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since the states must fol-
low government man-
dates in setting eligibil-
ity thresholds. Despite
their limitations, both
offer evidence consis-
tent with the interpre-
tation that subsidies for
infant and child health
care are pronatalist.

Our study differs
from previous work in
a number of important
ways. We use a larger
sample of states, and we
analyze abortion rates
and birthrates separate-
ly. Thus, we are able 
to examine whether
changes in fertility were
the result of changes in
the probability of carry-
ing a pregnancy to term
or changes in the preg-
nancy rate.

Additionally, we use vital statistics to
measure births, and we stratify the sam-
ple by age, race, marital status and school-
ing. Most previous work on abortion has
relied on aggregate data from The Alan
Guttmacher Institute (AGI) provider sur-
vey. Although the AGI data are regarded
as the most accurate count of total abor-
tions, they include few covariates by
which to stratify analyses. Stratification
allows us to examine effects of the Med-
icaid expansions on groups most likely to
be affected by the policy; this, in turn, in-
creases our ability to detect statistically
significant effects.

Methodology
Data
Between 1986 and 1992, the National Cen-
ter for Health Statistics (NCHS) main-
tained a data file on induced terminations
and pregnancies for 15 states,* including
individual-level records on the date and
place the abortion occurred, the length of
gestation, and the woman’s state of resi-
dence, age, race, marital status and com-
pleted schooling. For our analyses, we
eliminated Nebraska and New York from
the NCHS sample because information on
schooling and marital status was missing;
we added Georgia and Mississippi, whose
state offices of vital statistics were able to
provide information that was compara-
ble to the NCHS data.

Data on abortions by women’s state of
residence were available, but abortions ob-
tained outside a woman’s home state were
poorly reported. Therefore, we used data

duced fertility by approximately 2%
among women aged 16–24. Unexpected-
ly, however, the effect was greater on mar-
ital than on nonmarital fertility.14

Only two studies that we are aware of
have analyzed the effect of expansions in
Medicaid eligibility on fertility. One, using
individual-level data on births and abor-
tions in three southern states, found that
the expansions reduced the probability of
abortion among pregnant, unmarried,
white women with less than a high school
education by 2–5 percentage points, or
13–24%.15 What was not assessed was
whether the change resulted from a fall in
abortions, a rise in births or both.

The other analysis, based on data from
the Current Population Survey (CPS) for
1989–1992, revealed that among women
aged 15–44, the expansions were associat-
ed with a statistically significant 0.3% in-
crease in the probability of a birth, which is
equivalent to a 5% increase in the birthrate.16

Since the CPS is a national data set con-
taining information on the ages of each
child in the family, the researcher was able
to assess whether expansions in the provi-
sion of publicly provided health insurance
for infants and children affected fertility.

However, the study had a number of
drawbacks: The CPS provides lower esti-
mates of births than vital statistics indicate,
and although agreement is almost com-
plete for births among women aged 25 and
older, the degree of underreporting among
women aged 18–24 (who are dispropor-
tionately affected by the Medicaid eligi-
bility expansions) is unclear. Furthermore,
the analyst made no attempt to define rel-
evant “treatment” and “control” groups.
Thus, the 5% increase in the birthrate was
driven by the relatively small proportion
of women affected by the expansion. Fi-
nally, the investigator found that the as-
sociation between the expansions and fer-
tility was related to the subsidy for
children, not to the subsidy for infants; this
result seems anomalous, given the com-
parative values of these subsidies (in 1991
dollars, $743 and $5,522, respectively). 

In sum, evidence on the effects of AFDC
payments on fertility is mixed, which is
not inconsistent with an economic model
of fertility. One problem with all of these
studies may be the lack of sufficient “ex-
perimental” variation in AFDC funding.
Most research has examined state varia-
tion in benefit levels, but these levels may
be causally linked to state attitudes re-
garding nonmarital fertility. Only two
studies have examined effects of the Med-
icaid eligibility expansions,17 which are
more likely independent of state attitudes,

on abortions by state of occurrence. This
is not a serious limitation, because Med-
icaid income eligibility thresholds do not
affect the relative price of in-state and out-
of-state abortions, and thus women have
no incentive to seek an abortion in another
state as a result of a change in eligibility
thresholds. (By contrast, women may trav-
el out of state for abortions to circumvent
mandatory delay laws or parental notifi-
cation statutes for minors.18)

Nevertheless, policies in neighboring
states could have affected the number of
abortions occurring in the states in our sam-
ple. For example, if a neighboring state ex-
panded Medicaid eligibility and, as a re-
sult, resident women who might otherwise
have traveled out of state for an abortion
gave birth instead, the number of abortions
occurring in the sample state would have
declined. The bias should not be large,
however: It is the product of the marginal
effect of the Medicaid expansions on abor-
tion rates and the proportion of abortions
in sample states that were obtained by non-
residents, which exceeded 20% in only two
states (Kansas and Rhode Island).19

The total number of abortions by state
of occurrence as reported by NCHS and
state vital statistics compare favorably
with totals provided by AGI. Overall, the
NCHS total was 10% lower than the AGI
total for 1987 and 14% lower for 1992
(Table 1). The difference was unusually
high (more than 25%) in only two states

*Colorado, Indiana, Kansas, Maine, Missouri, Montana,

Nebraska, New York, Oregon, Rhode Island, South Car-

olina, Tennessee, Utah, Virginia and Vermont.

Table 1. Number of abortions, by state of occurrence, as report-
ed by The Alan Guttmacher Institute (AGI) and the National Cen-
ter for Health Statistics (NCHS), and percentage difference in num-
bers reported, 15 states, 1987 and 1992

State 1987 1992

AGI NCHS % differ- AGI NCHS % differ-
ence ence

Total 214,420 192,733 –10.1 212,690 183,792 –13.6
Colorado 18,850 12,232 –35.1 19,880 10,607 –46.6
Georgia 36,030 35,613† –1.2 39,680 38,052† –4.1
Indiana 14,750 13,876 –5.9 15,840 12,975 –18.1
Kansas 11,430 5,941 –48.0 12,570 10,385 –17.4
Maine 4,950 4,767 –3.7 4,200 3,210 –23.6
Missouri 20,190 17,574 –13.0 13,510 13,390 –0.9
Mississippi 5,430 5,469† 0.7 7,550 7,555† 0.1
Montana 3,280 3,175 –3.2 3,300 2,869 –13.1
Oregon 14,370 11,147 –22.4 16,060 12,684 –21.0
R.I. 7,390 7,529 1.9 6,990 6,667 –4.6
S.C. 12,770 12,992 1.7 12,190 11,008 –9.7
Tennessee 22,050 21,622 –1.9 19,060 18,029 –5.4
Utah 4,830 4,556 –5.7 3,940 3,942 0.1
Vermont 3,690 3,310 –10.3 2,900 2,778 –4.2
Virginia 34,410 32,930 –4.3 35,020 29,641 –15.4

†Data are from the state health department. Note: The percentage difference is the NCHS
number minus the AGI number divided by the AGI number and multiplied by 100. Sources:
AGI—for 1987, Henshaw SK and Van Vort J, 1992, reference 5; for 1992, Henshaw SK and
Van Vort J, 1994, reference 5; NCHS—special tabulations of NCHS tapes.




