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Foreword: Motivation for this Research and Investment Case

American women are under siege. Their ability to manage 

their fertility in a safe and dignified manner is threatened.

The Reproductive Health Investors Alliance came together to 

determine the most effective opportunities to improve access 

to reproductive health services in the United States using both 

philanthropy and impact investments. Alliance members know 

that a clear view of the reproductive health landscape and a 

clear perspective on where resources are most urgently 

needed will catalyze increased interest and funding to 

reproductive health. 

We set out on this work to achieve three things: 

• Develop a common understanding of the current US 

reproductive health landscape 

• Build consensus about where we can focus to increase 

women’s access to contraception and abortion services

• Provide a call to action for others, to join the Alliance or to 

contribute additional philanthropic or impact investment 

capital into this space

We hope you’ll join us, by contributing your knowledge, your 

perspective and your resources. There’s never been a more 

important time to defend high quality reproductive health 

services for all.

Yours truly,

Melissa M. Beck

Executive Director

The Educational Foundation of America

Christy Chin

Managing Partner 

Draper Richards Kaplan Foundation

Kristin Hull

CEO/COO

Nia Global Solutions

Ellen Friedman

Executive Director

Compton Foundation

Ruth Shaber, MD

President

Tara Health Foundation

Janna Six

Executive Director

The Prentice Foundation
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Abbreviations and Acronyms

ACA Affordable Care Act

APC Advanced practice clinician

CDC Center for Disease Control

CPC Crisis pregnancy center

D&C Dilation & curettage

EC Emergency contraception

ETF Exchange-traded fund

FDA Food & Drug Administration

FQHC Federally Qualified Health Center

FP Family planning

FPL Federal poverty line

GPO Group purchasing organization

IUD Intrauterine device

LARC Long-acting reversible contraception

LIW Low-income women

MCO Managed care organization

NAF National Abortion Federation

NARAL National Association for the Repeal of Abortion Laws

NSFG National Survey of Family Growth

OB-GYN Obstetrics & gynecology

OTC Over the counter

PAC Political action committee

PP Planned Parenthood

R&D Research & development

REMS Risk Evaluation & Mitigation Strategy

RH Reproductive health

RJ Reproductive justice

RR Reproductive rights

SES Socioeconomic status

SME Subject matter expert

SRH Sexual and reproductive health

STI Sexually transmitted infection

TRAP Targeted regulation of abortion providers

WOC Women of color
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Executive Summary (1/2)

• This investment case and the underlying research and analysis has been supported by the Reproductive Health Investors Alliance with 

the overall mission of increasing the total amount of philanthropy and impact investment directed toward high-impact opportunities that 

increase American women’s ability to manage their fertility in a safe and dignified manner.

• The objectives of this investment case are to a) develop a detailed landscape analysis to identify where and for whom access challenges 

are most acute; b) promote a systems view of the actors and issues that affect access to high quality contraception and abortion services; 

and c) identify a set of investment strategies to address the challenges and issues surfaced.

• This investment case was written as a call to action to philanthropies, high net worth individuals and impact investors.

PURPOSE

• To inform this work, we started with a comprehensive Literature Review, leveraging the remarkable research and analysis by established 

organizations like ANSIRH, the Guttmacher Institute, Ibis Reproductive Health, and the Kaiser Family Foundation. 

• Where possible, we supplemented our Literature Review with original analysis of the CDC’s 2013-2015 National Survey for Family Growth.

• We validated our key insights through interviews with 20 Reproductive Health, Rights, and Justice Subject Matter Experts.

• This investment case is unique for its: a) original data analysis of raw survey data not yet available in public reports, b) systems view of the 

many actors, programs and process that affect access to contraception and abortion services, and c) actionable nature, providing

prospective investors with myriad investment opportunities and robust evaluation criteria to identify their preferred way to get involved. 

APPROACH

• While the current political climate has increased the intensity of threats to family planning and abortion services, the unintended 

pregnancy rate decreased substantially between 2008 and 2011, reaching its lowest rate since 1981. 

• Access challenges are increasingly concentrated in specific states and among specific demographic groups, but a comprehensive

understanding of the key actors and issues that affect access allows for more targeted and impactful investments.

• By opening up this investment case to a diverse community of both active and prospective RH funders, we hope to partner with like-

minded investors to protect the encouraging progress that has been made while directing attention to those states and populat ions where 

burden is increasingly concentrated.

CHALLENGE & 

OPPORTUNITY



6

EXECUTIVE SUMMARY INTRODUCTION LANDSCAPE ANALYSIS SYSTEMS MAPS INVESTMENT STRATEGIES CONCLUSION APPENDIX

Executive Summary (2/2)

• We developed a novel “state scorecard” methodology for our geography-focused analysis, identifying 10 indicators that measure state-

level support for RH, unintended pregnancy and abortion access, to identify those states with the greatest RH access challenges.

• While the results of this analysis may surprise RH practitioners, the purpose of the state scorecard was less about directing investors to 

one state over another; instead we hope to demonstrate a potential methodology for arriving at a specific state or regional focus. 

• Our original analysis of CDC data identified specific demographic groups (18-19 year olds, Black and Hispanic women, and low-income 

women) that lag behind the national average in their rates of contraceptive use, the efficacy of contraceptives used and timing of abortion. 

The drivers behind these discrepancies are complex, but include provider bias, issues of self-identity, and systemic discrimination.

• The “value chain” of actors and issues affecting access to contraception and abortion services stretches across the areas of R&D, 

regulatory, pricing, reimbursement, service provision, and care-seeking & patient experience. 

• The issues affecting contraception we identified to be of highest acuity include ongoing state level efforts to “defund” Planned Parenthood, 

provider bias and a history of reproductive oppression that affect the patient experience for Black, Hispanic, and low-income women, and 

provider bias and issues of self-identification that impact adolescents contraceptive care-seeking and use.

• The issues affecting abortion we identified to be of highest acuity include low reimbursement rates that affect provider financial 

sustainability, federal REMS regulations that impede access to medication abortions, and the many state-level TRAP laws that regulate

abortion providers in ways not linked to patient safety, resulting in licensure delays and refusals.

INSIGHTS

• Through our Literature Review and Subject Matter Expert interviews, we identified 40 example investment opportunities, which we 

matched to five challenge-specific investment strategies that surfaced in our landscape analysis and systems map development.

• The five challenge-specific investment strategies are: a) research and development, b) legislation & litigation, c) pricing & reimbursement, 

d) service provision, and e) care-seeking by underserved populations.

• We have also included a sixth strategy, which focuses on financial tools (e.g. ETFs, social impact bonds) which can be leveraged for RH 

impact.

• The opportunities have been evaluated against eight investment criteria intended to assist investors in determining which individual 

opportunities are best matched to their specific organizational priorities and investment capabilities.

ACTION
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The Challenge

Guttmacher “Unintended Pregnancy in the United States”; Guttmacher “Induced Abortion in the United States”; Guttmacher “Contraceptive Needs & Services”

Facilitating Environment

• Culture, stigma, and anti-

abortion violence create 

significant barriers for providers 

and patients

• The current political climate has 

increased the intensity of threats 

to family planning and abortion 

services

• Since 2010, 338 state abortion 

restrictions have been adopted, 

preventing access for millions

Supply

• 90% of all U.S. counties, where 

21.5M women of reproductive 

age live, lack an abortion 

provider

• Total public expenditure on 

unintended pregnancies is 

estimated at $21.0B per year

• Only 26% of women in need of 

publicly funded contraceptives 

receive these services

Demand

• 18% of women at risk of 

unintended pregnancy use 

contraceptives inconsistently/ 

incorrectly, and 10% of women 

do not use contraception 

• The unintended pregnancy rate 

for Black women is 2.4 times 

higher than that of non-Hispanic 

white women

• Adolescents are 9 times more 

likely to have an unintended 

pregnancy than predicted with 

perfect use efficacy rates

Almost half (45% or 2.8 million) of all pregnancies in the United States are unintended, with nearly 

5% of reproductive-age women having an unintended pregnancy each year
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The Opportunity

We believe strongly that there 

are multiple opportunities to 

change the reproductive health 

landscape and increase the 

supply of and demand for high-

quality contraception and 

abortion services.

While the current political 

climate has increased the 

intensity of threats to family 

planning and abortion services, 

the unintended pregnancy rate 

decreased substantially 

between 2008 and 2011, 

reaching its lowest rate since 

1981. 

Our research highlights six 

high potential investment 

strategies, in R&D, legislation 

& litigation, pricing & funding, 

service provision, care-

seeking, and financial tools.

By opening up this investment 

case to a diverse community of 

both active and prospective 

RH funders, we hope to 

partner with like-minded 

investors to protect the 

encouraging progress that has 

been made while directing 

attention to those states and 

populations where burden is 

increasingly concentrated.

With declining unintended pregnancy 

and abortion rates, we have a unique 

chance to increase the amount of 

philanthropy and impact investment 

directed toward high-impact 

opportunities that can protect American 

women’s ability to manage their fertility 

in a safe and dignified manner. 

Access challenges are increasingly 

concentrated in specific states and 

among specific demographic 

groups, but a comprehensive 

understanding of the key actors 

and issues that affect access 

allows for more targeted and 

impactful investments.
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Investment case components are cumulative and serve as a call to action

Increase supply of and demand for high-quality contraceptive and abortion services

Increase the total amount of philanthropy and impact investment directed toward high-impact opportunities that 

increase American women’s ability to manage their fertility in a safe and dignified manner. 
Alliance Goal

Desired Outcomes

Case Component Description High Level Results

Investment Strategies

A set of individual investment 

opportunities and coordinated 

investment strategies to 

address challenges surfaced 

in components 1 and 2

3.

We sourced 40 high impact investment opportunities, which we matched to five challenge-

specific investment strategies that surfaced in our landscape analysis and systems map 

development: a) research and development, b) legislation & litigation, c) pricing & 

reimbursement, d) service provision, and e) care-seeking by underserved populations 

Systems Maps

A systems-led approach to 

identifying all of the actors 

and issues that affect 

women’s access to 

contraception and abortion

We surfaced dozens of high acuity issues affecting access to contraception and abortion 

services, including ongoing state level efforts to “defund” Planned Parenthood, provider bias 

that affects care-seeking and use, low reimbursement rates that affect provider sustainability, 

and state-level TRAP laws that regulate abortion providers in ways not linked to patient safety.

2.

Landscape Analysis

Detailed geography-focused 

and population-focused 

analyses that identify where 

challenges are most acute

1.

Our geography analysis demonstrates a methodology for arriving at a state or regional focus, 

with an evaluation of state-level support for RH, unintended pregnancy and abortion access. 

Our population analysis identifies demographic groups that lag behind the national average in 

their rates of contraceptive use, the efficacy of contraceptives used and timing of abortion.
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Our work is grounded in the broader context of reproductive activism

Reproductive Justice: An Introduction, Loretta Ross and Rickie Solinger; “A New Vision for Reproductive Justice”, 2005, Forward Together.

Framework 3: 

Reproductive Justice

Organizing model rooted in the 

recognition of the histories of 

reproductive oppression; inherently 

connected to the struggle for social 

justice and human rights

Framework 1: 

Reproductive Health

Service delivery model for addressing 

the reproductive health needs of 

individual women

Improve and expand health-care 

services, research and access.

Framework 2: 

Reproductive Rights

Legal and advocacy-based model 

concerned with protecting individual 

women’s legal right to reproductive 

health care services, particularly 

abortion

Support legal protections for 

individuals as rights under the U.S. 

Constitution

Defend three fundamental human 

rights: (1) the right not to have a child; 

(2) the right to have a child; and (3) 

the right to parent children in safe and 

healthy environments

Model

Goal

Our 

Goal

The goal of the Reproductive Health Investors Alliance is to increase the total amount of philanthropy and impact investment 

directed toward high-impact opportunities that increase American women’s ability to manage their fertility in a safe and 

dignified manner. As a primary outcome, we focus on our ability to increase the supply of and demand for high-quality 

contraceptive and abortion services. 
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We engaged in a robust and inclusive research methodology

How We Researched

Literature Review: We leveraged 

the remarkable research and 

analysis of established organizations 

like ANSIRH, the Guttmacher 

Institute, Ibis Reproductive Health, 

and the Kaiser Family Foundation

Quantitative Research: We 

completed an original data analysis 

of the CDC’s National Survey for 

Family Growth (2013-2015)

Qualitative Research: We validated 

our key insights through interviews 

with more than 20 Reproductive 

Health, Rights, and Justice Subject 

Matter Experts.

Why Our Analysis is Unique

Original Data Analysis: our 

geography and population-focused 

analyses leverage and synthesize 

raw survey data, not yet available in 

public reports 

Systems Focused: understanding 

that reproductive health is a complex 

field with interwoven elements, our 

work took a wide view of the entire 

system, its intersecting pieces, and 

the gaps and challenges within it

Actionable: we provide prospective 

investors with myriad example 

investment opportunities and robust 

evaluation criteria to identify their 

preferred way to get involved

Guiding Research Questions

What states and populations 

experience the greatest challenges 

accessing high quality contraceptive 

& abortion services?

What are the actors, programs, and 

processes that increase/decrease 

access for contraceptive & abortion 

services?

What are the most effective levers for 

improving access to contraceptive & 

abortion services?
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A note on language in reproductive health

This investment case was completed at a time of rapidly changing terminology and conventions within reproductive health. While we 

have done our best to reflect the insights that have been shared with us, and to contribute to this ongoing conversation in aproductive 

and progressive way, there will inevitably be inconsistencies in our language. Further complicating our desire to accurately represent 

the important conversations happening in 2017 is the ongoing collection of indicators leveraging somewhat antiquated terms. To ensure 

historical consistency and accuracy, these terms are still used, although their limitations are well understood. We are very open to 

continuing the dialogue on the complicated role of language in reproductive health. A few of the most commonly surfaced examples:

• Unintended pregnancy: Unintended pregnancy serves as the dominant reproductive health benchmark. However, many women, 

particularly women of color and low-income women, bring a different set of priorities to pregnancy. For example, some women do not 

have clear timing-based intentions. Others may have a more ambivalent or neutral opinion toward pregnancy that providers, with 

their view that unintended pregnancies are uniformly negative events, may not be equipped to support. 

• Women at risk of unintended pregnancy: To be “at risk” of unintended pregnancy continues to propagate the view that unintended 

pregnancy is a uniformly negative event, while also promoting an ideology that limits women’s agency over their own reproductive

health. 

• Women of color vs. Black women, Hispanic women and “other”: Most survey data distinguishes between white women, Black 

women, Hispanic women, and other. This complicates a discussion about challenges unique to particular groups not reflected in

survey data (e.g. Native American, Pacific Islander American, Asian American), and those universal to all women of color. We strive 

for specificity in our data analysis, but may still use these terms inconsistently.

• Pro-choice: The pro-choice movement is primarily focused on legality, safety, and service delivery, but this focus misses important 

upstream questions involving education, financial security, and family & partner relationships. Our investment case strives for a more 

nuanced approach to questions of abortion access, care-seeking and patient experience.

• Woman: While we use “woman” to universally describe those in need of high quality contraceptive and abortion services, we 

acknowledge that this is a vast simplification. The term “woman” does not describe the identify of all persons who can get pregnant; 

conversely, not all those who identify as a woman can get pregnant.

Note: This slide was inspired and informed by Reproductive Justice, by Loretta J. Ross and Rickie Solinger
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An introduction to our landscape analysis

Geography-focused analysis Population-focused analysis

Approach

• The National Survey of Family Growth (NSFG) is perhaps the 

most comprehensive reproductive health focused survey.

• Our team used SPSS Statistics to segment and analyze 2013-

2015 NSFG survey data, to better understand patterns of 

contraceptive and abortion use across different demographics.

• We supplemented our analysis with insights from Reproductive 

Health, Rights and Justice Subject Matter Experts.

• While unintended pregnancy continues to decline across all 

demographic groups, many populations still experience 

significant disparities in reproductive health outcomes.

• Our analysis is intended to surface demographic disparities 

across contraceptive use, contraceptive efficacy, and abortion.

• Most survey data distinguishes between white women, Black 

women, Hispanic women, and other. This complicates a 

discussion about challenges unique to particular groups not 

reflected in survey data (e.g. Native American, Pacific Islander 

American, Asian American), and those universal to all women 

of color.

• We considered over 50 different indicators to see what they 

could tell us about state-level supply and demand.

• We incorporated 10 of these indicators into a “state scorecard” 

to identify states with contraceptive/abortion access challenges.

• We completed a deep dive on the 10 low performing states to 

better understand reproductive health market characteristics.

Purpose

Considerations

• The purpose of the state scorecard was less about directing 

investors to one state over another; instead we hope to 

demonstrate a potential methodology for investors to leverage 

to arrive at a specific state or regional focus.

• There is a considerable time lag for much of the available data 

(e.g. some abortion data is from 2010), so individual state-level 

updates should be taken into consideration before developing a 

geography-specific investment plan.
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Most geography-focused analyses consider just one or two indicators
# of women 15-44 who are uninsured

# of women 15-44 who live in a county without an abortion provider

Unintended pregnancy rate per 1,000 women 15-44

% need for publicly funded contraceptives met by publicly funded centers
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To more accurately reflect state supply & demand challenges, we chose 10

Camber analysis of Guttmacher Data. See Appendix for maps of each indicator.

1. defined as women aged 13-44, meeting criteria for all or part of a given year: 1. sexually active, 2. able to conceive, 3. neither intentionally pregnant nor trying to become pregnant, 4. family income <250% FPL, or all women younger than 20

Category Indicator Year

Government 

Support

# of women aged 15-44 uninsured 2015

# of women aged 15-44 covered by Medicaid 2015

# of women in need of publicly funded contraceptive services and supplies1 2014

% of need for publicly funded contraceptive services and supplies met by publicly funded centers 2014

Unintended 

Pregnancy

# of unintended pregnancies 2010

unintended pregnancy rate per 1,000 women 15-44 2010

# of pregnancies among women 15-19 2011

pregnancy rate per 1,000 women 15-19 2011

Abortion 

Access

# of women 15-44 living in a county without an abortion provider 2014

# of unintended pregnancies per abortion clinic 2010/2014

Our state “scorecard” measures a mix of absolute need and highest acuity, across government support, unintended pregnancy and abortion access
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These 10 indicators direct investor attention to the following states

Camber Analysis of Guttmacher data listed on previous slide. Higher score indicates weaker overall performance.

Gov’t

Support

Unintended 

Pregnancy

Abortion 

Access

State 

“Score”

Texas 50.0 47.0 48.0 48.3

Georgia 44.5 44.3 42.5 43.8

Ohio 41.8 36.8 45.0 41.2

Illinois 44.3 38.8 37.0 40.0

Missouri 38.3 29.8 49.5 39.2

North Carolina 42.3 36.5 37.0 38.6

Florida 42.5 44.0 28.0 38.2

Louisiana 34.8 39.0 39.5 37.8

Pennsylvania 40.0 32.8 38.5 37.1

Tennessee 33.8 35.3 40.5 36.5

Virginia 38.8 32.3 36.0 35.7

Arizona 40.0 34.5 31.0 35.2

New York 40.0 45.8 19.5 35.1

Michigan 38.0 34.0 33.0 35.0

Indiana 37.0 29.0 38.5 34.8

New Jersey 35.8 36.5 10.0 27.4

Vermont 2.8 2.0 3.5 2.8

A methodology of mixing absolute need and highest acuity indicators surfaces Texas as the state with the weakest overall performance

New Jersey (ranked 25th) and Vermont (ranked 1st) included for comparison
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Market Dynamics/Potential for Impact: 10 states with greatest challenges

Sources: Guttmacher, U.S. Census Bureau 2014 and 2010-2012 average

1. Total reported public expenditures for family planning client services includes MCH block grant, Medicaid, SSBG/TANF, and state appropriations

2. Abortion clinics are defined as nonhospital facilities in which half or more of patient visits are for abortion services, regardless of annual abortion caseload

3. Women 15-19, women of color and women living on <100% FPL are not mutually exclusive categories

Supply Demand3 Facilitating Environment

Potential Partners # Women in Target Demographics # Abortion Restrictions & Impact on Access

FP Public 

Expenditure1

# Publicly 

Funded FP 

Centers

# Abortion 

Clinics2 15-19
Women of 

Color
<100% FPL High Impact

(out of 5)

Med / Low 

Impact
(out of 5)

Total

Texas $148M 409 28 930k 3,430k 1,210k 5 3 8

Georgia $92M 302 17 340k 1,060k 450k 3 2 5

Ohio $42M 181 12 370k 490k 420k 5 3 5

Illinois $57M 250 24 420k 1,100k 420k 2 2 4

Missouri $46M 193 1 190k 260k 230k 5 4 9

North Carolina $79M 205 16 320k 790k 390k 5 2 7

Florida $103M 320 71 570k 1,920k 710k 4 2 6

Louisiana $39M 129 5 150k 410k 230k 5 3 8

Pennsylvania $89M 278 20 410k 620k 390k 4 2 6

Tennessee $56M 214 7 200k 370k 260k 5 2 7

% of U.S. Total 31.7% 29.5% 25.5% 38.0% 38.9% 40.3% -- -- --

= top 3 in column

= top 5 in column
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A few state-level updates not reflected in most recent surveys

Center for Reproductive Rights, “2016 State of the States: A Pivotal Time for Reproductive Rights”

Our scorecard provides a way to think about where to invest, but the following updates should be taken into consideration

Abortion Clinic Closures

• The influx of TRAP laws and 

sharpening financial sustainability 

challenges forced 162 abortion 

providers to close down between 

2011-2016

• Only 21 abortion clinics opened 

during the same period

• While the Supreme Court’s ruling 

on Whole Women’s Health v. 

Hellerstedt rolled back Texas’s 

HB 2, the impacts on other state 

restrictions are still unfolding

Opposition Leadership in Gov’t

• Government has shifted toward 

greater Republican power, 

increasing opposition leadership 

at both state and federal levels

• Republicans control both 

legislative chambers in 32 states 

(as opposed to 14 states in 2010)

• Continued voter suppression 

efforts and gerrymandering leaves 

a vast opening to advance an anti-

reproductive healthcare agenda

• With this shift, we can expect 

additional legislative attempts to 

rollback recent gains around 

contraception coverage and the 

targeting of Planned Parenthood 

and other FP providers
Texas’s 2013 TRAP law 

(HB 2) led to the closure of 

20 abortion clinics

Between 2011 and 2017, 

Ohio went from 16 to 8 

abortion clinics

Only 1 abortion clinic remains in 7 states 

(Kentucky, Mississippi, Missouri, North Dakota, 

South Dakota, West Virginia, and Wyoming); 

Kentucky’s final clinic is on the brink of closure

As of April, 2017, 

Louisiana was down to 

just 3 abortion clinics
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Camber Analysis of Guttmacher data. Higher score indicates weaker overall performance.

Gov’t Support: 1. # of women aged 15-44 uninsured (2015), 2. # of women aged 15-44 covered by Medicaid (2015), 3. # of women in need of 

publicly funded contraceptive services & supplies (2014)

Unintended Pregnancy: 1. # of unintended pregnancies (2010), 2. # of pregnancies among women 15-19 (2011)

Abortion Access: 1. # of women 15-44 living in a county without an abortion provider (2014)

For those investors interested in absolute need (# of women)

Gov’t

Support

Unintended 

Pregnancy

Abortion 

Access

State 

“Score”

Texas 49.7 50.0 51.0 50.2

Georgia 44.3 46.0 49.0 46.4

Illinois 46.0 47.0 45.0 46.0

Pennsylvania 46.0 44.5 47.0 45.8

Ohio 39.3 44.5 50.0 44.6

Florida 42.0 48.0 39.0 43.0

North Carolina 43.3 42.5 43.0 42.9

New York 49.3 49.0 25.0 41.1

Virginia 37.0 39.0 46.0 40.7

Missouri 37.3 34.0 48.0 39.8

Michigan 35.3 41.5 41.0 39.3

Tennessee 35.7 38.5 42.0 38.7

Indiana 36.0 36.0 44.0 38.7

California 51.0 51.0 11.0 37.7

Arizona 40.7 38.5 27.0 35.4

Wisconsin 33.0 26.5 40.0 33.2

Oklahoma 24.3 27.5 31.0 27.6

Vermont 2.7 1.5 6.0 3.4

Oklahoma (ranked 25th) and Vermont (ranked 1st) included for comparison

A focus on indicators capturing absolute need directs investor attention to highly populated states like Texas
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Camber Analysis of Guttmacher data. Higher score indicates weaker overall performance.

Gov’t Support: 1. % of women aged 15-44 uninsured (2015), 2. % of women aged 15-44 covered by Medicaid (2015), 3. % of need for publicly 

funded contraceptive services and supplies met by publicly funded centers (2014)

Unintended Pregnancy: 1. unintended pregnancy rate per 1,000 women 15-44 (2010), 2. pregnancy rate per 1,000 women 15-19 (2011)

Abortion Access: 1. % of women 15-44 living in a county without an abortion provider (2014)

For those investors interested in highest acuity (% of women)

Gov’t

Support

Unintended 

Pregnancy

Abortion 

Access

State 

“Score”

Arkansas 33.3 42.0 48.0 41.1

Louisiana 37.3 46.0 39.0 40.8

Mississippi 21.0 47.0 49.0 39.0

Missouri 40.3 26.0 50.0 38.8

Georgia 37.0 42.5 32.0 37.2

Texas 38.0 44.0 22.0 34.7

South Dakota 30.3 21.0 48.0 33.1

West Virginia 21.3 32.0 46.0 33.1

Tennessee 26.7 34.5 38.0 33.1

New Mexico 24.0 46.0 29.0 33.0

Indiana 33.0 22.5 42.0 32.5

Oklahoma 24.0 40.0 32.0 32.0

South Carolina 22.3 32.5 41.0 31.9

Alabama 25.0 33.5 36.0 31.5

North Carolina 35.7 31.5 27.0 31.4

Kentucky 23.3 25.0 45.0 31.1

Maryland 30.7 39.5 11.0 27.1

Vermont 13.3 3.0 18.0 11.4

A focus on indicators capturing highest acuity directs investor attention to much of the American South

Maryland (ranked 25th) and Vermont (ranked 1st) included for comparison



24

EXECUTIVE SUMMARY LANDSCAPE ANALYSISINTRODUCTION SYSTEMS MAPS INVESTMENT STRATEGIES CONCLUSION APPENDIX

Our population-focused analysis began with a look at use, pregnancy & abortion

95% of unintended pregnancies result from inconsistent or non-use of contraceptives by just 28% of women “at risk” of an unintended pregnancy1

Camber analysis of 2013-2015 CDC National Survey of Family Growth (NSFG), CDC PRAMS, Guttmacher “Contraceptive Use in the United States”, and NEJM “Declines in Unintended Pregnancies in the US 2008-2011”

1. Women are considered to be at risk of an unintended pregnancy if they are currently using contraception or they have had sex in the past 3 months, but are not currently using contraception

61.4M 

women 

15-44

16.8M women 

are not at risk1

44.6M women 

are at risk1

40.2M women use 

contraceptives

27.9M women use 

contraceptives consistently

38.5M women will not            

get pregnant

2.8M women will have an 

unintended pregnancy

3.3M women will have an 

intended pregnancy

~.9M pregnancies will end in 

abortion for personal reasons

~.1M pregnancies will end in 

abortion for medical reasons

~1.1M pregnancies will 

end in miscarriage

~4M pregnancies will end 

in birth

4.4M women do not use

contraceptives

7.9M women use 

contraceptives inconsistently
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We then looked into what the NSFG1 could tell us about specific demographics

1. 2013-2015 National Survey for Family Growth 2. Federal Poverty Line

Age

Contraceptive non-use

32% of women 15-19 

identify problems 

accessing birth control as 

a reason for non-use.

Abortion

Women 15-19 are both least likely to 

get an early (<=6 weeks) abortion, 

and most likely to get a second 

trimester abortion.

Contraceptive Use

15.3% of women 18-19 at 

risk of an unintended 

pregnancies are not using a 

contraceptive.

Contraceptive Efficacy

Likely a result of high usage

of less effective methods, 

women 18-19 are 9.1x

more likely to have an 

unintended pregnancy than 

predicted with perfect use 

efficacy rates.

1.6x

higher 

than all 

women 

15-44

2.4x

higher 

than all 

women 

15-44

Race & 

Ethnicity

12.8% of Hispanic women 

at risk of an unintended 

pregnancies are not using a 

contraceptive.

Despite similar 

contraceptive 

preferences, Black women 

are 7.1x more likely to have 

an unintended pregnancy 

than predicted with perfect 

use efficacy rates.

Black women are most 

likely to identify either does 

not expect to have sex, or 

doesn’t really mind if she 

gets pregnant as a reason 

for non-use (58% of total). 

1.3x

higher 

than all 

women 

15-44

1.9x

higher 

than all 

women 

15-44

Income

12.0% of women living on 

less than 100% FPL2 at risk 

of an unintended 

pregnancies are not using a 

contraceptive.

Despite using more 

effective contraceptives, 

women living on less than 

100% FPL are 6.6x more 

likely to have an unintended 

pregnancy than predicted 

with perfect use efficacy 

rates.

27% of women living on 

less than 100% FPL identify 

not expecting to have sex 

as a reason for non-use.

1.2x

higher 

than all 

women 

15-44

1.7x

higher 

than all 

women 

15-44

6.4x

higher 

than all 

women 

15-44

1.4x

higher 

than all 

women 

15-44

1.4x

higher 

than all 

women 

15-44

1. 2. 3. 4.

Black women are both least likely to 

get an early (<=6 weeks) abortion, 

and most likely to get a second 

trimester abortion.

N/A

We looked across age, race/ethnicity and income to identify potentially addressable disparities in contraception use and abortion access
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Quantifying contraceptive use: Age

Camber analysis of 2013-2015 CDC National Survey of Family Growth (NSFG)

1. Women are considered to be at risk of an unintended pregnancy if they are currently using contraception or they have had sex in the past 3 months, but are not currently using contraception

2. “Some use” includes both consistent and inconsistent use of highly effective, moderately effective and less effective contraceptive methods

All Women “At Risk” Women1 Contraceptive Use
% of “at risk” 

not using

5.5M

1
5
-1

7

1.6M

.2M

1.4M

No use

Some use2

11.0%

No use

10.5M

w
o

m
e

n
 

2
0

-2
4

8.1M

.7M

7.4M
Some use

8.2%

21.4M

w
o

m
e

n
 2

5
-3

4

17.0M

1.7M

15.3M
Some use

No use

9.9%

20.2M

w
o

m
e

n
 3

5
-4

4

15.8M

1.6M

14.2M
Some use

No use

9.8%

Total 61.4M 44.6M 9.9%4.4M
No use

Key Insights

Women 18-19 are disproportionately 

unlikely to use contraceptives.

Explanations raised by SMEs and/or 

in the literature include:

• Knowledge: Inconsistency across 

and within states about how 

adolescents can access 

contraceptives leads to confusion.

• Privacy/Cost: Adolescents often 

don’t have a way to access 

contraceptives privately (e.g. using 

insurance may require parental 

consent), and paying out of pocket 

can be costly.

• Provider bias: Teens are looking 

for ways to increase autonomy, 

and outdated or paternalistic 

approaches to SRH counseling 

can drive potential users away.

• Conflict/Shame: Assumptions are 

made about women who go to a 

school health clinic: they are 

having sex or they have an STI.

1
8
-1

9

4.0M 2.3M
.3M

1.9M
15.3%

No use

Some use

1. 2. 3. 4.
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Efficacy of method and unintended pregnancies: Age

Camber analysis of 2013-2015 CDC National Survey of Family Growth (NSFG), CDC PRAMS, Guttmacher “Contraceptive Use in the United States”, and NEJM “Declines in Unintended Pregnancies in the US 2008-2011”

1. SPSS variable: CONSTAT1: Current contraceptive status (1st priority code) (RECODE)

2. Calculated using 2013-2015 CDC NSFG contraceptive use by method type and Guttmacher 2016 analysis estimating proportion of women who will become pregnant over one year of perfect use, by method type

3. Unintended pregnancies are 2011 values and were calculated by combining total unintended pregnancies from “Declines in Unintended Pregnancies in the US 2008-2011” with “% using contraceptive at time of pregnancy among women with an unintended pregnancy” from 2011 CDC PRAMS survey

Medium: 66.2%

Low: 18.2%

High: 4.6%

None: 11.0%

w
o

m
e

n
 

2
0

-2
4

w
o

m
e

n
 

1
5

-1
7

w
o

m
e

n
 

2
5

-3
4

w
o

m
e

n
 

3
5

-4
4

.06M

.06M

.007M

Medium: 44.2%

Low: 29.3%

High: 18.4%

None: 8.2%

Medium: 25.0%

Low: 33.1%

High: 32.0%

None: 9.9%

.41M

.47M

.06M

.57M

.56M

.15M

.17M

.16M

.13M

Low: 20.6%

High: 56.3%

Medium: 13.3%

None: 9.8%

Efficacy of primary contraceptive method1 Actual Unintended 

Pregnancies3 Key Insights
Unintended Pregnancies 

(with “perfect” use)2

Actual : 

Perfect

6.6x

3.9x

1.3x

Women 15-19 are significantly more 

likely to use medium and low efficacy 

contraceptives than older women. 

This may lead to increased 

contraceptive misuse and failure. 

Explanations raised by SMEs and/or 

in the literature include:

• Self identification: Teens often 

engage in activities that can result 

in unintended pregnancies but may 

not yet self-identify as “sexually 

active.”

• Sexual agency: Adolescents may 

not yet be able to effectively 

negotiate contraceptive use with 

their partners.

• Knowledge transfer: Providers 

often do not ask teens about 

contraception, safety, etc. likely 

because of outdated training and 

concerns about social acceptance.

Medium: 45.8%

Low: 28.7%

High: 10.3%

None:15.3%

w
o

m
e

n
 

1
8

-1
9 .15M

.16M

.016M
9.1x

8.9x

1. 2. 3. 4.
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Contraceptive non-users and rationale for non-use: Age

Camber analysis of 2013-2015 CDC NSFG

1. SPSS variable: WHYNOUSING1: EH-2c Reason not using birth control (at risk of unint preg) - 1st mention; *15-19 not segmented into 15-17/18-19 due to small sample size

Contraceptive Non-users

Teens are most likely to identify 

problems accessing birth control as 

the main reason for non-use, likely 

due to a combination of privacy, cost 

and provider bias.

Women 25-44 are most likely to 

identify side effects of birth control as 

the reason for non-use.

First Reason Identified for Contraceptive Non-use1

.5M

w
o

m
e

n
 

1
5

-1
9

*

13.5%

w
o

m
e

n
 

2
0

-2
4

.7M 8.2%

w
o

m
e

n
 

2
5

-3
4

1.7M 9.9%

w
o

m
e

n
 

3
5

-4
4

1.6M 9.8%

Total as % of “at risk”

Key Insights

Total 4.4M 9.9%

30.2%

32.0%

23.6%

11.2%

10.5%

13.6%

18.5%

32.7%

7.4%

14.8%

21.8%

25.5%

9.8%

13.5%

16.9%

32.1%

17.6%

14.2%

6.5%

Does not expect to have sex Does not think she can get pregnant

Doesn't really mind if she gets pregnant Worried about side effects of birth control

Male partner does not want to use birth control Could not get a method

Not taking, or using, method consistently Other

1. 2. 3. 4.
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Non-hospital abortions1

Total as % of “at risk”

Understanding demand for and timing of abortion: Age

Camber analysis of Guttmacher “Abortion Incidence and Service Availability In the United States, 2014” and PLOS ONE “Characteristics and Circumstances of U.S. Women Who Obtain Very Early and Second Trimester Abortions, 2017”

1. Non-hospital abortions (abortion clinics, nonspecialized clinics, private offices) account for 96% of all abortions in Guttmacher’s 2014 survey of abortion providers

Timing of abortion

Women 15-17 are least likely to get 

an early (<=6 weeks) abortion as well 

as seek the second lowest proportion 

of abortions.

Key Insights

Total 888k 2.0% 35.5%
<=6 weeks avg.

10%
>12 weeks avg.

Women 20-24 seek the largest 

proportion of abortions when 

compared to the number of women 

20-24 at risk of unintended 

pregnancy.

Additional research is still required to 

identify whether the disproportionately 

high number of abortions sought by 

women 20-24 could indicate 

depressed demand for women 15-19.

1. 2. 3. 4.

39.6%

37.2%

33.1%

28.8%

26.3%

51.9%

53.7%

56.4%

56.5%

61.6%

8.5%

9.1%

10.5%

14.7%

12.1%

<=6 weeks 7-12 weeks >12 weeks

w
o
m

e
n
 

2
0
-2

4

w
o
m

e
n
 

1
5
-1

7

w
o
m

e
n
 

2
5
-3

4

w
o
m

e
n
 

3
5
-4

4

w
o
m

e
n
 

1
8
-1

9

32k

299k

376k

108k

73k

2.0%

3.7%

2.2%

.7%

3.2% Women 18-19 are most likely to get a 

second trimester abortion.
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Quantifying contraceptive use: Race & Ethnicity

Camber analysis of 2013-2015 CDC National Survey of Family Growth (NSFG) * “other” ethnicities are excluded

1. Women are considered to be at risk of an unintended pregnancy if they are currently using contraception or they have had sex in the past 3 months, but are not currently using contraception

2. “Some use” includes both consistent and inconsistent use of highly effective, moderately effective and less effective contraceptive methods

All Women “At Risk” Women1 Contraceptive Use
% of “at risk” 

not using

9.2M

B
la

c
k

6.3M

.7M

5.6M

No use

Some use2

11.5%

No use

11.8M

H
is

p
a

n
ic

8.3M

1.1M

7.3M
Some use

12.8%

36.3M

W
h
it
e 27.3M

2.3M

25M
Some use

No use

8.6%

Total 57.3M* 42M* 9.9%4.1M*
No use

Key Insights

Black and Hispanic women are 

disproportionately unlikely to use 

contraceptives.

Explanations raised by SMEs and/or 

in the literature include:

• Provider bias: Within the Black 

community, many patients 

experience negative patient-

provider experiences that amplify 

feelings of judgment, shame, and 

stigma.

• Trust in contraceptive options: Bias 

combined with a history of forced 

sterilization and coercion fosters 

distrust in the healthcare system 

and contraception specifically from 

many women of color.

• Immigration status: Undocumented 

immigrants may not have the 

financial resources to access 

contraceptives, and even those 

who have gained legal status must 

wait five years before receiving 

Medicaid coverage.

1. 2. 3. 4.
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Efficacy of method and unintended pregnancies: Race & Ethnicity

Camber analysis of 2013-2015 CDC National Survey of Family Growth (NSFG), CDC PRAMS, Guttmacher “Contraceptive Use in the United States”, and NEJM “Declines in Unintended Pregnancies in the US 2008-2011”

1. SPSS variable: CONSTAT1: Current contraceptive status (1st priority code) (RECODE)

2. Calculated using 2013-2015 CDC NSFG contraceptive use by method type and Guttmacher 2016 analysis estimating proportion of women who will become pregnant over one year of perfect use, by method type

3. Unintended pregnancies are 2011 values and were calculated by combining total unintended pregnancies from “Declines in Unintended Pregnancies in the US 2008-2011” with “% using contraceptive at time of pregnancy among women with an unintended pregnancy” from 2011 CDC PRAMS survey

Medium: 25.7%

Low: 29%

High: 33.8%

None: 11.5%

H
is

p
a

n
ic

B
la

c
k

W
h
it
e

.33M

.37M

.05M

Medium: 21%

Low: 27.4%

High: 38.8%

None: 12.8%

Medium: 29.8%

Low: 25.4%

High: 36.2%

None: 8.6%

.38M

.31M

.06M

.59M

.61M

.22M

Efficacy of primary contraceptive method1 Actual Unintended 

Pregnancies3 Key Insights
Unintended Pregnancies 

(with “perfect” use)2

Actual : 

Perfect

7.1x

6.0x

2.7x

While women of different races/ 

ethnicities show similar usage rates of 

medium and low efficacy 

contraceptives, Black and Hispanic 

women have significantly higher rates 

of unintended pregnancy.

Explanations raised by SMEs and/or 

in the literature include:

• Intersectionality with poverty:  

Black and Hispanic women are 

disproportionately affected by 

poverty and other disruptive 

events, limiting the ability of 

women to consistently use 

contraceptives.

• Access to information: Studies 

show that Black and Hispanic 

women are significantly less likely 

to have access to information and 

knowledge around contraceptives 

specifically and sexual health 

generally. 

1. 2. 3. 4.
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Contraceptive non-users and rationale for non-use: Race & Ethnicity

Camber analysis of 2013-2015 CDC NSFG * “other” ethnicities are excluded

1. SPSS variable: MAINNOUSE: EH-2d Main reason not using birth control (at risk of unint preg)

Contraceptive Non-users

Black women are most likely to 

identify either “does not expect to 

have sex,” “does not think she can get 

pregnant” and “doesn’t really mind if 

she gets pregnant” as a reason for 

non-use (64.6% of total). 

This could be an explanation for the 

high rates of unintended pregnancy 

observed among Black contraceptive 

users, and may hint at a different set 

of implicit preferences or decision 

making criteria for Black women.

First Reason Identified for Contraceptive Non-use1

.7M

B
la

c
k

11.5%

H
is

p
a

n
ic

1.1M 12.8%

W
h
it
e

2.3M 8.6%

Total as % of “at risk”

Key Insights

Total 4.1M* 9.9%

31.3%

32.7%

12.3%

10.0%

14.1%

31.4%

26.3%

15.5%

20.8%

11.7%

16.5%

13.8% 5.0%

7.1%

Does not expect to have sex Does not think she can get pregnant

Doesn't really mind if she gets pregnant Worried about side effects of birth control

Male partner does not want to use birth control Could not get a method

Not taking, or using, method consistently Other

1. 2. 3. 4.



33

EXECUTIVE SUMMARY LANDSCAPE ANALYSISINTRODUCTION SYSTEMS MAPS INVESTMENT STRATEGIES CONCLUSION APPENDIX

32.4%

37.2%

35.0%

54.4%

54.0%

56.5%

13.2%

8.8%

8.5%

<=6 weeks 7-12 weeks >12 weeks

Non-hospital abortions1

221k

B
la

c
k

3.5%

H
is

p
a

n
ic

218k 2.6%

W
h
it
e

347k 1.3%

Total as % of “at risk”

Understanding demand for and timing of abortion: Race & Ethnicity

Camber analysis of Guttmacher “Abortion Incidence and Service Availability In the United States, 2014” and PLOS ONE “Characteristics and Circumstances of U.S. Women Who Obtain Very Early and Second Trimester Abortions, 2017”

1. Non-hospital abortions (abortion clinics, nonspecialized clinics, private offices) account for 96% of all abortions * “other” ethnicities are excluded

Timing of abortion

Black women are both least likely to 

get an early (<=6 weeks) abortion, 

and most likely to get a second 

trimester abortion.

However, Black women are most 

likely to get an abortion when 

compared to number of women 

considered “at risk.”

Hispanic women are even more likely 

than white women to seek out early 

abortions, a finding that needs to be 

further validated given insights raised 

from SMEs and the literature around 

this population’s distrusts of the 

healthcare system and the impact of 

Medicaid immigration restrictions. 

Key Insights

Total 786k* 2.0%
35.5%

<=6 weeks avg.

10%
>12 weeks avg.

1. 2. 3. 4.



34

EXECUTIVE SUMMARY LANDSCAPE ANALYSISINTRODUCTION SYSTEMS MAPS INVESTMENT STRATEGIES CONCLUSION APPENDIX

Quantifying contraceptive use: Income

Camber analysis of 2013-2015 CDC National Survey of Family Growth (NSFG)

1. Women are considered to be at risk of an unintended pregnancy if they are currently using contraception or they have had sex in the past 3 months, but are not currently using contraception

2. “Some use” includes both consistent and inconsistent use of highly effective, moderately effective and less effective contraceptive methods

All Women “At Risk” Women1 Contraceptive Use
% of “at risk” 

not using

17.3M

L
e

s
s
 t
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a
n

 

1
0

0
%

 F
P

L

11.9M

1.4M

10.5M

No use

Some use2
12.0%

No use

12.1M

1
0
0
%

-

2
0
0
%

 F
P

L

8.7M

.9M

7.8M
Some use

10.5%

32.0M

G
re

a
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r 
th

a
n

 2
0

0
%

 F
P

L

24.1M

2.1M

22M
Some use

No use

8.6%

Total 61.4M 44.7M 9.9%4.4M
No use

Key Insights

Women below 200% of the Federal 

Poverty Level show the highest rates 

of contraceptive non-use.

Explanations raised by SMEs and/or 

in the literature include:

• Cost: Certain low-income 

populations, such as 

undocumented immigrants, don’t 

have access to publicly funded 

contraceptives.

• Poverty-related barriers: Women in 

poverty face more barriers to 

accessing health care in order to 

obtain contraceptives (e.g. 

transportation costs, childcare 

costs, inability to take time off 

work).

1. 2. 3.
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Efficacy of method and unintended pregnancies: Income

Camber analysis of 2013-2015 CDC National Survey of Family Growth (NSFG), CDC PRAMS, Guttmacher “Contraceptive Use in the United States”, and NEJM “Declines in Unintended Pregnancies in the US 2008-2011”

1. SPSS variable: CONSTAT1: Current contraceptive status (1st priority code) (RECODE)

2. Calculated using 2013-2015 CDC NSFG contraceptive use by method type and Guttmacher 2016 analysis estimating proportion of women who will become pregnant over one year of perfect use, by method type

3. Unintended pregnancies are 2011 values and were calculated by combining total unintended pregnancies from “Declines in Unintended Pregnancies in the US 2008-2011” with “% using contraceptive at time of pregnancy among women with an unintended pregnancy” from 2011 CDC PRAMS survey
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.58M

.71M

.09M

Medium: 26.4%

Low: 25.7%

High: 37.4%

None: 10.5%

Medium: 29.8%

Low: 28.8%

High: 32.8%

None: 8.6%

.33M

.38M

.06M

.35M

.44M

.21M

Efficacy of primary contraceptive method1 Actual Unintended 

Pregnancies3 Key Insights
Unintended Pregnancies 

(with “perfect” use)2

Actual : 

Perfect

6.6x

5.3x

1.7x

Despite using a higher percentage of 

high efficacy contraceptives than 

wealthier women, women living on 

less than 100% FPL are 6.6x more 

likely to have an unintended 

pregnancy than predicted with perfect 

use efficacy rates.

Contraceptive non-users are also 

significantly more likely to experience 

an unintended pregnancy (51% of 

women living under 100% FPL not 

using contraceptives will experience 

an unintended pregnancy, whereas 

only 44% of women 15-19 not using 

contraceptives will experience an 

unintended pregnancy).

1. 2. 3.
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Contraceptive non-users and rationale for non-use: Income

Camber analysis of 2013-2015 CDC NSFG

1. SPSS variable: MAINNOUSE: EH-2d Main reason not using birth control (at risk of unint preg)

Contraceptive Non-users

As observed for Black women, 

women living on less than 100% FPL 

are most likely to identify either “does 

not expect to have sex,” “does not 

think she can get pregnant” and 

“doesn’t really mind if she gets 

pregnant” as a reason for non-use 

(63.2% of total). 

First Reason Identified for Contraceptive Non-use1
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Total as % of “at risk”

Key Insights

Total 4.4M 9.9%

27.1%

11.9%

17.8%

21.6%

9.6%

30.6%

14.5%

37.4%

20.7%

13.6%

10.0%

16.2%

7.1% 8.4%

8.1%

Does not expect to have sex Does not think she can get pregnant

Doesn't really mind if she gets pregnant Worried about side effects of birth control

Male partner does not want to use birth control Could not get a method

Not taking, or using, method consistently Other

1. 2. 3.



37

EXECUTIVE SUMMARY LANDSCAPE ANALYSISINTRODUCTION SYSTEMS MAPS INVESTMENT STRATEGIES CONCLUSION APPENDIX

Other factors affecting demand for and timing of abortion

Camber analysis of Guttmacher “Abortion Incidence and Service Availability In the United States, 2014” and PLOS ONE “Characteristics and Circumstances of U.S. Women Who Obtain Very Early and Second Trimester Abortions, 2017”

1. Totals by category may not add exactly to 888k as not all survey questions were required

2. Financial assistance refers to discounts provided by the clinic or subsidies available to qualified patients at some facilities

40.4%

36.2%

35.3%

24.4%

36.7%

32.8%

28.2%

30.7%

40.0%

34.7%

24.6%

50.9%

50.6%

57.5%

60.4%

54.5%

56.6%

58.3%

52.0%

49.6%

55.3%

66.5%

8.7%

13.2%

7.2%

15.2%

8.8%

10.6%

13.5%

17.3%

10.4%

10.0%

8.9%

<=6 weeks 7-12 weeks >12 weeks

Factors Timing of Abortion Key Insights

SMEs most frequently mentioned 

payment, distance from provider and 

waiting period as factors affecting 

abortion demand.

2017 Guttmacher publication shows: 

• Those relying on financial 

assistance (e.g. abortion funds) for 

abortion procedures appear to 

have significantly fewer early 

abortions.

• While distance does appear to 

have a relationship with absolute 

numbers of abortion, there is not a 

clear relationship with abortion 

timing.

• Mandatory waiting periods 

(particularly requiring an in-person 

visit) appear to have a significant 

affect on demand for early 

abortions.

Total non-hospital abortions 888k

Private Insurance

Medicaid

Out of pocket

Financial Assistance2

Payment 

Method

125k

195k

404k

117k

<25 miles

25-49 miles

50-100 miles

>100 miles

Distance 

from 

Provider

593k

112k

71k

45k

In-person visit required

None

Only waiting
Waiting 

Period

481k

193k

215k

Totals1

35.5%
<=6 weeks avg.

10%

>12 weeks avg.
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CH. 2: Systems Maps

| Introduction to Systems Maps

| Contraception Actors and Issues

| Abortion Actors and Issues
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An introduction to our contraception and abortion systems maps

340b Pharmaceutical 

Pricing Agreements (PPA)

Publicly Funded 

FP Clinics1

Medicaid

16

Ongoing state level 

efforts to “defund” 

Planned Parenthood

1

Purpose of our systems maps How to read our systems maps

Office of Pharmacy Affairs 

(Dept. HHS)

Grey boxes represent key 

actors in the system

White boxes represent key 

programs or processes

Call out boxes highlight the 

8 highest acuity issues

Lighter colored circles 

highlight Tier 2 & 3 issues

Thickness of lines represent 

strength of connection
These systems maps aim to:

• Illustrate, from left to right, the “value chain” of actors, programs 

and processes, and the ways they work (or don’t) to provide 

access to high quality contraception and abortion services

• Identify, in a broad and holistic way, the issues that may impede 

or restrict access to contraception and abortion services at 

various points throughout the systems

• Provide a mechanism for prioritization or ranking of issues for 

prospective funders or investors
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Sexual and Reproductive Health Education and Information

Actors Affecting Safe & Dignified Fertility Management: Contraception

= actor

= program / process

1. Includes public health department and Planned Parenthood clinics, federally qualified health centers (FQHCs), and other community outpatient sites

Fertility/Maternal Health 

Drugs Adv. Comm.

FDA

FDA Drug Approval Process

FDA Device Approval 

Process

= strength of connection

PRICINGREGULATORY
RESEARCH & 

DEVELOPMENT

CARE SEEKING & 

PATIENT EXPERIENCE

SERVICE 

PROVISION
REIMBURSEMENT

Office of Pharmacy Affairs 

(Dept. HHS)

340b Pharmaceutical 

Pricing Agreements (PPA)

Patient Assistance 

Programs

Pharma / Device 

Companies

Pharmacy Benefit 

Managers (PBMs)

Wholesalers / GPOs 

(e.g. Afaxys)

Professional Associations

Hospitals

Pharmacies / 

OTC

School-Based 

Health Clinics

Publicly Funded 

FP Clinics1

Private Doctors’ 

Offices

Abortion Clinics

Online (e.g. Nurx, PP)

Clinical Guidelines; 

Policy Statements

General Population

Adolescents➢

Women of color➢

<199% FPL➢

Uninsured➢

Men➢

Contraception Research 

Funders (e.g. NICHD)

Contraceptive Development 

Funders (e.g. BMGF)

Pharma-led Contraception 

Research / Development

For profit Device 

Companies

Nonprofit Pharma 

(e.g. Medicines 360)

For profit Pharma 

Companies

Office of Population Affairs 

(Dept. HHS)

Title X

Family Foundations

Medicaid

Stigma and/or Cultural Norms

Schools
Digital / Print / 

Social Media
Corporations

Religious 

Institutions
Family / Community

Out of pocket

Employer-sponsored 

insurance

Religious Employers ➢

ACA Marketplaces➢

In 2014, 65% of 

women of 

reproductive age 

(40.2M) were using a 

contraceptive method
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Sexual and Reproductive Health Education and Information

Issues Affecting Safe & Dignified Fertility Management: Contraception

= actor

= program / process

1. Includes public health department and Planned Parenthood clinics, federally qualified health centers (FQHCs), and other community outpatient sites 

Fertility/Maternal Health 

Drugs Adv. Comm.

FDA

FDA Drug Approval Process

FDA Device Approval 

Process

= strength of connection

PRICINGREGULATORY
RESEARCH & 

DEVELOPMENT

CARE SEEKING & 

PATIENT EXPERIENCE

SERVICE 

PROVISION
REIMBURSEMENT

Office of Pharmacy Affairs 

(Dept. HHS)

340b Pharmaceutical 

Pricing Agreements (PPA)

Patient Assistance 

Programs

Pharma / Device 

Companies

Pharmacy Benefit 

Managers (PBMs)

Wholesalers / GPOs 

(e.g. Afaxys)

Professional Associations

Hospitals

Pharmacies / 

OTC

School-Based 

Health Clinics

Publicly Funded 

FP Clinics1

Private Doctors’ 

Offices

Abortion Clinics

Online (e.g. Nurx, PP)

Clinical Guidelines; 

Policy Statements

General Population

Adolescents➢

Women of color➢

<199% FPL➢

Uninsured➢

Men➢

Contraception Research 

Funders (e.g. NICHD)

Contraceptive Development 

Funders (e.g. BMGF)

Pharma-led Contraception 

Research / Development

For profit Device 

Companies

Nonprofit Pharma 

(e.g. Medicines 360)

For profit Pharma 

Companies

Employer-sponsored 

insurance

Office of Population Affairs 

(Dept. HHS)

Title X

Family Foundations

Religious Employers ➢

ACA Marketplaces➢

Medicaid

Stigma and/or Cultural Norms

Schools
Digital / Print / 

Social Media
Corporations

Religious 

Institutions
Family / Community

Out of pocket

➢

8 states without 

Medicaid FP program 

also refused ACA 

expansion

4

All highly effective 

contraceptive methods 

require a prescription

6

Existing methods do not 

address women's’ needs; 

current funding very low

22

7

21

17

The binary intended/ 

unintended paradigm does 

not reflect the experiences 

of many women

8

Ongoing state level 

efforts to “defund” 

Planned Parenthood

1

11

9

13

14

15

18

19

20

Provider bias and issues 

of teen self-identification 

affect patient experience

3

Provider bias and history 

of reproductive oppression 

affects patient experience

2

WOC experience access 

gaps to both services and 

sexual health information

5

12

16

Issues affecting 

access ranked based 

on acuity and impact 

on underserved 

populations 

10
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Contraception Issues List | Tier 1 of 3 (most critical)

Issue Acuity Impact on underserved populations/states

1
Ongoing state level efforts to “defund”  

Planned Parenthood
H

States like IA, TX, AR and AL forgo Medicaid funding for FP services/supplies to establish state 

programs that withhold funding from clinics with ties to abortion providers (e.g. PP). In TX, this 

led to 82 FP clinics closing, ~33% of which were PP. PP serves 2.4M patients/yr (exceeding 

capacity of existing FQHCs) and receives 36% of its budget ($400M) from Medicaid.

H

The 23 counties in TX with PP were home to 60% of 

female Texas residents between the ages of 18 and 

44 years who were living at <185% FPL.

2

Provider bias and history of reproductive 

oppression limits care-seeking by WOC 

and LIW

H

Studies confirm provider bias in contraception provision (e.g. more likely to recommend LARCs 

to low SES Black/Hispanic women vs. low SES white women); bias combined with a history of 

forced sterilization and coercion fosters distrust in healthcare system from many WOC and LIW

H

Specific to WOC and LIW: there are 14.6M Black 

and Hispanic women and 20.5M women <200% FPL 

at risk of unintended pregnancy.

3

Provider bias and complicated issues 

around teen self-identification limit 

contraception provision and use

H

Studies indicate that providers are less likely to prescribe LARCs to teens. Teens also bring a 

significantly different set of decision making criteria to contraception. Teens often engage in 

activities that can result in unintended pregnancy, but not yet self-identify as sexually active. 

Teens also may not yet be able to effectively negotiate contraceptive use with their partners. 

H
Affects the 3.8M women 15-19 at risk of unintended 

pregnancy.

4
8 states without Medicaid FP program 

also refused ACA Medicaid expansion
H

States that have opted out of Medicaid expansion have wider coverage gaps resulting in 5-6M 

women that are not able to access family planning services and the full range of contraceptive 

options without paying out of pocket.

H
Specific to the 5.8M uninsured women aged 19-64 in 

non-Medicaid expansion states.

5

Black/Hispanic women experience 

access gaps to both services and sexual 

health information

M
Studies show that Black and Hispanic women are significantly less likely to have access to 

information and knowledge around contraceptives specifically and sexual health generally. 
H

Specific to WOC and LIW: there are 14.6M Black 

and Hispanic women and 20.5M women <200% FPL 

at risk of unintended pregnancy.

6

All moderately and highly effective 

contraceptive methods require a 

prescription

M

7.9M women at risk of unintended pregnancy use contraceptives inconsistently and 4.4M 

women don’t use any contraceptives. A survey with 2,000+ women at risk of getting pregnant 

found that 37% of women were likely to use the pill if it were OTC. 

M

Particularly impacts the 20.5M women <200% FPL at 

risk of unintended pregnancy who face higher 

barriers to accessing healthcare.

7

Funding for contraceptive development is 

very low and existing research is not 

focused on new compounds or non-

hormonal methods

M

Most contraceptives are just different formulations of the same compounds, most of which 

produce unwanted side effects (e.g. 47% of women who had had sexual intercourse and used 

at least one contraceptive method discontinued use due to dissatisfaction). In 2010, there was 

just $85M/year committed to the R&D contraceptive pipeline, an amount that needs to be 

doubled to support products already in the pipeline.

M

Specific to WOC and LIW with higher rates of 

inconsistent use: there are 14.6M Black and Hispanic 

women and 20.5M women <200% FPL at risk of 

unintended pregnancy.

8

The binary intended/unintended paradigm 

does not reflect the experiences of many 

women

M

Unintended pregnancy serves as the dominant reproductive health benchmark. However, 

many women, particularly women of color and low income women, bring a different set of 

priorities. For example, some women do not have clear timing-based intentions. Others may 

have a more ambivalent or neutral opinion toward pregnancy that providers, with their view that 

unintended pregnancies are uniformly negative events, may not be equipped to support. 

M

More likely to be true for WOC and LIW: there are 

14.6M Black and Hispanic women and 20.5M women 

<200% FPL at risk of unintended pregnancy.



43

EXECUTIVE SUMMARY SYSTEMS MAPSINTRODUCTION LANDSCAPE ANALYSIS INVESTMENT STRATEGIES CONCLUSION APPENDIX

Contraception Issues List | Tier 2 of 3

Issue Acuity Impact on underserved populations/states

9
The intersectionality of race/poverty can 

limit opportunities for follow up/education
M

Uninsured and low-income women tend to have far fewer touch points with the healthcare 

system, limiting opportunities for prescription refills and education.
M

Particularly impacts the 20.5M women <200% FPL at 

risk of unintended pregnancy.

10
Medicaid restrictions during first five 

years of legal residency
M

The 6.5M noncitizen women are much less likely to be uninsured (36% noncitizen vs. 10% US 

born), and the discrepancy is starker in poor women (51% uninsured poor noncitizen vs. 18% 

uninsured poor US born), greatly impeding access to contraceptives.

M
There are 6.5M noncitizen women of reproductive 

age, with 2.3M of them uninsured.

11 High upfront cost of LARCs M

LARC devices are usually reimbursed after insertion, requiring providers to take on a significant 

financial risk to cover the high upfront cost (as much as $1,000 each). Provider’s inability to 

prescribe LARCs leads patients to use less effective methods requiring more frequent visits. 

M

19.7M women live in a contraceptive desert, lacking 

"reasonable access" to public clinics with full range of 

methods.

12

Sex education programs that take a 

paternalistic approach can reduce 

engagement from teens

M

430k women 15-19 have an unintended pregnancy, and 230K give birth each year. Autonomy 

is particularly important in decision-making for adolescents; a meta-analysis finds that 

"emphasizing gender, power, and rights within programs…has a greater likelihood of reducing 

rates of sexually transmitted infections and unintended pregnancy.”

M
Impacts the 3.8M women 15-19 at risk of unintended 

pregnancy.

13

Full range of options may not be available 

to adolescents; psychosocial support 

may be weak or missing

M

With 430K unintended teen pregnancies, adolescents are more likely than older women to use 

medium to low efficacy contraceptives. Only 37% of school-based health clinics provide any 

form of contraceptive (26% provide oral contraceptives, 5% provide IUDs), and ~50% of 

SBHCs are prohibited from dispensing any contraceptive.

M

Impacts the 3.8M teens at risk of unintended 

pregnancy who are most likely to identify problems 

accessing birth control as the main reason for non-

use, likely due to a combination of privacy, cost and 

provider bias.

14
Lack of provision of contraceptives in 

Catholic hospitals
M

One in six patients is cared for in a Catholic hospital; the rate of growth for these hospitals is 

increasing while overall the number of hospitals is decreasing. Often the only local hospital 

available to patients is a Catholic institution. Insurance plans report they do not have processes 

to notify patients of limits to care if they select a provider with "conscience" objections to FP, so 

patients may not be counseled on full range of options, and may not know that this is the case.

L
Particularly affects women in rural areas being 

served solely by Catholic community hospitals.

15

Managed care reimbursement structures 

(capitation rates and caps) create 

complexity for FQHC

M

75% of reproductive aged women in Medicaid are enrolled in MCOs. Changes in Medicaid 

eligibility (which can occur after a member gives birth), can create churn in managed care 

organizations enrollees. Instability creates disincentives for an MCO to pay for a postpartum 

LARC insertion as they may not benefit from the cost savings.

L
Particularly impacts the 20.5M women <200% FPL at 

risk of unintended pregnancy.

16 Limited supply of oral contraceptives L

Most insurance plans only provide 1-3 months of oral contraceptives at a time despite evidence 

suggesting that 6-12 month of pills reduces unintended pregnancy rates. Women who receive 

a one-year supply of birth control pills have been found to be 30% less likely to have an 

unintended pregnancy compared to women receiving a one to three month supply.

M

Particularly important for the 20.5M women <200% 

FPL at risk of unintended pregnancy as poverty 

makes consistent use more challenging.
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Contraception Issues List | Tier 3 of 3

Issue Acuity Impact on underserved populations/states

17
Only a subset of providers are eligible for 

340b pricing
L

Provision of low cost drugs to 340b eligible facilities leaves non-eligible providers paying high, 

unsustainable prices, making it difficult to stock and provide affordable, same-day IUDs
M

Particularly impacts the 20.5M women <200% FPL at 

risk of unintended pregnancy.

18

Limited access to abortion clinics in many 

states constrains a channel for 

contraceptive service provision

L
While abortion providers are not a primary channel for contraceptive service provision, 

opportunities remain to offer contraceptive services at time of abortion
M

Particularly impacts the 20.5M women <200% FPL at 

risk of unintended pregnancy who do not have the 

means to travel further distances, and who are 

disproportionately in low-access areas.

19
Limited understanding of public 

awareness campaign efficacy
L

Very little research to date on efficacy of public awareness campaigns and public service 

messaging
M

Particularly impacts the 3.8M women 15-19 at risk of 

pregnancy.

20 Privacy concerns for adolescents L

Privacy concerns are particularly acute for teens who are more likely to use medium/low 

efficacy contraceptives than older women, resulting in 430K unintended teen pregnancies a 

year. Medicaid programs and insurance companies send Explanation of Benefits/use of 

services to parents, in contrast with Title X which has consent and confidentiality rules 

designed to protect privacy.

M
Particularly impacts the 3.8M women 15-19 at risk of 

pregnancy.

21

May, 2017 Exec Order expands the 

already restrictive "moral or religious" 

objections for religious employers

L

If enacted, could affect some proportion of the 41M women covered by private insurance. 

While employers can refuse to cover contraception, when they notify HHS, the department will 

contact a third-party insurer of the company’s objection. The third-party insurer will provide 

contraceptive coverage to the company’s employees at no additional cost to the company.

L

Will most prominently affect the 26.5% of 20.5M LIW 

currently covered by private insurance, 

approximately 5.4M women.

22
Pharma has no incentive to reduce 

drug/device pricing
L

Many providers can’t afford to keep IUDs in inventory and are too expensive for many women 

to afford out of pocket. Clinics can pay ~$1,000 for Mirena, but $50 for Liletta (under 340b 

pricing). Reducing prices for other contraceptives and for providers not eligible for 340b pricing 

would have a huge impact on the bottom line for clinics already operating with narrow margins.

L

Particularly important for the 20.5M women <200% 

FPL at risk of unintended pregnancy that cannot 

afford expensive contraceptive methods.
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Actors Affecting Safe & Dignified Fertility Management: Abortion

1. Guttmacher Abortion Incidence and Service Availability In the United States, 2014 2. Nonspecialized clinics are nonhospital sites in which fewer than half of patient visits are for abortion services 3. Guttmacher Characteristics of U.S. Abortion Patients 

in 2014 and Changes Since 2008. “Policy or court decisions in 17 states require the use of state funds to cover all or most medically necessary abortions for low-income women enrolled in Medicaid.”

Pharma / Device 

Companies

Fertility/Maternal Health 

Drugs Adv. Comm.

FDA

FDA Drug Approval Process

FDA Device Approval 

Process

% of abortions by payment type in 

Non-Medicaid-coverage states3 

% of abortions by payment type in 

Medicaid-coverage states3 

PRICINGREGULATORY
RESEARCH & 

DEVELOPMENT

CARE SEEKING & 

PATIENT EXPERIENCE

SERVICE 

PROVISION
REIMBURSEMENT

In 2014, 1.5% of 

women of 

reproductive age 

(926,000) had an 

abortion

Sexual and Reproductive Health Education and Information

Stigma and/or Cultural Norms

Schools
Digital / Print / 

Social Media
Corporations

Religious 

Institutions
Family / Community

Abortion provider training 

(e.g. Ryan Program)

% of 926k abortions1

Vendors (e.g. construction, 

biowaste, telemedicine)

CPCs (0%)

Professional Associations

Clinical Guidelines; 

Policy Statements

Abortion Clinics 

(59%)

Nonspecialized Clinics2

(36%)

Hospitals (4%)

Physicians Offices (1%)

Pharmacies (0%)

Online (?%)

Self / Out of Pocket 

(24.4%)

Medicaid 

(52.2%)

Private Insurance 

(19.0%)

“Abortion Funds”

(3.8%)

Self / Out of Pocket 

(75.1%)

Medicaid 

(1.5%)

Private Insurance 

(11.3%)

“Abortion Funds”

(21.9%)

Independent Research 

Organizations

For profit Pharma 

Companies

For profit Device 

Companies

Pharma-led Contraception 

Research / Development

% of 926k abortions3

General Population

Women of color (61.3%)➢

<199% FPL (75.0%)➢

Adolescents (11.9%)➢

Referrals 

(e.g. Provide)

= actor

= program / process

= strength of connection
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24 states have TRAP 

laws, regulating abortion 

providers in ways not 

linked to patient safety

Issues Affecting Safe & Dignified Fertility Management: Abortion

1. Guttmacher Abortion Incidence and Service Availability In the United States, 2014 2. Nonspecialized clinics are nonhospital sites in which fewer than half of patient visits are for abortion services 3. Guttmacher Characteristics of U.S. Abortion Patients in 2014 

and Changes Since 2008. “Policy or court decisions in 17 states require the use of state funds to cover all or most medically necessary abortions for low-income women enrolled in Medicaid.”

Pharma / Device 

Companies

Fertility/Maternal Health 

Drugs Adv. Comm.

FDA

FDA Drug Approval Process

FDA Device Approval 

Process

% of abortions by payment type in 

Medicaid-coverage states3 

PRICINGREGULATORY
RESEARCH & 

DEVELOPMENT

CARE SEEKING & 

PATIENT EXPERIENCE

SERVICE 

PROVISION
REIMBURSEMENT

Issues affecting 

access ranked based 

on acuity and impact 

on underserved 

populations

Sexual and Reproductive Health Education and Information

Stigma and/or Cultural Norms

Schools
Digital / Print / 

Social Media
Corporations

Religious 

Institutions
Family / Community

Abortion provider training 

(e.g. Ryan Program)

% of 926k abortions1

Vendors (e.g. construction, 

biowaste, telemedicine)

CPCs (0%)

Professional Associations

Clinical Guidelines; 

Policy Statements

Abortion Clinics 

(59%)

Nonspecialized Clinics2

(36%)

Hospitals (4%)

Physicians Offices (1%)

Pharmacies (0%)

Online (?%)

Self / Out of Pocket 

(24.4%)

Medicaid 

(52.2%)

Private Insurance 

(19.0%)

“Abortion Funds”

(3.8%)

Self / Out of Pocket 

(75.1%)

Medicaid 

(1.5%)

Private Insurance 

(11.3%)

“Abortion Funds”

(21.9%)

Independent Research 

Organizations

For profit Pharma 

Companies

For profit Device 

Companies

Pharma-led Contraception 

Research / Development

% of 926k abortions3

General Population

Women of color (61.3%)➢

<199% FPL (75.0%)➢

Adolescents (11.9%)➢

Referrals 

(e.g. Provide)

= actor

= program / process

= strength of connection

Low reimbursement 

rates restrict service 

provision and affect 

provider sustainability

9

Tenuous relationships 

with crucial vendors are a 

constant stressor

14 states require 

in-person counselling 

before a 24+ hour waiting 

period, limiting access

State mandated 

gestational limits restrict 

access to later abortions

19 states have 

telemedicine bans, 

limiting rural service 

provision

7

Hyde Amendment, and 

administrative hurdles, 

make federal funding 

essentially unattainable

10

15

14

16

13

19

21

8

5

12

18

4

3
1

Federal REMS 

regulations impede access 

to medication abortions

2

17 6

20

11

% of abortions by payment type in 

Non-Medicaid-coverage states3 
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Abortion Issues List | Tier 1 of 3 (most critical)

Issue Acuity Impact on underserved populations/states

1

Low reimbursement 

rates restrict service provision and affect 

provider sustainability

H

An estimated 16 clinics close each year due to financial challenges. Low reimbursement rates 

are a significant challenge. For example, the MediCal reimbursement rate for an abortion is just 

$30 more than it was in the 1980s. Some providers in CA only provide abortions up to 16 

weeks because reimbursement rates are too low for later abortions (that are more expensive).

H

Directly creates barriers for the 20.5M women 

<200% FPL at risk of unintended pregnancy who are 

less able to afford travel to abortion clinics.

2
Federal REMS regulations impede 

access to medication abortion
H

REMS creates barriers to medication abortion by 1. creating delays for women seeking 

Mifeprex from uncertified providers, 2. restricting the use of telemedicine in abortion care, 3. 

requiring the manufacturer to establish a costly distribution infrastructure instead of allowing 

sale of the drug through retail or mail order pharmacies, and 4. limiting the pool of providers.

H
Particularly impacts the 36M women 15-44 in 

extremely hostile/hostile states.

3

24 states have TRAP laws, regulating 

abortion providers in ways not linked to 

patient safety, resulting in licensure 

delays and refusals

H

While 59% of women 15-44 live in the 24 states with TRAP laws, these states account for only 

42% of abortions (388,970). Within 6 months of HB2, almost half of clinics in TX closed, and 

there was a 13% decline in abortions. While TX’s restrictions were rolled back, states continue 

to enact new TRAP laws. Even when clinics are compliant, states will delay or refuse licenses.

H

Directly creates barriers for the 20.5M women 

<200% FPL at risk of unintended pregnancy who are 

less able to afford travel to abortion clinics.

4
Tenuous relationships with crucial 

vendors are a constant stressor
H

Vendors with moral objections to abortion limit the number of clinics willing to contract with 

abortion clinics, while other vendors may refuse to work with abortion providers due to 

harassment from the opposition. 

M

Directly creates barriers for the 20.5M women 

<200% FPL at risk of unintended pregnancy who are 

less able to afford travel to abortion clinics.

5

14 states require in-person counseling 

before 24+ hour waiting period, limiting 

access

M

Mandatory counseling and waiting period laws that require an in-person visit before a 

procedure increase both the personal and the financial costs of obtaining an abortion. For 

example, in MS, additional in-person visit legislation resulted in lower abortion rates, more 

women going out of state for an abortion, and an increase in second-trimester abortions.

H

Directly creates barriers for the 20.5M women 

<200% FPL at risk of unintended pregnancy who are 

less able to afford travel to abortion clinics.

6
State mandated gestational limits restrict 

access to later abortions
M

Although most abortions take place early in pregnancy, 9% of women who obtain an abortion 

do so at 14 weeks or later, and slightly more than 1% of abortions are performed at 21 weeks 

or later. Women tend to seek later abortions because they have difficulty finding a provider, 

raising funds for the procedure and/or managing logistics of travel over long distances

H

Women with lower educational levels, Black women 

and women who experience multiple recent 

disruptive life events (e.g. unemployment, breakup) 

are more likely to have a later abortion.

7
19 states have telemedicine bans, limiting 

rural service provision
M

While 36% of women 15-44 live in the 19 states with telemedicine bans, these states account 

for only 25% of abortions (230,900). The opportunity cost is high, as millions of women could 

be easily reached via telemedicine. PP in Iowa has proven the efficacy of this model, with 94% 

of these patients reporting being “very satisfied” with the procedure.

M

The opportunity cost of telemedicine restrictions 

particularly impacts the 21.5M women 15-44 living in 

a county without an abortion provider.

8

Hyde Amendment, and administrative 

hurdles, make federal funding essentially 

unattainable

M
In 2015, federal funding paid for <1% of all publicly funded abortions. Some women are able to 

seek co-funding from employers or abortion funds, but the majority must pay out of pocket. 
M

This applies to the 38M women living in states where 

court decisions do not require the use of state funds 

for all or most medically necessary abortions.
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Abortion Issues List | Tier 2 of 3

Issue Acuity Impact on underserved populations/states

9

Providers reluctant to give medication 

abortion or conduct abortions due to 

stigma

M

Physicians cited many obstacles to providing abortions, which include discrimination or danger 

for themselves or their families, workplaces with an anti-abortion climate or quiet but 

widespread “no-abortion policies”, the risk of being pigeonholed as only an abortion provider, 

and the risk of being ostracized by the medical community patients. 

M

52% of OB-GYNs who intended to provide abortion 

before residencies actually did so after completion of 

training. Particularly affects the 21.5M women 15-44 

living in a county without an abortion provider.

10

Complex billing/rate negotiations and 

reimbursements can be costly for 

providers 

M

Abortion providers frequently cite complicated billing as a major barrier. A recent study found 

that clinics in 13 states reported reimbursement for only 36% of qualifying cases. Providers 

reported unclear rejections of qualifying claims, complex billing procedures and lack of 

knowledgeable Medicaid staff with whom billing problems could be discussed.

M

Risk of abortion closures increases the burden felt by 

the 21.5M women 15-44 already living in a county 

without an abortion provider.

11

Legislation and a lack of training 

opportunities bar APCs (advanced 

practice clinicians) from performing 

abortions

M

As of 2008, 97% of nonmetropolitan counties lacked an abortion provider. Incorporating 

abortion care into women’s primary care services (through APCs like nurse practitioners, 

midwives, and physicians assistants) is a promising way to increase access. However, a 

number of state level barriers impede these professionals from providing abortion care.

M

Risk of abortion closures increases the burden felt by 

the 21.5M women 15-44 already living in a county 

without an abortion provider.

12

Long distances traveled by patients limits 

opportunities for post-procedure access 

to contraceptive supplies

M
Post-procedure counseling can facilitate access to contraceptives; ~50% of abortions are 

repeat abortions (460K abortions/year).
M

Particularly relevant to the 21.5M women 15-44 

already living in a county without an abortion 

provider.

13 Citizenship-based exclusions M
Only 3 states have funding available for non-citizens to have an abortion, making access 

extremely difficult for low-income noncitizens.
M

Exclusions impact the 6.5M noncitizen women of 

reproductive age.

14

Crisis pregnancy centers outnumber 

abortion clinics and provide bad 

information/hostility toward abortion 

patients

M

There are an estimated 2,300 to 3,500 CPCs in the US while there are only 1,800 abortion 

clinics. In at least 12 states, CPCs receive direct state funding. The number of CPCs is growing 

while the number of abortion clinics is shrinking, and the prevalence of CPCs as compared to 

abortion clinics is particularly acute in rural areas.

M

CPCs target young and low-income women by 

offering free pregnancy tests, locating near 

universities, and advertising in school newspapers.

15

Medication abortions not available as a 

prescription, which limits pharmacy as an 

access channel

L

Mifepristone is readily available in many other countries and is on the WHO's List of Essential 

Medicine. Making medication abortion more easily available by Rx would increase the ease of 

access for the 90% women who currently seek early abortions.

M

OTC methods could greatly increase access for the 

21.5M women 15-44 living in a county without an 

abortion provider.

16
Premium increases or denial of 

malpractice insurance increase costs
L

Cost and difficulty getting malpractice insurance for independent providers is one of the biggest 

financial challenges for already resource strapped clinics. Malpractice issues also create 

barriers for other practitioners seeking to integrate abortion services. For example, while some 

OB-GYNs already have affordable coverage that covers the same procedure of D&C during a 

miscarriage, the insurance for abortions is much more expensive or potentially unavailable.

M

Risk of abortion closures increases the burden felt by 

the 21.5M women 15-44 already living in a county 

without an abortion provider.
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Abortion Issues List | Tier 3 of 3

Issue Acuity Impact on underserved populations/states

17

Criminality of self-sourcing Mifeprex

makes understanding this channel 

difficult

L

Charging/convicting women for self-induced abortions is not common, but attempts to do so 

are acutely burdensome for the woman charged. The threat of criminalization makes self-

sourced Mifeprex difficult to research.

M

Particularly impacts the 20.5M women <200% FPL at 

risk of unintended pregnancy that are more likely to 

turn to self-induced abortions.

18

39 states require parental 

consent/notification, leading teens to 

seek care in other states

L

Research shows parental notification laws have almost no effect on a young woman’s decision 

to talk with her parent or guardian about her decision prior to an abortion. Studies indicate that 

these laws have no clear impact on abortion rates. Rather, there is an increase in the number 

of minors traveling to other states to obtain an abortion, creating a financial burden for these 

teens.

L
Restrictions are relevant to the 26K minors who do 

not inform their parents of their abortion.

19

Private company insurance is often 

banned from covering abortions, and 

plenty of women don’t use their insurance 

coverage even when they have it

L
Ten states restrict abortion coverage in private plans, with 8M women 15-44 in these states. 

Nine of the ten states allow insurers to sell riders for abortion coverage on the private market.
L

Affects women in these states (ID, KY, MO, ND, OK, 

IN, KS, MI, NE, UT) concentrated in the Midwest.

20
Corporate America largely silent on anti-

abortion legislation
L

While 70% of Americans support access to legal abortion, corporations rarely take a stand 

against discriminatory policies that affect their employees and customers.
L n/a

21
Essentially no abortion focused 

pharma/device R&D
L

Little documented need for better abortion focused pharma/devices; issues largely surround 

regulations of current pharma/devices.
L n/a
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An introduction to “Investment Strategies”

Identifying the most pressing challenges

Landscape 

Analysis

Systems 

Maps

Geographic 

Focus

Population 

Focus

Tier 1 

Issues

+

+

Our landscape analyses and systems maps provide 

deep insight into the most pressing supply and 

demand challenges within RH.

Selecting the investment strategies

Using these analyses, we identified five challenge-

specific strategies, and one focused on novel financial 

tools, where further investment is likely to yield 

measurably improved RH outcomes for women.

1. Research & Dev’t

2. Legislation & Litigation

3. Pricing & Reimbursement

4. Service Provision

5. Care-Seeking

6. Financial Tools

Evaluating the example opportunities

Each investment strategy includes several high 

impact investment opportunities, surfaced in our 

Literature Review and by Subject Matter Experts. To 

help investors identify whether these 40 example

opportunities are right for them, we ran them through 

a set of eight evaluation criteria.

Criteria Key Questions

1. Acuity of issue addressed
How big is the need being 

addressed by this opportunity?

2. # of women in target 

demographics affected

Is there a particular impact on 

focus populations/geographies?

3. Ability to address challenge
If successful, how effectively 

would it address the challenge?

4. Scalability of opportunity
How easily can this opportunity 

scale?

5. Asset class
What type of investment capital is 

best fit to fund this opportunity?

6. Size of investment
What is the size of an entry level 

investment?

7. Time to impact
Will impact be achieved quickly, 

or in the long-term?

8. Likelihood of success
What is the risk tolerance needed 

from the investor?
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Sources: FB Heron, Veris Wealth Partners, Sonen Capital, Omidyar Network

Support for investment strategies will require capital from multiple asset classes

Private Equities Public Equities Fixed Income Cash Equivalents
Loans and Loan 

Guarantees
Private Equities Grants

Definition

Investments in funds 

or companies that 

are not publically 

traded

Investments in funds 

or companies sold on 

public markets or 

exchanges

Investment products 

that provide returns 

at regular predictable 

intervals

Short term highly 

liquid investments

Loans to commercial 

ventures with 

charitable purpose

Investments in 

commercial ventures 

with charitable 

purpose

“Working capital” 

investments with no 

financial return

Source of 

Investment
endowment corpus endowment corpus endowment corpus Varies 5% annual payout 5% annual payout 5% annual payout

Examples

• Private equity fund

• Venture capital fund

• Direct equity 

investment

• Angel investment

• Negative screens

• Positive screens

• Domestic/Int’l

• Large/Small Cap

• Shareholder 

engagement

• Municipal bond

• Corporate bond

• Community bank 

certificate of deposit 

(CD)

• Short term 

government bond

• Money market

• Low interest rate 

loan

• Loan guarantee

• Community loan 

fund

• Social Impact bond

• Equity investment 

with below market 

rate expectations

• Traditional grants

to 501(c)(3) 

organizations

• Donations to 

501(c)(4) political 

organization 

• Donations to PACs 

(political action 

committees)

Financial 

and/or 

Social 

Impact

Expected Financial Return

Expected Social Impact
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L M

G

M

G

G

M

L

G

G

PAC

G

M

G

PAC

M

M

G

PE

G

G

G

M

M

M

G

L

G

G

G

G

M

M

L

PE

G

PE

M M

G

PE

Research & 

Development Novel contraceptives 

development

Low cost copper IUD 

development

User needs and 

preferences research Implicit attitudes research

Legislation & 

Litigation

REMS removal strategy

TRAP laws removal 

advocacy

Gestational bans removal 

advocacy
Criminality of self-induced 

abortion removal advocacy

Women of color-led 

organizing

RH or democracy reform 

PAC donations

Reproductive justice

PAC donations

Pricing & 

Reimbursement

Free or low cost LARCs

GPO for RH products & 

services Financial management Loans for malpractice

PP Medicaid restriction 

blocking advocacy

Reimbursement rate 

increases

Service 

Provision

Biowaste facility Construction firm Clinic loan guarantee Real estate subsidy OTC contraceptives

Abortion care and primary 

care integration Telemedicine network Mobile solutions Online contraceptives Free pregnancy diagnoses

Care Seeking by 

Underserved 

Populations
Provider bias interventions

School based health 

clinics Transmedia edutainment

Sex ed curriculum

and training

PSA campaign 

effectiveness research

Care-seeking behavior 

research Abortion funding

Financial Tools
Company RH coverage 

advocacy RH-screen ETF Public equity database RH shareholder activism RH social impact bond RH venture fund RH startup accelerator

Example Investment Opportunities Overview
G = Grant

L = Loan

PE = Public/Private Equity 

>$10M

= entry level size

of investment

PAC =  Political Action 

Committee

M = Mix

$1M-$10M

<$1M
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Strategy 1: Research & Development: Context and Challenges

Limited R&D 

in novel 

contraceptive 

methods

• Most FDA approved methods use the same set of compounds (progestogen and estrogen) that have been used for 50+ years.

• There is a widely held belief that FDA approved methods are sufficient and that women need to better cope with side effect profiles.

• However, 47% of women have discontinued use of an FDA approved method due to dissatisfaction, with side effects as the most 

commonly cited reason for discontinuation.2

• With pharmaceutical companies earning reasonable margin from currently available methods, these companies have little incentive to 

invest in new compounds that can bring risk of litigation and are not likely to dramatically grow the contraceptive market.

• NICHD is the biggest funder of contraceptive R&D, but only dedicates ~10% of funding to new female methods.

Limited user 

preference & 

patient 

experience 

research

• Although 40% of women are dissatisfied with their current contraceptive method,3 there is limited research on what women do want and 

need from their contraceptives.

• Contraceptive decision-making is complex, and differentiation of women’s preferences across key demographics or behavioral and 

attitudinal groups is poorly understood. While women generally agree that effectiveness and safety are among the most important 

characteristics, there is little agreement about the relative importance of other attributes. For example, one study found that when women 

were provided 15 different choices, all 15 were ranked in the top 3 for at least some women.4

• Current research focuses on a single metric measuring the binary of intended/unintended pregnancy, which does not accurately reflect all 

women’s intentions or feelings about pregnancy. Research should instead take a more nuanced approach that focuses on increasing the 

reproductive quality of life and understanding the lived-experiences of using contraceptives.

In 2010, there was just $85M/year committed to the R&D contraceptive pipeline, an amount that needs to be doubled to support products 

already in the pipeline. On an inflation-adjusted basis, this investment amount represents a $39M decline from 1980 levels. There are currently 

110 projects in the contraceptive R&D pipeline, most of which are variations of existing technologies.1Context

Challenges

1. In Search of Breakthroughs: Renewing Support for Contraceptive Research and Development; 2. Contraceptive Methods Women Have Ever Used: United States, 1982–2010, 3. Current methods and attitudes of women towards contraception in Europe & America; 4. The Role of Contraceptive Attributes 

in Women’s Contraceptive Decision Making. 
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Strategy 1: Research & Development: Example Opportunities

Opportunity Description Acuity
Populations 

of Focus

Ability to 

Address
Scalability Asset Class Size of Inv

Time 

Horizon

Likelihood 

of Success

Novel 

contraceptives 

development

Invest in dev’t of new 

contraceptive compounds with 

reduced side effect profiles

Mix Long-term

Low cost copper 

IUD development

Invest in dev’t of a low cost non-

hormonal IUD to increase access 

to a method that can double as a 

LARC and EC.

Mix
Medium-

term

User needs and 

preferences 

research

Research to better understand 

user needs and preferences for 

contraceptives to enhance 

consistent use

Grant Long-term

Implicit attitudes 

research

Research implicit 

attitudes/associations to help 

influence care-seeking behaviors

Grant Long-term

>$100M

MediumHigh Low
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Strategy 2: Legislation & Litigation: Context and Challenges

Federal 

restrictions

• Hyde Amendment: Bars the use of federal funds to pay for abortion except to save the life of a woman, or if the pregnancy arises from incest or rape. In 

2015, federal funding paid for <1% of all publicly funded abortions.2

• REMS for medication abortion: Medically unnecessary requirement that all mifepristone providers have REMS (Risk Evaluation and Mitigation Strategy)

certification. This creates barriers to access by 1. creating delays for women seeking mifepristone from uncertified providers, 2. restricting the use of 

telemedicine in abortion care, 3. requiring the manufacturer to establish a costly distribution infrastructure and 4. limiting the pool of providers.

• Roe v. Wade: The threat of this landmark decision being overturned is a constant stressor and can impact long-term decision-making.

• Title X & Medicaid: Title X (the only federal grant program dedicated to providing comprehensive FP services) funding averts 900K unintended 

pregnancies and 440K unintended births per year, while publicly funded FP centers as a whole avert an estimated 1.3M unintended pregnancies and 

620K unintended births.31  $300M in Title X and $1.8B in Medicaid funding are annually under attack through the Congressional appropriations process. 

State 

restrictions

• “Defunding” PP: States have chosen to forgo Medicaid funding they receive for FP services, instead establishing programs that withhold funding from 

organizations with ties to abortion providers. For example, this has led to the closure of 82 FP clinics in TX. PP serves 2.5M patients, with 60% relying on 

Medicaid or Title X for FP services. More than a third of PP’s budget comes from Medicaid, putting PP at risk if Medicaid funding is blocked.4

• TRAP laws: 24 states have impose burdensome and medically unnecessary regulations on abortion providers and clinics. While 59% of women 15-44 live 

in states with TRAP laws, these states account for only 42% of abortions (388,970) in part due to TRAP restrictions. While Whole Women’s Health v. 

Hellerstedt rolled back restrictions in TX, states continue to pass new restrictions.

• Gestational bans: 43 states prohibit some abortions after a certain point, severely limiting the time in which abortions are accessible. Women tend to seek 

later abortions because they have difficulty finding a provider, raising funds, managing logistics of travel, or are faced with complicated health situations.

• In-person counseling: 14 states have mandatory in-person counseling with a 24+ hour waiting period, increasing personal and financial costs.

• Telemedicine bans: while 36% of women 15-44 live in the 19 states with telemedicine bans, these states account for only 25% of abortions (230,900).

Federal and state-level laws have heavily constrained contraceptive and abortion access for women. Since 2010, 338 new state-level abortion 

restrictions have been enacted under the guise of promoting women’s safety.1 However, states with the most abortion restrictions also had 

poorer health and well-being outcomes for women and children. Exacerbating this challenging legislative environment is the increasing role 

played by financial influencers like lobbyists and PACs.

Context

Challenges

1. Guttmacher Policy Review; 2. Camber analysis; 3. Return on Investment: A Fuller Assessment of the Benefits and Cost Savings of the US Publicly Funded FP Program; 4. Planned Parenthood Federation of America.
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Strategy 2: Legislation & Litigation: Example Opportunities

Investment Description Acuity Populations
Ability to 

Address
Scalability Asset Class Size of Inv

Time 

Horizon

Likelihood 

of Success

REMS removal 

strategy

Support research or litigation to 

remove REMS, improving ability 

to offer medication abortion

Mix
Medium-

term

TRAP laws removal 

advocacy

Advocate for removal of TRAP 

laws in states that restrict access 

to abortion care

Mix Short-term

Gestational bans 

removal advocacy

Advocate to lift gestational bans 

that prohibit abortions up to a 

certain week limit

Mix
Medium-

term

Criminality of self-

induced abortion 

removal advocacy

Advocate against criminality of 

self-induced abortions
Mix

Medium-

term

Women of color-led 

organizing

Invest in WOC led grassroots 

organizing, building capacity and 

leadership in WOC communities

Grant Long-term

RH or democracy 

reform PAC 

donations

Donations to politicians that align 

with RH and/or efforts to reform 

the role of money in politics

PAC Long-term

Reproductive 

justice PAC 

donations

Donations to progressive 

politicians or political efforts that 

align with RJ

PAC
Medium-

term

MediumHigh Low
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Strategy 3: Pricing & Reimbursement: Context and Challenges

Financial 

sustainability

• IUDs can cost up to $1,000 each, making it challenging for providers to keep IUDs in stock and available for same-day insertions.

• Although 340b Pharmaceutical Pricing Agreements lower the price of contraceptives for eligible hospitals and non-profit providers, 

many providers do not qualify. These agreements also reduce incentives for new investment from pharma companies.

• The cost and difficulty of securing malpractice insurance is identified as one of the most significant financial challenges. Although 

abortion providers utilize the same technique as OB-GYNs following a miscarriage (D&C), malpractice premiums for abortion are higher.

• Anti-choice groups’ hostility make operations more challenging and force providers to spend resources on defending against the groups; 

for example, one clinic spends a minimum of $45,000 a year on security costs.

• TRAP laws impose additional costs; an OB-GYN in Ohio estimates the cost of negotiating licensing with the Dept of Health at $100,000.

Low 

reimbursement 

rates & billing 

complexity

• 33 states do not provide public funding for abortions above and beyond the federal minimum, meaning women must pay out-of-pocket.

• States like California haven’t seen significant increases to abortion reimbursement rates since the 1980s, making it financially 

unfeasible for some clinics to provide later-term (post 16-week) abortions.

• Billing for RH services can be complicated, resulting in losses of revenue and resources. One qualitative study found that out of 15 

states, providers in 13 states reported reimbursement for only 36% of Medicaid qualifying cases.4

• While Medicaid reimbursement rates are low, increasing rates is challenging as Medicaid has a finite budget which is stretched across 

many other competing and essential healthcare needs.

• Managed care reimbursement structures (capitation rates and caps) combined with Medicaid eligibility changes, which can occur after 

delivery, can disincentive Managed Care Orgs from paying for postpartum LARC insertion as they may not benefit from cost savings.

Family planning service providers are in a tenuous financial position caused by decreasing budgets, annual insecurity around Title X funding, 

and the threat of new funding restrictions. For abortion providers, high expenses and low reimbursement rates squeeze margins, making 

operations nearly infeasible. Whole Women’s Health clinics, some of the more successful abortion providers, operate between a 1-2% profit or 

at a loss.1 An estimated 16 abortion clinics close a year in the US due to financial instability.2, 3

Context

Challenges

1. The Most Difficult Business You Could Run; 2. Abortion Clinics Are Closing at a Record Pace; 3. Abortion Clinics in Blue States are Closing, too; 4. Abortion Providers' Experiences with Medicaid Abortion Coverage Policies: A Qualitative Multistate Study. 
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Strategy 3: Pricing & Reimbursement: Example Opportunities

Investment Description Acuity Populations
Ability to 

Address
Scalability Asset Class Size of Inv

Time 

Horizon

Likelihood 

of Success

Free or low cost 

LARCs

Offer low cost or free IUDs or 

implants to patients at key 

service delivery points

Grant Short-term

GPO for RH 

products & 

services

Support Group Purchasing 

Organizations that negotiate 

lower prices

Loan
Medium-

term

Financial 

management 

provider

External manager to optimize 

pricing, inventory management, 

and reimbursement yield

Grant
Medium-

term

Loans for 

malpractice

Provide loans for abortion clinics 

to cover malpractice insurance
Loan Short-term

PP Medicaid 

restriction 

blocking advocacy

Advocate against restrictions 

excluding Planned Parenthood 

from Medicaid

Mix
Medium-

term

Reimbursement 

rate increases

Advocate to increase Medicaid 

reimbursement levels for abortion 

procedures

Mix Long-term

MediumHigh Low
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Strategy 4: Service Provision: Context and Challenges

Pressure on 

abortion 

service 

providers

• Anti-abortion groups continually target providers, vendors, and their loved ones by pressuring, shaming, and harassing individuals.

• Operation Rescue’s President says, “We do everything legal and moral to make sure these abortion clinics aren’t able to open up.”2

• Kansas Coalition for Life activists track the license plates of cars going into an abortion clinic, disseminating names for protestors to 

contact.

• Vendors with moral objections to abortion limit the number of vendors willing to contract with abortion clinics, while other vendors may refuse 

to work with abortion providers due to harassment from the opposition. Some examples include:

• It took South Wind, an abortion clinic, a year to find a bank to provide a loan for only 1/3 of construction costs, greatly delaying opening.

• Abortion providers in Ohio and Texas are struggling to find a solution for fetal tissue disposal as the sole biowaste facility in the area 

withdrew services due to pressure from the opposition, threatening the existence of these abortion clinics.

Limiting 

access to 

reproductive 

health 

services 

• All moderately and highly effective contraceptive methods require a prescription. A survey of 2,000+ women at risk of unintended 

pregnancy found that 37% were likely to use the pill if it were OTC.3

• Stigma limits the number of providers of abortion. Physicians cited many obstacles to providing abortions, including danger for 

themselves or their families, workplaces with an anti-abortion climate or quiet but widespread “no-abortion policies”, the risk of being 

pigeonholed as only an abortion provider, and the risk of being ostracized by the medical community.4

• Catholic hospitals, frequently the only providers in rural settings, often do not prescribe contraception. Insurance plans do not have 

processes to notify patients of limits to care, so patients may not know they are being counseled on a limited range of options.5

• Crisis pregnancy centers (CPCs) outnumber abortion clinics 2:1 and provide misleading information. The number of CPCs is growing 

while the number of abortion clinics is shrinking, and the prevalence of CPCs relative to abortion clinics is particularly acute in rural areas.

In addition to legislative and financial challenges, numerous barriers restrict provider efficacy and limit the number and breadth of healthcare 

access points. Abortion clinics are under threat, with 162 clinics closing between 2011-2016.1 21.5M women 15-44 live in a county without an 

abortion provider, and 3.4M women 15-44 live in the seven states that only have one abortion clinic left.
Context

Challenges

1. Abortion Clinics Are Closing at a Record Pace; 2. The Most Difficult Business You Could Run; 3. Interest in over-the-counter access to oral contraceptives among women in the United States; 4. Willing and Unable: Doctors' Constraints in Abortion Care; 5. Growth of Catholic Hospitals and Health Systems: 

2016 Update of the Miscarriage of Medicine Report.
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Strategy 4: Service Provision: Example Opportunities (1 of 2)

Investment Description Acuity Populations
Ability to 

Address
Scalability Asset Class Size of Inv

Time 

Horizon

Likelihood 

of Success

Biowaste facility

Investment in a biowaste facility 

that will collect from abortion 

clinics

Private / 

public 

equity

Short-term

Construction firm

Upstream investment to secure 

supply of firms able to build 

abortion facilities

Private / 

public 

equity

Medium-

term

Clinic loan 

guarantee

Guarantees that enable abortion 

clinics to take out market rate 

loans

Loan 

guarantee
Short-term

Real estate 

subsidy

Readily available real estate or 

rental agreements for abortion 

clinics

Mix Short-term

OTC 

contraceptives

Support development of OTC 

contraceptive options to increase 

patient access

Mix
Medium-

term

MediumHigh Low
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Strategy 4: Service Provision: Example Opportunities (2 of 2)

Investment Description Acuity Populations
Ability to 

Address
Scalability Asset Class Size of Inv

Time 

Horizon

Likelihood 

of Success

Abortion care and 

primary care 

integration

In states that allow it, facilitate 

and train NPs, CNMs, PAs to 

deliver abortions

Grant Long-term

Telemedicine 

network

Provide funding or loans for 

independent providers to join a 

telemedicine network

Grant, loan Short-term

Mobile solutions

Innovations in telemedicine, 

mobile services, or at-home 

services that improve access

Mix
Medium-

term

Online 

contraceptive 

options

Help online contraceptive 

websites scale (e.g. Nurx, Maven 

Clinic, The Pill Club, Lemonaid)

Grant, loan
Medium-

term

Free pregnancy 

diagnoses

Provide free pregnancy diagnosis 

in abortion clinics to combat 

CPCs

Grant, loan
Medium-

term

MediumHigh Low
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Strategy 5: Care-Seeking by Underserved Populations: Context & Challenges

Women of 

Color and Low-

Income 

Women

• An expectation of provider bias and a history of reproductive oppression & coerced sterilization create mistrust and an unwillingness 

to seek care.

• The binary unintended/intended pregnancy paradigm does not reflect the priorities and experiences of many women, particularly 

WOC and LIW. For example, some women do not have clear timing-based intentions around pregnancy. Others may have a more 

ambivalent or neutral opinion toward pregnancy that providers, with their view that unintended pregnancies are uniformly negative events, 

may not be equipped to support.2

• The intersectionality of poverty and race can make care-seeking and use challenging, as these groups often face greater barriers and 

costs to accessing healthcare (e.g. arranging for childcare, paying travel costs, taking time off of work, lack of insurance coverage, etc.).

• Hopelessness may increase pregnancy rates, as it is linked to higher risk-seeking behavior amongst low-income adolescents.4

Adolescents

• Provider bias results in less care-seeking, lower likelihood of filling contraceptive prescriptions, less effective options being provided, and 

less systematic quality follow-up, as significant bias reduces teens’ likelihood to return to the care provider.

• Teens often engage in activities that can result in unintended pregnancies but may not yet self-identify as “sexually active.” Teens also 

may not yet be able to effectively negotiate contraceptive use with their partners. 

• Sex education that takes a paternalistic approach can reduce engagement from teens, as agency and autonomy is particularly important 

in teen decision-making.

• Privacy concerns are particularly acute for teens. Medicaid programs and insurance companies send Explanation of Benefits/use of 

services to parents, in contrast with Title X which has consent and confidentiality rules designed to protect privacy.

• 39 states require parental consent/notification for abortion services, leading teens to seek care in other states.5

Unintended pregnancy rates are highest for low-income women (LIW), women of color (WOC), and adolescents. The unintended pregnancy 

rate for LIW is more than 5x the rate for women with incomes >200% FPL, while the rate for Black women is more than double that of non-

Hispanic white women. 15.3% of women 18-19 at risk of unintended pregnancies are not using a contraceptive, 1.6x the rate of all women.1
Context

Challenges

1. Camber analysis of NSFG 2013-2015; 2. Rethinking the Pregnancy Planning Paradigm: Unintended Conceptions or Unrepresentative Concepts?; 4. Associations of Adolescent Hopelessness and Self-Worth With Pregnancy Attempts and Pregnancy Desire; 5. Guttmacher Policy Review.
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Investment Description Acuity Populations
Ability to 

Address
Scalability Asset Class Size of Inv

Time 

Horizon

Likelihood 

of Success

Provider bias 

interventions

Interventions or trainings for 

providers to improve provider-

patient relationships

Grant
Medium-

term

School based 

health clinics

On site healthcare models to 

improve awareness and access
Grant

Medium-

term

Transmedia 

edutainment

Partner with television to deliver 

progressive and educational 

content to affect culture change

Grant Long-term

Sex ed curriculum 

and training

Build and scale evidence-

informed, culturally relevant sex 

ed, and invest in teacher training

Grant Long-term

PSA campaign 

effectiveness 

research

Conduct fMRI studies to 

understand which PSA 

messages are most effective

Grant Long-term

Care-seeking 

behavior research

Nationwide research on 

behavioral, attitudinal and 

practical drivers of care-seeking

Grant
Medium-

term

Abortion funding

Contribute to abortion funds 

and/or directly pay for medical 

abortion costs and patient travel

Grant Short-term

Strategy 5: Care-Seeking: Example Opportunities MediumHigh Low
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Strategy 6: Financial Tools for RH Impact: Context and Challenges

Corporate 

Voice & 

Accountability

• Corporations have a powerful voice and the ability to weigh in on public policy (e.g. chief executives from 50 Fortune 500 companies 

spoke out against and blocked the “Bathroom Bill” in Texas); however, few corporations have taken a stance against restrictive 

reproductive health legislation.

• Private companies have a responsibility to provide comprehensive health coverage to their employees, but: 

• In 2014, the Supreme Court ruled 5 to 4 in Burwell vs. Hobby Lobby, allowing privately held for-profit corporations to object to the 

ACA’s mandate of providing contraceptives to employees based on religious grounds.

• 10 states have abortion restrictions on private health plans (13% of women 15-44 live in these states; these women had just 8% 

of abortions).

Lacking 

Women in 

Leadership: 

Culture & 

Stigma

• Equal representation of women in business and politics is a crucial contributor to shifting cultural norms and erasing stigma, which 

would expand women’s RH choices and empowerment.

• Disparities between men and women persist in the form of pay gaps, uneven opportunities for advancement, and unbalanced 

representation in important decision-making. Pervasive preconceptions and a lack of support from mentors are holding women back.

• A crucial element of reproductive activism is gender equality. However, while women hold 52% of professional jobs, women made up 

just 5% of Fortune 500 CEOs, 17% of board members for Fortune 500 companies, 20% of the Senate and 19% of the House.1

• 76% of Americans think that having more women in leadership positions would help to reduce the pay gap between men and women2

While philanthropic and public funding is essential to shifting the RH landscape, these dollars alone are not enough to tackle the expansive 

system-wide challenges. There are a variety of ways that investment capital, paired with an intent to move the needle on reproductive health, 

rights and justice, can have a direct and indirect impact on access to contraception and abortion services.
Context

Challenges

1. Pew Research Center 2. Rockefeller Foundation “Women in Leadership” 
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Strategy 6: Financial Tools for RH Impact: Example Opportunities

Investment Description Acuity Populations
Ability to 

Address
Scalability Asset Class Size of Inv

Time 

Horizon

Likelihood 

of Success

Company RH 

coverage 

advocacy

Pressure companies to increase 

transparency and encourage 

more coverage

Grant
Medium-

term

RH-screen ETF

Screen investments or create an 

ETF investing in only companies 

that support gender equity or RH

Public 

equity
M Long-term

Public equity 

database

Develop database that rates 

public equities on gender equity 

or RH impact

Grant L Long-term

RH shareholder 

engagement

Lead a group of shareholders to 

substantially change company 

decision-making

Public / 

private 

equity

M
Medium-

term

RH social impact 

bond

Absorb risk with upfront $ for 

interventions; gov’t pays back + 

interest if outcomes are achieved

Loan M
Medium-

term

RH venture fund

Create a venture fund with 

flexible capital to invest in high-

risk/high-reward ideas

Grant M
Medium-

term

RH startup 

accelerator

Incubate startup companies 

focused on innovations for RH
Grant M Long-term

MediumHigh Low
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Next Steps

The Reproductive Health Investors Alliance was convened to determine the most effective opportunities to improve access to 

reproductive health services in the United States and to catalyze increased interest and funding to reproductive health.

Some next steps you can take:

• Join the Reproductive Health Investors Alliance Contact Ruth Shaber at the Tara Health Foundation 

(rshaber@tarahealthfoundation.org) with questions or to express your interest.

• Share this investment case with peers

• Make an individual investment in one of the 40 example opportunities identified

• Convene your peers to make a collective investment

We hope you’ll join us by contributing your knowledge, your perspective, and your resources. There’s never been a more 

important time to defend high quality reproductive health services for all.

mailto:rshaber@tarahealthfoundation.org
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# of Women aged 15-44 Uninsured

Source: Guttmacher Institute (2015).

Top 15 States (#)

California 1,128,965

Texas 736,119

New York 607,575 

Illinois 415,456 

Georgia 400,122 

Arizona 222,335 

Pennsylvania 217,030 

Missouri 211,693 

Tennessee 207,186 

Ohio 199,170 

North Carolina 178,431 

Washington 168,051 

Oregon 163,036 

New Jersey 155,173 

Utah 153,546 

U.S. Total 7,345,037

U.S. State Avg. 144,020
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# of Women aged 15-44 covered by Medicaid

Source: Guttmacher Institute (2015).

Top 15 States (#)

California 1,854,729 

New York 1,458,181 

Texas 1,189,116 

Florida 812,662 

Pennsylvania 626,975 

North Carolina 515,469 

Michigan 491,160 

Virginia 454,878 

Illinois 363,524 

Georgia 358,004 

Wisconsin 348,189 

Colorado 292,966 

Indiana 285,165 

Louisiana 273,326 

Minnesota 263,358 

U.S. Total 13,588,523

U.S. State Avg. 266,442
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# of Women in Need of Publicly Funded Contraceptive Services & Supplies

Source: Guttmacher Institute (2014).

Top 15 States (#)

California 2,643,580

Texas 1,795,160

New York 1,227,170

Florida 1,216,520

Illinois 772,510

Pennsylvania 745,550

Ohio 730,110

Georgia 695,120

North Carolina 667,910

Michigan 635,660

Arizona 465,450

New Jersey 455,260

Virginia 447,970

Indiana 446,230

Tennessee 434,440

U.S. Total 20,169,950

U.S. State Avg. 395,489
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% of Need Met by Publicly Funded Centers

Source: Guttmacher Institute (2014).

Bottom 15 States (%)

Texas 10

Nevada 10

Ohio 14

Arizona 15

Louisiana 15

Georgia 16

Michigan 16

Florida 17

Virginia 17

Kansas 17

Missouri 18

Indiana 19

Illinois 20

North Carolina 20

Nebraska 20

U.S. State Avg. 28
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# of Unintended Pregnancies

Note: An unintended pregnancy is one that was either mistimed or unwanted (45% of all pregnancies). If a woman did not want to become pregnant at the time the pregnancy  occurred, but did want to become pregnant 

at some point in the future, the pregnancy is considered mistimed (27% of pregnancies). If a woman did not want to become pregnant then or at any time in the future, the pregnancy is considered unwanted (18% of 

pregnancies). Source: Guttmacher Institute (2010)

Top 15 States (#)

California 393,000 

Texas 298,000 

New York 246,000 

Florida 207,000 

Illinois 128,000 

Georgia 119,000 

Pennsylvania 115,000 

Ohio 109,000 

New Jersey 97,000 

North Carolina 95,000 

Michigan 93,000 

Virginia 84,000 

Maryland 71,000 

Tennessee 62,000 

Arizona 61,000 

U.S. Total 3,124,000

U.S. State Avg. 61,255
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Unintended Pregnancy Rate per 1,000 women 15-44

Source: Guttmacher Institute (2010).

Top 15 States (rate)

Delaware 62

Hawaii 61

New York 61

Maryland 60

D.C. 58

Florida 58

Georgia 57

Louisiana 57

Mississippi 57

New Jersey 56

New Mexico 56

Texas 56

Alaska 54

Nevada 54

Virginia 51

U.S. State Avg. 47



76

EXECUTIVE SUMMARY APPENDIXINTRODUCTION LANDSCAPE ANALYSIS SYSTEMS MAPS INVESTMENT STRATEGIES CONCLUSION

# of Pregnancies among Women 15-19

Source: Guttmacher Institute (2011).

Top 15 States (#)

California 72,180 

Texas 59,570

New York 38,020

Florida 32,360 

Illinois 22,660

Georgia 20,340

Ohio 19,180

Pennsylvania 18,940

North Carolina 16,800

Michigan 16,500

New Jersey 13,470

Arizona 12,340

Tennessee 12,120

Virginia 11,450

Indiana 11,050

U.S. Total 552,600 

U.S. State Avg. 10,835 



77

EXECUTIVE SUMMARY APPENDIXINTRODUCTION LANDSCAPE ANALYSIS SYSTEMS MAPS INVESTMENT STRATEGIES CONCLUSION

Pregnancy Rate per 1,000 Women 15-19

Source: Guttmacher Institute (2011).

Top 15 States (rate)

D.C. 79

New Mexico 72

Mississippi 70

Arkansas 69

Louisiana 66

Texas 65

Oklahoma 65

West Virginia 63

Nevada 62

Hawaii 61

Delaware 60

Georgia 59

Alabama 59

South Carolina 59

Kentucky 59

U.S. State Avg. 51 
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Top 15 States
# unintended pregnancies: # abortion clinics

Missouri 54,000 

Mississippi 35,000 

Kentucky 17,000 

South Carolina 14,000 

Utah 12,000 

Oklahoma 12,000 

Texas 10,643 

Louisiana 10,600 

Wisconsin 10,500 

Arkansas 9,667 

Alabama 9,200 

Ohio 9,083 

Tennessee 8,857 

West Virginia 7,500 

South Dakota 7,000 

U.S. State Avg. 7,006

Source: Guttmacher Institute (2010 & 2014).

Missouri lags far behind other states in abortion access, with women 15-44 experiencing 54,000 unintended pregnancies for every 1 clinic

# of Unintended Pregnancies per Abortion Clinic
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# of Abortions

Source: Guttmacher Institute (2014).

Top 15 States (#)

California 157,350

New York 119,940

Florida 75,990

New Jersey 44,460

Washington 19,230

Texas 55,230

Connecticut 13,140

Maryland 28,140

Illinois 42,270

Colorado 13,160

Michigan 29,120

Pennsylvania 32,030

Virginia 21,080

Georgia 33,000

North Carolina 29,960

U.S. Total 926,240

U.S. State Avg. 18,162
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# of Abortion Clinics

Source: Guttmacher Institute (2014).

Top 15 States (#)

California 152

New York 95

Florida 71

New Jersey 41

Washington 33

Texas 28

Maryland 25

Connecticut 25

Illinois 24

Colorado 21

Pennsylvania 20

Michigan 20

Virginia 18

Georgia 17

North Carolina 16

U.S. Total 788

U.S. State Avg. 15
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# of Women 15-44 Living in a County without an Abortion Provider

Source: Guttmacher Institute (2011).

Top 15 States (#)

Texas 2,264,982 

Ohio 1,239,281 

Georgia 1,137,190 

Missouri 1,105,506 

Pennsylvania 1,012,806 

Virginia 892,909 

Illinois 882,845 

Indiana 855,495 

North Carolina 852,506 

Tennessee 802,845 

Michigan 736,739 

Wisconsin 707,259 

Florida 701,845 

Kentucky 631,654 

Minnesota 621,524 

U.S. Total 21,559,706 

U.S. State Avg. 422,739 
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% of Abortions that are Publicly Funded

Source: Guttmacher Institute (2010).

Top 15 States (%)

Washington 74%

Alaska 57%

California 56%

West Virginia 55%

Vermont 50%

Minnesota 40%

New York 38%

Oregon 37%

Hawaii 34%

New Mexico 27%

Montana 25%

New Jersey 23%

Massachusetts 20%

Maryland 15%

Illinois 1%
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# of Female Contraceptive Clients Served at Publicly Funded Centers

Source: Guttmacher Institute (2014).

Top 15 States (#)

California 1,326,630

New York 390,350

Pennsylvania 218,300

Florida 206,130

Texas 184,540

Illinois 154,660

North Carolina 133,310

Colorado 123,210

Georgia 113,340

Washington 112,800

Tennessee 112,060

Oregon 105,800

Ohio 105,440

Michigan 103,600

Alabama 103,360

U.S. Total 5,259,300

U.S. State Avg. 103,124
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Abortion Restrictions

Source: Guttmacher Institute (2017)

Major Abortion Restrictions

1. Requiring parental involvement 

before a minor’s abortion

2. Mandating medically inaccurate or 

misleading pre-abortion counseling

3. Requiring a waiting period after 

abortion counseling at a clinic, thus 

necessitating two trips to the facility

4. Mandating a non–medically indicated 

ultrasound before an abortion

5. Banning Medicaid funding of abortion 

except in cases of life endangerment, 

rape or incest

6. Restricting abortion coverage in 

private health plans

7. Imposing medically inappropriate 

restrictions on medication abortion

8. Requiring onerous and unnecessary 

regulations on abortion facilities

9. Imposing an unconstitutional ban on 

abortion before viability or limits on 

abortion after viability

10.Enacting a preemptive ban on 

abortion if Roe v. Wade is overturned.

Extremely Hostile | 6-10 restrictions

Hostile | 4-5 restrictions

Middle Ground | 2-3 restrictions

Supportive | 0-1 restrictions
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States with/without Medicaid Expansion

Source: Kaiser Family Foundation (2016)

States without Medicaid Expansion

Alabama

Florida

Georgia

Idaho

Kansas

Louisiana

Maine

Mississippi

Missouri

Nebraska

North Carolina

Oklahoma

South Carolina

South Dakota

Tennessee

Texas

Utah

Virginia

Wisconsin

Wyoming

Without Medicaid Expansion

With Medicaid Expansion
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States with Telemedicine Ban

Source: Service Delivery Funders Litigation Update (2017)

States with Telemedicine Ban

Alabama

Arizona

Arkansas

Indiana

Kansas

Louisiana

Michigan

Mississippi

Missouri

Nebraska

North Carolina

North Dakota

Ohio

Oklahoma

South Carolina

South Dakota

Tennessee

Texas

Wisconsin

Telemedicine Ban

No Telemedicine Ban
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Summary of abortion restrictions and evidence of impact on access

1. Gerdts, C. et al. “Impact of Clinic Closures on Women Obtaining Abortion Services After Implementation of a Restrictive La in Texas.” American Journal of Public Health (2016). 2. Guttmacher “Waiting Periods for Abortion” 3. Guttmacher “Restrictions on Medicaid Funding for Abortions: A Literature 

Review” 4. Guttmacher “Later Abortion” 5. Guttmacher “Medication Abortion Restrictions Burden Women and Providers-and Threaten U.S. Trend Toward Very Early Abortion” 6. Guttmacher “The Impact of Laws Requiring Parental Involvement for Abortion: A Literature Review” 7. Guttmacher “The Impact 

of State Mandatory Counseling and Waiting Period Laws on Abortion: A Literature Review” 8. Gatter, M. et al. “Relationship Between Ultrasound Viewing and Proceeding to Abortion.” Obstetrics & Gynecology (2014).

Legislation Legislation Details
Impact on 

Access
Evidence of “Impact on Access”

TRAP Laws

Requiring onerous and unnecessary regulations on abortion facilities 

or physicians, such as hallway width requirements or mandating 

hospital admitting privileges.

H

Result in many abortion clinic closures; for example, in 2013 Texas passed (a now overturned) law 

(HB2) that required doctors to have admitting privileges and facilities to meet ambulatory surgical 

centers, resulting in half of clinics closing within 6 months.1

Mandatory Waiting 

Period
Requiring a waiting period after abortion counseling at a clinic. H

If the counseling is required to be in-person, and thus necessitating two trips, there is an increase in 

personal and financial cost, preventing some women from obtaining an abortion.2

Medicaid Funding 

Restriction

Banning Medicaid funding of abortion except in cases of life 

endangerment, rape or incest
H

Approximately 25% of women who would have Medicaid-funded abortions instead give birth when 

funding is unavailable.3

Ban/Limit based 

on Viability

Imposing an unconstitutional ban on abortion before viability or limits 

on abortion after viability
H

While just 9% of abortions occur in the second trimester, these restrictions create a significant 

burden, disproportionately affecting young women, women with lower education, Black women, and 

women who have experienced multiple disruptive life events in the last year.4

Medication 

Abortion 

Restrictions

Imposing medically inappropriate restrictions on medication abortion, 

such as following the old FDA protocol for mifepristone or requiring a 

physician dispense the medication in-person.

H

An outdated FDA protocol of mifepristone limits access with a smaller gestational window and less 

procedural flexibility. Telemedicine bans also impact potential access to medication abortions, 

particularly for women in rural areas.5

Parental 

Involvement

Requiring parental involvement before a minor’s abortion. May 

include notification, consent, and/or notarization of either.
M

Though state-level abortion rates for teens may decline in response to this legislation, overall rates 

are likely less affected as teens who do not want to notify their parents cope by traveling to states 

without this restriction.6

Private Insurance 

Restriction

Restricting abortion coverage in private insurance plans written in 

the state, plans offered through insurance exchanges, and/or 

insurance plans for public employees

M

Limited studies, but extrapolating from research on Medicaid funding restrictions, it can be assumed 

this restriction will increase financial barriers; however, there will be a lower overall impact due to 

the overall higher socioeconomic status of women with private insurance.

Preemptive Ban
Enacting preemptive bans on abortion if Roe v. Wade is overturned, 

either limiting the types of abortions or banning abortions altogether.
L

Though today preemptive bans do not have an impact on outcomes, it has the potential to change 

the abortion landscape.

Inaccurate/ 

Misleading 

Counseling

Mandating medically inaccurate or misleading counseling, such as 

telling patient that the fetus can feel pain, inaccurately linking 

abortion to future fertility risk or breast cancer.

L
Inaccurate or misleading counseling, without a mandatory waiting period, has not been shown to 

change a woman’s decision.7

Ultrasound Mandating a non-medically indicated ultrasound before an abortion L

Viewing an ultrasound may contribute to a small proportion of women with medium or low decision 

certainty deciding to continue the pregnancy, but does not alter decisions of the large majority of 

women who are certain about their decision.8
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Key Contraception Sources
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KFF, "Oral Contraceptive Pills" (2017)
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National Survey of Family Growth (2013-2015)
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