicaid) was the source of payment for 69% of 
births to women aged 15-19 in nonmetro 
Wisconsin13, special consideration should be given 
to this age group when considering systemic 
barriers. 

Barriers to Access 

Limited medical facilities, few trained providers, 
and a culture of excessive testing creates barriers to 
Long-Acting Reversible Contraception 

The United States has a unique fee-for-service health 
insurance system compared to the rest of the 
industrialized world. While most developed counties 
offer their citizens universal healthcare, healthcare in 
the United States is funded through government-
sponsored plans, private insurance, out-of-pocket 
payments, or (not infrequently) not funded at all. 
This creates conflicting goals between health 
insurance systems, healthcare organizations, and 
medical providers, which in turn creates systemic 
barriers to access. Specifically, there is a lack of 
medical facilities and trained providers that offer 
LARC in rural areas, and medical providers 
frequently require excessive testing and multiple 
visits prior to LARC insertion, all of which 
disproportionately impacts rural women 
experiencing poverty. 

To begin with, nonmetro areas in Wisconsin face an 
ongoing lack of medical providers and healthcare 
facilities. Of the 24 geographic areas designated as 
primary care Health Professional Shortage Areas in 
Wisconsin, 83% are classified as partially rural or 
rural areas.14 Obstetrics services (and the gynecologic 
services that typically go hand-in-hand) in rural 

Wisconsin have drastically declined over the last 20 
years. In 1997, just 20% of Wisconsin’s rural counties 
had no childbirth services: by 2016, that had almost 
doubled to 39% of rural counties.15 Lack of access to 
providers and healthcare facilities negatively impacts 
rural inhabitants: mortality rates for time-sensitive 
conditions increase by nearly 6 percent after a rural 
community loses its hospital.16Additionally, the lack 
of medical facilities and lack of trained providers can 
create a vicious positive feedback loop in nonmetro 
areas. Once a rural hospital closes, many providers 
leave the area, and some providers pre-emptively 
leave during economic hardships, which only 
increases the likelihood of the facility closing.17 

While the reasons for the decline in medical 
providers and healthcare facilities in rural areas are 
multifaceted and complex, one potential reason is 
that the high proportion of uninsured patients and 
patients with public health insurance financially 
disincentives the providers and healthcare systems 
that serve them. 51% of births in rural hospitals are 
to women with Medicaid coverage, while only 39% of 
births to women in urban hospitals are sponsored by 
Medicaid.18 Medicaid typically only reimburses 
hospitals 88 cents for every one dollar spent on 
medical services16, while private insurers pay 250% 
to 300% of what Badgercare reimburses for in 
Wisconsin.19 Additionally, in nonmetro areas in  

Wisconsin, 18% of adults making less than 138% of 
the federal poverty line are uninsured, while only 
13% of adults in metro areas making less than 138% 
of the feral poverty are uninsured.20 Given 
approximately 60% of medical care for the 
individuals without insurance is uncompensated21, 
it is unsurprising that one-fifth of Wisconsin’s rural 
hospitals are operating in the red16, and only 2% of 
doctors in their final year of medical school say they 
want to live in towns of 25,000 or fewer.22 

Even if nonmetro Badgercare recipients can access 
medical facilities, there is no guarantee that the 
facility will have a provider trained in LARC 
insertion, or even have a provider willing to discuss 
LARC, especially for adolescents. There is 
significant variation in provider ability to perform 
LARC insertion by specialty in Wisconsin. The 
majority of OB/GYN and midwifery providers in 
Wisconsin identified as skilled at LARC insertion 
(94.3% and 78.7% respectively), while only 42.5% 
of family medicine providers and 6.6% of 
pediatricians identify as skilled at LARC insertion.23 
Furthermore, willingness to recommend LARC to 
adolescents varies by specialty as well: 92% of 
OB/GYN residents recommend LARC as their first 
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choice of contraception to nulliparous adolescents, 
while only 78% and 77% of family medicine and 
pediatric residents recommend LARC as their first 
choice respectively.24 This is concerning for a 
variety of reasons. To begin with, adolescents who 
receive counseling about LARC are fifteen times 
more likely to use a LARC than if no counseling is 
provided.25 Secondly, as only 6.4% of OB/GYNs 
practice in rural areas26, nonmetro residents rely 
heavily on family medicine providers and 
pediatricians to provide contraceptive counseling 
and access. 

The variation in contraceptive care quality may be 
partially attributable to differences in medical 
training by residency. A survey of 105 medical 
residency programs found that the majority of 
residents in OB/GYN and family medicine 
programs were trained in LARC insertion, while 
less than 20% of pediatric residents were trained in 
LARC insertion.24 Of note, this is not due to lack of 
desire among up-and-coming pediatricians: 82% of 
pediatric residents surveyed said they would prefer 
additional training on LARC24, and younger 
pediatricians are more likely to discuss IUDs with 
their patients than older pediatiricians.27 
[Pediatrician LARC Training Image] This may be 
due to older pediatric providers following outdated 
guidelines on LARC: the American Academy of 
Pediatrics only recommended LARC for adolescents 
who could not use any other contraceptive method 
through 1999.27 

Finally, even for women who can easily access a 
medical facility with a provider trained in LARC 
insertion, many providers require numerous, time-
sensitive tests before LARC insertion, which can 
further increase the number of medical visits needed 
to access LARC and delay time to LARC insertion. 
80% of contraceptive providers require a Pap test 
within the past year, 84% required a Chlamydia test 
in the past 3 months for women 25 or younger, 38% 
required a hemoglobin test within the past 3 months, 
and 38% required women to be on their menses for 
insertion.28 It is worth noting that prior testing is not 
considered best practice. In fact, the American 
College of Obstetricians and Gynecologists issued a 
committee opinion in 2018 stating that providers 
should provide LARC insertion on the same day as 
requested if pregnancy can be reasonably ruled out.29 

Furthermore, even women who theoretically have all 
the required testing done before their clinic 
appointment are often required to come back for an 
additional visit. 58% of providers that offer family 
planning services require two or more visits to place 

an IUD.30 Needing to wait for test results and clinic 
flow issues are the two most commonly cited barriers 
to same-day insertion: however, 95% of Planned 
Parenthood facilities offer same-day insertion for 
LARC, suggesting that these obstacles are 
surmountable.30 

Unfortunately, not only do multiple visits and prior 
testing decrease LARC access, these barriers seem to 
disproportionately impact Medicaid recipients. 
Medicaid recipients are significantly less likely to 
have LARC in the 6 months after request than 
privately insured women (66% vs. 79%), and 
significantly more women on Medicaid became 
pregnant in the year following their LARC request as 
well (18% vs. 6%).31 Additionally, Medicaid recipients 
who lived greater than 10 miles away from clinics 
that utilize two-visit protocols were significantly less 
likely to return for IUD insertion32, which is 
concerning for rural inhabitants. 

The existence of these clinic protocols can potentially 
be attributed to the interaction of health insurance 
system policies and providers’ values. Since Medicaid 
primarily utilizes a fee-for-service payment policy (in 
fact, over half of Medicaid spending goes towards 
fee-for-service provider payments33), providers may 
be incentivized to order more tests in order to 
generate more revenue. Additionally, providers may 
fear lawsuits from not performing enough testing. 
Research has shown that the possibility of a lawsuit 
increased the number of tests and procedures 
ordered in hospital settings by approximately 5% - 
and there was no improvement in health outcomes 
for the patients who received the additional care.34 

Because of these factors, providers are incentivized 
to require multiple tests and visits in advance of 
LARC insertion, even though it contradicts best 
practice. 

Current Initiatives 

Although the systemic barriers are formidable, 
there are several programs already being 
conducted that improve LARC access 

The Wisconsin Academy for Rural Medicine 
(WARM) was developed specifically to address the 
lack of physicians trained in rural health issues in 
Wisconsin. This subdivision of the MD program 
offered at the University of Wisconsin-Madison 
School of Medicine and Public Health recruits 
students interested in practicing rural medicine, 
and prepares them for a career in rural Wisconsin, 
with impressive results – 91% of WARM graduates 
go on to practice in Wisconsin.35 
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Similarly, the Wisconsin Office of Rural Health 
provides financial incentives to health professionals 
that practice in rural Wisconsin. Physicians, nurse 
practitioners, and physician assistants who 
specialize in areas such as women’s health, family 
medicine, or pediatrics are eligible to receive up to 
$50,000 in education loan assistance if they 
practice in one of Wisconsin’s federally designated 
Health Professional Shortage Areas.36 This program 
has increased access to health professionals who 
can provide contraceptive services in rural 
Wisconsin: since 2010, one hundred eighty-six 
health professionals have been granted loan 
assistance for practicing in rural areas, and ninety-
nine of those professionals specialize in either 
family medicine or women’s health.37 

Finally, efforts have been made to address lack of 
revenue generated at rural health facilities. Fifty-
eight rural Wisconsin hospitals are currently 
designated as a Critical Access Hospital (CAH).38 
This federal designation allows rural hospitals that 
provide 24/7 emergency care to bill Medicare at 
101% of allowable costs, which supports financially 
struggling facilities.39 CAH designation does not 
guarantee that rural hospitals will turn a profit, but 
it does limit the number of rural hospitals that are 
struggling financially: simulations show that 
although 28% of CAHs currently operate in the red, 
elimination of the CAH program would increase 
that to 44%, and many of those struggling hospitals 
would close.40 Thus, continuing to fund CAH is 
essential to ensure access to health services for 
individuals in nonmetro Wisconsin. 

Future Solutions 

Although the previously mentioned interventions 
have been successful, additional system changes are 
needed to improve LARC access. The Wisconsin 
Department of Health Services should 1) partner 
with pediatric and family medicine residency 
programs to develop standardized curriculum 
regarding LARC, and 2) convert the Medicaid 
reimbursement system from being a fee-for-service 
system to a value-based system in order to remove 
barriers to LARC access for Badgercare recipients 
in nonmetro Wisconsin. 

To begin with, Wisconsin has three pediatric 
residency programs41 and twenty-three family 

medicine residency programs.42 Although the 
Accreditation Counsel for Graduate Medical 
Education (ACGME) requires that pediatric 
residents must be proficient in thirteen medical 
procedures including lumbar puncture, neonatal 
endotracheal intubation, and umbilical catheter 
placement, they does not require pediatric residents 
to be trained in LARC insertion.43 Similarly, while 
the ACGME requires family medicine residents to 
spend 100 hours providing gynecologic care to 
women, they again do not require family medicine 
residents to be trained in LARC insertion.44 
Therefore, the Wisconsin Department of Health 
Services should work with Wisconsin residency 
programs and the ACGME to ensure that family 
medicine and pediatric residents in Wisconsin are 
required to receive training in LARC insertion in 
order to better serve  rural residents. 

Secondly, the current Badgercare fee-for-service 
reimbursement system financially encourages 
providers to order excessive testing and redundant 
visits, which limits patients’ ability to access LARC 
and disproportionately impacts Medicaid 
recipients.31,32 In the United Kingdom, introducing 
pay-for-performance incentives increased 
prescribing rates of LARC by 4% annually in 
primary care offices.45Additionally, a program 
launched in Delaware to incentivize healthcare 
professionals to provide single-visit contraception 
appointments significantly increased LARC use: 
among patients aged 20-39 whose facility 
participated in the program, LARC use increased 
from 13.7% to 27% over two years, while LARC use 
among similarly-aged patients from facilities that 
didn’t participate only increased from 13.6% to 
17.6%.46 Therefore, the structure of the Badgercare 
reimbursement system should be converted from a 
fee-for-service system to a pay-for-performance 
system in order to incentivize healthcare 
professionals to provide LARC in a single visit. 

These potential interventions are not without their 
weaknesses. Requiring Wisconsin pediatric and 
family medicine residency programs to cover LARC 
training would not only require massive structural 
change, it would also require a fundamental shift in 
mindsets regarding what services family medicine 
and pediatricians should cover. This idea has 
already been met with resistance – a survey of 
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Midwestern pediatricians found that the few 
providers have favorable views of adolescent 
intrauterine device (IUD) use, and the majority did 
not discuss it during contraceptive counseling.47 
Similarly, not only would changing Badgercare’s 
reimbursement model require a fundamental shift 
in structure and mindset (and would likely be 
fiercely opposed by the current state senate), there 
is still insufficient evidence that pay-for-
performance systems improve patient outcomes 
over the long-term.48 That is not to say these 
interventions are not worth pursuing. It is merely a 
reflection of the considerable challenges to 
successful implementation of these interventions.  

Ideally, these interventions should lead to 
measurable successes. Educating primary care and 
pediatric residents on LARC should lead to an 
increase in residents reporting that they feel 
confident performing LARC insertion, and 
changing Medicaid reimbursement from a fee-for-
service system to a value-based system should 
decrease the amount of testing and number of visits 
required for patients to obtain a LARC. However, it 
is important to remember that the ultimate 
indicator of success would be a decline in 
unintended pregnancies among Bagercare 
recipients in nonmetro areas. This could be 
measured by utilizing the Pregnancy Risk 
Assessment Monitoring System (PRAMS), which 
was used initially to determine the rate of 
unintended pregnancies among Wisconsin women. 
Medicaid is the primary form of health insurance 
for 14% of women aged 19-64 in Wisconsin.49 Given 
that only 23% of births in Wisconsin are 
unintended, but 70% of those unintended births are 
to women at or near poverty line2, the goal of these 
interventions should be to reduce the unintended 
pregnancy rate among Badgercare recipients in 
rural areas to the state average of 23%. 

This report suggests that many upstream factors, 
including cultural values among healthcare 
providers and clashing goals between the health 
insurance and medical care industries, have created 
a cascade of barriers of LARC access (Figure 1). As 
these barriers appear to disproportionately impact 
Badgercare recipients in rural areas, efforts should 
be made to remove these barriers in order to reduce 
the unintended birth rate in rural Wisconsin. 
Reducing the unintended pregnancy rate among 
Badgercare recipients in rural Wisconsin to the 
state average is an ambitious goal. But given the 
potential cost savings for public health insurance 
programs, not to mention to improved quality of 

life for the would-be mothers, it is a goal well worth 
pursuing.  
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