Unintended Pregnancy 

Definition: Pregnancies that are identified by the mother as either unwanted or mistimed (occurring earlier than wanted) at the time of conception.

Summary

An estimated 53% of all pregnancies and 38% of all births in Washington State in 1999 were unintended at the time of conception.  Rates have remained relatively unchanged since 1994. While young women, poor women, and some minorities have the highest rates, unintended pregnancies occur in all segments of society. 

When pregnancies are begun without planning or intent, there is less opportunity to prepare for an optimal outcome. Unintended pregnancies are associated with adverse maternal behaviors such as delayed entry into prenatal care, poor maternal nutrition, cigarette smoking, and use of alcohol and other drugs. Women whose pregnancies are unintended are more likely to have infants who are low birth weight and are less likely to breastfeed. Their infants are more likely to be abused and die in their first year. Other negative social outcomes such as reduced education and career attainments of parents, increased welfare dependency, divorce, and domestic violence are associated with unintended pregnancy. About half of unintended pregnancies end in abortion. Access to quality family planning information and services is an important factor in planning for healthy pregnancies and preventing unintended pregnancies. 

Background Note

National data on intention status comes from the National Survey of Family Growth (NSFG). That survey asks questions of a random sample of all women of reproductive age about their pregnancies, whether they were intended, and the outcome of the pregnancy (live birth, miscarriage, abortion). Most of the Washington-specific data on unintended pregnancy in this chapter describe births from unintended pregnancy because these data come from the Pregnancy Risk Assessment Monitoring Surveillance system (PRAMS), a survey sent to a sample of women who have given birth. (See Technical Note 1.)  Overall rates of unintended pregnancy in Washington are only estimates, derived from a formula combining PRAMS data on births from unintended pregnancy and vital statistics data on abortion. (See Technical Note 2.) These estimates allow some analysis of overall rate, trends, and age distribution but cannot be used to assess variability by race/ethnicity, geographic units, income, education, or measures of impact and burden. Limitations of both the abortion data and using a formula that combines population and survey data restrict further analyses of these characteristics.
Time Trends
Unintended pregnancy has been monitored in Washington since 1994 using PRAMS data and vital statistics data on births and abortions. No significant reduction in the percent of pregnancies that were unintended is evident in this time period. In 1994, an estimated 55% of all pregnancies were unintended, and 39% of all births were from unintended pregnancies. In 1999, an estimated 53% of all pregnancies were unintended, and 38% of all births were from unintended pregnancies.  

Year 2000 and 2010 Goals
At the national level, the Healthy People 2010 goal is to increase to at least 70% the proportion of pregnancies that are intended.  According to the 1995 Institute of Medicine report on unintended pregnancy, The Best Intentions, the US goal has already been achieved by other industrialized nations (p.253).
 If that goal had been reached in Washington in 1999, almost 6,400 fewer births would have been unintended at the time of conception and nearly 2,100 fewer pregnancies would have resulted in abortion. The Department of Health and the Department of Social and Health Services have a joint performance measure to reduce the rate of unintended pregnancy by 3% each year over the next two biennia.  Achieving a 3% reduction in 2000 would have resulted in over 900 fewer births from unintended pregnancies and 300 fewer abortions. 

Geographic Variation

Because of the small number of respondents for some counties in PRAMS, county comparisons are not available.

Urban and Rural
PRAMS data for 1997 – 1999 do not indicate a statistically significant difference in births from unintended pregnancies in urban core, suburban areas, towns, rural large towns, or rural small towns. National data for pregnancy intention in urban/rural areas are not available.
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Based on data from PRAMS and records of abortions, unintended pregnancies occur in all age groups. Women aged 19 years and younger had the highest percentage of unintended pregnancies, 81% (( 6%). The percentage of unintended pregnancies for women aged 20 – 24 was estimated to be 64% (( 4%), for women 25 – 29, 46% (( 4%), and for women aged 30 – 34, 39% (( 4%). (See Technical Note 2.) The actual number of births from unintended pregnancies among women ages 20 – 34 account for most of the state’s unintended births because more women in that age group become pregnant.

Race and Ethnicity
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According to PRAMS data, in Washington, rates of births from unintended pregnancies were higher for women of some racial minorities.  Black women reported 59% (( 3%) of their pregnancies were unintended, as did 52% (( 3%) of Native American women, 39% (( 3%) of Asian/Pacific Islander women, and 37% (( 2%) of white women. Thirty-nine percent (( 3%) of births to Hispanic women were from unintended pregnancies; this is not statistically different from non-Hispanic women, whose rate was 38% (( 2%). 

Income and Education

Birth rates from unintended pregnancies are strongly associated with income level.  In the PRAMS survey, Medicaid status is one indicator of low income. Women who qualify for publicly funded medical services through Medicaid fall into two main groups: (1) those who receive both Medicaid and cash assistance (Grant Recipients), and (2) those who receive only Medicaid Services (Medicaid only).  Grant recipients reported 66% (( 5%) of their pregnancies were unintended, and Medicaid only recipients reported 50% (( 4%) were unintended. Among women without Medicaid coverage for their deliveries, 27% (( 2%) of births were from unintended pregnancies.

Washington PRAMS data indicate that unintended pregnancy rates decrease as mothers’ education increases.  Among women with 6 – 11 years of education, 52% (( 4%) of pregnancies were unintended; among women with 12 years of education 42% (( 4%) were unintended; and among women with 13 or more years of education, 28% (( 3%) of pregnancies were unintended.  

Other Measures of Impact and Burden

Abortion: According to the The Best Intentions, about half of all unintended pregnancies end in abortion. Thus, abortion is one of the primary consequences of unintended pregnancy, and reducing unintended pregnancy would decrease the incidence of abortion (p. 51).1 In 1999, there were 25,965 abortions reported for women living in Washington. This is a decline of about 5% since 1994. According to the Institute of Medicine (IOM), long-term medical or psychological consequences from abortion are few. However, abortion poses difficult moral and ethical questions, and it continues to be a controversial procedure. Complications from abortion increase with increasing pregnancy duration. Most abortions (86%) are obtained before 12 weeks gestation when there is less risk of complications. Abortions obtained after 12 weeks gestation are accessed at disproportionately higher rates by younger women: Among women who had an abortion in 1999, almost 10% of those age 15 – 19 had the procedure after 12 weeks gestation compared to 8% of women 20 – 24, 6% of women 25 – 29, 6% of women 30 – 34, 5% of women 35 – 44. The percentage for women 45 and older is not calculated due to small numbers. 

Morbidity and Mortality: Unintended pregnancy limits the opportunity for the mother or couple to participate in preconception risk assessment and intervention that can mitigate many serious medical conditions. Strict metabolic control of maternal diabetes and phenylketonuria reduces the risk of congenital malformation of the fetus.  Neural tube defects can be reduced through dietary folic acid supplementation before and during the early months of pregnancy. 
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Unintended pregnancy is associated with delayed entry into prenatal care. PRAMS data indicate that 54% (( 5%) of Washington women with unintended pregnancies had late or no prenatal care. Relative to women whose pregnancies were intended, they were more likely to have used drugs or alcohol during their pregnancies, to have smoked in the three months prior to pregnancy, and were less likely to breastfeed. 
Maternal and Family Stress: PRAMS data show an association between pregnancy intention and indicators of maternal and family stress. Washington women with unintended pregnancies are more likely to be divorced or homeless and to have lost a job themselves or to have husbands who lost jobs in the twelve months preceding their births than women whose pregnancies were intended.   

Abuse: Washington women who have been physically abused more frequently report that their pregnancy was unintended. PRAMS data indicate that women who were in a physical fight within 12 months of the current birth were almost twice as likely to report that their pregnancy was unintended (71% ( 9%) compared to women who were not in a fight (36% ( 2%). Women who have been abused by their husbands more frequently reported their pregnancies were unintended (66% ( 9%) than women who were not abused (37% ( 2%). 

Economic Costs: There are financial burdens for unintended pregnancy as well.  At an average cost of $5,639 for prenatal care and delivery in Washington, the annual cost to federal and state government for births from unintended pregnancies paid for by Medicaid is estimated to be $97.6 million.
 Healthy People 2010 estimates that the pregnancy care cost for a woman who does not intend to be pregnant yet is sexually active and uses no contraception is about $3,200 annually in a managed care setting.
  

Risk and Protective Factors

Contraceptive Use: One determinant of pregnancy and birth rates is use of contraceptives. A woman who is sexually active throughout her reproductive years and wants only two children will need contraceptive protection for more than 20 years.
 National data indicate about half of unintended pregnancies occur among the 3.9 million women who are neither using contraceptives nor seeking to become pregnant. The other half occurs among the estimated 21.2 million women using reversible contraception. In Washington, PRAMS data indicate that 28% (( 3%) of women who said their pregnancies were unintended were not using contraception while 72% (( 4%) reported using contraception at the time of conception. Pregnancies occur among some contraceptive users because some methods are of limited effectiveness even when used correctly, and some methods fail because of difficult compliance regimens. Healthy People 2010 cites numerous studies indicating a disturbing degree of misinformation about contraceptive methods and recommends increased public education efforts and improved accuracy in the media.3
The Institute of Medicine (IOM) study cites the reasons for the high rates of unintended pregnancy in the US compared with other countries. These include: gaps in reproductive knowledge and information; lack of high quality instruction on sexuality and contraception; the wide range of personal feelings, cultural values, and attitudes regarding sexuality; expensive, often complicated access to birth control; public policies and institutional practices such as insurance coverage of abortion but not contraception; administrative barriers causing delays in service; and the sexual saturation of the media (p.2-3).1
Contraceptive Access: Although a variety of family planning services are available across the state, the Alan Guttmacher Institute (AGI) estimates that fewer than half of Washington women in need of publicly funded services are served. They rank the state 16th in the provision of contraceptive services to women in need.4 Health insurance provides limited coverage of contraceptives in Washington. While a large percentage of private insurance plans cover gynecologic, maternity, reproductive cancer screening, and STD and AIDS services, nearly half do not cover any kind of contraceptive method. 
  Only 22% of eligible enrollees have coverage for the five FDA-approved reversible methods of contraception.
 A new rule promulgated by the Insurance Commissioner will require companies to provide coverage for most forms of birth control as of January 2002. 
High Risk Populations

Data in The Best Intentions indicate that although unintended pregnancies occur in all subgroups, women at either end of the reproductive age spectrum, poor women, uneducated women, unmarried women, some minorities, and women who do not use contraception are at higher risk of unintended pregnancies (p. 47).1 

Intervention Strategies
According to the Institute of Medicine report, achieving a new social norm where all pregnancies are consciously and clearly desired at conception would require a long term effort to educate the public on the social, economic, and public health burdens of unintended pregnancy and stimulate interventions to reduce such pregnancies. The IOM recommends that efforts be structured around the following five goals: 

(1) Improve knowledge about contraception and reproductive health; 
(2)  Increase access to contraception; 
(3) Address the roles attitudes and motivation play in avoiding unintended pregnancy;
(4) Develop and evaluate local initiatives, and 
(5) Stimulate research on contraceptive methods, organizing services, and the determinants and antecedents of unintended pregnancy (p.254).1
The National Association of City and County Health Officials published a set of action steps for local health departments based on the goals of the IOM report.
 

Improving Access to Family Planning: The IOM report and Healthy People 2010 both call for more reproductive health education and access to clinical reproductive health services.  Federal and state dollars provide subsidized family planning services in 31 of the state’s 39 counties. Medicaid provides family planning services for TANF clients and has expanded coverage to provide free family planning services for men and women up to 200% of the federal poverty level for five years through a federal waiver of Medicaid eligibility. Data from a Medicaid report on birth spacing in a population qualified for family planning services for one year after delivery showed the two-year subsequent birth rate was two to three times higher for women who did not receive family planning services compared to those who did.
 

One strategy advocated by the IOM is to increase the range of health professionals and institutions which promote and provide contraceptive services. Five state agencies initiated a novel pilot project in Western Washington to enable pharmacists to prescribe emergency contraceptive pills (ECPs) directly to women through collaborative drug agreements with doctors.  During the project period, more than 1,000 pharmacists and 140 pharmacies provided about 12,000 prescriptions in 16 months of service, potentially preventing 700 or more unintended pregnancies (assuming a 10% pregnancy risk and 75% method effectiveness).
 A clinic in the Kaiser Permanente system in San Diego made reducing unintended pregnancy a strategic goal and reduced the number of abortions in their practice by 25% over a three-year period. Strategies included educating providers and staff about unintended pregnancy, finding opportunities to educate patients, prescribing birth control and following up on use, increasing access to emergency contraception, and reducing administrative barriers to family planning appointments.

See related chapters on Adolescent Pregnancy and Childbearing, Prenatal Care, and Sexual Behavior.

Data Sources

Washington State Department of Health, Center for Health Statistics, Washington State Deaths, Washington State births, 1980-1999 CD-ROM released November 2000

Pregnancy Risk Assessment Monitoring System (PRAMS) 1996-1998 Washington State data. (See Appendix B for description.)

Washington State Abortion Data: Pregnancy & Induced Abortions 1999. Center for Health Statistics, Washington State Department of Health.

Washington State Department of Social and Health Services, Research and Data Analysis.  First Steps Database, 2001.

For More Information

Washington State Department of Health Office of Maternal and Child Health (360) 236-3502; Maternal and Child Health Assessment (360) 236-3558; Office of Infectious Disease and Reproductive Health 360) 236-3444; Family Planning and Reproductive Health (360) 236-3471

Technical Notes

Technical Note 1: The Pregnancy Risk Assessment Monitoring System (PRAMS) is a population-based surveillance system that uses birth certificates to survey new mothers who are representative of all registered births to Washington residents. PRAMS data in this chapter are from surveys collected in 1997-1999. Confidence intervals presented are 95% for all point estimates. 

Technical Note 2: Percentages of births from pregnancies that were unintended at the time of conception are derived from PRAMS data. To estimate the total number of pregnancies that are unintended, the percent of live births identified by PRAMS respondents as unintended are combined with the number of abortions from vital statistics for that year. This definition excludes ectopic and molar pregnancies as well as fetal deaths at less than 20 weeks gestation, which are not reportable.  This estimate also assumes that all reported abortions are due to unintended pregnancies though a small percentage might be medically indicated.
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