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n	 Over the past 15 years, 22 states have sought and received federal approval to extend 
Medicaid coverage for family planning services to residents solely on the basis of income 
under a complicated process known as a “waiver.”

n	 A ground-breaking provision included in the March 2010 health care reform law greatly 
simplifies the process for a state seeking to expand Medicaid eligibility for family planning 
and allows for coverage of a larger population than currently included in any existing waiver 
program.

n	 This report provides a tool to help gauge the potential impact in each state of taking up this 
new authority.

n	 Twenty-eight states do not currently have an income-based family planning expansion. 
Nineteen states without an expansion could each serve at least 10,000 individuals, avert at 
least 1,500 unintended pregnancies and save at least $2.3 million in state funds in a single 
year, by expanding Medicaid eligibility under the new authority. Nine of these 19 states  
could each serve at least 50,000 individuals, avert at least 7,500 unintended pregnancies  
and save at least $17.4 million in state funds in a single year.

n	 Among the 22 states that already have a family planning expansion in place via the older 
waiver process, 11 could each serve at least 10,000 individuals, avert at least 1,300  
unintended pregnancies and save at least $1.7 million in state funds in a single year,  
in addition to what their expansions achieve today.
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Guttmacher Institute

The purpose of this report is to illustrate the potential of 

a small but important provision in the 2010 health reform 

legislation that gives states new authority to expand Med-

icaid eligibility for family planning services to women and 

men who are otherwise ineligible for the program. To do 

so, we have provided new estimates of what states could 

expect in terms of program participation, the numbers of 

unintended pregnancies, births and abortions that could  

be averted, and the resulting cost savings. These esti-

mates are an update of a Guttmacher Institute study pub-

lished in August 2006, which looked at the potential for 

similar expansions that many states had initiated under a 

different, more complicated process known as a “waiver.”1 

The new estimates reflect both more recent data when 

available and specific provisions and requirements of the 

law. Among other things, the law allows for coverage of 

a larger population of individuals than currently covered 

under any existing waiver program, and requires states’ 

expansions to cover adolescents and men—two popula-

tions that have been excluded under some waivers.

It should be emphasized up front that these estimates 

are merely that, estimates. The actual impact of expanded 

Medicaid family planning efforts would depend substan-

tially on state-level factors, such as outreach efforts and 

provider capacity. In addition, although our methodology 

is based wherever possible on states’ own reported 

data and on the experience of existing family planning 

expansions, policymakers and budget analysts may have 

access to additional state-specific information that was 

unavailable to us but that could provide a greater degree 

of precision. These findings should be viewed, therefore, 

as demonstrating the potential of expansions, rather than 

their definite impact. In that light, it is equally important 

to emphasize that given the options available at various 

stages of the analysis, we typically chose the analytical ap-

proach that would lead to the most conservative estimate.

History of the Expansions 
When Medicaid was first established in 1965, the low-

income families who in general were covered by the 

program were single mothers and their children receiv-

ing welfare cash assistance. In the 1980s, responding to 

research that showed both the importance and the cost-

effectiveness of prenatal care, Congress broke the link 

between welfare and Medicaid for low-income pregnant 

women: It first allowed and later required states to extend 

eligibility for Medicaid-covered prenatal, delivery and 

postpartum care to all women with incomes below 133% 

of the federal poverty level ($18,310 for a family of three 

in 2010),2 which was far higher than most states’ regular 

Medicaid eligibility ceilings.3 At their option, states could 

expand eligibility for pregnancy-related services to women 

with incomes up to 185% of poverty or beyond, and most 

states have done so.4 As a result of such expansions, 

Medicaid pays for four in 10 births in the United States 

each year; in some states, the program funds more than 

half of all births.5 

In recent years, about half the states have built on 

the eligibility expansions for pregnancy-related care by 

moving to expand eligibility for family planning services 

under Medicaid as well. These programs include coverage 

for the package of family planning services and supplies 

covered for other Medicaid recipients in the state, which 

generally includes the full range of contraceptive methods, 

as well as associated examinations and laboratory tests.6 

A long-standing provision of the Medicaid statute allows 

states to claim federal reimbursement for 90% of the 

cost of these services and supplies.7 Although states may 

include other, closely related care in their package of ben-

efits, such as treatment for STIs diagnosed in the course 

of a family planning visit, the state must claim federal 

reimbursement for this care at its regular rate. These rates 

range from 50% to 76% of the cost, depending on the 

state, although Congress has provided funding for some-

what enhanced rates through June 2011 as an economic 

stimulus measure.8 States are reimbursed by the federal 

government for the cost of pregnancy-related care at their 

regular reimbursement rates.

As of November 1, 2010, 22 states had sought and 

received federal approval to extend Medicaid coverage for 

family planning services to residents solely on the basis of 

income, regardless of whether potential participants meet 

any of the other requirements for Medicaid coverage, 

such as being a low-income parent.9 Another three states 

had applications pending with the Centers for Medicare 

and Medicaid Services (CMS), the federal agency that 

3
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administers the program. This approach directly parallels 

the earlier expansions for pregnancy-related care. Most of 

these states extend coverage for family planning to wom-

en with incomes below 185% or 200% of poverty. Eight 

of these states limit their programs to individuals who 

are at least 19 years of age; three limit coverage to those 

who are at least 18. Nine include coverage for men in 

their programs. Six additional states had received federal 

approval for far more limited, non-income-based programs 

that extend eligibility for family planning services for some 

or all individuals who are otherwise leaving Medicaid, such 

as after the 60-day postpartum period (see map).

Evidence of Impact 
According to a growing body of evidence from demonstra-

tion waiver evaluations and independent research studies, 

the broader, income-based programs are having a sig-

nificant impact. Publicly funded family planning centers, in-

cluding clinic sites that receive Title X funds and those that 

do not, in states with broad-based family planning expan-

sions are able to meet more of the need than are those in 

other states. Centers in the expansion states served 48% 

of the women in need of publicly funded family planning 

services in 2006, compared with 36% in other states.* 

This gap is evidence that the expansions have increased 

family planning centers’ ability to enable women to avoid 

unintended pregnancies and the abortions that follow.10 

California’s Medicaid family planning expansion program, 

known as Family PACT, helped women in the state avoid 

286,700 unintended pregnancies, including 79,200 to 

teenagers, according to the state’s 2007 evaluation.11 By 

doing so, the program helped women avoid 128,800 unin-

tended births and 118,200 abortions. In Oregon, unintend-

ed pregnancy rates declined from 44 per 1,000 women of 

reproductive age in 1999, when the state’s family planning 

expansion was implemented, to 38 per 1,000 in 2005.12 

The expansion programs have helped women avoid 

unintended pregnancy by enabling them to improve their 

use of contraceptives. In Washington state, for example, 

the proportion of clients using a more effective method 

(defined as hormonal methods, IUDs and sterilization) 

increased from 53% at enrollment to 71% one year later, 

Income-Based Expansion

Limited Expansion

States with Medicaid Family Planning Expansions

Notes: As of November 1, 2010. Income-based expansion refers to states with expansions for women (and sometimes men) whose family 
incomes do not exceed a specified level, most often at or near 200% of the federal poverty level. Limited expansion refers to states with 
expansions only for women who have left Medicaid either following a Medicaid-funded delivery or for any reason. Source: Reference 9.
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according to the state’s program evaluation.13 Similarly, in 

California, Family PACT clients were both more likely to 

use any method and to use a more effective method than 

they were before enrolling in the program.11

Short intervals between births—a widely acknowl-

edged risk factor for low-birth-weight deliveries and, 

therefore, infant mortality and morbidity—have become 

much less common in some states with family planning 

expansions. In Arkansas, repeat births within 12 months 

dropped 84% between 2001 and 2005 for women en-

rolled in the family planning expansion, and the proportion 

having a repeat delivery within 48 months fell by 31%.14 In 

New Mexico, women accessing family planning services 

under the expansion were less likely to have a repeat 

delivery within 24 months than were women who did not 

access expansion services, 35% compared with 50%.15 

In Rhode Island, the proportion of mothers on Medicaid 

with birth intervals of less than 18 months fell from 41% 

in 1993 to 28% in 2003, and the gap between privately 

insured and publicly insured women narrowed from 11 

percentage points to less than one point.16 And in Texas, 

18% of expansion participants had a repeat birth within 24 

months, compared with 29% of Medicaid-eligible women 

who did not participate in the program.17 Specifically 

because of the demonstrated ability of these programs to 

increase spacing between births, the National Governors 

Association has taken the position that expanding 

Medicaid eligibility for family planning is an important step 

states can take to improve birth outcomes.18 

Some states have also found that their family plan-

ning expansion program enables young women to delay 

a first birth. For example, in Arkansas, the average age 

at first birth for women enrolled in the Medicaid family 

planning expansion rose by nearly three and a half years 

between 1998 and 2005; for all Medicaid enrollees in the 

state, the average age at first birth increased by just over 

two years over the same period.14 In Wisconsin, birthrates 

for teens in the expansion program were substantially 

lower than those for all low-income teens from 2003 to 

2006. Moreover, births to teens as a proportion of all state 

Medicaid births declined from 25% in 2000 to 18% in 

2006.19

In addition, expanding eligibility for family planning 

under Medicaid permits a woman to establish a relation-

ship with a health care provider prior to pregnancy. This, 

as recognized by the March of Dimes, increases her likeli-

hood of obtaining the timely prenatal care needed if and 

when she eventually does become pregnant.20

Because the cost of providing Medicaid-covered, 

pregnancy-related care greatly outstrips the cost of provid-

ing contraceptive services, giving women access to the 

contraceptive services they need and want generates 

significant state and federal savings. In fact, CMS recently 

noted that states have been allowed to expand eligibility 

for family planning under Medicaid precisely because of 

the cost-effectiveness to the program.21 For example, ac-

cording to a federally funded evaluation of state Medicaid 

family planning expansions completed in 2003, all of the 

programs studied yielded significant savings to the federal 

and state governments. States as diverse as Alabama, 

Arkansas, California, Oregon and South Carolina each 

saved more than $15 million in a single year by helping 

women avoid unintended pregnancies that would have 

resulted in Medicaid-funded births.22 More recent data 

are available from some of the evaluations conducted by 

states. Wisconsin estimates that its program generated 

net savings of $159 million in 2006.19 Moreover, data 

from the Texas Health and Human Services Commission 

show that by serving 75,800 women in 2008,17 the state’s 

Medicaid family planning expansion yielded net savings of 

$42 million.23

New State Authority
In acknowledgement of the effectiveness and cost- 

effectiveness of these programs, a ground-breaking provi-

sion included in the omnibus health care reform legislation 

that was enacted in March 2010 greatly simplifies the 

process for a state seeking to expand eligibility for family 

planning under Medicaid.24 In the past, the only option 

for a state seeking to expand was through approval of a 

research and demonstration waiver from CMS, which al-

lows a state to bypass standard Medicaid rules to provide 

a limited benefit package and to cover individuals who 

otherwise would not be eligible. Although not required by 

law or statute, CMS has historically required that waivers 

be budget neutral to the federal government—that is, they 

cannot cost the federal government more than it would 

otherwise have spent in the absence of the waiver. Even 

though states have been able to meet this threshold, the 

process of demonstrating budget neutrality was a time-

consuming one. Waiver applications are given extensive 

review within CMS, and are examined by the Office of 

Management and Budget as well. CMS also requires that 

waivers have an extensive evaluation component, consis-

tent with their role as demonstration initiatives. On aver-

*Women in need of publicly subsidized contraceptive services in-
clude those who are sexually active, of reproductive age (13–44), 
able to become pregnant and not pregnant, postpartum nor trying 
to become pregnant, and who 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.
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age, it has taken roughly two years for a state to secure 

approval of a Medicaid family planning waiver.25 

The provision included in the health care reform legis-

lation gives states a second option: It allows states to ex-

pand eligibility for family planning by amending their state 

Medicaid plans, a far simpler process than that which 

states needed to endure to secure approval of a waiver. 

A state must still obtain federal approval for a state plan 

amendment (SPA), but that is generally a faster and more 

streamlined process than that for a waiver. Moreover, a 

SPA is a permanent change to a state’s Medicaid program, 

unlike a waiver, which is initially granted for a five-year 

period and then renewed in three-year increments.

The legislation permits states to set the eligibility level 

for family planning up to the highest level for pregnant 

women in place under either the state’s Medicaid or 

Children’s Health Insurance Program (CHIP) state plan. 

Subsequent guidance issued by CMS specifies that states 

seeking to avail themselves of this option must include 

all individuals in the state who are not pregnant and who 

meet the income eligibility criteria established by the 

state.21 As a result, states may not exclude individuals 

based on age or gender, even if these individuals would 

not have been eligible for coverage under a waiver previ-

ously obtained by the state.26

As described by the Energy and Commerce 

Committee of the House of Representatives, the statutory 

provision was designed to enable state Medicaid pro-

grams to cover family planning services and supplies for 

any individual who would be eligible for Medicaid or CHIP 

coverage of pregnancy-related care.27 To reach this goal of 

true parity in eligibility, the CMS guidance makes clear that 

a state may use the same methodology for determining 

income eligibility under a family planning SPA as it uses 

for pregnancy-related care.21 This includes counting each 

applicant as two people in the household when deter-

mining income eligibility, a methodology not previously 

permitted by CMS under a family planning waiver that will 

allow coverage for a greater number of individuals. States 

choosing to use the same methodology for determining 

eligibility for family planning as they use for pregnancy-

related care would need to apply that methodology to 

both women and men. In addition, in making eligibility 

determinations, states have the option to consider only 

the income of the applicant and not the income of other 

family members.

In addition, several restrictions that had been applied 

to family planning waivers in the past are not applicable to 

SPAs. For example, states may utilize an enrollment strat-

egy known as presumptive eligibility, through which an ap-

plicant may be granted immediate but temporary eligibility 

by a qualified health care provider. Although documenta-

tion for various factors of eligibility—such as citizenship—

is not required for the presumptive determination, ap-

plicants must provide that documentation to convert that 

temporary eligibility into full enrollment. In addition, CMS 

does not limit coverage under SPAs to individuals who are 

uninsured, a requirement that had been imposed under 

waivers in the past. (However, as is the case for Medicaid 

generally, states are obligated to receive reimbursement 

from third-party payers.)

A family planning SPA must provide coverage for all 

family planning services and supplies covered under the 

state’s full-benefit Medicaid program; these services may 

be reimbursed at the special 90% federal reimbursement 

rate for family planning. In addition, states must cover at 

least some—but not necessarily all—family planning– 

related services, which are defined as “medical diagnosis 

and treatment services that are…provided in a family plan-

ning setting as part of or as follow-up to a family planning 

visit.” Related services may include drugs for treating STIs 

when diagnosed during a family planning visit, rescreening 

for STIs based on guidelines from the Centers for Disease 

Control and Prevention, an annual visit for men, colpos-

copy services, repeat Pap tests or the human papilloma-

virus vaccine. States may be reimbursed for these related 

services at their regular federal reimbursement rate. As 

under full-benefit Medicaid, states must cover transporta-

tion services needed by individuals enrolled under a family 

planning SPA, a requirement not applicable under a family 

planning waiver.

All of these options and requirements under a SPA  

apply equally to every state, whether it be a state looking 

to expand Medicaid eligibility for family planning ser-

vices for the first time or one that has an existing family 

planning waiver but is looking to transition to a SPA. This 

report provides estimates for what taking up the SPA 

authority could mean for both types of states.
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• �States may establish parity between the SPA 

eligibility level and the percentage of poverty used 

to determine eligibility for pregnancy-related care. 

This option is referred to in this report as “Nominal 

Parity” because it fails to account for the fact that 

for pregnancy-related care, a woman is counted as 

two people in weighing whether her income is low 

enough to qualify for Medicaid. 

• �Alternatively, states may set the SPA eligibility 

procedures so that they mirror those used for 

pregnancy-related care. This option is referred to in 

this report as “True Parity” because it means that 

any woman who would be eligible for coverage of 

pregnancy-related care would also be eligible for 

family planning coverage.

New requirements
Under the 2010 law and its interpretation by CMS, a state 

that initiates a family planning SPA must follow several 

requirements that do not apply to existing Medicaid family 

planning expansions. Most notably for these estimates, 

states may not exclude adolescents or men (two groups 

that are currently excluded in many of the waiver pro-

grams) and must pay for transportation services for expan-

sion participants under a SPA (a category of services not 

included in waiver programs). Our estimates in this report, 

therefore, include adolescent and male participants for all 

programs and additional costs for transportation services. 

(The estimates include costs for male participants, but 

we were not able to estimate their potential impact on 

averting unintended pregnancies.) States are also required 

to cover at least some family planning–related services, 

but because they are given broad discretion about what to 

cover, we were unable to include their costs or benefits of 

such services in our estimates.

First-year estimates
Our estimates for states without existing waiver programs 

include projections for the first year of a new program, as 

state policymakers are often concerned with the imme-

diate, single-year budgetary impact of a policy change. 

These estimates account for an initial ramp-up period 

where participation is relatively low, and include only 

Methodological Overview

Basic Overview
In this report, we examine the potential of states’ new 

authority to implement a family planning SPA by present-

ing estimates of program participation; the numbers of 

pregnancies, births and abortions that could be averted; 

and the resulting cost savings. The estimates are up-

dates of estimates originally presented in an August 2006 

Guttmacher Institute report,1 and the methodology for the 

current report closely follows that of the prior one. Specifi-

cally, for each state and the District of Columbia, we draw 

on a wide array of data sources to:

• �estimate the number of women who would be 

likely participants in the family planning expansion;

• �predict how many of those women would make use 

of services, as well as the number of men;

• �predict the net change in contraceptive use and 

method mix among female program participants;

• �estimate the number of unintended pregnancies, 

abortions and unintended births that would be 

averted as a result of this net change in users and 

methods used;

• �estimate the cost of a birth under Medicaid and the 

total cost of Medicaid births averted;

• �estimate the cost per user of Medicaid family plan-

ning services and the total cost of the expansion; 

and

• �compare the two total costs to arrive at net savings, 

both overall and for the state only.

In addition to incorporating more recent data when 

available, this report differs from its 2006 predecessor to ad-

dress changes since that time in states’ authority and in the 

policy environment surrounding the family planning expan-

sions. Details on the updates and changes may be found in 

the Methodological Appendix of this report. In brief: 

Eligibility scenarios
Under the authority that Congress gave to states in 

March 2010, states now have two likely options regarding 

eligibility levels for a family planning SPA, and this report 

presents estimates for both scenarios:
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rather than the family planning SPA, our estimates still 

give the SPA “credit” for pregnancies averted as a result 

of the new coverage.

In terms of estimating the impact on participants’ 

contraceptive practices, we incorporated the fact that 

for some new program participants, the program would 

merely be taking on costs that would have been paid by 

other public or private sources, because many eligible 

women are already using contraceptives. Our method-

ology accounts for this so-called substitution effect by 

comparing the mix of contraceptive methods used by all 

likely participants (including those who may have already 

received recent family planning care) with the mix of con-

traceptive methods used by women who received publicly 

funded contraceptive care in the past year. In this way, we 

evaluate the impact of these programs as the net effect of 

some nonusers becoming contraceptive users and some 

current users switching to more effective methods. We 

do not try to estimate any improvement in how effectively 

contraceptives are used, nor do we account for the poten-

tial impact of services to male clients. Because this part of 

our methodology draws exclusively on national-level data, 

we cannot account for the fact that family planning efforts 

may be more successful in some states than others in 

terms of encouraging women’s use of more-effective 

methods or assisting them in using their chosen method 

consistently and correctly.

In evaluating program costs, our examination assumes 

that the package of services provided to women who par-

ticipate in a family planning expansion program will include 

those family planning services and supplies reimbursed at 

the 90% federal matching rate. Per-user costs have also 

been inflated (by 1%) to account for the transportation 

services required for Medicaid recipients, based on states’ 

current expenditures among women of reproductive age. 

As noted above, although states provide a broader range 

of reproductive and preventive health services as part of 

their programs, estimation of the costs—or benefits—

of such services is beyond the scope of this analysis. 

Nevertheless, almost all of the existing waiver programs 

have included some related services, such as drugs for 

the treatment of STIs diagnosed during a family planning 

visit, without a substantial increase to their program costs.

The savings estimated in this report are the direct, 

short-term maternity and infant care costs related to 

an averted Medicaid birth. Those include the costs of 

prenatal care, labor and delivery, and postpartum care, as 

well as one-year of Medicaid costs for an infant. These are 

the standard set of costs included by states in evaluating 

the existing waivers, in accordance with requirements set 

by CMS. No savings are included from averted Medicaid-

those births prevented that would have occurred during 

the given year. In other words, for the first-year esti-

mates, we counted only one-quarter of the total number 

of projected averted births, to account for the nine-month 

duration of pregnancy.

Scope of the Analysis
Predicting the impact of new or expanded Medicaid fam-

ily planning efforts is an uncertain endeavor, and much 

depends on decisions by state policymakers and other 

state-specific factors, such as the capacity of the provider 

network. It is best, therefore, to view these findings as 

demonstrating the potential of Medicaid family planning 

expansions, rather than their definite impact. In particular, 

these estimates cannot provide the same level of preci-

sion that could be obtained by using state-specific infor-

mation that might be accessible to policymakers and bud-

get analysts in an individual state, but was not available to 

us. That said, we have attempted to address numerous 

issues that could affect program participation, impact and 

costs, and our methodology is based wherever possible 

on states’ own reported data and on the experience of 

existing family planning expansions. Moreover, given the 

options available at various stages of the analysis, we typi-

cally chose the analytical approach that would lead to the 

most conservative estimate.

For example, according to state officials who have 

worked on existing waiver programs, one key factor 

behind levels of program participation is the effort put 

into the program’s implementation, particularly outreach 

to potential participants and providers.28 In the absence of 

strong outreach efforts, a program’s impact would likely 

be muted considerably. Accordingly, we have assumed 

that a robust investment in outreach, enrollment and 

related efforts is integral to a successful program, and 

we have included such an investment in our estimates of 

program costs (a 10% increase in family planning costs 

per user). Nevertheless, it is possible that some states 

will have even greater initial start-up costs if, for example, 

they require major changes to their enrollment systems.

Another key factor in program participation is the level 

of insurance coverage—Medicaid, CHIP or private  

insurance—among low-income individuals in the state; 

less coverage means more demand for the program. 

Although individuals eligible or enrolled in other coverage 

may still enroll in a family planning SPA, our estimates 

of likely participants focus on individuals uninsured for at 

least part of the year. It should be noted, however, that 

some individuals may apply for a family planning SPA and 

discover that they are eligible for broader Medicaid or 

CHIP; if such individuals enroll in those broader programs 
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funded abortion services or those related to miscarriages, 

nor are longer-term or indirect potential impacts related to 

families’ use of health care and social services. Similarly, 

we do not account for any savings to states that are 

switching from a waiver program to a SPA, and that as a 

result, are no longer required to conduct extensive evalua-

tions of their programs or apply for a renewal every three 

years.

In addition, this analysis does not address critical 

issues related to the capacity of the provider network to 

meet the expected increase in demand for services under 

these programs. The experience of existing expansions 

demonstrates both that this is an important determinant 

of success and that achieving it is feasible. Similarly, the 

analysis does not account for such national influences as 

the political controversy over immigration or the broader 

expansions to Medicaid required as part of health care 

reform. Such factors could have a positive or negative 

influence on the impact of states’ family planning  

expansions. 
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for maternity care, states themselves—as opposed to 

the federal government—would in almost all cases see 

a net budgetary savings even in year one. For a mature 

program, the state’s share of the net savings range from 

$1.3 million in the District of Columbia to $73.8 million in 

Florida under Nominal Parity and $1.4 million to $83.3  

million in the same states under True Parity.

For those states with an existing family planning 

expansion, we present estimates of the potential impact 

of switching to a SPA. The table begins by listing out three 

key parameters for the states’ existing expansions: their 

current eligibility level and whether they cover men and 

adolescents. It then lists the state’s eligibility level for 

pregnancy-related care. Then, it presents two columns of 

findings, one for each scenario (Nominal Parity and True 

Parity). Because these states have already initiated an 

expansion, no first-year estimates are included.

The estimates for these states include any additional 

participation that could be expected from a change in 

income eligibility, either at the Nominal Parity level, if their 

waiver is not yet at that level, or at the True Parity level, 

which is above the current eligibility level for all states 

with waivers. It also includes new costs and savings (if 

applicable) from covering adolescents, men and trans-

portation services. Because for many states with exist-

ing expansions, the Nominal Parity scenario would entail 

no increase in female participation—and therefore no 

Medicaid births averted in our estimates—that scenario 

may simply represent the additional costs from transporta-

tion services and, possibly, from adding male participants. 

(Although serving men presumably does avert some unin-

tended pregnancies, that is not captured in our estimates.) 

The True Parity scenario, by contrast, would always entail 

a substantial expansion in female participation, reducing 

unintended pregnancy and resulting costs. Net cost- 

savings for the states range from $206,000 in Mississippi 

to $36.6 million in California under True Parity.

All estimates are in 2008 dollars, and all are for a one-

year period. This report includes only state-level estimates, 

reflecting the fact that Congress has played its role, and 

the most pressing decisions now are at the state level: 

whether individual states will choose to take up the new 

authority that Congress has granted them. Adolescent and 

This chapter includes 51 tables, one for every state and 

the District of Columbia. The information presented is 

different depending on whether the state currently has a 

family planning expansion in place.

For states that do not have an existing family planning 

expansion (or have only a limited expansion, such as for 

women otherwise losing Medicaid coverage postpartum), 

the data presented are estimates of the potential impact if 

a family planning SPA were initiated. The table first shows 

the state’s highest current eligibility level for pregnancy-

related care under Medicaid or CHIP. Next, the table pres-

ents the findings for both an expansion to Nominal Parity 

and for an expansion to True Parity. Within each of those 

scenarios, the table presents the potential impact during 

the first year of program operation and for a “mature” 

year of an expansion, reflecting the fact that the first year 

differs from subsequent years in two key respects: First, 

expansion participation goes through an initial ramp-up 

period and second, the savings for most births averted to 

first-year participants do not accrue until the second year.

For each column, data presented include the number 

of projected expansion participants, which ranges from 

4,200 in the less populous states of North Dakota and 

Wyoming to 259,300, in the much more populous state 

of Florida for a mature program under Nominal Parity, and 

from 5,200 in North Dakota and Vermont to 293,000 in 

Florida under True Parity. The table then presents num-

bers of unintended pregnancies, abortions and unin-

tended Medicaid births averted; estimates for unintended 

pregnancies averted range from 600 in North Dakota and 

Wyoming to 36,840 in Florida for a mature program under 

Nominal Parity and from 730 in North Dakota and Vermont 

to 41,620 in Florida under True Parity. Next, it presents the 

total Medicaid savings from births averted, expenditures 

on expansion services and net savings, as well as the 

state government’s share of these costs and savings. (The 

federal government’s share is not presented, but may be 

calculated by subtracting the state’s share from the total.)

Notably, because the savings for most births averted 

to first-year participants do not accrue until the second 

year, a new expansion may have an overall net budgetary 

cost in the first year. Yet, because states pay only 10% of 

the costs of family planning services but a greater share 

State Tables
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male participants are included in the findings presented in 

the 51 state tables; two additional tables, breaking out the 

data specifically for these subgroups, are included in the 

appendix (Appendix Tables B and E).

As noted previously, the ultimate impact of an expan-

sion would depend greatly on state-level decisions and 

factors, including the full package of services covered, 

the quality of care provided, the capacity of the provider 

network and the level of investment needed to the state’s 

Medicaid systems. Moreover, state-level policymakers 

may have access to additional, state-specific data not 

available to us for these estimates. For these reasons, 

these findings demonstrate the potential of Medicaid fam-

ily planning SPAs, rather than a definite statement of their 

impact. To assist states in estimating the impact of this 

variation, Appendix Table D includes estimates of events 

averted, costs and savings for each additional 1,000 adult 

female program participants.
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Alabama

▫ Eligibility level 133%
▫ Men Not covered
▫ Adolescents Not covered

•  Pregnancy care eligiblity level 133%

     True Parity
 

25,500

3,470

1,160

1,810

$16,969,000

$9,805,000

$7,163,000

$5,494,000

$1,451,000

$4,043,000

 

Abortions 390

•  Existing family planning waiver

Potential impact of
state plan amendment

Nominal Parity

No. of new expansion participants 9,000

No. of events averted

Unintended pregnancies 1,140

State costs and savings

Medicaid births 600

Total costs and savings

Savings from Medicaid births averted $5,601,000

Expenditures on expansion services $2,906,000

Net savings (or loss) $2,694,000

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for 
pregnancy-related care. True Parity—eligibility procedures for family planning expansion use same methodology used 
for pregnancy-related care, under which a woman is counted as two people in weighing whether her income is low 
enough to qualify. Notes:  These figures represent the estimated impact of transitioning to a state plan amendment, 
which requires coverage of men, adolescents and transportation services. For states that include adolescents or men in 
their existing waiver programs, the Nominal Parity scenario may not result in additional participation, events averted or 
savings, but would still entail new transportation costs.

Savings from Medicaid births averted $1,813,000

Expenditures on expansion services $488,000

Net savings (or loss) $1,326,000
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Alaska

175%
  

First year Mature year First year Mature year

2,300 7,600 2,800 9,200

330 1,090 390 1,310

110 360 130 430

40 570 50 680

$1,021,000 $13,614,000 $1,229,000 $16,389,000

$1,391,000 $4,636,000 $1,710,000 $5,699,000

–$370,000 $8,978,000 –$481,000 $10,690,000

$485,000 $6,470,000 $584,000 $7,788,000

$194,000 $647,000 $239,000 $796,000

$291,000 $5,823,000 $345,000 $6,992,000

•  No existing family planning expansion
•  Pregnancy care eligiblity level

Potential impact of state plan amendment
Nominal Parity True Parity

No. of expansion participants

No. of events averted

Unintended pregnancies 

Abortions

Medicaid births 

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for pregnancy-related care. True 
Parity—eligibility procedures for family planning expansion use same methodology used for pregnancy-related care, under which a woman is 
counted as two people in weighing whether her income is low enough to qualify. Note:  The First Year numbers include only one-quarter of the 
expected numbers of averted births and their resulting costs, because three-quarters of those births averted would occur during the following 
year, after nine months of pregnancy. 

Total costs and savings

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

State costs and savings
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Arizona

150%
  

First year Mature year First year Mature year

20,700 69,100 25,300 84,400

2,940 9,810 3,600 11,990

980 3,270 1,200 3,980

380 5,110 470 6,240

$4,097,000 $54,627,000 $5,004,000 $66,717,000

$8,903,000 $29,676,000 $11,003,000 $36,676,000

–$4,806,000 $24,951,000 –$5,999,000 $30,041,000

$1,385,000 $18,464,000 $1,691,000 $22,551,000

$1,243,000 $4,144,000 $1,536,000 $5,121,000

$142,000 $14,320,000 $155,000 $17,430,000

•  Has only a limited family planning expansion
•  Pregnancy care eligiblity level

Potential impact of state plan amendment
Nominal Parity True Parity

No. of expansion participants

No. of events averted

Unintended pregnancies 

Abortions

Medicaid births 

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for pregnancy-related care. True 
Parity—eligibility procedures for family planning expansion use same methodology used for pregnancy-related care, under which a woman is 
counted as two people in weighing whether her income is low enough to qualify. Note:  The First Year numbers include only one-quarter of the 
expected numbers of averted births and their resulting costs, because three-quarters of those births averted would occur during the following 
year, after nine months of pregnancy. 

Total costs and savings

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

State costs and savings
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Arkansas

▫ Eligibility level 200%
▫ Men Not covered
▫ Adolescents Covered

•  Pregnancy care eligiblity level 200%

     True Parity
 

4,000

470

160

250

$2,938,000

$1,224,000

$1,715,000

$795,000

$208,000

$587,000

 

Abortions 0

•  Existing family planning waiver

Potential impact of
state plan amendment

Nominal Parity

No. of new expansion participants 700

No. of events averted

Unintended pregnancies 0

State costs and savings

Medicaid births 0

Total costs and savings

Savings from Medicaid births averted $0

Expenditures on expansion services $302,000

Net savings (or loss) –$302,000

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for 
pregnancy-related care. True Parity—eligibility procedures for family planning expansion use same methodology used 
for pregnancy-related care, under which a woman is counted as two people in weighing whether her income is low 
enough to qualify. Notes:  These figures represent the estimated impact of transitioning to a state plan amendment, 
which requires coverage of men, adolescents and transportation services. For states that include adolescents or men in 
their existing waiver programs, the Nominal Parity scenario may not result in additional participation, events averted or 
savings, but would still entail new transportation costs.

Savings from Medicaid births averted $0

Expenditures on expansion services $80,000

Net savings (or loss) –$80,000
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California

▫ Eligibility level 200%
▫ Men Covered
▫ Adolescents Covered

•  Pregnancy care eligiblity level 200%

     True Parity
 

142,400

17,930

5,920

9,300

$90,050,000

$48,229,000

$41,821,000

$45,025,000

$8,463,000

$36,563,000

 

Abortions 0

•  Existing family planning waiver

Potential impact of
state plan amendment

Nominal Parity

No. of new expansion participants 0

No. of events averted

Unintended pregnancies 0

State costs and savings

Medicaid births 0

Total costs and savings

Savings from Medicaid births averted $0

Expenditures on expansion services $4,795,000

Net savings (or loss) –$4,795,000

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for 
pregnancy-related care. True Parity—eligibility procedures for family planning expansion use same methodology used 
for pregnancy-related care, under which a woman is counted as two people in weighing whether her income is low 
enough to qualify. Notes:  These figures represent the estimated impact of transitioning to a state plan amendment, 
which requires coverage of men, adolescents and transportation services. For states that include adolescents or men in 
their existing waiver programs, the Nominal Parity scenario may not result in additional participation, events averted or 
savings, but would still entail new transportation costs.

Savings from Medicaid births averted $0

Expenditures on expansion services $2,397,000

Net savings (or loss) –$2,397,000
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Colorado

200%
  

First year Mature year First year Mature year

19,600 65,200 20,900 69,500

2,780 9,260 2,960 9,880

920 3,070 980 3,280

360 4,820 390 5,130

$3,748,000 $49,971,000 $3,996,000 $53,279,000

$10,856,000 $36,188,000 $11,623,000 $38,744,000

–$7,108,000 $13,783,000 –$7,627,000 $14,535,000

$1,874,000 $24,986,000 $1,998,000 $26,640,000

$1,516,000 $5,053,000 $1,623,000 $5,410,000

$358,000 $19,933,000 $375,000 $21,230,000

•  No existing family planning expansion
•  Pregnancy care eligiblity level

Potential impact of state plan amendment
Nominal Parity True Parity

No. of expansion participants

No. of events averted

Unintended pregnancies 

Abortions

Medicaid births 

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for pregnancy-related care. True 
Parity—eligibility procedures for family planning expansion use same methodology used for pregnancy-related care, under which a woman is 
counted as two people in weighing whether her income is low enough to qualify. Note:  The First Year numbers include only one-quarter of the 
expected numbers of averted births and their resulting costs, because three-quarters of those births averted would occur during the following 
year, after nine months of pregnancy. 

Total costs and savings

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

State costs and savings
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Connecticut

250%
  

First year Mature year First year Mature year

7,400 24,800 8,200 27,300

1,060 3,530 1,160 3,880

350 1,170 390 1,290

140 1,830 150 2,020

$1,968,000 $26,241,000 $2,166,000 $28,883,000

$1,319,000 $4,398,000 $1,452,000 $4,840,000

$649,000 $21,843,000 $714,000 $24,043,000

$984,000 $13,120,000 $1,083,000 $14,441,000

$184,000 $614,000 $203,000 $676,000

$800,000 $12,506,000 $880,000 $13,765,000

•  No existing family planning expansion
•  Pregnancy care eligiblity level

Potential impact of state plan amendment
Nominal Parity True Parity

No. of expansion participants

No. of events averted

Unintended pregnancies 

Abortions

Medicaid births 

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for pregnancy-related care. True 
Parity—eligibility procedures for family planning expansion use same methodology used for pregnancy-related care, under which a woman is 
counted as two people in weighing whether her income is low enough to qualify. Note:  The First Year numbers include only one-quarter of the 
expected numbers of averted births and their resulting costs, because three-quarters of those births averted would occur during the following 
year, after nine months of pregnancy. 

Total costs and savings

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

State costs and savings
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Delaware

200%
  

First year Mature year First year Mature year

2,100 6,900 2,300 7,600

300 980 320 1,080

100 330 110 360

40* 510 40* 560

$515,000 $6,873,000 $564,000 $7,518,000

$489,000 $1,630,000 $536,000 $1,786,000

$26,000 $5,243,000 $28,000 $5,732,000

$258,000 $3,436,000 $282,000 $3,759,000

$68,000 $228,000 $75,000 $249,000

$190,000 $3,208,000 $207,000 $3,510,000

•  Has only a limited family planning expansion
•  Pregnancy care eligiblity level

Potential impact of state plan amendment
Nominal Parity True Parity

No. of expansion participants

No. of events averted

Unintended pregnancies 

Abortions

Medicaid births 

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

* Actual numbers differ slightly but appear the same due to rounding. Definitions:  Nominal Parity—eligibility level for family planning set at same 
percentage of poverty level used for pregnancy-related care. True Parity—eligibility procedures for family planning expansion use same 
methodology used for pregnancy-related care, under which a woman is counted as two people in weighing whether her income is low enough to 
qualify. Note:  The First Year numbers include only one-quarter of the expected numbers of averted births and their resulting costs, because 
three-quarters of those births averted would occur during the following year, after nine months of pregnancy. 

Total costs and savings

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

State costs and savings
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District of Columbia

300%
  

First year Mature year First year Mature year

1,500 5,000 1,600 5,400

220 720 230 770

70 240 80 260

30* 370 30* 400

$360,000 $4,801,000 $386,000 $5,152,000

$390,000 $1,299,000 $420,000 $1,401,000

–$30,000 $3,502,000 –$34,000 $3,751,000

$108,000 $1,440,000 $116,000 $1,546,000

$54,000 $181,000 $59,000 $196,000

$54,000 $1,259,000 $57,000 $1,350,000

•  No existing family planning expansion
•  Pregnancy care eligiblity level

Potential impact of state plan amendment
Nominal Parity True Parity

No. of expansion participants

No. of events averted

Unintended pregnancies 

Abortions

Medicaid births 

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

* Actual numbers differ slightly but appear the same due to rounding. Definitions:  Nominal Parity—eligibility level for family planning set at same 
percentage of poverty level used for pregnancy-related care. True Parity—eligibility procedures for family planning expansion use same 
methodology used for pregnancy-related care, under which a woman is counted as two people in weighing whether her income is low enough to 
qualify. Note:  The First Year numbers include only one-quarter of the expected numbers of averted births and their resulting costs, because 
three-quarters of those births averted would occur during the following year, after nine months of pregnancy. 

Total costs and savings

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

State costs and savings
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Florida

185%
  

First year Mature year First year Mature year

77,800 259,300 87,900 293,000

11,050 36,840 12,490 41,620

3,680 12,260 4,150 13,840

1,440 19,170 1,620 21,650

$14,482,000 $193,097,000 $16,359,000 $218,121,000

$20,572,000 $68,572,000 $23,405,000 $78,015,000

–$6,090,000 $124,525,000 –$7,046,000 $140,106,000

$6,252,000 $83,360,000 $7,062,000 $94,163,000

$2,873,000 $9,575,000 $3,268,000 $10,894,000

$3,379,000 $73,785,000 $3,794,000 $83,269,000

•  Has only a limited family planning expansion
•  Pregnancy care eligiblity level

Potential impact of state plan amendment
Nominal Parity True Parity

No. of expansion participants

No. of events averted

Unintended pregnancies 

Abortions

Medicaid births 

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for pregnancy-related care. True 
Parity—eligibility procedures for family planning expansion use same methodology used for pregnancy-related care, under which a woman is 
counted as two people in weighing whether her income is low enough to qualify. Note:  The First Year numbers include only one-quarter of the 
expected numbers of averted births and their resulting costs, because three-quarters of those births averted would occur during the following 
year, after nine months of pregnancy. 

Total costs and savings

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

State costs and savings
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Georgia

▫ Eligibility level 200%
▫ Men Not covered
▫ Adolescents Limited to ages 18 and older

•  Pregnancy care eligiblity level 200%

     True Parity
 

23,900

3,090

1,040

1,610

$22,956,000

$8,093,000

$14,863,000

$8,471,000

$1,284,000

$7,186,000

 

Abortions 620

•  Existing family planning waiver

Potential impact of
state plan amendment

Nominal Parity

No. of new expansion participants 14,900

No. of events averted

Unintended pregnancies 1,800

State costs and savings

Medicaid births 950

Total costs and savings

Savings from Medicaid births averted $13,477,000

Expenditures on expansion services $4,647,000

Net savings (or loss) $8,830,000

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for 
pregnancy-related care. True Parity—eligibility procedures for family planning expansion use same methodology used 
for pregnancy-related care, under which a woman is counted as two people in weighing whether her income is low 
enough to qualify. Notes:  These figures represent the estimated impact of transitioning to a state plan amendment, 
which requires coverage of men, adolescents and transportation services. For states that include adolescents or men in 
their existing waiver programs, the Nominal Parity scenario may not result in additional participation, events averted or 
savings, but would still entail new transportation costs.

Savings from Medicaid births averted $4,973,000

Expenditures on expansion services $803,000

Net savings (or loss) $4,170,000
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Hawaii

185%
  

First year Mature year First year Mature year

1,600 5,400 1,900 6,400

230 760 270 900

80 250 90 300

30 400 40 470

$341,000 $4,550,000 $404,000 $5,382,000

$460,000 $1,532,000 $545,000 $1,817,000

–$119,000 $3,018,000 –$141,000 $3,565,000

$148,000 $1,979,000 $176,000 $2,341,000

$64,000 $214,000 $76,000 $254,000

$84,000 $1,765,000 $100,000 $2,087,000

•  No existing family planning expansion
•  Pregnancy care eligiblity level

Potential impact of state plan amendment
Nominal Parity True Parity

No. of expansion participants

No. of events averted

Unintended pregnancies 

Abortions

Medicaid births 

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for pregnancy-related care. True 
Parity—eligibility procedures for family planning expansion use same methodology used for pregnancy-related care, under which a woman is 
counted as two people in weighing whether her income is low enough to qualify. Note:  The First Year numbers include only one-quarter of the 
expected numbers of averted births and their resulting costs, because three-quarters of those births averted would occur during the following 
year, after nine months of pregnancy. 

Total costs and savings

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

State costs and savings
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Idaho

133%
  

First year Mature year First year Mature year

4,500 15,200 5,800 19,300

650 2,150 820 2,740

210 710 270 910

80 1,120 110 1,420

$1,312,000 $17,494,000 $1,670,000 $22,265,000

$1,062,000 $3,539,000 $1,354,000 $4,512,000

$250,000 $13,955,000 $316,000 $17,753,000

$395,000 $5,271,000 $503,000 $6,708,000

$148,000 $494,000 $189,000 $630,000

$247,000 $4,777,000 $314,000 $6,078,000

•  No existing family planning expansion
•  Pregnancy care eligiblity level

Potential impact of state plan amendment
Nominal Parity True Parity

No. of expansion participants

No. of events averted

Unintended pregnancies 

Abortions

Medicaid births 

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for pregnancy-related care. True 
Parity—eligibility procedures for family planning expansion use same methodology used for pregnancy-related care, under which a woman is 
counted as two people in weighing whether her income is low enough to qualify. Note:  The First Year numbers include only one-quarter of the 
expected numbers of averted births and their resulting costs, because three-quarters of those births averted would occur during the following 
year, after nine months of pregnancy. 

Total costs and savings

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

State costs and savings
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Illinois

▫ Eligibility level 200%
▫ Men Not covered
▫ Adolescents Not covered

•  Pregnancy care eligiblity level 200%

     True Parity
 

8,300

1,120

380

590

$6,342,000

$2,378,000

$3,963,000

$3,171,000

$360,000

$2,811,000

 

Abortions 240

•  Existing family planning waiver

Potential impact of
state plan amendment

Nominal Parity

No. of new expansion participants 5,300

No. of events averted

Unintended pregnancies 700

State costs and savings

Medicaid births 370

Total costs and savings

Savings from Medicaid births averted $3,943,000

Expenditures on expansion services $1,342,000

Net savings (or loss) $2,601,000

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for 
pregnancy-related care. True Parity—eligibility procedures for family planning expansion use same methodology used 
for pregnancy-related care, under which a woman is counted as two people in weighing whether her income is low 
enough to qualify. Notes:  These figures represent the estimated impact of transitioning to a state plan amendment, 
which requires coverage of men, adolescents and transportation services. For states that include adolescents or men in 
their existing waiver programs, the Nominal Parity scenario may not result in additional participation, events averted or 
savings, but would still entail new transportation costs.

Savings from Medicaid births averted $1,971,000

Expenditures on expansion services $215,000

Net savings (or loss) $1,756,000
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Indiana

200%
  

First year Mature year First year Mature year

20,200 67,300 22,000 73,300

2,870 9,560 3,130 10,420

950 3,170 1,040 3,450

370 4,970 410 5,420

$4,487,000 $59,827,000 $4,891,000 $65,208,000

$3,215,000 $10,717,000 $3,517,000 $11,723,000

$1,272,000 $49,110,000 $1,374,000 $53,485,000

$1,674,000 $22,322,000 $1,825,000 $24,329,000

$449,000 $1,496,000 $491,000 $1,637,000

$1,225,000 $20,826,000 $1,334,000 $22,692,000

•  No existing family planning expansion
•  Pregnancy care eligiblity level

Potential impact of state plan amendment
Nominal Parity True Parity

No. of expansion participants

No. of events averted

Unintended pregnancies 

Abortions

Medicaid births 

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for pregnancy-related care. True 
Parity—eligibility procedures for family planning expansion use same methodology used for pregnancy-related care, under which a woman is 
counted as two people in weighing whether her income is low enough to qualify. Note:  The First Year numbers include only one-quarter of the 
expected numbers of averted births and their resulting costs, because three-quarters of those births averted would occur during the following 
year, after nine months of pregnancy. 

Total costs and savings

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

State costs and savings
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Iowa

▫ Eligibility level 200%
▫ Men Not covered
▫ Adolescents Covered

•  Pregnancy care eligiblity level 300%

     True Parity
 

10,800

1,480

490

770

$12,009,000

$3,302,000

$8,707,000

$4,596,000

$486,000

$4,109,000

 

Abortions 280

•  Existing family planning waiver

Potential impact of
state plan amendment

Nominal Parity

No. of new expansion participants 6,300

No. of events averted

Unintended pregnancies 830

State costs and savings

Medicaid births 430

Total costs and savings

Savings from Medicaid births averted $6,784,000

Expenditures on expansion services $1,954,000

Net savings (or loss) $4,831,000

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for 
pregnancy-related care. True Parity—eligibility procedures for family planning expansion use same methodology used 
for pregnancy-related care, under which a woman is counted as two people in weighing whether her income is low 
enough to qualify. Notes:  These figures represent the estimated impact of transitioning to a state plan amendment, 
which requires coverage of men, adolescents and transportation services. For states that include adolescents or men in 
their existing waiver programs, the Nominal Parity scenario may not result in additional participation, events averted or 
savings, but would still entail new transportation costs.

Savings from Medicaid births averted $2,596,000

Expenditures on expansion services $298,000

Net savings (or loss) $2,298,000
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Kansas

150%
  

First year Mature year First year Mature year

7,000 23,400 8,600 28,700

1,000 3,320 1,220 4,080

330 1,100 410 1,350

130 1,730 160 2,120

$1,398,000 $18,644,000 $1,716,000 $22,879,000

$2,503,000 $8,345,000 $3,107,000 $10,356,000

–$1,105,000 $10,299,000 –$1,391,000 $12,523,000

$567,000 $7,564,000 $696,000 $9,282,000

$350,000 $1,165,000 $434,000 $1,446,000

$217,000 $6,399,000 $262,000 $7,836,000

•  No existing family planning expansion
•  Pregnancy care eligiblity level

Potential impact of state plan amendment
Nominal Parity True Parity

No. of expansion participants

No. of events averted

Unintended pregnancies 

Abortions

Medicaid births 

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for pregnancy-related care. True 
Parity—eligibility procedures for family planning expansion use same methodology used for pregnancy-related care, under which a woman is 
counted as two people in weighing whether her income is low enough to qualify. Note:  The First Year numbers include only one-quarter of the 
expected numbers of averted births and their resulting costs, because three-quarters of those births averted would occur during the following 
year, after nine months of pregnancy. 

Total costs and savings

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

State costs and savings
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Kentucky

185%
  

First year Mature year First year Mature year

17,700 58,900 19,900 66,400

2,510 8,370 2,830 9,430

830 2,780 940 3,120

330 4,350 370 4,900

$4,717,000 $62,900,000 $5,311,000 $70,812,000

$5,668,000 $18,893,000 $6,389,000 $21,298,000

–$951,000 $44,007,000 –$1,078,000 $49,514,000

$1,426,000 $19,008,000 $1,605,000 $21,399,000

$791,000 $2,638,000 $892,000 $2,974,000

$635,000 $16,370,000 $713,000 $18,425,000

•  No existing family planning expansion
•  Pregnancy care eligiblity level

Potential impact of state plan amendment
Nominal Parity True Parity

No. of expansion participants

No. of events averted

Unintended pregnancies 

Abortions

Medicaid births 

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for pregnancy-related care. True 
Parity—eligibility procedures for family planning expansion use same methodology used for pregnancy-related care, under which a woman is 
counted as two people in weighing whether her income is low enough to qualify. Note:  The First Year numbers include only one-quarter of the 
expected numbers of averted births and their resulting costs, because three-quarters of those births averted would occur during the following 
year, after nine months of pregnancy. 

Total costs and savings

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

State costs and savings
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Louisiana

▫ Eligibility level 200%
▫ Men Not covered
▫ Adolescents Not covered

•  Pregnancy care eligiblity level 200%

     True Parity
 

1,900

250

90

130

$2,069,000

$604,000

$1,464,000

$570,000

$96,000

$474,000

 

Abortions 60

•  Existing family planning waiver

Potential impact of
state plan amendment

Nominal Parity

No. of new expansion participants 1,400

No. of events averted

Unintended pregnancies 170

State costs and savings

Medicaid births 90

Total costs and savings

Savings from Medicaid births averted $1,418,000

Expenditures on expansion services $400,000

Net savings (or loss) $1,018,000

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for 
pregnancy-related care. True Parity—eligibility procedures for family planning expansion use same methodology used 
for pregnancy-related care, under which a woman is counted as two people in weighing whether her income is low 
enough to qualify. Notes:  These figures represent the estimated impact of transitioning to a state plan amendment, 
which requires coverage of men, adolescents and transportation services. For states that include adolescents or men in 
their existing waiver programs, the Nominal Parity scenario may not result in additional participation, events averted or 
savings, but would still entail new transportation costs.

Savings from Medicaid births averted $390,000

Expenditures on expansion services $67,000

Net savings (or loss) $323,000
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Maine

200%
  

First year Mature year First year Mature year

2,200 7,400 2,600 8,700

320 1,060 370 1,230

110 350 120 410

40 550 50 640

$392,000 $5,229,000 $457,000 $6,093,000

$461,000 $1,538,000 $538,000 $1,792,000

–$69,000 $3,691,000 –$81,000 $4,301,000

$144,000 $1,919,000 $168,000 $2,235,000

$64,000 $215,000 $75,000 $250,000

$80,000 $1,704,000 $93,000 $1,985,000

•  No existing family planning expansion
•  Pregnancy care eligiblity level

Potential impact of state plan amendment
Nominal Parity True Parity

No. of expansion participants

No. of events averted

Unintended pregnancies 

Abortions

Medicaid births 

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for pregnancy-related care. True 
Parity—eligibility procedures for family planning expansion use same methodology used for pregnancy-related care, under which a woman is 
counted as two people in weighing whether her income is low enough to qualify. Note:  The First Year numbers include only one-quarter of the 
expected numbers of averted births and their resulting costs, because three-quarters of those births averted would occur during the following 
year, after nine months of pregnancy. 

Total costs and savings

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

State costs and savings
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Maryland

250%
  

First year Mature year First year Mature year

15,400 51,300 16,800 56,100

2,180 7,280 2,390 7,980

730 2,420 790 2,650

280 3,790 310 4,150

$3,978,000 $53,039,000 $4,356,000 $58,084,000

$4,863,000 $16,211,000 $5,348,000 $17,828,000

–$885,000 $36,828,000 –$992,000 $40,256,000

$1,989,000 $26,519,000 $2,178,000 $29,042,000

$679,000 $2,264,000 $747,000 $2,489,000

$1,310,000 $24,255,000 $1,431,000 $26,553,000

•  Has only a limited family planning expansion
•  Pregnancy care eligiblity level

Potential impact of state plan amendment
Nominal Parity True Parity

No. of expansion participants

No. of events averted

Unintended pregnancies 

Abortions

Medicaid births 

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for pregnancy-related care. True 
Parity—eligibility procedures for family planning expansion use same methodology used for pregnancy-related care, under which a woman is 
counted as two people in weighing whether her income is low enough to qualify. Note:  The First Year numbers include only one-quarter of the 
expected numbers of averted births and their resulting costs, because three-quarters of those births averted would occur during the following 
year, after nine months of pregnancy. 

Total costs and savings

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

State costs and savings
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Massachusetts

200%
  

First year Mature year First year Mature year

6,700 22,300 7,200 24,000

950 3,170 1,020 3,420

320 1,060 340 1,140

120 1,650 130 1,780

$1,718,000 $22,913,000 $1,851,000 $24,686,000

$1,717,000 $5,723,000 $1,863,000 $6,211,000

$1,000 $17,190,000 –$12,000 $18,475,000

$859,000 $11,456,000 $926,000 $12,343,000

$240,000 $799,000 $260,000 $867,000

$619,000 $10,657,000 $666,000 $11,476,000

•  No existing family planning expansion
•  Pregnancy care eligiblity level

Potential impact of state plan amendment
Nominal Parity True Parity

No. of expansion participants

No. of events averted

Unintended pregnancies 

Abortions

Medicaid births 

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for pregnancy-related care. True 
Parity—eligibility procedures for family planning expansion use same methodology used for pregnancy-related care, under which a woman is 
counted as two people in weighing whether her income is low enough to qualify. Note:  The First Year numbers include only one-quarter of the 
expected numbers of averted births and their resulting costs, because three-quarters of those births averted would occur during the following 
year, after nine months of pregnancy. 

Total costs and savings

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

State costs and savings
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Michigan

▫ Eligibility level 185%
▫ Men Not covered
▫ Adolescents Not covered

•  Pregnancy care eligiblity level 185%

     True Parity
 

10,900

1,460

490

760

$7,270,000

$1,485,000

$5,784,000

$3,046,000

$224,000

$2,822,000

 

Abortions 220

•  Existing family planning waiver

Potential impact of
state plan amendment

Nominal Parity

No. of new expansion participants 5,100

No. of events averted

Unintended pregnancies 640

State costs and savings

Medicaid births 340

Total costs and savings

Savings from Medicaid births averted $3,196,000

Expenditures on expansion services $684,000

Net savings (or loss) $2,512,000

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for 
pregnancy-related care. True Parity—eligibility procedures for family planning expansion use same methodology used 
for pregnancy-related care, under which a woman is counted as two people in weighing whether her income is low 
enough to qualify. Notes:  These figures represent the estimated impact of transitioning to a state plan amendment, 
which requires coverage of men, adolescents and transportation services. For states that include adolescents or men in 
their existing waiver programs, the Nominal Parity scenario may not result in additional participation, events averted or 
savings, but would still entail new transportation costs.

Savings from Medicaid births averted $1,339,000

Expenditures on expansion services $112,000

Net savings (or loss) $1,227,000
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Minnesota

▫ Eligibility level 200%
▫ Men Covered
▫ Adolescents Covered

•  Pregnancy care eligiblity level 275%

     True Parity
 

5,100

720

240

370

$3,710,000

$1,561,000

$2,148,000

$1,855,000

$238,000

$1,617,000

 

Abortions 120

•  Existing family planning waiver

Potential impact of
state plan amendment

Nominal Parity

No. of new expansion participants 2,600

No. of events averted

Unintended pregnancies 370

State costs and savings

Medicaid births 190

Total costs and savings

Savings from Medicaid births averted $1,911,000

Expenditures on expansion services $832,000

Net savings (or loss) $1,079,000

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for 
pregnancy-related care. True Parity—eligibility procedures for family planning expansion use same methodology used 
for pregnancy-related care, under which a woman is counted as two people in weighing whether her income is low 
enough to qualify. Notes:  These figures represent the estimated impact of transitioning to a state plan amendment, 
which requires coverage of men, adolescents and transportation services. For states that include adolescents or men in 
their existing waiver programs, the Nominal Parity scenario may not result in additional participation, events averted or 
savings, but would still entail new transportation costs.

Savings from Medicaid births averted $956,000

Expenditures on expansion services $136,000

Net savings (or loss) $819,000
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Mississippi

▫ Eligibility level 185%
▫ Men Not covered
▫ Adolescents Covered

•  Pregnancy care eligiblity level 185%

     True Parity
 

5,300

660

220

340

$2,262,000

$2,031,000

$230,000

$536,000

$330,000

$206,000

 

Abortions 0

•  Existing family planning waiver

Potential impact of
state plan amendment

Nominal Parity

No. of new expansion participants 700

No. of events averted

Unintended pregnancies 0

State costs and savings

Medicaid births 0

Total costs and savings

Savings from Medicaid births averted $0

Expenditures on expansion services $374,000

Net savings (or loss) –$374,000

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for 
pregnancy-related care. True Parity—eligibility procedures for family planning expansion use same methodology used 
for pregnancy-related care, under which a woman is counted as two people in weighing whether her income is low 
enough to qualify. Notes:  These figures represent the estimated impact of transitioning to a state plan amendment, 
which requires coverage of men, adolescents and transportation services. For states that include adolescents or men in 
their existing waiver programs, the Nominal Parity scenario may not result in additional participation, events averted or 
savings, but would still entail new transportation costs.

Savings from Medicaid births averted $0

Expenditures on expansion services $99,000

Net savings (or loss) –$99,000
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Missouri

▫ Eligibility level 185%
▫ Men Not covered
▫ Adolescents Not covered

•  Pregnancy care eligiblity level 185%

     True Parity
 

18,000

2,420

820

1,260

$14,596,000

$4,964,000

$9,632,000

$5,485,000

$748,000

$4,738,000

 

Abortions 440

•  Existing family planning waiver

Potential impact of
state plan amendment

Nominal Parity

No. of new expansion participants 10,000

No. of events averted

Unintended pregnancies 1,290

State costs and savings

Medicaid births 680

Total costs and savings

Savings from Medicaid births averted $7,828,000

Expenditures on expansion services $2,529,000

Net savings (or loss) $5,299,000

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for 
pregnancy-related care. True Parity—eligibility procedures for family planning expansion use same methodology used 
for pregnancy-related care, under which a woman is counted as two people in weighing whether her income is low 
enough to qualify. Notes:  These figures represent the estimated impact of transitioning to a state plan amendment, 
which requires coverage of men, adolescents and transportation services. For states that include adolescents or men in 
their existing waiver programs, the Nominal Parity scenario may not result in additional participation, events averted or 
savings, but would still entail new transportation costs.

Savings from Medicaid births averted $2,942,000

Expenditures on expansion services $408,000

Net savings (or loss) $2,534,000
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Montana

150%
  

First year Mature year First year Mature year

2,800 9,400 3,300 11,100

400 1,340 470 1,580

130 450 160 530

50 700 60 820

$642,000 $8,555,000 $757,000 $10,090,000

$1,399,000 $4,665,000 $1,688,000 $5,628,000

–$757,000 $3,890,000 –$931,000 $4,462,000

$202,000 $2,692,000 $238,000 $3,175,000

$195,000 $651,000 $236,000 $786,000

$7,000 $2,041,000 $2,000 $2,389,000

•  No existing family planning expansion
•  Pregnancy care eligiblity level

Potential impact of state plan amendment
Nominal Parity True Parity

No. of expansion participants

No. of events averted

Unintended pregnancies 

Abortions

Medicaid births 

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for pregnancy-related care. True 
Parity—eligibility procedures for family planning expansion use same methodology used for pregnancy-related care, under which a woman is 
counted as two people in weighing whether her income is low enough to qualify. Note:  The First Year numbers include only one-quarter of the 
expected numbers of averted births and their resulting costs, because three-quarters of those births averted would occur during the following 
year, after nine months of pregnancy. 

Total costs and savings

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

State costs and savings
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Nebraska

185%
  

First year Mature year First year Mature year

5,300 17,600 5,900 19,500

750 2,500 830 2,780

250 830 280 920

100 1,300 110 1,440

$1,418,000 $18,910,000 $1,578,000 $21,037,000

$1,526,000 $5,088,000 $1,706,000 $5,686,000

–$108,000 $13,822,000 –$128,000 $15,351,000

$595,000 $7,938,000 $662,000 $8,831,000

$213,000 $710,000 $238,000 $794,000

$382,000 $7,228,000 $424,000 $8,037,000

•  No existing family planning expansion
•  Pregnancy care eligiblity level

Potential impact of state plan amendment
Nominal Parity True Parity

No. of expansion participants

No. of events averted

Unintended pregnancies 

Abortions

Medicaid births 

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for pregnancy-related care. True 
Parity—eligibility procedures for family planning expansion use same methodology used for pregnancy-related care, under which a woman is 
counted as two people in weighing whether her income is low enough to qualify. Note:  The First Year numbers include only one-quarter of the 
expected numbers of averted births and their resulting costs, because three-quarters of those births averted would occur during the following 
year, after nine months of pregnancy. 

Total costs and savings

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

State costs and savings
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Nevada

185%
  

First year Mature year First year Mature year

9,800 32,800 11,300 37,600

1,400 4,660 1,600 5,350

460 1,550 530 1,780

180 2,420 210 2,780

$1,817,000 $24,221,000 $2,086,000 $27,812,000

$1,912,000 $6,374,000 $2,206,000 $7,352,000

–$95,000 $17,847,000 –$120,000 $20,460,000

$860,000 $11,471,000 $988,000 $13,172,000

$267,000 $890,000 $308,000 $1,027,000

$593,000 $10,581,000 $680,000 $12,145,000

•  No existing family planning expansion
•  Pregnancy care eligiblity level

Potential impact of state plan amendment
Nominal Parity True Parity

No. of expansion participants

No. of events averted

Unintended pregnancies 

Abortions

Medicaid births 

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for pregnancy-related care. True 
Parity—eligibility procedures for family planning expansion use same methodology used for pregnancy-related care, under which a woman is 
counted as two people in weighing whether her income is low enough to qualify. Note:  The First Year numbers include only one-quarter of the 
expected numbers of averted births and their resulting costs, because three-quarters of those births averted would occur during the following 
year, after nine months of pregnancy. 

Total costs and savings

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

State costs and savings
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New Hampshire

185%
  

First year Mature year First year Mature year

2,800 9,400 3,200 10,700

400 1,330 460 1,530

130 440 150 510

50 690 60 790

$671,000 $8,945,000 $770,000 $10,268,000

$1,060,000 $3,533,000 $1,224,000 $4,079,000

–$389,000 $5,412,000 –$454,000 $6,189,000

$335,000 $4,472,000 $385,000 $5,134,000

$148,000 $493,000 $171,000 $570,000

$187,000 $3,979,000 $214,000 $4,564,000

•  No existing family planning expansion
•  Pregnancy care eligiblity level

Potential impact of state plan amendment
Nominal Parity True Parity

No. of expansion participants

No. of events averted

Unintended pregnancies 

Abortions

Medicaid births 

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for pregnancy-related care. True 
Parity—eligibility procedures for family planning expansion use same methodology used for pregnancy-related care, under which a woman is 
counted as two people in weighing whether her income is low enough to qualify. Note:  The First Year numbers include only one-quarter of the 
expected numbers of averted births and their resulting costs, because three-quarters of those births averted would occur during the following 
year, after nine months of pregnancy. 

Total costs and savings

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

State costs and savings
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New Jersey

200%
  

First year Mature year First year Mature year

24,300 81,000 26,300 87,700

3,450 11,510 3,740 12,460

1,150 3,830 1,240 4,140

450 5,990 490 6,480

$6,840,000 $91,194,000 $7,407,000 $98,754,000

$5,477,000 $18,257,000 $5,942,000 $19,806,000

$1,363,000 $72,937,000 $1,465,000 $78,948,000

$3,420,000 $45,597,000 $3,703,000 $49,377,000

$765,000 $2,549,000 $830,000 $2,766,000

$2,655,000 $43,048,000 $2,873,000 $46,611,000

•  No existing family planning expansion
•  Pregnancy care eligiblity level

Potential impact of state plan amendment
Nominal Parity True Parity

No. of expansion participants

No. of events averted

Unintended pregnancies 

Abortions

Medicaid births 

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for pregnancy-related care. True 
Parity—eligibility procedures for family planning expansion use same methodology used for pregnancy-related care, under which a woman is 
counted as two people in weighing whether her income is low enough to qualify. Note:  The First Year numbers include only one-quarter of the 
expected numbers of averted births and their resulting costs, because three-quarters of those births averted would occur during the following 
year, after nine months of pregnancy. 

Total costs and savings

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

State costs and savings



43Guttmacher Institute

New Mexico

▫ Eligibility level 185%
▫ Men Not covered
▫ Adolescents Limited to ages 18 and older

•  Pregnancy care eligiblity level 235%

     True Parity
 

4,400

600

200

310

$3,430,000

$1,936,000

$1,494,000

$993,000

$289,000

$704,000

 

Abortions 140

•  Existing family planning waiver

Potential impact of
state plan amendment

Nominal Parity

No. of new expansion participants 3,200

No. of events averted

Unintended pregnancies 420

State costs and savings

Medicaid births 220

Total costs and savings

Savings from Medicaid births averted $2,414,000

Expenditures on expansion services $1,371,000

Net savings (or loss) $1,043,000

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for 
pregnancy-related care. True Parity—eligibility procedures for family planning expansion use same methodology used 
for pregnancy-related care, under which a woman is counted as two people in weighing whether her income is low 
enough to qualify. Notes:  These figures represent the estimated impact of transitioning to a state plan amendment, 
which requires coverage of men, adolescents and transportation services. For states that include adolescents or men in 
their existing waiver programs, the Nominal Parity scenario may not result in additional participation, events averted or 
savings, but would still entail new transportation costs.

Savings from Medicaid births averted $699,000

Expenditures on expansion services $211,000

Net savings (or loss) $489,000
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New York

▫ Eligibility level 200%
▫ Men Covered
▫ Adolescents Covered

•  Pregnancy care eligiblity level 200%

     True Parity
 

3,400

480

160

250

$3,615,000

$941,000

$2,674,000

$1,807,000

$157,000

$1,650,000

 

Abortions 0

•  Existing family planning waiver

Potential impact of
state plan amendment

Nominal Parity

No. of new expansion participants 0

No. of events averted

Unintended pregnancies 0

State costs and savings

Medicaid births 0

Total costs and savings

Savings from Medicaid births averted $0

Expenditures on expansion services $71,000

Net savings (or loss) –$71,000

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for 
pregnancy-related care. True Parity—eligibility procedures for family planning expansion use same methodology used 
for pregnancy-related care, under which a woman is counted as two people in weighing whether her income is low 
enough to qualify. Notes:  These figures represent the estimated impact of transitioning to a state plan amendment, 
which requires coverage of men, adolescents and transportation services. For states that include adolescents or men in 
their existing waiver programs, the Nominal Parity scenario may not result in additional participation, events averted or 
savings, but would still entail new transportation costs.

Savings from Medicaid births averted $0

Expenditures on expansion services $36,000

Net savings (or loss) –$36,000
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North Carolina

▫ Eligibility level 185%
▫ Men Covered
▫ Adolescents Not covered

•  Pregnancy care eligiblity level 185%

     True Parity
 

7,100

1,010

340

530

$7,382,000

$2,344,000

$5,037,000

$2,654,000

$358,000

$2,296,000

 

Abortions 180

•  Existing family planning waiver

Potential impact of
state plan amendment

Nominal Parity

No. of new expansion participants 3,700

No. of events averted

Unintended pregnancies 520

State costs and savings

Medicaid births 270

Total costs and savings

Savings from Medicaid births averted $3,820,000

Expenditures on expansion services $1,060,000

Net savings (or loss) $2,761,000

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for 
pregnancy-related care. True Parity—eligibility procedures for family planning expansion use same methodology used 
for pregnancy-related care, under which a woman is counted as two people in weighing whether her income is low 
enough to qualify. Notes:  These figures represent the estimated impact of transitioning to a state plan amendment, 
which requires coverage of men, adolescents and transportation services. For states that include adolescents or men in 
their existing waiver programs, the Nominal Parity scenario may not result in additional participation, events averted or 
savings, but would still entail new transportation costs.

Savings from Medicaid births averted $1,373,000

Expenditures on expansion services $179,000

Net savings (or loss) $1,195,000
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North Dakota

133%
  

First year Mature year First year Mature year

1,300 4,200 1,500 5,200

180 600 220 730

60 200 70 240

20 310 30 380

$369,000 $4,923,000 $449,000 $5,990,000

$405,000 $1,351,000 $499,000 $1,665,000

–$36,000 $3,572,000 –$50,000 $4,325,000

$134,000 $1,785,000 $163,000 $2,171,000

$57,000 $189,000 $70,000 $232,000

$77,000 $1,596,000 $93,000 $1,939,000

•  No existing family planning expansion
•  Pregnancy care eligiblity level

Potential impact of state plan amendment
Nominal Parity True Parity

No. of expansion participants

No. of events averted

Unintended pregnancies 

Abortions

Medicaid births 

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for pregnancy-related care. True 
Parity—eligibility procedures for family planning expansion use same methodology used for pregnancy-related care, under which a woman is 
counted as two people in weighing whether her income is low enough to qualify. Note:  The First Year numbers include only one-quarter of the 
expected numbers of averted births and their resulting costs, because three-quarters of those births averted would occur during the following 
year, after nine months of pregnancy. 

Total costs and savings

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

State costs and savings
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Ohio

200%
  

First year Mature year First year Mature year

32,000 106,700 34,500 115,000

4,550 15,160 4,900 16,340

1,510 5,030 1,630 5,420

590 7,880 640 8,490

$7,078,000 $94,374,000 $7,628,000 $101,701,000

$8,134,000 $27,112,000 $8,806,000 $29,354,000

–$1,056,000 $67,262,000 –$1,178,000 $72,347,000

$2,775,000 $37,004,000 $2,991,000 $39,877,000

$1,136,000 $3,786,000 $1,230,000 $4,099,000

$1,639,000 $33,218,000 $1,761,000 $35,778,000

•  No existing family planning expansion
•  Pregnancy care eligiblity level

Potential impact of state plan amendment
Nominal Parity True Parity

No. of expansion participants

No. of events averted

Unintended pregnancies 

Abortions

Medicaid births 

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for pregnancy-related care. True 
Parity—eligibility procedures for family planning expansion use same methodology used for pregnancy-related care, under which a woman is 
counted as two people in weighing whether her income is low enough to qualify. Note:  The First Year numbers include only one-quarter of the 
expected numbers of averted births and their resulting costs, because three-quarters of those births averted would occur during the following 
year, after nine months of pregnancy. 

Total costs and savings

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

State costs and savings
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Oklahoma

▫ Eligibility level 185%
▫ Men Covered
▫ Adolescents Not covered

•  Pregnancy care eligiblity level 185%

     True Parity
 

8,900

1,270

430

660

$6,769,000

$2,002,000

$4,767,000

$2,227,000

$297,000

$1,930,000

 

Abortions 270

•  Existing family planning waiver

Potential impact of
state plan amendment

Nominal Parity

No. of new expansion participants 5,400

No. of events averted

Unintended pregnancies 780

State costs and savings

Medicaid births 410

Total costs and savings

Savings from Medicaid births averted $4,167,000

Expenditures on expansion services $1,225,000

Net savings (or loss) $2,942,000

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for 
pregnancy-related care. True Parity—eligibility procedures for family planning expansion use same methodology used 
for pregnancy-related care, under which a woman is counted as two people in weighing whether her income is low 
enough to qualify. Notes:  These figures represent the estimated impact of transitioning to a state plan amendment, 
which requires coverage of men, adolescents and transportation services. For states that include adolescents or men in 
their existing waiver programs, the Nominal Parity scenario may not result in additional participation, events averted or 
savings, but would still entail new transportation costs.

Savings from Medicaid births averted $1,371,000

Expenditures on expansion services $188,000

Net savings (or loss) $1,182,000
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Oregon

▫ Eligibility level 185%
▫ Men Covered
▫ Adolescents Covered

•  Pregnancy care eligiblity level 185%

     True Parity
 

10,800

1,550

510

810

$5,528,000

$2,796,000

$2,732,000

$2,164,000

$452,000

$1,712,000

 

Abortions 0

•  Existing family planning waiver

Potential impact of
state plan amendment

Nominal Parity

No. of new expansion participants 0

No. of events averted

Unintended pregnancies 0

State costs and savings

Medicaid births 0

Total costs and savings

Savings from Medicaid births averted $0

Expenditures on expansion services $169,000

Net savings (or loss) –$169,000

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for 
pregnancy-related care. True Parity—eligibility procedures for family planning expansion use same methodology used 
for pregnancy-related care, under which a woman is counted as two people in weighing whether her income is low 
enough to qualify. Notes:  These figures represent the estimated impact of transitioning to a state plan amendment, 
which requires coverage of men, adolescents and transportation services. For states that include adolescents or men in 
their existing waiver programs, the Nominal Parity scenario may not result in additional participation, events averted or 
savings, but would still entail new transportation costs.

Savings from Medicaid births averted $0

Expenditures on expansion services $85,000

Net savings (or loss) –$85,000
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Pennsylvania

▫ Eligibility level 185%
▫ Men Not covered
▫ Adolescents Limited to ages 18 and older

•  Pregnancy care eligiblity level 185%

     True Parity
 

14,600

1,970

660

1,030

$10,605,000

$2,949,000

$7,655,000

$4,870,000

$439,000

$4,431,000

 

Abortions 320

•  Existing family planning waiver

Potential impact of
state plan amendment

Nominal Parity

No. of new expansion participants 7,300

No. of events averted

Unintended pregnancies 930

State costs and savings

Medicaid births 490

Total costs and savings

Savings from Medicaid births averted $5,077,000

Expenditures on expansion services $1,571,000

Net savings (or loss) $3,506,000

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for 
pregnancy-related care. True Parity—eligibility procedures for family planning expansion use same methodology used 
for pregnancy-related care, under which a woman is counted as two people in weighing whether her income is low 
enough to qualify. Notes:  These figures represent the estimated impact of transitioning to a state plan amendment, 
which requires coverage of men, adolescents and transportation services. For states that include adolescents or men in 
their existing waiver programs, the Nominal Parity scenario may not result in additional participation, events averted or 
savings, but would still entail new transportation costs.

Savings from Medicaid births averted $2,331,000

Expenditures on expansion services $246,000

Net savings (or loss) $2,085,000
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Rhode Island

250%
  

First year Mature year First year Mature year

3,200 10,700 3,500 11,800

460 1,530 500 1,680

150 510 170 560

60 790 70 870

$741,000 $9,878,000 $815,000 $10,870,000

$572,000 $1,907,000 $632,000 $2,108,000

$169,000 $7,971,000 $183,000 $8,762,000

$352,000 $4,691,000 $387,000 $5,162,000

$80,000 $266,000 $88,000 $294,000

$272,000 $4,425,000 $299,000 $4,868,000

•  Has only a limited family planning expansion
•  Pregnancy care eligiblity level

Potential impact of state plan amendment
Nominal Parity True Parity

No. of expansion participants

No. of events averted

Unintended pregnancies 

Abortions

Medicaid births 

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for pregnancy-related care. True 
Parity—eligibility procedures for family planning expansion use same methodology used for pregnancy-related care, under which a woman is 
counted as two people in weighing whether her income is low enough to qualify. Note:  The First Year numbers include only one-quarter of the 
expected numbers of averted births and their resulting costs, because three-quarters of those births averted would occur during the following 
year, after nine months of pregnancy. 

Total costs and savings

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

State costs and savings
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South Carolina

▫ Eligibility level 185%
▫ Men Not covered
▫ Adolescents Covered

•  Pregnancy care eligiblity level 185%

     True Parity
 

10,600

1,340

440

700

$7,931,000

$4,326,000

$3,605,000

$2,396,000

$683,000

$1,713,000

 

Abortions 0

•  Existing family planning waiver

Potential impact of
state plan amendment

Nominal Parity

No. of new expansion participants 1,100

No. of events averted

Unintended pregnancies 0

State costs and savings

Medicaid births 0

Total costs and savings

Savings from Medicaid births averted $0

Expenditures on expansion services $635,000

Net savings (or loss) –$635,000

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for 
pregnancy-related care. True Parity—eligibility procedures for family planning expansion use same methodology used 
for pregnancy-related care, under which a woman is counted as two people in weighing whether her income is low 
enough to qualify. Notes:  These figures represent the estimated impact of transitioning to a state plan amendment, 
which requires coverage of men, adolescents and transportation services. For states that include adolescents or men in 
their existing waiver programs, the Nominal Parity scenario may not result in additional participation, events averted or 
savings, but would still entail new transportation costs.

Savings from Medicaid births averted $0

Expenditures on expansion services $168,000

Net savings (or loss) –$168,000
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South Dakota

133%
  

First year Mature year First year Mature year

1,700 5,800 2,200 7,200

250 830 310 1,030

80 280 100 340

30 430 40 530

$451,000 $6,018,000 $561,000 $7,474,000

$462,000 $1,541,000 $580,000 $1,935,000

–$11,000 $4,477,000 –$19,000 $5,539,000

$180,000 $2,406,000 $224,000 $2,987,000

$65,000 $215,000 $81,000 $270,000

$115,000 $2,191,000 $143,000 $2,717,000

•  No existing family planning expansion
•  Pregnancy care eligiblity level

Potential impact of state plan amendment
Nominal Parity True Parity

No. of expansion participants

No. of events averted

Unintended pregnancies 

Abortions

Medicaid births 

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for pregnancy-related care. True 
Parity—eligibility procedures for family planning expansion use same methodology used for pregnancy-related care, under which a woman is 
counted as two people in weighing whether her income is low enough to qualify. Note:  The First Year numbers include only one-quarter of the 
expected numbers of averted births and their resulting costs, because three-quarters of those births averted would occur during the following 
year, after nine months of pregnancy. 

Total costs and savings

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

State costs and savings
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Tennessee

250%
  

First year Mature year First year Mature year

21,300 71,000 23,100 77,000

3,020 10,080 3,280 10,940

1,000 3,340 1,090 3,630

390 5,240 430 5,680

$4,958,000 $66,107,000 $5,378,000 $71,702,000

$5,790,000 $19,299,000 $6,293,000 $20,977,000

–$832,000 $46,808,000 –$915,000 $50,725,000

$1,799,000 $23,990,000 $1,952,000 $26,021,000

$808,000 $2,695,000 $879,000 $2,929,000

$991,000 $21,295,000 $1,073,000 $23,092,000

•  No existing family planning expansion
•  Pregnancy care eligiblity level

Potential impact of state plan amendment
Nominal Parity True Parity

No. of expansion participants

No. of events averted

Unintended pregnancies 

Abortions

Medicaid births 

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for pregnancy-related care. True 
Parity—eligibility procedures for family planning expansion use same methodology used for pregnancy-related care, under which a woman is 
counted as two people in weighing whether her income is low enough to qualify. Note:  The First Year numbers include only one-quarter of the 
expected numbers of averted births and their resulting costs, because three-quarters of those births averted would occur during the following 
year, after nine months of pregnancy. 

Total costs and savings

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

State costs and savings
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Texas

▫ Eligibility level 185%
▫ Men Not covered
▫ Adolescents Limited to ages 18 and older

•  Pregnancy care eligiblity level 185%

     True Parity
 

26,400

3,540

1,190

1,850

$19,453,000

$4,541,000

$14,912,000

$7,678,000

$689,000

$6,989,000

 

Abortions 560

•  Existing family planning waiver

Potential impact of
state plan amendment

Nominal Parity

No. of new expansion participants 12,900

No. of events averted

Unintended pregnancies 1,620

State costs and savings

Medicaid births 850

Total costs and savings

Savings from Medicaid births averted $8,977,000

Expenditures on expansion services $1,895,000

Net savings (or loss) $7,081,000

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for 
pregnancy-related care. True Parity—eligibility procedures for family planning expansion use same methodology used 
for pregnancy-related care, under which a woman is counted as two people in weighing whether her income is low 
enough to qualify. Notes:  These figures represent the estimated impact of transitioning to a state plan amendment, 
which requires coverage of men, adolescents and transportation services. For states that include adolescents or men in 
their existing waiver programs, the Nominal Parity scenario may not result in additional participation, events averted or 
savings, but would still entail new transportation costs.

Savings from Medicaid births averted $3,543,000

Expenditures on expansion services $320,000

Net savings (or loss) $3,223,000
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Utah

133%
  

First year Mature year First year Mature year

6,900 23,100 8,400 28,100

990 3,280 1,200 4,000

330 1,100 400 1,330

130 1,710 160 2,080

$1,452,000 $19,363,000 $1,767,000 $23,558,000

$2,933,000 $9,777,000 $3,703,000 $12,342,000

–$1,481,000 $9,586,000 –$1,936,000 $11,216,000

$412,000 $5,493,000 $501,000 $6,683,000

$410,000 $1,365,000 $517,000 $1,723,000

$2,000 $4,128,000 –$16,000 $4,960,000

•  No existing family planning expansion
•  Pregnancy care eligiblity level

Potential impact of state plan amendment
Nominal Parity True Parity

No. of expansion participants

No. of events averted

Unintended pregnancies 

Abortions

Medicaid births 

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for pregnancy-related care. True 
Parity—eligibility procedures for family planning expansion use same methodology used for pregnancy-related care, under which a woman is 
counted as two people in weighing whether her income is low enough to qualify. Note:  The First Year numbers include only one-quarter of the 
expected numbers of averted births and their resulting costs, because three-quarters of those births averted would occur during the following 
year, after nine months of pregnancy. 

Total costs and savings

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

State costs and savings
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Vermont

200%
  

First year Mature year First year Mature year

1,400 4,600 1,500 5,200

200 650 220 730

60 220 70 240

30* 340 30* 380

$373,000 $4,969,000 $420,000 $5,596,000

$355,000 $1,182,000 $401,000 $1,335,000

$18,000 $3,787,000 $19,000 $4,261,000

$153,000 $2,036,000 $172,000 $2,292,000

$50,000 $165,000 $56,000 $186,000

$103,000 $1,871,000 $116,000 $2,106,000

•  No existing family planning expansion
•  Pregnancy care eligiblity level

Potential impact of state plan amendment
Nominal Parity True Parity

No. of expansion participants

No. of events averted

Unintended pregnancies 

Abortions

Medicaid births 

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

* Actual numbers differ slightly but appear the same due to rounding. Definitions:  Nominal Parity—eligibility level for family planning set at same 
percentage of poverty level used for pregnancy-related care. True Parity—eligibility procedures for family planning expansion use same 
methodology used for pregnancy-related care, under which a woman is counted as two people in weighing whether her income is low enough to 
qualify. Note:  The First Year numbers include only one-quarter of the expected numbers of averted births and their resulting costs, because 
three-quarters of those births averted would occur during the following year, after nine months of pregnancy. 

Total costs and savings

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

State costs and savings
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Virginia

▫ Eligibility level 133%
▫ Men Covered
▫ Adolescents Not covered

•  Pregnancy care eligiblity level 200%

     True Parity
 

4,100

590

200

310

$4,866,000

$909,000

$3,958,000

$2,433,000

$130,000

$2,304,000

 

Abortions 170

•  Existing family planning waiver

Potential impact of
state plan amendment

Nominal Parity

No. of new expansion participants 3,500

No. of events averted

Unintended pregnancies 500

State costs and savings

Medicaid births 260

Total costs and savings

Savings from Medicaid births averted $4,138,000

Expenditures on expansion services $776,000

Net savings (or loss) $3,361,000

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for 
pregnancy-related care. True Parity—eligibility procedures for family planning expansion use same methodology used 
for pregnancy-related care, under which a woman is counted as two people in weighing whether her income is low 
enough to qualify. Notes:  These figures represent the estimated impact of transitioning to a state plan amendment, 
which requires coverage of men, adolescents and transportation services. For states that include adolescents or men in 
their existing waiver programs, the Nominal Parity scenario may not result in additional participation, events averted or 
savings, but would still entail new transportation costs.

Savings from Medicaid births averted $2,069,000

Expenditures on expansion services $111,000

Net savings (or loss) $1,958,000



59Guttmacher Institute

Washington

▫ Eligibility level 200%
▫ Men Covered
▫ Adolescents Covered

•  Pregnancy care eligiblity level 200%

     True Parity
 

2,700

370

120

190

$2,531,000

$747,000

$1,784,000

$1,227,000

$145,000

$1,082,000

 

Abortions 0

•  Existing family planning waiver

Potential impact of
state plan amendment

Nominal Parity

No. of new expansion participants 0

No. of events averted

Unintended pregnancies 0

State costs and savings

Medicaid births 0

Total costs and savings

Savings from Medicaid births averted $0

Expenditures on expansion services $112,000

Net savings (or loss) –$112,000

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for 
pregnancy-related care. True Parity—eligibility procedures for family planning expansion use same methodology used 
for pregnancy-related care, under which a woman is counted as two people in weighing whether her income is low 
enough to qualify. Notes:  These figures represent the estimated impact of transitioning to a state plan amendment, 
which requires coverage of men, adolescents and transportation services. For states that include adolescents or men in 
their existing waiver programs, the Nominal Parity scenario may not result in additional participation, events averted or 
savings, but would still entail new transportation costs.

Savings from Medicaid births averted $0

Expenditures on expansion services $56,000

Net savings (or loss) –$56,000
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West Virginia

150%
  

First year Mature year First year Mature year

5,600 18,600 6,600 22,100

790 2,640 940 3,150

260 870 310 1,040

100 1,370 120 1,630

$1,226,000 $16,343,000 $1,460,000 $19,464,000

$1,934,000 $6,446,000 $2,310,000 $7,699,000

–$708,000 $9,897,000 –$850,000 $11,765,000

$316,000 $4,208,000 $376,000 $5,012,000

$270,000 $900,000 $323,000 $1,075,000

$46,000 $3,308,000 $53,000 $3,937,000

•  No existing family planning expansion
•  Pregnancy care eligiblity level

Potential impact of state plan amendment
Nominal Parity True Parity

No. of expansion participants

No. of events averted

Unintended pregnancies 

Abortions

Medicaid births 

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for pregnancy-related care. True 
Parity—eligibility procedures for family planning expansion use same methodology used for pregnancy-related care, under which a woman is 
counted as two people in weighing whether her income is low enough to qualify. Note:  The First Year numbers include only one-quarter of the 
expected numbers of averted births and their resulting costs, because three-quarters of those births averted would occur during the following 
year, after nine months of pregnancy. 

Total costs and savings

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

State costs and savings
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Wisconsin

▫ Eligibility level 200%
▫ Men Covered
▫ Adolescents Covered

•  Pregnancy care eligiblity level 300%

     True Parity
 

18,800

2,660

880

1,380

$16,422,000

$3,876,000

$12,546,000

$6,960,000

$586,000

$6,373,000

 

Abortions 500

•  Existing family planning waiver

Potential impact of
state plan amendment

Nominal Parity

No. of new expansion participants 10,600

No. of events averted

Unintended pregnancies 1,510

State costs and savings

Medicaid births 780

Total costs and savings

Savings from Medicaid births averted $9,277,000

Expenditures on expansion services $2,244,000

Net savings (or loss) $7,033,000

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for 
pregnancy-related care. True Parity—eligibility procedures for family planning expansion use same methodology used 
for pregnancy-related care, under which a woman is counted as two people in weighing whether her income is low 
enough to qualify. Notes:  These figures represent the estimated impact of transitioning to a state plan amendment, 
which requires coverage of men, adolescents and transportation services. For states that include adolescents or men in 
their existing waiver programs, the Nominal Parity scenario may not result in additional participation, events averted or 
savings, but would still entail new transportation costs.

Savings from Medicaid births averted $3,932,000

Expenditures on expansion services $359,000

Net savings (or loss) $3,573,000
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Wyoming

133%
  

First year Mature year First year Mature year

1,300 4,200 1,600 5,300

180 600 230 750

60 200 80 250

20 310 30 390

$499,000 $6,652,000 $625,000 $8,329,000

$815,000 $2,718,000 $1,050,000 $3,501,000

–$316,000 $3,934,000 –$425,000 $4,828,000

$249,000 $3,326,000 $312,000 $4,165,000

$114,000 $380,000 $147,000 $489,000

$135,000 $2,946,000 $165,000 $3,676,000

•  Has only a limited family planning expansion
•  Pregnancy care eligiblity level

Potential impact of state plan amendment
Nominal Parity True Parity

No. of expansion participants

No. of events averted

Unintended pregnancies 

Abortions

Medicaid births 

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

Definitions:  Nominal Parity—eligibility level for family planning set at same percentage of poverty level used for pregnancy-related care. True 
Parity—eligibility procedures for family planning expansion use same methodology used for pregnancy-related care, under which a woman is 
counted as two people in weighing whether her income is low enough to qualify. Note:  The First Year numbers include only one-quarter of the 
expected numbers of averted births and their resulting costs, because three-quarters of those births averted would occur during the following 
year, after nine months of pregnancy. 

Total costs and savings

Savings from Medicaid births averted 

Expenditures on expansion services

Net savings (or loss)

State costs and savings
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insurance coverage, and the number of reproductive-age 

women on Medicaid or CHIP rose by one million over the 

same period. Yet, for many more, the safety net failed 

them: The number of women of reproductive age without 

any insurance increased by 1.3 million.29 

These trends echo a series of other findings on how 

the recession is affecting women’s reproductive health 

preferences, decisions and access to care. According 

to a 2009 Guttmacher Institute study, nearly half of low- 

and middle-income women surveyed wanted to delay 

pregnancy or limit the size of their family because of the 

economy, and large numbers said they were being more 

careful about consistently using contraceptives or were 

considering sterilization or using a long-acting reversible 

contraceptive, such as the IUD. But for many, economic 

hardship means having to skimp and even take risks 

to save money, by doing things like trying to stretch a 

monthly supply of pills or putting off a health care visit. 

After losing their insurance and running low on money, 

many women have turned to safety-net providers for free 

or subsidized care.30

A separate 2009 study of Title X–supported family 

planning centers found that nearly nine in 10 had seen 

an increase in poor and low-income clients and in those 

without insurance between the first quarter of 2008 and 

the first quarter of 2009. Yet, more than half of those pro-

viders reported serious challenges in meeting their clients’ 

needs, such as staff layoffs, hiring freezes and cutbacks in 

the range of contraceptive methods they offer. One in four 

providers said that waiting times had increased, typically 

doubling from less than a week to about two weeks.31 

The challenges these safety-net clinics are facing are 

tied to cutbacks in public funding, as state and federal 

governments struggle with their own severe budgetary 

crises. State tax revenue has declined dramatically during 

the recession, and almost every state faced a budget 

shortfall at the start of fiscal year 2011.32 State expenses 

for Medicaid and CHIP, meanwhile, have climbed, as 

more Americans become eligible and enroll. And because 

states are legally required to balance their budgets, they 

are contemplating cuts in all areas, including in health care 

programs such as Medicaid and in family planning funding. 

Since the mid-1990s, more than 20 states have trail-blazed 

efforts to expand eligibility for Medicaid-covered family 

planning services and supplies to women and men who 

otherwise would not be covered. In response to those 

states’ demonstrated success, Congress acted in 2010 

to give all states the authority to take this step without 

the delays, costs and red-tape that come with seeking a 

waiver from Medicaid law and regulations. In this report, 

we have attempted to provide state policymakers with a 

tool to help them gauge the potential impact in their own 

state of taking up this new authority, both for states that 

are already running a waiver program and for states that 

have never taken such a step.

Indeed, our estimates indicate that a Medicaid family 

planning SPA would have a substantial, positive impact for 

most states. Among the 28 states that do not currently 

have an income-based family planning expansion, 19 of 

them would each serve at least 10,000 individuals under 

the True Parity scenario, once the program has a chance 

to mature. Each of these 19 states would enable women 

to prevent at least 1,500 unintended pregnancies and save 

at least $2.3 million in state funds in a single year. Nine of 

them would each serve at least 50,000 individuals, avert 

at least 7,500 unintended pregnancies and save at least 

$17.4 million in state funds.

Taking up the new SPA authority could have a siz-

able impact even among the states that already have a 

family planning expansion in place via the waiver process. 

Among the 22 states with waivers, 11 of them would 

each serve at least 10,000 new participants under the 

True Parity scenario. Each of these 11 states would help 

women avert at least 1,300 unintended pregnancies 

and save at least $1.7 million in state funds. All of these 

results would be in addition to what their expansions 

achieve today.

This choice for states comes at a time of crisis. The 

so-called Great Recession has driven millions of additional 

Americans into the ranks of the unemployed, and for 

many, the fallout has included the loss of their employer-

sponsored health insurance. The number of women of 

reproductive age covered by private insurance fell by 2.3 

million from 2008 to 2009. Many of them have sought 

assistance from the government in the form of public 

Discussion
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Even though it may seem counter-intuitive to some 

policymakers, the findings in this report show that even in 

an immensely challenging fiscal environment, expanding 

access to family planning services under Medicaid would 

benefit both states and their residents substantially. For 

states, family planning expansions can help address the 

social goals of reducing unintended pregnancy and abor-

tion, while also helping to control public costs, even in the 

initial budget year, by reducing the number of pregnant 

women and newborns who will be eligible for coverage 

under public insurance programs. For safety-net providers, 

the expansions can mean that more of their clients will be 

reimbursed by Medicaid, freeing up Title X and other grant 

funding to help them maintain or expand their capacity to 

provide quality care. And for individuals and couples, the 

expansions can assist them in planning the size of their 

families and enable them to have children when they are 

in a position to care for them.
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bining the most recent two or three years of data 
(2007–2009) for all state estimates;

• �national-level data on contraceptive use, insur-
ance coverage and contraceptive failure rates from 
or based on the 2002 National Survey of Family 
Growth (NSFG), and on the outcomes of unintended 
pregnancies from the 2006–2008 NSFG;

• �state-level data on Medicaid family planning use 
and costs from the Medicaid Statistical Information 
System (MSIS) for 2007 or 2008;

• �data for 24 states from available family planning 
waiver applications and evaluations;

• �state-level indices of Medicaid fee-for-service costs 
and managed care capitation rates;

• �government data on the federal poverty level and 
the Consumer Price Index; and

• �data on states’ eligibility ceilings for Medicaid-
covered pregnancy care and for existing Medicaid 
family planning expansions.

Likely Participants Under the Expansion
The first step in our study was to estimate how many 

women would be newly eligible for and likely to use Med-

icaid coverage for family planning. In doing so, we made 

three assumptions based on the nature of the proposed 

expansions, the rules by which Medicaid generally is 

governed and the way most of the existing expansions 

operate.

• �Family planning services would be used by women 
in need of contraceptive services and supplies—
defined as those who were sexually active, of 
reproductive age (13–44), able to become pregnant 
and not pregnant, postpartum nor trying to become 
pregnant during the last 12 months.

• �Women enrolled for the entire past year in private 
insurance or public health coverage (including 
regular Medicaid) would be unlikely to seek services 
in a family planning expansion and should thus be 
excluded from estimates of likely program partici-
pants. 

• �Women younger than 19 (considered minors under 
Medicaid) would be eligible for a family planning ex-
pansion on the basis of their own income, rather than 
their family’s income, and their own income would 
be low enough for them to qualify for services. 

This report presents estimates of the numbers of preg-

nancies, births and abortions that could be averted, and 

the resulting cost savings, if a state were to take up its 

new authority to implement a family planning state plan 

amendment (SPA). These estimates are updates of esti-

mates originally presented in an August 2006 Guttmacher 

report,1 and the methodology for the current report closely 

follows that of the prior one.

For each state and the District of Columbia, we:

• �estimate the number of women who would be 
likely participants in the family planning expansion;

• �predict how many of those women would make use 
of services, as well as the number of men;

• �predict the net change in contraceptive use and 
method mix among female program participants;

• �estimate the number of unintended pregnancies, 
abortions and unintended births that would be 
averted as a result of this net change in users and 
methods used;

• �estimate the cost of a birth under Medicaid and the 
total cost of Medicaid births averted;

• �estimate the cost per user of Medicaid family plan-
ning services and the total cost of the expansion; 
and

• �compare the two total costs to arrive at net savings, 

both overall and for the state only.

For states with existing family planning expansions 

(implemented via the waiver process), we estimate the 

changes that could be expected from expanding coverage 

to new participants.

In this chapter, we summarize the methodology step 

by step and highlight areas in which the data or methods 

have changed from the 2006 analysis. Readers interested 

in additional methodological details should reference 

Appendix A of the 2006 report.

The data used in this analysis are drawn from a wide 

range of sources, including:

• �the Guttmacher Institute’s 2006 and 2008 estimates 
of women aged 13–44 in need of contraceptive 
services and supplies;

• �state-level data on income and insurance coverage 
from the Current Population Survey (CPS), com-

Methodological Appendix
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• �they can set the SPA eligibility level so that it ac-
counts for the fact that a pregnant woman is count-
ed as two people in weighing whether her income 
is low enough to qualify for Medicaid—referred to in 
this report as “True Parity.”

This report includes estimates for both of these 

income-eligibility options. Because the impact of the 

pregnancy on poverty-level status varies according to the 

size of the family (the smaller the family size, the larger 

the effect), we assumed in making estimates for the True 

Parity scenario that, on average, a likely participant would 

be in a family of two. By that standard, for example, the 

effective eligibility level for family planning under a True 

Parity scenario would be 251% in a state that covers 

pregnant women up to 200% of poverty. (See Appendix 

Table A for details of this adjustment.) This appears to be 

a conservative assumption: Data from the largest existing 

family planning expansion, in California, indicate that 50% 

of clients were in a family of one in 2009.37

States with existing expansions: As was the case in the 

2006 report, the estimates presented here for the 22 

states with existing income-based expansions reflect only 

the expected increase in participation under each scenar-

io, by comparing eligibility for the current expansions with 

their Nominal Parity and True Parity eligibility levels. (Also 

as was the case in the 2006 report, we did not account 

for participants in the six limited family planning expan-

sions—typically limited to women leaving Medicaid after 

giving birth—because the number of women participating 

in such expansions is quite small.)

In addition, under the 2010 law, a state that initiates 

a family planning SPA may not exclude adolescents (or 

anyone else on the basis of age). Because 12 of the 22 

states with existing expansions are limited to adults, 

the estimates for those states account for adding ado-

lescents. For four of those 12 states, current eligibility 

includes those age 18 and older. We assumed that in 

those states, 18-year-olds were currently included based 

on family income, rather than their own income, and the 

estimates for new likely participants include higher-income 

18-year-olds, on the assumption that the state would shift 

to a policy of enrolling all adolescents based on their own 

income. (Appendix Table B includes findings specifically 

for adolescents.)

Women above 200% of poverty: Because of recent 

increases in several states’ eligibility levels for pregnancy-

related care and because of relatively high eligibility levels 

under the True Parity scenario, the question of potential 

participation among women with incomes above 200% of 

poverty was more salient in this update than it was in the 

Following these assumptions, we identified the number 

of women aged 13–18 and 19–44 in each state who were 

in need of family planning services in 2008, drawing on the 

most recent Guttmacher Institute estimates of women in 

need of contraceptive services and supplies at the state lev-

el.33,34 Next, we estimated how many of the adult women 

had a family income below the state’s income-eligibility 

level for pregnancy-related care, assuming an even distribu-

tion of women within income levels when the available 

data did not match up with the eligibility level. Finally, we 

estimated the proportions of in-need, income-eligible adults 

and of in-need adolescents who were uninsured for some 

period during the past year (i.e., they had neither public nor 

private health insurance). For that last step, we drew on 

state-level data on the percentage of women of reproduc-

tive age who were uninsured (using the 2008–2010 CPS)35 

and adjusted these data (using national data from the 

NSFG)36 to estimate the proportion who were uninsured for 

some period during the past year.

It should be noted that our estimates of likely partici-

pants under each scenario may include some women 

who were eligible for, but had not yet applied for, regu-

lar Medicaid or CHIP benefits. In effect, we are giving 

“credit” to the expansion for the costs and the savings 

incurred by the addition of these women, regardless of 

whether they are newly included through the expansion or 

through regular Medicaid or CHIP.

Notable changes since 2006:
Updated data: More recent data were available for women 

in need of family planning services (2008 data, supple-

mented with 2006 data for estimating distributions of 

women in need by poverty status) and from the CPS for 

the proportions of reproductive-age women who were un-

insured (2007–2009 data) and for the income distribution 

of adult women 20–2435 (used to approximate the income 

distribution of 19-year-olds). Income-eligibility levels for 

pregnancy-related care and for existing waivers were 

also updated to reflect current levels, as was the federal 

poverty level.2,4,9

Scenarios for expansion: The 2006 report included four 

different potential scenarios for expansion, based on 

potential decisions by Congress as to what states might 

be required or allowed to do. Under the authority that 

Congress gave to states in March 2010, states now have 

two likely options regarding eligibility levels for a family 

planning SPA:

• �They can set the SPA eligibility level at the same 
percentage of poverty used for pregnancy-related 
care—referred to in this report as “Nominal Parity”; 
or
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full year (third year or later; based on data for 14 states). 

In doing so, we came to a national estimate of the rate 

of use that approximates the average rate of use among 

states with existing expansions—30% for year one and 

50% for mature programs. (See Appendix Table C for 

details of the comparisons, including averages.) To model 

the phenomenon that first-year participation ramps up 

over the course of the year, we cut participation in half for 

the first year, to 15%.

Finally, we multiplied the applicable rate for each 

state by the number of likely participants for that state 

under each scenario to estimate the number of expansion 

participants.

Notable changes since 2006:
Variation: Far more extensive data were available in 2010 

for numbers of program users than was the case in 2006, 

as more states had implemented expansions and had 

evaluated their programs. Based on the broader available 

data, it became clear that states’ experience with imple-

menting family planning expansions has varied consider-

ably more than was apparent in 2006. Rates of use among 

likely participants ranged from 5% to 77% for the first 

full year of an expansion, and from 9% to 135% for the 

most recent mature year, without any clear patterns to 

the distribution. The estimates in this report for states 

without current expansions, therefore, are based on the 

average experience of states with existing programs, and 

real-world experience can be expected to vary. States’ 

efforts at outreach to both likely participants and potential 

providers would likely be one critical factor in determining 

actual levels of program use. To assist states in estimating 

the impact of this variation, Appendix Table D includes es-

timates of events averted, costs and savings for each ad-

ditional (or fewer) 1,000 female adult program participants.

The more extensive data also indicated that even 

among long-established programs, rates of use could 

fluctuate over time, perhaps in response to external influ-

ences (e.g., other changes in Medicaid policy, such as 

those related to documentation of citizenship status). For 

that reason, our estimates for “mature” programs were 

based on the most recent year of data available, rather 

than exclusively relying on data from the third full year.

Note that rates of use among likely participants can 

top 100%, because our estimates of likely participants ex-

clude some women who are nonetheless eligible for and 

may make use of a Medicaid family planning expansion. 

Privately insured women, for example, may participate in 

a Medicaid expansion because they have limited benefits 

or substantial out-of-pocket costs. Women older than 44 

also participate in some states’ programs. Because some 

women in the numerator are not included in the denomi-

original 2006 report. Notably in that regard:

• �In estimating numbers of in-need adult women with 
a family income above 250% of poverty, we applied 
the distribution observed among in-need women 
with a family income of 200–250% of poverty. For 
example, the number of in-need women with a fam-
ily income of 250–300% of poverty was estimated 
as equal to the number of in-need women with 
a family income of 200–250% of poverty. (This 
methodology was used for a few states with high 
eligibility levels for the 2006 report, but was more 
frequently applicable for the current report. No 
data on the actual distribution of in-need women 
are available for groups above 250% of poverty. A 
review of the actual distribution of all women by 
poverty group suggests a fairly even distribution 
between 200 and 400% of poverty.)

• �In estimating the proportion of in-need, income-eligi-
ble adults who were uninsured, we used data from 
the CPS for two income groups: those with a family 
income below 200% of poverty and those whose 
income is at or above 200%. Insurance levels are 
considerably higher among the latter group, mean-
ing that fewer in-need women in that income group 
are deemed likely participants in this study. Because 
no state family planning expansion as yet includes 
women with an income above 200% of poverty, 
we have no data to gauge whether this adjustment 
would appropriately predict actual participation 
among higher-income women.

Women Who Would Use Services
To estimate how many likely participants would actually 

use family planning services under an expansion program, 

we drew on data from 20 of the 22 states with existing 

income-based Medicaid family planning expansions, col-

lected from program evaluations and from the responses 

to requests for data that we made to state officials.38

We divided the actual number of female program us-

ers reported by each state for which we had data by the 

number of women we estimated to be likely participants 

for the state’s existing expansion (a figure generated 

following the methodology described in the previous sec-

tion). This provided us with an estimate of the rate of use 

among likely participants for each state in a given year of 

its expansion. For these states, we used the calculated 

rate of use among likely participants for the most recent 

available year to make predictions about additional use 

under both of the eligibility scenarios.

For other states (and for the two states with a waiver 

but no available data, Georgia and Missouri), we needed 

to make an estimate of the rate of use. To do so, we ex-

amined the calculated rates among the expansion states 

during the first full year of the expansion (based on the 

data available for 17 states) and the most recent “mature” 
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for two national subgroups that represent women before 

and after receipt of expansion services. By examining 

the actual current contraceptive method mix of women 

who would be likely participants in the expansion—some 

of whom are already receiving publicly subsidized ser-

vices, such as through clinics supported by the Title X 

program—we were able to measure the impact of the 

program above and beyond that which would result from 

contraceptive services already used by these women. 

This allowed us to account for any substitution effects by 

excluding the impact on contraceptive use and unintended 

pregnancy among women who would simply move from 

one payment source to another (e.g., Title X to Medic-

aid) and would continue to use the same contraceptive 

method prior to and after program implementation. 

We used the 2002 NSFG to examine the contraceptive 

method mix of two national subpopulations of women 

that, in our estimation, best represent women before and 

after an expansion:

• �The method use of likely participants before the 
expansion was represented by the method mix 
of a nationally representative sample of women 
(NSFG respondents) who met the characteristics of 
likely participants described above (i.e., uninsured, 
income- and age-eligible women who are sexually 
active, able to get pregnant and not currently preg-
nant, postpartum or seeking pregnancy). 

• �The expected method use of these women after 
joining the expansion was represented by the 
method mix of a nationally representative sample of 
women (NSFG respondents) who reported receiving 
one or more publicly funded contraceptive service 
(including services from publicly funded clinics of all 
types and Medicaid-funded contraceptive care from 
private providers) during the prior 12 months and 
who were current reversible contraceptive users or 
had received a publicly funded tubal sterilization in 
the prior year.

Compared with current clients of publicly funded 

providers (the second group above), lower proportions of 

likely program participants (the first group) used effective 

contraceptive methods (e.g., 26% vs. 39% used the pill, 

and 14% vs. 24% used the injectable); a higher proportion 

used no method (22% vs. none). However, most likely 

participants were using some method of contraception, 

and many were already using effective methods. 

Notable changes since 2006:
None. Note that male participants are not included in 

these estimates, as they are based exclusively on contra-

ceptive use among women. It was not possible from the 

available data to gauge the potential impact of providing 

contraceptive services to men on either the contraceptive 

nator, this calculation could be more accurately described 

as a ratio, rather than a rate. Nevertheless, what we 

refer to as “rate of use among likely participants” should 

accurately predict the number of participants in future 

expansions, because the comparison of actual to likely 

participants is being made consistently across all states. 

(As noted above, a more detailed explanation of this meth-

odology can be found in the 2006 report.1)

States with existing expansions: For this report, we esti-

mated levels of new participation for states with existing 

expansions using state-specific rates of use, rather than 

the average rate of use (used in 2006). This change made 

sense given the wider variation in use rates found among 

states for this report, and given that this report is de-

signed to provide information for state-level policymakers 

and advocates, rather than those at the federal level, as 

was the case in 2006.

Male participants: Under the 2010 law, a state that initi-

ates a family planning SPA may not exclude anyone on the 

basis of gender. Therefore, the estimates for this report, 

unlike those for 2006, include potential male participants. 

(The estimates also include costs for male participants, 

but not their potential impact on averting unintended 

pregnancies, as described in subsequent sections of this 

chapter.)

Data were available on male participation in existing 

expansions from six of the nine states that currently in-

clude men. Male participation was generally low: For five 

of those six states, male participation ranged from 9–39 

males per 1,000 females, with an average of 17 males per 

1,000 females. (California’s program was the outlier, with 

148 males for every 1,000 females; that program includes 

a broader range of services for men than is required by 

CMS guidance for family planning SPA programs and 

seems unlikely to be a model for many new expansions.)

For the six states with available data on male participa-

tion, we estimated the number of new male participants 

using state-specific ratios. For all other states, we made 

estimates using the 17 males per 1,000 females average. 

For the 13 states with existing expansions that exclude 

men, estimates of new participation under a family plan-

ning SPA include adding men. Male participants are incor-

porated into the estimates reported in the state tables, 

starting on page 12. (Appendix Table E includes findings 

specifically for male participants.)

Contraceptive Use Among Program Participants
To measure program impact, we first estimated the im-

provement in contraceptive use among female expansion 

participants by comparing the contraceptive method mix 
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Events averted: More recent data were available on the 

distribution of outcomes for unintended pregnancies (from 

the 2006–2008 NSFG). Because a number of states with 

existing expansions would be required to extend eligibility 

to adolescents under a SPA, we have included adolescent-

specific findings in this report. To enhance the accuracy 

of those estimates, we used a distribution of outcomes 

specific to that age-group. 

Medicaid births averted: In the 2006 report, some of the 

births averted in several scenarios would have been to 

women above a given state’s income eligibility cutoff for 

Medicaid-covered maternity care, and we therefore had 

to include an additional step in methodology to identify 

those births. That is not the case in the current report: By 

the nature of the Nominal Parity and True Parity scenarios, 

all births averted would be Medicaid-eligible births, and no 

additional calculations are necessary.

First-year estimates: For this report, we were looking to 

estimate the potential impact and savings from avert-

ing Medicaid births during an expansion’s first year from 

a state’s budgetary perspective: only those births pre-

vented that would have occurred during the given year 

are counted as part of first-year savings. To that end, we 

counted only one-quarter of the number of averted births 

otherwise projected, to account for the nine-month dura-

tion of pregnancy. 

Cost of Medicaid Births 
Data on the cost of a Medicaid-funded birth (defined as 

the cost of prenatal care, delivery, postpartum care and 

one year of medical care for the infant) were not available 

for every state, but were available for 24 states from their 

applications for and evaluations of Medicaid family plan-

ning expansions. From these data, we estimated the cost 

of a Medicaid-funded birth for the remaining states.

First, we updated the existing cost data to reflect 

2008 dollars using the Consumer Price Index for medical 

care and calculated an average cost per birth for these 

24 states. We used this average to calculate state-level 

estimates of cost per birth for the remaining 26 states 

and the District of Columbia. In making these estimates, 

we adjusted the average cost for state-level differences in 

medical costs using, as appropriate, one index reflecting 

Medicaid fee-for-service (FFS) physician fees and one re-

flecting statewide Medicaid managed care capitation rates. 

Finally, we multiplied the number of unintended 

Medicaid births averted by the cost per birth to arrive at 

savings from Medicaid births averted for each state under 

each scenario.

We did not estimate any government savings from 

behavior of women or on the likelihood that women would 

be more successful in avoiding unintended pregnancy. 

Pregnancies, Abortions and Births Averted
Next, we estimated the number of unintended pregnan-

cies that increased use of effective contraceptives would 

prevent. We applied method-specific failure rates to the 

method mix used by the two national subpopulations that 

represent women before and after program implementa-

tion and calculated the number of expected unintended 

pregnancies that would occur in one year among women 

in each group. We then subtracted the number of unin-

tended pregnancies expected among women after joining 

the program from those expected among likely partici-

pants without the program expansion to estimate the net 

impact upon a hypothetical population of expected users. 

(Note that this methodology also includes further adjust-

ments for method users and nonusers separately that 

are calculated by comparing the numbers of unintended 

pregnancies predicted with the number of actual unin-

tended pregnancies experienced by method users and 

nonusers nationally in the United States. See Appendix A 

of the 2006 report for more details on this adjustment and 

its calculation.1)

Finally, we used the net number of unintended preg-

nancies averted among the women in the hypothetical 

population to estimate a national-level number of unin-

tended pregnancies averted per 1,000 female expansion 

participants of 144.5. This figure was then applied to the 

estimated number of participants in each state under each 

scenario to estimate total unintended pregnancies averted 

by the program.

Of the unintended pregnancies averted, we assumed 

that among adult women, 51.9% would have resulted in 

a birth and 33.0% in an abortion, given the actual national 

distribution of unintended pregnancy outcomes among 

women with incomes below 200% of poverty in 2006. 

Among adolescents, we assumed 52.6% would have 

resulted in a birth and 34.4% in an abortion, based on the 

2006 distribution among women age 19 and younger.39 

(The remainder of the pregnancies would result in fetal 

losses.) This methodology accounts for national variation 

in the outcomes of unintended pregnancy by poverty 

status and age. Although additional variation may occur by 

other characteristics of women and by state, data to make 

further adjustments are not available.

Notable changes since 2006: 
Failure rates: More recent data on contraceptive failure 

rates were available for most methods.40 That resulted in 

a slight change in the number of unintended pregnancies 

averted per 1,000 female participants.
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related clinical services (e.g., treatment for STIs diagnosed 

in the course of a family planning visit), and are required 

to provide at least some such services (although CMS has 

not established a minimum package). To the extent that 

states provide additional services, the overall cost of a 

state’s program may be higher than our estimate. Those 

additional services may also generate additional savings 

for the government; such costs and savings are beyond 

the scope of this study and are not reflected in the results 

presented.

Notable changes since 2006: 
Updated data: More recent data were available from 

MSIS (for 2008, except in Hawaii and Utah, for which we 

used 2007 data). A larger number of jurisdictions (nine for 

this analysis, compared with five for the 2006 analysis) 

appeared problematic: Arizona, the District of Columbia, 

Florida, Georgia, Kansas, Mississippi, Rhode Island, South 

Carolina and West Virginia. The warning signs were similar 

to those seen in 2006: The states often had very high 

rates of managed care enrollment, leaving few FFS users 

upon which to base our estimates, or reported data that 

were either high or low enough to be considered outliers.

Adolescents: As noted above, we have included ado-

lescent-specific findings in this report. To enhance the 

accuracy of those estimates, we used age-group–specific 

per-user costs.

Males: For this report, we included in our estimates the 

projected costs for male clients. We assumed that a male 

client would have the same per-user costs as female cli-

ent in the same state and age-group. It is likely that these 

costs do, in fact, differ, but we did not have sufficient 

data available from existing expansions that serve men 

to make any estimates of such a difference. (Given the 

contraceptive methods available to men—condoms and 

vasectomy—per-client costs for men could be expected to 

be very low or very high compared with the average cost 

per woman, with men’s average cost depending on how 

many men choose each method.)

Additional services: Under the 2010 law, states establish-

ing a family planning SPA must follow all standard Medic-

aid laws and regulations, including several requirements 

that had typically been “waived” for existing Medicaid 

family planning expansions. Notably, states must pay for 

transportation services for expansion participants under a 

SPA. We have estimated those costs as an additional 1% 

of per-user family planning costs, based on 2008 MSIS 

data showing that transportation services accounted for, 

on average, 0.8% of total Medicaid costs among women 

averted abortions. Because few abortions are covered 

under Medicaid and because of the relative costs of births 

and abortions, any such savings would be negligible in 

comparison to the savings from averted births. Similarly, 

we do not try to estimate savings from fetal losses, any 

improvement in how effectively contraceptives are used 

or any other beneficial impact of the reproductive health 

services that would likely be provided as part of the ex-

pansions under all scenarios. 

Notable changes since 2006: 
Updated data: Updated 2010 data on the cost of Medicaid 

births are available.34 Compared with the 2006 data, the 

2010 iteration includes figures from two additional states 

and updated data from 13 states. It reports the results in 

2008 dollars, and makes use of more up-to-date reports 

on Medicaid managed care enrollment and Medicaid phy-

sician fees.41,42,43,44

Cost of the Family Planning Expansion
In contrast to information on Medicaid-funded births, data 

on Medicaid family planning services were available for 

every state through MSIS.45 Using 2008 data for women 

aged 13–18 and 19–44, we divided the total FFS family 

planning spending reported in MSIS by the total number 

of beneficiaries who received FFS family planning services 

to calculate Medicaid family planning costs per user for 

each age-group. After identifying problematic data for 

eight states and the District of Columbia, we estimated 

their costs per user as the average among the remaining 

states, adjusted for state-level differences in FFS physi-

cian fees.

It should be noted that these program costs reflect 

only those services that states may claim at the special 

90% matching rate for family planning services. To ac-

count for outreach and administration, as well as other 

costs not captured by these data, we inflated each state’s 

cost per user by 10%, a proportion that is the maximum 

percentage of CHIP costs that can be spent on administra-

tive costs and an estimate we judge to be conservatively 

high on the basis of existing program data. We added 

another 1% to account for transportation costs (see  

“additional services,” below). 

Finally, we multiplied the number of expected expan-

sion participants (female and male) in each age-group by 

the appropriate family planning cost per user to calculate 

program costs for each state under each scenario. (See 

Appendix Table F for details.)

Although the 11% adjustment addresses some po-

tentially missing administrative costs of implementing a 

program, states may provide participants with additional, 
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Male participants: It should be repeated that the cost of 

services for male participants have been included in these 

estimates, but no resulting savings have been estimated, 

because of methodological limitations. Nevertheless, it is 

clear that services to male participants must result in at 

least some level of savings from couples’ improved con-

traceptive use and the resulting unintended pregnancies 

and births that would be averted.

The average cost, nationally, of a Medicaid birth in 

2008 is $12,613, compared with costs of $320 per adult 

participant in a family planning expansion. By those num-

bers, if just 25 births were averted for every 1,000 male 

participants (a rate that would be roughly one-sixth the 

rate estimated for female participants), the inclusion of 

men in a family planning expansion would be cost neutral 

or provide net savings.

National-level estimates: Unlike its 2006 predecessor, this 

report does not present national-level estimates for the 

impact of expansions. In 2006, the most pressing policy-

related decision was at the national level: whether Con-

gress would require or allow states to establish Medicaid 

family planning expansions without going through the 

burdensome waiver process. Today, the most pressing 

decisions are at the state level: whether individual states 

will choose to take up the new authority that Congress 

has granted them. 

13–44. This estimate should be conservative, both 

because we have rounded it up to 1% and because the 

MSIS data include expenditures on emergency transporta-

tion, which should be almost entirely irrelevant for family 

planning expansion participants. 

Another standard Medicaid requirement that states 

must follow under a family planning SPA is to reimburse 

federally qualified health centers (FQHCs) at a special per-

visit prospective payment rate, rather than on a FFS basis. 

To the extent that states are currently claiming the family 

planning portion of those expenditures at the special 

90% matching rate, the MSIS data we use for estimat-

ing per-user costs would already incorporate the FQHC 

expenditures. Nevertheless, this requirement may result 

in additional costs for some states that are not accounted 

for in this study.

Net Savings and State Costs and Savings
The final steps in our study were simple: We subtracted 

the family planning program costs from the savings 

produced by averted Medicaid births. That left us with the 

net savings from the expansion for each state under each 

scenario.

In addition, we apportioned the costs and savings 

under each scenario to the federal and state governments 

and present the state-level costs and savings in this 

report. We apportioned the savings from averted Medicaid 

births according to the 2008 rate of federal reimburse-

ment (the federal medical assistance percentage, FMAP), 

which varied by state from 50% to 76%.46  In apportioning 

the costs of the family planning services provided, we 

assumed that the costs for family planning services and 

supplies would be reimbursed at the special 90% federal 

matching rate for family planning, and that the 11% added 

to estimate outreach, administrative and transporta-

tion costs would be reimbursed at the 50% rate that is 

required for Medicaid administrative costs. Overall, that 

meant that 86% of the total program costs were appor-

tioned to the federal government and 14% to the states. 

Notable changes since 2006: 
Updated data: We used more recent FMAP rates 

(from 2008). 

Transportation costs: We have assumed that the extra 

1% for transportation costs would be claimed by states 

as administrative services at a 50% federal matching rate; 

states can instead claim transportation services as op-

tional medical services and be reimbursed at their regular 

FMAP, but additional requirements apply.
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Percentage 
of poverty 
level

Family
size

Income level 
(in dollars)

Income level
if pregnant
(in dollars)

Equivalent 
percentage 

of poverty

100%
1 10,830 14,570 135%
2 14,570 18,310 126%
3 18,310 22,050 120%

133%
1 14,404 19,378 179%
2 19,378 24,352 167%
3 24,352 29,327 160%

150%
1 16,245 21,855 202%
2 21,855 27,465 189%
3 27,465 33,075 181%

175%
1 18,953 25,498 235%
2 25,498 32,043 220%
3 32,043 38,588 211%

185%
1 20,036 26,955 249%
2 26,955 33,874 232%
3 33,874 40,793 223%

200%
1 21,660 29,140 269%
2 29,140 36,620 251%
3 36,620 44,100 241%

235%
1 25,451 34,240 316%
2 34,240 43,029 295%
3 43,029 51,818 283%

250%
1 27,075 36,425 336%
2 36,425 45,775 314%
3 45,775 55,125 301%

275%
1 29,783 40,068 370%
2 40,068 50,353 346%
3 50,353 60,638 331%

300%
1 32,490 43,710 404%
2 43,710 54,930 377%
3 54,930 66,150 361%

Appendix Table A: Income eligibility levels for True Parity scenario, dollar 
values and equivalent percentage of the federal poverty level, FY 2010

APPENDIX TABLE A: Income eligibility levels for True Parity 
scenario, dollar values and equivalent percentage of the 
federal poverty level, FY 2010
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Unintended 
pregnancies

Abortions Medicaid 
births

Savings from 
Medicaid births 

averted

Expenditures
on expansion

services

Net 
savings

Alabama* 8,000 1,140 390 600 $5,601 $2,249 $3,352
Alaska 1,500 210 70 110 $2,615 $423 $2,193
Arizona 13,900 1,970 680 1,040 $11,091 $4,468 $6,622
Arkansas* 100 0 0 0 $0 $29 –$29
California* 0 0 0 0 $0 $554 –$554
Colorado 8,000 1,130 390 600 $6,185 $2,353 $3,832
Connecticut 4,200 590 200 310 $4,445 $751 $3,694
Delaware 1,300 190 60 100 $1,333 $291 $1,042
District of Columbia 1,000 150 50 80 $1,003 $202 $802
Florida 49,800 7,070 2,430 3,720 $37,472 $9,840 $27,631
Georgia* 12,800 1,800 620 950 $13,477 $3,472 $10,005
Hawaii 500 80 30 40 $452 $125 $327
Idaho 2,100 300 100 160 $2,491 $481 $2,010
Illinois* 4,900 700 240 370 $3,943 $1,116 $2,827
Indiana 7,200 1,030 350 540 $6,515 $741 $5,773
Iowa* 100 0 0 0 $0 $27 –$27
Kansas 4,400 620 210 330 $3,534 $1,168 $2,366
Kentucky 6,100 870 300 460 $6,587 $1,775 $4,812
Louisiana* 1,200 170 60 90 $1,418 $311 $1,107
Maine 1,100 150 50 80 $770 $225 $545
Maryland 7,800 1,120 380 590 $8,215 $1,845 $6,370
Massachusetts 5,000 700 240 370 $5,145 $834 $4,312
Michigan* 4,500 640 220 340 $3,196 $550 $2,646
Minnesota* 0 0 0 0 $0 $8 –$8
Mississippi* 100 0 0 0 $0 $45 –$45
Missouri* 9,100 1,290 440 680 $7,828 $2,092 $5,736
Montana 2,000 280 100 150 $1,837 $447 $1,390
Nebraska 2,500 350 120 180 $2,675 $522 $2,153
Nevada 5,700 810 280 430 $4,266 $939 $3,327
New Hampshire 900 130 40 70 $866 $197 $669
New Jersey 13,700 1,950 670 1,020 $15,590 $2,767 $12,823
New Mexico* 1,200 160 60 90 $938 $403 $535
New York* 0 0 0 0 $0 $9 –$9
North Carolina* 3,700 520 180 270 $3,820 $975 $2,845
North Dakota 800 110 40 60 $921 $174 $747
Ohio 13,000 1,850 640 970 $11,638 $1,804 $9,834
Oklahoma* 5,400 780 270 410 $4,167 $1,177 $2,990
Oregon* 0 0 0 0 $0 $13 –$13
Pennsylvania* 6,600 930 320 490 $5,077 $1,369 $3,707
Rhode Island 1,600 230 80 120 $1,526 $215 $1,311
South Carolina* 200 0 0 0 $0 $91 –$91
South Dakota 1,300 190 70 100 $1,408 $292 $1,116
Tennessee 8,300 1,180 400 620 $7,810 $1,819 $5,990
Texas* 11,500 1,620 560 850 $8,977 $1,469 $7,508
Utah 6,300 890 310 470 $5,316 $1,190 $4,126
Vermont 600 90 30 50 $685 $135 $550
Virginia* 1,200 160 60 90 $1,377 $267 $1,110
Washington* 0 0 0 0 $0 $10 –$10
West Virginia 1,100 150 50 80 $969 $271 $698
Wisconsin* 0 0 0 0 $0 $17 –$17
Wyoming 700 100 40 60 $1,173 $158 $1,014
*This state has an existing expansion; for some of these states, adolescents are included in the existing expansion, and no new 
adolescents would be served but new transportation costs would be added.

Appendix Table B: Findings for new adolescent participants (aged 13–18), mature year

State No. of 
expansion

participants

No. of events averted Total costs and savings (in 000s)

APPENDIX TABLE B: Findings for new adolescent participants (aged 13–18), mature year
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Savings from 
Medicaid births 

averted

Expenditures 
on expansion 

services

Net
savings

Alabama* $1,813 $314 $1,499
Alaska $1,243 $59 $1,184
Arizona $3,749 $624 $3,125
Arkansas* $0 $8 –$8
California* $0 $277 –$277
Colorado $3,092 $329 $2,764
Connecticut $2,223 $105 $2,118
Delaware $666 $41 $626
District of Columbia $301 $28 $273
Florida $16,176 $1,374 $14,802
Georgia* $4,973 $493 $4,480
Hawaii $197 $17 $179
Idaho $751 $67 $683
Illinois* $1,971 $156 $1,816
Indiana $2,431 $104 $2,327
Iowa* $0 $7 –$7
Kansas $1,434 $163 $1,271
Kentucky $1,991 $248 $1,743
Louisiana* $390 $43 $347
Maine $282 $31 $251
Maryland $4,108 $258 $3,850
Massachusetts $2,573 $116 $2,456
Michigan* $1,339 $77 $1,262
Minnesota* $0 $4 –$4
Mississippi* $0 $12 –$12
Missouri* $2,942 $292 $2,650
Montana $578 $62 $516
Nebraska $1,123 $73 $1,050
Nevada $2,020 $131 $1,889
New Hampshire $433 $28 $406
New Jersey $7,795 $386 $7,409
New Mexico* $272 $57 $215
New York* $0 $4 –$4
North Carolina* $1,373 $136 $1,237
North Dakota $334 $24 $310
Ohio $4,563 $252 $4,312
Oklahoma* $1,371 $164 $1,207
Oregon* $0 $7 –$7
Pennsylvania* $2,331 $193 $2,138
Rhode Island $725 $30 $695
South Carolina* $0 $24 –$24
South Dakota $563 $41 $522
Tennessee $2,834 $254 $2,580
Texas* $3,543 $207 $3,336
Utah $1,508 $166 $1,342
Vermont $281 $19 $262
Virginia* $688 $37 $651
Washington* $0 $5 –$5
West Virginia $250 $38 $212
Wisconsin* $0 $8 –$8
Wyoming $586 $22 $564
*This state has an existing expansion; for some of these states, 
adolescents are included in the existing expansion, and no new 
adolescents would be served but new transportation costs would be 
added.

Appendix Table B (cont.): Findings for new adolescent participants 
(aged 13–18), mature year

State State costs and savings (in 000s)

APPENDIX TABLE B (cont.): Findings for new 
adolescent participants (aged 13–18), mature year
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Year Female 
participants

Rate of use 
among likely 
participants

Year Female 
participants

Rate of use
among likely
participants

Average — — 31.5% — — 51.9%
Alabama 2001 47,685 76.6% 2009 60,186 96.6%
Arkansas 1998 31,701 49.8% 2005 42,050 44.7%
California 1998 642,000 56.5% 2009 1,538,291 135.4%
Illinois 2007 25,194 12.9% — — —
Iowa* 2006 — — 2007 26,454 58.5%
Louisiana 2007 9,411 6.9% — — —
Michigan 2006 25,000 16.1% 2009 37,125 23.9%
Minnesota 2007 20,920 30.1% — — —
Mississippi 2004 — — 2007 42,000 52.3%
New Mexico 1999 3,207 4.9% 2005 12,515 19.3%
New York 2003 — — 2006 30,520 8.6%
North Carolina 2006 9,819 5.0% 2009 25,017 12.6%
Oklahoma 2005 11,235 14.9% 2008 23,373 30.9%
Oregon 1999 46,201 48.2% 2008 79,021 82.4%
Pennsylvania 2008 43,129 30.2% — — —
South Carolina 1998 62,902 62.3% 2005 66,182 65.6%
Texas 2007 58,982 7.6% 2009 88,491 11.4%
Virginia 2008 3,946 5.3% — — —
Washington 2002 74,818 53.8% 2007 50,778 36.5%
Wisconsin 2003 37,224 54.2% 2006 68,886 100.4%

Year Male 
participants

Males per 
1,000 females

Average — — 17.0
California 2009 227,265 147.7
North Carolina 2009 284 11.4
Oklahoma 2008 294 12.6
Oregon 2008 694 8.8
Virginia 2009 41 13.5
Washington 2005 4,787 38.9

Appendix Table C: Reported levels of expansion program participation and calculated rate of 
use among likely participants

State

*Year two data; not included in average. Notes: Average for males per 1,000 females excludes 
California. Data for some states and some years were not available for this analysis.

Females

State
Males

Most recent full year

First full year Most recent full year

APPENDIX TABLE C: Reported levels of expansion program participation 
and calculated rate of use among likely participants
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Savings from 
Medicaid births 

averted

Expenditures on 
expansion 

services

Net savings Savings from 
Medicaid births 

averted

Expenditures on 
expansion 

services

Net savings

Alabama* $703 $427 $276 $228 $60 $168
Alaska $1,806 $692 $1,114 $858 $97 $762
Arizona $802 $464 $338 $271 $65 $206
Arkansas* $897 $281 $615 $243 $39 $203
California* $726 $350 $376 $363 $49 $314
Colorado $778 $601 $177 $389 $84 $305
Connecticut $1,073 $180 $893 $536 $25 $511
Delaware $1,007 $243 $764 $504 $34 $470
District of Columbia $964 $279 $686 $289 $39 $250
Florida $755 $285 $470 $326 $40 $286
Georgia* $1,066 $388 $679 $393 $54 $339
Hawaii $858 $295 $564 $373 $41 $332
Idaho $1,172 $239 $933 $353 $33 $320
Illinois* $809 $349 $459 $404 $49 $356
Indiana $903 $169 $734 $337 $24 $313
Iowa* $1,175 $303 $872 $450 $42 $407
Kansas $809 $384 $425 $328 $54 $275
Kentucky $1,084 $329 $754 $328 $46 $282
Louisiana* $1,179 $370 $809 $325 $52 $273
Maine $714 $210 $504 $262 $29 $233
Maryland $1,050 $337 $714 $525 $47 $478
Massachusetts $1,041 $287 $755 $521 $40 $481
Michigan* $715 $141 $574 $299 $20 $280
Minnesota* $745 $302 $443 $372 $42 $330
Mississippi* $498 $365 $133 $118 $51 $67
Missouri* $865 $311 $554 $325 $43 $282
Montana $919 $577 $342 $289 $81 $209
Nebraska $1,093 $307 $785 $459 $43 $416
Nevada $750 $204 $546 $355 $29 $327
New Hampshire $971 $401 $570 $485 $56 $429
New Jersey $1,142 $234 $908 $571 $33 $538
New Mexico* $824 $458 $366 $239 $64 $175
New York* $1,085 $261 $824 $543 $36 $506
North Carolina* $1,044 $377 $668 $375 $53 $323
North Dakota $1,180 $347 $833 $428 $48 $379
Ohio $898 $275 $623 $352 $38 $314
Oklahoma* $766 $229 $537 $252 $32 $220
Oregon* $514 $244 $270 $201 $34 $167
Pennsylvania* $774 $193 $581 $356 $27 $329
Rhode Island $933 $189 $744 $443 $26 $417
South Carolina* $853 $397 $456 $258 $55 $202
South Dakota $1,049 $284 $765 $419 $40 $379
Tennessee $946 $284 $662 $343 $40 $304
Texas* $790 $200 $591 $312 $28 $284
Utah $849 $519 $330 $241 $72 $168
Vermont $1,101 $269 $832 $451 $38 $414
Virginia* $1,191 $216 $975 $596 $30 $565
Washington* $991 $249 $743 $481 $35 $446
West Virginia $893 $359 $534 $230 $50 $180
Wisconsin* $890 $203 $687 $377 $28 $349
Wyoming $1,595 $745 $850 $797 $104 $693
*This state has an existing expansion. Note:  Expenditures on expansion services include those for male participants, generally estimated at a 
ratio of 17 males per 1,000 females.

State Total costs and savings (in 000s) State costs and savings (in 000s)

Appendix Table D: Findings for every 1,000 new adult female participants, mature year

Abortions averted: 50 Unintended Medicaid births averted: 70Unintended pregnancies averted: 140

For all states:

APPENDIX TABLE D: Findings for every 1,000 new adult female participants, mature year
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No. of  
expansion 

participants

Total
expenditures

(in 000s)

State 
expenditures 

(in 000s)

No. of  
expansion 

participants

Total
expenditures

(in 000s)

State 
expenditures 

(in 000s)

Alabama* 1,000 $430 $60 1,300 $545 $76
Alaska 100 $70 $10 100 $88 $12
Arizona 900 $421 $59 1,200 $538 $75
Arkansas* 600 $179 $25 700 $194 $27
California* 0 $0 $0 18,300 $5,591 $781
Colorado 1,000 $566 $79 1,000 $608 $85
Connecticut 300 $61 $9 400 $68 $10
Delaware 100 $22 $3 100 $25 $3
District of Columbia 100 $18 $3 100 $20 $3
Florida 3,500 $982 $137 4,100 $1,140 $159
Georgia* 2,000 $768 $107 2,200 $826 $115
Hawaii 100 $24 $3 100 $28 $4
Idaho 200 $51 $7 300 $67 $9
Illinois* 400 $147 $21 500 $165 $23
Indiana 1,000 $167 $23 1,100 $184 $26
Iowa* 500 $145 $20 600 $167 $23
Kansas 300 $120 $17 400 $154 $21
Kentucky 900 $286 $40 1,000 $326 $46
Louisiana* 200 $58 $8 200 $62 $9
Maine 100 $22 $3 100 $26 $4
Maryland 700 $240 $34 800 $267 $37
Massachusetts 300 $82 $11 300 $90 $13
Michigan* 600 $87 $12 700 $101 $14
Minnesota* 0 $13 $2 100 $25 $4
Mississippi* 600 $215 $30 700 $243 $34
Missouri* 900 $286 $40 1,100 $326 $46
Montana 100 $70 $10 200 $87 $12
Nebraska 300 $76 $11 300 $86 $12
Nevada 500 $91 $13 500 $107 $15
New Hampshire 100 $56 $8 200 $65 $9
New Jersey 1,100 $259 $36 1,200 $285 $40
New Mexico* 200 $110 $15 300 $119 $17
New York* 0 $0 $0 100 $15 $2
North Carolina* 0 $0 $0 0 $14 $2
North Dakota 100 $20 $3 100 $25 $3
Ohio 1,600 $423 $59 1,700 $461 $64
Oklahoma* 0 $0 $0 0 $10 $1
Oregon* 0 $0 $0 100 $23 $3
Pennsylvania* 700 $132 $18 800 $155 $22
Rhode Island 200 $28 $4 200 $32 $4
South Carolina* 900 $355 $50 1,100 $417 $58
South Dakota 100 $21 $3 100 $27 $4
Tennessee 1,000 $292 $41 1,100 $320 $45
Texas* 1,400 $279 $39 1,600 $323 $45
Utah 300 $144 $20 400 $186 $26
Vermont 100 $17 $2 100 $20 $3
Virginia* 0 $7 $1 0 $8 $1
Washington* 0 $0 $0 100 $24 $3
West Virginia 300 $103 $14 400 $124 $17
Wisconsin* 200 $35 $5 300 $63 $9
Wyoming 100 $43 $6 100 $56 $8

True Parity

*This state has an existing expansion; for some of these states, men are included in the existing expansion, and no new 
men would be served under the Nominal Parity scenario.

Appendix Table E: Estimated male participants and costs of providing male expansion services, mature year

State Nominal Parity

APPENDIX TABLE E: Estimated male participants and costs of providing male expansion 
services, mature year



78 Guttmacher Institute

Family 
planning 

costs per 
user

Adjusted 
costs per 

user

Family
planning

costs per
user

Adjusted 
costs per 

user

U.S. average $203 $225 $288 $319
Alabama $254 $281 $378 $420
Alaska $262 $291 $613 $680
Arizona* $290 $322 $411 $457
Arkansas $240 $266 $249 $277
California $249 $276 $275 $305
Colorado $266 $295 $533 $591
Connecticut $163 $181 $159 $177
Delaware $197 $219 $216 $239
District of Columbia* $174 $193 $247 $274
Florida* $178 $198 $253 $280
Georgia* $242 $269 $343 $381
Hawaii $213 $237 $261 $290
Idaho $203 $225 $212 $235
Illinois $206 $228 $310 $344
Indiana $92 $102 $150 $166
Iowa $252 $279 $269 $298
Kansas* $240 $267 $341 $378
Kentucky $262 $291 $292 $324
Louisiana $232 $258 $328 $364
Maine $187 $208 $186 $207
Maryland $212 $235 $298 $331
Massachusetts $151 $168 $254 $282
Michigan $110 $123 $125 $138
Minnesota $254 $282 $268 $297
Mississippi* $228 $253 $323 $359
Missouri $208 $230 $276 $306
Montana $201 $223 $511 $567
Nebraska $191 $213 $272 $302
Nevada $148 $164 $181 $201
New Hampshire $199 $220 $355 $394
New Jersey $182 $202 $207 $230
New Mexico $313 $347 $406 $451
New York $215 $239 $231 $257
North Carolina $241 $267 $336 $372
North Dakota $200 $222 $308 $341
Ohio $125 $139 $243 $270
Oklahoma $195 $217 $203 $226
Oregon $163 $181 $218 $242
Pennsylvania $186 $206 $171 $190
Rhode Island* $118 $131 $167 $186
South Carolina* $248 $275 $352 $391
South Dakota $195 $217 $252 $279
Tennessee $198 $220 $251 $279
Texas $115 $127 $177 $196
Utah $171 $189 $460 $510
Vermont $195 $217 $238 $265
Virginia $208 $231 $192 $214
Washington $185 $206 $216 $239
West Virginia* $224 $249 $318 $353
Wisconsin $173 $193 $180 $200
Wyoming $193 $214 $660 $733
* Estimated data. Notes:  Adjusted data include an 11% inflation for outreach, 
transportation services and other administrative costs. Data for Hawaii and Utah are 
from 2007.

Women 19–44Women 13–18

Appendix Table F: Cost per Medicaid family planning user, 2008

State

APPENDIX TABLE F: Cost per Medicaid family planning user, 2008
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