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reproductive age.3 However, other em-
pirical evidence has indicated that state
abortion restrictions have no such impact.4

The relationship between state-level
abortion policies and birthrates is even
murkier. Since the birthrate is the product
of the pregnancy rate and the ratio of
births to pregnancies, state abortion poli-
cies may affect birthrates by influencing
one or both of these factors. Theory sug-
gests that abortion restrictions may in-
crease the second factor and decrease the
first. If levels of sexual activity and con-
traceptive use remain constant, policies
that increase the cost of obtaining an abor-
tion may reduce abortion rates and thus,
by increasing the ratio of births to preg-
nancies, result in higher birthrates.

It has been argued, however, that be-
cause increasing the cost of abortion rais-
es the costs of engaging in sexual activi-
ty, abortion restrictions may lessen sexual
activity and thereby reduce pregnancy
rates and birthrates.5 This argument as-
sumes that individuals have information
on abortion restrictions prior to engaging
in sexual activity.

A related view is that the legalization
of abortion increased the level of sexual
activity among all women (including
those who are opposed to abortion).6 Ac-
cording to this argument, if women who
are willing to obtain abortions increase
their level of sexual activity as the costs of
abortion decrease, then those who are op-
posed to abortion will feel more pressure
to be sexually active in order to maintain
their relationships. In this case, decreas-
ing the costs of abortion may increase the
birthrate. However, adherents of this view

Deborah Haas-Wilson is associate professor of econom-
ics, Smith College, Northampton, Mass. The author
thanks Stanley Henshaw, Ted Joyce, Roger Kaufman,
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helpful comments.

Women’s Reproductive Choices:
The Impact of Medicaid Funding Restrictions  
By Deborah Haas-Wilson

In 1973, the U. S. Supreme Court ruled
in Roe v. Wade that a right of personal
privacy exists under the Constitution

and that this right includes a woman’s de-
cision of whether or not to terminate a
pregnancy. However, the Court also ruled
that the right of personal privacy is not un-
qualified and must be considered against
state interests in regulation. Since the
1970s, many states have enacted and
begun to enforce various abortion restric-
tions, such as limits on Medicaid funding
for abortion services and requirements that
unmarried minors notify or obtain the con-
sent of one or both parents or a judge prior
to obtaining an abortion. As of January
1997, 34 states were enforcing restrictions
on Medicaid funding for abortions,* and
27 states were enforcing parental involve-
ment restrictions.†1

Have such restrictions influenced
women’s reproductive decisions? This ar-
ticle presents an empirical analysis of the
relationship between government policies
and rates of abortions and births, using data
for 11 years during the period 1978–1992.

Previous Research
Economic theory and some empirical ev-
idence have suggested that both restric-
tions on Medicaid funding of abortions
and parental involvement requirements
lower abortion rates among teenagers,2
and that Medicaid funding restrictions
lower abortion rates among all women of

also argue that increasing the availability
of abortion may decrease men’s willing-
ness to agree to shotgun marriages in the
event of a nonmarital pregnancy, and this
may increase women’s likelihood of ob-
taining abortions. In this case, reducing the
costs of abortion may reduce birthrates. 

Whether state abortion restrictions in-
crease or decrease birthrates is thus an em-
pirical issue, and the existing literature pre-
sents mixed results. At least three studies
have reported a negative association be-
tween public funding of abortions and the
birthrate. An analysis of 1982–1988 state-
level data on teenage births found that a
higher rate of publicly funded abortions
was associated with a lower teenage birth-
rate.7 An examination of birth certificate
data for 1975–1990 revealed that Medicaid
funding of abortion services reduced the
birthrate for white and black women.8 A
study of individual-level North Carolina
data for 1980–1993 reported that public
funding of abortions was associated with
fewer births to women aged 18–29.9 Con-
sistent with these findings, an analysis
based on state-level data for 1984, 1985 and
1988 found that restrictions on parental in-
volvement were associated with higher
adolescent birthrates.10

Other research, however, has shown
that the estimated impact of abortion re-
strictions on the birthrate is sensitive to
many factors, including the specification
of the analytic model and whether the
data are examined at the individual level
or are grouped by county or state. An
analysis of county-level data from the Na-
tional Natality Survey found that Medic-
aid funding restrictions were associated
with a lower teenage birthrate for whites
and a higher teenage birthrate for non-

As of January 1997, 34 states were enforcing restrictions on Medicaid funding for abortions. De-
termining whether these restrictions affect women’s reproductive decisions was the object of a
fixed-effects log-linear analysis using 11 years of data between 1978 and 1992. Results indicate
that abortion rates in states with Medicaid funding restrictions are 2% lower than rates in states
with no such restrictions. However, when the supply of abortion providers and the demograph-
ic characteristics of the state population are taken into account, the difference is no longer sta-
tistically significant. Medicaid funding restrictions have no impact on birthrates, and the result is
the same regardless of whether the empirical model takes into account provider availability, de-
mographic characteristics and state sentiment toward women and reproductive rights. 

(Family Planning Perspectives, 29:228–233, 1997)
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*Alabama, Arizona, Arkansas, Colorado, Delaware, Flori-
da, Georgia, Indiana, Iowa, Kansas, Kentucky, Louisiana,
Maine, Michigan, Mississippi, Missouri, Nebraska, Neva-
da, New Hampshire, New Mexico, North Carolina, North
Dakota, Ohio, Oklahoma, Pennsylvania, Rhode Island,
South Carolina, South Dakota, Tennessee, Texas, Utah,
Virginia, Wisconsin and Wyoming.

†Alabama, Arkansas, Delaware, Georgia, Idaho, Indi-
ana, Kansas, Kentucky, Louisiana, Maine, Maryland,
Massachusetts, Michigan, Minnesota, Mississippi, Mis-
souri, Nebraska, North Carolina, North Dakota, Ohio,
Pennsylvania, Rhode Island, South Carolina, Utah, West
Virginia, Wisconsin and Wyoming.
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randomly selected into
the experimental and
control groups; thus, a
fixed-effects model is
estimated, which re-
moves the influence of
any omitted time-in-
variant, state-level fac-
tors that could be corre-
lated with the error
term of the empirical
model (i.e., the differ-
ence between the ob-
served dependent vari-
able and its expected
value, given the inde-
pendent variables) and
the abortion policies.

To control for the po-
tential impact of un-
measured state-specific
factors that vary over
time, the model is also estimated with
three proxy variables for state sentiment
toward women, nonmarital sex and abor-
tion, and with state-specific trend variables
(a time-trend variable interacted with state
dummy variables). State-specific trend
variables account for linear differences be-
tween the states. Further, one can think of
this as a pretest-posttest design, since in-
formation is available on states prior to
their enactment of abortion restrictions.

This study offers at least three major im-
provements over previous analyses using
fixed-effects models and state-level data
on abortions and births. First, it includes
more recent abortion and birth data.

Second, previous work has assumed
that the impact of Medicaid funding re-
strictions is constant across states and over
time. However, if these restrictions affect
only the Medicaid-eligible population, one
would expect their impact to vary across
states and over time, depending on the
proportion of the state population that is
eligible for the program. Accordingly, since
state-level data on abortions and births are
not available by income level, this analy-
sis takes a second-best approach and al-
lows the impact of the funding restriction
to vary with the size of the Medicaid-eli-
gible population in each state over time.

Third, the inclusion of variables re-
flecting state sentiment toward women
and women’s reproductive choices may
be important for three interrelated rea-
sons: These sentiments may have a large
effect on women’s choices; they may have
varied in different ways and at different
rates in each state over time; and fixed-ef-
fects models do not control for state-spe-
cific, time-varying factors.

whites, while parental involvement re-
strictions were associated with a lower
birthrate for white teenagers and had no
effect on the birthrate for nonwhites.11

A study of state-level birth data for
1977–1988 indicated that Medicaid fund-
ing restrictions reduced the birthrate by
approximately two births per 1,000
women aged 15–44, but when state-spe-
cific trend variables were added to the
model, the effect disappeared.12 And an
analysis using individual-level data from
three southern states and a model that
controlled for both time-invariant and
time-varying factors within and across
states revealed that parental involvement
laws were associated with higher birth-
rates for minors and with surprisingly
higher abortion rates for minors.13

Other factors that may affect abortion
rates and birthrates vary widely across
states and over time. For example, in 1992,
total public expenditures on contraceptive
services (through Title X of the Public
Health Service Act, the maternal and child
health block grant, Medicaid and the social
services block grant) per woman of child-
bearing age ranged from $1.40 in Alaska to
$24.93 in Oklahoma. Between 1982 and
1992, public spending per woman de-
creased by almost 40% in Colorado and
Alaska, while it increased by 493% in In-
diana and by 344% in Oklahoma.14

The availability of abortion providers
also has shown substantial variation. In
1992, the number of providers per million
women aged 15–44 ranged from seven in
North Dakota and South Dakota to 117 in
Vermont and 196 in Hawaii. Between 1982
and 1992, the ratio decreased by 60–64% in
North Dakota and Maine, and increased by
14–15% in Nebraska and Rhode Island.15

Empirical evidence points to an associ-
ation between the availability of family
planning services and the reproductive
choices of young white women.16 Such ev-
idence also suggests that the availability
of abortion providers affects women’s re-
productive choices: Greater availability of
providers has been associated with both
higher abortion rates17 and higher birth-
rates among teenagers.18

The Study
States have changed their abortion poli-
cies at different times; consequently, dur-
ing any given year, some states enforced
abortion restrictions and some did not.
Thus, one can think of this empirical
analysis of the effects of state abortion
policies as a natural experiment design,
with a quasi-experimental group and a
control group. However, states were not

Methodology
This analysis is based on the assumption
that the abortion rate and the birthrate are
functions of the determinants of the opti-
mal number of children (such as family in-
come, marital status and employment sta-
tus), the costs of contraception and the
costs of abortion.*19 The variables includ-
ed in the model are shown with their un-
weighted means in Table 1.

A key variable is the portion of each year
in which states restricted Medicaid funding
for abortions.20 Between 1978 and 1992, five
states and the District of Columbia made
long-term changes in their Medicaid fund-
ing policies for abortions: Colorado, the Dis-
trict of Columbia, Maryland, Michigan and
Pennsylvania started to restrict funding,
while Vermont ended abortion funding re-
strictions. In addition, many states made
temporary changes in their Medicaid fund-
ing policies for abortions. For example, in
1980, 21 states† funded abortions for rela-

Table 1. Unweighted state-level means (and standard deviations)
for variables used in analyses of factors that affect birthrates and
abortion rates

Variable Mean or %

Dependent
No. of abortions per 1,000 women aged 15–44 25.17 (21.27)
No. of births per 1,000 women aged 15–44 68.05 (9.98)

Independent
Proportion of year that Medicaid 

funding for abortions was restricted 0.68 (0.45)
% of population below poverty level 13.55 (4.11)
Public expenditures on contraceptive 

services per woman aged 15–44 (in dollars) 6.62 (3.19)
No. of family planning clinics 

per 1,000 women aged 15–44 0.11 (0.06)
No. of abortion providers per 

1,000 women aged 15–44 0.05 (0.04)
% of state legislators who are women 13.73 (7.09)
Proportion of the year that an enacted 

parental involvement restriction was enforced 0.15 (0.35)
Proportion of the year that an enacted 

parental involvement restriction was not enforced 0.39 (0.49)
No. of marriages per 1,000 persons 12.28 (15.57)
% of women in labor force 55.11 (5.20)

*The abortion rate and birthrate equations are specified
as follows:

Rateit=ao + a1 Xit + a2 Medicaid restrictionit
+ a3 Medicaid restriction x % in povertyit
+ a4 Abortion providers per 1,000 womenit
+ a5 Public spending on contraception per womanit
+ a6 Parental involvement not enforcedit
+ a7 Parental involvement enforcedit
+ a8 Women as % of legislatorsit + Yeart + Statei
+ Trend x statei + uit

where i=1,...51 and t=1978,...1992; Xit is a vector of demo-
graphic variables (the proportion of the population below
the poverty level, women’s labor-force participation rate
and the marriage rate); yeart is a year-specific fixed effect;
statei is a state-specific fixed effect; trend x statei is a linear
state-specific trend effect; and uit is a random error term.

†Alabama, Arkansas, Delaware, Florida, Idaho, Indiana,
Iowa, Kansas, Maine, Mississippi, Missouri, Montana,
Nebraska, Nevada, New Hampshire, New Mexico, Ok-
lahoma, South Carolina, Texas, Utah and Vermont.



was enforced28 and the portion of the year
during which such a restriction, although
enacted, was not enforced.29 These vari-
ables serve simultaneously as controls for
time-varying state effects (since the fixed-
effects model controls for unobserved,
time-invariant state effects, but not for time-
varying, state-specific effects) and as an ad-
ditional test of the role of state sentiments.

The representation of women in state leg-
islatures varies widely, probably because of
differences in state cultures and environ-
ments.30 It tends to be highest in the North-
east and West, and lowest in the South. Fur-
ther, women’s representation has been
changing at different rates in each state. For
example, between 1979 and 1991, the pro-
portion of state legislative offices held by
women increased from 10% to 29% in Idaho
and decreased from 7% to 5% in Kentucky. 

Parental involvement restrictions are not
expected to have a direct impact on the
overall abortion rate or birthrate because
these restrictions apply only to women
younger than 18 who would not have
talked to their parents in the absence of the
restriction. The enactment and enforce-
ment of parental involvement restrictions,
however, may be associated with state sen-
timents toward women, nonmarital sex
and abortion, and thus may have an indi-
rect impact on aggregate abortion rates
and birthrates. Numerous states have en-
acted parental involvement restrictions but
either have not enforced them or have en-
forced them for limited time periods.

The marriage rate31 and labor-force par-
ticipation rate32 are included because mar-
ital status and employment status may
have an impact on decisions concerning
family size or pregnancy resolution. For

tively brief periods, but returned to restric-
tive policies by the end of the year.

As a proxy for the size of the Medicaid-
eligible population, the model uses the
proportion of the population living below
the poverty line.21 To allow the impact of
the Medicaid funding restriction to vary
with the relative size of the Medicaid-el-
igible population, the interaction between
these two variables is also included.

Two variables are used to assess the im-
pact of government policies that affect the
costs of contraceptive services: total pub-
lic expenditures on contraceptive services
per woman of childbearing age22 and the
number of family planning clinics per
1,000 women of childbearing age.*23 In-
creasing either the public subsidy of con-
traceptive services or the availability of
family planning clinics will reduce the
price of contraception for some women
and thus may affect birthrates and abor-
tion rates. Reducing the price of contra-
ception may increase the probability that
a pregnant woman will give birth because
with more women using contraceptives,
fewer pregnancies will be unintended.24

The number of abortion providers per
1,000 women of childbearing age25 is in-
cluded in an attempt to account for dif-
ferences across states and over time in the
time and travel costs of obtaining an abor-
tion. Although one can argue that the
availability of abortion providers is en-
dogenous to the model, results of other re-
search justify treating the ratio of
providers to women as an exogenous vari-
able: In a two-stage least-squares analy-
sis using the total number of physicians
and the total number of hospitals in each
state and year as instruments for the num-
ber of abortion providers, the two-stage
and ordinary least-squares coefficients
were not significantly different;26 this sug-
gests that the effect of provider availabil-
ity on the abortion rate within a state is not
the result of endogeneity bias. 

The fixed-effects model was estimated
with time-varying, state-specific proxy
variables for state sentiments toward
women, nonmarital sex and abortion: the
proportion of state legislators who are
women,27 the portion of the year during
which a parental involvement restriction

example, in 1987, there were about 46 abor-
tions per 1,000 unmarried women of child-
bearing age and nine per 1,000 married
women.33 In 1994 and 1995, married
women obtained 18% of abortions, and
unmarried women obtained 82%; cur-
rently employed women obtained 66% of
abortions, while women who were not
employed obtained 34%.34

The empirical model does not include
all independent variables that may affect
birthrates and abortion rates. For exam-
ple, it does not include a measure reflect-
ing the effects of the Medicaid eligibility
expansions of the 1980s. These expansions
increased the number of low-income
women and children who qualified for
free obstetric and pediatric care; they also
increased the number of women who
qualified for Medicaid-funded abortions.

Sixteen states and the District of Co-
lumbia used their Medicaid funds to pay
for abortions in 1996;† all but one of these
(New York) included abortions for women
who qualify under the expansions.35 How-
ever, many states do not have written poli-
cies, and most do not publish information
or advertise the new funding for abortions.
The most recent Alan Guttmacher Institute
(AGI) survey of Medicaid agencies sug-
gested that fewer than 200 Medicaid-fund-
ed abortions were provided to women
who qualified under the expansions.36 Al-
most none of the empirical research on
abortion rates and birthrates has includ-
ed a measure of changes in Medicaid in-
come eligibility in the late 1980s; howev-
er, one study using data from three states
found a very small effect of the Medicaid
expansions on the probability of abortion
among 19–27-year-old nonblack women.37
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*Unfortunately, no data are available on the number of
persons using contraceptives by state and year. In 1990,
59% of U. S. women of childbearing age used contracep-
tives. (See: L. S. Peterson, “Contraceptive Use in the Unit-
ed States: 1982–90,” Advance Data from Vital and Health
Statistics, No. 260, 1995.)

†Arkansas, California, Connecticut, Hawaii, Idaho, Illi-
nois, Maryland, Massachusetts, Minnesota, Montana,
New Jersey, New York, Oregon, Vermont, Washington
and West Virginia.

Table 2. Weighted least-squares regression coefficients (and standard errors) indicating ef-
fects of state-level variables on birthrates

Variable Model 1 Model 2 Model 3 Model 4 Model 5

Medicaid restriction 0.02 (0.07) –0.05 (0.04) –0.05 (0.04) –0.05 (0.04) –0.05 (0.04)
% in poverty –0.06* (0.03) –0.08** (0.02) –0.06** (0.02) –0.06** (0.02) –0.06** (0.02)
Medicaid restriction 

x % in poverty –0.01 (0.03) 0.01 (0.02) 0.02 (0.02) 0.02 (0.02) 0.01 (0.02)
Abortion providers per 

1,000 women na na 0.01 (0.01) 0.01 (0.01) 0.01 (0.01)
Public spending on

contraception per woman na na –0.01 (0.01) na –0.00 (0.01)
Family planning clinics 

per 1,000 women na na na –0.01 (0.01) na
% of women in labor force na na 0.22** (0.07) 0.22** (0.07) 0.20** (0.07)
Marriages per 1,000 persons na na 0.20** (0.03) 0.20** (0.03) 0.20** (0.03)
Women as % of legislators na na na na 0.00
Parental involvement enforced na na na na 0.01 (0.01)
Parental involvement 

not enforced na na na na 0.02** (0.01)

Intercept 4.45** (0.07) 4.73** (0.04) 3.30** (0.30) 3.23** (0.30) 3.36** (0.31)
F 33.69 100.29 108.92 08.82 109.99

*p<.05. **p<.01. Notes: In this table and in Table 3, Models 1–4 are based on 561 observations, and Model 5 is based on 550 obser-
vations (because the variable “women as % of legislators” does not apply to the District of Columbia). All models include year and state
dummy variables, and Models 2–5 include a time trend interacted with the state dummy variable. na=not applicable.
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sults in Table 2 suggest that the funding
restriction is not associated with a change
in the birthrate.* Table 3 shows that the
Medicaid funding restriction is associat-
ed with either no change or a statistically
significant reduction in the abortion rate.†

The sum of the coefficient estimates on
the Medicaid funding restriction variables
in Models 1 and 2 imply that the funding
restriction reduces the logarithm of the
abortion rate by 0.06–0.07. Since the
weighted mean of the logarithm of the
abortion rate is 3.25, this implies that states
with a funding restriction have a 2% lower
abortion rate than those with no such re-
striction. However, in the models that con-
trol for the supply of abortion providers
and the demographic characteristics of the
state population, the Medicaid funding re-
striction has no statistically significant im-
pact on the abortion rate. 

Inclusion of the proxy variables for state
sentiments toward women, nonmarital
sex and abortion does not alter the sign or
the statistical significance of the estimates
of the effect of Medicaid funding restric-
tions on the abortion rate or birthrate.

Neither public spending on contracep-
tive services nor the availability of fami-
ly planning clinics is associated with abor-
tion rates or birthrates. One possible
explanation for this is that women’s re-
productive choices may not be sensitive
to the prices of contraceptive services. An-
other possibility is that the women who
are most likely to use contraceptives are
also the most fecund women, and the co-
efficient estimates on the variables mea-
suring the availability of family planning
programs are therefore biased downward.

Increased availability of abortion pro-
viders is associated with higher abortion

Also excluded is a measure of the effect
of support through Aid to Families with
Dependent Children (AFDC). Although
the results of empirical studies are mixed,
many find no effect of AFDC on rates of
abortions and births.38

Data on births by state and by year were
obtained from the vital statistics of the
United States,39 and numbers of women
were obtained from census data.40 Data on
abortions by state and by year were pro-
vided by AGI.41 Abortion and birth data
are reported by state of occurrence rather
than by state of residence. Thus, they in-
clude abortions and births among state
residents and nonresidents.

If the enforcement of abortion restric-
tions influences the extent to which
women travel across state lines to obtain
abortions or give birth, then using data by
state of occurrence may bias the empirical
results. Fortunately, the use of these data
to estimate the effect of Medicaid funding
restrictions is not particularly problemat-
ic, because Medicaid-eligible individuals
cannot escape their state’s funding re-
striction by traveling to a state without a
funding restriction. For example, residents
of Pennsylvania, a state with a restrictive
funding policy, would not be immediate-
ly eligible for Medicaid in New York.

The regression equation is estimated in
log-linear form, using pooled time-series
cross-sectional state data for 11 years:
1978–1982, 1984–1985, 1987–1988 and
1991–1992. Data for 1983, 1986, 1989 and
1990 are not included because AGI did not
conduct surveys in those years, and the
numbers of abortions and abortion
providers are therefore not available. Since
the data are grouped by state, the mini-
mum chi-square, or weighted least-
squares, method is utilized.42

Results
The estimated coefficients for the birth and
abortion equations are reported in Tables
2 and 3, respectively. Each table shows re-
sults for five models, including various
combinations of the independent vari-
ables. All of the models include state
dummy variables that control for unob-
served time-invariant differences across
states and year dummy variables that con-
trol for unobserved time-varying factors
that are constant across all states. All but
the first also include a time trend inter-
acted with the state dummy variables; this
controls for time-varying linear differences
across states.

Restrictions on Medicaid funding for
abortion have little, if any, effect on
women’s reproductive decisions. The re-

rates. This result is not surprising, since the
abortion data are by state of occurrence and
women travel across state lines to obtain
abortions. The more interesting result is
that the availability of abortion providers
is not associated with the birthrate, which
suggests that women’s decisions to give
birth are not sensitive to the time and trav-
el costs of obtaining an abortion.

Finally, the demographic characteristics
of the population are associated with the
birthrate, but not with the abortion rate.
Birthrates are higher in states with high-
er rates of female labor-force participation,
higher marriage rates and lower poverty
rates.

Discussion
The results of this empirical analysis sug-
gest that women’s reproductive choices
are not significantly influenced by state
regulations that limit state subsidies for
abortion services or by federal and state
subsidies for contraceptive services. Fur-
ther, the findings do not support the hy-
pothesis that increasing the costs of en-
gaging in sexual activity (for example, by
raising the costs of obtaining an abortion)

*The sum of the coefficients on the Medicaid funding re-
striction variable and its interaction with the percentage
of the population below the poverty level is used as an
estimate of the regulatory effect. In all five models in Table
2, the hypothesis that Medicaid funding restrictions have
no effect on birthrates cannot be rejected. The F statistics
for Models 1–5 are 1.3, 2.7, 1.3, 1.2 and 1.5, respectively.

†The null hypothesis that the coefficients on the Medic-
aid restriction variable and its interaction with the pro-
portion in poverty are simultaneously equal to zero can
be rejected at the 5% level of significance in the equations
that do not control for the supply of abortion providers
or the demographic characteristics of the state popula-
tion. The F statistics for Models 1–5 in Table 3 are 6.9, 5.6,
1.6, 1.7 and 1.7, respectively.

Table 3. Weighted least-squares regression coefficients (and standard errors) indicating ef-
fects of state-level variables on abortion rates

Variable Model 1 Model 2 Model 3 Model 4 Model 5

Medicaid restriction 0.01 (0.12) –0.09 (0.12) –0.11 (0.12) –0.11 (0.12) –0.04 (0.12)
% in poverty –0.04 (0.05) –0.06 (0.04) –0.06 (0.04) –0.06 (0.04) –0.03 (0.04)
Medicaid restriction 

x % in poverty –0.03 (0.05) 0.01 (0.05) 0.03 (0.05) 0.03 (0.05) 0.00 (0.05)
Abortion providers per

1,000 women na na 0.25** (0.04) 0.24** (0.04) 0.25** (0.04)
Public spending on 

contraception per woman na na 0.01 (0.02) na 0.01 (0.02)
Family planning clinics per

1,000 women na na na –0.05 (0.03) na
% of women in labor force na na 0.23 (0.20) 0.21 (0.19) 0.19 (0.21)
Marriages per 1,000 persons na na 0.03 (0.09) 0.03 (0.09) 0.06 (0.09)
Women as % of legislators na na na na 0.02 (0.03)
Parental involvement enforced na na na na 0.03 (0.02)
Parental involvement

not enforced na na na na 0.01 (0.02)

Intercept 2.13** (0.13) 2.48** (0.14) 2.17* (0.89) 2.11* (0.88) 2.10* (0.93)
F 234.14 195.15 209.30 209.99 138.46

*p<.05. **p<.01. Note: See notes to Table 2.



dies for other family planning services tar-
get poor women, and the use of aggregate
abortion rates may hide the effects of these
targeted policies. 

In fact, results of a recent survey of abor-
tion patients suggested that “in states where
Medicaid pays for abortions, women cov-
ered by Medicaid have an abortion rate 3.9
times that of women who are not covered
by Medicaid, while in states that do not per-
mit Medicaid funding for abortions, Medic-
aid recipients are 1.6 times as likely as non-
recipients to have abortions.”47

Despite the data limitations, however,
the empirical results from several fixed-
effect specifications are quite consistent.
Inclusion or exclusion of variables mea-
suring provider availability, demograph-
ic characteristics and state sentiments to-
ward women and women’s reproductive
choices does not alter the estimate of the
effect of Medicaid funding restrictions on
the birthrate. The results consistently sug-
gest that Medicaid funding restrictions do
not affect the birthrate.

A related issue is what empirical esti-
mates of the effect of Medicaid funding re-
strictions on abortion and birthrates can
tell us about the relationship between
Medicaid funding restrictions and preg-
nancy rates. For at least two reasons, es-
timates of the impact of abortion restric-
tions on birthrates and abortion rates
cannot be used to determine the impact
of Medicaid funding restrictions on preg-
nancy rates.

First, the number of pregnancies is the
sum of the numbers of births, abortions
and miscarriages. Although 10–15% of
pregnant women have miscarriages,48

data by state and year are not available.
Second, it cannot be assumed that mis-

carriages are randomly distributed across
states. The risk of miscarriage may in-
crease with maternal alcohol consump-
tion,49 cocaine use50 and smoking.51 Mis-
carriages may be more frequent in states
that restrict Medicaid funding for abor-
tions if more unwanted pregnancies are
not aborted and if women with unwant-
ed pregnancies are more likely to pursue
unhealthy behavior, such as using alcohol,
drugs and tobacco products.

Between 1978 and 1992, a period of in-
creasing abortion restrictiveness, the rate
of miscarriages per 1,000 women aged
15–44 increased from 13.5 to 15.1.52 In
other words, even if empirical results sug-
gested that Medicaid funding restrictions
were associated with lower abortion rates
and birthrates, this would not be proof
that Medicaid funding restrictions were
associated with lower pregnancy rates.

will reduce sexual activity and thus de-
crease pregnancy rates and birthrates. 

One might argue that the Medicaid
funding restriction had no association
with the birthrate because the restriction
reduced the pregnancy rate and increased
the ratio of births to pregnancies, and that
these two changes canceled each other
out. However, the results of the analysis
on the impact of the Medicaid funding re-
striction on abortion rates do not support
this argument. The Medicaid funding re-
strictions do not appear to lower the abor-
tion rate, at least in models that control for
the availability of abortion providers and
other variables. This suggests that the re-
strictions do not decrease the pregnancy
rate or the ratio of abortions to pregnan-
cies (and thus do not increase the ratio of
births to pregnancies).

A possible explanation of these results is
that reduced-cost abortions may still be
available to some low-income women in
states that restrict Medicaid funding. For ex-
ample, in 1978, North Carolina created a spe-
cial fund to pay for abortions for low-income
women.43 Prior to Webster v. Reproductive
Health Services, large metropolitan public
hospitals provided reduced-cost abortions
to low-income women.44

Further, abortion clinics adopt a variety
of policies to reduce the cost of abortions for
low-income women. For example, the Na-
tional Abortion Federation requires that its
members have “policies to accommodate
low-income women,” and strongly recom-
mends that “specific financial arrange-
ments” be made available to a “minimum
of ten percent of the patient load.” The
Planned Parenthood Federation of Amer-
ica’s Justice Fund is intended to help low-
income women obtain abortions.45

Empirical evidence suggests that the
availability of free or reduced-cost abor-
tions (excluding those covered by Medic-
aid) is greatest in states where Medicaid
funding is restricted. Some 33% of non-
hospital abortion providers offered free or
reduced-cost services in states that re-
stricted Medicaid funding, compared with
26% in states that used Medicaid funds to
pay for abortions.46

Limitations of the data are another pos-
sible explanation for the finding that
Medicaid funding restrictions and public
subsidies for family planning services
have no statistically significant effect. Data
on the number of abortions obtained by
women of all income levels are utilized be-
cause information on the use of abortion
by state, year and income are not avail-
able. Government policies that decrease
subsidies for abortion or increase subsi-

In the 1992 Planned Parenthood v. Casey
decision, the U. S. Supreme Court grant-
ed states the right to impose restrictions
on the provision of abortion services as
long as the restrictions do not “unduly
burden” a woman’s right to choose. Cur-
rently, states are enforcing mandatory
waiting period laws, bans on the use of
public facilities for abortion, prohibitions
on the participation of public employees
in providing abortion services, procedure-
specific abortion bans and prohibitions of
abortion coverage in state employees’
health insurance, in addition to Medicaid
funding restrictions and parental in-
volvement laws.53 More research on the
impact of state-level restrictions is great-
ly needed; such research should focus par-
ticularly on the years since 1992 and on es-
timating the impact of multiple state-level
abortion restrictions.
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