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Unintended pregnancy has long been acknowledged as
an important health, social and economic problem in the
United States, one that creates hardships for women and
threatens the health and well-being of their infants.'-¢
Those consequences, in turn, have a broad societal impact,
such as on the national economy and the extent of govern-
ment expenditures. Rates of unintended pregnancy are far
higher among women living in poverty and low-income
women (those with an income at 100-199% of the federal
poverty level) than among higher income women (those
with an income at or above 200% of poverty)—a disparity
that grew substantially between 1994 and 2001.” Most of
these poor and low-income women are eligible for public
coverage of pregnancy-related care through Medicaid and
the Children’s Health Insurance Program (CHIP).

Care related to unintended pregnancy presents substan-
tial costs to the federal and state governments in the form
of reimbursements through these programs, although little
information has existed to gauge the overall magnitude of
these costs. One obstacle to an in-depth look at the public
costs of unintended pregnancy is that states vary widely
in every component of the necessary calculations: from
rates of unintended pregnancy and resulting births, to
the proportion of those births that are publicly funded, to
the cost to public programs of covering such births. State-
level estimates require state-level data on these indicators,
which have never before been available for all 50 states.

CONTEXT: Births resulting from unintended pregnancies are associated with substantial maternity and infant care
costs to the federal and state governments; these costs have never been estimated at the national and state levels.

METHODS: The proportions of births paid for by public insurance programs in 2006 were estimated, by pregnancy
intention status, using data from the Pregnancy Risk Assessment Monitoring System and similar state surveys, or
were predicted by multivariate linear regression. Public costs were calculated using state-level estimates of the
number of births, by intention status, and of the cost of a publicly funded birth.

RESULTS: In 2006, 64% of births resulting from unintended pregnancies were publicly funded, compared with 48%
of all births and 35% of births resulting from intended pregnancies. The proportion of births resulting from unin-
tended pregnancies that were publicly funded varied by state, from 42% to 81%. Of the 2.0 million publicly funded
births, 51% resulted from unintended pregnancies, accounting for $11.1 billion in costs—half of the total public
expenditures on births. In seven states, the costs for births from unintended pregnancies exceeded a half billion

CONCLUSIONS: Public insurance programs are central in assisting American families in affording pregnancy and
childbirth; however, they pay for a disproportionately high number of births resulting from unintended pregnancy.
The resulting budgetary impact warrants increased public efforts to reduce unintended pregnancy.
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This analysis is the first to use state-level data to estimate
public expenditure on births resulting from unintended
pregnancy, as well as the contribution of public insurance
programs in providing essential care to pregnant women
and infants.

METHODS

Our analysis focuses on the cost of publicly funded births
resulting from unintended pregnancies: those births paid
for by Medicaid or CHIP, including Medicaid and CHIP
managed care plans, and Medicaid and CHIP programs
operating under Section 1115 waivers (which permit
states to receive federal funding for programs that do
not meet federal Medicaid and CHIP requirements). We
include costs for prenatal care, labor and delivery, post-
partum care and one year of care for the infant. This is
the same convention used in a number of studies of cost
savings associated with publicly funded contraceptive ser-
vices and supplies.®>'? It is also the model that the federal
government has used, and has required individual states
to use, to evaluate the impact of demonstration programs
that expand Medicaid eligibility specifically for family
planning services.'>!*

As in prior studies and evaluations of public costs and
savings, our analysis includes all unintended births and
makes no distinction between births resulting from mis-
timed pregnancies (i.e., pregnancies among women who
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had wanted to get pregnant, but at a later time) and those
resulting from unwanted pregnancies (i.e., pregnancies
among women who had not wanted to become pregnant
at any time). Other studies, including one by Monea and
Thomas,” have argued for discounting births resulting
from mistimed pregnancies in the calculations of public
costs or potential public savings, because these births
might “replace” later, planned births that would have been
paid for with government funds. For this analysis, such
an approach would have underestimated public costs and
potential public savings. In some cases, a woman who has
a mistimed birth achieves her preferred family size, only
earlier; in other cases, if a woman has additional unin-
tended pregnancies, a mistimed birth is an “extra” birth
beyond what she preferred. Indeed, 44% of women aged
15-44 who have had an unintended pregnancy have had
two or more unintended pregnancies, and 36% of women
who have had a birth resulting from an unintended preg-
nancy have had two or more such births.'®

Moreover, even if a mistimed birth replaces a later,
planned birth, preventing it may do more than merely
delay the public cost of that birth. For example, a woman
who today is eligible for pregnancy-related care under
Medicaid may have a higher income later in life that
precludes her from eligibility. (Although the opposite is
also possible, it is less likely, because income typically
increases with age.!”) Furthermore, for teenagers and
young adults, a birth following an unintended pregnancy
may curtail educational achievement and lifetime earn-

ings potential,>!#1°

and the large majority of unintended
pregnancies among these women are mistimed rather than
unwanted.”® Accounting for these possibilities would be
exceedingly difficult, if not impossible, with available U.S.
data. Finally, immediate costs (e.g., one-year), rather than
long-term costs, are typically paramount for policymakers
and advocates.

To estimate the costs of publicly funded births, we
needed to obtain three underlying state-level estimates: the
number of births resulting from unintended pregnancies
in a given year, the proportion of such births paid for by
public programs and the cost to programs for each birth.

Number of Births

In a related analysis, Finer and Kost estimated 2006
unintended pregnancy rates for all 50 states and the
District of Columbia.*! They obtained each state’s total
number of births for 2006 from the U.S. vital statistics
system.** The proportion of those births that resulted
from unintended pregnancies came, for most (39) states,
from the Pregnancy Risk Assessment Monitoring System
(PRAMS), a population-based surveillance project of the
Centers for Disease Control and Prevention (CDC).** For
an additional five states, data came from similar state-
conducted surveys.** And for the remaining six states and
the District of Columbia, multivariate linear regression
was used to predict the unintended pregnancy rate.** We
obtained the estimated number of unintended births for
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each state from unpublished tabulations of data by Finer
and Kost.**

Proportion of Births Paid for by Public Programs

PRAMS was the primary source for the proportion of
births resulting from unintended pregnancies paid for by
Medicaid and CHIP. The core PRAMS questionnaire for
2006 asked how the respondent’s delivery was paid for.
Possible responses included Medicaid, personal income,
private health insurance and up to two additional catego-
ries defined by individual states; respondents could also
answer “other” and provide additional information.*

For some states, information about deliveries paid for by
CHIP, Medicaid managed care plans or waiver programs
were captured by the additional, state-defined categories
and by the write-in responses (see appendix, page 100).
For 28 states, estimates of the proportion of births result-
ing from unintended pregnancies paid for by Medicaid
or CHIP were drawn from individual-level PRAMS data,
obtained from the CDC, for either 2006 or the closest
available year. For these states, complete data were avail-
able for the related programs, including any state-specific
categories or eligible responses written in by at least 10
respondents. For eight other states, we requested tabu-
lations that included these additional responses directly
from state health departments. For seven additional states,
data were limited to the Medicaid category included on
the PRAMS questionnaire or that of a similar survey, and
were obtained in aggregate from CDC’s Web site or from
state health department tabulations or publications.

For the remaining seven states and the District of
Columbia, the proportion of births resulting from unin-
tended pregnancies paid for by Medicaid or CHIP was pre-
dicted using a multivariate linear regression model similar
to that used by Finer and Kost to estimate state unintended
pregnancy rates.*! In the model, each of the 43 states with
data represented an observation. The dependent variable
was the proportion of births following unintended preg-
nancies for which the delivery was covered by Medicaid
or CHIP. Independent variables, measured at the state
level, were demographic characteristics of women aged
15-44,1 overall birthrate, birthrate associated with unin-
tended pregnancies and income-eligibility threshold for
pregnancy-related care under Medicaid and CHIP22%-%
The R-squared of the final model indicated that 77% of the

*Additional questions asked about payment for prenatal care or cover-
age at any point during pregnancy. Because the majority of maternity
costs are related to delivery, and in some cases a bundled payment at
delivery is the only payment made to a physician for the entire preg-
nancy, we deemed the delivery payment question most appropriate to
gauge source of payment for pregnancy-related costs overall.

1The model included age (15-19, 20-24 and 25-34); race or ethnicity
(non-Hispanic white, non-Hispanic black and Hispanic); poverty status
(proportion below the poverty line); and insurance (Medicaid or CHIP
and uninsured). Excluded categories (35 or older, non-Hispanic other,
proportion at or above the poverty line, proportion with private insur-
ance) were omitted to prevent overspecification of the model.
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variation in the dependent variable could be accounted for
by the independent variables. The same procedures were
used to obtain data on the proportion of births resulting
from intended pregnancies and of all births that were paid
for by Medicaid or CHIP; the R-squared coefficients for the
two models indicated that 80% and 85% of the variation,
respectively, could be accounted for by the independent
variables. (See appendix for additional details.)

Cost per Publicly Funded Birth

State-level data on the average cost of a Medicaid-funded
birth were drawn from earlier studies.®!' (Data on the
cost of a CHIP-funded birth were not available, but are
assumed for the current analysis to be the same as for a
Medicaid-funded birth.) Briefly, data on these costs are not
consistently collected for all states, but were available in
applications or evaluations completed by 24 states that

TABLE 1. Number of births, and percentage and number that were publicly funded, by pregnancy intention status, 2006
State No. of births % that were publicly funded No. that were publicly funded

All Unintended Intended All Unintended Intended All Unintended Intended
U.S. total
Adjusted 4,265,600 1,620,000 2,645,600 47.6 64.0 354 2,031,400 1,036,800 994,600
Unadjusted 4,265,600 1,823,900 2,441,600 476 64.0 354 2,031,400 1,167,400 864,000
State
Alabama 63,200 30,500 32,700 49.8 66.2 337 31,500 20,200 11,300
Alaska 11,000 4,800 6,200 49.3 63.9 37.2 5,400 3,100 2,400
Arizona*,t 102,400 43,800 58,600 52.1 66.7 42.0 53,300 29,200 24,100
Arkansas 41,000 20,800 20,200 59.9 73.6 46.0 24,500 15,300 9,200
California 562,400 243,000 319,500 498 62.0 40.6 280,300 150,600 129,700
Colorado 70,800 28,200 42,600 416 59.5 294 29,400 16,700 12,700
Connecticutt 41,800 13,500 28,300 28.2 473 18.1 11,800 6,400 5,400
Delaware 12,000 5,600 6,300 50.3 67.5 35.1 6,000 3,800 2,200
District of Columbia*, t 8,500 2,600 6,000 63.4 75.2 535 5,400 1,900 3,500
Florida 236,800 109,600 127,200 49.6 62.9 382 117,500 69,000 48,500
Georgia 148,600 74,900 73,700 56.4 70.7 409 83,800 53,000 30,800
Hawaii 19,000 8,700 10,300 318 422 229 6,000 3,700 2,400
Idaho 24,200 8,300 15,900 37.7 555 28.0 9,100 4,600 4,500
lllinois 180,600 75,300 105,300 49.8 68.2 36.3 89,900 51,400 38,600
Indiana* 88,600 37,000 51,600 439 61.3 312 38,900 22,700 16,200
lowat 40,600 14,600 26,000 37.2 56.8 204 15,100 8,300 6,800
Kansas*,t 41,000 17,200 23,800 36.2 54.6 223 14,800 9,400 5,500
Kentucky 58,300 23,700 34,500 540 784 37.2 31,500 18,600 12,800
Louisiana 63,400 34,700 28,700 67.1 80.5 52.0 42,500 27,900 14,600
Maine 14,200 5,400 8,700 448 65.5 319 6,300 3,600 2,800
Maryland 77,500 31,200 46,300 335 46.5 25.2 26,000 14,500 11,400
Massachusetts 77,700 24,000 53,700 36.1 59.1 259 28,000 14,200 13,900
Michigan 127,500 52,100 75,300 435 61.5 31.0 55,500 32,000 23,400
Minnesota 73,500 26,500 47,100 379 58.9 255 27,900 15,600 12,300
Mississippi 46,100 27,400 18,700 69.2 81.0 526 31,900 22,200 9,700
Missouri 81,400 37,700 43,700 50.0 65.1 36.7 40,700 24,500 16,200
Montana 12,500 5,500 7,000 36.0 53.0 217 4,500 2,900 1,600
Nebraska 26,700 10,600 16,100 43.7 64.5 299 11,700 6,900 4,800
Nevada*,t 40,000 15,000 25,100 44.0 60.3 33.1 17,600 9,000 8,600
New Hampshire*,t 14,400 5,000 9,300 258 455 148 3,700 2,300 1,400
New Jersey 115,000 40,500 74,500 321 49.7 226 36,900 20,100 16,800
New Mexico 29,900 13,700 16,200 538 65.1 443 16,100 8,900 7,200
New York 250,100 86,600 163,500 50.1 64.7 42.0 125,300 56,000 69,300
North Carolina 127,900 60,900 67,000 53.1 74.1 39.7 67,900 45,100 22,800
North Dakota 8,600 3,100 5,500 269 46.0 16.2 2,300 1,400 900
Ohio 150,600 70,300 80,300 420 61.6 255 63,200 43,300 20,000
Oklahoma 54,000 26,100 27,900 553 70.2 4.2 29,900 18,400 11,500
Oregon 48,700 18,500 30,200 44.2 61.2 331 21,500 11,300 10,200
Pennsylvania 149,100 66,300 82,700 338 50.7 20.3 50,400 33,600 16,800
Rhode Island 12,400 4,600 7,800 429 59.1 335 5,300 2,700 2,600
South Carolina 62,200 31,200 31,000 60.0 775 424 37,300 24,200 13,100
South Dakota*,t 11,900 5,300 6,700 356 535 209 4,200 2,800 1,400
Tennessee 84,400 43,500 40,900 533 67.9 37.7 45,000 29,500 15,500
Texas 399,600 179,500 220,100 59.9 738 485 239,400 132,500 106,900
Utah 53,500 18,300 35,200 334 49.5 250 17,900 9,100 8,800
Vermont 6,500 2,400 4,100 46.5 66.8 34.8 3,000 1,600 1,400
Virginia 107,800 43,700 64,200 29.5 446 19.2 31,800 19,500 12,300
Washington 86,900 32,000 54,900 47.2 65.1 36.6 41,000 20,800 20,200
West Virginia 20,900 9,000 12,000 59.5 721 49.6 12,500 6,500 6,000
Wisconsin 72,300 27,700 44,600 36.1 51.8 26.3 26,100 14,300 11,800
Wyoming 7,700 3,400 4,300 478 59.7 38.1 3,700 2,000 1,600
*Births from unintended pregnancies estimated by regression analyses (see appendix, page 100). tProportion of all, unintended and intended publicly funded
births estimated by regression analyses (see appendix). Proportion of all publicly funded births estimated by regression analyses (see appendix). Note: Unad-
justed U.S. total is the sum of individual state-level data; adjusted U.S. total is the product of the unadjusted sum and the ratio of the estimated number of births
resulting from unintended pregnancies in 2006 (source: reference 31) to the unadjusted total.
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have sought a federal waiver to expand Medicaid eligibility
specifically for family planning services. For the remain-
ing states, the authors obtained estimates by averaging the
available data and adjusting for states’ Medicaid payment
rates.”!!

For the current analysis, we adjusted the published data
for inflation to 2006 dollars, using the medical care com-
ponent of the Consumer Price Index.”” We then separated
the average cost of a Medicaid-funded birth for each state
into state and federal costs, on the basis of the state’s fed-
eral medical assistance percentage for FY 2006.%° We mul-
tiplied the number of births resulting from unintended
pregnancies in each state by the proportion of such births
paid for by public programs to arrive at each state’s num-
ber of publicly funded births from unintended pregnan-
cies. That figure was then multiplied by the average cost of
a Medicaid-funded birth in the state to arrive at a total cost
for the state. A similar process was used for the cost of all
publicly funded births in each state (including those from
intended pregnancies, which we subsequently calculated
by subtraction).

National Totals

According to the National Survey of Family Growth
(NSFG), an estimated 1.6 million births resulted from
unintended pregnancies in the United States in 2006;*
by comparison, the estimates we use in this analysis**
sum to 1.8 million births from unintended pregnancies
that year. To account for this difference, we present both
unadjusted U.S. totals (summed from the state-level data)
and adjusted U.S. totals (calculated as 89%—1.6 million
divided by 1.8 million—of the unadjusted totals). The
estimates may differ in part because of the timing of the
survey interview in relation to the birth (the gap between
a given delivery and the survey date could be up to five
years for the NSFG, as compared with six months for
PRAMS) or because of differences in the questions mea-
suring intention status. Nevertheless, because the NSFG
is designed to provide national estimates and because its
intention status measure may be superior to the PRAMS
measure, we expect the adjusted national totals to be more
accurate. Coincidentally, they are also more conservative.
We refer in this article exclusively to adjusted totals.

RESULTS
Publidy Funded Births
Nationally, 64% of the 1.6 million births resulting from
unintended pregnancies in 2006 were paid for by public
insurance programs (Table 1); in comparison, 48% of all
births and 35% of births resulting from intended pregnan-
cies were funded by these programs. We estimate that 1.0
million—or 51%—of the 2.0 million total publicly funded
births in 2006 resulted from unintended pregnancies. By
comparison, 38% of all births nationwide followed unin-
tended pregnancies (1.6 million out of 4.3 million).
States vary considerably in their eligibility levels for
pregnancy-related care, as well as in the demographic
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TABLE 2. Cost per publicly funded birth, and total public costs for births resulting

from unintended pregnancies

State Cost per | Public costs for births resulting from unintended pregnancies
ublicl

?undedy All Federal State Per woman

birth (in millions) (in millions) (in millions) 15-44
U.S. total
Adjusted $11,647 | $11,140.1 $6,523.0 $4,617.1 $180
Unadjusted 11,647 12,5426 7,344.3 51983 203
State
Alabama 8,660 175.1 121.7 534 186
Alaska 22,242 68.2 393 289 476
Arizona 9,878 2887 1934 953 232
Arkansas 11,040 168.8 124.6 443 299
California 8,937 1,346.4 673.2 673.2 174
Colorado 9,581 160.5 80.2 80.2 160
Connecticut 13,211 844 422 422 120
Delaware 12,401 47.2 237 236 267
District of Columbia 11,875 228 15.9 6.8 156
Florida 9,302 641.5 3778 263.7 184
Georgia 13,128 695.6 4216 2741 342
Hawaii 10,571 389 228 16.0 154
Idaho 14,430 66.6 46.6 20.0 226
lllinois 9,957 5115 2558 255.8 190
Indiana 11,119 2524 159.0 934 196
lowa 14,468 120.1 764 437 206
Kansas 9,965 93.6 56.5 37.0 168
Kentucky 13,344 2483 172.0 763 287
Louisiana 14,523 405.7 283.1 1226 451
Maine 8,788 313 19.7 11.6 122
Maryland 12,933 187.7 93.8 93.8 157
Massachusetts 12,820 181.8 90.9 90.9 133
Michigan 8,798 282.0 159.6 1224 137
Minnesota 9,168 142.9 715 715 135
Mississippi 6,136 136.3 103.6 327 225
Missouri 10,655 261.5 161.9 99.5 219
Montana 11,320 33.0 233 9.7 183
Nebraska 13,454 923 55.1 37.2 261
Nevada 9,232 833 456 377 166
New Hampshire 11,955 274 13.7 13.7 103
New Jersey 14,066 283.1 1415 141.5 161
New Mexico 10,146 90.6 64.4 26.1 228
New York 13,366 749.1 3745 3745 182
North Carolina 12,859 579.6 368.0 2116 314
North Dakota 14,534 20.8 13.7 7.1 164
Ohio 11,059 478.8 286.7 192.1 206
Oklahoma 9,433 173.2 117.6 55.6 241
Oregon 6,329 715 44.0 27.5 97
Pennsylvania 9,534 320.7 176.5 144.2 131
Rhode Island 11,490 313 17.1 14.3 140
South Carolina 10,509 254.2 176.2 78.0 285
South Dakota 12911 36.3 236 12.7 237
Tennessee 11,647 3437 219.9 1238 274
Texas 9,728 1,289.1 782.0 507.1 257
Utah 10,450 94.7 67.0 27.7 165
Vermont 13,562 217 12.7 9.0 175
Virginia 14,666 285.9 1429 1429 176
Washington 12,205 253.9 127.0 127.0 193
West Virginia 10,999 712 52.0 19.2 204
Wisconsin 10,964 157.3 90.7 66.6 139
Wyoming 19,638 40.0 217 183 399

Note: Unadjusted U.S. total is the sum of individual state-level data; adjusted U.S. total is the product of the
unadjusted sum and the ratio of the estimated number of births resulting from unintended pregnancies in

2006 (source: reference 31) to the unadjusted total.

composition of their populations. Thus, they also vary
considerably in the proportion of births that are pub-
licly funded, regardless of pregnancy intention status.
In 11 jurisdictions, at least 70% of births resulting from
unintended pregnancies were paid for public programs;
Louisiana and Mississippi had the highest proportions
(81% each). All but one of those 11 jurisdictions are in the
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TABLE 3. Costs for all publicly funded births and for those resulting from intended

pregnancies
State All publicly funded births Publicly funded births resulting

(in millions) from intended pregnancies

(in millions)

All Federal State All Federal State
U.S. total
Adjusted $21,844.1  $12,700.5 $9,1436 | $10,7040 $6,1774  $4,526.5
Unadjusted 21,844.1 12,700.5 9,143.6 93015  5356.2 3,9453
State
Alabama 2727 189.6 83.1 976 67.9 29.8
Alaska 120.6 69.4 51.1 524 30.2 222
Arizona 526.8 3528 1739 238.1 159.5 786
Arkansas 270.9 199.8 711 102.0 753 26.8
California 2,505.3 1,252.7 1,252.7 1,159.0 579.5 579.5
Colorado 282.0 141.0 141.0 1215 60.8 60.8
Connecticut 155.6 778 778 712 356 356
Delaware 74.8 375 373 27.5 13.8 137
District of Columbia 64.1 449 19.2 414 29.0 124
Florida 1,092.5 643.4 449.1 451.0 265.6 1854
Georgia 1,100.5 666.9 4336 404.9 2454 159.5
Hawaii 63.8 375 263 25.0 147 103
Idaho 131.6 92.0 396 64.9 454 19.5
lllinois 895.4 447.7 447.7 3839 191.9 191.9
Indiana 4329 2726 160.3 180.5 113.7 66.8
lowa 2185 139.0 79.5 984 62.6 358
Kansas 148.0 89.4 58.6 54.4 329 215
Kentucky 419.7 290.7 129.0 1714 1187 527
Louisiana 617.1 430.7 186.4 2114 147.5 63.9
Maine 55.7 35.0 20.7 244 15.3 9.0
Maryland 3357 167.9 167.9 148.0 74.0 74.0
Massachusetts 359.5 179.7 179.7 177.6 88.8 88.8
Michigan 487.9 276.1 2118 205.9 116.5 89.4
Minnesota 255.5 127.7 127.7 112.5 56.3 56.3
Mississippi 195.6 148.6 46.9 59.3 45.1 14.2
Missouri 433.6 268.5 165.1 1721 106.6 65.5
Montana 51.0 36.0 15.0 179 126 53
Nebraska 157.1 93.8 634 64.9 387 26.2
Nevada 162.6 89.1 736 793 434 359
New Hampshire 443 22.2 222 16.9 85 85
New Jersey 5193 259.7 259.7 2363 118.1 118.1
New Mexico 163.4 116.3 471 728 51.8 210
New York 1,674.7 8374 8374 925.6 462.8 462.8
North Carolina 873.0 5543 318.7 2934 186.3 107.1
North Dakota 337 222 11.5 129 85 44
Ohio 699.5 4189 280.6 220.7 132.2 88.6
Oklahoma 281.8 1914 90.4 108.5 737 348
Oregon 136.2 839 523 64.7 399 249
Pennsylvania 4804 264.5 216.0 159.7 87.9 71.8
Rhode Island 61.0 332 27.8 29.7 16.1 135
South Carolina 391.8 2716 120.2 1376 95.4 42.2
South Dakota 547 356 19.1 184 1.9 6.4
Tennessee 523.7 335.1 188.6 180.0 115.2 64.8
Texas 2,3289 14127 916.2 1,039.8 630.7 409.0
Utah 186.7 132.1 54.6 92.0 65.1 26.9
Vermont 411 24.0 17.0 194 13 8.0
Virginia 467.0 2335 2335 181.1 90.6 90.6
Washington 500.5 250.2 250.2 246.6 1233 1233
West Virginia 137.0 100.0 37.0 65.8 48.0 17.8
Wisconsin 286.3 165.1 1213 129.0 744 54.6
Wyoming 720 39.1 33.0 320 174 14.6

Note: Unadjusted U.S. total is the sum of individual state-level data; adjusted U.S. total is the product of the
unadjusted sum and the ratio of the estimated number of births resulting from unintended pregnancies in
2006 (source: reference 31) to the unadjusted total.
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South (as categorized by the U.S. Census Bureau), a region
with high levels of poverty. In eight states, by contrast, the
proportion was below 50%; Hawaii had the lowest pro-
portion (42%). The eight states with the lowest propor-
tions follow no clear geographic pattern.

State-level patterns for public coverage of births fol-
lowing intended pregnancies and of overall births were

very similar. Louisiana, Mississippi and the District of
Columbia had the highest proportions (52-54% of births
resulting from intended pregnancies and 63-69% of
all births); other southern states followed closely. New
Hampshire had the lowest proportions (15% and 26%,
respectively).

Public-Sector Costs for Unintended Births

Government expenditures on births resulting from unin-
tended pregnancies nationwide totaled $11.1 billion in
2006 (Table 2, page 97); of that, $6.5 billion were federal
expenditures and $4.6 billion were state expenditures.
On average, a publicly funded birth cost $11,647. To put
these figures in perspective, the federal and state govern-
ments together spent an average of $180 on maternity and
infant care related to births from unintended pregnancies
for every woman aged 15-44 in the country.

Because of the wide variation in the number of births
resulting from unintended pregnancies paid for by public
programs and in the cost of a publicly funded birth, public
expenditures on births following unintended pregnancies
varied considerably across states. In seven states, these
costs exceeded half a billion dollars. California and Texas
spent the most—about $1.3 billion each. Controlling for
population size, spending per woman aged 15-44 ranged
from $97 in Oregon to $476 in Alaska.

In addition to the costs of births resulting from unin-
tended pregnancies, the federal and state governments
spent $10.7 billion for births from intended pregnancies,
for a total of $21.8 billion for all publicly funded births
(Table 3). Thus, 51% of government expenditures on
births in 2006 were spent on births following unintended
pregnancies ($11.1 billion of $21.8 billion).

DISCUSSION

This analysis demonstrates the importance of Medicaid
and CHIP for assisting American women and families to
afford the expense of pregnancy and childbirth. According
to our estimates, 48% of all births in the United States
in 2006 were paid for by these programs. (This estimate
is somewhat higher than the 41% found by the National
Governors Association for 2003;*? however, that estimate
was based on an unweighted average of state rates.) The
role of Medicaid in funding U.S. births has increased
dramatically since the mid-1980s, when Congress first
allowed and then required states to expand Medicaid eli-
gibility to pregnant women at income levels well above
those most states set for Medicaid more generally. In 1985,
Medicaid paid for 15% of U.S. births; by 1991, that figure
had more than doubled, to 32%.

Our findings also reflect and help illustrate the increas-
ing concentration of unintended pregnancy and resulting
births among poor and low-income women. Sixty-four
percent of births resulting from unintended pregnancies
in 2006—one million of them—were publicly funded.
By contrast, only 33% of women 15-44 that year had
a family income below 200% of the federal poverty
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level**—which is roughly the income-eligibility ceiling
for pregnancy-related care in most states’ Medicaid and
CHIP programs.

The health, social and economic consequences of
unintended pregnancies are undoubtedly substantial for
women and families. In addition, these pregnancies cre-
ate immense budgetary costs for federal and state gov-
ernments—$11.1 billion in a single year. Indeed, births
resulting from unintended pregnancies account for half
of publicly funded births and their resulting costs. This is
a disproportionate burden on programs, given that only
38% of all U.S. births result from unintended pregnancies.

Staggering as these numbers are, they would be even
higher if not for continued federal and state investments in
family planning services. In 2008, an estimated $2 billion
in expenditures for services at publicly supported family
planning centers resulted in $7 billion in gross savings
from helping women avoid unintended pregnancies and
the births that follow.!' In other words, in the absence of
the services provided by these centers with government
support, the annual public costs of births from unintended
pregnancy would increase 60%, to $18 billion.

Reductions in the public costs from the current level of
$11.1 billion would translate to gross savings for the fed-
eral and state governments. Realizing those potential sav-
ings would require substantial public investments beyond
those in place today. These should include continuing to
increase access to family planning services and compre-
hensive sex education. Indeed, the Patient Protection and
Affordable Care Act—the sweeping health care reform
legislation that President Obama signed in March 2010—
includes several major provisions to achieve those ends,
such as broad expansions of public and private insurance
coverage that will address reproductive health needs; new
authority to states to expand Medicaid eligibility for fam-
ily planning services specifically; the possibility (pending
federal regulation) of required private insurance coverage
of contraceptive services and supplies, free of any out-of-
pocket costs; and new grants to states and community-
based groups for programs that educate adolescents about
both abstinence and contraception for the prevention of
pregnancy and STDs.?>"

Limitations

Our estimates are subject to a number of limitations, many
of which are inherent to the array of sources we have
drawn upon and have been discussed at length.*?' Several
others are important to highlight here.

For about half of the states, estimates for the average
cost per Medicaid-funded birth were based on indices of
Medicaid payment rates.”!" These indices reflect relative
costs across states for a broader set of services than mater-
nity and infant care, and could therefore underestimate
or overestimate costs in some states for those specific
services.

Our method of attributing costs to state and federal
governments has shortcomings. It does not reflect that
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states receive an enhanced federal reimbursement for
pregnant women enrolled in CHIP, rather than Medicaid.
Similarly, it does not reflect that the federal reimburse-
ment for women covered by Medicaid only for labor and
delivery, on an emergency basis (e.g., for undocumented
immigrants), is at 50%, a rate that is for most states lower
than their standard reimbursement rate. Both groups of
women, however, are relatively small compared with the
group for whom states receive reimbursement at their fed-
eral medical assistance percentage.

This analysis was limited to public costs for births
resulting from unintended pregnancies. An estimate of
the overall public costs of unintended pregnancies should
also include some costs related to abortion and fetal loss,
although such costs should be relatively small. The aver-
age cost of an abortion at 10 weeks’ gestation, for example,
was $451 in 2009, which is much less than the $11,647
we estimate as the average cost of a Medicaid-funded
birth in 2006. And according to one report, $89 mil-
lion in public funds were spent for abortion nationally in
2006,% substantially less than the $11.1 billion in public
expenditures that year for births following unintended
pregnancies.

The public costs related to births resulting from unin-
tended pregnancies also, in theory, go far beyond mater-
nity and infant care costs. Uncounted are costs from the
increased likelihood of preterm birth, low birth weight
and other negative perinatal outcomes;* children’s medical
care beyond their first year; pregnancy-related care paid
for by other government-related health programs, includ-
ing the Indian Health Service and indigent care programs
that subsidize hospitals’ uncompensated care; and other
government benefits, such as food stamps and welfare
payments. In addition, because the income-eligibility
thresholds for health and welfare benefits increase with
family size, a birth from an unintended pregnancy may
make family members eligible for additional benefits at
additional public cost. A 2010 evaluation of a Medicaid
family planning program in California, for example, found
that the savings to the state from an averted publicly
funded birth were nearly five times as high when analyses
included both health and social services costs over a five-
year period as when they considered only health care costs
over a two-year period.* The data that would be necessary
to conduct such a broader analysis for all 50 states, how-
ever, are not available. Given the scope of our analysis and
what was left out, it is safe to say that our estimates are
conservative ones.

Conclusion

Clearly, the public costs of births following unintended
pregnancies are substantial and place a burden on federal
and state governments. For that reason, investments in
programs and policies to reduce unintended pregnan-
cies not only would enable women and families to meet
their childbearing needs, but would produce public sav-
ings that would strengthen government finances and
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the sustainability of the nation’s health care safety-net
programs.

APPENDIX

Data Sources for the Proportion of Births

Paid for by Public Programs

eIndividual-level PRAMS data (28 states). We tabulated
weighted estimates for 2006 from the CDC data set for 21
states: Alaska, Arkansas, Colorado, Georgia, Hawaii,
lllinois, Maine, Maryland, Michigan, Minnesota,
Mississippi, Nebraska, New Jersey, New York, Ohio,
Oklahoma, Oregon, Rhode Island, Utah, Washington and
West Virginia. PRAMS was conducted separately for New
York City and for the rest of New York State; data from
both surveys were combined to arrive at figures for the
entire state. We tabulated CDC data from other years for
seven states: Delaware (2007), Missouri (2007), Montana
(2002), North Carolina (2007), North Dakota (2002),
Wisconsin (2007) and Wyoming (2007).

For these 28 states, having access to the individual-level
data allowed us to include separately identified CHIP pro-
grams, Medicaid and CHIP managed care plan names,
and Medicaid and CHIP waiver programs. This can be
complicated, because many states operate two or more
such programs and contract with multiple managed care
plans, and the list of programs and plans may change from
year to year. These payment options were either listed
on the PRAMS questionnaire within the Medicaid pay-
ment category, listed as a separate category or included
in the “other” category as a write-in. In the following
states, program names either were included in a state-
specific category or were written in by at least 10 respon-
dents and were therefore included in this analysis: Alaska
(Denali KidCare), Arkansas (ARKids First), Colorado
(Child Health Plan Plus), Michigan (Medical Outpatient
Maternity  Services), Nebraska (Medicaid managed
care, including Wellness Option, Share Advantage and
Primary Care Plus), New Jersey (New Jersey FamilyCare),
New York (Prenatal Care Assistance Program), Ohio
(CareSource), Oklahoma (SoonerCare), Rhode Island
(RIte Care and Neighborhood Health Plan) and Wisconsin
(BadgerCare).

*Other data that include state-specific programs (eight
states). Weighted estimates of PRAMS data were obtained
from the state health departments in Florida (2005),
Louisiana (2007), South Carolina (2006), Tennessee
(2007), Vermont (2006) and Virginia (2007). Additional
program names identified as a separate category were
included in the total estimates of publicly funded births
in Florida (Medipass), Tennessee (TennCare) and Vermont
(Dr. Dynasaur). State health department analyses con-
firmed that for all six of these states, fewer than 10 rele-
vant write-in responses were received for each survey.
Aggregate data from Massachusetts (2007) were obtained
from CDCs PRAMS On-line Data for Epidemiologic
Research (CPONDER) system,* after we confirmed
with the state health department that no state-specific

programs were excluded from the Medicaid category and
that fewer than 10 observations had write-in answers that
included public funding. We produced weighted tabula-
tions of data from Kentucky’s 2007 PRAMS Pilot Project
survey.

eAggregate data that may not include state-specific
programs (seven states). For Alabama (2003) and
Pennsylvania (2007), we were limited to data available in
CPONDER. Alabama’s questionnaire included no state-
specific categories. In Pennsylvania, two state-specific cat-
egories were likely not included with Medicaid-funded
births in the CPONDER tabulations: adult basic and CHIP.
For New Mexico (2006) and Texas (2006), estimates were
obtained from state health department tabulations. We
obtained tabulations from PRAMS-like surveys in Idaho
(2006 Pregnancy Risk Assessment Tracking System) and
lowa (2006 Barriers to Prenatal Care survey). The surveys
in New Mexico, Texas, Idaho and lowa had no state-spe-
cific programs, and although the numbers of write-in
responses are unknown, the Medicaid category likely cap-
tured almost all publicly funded deliveries in those states.
Finally, for California, we calculated the proportion of
births that were publicly funded using published data
from that states 2006 Maternal and Infant Health
Assessment.*

ePredicted data from multivariate regression (eight
jurisdictions). We used regression analysis to obtain esti-
mates for Arizona, Connecticut, the District of Columbia,
Indiana, Kansas, Nevada, New Hampshire and South
Dakota. The proportion of all births paid for by public
programs was estimated also for Iowa, because data were
not available at the time of this analysis. Standard errors
for the nine predicted values of the proportion of all births
that were publicly funded and for the eight predicted val-
ues of the proportion of intended births that were publicly
funded ranged from 0.01 to 0.04, except for the District of
Columbia (0.10), which is somewhat unlikely to conform
to amodel in which all the other observations are states, as
opposed to cities. Standard errors for the eight predicted
values of the proportion of unintended births that were
publicly funded ranged from 0.02 to 0.05 (0.11 for the
District of Columbia).

To gauge the accuracy of the model, we used the regres-
sion coefficients to calculate predicted proportions for the
43 states for which we had data, and then compared the
model’s predictions to the actual data. For each state, we
ran a regression using the data from the other 42 states
to predict the proportion of publicly funded births. We
repeated that procedure for all three measures. In 22
states, the estimates were within five points or less of the
actual proportion. The 21 with larger differences were
about equally divided into those estimates below and
above the actual proportion; both groups had an average
discrepancy of roughly nine points. These results provide
confidence that the regression procedure was unbiased—
that is, it did not lead to consistently higher or lower esti-
mates than the actual.
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