
UNBUNDLING REIMBURSEMENT 
FOR ���������ƒ�����$�������7���!���(���!�"����������
�������$�!���������$�����������$���
���	���!�������+��
� �&�������
�����	�����������$�����������$���!�" :  

A CASE STUDY OF 
GEORGIA MEDICAID’S 
EXPERIENCE

Prepared by:
Health Management Associates

Based on research performed by: 
Health Management Associates, Waxman Strategies, and Medicines360



�$�_�;���r�†�u�r�o�v�;���o�=���|�_�b�v���1�-�v�;���v�|�†�7�‹���b�v���|�o���7�o�1�†�l�;�m�|���|�_�;�����;�o�u�]�b�-�����;�7�b�1�-�b�7���r�u�o�]�u�-�l�=�v���;�Š�r�;�u�b�;�m�1�;���‰�b�|�_��
�†�m�0�†�m�7�t�b�m�]���t�o�m�]�J�-�1	ž�m�]�7���u�;�ˆ�;�u�v�b�0�t�;���1�o�m�|�u�-�1�;�r	ž�o�m���P�����!���Q���7�;�ˆ�b�1�;�v���-�m�7���v�;�u�ˆ�b�1�;�v���=�u�o�l���|�_�;�����;�7�b�1�-�b�7��
�r�u�o�v�r�;�1	ž�ˆ�;���r�-�‹�l�;�m�|���v�‹�v�|�;�l���P�����"�Q���=�o�u���u�;�b�l�0�†�u�v�;�l�;�m�|���b�m���
�;�7�;�u�-�t�t�‹��� �†�-�t�b�C�;�7�����;�-�t�|�_�����;�m�|�;�u�v��
�P�
� �����v�Q���-�m�7���!�†�u�-�t�����;�-�t�|�_�����t�b�m�b�1�v���P�!�����v�Q�: This analysis is intended for policymakers and stakeholders 
in other states pursuing Medicaid reimbursement strategies with the overall goal of improving 
women’s equitable access to high-quality contraception across healthcare providers, particularly in 
FQHCs. The hypothesis was that unbundling reimbursement of LARC devices from the Medicaid 
PPS reimbursement rate would increase LARC availability and utilization in FQHCs. Please note this 
case study only considers the policy change’s impact on Medicaid fee-for-service (FFS) because the 
LARC unbundling reimbursement policy only applies to Medicaid (FFS). Where possible, we provide 
information gathered on Medicaid Managed Care to enable stakeholders’ future evaluation of these 
policies in the Medicaid Managed Care setting. 

PURPOSE

INTRODUCTION
Medicaid is of particular importance for women of reproductive age throughout the United States. 
Medicaid accounts for 75% of federal expenditures for family planning services.i The Centers for 
Disease Control and Prevention (CDC) recommends that women be provided with patient-centered 
counseling and services related to the full range of contraceptive methods, but low-income women 
often face barriers in accessing high-quality, comprehensive counseling and services, particularly to 
higher-cost methods such as LARCs. Reimbursement policies for LARC methods and services are 
complex, particularly under Medicaid, and often do not account for the cost of LARCs. Unbundling 
reimbursement for LARC devices and services from bundled payment systems so that the state can 
provide adequate reimbursement may increase the likelihood that safety net clinics, such as FQHCs, 
will purchase and provide these methods to more women. Removing reimbursement barriers to 
both insertion and removal of LARC devices is a key component of these policies, to make sure 
that provider incentives are aligned with women’s autonomy and choice in use of LARC methods. 
In 2019, research conducted by Medicines360 and Waxman Strategies identified unbundling 
LARC reimbursement from the PPS encounter rate as a key enabler to LARC access in FQHCs as 
demonstrated in Figure 1.ii For more background information on this reimbursement strategy please 
see Enhancing Long-Acting Reversible Contraception (LARC) Uptake and Reimbursement at Federally 
Qualified Health Centers: A Toolkit for States.
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Figure 1: Example Reimbursement Comparison: 
FQHC PPS Encounter Rate vs. LARC Costs Unbundled from PPS Encounter Rate* 

LARC �0�†�m�7�t�;�7��into PPS encounter rate LARC �†�m�0�†�m�7�t�;�7��from PPS encounter rate



This case study intends to be an educational tool for other states interested in considering similar 
policy changes. The primary research question was: How has the development and implementation 
of unbundling LARC reimbursement from the FFS Medicaid PPS in FQHCs/RHCs impacted utilization 
of services among Medicaid beneficiaries in Georgia? It further involved the following four aims, with 
aligned data collection methods to explore them. 

GEORGIA FQHC LARC 
UNBUNDLING CASE STUDY 
AIMS AND METHODS

Figure 2: Case Study Aims and Methods

Over the course of 2020, the Medicines360 and Health Management Associates teams collaborated 
with Georgia stakeholders including the Healthy Mothers, Healthy Babies Coalition of Georgia, Georgia 
Family Planning System, and the Georgia Department of Community Health (DCH) to gather data 
from health care provider, researcher, and policymaker interviews, as well as Medicaid claims data. The 
COVID-19 pandemic limited the research team’s ability to schedule and complete some key informant 
interviews and the planned patient focus groups; however, despite these limitations the team was still 
able to gather a substantial amount of quantitative and qualitative data to inform the findings below. 
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GEORGIA FAMILY PLANNING 
EXPANSION EFFORTS 
In 2010, 60 percent of all pregnancies in Georgia (119,000) were unintended.v Unintended or closely 
spaced pregnancies can have negative health and economic consequences for women and their families. 
Georgia ranks 47 out of 50 in the CDC’s low birth weight measures.vi Approximately 80 percent of 
unplanned births in Georgia were publicly funded, compared with 68 percent nationally.vii This suggests 
that Georgia has less access to comprehensive, patient-centered contraceptive counseling and services.  

Access to LARCs is an important part of comprehensive and patient-centered family planning and 
broader measures to support women’s health and economic well-being. The following summary details 
the two LARC reimbursement policies that Georgia’s Medicaid program passed to improve LARC access 
and utilization.

Post-Partum LARC Reimbursement Policy Change
In preparing this case study, we determined that an earlier policy passed by the Georgia Medicaid 
program set the stage for the FQHC LARC unbundling policy. On April 1, 2014, the Georgia FFS 
Medicaid program began reimbursing facility, physician, and ultrasound costs for the placement of LARC 
devices inserted immediately post-partum in an inpatient hospital setting, enabling hospitals to offer 
LARC placement to interested patients immediately (within 10 minutes) after childbirth.viii (See Appendix 
A for a more detailed discussion of this policy.) Lessons from this effort included:  

•	 Implem�;�m�|�-	ž�o�m�����u�o�1�;�v�v�9��Initial implementation challenges contributed to a lower-than-
expected impact of the policy change, including: 1) lack of communication to all necessary 
hospital departments, and 2) confusion over hospital billing instructions and problems with 
claims system edits/denials.  

•	 ���o�v�|�����@�;�1	ž�ˆ�;�m�;�v�v�9 





study was on FFS payments. However, further research is warranted to fully understand how managed 
care plans are incorporating state unbundling reimbursement polices into their own reimbursement 
arrangements with FQHCs.
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�†�m�7�b�m�]���l�-�‹���_�-�ˆ�;�����l�r�-�1�|�;�7�����;�7�b�1�-�b�7���$�u�;�m�7�v�:��The transition of Title X grantee status from 
Georgia Department of Public Health to The Family Health Centers of Georgia, Inc. (FHCGA), an FQHC, 
which occurred in 2014, may be a confounding factor in the findings related to Medicaid-funded 
LARC utilization. The Title X program transition occurred one year before we would expect to see the 
impact of the unbundling policy. LARC utilization at Georgia Title X sites did not show an increase in��
�‘�•�•�“���o�u 2015. However, LARC utilization in Title X did show an increase in 2016 that is mostly 
sustained over subsequent years (Figure 4). There are several factors that may have played a role in 
Title X providers’ ability to increase LARC utilization. First, the FHCGA Title X program, known as 
Georgia Family Planning System, established a LARC purchasing pool for FQHCs to fund the purchase 
of LARCs and assist providers in add�䄀܀瘀瘀瘀͠QLATire  tiڀ瘀瘀瘀͠rchotl؀瘀�䄀n.Ȫpe ost, the to increase LARC utilization.Ȫpse 



IMPLEMENTATION LESSONS 
LEARNED 
While the Georgia Medicaid claims data does support the hypothesis that the unbundling policy 
contributed to an increase in LARC utilization, it is possible that several factors in the policy 
implementation process blunted the full effects of the policy. Several key implementation-related 
challenges may have impacted Georgia’s outcomes during the study period and provide important 
lessons for other states considering the best approach to implementation:

���o�t�b�1�‹�����_�-�l�r�b�o�m�v���-�m�7���"�|�-�h�;�_�o�t�7�;�u�����m�]�-�]�;�l�;�m�|�9��The lead supporters for the LARC reimbursement 
reforms were the Obstetrics and Gynecology 



�"�‹�v�|�;�l�����u�o�]�u�-�l�l�b�m�]�9 To implement the reimbursement policy changes, Georgia DCH needed to make 
programming changes to its claims payment system, the Medicaid Management Information System. The 
required reprogramming took almost one year, much longer than expected. During this same timeframe, 
the state’s online Medicaid eligibility determination system, Georgia Gateway, was only available during 
business hours, limiting access for women to apply for coverage. ���v���r�-�u�|���o�=���|�_�;���b�l�r�r�;�l�;�m�|�-�¼�o�m���r�u�o�1�;�v�v�6��
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���|�_�;�u�����o�m�v�b�7�;�u�-	ž�o�m�v�9��This case study did not aim to assess the patient populations outside of Medicaid 
FFS in the FQHC/RHC setting. However, the data suggests that all patient populations should be 
considered in policy changes to address equitable access to care. FQHCs/RHCs care for Medicaid 



to The Family Health Centers of Georgia, an FQHC, in Georgia in 201�“, just after the Medicaid 
unbundling policy was approved. This award, combined with lack of clarity regarding Medicaid versus 
Title X reimbursement, may have resulted in Title X funding playing a larger role for FQHCs in funding 
LARC access. For states considering implementing an FQHC/RHC LARC unbundling policy, several key 
elements need to be in place to support the greatest impact. A comprehensive provider communication 
plan is essential to inform providers of the policy. Training opportunities should be made available to 
FQHC and RHC providers to address administrative and clinical barriers that may arise, such as billing 
questions and comfort level with LARC insertion and removal. Finally, time and resources required for 
the necessary system reprogramming should be prioritized in the early planning stages given that these 
steps often take longer than projected.

APPENDIX A: 
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���u�o�ˆ�b�7�;�u�����m�]�-�]�;�l�;�m�|���-�m�7�����7�†�1�-	ž�o�m�9 Support from health center leadership, communication between 
leadership and staff, and staff attitudes and beliefs facilitated the implementation of new billing, stocking, 
and clinical practices.xv Gaining provider buy-in to offer LARCs may require:xvi,xvii 

1.	 considering a more feasible billing methodology to ease administration for both providers and 
payers,  

2.	 testing claims for both billing system and claims system compatibility and communicate to all 
stakeholders. 

3.	 building the capacity of health center leadership to mobilize staff and resources so that new 
policies are well-understood and implemented consistently from both a clinical perspective 
(LARC insertion and removal) and administrative perspective (stocking and billing). 

APPENDIX B: 
GEORGIA LARC UTILIZATION DATA 
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The Georgia Medicaid program’s FQHC/RHC LARC unbundling policy was approved May 15, 2015, 
through a State Plan Amendment (SPA). Medicaid FFS data shows that the share of services provided in 
FQHC/RHCs that were LARC encounters increased through 2018 and decreased in 2019. Of the total 
number of Women of Reproductive Age (WRA) in Georgia’s Medicaid, FFS program covers 15% of the 
total Medicaid population, with Medicaid Managed Care covering 85% of the WRA.
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2012 8,928 13 0.1%

2013 9,063 1.51% 55 323.1% 0.6%

2014 10,245 13.04% 87 58.2% 0.8%

2015 9,697 -5.35% 119 36.8% 1.2%

2016 9,689 -0.08% 147 23.5% 1.5%

2017 6,842 -29.38% 113 -23.1% 1.7%

2018 6,605 -3.46% 110 -2.7% 1.7%

2019 6,402 -3.07% 73 -33.6% 1.1%

Table B.1 FQHC and RHC Services - FFS 

10



�$�b�|�t�;���*���
�-�l�b�t�‹�����t�-�m�m�b�m�]�����m�m�†�-�t���!�;�r�o�u�|���J�����;�o�u�]�b�-���	�-�|�-���P�‘�•�•�‘�J�‘�•�•�–�Q��

Title X Family Planning Annual Report data shows that in Georgia, the total number of LARC encounters 
in Title X sites increased over time, with a substantial jump in 2016 following the grant award change to 
The Family Health Centers of Georgia from Georgia’s Department of Public Health.

�+�;�-�u �r���o�=�������!�����†�v�;�u�v���-�|���;�Š�b�|���=�u�o�l���|�_�;���;�m�1�o�†�m�|�;�u��

2012 8,273 

2013 8,711 

2014 6,770 

2015 4,010 

2016 10,261 

2017 8,671 

2018 9,102 

2019 9,974 

Table B.2: Title X LARC Use 

Source: �_�‚�r�v�+�D�D�=�r�-�u�8�o�r�-�8�_�_�v�8�]�o�ˆ�D���†�0�r�b�1�D�!�;�r�o�u�|�v���m�7�
�o�u�l�v

APPENDIX C: 
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LANGUAGE AND BILLING AND 
CODING REQUIREMENTS 
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: 

1.	 To the extent that the LARCs were purchased under the 340B Drug Pricing Program, the FQHC 
must bill the actual acquisition cost for the device. 

2.	 Reimbursement shall be made at the FQHC’s actual 340B acquisition cost for LARCs 
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To identify members receiving Family Planning services for Long Acting Reversible Contraceptive (LARC) 
in FQHC and RHC (COS 540, 541 & 542), all of the following criteria must be met. 
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•	 The rendering provider COS equals to 540 & 542 






