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To: Elena Kagan/OPD/EOP 

cc: Jennifer l. Klein/OPD/EOP 
Subject: Title X and FMLA 

I spoke with the women's groups as we discussed,and, as we suspected, they agreed that an 
extra $10 million in the Title X budget would make a huge difference. I reported to Dan Mendleson 
that we strongly recommend a $10 million increase, and he said that he would do all he could to 
make it happen. Since the last time he and I spoke, it sounds as if the budget contraints may have 
gotten worse, but Dan said he would do all he could to meet that mark. He also said that if this 
recommendation were to emerge on the DPe Initiatives list, it would be guaranteed the funding. 
While I told Dan I thought that would be difficult to do, I promised to raise it with you. 

On the Title X program uses (i.e. the male involvement and abstinence programs), I think that the 
problems may be quite entrenched, as it sounds as if the women's groups and HHS have not seen 
eye to eye on grant awards for some time. I'll report further soon. 

On FMLA, I understand that there was some concern raised at the New Initiatives meeting about 
pushing for FMLA expansion in the context of the SOTU or another venue. Jen and I think it might 
be useful for you to call a Deputies meeting soon on FMLA expansion, bringing in a few relevant 
agencies and WH Leg. Affairs to discuss strategy. Do you agree? 
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Background on Title X Funding . 
FY98 and FY99 increases 

Our national rate of unintended pregnancy is on the decline, in part due to the availability 
of clinical reproductive health services to low-income Americans through the title X 
family planning clinic network and in part because of the introduction of long-acting 
methods of contraception. At the same time however, our national rate of sexually 
transmitted disease remains extraordinarily high. The Title X system is facing severe 
financial pressures and continues to serve as a critical provider of primary care services to 
uninsured and underinsured Americans. Title X clinics are increasingly unable to make 
long-acting methods of contraception available to all women who need them, to use new 
pap technologies critical for services to at-risk populations nor new urine-based screening 
tests for sexually transmitted infections for men and women. For example, chlamydia, 
remains the most commonly reported infectious disease in the U.S. and it is assumed that 
half of new cases occur among men. In addition, it is critical to retain the nurse 
practitioners who serve as the backbone of the system. 

For the past two fiscal years, overall increases to the Title X program have not translated 
into the same percentage increase in funding for clinical services. While the providers of 
family planning and reproductive health services did not expect to receive the entire 
program increase, there was widespread expectation both among the Title X providers, 
the advocates of women's health and Congressional supporters that this key infrastructure 
would see some relief from the escalating costs of providing 'clinical services. In 
addition, as Title XX of the SSBG was drastically cut, it was hoped that for those states 
which relied heavily on Title XX funds to provide family planning services, that the· 
increase would help offset those devastating cuts. (This was particularly true in 
Pennsylvania as articulated by Senator Specter.) 

In FY98, Title X funding was $203 million - a $5 willion increase over FY97. the clinical 
service delivery program did not receive the same increase as the program increase. At 
that time, a nearly $2 million new male involvement program was introduced that with 
few exceptions ignored the male-oriented programs that were sponsored by the Title X 
provider network with or without the use of Title X funds. No requirement was made 
that these new male involvement grants be linked with Title X clinical service programs. 

Thus far in. FY99, the federal health regions have only a 3% increase, despite the program 
overall increase of 5%, with no provision that even the 3% increase be passed along to 
the clinical service program. 

Therefore, while the program has received increases over the past two appropriation 
cycles, th.e clinical provider network has been effectively level-funded and when the 
increased costs of contraceptives, better screening devices for cervical cancer and 
sexually transmitted infections are taken into account, they have actually lost ground. 
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TITLE X LANGUAGE TO ACCOMPANY THE PASSBACK 

The funding increase for the Title X family planning program should, first and foremost, 
be spent on contraceptive services to reduce unintended pregnancy With any remaining 
funds, priority will be given to education, counseling, and medical services to males 
within the clinical service delivery system, or through community-based programs 
directly linked to Title X service providers. 
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December 9, 1998 

Thank you for meeting with representatives from the National Family Planning and Reproductive Health 
Association on November 18, 1998. As a firSt step in our mutual commitment to ongoiti.g communication, we 
are requesting infurmation regarding implementation of legislative language included in the introductory 
paragraphs to seetion 101(f) of the omnibus spending bill (pL. 105-277) passed by Congress on October 19. 
This language incorporates by reference a provision included in Senate Report 105-300 that mandates the 
following: 

In order to assure that all low-income women have access to comprehensive family planning services, 
the Committee expects that no less than 90 percent of the total Title X appropriation must be allocated 
to the regional offices to be awarded to grantees who provide clinical family planning services as 
defmed by law. 

The language further provides that all funds available fur family planning services be made available no later 
than 60 days (December 18,1998) after passage of the bill. This timelyreJease is especially vital to grantees 
whose funding cycles begin on January 1 . 

ForFY 1999, total funding for the Title X family planning program is $215 million, with 90% totaling $193.5 
million. We would appreciate receiving, prior to the Congressional deadline· of December 18, 1998, a fimding 
breakdown reflecting the dotlars actually allocated to each of the ten regions. If that totJil is less than $193.5 
million, we would like to know the release date fur the remaining funds. 

Thank you very much for your asSistance with this matter which is of critical importance to the provision of 
family planning to low-income clients. 

Sincerely, 

Judith M. DeSamo 
President/CEO 
Margie Fites Seigle 
Chairperson 
National Family Planning and 
Reproductive Health Association 

loanne Baker 
Chair, State Family Planning Administrators 

Enclosures 
cc: The Honorable Donna Shala\a 

Gloria Feldt 
President, Planned Parenthood 
Federation of America 

Frank Banali 
Chair, Family Planning Councils of America, Inc. 

NFPRHA 122 C S,r08'. NW .. Suito 380 .. Washington, DC :20001·2109 .. TEL~ 202·628·3535 • FAX, 202-737-2690 - E-MAIL: Info@nfprha.org 
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-3,842.000 

-162.606.000 
+616,147.000 
....... 7 ,945;000 

SECTION 101(f); DEPARTMENTS OF LABOR, HEALTH AND 
HUMAN SERVICES. AND EDUCATION, AND RELATED 
AGENCIES APPROPRIATIONS ACT, 1999 

The conferees on H.R. 4328 agree with the matter inserted in 
this subsection c>f this confennce .agJ:1lement lUId the following de­
scription of this matter. This matter was developed through nelto­
tiation. on the differences ill the HOUlIe and Senate versions (H.R. 
42741U1d S. 2400) of the Depamnents of Labor, Health and Human 
Services, and Education. and Related Agencies Appropriations Act, 
by members of the approptiations subconunittee of both the HoUSe 
IUld Senate with juriediCb.on over H.R. 4274 and S. 2440. 

implementing this agreeInSlIt, the Departments and agen­
cies should comply with the language and instructiollS set forth in 
House Report 105--635 and Senate Report 105-300. In the case 
where the language and instruction. specifically address the allo",,­
don of funds, the Depa:rt:o.ents and agencies are to follow the fund­
iDg levels specified In the Congressional budget justifications ac­
companying the fiscal yesr 1999 budget or the underlying authoriz­
ing statute and should give full consideration to all items, bleluding 
items allocating specific funding ineluded in the House and Senate 
reports. With respect to the provisions in the House and Senate re­
ports that speciflca1ly allocate funds, each has been reviewed and 
those which are jointly COJ1CU1':red in have been included in this 
jOint statement. 

The De~ents of Labor. Health and Hwnan Services IUId 
Education. and Related Agencies Appropriations Act, FY 1999. put 
ill place by this bill, incorporates the following agreements of the 
MSDagen: . 

TITLE I-DEPARTMENT OF LABOR 

EMPLOnmm AND 'l'lwNnIG AD!o!lNlS'I'RII.lON 

TRAINING AND EMPLOna:NT SERVICES 

The coDfennce agreement appropriates $5,272,324,000. instead 
of $4,000,873,000 as proposed by the House and ·$5,409,375,000 as 
pro~sed by the Senate. 

The. agreement ineludes language inserting Ii le!!al citation to 
the Workforce Investment Act of 1998 as proposed DY the Sen~te 
to fund a apecifi. project authorized by the neW law. It also \11-
eludes language ,Proposed by the Senate modified to identify fun_ 
for ;youth job training activities, malting the funds available for the 
pe:r1od April 1. 1999 t1=ugb June 30, 2000, and speci£yiug !Ill 
amount and a legal citation (or youth opportuDity grants. It .\11-
eludes language proposed by the Senate providing that job ~ 
funds may be used for transition to, IUld implementation of, ..... 
provisions of the Workforce Investment Act of 1998, The House hall 
no similar pTOvisiollS. 

The agreement also in 
demonstration funds und ~ 
Act (dislocated workelB) ;;. 
:etranSents in the workforce a 
. ate. It also includes . 
mg. ~rvice <leUvery areaa to' 
training and summer youth 
ernor. The House had llo 8m 

. 1'he conference agl'eeme 
pnation of $250,000,000 for 
ate fo~ youth opportunity 
$250.000,000 for fIScal yef: 
~1'O~sed by the Senate and 

unding for tisc:al year 20C 
2000 apPr:s,tiationa bill. 

d The . or pepllrtment 
Wl Provide teelmical assist; 
emy Demonstration Progran: 
th The conference agreelJJ~ 

. e follOwing projects and ae 
Dislocated Wor-kers 

-$5,000,000 for Special 
-$1,500,000 for Special 

' __ d-$500,000 for a high-tt 
.uul of Maui in HawaU 
to -$500,000 for the Beth. 
NaJ'.:,.vide high technolog; 

l'et:r;aj~!~OO,Ooo for U. of 

-$1,000.000 for the row 
Wo -:$1,000,000 for Twin ( 

rklink to plastics employt: 
--$1,000,000 for the Yor 
--$1,000.000 to continue 
~OO,OOO ($9()(),Ooo o' 

Ftuedit!~~~Is!~h.~ as Center: • 
Native .4.meriazllS 

w;:;$4·000,00Q for eo-locs.' 
Ol" .... orce Investment Act or' 

J>iZQts and Demonstration.s 

-$3,000,000 for Samoa: 
Job T;!f,?;~O~or the Sout: 

_-, .. ,~2,~,OOQ~ tl-aini.t 
- ... ts UI Hawaii 

~~O,OOO for Illsaljui 
Alaska-"O,OOO for Koahni 
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and to '9nsure. as much as poss:"ble, 'that no indi 1fidual with HIV receives 
subopt:mal the=apy due to cne lack of health care provider informa~icn. 

Family planning 

The Committee recommends $215,000,000 for the ti~le X fam~ly ?lanning 
program. This is $3,077,000 below the administ~atiDn recuest and 
S12, 097, 000 abo',re the 1998 1e',e1. Title X gra.nts support primar:l healt~ 
~are se~vices at. more than 4,000 clinics nationwide. About 85 pe~;ent. ot 
family planning clients a.re ''"'omen at or below 150 :Jerc:::ent: of oove~-:".J 
level. - ~ ~ 

Title X of the Public Health Service Act, which established the 
family planning program, authorizes Che use of a broad range of 
accept.abl'.:!: and effective ~amily planning methods and. sel:'·,icas. The 
Commit~ee believes this includes oral, injec~able, and other preventi7e 
modalities. 

The Committee remains concerned that programs receiving citle X funds 
ought to have access to these ~9S0U~C~S as·quickly as possible. The 
Committee, therefore, again instructs the Oepartment to distribute to 
the regional offices ,all of the funds available for family planning 
services no later than 60 days following enactmenL of this bill. 

The Committee is pleased with reCent data indica~in9 a reduction in 
the rate of teenage 9regnancy in the United States. In orde~ to assure 
that all low-income women have access to comprehensive family planning 
services, the Committee expects that no less than 90 percent of the 
total title X appropr~ation must be allocated to the regional offices to 
be awarded to grant@es who provioe clinical family planning services as 
defined by law. 

Rural health research 

The Committee recommends $11,713,000 for the Office of Rural Health 
Policy. This is $57,000 more than the fiscal year 1998 level and $22,000 
above the administration request. The fundS provide support for the 
Office as the focal point for the Department's efrorts to improve the 
delivery of health services to rural communities and popUlations. Funds 
are used for rural health ~esearch centers, qrants to telemed1cine 
projects, the National ~dvisory Committee on Rural Health, and a 
reference and information service. 

Health care facilities 

The Committee provides $30,000,000 for health care facilities, Which 
is $2,043,000 above the 1998 level and $30,000,000 above the 
administration request. Funds are 'made available to public and private 
entities for construc~ion and renovation of health ca4e and other 
facilities. 

Sufficient funds are availabl@ to contribute to the constr~ction of a 
pediatric dental facility serving medically under.erved inner city 
neighborhoods. The Committee is aware that the University of 
Pennsylvania School of Dental Medicine has many meritorious 
characteristics that make it well-suited for this impor~ant task, and 
urges the full and fair consideration of its proposal. 

Funds are also available to contribute to the upgrade af existing 
facilities dedicated to women's health that emphasize support of 
homeless and medically underserved women. The Committee is aware that 
Magee-Wamens Hospital of Pittsburgh, PA, is one of a few specialty 
hospitals in the country providing services exclusively for women and 
infants, and urges that its proposal receive full and fair 
consideration. 

Funds are available to contribute to the upgrading of an osteopathic 
facility dedicated to medically underserved areas in an inner City area. 
The Comm1t~ee is supportive of the efforts of ~he Philadelphia College 
of Osteopathie Medicine and urges its proposal receive high priority in 
funding-. 

Funds are availaole to contribute to the modernization and uP9rade of 
a medium-sized medical facility that coordinates health services within 
a county. The Conunitte~ is suppcrt:.ive of the proposal by the Fulton 

\2171983:31 PM 
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FIRST LADY HILLARY CLINTON AND VICE PRESIDENT GORE UNVEIL NEW 
INVESTMENT IN SAFE, EFFECTIVE FAMILY PLANNING SERVICES FOR 

AMERICAN WOMEN 
January 22,1999 

Today, in honor of the 26th anniversary of Roe vs Wade, First Lady Hillary Rodham Clinton and 
, Vice p'residen~ Gore met wjth representatives fromtJ!e!~productiye heal~ community,to unveiL.: '. . . .. , .. 
· a series of. new. steps to prevent unintended pregnancy:,:induding:a new multi million dollar :. :co···. ", . 

initiatiY~ ;to .~~tUe acces~ to safe, high quality family.plalmi~ services for Ame~ican .women..~" .. " '. '.:: 

MILLIONS OF AMERiCAN WOMEN. NEED FAMILY PLANNING SERVICES . . I' .. ~ ~, '),' •.. . . 
More than 3 'million unintended pregnancies occur every year·in the United States: ,Women who' , : 
useno;contraceptives.accpuntJor almost half of.these,pregnancies (47%), ,while.the,39 million .. ', .. ..:.' .':'" ' 
method·users.account.for.~3%; Unintended pregnaricies·.among .womeil;wh6do ,riotuse.~·, . ,. ",. '., ... 
~ontrac~piion are al~o~t as likely to end in abortion'as they areinabirth:i;' ;,'~ ':' ,: ":, '..' '.' ','" ' 

· NEW STEPS TOWARDS PROVIDING SAFE~EFFEcrIVE FAMILY,RIiANNING '., :·;;:.P·i;": 
SERVICES FOR AMERICAN WOMEN. This'initiative·reilffitms'the:Cliiit6n-Gdre.i':· .. :',:'; " .:;.:;. : 
Administration's committrnent to expanding and:enhaIicing'the quality of:reproductiye:heaI.th ",' :. '. " ..... 
services for all American women, Today, the First'Lady arid Vice President'annouriced,;that:the:, '",,"", '" 
Administration is: "".: :'1 

• Unveiling the Largest Increase in Family Planning Services inlS Years,·The· '. '. 
Clinton/Gore Adminstration's FY 2000 budget includes $240 million for famiJy.planniri.g, a .. ' 

. $25 million increase, and the largest increase in 15 years. These·grants:fundfamily planning' 
clinics providing reproductive health services and clinical care to over 5 million low income 
women. These new funds will be used to prevent over a million unintended pregnancies year 
by improving the delivery of comprehensive reproductive health services, including STD 
and cancer screening and prevention, and HIV prevention, education and counseling; 
providing educational programs that encourage adolescents to postpone of sexual activity; 
increase the accessibility of contraceptive counseling and services; increasing efforts to 
provide effective contraceptives to those in need; and developing partnerships with other 
community based providers to conduct outreach to adolescents at risk. 

• Preventing violence at women's health· clinics. In the wake of escalating violence against 
women's health clinics that provide abortions, the First Lady and the Vice President will 
announce the the FY 2000 budget includes $4.5 million for support additional security 
enhancements, such as including closed circuit camera systems, improved lighting, motion 
detectors, alarm systems and bullet-resistant windows for these clinics in order to protect 
their doctors and nurses. Under this proposal; the Department of Justice would make 
security assessments and enhancements available to clinics deemed to be at high risk of 
violence. This Administration is committed to fighting this form of domestic terrorism that 
has threatened so many clinics and providers. While emphasizing the importance of family 
planning services to prevent unintended pregnancies, the First L;ldy and Vice President also' 
emphasized that those women who choose to have an abortion do not have to fear violence. 

" 
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• Contributing $25 million to the UNFPA. Today, the First Lady and Vice President will 
announce that the President's FY 2000 budget proposes a $25 million voluntary contribution 
to the UNFP A, $5 million more than the President's FY 1999 budget proposal. The UN 
Population Fund is the largest multilateral donor organization in the population sector and 
concentrates its assistance to countries in the areas of reproductive health and voluntary 
family planning, population policy and advocacy. 

, " 

.. w.··.·.,.. Ensuring that Federal employees have access to comprehensivtifamily. planning services; ; '. ' ." 
,.,: ., ' .. '! '.' i The FY 2000budgetalso'c<mtinues to ensure thaitlie Fedend goveIrinient.leads'the way asa"':",1~ "" 

""i",:'" ' mod~ihealth plan by aSsuring that Federal employeeinirtd their·fiimilies participating in,thdOO :·,:,·"ch··,!-: 
'.. Federal Employees Health Benefit Program (FEHBP) have accessto.cohtraceptive coverage:.:::;;:'·""":" 

.: :.T '.' ",This \p6Ii~y provides coverage to approxirriat~ly ':El niillion women of childbearing age-land: . ", :':,:', . ;~ . 
. , , '" ,,' ., reduces' Unwanted pregnancies and the need for abortions byrequiririg moSt FEHB plans to offer' .'. : .. 
. -':'';'': " .' the 'full range of contraceptive services:' Before this' requiremerit;'only·J 9% offederal health ,. ,:"',:':<: '1" .:' 

.. ' A'J~ il.'" :?'plans'covered prescription contraceptives and '10% of the plans 'offered no'con~ceptive);';l·h;" ·tf 
" " . "',:<1 .. 1". cove·rageatall. """"" .... ,,::,:,;0,: ' 

, ""',' 
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January 21, 1999 

MEETING WITH THE VICE PRESIDENT AND THE WOMEN'S CHOICE GROUPS 

Date: 
Time: 
Location: 

From: 

I. PURPOSE 

January 22, 1999 
10:00 am -10:45 am 
The Map Room 
The White House 
Neera Tanden 

To discuss a common agenda on women's reproductive health issues over the coming 
year, and to announce a series of proposed budget increases for family planning as well 
as a new initiative to combat clinic violence as part of the Administration's FY 2000 
budget. 

II. BACKGROUND 

Overview 
This meeting will allow you and the Vice President to discuss a series of initiatives 
related to women's reproductive health and outline a strategy to move this debate 
forward in the future. The Vice President will discuss the Administration's proposed 
increase in the domestic family planning budget and a new effort to combat clinic 
violence. You will then announce two proposed funding increases in international 
family planning and move to a general discussion on family planning and other 
reproductive health issues. (See attached talking points.) 

Announcements 
The Largest Increase in Family Planning Services in 15 Years 
The Vice President will announce that the Administration's FY 2000 budget includes 
$240 million for family planning through Title X, a $25 million increase, and the largest 
increase in 15 years. These grants fund family planning clinics providing reproductive 
health services and clinical care to over 5 million low income women. These new funds 
will be used to prevent over a million unintended pregnancies a year by improving the 
delivery of comprehensive reproductive health services, including STD and cancer 
screening and prevention, and HIV prevention, education and counseling; providing 
educational programs that encourage adolescents to postpone of sexual activity; 
increase the accessibility of contraceptive counseling and services; increasing efforts to 
provide effective contraceptives to those in need; and developing partnerships with 
other community based providers to conduct outreach to adolescents at risk. The 
Administration has increased funding in Title X by 60% since 1992. 

More than 3 million unintended pregnancies occur every year in the United States. 



Women who use no contraceptives account for almost half of these pregnancies (47%), 
while the 39 million method users account for 53%. Unintended pregnancies among 
women who do not use contraception are almost as likely to end in abortion as they are 
in a birth. 

New Initiative to Prevent Violence at Women's Health Clinics 
The Vice President will announce that the FY 2000 budget includes $4.5 million for 
support additional security enhancements for clinic deemed at risk of violence. This 
initiatives will help respond to the escalating violence against women's health clinics 
and providers. Under this proposal, the Department of Justice would make security 
assessments and enhancements, including closed circuit camera systems, improved 
lighting, motion detectors, alarm systems and bullet-resistant windows, available to 
these clinics deemed to be at high risk of violence. 

U.s. Contributions to the UN Population Fund 
The UNFPA is the largest multilateral donor organization in the population sector and 
concentrates its assistance to countries in the areas of reproductive health and voluntary 
family planning, population policy and advocacy. Congress eliminated funding for this 
program last year because it continues to fund efforts in China (though the Fund did 
not fund abortion). You will announce that the President's FY 2000 budget proposes a 
$25 million voluntary contribution to the UNFPA, $5 million more than the President's 
FY 1999 budget proposal. 

Bilateral International Family Planning Programs 
You will announce that the FY 2000 budget includes a $15 million increase over FY 1999 
enacted funds in international family planning assistance. The United States, through 
US AID, is the largest bilateral donor for international family planning services. US 
AID supports a wide range of family planning programs in key developing countries, 
including direct services and commodities (though U.S. funds are prohibited by law 
<\nd Administration policy from paying for abortions. The FY 2000 budget requests a 
total of $400 million for international family planning assistance. 

Access to Comprehensive Family Planning Services by Federal Employees 
You or the Vice President may refer to the fact that the FY 2000 budget will also 
continue to ensure that the Federal government leads the way as a model health plan by 
assuring that Federal employees and their families participating in the 300 Federal 
Employees Health Benefit Program (FEHBP) have access to contraceptive coverage. 
This policy, which was passed in the last Congress with the leadership of 
Representative Lowey and others, provides coverage to approximately 1.2 million 
women of childbearing age and reduces unwanted pregnancies and the need for 
abortions by requiring most FEHB plans to offer the full range of contraceptive services. 
Before this requirement, only 19% of federal health plans covered prescription 
contraceptives and 10% of the plans offered no contraceptive coverage at all. 



Background 
A recent study, Declines in Teenage Birth Rates: National and State Patterns 1991-97, reports 
that while teenage birth rates have declined substantially during the 1990s, the most 
dramatic decline is in the birth rate for young women who have already had one child. 
While there was a 6 percent decline in first births to teenagers, the rate of second births 
for teens was down by 21 percent between 1991 and 1996. In addition, it found that the 
overall teen birth rate dropped 15 percent from 1991 through 1997. Rates are down 
more for younger teens (15-17) than older teens (18 and 19). In addition, teenage 
childbearing is down in all race and ethnic groups, but the largest declines documented 
are for black teenagers, especially younger black teens. 

Recent Action by the Administration 

Providing family planning services to low income women. The Administration has 
granted Medicaid waivers to expand access to family planning services in 11 states in 
order to reduce the number of women with mistimed or unwanted pregnancies. These 
waivers extend family planning services to low-income women of childbearing age who 
would not otherwise be eligible for Medicaid family planning services, including 
low-income women who are eligible for Medicaid while pregnant but who lose their 
eligibility at the end of pregnancy, and low-income women who would become eligible 
for Medicaid if pregnant, even if they've never been pregnant or Medicaid eligible. 

Stopped the Coburn Amendment Prohibiting the FDA from Approving RU-486. On 
January 22, 1993, President Clinton reversed the ban on the importation of Mifepristone 
or RU-486; RU-486 is currently under review by the Food and Drug Administration 
(FDA). Unfortunately, the FDA's scientific drug approval process became under assault 
in the 105th Congress. President Clinton threatened to veto a provision that would 
have prevented the FDA from using government funds to test, develop or approve 
drugs that may induce medical abortion, including RU-486. Because of the President's 
veto threat, Republicans backed down and decided not to attach this provision to any 
funding bill. 

Defeated Parental Consent Restrictions on Contraceptives for Minors. The House voted 
to require minors to obtain parental consent prior to receiving any Title X family 
planning services (this has also been referred to as the Istook amendment). The 
President's veto threat helped to keep it out of the final bill. 

Stopped the So-Called "Child Custody Protection" Act. The Administration threatened 
to veto this bill which would have made it illegal to transport a minor across State lines 
for the purpose of avoiding parental consent or notification laws. The bill did not 
protect close family members --including grandmothers, aunts and siblings --from 
criminal and civil liability, and did not protect persons that only provide information, 



counseling, referral or medical services to the minor from liability. Under a veto threat, 
theSenate failed to invoke cloture (or end debate) on the Child Custody Protection Act. 

Upheld the Late Term Abortion Veto. This year, the House of Representatives voted to 
override President Clinton's veto of a bill banning certain late-term abortions, known 
by proponents of the ban as "partial birth abortions." While the House voted to 
override the President's action, the Senate sustained the veto by a vote of 36-64 --just 
three votes short of the required two"thirds majority needed to override the veto. 
President Clinton vetoed the measure in October 1997 because it did not contain an 
exception that protected the health or life of the woman. 

Continued to Fight Restrictions on International Family Planning. The FY99 Omnibus 
Appropriations Act does not contain the so-called "Mexico City" policy, a provision 
that denies U.S. funds to international family planning organizations that use their own 
resources to perform abortions or lobby on abortion policy. However, the Mexico City 
restrictions were also included in the Foreign Affairs Reform and Restructuring Act. 
President Clinton vetoed this legislation because it contained these unacceptable 
restrictions. 

Issues and Concerns: 
Recently, HHS has created a male initiative project as part of Title X, the goal of which 
is to involve men in reproductive health issues. This new initiative has created some 
consternation among providers, who fear that it will divert funds away from clinics 
who have traditionally received Title X funds. However, this effort only receives 1.24 % 
of funds now and will only receive that share of the proposed increase. Therefore, the 
groups are basically supportive of the program and its priorities as they now stand. 

III. PARTICIPANTS 

See attached list. 

IV. SEQUENCE OF EVENTS 

• You will make very brief welcoming remarks and then introduce the Vice 
President; 

• The Vice President will make remarks and announce the budget increase in Title 
X (domestic family planning) and the clinic violence initiative, and then turn 
back to you; 

• You will make your remarks and then open up discussion. 

V. PRESS PLAN 

Closed press. 



VI. REMARKS 

Talking points to come. 
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J. Susan Cohen, Senior Policy Associate 
Alan Guttmacher Institute 

2. Nancy Zirkin, Director of Government Relations 
American Association of University Women 

3. Kim Gandy, Executive Vice President 
National Organization for Women 

4. Marcia Greenberger, Co-President 
National Women's Law Center 

5. Gloria Feldt, President 
Planned Parenthood 

6. Kate Michelman, President 
National Abortion and Reproductive Rights Action League 

7. Vicki Saporta, Executive Director 
National Abortion Federation 

8. Ellie Smeal, President 
Feminist Majority 

9. Judy DeSarno, President/CEO 
National Family Planning and Reproductive Health Association 

10. Judy Lichtman, Director 
National Partnership for Women and Families 

I J. Amy Coen 
Population Action International 

12. Brian Dixon, Director of Govemment Relations 
Zero Population Growth 

13. Sarah Brown, Director 
National Campaign to Prevent Teen Pregnancy 

14. Sana Shtasel, Incoming President 
Center for Reproductive Law and Policy 



15. James Wagner, Executive Director 
Advocates for Youth 

16. Kim Parker, Interim Lobbyist for Reproductive Rights Issues 
American Civil Liberties Union 

17. Julia Scott, President 
Black Women's Health Project 

18. Francis Kissling, President 
Catholics for Free Choice 

19. Reverend Carlton Veazey, President 
Religious Coalition for Reproductive Choice 

20. Beverly Malone, President 
American Nurses Association 

21. Dr. Renee Jenkins, Professor of Pediatrics 
Howard University, American Academy of Pediatrics 

22. Dr. Deborah Smith, Howard University, Chair 
American Medical Women's Association Reproductive Health Committee 

23. Ralph Hale, Executive Vice President 
American College of OBOYN 
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December 10,1998 

MEMORANDUM 

TO: 
FROM: 

Elena 
Nicole 

SUBJECT: Title X Update 

Following my e-mail to you yesterday about funding for Title X in the FY 2000 budget, I 
spoke with Judy Appelbaum at the National Women's Law Center, who raised a recent concern 
shared by a variety of women's advocates and outlined in an attached letter to Sylvia Matthews. 
In the letter, the advocates state that it is their understanding that the Administration intends to 
devote the entirety of our FY 2000 Title X increase of$15 million to programs other than clinical 
reproductive health services, planning instead to expand efforts that involve males or promote 
abstinence among non-sexually active teens. The advocates naturally object strongly to this 
strategy, but it is not in fact our position. 

In its budget justification document, IDIS did single out these programs as warranting 
added dollars, but also recommended that the increase be used to augment the delivery of clinical 
reproductive health services. In its passback notes, OMB concurred with IDIS' recommendation, 
writing: 

OMB staff stated that the FY 2000 passback level for HRSA includes $229.952 million 
for Family Planning activities at HRSA, an increase of$14.952 million (+7%) over the FY 
1999 enacted level. OMB concurred with IDIS' proposal to expand and augment the 
following two existing initiatives: I) reaching adolescents before they become sexually 
active; and 2) expanding "male involvement" grants that provide family planning services 
to young men. 

It is clear that the women's groups obtained this passback language and read it as targeting the 
totality of our recommended increase to these two programs. I spoke with the Title X budget 
examiner at OMB, who stressed that this was not OMB's intention. OMB then spoke with the 
HHS budget staff; who said that they also did not read the passback language in that way. 

The women's groups, however, may oppose targeting any new dollars to these purposes, 
given the great need for the basic services that Title X provides and given that these other efforts 
are supported through a number of other funding streams. Further, the women's groups will 
likely urge a greater budget commitment to Title X. OMB points out, however, that HRSA, 
which administers Title X, was cut as a whole, and Title X was one of only two programs that 
received any increase in HRSA's budget. 

I called Marsha Greenberger to discuss this, but have not yet reached her. My view is that 



we should touch base soon with one of the signatories to the letter, explain that the advocates 
misunderstood the passback language, and gauge their level of opposition to targeting any of the 
new funding to the programs suggested by IllIS. Please let me know if you would like to handle 
this; otherwise, I will try to reach Marsha next week. 

Attachments 
1219/98 letter to Matthews 
IlliS Title X budget justification 
OMB Title X passback 
1219/98 e-mail 



, . 

DEC 11 '98 15:15 TO-45S2878 
8. R~ WOSH DC 

Ms. Sylvia Mathews 

FROH-NATIONAL WOHENS LAW CENTER 
~~ I~r "O~ 

Deputy Director, Office of Management and Budget 
Room 252 
Old Executive Office Building 
Washington, DC 20503 

Dear Sylvia: 

T-341 P.02/03 F-SS8 

December 9, 1998 

Thank you again for meeting with the undersigned representatives of national 
women's organizations on November 25th

• We are writing to elePre5S our 
continued concern that the Administration's budget request for I,tle X remains 
low. Further, we would lilte to call your attention to an additional problem 
involving family planning funding that we have leamed of since our meeting. 

As you recan, we discussed the proposed funding level for the Title X family 
planning program and learned that the Office of Management and Budget had 
induded an increase of $14.9 million fortl'le program for}Y 2000, for a total 
proposed funding level of just under $230 million. This falls far short of the HHS 
requested increase of $38 million, which itself did not meet the needs of the 
program. We requast that you find additional funds to support these basic 
clinical reproductive health services for we.: ;'len funded by the Title X program 
before the President's Budget is finalized. 

Since our meeting, we have learned that the OMB passback also included 
language drafted by HHS which directs that the entire propqsed increase be 
spent on programs other than clinical reproductive health services. Specifically, 
language contained in the pall&back calls for every penny of that increase to be 
spent on programs to involve males or to promote abstinence among non­
sexually active teens. Even given low inflation, this proposal to level fund 
women's health services effectively constitutes a cut. 

Moreover, the impact of this proposed cut would be compounded by increaSing 
service costs, further hampering clinics~ abilities to effectively serve women. 
Right now, rates of chlamydia are skyrocketing among teens and excellent but 
expensive urine-based tests to screen for certain sexually transmitted diseases 
have come onto the market In addition, new technologies such as the 
ThinPrep Pap test, and long-acting methods of contraception, such as Depo­
Provera and Norplant have the potential to expand the health Cafe options of 
women served at Title X clinics, but still remain out of the reach of many Title X 
providers. We belleve that this proposal will therefore weaken the clinic 
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~EC 11 '98 15:15 TO-45S2878 
FROH-NATIONAL WOHENS LAW CENTER 

T-J47 P.03/03 F-S68 

i'nfrastructure and reduce access to bosic health care services for the growing 
ranks of Iow·lncame Americans who are uninsured or underlnsured_ 

Although 'supporters of TItle X recognize the value of additional programs 
dedicated to.invoMng males, as well 8S the value of postponing sexual 
involvement. we question the wisdom of funding these programs at the expense 
of Title X-an already oaah-strapped program that is one of the vital safety nets 
for health care in this country. In the essie of male involvement, many Title X 
providers already operate such programs. However, the separate programs 
funded In recent years through the Office of Family Planning have not even 
required linkage to the existing clinic ~em to provide reproductive health 
services to those who need them. In addition, it is our understanding that a 
proposal is being developed with HHS that calla for a vastly expanded new male 
involvement program t/lat would establish an entirely separate health care 
system within community-based organizatiOns that have net historically provided 
health services. I· 

I 
litle X is, first and foremost, a family planning program. W,ile Title X providers 
discuss ab8tinence with patient.s:when appropriate, abstinence-specific dollars 
are made availab" through the ~olescent Family Life program. In addition to 
the $17 million allocated for FY 1999 for the Adolescent Family Ute program, the 
federal government will spend cJ;ose to $50 million per year to implement the 
abstinence-Only programs required by the 1995 welfare rafann legislation, . 
We would like to schedule a m~ting as soon as possible to continue our 
discussion on how best to adva~ce a women's health agenda for the coming 
year. ' 

Sincerely, I 
! 

Judith M. DeSamo, National Fa!nily Planning and Reproductive Health Assn, 
I 

Marsha Greenberger, National Women's Law Center 
! 

Jacquel)'n Lendsey, Planned Parenthood Federation of America 
I , 

Kate Michelman. National Abortion and Reproductive Rights Action League 
i 
I 

Cory Richards, The Alan Guttmacher Institute 

Nancy Zir1<ln. American Associ~tion of Unlven;lty Women 
i 

I 
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Authorizing Legislation--Title X, Section 1001 of the Public Health Service 
Act •. 

- ", ............ -
FY 151951 

FY 199B. President's FY 1999 FY 2000 
8l~gga;t ~~gSu~t liQ:lJ:Ji: !lIt~mBtB 

BA $202,903.000 $218,077,000 $202,903,000 $253,113,000 
rTE 42 42 42 46 

FY 2000 Authorization ......••.•......••. , .... I ................. • Expired 

RATIONALE FOR BUDGET REaUEST 

The FY 2000 request of $253.113.000 is an increase of $35,036,000 over the 
FY 1999 President's budget and $50,210,000 over the FY 1999 Rouse level. This 
proposed increment will further strengthen the Title X health in'frastructure 
for fami1ies, women and adolescents, as well enable the program to continue 
providing a comprehensive range of family planning services and to better meet 
the increasing demand for these services. The proposed increment will enhance 
partnerships with other health and social service organizations. It will 
allow an expansion of services to hard to reach populations, including males 
and adolescents, as well as research on the mix of services most appropriate 
and effective for these populations. The program will continue its quest for 
newly developed technologies aimed at improving its ability to function 
efficiently and effectively. 

Investment in family planning services is essential in averting unintended 
pregnancies which are costly, in both human and dollar terms, to society. 
Both the Administration and tho Department have clearly targeted adolescent. 
pregnancy prevention and male responsibility in p~eventing unintended 
pregnancy as major policy issues. Effective pregnancy prevention efforts must 
include men and adolescent boys. as well es women and adolescent girls. 
Moreover, particularly in the Case of adolescents, these efforts should not 
only provide education and services but alao expand opportunit.ies for their 
futures. Although the program is already working in these areas, this 
proposed increment will substantially expand existing initiatives. 

• Increasing the program's ability to reach adolescents before they 
become sexually active and providing interventions to encourage 
continued postponement greatly enhance the potential for reducing 
adolescent pregnancy. 

• Further expanding male involvement initiatives which provide family 
planning/reproductive health edUcation and services to young men: 

Supporting additional demonstration projects designed to employ young 
men from the surrounding community while providing them with job 

.training, career counseling and family planning education, counseling 
and services. . 

187 
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• 

Supporting community-based Organizations in developing, implementing 
and testing tamily planning education and service components for 
inclusion in progr~ that provide other health, education and ~ocial 
services to young males. 

Current and ongoing advances in electronic communication' 'technologies 
(distance learning) will be used to increase the efficiency and 
effectiveness of the Title X health infrastructure. 

The Title X Family Planning Program will continue its focu~ on providing 
family planning and reprodUctive health services through existing program 
priorities, 

• 

• 

• 

• 

• 

Qlltput§: 

increaSing outreach to persons not likely to seek services, including 
males and adolescents I 

emphasis on comprehensiveness of reproductive health services, , 
including STD and cancer screening and prevention, HIV prevention, 
education ana' counseling, 
increased,,'involvement of male partners, substance abuse screening and 
referral; 

emphasis on services to adolescents, including community education, 
emphasis on postponement of sexual activity, and more accessible 
provision of contraceptive counseling and services for those 
adolescents who are seKually active; 

elimination of disincentives to provide high cost but effective 
contraceptives to serve high risk (and high unit cost) clients, and 
to provide non-revenue generating services such as community 
education and prevention services I and 

emphasis on activities involving w~m';n's health nurse practitioners 
particularly minority nurse practitioners and nUrse practitioners 
serving disadvantaged and medically underserved communieies. 

FY 1999 
FY 1998 President's FY 2000 
Epacted a:ui:Jget E:Jt~mate 

No. ot Service 
Grantee 83 

No. of Clinics 4,790 
Clients Served 5,050,000 

Community Partnership 
Projects: 

No. Hale Initiative Grants 
No. other Hard to Reach 

I'opulation Grants 

Service Delivery 
, Improvement Grants 

10 

25 

4 
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83 95 
4,790 4,950 

6,135,000 7,135,000 

15 25 

35 50 

8 12 
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OMB PASSBACK NOTES - FAMILY PLANNING 

Family Planning. OMB staff stated that the FY 2000 passbuck level for HRSA includes 
$229.952 million for Family Planning activities at HRSA, an increase of$14.952 million (+7%) 
over the FY 1999 enacted level. OMB concurred with HHS' proposnl to expand and augment 
the following two existing initiatives: 1) reaching adolescents before they become sexually 
active; and 2) expanding "male involvement" grants that provide family planning services to 
young men. 

'(1T 



Nicole R. Rabner 

12/09/9803:14:47 PM 

Record Type: Record 

To: Elena Kagan/OPD/EOP 

cc: 
Subject: Title X 

Title X family planning seems to be in fairly good shape. First, the history: 

FY98 Enacted FY99 Request FY99 Enacted 
$203 mil $218 mil $215 mil 

This year's OMB/HHS budget negotiations: 

FYOO H H S Request 
$253 mil 

FYOO Pass back 
$230 mil 

While OMB did not grant HHS its full requested increase for Title X, the passback does represent a 
7 percent increase over the FY99 enacted level and the same dollar increase ($15 million) that we 
requested for FY99. HHS has not appealed the passback -- in large measure because the Health 
Resources and Services Administration (HERSA), which administers Title X, was cut in other, 
unrelated areas. In fact, Ryan White and family planning were the only two HERSA programs that 
were given any increase in passback. HHS/HERSA plans to spend any Title X increase in three 
areas: (1) augmenting current programs; (2) targeting adolescents before they become sexually 
active, and (3) strengthening male responsibility. 

I understand that Sylvia Mathews met with the women's groups the day after passback, and the 
women's groups were already aware of the passback level. While they did press Sylvia for a larger 
increase for family planning, they were pleased with our continued commitment to increasing the 
program. 
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Record Type: Record 

To: See the distribution list at the bottom of this message 

cc: 
Subject: Title X -- ugly scene on Hs Labor-HHS bill 

It looks like the House Labor HH5 bill will go to the Rules Committee tomorrow, and to the floor on 
Tuesday, along the following lines: 

Currently, the bill contains an Istook provision which regll;res parental consent for Title X family 
planning. --
1) Greenwood will be allowed to strike the Istook language and offer his friendly substitute which 
emphasizes that Title X providers should encourage minors to abstain from sexual activi d 
involve their parents in their decision to seek amily planning services. Unfortunately, anti-choice 
members will be able to second degree this amendment with whatever they want. This is a bad 
procedural situation -- the vote on the second degree will come first, so if it passes Greenwood 
does not get a vote. 

2) Brady will be allowed to offer an amendment saying that states can pass their own legislation 
requiring parental consent, thus overriding existing federal reguirements guaranteeing confidential 
sxfvlces to teens. The pro-choice side apparently will be allowed to offer a substitute (the groups 
are drafting language and talking to Castle about offering it). 

allowed to offer an amendment saying that Title X clinics which oerform abortions 

50 this means that there will be at least 6 votes on family planning, and a lot of opportunity for 
confusion among members. 

Message Sent To: 

Jennifer L. Klein/OPO/EOP 
Neera TandeniWHO/EOP 
Nicole R. RabneriWHO/EOP 
Laura EmmettiWHO/EOP 
Elena Kagan/OPO/EOP 
Peter G. JacobyiWHO/EOP 
Oaniel N. Mendelson/OMB/EOP 
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Record Type: Record 

To: Cynthia Dailard/OPD/EOP 

cc: See the distribution list at the bottom of this message 
Subject: Re: family planning issues @b 

IN reverse order: 

lI'll1MeM 'l h Y"lAM -

~ ............ II 11"lAoM~ 

-- the parental consent/family planning provision --which can be called the Increase Teen 
Pregnancy Bill -- is one of the most dangerous ideas in a long time. We have a positive record of 
working to decrease teen pregnancy --this would reverse those gains. It's very bad policy and -­
with such strong support for family planning --bad politics. Has to be a priority to oppose. 

- I would like to be equally strong about adding in the FEHBP contraception and hope we can 
be,This was a congressional initiative: we should support it every step of the way --- but its hard 
to put it in the same category. 

Message Copied To: 

Elena Kagan/OPD/EOP 
Laura EmmettlWHO/EOP 
Daniel N. Mendeison/OMB/EOP 
Jennifer L. Klein/OPD/EOP 
Neera TandenIWHO/EOP 
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SUMMARY OF AMENDMENTS TO BE MADE IN ORDER TO H.R. 4274, 
THE LABORlHHSIEDUCATION APPROPRIATIONS BDJ.,l999 

Porter 10 minutes Manager's amendment. 

GreeawoodlCastle 30 mjmxtes StriIa:s the ~ mandating pnntIII CODIltIlt or 
notifil:Alion tbr Tile X programs, ami it subs!;! nles pm:ntal 
iDvolvemcut aDd an c"'q""s;, on abstiDence for ~ 
sn:Iring c:olltu .. ::eptive drugs or dmces. l'Iovides Thh: X 
counsclors with stale of1be art tmining on how to 
effeetively iDiervene with minor.> to encourage Bbmnence. 
pareotal mvolvemellt 8Dd to avoid coetcion, IDIIi it requin:s 
the Sa:tI:lary oflJlJS to develop plorucols in the8c m:c:as, 
especia1ly as they rdate to YOIlIIF adolesccat8 

IstookIBartW 30 minntes SnMtitn!p 8!JIeM",ent to 1he GreenwoodICastl 
M~o amendment, mnsisringoflhe Istook Title X language 

already in the bill and the Gn:mwoodfCastle abstinence 
laDguage. 

10/ll11'J8 7:01 PM 

PAGE 2/2 



Kate P. Donovan 
10101/98 07: 19:33 PM 
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Record Type: Record 

, 

u ) 

To: Elena Kagan/OPD/EOP, Laura Emmett/WHO/EOP, Daniel N. Mendelson/OMB/EOP, Gina C. 
Mooers/OMB/EOP 

cc: 
Subject: family planning lang. 

Dan Mendelson prepared this language for the Labor/HHS/Ed House Floor SAP. We'll be circulating 
it tonight for WW clearance but wanted to run it by you first. Please let me know if you're ok or 

need changes. Thanks. 6L 1...: ...... 

The Administration strongly objects anguage in the House Conunittee bill, and to any 
related potential amendments, that ould have the effect of requiring family planning or 
other health care grantees to parental consent or provide advance notification to 
parents before giving contraceptives to minors. Mandating parental consent discourages 
minors from seeking health care and reproductive services and thus leads to more 
unintended preguancies, abortions, and sexually transmitted diseases, including HIV. .. .. 
-P'~mtic»ll-01:.teeA..pDegJIl3Il~ The Administration urges the House to adopt the proposed 
Castle/Greenwood amendment, which will ensure that grantees will encourage minors to 
seek their family's participation in family planning decisions. 

"7 

poses the proposed Tiahrt amendment that 
would mandate onerous an d physical separation requirements between 
Title X supported family planning rojects and non-Title X activities related to 
abortion. The Department of He th and Human Services already provides 
safeguards, as well as performs eriodic rigorous site reviews, to ensure that no 
Title X funds are used to con ct abortions or abortion related activities. 



-'> 
.' 

I • 

FI~ No. i47'07r31 '98 17:10 10: 
L.j~'.) \J. ~\ _ 

ot/~l/'& FRl 17:1& PAX 

.~..v.a- .a'''' mi,~ -----.-. 

.... ,. 

At ,._ .......... ~. A."" 
ao.,.' ... ':D,. ___________ _ 

P..- 0. 1IriU''' 8 .-1 III dill' IIIknta daraqI& 

pacel .. ~a,-~a.~ 

1 (~)ll' Tbt 8Im!tat7 of B.1tb u4 Rpm,." SII blw 

Z (JI& tWa r L'II i 7 m4 to .. tile. .. , I If') IUD .... 

l CIQIN tba$ .. ,..." plllUri .. paq_ .......... 1001 
. '. . 

4 of"'Xafdld'abIllH.Jt,kk ', • .AIr-

5 ·(AI·S lJ 'aG ............. .. 

6 ., 
8 

9 

10 

11 
12 

l' 
·14 
15 

16 

17 

11 

eF' • ..,. to .-pI'rl''¥, .... ""P-itt*' 
cU, .... In""'doo wtIh .. Jane .. iAPbPPY'-. . 

cIeCf.tIeNr ... 1114 

(8) ..... _ all ~ wIIo JIM" 

1&11 dill miurI-

(I) to e!.sre'n ha -.l P!IMt;r. 

(ii) to aai4..., II bAld _ ...... ia 

IIaIl WIll • -, IIP4 

(Iii) to bMlw d.m ,.... m tha d ........ 

to --1rAIIIr p1fOG .... ..mce.; 
(2, 'rill .....,. MCiPa' 'tlIrIIuP die J)wpal;)i •• ; .... 

< 



• 

FILE No. 147 07/31 '98 17:10 ID: 

·,0'/31/88 Fill 17,18 PAX 

• 

... -

a 
1 ~"'II"" to "'''''1.",""" T .. 4 
2 to ill pananpIJ (II. 

3 W Tile 8ecretIr7 IIaaIl 4awIap ad 'i_i-
., 

4 .. 18 u.. prqJ~)I'M. k ... ,.IUIJ"I, ca.. .... -
5 seIiac d $ etfbe4 Sa JIUIIII'II* (1)(8)., iam,lb,. JIIN" 

6 tocaIIibr tlIIDiur ~ to JI1'CI'S!1a 1M C\RIIIIIl • 
., iDI', 

• ta) TM ~ lMIlanra1Ut .. p&ODI-

10 (0) III "'ar PU& IrIt __ II1Ibpu&-

11 ..... W&114 (8)._~lIIaIlotDrikttbe 
11 .1'eIIIIb of rtIIIIab 1IIlIIIr ... u: at tIIe·1IaIIlI4 

13 u .. Jt.b 8m_ ..tft. 

. , 

PAGE 3 

IiII003 

< 





.. oil .... . . 

~ 
Committee bill that would suspend two HHS rules pertaining to organ donation: a 
HCFA rule that seeks to expand the number of organs available for donation 
through more vigorous procurement efforts; and, a Health Resources and Services 
Administration rule that would require the national organ transplant network to 
develop policies that would allocate organs based on patients' medical need, not 
their geographic location. 

Other troublesome HHS-related funding and language issues, with which the 
Administration has serious concerns, include the following: 

• National Household Survey on Drug Abuse. The Committee mark eliminates 
funding for data collection activities of the Substance Abuse and Mental 
Health Services Administration, including the National Household Survey on 
Drug Abuse, which is our single best source of information on youth drug 
use and youth smoking and is important for evaluating the impact of 
substance abuse prevention, treatment, and enforcement efforts. 

Page 7] 

• Family Planning. The Committee bill requires family planning grantees either \ 
to receive written parental consent or provide advance notification to parents 
before giving contraceptives to minors. Mandating parental consent could 
discourage sexually active minors from seeking health care and reproductive 
counseling services and thus lead to more unintended pregnancies, more / 

• 

abortions and more sexually transmitted disease~, includ~'n HIV, amon.~ o~r 
nation's youth. VvLU~t.--; .v-~ ,-,~.u.- !.t->J......~ 

p~ IV.n'eL-..9 ~'o- . 
Needle Exchange. The Committee includes a total ban on the use of funds 
appropriated in this Act for needle exchange programs rather than making the 
use of funds for such programs conditional upon the certification of the 
Secretary of Health and Human Services. 

• Health Care Financing Administration (HCFA), Although the Committee has 
fully funded the President's program level request for HCFA Program 
Management (with the exception of the Medicare + Choice information 
campaign), no action has been taken on the $265 million in new 
discretionary HCFA user fees. We urge the House to enact the President's 
requested user fees to finance HCFA activities and to ensure that sufficient 
resources remain available for education and other priorities, 

• Bio-Terrorism. The Administration urges the House to provide the full $111 
million requested to improve HHS' ability to respond to attacks of biological 
and chemical terrorism. 

• Health Disparities. The Committee has failed to inclUde $30 million 
requested for demonstration projects to address racial and ethnic health 
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Record Type: Record 

To: Daniel N. Mendeison/OMB/EOP 

cc: Jacob J. Lew/OMB/EOP, Sylvia M. Mathews/OMB/EOP, Martha Foley/WHO/EOP, Elena 
Kagan/OPD/EOP 

Subject: parental notification and the Castle-Greenwood amendment 

Obey's staff called this evening to report that the treatment of amendments related to family 
planning is now the central outstanding issue with the Republican leadership as they wrestle with 
what amendments to make in order in the rule for Labor/HHS/Education. Istook is insisting that a 
motion to strike his language from the Committee bill be allowed but that the rule not allow a 
substitute. He clearly thinks he can win on an up or down vote but would lose if 
Castle-Greenwood were made in order. 

Obey is following the general strategy of keeping this bill as ugly as possible and therefore does not 
want our Rules SAP to support Castle-Greenwood ("providing a roadmap to a better bill"). Obey's 
staff (Mioduski) is hoping that we will just oppose Istook's Committee language in the Rules SAP 
and be silent on the compromise. If the Rules Committee makes in order the compromise, then we 
could support it in the floor SAP. 

Rules is scheduled for 2:30 pm Tuesday. We need to make a decision early Tuesday. 

thoughts? 
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Record Type: Record 

To: Elena Kagan/OPD/EOP, Laura Emmett/WHO/EOP, Jennifer L. Klein/OPD/EOP, Peter G. 
Jacoby/WHO/EOP 

cc: Nicole R. Rabner/WHO/EOP 
Subject: Title X -- DC Appropriations Vote 

Senator ~rownback is circulating an amendment to the DC appropriations bill which would require 
organizations receiving Title X funds to provide adoption counseling and referral services to 
pregnant teens. Current Title X guidelines require Title X providers to provide non-directive 
counseling for the following three options: prenatal care, adoption, and abortion. Brownback's 
amendment would codify only adoption. His language says: 

"Notwithstanding any other provision of law, a family planning organization that is conducting 
operations in the District of Columbia and that receives funds under Title X of the Public Health 
Service Act may use such funds to provide adoption services as described in [the Adolescent 
Family Life Program Act]". 

The pro-choice community is torn over this amendment. Some of the groups (AGI, Planned 
Parenthood) believe that this puts adoption on a higher lane than the other 0 tions and that it 
sets a bad precen ent or the entire Tit[e X program. (But practically speaking, this amendment 
should not have any effect on the program. since the clinjcs already provide adoption co! !Dsaling). 
Tiley want a second-degree amendment offered to Brownback's which says that nothing in the 1 
Brownback language is intended to negate the obligation of providers to provide non-directive 
counseling which includes the three options mentioned above. They will probably go to Boxer to 
offer this amendment (she is ranking member on the subcommittee). 

NFPRHA (National Family Planning Assn) doesn't think it a second degree amendment is a good 8 
idea. They don't want anyone reminded that Title X clinics provide abortion referrals, because that 
could plant gag clause ideas in the minds of anti-choice members. I agree with this line of thinking. 

Apparently, Boxer has tried to talk to Brownback to find out whether his intentions are evil (ie. he 
wants to undermine the entire Title X program) or benign. While she wasn't able to elicit that 
information, she did find out that he is adamant about bringing this up for a vote -- he wants the 
Senate to be on record regarding adoption. 

FYI. Any thoughts? 
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Record Type: Record 

To: Cynthia Daiiard/OPD/EOP 

cc: See the distribution list at the bottom of this message 
Subject: Re: Title X -- DC Appropriations Vote ~ 

I think it's hard for us to be against that, I also tend to think that we shouldn't get involved in 
second order amendments, but I could be convinced otherwise, 

Message Copied To: 

Elena Kagan/OPD/EOP 
Laura Emmett/WHO/EOP 
Peter G, Jacoby/WHO/EOP 
Nicole R, RabnerlWHO/EOP 
Neera Tanden/WHO/EOP 
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PRESIDENT CLINTON: 
INCREASING SUPPORT FOR F AMIL Y PLANNING 

January 22, 1998 

" J will continue 1o do everything I can to make sure that every child in America is 
a wanted child, raised in a loving, strong/amity. Ultimately, that is the idea the 
anniversary of Roe v. Wade celebrates. " 

President Bill Clinton 
January 22, 1998 

Today, marks the 25th anniversary of Roe v. Wade, the landmark Supreme Court decision that 
affirmed every woman's right to choose whether and when to have a child. President Clinton is 
committed to ensuring this right, and in doing so, to protecting two of our nation's most deeply­
held values, personal privacy and family responsibility. 

PREVENTION AND FAMILY PLANNING. During the last five years, the Administration has worked hard to 
reduce the need for abortions and to prevent unintended pregnancy by making comprehensive family 
planning and sex education programs more widely available. The President's FY 1999 budget calls for: 

• Increased Funding for Title X. The proposal will increase Title X Family Planning grants by 
$15 million -- a 46% increase since FY1992. 

• Medicaid and Other Services. The proposal will provide almost $500 million in federal funds 
to Medicaid to support family planning services. Additionally, the Maternal & Child Health 
Block Grant, the Social Services Block Grant, and the Preventive Health Block Grant will 
provide $100 million to state and local communities for family planning services. 

• Prevention Education and Research. The proposal will provide about $200 million for the 
National Institutes of Health's research on infertility, contraception, and related matters, and 
CDC's programs to educate teenagers about sexual development and abstinence. Additionally, 
Health and Human Service's teen pregnancy prevention and related youth programs will continue 
to engage the Girl Power! education initiative in sustained efforts to promote pregnancy 
prevention among girls 9- to 14-years-old. 

A COMPREHENSIVE ApPROACH TO FAMILY PLANNING. Under the President's proposal nearly 5 million 
clients each year at more than 4,700 family planning clinics nationwide, would have access to a 
comprehensive set of family planning services including contraceptive services, pregnancy testing, 
sexually transmitted disease screening and treatment, and education and outreach. 

SUPPORTING INTERNATIONAL FAMILY PLANNING. The Administration is strongly committed to 
international family planning efforts. The President has blocked several Congressional attempts to 
prohibit funding for international family planning groups that use their own funding to lobby on behalf of 
abortion rights or perform abortions. Under the President's Budget, bilateral assistance provided through 
AID and assistance to the United Nations Population Fund will grow to $425 million in FY 1999, a 32% 
increase over FY 1992. 
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tor Reproductive Health 

Research, Policy Analysis 
and Public Education 

1120 Connecticut Avenue 
Suite 460 

Washington, DC 20036 
Telephone: 202 296-4012 

Fax: 202223-5756 
e-mail: policyinfo@agi-usa.org 

TO: 
FROM: 
DATE: 
RE: 

MEMORANDUM 

Friends of Family Planning 
Susan Cohen 
January 22, 1998 
Promoting Prevention of Unintended Pregnancy 

In light of the discussion on January 20th with the First Lady and the Vice President about 
the Administration's priority on making abortion less necessary by promoting family planning, I 
thought you would find the attached materials useful. 

It is self-evident to most Americans that increased access to effective family planning 
services and information is the most effective and responsible way to reduce abortion. It is not only 
a winning message - it is also supported by the data and experiences of women both in the United 
States and in other countries. The recent AGI study that provoked interest during the meeting 
reveals the dramatic decline in the unintended pregnancy rate in this country and finds that much of 
that success is attributable directly to improved contraceptive use. The fact that the abortion rate 
also dropped steeply during this same time period, then, is not surprising. The data make clear that 
a large factor in explaining the reduction in the abortion rate is, indeed, the success of family 
planning. 

In addition, "The Role of Contraception in Reducing Abortion" highlights some of the 
major evidence - from the United States and abroad - that contraception works. 

Please feel free to contact me with any questions or to further discuss these issues. I could 
not agree more with the First Lady and the Vice President that we must work together to promote 
this unified front to take back the moral and political high ground. 
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Contact: Susan Tew 
212/248-1\ II (x2208) 
info@agi-usa.org 

A Not-for-Profit Corporation 
for Reproductive Health 

Research, Parley Analysis 
and Public Education 

120 Wall Street 
New York, NY 10005 

The uu 
Alan ~[7 
Guttmacher 
Institute 
New York and Washington 

EMBARGOED FOR RELEASE: 
SATURDAY. JAN. 17, 1998-6 PM 

U.S. UNINTENDED PREGNANCY RATE FALLS 16% SINCE 1987 
Improved Contraceptive Use a Major Factor 

The rate of unintended pregnancy among women of reproductive age (15--44) in the United 

States dropped 16%-from 54 to 45 pregnancies per 1,000 women annually-between 1987 and 

1994, according to a new study "Unintended Pregnancy in the United States," by The Alan 

Guttmacher Institute (AGI). As reflected in the overall drop in the unintended pregnancy rate during 

this period, the abortion rate declined II % from 27 to 24 abortions per 1,000 women annually 

(continuing its downward trend since 1980), as did the unintended birth rate, which declined 22% 

from 27 to 21 births per 1,000 women. (Unintended pregnancies are estimated as the sum of 

abortions and of births resulting from pregnancies reported as having been unplanned.) 

Another measure of unplanned pregnancy-the proportion of all pregnancies that are 

unintended---dropped 14% between 1987 and 1994. In 1987,57% of all pregnancies were 

unplanned; in 1994. 49% of 5.4 million pregnancies in the United States were unplanned. 

Unintended pregnancy is highest among women aged 18-24, and those who are unmarried, low­

income, black or Hispanic. 

The dramatic decline in unplanned pregnancy has occurred to a large extent as a result of 

higher contraceptive prevalence and use of more effective methods. For example, condom use has 

increased significantly and the proportion of women at risk of an unplanned pregnancy using no 

contraceptive method has gone down. The decline may also begin to explain why all measures of 

abortion in the United States (rates, ratios and numbers) are falling. It is important, however, to note 

that unplanned pregnancy in this country continues to be much higher than in most comparable 

developed countries. 

The new study shows how widespread unplanned pregnancy is among U.S. women: 48% of 

women (15--44) have had at least one unplanned pregnancy in their lives. Twenty-eight percent have 

had at least one unplanned birth, 30% have had one or more abortions and II % have had both. At 

1992 abortion rates, 43% of women will have had an abortion by age 45. 

"The drop in unintended pregnancy in this country is good news, but half of pregnancies is 

still half. Whether they end in abortion or unplanned birth, unintended pregnancies come at a cost 
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both to the people involved and to society. The key to reducing unplanned pregnancy further will be 

to decrease risky behavior, promote the use of effective contraceptive methods, including emergency 

contraceptive pills, and improve the effectiveness with which all methods are used," comments study 

author Stanley K. Henshaw, deputy director of research at AGI. 

The study, published in the forthcoming January/February 1998 issue of Family Planning 

Perspectives, presents 1994 estimates of the percentage of births and pregnancies that were 

unintended, the intended and unintended pregnancy rates, and the proportion of women who have 

had an unintended birth, an abortion or both. It also provides estimates of the proportion of women 

who will have had an abortion by age 45 (cumulative first-abortion rate). 

The analysis is based on several sources of the most current available data on reproductive 

behavior, including AGI's 1992 survey of all known abortion providers in the country, AGI's 1994 

survey of nearly 10,000 women having abortions and the 1995 National Survey of Family Growth (a 

periodic nationally representative survey of U.S. women of reproductive age conducted by the 

National Center for Health Statistics). 

The full study presents detailed demographic characteristics of women who have unintended 

pregnancies, distributed by age, marital status, poverty status, race and ethnicity (see attached tables 

1-4). Among key findings: 

• I in II (9%) U.S. women have a pregnancy each year 
• 51% of all pregnancies to U.S. women end in planned births, 23% end in unplanned 

births (either mistimed or unwanted conceptions) and 27% end in abortion 
• nearly 5% of women have an unplanned pregnancy each year 
• 54% of unintended pregnancies end in abortion and 46% end in birth 
• nearly one-third of all births (31%) are unplanned (21% are mistimed and 10% 

unwanted) 
• 60% of women in their 30s have had an unplanned birth or an abortion 
• two-thirds of pregnancies to 30-34-year-old women end in planned births 
• 15% of30-39-year-old women have had an unplanned birth and an abortion 
• 6 in 10 unintended pregnancies to both women under 15 and over 40 end in abortion 
• never-married women have more than twice the unintended pregnancy rate of married 

women 
• low-income women have nearly three times the rate of unintended pregnancy as higher­

income women, but are less likely to end their unplanned pregnancies in abortion 
• black and Hispanic women have considerably higher rates of unplanned pregnancy than 

other women but are only somewhat more likely to end these pregnancies in abortion 
• 58% of women who had an abortion had been using a contraceptive during the month 

they became pregnant, as had 48% of those who had an unplanned birth 
### 

The Alan Guttmacher Institute is a not-for-profit organization for reproductive health research, 
policy analysis and public education with offices in New York City and Washington, D.C. 

2 



Unintended Pregnancy in the United States 
by Stanley K. Henshaw 

Context: Current debates on how to reduce the high U.S. abortion rate often fail to take into ac­
count the role of unintended pregnancy. an important determinant of abortion. 

Methods: Data from the 1982, 1988 and 1995 cycles of the National Survey of Famify Growth, 
supplemented by data from other sources, are used to estimate 1994 rates and percentages of 
unintended birth and pregnancy and the proportion of women who have experienced an unin­
tended birth, an abortion or both. In addition, estimates are made of the proportion of women 
who will have had an abortion by age 45. 
Results: Excluding miscarriages, 49% of the pregnancies concluding in 1994 were unintend­
ed; 54% of these ended in abortion. Forty-eight percent of women aged 15-44 in 1994 had had 
al least one unplanned pregnancy sometime in their lives; 28% had had one or more unplanned 
births, 30% had had one or more abortions and 11% had had both. At 1994 rates, women can 
expect to have 1.42 unintended pregnancies by the time they are 45, and at 1992 rates, 43% of 
women will have had an abortion. Between 1987 and 1994, the unintended pregnancy rate de­
clined by 16%, from 54 to 45 per 1,000 women of reproductive age. The proportion of unplanned 
pregnancies that ended in abortion increased among women aged 20 and older, but decreased 
among teenagers, who are now more likely than older women to continue their unplanned preg­
nancies. The unintended pregnancy rate was highest among women who were aged 18-24, 
unmarried, Jow-income, black or Hispanic. 

Conclusion: Rates of unintended pregnancy have declined, probably as a result of higher con­
traceptive prevalence and use of more effective methods. Efforts to achieve further decreases 
should focus on reducing riSky behavior, promoting the use of effective contraceptive methods 
and improving the effectiveness with which al/ methods are used. 

Family Planning Perspectives, 1998, 30(1 ):24-29 & 46 

T
he relatively high rate of unintended 
pregnancy in the United States! has 
received increasing attention as the 

immediate cause of both abortion and un­
planned birth. For example, the institute of 
Medicine recently published a report that 
summarized the consequences of unin­
tended pregnancies that are carried to term 
and urged the adoption of a new national 
goal that all pregnancies be planned.' Im­
proved fertility control would allow women 
and couples to have children when they feel 
best prepared socially and financially to as­
sume the responsibilities of parenting. 

The most accurate national estimates of 
unplanned birth have been based on the 
National Surveys of Family Growth 
(NSFG), a series of nationally representa­
tive surveys that collect detailed repro­
ductive and contraceptive histories and 
related information from women of re­
productive age. A study based on the 1988 
NSFG estimated that 57% of pregnancies 
in 1987 (excluding miscarriages) were un­
intended; that is, they ended in induced 
abortion, the woman had wanted no chil­
dren at that time or she had wanted no 
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more children ever.' A study of births to 
ever-married women found that the pro­
portion of births that were unplanned de­
creased from 38% in 1969-1973 to 32% in 
1978-1982, then increased again to 35% in 
1984-1988' Another study comparing the 
1982 and 1988 NSFG survey results found 
that there had been no change in the un­
intended pregnancy rate between 1982 
and 1987, but that the unintended birth 
rate had increased from 25 per 1,000 
women aged 15-44 to 27 per 1,000, while 
the abortion rate fell by a similar amountS 
An earlier study based on the 1982 NSFG 
concluded that 46% of women aged 15-44 
at the time of the survey had experienced 
one or more unintended pregnancies and 
that at 1982 rates, 46% would have at least 
one abortion by age 45.6 

The publication of data from the 1995 
NSFG7 provides information on the in­
tendedness of births during the five years 
preceding the 1995 survey interviews, and 
can be used as the basis of an updated re­
port on unintended pregnancy. In this ar­
ticle, we assess the prevalence of unin­
tended pregnancy during this period, the 

changes from 1987 to 1994 and the effect 
of changes in unintended pregnancy rates 
on rates of abortion and unplanned birth. 

Data and Methodology 
Data from the 1995 NFSG and from other 
sources are used to present estimates, for 
1994, of the percentage of births and preg­
nancies that were unintended, the in­
tended and unintended pregnancy rates, 
and the proportion of women who have 
ever had an unintended birth, an abortion 
or both. In addition, we have calculated 
the proportion of women who, at 1992 
rates, will have had an abortion by age 45. 
For this analYSiS, unintended pregnancies 
were estimated as the sum of abortions 
and of births resulting from pregnancies 
reported as having been unintended. 

Births 
The most recent national data on the plan­
ningstatus of births come from the NSFG, 
a periodic fertility survey. In addition to 
the 1995 survey, we also use data from 
NSFGs conducted in 1982 and 1988. 

The 1995 NSFG interviewed a nation­
ally representative probability sample of 
10,847 civilian women aged 15-44' inter­
views were conducted between January 
and October 1995 and included questions 
on the planning status of each pregnancy 
experienced by a respondent. Following 
the NSFG definition, births were catego­
rized as unplanned if the woman had been 
practicing contraception when she became 
pregnant, if she had not wanted to become 
pregnant until a later time or if she had 
wanted no more children ever. The preg­
nancy was considered intended if the 
woman had not been practicing contra­
ception and reported that she had not 
cared whether she became pregnant. The 
small number of births for which intention 
status was undetermined (0.3%) were dis­
tributed proportionally. 

Stanley K. Henshaw is deputy director of research with 
The Alan Guttmacher Institute, New York (AGI). The re­
search on which this article is based was funded by the 
Andrew w. Mellon Foundation and The Rockefeller 
Foundation. The author thanks his colleagues in the re­
search department of AGI: Haishan Fu, for calculations 
of contraceptive use; Suzette Audam, for prograrruning; 
and Yvette Cuca, Taylor Haas and Shelby Pasarell. for 
research assistance. 
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This infonnation was used to detennine 
the proportion of unplanned births among 
NFSG respondents in the five years pre­
ceding the interview. We chose the five-year 
period to ensure that the sample size would 
be large enough to yield a stable proportion. 
We estimated the number of unplanned 
births in the United States by multiplying 
the resulting proportion with the number 
of births reported in 1994 by the National 
Center for Health Statistics (NCHS}.9 

We also estimated unplanned births for 
1994 according to the mothers' age, mar­
ital status, poverty status, race, ethnicity 
and contraceptive use during the month 
of conception. Since the number of births 
by poverty status is not published by the 
NCHS, we used the poverty distribution 
of births, as tabulated from the NSFG. 
Births to unmarried women are reported 
by the NCHS, but we used NSFG tabula­
tions to further categorize these women 
as formerly married or never-married. 

For 1981 and 1987, the proportions of un­
planned births were taken from published 
1982 and 1988 NSFG results lO and applied 
to the numbers of births in 1981 and 1987.11 

While the NSFG coded the woman as mar­
ried or unmarried for each birth, it did not 
include a category for formerly married 
women. For this reason, we were unable 
to calculate marital status for 1981. 

Finally, using the 1995 NSFG data, we 
estimated the proportion of U. S. women 
in 1994 who had ever had an unplanned 
birth. In the interests of simplicity and 
comparability with other published data, 
the results for all analyses are presented 
according to the age and marital status of 
the woman at the time of the birth or abor­
tion, rather than her age and marital sta­
tus at the time of conception. Similarly, the 
year shown is the year of pregnancy out­
come, not the year of conception. 

Abortions 
In calculating the number of unintended' 
pregnancies, it was assumed that all preg­
nancies ending in abortion were unwant­
ed, although a smaIl proportion of abortions 
may have occurred among initially want­
ed pregnancies. This may have happened 
for any number of reasons, including health 
problems experienced by the woman or the 
fetus or changes in the woman's circum­
stances, sometimes resulting from the loss 
of her partner or lack of support.12 

To calculate the number of unintended 
pregnancies in 1994, we needed an estimate 
of the total number of abortions that oc­
curred during the year and data on the 
characteristics of women who had abor­
tions. The total number of abortions per-
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formed nationally is compiled through pe­
riodic surveys of abortion providers con­
ducted by The Alan Guttmacher institute.I' 
However, this provided abortion estimates 
only through 1992, the most recent year 
covered by the surveys. For 1993 and 1994, 
we projected totals from trends in the num­
ber of abortions in published and unpub­
lished reports from state health statistics 
agencies. We used infonnation only from 
states with consistent data collection pro­
cedures in the two adjacent years (42 states 
and the District of Columbia to project 1993 
totals from the 1992 data, and 43 states and 
the District of Columbia to project 1994 to­
tals from the 1993 data). 

The age, marital status, race and eth­
nicity of women who had had abortions 
were based on percentage distributions 
compiled from state health department re­
ports by the Centers for Disease Control 
and Prevention (CDC), I'with adjustments 
for year-to-year changes in the reporting 
states. t For 1994, we separated unmarried 
women who had had abortions into sub­
categories of never-married and former­
ly married women and derived the dis­
tribution of abortions by women's poverty 
status according to data from a 1994-1995 
national survey of 9,985 abortion pa­
tients l ' For 1987, we took the distribution 
of abortions by marital status from a sim­
ilar survey of 9,480 abortion patients in 
that year.16 

Because abortions are underreported in 
population surveys,17 we decided not to 
use NFSG data on the number of women 
in each age-group who had ever had an 
abortion, a procedure that would have re­
sulted in a serious underestimate. Instead, 
we made estimates from national abortion 
statistics, a complicated task since a 
woman aged 35 in 1994 could have had an 
abortion in any year since 1973, placing her 
in a number of possible age-groups. In ad­
dition, we wished to avoid counting more 
than once the many women who have had 
more than one abortion. 

The first step in estimating the number 
of women in each age-group who have had 
an abortion was to estimate the number of 
abortions that occurred in each year ac­
cording to single year of age. We started 
with the number of abortions by five-year 
age-groups (with Single-year groupings for 
teenagers) for each year during 1973-1994, 
derived from CDC reports with adjust­
ments as described above. To distribute the 
five-year groups to Single years of age, we 
used microdata tapes compiled by the 
NCHS for 1980, 1983, 1985, 1986 and 
1988-1992.1 Each tape contains data on 
more than 280,000 abortions in 12 or more 

states. We used tabulations of these a\:JOr­
tions by single year of age to break down 
national five-year age-groups into single­
year categories. For years lacking an NCHS 
tape, we interpolated or projected figures. 

We also used the tape tabulations to cal­
culate for each year during 1973-1994 the 
proportion of first-time abortions within 
each Single-year age-group. First, we mul­
tiplied the number of abortions by the pro­
portions we had derived from the tapes 
in order to arrive at iln initial estimate for 
each year of first abortions for each single 
year of age. We then adjusted the numbers 
of first abortions in each single-year age 
category so that the sum for each year was 
equal to the total number of first abortions 
previously estimated for that year from 
CDC data. To estimate the cumulative 
number of first abortions that took place 
during 1973-1994 for each age cohort, we 
added together the number of first abor­
tions that each age-group would have ex­
perienced for each year during this peri­
od. We then divided this total by the 
number of women in that age-group in the 
population in 1994 to arrive at the pro­
portion of U. S. women in each age-group 
who had ever had an abortion. 

Our estimates of the number of first 
abortions are subject to several possible 
sources of error: The states included in the 
NCHS tapes may not have been completely 
representative of all women having abor­
tions; some women may not have report­
ed their prior abortions to the abortion 
provider; some of the women who had first 
abortions died before 1994 and should not 
have been counted; and some immigrants 
may have had abortions before corning to 
the United States.§ Nevertheless, the results 
provide an approximate picture of the past 
abortion experience of U. S. women since 
the 1973 Roe v. Wade decision. 

Unintended Pregnancy 
We estimated the proportion of women 
who have ever had an unintended preg-

·"Unintended" and "unplanned" are used interchange­
ably in this article. 

tFor a detailed description of the methods for estimat­
ing the number of abortions according to women's char­
acteristics, see Henshaw SK and Van Vort J, Abortion Fact­
book, 1992 Edition: Readings, Tmufs,and 5tat~muf Load Data 
to 1988, New York: The AlanGuttmacherlnstitute, 1992. 
p.I64. 

iFor a description of the 1988 data file, see Kochanek KD, 
Induced terminations of pregnancy: reporting slates, 1988. 
Monthly Vital Statistics Report, 1991, Vol. 39, No. 12. Sup­
plement. The NeHS used the same procedures to com­
pile each data file. 

§The number of immigrants exceeded the number of 
deaths, resulting in an increase by 3-4% of the number 
of women in each age cohort between 1980 and 1990. 
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Unintended Pregnancy in the United States 

Table 1. Estimated number of pregnancies (excluding miscarriages), percentage distribution of pregnancies, by outcome and intention, and 
selected measures of unintended pregnancy, all by characteristic, 1994 

Characteristic No. of % distribution of pregnancies %01 births 0/001 %01 Pregnancy rate· 
preg- that were pregnancies unintended 
nandes Intended Unln- Abortions Total unintended thai were pregnancies Total Intended Unintended 

births tended unintended that ended in 
births abortion 

Total 5,383,800 60.8 23.0 2'" 100.0 30.8 49.2 64.0 90.8 46.1 44.7 

Age at outcoml! 
<1St 25.100 18.3 33.2 48.5 100.0 64.5 81.7 59.4 13.7 2.5 11.2 
15-19 781,900 22.0 42.7 35.3 100.0 66.0 78.0 45.3 91.1 20.0 71.1 

15-17 306,100 17.3 46.5 36.2 100.0 72.9 82.7 43.8 59.0 10.2 48.8 
18-19 475,800 25.0 40.2 34.8 100.0 61.7 75.0 46.4 140.3 35.1 105.2 

20-24 1,479,500 41.5 26.2 32.3 100.0 38.7 58.5 55.2 164.1 66.1 96.0 
25-29 1,405,200 60.3 17.2 22.5 100.0 22.2 39.7 56.7 147.0 88.7 58.4 
~ 1,111,400 66.9 14.6 18.4 100.0 18.0 33.1 55.7 100.0 66.9 33.1 
35-39 482,400 59.2 17.9 23.0 100.0 23.2 40.8 56.3 43.7 25.9 17.8 
~40;: 98,300 49.3 17.9 32.8 100.0 26.7 SO.7 64.7 9.9 4.9 5.0 

Marital status at outcome 
Currently married§ 3,003,900 69.3 19.3 11.3 100.0 21.8 30.7 37.0 95.2 66.0 29.2 
Formerly married 356,700 37.5 21.8 40.7 100.0 36.8 62.5 65.1 64.7 24.3 40.4 
Never-married 2,023,100 22.3 31.0 46.7 100.0 58.2 n.7 60.1 91.0 20.3 70.8 

Poverty status" 
<100% 1,358,000 38.6 31.3 30.1 100.0 44.8 61.4 49.0 143.7 55.4 88.3 
100-199% 1,292,500 46.8 27.7 25.4 100.0 37.2 53.2 47.9 115.2 53.9 61.2 
>200"10 2,733,200 58.8 15.9 25.4 100.0 21.3 41.2 61.5 70.8 41.6 29.2 

Race 
White 3,981,700 57.1 21.2 21.6 100.0 27.1 42.9 50.4 82.7 47.3 35.5 
Black 1,130,700 27.7 28.6 43.7 100.0 50.8 72.3 60.4 136.7 37.8 98.9 
Other 271,400 50.0 22.0 28.0 100.0 30.5 SO.O 56.0 93.9 46.9 46.9 

Ethnlcity 
Hispanic 900.200 51.4 22.4 26.1 100.0 30.4 48.6 53.8 143.0 73.5 69.4 
Non-Hispanic 4.483.600 50.7 22.6 26.7 100.0 30.9 49.3 54.1 84.6 42.9 41.7 

'Pregnancy rates for thIS category are expressed as per 1.000 women aged 15-44, except lor rates lor age-groups. tDenomlnator for rates is women aged 14. iNumerator lor rates IS women aged 40 and 
older; denominator is women aged 40-44. §Includes separated women. "Percentage 01 federat poverty level at time of interview. In 1994, the federat poverty level was $17,020 tor a famity of tour. Note: 
Intention status 01 births is based on births in the fIVe years belore the 1995 interview. 

nancy by first adding the number of women 
who had had an unplanned birth to the 
number who had had an abortion, and then 
subtracting those who were counted twice 
because they had had both an unplanned 
birth and an abortion. Tabulations of the 
NSFG indicate that the proportion of 
women who have had an unintended birth 
and also reported having had an abortion 
ranged from 9% among women aged 15-19 
to 28% among women aged 30-34. Since 
comparisons with national data indicate 
that the actual number of abortions expe­
rienced is about 56% higher than the num­
ber reported in the NSFG for the period 
1976-1994,18 we used this figure as a cor­
rection factor and adjusted the proportion 
experiencing both unintended birth and 
abortion upward for each age-group. Since 
the rate of abortion underreporting was the 
same for women younger than 35 and those 
aged 35-44, we used the same correction 
factor in all age-groups. I' 
Miscarriages 
Except where otherwise specified, we ex­
cluded miscarriages from all calculations 
of the number of pregnancies and of preg­
nancy rates. With miscarriages omitted, 
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the proportion of unintended pregnancies 
that ended in abortion reflects actual de­
cisions to terminate or continue pregnan­
cies. In addition, it assures that all tables 
in this article are consistent, since it would 
be difficult to calculate the proportion of 
women who have ever had an unintend­
ed pregnancy while at the same time tak­
ing into account the overlap between 
women who have had unintended preg­
nancies that ended in miscarriage, birth 
and abortion. (However, the number of 
miscarriages after 6-7 weeks of pregnan­
cy-the point at which miscarriages are 
likely to be noted by the woman-can be 
estimated by adding 20% of births to 10% 
of abortions. 20 Miscarriages may also be 
estimated using NSFG data.'l) 

Results 
Rates and Outcomes 
Approximately 3.95 million births and 1.43 
million abortions occurred in 1994, for a total 
of 5.38 million pregnancies, not including 
miscarriages. (Use of the estimation proce­
dure mentioned above produces an esti­
mated 93QOOO miscarriages during the year 
as weI!.) The largest number of pregnancies 
occurred among women aged 20-~ among 

currently married women, among those 
with an income 200% or more of the feder­
al poverty level, and among white and non­
Hisparucwomen (fable 1). 

During the five years preceding the 1995 
NSFG interview, 31% of births were re­
ported as unintended-that is, the woman 
did not want to have children when she did 
(21%) or wanted no more births ever (10%). 
Applying the same proportions to 1994 
births, we estimated that 1.22 million births 
resulted from unintended pregnancies. 
Adding abortions, there were 2.65 million 
unintended pregnancies, or 49% of all preg­
nancies for that year. (If we include an es­
timated 390,000 miscarriages that would 
have otherwise ended in abortion or un­
intended birth, we find that a total of 3.04 
million unintended pregnancies occurred 
during 1994.) Of all pregnancies in 1994 (ex­
cluding miscarriages), 23% ended in un­
intended births and 27% in abortions. Thus, 
among women who experienced an unin­
tended pregnancy in 1994 (excluding mis­
carriages), 54% had an abortion and 46% 
carried the pregnancy to term. 

Forty..,ight percent of the women who 
had an unplanned birth had been using a 
contraceptive method during the month 
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Table 2. Estimated rates of unintended pregnancies, unintended births and abortions per 1,000 women, age and marital status, and percent-
8ge of unintended pregnancies ended by abortion, by characteristic, 1981, 1987 and 1994 

Characteristic Unintended pregnancy Unintended birth Abortion % ended by abortion 

1981 1987 1994 1981 1987 1994 1981 1987 1994 1981 1987 1994 

Total 54.2 53.5 44.7 25.0 26.6 20.9 29.2 26.9 24.1 53.9 50.3 54.0 

Age at outcome 
15-19 78.1 79.3 71.1 35.2 37.1 38.9 42.9 42.2 32.2 54.9 53.2 45.3 
20-24 93.6 102.7 96.0 42.3 50.2 43.0 51.4 52.5 53.0 54.8 51.1 55.2 
25-29 60.6 66.1 58.4 29.3 35.4 25.3 31.3 . 30.8 33.1 51.6 46.5 56.7 
30-34 37.0 37.3 33.1 19.3 19.3 14.6 17.7 17.9 18.4 47.8 48.2 55.7 
35-39 15.0 18.8 17.8 5.5 9.0 7.8 9.5 9.8 10.0 63.5 52.2 56.3 
~40' 4.3 5.3 5.0 0.9 2.4 1.8 3.4 2.9 3.2 78.2 54.3 64.7 

Marital status at outcome 
Currently man1edt u 41.5 29.2 u 29.8 18.4 u 11.7 10.8 u 28.2 37.0 
Formerly married u 54.6 40.4 u 19.0 14.1 u 35.7 26.3 u 65.3 65.1 
Never married u 71.5 70.8 u 23.2 28.2 u 48.2 42.5 u 67.5 60.1 

'Numerator lor rates IS women aged 40 and older: denomInator IS women aged 40-44. tlnclude5 separated women. Notes: All measures exclude mlscamages. The Intention status 01 bIrths IS based on 
births in the five years belore the interviews In 1988 and 1995 and in the lour years belOle the 1982 interview. ustJn8vailabie. 

they became pregnant,' as had 58% of those 
who had abortions (not shown). For all un­
intended pregnancies combined, slightly 
more than half (53%) of the women had 
been using a method. Of the contraceptive 
users, 58% ended their pregnancies by 
abortion, compared wi th 49% of nonusers 
who had accidental pregnancies. (When 
the estimated number of unintended preg­
nancies that ended in miscarriage is in­
cluded, the percentage of women who 
were using a method remains at 53%, but 
among contraceptive users, we estimate 
that 51% had abortions, 37% had births and 
12% had miscarriages; among nonusers, we 
estimate that 43% had abortions, 44% had 
births and 13% had miscarriages.) Thus, 
contraceptive users appear to have been 
more motivated to prevent births than were 
nonusers, although many nonuserS did 
have abortions. 

The proportion of all pregnancies that 
were unintended varied sharply by age, 
with teenagers younger than 18 having 
the highest percentage (82-83%). The pro­
portion decreased with rising age, drop­
ping to 33% among women aged 30-34, 
and then increased again, reaching 51% 
among women aged 40 and older. Some 
44% of teenagers aged 15-17 ended their 
unintended pregnancies by abortion, the 
lowest proportion in any age-group. (The 
relatively high proportion among women 
younger than 15 is misleading because it 
excludes the pregnancies of 14-year-olds 
that ended in births at age 15. It also ex­
cludes pregnancies to 14-year-olds that 
ended in abortion at age 15, but there are 
relatively few of these.) The proportion 
was also relatively low for women aged 
18-19 (46%), and was highest among 
women older than 40 (65%).' 

The unintended pregnancy rate shows 
that for every 1,000 women aged 15-44, 
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about 45 had an accidental pregnancy dur­
ing 1994 (or nearly 5%). Among women 
aged 15-17, the rate was similar to that for 
all women. It peaked at 105 per 1,000 
among women aged 18-19, then dropped 
sharply with age. At these rates, a cohort 
of 100 women will have experienced 142 
unintended pregnancies, or about 1.42 per 
woman, by the time they are 45 (not 
shown). 

The intended pregnancy rate was about 
the same as the unintended rate (46 per 
1,000), having increased from 40 per 1,000 
in 1987 and 43 per 1,000 in 1981 (not shown). 
The age pattern of intended pregnancy, 
however, was very different from that of un­
intended pregnancy: Intended pregnancy 
was much higher than unintended preg­
nancy among women aged 25-39 and much 
lower than unintended pregnancy among 
teenagers. Each year, 1% of all women aged 
15-17 had an intended pregnancy. 

Among married women, 31% of preg­
nancies were unintended, compared with 
63% among formerly married women and 
78% among never-married women. Only 
37% of married women who had unin­
tended pregnancies ended them by abor­
tion, compared with 60-65% of unmarried 
women. The pregnancy rate among never­
married women (91 per 1,000) was about 
the same as that of married women (95 per 
1,000). The outcomes of these pregnancies 
reflect differences in intention status for 
these groups, however: Almost half of 
pregnancies among formerly and never­
married women ended in abortion (47% 
and 41%, respectively), compared with 
only 11% of those among married women. 

Women's poverty status (defined as the 
ratio of family income to the federal def­
inition of poverty)1 was strongly associ­
ated with the unintended pregnancy rate 
but only weakly associated with the rate 

of intended pregnancy. Among women in 
poverty, pregnancies were more likely 
than among higher income women to be 
unintended and to end in unplanned 
births, and were slightly more likely to 
end in abortions. The overall pregnancy 
rate declined with increasing income, and 
this trend resulted mainly from the high­
er rate of unintended pregnancy among 
poor women. The proportion of poor 
women's unintended pregnancies that 
ended in abortion was similar to the pro· 
portion among women living at 100-199% 
of the poverty level, and was less than that 
among women whose income was 200% 
or more of the poverty level. 

The differences between white and 
black women generally paralleled those 
between high- and low-income women: 
Compared with white women, black 
women had a higher pregnancy rate. The 
higher pregnancy rate for black women 
resulted from an unintended pregnancy 
rate that was almost three times that of 
white women. Because black women's un­
intended pregnancy rate was so high, the 
proportion of these women's pregnancies 
that ended in abortion (44%) was much 
higher than that of white women (22%). 

On all measures, women of other races 
fell between white and black women, usu­
ally closer to white women. Hispanic 
women had a much higher rate of both in­
tended and unintended pregnancy than 

-Based on NFSG tabulations of births that wereconceived 
after January 1, 1991,and that took place before the in­
terview. For abortion data, see reference 15. 

+These figures are based on the age of the woman when 
the pregnancy ended, nol her age at conception. Ad­
justment to age at conception would lower the propor­
tions for women younger than 20 and raise them for 
women older than 30. 

:f:In 1994, the federal poverty level was $17,020 for a fam­
ByoE four. 
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Table 3. Percentage of women who have ever had at least one un­
planned birth, abortion or unintended pregnancy, by age-group,1994 

were 40-44, 38% of the women surveyed 
had had this experience. 

Age ;::1 unplanned 2:1 abortions· 
births 

age-groups, the abortion 
rate increased slightly or 
stayed the same, while 

Both birth :<:1 unintended the rate of unintended 
and abortion pregnanciest 

Similarly, the probability of having had 
an abortion also increased with age, ris­
ing from 7% among women aged 15-19 to 
40% among women aged 30-34. The pro­
portion was lower among women older 
than 34 because this research did not at­
tempt to include abortions before 1973, 
when these women experienced their 
highest-risk years (ages 15-24). Overall, 
11% of all women had had both at least one 
unplanned birth and at least one abortion. 
Among women in their 30s, this propor­
tion was 15%. 

Total 28.4 29.9 

15-19 6.1 7.0 
20-24 22.5 26.3 
25-29 28.5 37.3 
30-34 33.7 40.2 
35-39 36.6 38.3 
40-44 38.1 25.0 

·Since 1973. tExc!udes miscarriages. 

10.6 

0.9 
7.4 

10.a 
14.8 
14.9 
12.7 

did non-Hispanic women, but the per­
centage of unintended pregnancies and 
births and the distribution of outcomes 
were almost identical for Hispanic and 
non-Hispanic women. 

Trends 
There have been Significant changes over 
time in the frequency of unintended preg­
nancy and in the resolution of such preg­
nancies, especially since 1987. Between 
1981 and 1987, the unintended pregnancy 
rate changed little, but from 1987 to 1994, 
the rate dropped 16%, from 54 per 1,000 to 
45 per 1,000 (fable 2, page 27). As a result, 
the rates of both unintended births and 
abortions fell between 1987 and 1994, but 
the drop was greater for unintended births 
(6 per 1,000) than for abortions (3 per 
1,(00). Consequently, the proportion of un­
intended pregnancies ended by abortion 
increased from 50% to 54%. 

The changes differed markedly by age­
group, especially when teenagers were 
compared with women aged 20 and older. 
Between 1981 and 1987, the unintended 
pregnancy rate and birthrate changed lit­
tle among teenagers but increased among 
all women aged 20 and older, except 
among women aged 30-34. Changes in 
abortion rates were very small during this 
period. From 1987 to 1994, the rate of un­
intended pregnancy fell among all age­
groups, although the change was small 
among women aged 35 and older. Among 
teenagers, the drop in unintended preg­
nancy affected only the abortion rate, 
which fell by 24% (from 42 per 1,000 to 32 
per 1,000), while the rate of unintended 
births actually increased slightly (from 37 
per 1,000 to 39 per 1,000). Among all other 

~Information on the proportion of first abortions by age 

is unavailable for years since 1992. For calculating the 

lifetime experience of abortion for Table 3, we assumed 
that the 1993 and 1994 proportions of first abortion were 

similar to those for 1992. since small errors would have 

little effect on the results. The cumulative first abortion 

rate, however, depends entirely on these proportions, 
which are only accurate for 1992. 
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47.7 

12.2 
41.4 
55.1 
59.2 
60.0 
50.4 

births fell Significantly as 
a consequence of the re­
duced rate of unintend­
ed pregnancy. In 1994, 
teenage women were 
less likely than women 
in any other age-group 
to end an unintended 
pregnancy by abortion, 
whereas in earlier peri­

ods teenagers have been similar to other 
women in this respect. 

Between 1987 and 1994, currently and 
formerly married women experienced re­
ductions in unintended pregnancy that 
were reflected in decreases both in the rate 
of unintended birth and in that of abor­
tion. Among married women, the pro­
portion of unintended pregnancies that 
ended in abortion increased from 28% to 
37%. Never-married women, on the other 
hand, reported an increase in unintend­
ed births that was approximately equal to 
the decrease in abortions in this group, 
and the proportion of unintended preg­
nancies that ended in abortion declined. 

All three income groups experienced a 
decrease in the proportion of pregnancies 
that were unintended (not shown).22 The 
proportion of unintended pregnancies that 
ended in abortion remained about the same 
among women in the lowest income group, 
decreased among those in the middle in­
come group and increased sharply among 
women in the highest income category. 

Lifetime Experiences 
Over their lifetime, the proportion of 
women experiencing an unintended preg­
nancy is substantial, even when the pro­

About 48% of all women aged 15-44 
had ever had an unintended pregnancy 
(either an unplanned birth or an abortion, 
or both). The percentage increased with 
age, to a high of 60% among women 
35-39. Although the percentage was lower 
among women aged 40-44, this figure 
may be understated, again because neither 
legal nor illegal abortions that occurred be­
fore 1973 were counted in this estimate. 

Although we know how many women 
in each age-group had already had an un­
intended pregnancy, we cannot say ex­
actly how many will have one by age 45, 
because of the difficulties of estimating the 
proportion of women having a first abor­
tion who have previously had an un­
planned birth and, of those having an un­
planned birth, the proportion who have 
had an abortion. However, we were able 
to make lifetime abortion estimates at 1992 
rates, the most recent year for which data 
were available (Table 4).' 

We estimated the first-abortion rate by 
applying the 1992 proportion of first abor­
tions for each age-group to the abortion 
rate for that age-group. The cumulative 
first-abortion rate indicates the number of 
women per 1,000, at 1992 rates, who will 

portion in anyone year 
is small. Of the women 
aged 15-44 who were 
surveyed in the 1995 
NFSG, 28% indicated 
that they had had one or 
more unplanned births, 
and based on national 
abortion statistics, 30% 
of women had had one 
or more abortions (fable 
3). The probability of 
having experienced an 
unplanned birth in­
creased with age, large­
ly because of the in­
creased years of 
exposure to pregnancy 
risk. By the time they 

Table 4. Abortion rate per 1,000 women and percentage of abor­
tions that were first abortions, and first-abortion and cumulative 
first-abortion rates, by year, all according to age-group 

Age Abortion % that First-abortion rata Cumulative lirsl-
rate In were lirst abortion rate· 
1992 abortions 

in 1992 1982 1992 1982 1992 

Total 25.9 .530 17.8 13.7 n. n. 
<15t 7.6 .942 7.8 7.2 7.8 7.2 

15-17 23.1 .855 26.0 19.7 85.8 66.4 
18-19 53.8 .722 45.4 38.9 176.6 144.1 

15-19 35.5 .760 34.1 27.0 176.6 144.1 
20-24 56.3 .541 30.3 30.5 328.1 296.5 
25-29 33.9 .419 15.7 14.2 406.6 367.5 
30-34 19.0 .393 7.1 7.5 442.1 404.8 
35-39 10.4 .405 2.8 4.2 456.1 425.9 
40-44* 3.2 .453 0.7 1.4 459.6 433.1 

"Number haVITIQ an abortIOn by end 01 specific age-periOd. per t.ooo women. at current rat8S. 
tDenominatorfor rates is women agad 14. ;Numerator lor rates is women aged 40 and older; 
denominator is women aged 4()..4.4. Note. na=not app!icable. Sources: 1882 DATA-See rej· 
erence 6. 
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, have had a first abortion by the time they 
reach the end of the age range. At these 
rates, 14% of women can expect to have 
had an abortion before age 20, 37% by age 
30 and 43% by age 45.· 

The 1992 cumulative lifetime first-abor­
tion rate was slightly lower than the 1982 
cumulative rate (46%),23 and the rate may 
be still lower today, since abortion rates 
fell somewhat between 1992 and 1994. The 
drop between 1982 and 1992 was almost 
entirely the result of the lower first-abor­
tion rate among teenagers, which fell by 
seven percentage points; the first-abortion 
rate among other age-groups changed by 
no more than two percentage points. 

Discussion 
Although it is weU known that unintend­
ed pregnancy is common in the United 
States, the statistics presented in this arti­
cle show just how widespread the expe­
rience is: Half of all pregnancies are un­
intended; 28% of women aged 15-44 have 
had an unplanned birth and 30% have had 
an abortion; 60% of women in their 305 
have had an unplanned birth or an abor­
tion; and, at 1992 rates, 43% of women will 
have had an abortion by age 45. Some of 
the women who are most prone to unin­
tended pregnancy, especially unmarried 
and low-income women, are those who 
may have the greatest difficulty caring for 
an unanticipated child. 

In spite of the disruption that can be 
caused by an unplanned birth, only about 
half of unintended pregnancies are termi­
nated by abortion. A majority of married 
women (63%) continue their unintended 
pregnancies, pOSSibly because they find it 
easier to accommodate an additional child 
than do unmarried women. However, 35% 
of formerly married women and 40% of 
never-married women also continue their 
unplanned pregnancies. 

Between 1987 and 1994, the rate of un­
intended pregnancy feU from 54 preg­
nancies per 1,000 women of reproductive 
age to 45 per 1,000, a decrease of 16%. A 
likely explanation for the decline in unin­
tended pregnancy is an increase in wide­
spread and effective contraceptive use. The 
1995 NSFG data show that condom use 
has increased significantly, and that the 
proportion of contraceptive nonusers 

-In the future, one can expect that for women having 
abortions at age 35 or older, a lower proportion will be 
having a first abortion, since a greater proportion of their 
reproductive lives will have occurred while legal abor­
tion has been available. If we assume that the proportion 
of first abortions was .35 for women aged 35-39 and .30 
for women aged 40-44, the cumulative abortion rate for 
women aged 45 will be 428 per 1.000, similar to the rate 
of 433 per 1,.000, shown in Table 4. 
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among women at risk of unintended preg­
nancy has gone down. 24 Another possible 
factor is the availability of two new high­
ly effective contraceptives, the implant and 
the injectable. In part because Medicaid 
pays for these methods, many of the 
women who adopted them were at espe­
cially high risk of unintended pregnancy­
even when they were using other re­
versible methods. Therefore, use of the 
new methods may have prevented a dis­
proportionate number of pregnancies. 

OveraU, the drop in unintended preg­
nancy between 1987 and 1994 is reflected 
in decreases in the rates of both unplanned 
birth and abortion. Further progress is 
needed, however. In view of the lower 
rates of unintended pregnancy in other 
developed countries,25 such progress 
should be possible. 

Among women aged 20 and older, the 
reduction in unintended pregnancy re­
sulted in lower rates of unplanned birth. 
Abortion rates in this group changed lit­
tle or increased slightly. Thus, the per­
centage of unintended pregnancies ended 
by abortion increased, indicating that 
women and couples had become less will­
ing to accept unplanned births. One rea­
son for the change is that a higher pro­
portion of women in each age-group were 
not currently married. Among unmarried 
women, 60-65% resolved unintended 
pregnancies by abortion, compared with 
37% among married women. Of women 
aged 25-29, the proportion who were cur­
rently married and living with their hus­
band feU from 59% in 1987 to 53% in 
1994.26 Even within the married group, 
however, more women ended their unin­
tended pregnancies by abortion in 1994 
than did so in 198Z One possible reason 
may be married couples' increased re­
liance on the woman's earnings. 

The pattern among teenagers is re­
markably different. Among women aged 
15-19 who had an unwanted pregnancy, 
the proportion who ended these preg­
nancies by abortion feU from 53% to 45%. 
The abortion rate declined 24%, while the 
rate of unplanned birth did not decline at 
aU-and may have increased slightly. In 
the absence of data, any explanation of the 
differences between teenagers and other 
age-groups is speculative. One hypothe­
sis is that teenagers may have been influ­
enced by antiabortion messages. Other 
possible reasons are decreased access to 
abortion services, barriers posed by 
parental involvement statutes, and use of 
better contraceptive methods (such as the 
injectable and implant) by those teenagers 
who are strongly motivated to avoid child-

bearing, leaving unplanned pregnancies 
more concentrated among those less mo­
tivated to avoid childbearing. 

Whether they end in abortion or un­
planned birth, unintended pregnancies 

. come at a cost both to the individuals in­
volved and to the larger society. Reduc­
tion of unplanned pregnancy can only be 
achieved by decreasing risky behavior, 
promoting the use of effective contracep­
tive methods and improving the effec­
tiveness with which all methods are used. 
More research is needed on the best ways 
to accomplish these goals, but we know 
that sensible strategies are to improve the 
accessibility of contraceptive services, to 
dispel misconceptions about the health 
risks of contraception and to make emer­
gency contraception easily available and 
widely known. 
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The Role of Contraception 
In Reducing Abortion 

F
ollowing the 1994 election, 
which gave social conserva­
tives a majority in the U.S. 

House of Representatives for 
the first time in 40 years, 
emboldened leaders of the 
antiabortion movement began 
to campaign openly against 
government-subsidized family 
planning probrrams. In a pre­
view of the legislative assaults 
to come against both the inter­
national and domestic pro­
grams, House Pro-Life Caucus 
Chainnan Christopher Smith 
(R-NJ) declared in January 
1995 that he opposed U.S.-sup­
ported family planning efforts 
abroad because they lead to 
"abortion activism" and, by 
implication, result in more 
rather than fewer abortions. 

The "evidence" for his claim 
derives in part from a misun­
derstanding of the data. 
Following the introduction of 
family planning programs, con­

. traceptive use and abortion 
rates in some countries have 
initially risen simultaneously; 
in other countries-including 
the United States----contracep­
tive use is nearly universal, but 

. abortion rates have only recent­
ly begun to decline significant­
ly. These data have been used 
to legitimate the assertion that 
the availability of contraception 
itself causes more abortions. 

In the two and a half years 
since Smith's comment, the pro­
ponents of this view have sowed 
sufficient doubt among enough 
policymakers ahout the role of 
family planning programs 
domestically and internationally 
to disrupt a decades-long politi­
cal consensus. Previously, all 
but a very small minority con­
sidered self-evident the view 

that better access to and more 
effective use of contraceptives 
are necessary to reduce the 
incidence of abortion. 

Common sense still leads most 
people to the conclusion that 
more effective contraception 
means fewer abortions-and 
research results point to that 
conclusion as well. Individual 
women who use an effective 
method of contraception simply 
are much less likely to face an 
unintended pregnancy and the 
decision of whether to have an 
abortion than women who do 
not. Similarly, the advent of 
high-quality contraceptive ser­
vices, both in the United States 
and elsewhere, has been shown 
over time to be associated with 
lower levels of abortion. 

Fundamentally, the relation­
ship between contraceptive use 
and abortion is explained by a 
single phenomenon: the inex­
orable and universal trend 
toward couples' wanting, and 
having, smaller families and 
trying to time the birth of their 
children to best advantage. 
Acknowledgment of this reality 
is important, since an individ­
ual's decision to practice con­
traception or to have an abor­
tion stems from this same goal. 

This I.lSueS in Brief seeks to 
explain the statistical trends in 
the context of women's lives, 
their reproductive goals and 
the choices available to them. 
A great deal of infomlation 
exists. largely from research in 
the United States, on the likeli­
hood that an individual can 
avoid an unintended pregnan­
cy, and abortion, hy practicing 
effective contraception. 
Analyses of the effectiveness of 

contraceptive programs in 
reducing abortion rates come 
from the experiences of many 
countries, including the 
United States. 

Contraception Works 
For Individuals 
As more and more couples feel 
strongly about limiting the num­
ber of children they have, and 
alXlUt having those children 
when they want them, the 
demand for contraception will 
be great; in its absence or in the 
event of its failure, so will the 
demand for abortion. The choice 
for societies is whether ~o facili­
tate access to contraception or to 
leave women and their families 
with abortion, legal or not, as 
the only means of achieving 
their childbearing goals. 

American women typical1y 
want two children, as do 
women in European countries 
and many parts of Asia, In 
Latin America, the average 
preference is for two or three 
children. Women in Sub­
Saharan Africa still want large 
families, five or six children on 
average, but indications are 
that, as in more developed 
countries, their desired family 
size is beginning ·to decline, 
too. These numbers represent 
women's goals, but not neces­
sarily their experience. In most 
countries of the world~ a signifi­
cant proportion of women 
reveal that they have actually 
had more children than they 
had intended. 

To succeed in having the num­
ber of children she wants when 
she wants them, a woman must 
use contraceptive methods 
properly for a long time. The 
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fewer the desired numher of 
children~ the longer the peri­
od of time. For exalllple~ if a 
woman man'ies or becomes 
sexually active at 20~ 
remains sexuallv active 
through her rell;'oduclive 
years (roughly llntil age 45) 
and wants only two children. 
she must practice contracep­
tion for approximately 240 
months: or 20 years (see 
Chart A). 

Data from the United States 
illustrate how contraception 
reduces ahortion on a person­
alleve!' Virtually all 
A rnerican women who are 
sexually active but wish to 
avoid becoming pregnant lise 
some [onn of birth control, 
since they have concluded 
that cont;aception is the m~lst 
effective way to reduce the 
likelihood of a crisis preg­
nancy and the possibility of 
an unwanted birth or abor­
tion. The facts support ihem: 
Women using a method of 
contraception are only] 5% 
as likely as Women using no 
method to have an abortion. 
In other words, contraception 
reduces the probability of 
having an abortion by 85%. 

The felvcr children lI.!omCIl wallt, the more time 
they spend in need 0/ cOfltrw:epti()lI. 

Distribution of 300 months between ages 20 and 45 

II woman wanls lour children II woman wanls lWo children 

192·· 246·· 
months 

24 
········18 

. ·12 

D Wanting pregnancy • Pregnant 0 Postpartum • Not wanting pregnancy 

Nol,,: f)islribuljml-~ us"um~ tlml wonJ<~n mmry at !lg'~ 20 and remain "..xually adivt: b.·!wl'."n ages 
20 une! 45. Smu .... ·: Ahlll Cutlnl:Jeher II!~titul<,. HOI"'.' mill Rp«iilir .•. :-Ie .... y"rk. 19")5.1'. :l(J. 

Reducing Abortion 
Rates Takes lime 

women who use no method of 
birth control (such a~ 
teenagers having early sexual 
experiences) or use one only Individual countries have had 
sporadically. The remaining very differe.nt histories in 
abortions result among attempting to attain a balance 
\\-'omen trying to prevent an between contraceptive LIse and 

reliance on ab0l1ion to control unwanted pregnaney whose 
fertility. Some of the variation contraceptive fails. 
is a"isociated wilh cultural and 

Some of the failure is due to socioeconomic r1ifTen~nces, but 
the methods themselves, but much of it relates to the dis-
most is a result of the diffi- pmity between actual and 
culties that individual women desired family size and the 
confront in incorporating the extent to which 'women were 

Yet! because of the enonnous task of contraceptive use into relying on abortion-regard-
effort involved in practicing their everyday lives; over half less of its legal status-to 
contraception continuously of aU women practicing COll- limit childbearing before the 
and effectively for more than traception use a method that introduction of fiunily plan-
two decades, almost half of requires ongoing attention (as nmg pmgrams. 
all American women will opposed to surgical steriliza- R ., . 

USSIaS experience presents 
have had at least one abor- tion). They include women a stark and contemporary 
lion by the time they are 45. who rely OTI oral contracep- example of a situation where 
It might seem contradictory tives as well as those using ahortion has been legal for a 
to sOllie and appear to he the intercourse-related methods long time, and because llIod-
"'smoking gull" to others that sueh as the condom and the em methods of contraception 
the U.S. aiJOJ1ion rate (26 diaphragm. Practicing the were unavailahle for maTlv 
abOJ1ions per 1,000 women of prevention of pregnancy, years, ab0l1ion hecame tl{e 
reproductive age) is high by therefore, is at least as difTi- predominant method of COrI-

industrialized-count1)' stan- cult as other slleh preventive trolling fer1ility for 1I10st 
danis, even though 900/0 of health strategies as maintain- women. According to the 
women use a method. The ing a proper diet. exercising Russian Ministry of Health~ 
explanation is that most of' and quitting smoking. In this the official ahol1ioll rate hov-
the unintended pregnancies light! perhaps what is SUl'- ered around 109 ab0l1ions per 
and a disprop0l1ionate share prising is hm\' many WOlllen LOOO women of' reproductive 
of the resulting ab0I1ioils lIlanage to use iJil1h control age in 199(\ with only an esti-

occur among the 10% ofCL.IN'I'6N LIBRARY PHOTOC,(,}yy9% of Russian 
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women relying on modem 
contraceptives. By 1994, how­
ever. the health ministry 
repOited that contraceptive 
lise had risen to 240/0. while 
the alJortion rate had plum­
meted to 76 ab0l1ions per 
1.000 ,,",'omen. Even laking 
into account the possibility of 
incomplete rep(),1ing, there is 
110 doubt that the number of 
ab0l1ions is on the decline. 

The (Iesire of Russian women 
for small families is ,,;,ell 
established, intense ami per­
vasive. Until now, a typical 
Hussian woman who wanted 
only two children would have 
lip to four ahortions in her 
lifetime (although it would not 
be unusual j(lr some women 
to have 1II0re). Even though 
the Russian abortion rate 
remains among the world's 
highest~ Russian women are 
quiekly seizing the opportuni­
ty they have been gi ven to 
lise modem birth control 
methods and are doing so rel­
ativelv successfully. 

Unlike Russia, both legal 
abortion am! access to contra­
ception have been available 
in HlIngary~ South Korea and 
the United States. Each coun­
try has had a difTerent experi­
ence over time, but all have 
arrived at a point where abor­
tion rates are on the decline. 

Data from Hungary show the 
trend in contraceptive use 
and ahOltion over a .30-year 
period. I n the late J <)SO., 
most women were relying on 
abortion rather than contra­
ception to limit the size of 
their families. Then, in the 
mid-1960s, an increase in 
the availability of contracep­
tives led to a sharp rise in 
their use, which continued 
through the mid-1980s. At 
almost the same time, the 
levels of abOliion began to 
drop sha'1)ly (see Chari B). 

In South Korea. the transi­
tion took another route but 
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had the same resulL. When 
the desire [or small families 
became a cullural norm in 
the 19605, both abortion 
and use of contraceptives 
initially rose together, creat­
ing a period of rapid fertility 
decline. In the decade 
between the late 19705 and 
the late 19805, however, the 
abortion rate, \\'hich had 
peaked at 83 abortions per 
1,000 women, declined to 
54 per 1,000. Meanwhile, 
contraceptive use tripled, 
from 240/0 of married \\'omen 
of reproductive age to 77%. 

The number of abOltions has 
not yet dropped further, pri­
marily because a sizable !lum­
ber of South Korean wOlllen 
who practice contraception 
still rely on some of the less 
effective methods. In the 
meantime, the motivation for 
snJaller an!1 smaller fanlilies 
has intensified, and increas­
ingly through lise of contra­
ceptive methods, but also 
abOltioll, the average number 
of children per woman has 
fallen from six to less than two 
Over a 20-year period. 

The pattem in the United 
States is somewhat similar to 
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South Korea's. although less 
dramatic. Here, the cultural 
nonn of having a small family 
was well established by the 
1 %Os. Contraceptive use was 
relatively high also, although 
so were contraceptive failures, 
unintended pregnancies, 
unplanned births and clan­
destine abortions. With the 
legalization of abOltion nation­
wide in 1973, the abortion 
rate increased for a brief time 
as selVices became avail~le; 
by 1980, however, the rate 
had peaked and then began a 
gradual decline. The rate has 
dropped rnore quickly since 
1990, accompanied by an 
increase in the number of 
women using contraceptives, 
using thenl bettcr and shifting 
to more effective methods. 

Tn some countries, the plDvi­
sion of abOition remains ille­
gal but the desire for smaller 
families is rapi(lly becoming 
stronger and more wide­
spread~ outpacing the avail­
ahilitv of the means to achieve 
falllil)'-size goals. Research on 
the number of Latin American 
,,,'olllen who obtain clandes­
tine abOitions highlights the 
effect on the ah0l1ion rate of 
the relatively recent introciuc-

tion of contraceptive serviees 
in that region. 

By 1990, contraceptive use 
had risen dramatically 
throughout Colombia awl 
Mexico, while abortion ratcs 
had essentially stabilized at 
their mid-1970s levels of 
about 34 and 23 ahortions 
per 'I ~OOO W()tllen~ respeetive­
Iv. Abortion appi~ars to have 
r;layed a significant role in 
containing fmuily size 
throughout the region, as 
Latill American women 
hegan to shift from having 
6-7 children each to only 
3-4. Ahortion rates in Illany 
areas initially rose or were 
already fairly high-<.Iespite 
laws against the practice of 
abortion-because contra­
ceptive services were scarce. 
Although contraceptive use 
has risen, abortion rates are 
declining only gradually. 
partly becallse of the time it 
takes for contraceptive ser­
vices to become widely 
accessible. Even more diffi­
cult is the development of the 
nel:essary cultural and 
behavioral shifts to success­
fully prevent unintended 

pregnancy-a goal that still 
remains elusive for many 
women in the United States. 

A look at the major urban 
areas in Colomhia and 
Mexico City dearly reflects 
the underlying trends. 
Between .1976 and 1990, the 
abortion rate in I~og()ta fell by 
4-00/0, while contraceptive use 
doubled. During the same 
period, the abortion rate in 
Mexico City first climbed to a 
high of about 40 abortions per 
LOOO women and then 
dropped to the mid-20s, while 
contraceptive use doubled 
(see Chart C). If the strong 
family planning programs in 
these cities can be replicated 
in small towns and rural 
areas, the national abortion 
levels, which have plateaued, 
are likely to show unmistak· 
able signs of declining soon. 

Abortion Laws 
And Abortion Rates 
The data clearly demonstrate 
th"e dampening effect of con­
traceptive use on ahortion 
rates, even though it often 

111e abortion ((lies in HogOlli and Mexico Cily 
Jell as contraceptive 11,~e doubled. 
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Country Abortion rate Maternal deaths 

cultuml spectrum, the abortion 
rate is low in the Netherlands, 
but for completely different 
reasons. Dutch women want 
very small families and high 
rates of premarital sexual 
activity prevail, but because of 
wiuespread reliance on effec­
tive contraception, abortion is 
uncommon. 

per 1.000 women per 100,000 
aged 15-44* live births 

Where ahortion is lt~gal 
United States 26 12 
Englund/Wales 15 9 
Netherlands 6 12 
Finland JO 11 
Japan 14 18 
Australia 17 9 A Critical Juncture 
Wlwre abortion is illegal 
Brazil 38 220 
Colombia 34 100 
Chile 45 65 
Dominican Republic 44 110 
Mexico 2~ 110 
Peru 52 280 
*Datll are for 1990; age-group is 15-49 in r:ounlries where abortion is illegal. Source.!: Abortion 
rates are from S. Singh and S.K. Henshaw. '1'h!~ Incidence of Abortion: A \\urldwide O\,!~n'i.~w 
Focusing on Methodology and on Latin America." paper delivered lit International Union for the 
Scientific Study of Population Seminar on SOI:io-Culturul atHi Political Asrf~dS of Ahortion flUm 
an Anthropological Perspective. Trivandrom, India. Mar. 25-28, 1996: maternal death ralt:5 ~ 
from P. Adamson, "A Failure of Imagination,~ The Progress ofNalWIt$: 1996. UnitNI Nations 
Children's Fund (UNICEF), N.~w York, 1996. ' 

In much of the world, abor­
tion rates have already 
declined or are beginning to 
do so. In most cases, the 
declines have been made 
possible by the increased 
availability, greater accep~ 
lance and more effective use 
of contraceptive services_ 
Sub-Saharan Africa, with the 
world's fastest growing popu­
lation, is at a crucial turning 
point. Although women there 
still want relatively· large fam­
ilies, they too are increasingly 
expressing the desire to have 
fewer children' than their 
mothers did. These begin­
nings of a desire for fewer 
children and a nascent shift 
from traditional family plan­
ning methods to more modem 
ones, are driving a rising need 
for contraceptive services. In 
thc absence of stronger con­
traceptive programs, however, 
African women may tum 
more frequently to abortion, 
even unsafe abortion, if it is 
the primary means available 
to limit their' childbearing, '10 
avoid this situation, better 
and more contraceptive ser­
vices are essentiaL-

takes time for the impact to 
be seen.' Skeptics remain, 
however, largely among those 
whose ma,in strategy for 
reducing abortion is to crimi­
nalize it. But while it may 
seem paradoxical, the legal 
status of abortion appears to 
have relatively little connec­
tion to its overall pervasive­
ness, In some parts of Latin 
America, for example, -the 
abortion rate is as much as 
twice that of the United 
States. Worse, mainly 
because the procedure must 
be done clandestinely, it is 
associated with a high inci­
dence of maternal death and 
disability. By contrast, in 
many countries ~hen:; abor­
tion is legal and perfonned 
under safe conditions, abor­
tion rates are among the 
world's lowest (see Table 1), 

The World Health 
Organization estimates that 
about 20 million clandestine 
abortions occur each year, the 
vast majority in South and 
Southeast Asia, Sub-Saharan 
Africa, and Latin America 
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and the Caribbean, Any seri: 
ous efIorts to reduce either the 
overall number of abortions in 
these countries or the almost ' 
600,000 maternal deaths each 
year-about 80,000 as a 
direct result of unsafe, illegal­
ly perfomled abortions--can­
not succeed by maki ng abor~ 
tion there "more illegal." 

If the main efIect of abortion's 
legal status is on its safety, not 
its likelihood, then abortion 
rates of vari~)llS countries r:nust 
be explained by other factors, 
The two most important one~ 
are the extent to which women 

. are at risk of unwanted preg­
nancy (which depends largely 
on how many children they 
want and how strongly they 
feel about it) and the preva- Contraception, even under 
lence and effectiveness of con- the best of circ,umstances, 
traceptIve use. Abortion rates cannot end the need for abor-
are believed to be low in some tion entirely, Contraceptive 
Islamic countries, for exampJe, methods will never be per-
because couples there still feet, and women and men 
want to have large families will never be perfect users of 
and because the consequences them. What common sense 
of sex outside marriage are and research show, however, 
very severe for women. At the is that the most effective 

opposite end ~f cr.~O~ LlBRA~ye~u~~e~Jfy 

preventing unintended preg­
nancies in the first place, No 
serious effort to achieve this 
end, and thus reduce abor­
tion, can succeed without 
contraception. 
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Support for Family Planning in the Clinton Administration 

Under the Clinton Administration, federal support for family planning has been 
steadily rising, both in programs specially dedicated to family planning and 
others (e.g., Medicaid) that provide family planning services as part of a broader 
program. 

Title X Family Planning grants will, under the President's proposal, be increased 
$15 million to $218 million in FY 1999. 

• This is a 46% increase since 1992, at a time when total Federal 
discretionary spending has increased only 6% [however, non-defense 
discretionary will have risen 32%]. 

• $15 million would be the largest increase enacted in this administration, 
and well above the $5m Congress provided last year. 

Medicaid provides almost $500 million [est: $475 in FY98] in Federal funds to 
support family planning services. By FY99, this will represent an increase of 
almost 20% [19%] over FY 1992. 

Family planning services are also provided by states and local communities from 
the Maternal & Child Health Block Grant, the Social Services Block Grant, and 
the Preventive Health Block Grant and to Native Americans by the Indian Health 
Service. In FY 1999, we estimate $100 million [actually $101 m] in family 
planning services will be provided under the President's budget, a 21 % increase 
over FY92 [though a 4% decrease from FY98j. 

Services are provided to nearly 4.4 million clients each year at more than 4,000 
family planning clinics nationwide. They include the contraceptive services, 
pregnancy testing, STD screening and treatment, and education and outreach. 

The National Institutes of Health undertake research in infertility, contraception, 
and related matters. CDC funds programs to educate teenagers about sexual 
development and abstinence. Under the President's Budget, in FY 1999 these 
should total about $200 million [$202mJ, a 25% increase since FY92. 

Internationally, the Administration has been a strong supporter of family planning 
programs. Under the Presidents Budget, bilateral assistance provided through 
AID and assistance to the United Nations Population Fund will grow to $425 
million in FY99, a 32% increase over FY92. 

In total, under the President's budget family planning will rise to $1.43 billion in 
FY 1999, a 27% increase over FY 1992 [$1.1 billion]. 
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FAMILY PLANNING FUNDING ($ in millions) 
FY 1992 - FY 1999 

FY 1993 FY 1995 FY 1997 ~::a~~: I FY 1999 
n '""' 

r , __ 
n .. ~ 7~::":'?~_ 

Enacted Enacted Enacted Enacted Enacted Enacted Request FY98~FY99 

Title X Family Planning 149 173 161 193 193 196 203 216 7% 

Medicaid (Federal share) 405 465 465 465 470 475 475 460 1% 

Other Services· 63 111 111 110 111 107 105 101 -4% 

Research spending 162 157 169 173 160 163 167 202 8% 

International" 322 43. 524 575 376 410 410 425 4% 

TOTAL FAMILY PLANNING 1,122 1,362 1,450 1,516 1,332 • 1,373 1,380 1,426 3% 

• Reflects es~mated family plarri'lg ecpen:Iili..l'es" the MaternaI;n::I eNId Heath Block GI31l, &rial ~ Block G.art. p~ I-IE9th Block GrlIlt, a'Id the IrKial Heatth Ser.;ce . 

•• Reflects furd~ for Agencylor Int(maIi)naI Development (AlD) biatera asslstalce II1d the UN popuIatiaI fu:1d. 
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• Reflects estimated family planning expenditures In the Maternal and Child Health Block Glan'. Social Services Block GIant, PreVfJntive Health Block Grant, and the Illdian Hea2th SeNiee . 
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Meeting with Family Planning Advocates 

January 20, 1998 

• I'm glad to have the opportunity to meet with you all as we approach the 25th anniversary 
of Roe v. Wade. I'd like to thank you for all your work to promote and protect a 
woman's right to choose. I know it has not been an easy mission. 

• In fact, this has never been an easy issue. I hope that we will be able to find ways of to 
increase dialogue, to work together with people of good faith on both sides of this issue, 
to try to understand how we can continue the progress that has been made in the last five 
years in decreasing the number of abortions, decreasing teen pregnancy, in working to 
give women opportunities to make choices that are best for them and their families. 

• I think my husband's formulation of it years ago is still the right one: abortion should be 
legal, safe and rare. We have worked hard in the last five years to maintain legality and 
safety and to begin to change attitudes, values and policies that will make abortion less 
necessary. And we are gratified at some of the results we are seeing -- the teen 
pregnancy rate is down to its lowest level in years, and the abortion rate is declining as 
well. 

• That's why the President's increase in Title X is so important -- we can continue the 
progress we've made. We must work on behalf of educational opportunities for young 
women and young men so they know they have better choices and that they should 
postpone childbearing so that they can avoid the issue of abortion. That's why I think 
efforts like HHS' Girl Power! Campaign are so important. This pregnancy prevention 
education initiative is engaging all HHS teen pregnancy prevention and related youth 
programs in sustained efforts to prevent pregnancy among 9- to 14-year -old girls. 

• We must continue to speak out on behalf of family planning here and around the world. 
As I have traveled around the world, I have seen examples of how our international family 
planning efforts reduce abortion in country after country [e.g. Brazil]. I have also been to 
a country where the government forces women to have abortion [e.g. China] and to a 
country where the government forces women to become pregnant [e.g. Romania]. Two 
extremes -- government, on the one hand, saying you cannot have children; government 
on the other hand, saying you must have children. What we have tried to do in promoting 
choice is to say that this most difficult of all intimate choices for women and men must be 
made by the individual in consultation with her conscience, her God, her physician and her 
family. 

• I look forward to working with you to meet the challenges ahead. Thank you for all your 
work. 



Meeting with Family Planning Groups 

Background Facts 

January 20, 1998 

Under the Clinton Administration, federal support for family planning has steadily increased, both in 
programs specially dedicated to family planning and in programs providing family planning as part of a 
broader range of services. Most recently, the President demonstrated his commitment to family 
planning by refusing to accede to Republican demands that he support a measure to deny federal money 
to any overseas family planning agency that performs abortions or lobbies to change abortion laws. 
Congressional Republicans had made the President's support of this effort the price of passage offast­
track trade legislation and legislation that would fund the U.N. and the I.M.F. 

A Record of Strong Support for Family Planning 

Increasing Funding for Family Planning. In total, under the President's budget support for family 
planning will rise to $1.43 billion in FY 1999, a 27% increase over FY 1992. These funds provide 
services to nearly 4.4 million clients each year at more than 4,000 family planning clinics nationwide. 
Services provided include contraceptive services, pregnancy testing, STD screening and treatment, and 
education and outreach. 

Increasing Funding for Title X. The President's FY 1999 budget proposal will call for an increase of 
$15 million in Title X Family Planning grants (to $218 million). 

• A $15 million increase would be the largest enacted during this Administration, and well above 
the $5 million Congress provided last year. 

• This increase would cap an overall 46% increase since 1992, at a time when total Federal 
discretionary spending has increased only 6%. 

Expanding Medicaid and Other Services. Under the President's proposal, Medicaid will provide 
almost $500 million in federal funds to support family planning services. This sum represents an 
increase of 19% over FY 1992. The Maternal & Child Health Block Grant, the Social Services Block 
Grant, and the Preventive Health Block Grant provide funds to state and local communities for family 
planning services. In FY 1999, the President's budget will request $100 million in family planning 

. services -- a 21 % increase over FY92 (though a 4% decrease from FY98). 

Supporting Prevention Education and Research. The National Institutes of Health undertake 
research in infertility, contraception, and related matters. CDC funds programs to educate teenagers 
about sexual development and abstinence. Under the President's FY99 Budget, funding for these 
research and education programs should total about $200 million -- a 25% increase since FY92. In 
addition, HHS' Girl Power! education initiative is engaging all HHS teen pregnancy prevention and 
related youth programs in sustained efforts to promote pregnancy prevention among 9- to 14-year-old 
girls. 

Promoting International Family Planning. The Administration has strongly supported international 
family planning programs. The President has blocked several Congressional efforts to prohibit funding 
for international family planning groups that lobby on behalf or abortion rights or perform abortions. 
And under the President's Budget, bilateral assistance provided through AID and assistance to the 
United Nations Population Fund will grow to $425 million in FY99, a 32% increase over FY92. 
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A Record of Reducing Unwanted Pregnancy 

Reducing Unintended Pregnancy. The Alan Guttmacher Institute, a New York-based organization 
that conducts research on reproductive issues, recently reported a 16% decrease in unintended 
pregnancies between 1987 and 1994. The change is primarily a result of improved use of contraceptives, 
according to the study's author. And according to a recent CDC report, the percentage of pregnancies 
ending in legal abortions has fallen to its lowest level since the mid-1970s. 

Preventing Teenage Pregnancy. After rising steadily from 1986 to 1991, the birth rate for teens aged 
15-19 declined for the sixth straight year in 1996. The rate declined 12% between 1991 and 1996 and 
four percent from 1995 to 1996. All 50 states had a sustained decline in their teen birth rates between 
1991 and 1995, and 21 of these states had declines of more than 10% over this period. 
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To: Neera Tanden/WHO/EOP, Elena Kagan/OPD/EOP 

cc: Richard J. Turman/OMB/EOP, Chin-Chin Ip/OMB/EOP 
Subject: Title X Funding: Corrected point: FY89 request was Reagan; FY90 was the first Bush Budget 

My (careful and competent) staff notes that FY89 was a Reagan submission. See below. Also a 
typo. Therefore, one should say: 

If we look at the President's Budget proposals (vs what Congress enacted). then we can say the 
following about Title X requests: 

• From FY90 to its last budget submission for FY93, the Bush Administration proposed increases 
in Title X totalling $11 million over 4 years. 

• From FY94 to FY97, also 4 years, the Clinton Administration proposed $69 million in increases. 
[Unfortunately, we didn't get our full proposals.] 

• In the FY99 budget, the President will propose an additional $15 million increase. If enacted, it 
will be the largest increase achieved by this Administration. [Congress, on its own, enacted a 
larger increase for FY93, to $173 from the previous year's $150m.] 

---------------------- Forwarded by Joshua Gotbaum/OMB/EOP on 01/20/98 01 :43 PM ---------------------------
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Record Type: Record 

To: Joshua Gotbaum/OMB/EOP@EOP 

cc: Chin-Chin Ip/OMB/EOP@EOP 
Subject: Note: FY89 request was Reagan; FY90 was the first Bush Budget ~ 

This is not a big deal, but after we spoke I went and checked the transmittal dates of the FY89 and 
FY90 Budgets. 

FY89 was transmitted by Reagan in January, 1988. 

FY90 was transmitted by Reagan on Jan. 9, 1989 

FY90, Round II, was transmitted by Bush on Feb. 9, 1989, and superceded the Reagan FY90 
Budget. 
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