
 

 

Family Planning: An Essential, Cost Effective Part of Health Care Reform 
 

“The Democratic Party also strongly supports access to comprehensive affordable family planning 
services and age-appropriate sex education which empower people to make informed choices and live 
healthy lives. We also recognize that such health care and education help reduce the number of 
unintended pregnancies and thereby also reduce the need for abortions.” 

- 2008 Democratic Party Platform1   
 
With these words, the Democratic Party signaled its commitment to providing all Americans with 
access to comprehensive family planning services and to the reduction of unintended pregnancies in 
the United States.  This effort is critical – the United States has one of the highest rates of 
unintended pregnancy among Western nations. Each year, half of the more than 6 million 
pregnancies in this country are unintended, and nearly half of those end in abortion.2  However, 
publicly funded contraceptive services help to prevent at least 1.4 million unintended pregnancies 
every year, thus reducing the need for abortion.3    
      
To make this commitment a reality, the next administration must incorporate common-sense, 
effective family planning services and policies into health care reform, including:   
 

 Expanding Contraceptive Coverage 
 Investing in Evidence-Based, Comprehensive Community- and Faith-Based 

Interventions 
 Creating National Standards of Care for Family Planning 
 Expanding Access to Family Planning Through Medicaid 
 Making a Significant Investment in Title X 
 Addressing the High Cost of Pharmaceuticals 

 
Today family planning health centers are relied upon by millions of Americans for their basic health 
services, providing everything from contraceptive services and education to breast and cervical 
cancer screenings and a vast array of other, preventive health services.  The reach of these publicly 
funded health centers is expansive – 85 percent of U.S. counties have at least one health center 
providing subsidized family planning services.4  Successful health care reform, therefore, must build 
upon the existing network of family planning providers and utilize this effective infrastructure to 
reach the most vulnerable populations: the low-income, uninsured and underinsured.   
   
Family planning services are a fundamental part of preventive health care that results in improved 
health outcomes while simultaneously reducing the cost of health care.  The following 
recommendations will help to expand coverage of and access to family planning services, ensure the 
quality of those services, maintain a focus on prevention, reduce health care costs, decrease 
disparities, and ultimately improve the health of American families. 
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Health Care Reform Must Include Comprehensive Family Planning Services 
 
Any meaningful health care reform must incorporate comprehensive family planning services.  
Family planning, including contraceptive services and supplies, education, counseling, and other 
preventive health services, is a critical element of basic public health care that helps women and men 
build strong, socially responsible families.  Contraception improves the health of women and 
children by enabling women to plan and space their births.  Women with unintended pregnancies 
are less likely to obtain timely or adequate prenatal care,5 and unintended pregnancy increases the 
likelihood of low birth-weight babies and infant mortality.6  Contraception is also the key to 
preventing unintended pregnancies.  The 11 percent of American women at risk for unintended 
pregnancy who do not use contraception account for half of all unintended pregnancies.7 
 
There are an estimated 66 million women of reproductive age (13–44) in the United States, and 
more than half (36 million) are in need of contraceptive services and supplies (i.e. they are sexually 
active and able to become pregnant, but do not wish to become pregnant).8  Of the 31 million adult 
women in need, 4.5 million in 2006 were poor (<100% of poverty) and 7.9 million were low-income 
(100–249%).9  According to the Guttmacher Institute, 17.5 million women were in need of publicly 
funded contraceptive services and supplies in 2006, a number that has increased by more than one 
million since 2000.10  However, publicly funded sources of family planning reach fewer than seven 
million women per year.11   
 
Women in need of publicly supported contraceptive services are disproportionately of color, and 
their numbers are increasing.  In 2006, 5.1 million of the adult women in need were non-Hispanic 
black and 5.9 million were Hispanic.12  Between 2000 and 2006, the number of Hispanic women in 
need increased by 24 percent and the number who were black increased by 11 percent, while the 
number of women in need who were white increased by only 1 percent.13   
 

• Expanding Contraceptive Coverage:  The latest census data show that 46 million 
Americans – over 21 million of which are women – are uninsured.  Even for women with 
insurance, there are barriers to accessing contraception.  For those Americans who are 
insured, private insurance often does not include comprehensive contraceptive coverage.14  
In an effort to remedy this inequality, twenty-seven states currently require insurers that 
cover prescription drugs to provide coverage of the full range of FDA-approved 
contraceptive drugs and devices.  However, even among the states that require contraceptive 
coverage, inadequacies remain: nineteen of those states allow certain employers and insurers 
to refuse to comply with state mandates.  
 
Though many states now ensure that health insurance plans that cover prescription drugs 
provide equitable coverage for contraceptives, many women still lack contraception coverage 
and thus have to pay more for their contraceptives than for other medications.  Since 1999, 
the federal government has also required that the Federal Employees Health Benefits 
Program, which provides insurance for millions of federal employees, include contraceptive 
coverage.  Any health care reform plan should at least match the standard set by the federal 
government for its employees, and therefore must include provisions to ensure quality, 
nationwide, private health insurance coverage for prescription contraceptives and related 
medical services.   
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• Investing in Evidence-Based, Comprehensive Community- and Faith-Based 
Interventions:  Community- and faith-based programs can be key partners in improving the 
sexual and reproductive health of local communities, partners who, by nature, take into 
account the unique contours of ethnic, political and religious diversity of the populations 
they serve.  Community- and faith-based interventions can improve the health of low-
income and uninsured Americans by meeting them where they are, providing services in 
unconventional places if necessary.  It is vital, however, that these interventions be 
scientifically sound and comprehensive and meet the fundamental standards of sound public 
health. 
 

• Creating National Standards of Care for Family Planning:  It is critical that federally 
funded family planning services be more than just family planning in name only.  All federal 
programs that provide funding for family planning services need one set of unified standards 
to ensure that patients receive high-quality care, including a broad range of safe and effective 
contraceptive methods and accurate information about their sexual health.  These standards 
should be evidence-based and consistent with the current standards of care recommended 
by leading medical organizations, such as the American College of Obstetricians and 
Gynecologists (ACOG), the American Academy of Pediatrics (AAP), the U.S. Preventive 
Services Task Force, Centers for Disease Control and Prevention (CDC), American Cancer 
Society and the Sexuality Information and Education Council of the United States 
(SIECUS). 
 

• Expanding Access to Family Planning Through Medicaid:  Since the early 1990s, many 
states have been granted waivers by the Department of Health and Human Services (HHS) 
to expand Medicaid coverage of family planning services.  Recognizing the cost-effectiveness 
of helping women avoid unintended pregnancies, 27 states currently have waivers to expand 
Medicaid eligibility.  Of those, 20 states expand Medicaid coverage of family planning 
services based on income.15  States seeking to expand access to family planning services, 
however, must navigate a burdensome bureaucratic process of waiver approval, which lasts 
an average of 15 months, involves a significant investment of staff time and resources, and 
requires states to renew their family planning waivers on a regular basis.   
 
Medicaid coverage of family planning services is proven effective in helping low-income 
women avoid unintended pregnancy, thereby saving money to the state and federal 
governments.  A 2003 U.S. Department of Health and Human Services (HHS)-funded 
evaluation of six states that expanded access to Medicaid-funded family planning services 
found that each state realized substantial net savings.  States as diverse as Arkansas, Oregon, 
and South Carolina each saved at least $15 million a year as a result of their family planning 
waivers.  Other states saved much more, such as California, which has realized more than 
$400 million a year in net federal savings.16  Illinois’ Medicaid waiver was expected to save a 
total of $59 million over the five- year period of the waiver, which expires in March 2009.17   
 
The next administration must work to expand access to family planning by requiring states 
to provide coverage of Medicaid family planning services to women up to the same income 
level used to determine eligibility for pregnancy related care (states are required to provide 
coverage of pregnancy related care to women with incomes up to 133 percent of the federal 
poverty level, and many states go up to 185 percent of poverty and beyond). 
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The Guttmacher Institute estimates that requiring states to provide coverage of Medicaid 
family planning services to women up to the same income level used to determine eligibility 
for pregnancy related care (up to 200% FPL) would expand eligibility to more than 3.5 
million women a year, prevent more than 500,000 unintended pregnancies, and save the 
federal government and states approximately $1.5 billion.  In 2007, a Congressional Budget 
Office evaluation found that an optional version of the income-based expansion of Medicaid 
family planning services would save the federal government $200 million over 5 years and 
$400 million over 10 years.18  This federal savings is in addition to the money states would 
save by expanding family planning services. 
 

A Significant Investment in Title X is a Necessary Component of Health Care Reform 
 
In its nearly four decades of operation, Title X,19 the only federal program devoted specifically to 
supporting family planning services, has become a critical component of the nation's public health 
infrastructure and a true public health success story.20  Title X currently provides service delivery 
grants to 87 public and private, nonprofit grantees located in every state and U.S. territory, whom 
then determine which local providers receive funding.  State, county, and local health departments 
make up the majority (57 percent) of Title X service providers.  Hospitals, family planning councils 
and other private, nonprofit organizations make up the rest of Title X providers. 
  
Currently, nearly 5 million women and men receive services at more than 4,400 health centers 
funded through the Title X program.21  In 2006, Title X-funded clinics provided 2.5 million Pap 
tests, 2.4 million breast exams, 5.2 million STD tests, and 652,426 confidential HIV tests.22  Between 
1980 and 1999, Title X-supported clinics prevented almost 20 million unintended pregnancies, 9 
million of which would have ended in abortion; conducted an estimated 54.4 million breast 
examinations and an estimated 57.3 million Pap tests, which have resulted in the early detection of 
as many as 55,000 cases of invasive cervical cancer.23 
 
In keeping with established medical ethics, a woman facing an unintended pregnancy is entitled to 
nondirective counseling and referrals upon request regarding all of her available options, including: 
prenatal care and delivery; infant care, foster care, or adoption; and pregnancy termination.  By 
statute, no Title X funds may be used to pay for pregnancy termination.   
   

• Investing in Family Planning Saves Money:  Increasing access to family planning 
services for men and women in need reduces social costs, and creates stronger families, 
healthier children, a stronger society and better quality of life for all. Increased funding for 
family planning is not only a critical component of preventive health care, but also fiscally 
responsible – every dollar spent to increase funding for family planning would save $4.02 in 
pregnancy-related and newborn care costs to Medicaid.24   Research has also demonstrated 
that Medicaid family planning waivers are cost-effective policy options that save both state 
and federal government money.25,26    
 
In total, publicly funded family planning services save federal and state governments $4.3 
billion annually due to their impact on preventing unintended pregnancies.  This does not 
even include the health or fiscal effects of the other services provided, such as STD and HIV 
screening and breast and cervical cancer screening.  It also does not include the impact of 
Medicaid family planning services provided by providers outside of the public health center 
setting.27 

 



 

5 

• Title X Health Centers Are Ideally Situated to Provide Expanded Services Under 
Health Care Reform:  Title X-funded family planning centers are the entry point into the 
health care system for millions of Americans.  These centers often serve as the only health 
care provider for many of the women and men they serve, primarily low-income, uninsured 
and underinsured Americans.  Thus, federally funded family planning providers are ideally 
positioned to provide comprehensive health care services, including family planning, 
especially to the key target populations of any health care reform effort: the low-income, the 
uninsured and the underinsured.   
 
Nearly 75 percent of U.S. counties have a Title X-funded health center.28  Title X’s expansive 
reach, combined with its focus on vulnerable and underserved populations, places Title X 
health centers in an ideal position to reduce disparities.  Patients served by Title X are 
disproportionately women of color,29 and the majority of those receiving family planning 
services through Title X are low-income.30   These populations all are at higher risk of an 
unintended pregnancy and for being uninsured.  A low-income woman (a woman below 
250% of the federal poverty level) is four times as likely to have an unintended pregnancy, 
five times as likely to have an unintended birth, and more than four times as likely to have an 
abortion as her higher-income counterpart.31    
 
Besides contraceptive and gynecological services, Title X family planning health centers have 
already been used effectively to provide screenings for STDs, including HIV; cervical and 
breast cancers; high blood pressure; anemia; and diabetes, in addition to health education 
and referrals for other health and social services.   Title X should include additional services 
to maximize the public health benefit, including: preconception and interconception care; 
expanded services to men; availability of the HPV vaccine; and services to address a range of 
behavioral risk factors facing the target populations including depression, anxiety, intimate 
partner violence, alcohol, tobacco and other drugs that may impact effective family planning.  
In addition, many Title X-funded health care centers are currently working to implement 
cutting-edge practices for outreach and enrollment. Many of them are partnering with states 
to provide point-of-service eligibility determinations for Medicaid and other programs for 
which patients receiving services may be eligible, making these providers well-placed to 
capitalize on their extensive reach to solve one of the most difficult problems of any health 
care reform effort: recruiting and enrolling individuals with limited connections to the health 
care system as a whole. 
 

• Investing in Title X is Critical to Public Health:  Despite the incredible success of the 
Title X program and the critical services it provides, Title X has been chronically 
underfunded, posing a significant challenge to the program’s survival.  If appropriations had 
kept up with inflation since FY 1980, the program would be funded at $759 million rather 
than the FY 2007 funding level of $283 million.32  This underfunding has led to a number of 
negative consequences, including: constraints on the ability to offer the most effective 
contraceptives, limited staffing to address the educational and counseling services needed, 
difficulties in conducting outreach to the most vulnerable of the priority populations, and 
insufficient capacity to meet all of the demand for services.   
 
The current funding level for Title X does not adequately support the services provided by 
the program, which are essential to public health.  A significant investment in Title X is an 
essential part of successful health care reform.  Based on a 2006 analysis by the Guttmacher 
Institute, it is estimated that each $100 million increment in new funding for Title X could 
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allow Title X providers to serve 491,700 new patients, prevent 86,100 unplanned 
pregnancies (which would otherwise result in 34,700 abortions and 41,100 unplanned births), 
and save Medicaid $380 million.33   
 
The next administration must increase funding for the Title X program to $700 million.  
This critical commitment to Title X would ensure the most effective methods of 
contraception are available to patients, and make available more accurate cervical cancer and 
human papillomavirus screening tools that have become the standard of care in the private 
sector.  A significant investment in Title X would also allow for new STD testing and 
treatment technology and the ability to expand the availability of HIV testing and better 
integrate HIV counseling, testing, and referral services into the family planning system.  
Moreover, new and expanded services essential to addressing the needs of the program’s 
priority populations and reflecting a truly comprehensive set of services that support 
prevention cannot be accomplished without significantly increased funding. 
 

Health Care Reform Must Address  the High Cost  o f  Pharmaceut i ca ls  
 
The high price of prescription medications has been a major factor in escalating health care costs 
and has had a devastating impact on Americans’ health.   Spending on prescription drugs in the U.S. 
reached $216.7 billion in 2006, five times more than the $40.3 billion spent in 1990.  While spending 
on prescriptions has been a relatively small proportion of overall national health care spending, it has 
been one of the fastest growing components.  Drug spending overall is projected to increase over 
the next decade, and annual increases of around 8% are expected to occur, putting increased 
pressure on government-funded programs and uninsured individuals to purchase prescription 
medications.34 
 
Recent, dramatic increases in the cost of contraceptive supplies have become a major obstacle to 
health centers struggling to use limited federal funds to provide services to as many low-income and 
uninsured women and men as possible.  Title X expenditures on contraceptive supplies increased by 
an average of 26 percent over three years, while the Title X grants over the same period increased by 
an average of 11 percent.35 
 
The federal 340B program cite, which exists to provide certain federally funded health care 
providers (including Title X providers) with access to low-cost drugs, has been limited in its ability 
to impact the high cost of contraceptives.  Under the current system, pharmaceutical companies are 
able to change the price of the drugs they offer through 340B on a quarterly basis and without 
notice, often leading Title X providers scrambling to cover new, unplanned for price increases.  At a 
time when Title X providers are already strapped as a result of new and expensive contraceptive 
technologies and STD and HIV screening and treatment, the expense of training and retaining 
qualified health care personnel in an era of nursing shortages, the increased cost of contraceptives 
and the last-minute price fluctuations under 340B has put Title X providers in the untenable 
position of having to chose between offering fewer contraceptive choices, cutting services, or even 
reducing staff or closing health centers in some cases. 
 
Further hindering family planning providers are changes made through the Deficit Reduction Act of 
2005 that inadvertently eliminated incentives for pharmaceutical companies to extend a “nominal 
price” to non-340B eligible family planning providers.  Nearly four million women who depend on 
college health centers and safety-net providers for their birth control have seen prices increase 
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dramatically as an unintended consequence of a change in the DRA, going from an average $5 to 
$10 per month up to as much as $40 or $50 a month.      
 
As part of successful health care reform efforts, the next administration must consider a variety of 
solutions to combat the increased cost of prescription drugs and ways to help family planning 
providers offset those costs.  The next administration must consider the development of a national 
prescription-drug purchasing consortium for all federally-funded health care programs, to better 
harness the combined purchasing power of federal health grantees to provide low-cost drugs to 
patients in need.  Non-340B eligible family planning providers, who operate as part of the health-
care safety net, must also be allowed to once again access low-cost contraceptives. 
 

November 2008 
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