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Policy recommendation: The American College of Preventive Medicine (ACPM) recommends
that state and federal governments ensure women’s access to comprehensive, coordinated, and
high quality reproductive health services to include education; emergency, short, and long-term
contraception; sterilization; and abortion. ACPM stands with other organizations in opposing
legislative restrictions that decrease access to safe abortions for all women.

KEY ISSUES:
1. In the United States, a high-income country, rates of unintended pregnancies remain high.
2. Women from minority communities and lower SES are over-represented in unintended
pregnancies.
3. Comprehensive sex education programs, and access to affordable contraceptive services
reduce the incidence of unintended pregnancy.
4. Making family planning services widely available is cost-saving and reduces disparities.
5. Limited access to contraceptive services has a negative impact on the health of women
and infants, and has long-term economic and social consequences due to increased
unintended pregnancies.
6. Abortion is a safe procedure. Legislative restrictions decrease access to safe legal
abortion, especially for low income and vulnerable women, while increasing morbidity
and mortality risk.

Supporting Evidence:

1. In the United States, a high-income country, rates of unintended pregnancies remain high.
The World Health Organization defines an unintended pregnancy as unwanted or
mistimed pregnancy owing to the unmet need for contraception, to contraceptive failure or to
unwanted sex.1 Worldwide, there are more than 80 million unintended pregnancies annually, and
in the United States in 2008, 51% of the almost 6.6 million births were unintended.1,2 Despite
advancements toward the maternal health and family planning Millennium Development Goals
for 2030, the United States falls behind other developed countries.4 Low health literacy (both
men and women), sexual abuse and assault, user error, and lack of access to family planning
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services has contributed to high rates of unintended pregnancy in the United States. Availability
of family planning clinics, provider knowledge, insurance issues, and restrictive legislation all
play a role in restricting women’s access to safe effective contraception in the United States.

2.

Women from minority communities and lower SES are over-represented in unintended

pregnancies.
The burden of unintended pregnancies falls disproportionately upon vulnerable
populations. Women with incomes below the federal poverty level are 5 times more likely to
have an unintended pregnancy than women with incomes above the poverty level.5,6 Studies also
show that rates of unintended pregnancies are highest among Black and Hispanic populations
compared to White populations6,7 with rates highest in Hispanic teenagers8. Studies also show
that contraceptive type varies by age and races/ethnicities. Black and Hispanic teenagers are
likely to use no contraceptive rather than a highly (intrauterine devices, implants, male/female
sterilization) or moderately (injectable, oral) effective methods .6,7 It is crucial to provide access
to comprehensive sexual education and effective contraception options to all communities.

3. Comprehensive sex education programs, and access to affordable contraceptive services
reduce the incidence of unintended pregnancy.
The rate of unintended pregnancies is decreased in communities that provide access to
accurate information about safe sex and contraceptive services. Pregnancy rates are lowest with
the use of LARC (long acting reversible contraceptives), reducing the failures associated with
user error. Condom use is infrequent in youth6, also increasing the risk of sexually transmitted
diseases. Unintended pregnancies in these high-risk populations are associated with high rates of
STIs.9,10,11 Additional research has shown that state funded abstinence-only programs are
correlated with increased teenage pregnancy and birth rates12. Other studies point to underlying
social and economic problems13. By increasing health literacy, access to contraception, and
family planning service, unintended pregnancies and STIs can be prevented.
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Making family planning services widely available is cost-saving, reduces disparities, and

reduces the rates of abortions.
What are the costs to taxpayers that are associated with no family planning? These costs,
estimated to run from about $9 billion to $16 billion annually, come from medical care for
preventable sexually transmitted infections, cervical cancer, and unintended pregnancy (prenatal
care, delivery, abortions, and medical care for preterm and low birth weight infants). For every
$1 spent on family planning services, it is estimated that $7.09 is saved in taxpayer
money.14,15,16,17
The benefits of family planning programs for low-income communities have been
demonstrated recently in Colorado through the Colorado Family Planning Initiative (CFPI).18
This program, funded through an anonymous foundation, was initiated in 2009. Funding
allowed for the no-cost provision of effective long-acting, reversible contraceptive (LARC)
methods (intrauterine devices and implants) to 28 Title X agencies in 37 counties, which
contained 95% of the state's total population, including 95% of the low-income population, those
at highest risk for unintended pregnancy.18 The funding also supported LARC training for
providers and staff, counseling, along with technical assistance with coding and billing and
contraceptive rings, along with training on non-reversible long-term contraception, such as
vasectomies and tubal ligations. Two years later in 2011, the results have been positive. LARC
use among 15-24 year-olds had grown from 5% to 19%.18 Compared with the expected 2011
fertility rates, observed rates were 29% lower among low-income 15-19 year-olds and 14%
lower among low income 20-24-year-olds.18 The proportion of births that were high-risk
declined by 24% and abortion rates fell 34% and 18%, among women aged 15-19 and 20-24,
respectively; there was also a 12% decline in preterm births.19 Statewide, infant enrollment in
WIC declined 23% between 2010 and 2013.18

5.

Limited access to contraceptive services has a negative impact on the health of women and

infants, and has long-term economic and social consequences due to increased unintended
pregnancies.
Prevention of unintended pregnancy is an important step in improving maternal and neonatal
morbidity and mortality. Mothers with unintended pregnancies take longer to recognize that they
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are pregnant, are more likely to delay or forego prenatal care, and less likely to make lifestyle
changes, such as stopping smoking and discontinuing alcohol consumption.20,21,22,23,24,25,26 When
unintended pregnancies are continued, they are more likely to result in preterm birth and low
birth weight.19,21,27,28,29 Maternal behaviors have also been shown to differ with unintended
pregnancies, including delayed prenatal care, lower rates of breastfeeding, and lower quality
maternal-child relationships.21,22,30,31,32 These unplanned children are more likely to have socialemotional and cognitive development issues resulting in poorer educational and behavioral
outcomes.32,33,34,35,36,37

6. Abortion is a safe procedure. Legislative restrictions decrease access to safe legal abortion,
especially for low income and vulnerable women, while increasing morbidity and mortality risk.
Increased contraceptive care decreases the number of abortions, though does not
completely eliminate the need. There are many reasons why a woman will seek out an abortion:
failure of contraception, lack of access to contraception, rape, incest, subject to an abusive
partnership, major fetal anomalies, and pregnancy complications.38,40,41 Where heavy restrictions
exist that prevent safe and timely access to medically provided abortions, women are left with
few options, which may include unsafe abortions. An unsafe abortion is defined by the World
Health Organization as a “procedure for terminating a pregnancy performed by persons lacking
the necessary skills or in an environment not in conformity with minimal medical standards, or
both”39.
Women who seek to have abortion, but who are unable to access abortion care,
continuing pregnancies to term, are more likely to be living in poverty, and to stay with abusive
spouses.40,41 For the one in five pregnancies that end in abortion worldwide, about half of them
are unsafe, a leading cause of maternal mortality.42,43 Millions more women suffer with
complications resulting from unsafe abortions like incomplete abortion, post-abortion sepsis,
hemorrhage, genital trauma, and death.42
The laws restricting access to abortion not only pose logistical barriers, but also financial
barriers, to receiving timely care. A study done on abortion funding both through private
insurance and Medicaid revealed that many women delayed abortion due to cost.44 Women who
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lived in states where Medicaid funding was available to cover costs of abortion or had private
insurance were more likely to have an abortion at a lower gestational age, belong to a higher
income bracket, and were less likely to report cost as a reason for delaying abortion.38
Evidence shows that abortion services, an essential health service for women, are being
safely provided in the United States by licensed health care providers.43 However, many states
have enacted laws to restrict women’s access to abortion and contraceptive services. Since 2010,
the number of regulatory laws has increased and affect multiple facets of abortion care,
including: provider hospital admitting privileges, medication prescription limitations for
medication abortion, requirement for clinics to be certified as ambulatory surgical centers,
parental or spousal notification laws, waiting periods, and counseling requirements, among
others.45 These legislative acts have been shown to be medically inaccurate and medically
unnecessary.39 To reduce maternal mortality and morbidity, information on and unrestricted
access to safe, effective and legal abortion should be provided to all women.4
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