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MISSION STATEMENT
The Hamilton Project seeks to advance America’s promise of opportunity, prosperity, and growth.

We believe that today’s increasingly competitive global economy demands public policy ideas 
commensurate with the challenges of the 21st Century. The Project’s economic strategy reflects a judgment 
that long-term prosperity is best achieved by fostering economic growth and broad participation in that 
growth, by enhancing individual economic security, and by embracing a role for effective government in 
making needed public investments.

Our strategy calls for combining public investment, a secure social safety net, and fiscal discipline. In 
that framework, the Project puts forward innovative proposals from leading economic thinkers—based 
on credible evidence and experience, not ideology or doctrine—to introduce new and effective policy 
options into the national debate.

The Project is named after Alexander Hamilton, the nation’s first Treasury Secretary, who laid the foundation 
for the modern American economy. Hamilton stood for sound fiscal policy, believed that broad-based 
opportunity for advancement would drive American economic growth, and recognized that “prudent aids 
and encouragements on the part of government” are necessary to enhance and guide market forces. The 
guiding principles of the Project remain consistent with these views.
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This policy proposal is a proposal from the author(s). As emphasized in The Hamilton Project’s 
original strategy paper, the Project was designed in part to provide a forum for leading think-
ers across the nation to put forward innovative and potentially important economic policy ideas 
that share the Project’s broad goals of promoting economic growth, broad-based participation 
in growth, and economic security. The author(s) are invited to express their own ideas in policy 
proposal, whether or not the Project’s staff or advisory council agrees with the specific proposals. 
This policy proposal is offered in that spirit.
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Abstract

Access to contraception is fundamental to reproductive autonomy and economic mobility for 
parents and their children. Today in the U.S., the cost of contraception severely limits access 
for those without health insurance. Although the Affordable Care Act eliminated cost-sharing for 
contraception for those with health insurance, substantial cost-sharing remains for uninsured 
individuals who seek care through Title X—a national family planning program that offers patient-
centered, subsidized contraception and reproductive health services to low-income individuals. 
I propose two changes to Title X to increase the affordability of contraception for uninsured 
Americans: (1) make contraceptives free for low-income clients through a change to the guidelines 
issued by the Office of Population Affairs and Health and Human Services and (2) increase 
congressional appropriations for the Title X program to fund this change in guidelines. Similar to 
the Affordable Care Act’s elimination of cost-sharing for contraception for Americans with health 
insurance, this proposal eliminates cost-sharing requirements for contraception for uninsured, 
low-income Americans through the Title X program. This policy proposal is supported by highly 
relevant evidence from a randomized control trial conducted at Title X providers. Eliminating cost-
sharing for contraception through Title X would increase use of preferred contraceptive methods; 
reduce pregnancies that are mistimed or not desired, including those ending in abortion; and 
generate substantial enough savings in other government spending that the program would more 
than pay for itself.
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Introduction

I nequities in access to contraception and repro-
ductive health care have been well documented 
in the United States. In 2015, around 40% of preg-

nancies in the U.S. occurred either sooner than de-
sired or when no pregnancy was desired at any point 
in the future. Mistimed or undesired pregnancies are 
significantly more common among low-income wom-
en as well as young and minority women (Kost, Zolna, 
and Murro 2023).1 About two in five of these mistimed 
or undesired pregnancies end in abortion (Ibid). This 
means that the U.S. Supreme Court’s 2022 decision, 
Dobbs v. Jackson Women’s Health Organization, which 
has allowed states to restrict abortion access, is ex-
pected to send the number of mistimed or undesired 
pregnancies resulting in childbirth in the U.S. to levels 
not seen in decades. 

Considerable research documents the relation-
ship between mistimed and undesired pregnancies 
and adverse outcomes for mothers and their babies, 
including low infant birth weight, premature birth, and 
maternal morbidity and mortality (Gemmill and Lind-
berg 2013; Sonfield, Hasstedt, and Gold 2014). In ad-
dition to their direct consequences, mistimed and 
undesired pregnancies have indirect effects on all 
Americans because the prenatal and delivery costs for 
around two-thirds of births resulting from these preg-
nancies are funded by public dollars (Sonfield, Hasst-
edt, and Gold 2014). In addition to minimizing negative 
consequences, increasing access to contraception 
could have benefits as well. Studies of earlier periods 
show that increasing access to contraception can fa-
cilitate women’s education and career advancement 
and improve the living circumstances and opportu-
nities of children (Goldin and Katz 2002; Bailey 2006; 
Hock 2008; Bailey, Hershbein, and Miller 2012; Bailey, 
Malkova, and McLaren 2018).

Currently, the Affordable Care Act (ACA) man-
dates that health insurance cover contraception with 
no cost-sharing. Cost-sharing under the Title X pro-
gram, however, is unaffected by the ACA. For uninsured 
women, the Title X program subsidizes contraceptives 
and reproductive health care but still requires sub-
stantial cost-sharing. In 2018, around 1.6 million Title X 
clients (or 40% of all Title X clients) were uninsured and 
faced substantial out-of-pocket costs for contracep-
tives after applying the Title X discounts. Importantly, 

no market mechanism or public program allows indi-
viduals wishing to delay or avoid pregnancy to finance 
these costs; these costs are paid upfront. Prohibitively 
high costs for contraception present difficult choices 
for many low-income Americans: pay for housing and 
groceries this month and chance unplanned pregnan-
cy or use a preferred method of contraception. Given 
these choices, it is not surprising that too few low-in-
come, uninsured individuals use their preferred con-
traceptive methods. 

I propose two changes to Title X, which together 
eliminate cost-sharing for low-income, uninsured 
women: (1) make contraceptives free for low-income 
women through a change to the guidelines issued by 
the Office of Population Affairs (OPA) and Health and 
Human Services and (2) increase congressional ap-
propriations for the Title X program to fund this change 
in guidelines. These changes would help equalize fi-
nancial access to contraception for all women by ex-
tending the ACA’s zero cost-sharing for contraception 
to the Title X program. This proposal also provides a 
benchmark for increasing equity in contraceptive ac-
cess and reproductive health care through other fed-
eral programs, such as the Veteran’s Administration, 
which also requires cost-sharing for contraception 
(Judge-Golden et al. 2019).

This policy proposal is supported by direct evi-
dence from a randomized control trial (RCT) that my 
collaborators and I ran from 2017 to 2023 (Bailey et 
al. 2023). Extrapolating from this gold-standard evi-
dence, making contraception free to all low-income 
Title X clients nationally would increase women’s abil-
ity to choose their preferred contraceptive method; 
reduce the incidence of unplanned pregnancy, child-
birth, and abortion; and more than pay for itself. Evi-
dence from other research suggests that such a policy 
would increase women’s education levels, labor mar-
ket experience, and wages while increasing resources 
and opportunities for American children. Making con-
traceptives free through the Title X program may also 
increase access to contraceptives among low-income 
women who are not yet Title X clients and among 
women who have health insurance with incomplete 
coverage of contraception, suggesting broader effects 
of the policy proposal. 
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The Challenge

T he national share of pregnancies that are ei-
ther mistimed or undesired fell from 46% in 
2009 to 40% in 2015 (Kost, Zolna, and Murro 

2023). However, the share of unintended pregnancies 
among more economically disadvantaged women re-
mains significantly higher today than the national av-
erage (101 compared to 36 per 1,000 women of child-
bearing age) (Bailey and Bart 2023). Inconsistent use 
of contraception or not using contraception at all are 
the most important proximate causes of unintended 
pregnancy. Over 95% of unintended pregnancies are 
driven by the 32% of women who use contraceptives 
inconsistently or not at all (Frost et al. 2014). I begin by 
documenting the groups more likely to experience un-
desired pregnancies.

The Demography of Unintended 
Pregnancy, Childbirth, and 
Abortion
A standard metric adopted by the Centers for Disease 
Control and Prevention (CDC) defines “unintended 
pregnancies” as those that occurred sooner than de-
sired or occurred when no child was desired at the time 
or at any point in the future. In recent years, research 
has moved away from using “intention” with regard to 
pregnancy toward language more closely aligned with 
the questions asked on survey questionnaires (Auer-
bach et al. 2023). Because this review summarizes re-
search over a longer period and because consensus 
alternatives are still in development, this proposal uses 
the term “unintended pregnancies” to correspond to 
the language used in most published research.

Unintended pregnancies occur for many reasons. 
Some occur among women using contraception, be-
cause inconsistent or inappropriate contraceptive 
method use results in method failures. Around 40% of 
unintended pregnancies occur among women who are 
using contraception in the month they become preg-
nant (Sonfield, Hasstedt, and Gold 2014). In addition, 
unintended pregnancies occur because women do not 
have access to their preferred methods of contracep-
tion, because primary care providers are not trained 
in providing counseling around contraception (Harper 
et al. 2015), or because contraceptive methods are 

prohibitively expensive. The cost of contraceptives in 
the U.S. for women without health insurance can be 
very high. For example, an intrauterine device (IUD) 
could cost more than $1,200 for a woman without 
health insurance.

For these reasons, the rates of unintended preg-
nancies are not evenly spread across the population 
but exhibit striking racial, age, education, and income 
differences. The general patterns show that more ec-
onomically or socially disadvantaged groups tend to 
have higher rates of unintended pregnancies. For exam-
ple, Black non-Hispanic women were 66% more likely 
to have an unintended pregnancy than White non-His-
panic women, and teenagers were more than twice as 
likely than women older than 30 (Finer and Zolna 2016). 

Unintended pregnancies are also disproportion-
ately likely to occur to women with lower incomes. 
Figure 1 shows that rates among women below the 
federal poverty line (FPL) were five times higher than 
more affluent women with incomes at least two times 
the poverty line. From 1981 to 2008, the share of all 
women experiencing an unintended pregnancy re-
mained roughly stable at 50 out of 1000 but then fell 
by roughly 25% through 2017. In contrast, the rates for 
women below 200% of the FPL rose on net through 
2008. The rates fell sharply between 2008 and 2013 
but were little changed between 2013 and 2017. As a 
result, in 2017, disparities in rates of unintended preg-
nancy by income remained roughly as large as in 2008.

Unintended pregnancies may result in childbirth 
or abortion, both of which occur unevenly in the popu-
lation. Figure 2 shows the distribution of children born 
by education, race/ethnicity, marital status, and age 
group when the pregnancy was slightly mistimed (less 
than two years too soon), seriously mistimed (two or 
more years too soon), or not desired at any point in 
time. One in five children among women with bache-
lor’s degrees or higher education resulted from unin-
tended pregnancy, whereas the incidence was almost 
one in two among women with less than a high school 
education or GED and more than one in three among 
women with some college. Interestingly, the rate of 
childbirth resulting from slightly mistimed pregnancies 
was similar across all education groups (8–11%), but the 
differences were sharper for seriously mistimed and 
unwanted pregnancies. The rate of childbirth result-
ing from seriously mistimed or unwanted pregnancies 
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was 4% among women with at least a bachelor’s de-
gree. However, the rates were almost five times higher 
among women with less than a high school education. 

Racial disparities in unintended childbirth are also 
stark, as shown in figure 2: 30% of children born to 
White non-Hispanic women were from mistimed or un-
wanted pregnancies, whereas 37% and 48% of children 
born to Hispanic/Latina women and Black non-Hispanic 
women were from mistimed or unwanted pregnancies, 
respectively. These rates also differ by marital status at 
the time of childbirth and age group. Only 20% of mar-
ried women’s children result from unintended preg-
nancy versus 44% among cohabiting women and 66% 
among single, non-cohabiting women. 

A large part of these gaps is due to differences in 
seriously mistimed and unwanted pregnancies. The 
share of children associated with seriously mistimed 
or unwanted pregnancies was 18% combined among 

White non-Hispanic women, but 28% and 44%, re-
spectively, among Hispanic/Latina and Black non-His-
panic women. Similarly, younger women experienced 
significantly more childbirth associated with seriously 
mistimed or unwanted pregnancy. Although 86% of the 
childbearing among women under 20 was unintended, 
keep in mind that births to young women are a very 
small share of all births in the U.S. 

Many unintended pregnancies end in abortion. 
In 2011, around 40% of unintended pregnancies end-
ed in abortion (Finer and Zolna 2016). Since then, the 
2022 U.S. Supreme Court’s decision, Dobbs v. Jack-
son Women’s Health Organization, has triggered pre-
existing state laws or allowed states to pass new laws 
severely restricting access to abortion. Today, 14 U.S. 
states severely restrict access to abortion (McCann 
et al. 2023). These bans are expected to have large ef-
fects on the incidence of unintended childbirth and the 
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The Relationship of Poverty and Rates of unintended Pregnancy, 1981–2017
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unintended Childbirth by Education, Race, Marital Status, and Age group, 
2014–2018
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related health consequences for low-income mothers 
and children. This is because around 75% of abortions 
in the U.S. occur to women below 200% of the FPL and 
this group is also much more likely to have unintended 
pregnancies (Jerman, Jones, and Onda 2016).

The Benefits of Increasing 
Access to Contraception on Lives 
and Livelihoods
The theoretical connection between access to con-
traception and economic outcomes is straightforward. 
Undesired pregnancy disrupts women’s educations 
and careers and reduces their incomes. In addition, 
women are more likely to make different investments 
in their careers or stay attached to a job if they know 
they can avoid undesired childbearing in the future. 

This argument finds support in research based in 
the 1960s and 1970s, which examines how changes in 
state laws allowing younger women to access the birth 
control pill—and reduce undesired pregnancies—af-
fected childbearing and careers. Studies find that ac-
cess to the birth control pill affected marital and birth 
timing and had lasting effects on women’s and men’s 
career investments (Bailey, Hershbein, and Miller 2012; 
Guldi 2008). With earlier legal access to the birth con-
trol pill, women and men were more likely to enroll in 
and complete college (Hock 2008; Bailey, Hershbein, 
and Miller 2012), and women were more likely to work 
for pay, invest in on-the-job training, and pursue non-
traditional professional occupations (Goldin and Katz 
2002; Bailey 2006; Bailey, Hershbein, and Miller 2012)—
investments that resulted in higher wages for women 
later in adulthood (Bailey, Hershbein, and Miller 2012). 
More recently, the Colorado Family Planning Initiative’s 
2009 policy change—which made long-acting, revers-
ible contraceptives LARCS such as IUDs or implants) 
free for all Colorado women through Title X provid-
ers—increased women’s high school graduation rates 
by 14% (Stevenson et al. 2020). 

Increasing access to contraception may also alter 
partnership decisions. For instance, a reduction in unin-
tended pregnancies reduces the cost of delaying mar-
riage, improves marital matching, and reduces marital 
stress, thereby reducing the likelihood of subsequent 
divorce (Goldin and Katz 2002; Rotz 2016; Christensen 
2011). Related both to the direct effects of improve-
ments in parents’ education and earnings capacity as 
well as the indirect effects on resources through part-
nership decisions, reductions in unintended pregnan-
cies are strongly correlated with a rise in the financial 
resources available to the average child (Ananat and 
Hungerman 2012; Bailey, Malkova, and McLaren 2018).

A closely related literature shows that increasing 
access to abortion services, which reduces childbirth 

associated with mistimed or unwanted pregnancy, 
has large and persistent effects on health. Two stud-
ies based on data from the Turnaway Study compare 
women who received an abortion to women who were 
denied one based on the gestational age of the preg-
nancy. Using this design, research shows that women 
who were denied an abortion experienced potentially 
life-threatening complications related to the preg-
nancy, such as eclampsia and postpartum hemorrhage 
(Gerdts et al. 2016). These health effects persisted past 
the immediate postpartum period, with women who 
were denied wanted abortions experiencing worse 
self-reported health than those who received abor-
tions (Ralph et al. 2019). Notably, of the 292 women who 
participated in the Turnaway Study and were denied 
abortions, two died of childbirth-related complications. 

In addition, childbirth associated with mistimed or 
unwanted pregnancy may negatively affect economic 
and financial well-being. Women who were denied an 
abortion experienced large and persistent increases in 
financial problems such as unpaid bills and bankrupt-
cies (Miller, Wherry, and Foster 2020). These results 
suggest that access to reproductive healthcare sub-
stantially impacts a woman’s financial and economic 
well-being, as measured with credit report data.

Access to Contraception Affects 
Pregnancy and Childbirth
A growing literature shows that costs can matter a 
great deal for women’s choice of contraception. One 
study, the St. Louis Contraceptive Choice Project 
(CHOICE) examines whether giving no-cost LARCs to 
study participants affects birth rates. Because CHOICE 
had no control group, its research design compares 
outcomes for women who enrolled in the study (who 
wanted to start a new contraceptive method) to simi-
larly aged women in the greater St. Louis area. Perhaps 
unsurprisingly, the group of women in CHOICE (whose 
enrollment in the study was conditioned on wanting 
to start a new contraceptive method) were less like-
ly to give birth than the broader population (Secura 
et al. 2010; Mestad et al. 2011; McNicholas et al. 2014; 
Birgisson et al. 2015; Broughton et al. 2016). However, 
this study’s design makes it difficult to interpret these 
findings as reflecting costs alone (Bailey and Lindo 
2018). Although RCTs could provide better evidence, 
such trials in the U.S. have been limited to adoles-
cents and have not included the broader population of 
women facing high costs of contraception (Kirby 1997; 
DiCenso et al. 2002).

In the last 15 years, other studies have made prog-
ress in showing a causal relationship between access 
to subsidized contraception and childbearing using 
natural experiments. Analysis of the expansion in fed-
erally funded family planning programs in the early 
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years of Title X finds a reduction in U.S. birth rates by 
1.4–2.1% overall and by 19–30% among the most disad-
vantaged women who took up Title X services (Bailey 
2012). State-level expansions in Medicaid eligibility for 
family planning services in the 1990s and 2000s in-
creased the use of contraception and reduced child-
bearing by 8.9% among newly eligible women (Kear-
ney and Levine 2009). After LARCs became free for 
all Colorado women in 2009, the teen birth rate fell by 
6.4% (Packham 2017; Lindo and Packham 2017). Most 
recently, the ACA’s requirement that private health in-
surance cover contraceptives has been shown to have 
decreased out-of-pocket costs and increased use of 
the most expensive and effective contraceptive meth-
ods (Becker 2018; Carlin, Fertig, and Dowd 2016; Dalton 
et al. 2020; Heisel, Kolenic, and Moniz 2018).

How U.S. Public Policy Shapes 
Access to Contraception in the 
United States
Before the ACA took effect, many U.S. insurers re-
quired patients to pay all or a significant part of the 
cost of birth control out of pocket. The costs for highly 
effective LARCs, such as IUDs and implants, were pro-
hibitively high. Even women with insurance could be 
charged more than $1,200 (2022 dollars) out of pocket 
for an IUD. The ACA’s “contraceptive coverage man-
date” required insurance plans to cover FDA-approved 
forms of contraception with no cost-sharing starting 
in 2014. The ACA also increased the number of women 
with health insurance, both through private insurers 
and through the expansion in Medicaid. However, the 
ACA did not reduce the cost of contraception for U.S. 
women without health insurance, and not all health in-
surance providers cover all methods of contraception 
(Gemmill and Lindberg 2013). 

The Title X Family Planning Program has helped to 
cover the cost of contraception for low-income in-
dividuals since 1970, when it was enacted as Title X 
of the Public Health Service Act. The program issues 
grants to public and nonprofit organizations to provide 
reproductive health services and all FDA-approved 
contraceptive methods on an ability-to-pay basis. 
For example, individuals with incomes at or below the 
FPL are not charged for services or contraceptives,2 

and those with higher incomes are charged to recover 
the reasonable costs of providing services on a slid-
ing scale. Thus, Title X reduces the high costs of con-
traception for low-income Americans by subsidizing 
all FDA-approved methods. Importantly, the program 
disproportionately benefits low-income Americans 
at higher risk of unintended pregnancy and also aids 
women whose insurance plans do not fully cover their 
preferred contraceptive method. No Title X funds can 
be used for abortion (42 U.S.C. §300a-6). 

However, appropriations for Title X after adjust-
ing for inflation have been falling since 2003. Although 
nominal funding has remained steady, inflation has in-
creased, meaning that real funding levels have fallen 
by over 34% since 2010 (figure 3, panel A). Over the 
same period, Title X clients fell from around five million 
to four million in 2018, before dipping to under two mil-
lion clients in 2020–2021 (figure 3, panel B). 

This sharp drop in clients reflected the 2019 Trump 
administration changes in national funding guidelines 
for Title X. Among these changes was a requirement 
for recipients of federal funds to physically separate 
sites that provide non-abortion reproductive health 
services from sites that provide abortion. In addi-
tion, the guidelines restricted counseling to exclude 
discussion of abortion as a family planning method. 
Rather than comply, many Title X providers withdrew 
from the program in 2019, including large Title X pro-
viders like Planned Parenthood. Even with the Trump 
administration guidelines in effect for only part of that 
year, 844,083 fewer clients received care through Title 
X in 2019 than in the previous year (Fowler et al. 2019). 
Throughout 2020, Title X served just 1.3 million wom-
en—half the number of women in 2019—and in 2021, 
the number increased to only 1.4 million (Fowler, Gable, 
and Lasater 2022). 

Shortly after taking office in 2021, the Biden ad-
ministration revoked the Trump administration chang-
es and restored the Title X program’s structure to its 
long-standing model (42 C.F.R.§59.5(a)(8)). Changes 
included removing the 2019 requirement for strict 
physical separation between Title X reproductive 
health care and abortion care and restrictions on the 
counseling of pregnant clients surrounding the discus-
sion of abortion. Although the data for 2022 have not 
yet been released, the number of Title X clients are ex-
pected to approach their 2018 levels in 2023.
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Title X Appropriations and users
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The Proposal

E xpanding Title X is a straightforward and effec-
tive way to improve equitable access to contra-
ception across the U.S. Title X has been admin-

istered at the federal level since 1970 with the goal of 
ensuring that every person has access to reproductive 
health care and services. Clients without health insur-
ance currently pay out of pocket for contraceptives 
on a sliding scale. The governing statute for Title X of 
the Public Health Service Act (42 U.S.C. §300) dictates 
that charges will be made for services to clients in ac-
cordance with a schedule of discounts based on abil-
ity to pay for individuals from families whose annual 
income do not exceed 250% of the FPL set forth in the 
most recent Poverty Guidelines issued pursuant to 42 
U.S.C. 9902(2). I propose implementing two changes to 
the Title X program. 

1. I propose changes to the program guidelines 
issued by the U.S. Department of Health and 
Human Services pursuant to 42 U.S.C. 9902(2) 
specifying the schedules of discounts (i.e., 
the Title X sliding scale). My proposed change 
eliminates cost-sharing for contraceptives for 
low-income individuals, flattening the sliding 
scale. 

2. I propose increasing congressional appro-
priations for the Title X program to fund the 
elimination of cost-sharing.

Together, these two changes would make contra-
ceptives and related contraceptive services free to all 
clients with incomes below 250% of the FPL.3 Making 
these changes at the federal level would help ensure 
that Title X meets its core objective and would better 
insulate people from restrictive and unpredictable re-
productive health policies at the state level.

I begin by describing research findings from a 
novel RCT that provides direct evidence regarding the 
effects and costs of this policy proposal. Next, I sum-
marize the proposal, its expected effects on contra-
ceptive use and unplanned pregnancy, and its impli-
cations for federal spending. 

Evidence from an RCT Regarding 
the Role of Cost in Reducing 
Access to Contraception for Low-
Income Women
My research team ran an RCT at Planned Parenthood in 
Michigan (PPMI), which focused on the effects of mak-
ing contraception affordable or free. By design, this 
RCT sets aside other aspects of access to contracep-
tion and abortion. However, PPMI is Michigan’s largest 
Title X service provider, and Planned Parenthood affili-
ates served 40% of the 4 million Title X clients in the 
U.S. in 2018, making this study’s context and focus on 
the costs of contraception highly policy relevant to Ti-
tle X providers today. The goal of the Michigan Contra-
ceptive Access Research and Evaluation Study
(M-CARES) is to support participants’ reproductive 
autonomy and eliminate cost barriers: the vouchers 
should make any desired method of contraception 
more financially accessible or free. 

The ACA expanded Medicaid and mandates that 
health insurance policies pay for all FDA-approved 
contraceptive methods without cost-sharing. Con-
sequently, fewer individuals are uninsured and in-
sured women should not have out-of-pocket costs 
for contraception in most cases (Sonfield 2022). Title 
X providers bill services to a client’s health insurance 
if the client has health insurance. However, uninsured 
individuals may face exorbitant costs for their pre-
ferred contraceptive method at Title X providers. Evi-
dence from the past shows that such financial barri-
ers reduced the use of contraception (see section II.C 
above), but little evidence speaks to the role of finan-
cial access to contraception today. 

To fill this gap in the literature, we designed 
M-CARES. This RCT quantifies how cost-sharing at Title 
X clinics affects women’s ability to use their preferred 
method of contraception. In addition, individual-level 
randomization uniquely allows the study to examine 
how similar cost-sharing may have different effects for 
different subgroups. 

Between 2017 and 2023, M-CARES randomized 
individuals to receive a voucher with a dollar value 
equivalent to either 50% or 100% of the total out-of-
pocket costs for an uninsured woman to have an IUD 
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inserted. This pricing scheme made any contraceptive 
either half price or free. Voucher values were deter-
mined by the costs of IUDs (one of the most expen-
sive contraceptive methods available), but vouchers 
could be used for any contraceptive method at PPMI 
and related services for up to 100 days after enroll-
ment. Study participants were recruited and random-
ized to receive vouchers in clinic waiting rooms. After 
they enrolled, study participants left the waiting room 
for their appointments.

To mitigate concerns that voucher recipients get 
stuck with a method that turns out not to be preferred 
(e.g., have an IUD or implant inserted and cannot afford 
to remove it), the study offered to pay for the removal 
of any device inserted with study funds up to one year 
after the individual enrolled—no questions asked. The 
control group received no voucher and the usual stan-
dard of care at Planned Parenthood, with prices based 
on the current Title X sliding scale. 

The study did not nudge, advocate for, or compel 
individuals to use any method of contraception. The 
premise of the study was that individuals, in consul-
tation with their physicians, know best which method 
of contraception is best suited for them. Methods may 
be preferred because of their efficacy, ease of use, or 
how long they last without requiring a return visit. For 
example, Depo Provera is highly effective, but it re-
quires a return visit to the clinic every 90 days. Birth 
control pills are also highly effective. Existing patients 
can take home up to a 12-month supply, but they must 
remember to take a pill daily. An IUD is also highly ef-
fective and lasts from 3 to 10 years without a return 
visit, but this method may cause painful or very fre-
quent menstruation in some women and is contraindi-
cated in others with certain conditions. 

Effects of Eliminating Cost-Sharing 
on Contraceptive Use and Expected 
Pregnancies
Bailey et al. (2023) report the findings of this study, 
which we summarize here. One finding is that voucher 
recipients were more likely to purchase contracep-
tives and spent more money on contraceptives (figure 
4, panel A)—both indications that study participants 
wanted more contraceptives than they could afford. 
The 50% and 100% voucher increased the likelihood of 
any contraceptive purchase by 31% and 38%, respec-
tively, both relative to the control group that paid for 
services on the usual Title X sliding scale. Voucher re-
cipients also increased the value of contraception that 
they purchased by $176 (50% group) and $261 (100% 
group). The implication of these findings is that even 
the reduced cost of contraception through the Title 

X sliding scale limits clients’ ability to purchase the 
quantity or type of contraceptives they prefer. 

Eliminating cost-sharing allowed voucher re-
cipients to purchase their preferred methods, which 
were often more effective methods. Over one-third of 
100%-voucher recipients switched to a more effec-
tive method versus one-quarter in the control group. 
Additionally, almost two-thirds of the voucher group 
stayed on the same method or did not purchase any 
contraceptives at PPMI compared to three-quarters of 
the control group. 

Figure 4, panel B summarizes changes in method 
choice among voucher recipients in two dimensions. 
Receiving a voucher allowed women to purchase con-
traception covering more days (181 and 317 days with 
the 50% and 100% vouchers, respectively), minimizing 
the need to return to clinics frequently to purchase 
more contraceptive supplies (returning to clinics often 
involves time off work or away from childcare). In addi-
tion, receiving a voucher also allowed women to pur-
chase more expensive and effective LARC methods, 
if this was their preference. Making LARCs half price 
increased the use of this method by 75% (14 percent-
age points in the treatment group versus 8 percent-
age points in the control group), whereas making them 
free increased the use of LARCs by 274% (19 percent-
age points in the treatment group versus 5 percentage 
points in the control group).

A comparison of the effects of the 50% and 100% 
vouchers also sheds light on a highly relevant public 
policy choice: how much the difference in the gen-
erosity of the subsidy matters. Doubling the voucher 
subsidy more than tripled the use of LARCs, from 75% 
to nearly 275%. This large increase in the relative effect 
shows that even 50% of the already discounted Title X 
price is still prohibitive. These findings show that elimi-
nating cost-sharing—as with the 100% voucher—allows 
many more women to choose their preferred contra-
ceptive method. 

Another notable finding is that these effects per-
sist for up to two years. A one-time voucher did not 
just induce clients to purchase a desired method 
sooner, they appear to have resolved a binding con-
straint on their ability to purchase a desired method in 
the longer term. 

As a consequence of changes in the likelihood of 
using contraceptives as well as a shift in the types of 
methods chosen, figure 4, panel C shows that the one-
year likelihood of an unplanned pregnancy decreased 
by 31% in the 50% voucher group (a fall of 15 per 100 
women) and by 32% in the 100% voucher group (a fall 
of 18 per 100 women).4
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The Effects of Receiving a Voucher on Different Measures of 
Contraceptive Efficacy

A. Effects on Birth Control Use

B. Effects on Days of Coverage and LARC Use

C. Expected Annual Reduction in Unplanned Pregnancies
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Subgroup Differences in the Effects 
of Eliminating Cost-Sharing for 
Contraception
Figure 5 breaks down the estimated effects for three 
outcomes into different demographic subgroups: the 
value of services received at PPMI (panel A), the use 
of LARCs (panel B), and the expected annual reduc-
tion in unplanned pregnancies (panel C). One remark-
able finding across all outcomes is the similarity in the 
relative effect sizes. Receiving a voucher increased the 
value of services received among all subgroups, and 
the 100% voucher increased spending by considerably 
more for all but one group (mothers).

Different subgroups, however, show considerable 
differences in the use of LARCs. For example, eliminat-
ing cost-sharing for LARCs had little effect on their use 
among Black non-Hispanic women but had sizable ef-
fects (a 1042% increase) among Latinas. Similarly, re-
ceiving a voucher increased LARC use among women 
with less than an associate’s degree by 499% versus 
only 220% among women with at least an associate’s 
degree. Mothers’ choices of contraceptive methods 
also appear constrained by the costs of LARCs. Elimi-
nating cost-sharing for mothers increased their LARC 
use by 610%.

But differences in LARC take-up did not trans-
late into similar variability in expected unplanned 
pregnancies, which fell for every subgroup. This find-
ing suggests that even though different women chose 
different methods according to their own personal 
circumstances, values, and medical histories, they all 
choose methods that limited their risk of unplanned 
pregnancies. 

A Proposal for Increasing Access 
to Contraception by 
Strengthening Title X
This policy proposal flattens the sliding scale so that 
uninsured women have the same cost-sharing (zero 
out-of-pocket costs) for contraception as insured 
women by 

1. changing the governing statute described 
above to eliminate the stipulated schedule of 
discounts based on the ability to pay and

2. increasing federal discretionary funding for 
the Title X program to fund this more gener-
ous schedule of discounts so that all Title X 
clients have the financial freedom to choose 
their preferred contraceptive.

Making contraception free for uninsured individu-
als from families with incomes at or above 250% of the 
FPL would require changing the Title X statute, which is 
beyond the scope of this proposal. Note that only 5.9% 
of women ages 15–44 with incomes above 250% of the 
FPL are uninsured, meaning that this proposal elimi-
nates cost-sharing for over 94% of uninsured women 
of reproductive age. This proposal is consistent with 
Title X funds continuing to be directed toward the in-
dividuals most in need of contraceptive services.

Moving from an RCT in Michigan to 
Evidence on a National Policy 
The sample of M-CARES participants differs from the 
national Title X population, largely because the pop-
ulation of Michigan differs from the national popula-
tion of Title X clients. To characterize the effects of 
free contraception on the outcomes for Title X clients 
across the U.S., we adjusted the M-CARES sample to 
reflect the age, race/ethnicity, and income of the na-
tional Title X population who were seeking care at Title 
X providers using entropy balancing (Hainmueller 2012; 
Bailey et al. 2023). This reweighting ensures that the M-
CARES sample resembles the age, race, insurance, and 
income characteristics of all Title X clients nationwide. 
(See the Technical Appendix for more information.)

Effects of Eliminating Cost-Sharing for 
Contraception through Title X
If every Title X patient in the U.S. received free contra-
ception up to the price of the lowest-cost LARC, we 
project that pregnancies would fall by around 22 per 
100. Based on the number of 2021 pregnancies, this 
policy is expected to reduce unplanned pregnancies 
by around 301,000 (5.3%) within one year.

Using previously published estimates of the share 
of pregnancies that result in childbirth, these numbers 
imply a reduction in births of 144,000, or 3.9%, from 
the 2021 level (Bailey, Bart, and Lang 2022).5 Another 
consequence of eliminating cost-sharing for contra-
ception for Title X clients is that the number of abor-
tions would fall by around 77,000, or 8.3%, relative to 
the 2020 level (Diamant and Mohamed 2023). The 
number of births and abortions would continue to be 
reduced to some degree in later years, although these 
reductions in later years are less certain and are not 
included in these calculations. 

States would see different effects as a result of 
the policy due largely to differences in their number 
of Title X clients, which reflect a combination of state 
policies and client needs. Figure 6, panel A illustrates 
the predicted effect of making all contraception free 
to uninsured Title X clients by state, using the 2018 
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The Effects of Reduced-Price Contraceptives on Contraceptive Efficacy
A. Value of Reproductive Health Services Received

B. Share Using LARCs Received

C. Expected Annual Reduction in Unplanned Pregnancies
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Projected Effects of Free Contraception for Title X Clients,  
Nationally and by State
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data on Title X clients (Fowler et al. 2019).6 It shows 
that West Virginia and California would likely experi-
ence the largest change in unplanned pregnancies as 
a result of this proposed policy. In contrast, Mississippi 
and Vermont had very low rates of uninsured Title X 
clients among their reproductive-aged female popula-
tion and relatively few Title X users, which would result 
in smaller changes in unplanned pregnancies because 
of the proposed policy. 

Effects of Eliminating Cost-Sharing 
for Contraception through Title X on 
Appropriations
I estimate that a national policy eliminating cost-shar-
ing for contraception under Title X would cost an ad-
ditional $178 million annually—an increase of around 
62% over current funding levels.7 This estimate is based 
on the historical distribution of Title X patient incomes 
as well as costs based on voucher use from the clini-
cal trial, reweighted to estimate the cost of making all 
contraception free for Title X clients across the U.S. with 
incomes under 250% of the FPL. Around 1.4 million indi-
viduals—36% of Title X clients nationally who are female, 
are uninsured, and have out-of-pocket costs—would be 
immediately affected by eliminating cost-sharing for 
contraceptives (Fowler, Gable, and Lasater 2022). 

The reduction in unplanned pregnancies resulting 
from the policy would also have immediate budgetary 
implications. As noted above, this policy is expected 
to reduce the number of births in the first year of the 
program by 144,000. Assuming that around 62% of 
these births would be funded through Medicaid im-
plies a reduction in Medicaid costs of more than $1.61 
billion in the first year of the policy.8 

In short, eliminating Title X cost-sharing for con-
traception would cost the federal government $178 
million per year and reduce federal and state govern-
ment spending by $1.61 billion in the first year of the 
program, for a net savings to taxpayers of around $1.43 
billion in the first year of the program. Around 50% of 
the $1.6 billion in total savings, or $804 million, less 
$178 million in additional Title X appropriations would 
accrue to the federal government under the FY 2024 
Federal Medical Assistance Percentage (FMAP) rates 
(Kaiser Family Foundation (KFF) 2023). In short, the first 
year’s savings to the federal government through the 
reduction in Medicaid spending alone could fund free 
contraception through Title X for around four years. 
While the actual reduction in childbirth in the first year 
of the program could be more or less than what we 
estimate, this estimate would have to be too high by 
an order of magnitude to change the conclusion that 
a policy making contraception free to Title X clients 
would more than pay for itself in its first year. This cal-
culation ignores likely revenue gains from more women 
remaining in the labor force (and paying taxes) rather 
than taking maternity leave. In addition, state govern-
ments would save the remaining $812 million, which 
figure 6, panel B breaks down by state.9 

These estimates of cost savings are conservative 
because they do not account for the fact that some 
unplanned pregnancies will be deferred for more than 
one year and that some unplanned pregnancies are 
undesired, meaning that they may never occur in the 
future. Moreover, given the significant increase in un-
planned childbirth expected in the aftermath of the 
Dobbs decision, free contraception could reduce births 
resulting from unplanned pregnancies by more than we 
estimate. Thus, the reduction in costs by expanding 
access to contraception could be more substantial.
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Questions and Concerns 

Should the federal government be 
implementing policies that reduce 
childbearing given that fertility rates are 
below replacement levels?
Below-replacement fertility rates are almost universal in 
developed countries, and many policies target creating 
family-friendly environments to encourage childbearing 
(e.g., paid leave for parents, child tax credits, and child-
care subsidies). Minimizing choice over contraceptive 
methods to encourage undesired childbearing may 
raise birth rates in the short run. However, disempow-
ering individuals will not maintain higher birth rates in 
the long run. Increasing undesired childbearing tends to 
limit the financial resources of families, which tends to 
reduce childbearing in the medium to long term.

Does this proposal solve all issues with 
access to contraception in the U.S.?
This proposal solves issues surrounding financial ac-
cess to contraception in the U.S., which is one impor-
tant dimension of reproductive autonomy. However, 
equal access to contraception depends upon many 
other factors as well. Future policy proposals should 
focus on addressing misinformation about contracep-
tives and their side effects; improving physician train-
ing around reproductive health care, including sensi-
tivity to concerns and preferences of different groups; 
and improving the integration of reproductive health 
care as part of holistic health services. 
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Endnotes

1. We understand and acknowledge that people of all genders 
give birth. For parsimony, this proposal uses the word 
“woman,” “mother,” and female pronouns when discussing 
individuals who become pregnant or give birth.

2. The FPL for an individual was $13,590 in annual income in 
2022; $4,720 is added to the annual income level for each 
additional person in the family.

3. 250% of FPL is in the statutory maximum income for the 
sliding scale. See the Code of Federal Regulations in Title 42 
CFR 59.5(a)(8). 

4. “Unplanned” is not reported on a survey but is inferred 
from contraceptive method choice. I define unplanned 
pregnancies as those that would not have occurred if one 
had access to her desired contraceptive method. 

5. We use estimates by Bailey, Bart and Lang 2022 from the 
NSFG, which find that 48% of Title X pregnancies result in 
childbirth, 25.5% in abortion, and 26.6% in miscarriages. 
Bailey, Bart and Lang 2022 inflate reported abortions and 
miscarriages to arrive at these estimates to account for 
underreporting in the CDC and the NSFG. The pregnancy-
to-birth transition rate for the Title X population is slightly 
lower than estimates for the overall population.

6. As outlined in section I.D., the number of clients in Title X 
dropped by more than half after 2018, even as Planned 
Parenthood and other former Title X grantees continued to 
provide family planning services outside the purview of the 
federal program. The “Ensuring Access to Equitable, Affordable, 
Client-Centered, Quality Family Planning Services” final rule 
revoked the previous rule and went into effect late in 2021, and 
Planned Parenthood and other former grantees returned to the 
program in 2022. Given these policy changes and the fact that 
Planned Parenthood served 40% of all Title X clients before 
2019, we present these projections using the 2018 numbers 
(which should be closer to the number of Title X users in 2022). 

7. This assumes that the number of Title X clients remains at 
the 2018 level, with the cost increase calculated over the FY 
2022 Title X funding levels. 

8. This calculation uses Guttmacher’s estimate of $12,770 in 
2010, which includes the costs of delaying prenatal care, labor 
and delivery, postpartum care, and 12 months of infant care 
and inflates this estimate using the health care inflation index 
(Sonfield et al. 2011). This inflation yields $17,987 in 2022 dollars. 
Fowler et al. 2019 show that around 38% of Title X clients 
have private health insurance, implying that 62% of births to 
Title X clients will be paid by public insurance (i.e., Medicaid). 
We obtain $1.59 billion by multiplying $17,987 per birth by the 
reduction of 62% of the 142,000 unplanned births. 

9. KFF reports that an average of 69% of Medicaid spending 
was funded by the federal government with the remaining 
30.7% of spending funded by the states (KFF 2022).
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Technical Appendix

T he M-CARES trial protocol has been approved by 
the University of Michigan’s Health Sciences and 
Behavioral Sciences Institutional Review Board 

(HUM00132909) and is registered at clinicaltrials.gov 
(NCT03673007). The pre-analysis plan includes a de-
tailed research protocol relating to recruitment, enroll-
ment, consent, survey instruments, administrative data 
collection, primary outcomes, and planned analyses.

Recruitment and Inclusion 
Criteria
M-CARES partnered with NORC, an internationally rec-
ognized firm in survey research, to recruit participants 
in the waiting rooms of 12 clinics. Enrollment is con-
ducted on an electronic tablet. If a patient elects to 
participate, the electronic tablet walks them through 
an eligibility screen and, if eligible, an informed con-
sent process, with assistance from a field interviewer 
as needed. For participants, the tablet encodes per-
sonal information (e.g., name, Social Security Number, 
date of birth, and contact information) and answers to 
survey questions.

M-CARES includes individuals ages 18–35 who 
have out-of-pocket costs for contraception at PPMI 
and are at risk of becoming pregnant. The study ex-
cludes individuals who are pregnant at the time of 
enrollment or wish to become pregnant in the next 12 
months. We also exclude individuals with no out-of-
pocket costs for contraceptives, because the voucher 
should not affect their costs for contraceptives or, by 
extension, choice of contraceptive method. Follow-
ing enrollment, participants are invited to complete a 
baseline survey after their clinic visit on the same day. 
Participants consent to take two follow-up surveys 
and release their administrative data to the study.

The Sliding Scale and Voucher Values
As with other Title X providers, PPMI determines cli-
ents’ out-of-pocket costs using a sliding scale. Clients 
are assigned fee scale 2/B if their incomes range from 
101–150% of the FPL, 3/C if their incomes are 151–200% 
of the FPL, 4/D if their incomes are 201-250% of the FPL, 
and 5/E if their incomes are 250%+ of the FPL. Unless 

they have insurance to cover their visit (which most do 
not), clients with fee scales 2–5 will be charged 25%, 
50%, 75% or 100%, respectively, for the services they 
receive from PPMI. 

The M-CARES voucher amounts reflect either 50% 
or 100% of the total out-of-pocket costs for an unin-
sured woman to have an IUD inserted, after applying 
the PPMI sliding scale. However, vouchers can be used 
for ANY contraceptive method at PPMI and related ser-
vices. Except for the period between November 2019 
and September 2021, clients with family income below 
the FPL are assigned fee scale 1/A and are not charged 
for contraceptive services, regardless of their insur-
ance coverage. For all periods except for November 
2019 to September 2021 when they experienced costs, 
1/A women are excluded from the study because the 
voucher should not affect their choices of contracep-
tive methods. Participants randomly assigned to re-
ceive vouchers are handed the voucher amount before 
their appointments. After this, the M-CARES partici-
pant proceeds with her appointment as planned. All 
contraceptive decisions and discussions with health 
care providers occur after recruitment to M-CARES. 

Outcomes
Using information up to two years after enrollment 
from PPMI records, we examined how reducing out-
of-pocket costs changed five pre-specified contra-
ceptive outcomes capturing different dimensions of 
contraceptive use and efficacy: (1) the dollar value of 
services purchased; (2) a binary measure for whether 
any contraceptives were purchased; (3) a binary mea-
sure of LARC insertion; (4) a continuous measure of 
method success, defined by one minus the CDC fail-
ure rate with typical use of the most effective method 
purchased; and (5) the expected days of coverage of 
the most effective method purchased. We also cre-
ate an index of contraceptive efficacy that combines 
these five outcomes to summarize the overall effect of 
receiving a voucher and to limit the number of statisti-
cal tests (Katz and Krueger 1992). Our methods com-
pare individuals who were randomly assigned to re-
ceive a voucher for contraceptives versus individuals 
who received the usual standard of care at PPMI and 
were paid on the usual sliding scale.



The Hamilton Project  •  Brookings18

Generalizing Findings from 
M-CARES to the National Title X 
Population
Given the differences between the M-CARES sample 
and the national Title X population, we use entropy 
balancing to reweight the M-CARES sample such that 
the age, race/ethnicity, insurance, and income charac-
teristics match those in the 2018 national Title X popu-
lation (Hainmueller 2012). The rebalanced M-CARES 
sample is shown in Bailey et al. 2023. This reweighting 
ensures that the M-CARES sample resembles the age, 
race, insurance, and income characteristics of all Title 
X clients nationwide. 

An important caveat is that reweighting does not 
account for differences in the treatment effects due to 
other factors. For instance, treatment effects for Title 
X clients nationally may differ due to different state 
reproductive health-care programs or policies, or to 
states’ decisions to expand Medicaid coverage under 
the ACA (as Michigan did). In addition, these results 
may misstate the intervention’s true effects on preg-
nancies if (1) low-income, uninsured women obtain 
contraception from other providers not observed in our 
data; (2) women do not use the most effective method 

purchased for the entirety of one year (we use the one-
year method failure rate as a summary metric); or (3) 
women adjust their sexual behavior when using a less 
effective method (e.g., abstain from intercourse). The 
first issue is not likely important in practice, because 
PPMI served 70% of all Michigan Title X clients in 2018, 
and Title X clients have few other options for affordable 
care. The quantitative importance of the second and 
third issues is harder to gauge, so they remain impor-
tant caveats to the interpretation of the results.

Regarding the similarity of Michigan’s other char-
acteristics (not in table A-1) and policies to other states, 
one key piece of evidence is that Michigan falls around 
the national median of many key behaviors related to 
contraceptive use, such as cohabitation, marriage, 
age at first birth, nonmarital childbearing, and teenage 
childbearing (Lesthaeghe and Neidert 2006). Michigan 
offers a 6% state Earned Income Tax Credit and has per 
capita spending on public welfare close to the national 
average (U.S. Department of Commerce 2020).

Michigan’s reproductive health policies are also 
shared with many other states. Its Medicaid expansion 
program, Healthy Michigan, supplements the state’s 
Medicaid program and covers women who are not preg-
nant and with household income up to 138% of the FPL. 
This is similar to 40 states and the District of Columbia 
that have expanded eligibility for Medicaid under the 

TABlE A-1.

Final Sample, Weight, and Representativeness

M-CARES Sample Title X Patient Characteristics M-CARES Reweighted

Age 18-19 0.096 0.135 0.135

Age 20-24 0.393 0.354 0.354

Age 25-29 0.326 0.304 0.304

Age 30-34 0.186 0.207 0.207

Non-Hispanic White 0.673 0.333 0.333

Non-Hispanic Black 0.135 0.195 0.195

Hispanic any race 0.099 0.340 0.340

Other/Not reported 0.093 0.132 0.132

Les than 100% FPL 0.080 0.667 0.667

101-150% FPL 0.398 0.149 0.149

151-200% FPL 0.246 0.073 0.073

201-250% FPL 0.124 0.035 0.035

251+% FPL 0.151 0.076 0.075

Insured 0.073 0.583 0.583

Uninsured 0.927 0.417 0.417

Source: Bailey, Bart and Lang 2022. 
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ACA. However, residents of the 10 states that have not 
expanded Medicaid (Alabama, Georgia, Florida, Kansas, 
Mississippi, South Carolina, Tennessee, Texas, Wiscon-
sin, and Wyoming) would likely experience larger ef-
fects of eliminating cost-sharing for contraceptives. 

Michigan has not banned abortion in the aftermath 
of the Dobbs decision, which makes it similar to the 
36 states without abortion bans. The effects of elimi-
nating cost-sharing for contraceptives for residents of 
the 14 states that have effectively banned abortion as 
of February 2023 could be more far-reaching than in 
Michigan (McCann et al. 2023). 

A final consideration is how similar PPMI is to na-
tional Title X providers. Importantly, Planned Parent-
hood as an organization serves around 40% of the 
nation’s estimated four million Title X clients, which al-
leviates some concern about generalizing the findings 
from clients recruited at this organization to other Title 
X providers. However, other Title X providers such as 
federal qualified health centers are less focused on re-
productive health care, so the generalizability of these 
findings may be more limited at these locations.
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Access to contraception is fundamental to reproductive autonomy and economic 
mobility for parents and their children. Today in the U.S., the cost of contraception 
severely limits access for those without health insurance. Although the Affordable 
Care Act eliminated cost-sharing for contraception for those with health insurance, 
substantial cost-sharing remains for uninsured individuals who seek care through 
Title X—a national family planning program that offers patient-centered, subsidized 
contraception and reproductive health services to low-income individuals. I propose 
two changes to Title X to increase the affordability of contraception for uninsured 
Americans: (1) make contraceptives free for low-income clients through a change 
to the guidelines issued by the Office of Population Affairs and Health and Human 
Services and (2) increase congressional appropriations for the Title X program to 
fund this change in guidelines. Similar to the Affordable Care Act’s elimination of 
cost-sharing for contraception for Americans with health insurance, this proposal 
eliminates cost-sharing requirements for contraception for uninsured, low-income 
Americans through the Title X program. This policy proposal is supported by highly 
relevant evidence from a randomized control trial conducted at Title X providers. 
Eliminating cost-sharing for contraception through Title X would increase use of 
preferred contraceptive methods; reduce pregnancies that are mistimed or not 
desired, including those ending in abortion; and generate substantial enough savings 
in other government spending that the program would more than pay for itself.


