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Centers for Medicare & Medicaid Services 
Department of Health and Human Resources 
Room 445-G, Hubert H. Humphrey Building 
200 Independence Avenue SW 
Washington, DC 20201 
 

Re:  CMS – 9931 – NC:  Request for Information 

Dear Sir or Madam: 

 Together, the two signatories to this letter have more than 65 
years of practice experience as OB/GYNs. 

 Dr. Kathleen Raviele is a board certified OB/GYN with over 30 
years of experience in private practice. She has authored several 
published articles in peer reviewed medical journals.   

Dr. Lester Ruppersberger is a recently retired OB/GYN with 
over 36 years of practice in a wide variety of settings including private 
practice, academic teaching, residency training and student mentoring.  
Dr. Ruppersberger is a Distinguished Fellow of the American College 
of Osteopathic Ob/Gyns; had served on their Board of Directors for 17 
years; was an assistant clinical instructor at the Philadelphia College 
of Osteopathic Medicine; served on the Professional Operating 
Committees of three hospitals; chaired the Department of Ob/Gyn at 
two hospitals and has published several articles in peer reviewed 
Journals.   

Together, we are writing to provide the agencies with 
information related to the government’s efforts to find “alternative 
ways (other than those offered in the current regulations)” of ensuring 
that women can receive the full range of FDA-approved contraceptives 
without cost sharing if they want them. 

 There are many ways that the government can provide what it 
calls “seamless” access to FDA-approved contraceptives without forcing 
religious employers like the Little Sisters of the Poor to allow these 
products to be included in their employee health plans.   

 A woman who wants prescription contraceptives covered by her 
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plan must take at least the following steps: 

1. Sign up for an insurance plan 
2. Obtain a prescription from the doctor, often as part of an in-person appointment. 
3. Have the prescription filled at a retail pharmacy. 
These steps—which women are already taking if they wish to receive free prescription 

contraceptives from an insurance company—offer a variety of avenues through which the 
government could provide “seamless” access to free contraceptives. 

First, many patients have more than one insurance policy (or riders on the same policy for 
varying types of coverage).  Patients often sign up for not only a health plan, but also dental, 
vision, prescription drug and other plans.  Likewise, many patients also participate in 
government programs like Medicare or Medicaid.  In our experience, the fact that patients have 
multiple health plans is not an impediment to their receiving seamless coverage.  Rather, 
allowing women who want contraceptive coverage to sign up for that coverage would be no more 
burdensome than signing up for an employer-provided health plan, one of these other plans or 
programs, or the plans offered on the government’s Exchanges. 

Second, there is no reason to fear that if a woman has a separate plan to pay for 
contraceptives that an otherwise willing physician would refuse to write the prescription or 
provide counseling simply because the employer’s plan will not pay for contraceptives.  To the 
contrary, physicians regularly write prescriptions for medications without having any idea 
whether the patient’s insurance covers a particular drug.  In all of our years of practice, we have 
never heard of doctors refusing to write medically appropriate prescriptions based on a patient’s 
insurance policy.  One example of this phenomenon is Viagra, which is often excluded from 
insurance plans but for which doctors nevertheless write many prescriptions.  Furthermore, 
contraceptive counseling most often occurs during a well-woman visit, which would eliminate 
any need for entering a separate billing code. 

Even when health plans fully comply with the contraceptive mandate, there is no 
requirement that a plan cover all contraceptives in any particular category.  Doctors, of course, 
cannot as a practical matter be familiar with every such detail in a patient’s health plan.  As a 
practical matter, this means that doctors are regularly writing prescriptions for contraceptives 
that may turn out not to be covered under the plan.  In fact, there are more than one hundred 
oral contraceptives on the market, and insurers are only required to carry a small handful on 
their formulary.   

For these reasons, we do not think that allowing women who work for religious employers to 
obtain a contraceptive-only plan of some kind would interfere with their access to contraceptives 
or pose any serious obstacle for doctors or patients. 

   Third, the pharmacy presents another avenue the government could use to provide “seamless” 
access.  Women are already going to retail pharmacies to fill their prescriptions. There is no 
reason that the transaction at the pharmacy counter—instead of the transaction with the 
employer and the employer’s insurer—cannot be used to provide “seamless” access.  For 
example, the government could allow pharmacies to bill prescription for contraceptives 
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that is not covered by an insurance policy to a government account, or to a fund to which    
insurance carriers contribute a certain amount to cover the costs of contraceptives. Alternatively, 
the government could also make the drug available over the counter, so that insurance coverage 
is not needed at all. 

Finally, as a matter of medicine, there is no need for patients to receive their contraceptive 
coverage (or any other health coverage) from their employer.  Plans provided from other 
sources—government programs, in the open market, from a family member’s employer, or on the 
Exchanges created by the ACA—could all provide contraceptive coverage just as effectively as a 
plan from a person’s employer.  Rather, as the United States government recently explained to 
the Supreme Court, if a woman does not receive contraceptive coverage from her employer, there 
are many other sources to provide it: 

If a small employer elects not to provide health coverage (or if a large employer 
chooses to pay the tax rather than providing coverage, employees will ordinarily 
obtain coverage through a family member’s employer, through an individual 
insurance policy purchased on an Exchange or directly from an insurer, or through 
Medicaid or another government program.  All of those sources would include 
contraceptive coverage. 

Accordingly, there is no medical reason for the government to prefer employer-provided coverage 
for women who work for religious employers.  A plan from another source that provides 
contraceptive coverage—or direct provision by the government to women or to pharmacies—
would allow women who want coverage to receive seamless access to contraceptives.   

 

 
Kathleen Raviele, M.D., FACOOG 

 
Lester  Ruppersberger, D.O., FACOOG  
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