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We thank the Legislature for its commitment to women’s preventive care. We also commend the Health and 

Human Services Commission (HHSC) for its work to launch the Healthy Texas Women (HTW) program and the 

Family Planning Program (FPP). Through these programs, eligible low-income women can go to a 

participating provider to get health screenings, women’s health exams, and family planning, including 

contraception, at little or no cost. While there is still work to do to ensure successful implementation of these 

new programs, the launch represents a critical opportunity to revitalize consumer outreach, increase provider 

outreach and capacity, and serve the thousands of women across Texas who are in need of health screenings 

and preventive care. 

 

Background 
Healthy babies and successful kids in school start with healthy women, healthy pregnancies, and healthy 

moms. Preventive care and interventions before and between pregnancies are one of the most effective ways 

to improve health for moms and babies. We all want children to be healthy, be good learners, and grow up to 

be our next generation of teachers, helpful co-workers, and leaders. The first step is ensuring healthy 

pregnancies and healthy births. The screenings and preventive care offered through HTW and FPP are an 

important step towards improving women’s health and birth outcomes and reducing unplanned pregnancies. 
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The Legislature’s continued efforts on women’s health are critical to ensuring more Texas mothers and 

babies are healthy and confronting the state’s maternal mortality crisis and Zika threat. Implementation of 

Texas’ two women’s health programs is an opportunity to build a robust network of providers to serve 

women across Texas in need of preventive care and health screenings. Services and screenings offered 

through these programs are an important step towards improving women’s health and birth outcomes and 

reducing unplanned pregnancies. But continued investment and key improvements should be made to 

improve the health of moms and babies, address maternal depression, and ensure access to preventive 

care for teens and young adults. Additionally, to truly improve the health of moms and infants, the state 

should craft a Texas health coverage plan for low-wage workers to maximize the return of federal tax 

dollars for health care and ensure Texas women have access to care before and after pregnancies.   
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When women are able to plan or space their pregnancies, they are more likely to receive prenatal care in the 

first trimester1 and their babies are less likely be born too early (preterm)2 or too small (low birthweight).3 HTW 

also offers screening and treatment for diabetes, hypertension (high blood pressure), and high cholesterol, 

which are conditions that are critical to treat before pregnancy so a pregnancy is healthier for both mom and 

baby. In fact, treating diabetes and hypertension before pregnancy reduces complications, such as 

preeclampsia, preterm birth, low birth weight, birth defects, and infant death.4 

 

Preventive care and disease screenings and treatments save the state money and reduce health risks.    

Unintended pregnancy and poor birth outcomes, such as preterm and low birthweight births, have a 

substantial cost to Medicaid. About 70 percent of Medicaid costs for hospitalized newborns are related to 

prematurity.5 In total, Medicaid paid over $402 million in 2015 for newborns with prematurity and low birth 

weight.6 The average cost to Medicaid for premature infants is 200 times higher than the cost of healthy, full-

term births. In fact, during the first year of life, a healthy, full-term newborn birth costs Medicaid about $572, 

while a newborn born preterm or with low birthweight complications costs $109,220 to the Medicaid 

program.7 These costs can be reduced through improved access to contraception (to plan and space 

pregnancies) as well as screenings and early intervention to detect health risks, such as diabetes and 

hypertension, before they result in complications and become more expensive to treat. 

 

Several recent developments in Texas emphasize the urgency of strengthening preventive care access in the 

state. With local transmission of Zika virus as close as Florida, the threat of local transmission is looming in 

Texas. The wet spring has created mosquito-friendly conditions, particularly in vulnerable communities in 

South Texas, the Rio Grande Valley, and Gulf Coast. In Texas, about half of pregnancies are not planned, 

which means a large portion of pregnant women in the state may not know to take mosquito precautions. 

Given the devastating effect Zika virus can have on pregnant women and their fetuses, strategies and 

programs to prevent unintended pregnancies and sexual transmission of Zika virus are more important than 

ever. 

 

Moreover, two recent reports have shown a disturbing spike in pregnancy-related deaths in Texas over the 

last few years. The rate of pregnancy-related deaths in the state doubled between 2010 and 2012 – a trend 

not seen in any other state8 – and pregnant Black women bear the greatest risk of pregnancy-related death 

and severe complications.9 Notably, the DSHS Maternal Mortality and Morbidity Task Force found that 60 

percent of maternal deaths occurred more than 42 days and less than 1 year after delivery, highlighting the 

critical need for postpartum and interconception care, such as services through HTW and FPP. Given this 

context, continued investment in women’s preventive care and interventions before, during, and between 

pregnancies is critical to address and improve maternal health.  
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Recommendations 
1.   Identify areas with a shortage of family planning providers and develop strategies to ensure robust 

provider participation. To make sure these programs are successful, it’s imperative that a strong 

network of health providers participate in HTW and FPP across Texas – both in urban and rural 

areas – to deliver care. The state should collect and track data on provider capacity and identify 

ways to build upon the existing network. This launch is an opportunity to increase provider outreach 

and eliminate barriers preventing qualified providers from enrolling and providing services.  

 

2.   Address technological glitches in the state’s eligibility and enrollment system that prevent currently 

eligible clients from accessing family planning services. Texas Children’s Health Insurance Program 

(CHIP) does not cover contraceptive services for its clients. Also, CHIP clients cannot receive 

contraceptive services through HTW because the HTW system (based on the Texas Integrated 

Eligibility Redesign System, TIERS) is not currently designed to accept CHIP enrollees. As a result, 

females enrolled in CHIP (available up to age 19) are unable to access contraceptive services through 

either program. Texas still has one of the highest teen birth rates in the country, ranking 46th out of 

the 50 states, and the highest rate of repeat teen pregnancy in the country.10 The Legislature took an 

important step to address this by expanding HTW eligibility to teens ages 15 to 17 with parental 

consent. However, the technological glitch within TIERS substantially undermines the benefits of 

having HTW serve some teenagers. The Legislature has an opportunity to reduce unintended 

pregnancies by enabling more teens to access contraceptive services through HTW. HHSC should 

prioritize changes to the TIERS system that would enable it to accept HTW clients who are enrolled in 

CHIP.  

 

3.   Further clarify billing and coding policies for screening and treatment related to perinatal 

depression and ensure meaningful, timely access to mental health counseling and treatment. Early 

screening and treatment of perinatal depression is critical for a mom’s mental health and a child’s 

healthy development. HTW covers perinatal depression screening and treatment, such as 

medications and basic counseling with a primary care provider. FPP covers screening (not 

treatment) for postpartum depression during an office visit. These additions are in line with 

Governor Abbott’s 2014 Healthy Texans campaign platform, in which he called for action on 

postpartum depression to make sure moms stay healthy after their child is born. 

 
Perinatal depression affects about one in seven women,11 and, if untreated, has adverse effects on a 

child’s brain development and academic achievement and can disrupts a child’s stress response 

system, leading to a higher chance of developing behavioral problems, social disorders, and 

learning disabilities down the road.12 Unfortunately, uninsured and low-income women are far less 

likely to receive treatment. More than one-third (37 percent) of low-income mothers with young 

children who have had a major depressive disorder do not receive any treatment, compared to one 

quarter (25 percent) of their higher-income counterparts.13 While the women’s health programs are 



 
4 Texans Care for Children txchildren.org 

taking a step in the right direction, improvements are needed: 

 

•   First, a list of diagnosis codes for HTW has not yet been published in the Texas Medicaid 

Provider Procedures Manual (TMPPM). This has led to confusion, particularly about which 

codes to use when administering the screening tool and when counseling patients 

diagnosed with perinatal depression. The scope of the benefit must be clarified to 

enable providers to better serve women.  

 

•   Second, while FPP only covers perinatal depression screening and HTW covers screening 

and basic counseling in the primary care setting, if a woman and her clinician decide 

comprehensive mental health counseling is needed, these services won’t be covered 

through HTW or FPP.14 Without other insurance coverage, she would be referred to a 

local mental health authority or specialist for more targeted therapy, which may leave her 

waiting weeks to upwards of 4 to 5 months for an appointment. Some safety-net health 

centers only have a mental health specialist on site one or two days a week. We have 

become aware of cases where new mothers are referred to emergency psychiatric 

departments because they had no other option for mental health counseling. Ultimately, 

to ensure meaningful access to treatment for perinatal depression, it is imperative to 

address mental health workforce shortage issues. This includes increasing 

reimbursement rates for mental health professionals to improve recruitment and 

retention in Texas and increasing access to support services provided by certified peer 

specialists, which helps supplement traditional mental health care.15 

 

4.   Auto-enroll eligible 19-year-olds in CHIP and Children’s Medicaid into HTW to improve continuity 

of care for young adults. When women experience gaps in coverage, it increases their risk for 

negative health outcomes and unintended pregnancy. Since CHIP and Children’s Medicaid is 

available up to age 19, Texas can ensure there is no gap in health coverage for women exiting CHIP 

and Children’s Medicaid by automatically enrolling them into HTW at the end of their certification 

period.  

 
5.   Evaluate options to streamline enrollment between CHIP-Perinatal program and the Family Planning 

Program in order to maximize access to care between pregnancies. Women enrolled in Medicaid for 

Pregnant Women are auto-enrolled in HTW after the 60-day postpartum Medicaid certification period 

ends. This helps reduce gaps in care – such as gaps in contraception and treatment for hypertension 

and diabetes – especially during the hectic time after the birth of a baby. However, women enrolled in 

CHIP-P do not have a similar auto-enrollment option. CHIP-P provides prenatal care and other 

pregnancy-related services to pregnant women who are uninsured and do not qualify for Medicaid 

due to income or immigration status. In 2014, the program served over 37,000 women. Texas has an 

opportunity to make great strides in postpartum and interconception care by streamlining enrollment 
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of women from CHIP-P towards the Family Planning Program and referring them to FPP-participating 

providers.  

 
6.   To ensure women have access to care before and after pregnancies, craft a Texas plan to expand 

health coverage to low-wage workers. Texas has the highest rate of uninsured people in the country. 

HTW and FPP only have the capacity to reach a fraction of women and men with low incomes in need 

of affordable preventive care – and the programs provide a limited scope of services. Access to 

comprehensive coverage is limited in our state, leaving many women of reproductive age without 

insurance. Many jobs do not provide insurance and subsidies on the Affordable Care Act (ACA) 

Marketplace are only available for individuals above the poverty line. Developing a workable solution 

to close the coverage gap will maximize federal funds and substantially increase the number of women 

able to access a medical home where they can receive care before, during, and after pregnancy. This 

is a critical step to truly achieve healthy outcomes for moms and babies. 
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