June 2009

GUTTMACHER
INSTITUTE

Restrictions on Medicaid Funding for Abortions:
A Literature Review

Stanley K. Henshaw, Theodore J. Joyce, Amanda Dennis, Lawrence B. Finer and Kelly Blanchard

= The Hyde Amendment bans the use of federal Medicaid funds for abortions except in cases
of life endangerment, rape or incest. In addition, as of 2008, 32 states and the District of
Columbia had prohibited the use of their state Medicaid funds for abortions except in the
limited cases allowed under the Amendment.

e A literature search identified 38 studies of the impact of these laws on a range of outcomes.

e Approximately one-fourth of women who would have Medicaid-funded abortions instead give
birth when this funding is unavailable.

e Medicaid restrictions lead to a reduction in the proportion of teenage pregnancies that end in
abortion, but the long-term effect on the birthrate is less clear.

e Such restrictions appear to delay some women having abortions by 2-3 weeks and Medicaid-
eligible women having first-trimester abortions by a few days on average; the net impact on
second-trimester procedures is unclear.

e Studies have found little evidence that lack of Medicaid funding has resulted in illegal
abortions, although one death was directly related to the restrictions and two were
indirectly related.

e Studies of the impact of Medicaid restrictions on other outcomes—sexual behavior, prema-
turity, low birth weight, fatal injuries to children, late or no prenatal care, suicide and number
of abortion providers—suffer from methodological limitations and are inconclusive, although
there is some evidence of adverse effects on child health.

e The additional public cost of prenatal care, delivery services and welfare totals 4-5 times the
amount saved by not paying for Medicaid abortions.

e Many studies were limited by the weakness of data sources and inability to control for un-
measured factors that influence trends in abortion rates and birthrates. Although short-term
impacts of Medicaid restrictions have been demonstrated, the long-term impact is less clear
and difficult to measure.
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Background

After abortion became legal nationally in the United States
as a result of the Roe v. Wade decision, medically neces-
sary abortions were covered in all or most states under
Medicaid, the joint federal and state health insurance pro-
gram for eligible low-income families. In 1976, Congress
passed the Hyde Amendment, which bans federal funding
of abortion in all but the most extreme circumstances.
Named after longtime Rep. Henry Hyde (R-IL), who retired
in 2006, the first version of the Hyde Amendment forbade
the expenditure of federal funds for abortion services
except in cases where the continuation of the pregnancy
threatened the woman's life, under all programs adminis-
tered by the Department of Health, Education and Welfare
(now the Department of Health and Human Services).
The measure primarily affected Medicaid (Title XIX of the
Social Security Act).

In 1976, Congress passed the Hyde
Amendment, which bans federal funding
of abortion in all but the most extreme
circumstances....Over the years, research-
ers have studied various possible impacts
of funding restrictions....This report
assesses the strengths and weaknesses of
each study and draws conclusions based
on the most reliable research.

Congress has renewed the Hyde Amendment every
year since, albeit with some modifications. The current
version of the Amendment, established in 1997, allows
federal funding for abortion in cases of rape and incest, as
well as life endangerment, but tightens the life exception
to permit payment only when the woman'’s life is threat-
ened by a “physical disorder, physical injury, or physical
illness, including a life-endangering physical condition
caused by or arising from the pregnancy itself.”

At least at the federal level, challenges to the legality
of the Hyde Amendment were put to rest more than 20
years ago. In June 1980, the Supreme Court held in Harris

*Alaska, Arizona, California, Connecticut, Hawaii, lllinois,
Maryland, Massachusetts, Minnesota, Montana, New Jersey,
New Mexico, New York, Oregon, Vermont, Washington and West
Virginia.
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v. McRae that under the U.S. Constitution, the federal and
state governments have no obligation to provide funds
for the exercise of the right to abortion even when they
pay for prenatal and maternity care for poor women. The
federal government could choose to “encourage child-
birth over abortion” by paying for the former and not the
latter—even if, as Justice Potter Stewart suggested in
the Court's majority opinion, to do so might not be “wise
social policy.”

At the state level, the issue has been somewhat more
fluid. Currently, 17 states* have a policy to use their own
funds to pay for all or most medically necessary abortions
(those necessary to protect a woman'’s health) sought by
Medicaid recipients’—a list that has fluctuated slightly
over the past 25 years. Of these states, four (Hawaii,
Maryland, New York and Washington) adopted such a
policy voluntarily. The remainder were ordered to do so
by their courts under their individual state constitutions.

In addition, the policy of 32 states’ and the District of
Columbia is to pay for abortions only in those circumstanc-
es permitted under the federal Hyde Amendment, and
one state (South Dakota) is in violation of federal Medicaid
law because it pays for abortions only in cases of life
endangerment.

Over the years, researchers have studied various pos-
sible impacts of funding restrictions, including changes in
the number or rate of abortions, births and pregnancies;
delayed timing of abortions; resort to illegal abortions
(ones not performed by a physician); an increase in com-
plications after an illegal abortion; the consequences for
women of having to raise money to pay for an abortion;
changes in sexual behavior, suicide rates and the avail-
ability of abortion services; and the potential public costs
or savings.

This report assesses the strengths and weaknesses
of each study and draws conclusions based on the most
reliable research. To frame the discussion, we first pres-
ent an overview of the methodological challenges facing

tTAlabama, Arkansas, Colorado, Delaware, Florida, Georgia, Idaho,
Indiana, lowa, Kansas, Kentucky, Louisiana, Maine, Michigan,
Mississippi, Missouri, Nebraska, Nevada, New Hampshire,

North Carolina, North Dakota, Ohio, Oklahoma, Pennsylvania,
Rhode Island, South Carolina, Tennessee, Texas, Utah, Virginia,
Wisconsin and Wyoming.



researchers who analyze the impact of Medicaid restric-
tions. This includes a discussion of the expected out-
comes, strengths and limitations of the data, and efforts
to reduce the effect of unknown or uncontrolled influ-
ences. We review the data by first looking at the repro-
ductive outcomes evaluated from a national perspective,
in which researchers used data from all or most states or
from population surveys. Research addressing the impact
among all women of reproductive age and among minors
specifically is discussed. Next, we critique literature that
examines reproductive outcomes in groups of states, in
single states and finally, in cities and individual clinics. We
examine the literature within these sets chronologically.
We then review the literature that focuses on infant health
outcomes, sexual behavior, suicide rates and economic
impact.
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Methods

We conducted a search of literature published between
1979 and 2008 and identified studies on the impact of
Medicaid funding laws. We used four search engines:
Google Scholar, PubMed, Popline and Web of Science.
In Google Scholar and PubMed, we limited our search
to English-language reports. In Popline, we imposed no
restrictions on types of articles searched. In the Web of
Science, we searched all databases with reports from
1900, restricting results to those in English. The search
terms used were “abortion AND Medicaid.”

We initially scanned the titles of the articles returned
from the database searches and eliminated ones that
were obviously not relevant. We then collected and re-
viewed abstracts of the remaining articles in order to iden-
tify those that were eligible for inclusion in the review. We
selected articles that were published in English, focused
on the United States, demonstrated original research and
provided details on the impact of restrictions on the use
of Medicaid funds for abortion. We carefully examined the
citations in the articles selected in order to identify addi-
tional papers to be considered for inclusion in the review.
We also consulted with experts in the field.

After collecting and reviewing the articles, we evalu-
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ated each study on five measures of quality. Our first mea-
sure assessed the reasonableness of the assumptions
built into the study’s statistical model. Second, we deter-
mined if the population(s) of interest and the outcome(s)
of interest were accurately measured. Third, we assessed
whether the researchers adequately controlled for pos-
sible confounding variables. Fourth, we considered the
adequacy of the statistical methods, with attention to

the robustness of the results. The reliability of statistical
approaches was assessed by comparing the results of
studies using the same methods. Finally, we considered
longitudinal studies to be preferable to cross-sectional
ones because the former control for unmeasured state
characteristics that are constant over time. We provide
brief discussions of the quality, strengths and weaknesses
of each study reviewed.

Our search of the four databases yielded 436 pos-
sible articles for this review. We eliminated 413 because
they were not relevant, did not present original research
or repeated an analysis included in another paper. We
identified 15 additional studies through citation reviews
and expert interviews. In all, 38 studies, shown in Table 1,
were included in the review.



Methodological Challenges in Assessing
the Impact of Medicaid Funding Restrictions

on Abortion

Data limitations present a major challenge for evaluators
of the impact of Medicaid funding restrictions on the
number of abortions. A straightforward strategy would

be to compare abortion rates and birthrates of Medicaid-
eligible women with those of women just above the
income eligibility threshold for Medicaid both before and
after a funding restriction was put into place. A similar
comparison could be made in states without funding
restrictions. Contrasts across the two types of states and
eligibility groups would provide an estimate of the funding
restriction’s impact on Medicaid-eligible women adjusted
for ongoing trends in reproductive choices among poor
and near-poor women. Unfortunately, for most states and
years, neither the number of abortions provided to women
just above the Medicaid income threshold nor the number
of Medicaid-eligible women of reproductive age in the
population is available.

A less convincing design is to measure trends in the
abortion rates of all women or of those most likely to
qualify for Medicaid. To this end, researchers can use
several sources of data, although each data set has certain
strengths and weaknesses. One major source of data is
the Guttmacher Institute. The Institute’s periodic survey
of abortion providers yields the most widely accepted es-
timate of the number of abortions by state of occurrence;
however, these data are not collected by characteristics of
the patients.? For most years, the Institute also estimates
the number of abortions obtained by residents of each
state. Since state Medicaid programs pay only for services
for residents of the state, the abortion rate of residents is
most relevant for studies of Medicaid policy. Studies using
abortion rates by state of residence are more credible than
those based on state of occurrence.

A second major source of data is the series of annual
abortion surveillance reports published by the Centers for
Disease Control and Prevention (CDC). The CDC collects
data from state health departments and reports abortions
by state, year and several demographic factors: age, race,
marital status, gestational age, type of procedure, parity
and previous induced abortions. This would appear to be
an improvement over the Guttmacher data, except that
the total number of abortions as reported by the CDC
is approximately 15% lower than that reported by the

Guttmacher Institute, and the degree of undercounting
varies substantially by state.® Further, not all states report
abortions to the CDC; California, a populous state, is a
notable example. Finally, the limited cross-tabulation of
the data available from the CDC prevents analyses by age
and race or by race and marital status, two stratifications
that would be useful in an analysis of Medicaid financing
restrictions.

The third major source of data is state health de-
partments. The CDC uses tabulations provided by the
states of these same data in its surveillance reports.

The major advantage is that they contain data on indi-
vidual procedures, if the state is willing to release them.
Individual-level data allow for a more refined aggregation
than is available using the CDC reports. With these data,
researchers could compare, in principle, changes in abor-
tion rates of young and less educated women in an effort
to broadly identify women most likely to be eligible for
Medicaid. Often, however, the proxies for socioeconomic
status, such as completed schooling, are poorly reported
in these files.*

Because of the limitations of population-based
abortion data, researchers have evaluated the effect of
Medicaid financing restrictions on births and abortions by
using a fourth data source, information from surveys of
women. Surveys have detailed information on income, ed-
ucation, marital status and family composition that enable
researchers to more accurately assess Medicaid eligibil-
ity. Their greatest drawback, however, is that women are
reluctant to report induced abortions. VWomen in surveys
underreport abortions by as much as 60% when their
reports are compared with Guttmacher’s national data,
and underreporting tends to be worse among women
more likely to be eligible for Medicaid.® In addition, most
analyses based on surveys are essentially cross-sectional
because sample sizes are inadequate to assess the ef-
fect in specific states before and after a policy change. In
sum, the lack of adequate data from any of these sources
is a discouraging aspect to investigating the impact of
Medicaid restrictions.

On a positive note, research on the impact of Medicaid
funding restrictions is unlikely to be confounded by out-
of-state travel, a factor affecting research on the impact
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of other restrictions such as parental involvement laws

or mandatory counseling and waiting period statutes.*
Medicaid recipients have no incentive to go out of state
for an abortion in an effort to bypass the state’s funding
restriction. The state Medicaid system in New York, for
example, will not cover an abortion for a woman who is
enrolled in Pennsylvania’'s Medicaid program. In other
words, the imposition of a funding restriction on abortions
in Pennsylvania in 1985, for example, should not have
encouraged Medicaid recipients there to seek abortion in
a nearby state. The only exception is if women who would
have had Medicaid abortions in Pennsylvania turned to a
neighboring state for less expensive (self-paid) services.
Therefore, lack of data on women who cross state lines
to have their procedures is likely to be a minor source of
bias, unlike the case when evaluating the impact of paren-
tal involvement laws or mandatory counseling and waiting
period laws.

Another area of uncertainty is the classification of
states according to their Medicaid abortion funding poli-
cies. No studies have dealt explicitly with the problem of
states wherein policies differ from practice. For example,
Medicaid theoretically covered abortion in almost all states
for most of 1980, but many states actually reimbursed
providers for few or no abortions.® Similarly, in 2001,
Idaho, lllinois, Indiana and Montana were under court
order to pay for most or all medically necessary abortions,
but in fact paid for none or almost none.” It would seem
that an evaluation of the effect of Medicaid abortion fund-
ing should count these states as restrictive, but as far as
can be determined, all but two studies®® treated them as
states that fund abortions.

The most common research design in the evaluation
of Medicaid funding restrictions involves a multivariate
regression of annual state abortion rates on an indicator
of whether the state financed Medicaid abortions. Such
regressions typically include indicator variables for each
state and year, often referred to as state and year fixed
effects.” The advantage of using a panel of states over

*Dennis et al. present a detailed overview of the methodological
challenges associated with the evaluation of parental involvement
laws, and Joyce et al. present a detailed overview of the method-
ological challenges associated with the evaluation of mandatory
counseling and waiting period laws (sources: Dennis A et al.,

The Impact of Laws Requiring Parental Involvement for Abortion:
A Literature Review, New York: Guttmacher Institute, 2009 and
Joyce T et al., The Impact of State Mandatory Counseling and
Waiting Period Laws on Abortion: A Literature Review, New York:
Guttmacher Institute, 2009).

tState fixed effects are used to control for unmeasured state
characteristics. Year fixed effects are used to control for unob-
served differences in abortion rates that are common across
all states over time, such as the potential effect of national
economic trends.
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time is that variation in the timing of Medicaid funding
restrictions increases the statistical power of the analysis
to distinguish effects of the policy from ongoing changes
in abortion rates and birthrates due to other factors.

However, the aggregate nature of the data and the
timing of the restrictions greatly diminish the statistical
power of this design. One challenge is that state data on
abortion rates pertain to all women. Yet women eligible
for Medicaid comprise a relatively small proportion of all
women, and this was especially so in the early 1980s.
This fact makes it difficult to distinguish changes in the
total abortion rate due to changes among Medicaid-eligible
women from changes resulting from factors that affected
all women.

A second challenge is the limited variation in the
imposition of Medicaid funding restrictions across states
and over time. Essentially all states funded abortions for
Medicaid-eligible women between 1973 and August 1977.
During enforcement of the Hyde Amendment between
August 1977 and February 1980, only 14 states funded
abortions to Medicaid recipients without interruption.™
The Amendment was enjoined from February 1980 to
September 1980, during which time federal Medicaid
funding was once again available. However, not all states
took advantage of the availability of matching federal
funds. As a result, the actual number of publicly funded
abortions during this period in states that had not provided
funding between August 1977 and February 1980 was
substantial in only a few of the states.® Thus, a good argu-
ment can be made that Medicaid funding for abortions
became unavailable after August 1977 in 34 states, with
some exceptions in 1980 and a few additions during the
1980s.

The lack of variation in the timing of Medicaid financing
restrictions limits an analysis across 50 states to essential-
ly a before-and-after design with a group of experimental
states (states restricting funding) and comparison states
(states not restricting funding). This is often referred to
as a difference-in-differences analysis. As straightforward
as this design appears, it rests critically on the credibility
of the comparison group. Both the pre-restriction level of
and trend in the abortion rate of women in experimental
states should be as similar as possible to those in the
comparison states. Differences in both rate and trend
would suggest potential confounding factors. However,
Medicaid financing restrictions are not randomly assigned
across states: They are concentrated in states that are po-
litically more conservative and more likely to impose other
measures to limit access to abortion. Thus, California,
New Jersey, New York, Oregon and Washington fund
abortions to women on Medicaid, whereas most states
in the South and Midwest do not. This raises the difficult



question of whether the change in abortion rates in the
nonrestrictive states is a good counterfactual—a reason-
able estimate of the change in the restrictive states that
would have been observed had they not cut off Medicaid
funding for abortions. Alternatively, it may be the case that
abortion rates in restrictive states were falling or would
have fallen even without the funding restriction because
of a more negative climate toward abortion that had been
intensifying over time. These are challenging issues that
confront researchers in the evaluation of Medicaid financ-
ing restrictions.

In the end, the best research designs are the most
transparent. Researchers should present data for the
restricted and nonrestricted groups graphically so that
readers can assess the prima facie credibility of the
comparison group. Effort should be made to identify
women most likely eligible for Medicaid so that changes
in abortion rates and birthrates among these women
after imposition of a funding restriction can be compared
with changes among women unlikely to be eligible for
Medicaid. Researchers should also discuss the plausibil-
ity of the magnitude of the estimated effects, especially
when analyzing state-level abortion rates and birthrates.
For instance, assume that only 20% of women in a state
are eligible for Medicaid, and that researchers find that
Medicaid financing restrictions are associated with a
10% decline in the abortion rate. This implies that abor-
tion rates among Medicaid-eligible women fell by 50%
(=0.10/0.20). This would appear to be an extremely large
decrease, and it should force analysts to present addi-
tional evidence to support such a change. Another reason
to focus on the magnitude of the estimates is because too
often researchers concentrate on statistical significance.
Recent econometric studies have shown that analysts
tend to underestimate the variance of estimated regres-
sion coefficients when evaluating the impact of state
policies."'? As a result, analysts reject the null hypothesis
of no association too often and incorrectly conclude there
exists a significant association between state laws and
reproductive outcomes. (In this review, the term signifi-
cant specifically refers to statistically significant.) The
combination of simple plots, well-defined experimental
and comparison groups, and thoughtful discussion as to
the magnitude of the estimated effects can enhance the
credibility and validity of study findings.

Guttmacher Institute



National-Level Studies of

Reproductive Qutcomes

Eighteen of the 38 articles in this review evaluated the
impact of Medicaid restrictions on reproductive health be-
haviors among minors or all women using data from most
or all states. The outcomes of interest included the abor-
tion rate and ratio, gestational age at the time of an abor-
tion, the pregnancy rate and the birthrate. National studies
can be classified as those that analyzed the general policy
determinants of abortion (including Medicaid restrictions
as one determinant) and those that focused primarily on
Medicaid restrictions.

Studies of Impact Among All Women of
Childbearing Age

Hansen'® conducted a path analysis* using state-level
data to study the impact of Medicaid abortion funding

on abortion rates in 1976. The analytical model included
population demographic characteristics, legislative support
for and religious opposition to abortion within a state,
Medicaid expenditures on abortion, and the presence of
medical facilities to perform abortions. The model was
estimated using a series of regression equations. Hansen
concluded that demographic factors such as race, poverty
and religion explained very little of the variance in abortion
rates between states. The path coefficient for Medicaid

in the model was 0.43, which indicated that Medicaid
expenditures for abortion were strongly positively related
to abortion rates. However, the association virtually
disappeared when controls for the population of the state
were introduced, reflecting the fact that abortion rates are
higher in populous states such as California and New York,
which also have a high level of abortion funding.

A positive aspect of the study was the author’s at-
tempt to apply path analysis to capture the complicated
interplay between factors related to state abortion rates.
However, despite use of this approach, the study was
still cross-sectional, and the author was unable to control
for many variables associated with differences in state-
level abortion rates. In addition, the author used Medicaid
expenditures for abortion per 1,000 women of reproduc-
tive age as a measure of a state’s abortion policy. This ap-

*A path analysis is a means of estimating models in which nu-
merous variables are determined simultaneously.
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proach is confusing since there were periods during which
all states theoretically paid for Medicaid abortions.

Haas-Wilson'* analyzed data from 36 states to deter-
mine the effect that Medicaid restrictions had on abortion
rates and on the availability of abortion providers. She
calculated the 1987 abortion rates for all women and for
minors using CDC data. She found that the abortion rate
was 16.4 per 1,000 women of reproductive age in states
that restricted Medicaid funding for abortions, compared
with 24.1 in states that did not. She found similar differ-
ences among minors and for the ratio of births to pregnan-
cies.

The major shortcoming of this study is the cross-
sectional design, which should not be used to draw causal
interpretations. Abortion rates differ between states for
many reasons—socioeconomic factors, demographics,
religiosity and political sentiment, to name a few—and
there were no statistical controls for such differences. As
a result, differences in abortion rates that the researcher
attributed to differences in Medicaid financing restric-
tions likely reflect other differences between the states.
Another weakness of the study is the use of CDC data,
which underreport abortions.

Wetstein'® analyzed the national trend in the ratio of
abortions to births to see whether discontinuities in these
measures occurred with policy changes, specifically Roe v.
Wade in 1973 and the Hyde Amendment in 1978, the first
full year of its impact. No discontinuity was found in either
year. In 1978, a long-term increase in the abortion ratio
continued. However, the study is essentially a pre-post
analysis at the national level with no comparison group.
Moreover, the proportion of women nationally affected
by the funding cutoff was relatively small considering that
California, New York and other states with high abortion
rates continued to fund Medicaid abortions, and the dis-
continuity in 1978 would have been diluted because 1977
was also affected as of August 4. The author correctly
concluded that the effect of policy changes is best studied
at the state level.

Meier and McFarlane® conducted a pooled time-series
analysis with partial fixed state effects using data from all
states for 1982-1988. The outcome variables were the
abortion rate among all women and the birthrate among



teenagers. The researchers used the rate of publicly
funded abortions per 1,000 women in the state as the
independent variable rather than using a variable indicating
the official state policy on Medicaid funding for abortions.
They controlled for socioeconomic variables including race
and ethnicity, income, state family planning expenditures
and access to abortion providers. The researchers found
that restricting Medicaid abortion funding was associated
with a 42% decrease in the number of abortions that
would have been funded through the program. Medicaid
restrictions were also associated with an increase in the
teenage birthrate.

The authors acknowledged that the possibility that
state-level factors other than Medicaid restrictions may
have affected overall abortion rates. The use of the
Medicaid funding rate may introduce a spurious correla-
tion in that states with a high abortion rate are likely to
have a high rate of Medicaid-funded abortions. Fixed ef-
fects of some but not all states were controlled, and there
were no controls for state-specific trends in the abortion
rate. Because Medicaid funding changed in only three
states between 1982 and 1988, the study was to a large
extent a comparison of states with and without Medicaid
abortion funding and was vulnerable to confounding from
hard-to-measure differences between the two groups of
states.

Currie et al.’® used individual-level data for 1980-1989
from the National Longitudinal Survey of Youth (NLSY) to
examine the probability that a pregnancy would be carried
to term in states with Medicaid restrictions compared
with states without them. (They also examined infant
health outcomes, as discussed in a later section of this
review.) The researchers combined the NLSY data with
state- and county-level information from other sources.
They tabulated results separately for whites, Hispanics
and African Americans and for low-income and high-
income women. The regression analyses controlled for
both community variables (availability of medical facilities,
proportion of births to unmarried women) and individual
variables (age, religion and other demographic charac-
teristics). The study’s results indicated that restricting
Medicaid funding for abortions was associated with a
significant increase in the probability of a pregnancy being
carried to term—~by 3% for white women and 10% for
their African American peers, and by 4% for high-income
women and 5% for their low-income peers. The authors
further examined whether the effects of restrictions
differed according to their legal status (enforced vs.
enjoined). They found that among African American and
low-income women, enforced restrictive laws led to an
increase in the probability of birth when compared with
enjoined ones, which had no effect. Among white and

10

high-income women, enjoined laws had no significant
effect, but their effect was not significantly less than that
of enforced laws. When the number of available abortion
providers was removed from the model, enforced laws
were associated with an increase in the birth probabil-
ity and enjoined laws were not in all racial and income
groups, although the coefficients for African American and
low-income women were higher than those for their white
and high-income counterparts. The authors concluded that
restrictive laws may increase birth probabilities among
white and high-income women indirectly by reducing the
number of abortion providers.

The study has several limitations. First, abortions
are underreported in all surveys, including the NLSY.
Moreover, underreporting is greater among minorities
and the poor.® Second, given the nature of the data, the
authors were unable to control for state fixed effects;
thus, they are using cross-state variation to identify
effects of the law. Third, key falsification tests fail. For
instance, Currie et al. also found that enjoined laws were
associated with a significant reduction in birth weight,
especially among high-income women, whereas enforced
laws were not. In addition, enforced funding restrictions
led to increases in the birth probability of four percentage
points among high-income women and five percentage
points among low-income women. The authors speculate
that the restrictions may have decreased the number of
abortion providers in the state, which in turn affected all
women. However, they could have tested this directly by
simply regressing the number of abortion providers per
capita on the state’s Medicaid restriction status. Indeed,
Blank et al.'” (discussed below) regressed the number of
abortion providers per state on an indicator of Medicaid
financing restrictions and found no association.

Using the abortion rates of 49 states and the District
of Columbia published by the Guttmacher Institute
for 1974-1988, Blank et al.'” estimated the impact of
Medicaid funding restrictions on abortion rates of all
women (not just low-income women) by using a multivari-
ate regression model with state and year fixed effects.
They included many variables in their estimation equation
to control for a range of factors that might influence abor-
tion rates. They also attempted to address the simultane-
ous relationship between abortion rates and the number
of abortion providers, the latter of which they estimated
using an instrumental variables approach.*

The researchers found that the inclusion of state
and year fixed effects had a significant impact on their
results and often diminished the explanatory power of the
economic or demographic variables in their model. They
concluded that enforced Medicaid funding restrictions are
associated with a 3% or 5% decline in the abortion rate

Guttmacher Institute



of state residents, depending on the estimation method,
relative to the rate in states without restrictions. Neither
estimate was significant, however. Enjoined restrictions
were associated with a 6% increase in abortion rates.
Abortion rates according to state of occurrence were
reduced by 13% when restrictions were enforced and by
6% when they were enjoined. The authors hypothesized
that, given the effect of nonenforced restrictions in their
models, there are other omitted variables that are corre-
lated with the implementation of Medicaid funding restric-
tions such as availability of abortion providers or cultural
changes occurring at the state level, or both. However, in
a regression analysis reported in the article’s appendix, a
state’s policy on Medicaid funding for abortions was not
associated with the number of abortion providers. The
authors speculated that women's perceptions about the
availability of abortion or increased public opposition to the
procedure may play, if not a causal role, then a concurrent
role in the reduction in abortion rates seen after the enact-
ment of funding restrictions, but they provide no evidence
to support this suggestion. The researchers note that they
could look at the impact of the laws on aggregate abortion
rates only and were unable to directly determine how the
results apply to the Medicaid-eligible population.

This study had two strengths: It covered the period
before restrictions took effect and it controlled for state
and year fixed effects. Although the decline in the resident
abortion rate of 3-5% was not significant, this finding
plus the increased abortion rate associated with enjoined
laws lends support to the hypothesis that Medicaid fund-
ing restrictions reduce the abortion rate of low-income
women. However, the finding that such restrictions were
strongly associated with abortions by state of occurrence
(compared with state of residence) is hard to explain.

In addition, the attempt to correct for the simultaneous
determination of abortion rates and abortion providers was
not successful, as indicated by the lack of robust find-

*The instrumental variables approach is a two-step procedure.
Consider its use by Blank et al. In the first step, the authors
regressed the number of abortion providers on a set of variables
or “instruments” that are strongly correlated with abortion provid-
ers, but that are presumed to have no direct effect on abortion
rates. In the second step, the natural logarithm of abortion rates
was regressed on the predicted value of abortion providers
obtained in the first stage. The authors used the total number of
non-obstetrician-gynecologist physicians and the total number
of hospitals in each state and year as instruments. The validity of
the procedure rests critically on the assumption that the number
of physicians and hospitals in a state has no association with
abortion rates except through the number of abortion providers.
This seems doubtful since states with large numbers of physi-
cians and hospitals, such as California, Massachusetts, New
Jersey and New York, tend to be states that use public funds for
abortions to poor women. In other words, leaving these variables
out of the abortion rate equation may not be appropriate.
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ings. Nevertheless, to the authors’ credit, they presented
a wide range of findings even if the findings tended to
contradict their basic theory.

Meier et al.® used a pooled time-series design with
data for all states for the years 1982-1992 to estimate
the effect of 23 policies related to abortion. The rate of
Medicaid-funded abortions, included as a control variable
in the regression analyses, was significantly associated
with the abortion rate. As in an earlier study,® the use of
the Medicaid funding abortion rate may have introduced a
spurious correlation in that states with a high abortion rate
are likely to have a high rate of Medicaid-funded abortions.
The authors also attempted to control for hard-to-measure
state factors that affect abortion by including the lagged
abortion rate (i.e., that of the previous year) in the regres-
sion analyses. Doing so was inappropriate because the
lagged rate should be associated with changes in other
variables rather than with their absolute values."

Levine et al.’® investigated whether state Medicaid
restrictions affect the likelihood of getting pregnant, hav-
ing an abortion and bearing a child. The authors analyzed
abortion rates and birthrates in 50 states from 1977
through 1990 using a simple before-and-after design as
well as multivariate regression models with state and year
fixed effects. To account for trends within each state, they
included interactions between a time trend and state fixed
effects in some models.

The researchers found the abortion rate decreased
in states where Medicaid restrictions were enacted by
about 6% during 1977-1988; when state-specific trend
variables were included, the decline was 3%, indicating
that some of it was due to other factors. The effect of
Medicaid restrictions on the birthrate varied across mod-
els. A significant reduction in birthrates was found using
models that included state and year fixed effects, but the
reduction was not significant when state-specific trends
were added. In models that included only state and year
fixed effects, funding restrictions appeared to significantly
reduce births in the year after they were enacted, and this
effect appeared to grow over time. The authors noted that
the diverse results across the different models indicated
that the impact on birthrates was dependent on the sta-

TIncluding the lagged abortion rate on the right-hand side of the
regression analysis is almost equivalent to regressing year-to-year
changes in the abortion rate on a set of determinants. In this
formulation, the authors are asserting that changes in the abor-
tion rate are correlated with the level in the other determinants.
This is difficult to justify; for example, how can a state’s policy
toward Medicaid-financed abortions in 1980 explain changes in
the abortion rate between 1979 and 19807 If the authors wanted
to analyze changes in abortion rate—a perfectly appropriate
outcome—they should have regressed changes in the abortion
rate on changes in Medicaid policy.
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tistical adjustments; they concluded that birthrates either
remain unchanged or fall slightly in response to funding
restrictions on abortions.

Because they used state aggregate data, Levine et al.
were unable to calculate abortion rates or birthrates for
specific populations, such as Medicaid-eligible women. In
an effort to refine the analysis, the researchers analyzed
self-reported data from the NLSY to compare abortions
and births among women living in states that allowed
Medicaid funding for abortions in 1981 with those among
women living in states that restricted such funding in that
year. They then compared fertility behaviors among wom-
en whose family income was below the poverty line with
those of the rest of the population. The authors acknowl-
edged the limitations of using data from a survey that had
been shown to have substantial underreporting of abor-
tions. Since they could not use state fixed effects because
of the limited sample size of women in each state and
year, they included dummy variables for the nine census
divisions. They found that restrictions had no significant
impact on births for the overall population, but births for
women in poverty fell relative to those of women whose
family income was above the poverty line (this finding
was significant at the p<.10 level). Additionally, they found
that in relation to higher-income women, those in poverty
appeared less likely to get pregnant in states with restric-
tions on abortion in effect. In sum, the NLSY data support
the authors’ initial aggregate-level findings that Medicaid
restrictions had little impact on births, were associated
with a reduction in the abortion rate and therefore must
have led to a drop in the pregnancy rate. These effects
were concentrated among women in poverty. The authors
found that although both of their data sets had limitations,
the relatively similar results obtained from them supported
their conclusions.

The study by Levine et al. is widely cited. One of its
strengths is that the authors present basic time-series
plots of birthrates and abortion rates for states with and
without restrictions on Medicaid-funded abortions. This
allows readers to assess the comparability of the two
groups. The transparency is important because Figures
2-4 reported in the article raise important questions
about experimental design. First, the baseline abortion
rate among the nonrestrictive (control) states was ap-
proximately 70% greater than that among the restrictive
("treatment”) states. As Meyer'® points out, large differ-
ences in the level of the outcome between a treatment
group and a control group may reflect important differ-
ences that vary with time between the two groups.*

Second, there is no sharp discontinuity associated
with the restriction. According to the authors, “ ... 27
states virtually immediately instituted definitive and
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enforceable Medicaid funding restrictions” by the begin-
ning of 1981. Yet the abortion rate in the states that did
so shows a smooth upward trend from 1977 to 1980 that
just as smoothly returns to its 1977 level by 1985.

Third, the authors assume that Medicaid funding
was available in the restrictive states during 1977-1980.
But data from the Guttmacher Institute and the detailed
analysis by Merz et al.” strongly suggest otherwise. There
were approximately 70,000 publicly funded abortions in
fiscal year 1977 in the 27 states that Levine et al. coded
as having first restricted funding in 1981, but in fiscal year
1979, 16 of these states funded fewer than 20 abortions
each, six funded 20-60 of them and only two funded
more than 60. The number funded in the remaining three
states is unknown, but none of those states funded as
many as 20 abortions in fiscal year 1978 (as shown by
Henshaw et al.20Mble VD) “This introduces a potentially im-
portant source of misclassification that would tend to bias
the estimates of Levine et al. toward the null of no effect.
The authors contend that the uncertainty as to funding
between 1977 and 1980 would have made it difficult for
women on Medicaid to predict whether public funding
would be available. Why this reasoning should lead them
to code these years as a pre-restrictive period in these
27 states is unclear. The misclassification of states could
account for the lack of a clear difference in the trend be-
tween 1977 and 1981 in the abortion rates of the restric-
tive and nonrestrictive states.

Fourth, the authors estimate that the fall in the birth-
rates after the funding restriction was roughly equal to or
greater than the fall in the abortion rate. This is particularly
evident in their analysis with the NLSY data (see Table 7
in the article). This implies strong behavioral responses
to the restriction even among women whose decisions
regarding abortion and birth would not have changed had
funding remained in place. For instance, assume that
Medicaid funding restrictions reduce the abortion rate
by one per 1,000 women 15-44 years of age. If all these
women carry to term, the birthrate should increase by
approximately one per 1,000. If all these women avoid
pregnancy in response to the restriction, then the birthrate
will remain unchanged. However, in order for the birthrate
to fall by more than one per 1,000, as reported by Levine
et al., an even larger segment of the Medicaid-eligible
population who would have given birth had Medicaid
funding for abortions not been restricted must have also

*In the literature on evaluating research, a key assumption is that
the “treatment,” in this case the Medicaid funding restriction,
should be uncorrelated with the baseline level of the outcome

in the treatment and control groups, in this case states that did
and did not impose funding restrictions. This is clearly violated in
Figure 2 of the article.
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decided to avoid pregnancy.* Such behavior is difficult to
document, and the reduction in the birthrate is implausibly
large. A simpler explanation is that the negative associa-
tion between Medicaid funding restrictions and birthrates
is spurious because of inadequate control for hard-to-mea-
sure factors, incorrect coding of Medicaid funding status
and inadequate comparison states.

Unlike other analyses at the state level, the analysis
of Levine et al. also used individual-level data from the
NLSY to confirm the results obtained with aggregate
data. Although this survey grossly underreports abortion,
it contains a rich set of controls, including household
income. Thus, the authors were able to assess the effect
of Medicaid funding restrictions on both poor and nonpoor
women. There should be little effect on the latter group
since Medicaid in the 1970s and 1980 was tightly linked
to welfare participation through the Aid to Families with
Dependent Children (AFDC) program. The income eligibil-
ity thresholds for this program were often well below the
federal poverty level, especially in the states that restrict-
ed Medicaid funding of abortions.

Levine et al. found that Medicaid funding restrictions
lowered the abortion rate for poor relative to nonpoor
women, but the difference was not significant. However,
among poor women, the decline in birthrates was more
than three times greater than the fall in abortion rates. As
noted above, this is very difficult to explain. Finally, the au-
thors did not use state fixed effects because the number
of women for each combination of state and year was too
small. This is a considerable limitation since there are no
controls for differences between funding and nonfunding
states. Based on the large differences in abortion rates and
birthrates between states that restricted Medicaid funding
and those that did not (see Figures 2 and 3 in the paper),
cross-state comparisons are vulnerable to confounding.

In sum, the findings of Levine et al.'® are consistent
with those of Blank et al.”” and Matthews et al.? (dis-
cussed below). In each study, Medicaid financing restric-
tions were associated with a decline in the abortion rate of
3-5%, although estimates were not significant in numer-
ous models. The study by Levine et al. also suggests that
birthrates are not increased by Medicaid restrictions, and

*Levine and Staiger contend that women use abortion as an
“option” with which to evaluate a partner's potential to be a
father and support a family (source: reference 21). Many of these
women go on to give birth. When the price of abortion rises, this
option becomes too expensive. Women who would have given
birth when abortion was relatively inexpensive instead avoid
pregnancy altogether. Evidence for such behavior is the decline
in birthrates as the cost of abortion rises. The results presented
by Levine et al. imply that such behavior is so prevalent that it
dominates the first-order effect of fewer abortions leading to
more births (source: reference 18).
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in fact may fall, but the power of the time-series analysis is
insufficient to detect the small effect that might be expect-
ed. Furthermore, the notion that birthrates would fall more
than abortion rates after the cutoff of publicly funded abor-
tions lacks convincing evidence. Given the questionable
coding of when the Medicaid funding restriction effectively
began, the decline in birthrates is likely spurious.

Haas-Wilson® examined national changes in abortion
rates and birthrates during 1978-1992 (excluding 1983,
1986, 1989 and 1990") using a multivariate analysis of
pooled time-series data (including measures of state and
year fixed effects) in order to determine the impact of
Medicaid funding restrictions during a period when six
states changed their policies. She used a framework that
postulated that abortion rates and birthrates are “a func-
tion of the determinants of the optimal number of children
(such as family income, marital status and employment
status), the cost of contraception and the cost of abor-
tion.” To control for unmeasured state-specific factors
that may impact abortion rates and birthrates and vary
over time, she included measures of general state-level
attitudes toward women (including the proportion of state
legislators that are women) and toward nonmarital sex
and abortion (the proportion of the year in which a parental
involvement law was enforced and the proportion of the
year in which such a law was enacted but not enforced).
She used the proportion of the population living below the
poverty line as an approximation for the Medicaid-eligible
population. Finally, the number of abortion providers per
1,000 women of childbearing age was included to account
for the differences across states and over time in the
costs and time involved in traveling to obtain an abortion.
Most models included a factor for state-specific linear
time trends.

In all models, the absence of Medicaid funding was as-
sociated with either no change or a significant reduction in
the abortion rate of 2% or less. Similarly, no effect on the
birthrate was found. When the supply of abortion provid-
ers and demographic characteristics of the state popula-
tion were included in the model, the differences between
funding and nonfunding states were no longer significant.
Inclusion of measures of overall state-level attitudes did
not alter the results. The author concluded that women'’s
reproductive decisions are not significantly influenced by
abortion funding restrictions and theorized that the lack
of effect may be due to reduced-cost abortions available
to some low-income women through abortion funds or
other loans. Further, she found that the magnitude of the

TThe Guttmacher Institute did not conduct surveys in those
years, rendering the number of abortions and abortion providers
unavailable.
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effect of the restriction decreased gradually over time
after the immediate effect of enforcing the restriction. She
concluded that this was due to Medicaid-eligible women
being prepared and able to find alternate sources of fund-
ing (such as abortion funds or family/friends) and not due
to changes in sexual or contraceptive behavior.

An important limitation of the study is the lack of varia-
tion in the Medicaid funding of abortions. The study period
included the years 1978-1992. As noted before, however,
the vast majority of states that decided not to fund abor-
tions for Medicaid-eligible women effectively made that
decision before 1978. Between 1978 and 1988, only three
states had several years with and without funding restric-
tions, eleven states had only a fraction of a year without
restrictions in 1978-1979, and two states funded abor-
tions except for short periods in 1978-1981. The analysis,
therefore, lacks experimental variation with which to
identify effects of the funding restriction. This may explain
the lack of any decline in the abortion rate associated with
the Medicaid policy.

Matthews et al.?? used state-level data from the
Guttmacher Institute and national vital statistics for the
years 1978-1988 to analyze the social and economic de-
terminants of abortion rates and birthrates of women aged
15-44. They included Medicaid funding restrictions as one
policy variable and examined abortion rates and birthrates
in regression analyses incorporating state and year fixed
effects. The authors found that Medicaid funding restric-
tions were sensitive to the inclusion of state-specific
trends. Without state trends, these restrictions were asso-
ciated with a 6% decline in state abortion rates (p<.05),
but with their inclusion, a nonsignificant 3% decline was
found. The same pattern emerged for birthrates. Without
state trends, Medicaid financing restrictions were associ-
ated with a 2% decline in state birthrates, but with these
trends, this estimate fell to less than a 1% decline; neither
estimate was significant.

This study is appealing for its straightforward ap-
proach. The authors used abortions by state of residence
instead of by state of occurrence, and they controlled
for a large set of state characteristics. They also ana-
lyzed birthrates. Additionally, they showed results with
and without state-specific trends, and they did not try to
oversell marginally significant estimates. However, as with
the studies by Haas-Wilson? and Levine et al.,'® there
was limited variation in the Medicaid funding measure
over the study period. In models with state and year fixed
effects, the impact of the Medicaid policy was estimated
from correlations between abortion rates and the funding
restriction within each state. If only a few states experi-
ence a change in policy and if the change is in effect
for only a short time, then it is very difficult to credibly
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estimate the impact of the funding restriction. In the end,
their estimates are very close to those from Blank et al."”
and Levine et al.’®

Bitler and Zavodny?*also used a pooled time-series
analysis with data from 29-40 states, depending on the
year, during 1974-1997 to assess changes in abortion
rates and the timing of abortions in states that were due
to Medicaid restrictions. They examined the effects of
both enforced and enjoined Medicaid funding restrictions.
The authors included measures of women'’s demographic
characteristics, state economic conditions and the state
political climate as independent variables in the analysis,
and controlled for state and year fixed effects. They did
not control for the number of abortion providers in the
state because those data were not available for all states
for all years. Bitler and Zavodny, like Blank et al."” and
Levine et al.,’® controlled for the number of non-obstetri-
cian-gynecologist physicians per 100 state residents and
the number of hospital beds per million people (because
the number of obstetrician-gynecologists might be endog-
enous to the model), since private doctors who perform
abortions are likely to belong to this specialty.*

Bitler and Zavodny estimated the impact of Medicaid
restrictions using several different models, both with and
without state- and time-trend variables, and found that
the results were sensitive to the model assumptions, for
example, whether the model was corrected for autocor-
relation and whether it was based on CDC or Guttmacher
data. Two of the models showed significant reductions
of 1% or less in the percentage of abortions occurring
after the first trimester when Medicaid restrictions were
enforced. One model found increased abortion rates in
states where Medicaid restrictions were enjoined using
CDC data but not using the more complete data from the
Guttmacher Institute. Other models showed no effect
on abortion rates. Similarly, enjoined restrictions—but
not enforced ones—appeared to be associated with
increases in the rate and proportion of abortions after the
first trimester. The authors also found that enforcement of

*Economists believe regression of the abortion rate on the
number of abortion providers leads to biased estimates of the ef-
fect of the availability of abortion services on abortion rates. The
reason is that abortion providers presumably tend to locate where
demand for their services is stronger; as a result, a positive asso-
ciation between abortion rates and providers does not necessarily
mean that more providers cause a higher abortion rate. If we
assume that obstetrician-gynecologists are the physicians most
likely to perform abortions, then regressing the abortion rate on
the number of these physicians is likely to suffer from the same
bias. As an alternative, these researchers use all non-obstetri-
cian-gynecologist physicians and hospital beds as proxies for
medical services that are likely correlated with abortion providers,
but are less directly related to abortion rates. We refer to these
as instrumental variables.
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Medicaid restrictions in neighboring states was associated
with an increase in the percentage of abortions after the
first trimester in the index state, without reducing the total
number of procedures. They suggested that the number
of abortion providers in a state may fall after the enact-
ment of a restriction, leading to a rise in later abortion in
nearby states because of the increased cost to women
who have to travel for their procedures. An alternative
explanation is that Medicaid pays for expensive second-
trimester abortions in hospitals, but when Medicaid is
unavailable, women travel farther for less expensive clinic
services that may be in neighboring states.

Because of the conflicting results from the various
models, the authors concluded that Medicaid restric-
tions generally do not affect the timing of abortions.
Nevertheless, the finding in two models that restrictions
reduced the proportion of abortions past the first trimester
is plausible if the higher cost of these later procedures
was beyond the means of some women. None of the
models detected a change in the overall abortion rate, ex-
cept one that paradoxically showed an increase associated
with restrictions. This model may be misleading because
it incorporated a correction for within-state time trends
that might not be appropriate for trends that are curvilin-
ear instead of linear. Also, it is based on CDC data, while
a model using more complete data from the Guttmacher
Institute showed a nonsignificant decrease in the abortion
rate. A strength of the study is that it covered a period
starting in 1974 before Medicaid restrictions took effect,
but a weakness is that it extended over a very long period,
24 years, during which abortion rates first rose sharply and
then fell, and other factors may have affected restrictive
and nonrestrictive states differently.

Medoff?® conducted a pooled time-series analysis of
1982, 1992 and 2000 state data that differed somewhat
from most earlier analyses in that it used three separate
points in time, attempted to account for varying charges
for abortion services and controlled for six demographic
and economic variables rather than state fixed effects.

He concluded that Medicaid restrictions were associated
with a reduction in the proportion of pregnancies ending in
abortion from about 26% to 23%.

However, the study’s research design was not con-
vincing. First, the author compared differences in abortion
rates over an 18-year span and assumed the adjusted
differences reflected the effect of variation in Medicaid
policy. In essence, he claimed to have uncovered the
long-term effect of Medicaid-financed abortions, which is
a strong and unrealistic assertion because so many other
factors could have been changing over the 18-year span.
For instance, welfare reform was fully implemented in
1996 and many states began to enforce parental involve-
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ment laws and mandatory counseling and waiting period
statutes during these 18 years. However, by not examin-
ing changes in abortion just before and after each policy,
the author could not convincingly distinguish the separate
effect of each policy. Second, his model lacked state fixed
effects. In other words, he was examining long-term dif-
ferences in state abortion rates associated with the state
policies toward Medicaid-financed abortions by comparing
abortion rates in states like California, New Jersey, New
York, Oregon and Washington, for instance, with those in
Georgia, Mississippi, Missouri, Texas and Utah. Although
the author adjusted for the usual set of socioeconomic
factors, differences in abortion rates between these
states are profound. The danger is that he attributed this
difference to differing Medicaid policies when in fact it re-
lated to deep-seated differences in attitudes toward abor-
tion. Finally, there was relatively little change in Medicaid
funding over this time period. Thus, Medoff could not
take advantage of any meaningful shift in policy in order to
identify its effect.

In a subsequent analysis, Medoff?¢ used a similar
methodology to examine the effect of various policies
including Medicaid funding restrictions on the pregnancy
rate. No significant effect was found among all women or
among teenage women. The limitations of the study were
the same as those in his earlier study.?®

Studies of Impact Among Teenagers Only

Lundberg and Plotnick?” examined the influence of state
policies on adolescent pregnancy, abortion and nonmarital
pregnancy. This analysis was based on NLSY data from
1,181 white females who were aged 14-16 in 1979 and
were followed over a seven-year period (1979-1986). The
authors used a nested logit model to capture sequential
decision making among teenagers from pregnancy to
birth to marriage. The model included controls for abortion
availability, family structure and other background charac-
teristics of the young women. The researchers coded the
Medicaid funding variable by the severity of the restriction
in the state: funding of all or most medically necessary
abortions voluntarily, funding under court order, funding

in cases of life endangerment only and no funding under
any circumstances. Medicaid restrictions were found to
be negatively related to the probability that a pregnant
teenager would have an abortion.

The study is innovative for its use of a nested logit
model to allow for correlation among the three equations
pertaining to pregnancy, birth and marriage. However, the
analysis has several limitations. First, the sample included
slightly more than 1,000 teenagers but only 318 pregnan-
cies, 88 abortions and 191 births. It is hard to believe that
the authors had sufficient statistical power to detect the
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effect of state policies on so few outcomes. In addition,
they rely on cross-state variation in state policies, which
means the association between Medicaid funding of abor-
tions and teenagers’ behavior is based on comparisons of
teenagers in New York and California with those in much
more conservative states. It is not clear, therefore, if the
association represents the effect of the policy or differ-
ences in attitudes toward abortion among teenagers in
culturally different states. Despite these limitations, the
study is important as an application of a potentially promis-
ing statistical methodology rather than as a rigorous evalu-
ation of Medicaid funding for abortions.

Haas-Wilson? used a pooled time-series analysis of
cross-sectional CDC data from 1978-1990 to determine
the effect of Medicaid funding restrictions on demand
for abortions among minors. To account for differences
in state attitudes toward abortion and changes in legisla-
tion over time, the author used a fixed-effects model
with dummy variables for each state and included proxy
measures for abortion sentiment (the proportion of state
legislators who were women, the number of persons who
belonged to a religious denomination that had published a
restrictive statement on abortion per 1,000 women aged
15-44, the number of abortion restrictions not including
parental involvement laws or Medicaid restrictions, and
antiabortion resolutions enacted by state legislatures
in each state between 1973 and 1989). She stated that
including these variables in the model controlled for state
effects that vary over time while also investigating the role
of state sentiment in abortion demand. WWomen aged 18
or older were used as a control group. The author speci-
fied the amount of time the Medicaid restriction had been
in place in individual states, and used the ratio of abortion
providers to women of childbearing age to account for the
time and costs of traveling to a provider.

Haas-Wilson found that Medicaid funding restrictions
were associated with a 15% reduction in the ratio of mi-
nors’ abortions to births and a 9% reduction in abortions
to minors per 1,000 women aged 15-19. Surprisingly,
Medicaid funding restrictions were not associated with
abortion rates or ratios for older women.

It is important to note that Haas-Wilson relied on the
CDC's reports of abortions, which, as pointed out above,
are generally believed to be incomplete, and she included
all minors and not just those who were Medicaid eligible.
The finding that Medicaid restrictions affected minors but
not adult women suggests problems with the model or
missing confounding variables. There is minimal theoreti-
cal reason to believe that such restrictions would affect
minors more than adults. In addition, the study period in-
cluded only a few changes in Medicaid policy, since most
states cut off Medicaid abortion coverage in 1978, the first
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year of the study period.

Kane and Staiger® analyzed teenage birthrates for all
U.S. counties from 1973 to 1988 (excluding two years
when data were unavailable) to estimate the effect of
Medicaid funding restrictions on teenage birthrates and
used county data to investigate the differential effect
on birthrates in poorer counties. Using county-level data
also allowed the researchers to control for underlying
changes in state or local attitudes toward abortion. The
authors hypothesized that teenagers, presumably aware
of Medicaid restrictions, may alter their sexual behaviors
because of the perceived increase in the costs associated
with abortion. Kane and Staiger used multivariate models
and controlled for county-level demographics, economic
conditions and year effects; they also presented results
separately for whites and nonwhites and for married and
unmarried teenagers.

With county fixed effects included in the model,
Medicaid restrictions were associated with a reduction in
the white birthrate of 7% among women aged 15-17 and
of 1% among women age 18-19, but they had no effect
on birthrates for older women. When state and year fixed
effects rather than county fixed effects were included in
the model, Medicaid restrictions were associated with
larger reductions in white teenage birthrates. Results for
whites and nonwhites appeared to differ, but the authors
were unable to calculate precise or robust estimates for
the latter group. Results according to marital status also
varied by specification: Overall restrictions either reduced
or had no impact on the birthrate among married teenag-
ers, and reduced the birthrate among their unmarried
peers. In sum, although some specifications showed that
teenage birthrates fell with restriction of Medicaid funding
for abortions, the researchers found that such restric-
tions had no clear effect on the teenage birthrate, as their
impact was hard to distinguish from a general downward
trend in this measure.

Using counties as the unit of analysis is a potentially
valuable approach. However, other studies have found
that results were strongly affected by allowing for unit-
specific linear trends (in this case, county-specific trends).
Although county trends would have been almost impos-
sible to estimate in this study, it seems possible that
trends in rural counties, which make up most of those in
the restrictive states, could differ from those in the more
urban counties in the Medicaid-funding states.

Medoff*® conducted two analyses—a cross-sectional
analysis of 1992 state-level data and a pooled analysis of
data from all 50 states for 1980 and 1992—to investigate
the effect of Medicaid restrictions on abortion demand
among adolescents 15-19 years of age. In the cross-sec-
tional analysis, he included a range of state characteristics

Guttmacher Institute



to attempt to measure the cost of abortion, broadly de-
fined, including the numbers of physicians and of nurses
per 100,000 people, the number of abortion clinics and the
average weekly wage of employees in physicians’ offices.
He found that the abortion demand among teenagers was
significantly positively related to state Medicaid funding in
1992: Teenage women had 54 more abortions per 1,000
pregnancies in states that funded Medicaid abortions. The
findings of the pooled analysis, which included a variable
to control for the year, were similar: Teenage women had
46 more abortions per 1,000 pregnancies in states with
Medicaid funding for abortions.

A limitation of this study is that despite the inclu-
sion of a number of variables associated with abortion,
cross-sectional studies cannot adequately control for
factors associated with both abortion rates and policies to
restrict abortion. In addition, the author used the number
of abortions obtained by teenagers from the Guttmacher
Institute, which estimated these numbers for several
states (eight in 1992) that do not collect information on
abortions by age.

In another study, Medoff?® conducted a pooled time-
series analysis of 1982, 1992 and 2000 state data some-
what different from most earlier analyses in that it used
three separate points in time, attempted to account for
varying charges for abortion services and controlled for
five demographic and economic variables rather than state
fixed effects. He found that Medicaid funding restrictions
were associated with a reduction in the abortion ratio:
There were 33-38 fewer abortions per 1,000 pregnancies
among all women, depending on the model, and 61-69
fewer per 1,000 pregnancies among minors.

The absence of controls for fixed effects could be
a weakness of the study, considering that other stud-
ies have found that such controls changed the results
dramatically. In the same model, laws requiring parental
involvement in minors’ abortions were found to reduce
the abortion ratio for all women by about 11%, which
is impossible since only 7-11% of all abortions were
obtained by minors in the years studied. An effect that
large would not occur even if parental involvement laws
eliminated all minors’ abortions. Such anomalies suggest
that uncontrolled variables affected Medoff’s analysis.

New?' performed multiple regression analyses to
examine