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Dear Colleague:

The latest data from the National Survey of Family Growth show that the rate of unintended 
pregnancy declined 16% between 1987 and 1995.  Unfortunately, however, the proportion 
of unintended pregnancy in the United States still is 49%.  That half of all pregnancies in this
country are unintended shows a need for improvement in contraceptive access and use.
Unintended pregnancies carry heavy costs to society and to individuals. 

Preventing unwanted or mistimed pregnancies saves money.  This issue of The Contraception Report
examines the economic impact of contraceptives by comparing methods and by looking at how
paying for birth control reduces costs in the long run.  We examine both private and public sector
savings.  James Trussell, PhD, from Princeton University, and Jacqueline Darroch, PhD, from The
Alan Guttmacher Institute, share their expertise on this important aspect of contraception.

Our Patient Update provides an overview of emergency contraception options for your patients. 

We hope you find this information useful in your practice.

Sincerely yours,

David A. Grimes, MD
Executive Editor

The
CONTRACEPTION

Report



The social and economic burden 
of unintended pregnancy is a serious
problem in the United States.  New
data from the 1995 National Survey
of Family Growth (NSFG) suggest
that the proportion of unintended
pregnancies to U.S. women has
dropped by 16% since 1987.1

Unfortunately, however, half of all
pregnancies (49%) that occur in the
United States annually remain
unplanned.  According to the study’s
author, Stanley K. Henshaw, PhD,
Deputy Director of Research at The
Alan Guttmacher Institute, “The
drop in unintended pregnancy in
this country is good news, but half 
of pregnancies is still half.  Whether
they end in abortion or unplanned
birth, unintended pregnancies come
at a cost, both to the people involved
and to society.”  

At the extremes of reproductive
age, the proportion of unintended
pregnancies is even greater.1 The
1995 NSFG reported 83% of preg-
nancies were unintended among
adolescents aged 15-17 years.  Among
women aged 18-19 years, 75% report-
ed unintended pregnancy.  The survey
also found that 51% of pregnancies
to women 40 years of age or older
were unintended.  For young women
under age 15 and those over age 40
about 60% of unplanned pregnancies
end in induced abortion.  

Medical care expenditures for un-
intended pregnancies to adolescent
and adult women reach into the 
billions.  For example, direct health
care costs for teenage unintended
births are over $1.3 billion.2 Induced
and spontaneous abortions contri-
bute an additional $180 million.
When the monies spent on family
support programs such as Aid to 
Families with Dependent Children
(AFDC), Medicaid and Food Stamps
are considered, the costs increase dra-
matically.  In 1990, the total annual
expenditures for all costs associated
with teenage childbearing exceeded
$25 billion.3

What is the relative cost-effective-
ness of various contraceptives?  What
impact do various contraceptives
have on the costs of unintended 
pregnancy, and to what extent 

might the savings from preventing
pregnancy justify expenditures for
contraceptives?  This issue of The
Contraception Report examines the 
answers to these questions.

The Economic Value of 
Contraception

Contraception allows women of
reproductive age to prevent unintend-
ed pregnancies, avoiding the costs of
abortions and unintended births.  To
understand the impact of contracep-
tion on the costs of unintended

pregnancy, James Trussell, PhD, and 
a team of researchers compared the 
effectiveness and costs per person 
associated with 15 contraceptive
methods over a 5-year period.4 Dr.
Trussell is Professor of Economics
and Public Affairs and Director of the
Office of Population Research at
Princeton University, Princeton, NJ.
The methods evaluated included
tubal sterilization, vasectomy, oral
contraceptives, the implant, injec-
table medroxyprogesterone acetate
(DMPA), progesterone-T IUD, copper-T
IUD, diaphragm, male condom,
female condom, sponge, spermicides,
cervical cap, withdrawal, and periodic
abstinence.  

The number of pregnancies avoid-
ed with each method was the key
outcome measure.  This was defined
as the difference between the number
of pregnancies expected to occur
using a particular method of contra-
ception and the number expected 
to occur if no method was used.4

Dr. Trussell and his colleagues 
analyzed the direct medical costs 
of contraception from both the 
public and private (managed) payer
perspectives.  Direct medical costs 
included method use, adverse and
beneficial side effects, treatment of
sexually transmitted diseases (STDs),
and unintended pregnancy. Direct
and indirect nonmedical costs, such
as travel to appointments, decreased
productivity during hospitalization
or recovery from delivery, were not
evaluated.

The researchers estimated the 
incidence of side effects and the rate
of unintended pregnancies based on 
literature review.  The costs of side 
effects and contraceptive failures
came from cost data from two data-
bases.  Estimates were based on 1993
cost data from a managed payment
database, MarketScan, and from a
public payer database, Medi-Cal.  For
most women, side effects contributed
minimal costs.  

The Costs of Unintended Pregnancy
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“At 5 years, all methods result in savings.
…The savings result from a combination 
of factors, including how well the method
protects against STDs and unintended 
pregnancy, and how much it costs to
purchase and maintain method use.”

— James Trussell, PhD



Researchers looked at costs for
treatment of eight STDs, including
HIV.4 The model assumed that male
and female condoms would reduce
the incidence of each STD by 90%.
The diaphragm, sponge, cervical cap,
and spermicides were assumed to 
reduce the incidence of each STD by
50%.  In general, the costs attributed
to STDs were small.

The original model, published in
1995, indicated that the most highly
effective methods were the most 
cost-effective in the long run.  This
was true even if the method had 
high initial costs.4 The 1995 model
assumed all unintended births were
unwanted, that is, they would not
have occurred in the future.  This
widely cited research found that 
preventing the high cost of an unin-
tended birth (about $8,700) made 
the highly effective methods most
cost-effective.

A later analysis, published in 1997,
used the same basic assumptions of
the original model with an important
addition.2 The later model assumed
that only one third of births were
truly unwanted (and would never
have occurred).  The other two thirds
were assumed to be mistimed rather
than unwanted.  The model assumed
mistimed births would have occurred
2 years later. The result of this assump-
tion was that the cost of an unintend-
ed birth dropped substantially — from
about $8,700 to $3,200 per woman in
the private sector (Figure 1).

The model thus resulted in more
conservative and realistic estimates of
cost savings.  Dr. Trussell shared in an
interview for this article, “This new
analysis more accurately reflects cost
savings.  Importantly, even under this
more conservative scenario, all meth-
ods of birth control result in savings
over no method (with the exception
of tubal sterilization at 1 year).  

“At 5 years, all methods result 
in savings.  For example, the cost 
of using no method over 5 years 
is about $6,800.  Nevertheless, the 
female condom and the cervical 
cap, which save the least amount of
money, still save about $3,500 over 

5 years of use.  The most cost-effective
method at 5 years is the copper-T IUD,
which saves about $5,700, when
compared with no method (Figure 2).
The savings result from a combina-
tion of factors, including how well
the method protects against STDs
and unintended pregnancy, and 
how much it costs to purchase and
maintain method use.”

Public and Private Payers
Both public and private payers

must bear the costs of unintended
pregnancy, which are substantial 
(see Table 1 on following page).4

“These costs are considerably higher
for private payers than for public
payers,” Dr. Trussell explained.  In
the private sector, a full-term birth
(assuming all births unwanted) costs
the most money, about $8,600.  Even
assuming only 31% are unwanted, 
a full-term birth costs about $3,200.
The costs for ectopic pregnancy 
are about $5,000, for spontaneous
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Figure 1

Cost of an Unintended Birth
Under Two Assumptions

Source: Trussell J, et al, 1997 (personal 
communication and reference 2).
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Figure 2

5-Year Costs Associated with Contraceptive Methods 
in the Private Sector

Source:  Trussell J, et al, 1997 (personal communication and reference 2).
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abortion, $1,000, and for induced
abortion, about $400.  Costs are
lower in the public sector.

Private, third-party payers achieve
the greatest share of the cost savings
from contraception.  Although they
bear the bulk of the costs for ectopic
pregnancies, spontaneous abortions,
births, and newborn hospitalizations,
most third-party payers do not cover
the full range of contraceptive costs.
In general, individuals bear the cost
of contraception.

“There’s no doubt that use of con-
traception saves health care dollars,”
stated Dr. Trussell.  “It is important,
however, to keep in mind that initial
expenditures neither reflect nor accu-
rately predict long-term cost-effective-
ness,” emphasized Dr. Trussell.  For
example, “although male and female
sterilization incur high initial costs,
over time they become extremely
cost-effective.”  Similarly, “Despite
high up-front costs, the copper-T IUD
and the implant become increasingly
cost-effective with longer duration 
of use (Figure 3).” 

Insurers may mistakenly believe
that limiting payments for contracep-
tion ultimately reduces costs.  “There
is a tendency among health plans
and insurers to focus exclusively on
costs for each department separately,
rather than considering the overall
picture,” suggested Dr. Trussell.
“Failing to provide coverage of a 

contraceptive method may reduce 
a plan’s pharmacy costs, but the 
costs associated with an unintended
pregnancy will increase prenatal care
and hospitalization costs.” 

Cost Savings for All Women
At 1 year, the most cost-effective

method was the male condom (under
the assumption that only 31% of
births were unwanted).  DMPA, 
followed by withdrawal, oral contra-
ceptives, periodic abstinence and 
the diaphragm were the next most
cost-effective, saving $1,100 to $900
per year over the cost of an unin-
tended birth and delivery.  At 1 year,
highly effective methods with initially
high costs, such as implants and vasec-
tomy, still saved money, but not as
much (about $600).  Only tubal 
sterilization did not save money at 
1 year because of its high initial cost.

Over time, however, the initially
expensive methods become more
cost-effective.  For example, the im-
plant becomes more cost-effective

than the injectable after 3 years of
use.  At 5 years of use, the IUD,
implant, vasectomy, male condom
and injectable save the most money.

Cost Savings for Adolescents
The study also assessed the direct

medical costs of 11 contraceptive
methods appropriate for adolescent
use.2 The two methods not consider-
ed suitable for most adolescents were
the IUD and sterilization.  Costs in-
cluded those associated with acquiring
and using a contraceptive method,
treating side effects, providing medical
care for unintended pregnancy during
method use, and treating STDs.  

In addition, the researchers calcu-
lated failure rates by age, in order 
to take into account the differences
among teens and adult women.  
For example, among adolescents
compared to older women (who 
are more likely to be parous), the fail-
ure rates for the sponge and cervical
cap are lower. On the other hand,
failure rates with all other methods
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Table 1

Pregnancy Outcome Costs 
for All Women 

in the Private Sector
Private

Pregnancy Sector
Outcome Cost

Ectopic pregnancy $4,994

Induced abortion $416

Spontaneous abortion $1,038

Birth $3,225

*Assumes 31% unwanted, 69% mistimed

Source: Trussell J, et al, 1997 
(see reference 2).

*

Figure 3

Annualized Costs of Selected Methods

Source:  Trussell J, et al, 1997 (personal communication and reference 2).
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are higher among adolescents than
among older women.

The cost of an unintended birth 
to an adolescent decreased under the
assumption that 21% were unwanted
and 79% mistimed.  This resulted in
a drop from a cost of about $8,600 
to $2,400 in the private sector for a
teen birth.

The main outcome measures were
1- and 5-year costs per adolescent 
for use of each method compared to
the total cost for use of no method.
One-year costs were greater in the
private-sector than in the public-
sector setting. 

“Contraception is clearly cost-
effective in adolescents.  Although
the average annual cost for using no
method in the public sector is $677,
STDs account for only $137 of this
amount; unintended pregnancy 
accounts for the remaining $541.  
Although the costs for treating STDs
may be somewhat higher for women
who are at greater risk for STDs, 
unintended pregnancy clearly contri-
butes disproportionately to the cost
of using no method,” Dr. Trussell
suggested.

Yet, the cost of using no method 
is actually somewhat lower among
adolescents than for all women.
“The higher incidence of abortions
— which are less costly than births —
among teenagers accounts for this
difference.  The total costs for most
contraceptive methods are higher 
for adolescents than for all women
because teenagers’ higher contracep-
tive failure and STD rates outweigh
their lower costs for unintended
pregnancies,” explained Dr. Trussell.

Use of contraceptives among 
adolescents saves money in both 
the private and public sectors.  The
savings are similar to those accrued
for all women of reproductive age.
The greatest savings are seen in the
private sector.  In the private-sector,
the total average annual cost for 
adolescents using no method is esti-
mated at $1,267, with unintended
pregnancy accounting for $1,079 and
STDs accounting for $188.  Use of
contraception substantially reduced

these costs.  Additional savings occur
when the male condom is used with
another method and when emergency
contraceptive pills are provided in 
advance for backup use.2

Dual Method Use
Using the male condom along

with another method of contracep-
tion saves health care dollars by
preventing both STDs and unintend-
ed pregnancy.  Dr. Trussell and his
colleagues looked at the savings that
would be associated with dual method
use over 1 year.  They estimated that
the annual failure rate for each meth-
od used with a male condom would
be no more than 4%.  

Withdrawal and periodic absti-
nence became the most cost-effective
methods at 1 and 5 years of use when
used in conjunction with the male
condom (Figure 4).  Male condom
use also saves money for users of
spermicides, the sponge, diaphragm
and cap.  A small amount of money
would be saved with dual use with
OCs.  Nonetheless, no matter what
the cost savings, all women at risk of
STDs should be advised to use a male
latex condom in addition to their
birth control method.

Emergency Contraception
Emergency contraception helps to

prevent pregnancy after unprotected
sexual intercourse.  “Emergency con-
traception has the potential to reduce
significantly the incidence of unin-
tended pregnancy and the need for
abortion,” suggested Dr. Trussell.  
“It offers women a last chance to 
prevent pregnancy after unprotected
intercourse.”  

The model indicates emergency
contraception is also cost-effective.5

Even under very conservative esti-
mates, the savings generated from
preventing an unintended pregnancy
outweigh the costs of emergency con-
traceptive treatment.  For example, 
a single treatment with emergency
contraceptive pills results in savings
of $142 in a managed care setting
and $54 in a publicly funded setting
(see Table 2 on following page).5

Cost-savings occur regardless of
whether emergency contraception 
is provided in advance or after the 
emergency arises.4,5

If emergency contraceptive pills
were provided in advance and used
consistently (each time they were ap-
propriate), the savings from averting
a birth would climb considerably.  In
a managed care setting, for example,

Figure 4

One-Year Savings from the Use of Male Condoms with 
a Second Method of Contraception

Source:  Trussell J, et al, 1997 (personal communication and reference 2).
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advance provision of emergency 
contraceptives to those using the male
condom would save about $260;
among users of the female condom,
the savings would be just under $500.
Even if advance provision of emer-
gency contraceptives only delayed
rather than averted births, it would
still result in savings of $72 for those
using the male condom and $165 
for those using the female condom.
Furthermore, in Dr. Trussell’s analysis,
emergency contraceptives were cost-
effective even under the worst-case
scenario, which assumed that only
three-quarters of women would actu-
ally use emergency contraception
when needed.5

Finally, emergency contraceptives
may actually be more cost-effective
than they appear.  One reason is 
because the study overestimates the
costs associated with prescribing
them.  “The cost-savings calculated
using our model are probably under-
estimated for several reasons,” noted
Dr. Trussell.  “The model assumes
that an office visit is always required
for emergency contraceptive pills
and minipills.  But an office visit is
not required.  Many clinicians are
comfortable prescribing emergency
contraceptives over the phone —
particularly for established patients —

because a physical exam is 
not necessary,” Dr. Trussell
pointed out.

Another reason is an assump-
tion made about how many
pills are dispensed.  “Although
we assume that an entire pack
of emergency contraceptive
pills or two entire packs of
minipills are dispensed for
emergency contraception,
fewer pills are required.  We
also overestimate the cost 
of emergency contraceptives
because we do not take into
account the deep discounts
that many providers receive,”
explained Dr. Trussell.  “Lastly,
the study probably underesti-
mated both user compliance
and the efficacy of emergency
contraceptives in preventing

pregnancy, as well as the total cost of
an unintended pregnancy.  Thus, the
potential cost-savings of emergency
contraceptives are probably consid-
erably greater than those calculated
in our study.”  

Delivery aspects of emergency con-
traception could further increase cost
savings.  “Changes in the delivery of
postcoital contraception and provider
practice could prevent additional un-
intended pregnancies, resulting in
further savings,” Dr. Trussell suggest-
ed.  “Educational efforts that aim to
increase awareness of emergency con-
traception must continue to target
both the public and providers.”  

Many women remain unaware
that this option exists.  Clinicians
can help by integrating information
about emergency contraception into
routine patient education practices,
including contraceptive counseling,
as well as the use of videocassettes,
brochures, and other audiovisual 
materials.  Improving access to emer-
gency contraceptives is necessary 
to enhance the prevention of unin-
tended pregnancies, Dr. Trussell
noted. “A dedicated product labeled
and marketed for emergency contra-
ception, would increase access to
emergency contraception and lead 
to greater cost savings.”

Table 2

Savings Associated with a Single 
Use of Emergency Contraception 

Savings

Averted-Birth Delayed-Birth
Method Model Model

Managed Care 
Setting

ECPs $142 $29
Minipills $119 $6

Public Payer 
Setting

ECPs $54 $6
Minipills $29 –$19

*Under this model, minipills cost $19 and do not result in savings.

Source: Adapted from Trussell J, et al, 1997 
(see reference 5).

The IUD, while not immediately
cost-effective, becomes so with time.
In contrast to the minipill and emer-
gency contraceptive pills, a single use
of the IUD for emergency contracep-
tion did not generate cost savings,
but resulted in cost of $123 in the
managed care setting and $53 in the
public payer setting.  Over time how-
ever, the IUD becomes increasingly
cost effective.  After only 4 months,
the cost of inserting the IUD would
be offset by the savings from prevent-
ing a pregnancy.5 The long-term 
savings would be substantial.  The
IUD’s longer time of effectiveness
when used as emergency contracep-
tion (5 to 7 days) and ongoing use
for contraception (up to 10 years for
the copper IUD) are two advantages
over emergency contraception pills.

Impact of Compliance on 
Cost Savings

Consistent and correct use of a
contraceptive method increases 
its cost-effectiveness.  Individual 
contraceptive needs and preferences
influence compliance with a particu-
lar method.  For example, the latest
NSFG data show that most adoles-
cents who use a contraceptive
method use oral contraceptives (44%)
or male condoms (46%); about 8%
use both.1 Adolescents have a higher
risk of contraceptive failure and STDs
and unintended pregnancy than 
do older adult women.2 Therefore,
improving compliance with all 
methods, particularly more popular
ones including oral contraceptives
and male condoms, would increase
the cost-effectiveness of these meth-
ods.  Likewise, ensuring access to 
all methods will allow couples to
choose the most appropriate method
for their needs, leading to improved
compliance and greater cost-savings.2

An additional effort to improve
contraceptive compliance, particular-
ly with OCs and barrier methods, 
is needed.  Dr. Trussell noted that, 
“If oral contraceptives were used 
correctly and consistently, cost 
savings would increase dramatically.
Improving compliance with the 
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male condom would result in an
even larger increase in cost-savings.”

Access to contraception is key to
preventing costly unintended preg-
nancies.  “Broader coverage and
improved access to contraception, as
well as more effective contraceptive
use, could result in substantial sav-
ings for payers and employers by
avoiding the costs of unintended
pregnancies,” Dr. Trussell suggested.
“And the investment in contraception
would be offset by the savings in
other areas, such as prenatal care,
hospitalization and delivery costs
and the cost of newborn care.”

Dr. Trussell’s economic model has
important implications for health
care policy.  Plans that provide com-
prehensive contraception will reduce
costs associated with unintended
birth.  Even a modest increase in 
the use of the copper-T IUD of 17%
would pay for all the old and new
IUD users in the plan.4

Dr. Trussell acknowledged some
important limitations of the study.

For the purpose of comparison, 
the study assumed that both public
and private payers covered the full
costs of each of the 15 contraceptive
methods analyzed, as well as the full
costs of sterilization, abortion, and
childbirth.  Although this assump-
tion accounts for the costs to society,
it does not, however, reflect typical
coverage patterns in the United States.
In the U.S., widespread coverage of
abortions is lacking in the public 
sector and widespread coverage of
contraception is lacking in the private
sector.  Also, Dr. Trussell noted that,
“the study underestimates the societal
costs of an unintended pregnancy by
including pregnancy-related medical
care costs only through the time of
delivery and newborn hospitalization.”

Conclusion
The use of no contraceptive method

among sexually active women is costly
— both in the public and private sec-
tor.  Economic analyses show that
the use of any contraceptive method

is better than none and that provision
of contraception by all payers results
in medical care cost savings.  In addi-
tion, improved compliance, particu-
larly with oral contraceptives and 
the male condom, would save more
money.  Dual use of male condoms
with another method and the use of
emergency contraceptive pills as a
back-up after unprotected intercourse
would also save health care dollars.
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Educational Objectives: After reading this monograph, partici-
pants will be able to:

1)  identify the proportion of pregnancies in the United States that
are unintended;

2)  explain why third-party payers can achieve the greatest share 
of the cost savings from providing contraception;

3)  explain why initial costs for contraceptives do not necessarily 
reflect long-term cost-effectiveness;

4)  identify two main differences in contraceptive coverage between
health maintenance organizations (HMOs) and third-party
indemnity plans; 

5)  describe how the mix of funding for publicly-funded family
planning services has changed between 1980 and 1994;  

6)  name the federal program that offers the broadest range of 
contraceptive methods; and,

7)  identify one problem teens have in obtaining reproductive/
contraceptive care services.

Educational Method:  The information is presented in a 
monograph, and the reader’s knowledge is tested by the CME 
quiz.  It will take the participant approximately 60 minutes to 
complete this lesson and quiz.

Evaluation:  A course evaluation form will provide participants
with the opportunity to review the content of the monograph, 

to identify future educational needs, and to comment on any 
perceived commercial or promotional bias in the presentation.

Evaluation Instrument:  The 10-question multiple-choice 
CME quiz is used as the evaluation instrument.

Intended or Target Audience:  This monograph is intended 
for obstetricians and gynecologists, family physicians, pediatricians,
adolescent medicine specialists, nurse practitioners, nurse midwives
and others involved in reproductive health care.

Certifying Institution:  Dannemiller Memorial Educational
Foundation is accredited by the Accreditation Council for Continu-
ing Medical Education to sponsor Continuing Medical Education
for physicians.  

Dannemiller Memorial Educational Foundation designates this
continuing medical education activity for up to 1 credit hour in
Category 1 of the Physician’s Recognition Award of the American
Medical Association.  

The Dannemiller Memorial Educational Foundation is solely 
responsible for the content of this continuing medical educational
activity.

This CME activity was planned and produced in accordance with
the ACCME Essentials and Standards.

This continuing medical educational activity is made possible
through an unrestricted educational grant from Wyeth-Ayerst 
Laboratories. 
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Affordable and accessible contraceptive
services help prevent unintended preg-
nancies.  Publicly funded contraceptive
services enable women who, because of
low income, lack of insurance coverage
or the need for confidentiality would
otherwise have difficulty obtaining 
contraception.1 “Public funding is very
important for a number of reasons,” 
emphasized Jacqueline E. Darroch, PhD,
in an interview for this article.  Dr. 
Darroch is Senior Vice President and
Vice President for Research at The Alan
Guttmacher Institute in New York.
“There is a high proportion of women 
in the United States who have no public
or private insurance coverage.  Among
those who are enrolled in a health plan,
many lack coverage of contraceptive 
services and methods.  Public funding 
is critical for women who cannot afford
providers and contraceptive services on
their own.”

Sources of Public Funding
Several federal and state programs

provide subsidized family planning
services.  These programs include
Title X of the Public Health Service
Act, the Maternal and Child Health
(MCH) and social services block
grants, and Medicaid.  In 1994, 
the federal and state governments 
together funded $715 million for
contraceptive services, representing
an 11% increase from 1992.2 How-
ever, when adjusted for inflation, 
this represents a 27% decline in total
public expenditures for contraceptive
services since 1980 (Figure 1).  

Between 1980 and 1994, the distrib-
ution of funding also changed.  While
Medicaid funds grew from 20% to
46%, funding for Title X decreased
from 44% to 21%.  The joint federal-
state Medicaid program is currently
the largest source of public funds for
family planning services, contributing
46%, followed by the federal govern-
ment’s block grants, contributing
31%, which includes Title X.2

Title X of the Public Health Service
Act is the only federal program specif-
ically devoted to supporting family
planning services.  It provides fund-
ing to clinics and requires that they
offer free family planning services 
to women with incomes of less 
than 100% of the poverty level, 
and reduced fees to women with
incomes that are at 100% to 250% 
of the poverty level.  This includes
private physicians who serve women
on Medicaid.  Medicaid reimburses
providers of medical care for the 
contraceptive services they supply to
women enrolled in the program.  

State expenditures for contraceptive
services remained relatively stable 
between 1992 and 1994.  States con-
tributed about 24% of total public
expenditures— up from 15% in 1980.2

Together, federal, state and local
programs distribute these public
funds to various agencies.  These
agencies include health departments,
Planned Parenthood® affiliates, hos-
pitals and other types of agencies,
such as independent family planning
councils and community and migrant
health centers.  Health departments
and Planned Parenthood clinics serve
the largest percentages of women

Government Funding of Contraceptive Services

Figure 1

Reported Public Expenditures for Contraceptive Services* 
by Funding Source, 1980-1994

Source:  Reproduced with permission of The Alan Guttmacher Institute from Sollom T, Gold RB
and Saul R.  Public funding for contraceptive, sterilization and abortion services, 1994.  Fami-
ly Planning Perspectives 1996;28(4):166-173. 
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(32% and 30%, respectively).  Hospitals
serve about 16% of women, indepen-
dent agencies serve 13%, and migrant
health centers serve about 9%.3

Types of Services Covered 
The availability of contraceptive

services varies among the different
agencies, and according to the source
of funds.4 Agencies that receive Title
X funding offer a broader range of
methods than do other agencies.  The
majority of those receiving Title X
funding provide oral contraceptives,
the injectable, spermicides, the male
condom, and the diaphragm.  Agen-
cies located in metropolitan areas are
also more likely to cover the implant,
the IUD, emergency contraception,
the cervical cap and the female 
condom.4

Although public payers provide
more coverage than do most private
plans, coverage often remains limited.
The majority of publicly funded agen-
cies do not offer all contraceptive
methods.  All agencies do, however,
provide oral contraceptives.  Most
(96%) provide injectable contracep-
tion, and 90% provide spermicides,
condoms and diaphragms.  A little
over half (59%) offer the implant.
Coverage of other forms of contracep-
tion is more limited.  Less than half
(47%) offer the IUD, less than a third
(30%) offer the female condom, and
20% provide the cervical cap. Only
38% of agencies provide emergency
contraceptive pills.4

Planned Parenthood agencies offer
the broadest selection of reversible
contraceptive methods.  On average,
they provide about 10 methods.4

They are also more likely to offer
emergency hormonal contraception
—about 97% do —the implant (91%),
and the IUD (88%).  In contrast, ap-
proximately 52% of hospitals, and
20% of health departments offer
emergency contraception.  

Policies about condom distribution
also vary widely among agencies.
The majority (97%) of agencies who
receive Title X funding offer free con-
doms.  Approximately 66% of health
departments provide unlimited free

women who are economically disad-
vantaged, young (aged 15-19 years),
and unmarried.  “The majority of 
the poor and low-income women 
receiving these subsidized contra-
ceptive services do not qualify for
Medicaid,” explained Dr. Darroch.
“More than half of women served 
by publicly funded agencies have 
incomes below the federal poverty
level, about one-third have incomes
of 100% to 249% of the poverty
level,” added Dr. Darroch.

In 1994, family planning clinics
served about 6.6 million women.3

This number represents about 44% 
of all women in need of subsidized
contraceptive services.  Although
most states have at least one subsi-
dized family planning clinic and at
least one Title X-funded program,
many counties are lacking in services.
In fact, counties with fewer than
1,000 women in need of subsidized
care are most likely to lack a provider;
about 30% of these counties are
unserved.3 “More than 15 million
women are in need of subsidized
family planning services, including 
4 million teenagers at risk of unin-
tended pregnancy, and 5 million
women who have incomes below
100% of the federal poverty level,”
noted Dr. Darroch.  

About a quarter of women in the
United States who use a reversible
method of contraception each year
obtain family planning services from
a publicly funded clinic or a private
doctor reimbursed by Medicaid.3

condoms, while only 32% of hospitals
do so.  About 12% of Planned Parent-
hood affiliates sell condoms; com-
munity health centers are least likely
to sell condoms.4

Most family planning agencies
offer a range of additional services.
The majority provide routine repro-
ductive care, including Pap smears
and testing for STDs.  In addition 
to offering free or low-cost care for
women who need it, family planning
clinics provide confidential services
for teenagers.  Some agencies even
offer more educational counseling
than may be available through pri-
vate physicians.  

In general, agencies funded by
Title X offer more programs than do
agencies not receiving funding from
this source.  About 45% of Title X-
funded agencies teach teenagers com-
munication and negotiation skills to
help prevent unintended pregnancy,
compared to 24% of other family
planning agencies.4 About two-thirds
(69%) of family planning agencies
also provide special programs to meet
the needs of teenagers (such as special
clinics, postponement of sexual activ-
ity education, or incentives not to
become pregnant).  In comparison,
94% of Planned Parenthood affiliates
offer such programs.  

The Population Served
Publicly funded family planning

agencies serve women at high risk 
for unintended pregnancy and health
complications.  These groups include

“There is a high proportion of women in 
the United States who have no public or 
private insurance coverage. …Public funding
is critical for women who cannot afford
providers and contraceptive services on 
their own.”

— Jacqueline E. Darroch, PhD
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Certain groups are most likely to use
clinic services.  For example, teenagers
and economically disadvantaged
women are more likely to receive
contraceptive services from a public-
ly funded agency than are older
women.  Overall, about 30% of all
women who received family plan-
ning services were 20 years of age 
or younger.3 In addition, 63% of
teenagers (aged 15-19) who made 
a visit for contraceptive services 
had most recently visited a publicly
funded source.1

The Social Impact of Public Services
Publicly funded services allow dis-

advantaged women to obtain access
to the most effective contraceptive
methods.  In fact, about three out 
of four women (78%) who receive
family planning services use oral 
contraceptives, a highly effective
method.1

Making contraceptives accessible
can save money for federal and state
government entitlement programs.  
A study by Koenig and colleagues
evaluated the social costs of inade-
quate contraception by examining
costs for four publicly funded entitle-
ment programs.5 These programs
include Aid to Families with Depen-
dent Children (AFDC), a federally
funded entitlement program provid-
ing financial assistance to low-income
families, Special Supplemental Food
Program for Women, Infants, and
Children (WIC), the Food Stamp 
Program, and Medicaid.  

Unintended pregnancy has a major
impact on the costs of these social
programs.  Koenig’s analysis suggests
the estimated total annual cost for all
of these programs following a single
unintended pregnancy ranges from
about $2,500 to $7,300.5 The large
difference in expenditures reflects two
different scenarios: one assumes that
the mother is already receiving social
benefits, while the other assumes that
the woman had not previously been
receiving any social payments.  The
latter situation imposes the greater
economic burden.  

AFDC payments and Medicaid
payments account for most expen-
ditures (Figure 2).  These public
expenditures increase over the first 
5 years of services for a mother and
her child from about $7,300 to
$22,000 dollars.

During the 1980s, publicly funded
services averted about 1.3 million 
unintended pregnancies, saving an
estimated $1.2 billion.1 If these ser-
vices were eliminated, the number of
teen births would increase by about
25%.  The number of teenagers having
abortions would increase by approxi-
mately 58%.  An estimated 76,400
unintended births would occur among
women already receiving Medicaid
benefits and an additional 261,100
women would become eligible for
Medicaid because of the birth. 

Publicly funded family planning
services meets the needs of many 
unserved groups.  Without publicly
funded services, many economically

disadvantaged women would be 
unable to afford the cost of contra-
ceptives and periodic follow-up visits
to a private physician.  Teenagers
might also have difficulty finding 
a provider willing to prescribe oral
contraceptives without parental 
consent.  This could potentially 
lead women to rely on less effective,
nonprescription methods.  

Other women might choose to use
no method.  The result would be a
dramatic increase in the rate of abor-
tions and miscarriages.  An estimated
632,300 additional abortions would
occur annually, representing a 40%
increase over 1992 figures.1

Public funding of contraceptive
services clearly saves money. “Every
tax dollar spent for contraceptive 
services saves an average of $3 in
Medicaid costs for pregnancy-related
health care and for medical care of
newborns alone,” said Dr. Darroch.
“The amount of money it would cost

Figure 2

Cumulative Costs for U.S. Social Welfare Programs for a 
Mother and Child Following a Single Unplanned Pregnancy

Source:  Adapted from Koenig JD, et al, 1996 (see reference 5).
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if these unintended pregnancies were
not prevented is much more than 
the cost of providing contraceptive
services.”  

Research from 1990 supports this
view.  During 1990, averting unplan-
ned pregnancies resulted in savings
of between $2.90 and $6.20 for every
dollar spent in medical services, wel-
fare and nutritional services in the 
2 years following birth.  Overall, an
average of $4.40 per dollar spent 
was saved in public costs for medical
care, welfare and supplementary 
nutritional programs.6

Managed health care does not 
reduce the need for publicly funded
contraceptive services.  Despite the
wealth of data in support of publicly
funded contraceptive services, Dr.
Darroch contends that, “A real con-
cern is the widespread belief that the
managed health care system makes
publicly funded family planning 
services obsolete.  In fact, however, 
a large number of men and women
are not covered under a health plan.
Furthermore, many of those who are
covered do not have contraceptive
coverage,” Dr. Darroch emphasized.
Therefore, she added, “It is critical
that we not only maintain, but also
expand, public funding of family
planning services.”

Coverage of Reproductive Health
Services among Private Plans

Reproductive health care coverage
differs between the public and pri-
vate sectors.  In general, widespread
coverage of contraception is limited
in the private sector.  Coverage of
these services also differs by the type
of insurance plan.  These were the
findings of the 1993 AGI Study of
Private-Sector Insurance Coverage 
of Reproductive Health Care.7 The
study assessed reproductive health
care coverage and policies among 
traditional indemnity plans, prefer-
red provider organizations (PPOs),
point-of-service networks (POS), and
health maintenance organizations
(HMOs).  The study assessed the
major differences between the plans,
examining whether and under what

conditions specific health care
services are covered, and whether 
patients have the option to obtain
confidential care.

Contraceptive Services 
and Supplies

Coverage policies under private
plans tend to be more limited than
among most public family planning
agencies.  Even among typical large
group plans, nearly half (49%) offer
no contraceptive coverage whatso-
ever.7 Few private plans cover all
contraceptive methods.  Only 15%
cover the five common reversible
methods: IUD insertion, diaphragm
fitting, injectable and implant inser-
tion and oral contraception. Only
one-third of large-group plans cover
oral contraceptives — the most 
widely used reversible method in 
the United States.7 Furthermore, 
if covered, oral contraceptives fall
under the pharmacy benefit and are
often subject to generic substitution
and copays.  

The lack of coverage of contracep-
tives does not reflect plans’ typical
coverage of prescription drugs.
Almost all (97%) large-group plans
provide coverage of prescription
drugs.  Similarly, although 92% of
large-group plans routinely cover
medical devices, considerably fewer
plans cover contraceptive devices.
Among large-group plans only 24%
cover the implant, 18% cover the
IUD, and 15% cover the diaphragm.7

Compared to traditional indemnity
plans, HMOs offer far more compre-
hensive coverage of contraception.
About 39% of HMOs routinely cover
all five reversible methods, and only
7% of HMOs do not offer any contra-
ceptive coverage (Figure 3).  

Coverage varies by specific method.
While 86% of HMOs cover IUD inser-
tion, only 59% of these plans cover
implant insertion.  Nevertheless, this
is markedly better than the coverage
in other plans.  Coverage of oral con-
traceptives closely parallels coverage
of prescription drugs.  About 84% of
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Figure 3

Private Indemnity vs. HMO Coverage of 
5 Reversible Contraceptives 

Source:  Adapted from The Alan Guttmacher Institute, 1993 (see reference 7).
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HMOs cover oral contraceptives 
compared to 89% coverage of rou-
tine prescription drugs (Figure 4).7

Contraceptive Sterilization
Coverage of surgical reproductive

health care services is broader.  The
majority (86%) of large group plans,
PPOs, and HMOs cover tubal sterili-
zation.  About 90% of POS networks
reimburse for this service.  Likewise,
most plans also cover vasectomy.7

Confidentiality of Care
Women, men, and particularly

adolescents, often have concerns
about confidentiality of reproductive
health services.  Adults may prefer
that their employer not be privy to
their reproductive needs.  Teenagers
who receive dependent care benefits
may be afraid to seek reproductive
health services unless they can be 
assured confidentiality.  

In the private sector, however,
more obstacles exist to obtaining
confidential care.  Billing and claims
processing procedures may preclude
confidentiality.  To reimburse for ser-
vices, most traditional indemnity

plans require dependents to obtain
and submit a claim form, often with
the insured’s signature.  An Explana-
tion of Benefits (EOB) is then returned
to the insured.  Although the form
may not reveal the type of service 
received, it does indicate the type of
provider.  This may pose a problem
for teenagers who do not want their
parents to know they visited a repro-
ductive health care provider.  Only
12% of large-group plans, 11% of
PPOs, and 10% of POS networks offer
dependents of all ages the option to
obtain confidential care by signing
the claim form and receiving the
EOB directly.  

In contrast, HMOs are more likely
to offer confidential care to depen-
dents, regardless of age.  In fact, about
71% of HMOs provide confidential
services to dependents who are age
18 or older; 64% offer confidentiality
to dependents under age 18.7 One
obstacle to care, however, may be
that teens do not know that confi-
dential care is available.

AGI Recommendations
The current health care system

does not adequately address or meet
the range of reproductive needs of
women.  The result is uneven and
unequal preventive care.  Failure 
to provide important coverage of 
preventive reproductive health care
services, particularly reversible con-
traception, has tremendous social
and economic repercussions.  The
AGI urges that all insurance plans
offer the following: 
1. Coverage of the full range of

reproductive health care services,
including contraceptive services,

2. Dependent coverage for the same
reproductive care services that the
employee is entitled to under the
plan,

3. Access to confidential reproductive
health services for all individuals
covered under the plan, [and
letting teens know care is
confidential], and

4. Elimination of deductibles or co-
pays for preventive reproductive
health care.
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Figure 4

Coverage of All Prescription Drugs Compared to 
Oral Contraceptives in Private Indemnity vs. HMO Plans

Source:  Adapted from The Alan Guttmacher Institute, 1993 (see reference 7).
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The
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1. According to data from the 1995 National Survey of 
Family Growth, what percentage of pregnancies in 
the United States are unintended
a. 25%
b. 30%
c. 49%
d. 56%

2. In a 1997 study of the economic value of contraception
by Trussell et al, which of the following contraceptives
proved most cost-effective at 1 year of use compared to
no method
a. male condom 
b. injectable
c. implant
d. female condom

3. If managed health care plans and insurers fail to cover
oral contraceptives (OCs) under the pharmacy benefit,
which of the following is likely to result
a. higher administrative costs to process OC claims
b. an increase in medical expenditures for hospital-

ization and newborn care 
c. a decrease in medical expenditures for abortion
d. lower administrative costs for contraceptive services

4. According to data from the 1995 National Survey 
of Family Growth, what proportion of adolescents 
age 15 to 19 years who use birth control choose oral
contraceptives 
a. 24%
b. 44%
c. 46%
d. 75%

5. According to an analysis of the cost-effectiveness 
of emergency contraception by Trussell et al, a single 
treatment with emergency contraception in a 
managed care setting would result in approximately
what cost savings
a. $42
b. $54
c. $142
d. $165

6. According to data from 1994, federal and state 
governments funded $715 million for contraceptive
services.  This represents what type of change (in 
constant 1980 dollars) since 1980
a. an increase of 11%
b. an increase of 24%
c. a decrease of 11%
d. a decrease of 27%

7. Between 1980 and 1994 the funding for Title X 
[the federally funded program earmarked for 
family planning] changed in what way
a. increased by one quarter
b. increased by one third
c. declined by one quarter
d. declined by one half

8. In fiscal year 1994, the joint federal-state Medicaid 
program provided approximately what percentage 
of publicly funded family planning services
a. 24%
b. 33%
c. 46%
d. 51%

9. Which of the following federal programs provides the
broadest range of contraception options to clients
a. Title X clinics
b. Medicaid
c. state health departments
d. Maternal and Child Health block grants

10. Among typical large group insurers (indemnity 
plans) about what proportion cover no contraceptives
whatsoever
a. 25%
b. 34%
c. 49%
d. 59%

Please mark your answers on the CME Quiz Answer Form.
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