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Estimates of Pregnancies Averted Through California’s
Family Planning Waiver Program in 2002

CONTEXT: During its first year of operation (1997-1998), California’s family planning program, Family PACT, helped
more than 750,000 clients to avert an estimated 108,000 pregnancies. Given subsequent increases in the numbers of
clients served and contraceptive methods offered by the program, updated estimates of itsimpact on fertility are
needed.

METHODS: Claims data on contraceptives dispensed were used to estimate the number of pregnancies experienced by
women in the program in 2002. Medical record data on methods used prior to enrollment were used to predict client
fertility in the absence of the program. Further analyses examined the sensitivity of these estimates to alternative as-
sumptions about contraceptive failure rates, contraceptive continuation and contraceptive use in the absence of pro-
gram services.

RESULTS: Almost 6.4 million woman-months of contraception, provided primarily by oral contraceptives (57%), barri-
er methods (19%) and the injectable (18%), were dispensed through Family PACT during 2002. As a result, an estimat-
ed 205,000 pregnancies—which would have resulted in 79,000 abortions and 94,000 births, including 21,400 births to
adolescents—were averted. Changing the base assumptions regarding contraceptive failure rates or method use had
relatively small effects on the estimates, whereas assuming that clients would use no contraceptives in the absence of

California’s family planning program, Family PACT (Plan-
ning, Access, Care and Treatment), was launched in 1997*
and grew rapidly, serving 750,000 clients during its first
year of operation and more than 1.5 million in 2003. It re-
placed a limited family planning program that had served
approximately 500,000 women and men annually through
state contracts with about 100 community and public clin-
ics. Under the new program, all Medi-Cal (California’s Med-
icaid program) providers in the state are eligible to partic-
ipate, and provider reimbursement has been changed from
a contractual arrangement to a fee-for-service system. By
FY 2002-2003, nearly 3,000 providers, including private
practitioners as well as providers at community and pub-
lic health clinics, were participating in the program.!
Family PACT plays an important role in providing fam-
ily planning services for low-income women and men in
California. Many low-income women in the state do not
have private insurance’ and do not qualify for coverage for

*Family PACT was created through the FY 1996-1997 Budget Trailer Bill,
which added provisions to the Welfare and Institutions Code to provide
state funding to expand the clinical family planning program.

tIn 2003, only 29% of California women aged 15-44 whose income was
below 200% of the federal poverty level had private insurance. (Source:
UCLA Center for Health Policy Research, California Health Interview Survey,
<http://www.chis.ucla.edu>, accessed Oct. 3, 2005.)

$Ed. note: This statement was corrected in a letter published in a subse-
quentissue of the journal and reproduced at the end of the article.

Family PACT nearly tripled the estimate of pregnancies averted.

CONCLUSION: Because all contraceptive methods substantially reduce the risk of pregnancy, Family PACT's impact on
preventing pregnancy lies primarily in providing contraceptives to women who would otherwise not use any method.
Perspectives on Sexual and Reproductive Health, 2006, 38(3):126-131

contraceptive services through other public programs. For
example, Medi-Cal almost exclusively serves current and
recent participants in the California welfare program,? for
which many low-income women are not eligible because
they do not have a child, do not meet residency require-
ments, have incomes above the federal poverty level or have
exceeded the program’s time limits. California’s Title X pro-
gram provides general support for education, outreach and
infrastructure to certain public and nonprofit family plan-
ning agencies, but it does not cover clinical services for in-
dividuals.? In contrast, any person whose income does not
exceed 200% of the federal poverty level and who has no
other public or private source of reproductive health care
coverage is eligible for Family PACT services.

The program has several innovative features that have
contributed to its rapid growth and client acceptability. De-
termination of client eligibility and enrollment are per-
formed at each clinical site and are based on client self-
report of family size and income; services are reimbursed
on a fee-for-service basis; the service network includes both
private- and public-sector providers; and clinic offices as
well as pharmacies are able to distribute over-the-counter
and prescription drugs. Family PACT provides all methods
of contraception approved by the U.S. Food and Drug Ad-
ministration, as well as male and female sterilization, HIV
testing, screening and treatment for STDs, and limited can-
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cer screening and infertility services.*

In 1999, after an initial evaluation of the program demon-
strated adherence to standards of care and improvement
in access to services, California received a federal Medic-
aid funding waiver* to help support Family PACT. The waiv-
er funded the development of outreach and recruitment
programs to improve access to family planning services for
hard-to-reach populations (e.g., adolescents, men and res-
idents of underserved counties) as well as an expansion in
the scope of services provided under the program. As part
of the initial evaluation, we estimated that more than
108,000 unintended pregnancies were averted through con-
traceptive services provided through Family PACT during
the program’s first year of operation (FY 1997-1998); these
pregnancies would have resulted in an estimated 50,000
births, 41,000 induced abortions, 16,000 spontaneous abor-
tions and 1,000 ectopic pregnancies.’

In the years that followed, several changes occurred that
may have affected the number of pregnancies averted
through the program. Most importantly, the number of
clients served annually doubled.® In addition, new con-
traceptive methods were introduced after the initial eval-
uation: Dedicated emergency contraception products were
added to program benefits in 1999 and 2001, and the con-
traceptive patch and ring were added in 2002. In this analy-
sis, we update our estimates of pregnancies averted using
data from 2002, explore the range of possible estimates and
examine the factors that have had the greatest effect on the
number of pregnancies averted.

METHODS

We employed the same methodology that we established
for the initial evaluation of Family PACT.” Thus, we estimated
the number of pregnancies averted through use of Family
PACT services to be the difference between the number of
pregnancies expected in the absence of the program (tak-
ing into account participants’ contraceptive use before en-
rollment) and the number expected among women using
the methods provided through the program.

To update these estimates for 2002, we used new data
regarding the number and characteristics of clients served
and the array of contraceptive methods dispensed. To es-
timate the probability that Family PACT clients would be-
come pregnant if the program did not exist, we used clients’
self-reports of contraceptive use prior to enrollment, de-
termined from a review conducted in 2000-2001 of med-
ical records from 868 women who were new to Family PACT
and were not pregnant or seeking pregnancy.

Contraceptive Coverage

We estimated the number of months of contraceptive cov-
erage provided under the Family PACT program on the basis
of paid claims data on the quantity and type of contracep-
tives dispensed. The coverage for long-term methods (tubal
ligations, IUDs and implants) was calculated as the num-
ber of months between the provision date and December
2003. We imposed this two-year cap to avoid predicting preg-
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nancies far into the future; the number of women receiving
long-term methods through the program was relatively small
(just 2% of women receiving contraceptive methods), so
excluding the full duration of contraceptive benefit did not
have a large effect on our estimate of pregnancies averted.

Because clients do not necessarily use all of the contra-
ceptives they receive, the number of months of contraceptive
coverage for short-term methods, such as condoms and oral
contraceptives, was adjusted to account for method dis-
continuation. For oral contraceptives, we assumed that a
woman who did not return for refills used half of the pills
dispensed to her. We assumed that women who received
one packet of emergency contraceptives used it; however,
if women were given more than one packet (i.e., as advance
provision), we assumed that 50% used the second pack-
et.8 For condoms and other barrier methods, we assumed,
given findings of the medical record review, that the sup-
plies dispensed by the clinics provided two months of con-
traceptive coverage. The exact quantity of supplies dispensed
by pharmacies was available, and we assumed a month of
protection for every 12 condoms dispensed. Each depot
medroxyprogesterone acetate injection was assumed to pro-
vide three months of contraceptive coverage.

Pregnancies

To estimate the number of pregnancies among clients (with
or without Family PACT), we modeled the month-by-month
experience of a woman who is at risk for pregnancy,’ be-
ginning with the month when the contraceptive was dis-
pensed and ending with the last month of contraceptive
coverage. For each month, we calculated the probability
that the woman would become pregnant, based on three
factors: the failure rate of the method used (i.e., the pro-
portion of users who experience a pregnancy in a year), age-
specific fecundity and the estimated probability of preg-
nancy in previous months. Modeling pregnancies averted
by month allowed us to use specific contraceptive dis-
pensing data on months of coverage, rather than assum-
ing a year of coverage for each client. It also allowed for re-
Ppeat pregnancies within a year, which is a common outcome
among women who use low-efficacy methods and termi-

*Medicaid family planning waivers allow states to offer Medicaid cover-
age for family planning services to residents who would not otherwise be
eligible. Although Family PACT is funded in part through this waiver, it is
not part of Medi-Cal and has its own eligibility criteria and benefits.

tSpecifically, we modeled conception as a Markov process, a type of analy-
sis often used to determine the probability of an event (e.g., pregnancy)
that is random but influenced by the probability of certain other variables
(e.g., the risk of contraceptive failure during the next month) as well as by
its own previous value (e.g., the probability of having already conceived).
We estimated a woman'’s probability of pregnancy in a given month to be
the monthly method failure rate times the probability that she did not be-
come pregnant in the previous four months and did not carry to term a
pregnancy that began 5-11 months before. Therefore, the probability of
pregnancy in a given month is

a i
p,=fx{1-(1-b)x(1 -( 7pn_j)—bx[1 =(1-p,_ )1
j= k=1

where p, is the probability of pregnancy in month n, bis the probability a
pregnancy is brought to term, f is the monthly failure rate, a is the gesta-
tion at time of induced or spontaneous abortion and i is nine months plus
duration of postpartum infecundity.
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TABLE 1. Percentage of contraceptive users who experience
method failure in a year, by method, and percentage distri-
bution of unintended pregnancies, by outcome—according
to women’s age

Measure 15-19 20-44
Method

Tubal ligation 04 0.4
IUD 0.8 0.8
Implant 03 03
Injectable 04 03
Oral contraceptives 59 4.8
Diaphragm/cervical cap 237 19.0
Condoms 16.6 14.0
Spermicide 30.7 25.0
Outcome

Birth 49.0 45.0
Induced abortion 36.0 39.0
Spontaneous abortion 14.0 15.0
Ectopic pregnancy 1.0 1.0
Total 100.0 100.0
Sources: Method failure rates—reference 9. P y outcc references
10and 11.

nate pregnancies in abortion.*

For this analysis, we made the same assumptions about
contraceptive failure rates and pregnancy outcomes as we
did in the original study (Table 1). The contraceptive patch
and ring were assumed to have the same probability of fail-
ure as oral contraceptives. Failure rates for contraceptives
were adapted from Trussell and colleagues.’

Because the outcomes of unintended pregnancies differ
from those of intended pregnancies, the distribution of preg-
nancy outcomes used in this study was adapted from
Henshaw.!? Thus, we estimated the number of miscarriages
as 10% of abortions plus 20% of births, and then readjusted
the distribution of pregnancy outcomes to sum to 100%.
We assumed the number of ectopic pregnancies to be 1%
of the number of unintended pregnancies.!! For women
younger than 20, we estimated that 49% of pregnancies
ended in birth, 36% in induced abortion, 14% in sponta-
neous abortion and 1% in ectopic pregnancy. For women
20 or older, we estimated that 45% of pregnancies result-
ed in birth, 39% in induced abortion, 15% in spontaneous
abortion and 1% in ectopic pregnancy.

Sensitivity Analyses

We examined the sensitivity of our estimates to changes in
our assumptions about contraceptive failure rates, contra-
ceptive continuation and contraceptive use in the absence

*The alternative to modeling pregnancy on a monthly basis is to use the
year as the time interval and to assume that the contraceptive failure rate
(the proportion of users who experience a pregnancy in a year) is equiva-
lent to the pregnancy rate (the number of pregnancies per population).
However, a problem arises with this methodology when there is a high prob-
ability of pregnancy and high abortion rate. For example, 100 women with
a0.85 chance of pregnancy over the year would experience 85 pregnan-
cies in a year if each pregnancy removed the women from the risk of an-
other pregnancy for the full year, but more than 120 pregnancies if all
women returned to fecundity after four months. As contraceptive effica-
cy and the probability of a live birth increase, the contraceptive failure rate
and pregnancy rate converge. For our model of pregnancies in the absence
of the program and the sensitivity analysis model of no contraceptive use
in the absence of the program, using annual rates would significantly un-
derestimate the number of pregnancies experienced by women.

of the program. To examine the effects of inconsistent or
ineffective contraceptive use on our estimates, we calcu-
lated how many pregnancies would be averted if women
experienced contraceptive failure rates that were substan-
tially higher than the national average—specifically, 175%
of the rates in Table 1, for all methods that involve risk of
user error or discontinuation.'? To model ideal contraceptive
use, we estimated the number of pregnancies that would
be averted if failure rates matched the “perfect-use” rates
cited in Contraceptive Technology (we used the 1998 edition,
for consistency with our previous evaluation).!3

In addition, we examined the effect of our adjustment
to account for method discontinuation by estimating the
number of pregnancies that would be averted if women who
did not return used all (rather than half) of the contra-
ceptives they received. Finally, we estimated the number
of pregnancies that would be averted in the absence of Fam-
ily PACT in three less realistic scenarios: Women remain
sexually active but use no method of contraception; half
of women abstain from intercourse; and all contraceptive
users switch to condoms because prescription methods
are too expensive without subsidized services.

RESULTS

Methods Used Prior to Program Enroliment

Before receiving Family PACT contraceptive services, 27%
of female clients were using no method of contraception, and
3% were using natural family planning methods, such as pe-
riodic abstinence and withdrawal (Table 2). Nearly four in
10 women (38%) were using condoms, and the remaining
32% were using hormonal methods or IUDs. Women aged
15-19 were more likely than women aged 20-44 to be using
condoms and less likely to be using hormonal or intrauter-
ine contraceptives.

The profile of method use prior to program enrollment
has changed in the years since the initial evaluation of Fam-
ily PACT services. Most notably, condom use has increased
among teenagers. Fifty-two percent of women aged 15-19
entering the program were using condoms in 2000, com-
pared with 31% at the earlier evaluation. Condom use also
increased, although to a lesser degree (from 25% to 34%),
among women aged 20-44. This shift toward condom use
was the result of reductions in the proportions of women
who were using no method of contraception or hormonal
methods. As aresult of the substantial reduction in the use
of no method among women aged 15-19, the estimated an-
nual pregnancy rate in this group (assuming the failure rates
shown in Table 1) declined from 55% to 47% between
1997-1998 and 2002 (not shown). The estimated pregnancy
rate among women aged 20-44 remained stable (43%) dur-
ing this time period.

Contraceptive Dispensing in 2002

Nearly a million women received contraceptive methods
through Family PACT in 2002 (Table 3)—202,000 women
aged 15-19 and 724,000 women aged 20-44. Claims in-
cluded payment for oral contraceptives for about 478,000
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clients, condoms and other barrier methods for 412,000,
injectable contraceptives for 187,000 and long-term meth-
ods for 21,000. Emergency contraception was dispensed
without any other method to 27,000 clients. About 7,000
women received the new contraceptive patch, and 300 re-
ceived the contraceptive ring. Many women received more
than one type of method, either for dual use or because they
switched methods during the year.

The claims paid for female clients during 2002 provided
each woman with an average of 6.9 months of contracep-
tive coverage. Women aged 15-19 received 0.7 fewer months
of contraceptive coverage than women aged 20-44 (6.4 vs.
7.1). Part of this difference can be attributed to younger
women’s greater reliance on short-acting methods. How-
ever, even among clients receiving short-acting methods,
younger women received slightly less contraceptive cover-
age: two weeks less of oral and injectable contraceptive cov-
erage and one week less of barrier method supplies.

Overall, nearly 6.4 million woman-months of contra-
ception were dispensed through Family PACT during 2002.
Oral contraceptives accounted for the majority (57%) of
the woman-months of contraception dispensed, followed
by barrier methods (19%), the injectable (18%) and long-
term methods (6%). Coverage from long-term methods is
underestimated because of the two-year cap. The contra-
ceptive patch and ring were not covered by the program
until November 2002 and thus accounted for a negligible
proportion of the methods dispensed during the year; to-
gether, the patch, the ring and emergency contraceptives
provided less than 1% of woman-months of protection.

The proportion of contraceptive protection provided by
barrier methods in 2002 (19%) represented a substantial
increase from the proportion in FY 1997-1998 (12%).1
The proportion provided by oral contraceptives declined
from 63% to 57%.

Pregnancies Averted

On the basis of the quantity and type of contraceptive meth-
ods dispensed, we estimate that because of method failure
and noncompliance, women participating in Family PACT
experienced almost 25,000 pregnancies during the time
they were using contraceptives (Table 4, page 130). If these
women had been using the same method array as women
new to the program had been using prior to enrollment,
they would have experienced 230,000 pregnancies. The
difference, 205,000 pregnancies, is an estimate of the num-
ber of pregnancies averted through Family PACT services
in 2002. Among women aged 15-19, an estimated 43,600
pregnancies were averted; these pregnancies would have
led to 21,400 births, 15,700 abortions, 6,100 spontaneous
abortions and 400 ectopic pregnancies. Among women aged
20-44, the program prevented an estimated 161,300 preg-
nancies, which would have resulted in 72,600 unintend-
ed births, 62,900 abortions, 24,200 spontaneous abortions
and 1,600 ectopic pregnancies. The number of pregnan-
cies averted through contraceptive services in 2002 was
nearly twice the figure from 1997-1998, when 108,000 preg-
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TABLE 2. Percentage distribution of female Family PACT clients, by primary contracep-
tive method used prior to first visit—according to year and women'’s age, California

Method 2000 1997-1998

All* 15-19 20-44 All* 15-19 20-44

(N=868) (N=212) (N=656) |(N=1,429) (N=217) (N=1,212)
None 27 25 27 30 33 29
Natural family planning 3 2 3 4 5 4
Condoms 38 52 34 26 31 25
Oral contraceptives 18 12 19 23 19 24
Injectable 9 7 10 12 11 12
Implant 1 1 0 2 0 2
IUD 5 1 6 4 1 5
Total 100 100 100 100 100 100

*Percentages are age-standardized to 80% women aged 20-44 and 20% women aged 15-19. Note: Percentages

may not total 100 because of rounding.

nancies (including 41,500 induced abortions and 49,600
unintended births) were averted.

We examined the extent to which several reasonable al-
ternative scenarios affected our estimates of pregnancies
averted. The impact of these alternative scenarios ranged
from a 3% decrease in our estimates to a 21% increase (Table
5, page 130). First, if women who used methods subject to
user error were to experience failure rates 175% of those
in our base scenario, the Family PACT program would avert
an additional 28,400 pregnancies (14% more than we es-
timated), primarily because in the absence of the program,
women would become more likely to rely on methods that
require user intervention. If women were to attain perfect-
use contraceptive failure rates, the number of pregnancies
averted would be 3% less than in our base scenario. If
women in the program achieved these lower contraceptive
failure rates, perhaps through education and counseling
provided by the program, but women outside the program
did not, then the number of pregnancies averted would be
10% above the base estimate. Finally, if women used all of
the contraceptive supplies provided to them during the year,
then an additional 42,000 pregnancies would be averted,

TABLE 3. Number of women receiving contraceptives through Family PACT, and
mean number of woman-months of protection, by contraceptive method, according

towomen’s age, 2002
Method Women* Woman-months of
protectiont

All 15-19 20-44 All 15-19 20-44
Total 926,218 202,289 723,929 6.91 6.37 7.06
Tubal ligation 4,022 5 4,017 18.25 16.00 18.25
IUD 16,850 937 15913 16.89 16.71 16.91
Implant 84 15 69 18.02 17.80 18.07
Injectable 187,199 40,406 146,793 6.09 5.60 6.22
Oral contraceptives 478,363 108,278 370,085 7.60 717 7.73
Patch 7,097 1,450 5,647 2.08 2.02 2.10
Ring 328 75 253 2.21 2.05 2.25
Emergency contraception# 27,043 11,511 15,532 1.21 1.22 1.20
Diaphragm 1,147 96 1,051 223 217 223
Condoms 406,692 91,242 315,450 2.96 2.76 3.01
Foam/gel 3,707 471 3,236 2.23 2.07 2.25
IUD/implant removal§ 1,806 73 1,678 1.97 1.85 2.04

*Some women received more than one method. tDuration of protection is capped at two years for tubal liga-
tion, lUD and implant. #Excludes emergency contraception that was dispensed together with another method.

§Months of contraceptive coverage is calculated from first visit until removal.
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TABLE 5. Estimated number of pregnancies averted through use of Family PACT ser-
vices under selected scenarios, by women’s age, and percentage change in pregnan-
cies averted relative to base case

TABLE 4. Estimated number of pregnancies among Family PACT clients, in the presence and absence of Family PACT services,
and outcomes of pregnancies averted through Family PACT services, by year and women’s age

Measure 2002 1997-1998
All 15-19 20-44 All 15-19 20-44
(N=926,218) (N=202,289) (N=723,929) (N=491,569) (N=97,904) (N=393,665)
Pregnancies with Family PACT 24,800 6,100 18,600 10,800 2,200 8,700
Pregnancies without Family PACT 229,700 49,800 180,000 119,000 26,200 92,800
Pregnancies averted 205,000 43,600 161,300 108,100 24,000 84,100
Births averted 94,000 21,400 72,600 49,600 11,800 37,900
Induced abortions averted 78,600 15,700 62,900 41,500 8,700 32,800
Spontaneous abortions averted 30,300 6,100 24,200 16,000 3,400 12,600
Ectopic pregnancies averted 2,000 400 1,600 1,100 200 800

Note:Numbers may not add up to totals because of rounding.

21% more than in our base case.

We also created three additional but less likely scenar-
ios of what would happen in the absence of Family PACT.
First, if women used no method at all in the absence of the
program but continued to be sexually active, the number
of pregnancies averted would increase by almost 200% over
the base case, to 582,000. If half of the women abstained
from intercourse in the absence of contraceptive services,
the number of pregnancies averted would be reduced to
90,000, less than half of the base estimate. Finally, if women
who were using a prescription method when they entered
the program switched to condoms in the absence of the
program, the number of pregnancies averted would be
12,400 (6%) higher than the base estimate.

DISCUSSION
The growth of the Family PACT program has been sub-
stantial. The number of women served annually doubled
during the program’s first five years, and the Medicaid waiv-
er that was granted in 1999 allowed for the expansion of
services. This study indicates that the increase in the num-
ber of women using contraceptive services resulted in a sig-
nificant reduction in unintended pregnancy.

This reexamination of the program’s impact on fertility
has yielded new insight into what makes a family planning
program effective at reducing the incidence of unintended

Scenario All 15-19 20-44 % change
Base case 205,000 43,600 161,300 na
Higher contraceptive failure rates 233,400 37,900 195,500 14
Perfect-use failure rates among

allwomen 199,400 41,700 157,700 -3
Perfect-use failure rates only among

program clients 226,400 48,900 177,500 10
Women use all methods/supplies

dispensed 247,500 53,100 194,500 21
Clients use no method in absence

of Family PACT 581,900 129,200 452,700 184
Half of clients abstain in absence

of Family PACT 90,100 18,700 71,400 -56
All clients who began with a method use

condoms in absence of Family PACT 217,400 45,600 171,800 6

Notes: Numbers may not add up to totals because of rounding. na=not applicable.
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pregnancy. Because all contraceptive methods substantially
reduce the risk of pregnancy, the ability of a program to
prevent pregnancy lies primarily in its provision of con-
traceptive methods to women who would otherwise not
use them. Enabling women to switch from methods with
relatively high failure rates (such as condoms) to more ef-
fective methods is also an important, albeit less powerful,
factor. Evidence for these conclusions is provided by the
scenarios that produced the extreme estimates of preg-
nancies averted. Were all female clients to use no contra-
ceptive method in the absence of Family PACT, almost
582,000 pregnancies would have been averted by the pro-
gram. If half of the women in the program ceased having
sexual intercourse without Family PACT services, the pro-
gram would have averted only 90,000 pregnancies. And if
the women who entered the program using a prescription
method of contraception switched to over-the-counter meth-
ods in the absence of subsidized services, the effect on the
estimated number of pregnancies averted would be rela-
tively small—a 6% increase.

Our estimate of 205,000 pregnancies averted appears
to be robust to assumptions about failure rates. The esti-
mate would increase by as much as 14% if women were to
experience very high contraceptive failure rates or decrease
by 3% if women were to experience perfect-use failure rates.
Our efforts to account for method discontinuation by as-
suming that women who do not return for subsequent vis-
its use only half of the short-term methods dispensed re-
duced the estimate by 21%.

For this study, it was our intention to provide a conser-
vative estimate of pregnancies averted. Because Family PACT
does not cover abortion services or prenatal care, the claims
data do not provide precise information about pregnan-
cies and pregnancy outcomes experienced by program par-
ticipants. To be conservative, we estimated pregnancies only
for months in which contraceptive coverage was provided
through the program, allowing for method discontinua-
tion and capping the duration of coverage at two years. In
addition, we did not estimate pregnancies averted through
contraceptive distribution to males, who make up about
10% of the program’s clients.!?

Our sensitivity analyses indicate that the most pro-
nounced effects on our estimate come from altering as-
sumptions about what women would do in the absence of
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Family PACT. In our models, we assumed that women’s
method use in the absence of the program would be simi-
lar to that of Family PACT clients at the time of their first
visit. We chose this scenario because it is more conserva-
tive and realistic than assuming that women would use no
method of contraception in the absence of the program. It
also reflects clients’ increased reliance on condoms prior to
their initial Family PACT visit: During the program’s first
five years, the proportion of new female clients who had been
using condoms grew substantially; the increase was par-
ticularly large (from 31% to 52%) among women younger
than 20. In both age-groups, most of the increase in con-
dom use prior to enrollment was due to a decline in the use
of more effective methods of contraception, although the
proportion of women using no method decreased as well,
particularly among younger women. The net effect of these
changes is that the estimated annual probability of pregnancy
among women younger than 20 in the absence of Family
PACT has declined from 55% to 47%, thus approaching the
43% pregnancy rate seen among women 20 or older.

Whether women would continue using a method in the
absence of Family PACT depends on their ability to pay for
contraceptives or to find other low-cost sources of supplies.
Some women might stop using their prior method alto-
gether because they could no longer afford to pay for con-
traceptives out of pocket. Others might stop having inter-
course in the absence of family planning services, although
we suspect that this response would not be widespread,
given the high rates of pregnancy and abortion experienced
by this client population. According to our review of Fam-
ily PACT medical records, three-quarters of women—in-
cluding more than a third of those younger than 20—had
had atleast one pregnancy, and almost one in five had had
at least one abortion.

Unintended pregnancy is a widespread problem that can
have serious consequences. It is associated with significant,
negative public health outcomes and social burdens as well
as personal costs.! Averting 205,000 pregnancies would
save federal, state and local governments an estimated $1.1
billion over two years, or $2.76 for every dollar expended
on family planning services.!” Thus, preventing these preg-
nancies brings not only personal and social benefits but
significant public-sector savings on health care, social ser-
vices and education for women and their children.
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LETTERS

Title Xin California

In “Estimates of Pregnancies Averted Through
California’s Family Planning Waiver Program
in 20027 [2006, 38(3):126-131], Diana Greene
Foster and colleagues discuss the many suc-
cesses of California’s Family PACT program.
As the authors note, Family PACT (Planning,
Access, Care and Treatment) funds services to
eligible individuals with incomes up to 200%
of the federal poverty level through a fee-for-
service system that includes nearly 3,000
providers statewide who participate in Medi-
Cal, California’s Medicaid program. However,
contrary to a statement made in the article, the
Title X program in California is also a major
source of support for services for needy men
and women. Through community-based not-
for-profit public and private providers at more
than 300 sites, Title X funds clinical services
for individuals with incomes up to 250% of
the federal poverty level, as well as education
and community outreach services not funded
by any other public source.

The increasing price of contraceptives and
new contraceptive technologies, the rising cost
of advanced diagnostic tests, the severe short-
age of health care workers and the inadequate
level of Medicaid reimbursements all con-
tribute to gaps between costs and payments
to providers. Title X, the last public source to
which agencies can turn, helps to offset some
of these service payment gaps.

The value of the Title X dollars in Califor-
nia cannot be underestimated. Although the
state is home to nearly 11% of the U.S. popu-
lation, it receives less than 8% of the national
Title X grant. Still, the California Title X pro-
gram serves more than 790,000 women and
men—or roughly 15% of all those receiving care
through Title X nationally—each year. The pro-
gram serves more men than any other Title X
program in the United States, and a higher pro-
portion of Title X clients in California than else-
where are men. Through its collaborative ef-
fort with Family PACT, California averted more
than 200,000 unplanned pregnancies in 2002,
as Foster and her colleagues point out.!

Yet, even with the waiver program, only 56%
of women in need of publicly funded family

planning services were served in FY
2004-2005.2 The unmet need is large, and the
possibilities for even more dramatic results are
significant.

California has made family planning a pri-
ority, and its efforts have paid off in dramatic
reductions in teenage pregnancy rates and in
the number of unplanned pregnancies. I re-
gret that Title X’s important role in achieving
these remarkable results was not communi-
cated clearly in the Foster article.

Margie Fites Seigle
California Family Health Council
Los Angeles
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The authors reply:

Thank you for clarifying Title X’s role in pro-
viding family planning services in California.
In our article, we neglected to mention the clin-
ical services Title X provides to women with
incomes of 200-250% of the federal poverty
level and its important function of reducing
funding gaps. The estimates in the article are
based solely on clinical services reimbursed
through Family PACT. However, Title X con-
tributed to the program’s success by sup-
porting client education and outreach, and by
supporting Family PACT providers whose ex-
penditures were not covered by Family PACT
and Medi-Cal reimbursement. Had we stud-
ied the impact of all of Title X’s activities, the
total fertility effect of publicly funded family
planning programs in California would have
been even greater than we reported.



