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he advent of modern contraception has been hailed

for its public health achievements and for advanc-

ing women’s self-sufficiency and their educational,

social and economic opportunities. Yet, although
contraceptive use is nearly universal today, ensuring that
every pregnancy is wanted and planned is difficult.
Women and couples need assistance in the form of mean-
ingful access to family planning options.

® About half of U.S. pregnancies—more than three million
each year—are unintended, and by age 45, more than
half of all American women will have experienced an un-
intended pregnancy.

® Barriers to access are particularly salient for those with-
out stable and sufficient personal resources. Four in 10
poor women of reproductive age are uninsured, and 17.5
million American women need publicly supported con-
traceptive services.

m After years of progress in reducing income and racial
disparities in contraceptive use, some of these gaps have
widened again. Disparities in unintended pregnancy
rates are also pronounced and growing worse.

Publicly Funded Family Planning: Past and Present

Growing recognition of the social, economic and health
benefits of enabling women and couples to better control
the number and timing of their pregnancies led to the
establishment in 1970 of the Title X family planning pro-
gram. Two years later, Congress required states to cover
family planning under Medicaid. These programs remain
the foundation of publicly funded family planning.

® In 2006, more than nine million clients received publicly
funded contraceptive services. Some 8,200 family plan-

ning centers provided services to 7.2 million contracep-
tive clients; Title X—supported centers served 66%. One in
four women who obtain contraceptive services—including
half of poor women—do so at a publicly funded center.

® One in six women who obtain a Pap test or a pelvic exam
do so at a family planning center, as do one-third of
women who have an HIV test or who receive counseling,
testing or treatment for an STI other than HIV. Because
the package of services a center provides includes the
same services provided in a woman’s annual gynecolog-
ic exam and because centers often serve as a woman’s
entry point into the health care system, more than six in
10 women who obtain care at a center consider it their
usual source of medical care.

® By providing millions of women with access to contra-
ceptive services they want and need, publicly funded
family planning helps women each year avoid 1.94 mil-
lion unintended pregnancies. Without these services,
the numbers of unintended pregnancies and abortions
would be nearly two-thirds higher than they currently
are among women overall and among teens.

® Every dollar invested in helping women avoid pregnan-
cies they did not want to have saves $4.02 in Medicaid
expenditures that otherwise would have been needed for
pregnancy-related care.

Leveraging Medicaid and Title X

Over the last decade and a half, funding for family planning
services has undergone a realignment that has revealed a
synergy between Title X and Medicaid: Increasingly,
Medicaid pays for core clinical care, and Title X wraps
around that core to buttress the system of family planning
centers and fill gaps in services and coverage.

Next Steps for America’s Family Planning Program Guttmacher Institute




m Seventy-one percent of the $1.85 billion spent by the fed-
eral and state governments to provide family planning
services in 2006 came from Medicaid. Recent increases
in Medicaid spending have been driven by state-initiated
family planning expansions; two-thirds of the growth
from 1994 to 2006 occurred in expansion states. These
expansions have improved access to care, helped women
avert unintended pregnancies and births, and generated
significant cost savings in the process.

m Title X can pay for the services and activities not covered
under Medicaid, such as expanded counseling and out-
reach; it can fill the gap left by inadequate Medicaid
reimbursement; and it can pay for individuals ineligible
for Medicaid coverage, including many immigrants.
Critically, Title X can support the provider infrastruc-
ture in ways that Medicaid simply cannot.

® The availability of Medicaid, or any form of insurance,
would quickly become meaningless absent a healthy
network of providers to care for low-income clients.
Although private providers have a critical role to play,
they are increasingly unlikely to accept Medicaid clients.
Instead, low-income women turn to family planning cen-
ters—supported by grants such as Title X—because of
the low-cost, high-quality, confidential and accessible
care offered.

Challenges Facing Family Planning Centers

Despite their myriad accomplishments, publicly funded fam-
ily planning centers face significant challenges, including
a growing and increasingly diverse clientele, new demands
for counseling and clinical care, and sharply rising costs.

® Family planning centers are having to tailor their out-
reach efforts to address clients’ widening array of lan-
guages and cultures; differing attitudes, values and
beliefs about topics like sex, pregnancy, contraception
and privacy; and fears about jeopardizing their immi-
gration status. Centers are also struggling to reach
potential clients with extremely complicated life situa-
tions, such as those who are homeless, incarcerated or
impacted by domestic violence, substance abuse or
mental health issues.

® To provide the multilingual, culturally sensitive and client-
centered counseling and education that clients need, cen-
ters are placing a renewed emphasis on the human
resources central to the effort, and are finding that having
a sufficient number and mix of personnel is critical.

® Family planning centers are working to tailor clinical
care to clients’ needs. An increasing number of individ-
uals are turning to centers for STI services, in part
because routine screening for HIV and other STIs is
becoming the standard of care for the population groups
these centers serve.

® Expanded screening and newer diagnostic technologies
for STIs and cervical cancer have added to the expense of

a family planning visit. Newer methods of contraception
are often more expensive, and even the cost of oral con-
traceptives has escalated rapidly in recent years. Finally,
staffing costs have risen sharply, and centers are strug-
gling to compete with higher private-sector salaries.

Next Steps

Moving forward, policymakers need to establish a new
framework for the publicly subsidized family planning
effort that purposefully builds on the emerging relation-
ship between Title X and Medicaid in a way that leverages
their unique strengths. That framework should be
premised on Medicaid’s being the funding source of the
clinical component of care for most individuals served.
Congress should require states to provide family planning
coverage at least up to the same income level they use to
determine eligibility for Medicaid-covered pregnancy-
related care. It should address other enrollment barriers
in these family planning expansions and in the broader
Medicaid program: The current ban on covering legal
immigrants in their first five years should be eliminated,
the burdensome citizenship documentation requirement
should be eased and policymakers should consider allow-
ing even immigrants who are in the country illegally to
obtain reproductive health care—including family plan-
ning services—under Medicaid. In addition, reimburse-
ment should be simplified and should be adjusted annu-
ally to adequately cover the costs of providing care.

Title X has not been reexamined in a quarter century, so
providers have been left to confront today’s challenges
with an antiquated structure. Title X dollars will continue
to be needed to cover individuals, services and activities
that Medicaid does not or cannot cover. Mechanisms to
assess the impact of Title X, which currently count mere-
ly the aggregate number of clients served, must be adjust-
ed to reflect the myriad ways program funds are used to
fill these gaps in services. Primarily, however, the new
framework should recognize and value Title X’s central
role in sustaining the provider infrastructure, including
basic operating needs, investments in new technology,
expanded clinic hours and locations, and training and pay
for clinicians, counselors and frontline staff. New leader-
ship from the Office of Population Affairs and cooperation
among federal and state agencies will be critical to making
this framework work.

Reinvigorating the national family planning program—in
terms of financing, infrastructure and leadership—would
be an important contribution to the broader health care
reform effort. These steps would also help consolidate
family planning in the public mind as the basic health
care that women have long known it to be. By acknowl-
edging its importance alongside that of other essential
preventive care, the authors and advocates of reform can
help end an era in which family planning has too often
been disparaged as a source of political controversy,
rather than valued as a health care necessity.
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The _ Bsential_ Role o

t is not hyperbole to say that the advent of modern con-

traception changed American life. The federal Centers

for Disease Control and Prevention (CDC) included the

development of and improved access to effective con-
traception among the 10 great public health achievements
of the 20th century, along with such breakthroughs as the
smallpox and polio vaccines, and the public health cam-
paigns that have greatly reduced tobacco use.! According
to the CDC, access to family planning services has led to
smaller families and improved birth spacing; reduced
infant, child and maternal deaths; and prevented the
transmission of HIV and other STIs.

Widespread contraceptive use has had a decisive impact
on women’s self-sufficiency and educational, social and
economic opportunities. The Economist magazine’s special
issue on “what has mattered most during this millenni-
um”? included an article on oral contraceptives entitled
simply “The liberator.”® The piece concludes, “There is,
perhaps, one invention that historians a thousand years
in the future will look back on and say, ‘That defined the
20th century.’...That invention is the contraceptive pill.”
With that, the article continues, “Women have taken a
giant step towards their rightful position of equal partner-
ship with men.”

Economists who have assessed the impact of oral contra-
ceptives in late 20th century America have concluded that
oral contraceptives have increased women’s age at mar-
riage, which in turn has led to a significant increase in
women’s participation in the labor force, resulting in their
greater financial independence.* Moreover, the increase in
the age of marriage essentially made the investment in
higher education worthwhile for women who otherwise
would have left the workforce in their early 20s, or per-
haps never have entered it at all. This investment opened

new doors for women and brought a marked increase in
women’s entrance into professions that historically had
been dominated by men, such as law and medicine.

Today, use of contraceptives—{rom the pill to the
injectable to the IUD—is nearly universal in the United
States and has found its place at the heart of health care
for women. Indeed, 98% of sexually experienced American
women have used a contraceptive method at some point in
their lives.® The desire to time and space pregnancy is a
powerful incentive that pulls women into the health care
system. For many of these women, their family planning
visit constitutes their basic health care for the year.
During such a visit, a physician or advance-practice nurse
not only dispenses a method of contraception, but also
typically takes or updates a woman’s medical history; pro-
vides her with counseling and education; conducts pelvic
and breast exams; tests for STIs, reproductive cancers,
heart disease, diabetes and a range of other health prob-
lems; and provides or refers for further diagnosis or treat-
ment for problems discovered.

A Persistent Problem

Despite the demonstrable importance and ubiquity of con-
traception, the truth is that ensuring that every pregnan-
cy is wanted and planned is difficult, at both the individ-
ual and the societal levels. For the typical American
woman to have two children, she will spend about five
years pregnant, postpartum or attempting to become
pregnant, and three decades—more than three-quarters of
her reproductive life—trying to avoid pregnancy (Figure
1.1).6 Not all women, however, are successful: About half
of all pregnancies in the United States each year—more
than three million of them—are unintended.” By age 45,
more than half of all American women will have experi-
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enced an unintended pregnancy, and about one-third will
have had an abortion.8

Nonetheless, contraceptive use can and does dramatically
reduce women’s odds of having an unintended pregnancy.
Among all U.S. women at risk of an unintended pregnan-
cy, the two-thirds who consistently and correctly practice
contraception all year account for only 5% of unintended
pregnancies (Figure 1.2, page 8).7-9-12 The remaining 95%
of unintended pregnancies occur among the one-third of
women at risk who did not use contraceptives at all dur-
ing the month of conception or who used a method incon-
sistently or improperly.

For women and couples to improve their odds of effective-
ly practicing contraception over the course of so many
years, they need assistance in the form of meaningful
access to their family planning options. Women and cou-
ples need a broad range of high-quality contraceptive
options, enabling them to select one that—according to
their specific life circumstances, sexual behavior and
health needs—maximizes their potential for effective use
and minimizes the medical side-effects and other draw-
backs that can lead to inconsistent use or nonuse. Women
typically use different methods at different stages of their
lives; in fact, the average woman uses four methods over
the course of her life.13 Moreover, women and couples
need accurate information about the benefits and draw-
backs of each option. They require access to health care
providers who are willing and available to serve them, who
can speak their language and understand their values and
perspectives, who can discuss sexuality comfortably and
without judgment, and who are trained to know about and
be able to offer the full range of family planning options.
Finally, women and couples require some way to pay for
the services they need, year in and year out, be it through
private health insurance, personal income or publicly
supported coverage or care.

A Helping Hand

Four decades ago, the U.S. government—acknowledging
the health, social and economic benefits of helping women
and couples to overcome their difficulties practicing
contraception—began working toward a solution. The
goal then and now is to ensure access to family planning
services and supplies for every person who wants and
needs them. The federal government recognized that bar-
riers to access are particularly salient for those without
stable and sufficient personal resources, and has focused
its efforts on expanding access for low-income and young
women and men, in large part by supporting a nationwide
network of family planning centers and by setting stan-
dards and guidelines to ensure that publicly funded
patients receive the same quality counseling, care and
technologies as privately insured patients.

Fully four in 10 poor women of reproductive age have no
insurance coverage whatsoever (Figure 1.3, page 10).14
Publicly supported family planning centers provide contra-
ceptive services and closely related preventive care to a
large proportion of the 17.5 million American women in
need of publicly supported contraceptive services.1®> With
the help of these services, clients are able to avoid millions
of unintended pregnancies and the unintended births,
abortions or miscarriages that would otherwise follow.
This has led to considerable reductions in the U.S. rates of
abortion and teen pregnancy, as well as infant and mater-
nal mortality—goals that are shared broadly across the
political spectrum. And by helping millions of women
avoid pregnancies they do not want, these services yield
billions of dollars in cost-savings to the federal and state
governments.

Moreover, this national network of community-based,
safety-net centers provides an array of important health
promotion and disease prevention services well beyond
birth control. Family planning centers have become a

The typical woman spends five years pregnant, postpartum or trying to get pregnant and 30 years trying to

avoid pregnancy.

FIRST
PREGNANCY
25 ppgt
MARRIAGE
FIRST 251 INTEND NO MORE
MENARCHE INTERCOURSE FIRSTBIRTH  CHILDREN MENOPAUSE
126 4 26.0 30.9 513
10 15 2 25 30 35 40 45 50 55

Median age at which event occurs®

Note *Age by which half of women have experienced event.
Source Reference 6.
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The two-thirds of U.S. women at risk of unintended
pregnancy who practice contraception consistently
and correctly account for only 5% of unintended
pregnancies.

Women at risk

(43 million in 2002) .’V

19%
Inconsistent

use

By consistency of method use all year

Unintended \ r \
pregnancies 5% Consistent use

(3.1 million in !
2001)

43%
Inconsistent

use

By consistency of method use during month of conception

Notes  Top—Data on one-year contraceptive use and consistency patterns
for nonsterilized adult women (aged 18—44) at risk (28.3 million) have
been supplemented with data on the number of women using con-
traceptive sterilization (13.2 million) and estimated contraceptive use
patterns for sexually active minors (1.4 million). Consistent use
includes pill users who missed no pills, condom and other barrier
method users who correctly used their method every time and
women who used a long-acting method or were sterilized, as well
as 3% of women with no information on consistency of use.
Inconsistent use includes pill users who skipped one or more pills,
and condom and other barrier method users who did not use their
method correctly at every act of intercourse. Nonuse includes
women not using a method all year (6%) and those with an at-risk
gap in use of at least one month (10%).

Bottom—The proportion of unintended pregnancies attributed to
women with consistent use (i.e., those whose method failed) was
calculated by dividing the weighted average of perfect-use failure
rates for all reversible method users by the weighted typical-use
failure rate for all reversible method users. The result was multiplied
by the proportion of pregnancies that occurred among women who
were using a method.

Sources Top—References 11 and 12. Bottom—References 7, 9 and 10.

vital, albeit largely unheralded, component of the nation’s
health care infrastructure, which function despite tremen-
dous financial pressures and, at least in some quarters,
no small amount of political opposition.

A New Opportunity

Title X of the Public Health Service Act is the sole federal
program devoted entirely to family planning. Through
Title X, the federal government sets family planning poli-
cy, and its flexible grant funds not only subsidize direct
client services, but are critical to putting family planning
centers in communities and to supporting their ongoing
infrastructure needs.

Medicaid—the nation’s insurance program for the poor—
has become an increasingly important source of family
planning center revenue and of support for family plan-
ning service delivery to Medicaid enrollees by private
physicians.!® Medicaid’s centrality to the family planning
effort has been consolidated since the mid-1990s, as more
than half the states have initiated programs expanding eli-
gibility for family planning services to income levels far
above the ceilings set for Medicaid more broadly.!”

Particularly in states with these Medicaid expansions,
family planning providers have found ways to weave
Medicaid and Title X together, maximizing their relative
advantages as funding sources to serve more women and
better meet their needs. Looking forward, policymakers
must address and evaluate the roles of these two pro-
grams together, to most effectively retool publicly support-
ed family planning for the future.

The timing for such a review is fortuitous. A new president
and a new Congress are charged with the formidable task
of fixing America’s broken system of health care financing,
one beset by falling rates of employer-sponsored insur-
ance coverage and rising health care costs. This was a
critical issue during the 2008 presidential election, as the
Democratic and Republican candidates, along with scores
of candidates for House and Senate seats, contrasted their
markedly different visions for reforming the system. To be
sure, there have long been and remain numerous obsta-
cles to reform: partisan conflict, the woeful state of the
economy and government budgets, and sharply different
visions for the role of government versus the private sec-
tor. Nevertheless, for the first time since the early 1990s,
there seems to be legitimate hope for making meaningful
progress toward ensuring that no one is denied what in
most developed nations is acknowledged as the human
right to basic health care.

For low-income women and men, health care reform will
most likely focus on enhancing Medicaid and related pub-
lic insurance programs to fill in the many gaps in eligibil-
ity that leave some of the poorest people in this country
dependent entirely on understaffed and underfunded
community health centers and emergency rooms. For
family planning, that means that Medicaid’s role as the
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primary public funder of client medical services will need
to be further solidified. At the same time, the critical com-
plementary role of Title X needs to be fully acknowledged,
legislatively facilitated and adequately funded. Congress
has not embarked on a formal Title X reauthorization
process since 1985, because of the political controversy
that has dogged the program, fueled by a small but vocal
faction of social conservatives who equate contraception
with abortion and who oppose confidential family plan-
ning services for teens. Such a process is long overdue.

If both Title X and Medicaid are thoughtfully reviewed and
updated, family planning service providers will be better
equipped to effectively reach out to an increasingly hard-
to-reach clientele, such as women with limited English
proficiency and those who are facing domestic violence,
homelessness or substance abuse. Also, providers will be
better able to help those Americans who struggle to use a
birth control method effectively to find ways to overcome
their individual hurdles. Addressing family planning serv-

ices under the aegis of health care reform, as an integral
aspect of health care for women and men, is appropriate
and long overdue. It is also a step toward transforming the
way in which these services are regarded by health policy
experts, government officials and the American people in
general, so that this care is rightfully provided the secure
base of funding it requires.

A Need for Change

Taking bold action now is imperative, because publicly
funded family planning faces a host of challenges, includ-
ing a growing and increasingly diverse client base, evolv-
ing standards of care and unique cost pressures above
and beyond those facing the overall health care system.

Terms Used in this Report

INCOME

Unless otherwise specified in the relevant figures and tables, poor is
defined as having a family income below 100% of the federal poverty level
($17,600 for a family of three in 2008);' low-income is defined as having a
family income at least 100% but less than 200% of the poverty level.

RACE AND ETHNICITY

Three mutually exclusive racial and ethnic categories are used in this
report: white, black and Latina. Although Latinas may be of any race, the
research cited here treats them as a distinct group. Other racial and eth-
nic categories such as Asians are not discussed, because the national
surveys upon which most of this report is based are not large enough to
provide reliable estimates for these smaller groups of Americans.

FAMILY PLANNING SERVICES AND SUPPLIES

Usually refers to the package of direct patient care services provided
through family planning programs to reversible-contraceptive clients.
These include client counseling and education, contraceptive drugs and
devices, related diagnostic tests (e.g., for pregnancy, cervical cancer,
HIV, other STls and chronic medical conditions) and procedures (e.g.,
breast and pelvic exams), and treatment after diagnosis (e.g., for urinary
tract infections and STIs other than HIV). In some contexts, it also
includes sterilization services and community-based outreach and edu-
cation services.

PUBLICLY FUNDED FAMILY PLANNING CENTER

A site that offers contraceptive services to the general public and uses
public funds, including Medicaid, to provide free or reduced-fee services
to at least some clients. These sites may be operated by a diverse range
of provider agencies, including public health departments, Planned
Parenthood affiliates, hospitals, community health centers and other,
independent organizations. In this report, “center” is used instead of the
synonymous term “clinic.”

TITLE X-SUPPORTED FAMILY PLANNING CENTER

A center that receives any Title X funds. All clients served at a Title X—
supported center are considered Title X clients and served in accordance
with Title X policies, even if their care is paid partially through another
funding source, such as Medicaid.

UNINTENDED PREGNANCY

A pregnancy that, at the time of conception, was either mistimed (i.e., the
woman wanted additional children, but not yet) or unwanted (i.e., the
woman did not want any additional children).

WOMEN OF REPRODUCTIVE AGE

Usually refers to women aged 13-44, the years during which most women
are able to become pregnant. In some specified cases, the term refers to
women aged 15-44.

WOMEN AT RISK OF UNINTENDED PREGNANCY

Women aged 13-44 who are sexually active and able to become preg-
nant, but do not wish to become pregnant. (Women who rely on contra-
ceptive sterilization are considered “at risk of unintended pregnancy”
and using sterilization as their contraceptive method.)

WOMEN IN NEED OF PUBLICLY SUBSIDIZED CONTRACEPTIVE SERVICES

Women aged 13-44 who are sexually active, able to become pregnant but
do not wish to become pregnant, and either have a family income below
250% of the federal poverty level or are younger than age 20 and are
therefore assumed to have a low personal income. The term is sometimes
abbreviated as “women in need.” (Women who rely on contraceptive
sterilization are not considered in need of publicly subsidized contracep-
tive services.)
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Four in 10 poor women of reproductive age have no
insurance coverage, and nearly that many rely on
Medicaid.

I
3% Other

37%
Medicaid

Poor women 15-44, 2007

Source Reference 14.

ed pregnancies per 1,000 women aged 15-44 (Figure
1.5).7.20 But between 1994 and 2001, that overall nation-
al rate stagnated. Worse yet, rates among poor and low-
income women rose considerably over the latter period,
even as they continued to fall among more affluent
women, thereby exacerbating already substantial dispari-
ties. Unintended pregnancy did fall modestly among black
women, but their rates, and those of Latinas, continue to
dwarf those of their white peers.

The differences in contraceptive use and unintended preg-
nancy are by no means the only sexual and reproductive
health disparities plaguing low-income Americans and
communities of color. For example, maternal mortality is
heavily concentrated among black women, who have rates
more than triple their white and Latina peers.2! HIV and
other STIs, too, disproportionately affect black women and
men. And beyond the field of reproductive health, there
are even more disparities. Whether measured in rates of
heart disease, cancer and diabetes or the use of numerous
types of diagnostic, preventive and treatment services,
gaps tied to poverty or race are too frequent and too pro-
nounced.?223 A renewed commitment to closing all these

None of these challenges is more pressing than the dis-
tressing fact that the national effort has begun to lose
ground in meeting its core mission: ensuring that no one
is disadvantaged by a lack of the information and serv-
ices they need to plan if and when to have children.

One of the most notable successes of the national family
planning effort during its first quarter-century was the near
elimination of the income and racial disparities in contra-
ceptive use that spurred the government's initial involve-
ment in family planning. In 1982, 20% of poor women at
risk of unintended pregnancy were not using a contracep-
tive method, compared with 9% of their more affluent coun-
terparts (Figure 1.4).18 Contraceptive nonuse among black
and Latina women, too, was substantially higher than
among white women. By 1995, nonuse had decreased sig-
nificantly, and the disparities had largely disappeared. Yet,
by 2002, some hard-fought ground had been lost. The pro-
portion of at-risk women not using contraceptives rose pre-
cipitously among poor and black women.

These reemerging racial, ethnic and income disparities are
compounded by differences in the continuous use of con-
traceptives. Over the course of a year, 28% of poor women
at risk of unintended pregnancy experience one or more
gaps of at least one month in their contraceptive use, com-
pared with 19% of more affluent women; 30% of black
women and Latinas at risk experience such a gap in con-
traceptive use, compared with 19% of white women.19

The trends in contraceptive use—the positive and the neg-
ative—have been reflected in U.S. rates of unintended
pregnancy. Between 1981 and 1994, the national rate of
unintended pregnancy fell 14%, from 60 to 51 unintend-

Disparities in contraceptive use narrowed in the 1980s
and 1990s, but have begun to widen again.

12
ALWOVEN —7

% of
poverty

20

100-199 | o

>200 R 7

Race/

ethnicity

White IR 7

21

Black | 10 |

Latina — 9 \
12

0 5 10 15 20 25

% of women at risk of unintended pregnancy who are not using contraceptives

1982 [l 1995 2002

Source References 18.

Next Steps for America’s Family Planning Program

! Guttmacher Institute




Between 1994 and 2001, overall rates of unintended
pregnancy stagnated, but rates among poor and low-
income women rose considerably.
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gaps has been set as one of the nation’s public health pri-
orities,?* and the national family planning effort has a
critical role to play.

This report seeks to illuminate the challenges and oppor-
tunities ahead and to lay out a way forward. In Chapter 2,
we review the origins of public efforts to improve access to
family planning services for disadvantaged Americans and
describe how these programs have helped women plan
their reproductive lives and have otherwise improved the
well-being of women and their families. Chapter 3 details
the ways in which public financing for family planning is
changing and the opportunities these changes provide. In
Chapter 4, we explore a broad set of challenges to the sys-
tem, including the difficulty of reaching the most dis-
advantaged groups of women; of meeting the counseling,
education and clinical needs of the clients who do come
in; and of meeting the ever-rising costs of providing serv-
ices. Finally, in Chapter 5, we make recommendations on
how the system can be reshaped to attain in the near
future a stable, cohesive set of programs that provides
subsidized contraceptive and related care for everyone
who wants and needs it, and in which family planning is
viewed not as a source of controversy, but rather as basic
health care to which all women and men are entitled.
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Publicly Funded

Past and Present

ifty years ago, a rare confluence of medical, legal and
social developments ushered in a new era. The 1960s
was a period of rapid social change, marked by the
civil rights and women’s rights movements—both of
which were focused on reducing inequality and expanding
human freedoms and opportunities. Many leaders of these
movements recognized family planning as being funda-
mental to the drive for equality and social justice. Martin
Luther King, Jr., for one, lauded family planning for
improving the lives of African Americans and for offering
them “a fair opportunity to develop and advance as all

other people in our society.”2%

The impetus for government involvement in subsidized
family planning services in the 1960s clearly reflected these
social movements, as well as new developments specific to
the field of sexual and reproductive health. Beginning with
the U.S. Food and Drug Administration’s approval of the
first oral contraceptives in 1960, the development of
increasingly effective and convenient methods of contra-
ception made the prospect of controlling childbearing a
reality. Furthermore, over the course of the 1960s, there
was increasing recognition among researchers, advocates
and policymakers that enabling women and couples to
better control the number and timing of their pregnancies
could play an important role in reducing disparities in
three key areas: poverty and government dependency,
public health and human aspirations.

In terms of poverty and government dependency, numer-
ous studies at the time documented the substantial and
far-reaching economic consequences that unintended
pregnancy could have—particularly among teenagers—by
increasing a woman’s risk of living in poverty and reduc-
ing her ability to participate in the workforce or complete
an education.26-28 (Notably, the first federal family plan-

Title X—supported family planning centers make up
half of the national network and serve two-thirds of
all clients.
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ning grants were made by the Office of Economic
Opportunity, as part of the Johnson administration’s sig-
nature War on Poverty.) In regard to public health,
researchers found that closely spaced births and child-
bearing very early or late in a woman’s reproductive years
could lead to adverse health outcomes for both mothers
and their children—findings that have been corroborated
more recently.29 And in terms of human aspirations,
groundbreaking research showed that although women at
all income levels wanted about the same number of chil-
dren, lower-income women continued to have more chil-
dren than they desired because they lacked access to
affordable and effective contraceptives.30-31

A National Effort

These concerns about disparities and social justice fed
into the establishment, in 1970, of the Title X national
family planning program.32 The legislation establishing
the program garnered wide, bipartisan support. The
Senate approved the measure unanimously,33 and the
House soon followed, passing the measure by an over-
whelming vote of 298 to 32.34

Two years later, Congress took another dramatic step, by
requiring that each state’s Medicaid program include cov-
erage of voluntary family planning services and supplies
for all beneficiaries of childbearing age.35 Moreover, a sec-
ond critical provision of the legislation committed the fed-
eral government to reimburse states for 90% of the cost of
providing family planning services to program enrollees.

With the creation of Title X and the mandate that family
planning services be covered nationwide under Medicaid,
Congress had established the groundwork for a national
effort to provide contraceptive services and closely related
medical care to individuals in need. Government efforts,
however, did not stop there. In 1975, Congress authorized
the creation of a nationwide network of community health
centers, requiring them to provide a broad range of pri-
mary and preventive health services, specifically including
family planning.36 Over the subsequent decades, states
have allocated funding from several other federal pro-
grams—notably the maternal and child health, social
services and Temporary Assistance for Needy Families
block grants—for family planning, and most have con-
tributed revenues of their own.16

Nevertheless, Title X and Medicaid are the foundation on
which the family planning effort continues to rest today.
Title X remains the locus of the federal government’s pol-
icymaking on family planning issues and sets the stan-
dards for publicly funded services, while Medicaid has
become increasingly important as a source of funding for
clinical services.

Title X and Medicaid are fundamentally different pro-
grams. Under Title X, funds are allocated to entities that
submit applications for grants to support the provision of
contraceptive services and related preventive health care,
with a priority on meeting the needs of low-income and

young women and men. Such entities include state and
local health departments, as well as nongovernmental
organizations such as community health centers, Planned
Parenthood affiliates and other, independent agencies.
Because it is a grant program, Title X not only funds direct
client services, but provides critical support to centers’
infrastructure in ways that other funding sources do not.

Unlike Title X, Medicaid is essentially an insurance pro-
gram, which reimburses providers for care to individuals
meeting the program’s strict eligibility criteria. In general,
Medicaid reimbursement is available only for the cost of
providing direct medical care and—because payment rates
are typically low—only for a portion of the cost. On the
other hand, Medicaid is a means-tested entitlement pro-
gram, under which overall spending is not subject to
annual appropriations, but instead expands as the num-
ber of enrollees expands. (Nonetheless, states can limit
spending by restricting the specific services covered,
adjusting eligibility levels or imposing other administrative
restrictions.)

Family planning centers, as well as private physicians,
may claim reimbursement under Medicaid for serving pro-
gram enrollees. Medicaid has become a critical source of
funding for family planning centers: Eight in 10 family
planning agencies—the administrative entities that oper-

One-quarter of U.S. women obtaining contraceptive
services, and nearly one-half of poor women, do so at
a publicly funded family planning center.
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ate individual centers—receive some reimbursement
through Medicaid.37 Although its contribution varies by
state, nationally, Medicaid is the single largest source of
financial support for Title X-supported centers. Medicaid
contributes 30% of all revenue reported by these centers,
and Title X provides 24%.58 (The remaining 46% comes
from state and local governments, other federal programs,
private insurance and fees paid by clients.)

Defining the Effort

Along with supporting the family planning center net-
work, Title X essentially sets the standard for the provi-
sion of publicly supported family planning services. From
its inception, the Title X statute, as well as regulations
promulgated under the statute and a detailed set of pro-

The large majority of women who obtain care at a family
planning center consider it their usual source of care.
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gram guidelines, have applied to all women and men seen
at centers supported to any extent with Title X dollars,
even if an individual's care is paid partially or entirely
through another public program such as Medicaid,
through private insurance or by the client.

The policymakers who crafted Title X recognized that
publicly subsidized contraceptive initiatives can be a
double-edged sword. The ability to decide if and when to
have a child can be a central source of empowerment for
individual women and couples. But history—including
U.S. history—is replete with examples of using fertility
control as a tool of social control, through deliberate cam-
paigns to limit the fertility of women of color, low-income
women and women with disabilities. Recognizing that
there needed to be a standard of care for the ethical deliv-
ery of services, the authors of Title X ensured that partic-
ipation would be truly voluntary, by including key patient
protections from the beginning. Notably, it contains a
requirement that clients must be offered a broad range of
contraceptive methods from which they can make a
choice, a guarantee that clients would not be coerced into
accepting a particular method and an express prohibition
against conditioning the receipt of government assistance
on the acceptance of any contraceptive method. Moreover,
program regulations require that centers that receive any
funding through Title X must ensure confidentiality for all
their clients.39

The current Title X program guidelines—developed in 2001
in conjunction with the American College of Obstetricians
and Gynecologists—provide that all clients seeking services
at a Title X—supported center are to be offered a package of
contraceptive services and closely related preventive serv-
ices, including a pelvic exam, Pap test to screen for cervi-
cal cancer, physical exam, blood pressure check and
breast exam.%? Women at high risk for STIs who are served
at family planning centers that receive any Title X funding
are expected to be tested and to receive appropriate coun-
seling, treatment and medical referral. Title X-supported
centers are required to establish arrangements with health
and social services providers, so that clients needing addi-
tional services or follow-up care can easily and quickly be
referred for such services or care.*!

By regulation, services provided in centers that receive
Title X funds are free of charge to clients with an income
below the federal poverty level.42 Other clients are
assessed a fee according to a sliding scale on the basis of
their income. Clients with an income above 250% of the
federal poverty level are charged the full fee.

The Title X statute has always expressly prohibited using
grant dollars to fund abortion. Pregnancy testing, howev-
er, is a core service,*3 and a client who is found to be preg-
nant is entitled to receive nondirective counseling on, and
referral for, all of her legal options, including prenatal
care, adoption and abortion.%4

Finally, the program sets the standard for accountability
for publicly funded family planning in the United States.
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Title X grantees collect data on a range of indicators relat-
ed to clients served, revenues and the services provided.
These data clearly document the program’s effectiveness
and cost-effectiveness since its inception and paint a clear
picture of the public’s return on its investment.

A Critical Safety Net

In 2006, more than nine million clients received publicly
funded contraceptive services, amounting to 54% of women
in need of publicly subsidized contraception.!® Roughly two
million of them were Medicaid enrollees served by private
physicians and, indeed, in large part because of Medicaid,
45% of poor women in the United States who receive a con-
traceptive service do so in a physician’s office.*>

Yet, in large measure, family planning centers are the back-
bone of the provider network. Nationwide, in 2006, a total
of 8,200 sites provided services to 7.2 million contraceptive
clients, who represented 41% of women in need.!®> More
than half of these centers (4,300) received some Title X
funding (Figure 2.1, page 12). Title X-supported centers are
located in three-fourths of U.S. counties,*¢ and provide
services to 66% of all clients served at family planning cen-
ters nationwide and to 27% of women in need.!® One in four
women who obtain contraceptive services in the United
States—including 50% of poor women—do so at publicly
funded family planning centers (Figure 2.2, page 13).45:47

Access to publicly funded contraceptive services allows
millions of women to obtain and use contraceptive meth-
ods that they would otherwise not be able to afford.
Among women who practice contraception and rely on
publicly funded family planning centers, three-quarters
use highly effective prescription methods, such as the pill,
injectable and IUD, and one-quarter rely on male condoms
or other nonprescription methods.*® By facilitating access
to a more effective mix of contraceptive methods, publicly
funded family planning centers enable the clients they
serve to have 78% fewer unintended pregnancies than are
expected among similar women who do not use or do not
have access to these services.

At the same time, the package of services provided at fam-
ily planning centers is much broader than contraception.
Women who make an initial or annual visit to a family
planning center typically receive a breast exam, a simple
procedure that can lead to detecting breast cancer early,
when it is most successfully treated. Family planning cen-
ters also provide Pap tests, which can detect cervical can-
cer early, when it is most treatable, or even prevent it
entirely by detecting treatable precancerous cells. Each

The national publicly funded family planning effort helps women avoid 1.94 million unintended pregnancies
annually, 1.48 million of which would have been among clients of family planning centers.
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In the absence of publicly funded family planning,
levels of unintended pregnancy and abortion would
be nearly two-thirds higher among women overall and
teens, and close to twice as high among poor women.
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year, one in six women who obtain a Pap test or a pelvic
exam do so at a publicly supported family planning cen-
ter.4547 Furthermore, Title X-supported centers alone
reported providing 2.5 million Pap tests to their clients in
2006.38 One percent of these tests, representing nearly
25,000 women, detected potentially precancerous cells
that required follow-up.

Family planning centers are also critical in providing STI
services to women and men (see box). One in three women
tested for HIV nationally do so at a family planning cen-
ter.#547 In addition, a similar proportion of women who
receive counseling, testing or treatment for an STI other
than HIV receive that care from a family planning center.
In 2006, Title X-supported centers reported that 2.3 mil-
lion clients were tested for chlamydia, 2.1 million for gon-
orrhea, 700,000 for syphilis and more than 650,000 for
HIV.38 Early diagnosis and treatment is a critical preven-
tion strategy for all STIs, and some of the STI treatment
provided to young women in family planning centers is
fundamental to preventing infertility later in life.

In short, the package of basic, preventive sexual and
reproductive health services routinely provided in family
planning centers—along with contraceptive services and
supplies—is essentially the same package of care a private
physician offers a woman during her annual gynecologic
exam. In many cases, family planning centers are able to
treat conditions that are diagnosed in the course of a rou-
tine family planning center visit, such as STIs or urinary
tract infections. In other cases, such as when a breast
exam reveals a suspicious lump or an HIV test yields a
positive result, family planning centers will refer the client
to another provider for follow-up care.

It is therefore not at all surprising that many young and
low-income women look to family planning centers as
their usual source of medical care, their entry point into
the health care system and, in many cases, effectively a
so-called medical home that helps them manage all their
health care needs. More than six in 10 women who obtain
care at a family planning center consider the center to be
their usual source of medical care (Figure 2.3, page 14).49
For some women, the numbers are much higher: About
three-quarters of poor women who obtain care at a family
planning center consider the center to be their usual
source of care. These numbers are similar for women who
are uninsured, who are black or Latina, or who were born
outside the United States.

Preventing Unintended Pregnancy

By providing millions of women with access to the contra-
ceptive services they want and need, public funding for
family planning helps women avoid 1.94 million unintended
pregnancies each year (Figure 2.4, page 15).50 An estimat-
ed 450,000 of these unintended pregnancies are prevented
as a result of services provided by private doctors under
Medicaid. Yet, publicly supported family planning centers
are the dominant source of services—helping women avoid
1.48 million unintended pregnancies. Fully 300,000 of
these pregnancies averted with the help of family planning
centers would have occurred among teens, and just over
one million would have occurred among poor and low-
income women. Centers that receive some Title X funds
provide services that enable women to avoid nearly one
million unintended pregnancies each year.

Enabling these women to avoid an unintended pregnancy
reduces the number of women and couples confronting
the choice between turning to abortion and having a birth
they did not intend to have. Without publicly supported
family planning services, the number of unintended preg-
nancies and abortions occurring in the United States each
year would be nearly two-thirds higher among women
overall and among teens (Figure 2.5);%0 the number of
unintended pregnancies among poor women would nearly
double. Without the services provided just in centers
receiving Title X funds, unintended pregnancy in the
United States would be 31% higher. And absent publicly
supported services, the U.S. abortion rate today would be
higher than it ever has been.50.51
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Nine in 10 women who would have become pregnant unin-
tentionally in the absence of the services received at fami-
ly planning centers would be eligible for a Medicaid-
covered birth if they were to become pregnant.*® In 2004,
the cost of pregnancy-related services (prenatal, labor,
delivery and postpartum care) for these women, as well as
one year of medical care for their infants, would have
totaled $5.7 billion. Subtracting what was spent to provide
contraceptive and related health services to family plan-
ning center clients that year, the services provided at pub-
licly funded centers saved the federal and state govern-
ments an estimated $4.3 billion, including nearly $3 billion
just from services provided at Title X-supported centers.
In other words, every dollar invested in helping women
avoid pregnancies they did not want to have saved $4.02 in
Medicaid expenditures that otherwise would have been
needed.

Significantly, these savings account only for the medical
care that would be provided to women during pregnancy
and to infants during their first year. They do not include
savings from any of the other benefits to women and fam-

ilies, such as preventing and treating STIs, or avoiding
and detecting reproductive cancers—all benefits that
accrue as part of the package of care provided by family
planning centers.

Similarly, this cost-benefit analysis does not attempt to
measure any of the broader health, social or economic
benefits of enabling women to time or prepare for their
pregnancies. One important unmeasured benefit of using
contraceptives is that increasing women’s ability to plan
pregnancy opens the door for preconception care—a set of
interventions recommended by the Centers for Disease
Control and Prevention aimed at reducing biomedical,
behavioral and social risks and at improving birth out-
comes for mother and infant.52 Also unmeasured is the
impact of contraceptive availability on women’s educa-
tional attainment and workforce participation.

Although reproductive health research on men is considerably less
developed than comparable research on women, one thing is clear: Men
receive considerably fewer services than women. In 2002, only 30% of
men aged 20-44 received a reproductive health service—defined as birth
control (including condom) advice or services; STI advice, counseling,
testing or treatment; HIV advice, counseling or testing; or advice about
sterilization.! The comparable figure for reproductive-aged women was
almost 75%.2

The men who do receive services often do so at publicly funded family
planning centers—at least nine in 10 of which offered STI counseling,
testing and treatment, condom provision and contraceptive counseling to
men as long ago as the late 1990s, when the subject was last studied in
depth.3 About half of the time, a family planning center’s male clients are
partners of a female client, reflecting long-standing attempts to increase
male partners’ involvement in contraceptive use, and STI prevention and
treatment. In other cases, it appears to be the availability of STl services
that primarily draws in men.

Family planning policymakers and providers have made a number of
efforts to expand the provision of men's care. For example, for over a
decade, Title X has funded a series of small grant programs to expand
services for men, with the goal of integrating family planning services and
education into projects providing other health, education or social serv-
ices to young men.* More than one-third of publicly funded family plan-
ning centers in 2003 had recruitment efforts targeting the partners of their
female clients, and 18% recruited men in general.? And of the 27 approved
state programs to expand Medicaid eligibility for family planning, eight
include men®—a marked development for Medicaid, which has tradition-
ally ignored men, especially those who are not yet fathers.

Yet, efforts to expand family planning center services for men face an
array of problems. For one, there is no commonly agreed upon set of sex-

ual and reproductive health services that should be provided to men, in
general, or by family planning providers, specifically.” Even assuming
some degree of consensus—that men, at a minimum, need information
and counseling to help them avoid unplanned pregnancy and STls, for
example—few health professionals are specifically trained to provide
these services to men. In fact, most family planning providers are specif-
ically trained to serve women.

Moreover, young men are considerably less likely than their female peers
to have private health insurance or to be eligible for public coverage
through Medicaid or the State Children’s Health Insurance Program.
Without such sources of financing for men’s care, there is a danger that
expanding services for men would require providers to draw on Title X
and other sources, which are limited due to stagnant funding.

Title X—with its traditional focus, first and foremost, on clinical contra-
ceptive services—may not be currently constructed as the optimal pro-
gram to provide the reproductive health services men want and need
most. Indeed, Title X—supported centers are required by the federal gov-
ernment to keep track only of their male contraceptive clients (272,000 in
2006, amounting to 5% of all contraceptive clients®); clients visiting the
same center only for STl-related services would not be counted at all, and
their care would typically be paid for through other public programs.

Finally, the fact remains that for most men, contraception (apart from
vasectomy and in the absence of new male contraceptives) is not prima-
rily a clinical matter. In addition, men—especially young men—are con-
siderably less likely than women to seek out health care in general. For
those reasons, the challenges to providing the information, counseling
and relationship skills training, and clinical care men need to protect their
and their partners’ reproductive health are unlikely to be fully met anytime
soon.
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Leveraging

Medicaid

ver the last decade and a half, funding for family

planning services has undergone a historic shift,

with Medicaid emerging as the central funder, par-

ticularly in states that have received federal
approval to expand eligibility for family planning under
the program. This realignment has revealed the different
but highly complementary strengths of Title X and
Medicaid. A synergy between the two is becoming evident:
Medicaid pays for the core of the clinical care, and Title X
wraps around that core—buttressing the family planning
center system and filling gaps in services and coverage.
And although the expansion of Medicaid has increased
private physicians’ role in the provision of publicly subsi-
dized family planning, it has also made clear that centers
will likely remain the mainstay of the effort going forward.

Rise of Medicaid

Together, the federal and state governments spent $1.85
billion on family planning services in 2006.16 Although
funding for the effort came from a variety of sources,
Medicaid was overwhelmingly the dominant one (Figure
3.1). Once a small portion of total expenditures—
contributing 20% of funding in 1980—Medicaid now
accounts for 71% of all family planning dollars spent
(Figure 3.2, page 20).16 In contrast, the share that Title X
accounts for has fallen from 44% in 1980 to only 12% in
2006. Nonetheless, by providing support to 4,300 of the
country’s 8,200 family planning centers—at which 66% of
all family planning center clients are served—the Title X
program’s reach, in terms of its defining principles, stan-
dards and support for infrastructure, remains critical.!®

The increase in Medicaid spending has not been consis-
tent across states. In large measure, the growth has been
driven by state-initiated expansions specifically for family

planning. To date, 27 states have successfully navigated
the cumbersome and time-consuming process of obtain-
ing permission from the Centers for Medicare and
Medicaid Services (CMS)—the federal agency that admin-
isters Medicaid—to expand eligibility under the program
specifically for family planning.!”

The expansions in six states are limited and only extend
coverage to some or all individuals who are otherwise los-
ing Medicaid coverage. The expansions in the remaining 21
states, however, extend coverage for family planning solely
on the basis of income, regardless of whether the individ-
ual has ever been enrolled in Medicaid (Figure 3.3, page
20).17 (Eight of these 21 states include men, as well as
women, in their program.) Most of these states set the
income-eligibility ceiling for Medicaid-covered family plan-
ning at the same level used to determine eligibility for
pregnancy-related care: generally at or near 200% of pover-
ty.53 These levels are well above the regular income cut-off
for Medicaid coverage in those states, which across the
states averages 63% of poverty for working parents.5*
Childless adults are generally excluded from eligibility at
any income level. Sixty-four percent of women in need of
publicly funded family planning live in one of th