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Ezjﬁkbsl‘mct: Publicly funded family planning clinics serve millions of low-income women
each year, providing a range of critical preventive services and enabling women to avoid
unintended pregnancies. It is important to quantify the impact and cost-effectiveness of
such services, in addition to these health benefits. Using a methodology similar to prior
cost-benefit analyses, we estimated the numbers of unintended pregnancies prevented by
all U.S. publicly funded family planning clinics in 2004, nationally (1.4 million pregnan-
cies) and for each state. We also compared the actual costs of providing these services ($1.4
billion) with the anticipated public-sector costs for maternity and infant care among the
Medicaid-eligible women whose births were averted ($5.7 billion) to calculate net public-
sector savings ($4.3 billion). Thus, public expenditures for family planning care not only
help women to achieve their childbearing goals, but they also save public dollars: Our
calculations indicate that for every $1 spent, $4.02 is saved.

Key words: Family planning services, public funding, government financing, United States,
contraception, pregnancy, Medicaid, cost/benefit.

E ach year, publicly funded family planning providers enable millions of poor
and low-income women throughout the U.S. to achieve their childbearing goals
and avoid unplanned pregnancies. These services have numerous benefits, including
health benefits for women and infants due to better birth spacing,' personal benefits
for individuals who have a greater chance of realizing their educational and career
goals, and economic benefits for both families and society due to personal and
public cost savings associated with fewer unplanned children.? Moreover, publicly
funded family planning care typically involves much more than just contraceptive
services, including giving low-income women access to such preventative services
as screening for cervical and breast cancers and sexually transmitted infections and
referrals to a variety of health and social services that they might otherwise forgo.’
Currently, nearly seven million U.S. women rely on publicly funded clinics for family
planning services,* representing one out of every four women who obtain such services
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from a medical provider each year.>® In addition, publicly supported family planning care
is available from those private physicians who are willing to accept Medicaid reimburse-
ment for services. Funding for these services comes from a number of federal, state,
and local sources. For more than 30 years, a key source has been the Title X program,
the only federal program devoted solely to the provision of family planning services. In
addition, Medicaid coverage of family planning care has grown substantially in recent
decades, outpacing Title X and becoming the largest single public funding source for
family planning care: In 2001, Medicaid constituted 61% of all public dollars spent on
family planning care, some $770 million.”

National studies documenting the impact of public family planning expenditures on
unintended pregnancies and cost savings were first conducted in 1977.2 Updated studies
followed in 1981,° 1990,' and 1996," with similar methodologies that were refined and
improved according to the availability of better behavioral and expenditure data. In the
mid-1990s, the services supported by public family planning expenditures prevented
1.3 million unintended pregnancies each year. Based on current rates, about 630,000
of these pregnancies would have ended in abortion and 530,000 would have resulted in
an unintended birth." In addition, at that time, for every $1 spent on family planning,
$3 was saved in public costs for pregnancy-related health care.

A number of more recent narrowly focused studies'>” have also demonstrated the
positive effect of public funding for contraceptive care, both in preventing large num-
bers of unintended pregnancies and in realizing significant public-sector cost savings,
although none has provided a national-level impact assessment of current public-sector
service provision.

Since the last comprehensive analysis was conducted, several new contraceptive
methods have been developed, and women’s contraceptive behavior has shifted some-
what.'® Changes in contraceptive method-mix patterns have been particularly dramatic
among women served by publicly funded family planning clinics. Between 1995 and
2004, the proportion of Title X family planning clients using oral contraceptives fell
from 62% to 48%, while the proportion using injectables rose from 12% to 18%; the
proportion using condoms also rose, from 13% to 18%.'* Moreover, the costs for both
public-sector family planning programs and Medicaid-financed maternity care, like
all health care costs, have risen dramatically over the last decade. Furthermore, the
percentage of all births that are covered by Medicaid has also risen, due to expanded
eligibility for prenatal care services implemented by states in the 1980s and 1990s. Given
shifting contraceptive use patterns and rising costs, it is therefore critical that we update
our estimates of unintended pregnancies averted* and public-sector cost savings for all
U.S. women receiving contraceptive care from publicly funded family planning clinics.
The goal of this paper is to provide an update of these benefits, yielding results that are
useful for policymakers and program planners at the national, state, and local levels.

*It is important to remember that the “pregnancies averted” measured in this, and prior, analyses are
in fact unintended pregnancies that current users of publicly funded clinics choose to prevent, and
are working hard to prevent, through their voluntary use of contraception.
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Methods

Analysis steps. We followed five broad methodological steps:

 Examine the actual contraceptive method-mix distribution for a national sample
of recipients of public-sector family planning care, and calculate the number of
unintended pregnancies that would occur over a one-year period given actual
method use.

o Estimate likely method-mix distribution scenarios for these women in the absence
of public services at the national level, and calculate estimates of the number of
additional unintended pregnancies that would be expected under each method-
mix scenario.

o Use these estimates to compute an average national-level ratio of the number of
pregnancies prevented per 1,000 public-sector family planning clients.

o Apply this ratio to national and state level numbers of clients served at family
planning clinics to estimate the numbers of pregnancies prevented by public-
sector family planning clinic investments for each state, and distribute the number
of pregnancies prevented into its components (births, induced abortions, and
spontaneous pregnancy losses).

o Estimate the public-sector medical costs that would be incurred if these unin-
tended births had not been prevented, and compare these costs with family
planning program costs at the national and state levels to yield a final estimate
of cost savings.

Each of these steps is discussed in detail below. Although we have followed the same
basic methodology developed in prior studies,'®" a number of refinements, driven by
differences in available data and decisions about construction of the scenarios, have
been implemented here.

Data sources. We used data from Cycle 6 of the National Survey of Family Growth
(NSFG) to examine the contraceptive behavior of women who had obtained family
planning care from a publicly supported provider in the prior 12 months, as well as
that of women representing four different scenarios of likely behavior in the absence
of services. The NSFG is a nationally representative household survey of 7,643 women
aged 15-44 fielded between March 2002 and March 2003. When weighted, the data
represent the 62 million U.S. women in that age range. The overall response rate for
women was 80%.%

A number of additional data sources were used at different points in the analysis.
These include:

o Title X data on clients served and total revenues for 2004;"

o Data on Medicaid prenatal, delivery, postpartum, and infant care costs available
for 22 states from family planning waiver applications and evaluations;'

o Previously published estimates of unintended pregnancies, abortions and unin-
tended births for 2001;*! and

o Previously published estimates of the number of women served at all family
planning clinics in 2001.*
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Estimating actual and likely method-mix scenarios. Actual method mix of publicly
funded contraceptive users. Using the 2002 NSFG, we selected the 772 respondents
who had received public-sector family planning care in the past year and who were
using reversible methods at the time of interview or who received a tubal ligation in
the past year. These included women who had either made a visit to a publicly funded
family planning clinic (84%) or a Medicaid-reimbursed family planning visit to a
private physician (16%). We classified these women according to their current actual
contraceptive method (oral contraceptives, male condoms, injectable, IUD, implant,
spermicide, natural family planning or periodic abstinence, withdrawal, or female
sterilization). We then divided these women into 72 population subgroups based on
each combination of age (15-19, 20-24, 25-29, 30 and older), marital status (currently
married, currently cohabiting, unmarried), income (below 100% of the federal poverty
level (FPL), 100-199% of the FPL, 200% of the FPL or greater) and race (Black, non-
Black), and obtained the distribution of each population subgroup according to actual
contraceptive method use. See Table 1 for a summary of method use by subgroup.

Assumptions of method-mix scenarios in the absence of subsidized care. Because
we could not conduct an actual experiment and withhold services from low-income
women to determine how their contraceptive behavior would change, we developed five
scenarios that would approximate women’s likely contraceptive behavior in the absence
of publicly-funded services. For four of the scenarios, we then examined the contracep-
tive use behavior of NSFG respondents who fit the criteria of that scenario, separately
for each of the 72 demographic subgroups. The fifth scenario simply assumes that all
women switch to using no method in the absence of publicly funded services.

Scenario A: Publicly funded users’ method mix would shift to that of women with similar
demographic characteristics who do not use publicly supported family planning services.
This scenario is based on examining the contraceptive use behavior of at-risk* women
who did not make a visit to a public-sector provider for contraceptive services in the
prior 12 months (i.e., those who either made a visit to a private doctor (not paid for by
Medicaid), 60%, or made no visit at all, 40%). This is the most conservative scenario,
as it assumes that many women who currently depend on public-sector care would be
able to continue to obtain (and pay for) prescription methods from private providers.
In fact, half of the women in this scenario relied on private insurance to cover their
contraceptive services, as did 83% of those who actually made a contraceptive visit in
the prior year. Because nearly all (97%) of those who received a tubal ligation in the
prior year relied on insurance to cover the procedure, we limited the expected method-
mix under this scenario to reversible methods.

Scenario B: Publicly funded users’ method mix would shift to that of women who were
not currently using subsidized services, but would be likely to need them in the future. This
scenario is based on examining the contraceptive use behavior of at-risk women who
made no family planning visit in the prior 12 months or who visited a private doctor
and paid for that visit themselves. In other words, we excluded all women whose visits

*Women are “at risk” for unintended pregnancy if they are sexually active, not currently pregnant, post-
partum, or trying to become pregnant, and if they are neither contraceptively nor noncontraceptively
sterile, with the exception of women whose sterilizing operation occurred during the past year.
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Table 1.

METHOD USE AMONG WOMEN RELYING ON
PUBLICLY-FUNDED FAMILY PLANNING SERVICES

Percentage distribution of women currently relying on publicly funded family
planning care and using reversible methods or who received a tubal ligation in the
past year, according to type of method currently using, NSFG 2002

Method

Characteristic Pills  Long-acting® Condoms Other’ Total
All women 42 33 17 8 100
Age

15-19 53 25 18 5 100

20-24 44 29 19 9 100

25-29 37 36 15 12 100

30+ 35 42 16 7 100
Marital status

Married 34 39 16 11 100

Cohabiting 42 36 13 9 100

Not in union 46 29 19 6 100
Poverty status

<100% of poverty 36 42 16 5 100

100-199% 37 35 18 10 100

200% + 51 23 17 10 100
Race

Black 30 42 24 4 100

Non-Black 45 31 15 9 100

“Long-acting methods include tubal ligation, IUD, injectable, and Norplant.
®Other methods include withdrawal, periodic abstinence, spermicides, and diaphragm.

were paid for by private health insurance. Because virtually all tubal ligations were
paid for with private insurance, we again limited the expected method mix under this
scenario to reversible methods.

Scenario C: Publicly funded users’ method mix would shift to that of women who had
discontinued pill use in favor of a non-prescription method or no method. This scenario
is based on examining the contraceptive use behavior of all women who reported
discontinuing pill use in the five years prior to the NSFG interview and who reported
switching to a non-prescription method or to no method in the month following dis-
continuation (excluding women who stopped pill use because they were pregnant or
trying to get pregnant).

Scenario D: Publicly funded users’ method mix would shift to that of all at-risk women
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currently using a non-prescription method or no method. This scenario is based on
examining the contraceptive use behavior of all women who reported current use of
a non-prescription method or no method.

Scenario E: All publicly funded users would shift to no method use.

Calculating unintended pregnancies prevented. For each scenario, we estimated
the expected number of unintended pregnancies by multiplying the proportion of
women using each method (within each demographic subgroup) by the appropriate
one-year method-specific failure rate (i.e., the probability that a woman using a par-
ticular method will become unintentionally pregnant during a 12-month period). The
number of unintended pregnancies calculated for each subgroup were then summed
across all subgroups and methods, and adjusted for consistency with actual unintended
pregnancy rates (see below), resulting in a total number expected for each scenario.

Contraceptive failure rates. The overall failure rate for each method is shown in
Table 2, but to improve accuracy, we used subgroup-specific failure rates when avail-
able. For oral contraceptives and condoms, we used subgroup-specific rates for each
combination of age (15-19, 20-24, 25-29, 30 or older) and income level (less than
200% of the federal poverty level, 200% or more). For withdrawal, we used failure
rates calculated for four subgroups (age younger than 25 and 25 or older crossed with
income below 200% of poverty and 200% and above). For the injectable, implant,
diaphragm or cervical cap, spermicides, IUD, and female sterilization, we applied the
overall failure rate for all women to all subgroups. Failure rates for oral contraceptives,
condoms, injectables, withdrawal, and periodic abstinence were recently updated;* for
the implant, diaphragm or cervical cap, and spermicides, earlier (1995) estimates were
used;? and for the IUD and female sterilization, we used the most recent typical-use
failure rates from Contraceptive Technology.** The IUD rate used was the average of the
rates for ParaGard and Mirena.** The probability of pregnancy when using no method
is estimated to range from 80% to 95% depending on the woman’s age.”

Failure rate adjustment. Application of one-year failure rates to the distribution of
women using specific methods at a particular point in time will not accurately predict
the actual number of unintended pregnancies that occur over a one-year period, for
a number of reasons. Some women may not have used the method for the entire 12
months; others may have used the method for much longer, resulting in lower failure
rates. As was done in prior analyses,'®! we therefore calculated an adjustment factor
by comparing the actual number of unintended pregnancies that occurred among
contraceptive users in the U.S. in 2001 with the number that would theoretically have
been expected when applying failure rates to method users. Specifically, although 1.5
million unintended pregnancies actually occurred to contraceptive users in 2001,*" if we
apply the same one-year method- and subgroup-specific failure rates described above
to the total population of 25.5 million current method users (according to subgroup
and method used), we would expect 2.6 million unintended pregnancies. The overall
adjustment factor was therefore calculated as the ratio of actual to expected unintended
pregnancies (0.573). In order to improve the accuracy of our estimates, separate adjust-
ment factors were calculated for women above (0.513) and below 200% of poverty
(0.631) by separating both the actual and the expected unintended pregnancies into
two groups according to women’s poverty status, and applying these adjustment factors
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to the unintended pregnancies expected among each method- and subgroup-specific
population. No adjustment was made to the calculation of unintended pregnancies
expected among women using no method.

Unintended pregnancies prevented. We calculated a ratio of the number of unintended
pregnancies prevented per 1,000 users of publicly funded family planning care by first
taking the number of unintended pregnancies that would be expected among the NSFG
sample of women currently using contraception and relying on public-sector care and
subtracting it from the number that would be expected under each of our five alternative
scenarios, and then dividing the resulting difference by the number of women in our
NSFG population. Following the methodology of prior studies, we produced our most
likely estimate of unintended pregnancies averted by combining the results of various
scenarios. Specifically, we averaged the results of the first four scenarios (A-D). Because
of the similarity between Scenarios C and D, however, each was half-weighted when
calculating the average. Scenario E was kept separate and represents the gross number
of pregnancies that would be prevented if all current users switched to no method in
the absence of public-sector care.

Estimating pregnancies averted among family planning clinic clients. To esti-
mate the overall impact of public funding for family planning clinic services in 2004,
we applied the average ratio of pregnancies averted per 1,000 method users to data
on numbers of clients served by clinics. We assumed that the ratio obtained from the
average of Scenarios A-D represents the most likely contraceptive use behavior of
women after losing access to publicly funded family planning care. We also assumed
that this ratio, developed using data for all women relying on publicly supported care,
is applicable to the subset of these women (84%) who obtain public care from clinics.
We did not try to make separate estimates of unintended pregnancies averted as a result
of contraceptive services provided by private doctors under Medicaid because of the
lack of reliable data on numbers of women receiving such care.

To estimate the total number of clients who received contraceptive care from pub-
licly funded family planning clinics in 2004, we used data from two sources. For the
approximately two-thirds of all family planning clinic clients who received care from
Title X-funded sites,* we used Title X program-specific data for 2004, tabulated by state."
For the remaining 30% of women served at publicly funded clinics that do not receive
Title X funds, we estimated 2004 clientele by starting with published state tabulations
for 2001,* the most recent year available, and adjusting them according to the observed
change in clients between 2001 and 2004 experienced by Title X clinics.'*%

Second, we adjusted for the fact that some clients of publicly funded family planning
clinics do not obtain or use a reversible contraceptive method. Some 14% of clients at
Title X clinics were classified as not using a contraceptive method, either because they
were currently pregnant or trying to get pregnant, or for some other reason. Based
on similarities in the characteristics of women receiving care from Title X-funded
and non-Title X-funded public clinics, we assumed that the 14% figure applied to
non-Title X clinics as well. We therefore estimated method users to be 86% of the
national and state totals of family planning clients.

Finally, we multiplied the number of method users, nationally and in each state, by
the ratio of pregnancies prevented per user in order to estimate the total number of
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unintended pregnancies prevented in 2004. We classified these unintended pregnancies
averted according to the outcomes that would have resulted (birth, abortion or miscar-
riage) using subgroup-specific estimates of the distribution of unintended pregnancies
according to outcome. Overall, 44% of unintended pregnancies result in an unintended
birth, 42% result in an elective abortion, and 14% result in miscarriage.*'

Calculating savings. We calculated public-sector savings by comparing the public-
sector costs of providing contraceptive services with the public-sector maternity and
infant care costs that would have been incurred had these unintended births not been
prevented. We did not estimate public-sector savings that would result from averted
abortions (or miscarriages). Because few abortions are covered by Medicaid and their
costs are relatively low compared with the costs of a birth,? the savings from averted
abortions would be negligible relative to the savings from averted births. We also
did not attempt to discount the numbers of unintended births prevented due to the
likelihood that some of these births are simply mistimed, and would have happened
eventually. Even if some unintended births are accepted and even welcomed by their
parents, they still incur public-sector costs that otherwise would have been avoided;
it is not clear whether, or how many, of these mistimed births actually replace a later
intended birth. Many may be extra births that eventually will be followed by one or
more additional births.

Family planning program costs. We used 2004 Title X program data on clients served
and total revenues (including funding from all sources) to estimate the average annual
cost per family planning client served at Title X clinics in the 50 states ($972 million
+ 4.8 million clients = $203/client). We assumed that this same per-client cost would
be applicable for all family planning clients, including those served at publicly funded
clinics that did not receive Title X. We multiplied the average per-client cost by the
total number of women estimated to have received family planning care from publicly
funded clinics in 2004 to estimate the total cost of clinic-based public-sector family
planning services.

Medicaid maternity and infant care costs. To calculate savings from preventing unin-
tended births, we first estimated the percentage of these births that would have occurred
to Medicaid-eligible women. This required comparing state-level client income data with
Medicaid maternity care eligibility levels (which vary by state) and making an adjust-
ment for the fact that a pregnant woman is counted as two people when determining
Medicaid eligibility. National and state estimates of the percentage of Title X clients
who would be eligible for Medicaid maternity care have been calculated previously, and
we assumed that these estimates applied to all women receiving contraceptive services
from publicly funded clinics. Nationally, 92% of unintended births averted among fam-
ily planning clinic clients are estimated to be Medicaid-eligible.

Second, we tabulated the public-sector cost of each Medicaid-eligible birth. Included
were the Medicaid expenditures for prenatal care, delivery, postpartum care, and one
year of medical care for the infant. A number of sources and assumptions were needed
to make state-level Medicaid maternity cost estimates; details of these methods have
been published previously.”> We adjusted the published cost estimates (which were for
2005) using the Consumer Price Index for medical care so that they would be applicable
to costs in 2004.% The resulting national average maternity care cost (as defined above)



788  Publicly funded family planning clinic services

per Medicaid birth in 2004 was $10,504. We then multiplied the estimated number of
Medicaid-eligible births averted by the cost per birth to obtain estimates of the total
costs that would have been incurred for the averted births.

Finally, savings were calculated by subtracting the cost of the family planning pro-
gram from the cost for births averted.

Results

Method use with and without public-sector care. Among our NSFG sample of con-
traceptive users who received publicly supported care in the prior year, 42% used oral
contraceptives, 22% used injectables, and 17% used condoms; 7% received a tubal
ligation and 4% relied on the IUD. Other nonprescription methods, such as natural
family planning, spermicides, or withdrawal, were used by fewer than 10% of women
combined (Table 2). Given these method-use patterns and the typical-use failure rates
for each method (applied to each demographic subgroup and adjusted for consistency
with actual unintended pregnancy rates), we expected 67 unintended pregnancies to
occur among every 1,000 publicly supported method users each year.

In comparison, expected method use patterns without access to publicly supported
care would be quite different. Under Scenario A—a shift to the method mix of women
with similar demographic characteristics but who do not use publicly supported fam-
ily planning services—19% of women stop method use altogether, and the proportion
using condoms rises to 26%; use of pills and injectables declines to 43% combined.
Under Scenario B—a shift to the method use patterns of women who were not using
subsidized services but who would likely need them in the future—the proportion using
no method rises to 26% and condom use increases to 40%. Use of pills and injectables
declines even further, to 19% combined. Under Scenarios C and D, all women switch
to use of non-prescription methods or no method, either based on the use patterns
of women who discontinue oral contraceptives or women who are current users of
non-prescription methods. In both cases, at least half of women use condoms, and
about one-third use no method. Under Scenario E, all women are assumed to switch
to no method use.

Sixty-seven unintended pregnancies are expected per 1,000 method users currently
relying upon publicly supported care. The number increases sharply under any of the
scenarios we modeled. The number of unintended pregnancies expected under Sce-
narios A through D is between 238 and 392 per 1,000 method users; it is 888 per 1,000
method users under the no-method-use scenario.

Unintended pregnancies, births, and abortions prevented. Subtracting the 67 unin-
tended pregnancies per 1,000 users that would occur even with publicly supported care
from the numbers expected in the absence of such care yields estimates of the impact of
publicly funded contraceptive services on prevention of unintended pregnancies—some
171 to 324 unintended pregnancies would be prevented for each 1,000 users that would
otherwise occur under Scenarios A through D (an average of 242); 821 would be pre-
vented per 1,000 users that would otherwise occur under Scenario E.

Finally, the 242 unintended pregnancies averted per 1,000 users can be distributed
according to outcome: About 108 would have resulted in unintended births and 101
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in abortions (based on the average of Scenarios A through D).* Assuming all current
users switched to no method use (Scenario E), the full impact of publicly supported
contraceptive care is estimated to be the prevention of 365 unintended births and 343
abortions per 1,000 method users. Because calculation of these unintended events
averted has been made separately for different subgroups of women, it is also possible
to estimate the proportions that occur to specific groups of women: 20% of unintended
pregnancies averted involve teenaged women (age 15-19), 71% involve unmarried
women, and the same similar proportion (71%) involve women under 200% of the
federal poverty level (data not shown).

Unintended events averted nationally and by state. In 2004, an estimated 6.9 million
women received contraceptive care from publicly supported family planning clinics.
Assuming that 86% of these women received a contraceptive method, and applying
the average ratio of 242 unintended pregnancies averted per 1,000 clients, yields an
estimate of 1.4 million unintended pregnancies averted by publicly supported clinics
in 2004 (Table 3). These pregnancies would have resulted in about 640,000 unintended
births and another 600,000 abortions. More-populous states tended to serve higher
numbers of clients, as would be expected, and in those states concomitantly higher
numbers of unintended pregnancies, births, and abortions were averted. The number
of pregnancies averted ranged from 226,000 in California to 3,000 in Hawaii. Title
X-funded clinics served 4.8 million clients in 2004 and averted just under a million
unintended pregnancies.

We also estimate that of the total 1.4 million unintended pregnancies averted by
publicly funded clinics in 2004, about 290,000 would have occurred among teenagers,
and just over 1 million would have been to unmarried women or to women under
200% of the federal poverty level (data not shown).

Cost savings. In 2004, an estimated $1.4 billion was used to support provision of
contraceptive care at publicly funded family planning clinics (Table 3, column 7).
Factoring in only the public-sector costs for maternity care, delivery, and one year of
infant-related care for those contraceptive clients who would be eligible for Medicaid
maternity care in their state if they became pregnant, we estimate that a total of $5.7 bil-
lion in Medicaid expenditures would have been needed. Subtracting the family planning
program costs from the estimated Medicaid maternity costs yields a total net public-
sector savings of $4.3 billion. Alternatively, comparing the family planning program
costs to the total Medicaid costs averted yields an estimate of per-dollar public-sector
savings: Nationally, for every $1 spent on the family planning program, $4.02 is saved
in averted Medicaid birth costs. Again, overall net savings were greatest in states that
served the most women. Public funding for family planning clinics saved California,
Texas, and New York between $350 and $570 million each in 2004, and another eight
states realized net savings of over $100 million. Even the smallest states that served
relatively few women (Hawaii, North Dakota, and Vermont) realized net savings from
family planning clinic investments of between $8 and $12 million. Net savings for the
majority of states (30) ranged between $21 and $97 million.

*The remaining pregnancies would have resulted in miscarriages.
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Discussion

These results provide further evidence that public investment in family planning ser-
vices yields significant personal and social benefits. First and foremost are the benefits
to women: In 2004, women who received care from family planning clinics were able
to avoid over 1.4 million unplanned pregnancies. These women were thus spared from
having to make difficult decisions regarding whether to have an unplanned birth or to
terminate the pregnancy through abortion. In fact, these results suggest that without
public funding for family planning services, the numbers and rates of both unintended
pregnancies and abortions in the United States (as well as the unintended pregnancy
rate among teenagers) would have been nearly 50% higher than they actually were
(calculated by dividing the number of unintended pregnancies (or abortions) averted
by the actual number of unintended pregnancies (or abortions)?' that occur each year).
Furthermore, we have not begun to measure many of the other benefits to women
and families, such as achieving desired family size, preventing and treating sexually
transmitted infections, and avoiding and detecting reproductive cancers, all benefits
that accrue as part of the package of contraceptive, reproductive, and gynecological
care provided by publicly funded clinics.

Although our analysis does not measure this broad package of benefits, we did
estimate some of the public-sector costs that would have been necessary to pay for the
maternity and infant care costs for unplanned births among Medicaid-eligible women.
Our cost-benefit analysis found that providing millions of poor and low-income women
access to free or low-cost contraceptive care unequivocally results in substantial govern-
ment savings: More than $4 is saved for each $1 spent. This estimate ($4.02) is based
on an average of Scenarios A-D, as is the estimate of 242 pregnancies averted per 1,000
clients. If each individual scenario is used to perform the calculations, the estimates
range from $2.84 under Scenario A to $5.40 under Scenario D for cost savings and
from 171 to 324 pregnancies averted per 1,000 clients.

The methodology used in this analysis has a number of inherent limitations that must
be noted. First, we based our expectations of contraceptive use behavior in the absence
of access to publicly funded services on the behavior of similar women, but did not
apply an experimental design. Thus, it is possible that women’s actual behavior might
differ from the scenarios calculated here and that the resulting pregnancies averted and
cost savings might be somewhat higher or lower than our estimates based on the aver-
age of the scenarios. By reporting the range of results from Scenarios A-E, we provide
a check on the sensitivity of our most likely scenario results. Second, our state-level
estimates for 2004 are based on the ratio of pregnancies averted per contraceptive
method user calculated from national-level survey data for 2002. If the characteristics
and contraceptive use behavior of clinic clients vary among states, these differences
will not be reflected in our state-level results. Similarly, changes in contraceptive use
behavior between 2002 and 2004 are not accounted for; however, this would only affect
our results if there had been a large net increase or decrease in use of very effective
methods, and there is no evidence that such a change occurred.

Notwithstanding these limitations, it is also important to restate some important
strengths of our methodology. First, by using recently updated age- and poverty-specific
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contraceptive failure rates to estimate unintended pregnancies expected among women
obtaining publicly funded services, this analysis accounts for the experiences of this
population of women better than previous analyses do. Second, we adjust our results
based on the actual national unintended pregnancy experience of contraceptive users
according to poverty status. The latter ensures that we do not overestimate the num-
bers of unintended pregnancies expected or prevented by generating more unintended
pregnancies than actually occur. Finally, because our basic methodology follows that
of prior studies, it is possible to make some comparisons with earlier results.

Comparing our estimates of unintended pregnancies averted per contraceptive client
with those based on data from the late 1980s and early 1990s, it is interesting to note
that they are very similar. Our current estimate of 242 pregnancies averted per 1,000
clients is only slightly lower than the previous estimate of 267. Overall, failure rates
have remained stagnant over the past two decades, and although the distribution of
contraceptives used has shifted to include newer methods, the proportions of women
using relatively more effective methods has not changed significantly.

Even more surprising is the similarity in cost savings found across studies. The prior
study found that $3 was saved for every $1 invested. Here, the savings have increased
to $4 per $1 spent. Looking more closely at the component costs used to calculate each
ratio, it appears that both the per-user family planning program costs and the Medicaid
maternity and infant costs per birth have roughly tripled between studies, offsetting
each other and not providing an explanation for the change. The current study does
include a slightly broader definition of perinatal care, including infant care for one year,
and this may account for some of the change in per-birth costs. Primarily, however, it
appears that most of the increase in cost savings is due to the fact that in the current
study, a higher proportion of averted births are estimated to occur to Medicaid-eligible
women than in the prior study (92% now, compared with 63% in the earlier study); this
is consistent with the fact that between studies, Medicaid eligibility for prenatal care
services expanded considerably. The rise in the importance of Medicaid as a source of
maternity and infant care therefore means that public funding for family planning care
plays an even more important role in generating public-sector savings.

Our results, though consistent with other recent studies estimating the impact of
public funding for family planning care, do differ somewhat from those analyses.'>!*
These differences can be attributed to variation in the scope and purpose of each exercise.
Here, our purpose has been to provide an overall national assessment of the impact on
pregnancies averted and cost savings from current investments in public-sector family
planning clinic services, without regard to the particular public program(s) used. In
comparison, other studies have measured the expected impact of future investments
in specific public programs—for example, expanded eligibility for Medicaid-covered
family planning services'>* or increased investment in the federal Title X program.
Thus, in each case the base population of women expected to participate in the pro-
gram varied in terms of both their current and expected contraceptive method mix
and in their demographic characteristics, resulting in somewhat different ratios of
pregnancies averted per family planning client and slightly different estimates of per-
client cost savings.

Despite the efforts of publicly supported family planning programs, unintended
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pregnancy rates continue to be sharply higher among low-income women than their
higher-income counterparts. Reducing unintended pregnancies and their subsequent
costs to individuals and society will therefore require efforts on multiple levels. At the
very least, all women should be assured access to contraceptive services and supplies,
regardless of their ability to pay for care. This study provides current evidence that such
public-sector investments will not only result in benefits to women and their families,
but will incur substantial public-sector cost savings.
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