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FLENO. 110899 ~ ORDINANGE NO.

[Administrative Code - False Advertising by Limited Services Pregnancy Centers]

_ Ordinance_ amending the San Francisco Administrative Code by adding Chapter 93, -.

Sections 93.1 thro.qgh 93.5,-td prohibit l‘imited' services pregnancy centers from making
false or misleading statements to the pub‘lic about pregnancy—related services the"
centers offer er:perf—'é-rm | |

NOTE: Add itions are single- underlzne italics Times New Roman;

deletions are
Board amendment addltlons are double- underllned

Board amendment deletions are s#rketh;eughne;mat

Be it ordained by the People of the City and COunty of San Francisco:
Section 1. The San Francisco Administrative Code is hereby amended by adding
Chapter 93, Sectlons 93.1 through 93.5, to read as follows: | '

SEC. 93.1. TITLE.

‘ The Chapter shall be known as the P-fegnancy Information Dz';‘clqsure and Protection

Ordmance

SEC. 93. 2. FINDINGS.

1. San Francisco serves as the medical provider of last resort for indigent individuals who need

" \medical care. These individuals include women facing unexpected presnancies.

2. A woman's right to choose whether to terminate a pregnancy is protected by both the federal

\land state Constitutions, and is protected from interference by third parties and the government.

3. Many people have deeply held religious and moral beliefs both sup;iorting and 'opposz'ng

abortion, and the City respects the right of individuals to express and promote such beliefs.

4. When a woman considers termination of a pregnancy, time is a critical factor. Delays in

deciding to terminate a pregnancy may mean that a less invasive option is no longer available or that

" |the option to terminate a presnancy is no Zoh}zer available,
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2. Inrecent vears, clinics that seek to counsel clients against abortion have become common

throughout Calz'fornia. These clinics are often referred fo as crisis pregnancy centers ("CPCs"),

Although some CPCs are lzcensed to provide various mea’zcal services to pregnant women, mosz‘ CPCs

are rzoz‘ licensed medzcal clinics.

6. Some C’PCs openly acknowled,qe z'n their advertising ana’ i‘hez’r facilities, that thev do not

provzde aborz‘zons or emergencv corztraceptzon or refer clients to other Drovzders of such servzces

Some of these same CPCs also openly ac]mowlea’ge that z‘hev beZzeve abortzorz is morally wrong Many

C’PCs however seekto mzslead women corztemplatzrzz aborz‘zorz znl‘o belzevm,cz that their faczlztzes oﬁ’er

abortion services arza’ urzbzased counselzn,q

7. C’PCs- often purchase "nay per click” ads on onlz'rze‘ search servi'ces such as Google for rerms

-such as abortzorz 50 z‘hat persons searching for abortzorz services will see a link and advertisement

for the CPC.at z‘he_z‘op of the results page., In ada’z’z‘z‘on, ma_ny CPCs advertise on billboards, mass-

transit facz'lities and through websites.

.8 Most clients do not come to CPCs as aresult ofa referral froma medzcal professzorzal

CZzem‘s S€€k‘ll’l£’ ZI’lfO?‘MGl‘ZOI’l regara’zng ODfZOPZS l’O z‘ermznaz‘e a preg’nancy commonly are experzenczng

emotional and phvszcal Stress ana’ are z‘herefore especially susceptible to false or. mzsleadzng elements -

in aa’vertzszng by CPCs. These czrcumstances raise the need for regulatzon z‘hat is more proz‘ectzve of

potential consumers of pre,gnancv cem‘er servzces [

-9 Because of the tzme-senszz‘zve ana’ consz‘zrutzonallv prol‘ectea’ nal‘ure of the deczszon o

z‘ermmal‘e a pregnancy, false and mzsleaa’m,cz aa’verz‘zszng by clznzcs that do not offer or refer clients for

aborz‘zon OF emergency com‘raceoz‘zon zs of speczal concern fo z‘he City. When a woman is misled zm‘o :

: behevzn,q that q clinic oﬁ%rs services thaz‘ zz‘ a’oes not in fact offer, she loses time cruczal to the decision

whether ro z‘ermznate a pregrzancy Under these same circumstances a clzerzz‘ may aZso lose the opz‘zon

to choose a parz‘zcular procea’ure or z‘o z‘ermznaz‘e the: pregnancv at all.

‘Supervisor 'Cohen, Chiu, Wiener, Kim : . . : o
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10. The City respects the right of limited services pregnancy centers to counsel against

abortions, if the centers are otherwise operating in compliance with this Chapter, and the City does not

intend by this Chabter fo regulazfe, limit or curtail such advocacy.

11. However, if women who have chosen to terminate a.pregnancy are misled and delayed by

the false advertising of CPCs, the cost of providing more invasive and expensive options may fall upon

-City health facilities, which provide: the medical services of Zast resort for the City's indigent

’

population.

12, After carefully balancing the constitutionally protected right of a woman to choose to

terminate her precnancy, the right of individuals to express their religious and ethical beliefs about

abortion, the harm to women worked by even slight delays that can be caused by false advertising for

pregnancy and/or abortion services, and the cost to the City that can accrue from such delay, the C ity

has determined that there exists a need to regulate false and misleading advertising by pregnancy.

clinics offering [imited services.

SEC. 93.3. DEFINITIONS.

For the purposes of this-Chapter, the following terms Shc_zll have the following meanings:

 (a) "Abortion" shall mean the termination of a pregnancy for purposes oi‘her than producing a

live birth. "Abortion" includes, but is not limited to, a termination using pharmacological agents.

(b) "Client" shall mean an.individual who is inquiring about or seeking services at a pregnancy |

Servi_ces center.

(c) "Emergency contraception” shall mean one or more pfeséription drugs (1) used separately -

or in Combination, to prevent pregnancy, when administered to or self-administered by d patient, within

a medically-recommended amount of time after sexual inz‘erc’ourse; (2) dispensed for that purpose in

accordance with professional standards of practice, and (3) determined by the United States Food and

Drug Administration'to be safe for that purpose.

Supervisor Cohen, Chiu, Wie_ner, Kim - -
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{d) ."Healz‘h information” shall mean any oral or written z'nforinatz'on in any form or medium

that relaz‘es to healz‘h insurance and/or the past, presem‘ or future phvszcal or mental health or condztzon

of a clzen

(e) "Licensed medical provider" shall mean a person licensed or otherwise authorized under

the provisions of federal, state, or local law to provide medical services.

(1)_"Limited services pregnancy center" shall mean a pregnancy services center, as defined in

subsection (g), that does not directly provide or provide referrals to clients for the following services:

(1) abortions; or (2) emergency contraception.

(g) "Pregnancy services center" shall mean a facility, licensed or otherwise, and including

mobile facilities, the primary purDOSe of which is t6 provide services to women who are or may be

pregnant, that either (1) oﬁ‘ers obstetric ultrasounds, obsz‘etric sonograms or prendz‘al care to pregnant

women, or (2) has the appearance of a medical facility. A pre,cznancy service center has the -

,' appearance of a medzcal faczlzz‘y if two or more of the followzng facz‘ors are Dresem‘

(A) T he facility offers pregnancy testing and/or pregnancv diagnosis;

' (B) The faczl ity has staff or volunteers who wear medical attire.or uniforms:

(C) The facility contains one or more examination tables;

(D) The facility contains a private or semi-private room or areq containing medical

supplies and/or medical z'rzstruments; :

I

(E) T?ze faczlzz‘y has staff or volum‘eers who collecz‘ healz‘h znﬁ)rmanon ﬁ~om clients; or

(F) The facility is located on the same premzses asa sraz‘e lzcensed medzcal faczlzz‘y or

Qrovzder or shares facility space wzz‘h a state-licensed medzcal provzder

It shall be prima facie evzdence that a facility has the appearance of a medz'cal faéili’hf' if z'l‘bhasi

two or more of the characteristics listed above. s B

' _ (h) ”J’remises " shall mean land and improvements or appurtenances or any part thereof.

Supervisor Cohen, Chiu, Wiener, Kim
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'SEC. 93.4. VIOLATION.

(i) "Prenatal care" shall mean services consisting of physical examination, pelvic examination

or clinical laboratory services provided to a woman during pregnancy. Clinical laboratory sérvices

refers to the microbiological, serological, chemical, hematological, biophysical, cytological or

pathological examination of materials derived from the human body, for purposes of obtaining

information, for the diagnosis, prevention, or treatment of disease or the assessment of health

condition.

(a) It is unlawful for any limited services pregnancy center, with intent directly or indirectly to

perform presnancy-related services (professional or otherwise), to make or disseminate or cause to be

made or disseminated before the public in the City, or to make or disseminate or cause to be made or

disseminated from the City before the public anywhere, in any newspaper. or other publication, or any

advertising device or in any other manner or means whatever, including over the Internet, any

statement, concerning those services, professional or otherwise, or concerning any circumstance or

matter of fact cornected with the proposed performance or disposition thereof, which is unirue or

misleading, whether by statement or omission, that the limited services pregnancy center knows or

which by the exercise of reasonable care should know to be untrue or misleading:

(b) It is unlawiful for any Zz'miz‘ed sérvices pregnancy center, w:‘z‘h intent directly or indirectly to

perform pregnancy-related services (professional or otherwise), to make or disseminate or cause to be

so made or disseminated any such statement identified in subsection (a) as part of a plan or scheme

with the intent not to perform the services expressly or impliedly offered as advertised _ o

'SEC. 93.5. ENFORCEMENT.

(a) The City Attorney may enforcé the provisions of this Chapter through a civil action inany -

| court of competent jurisdiction. Before filing an action under this Chc_zpz‘er, the Cz'fy_ Attorney shall givé

written notice of the violation to the limited services pregnancy center: The written notice shall

indicate that the limited services pregnancy center has ten (10) days in which to cyre the false,

Supervisor Cohén, Chiu, Wiener, Kim
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misleading, or deceptive advertising. If the lzmztea’ Services pregnancy center has not responded z‘o the

wrzz‘ten nonce within ten (10) days, or refuses 1‘0 cure the false, mzsleadzng or deceptzve advertzsmg

within that period, the sz‘v Attorney may file a civil action.

(b) The City Attorney may apply to any court of competent jurisdiction for injunctive relief

compelling compliance with any provision of this Chapter and correcting the effects of the false,

misleading, or deceptive advertising. Such an injunction may require a I imited services pregnancy

center to:

(1) Pay for and disseminate approprzaz‘e correctzve adverl‘zsmg in l‘he same for as z‘he ,

false mzsleadzng, or deceptzve adverl‘zsmz

“(2) Posz‘ d notice on its premises, in a location' clearly noz‘zceable ﬁ’om the wan‘mg areq,

examznaz‘zon areq, or boz‘h Stating:

)

(A) Whether there is a licensed medical doctor, registered nurse, or other

licensed medical practitioner on staff at the cem‘ér; and

(B) Whether abortion, emergency contraception, or referrals for abortion or

emergency contraception are available at l‘he center,

a3 ) Such other narrowly z‘azlored relzef as the court. deems necessary fo remedy the

adverse eﬁ’ecz‘s of the false mzsleadmg, or deceptive advertising on women seekznz pregnancy—relaz‘ed

services.

[c) Upon a finding by a court of compez‘ent 7urzsdzcn0n l‘haz‘ a szzz‘ed services pre,cmancy center

has vzolaz‘ed Section 93 4 of this Chapter the City shall be entitled to recover civil penalz‘zes from each

and every party responszble for the violation of not less than fifty dollars (350) and not more than f‘ ive

hundred dollars (3500) per vzolaz‘zan In addzz‘zon zf z‘he City prevazls it Shall be em‘zﬂed to reasonable

az‘z‘ornev s fees and costs pursuant z‘o order of the courz‘

Subervisor Cohen, Chiu, Wiener, Kim . . o
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(e) ‘Nothing in this Chapter shall be interpreted as restricting or otherwise limiting the

enforcement authoriz‘v that State law or the Charter or Municipal Code vest in the City. its agencies,

offi cers or employees or any Sstate azencv

J7)) Nothzn,q in this Chapter shall be mz‘erprez‘ed as creating a rzghz‘ of actzon for any party other

than the CZQ

‘(2) Nothing in this Chapter shall be interpreted as restricting, precluding or otherwise limiting

a Sepai"az‘e or concurrent criminal prosecution under the Municipal C_ode or state law. Jeopardy shall

not attach as aresult of any court action to-enforce the provisions of this Chapter.

'~ Section 2. Genet*al Provisions. |
(@) Severabtlity. If any section, subsection, sentence, clause, or p‘hrase of this

ordinanc_e- is fortan_y reason held to be invalid or ainconstitgtiohal by a decision of any court of
competentjdﬁsdiction such decision shall not affect the validity of the remaining portiens of
the ordlnance The Board of Superwsors hereby declares that it would have passed this .
ordinance and each and every section, subsection, sentence, clause or phrase not declared.
invalid or unconstitutional without regard to whether any portion of thls ordinance Would_ be
subseqLIently 'd'eclared invalid or'unconstitutional | |

(b) No Conflict with State or Federal Law Nothing in thls ordlnance shall be

mterpreted or apphed s0 as to create any requxrement power, or duty in confhct with any

federal or state law. | \
(c) \Undertaking for the _General Welfare. In adopting and implementing this

ord_inahce', the City and County of San Franciéce is assuming an andertak'ing’"only to p.romote

the genetal welfare.. It is not 'a.svsuming, nor is. it impoeing in its officers and enﬁployees, an -

obligation for _breach of which it is liable in money damages to any person who claims that

< euch breach proximately caused injury.

i

i Supen)isor Cohen, Chiu, V\ﬁe'net., Kim
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Section 3, Effectlve Date This ordinance shall become effective 30 days, from the

date of passage.

APPROVED AS TO FORM:
DENNIS J. HERRERA, City Attorney

: ERIN BERNGTEIN
Deputy City Attorney

By:

Supervisor Cohen, : ] . i
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. FILE NO. 110899

LEGISLATIVE DIGEST

[Administrative Code - Pregnancy Information Disclosure and Protection]

- Ordinance amending the San Francnsco Admlnistratlve Code by addlng Chapter 93,
Sections 93.1 through 93.5, to prohlbit false advertising by limited services pregnancy
centers. , :

Existing Law

San Francisco does not currentiy have any laws reguiating the advertising of limited serwces _
pregnhancy centers. » : :

Amendments to Current Law -

The proposed ordinance would amend the San Francisco Administrative Code by adding
Chapter 93, Sections 93.1 through 93.5 to prohibit false, misleading, or deceptive advertising
. by limited services pregnancy centers. The ordinance deﬁnes "limited services pregnancy
center" as a pregnancy services center that does not directly prowde or provide: referrais to
clients for, abortions or emergency contraception

‘The proposal would authorize the City Attorney to enforce the ordinance by filing a lawsuit
against any limited services pregnancy center violating the prohibition on false advertising.
Before filing suit, the City Attorney would be required to give a limited services pregnancy
center a minimum of 10-days notice and an opportunity to change its advertising.

The intent of this proposed ordinance is to protect consumers of pregnancy-related services in
~San Francisco by preventing centers that offer only limited pregnancy services from
advertising in a manner that misleads consumers as to the type or scope of the services

. prowded

Background informa‘_tion B

The ordinance would enable consumers seeking pregnancy-related services, including
abortion, to choose a center that provides the time-sensitive services they are seeking without’

being deiayed by deceptive advertising.

Supervisor Cohen, Chiu, Wiener, Kim

BOARD OF SUPERVISORS : - | ' Paget
' : - 8/2/2011
180



| September 26, 2011 o R 4\/‘«/
Alpha Pregnancy Center is a family resource center that prowdes free pregnancy tests, and
information on alf of a persons choices when faced with an unplanned pregnancy. But we do not stop

with that. We work fo improve the quality of life for all people in'San Francisco. We have a posmve
impact on families by helpmg them raise their chrldren in the city. :

'Any porenf is welcome ’ro receive an abundance of free supplies thatare needed for raising chlldren
attend any of our eight free classes, and benefit from the case management and mentoring we
provide. These services are offered to all families, not limited by them having their pregnancy test at

. our cenfer and regardless of fhelr chorce to carry a pregnancy fo ferm, or ferminate the pregnancy

The proposed ordrnance will Ilmn‘ our opporfunmes fo inform families abouf our free and conf denfrol
- help. : ~

The ordinance also limits on our first amendmenf nghfs All people and groups have the freedom fo
: defermrne where when, and how fo speak on issues important to fhem

~ Section 93.4 of the ordinance claims that an omission of information could be considered misleading
or false. Who determines what information is‘required to be included or may be excluded from an

~organizations atiempts of out reach? Our center fells potential clients that we offer an extensive list of
free supplies to help meet their needs as they raise children, but toys are not on that list. People have
come to.our center asking for free toys. Who is to determine if toys are needed to raise children? -
Some parents might tell you they are; | would tell'you it is possible to lovingly raise healthy, creative,

- and infelligent children with out toys. Have we been misleading by not directly sfaflng on our list of
services that toys are not regularly provided? If a person asks if we provide toys we answer them
directly.

There are ofher services our center does not provide. If a person asks about specific services, we are
upfront-and honest: But, like most corporations, we prefer to inform people about whaf we do
provide: , r - o

‘Section 93.5 item 2 indicates that this kind of omission could cause a pregnancy center to be forced to
post signs on their premises stating what services are not available. Similar ordinances in three other

. cities {of the four who have passed them) have been found unconstitutional by the courts. 1 would be
sad fo see our city become embroiled in similar legal battles, wasting llmrfed city resources in defense
* of an ordinance that would probably be found unconstitutional. A
Addmonally pushing this ordinance forward makes it more difficult for people tolearn abouf the
helpful services of Alpha Pregnancy Center.

i keeps a woman who is plcklng soda cans from fhe neighborhood trash from hearing abouf our free
food pantry, baby food, and formula that could help her care for her newborn.

It closes a young father’s career pafhway because he won't hear fhaf we can help him wrlfe a
resume, prepare for inferviews, and secure a job. '
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Young pregnant girls will be left sleeping on the bus, rather than knowmg we can help them find safe
housing.

New parems W||I be prevented from attending our free poren’nng classes. They won't know they can
~turn to'us fo get free diapers and nice clothlng for chlldren of any age. :

Moms will be kept from having a mentor when her ’reencger deals with unexpec’red challenges.

The ordinance makes it harder for people learn creative, budget friendly ways to care for a family in
classes taught by frained money management counselors, ond receive pnvate consulto’nons from
them after comple'ﬂng the class. : »

- In.her video on the San Francisco Government website, Ms. Cohen says that she wants fo educcte
people on a healthy diet, exercise, handling stress, and a healthy lifestyle. All of those things are
taught in our Life Skills Class.

She says she doesn’t want the city’s families to have fo- defend themselves. Alpha Pregnancy Center is
defendlng families residing in not only her district but also the districts of each of our superwsors

Ms. Cohen also said she wants to deal with facts, not polmcs We have common goals Supervisors, |
- hope you will not be drawn into the politics of this ordinance. Rather than working against us, |

ask you to work with us to offer families a future and a hope.

Thank you for ollowmg me o share my concerns wnh you
- Respectfully Submitted,

Wﬁﬂ%&%ﬂ

Chastidy Ronan _
- Alpha Pregnancy ‘Center

Executive Director
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- Proposed “False Advertising by Limited Services Pregnancy Centers” Ordinance
: ' Unconstitutional On Its Face and As Applied
September 26, 2011

I | T b
To the Honorable Members of the City Operations and Neighborhood Services Committee: m,)

First Resort, Inc. respectfully submits the following statement regarding the clear

" unconstitutionality of the proposed ordinance entitled “False Advertising by Limited: Services
Pregnancy Centers” (amending the San Francisco Administrative Code by adding Chapter 93,
Sections 93.1 through 93.5). For the reasons stated below, among others, the Proposed .
Ordinance is unconstitutional on its face and, based on public statements recently made by City
officials regarding the way the Proposed Ordinance is likely to be-used, we expect it will also be
" unconstitutional as applied. : ' - . .

First, while the Proposed Ordinance purports to protect women “seeking information
- regarding options to terminate a pregnancy” from receiving “untrue or misleading” information
from providers of medical or counseling services, the Proposed Ordinance expressly excludes
from its liability and enforcement provisions all pregnancy centers, including the City itself, that"
“provide or provide referrals to clients for . .. abortions.” Thus, the Proposed Ordinance. -~
regulates and restricts speech only by persons and organizations the City regards as having “anti-
abortion” or pro-life views, exempting the rest. This viewpoint and speaker discrimination is a
blatant violation of the First Amendment to the Constitution of the United States of America.

‘Second, the Proposed Ordinance purports to regulate and restrict speech but its
“violation™ provisions are vague and incomprehensible. For example, the Proposed Ordinance
- apparently states a prohibition against “untrue and misleading” speech of any kind whatsoever,
including speech that is true and straightforward but contains some trivial incorrect component,
and makes such speech subject to a mandatory Draconian “civil penalties” (i.e., fines). Another
- provision of the Proposed Ordinance applies to speech that is “part of a plan or scheme with the-
intent not to perform the services expressly or impliedly offered, as advertised.” This latter
provision of the Proposed Ordinance is simply incomprehensible. Impermissibly vague
restrictions on free speech such as these are violations of the First Amendment. '

Third, the combination of the Proposed Ordinance’s vague requirements and its

~ intimidating enforcement provisions creates an impermissible chilling effect on free speech, in
violation of the First Amendment. Under the Proposed Ordinance, the City Attorney is

- authorized unilaterally to determine what speech, or even what failure to speak, is “untrue or
mis]eading,” and then (1) issue an extremely short fuse (i.e. 10 days) cease and desist letter; 2)
file a lawsuit for,injunct_ive relief; (3) seek possibly Draconian fines and penalties; and (4) collect
aftorney’s fees and costs no matter how trivial the alleged violations may have been. The
'-obvious purpose of these provisions is to allow the City to intimidate small organizations or -
groups of citizens into speaking only in ways “approved” by the City." In light of public
pronouncements by the City Attorney’s office, it is clear the risk of bias and discrimination in
enforcement is very high: '

Fourth, the Proposed Ordinanice contains a fines and penalties provision that bears no
relationship whatsoever to the nature of the offense. The provision contains a minimum $50 “per
violation” fine no matter what the alleged offending speech, or failure to speak, might be. The
provision nowhere defines what “per violation” means. Further, according the Proposed
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Proposed “False Advertising by Limited Services Pregnancy Centers” Ordinance
Unconstitutional On Its Face and As Applied '
September 26, 2011 '

“Ordinance, the fine can be ‘im;')osed by the City on “each and every party responsible for the -
violation,” without specifying how that group of targeted individuals will be determined. The

o 'Proposed Ordinance is not clear on the role of the judiciary in restricting the City’s powerto -

impose these fines. These provisions will work together to violate the targeted pregnancy
center’s rights to substantive and procedural due process under the Fourteenth Amendment to the
Constitution of the United States of America. ' o ‘ >

Fifth, the Proposed Ordinance is the result of a private political organization using the
power of government to attack another organization based on that organization’s ideas and .
speech. National Abortion Rights Action League (“NARAL”) has long attacked First Resort in
NARAL’s publications and “investigations.” Not satisfied with the results of those efforts,
NARAL has, according to multiple press reports, worked closely with the San Francisco City
Attorney’s Office and directly with Supervisor Melia Cohen to develop the Proposed Ordinance.
Furthermore, it is First Resort’s understanding that i and perhaps only one other organization
are the only organizations that would be subject o the ordinance. It is an abuse of governmental
power and the legislative process to draft legislation to target one organization for the benefit of
a political ally. The abuse is particularly egregious when that attack is based on the target
organization’s ideas and speech. : . |

The Proposed Ordinance is deeply flawed. It is not just another law prohibiting “untrue”
and misleading” speech. If it were, it would be unnecessary because those laws already exist. It -
' is instead a thinly-veiled unconstitutional restriction of speech by one or two organizations with
whom the proponents of the ordinance disagree. In addition, supporters of the Proposed |
Ordinance can provide no real-world justification for its adoption — they provide only
speculation and hyperbole. For the reasons stated above, the Committee should reject the
Proposed Ordinance and put an end to the unnecessary costs and distractions it has and otherwise
will continue to create. : o B
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'Fa¢ts on Induced Abortion !
In the United States

INCIDENCE OF ABORTION

. ® Nearly half of pregnancies among

American women are unintended, and
about four in 10 oflthese are terminated '
by abortion. Twenty-two percent of all

- pregnancies (excluding miscarriages) end

in abortion.

* Forty percent of pregnancies among
white women, 67% among blacks and |
53% among Hispanics are unintended.

¢ Tn 2008, 1.21 million abortions were
performed, down from 1.31 million in
2000. However, between 2005 and 2008,
the long-term decline in abortions
stalled. From 1973 through 2008, nearly
50 million legal abortions occurred.

e Fach year, two percent of women aged
15-44 have an abortions. Half have had
at least one previous abortion.

* At least half of American women will

- experience an unintended pregnancy by

age 45, and, at current rates, one in 10
women will have an abortion by age 20,
one in four by age 30 and three in 10 by

- age 45.

WHO HAS ABORTIONS?

. » Fighteen percent of U.S. women -

obtaining abortions are teenagers; those
aged 15-17 obtain-6% of all abortions,
teens aged 18-19 obtain 11%, and teens
younger than age 15 obtain 0.4%.

o Women in their 20s account for more

~ than half of all abortions; women aged

20-24 obtain 33% of all abortions, and

~ women aged 25-29 obtain 24%.

¢ Non-Hispanic white women account for
36% of abortions, non-Hispanic black

“women for 30%, Hispanic women for

25% and women of other races for 9%.

. Tﬁirty-seven percent: of women
obtaining abortions identify as
Protestant and 28% as Catholic.

* Women who have never married and
are not cohabiting account for 45% of
all abortions.

» About 61% of abortions are obtained by
women who have one or more children.

* Forty-two percent of women obtaining
abortions have incomes below 100% of
the federal poverty level ($10,830 for a
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single woman with no children). Twenty-
seven percent of women' obtaining
abortions have incomes between
100-199% of the federal poverty level.*

‘s The réasons women give for having an

abortion underscore their understanding

of the responsibilities of parenthood and -
family life. Three-fourths of women cite
concern for or responsibility to other

- individuals; three-fourths say they cannot
~ afford a child; three-fourths say that

having a baby would interfere with work,
school or the ability to care for depend-

_ents; and half say they do not want to be

a single parent or are having problems
with their husband or partner.

CONTRACEPTIVE USE

» Fifty-four percent of women who have.
abortions had used a‘contraceptive
method (usually the condom or the pill)
during the month they became pregnant.

~ Among those women, 76% of pill users

and 49% of condom users report having

. used their method inconsistently, while , _
-13% of pill users and 14% of condom

users report correct use.

-. * Forty-six percent of women who have

abortions had not used a contraceptive
method during the month they became
pregnant. Of these women, 33% had
perceived themselves to be at low risk
for pregnancy, 32% had had concerns
about contraceptive methods, 26% had
had unexpected sex and 1% had_been

" - forced to have sex:

* Eight percent of women who have
abortions have never used a method of
birth control; nonuse is greatest among

*Poverty gufdelines are ﬁpdated_ periodically. in tlie Federal
Register by the U.S. Department of Health and Human
Services under the authority of 42 USC 9502(2).



those who are yo'ung, poor,
black, Hispanic or less educated.

e About half of unintended
pregnancies occur among the
'11% of women who are at risk
but are not using contracep-
tives. Most of these women

have practlced contraception in

the past.

PROVIDERS AND SERVICES
» The number of U.S. abortion
providers remained stable
between 2005 (1,787) and
2008 (1,793). Eighty-seven
percent of all U.S. counties
lacked an abortion provider in
2008; 35% of women live in
those counties.

* Forty-two percent of providers

' offer very early abortions (before
the first missed period) and 95%
offer abortion at eight weeks
from the last menstrual period.
Sixty-four percent offer at least
some second-trimester abortion
services (13 weeks or later), and
23% offer abortion after 20
‘weeks. Only 11% of all abortion
providers offer abortions at 24
weeks,

* In 2009, the average amount

- paid for a nonhospital abortion
.with local anesthesia at 10
weeks’ gestation was $451.

'EARLY MEDICATION
ABORTION »

s In September 2000, the U.S.
Food and Drug Administration
approved mifepristone to be

t!ghry-
prﬂgnanc}r 2066

i7.4%

=1 weéks from the last menstrual period.

marketed in the U.S. as an -

alternative to surgical abortion.

" In 2008, 59% of abortion

providers, or 1,066 facilities,

-provided one or more medica-

tion abortions. At least 9% of
providers offer only early
medication abortion services.

* Medication abortion ac-
counted for 17% of all nonhos-

“pital abortions, and about one-

quarter of abortions before
nine weeks’ gestation, in 2008.

SAFETY OF ABORTION .

® The risk of abortion compli-
cations is minimal: Fewer than
0.3% of abortion patients
experience a complication that
requires hospitalization.

& Abortions performed in the
first trimester pose virtually no
long-term risk of such problems
as infertility, ectopic preg-

-nancy, spontaneous abortion .

{miscarriage) or birth defect,
and little or no risk of preterm_
or low-birth-weight deliveries.

e Exhaustive reviews by panels
convened by the U.S. and
British governments have
concluded that there is no
association between abortion

and breast cancer. There is also.

no indication' that abortion is
a risk factor for other cancers.

» In repeated studies since the
early 1980s, leading experts
have concluded that abortion
does not pose a hazard fo

2% or more

) women 's mental health.

~® The risk of death assoaated

with abortion increases with
the length of pregnancy, from
one death for every one million

- abortions at or before eight

weeks to one per 29,000 at
16-20 weeks—and one per
11,000 at 21 or more weeks.

* Fifty-eight percent of abortion
patients say they would have
liked to have had their abortion
earlier. Nearly 60% of women
who experienced a delay in
obtaining an abortion cite the
time it took to make arrange-
ments and raise money. .

. ® Teens are more likely than
_older women to delay having an

abortion until after 15 weeks of
pregnancy, when the medical
risks associated with abortion
are significantly.higher.

LAW AND POLICY
e In the 1973 Roe v. Wade
decision, the Supreme Court

* ruled that women, in consulta-
tion with their physician, have

a consttutionally protected’
right to have an abortion in
the early stages of pregnancy—
that is, before viability—free
from government interference.

e In. 1992, the Court reaffirmed
the right to abortion in

" Planned Parenthood v. Casey.
" However, the ruling signifi-

cantly weakened the legal
protections previously afforded
women and physicians by
giving states the right to enact
restrictions that do not create
an “undue burden”.for women
seeking abortion.

® Thirty-five states currently -
enforce parental consent or . ‘
notification laws for minors
seeking. an abortion. The -
Supreme Court ruled that
minors must have an alternative
to parental involvement, such
as the ability to seek a court

order authorizing the procedure.

- & Even without specific
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parental involvement laws, six
in 10 minors who have an
abortion report that at least
one parent knew about it.

e Congress has barred the use
of federal Medicaid funds to pay
for abortions, except when the
woman'’s life would be.endan-
gered by a full-term pregnancy
or in cases of rape or incest.

s Seventeen states use public -
funds to pay for abortions for
some poor women, but only
four do so voluntarily; the rest
do so under.a court order.
About 20% of abortion patients
report-using Medicaid to pay
for abortions (virtua[ly allin -
states where abortion services
are paid for with state dollars).

e In 2006, publicly funded
family planning services. helped
women avoid 1.94 million
unintended pregnancies, which
would likely have resulted in
about 860,000 unintended
births and 810,000 abortions.

These data are the most current
available. References are available in
the HTML version: http://www.
guttmacher.org/pubs/fb_induced-_
abortion.htmL
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Abstract

Objective: We studied the steps in the process of obtaining abortions and women’s reported delays in order to help understand difficulties in
accessing abortion services. - . : . S

Metheds: In 2004, a structured survey was completed by 1209 abortion patients at 11 large providers, and in-depth interviews were
conducted with 38 women at four sites. , . S _
‘Results: The median time from the last menstrual period to suspecting pregnancy was 33 days; the median time from suspecting pregnancy
to confirming the pregnancy was 4 days; the median time from confirming the pregnancy to deciding to have an abortion was 0 day; the
median time from deciding to have an abortion to first attempting to obtain abortion services was 2 days; and the median time from first
attempting to obtain abortion services to obtaining the abortion was 7 days. Minors took a week longer to suspect pregnancy than adults did.
Fifty-eight percent of women reported that they would have liked to have had the abortion earlier. The most common reasons for delay were
‘that it took a long time to make arrangements (59%); to decide (39%) and to find out about the pregnancy (36%). Poor women were about
twice as likely to be delayed by difficulties in making amrangements. ' :

Conclusions: Financial limitations and lack of knowledge about pregnancy may rhake it more difficult for some women to obtain early

. abortion. )
- © 2006 Elsevier Inc. All rights reserved.

Kejn;vards: Delay; Aborti(‘)n; United States; Timing; Process

1. Introduction _ _

Over the past decade, the timing of .abortion in the
United States has been shifting to early in pregnancy. Due,
"in part, t0 access to medical abortion, which can be used
during the first 9 weeks of pregmancy, and . improved
techniques for early ‘surgical abortion, the proportion of
abortions that were performed in the first 8 weeks’ gestation
increased from 52% to 59% between 1991 and 2001 1.
Even so, about 11% of abortions took place at 13 weeks’

gestation or later in 2001 [2]. Abortion, while in general a

very safe procedure, has a higher medical risk when
undergone later in pregnancy; compared to'an abortion at

8 weeks’ gestation or earlier, the relative risk increases’

exponentially at higher gestations [3]. In addition, earlier
abortions are less of a financial burden for 2 woman (in

- * Corresponding author. Tel.: +1 212 248 1111x2270; fax: +1 212
248 1951. .
E-mail address: finer@guttmacher.org (L.B. Finer).

0010-7824/8 — see front matter © 2006 Elsevier Inc. All righ’tsv reserved.
doi:10.1016/j.contraception.2006.04.010 - _

2001, the median charge for an abortion was US$370 -at

© 10 weeks’ .gestation, USS$650 at 14 weeks’ gestation and

US$1042 at 20 weeks’ gestation) [4]. An earlier abortion is
also less “stigmatizéd both socially and legally. Public
opinion polls indicate a lower level of approval of
second-trimester abortions [5], and the Supreme Court
declared in 2000 that the legislation intended to prohibit so-
called “partial-birth” abortions could be interpreted to cover
a range of second-trimester abortion procedures [6]- The
impact of such a prohibition contrasts with-that of laws that
are in place in 23 states requiring women to wait for a
specified amount of time between receiving counseling and
obtaining an abortion [7]; such laws have been shown 'to
lead to a shift towards the performance of abortions later in
pregnancy-[8]. In addition, the later is a woman’s gestation,
the fewer are the providers to perform the procedure [4],
which can lead to additional delays.

The gestational ‘age at which women typically have -
abortions varies by several demographic characteristics,
and there is some evidence that these variations are due to
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Table 1

. The percentage of women (who would have preferred to have had their abortlon earlier) reporting specific reasons for the delay in obtammg an abortion, 2004

Reason All women First-trimester patients Second trimester patients

It took a long time to make arrangements 59 T56 67*
I needed time to raise money to have the abortion 26, . 23 Co ©36%
I'couldn’t get an earlier appointment 18. 19 13
-1 didn’t know where to get an abortion 12 10 o .16
1 couldn’t find a place to have an abortion near where I'live, 7 . 6 9

so I had to arrange for transportation to get here : .

1 needed time fo notify or to get consent from my parents 1 1 . oo 1
There is a legally required waiting period where I live 2 2 - : 1

" 1 needed time to go to court to get permission to have an abortion 0: 0 . o 0
Some other difficnity in making arrangements delayed me 14 13 - . - 18

It took a long time to decide 39 '35 50
It was a difficult decision to make 27 - 25 . .33
1 was worried about the cost 12 10 - i 18*-
It took time to talk to my husband/partner 11 10 ' 15
I had religious or moral concerns 10 ¢ 8 : 15
It took time to talk to my parents 4 3 7*

" Some other difficulty in deciding delayed me 4. 2 7

It took some time before I knew I was pregnant or how far along I was o 36 36 36

1 was waiting for rny relationship with my husband/partner to change 7 5 9

1 was afraid to tell my husband/parter or my parents that I was pregnant 7 6 9

Someone I am close to put pressure on me not to have an abortion 5 5 5

" The clinic/doctor made me wait to have an abortion 5 6 1

Something in my life changed since I became pregnant C 4 4 5

I didn’t know that I could get an abortién 2 2 3

T didn’t think that it was important to have it earlier 2 o2 2

I found out late in the pregnancy that the fetus has a defect or is not normal 02 -0 1

{ was delayed for some other reason 6 5 11

n- ’ 615 441 145

* Significant difference compared to first-trimester women (p<.05).

. differential access to services. Compared to adults, for

example, adolescent women are more 1ikély to have later
‘abortions, and black women are slightly more likely than
women of other racial and ethnic groups to have later
abortions [9]. Lower-income women are also more likely
to have later abortions [10]. Documenting inequities in
women’s ability to obtain an abortion without delay and
understanding reasons for delays and which women are

more likely to obtain abortions later than they would have’

liked is a way to assess why these disparities exist and to
determine how and for whom 1mproved access to abortlon
may reduce them.

One way to assess such delays 1s to examine the length

of time taken in each of the stages in the process of

obtammg an abortion — from the woman’s last menstrual
period' to- the  time she suspects she is pregnant, from
suspecting pregnancy to confirming her suspicion via a
positive pregnancy test, from confirming the pregnancy to
deciding to have an abortion, from decidirig to have an
abortion to beginning to seek abortion services and from
beginning to seek abortion services to actually obtaining
an abortion. One 1984 study of 197 women examined the

various. stages in the process of obtaining an abortion and

found that, among abortion patients, the mean number of
days between a woman’s last menstrual period and the

time she suspected pregnancy was 33 days; the fnean time
from suspecting pregnancy to confirming it via a test was

20-25 days; the mean time from.a positive test to

deciding to have an abortion was negligible; and the time

from the abortion decision to the procedure was

17-21 days. However, this study is 20 years old, and .
these findings were based on 2 small sample of women at
one clinic [11]. While there is literature on women ’s
decision-making process when faced with an unwanted
pregnancy [12-16], there is less information on both -
women’s satisfaction’ with the timing of their procedures
and the reasons some women delay, or are delayed in,
obtaining services. A recent study of patiénts at one
abortion clinic in California -addressed timing and delays
in the context of second-trimester abortion and found.that
problems in suspecting or confirming - pregnancy and

. difficulty in getting referrals or public insurance were

key factors leading to delays in ‘obtaining abortions until
the second trimester [17]. Our study complements an'd.

expands on this work in several ways: by examining

delays experienced by women of all gestational ages, by

"utilizing ‘a larger -and broadly representative sample from
multiple sites and by including both quantitative and

qualitative components, which togethe‘f provide a more .
complete picture of women’s experiences. :
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2. Methods

21. Quantitative component

- 2.1.1. Survey design

The study was carried out via a self-administered paper-
and-pencil questionnaire. A major portion of the question-
naire was dedicated to questions about the timing of steps in
the process of obtaining an abortion. With the help of a
calendar, the respondent was asked to report the first day of
her last menstrual period and how many weeks pregnant she
was, as. well as the dates she first suspected she was
pregnant, had a test that showed she-was indeed pregnant,

decided to have an abortion and first tried to get an -

appointment for the procedure. The date of the survey,

which was usually equivalent to the date of the abortion and

no more than.1 day before or after, was also recorded. -
Women were also asked who, if anyone, helped them

~decide whether to. have an abortion, - including partners, -

relatives, friends and relevant professionals. The respondent
could indicate as many people as applied and was further
agsked which of those people was most important in her
decision.

The respondent was then asked if she would have
preferred to have had the abortion eartier than she did; this

. was our pnmary measure of delay. If she said yes, she was

" asked:

» “Is one reason you are having an abortion now
instead of earlier because it took you a long time to
decide to have an abortion?”

'+ “Is one reason you are having an abortion now
instead of earlier because it took time to make
arrangements. for an abortion?”

If the woman answered affirmatively to either of these
.reasons, she was prompted to indicate whether any -of a
series of specific subreasons (Table 1) was applicable.
Muitiple responses and write-in answers were allowed. The
questionnaire also listed nine additional possible reasons for
delay that a respondent could check off; these are also listed
in Table 1. Multiple responses were again allowed. A" final

space was provided for the woman to write in additional

- reasons that did not fit into any of the categories provided.
We also asked the woman if she first attempted to obtain an
abortion at some other facility and, if so, why she did not.
Additionally, the dquestionnaite collected information on

' demographic and social characteristics.

2.1.2. Survey ﬁeldmg
A detailed description of cur choice of facﬂltles and

selection of participants is presented elsewhere [10].-In

summary, we surveyed a broadly representative sample of
patients by selecting 11 large abortion providers, including
one from each of the nine major US geographic regions. The

| providers also varied by patient demographics and state

abortion restrictions. Each woman arriving for a termination

" of pregnancy was asked to complete the questionnaire.

Partlc1pat10n was’ voluntary and Tesponses .were anony-
mous. The fielding protocol, survey instrument and in-depth
interview (IDI) guide were approved by our organization’s
Institutional Review Board. The fielding period ran from

-December 2003 to March 2004; at each facility, fielding ran

until we reached the goal of apprqximately 100 patients per
facility (the actual range was 91-132). A total of 1209
women completed the questionnaire, and the response rate
among all abortion patients seen at participating facilities
during the fielding period was 58%. The reasons women did
not complete the questionnaire included: failure of the clinic
to distribute questionnaires on every procedure day, refusal
to participate and lack of time to complete the survey. The
cover page of the survey indicated that it covered “the
reasons women have abortions and how' they obtain
abortion services.” Because of this general wording, we
suspect that nonresponse did not introduce significant bias

- regarding responses to our key outcome variables. However,
we are not able to confirm this due to lack of information

about nonresponders. Of the respondents, 171 (15%) were
in ‘their second trimester, a percentage slightly higher than
the 12% of abortion patients nationwide [9]. While this
allows us to perform tests for significant’ differences
between first-trimester -and second-trimester . patients, the
majority of respondents were in their first trimester, and this
should be bome in mind when considering our results.

2.2. Qualitative component

"We also.conducted IDIs With,38 women at four clinics. A

- detailed description of our choice of facilities and selection

of participants is presented elséwhere [10]. Briefty, English- -
speaking women obtaining abortions or having an abortion
follow-up visit at the four sites (three that participated in the-
survey and one that did not) were recruited for participation
in the interviews by the clinic staff and compensated with
US$25 for their participation. No. personally identifying
information was collected. The interviews were conducted -

" during the end of the survey fielding’ penod and for

2 months afterwards.

Because qualitative participants were selected for their
willingness to be interviewed and not ‘on demographic
characteristics, this sample was neither comparable to -
quantitative respondents nor comparable to the national
demographic breakdown of abortion patients. Therefore,
qualitative information is not presented in this paperas,
representative of the experiences . of a Iargér sample of
women, but is presented to provide a more detailed
understanding of the process of obta1mng an abortion and
to illuminate the nuances of quantltatlve findings.

2.3 Data analysts

231 Structﬁred survey _
We used chi-square tests to determine significant differ-
ences across the proportions of women in each subgroup

N
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giving various responses. To enhance our understanding of
the variables related to delay and to reasons for delay, we
used multivariate logistic regression’ models. Individual
cases were not weighted; however, significance tests were
conducted using techniques that accounted for the clustered
* sample design in order to calculate accurate standard ErTOTS.

All analyses were conducted using Stata, version 8.2.
Unless otherwise indicated, all associations mentioned were
-significant at p<.05. ’

To establish gestational duration, we asked women to
feport the date of their last menstrual period and/or how
‘many weeks pregnant they were at the time of their
abortion; 87% of respondents who answered both questions
reported dates within 3 weeks of each other for these two
measures. Ideally, all women would have received ultra-
sound confirmation of their gestational age before complet-

ing the survey. We were not able to determine the

percentage of women who had received this information,
but most clinics found it easiest to integrate the survey into
their patient flow by administering it during the interval
after a patient’s ultrasound and before her procedure. As a
result, many respondents had likely received ultrasound
confirmation before they completed the survey. Among IDI
respondents, no woman expressed uncertainty about her
gestational duration.

Of the 1209 respondents, 10% did not decate whether'

they would have liked to have had the abortion earlier.
These women were significantly more likely to be Hispanic
and to.be. earlier in gestation. In addition, many quantitative
survey respondents had difficulty completing the section on
dates. For each of the five-questions in this section, the date
. was missing for 15~18% of respondents. Hispanic wormen,
low-income women and women later in gestation were more
likely to have missing data on date variables. Other
respondents reported dates that were logically inconsistent

(e.g., trying to get an abortion before suspecting one was,

. pregnant). In many cases, we were able to resolve these
inconsistencies based on other survey information. As a
result, in our final analysis file, between 11% and 20% of
the values for each date differed from what the reSpondent
originalty " reported. Therefore, the findings relating to
tumng of events must be considered exploratory, and we
show only bivariate tabulations; Do multivariate models
were fitted using these data.

Nonresponse on demographic variables was 12—14% for
age, parity, marital/living status, race and employment and
was 26% for poverty level, causing the number of
respondents for multivariate models to be lower than those
for univariate and bivariate tabulations. We include a
category of “missing” under poverty to partly compensate
for these missing data. .

2.3.2. IDIs
Audiocassettes of IDIs were professmnally transcribed,

and then the research team edited them for accuracy and

stripped them of any information that could potentially

identify the respondents. We used the qualitative data v

~ analysis software package N6 to systematically code.the

data by using categories based on the project focus and other

' themes that emerged from the data [10].

3. Results
3.1. Respondents’ sociodemographic characteristics

As reported elsewhere [10], univariate analysis. of the
demographic characteristics of structured survey respond-
ents indicated that they were not substantially different from
a nationally representative sample of abortion patients
surveyed in 2000 in terms of age, marital status, parity,
poverty,. race, education or religion (not shown) [18].
Twenty percent of respondents were 19 years or younger,
and 57% were in their 20s. Seventy-two percent had never
been married, and 59% had had at least one child. Some

- 60% of respondents were below 200% of the federal poverty

line, including 30% who were living in poverty. More-than
half had attended college or had received a college degree.
Thirty-one percent of respondents were black, and 19%
were Hispanic. (Four percent completed the questionnaire in
Spanish.) Forty-nine percent of surveyed women had had a
previous abortion, and overall gestational age ranged from
4! to 23 weeks. Eighty-five percent of respondents were
in their first trimester (defined as <13.0 weeks’ gestation),
and 15% of respondents were second-trimester patients
(13.0 weeks or more).

The IDI respondents were shghtly older than the
structured survey respondents and were more likely to be
hvmg below 200% of the federal poverty level. More than -
half of these women (53%) had had previous abortions, and .
nearly three quarters (74%) had children. Almost half of the
interview respondents wefe in their second trimester; a
possible explanation for this overrepresentation is that these
women were usually in the clinic on two consecutive days
for their abortion procedures and, therefore, were more
likely to be available to participate in the interviews.

32 T mzng of steps to obtazn an abortlon

Fig. 1 prowdes information on the sequence and timing
of the various steps in the decision to have an abortion and
in efforts to obtain one. The mean gestation at the time of
abortion in the quantitative sample was 9.0 weeks, and the
median was 8.0 weeks; the 25th and 75th percentiles were

- 6.0 and 10.3 weeks, respectively. For the typical woman, a

little over a month (just a few days more than one menstrual

cycle) passed between her last menstrual period and the date
- she first suspected she was pregnant: the median time was

33 days, and the mean was 36. The next three steps
(confirming the pregnancy, deciding to have an abortion and
first trying to get an appointment) generally spanned a much

! Of the 1209 respondents, four women reported gestations of 3 weeks
and 6 days, and one woman reported her gestation as 3 weeks.
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~ Fig. 1. Timing of steps in the abortion process: median, 25th and 75th percentiles, mean and mode, 2004.

shorter period of time: the median_ times for these intervals

were 4, 0 and 2 days, respectively, and the most common

response for each interval was 0 day. The median interval
" for these three steps combined was 14 days, and the mean
was 18 days (not shown). Finally, the median intérval

between first trying to obtain an appointment and the date of

~ abortion was 7 days, and the mean was 10 days.
The IDIs revealed the dlﬁiculty women had in accurately
recalling and recording the amount ‘of time that passed
between the steps in obtaining an abortion. In about one
third of the interviews, one or more approximate dates could
not be determined, even with probing and with the aid of a
calendar. However, these areas of ambiguity reveal both the
intensity and the diversity of the logistical process women
go through to abort an unwanted pregnancy. )
-In the following sections, we examine each step of the
process in further detail.

3.2.1. Time ﬁom last menstrual perlod to suspecnng

. pregnancy

Structured survey results show that minors (those
<18 years old) took a week longer than all other age groups
to suspect they were pregnant (Fig. 2). The experience of one
young IDI respondent provides insight into the longer
intervals seen in this age group in the survey data; she did
. notseem to understz.nd that mlssmg a period could be a sign
of pregnancy:

When I missed the first one I was just happy, like, “Yes!”
Then I missed the sécond one, then I was just doubting a-
little bit, like. Then I missed the third one; then it cut
right through my head, like, “Oh my god!” Then [ started
getting scared and stuff, (16 years old, poverty status

L‘knlmown, no children, 17 weeks preghaﬁt at the time of -
abortion) )
Almost half of the IDI respondents who did not suspect
that they were pregnant until relatively late stated that their
periods had been imregular before this pregnancy due to

- having had a baby or a miscarriage within the last 6 months

and/or the use of mJectable comraceptlon

3.2.2. Time ﬁom suspectmg pregnancy to conﬁrmzng ’
pregnancy by testing
More-educated women took less time between suspect- ’
ing pregnancy and confirming it (Fig. 3). The same was true
for higher-income women, who had a shorter interval by
nearly a week when compared to women below 100% of
the ‘poverty level. Black women had a slightly, but
significantly, longer interval. Also takmg a longer average -
time to confirm their pregnancies with a test were teens,
both minors and older teens. Additionally, women with two
or more children reported a significantly longer interval. In
general, these differences, . while staustlcally significant,
were small (2-3 days). ,
Many IDI respondents described a process of conﬁrming
the pregnancy at a doctor’s office or clinic, rather than (orin
addition to) ‘at home; obtaining this confirmation was a
source of delay for some of the IDI respondents because of

lack of time.
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3.2.3. Time from positive pregnancy test to decidz'ng to have .
an abortion

- Married women and women with two or more children
reported taking less time to decide than their demographic
counterparts. In addition, if a woman took 7 weeks or longer
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M From LMP fo first suspected pregrancy EiFram first suspectad to positive test
LiFrom positive test to decided to have abortion ®From decision to first tried for appointment
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All women 35 [T 51 ¢ : ’
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’ i
|
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1]
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i
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1

Missing |

Q

Days

Fig. 2. Mean length of stages in the abortion process, by age, race and poverty level, 2004. .

to confirm the pregnancy, her decision-making period was differences were small, reflecting short intervals overall at

shorter (not shown). In addition, women who talked to a this stage. : ‘

parent about her decision took a significantly longer time to Most women in-the IDIs who reported no .interval

decide to have an abortion (not shown). On the other hand, between confirming their pregnancies and deciding on

black women took less time to decide. Again, these abortion. voiced a unified theme: from the time they
RFrom LMP to first su_speded pfegnanw DTIFrom first suspected fo positive test

OFrom positive test to decided to have aborfion ~ EFrom decision to first fried for appointment
EFrom first aftempt to date of abortion .
1

All wornen

* No children
One child

Two or more chiidren

Ne-ver-married, not cohabiting
Cohabiting

Married

Formerly married. not cohabiting

Less than higﬁ school graduste
High school graduate/GED

Some college/associate degree

College graduate

0 10 2 - 0 20 50 60 70 |
. Days . .
Fig. 3. Mean length of stages in the abortion iJrocess, by number of children, relationship status and education, 2004.

192



" 340 ) : L.B. Finer et al. / Contraception 74 (2006} 334-344

confirmed therr pregnancy, they knew it would end in
abortion, and that -the positive pregnancy test was the
moment that the-decision crystallized:

I pretty much made the decision right away. I found out
and took the pregnancy test and I was like, I just saw like
my whole life flash in front of me and I was like, what
would happen if T had the kid and you know, what would
be affected in my life and other people’s lives, and that is
the first. thing that came to my mind was that I need to
get an abortion. (19 years old, above the poverty line, no
. children, 6 weeks pregnant at the time of abortion)

- The experiences of other IDI reépondents may illuminate
what happens when women take a longer time at - this
interval; some interviewees described this decision—making
period as ongoing up.to the day of their abortion. Most
women in the IDIs who took a long time during this interval
said that it was a hard decision and that they wanted to think
about it and talk to other people so that they were sure. The
following woman described the back-and-forth process she
went through with her partner after she confirmed her

" pregnancy: '
So 'we decided that it was too soon [to have a child
together]. It just wasn’t the right time for neither one of
us.[...] It was like . . . sometimes [my partner] would say
yes and [ would say no. I would convince him where 1
would think it’s a bad decision and he’ll say yes or no.
Then [he'd] fry to convince me [...] So, it was confusing
at first; but we knew that it was going to be a decision
that we would have to make. (27 years old, at or below
the poverty line, one child, 15 weeks pregnant at the time
of abortzon)

In the structured survey, 60% of women indicated that
someone else helped them with the decision to abort. As
might be expected,.husbands or partners were the individ-
uals most commonly named: nearly half of the women
(45%) cited their husband or partner (not shown). Nearly a

quarter (23%) named a fiiend, and 14% of all women (and .

40% of minors) cited a parent. Similarly, about half of the
women indicated that their husband was the “most
important® other person who helped with the decision.

~ About 1 in 10 women indicated that a parent was the most

. important person; this response was three times as common

among those 19 years and younger (21%) than among those
20 years and older (7%). Notably, even though the question
asked of women (“Which of those people was most
" important in your decision?”) implied that the woman was
to choose from the list in the previous' question (which did
not include “me”) 28% of those who responded to t‘rus
-question wrote in “me” or “myself”

- More than half of the IDI respondents sald that they
themselves were the most important and influential person
in the decision. Their reasons were that this had to be their
own decision because it really was up to them and them
alone. Many respondents acknowledged the importance of
their partners’ opinions, but nonetheless emphasized the
* importance of ¢ controllmg their own deshny ' )

3.2.4. Time from deciding to have an abortion to ﬁrst trying

"to obtain an abortion . .

Women aged 25 years.and older hada shorter time period

~ between, makmg the decision to have an abortion and first

attempting to make an appointment for the procedure. »
(Fig. 2). Black women took a significantly longer time than
white women with this interval. In'addition, women who did

. not talk to anyone in their decision making took longer

between deciding to have the abortion and first trylng to
obtain the abortion (not shown). .

"As in the quantitative survey, most IDI respondents
began trying to obtain an abortion quickly after deciding,
sometimes even before they had fimmly decided to have an
abortion (e.g., locating clinics and finding out prices,
gestational limits and  appointment availability before
mentally committing themselves to having an abortion).
However, the interviews also revealed the porousness of the
boundaries of these intervals; the idea that a “decision” was
a definite. moment in time that could be marked on a
calendar was not bome out in many of the interviews.
Although some IDI respondents had the experience of a

_discrete moment of decision, many others experlenced
decrsron making as a protracted process.

3.2.5. Timé from first trying to obtain an abornon fo
obtaining the abortion

In the structured survey, poor women took a significantly
longer time from first trying to obtain the abortion to -
actually having it. When compared to white and Hispanic
women, black women reported significantly Ionger time
periods. .

We also examined the last two stages together:(i.e., the

. time from deciding to have an abortion to obtaining 1t) in

order to be able to make summary statements about the full
period following-the decision to have an abortion. Women -
with: two .or more children took more time across these two

stages, while higher-income women and women 30 years

and over reported less time between decrdmg to have an' | . »

abortion and obtaining it.

In the structured survey, 'we asked a question focusing
specifically on women’s experiences with -other clinics.
Eleven percent of women reported that they atternpted to go
to another clinic or doctor’s office before going to the clinic
where they actually obtained the abortion. Of these, 32% (or

. 3% of all women) said that they did nof get an’ abortion at -

the first facility because they were too far along in
pregnancy ‘(not shown). An essentially equal percentage
indicated that the clinic was too expensive or that they were
unable to receive insurance coverage at the time of their
visit. Additional reasons for not having the abortion at the
first clinic included abortions not being performed there and
not being able to 'get an appointment at the first location,
each reported by 1% of all women. Notably, women who
went to another clinic took over twice as. long, on average,’
between 1mt1a11y attempting to make an appomtment and
obtaining the abortlon

193



L.B. Finer et al. / Contraception 74 (2006) 334-344 Lo o ‘ 341

The most cornmon reason that IDI reépondents gave for
visiting other service sites before having their abortion was

to confirm their pregnancy. Some women reported that the

clinic where théy obtained an abortion required. proof of
pregnancy from another clinic, and other women said that
they wanted to get proof for themselves after getting a

positive result from a home pregnancy test before moving -
forward with their decision-making process. The next most

common. reason given for visiting another medical site,
including hospital emergency rooms, was that the woman
did so before she knew she was pregnant (e.g., she was
feeling ill and sought medical care and found out she was
pregnant at that time). Of the women who sought an
abortion at a site other than the one where they actually
obtained an abortion, all were found by ultrasound exam to
be past the first clinic’s gestational limits.

3.2.6. Timing of steps in the abortion process for
first-trimester versus second-trimester patients

Fig. 4 shows that the additional time spent by women
who obtain seécond-trimester abortions is not concentrated in
any particular stage in the process. Instead, each stage is

~longer overall for women at later gestations than those at

earlier ones.
3:3. Délays in obtaining abortions and reasons fof delays

Nearly three fifths (58%) of women in the structured
survey reported-that they would have preferred to have had

the abortion earlier than they did (not shown). As might be .

" anticipated, this response was more cOmmon among women
later in gestation: 91% of women in their second frimester
said so, compared to 52% of first-trimester patients.
However, even among women at 6 weeks or earlier, 32%

EFrom LMP to first suspected pregnancy . )
[XFrom pasitive lest fo decided to have abortion
Feom first attempt fo date of abortion

<=6 weeks

>=13 weeks

) 20 e

said this. Poor women (67%) were also more hkely to say
that they would have preferred to have had the abortion
earlier than women above 200% of poverty (50%). In
addition, women who said they wanted to have their
abortion earlier reported takiug more time at almost every
stage of the process.

The IDI respondents were ‘ot specifically prompted to
explain why they would have preferred to have had their
abortions earlier than they did, but they often volunteered
this information: .

I do [wish [ had had the abortion earlier], because when I
came here. last Friday and they told me, like, “You're in -
your. second trimester,” and I'm like [...] “Goodness,

_ now what am I going to do?” Because I didn’t want to go
into my second trimester, because it’s like, basically,
really becoming a baby, you know I just really didn’t
want to do it that late. (2] years old, at or below the
poverty line, one child, 16 weeks pregnant at the time of
abortion) ' '

Of the women in the structured survey who indicated that
they would have preferred to have had the abortion- earlier
than they did, three fifths said that this was because it took
them a long time to make arrangements (Table 1). The most
common arrangement was raising money; 26% -of women
said they needed time to do this. As expected, due to their
later gestations and lower incomes, the IDI respondents

' commonly said that a reason for their delay in obtaining an
abortion was the need to raise the money for the abortion or
to get inisurance to cover the'abortion:

I mean, when I first found out [that I was pregnant], I hiad
- it in my head anyway to have [the abortion], but I did not
have the money. It was the money; I did not have no
money to come down here and the money' to do it [.. ]It

CIFrom first suspected to positive {est
MEFrom decision 1o first tried for appointrient

|
,t 1
60 80 109 120
DEYS :

Fig. 4. Mean length of stages in the abortion process, by weeks of gestation, 2004,
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is hard to take off work, you' know, but it was really the
money, because if I were to- have it sooner, I would have
come sooner, but I did not have it. And everybody was
against [me having the abortion] so, there was nobody to
help -me, you know. (22 years old, below the poverty
line, three children, 13 weeks pregnant at the tzme of
abortion) .

A few women said that they'hed made and cancelled

miultiple appointments because they did not have enough

money to cover the procedure, and one woman said that she
had waited an entire month for her Medicaid coverage to
become active in order to use it to pay for the procedure.

They typically described a process of finding a clinic that '

performed later abortions and accepted Medicaid ‘for
payment or was willing to work out a payment plan.
About'4 in 10 women in the quantitative survey cited “it
took a long time to decide” and 27% cited “it was a difficult
"decision to make” as reasons for delay in deciding. Many
- IDI respondents who wanted their abortion.earlier also said
that it took them a long time to decide to have an abortion.
Thirty-six percent of womer said that it took some time
before they knew they weré pregnant or how far along they
were. Much smaller percentages of women cited partner
relationships, fear of disclosure, pressure or clidic-enforced

- Table 2

delays, ‘among other reasons. A few women in the
qualitative sample also said that their delay was due, in
part; to constraints of their own schedule. They mentioned
school or work commitments, combined with raising their
children, as. contnbutmg factors to their delay in obta.lmng
an abortion. ’
. The previous findings include women at all gestations, -
including those in the first trimester who, from some
perspectives, - would not necessarily be considered
“delayed.” (A small number of women in the qualitative
" sample said that they had tried to obtain an abortion earlier,
but were told to come back later because they were too early
in_ their pregnancies for a surgical abortion,’ but this
information was not obtainable from the survey data.) For
thlS reason, we looked, separately at delays experienced by
women who obtained abortions in their second trimester. -
These women were significantly more likely to say that it
-took them a long time to make arrangements to have the
abortion; two thirds of second-trimester patients said so,
compared t0 56% of first-trimester patients (Table 1). In
addition, second-trimester patients were significantly more’
likely ‘to indicate that they were delayed because they
‘needed time to raise money for the abortion. Half of second- .
trimester patients reported that it took them a long time to

The percentage of women (who would have preferred to have had their abortion earller) reportmg the most common reasons for delay, a.nd odds ratios from

multivariate loglsne regressions predicting reasons for delay, 2004

Characteristic It took a long time to ma.ke_arrangements : It took a long time to decide It took some time before knew [
' : : was pregnant or how far along I was
Bivariate ° Multivariate Bivariate Multivariate Bivarjate - Multivariate odds ratio
percentage odds ratio ' . percentage _ odds ratio. " percentage
Total % reporting reason  © §9- 39 o C 36
Age (years) - .. .
<17 .. 53 B 1.00, 27 1.00 57 © 100
18-19 ¢ . 58 ' 121 44 . 2.52 26 0.22%*
20-24 62 134 40 ' 2.21 35 ©0.32¢
25-29 : 56 _ 1.01 42 2.19 3 g3z
30+ _ 60 133 2167 37 034
Relationship status .
Never married and 59 : 1.00 38 .1.00 38 1.00
not cohabiting N . - ’ f
Cohabiting - 53 076 -~ 37 0.99. - 35 0.95
Married . 63 1,33 39 1.09 33 0.77
_ Formerly married - 58 1.18. 38 . 1.29 29, 0.51%
and not cohabiting ) : ' . ]
Race . ) . : , ) L
White 58 . 1.00- 30%F% 100 . 42 " 1.00 -
Black - 62 - L6 44 1.73%x 28 047%%
Hispanic 55 . . 0.83 47 1.86* ar _0.55% -~
Other . : 63 1.54 T 52 2.33% . 48 . 1277
Poverty level o . : o
<100% 65 - 1.00 41% 1.00 38 : 1.00 -
100-199% 57 ) 0.77 36 0.86 31 ©061%
200+% . 53 ' 0.55%* 32 .07 38 - 0.8
Missing 63 . o 0.84 47 1.39 36 . 0.73
n ' to567 530 585 516, ’ 458 433

* Statistical significance at p<.05.
** Statistical sxgmﬁcance at p<.0l.
**+* Statistical 51gruﬁcance at p<. 001
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decide, while only 35% of first-trimester patients said so.;

this finding was of borderline statistical significance,

(p=.06). However, second-trimester patients were more

likely to cite worries about.cost as a reason for delay in -

deciding. Finally, second-trimester patients were more likely
. to have indicated that they were -delayed because it took
time to talk to their parents. :

Table 2 includes women of all gestatlous and shows :

bivariate percentages and multivariate odds ratios predicting
whether women gave any of the three most common reasons
for delay. Income is associated with difficulty making
arrangements: in the multivariate context, women above
200% of the federal poverty level were only about half as

likely to give this as a reason for deldy. Being nonwhite was,
associated with giving “It took a long time to decide” as a

- reason for delay. Women 17 years and younger were more
‘than three times as likely as older women to indicate that
they did not know they were pregnant or how far along they
were even after controlling for other characteristics, echoing
the finding that this group took more time from the last
menstrual period to suspecting pregnancy. White women
were more likely than black and Hispanic women to say they
_did not know they were pregnant, and there is some evidence
that both formerly married (and not cohabiting) and lower-
income women were more likely to give this reason.

4. Discussion

Our findings suggest that once women suspect pregnan-
cy, most of them who seek an abortion act fairly quickly and
are able ‘to obtain an abortion in the first trimester. Most
suspect that they are pregnant just a few days after missing

“their period. They quickly confirm their suspected pregnan-

_cies; the average time to do so was about a week. Women-

typically are able to get an appointment within a week, and
the average time from a positive -test to an abortion
procedure was 3 weeks. A large majority of women report
taking little time or no time between suspecting pregnancy
and confirming it, between confirming the pregnancy and
deciding to have an abortion and between deciding to have
an abortion and beginting to seek services.

However, the IDIs indicate that these stages are not so
easily quantified, perhaps because women find it difficult to
look back and determine specifically when various events
occurred. Our data on dates were somewhat incomplete, but
in many cases, women who had characteristics associated
with delay also had more missing data, suggesting that the
results may in fact be conservative. Even so, confirmatory
research in this area is needed, and improved methods of data

collection, such as computer-assisted survey techniques that |

can check for inconsistencies, might improve the quality of
such data. ,
We found - that minor teens’ interval from the last

menstrual period to suspecting pregnancy was significantly .

longer than adult women’s and that minors were much more
likely to report that they were delayed because it took some

i

tirhe beforé_ they knew they were pregnant. Taken together,
these findings indicate a clear lack of knowledge among

' some younger teens about the basic aspects of pregnancy and

the specific signs of pregnancy, and imply that increased
instruction on - such information would be an important
addition to sexuality education programs. It is possible that
the longer interval among teens reflects greater denial of
pregnancy rather than lack of knowledge, but many IDI
respondents, particularly those with irregular periods, were
also unaware of their pregnancies, suggesting that education’
about pregnancy awareness would be valuable to women of
all ages. .

As might be expected, women report that their husbands

- or partners are heavily involved in the decision to abort.

Half of women described their partner as the most important
other person they talked to, far more than any other group

“consulted. Yet the extent to which ‘women independently
emphasized their own decision-making autonomy was .-

notable. In both quantitative and qualitative findings, many
women described the decision as their own and-emphasized
the primary role they played. Among minor teens, however,
40% indicated that their parents helped them decide. -

The study findings indicate that most women would have
preferred to have had their abortions earlier than they did; ;
this was understandably more common for women later in
pregnancy. Women with more children take more time to

* obtain'an abortion once they have decided to do so, which, as

the IDIs indicate, may be due to the difficulty of scheduling
and keeping appointments in light of familial demands.
A variety of measures in our study suggest that women

‘who are financially disadvantaged also have difficulty
‘obtaining early abortions. Lower-income women typically

take more time to confirm a suspected pregnancy, which
could relate to the cost of a home pregnancy test and the
difficulty in getting a test from a clinic or a doctor. They also
typically take several more days between deciding to have’
an abortion and actually doing so than their higher-income
counterparts. In addition, the need to take time to make
arrangements is the most common reason for delay for the
sample as a whole, and low-income- women are more likely

'to have this problem. Similarly, women who had second-

trimester abortions were more likely to have concerns about

cost or about raising money.

Many of our findings broadly echo those of a recent
study in this area [17]. Although our study defined delay in
a somewhat different way, in both studies, second-trimester
patients repoxted longer intervals at eaéh stage: of the
process; 'in particular, problems in suspecting preghancy
were an important cause of delay. In addition, several
logistical and personal factors were reported by a similar
proportion of second-trimester - patients, and reasens for
delay among second-trimester patients were found to differ
from those mentioned by first-trimester patients. On the
other hand, our study found additional evidence of the
connection between financial constraints and d.lfﬁculnes in
accessing abomon :
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The difficulties that low-income women face when
making arrangements underscore the importance of financial
-support for such women when they seek abortion. Yet, under
the Hyde Amendment, which was enacted in 1977, the use of

L.B. Finer et al. / Contraception 74 (2006) 334—344

[3] Bartleit LA, Berg CJ, Shulman HB, et al. Risk factors for legal
induced abortion-related mortality in the United States. Obstet
Gynecol 2004;103:729-37.

- [4] Henshaw SK,, Finer LB. The accessibility of abortion services in the

federal funding is prohibited for most abortions, and only 17

states use state funds to cover all or most medically necessary
abortions (only four do so voluntarily, while the gther 13 do
so pursuant to a court order) [19]. Moreover, the clinical and
financial 1mp11cat10ns of 'second-trimester abortion are
greater than those for first-trimester patients. Our findings
suggest that gestational age at abortion in the United States
could be further reduced if financial barriers faced by
disadvantaged groups were remeved and if women, espe-
- cially young women, were better educated about how to

recognize pregnancy. However, making these structural.

changes would require systematic and comprehenswe efforts:

At the same time, it is important to note that the discovery of
fetal anomalies or maternal health problems accounts for
some of the abortions that occur in the United States, and the
limitations of available technology or access to this technol-
ogy may not permit earlier identification. Because of these
factors, efforts to ensure that abortions happen earlier in
pregnancy must be balanced by efforts to maintain the

accessibility of second-trimester abortion services. o
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. TESTIMONY TO SAN FRANCISCO BOARD OF SUPERVISORS

Re: Pregnancy Information Disclosure and Protection Ordinance
*Ellen R. Shaffer, PhD MPH
Co-Director, Trust Women/Silver Ribbon Campalgn
September 26,2011

I 'am Ellen Shaffer, Co—Director‘ of the Trust Wornen/ Silver Ribbon
Campaign, which aims to increase the voice, V151b111ty and unity of the

pro-choice ma_]onty

We appreciate Superv1sor Maha Cohen's leadership as a champion of the
Pregnancy Informatlon Disclosure and Protection Ordinance. We also
thank our colleagues Whoare here today to support reproductive justice,
including many 'Silyer Ribbon partners, by mobilizing public opposition to

the deceptive practices of crisis pregnancy centers such as First Resort.

If enacted, this. measure would explicitly prohibit limited services

. pregnancy centers in San Franc1sco from making false or misleading

statements to the pubhc about pregnancy -related servrces that the centers -
offer.

Supervisors, First Resort is an organization dedicated to an abortion-free

world that falsely advertises itself as offering abortions.

OurSilverBlog did a First Resort GOogle search on 9-24-11, ano also

looked at their website. The search for ¢ abortlon San Francisco” found a

paid ad by First Resort, and several search results also listed this

. organization there.

Center for Policy Analysis, P.O, Box 29586, San Fraricisco, CA 94129 + Ellen R. Shaffer & joe Brenner, Co-Directors
Phone: 415- 922 6204 » fax : 415-885-4091 + email : ershaffer@gmail. com ¢ wwwequalhealth nfo
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Testimony To San Francisco Board Of Super'visors ‘
Ellen R. Shaffer, PhD MPH, Trust Women/Silver Ribbon Campaign

p2
The ﬁrst quete on their webpage reads:
Abortion "I really thank you for all your help and support. The decision I made isn’t a pleasant
one but I received good advice so that I wouldn’t have to go through this again.” - Client who

- chosé to terminate her pregnancy _

We have posted a video clip that shows similar fake “clinics” baldy lying to women, for example

claiming that abortion increases their risk for breast cancer by 100% (the real number is zero):

http:./’,/"www.voutube.eom/watch?v=7iszS 5zhvQ

First Resort is not alone. On Sept. 24, 2011, the New York Times editorial page reported:

"Thirty-eight years after Roe v. Wade recognized a woman’s right te make her own chﬂdbearing
decisions and legalized abortion nationwide, anewly intensiﬁed drive by anti-abortion forces
~ who refuse to accept the law of the land has seriously imperiled Women’s ability to exercise that
_ nght Opponents of abort1on rights know they cannot achieve their ultimate goal of an outright

p'ban, at least in the riear future. So they are concentrating on ... making abortion more difficult to

obtain."

These deceptive practices are most likely to victimize the most vulnerable. In 2006, poor women had
‘ an unintended pregnancy rate five times that of higher-incomeﬁ women, and an unintended birth rate

six tlmes as hlgh With improvements in coverage for contracep‘ﬂon and its effectiveness, the rate of
, un1ntended pregnancies declined among m1ddle and upper-income women by 29%, from 34 per .

1,000 women aged 15- 44 in 1994, to 24 per thousand in 2006. At the same time, the unintended

pregnancy rate among women with incomes below the federal poverty line increased from 88 per
1,000 in 1994 t0 132 in 2006—a 50% rise over the period. Poor women’s high rate of unmtended

pregnancy results in their also having hlgh—and 1ncreasmg—rates of both abortions (52 per 1,000)
“and unplanned births (66 per 1,000). http //oursﬂverrlbbon org/blog/Op—287

The Trust Women/Silver Ribnon Campaign is conﬂd'ent ‘that women will make the right choices for '

themselves if they are can ﬁnd_ accurate information. San Francisco’s groundbreaking legislation will
help to see that they get it. \

- Center for Policy Analysis, P.O. 'Box 29586, San Francisco, CA 94129 + Elleri R. Shaffer & Joe Brenner, Co-Directors ‘
Phone: 415-922-6204 + fax : 415-885-4091 + email : ershaffer@gmail.com + wwwequalhealth info-
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Letter from First Resort Founder Shari Plunkett = - % :
Dated: 4/14/2012 o S - '
Urgent Prayers Needed!

-a thought trom Shari Pluhkett— '

With the closing of five abortion clinics in the Bay Area in March, our call

volume has never been higher. Women are calling in survival mode, with utter
panic in their voices. They are clinging fo abortion because it’s the only

“help” they know. “Planned Parenthood has closed”, they tell us, I need an -
abortion, can you help me?” It’s like they're a skydiver in free-fall having

just found out their parachute isn't working. L
We've prayed and prayed and we see no difference. We've brainstormed drfferent
responses. Our latest is, “We help women like you everyday To start with we
can provide you with a free ultrasound to confirm your pregnancy and determine
how far along you are. We don’t do abortions, or provrde referrals

but come in -

anyway. We can help.” We are seelng little difference. AII day long women

are hanging up too quickly, without taking the time to hear about the real help

they can get, and without knowrng the other options available to them!

We feel powerless, but prayer is the conduit through which power from

heaven is

brought to earth!” (O. Hallesby) Please pray that God. will speak that still -

small voice to themn saying, “They will help you. Make an appointment.”

So many of you have taken the time to tell us how thrilled you are at these
abortion clinics closing And yes, this is one of the most amazing

opportunities we've ever had to-serve abortion minded women. But with

each click _
.. of the phone this golden opportunity is slipping away Please heIp us and pray!

~ Almighty God, the women who call First Resort are women you know and love.  The
babies they carry, created in your image, are tiny and so vulnerable, You have
willed them into berng, and you desire for each one to know you andto
-grow into
- your likeness in the years ahead By your power and through your grace, open
the minds and hearts of each woman who calls Flrst Resort: Touch her

heart with

a spark of warmth which speaks help and hope. Lighten her darkness defend her
from danger, and allow nothrng togetin her way of making it to First

Resort.

Amen!
- Shari

201



1833 Filimore St.
3 Floor

Lan Francxsto
Czlifornia 94115
415 379 7800 tel
415379 7804 fax

womens : _
community ' : | - 122744
clmlc | | : |

September 26,2011
Dear San Francisco Board of Supervisors City Operations & Neighborhood Services Committee:

1 am here today on behalf of the staff, volunteers and clients of the Women’s Community Clinic. ‘For the past
12 years the Clinic hase been a place where uninsured women can come to receive sexual and reproductive
health care services. We believe preventive, educational care is essential to lifelong health and that all women
deserve excellent health care, regardless of their ability to pay. We work hard to ensure that each client feels
comfortable and safe using her voice to direct the care she receives.

It is this dedication to health education that leads us to our support of Supervisor Cohen"_s Pregnancy
Information DiSclosure and Protection Ordinance. The ordinance will give the San Francisco City Attorney the
authority to protect women from being manlpulated by fake clinics, or cnsns pregnancy centers” (CPCs), which
target women using deceitful marketing practlces and withhold the full range of pregnancy options — namely,
unbiased lnformatlon on abortion. '

Crisis Pregnancy Centers are lncredlbly misleading. Many glve medically inaccurate mformatlon about

~ contraception and pregnancy options. Some even refuse to refer for birth control. First Report, a Bay Area

based CPC wrote in a Chronicle Op/Ed on Friday, September 23™ that their communications are “clear, honest,
and appropriate” to women about not providing abortion services or referring for those services — but if'you
Google “abortion” one of the top advertisements is First Resort, a CPC, with “Abortion Info — Women's
Pregnancy Options” listed above the link. D o

Women deserve to know exactly what they are getting from their health care professional. If any health care
information is going to be shared through a filter — either political or religious —women should know that up
front. Lawmakers can and should hold these “clinics” accountable to these deceptive practices.

* Passing this bill represents a commitment to providing women seeking contraceptives or facing unintended

pregnancies with the unbiased, medically accurate information that no one should be denied.

8

Sincerely yours, .

)//’

Diana Taylor, NP _ . .
Advisory Board Chair ’

womenscommunityclinic.org
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Risk Factors Assocnated With Presentlng for
Abortion in the Second Trlmester

Eleanor A. Drgy, MD, EdM, Diana G. Faster, PhD, Rebécca A. Jackson, Mp, Susan J. Lee, jp,
Lilia H. Cardenas, and'P/zilz]) D. Darney,' MD, MSe

OBJECT IVE: To determine factors associated with delay

of induced abortion into the second trimester of preg-

nancy.

METHODS: _
viewing, 398 women from 5 to 23 weeks of gestation at
an urban hospital described steps and reasons that could
have led to.a delayed abortion. Multivariable logistic
- regression identified independent contributors to delay.

RESULTS: -Half of the 70-day differerice between the
average gestational d urations in first- and second-trimes-
ter abortions is due to later suspicion of pregnancy and
administration of a pregnancy test. Delays in suspecting
and testing for pregnancy cumulatively caused 58% of
second-trimester patients to miss the opportunity to
have a first-trimester abortion. Women presenting in the
second trimester experienced more delaying factors (3.2
versus 2.0, P < .001), with logistical deldys occurring more
frequently. for these women (63.3% versus 30.4%, P <
.001). Factors.associated with second-trimester abortion
.in logistic regression were prior second-trimester abor-
- tion, delay in obtaining state insurance, difficulty locating
a. provider, initial referral elsewhere, and uncertainty
about last menstrual period. Factors associated with
- decreased likelihood of second-trimester abortion were
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Using audio computer-assisted self-inter- -

presence of nausea or vomltmg, pnor abortion, and
contraceptlon use.

CONCLUSION: Abortion delay results from myriad fac-

tors, many of them logistical, such -as inappropriate -or

delayed referrals and delays in obtaining public insur-

ance. Public health interventions could promote earlier

recognition of pregnancy, more timely referrals, more

easily obtainable public funding, and improved abortion

access for indigent women. However, accessible second--
‘trimester abortion services will remain necessary for the .
‘women who present late dueé to delayed recogmtlon of

and testing for pregnancy. - . ;

(Obs_tet Gynecol 2006;107:128-35)

LEVEL OF EVIDENCE: I1-2

Second -trimester abortion has received consider-
able political attention recently with the enact-
ment of state! and federal legislation banning so-
called. “partial-birth” abortion.? Second-trimester
procedures account for approximately 12% of abor-
tions performed in the United States.? Procedures
perfoimed after 12 weeks of gestatlon may be costlier
for women in many respects—financially,* emotional-
ly,° and medically—posing greater risks of medical
complications . and mortality than abortions per-
formed earlier.® Second-trimester procedures are also
more difficult to obtain because fewer providers offer
them, limiting access.* Understanding reasons for
abortion delay may encourage the improvement of .
referral networks and facilitate the development of .

health education programs that reduce the need for

second-trimester abortions. Such education may help
women. recognize unwanted pregnancy earlier, thus.
increasing a woman’s options for pregnancy termina-
tion by rapid referrals to clinics and by enabling a
woman to choose abortion by medication.

The literature on the causes of abortion delay in -
the United States is outdated; many articles are more
than two decades old. Most of these studies primarily
analyzed demographic factors correlated with overall -
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delay and found that younger, unmarried women

with less education and no previous pregnancies tended -

to seek abortions later. 71! A few studies examined

reasons for delay at key points in the process of obtain--

ing an abortion, such as when pregnancy was suspected,
when it was confirmed, and when the woman first
attempted to schedule an abortion. '~ These studies
came to differing conclusions about which step in the
process contributed most to delay, an important deter-

mination for prioritizing policy-based solutions. One .
study found that the longest delay occurred between the '

last menstrual period and the first suspicion of pregnan-

cy,’? whereas two other studies found that the most -

substantial delay occurred between the first suspicion of
pregnancy and seeing a doctor.’™*® The most recent
comprehensive study of delay in the United States was

based on data collected in 1987, but this study did not

analyze delay by steps leading to abortion.* In the last
two decades, US studies of abortion delay have focused
more narrowly on race’® and delayed abortions among

teens. 1617

Using audio computer-assisted self-interviewing,

- we assessed a cohort of women obtaining abortions
from 5 to 23 weeks of gestation. We sought to identify
factors associated with abortion delay overall and
 during six time intervals, beginning with suspicion of
pregnancy and ending with the abortion appoint-
ment. We evaluated a comprehensive list of demo-
graphic, reproductive, logistic, relationship, and emo-

tional factors. We asked participants to prioritize

which factors caused the most delay. We hypothe-
sized that unknown date of last menstrual period and
difficulty in getting an appropriate referral would be
associated with abortion delay. :

. MATERIALS AND METHODS

We conducted a cross-sectional analysis to determine

which demographic, medical, reproductive, and other

factors were associated with abortion delay. We re- '
cruited consecutive English- and Spanish-speaking -

patients presenting for abortion from 5 to 23 weeks of
gestation at the Women’s Options Center, an urban,
hospital-based abortion clinic from September, 2001,
through March, 2002. The Women’s Options Center
serves a local community of primarily Latina and
African-American women and accepts referrals from
throughout Northern California. Women who are
referred are typically in the second trimester, are low

income, and/or have medical complications. Women -

were excluded from the study if they were obtaining
~ ‘an abortion because of fetal anomalies or demise or if
they were unable to learn to use audio computer-
assisted self-interviewing. The study was approved by

VOL. 107, NO. 1, JANUARY 2006

the institutional review board of the University of

~California, San Francisco. To keep the numbers of

first- and second-trimester patients roughly equivalent
throughout the enrollment period, if either group
outnumbered the other by more than ten, recruitment
for the larger group was suspended until numbers
equalized. Because gestational duration was deter-
mined after enrollment, four women were found to be *
beyond the clinic’s 23-week limit, could not terminate -
their pregnancies, and were excluded from analysis.
Four were excluded because the gestational duration
was not available. _

Subjects were enrolled before obtaining an abor-
tion but after receiving counseling from trained preg--
nancy advisors and signing a consent. We used audio

‘computer-assisted self-interviewing (Sensus Q&A. 2.0;

Sawtooth Technologies, Evanston, IL, 1998) to ad-
minister the questionnaire to improve the accuracy of
responses for sensitive topics.'® The questionnaire was
developed in consultation with psychologists expert
in ‘instrument design and included characteristics
identified in previous studies to be associated with
abortion delay, including demographic, reproductive,

socioeconomic, and insurance factors. In addition, we ~

added questions about the timing of menses, preg-
nancy symptoms, relationship factors, social support,
attitudes about abortion, and number of prior provid-

* ers consulted regarding this pregnancy. We also in-

cluded closed- and open-ended questions about rea-
sons for delay. Finally, we asked participants to
identify seven dates leading to the abortion appoint-
ment: 1) first day of last menstrual period, 2) suspicion
of pregnancy, 3) positive pregnancy test, 4) decision
to abort, 5) first telephone call to an abortion clinic, 6):
first call to our clini¢, and 7) abortion date. These
timing questions were completed with the help of a-
research assistant using a calendar. All other questions
were completed in a private room with the subjects
encouraged to request help as needed. We assumed
the first missed menstrual period would have oc-
curred 28 days after the last menstrual period. »
The instrumenit was pretested for clarity with 10

. English-speaking ‘and 10 Spanish-speaking patients.

Subjects were trained in audio computer-assisted self-
interviewing and computer use as necessary with
sample questions. The median time to complete the

' survey was 18 minutes. Research assistants abstracted

additional demographic and medical data from each .
subject’s medical record. Subjects received $15 for
their participation. '

The primary outcome- variable was gestational du--
ration at the time of abortion as determined by ultra-
sonography, which was dichotomized to second (= 13

Drey etal Factors in Abortion Delay Into 2nd Trimester 129
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weeks) versus first trimester for the logistic regression.

Secondary outcomes included elapsed days for each of -

the six intervals between the consecutive steps defined
above and proportion of women who were in the
second trimestér at the end of that step. We used

multivariable logistic regression to examine factors asso- .

ciated with delay in the overall time to abortion. The
model was constructed using a set of fixed covariates
describing demographic characteristics: race/ethnicity,
foreign-born status, marital status, age, education, in-
-come, previous abortions, and previous births. In addi-
“tion, we included variables expected to be associated
with abortion delay based on our clinical practice,
" .available literature, and those found to be significant ata
" .05 level in bivariate analysis. All analyses were con-
. ducted using STATA 8.2 (College Station, TX). A Cox
multivariable hazard analysis was also performed with
the primary outcome of time'to abortion (results not
. shown). Similar results were obtained; therefore, for

simplicity, we present the results of the multivariable .

logistic regression,

Sample size calculations originally were based on -

guidelines for the sample size needed for multiple linear
regression, which suggest enrolling twenty subjects per
.independent variable.”® Based on previous studies, an
estimated 15 variables were expected to require analy-
sis. Thus at least 300 subjects were deemed necessary. In
addition, because of anticipated colinearity between
many of the varjables, we estimated we would need an
additional 30% for a total of 390.

- RESULTS -
According to study des1gn, sub_]ects were d.1v1ded
evenly between the first and second trimesters. Sub-
‘jects in the second trimester were more likely to have
been referred from other clinics and to have had
 difficulty finding an abortion provider (Table 1), They
were also more likely to be less educated, to live
farther from the clinic, and to have had difficulty
arranging transportation. Although both- first- and
- second-trimester patients predominantly relied on
state funding (Medi-Cal) for their abortions, second-
trimester patients had more difficnlty obtaining Medi-
Cal. Second-trimester subjects were also meore likely
 to have had a previous second-trimester abortion, to
be unsure of their last menstrual period, to experience
fewer pregnancy symptoms, and to have used drugs
.. and/or alcohol. More than 80% of first-trimester subjects
- were local residents and consistent with the demograph-
ics of the clinic’s-neighborhood, and they were more
likely to have a household income of less than $20,000
and to be foreign-born and Latina. More than two thirds
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‘of all women having abortions were using contraception -

at the time of conception (Table 1).
. Women having second-trimester abortions pre-
sented an average of 70 days (10 weeks) later than
women having first-trimester abortions (Table 2).
Compared with women having first-trimester abor-
tions, among women having a second- trimester abor-
tion, each of the six steps leading to abortion was
significantly longer (P < .001 at all steps). The largest
delay occurred in the first step-delay in suspecting
pregnancy after missing a period was responsible for -
nearly a third (22 days) of the total difference between
the two groups. Another 19% of the difference was
due to difficulty locating an abortion provider. More
than half (58%) the women were already in the second
trimester by the time they obtained a pregnancy test.
All subjects were asked to identify from a list of 21
factors which ones, if any, had caused delay in obtaining
an abortion and which of these had caused the most

~delay (Table 3).. On average, first-trimester subjects

reported that two factors had delayed their abortions -
whereas those in the second trimester reported more
than-3 delaying factors (P <'.001)..One third (36%) of
first-trimester subjects and 14% of second-trimester sub-
jects reported that nothing had slowed them down (P<
.001). Comparing broad categories of reasons for abor-
tion delay, women with second-trimester abortions re-
ported more logistical delays (63%), such as difficulty
locating a provider, initially being referred elsewhere, or
difficulty arranging transportation, compared with 30%
in the first-trimester group (P < .001). Ax initial referral
elsewhere was the single most frequently reported delay-
causing factor by second-trimester patients (47%). Sec-

ond-trimester patients were also more likely to be de-

layed because they did not suspect they were pregnant
(34% versus 20%, P < .001). Emotional factors such as
fear, depression, uncertainty, and a sense that abortion is
“wrong” were cited by 51% in the second trimester and
42% in first trimester (P = .06). Similar portions of both
groups attributed delay to interpersonal and financial’
factors overall, although more second-trimester patients
reported difficulty obtzmmg Medi-Cal (7 3% versus

"1.6%, P< .01).

When asked which single factor ca,used the greatest

- delay in getting an abortion, the 3 most common factors

cited by both groups were the same: 1) initial referral
elsewhere (17% in the second trimester versus 8% in the

- first trimester, P = .004); 2) difficulty .deciding (10%

versus 7%, P = .4), and 3) fear (8% versus 6%, P = 6).

Overall, logistical factors caused the greatest dela.y for
more second- than first-trimester patients (30% versus'
19%, P="02), as did factors associated with not suspect-
ing pregnancy (16% versus 7%, P = .005).
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Table 1. Baseline Characteristics of Women Seeking Abortion (%)

Characteristic 1st Trimester (n = 191) 2nd Trimester* (n = 207) P
Age (y) - ‘
5 15>-’19 . 25.1 25.6
20-29 49.7 51.7-
) 30-46 25.1 | 22.7
Race/Ethnicity ' <.001.
© Black 40.8 40.6 :
Latina ‘ 33.0 18.4
Non-Latina white 8.4 222
Asian | 13:1 9.7
.. Other 4.7 8.7
Foreign born 31.9 10.1 <.001
Residence < .001
San Francisco (traveled < 1 h) - 80.1 53.6
Bay area (traveled 1-2 h) o 16.8 32.4
v Other Northern California (traveled > 2 h} - 3.1 140 ~
Household income <-$20,000 40.3 27.5 < .01
Education - . ' < .05
Less than high school 33.7 28.0-
High school diploma 42.1 55.1
Beyond high school 24.2 16.9
Insurance - . : 4
None ' '15.6 16.1- '
Statefunded (Medi-Cal) . 61.1 54.8
Health maintenance organization/private 234 . 29.0
Difficulty obtaining insurance 8.4 10.6 4
Difficulty obtaining state funding (Medi-Cal) 4.7 13.0 <.01
Difficulty obtaining money for :i)ortion ) 15.2 20.8 15
Marital status ' 5o
Single 61.8 67.6
Married 11.0 . 8.7
~ Cohabitating 27.2 23.7
Children 66.0 68.6 .6
Prior abortions 60.2 57.5 b
Prior second-trimester abortion* 147 314 .001
Menstrual characteristics.
Unsure of last menstrual period 23.0 ° 37.2 2,01
Irregular periods 19.9 25.1 2
Did not track periods 15.7 . 164 .8
Thought herself to be infertile 10.0 8.2 5
Spotting/bleeding during pregnancy - 26.7 '23.7 5
Using contraception at time of pregnancy 72.3 67.6 3
Condoms . 47.1 444
Depot medroxyprogesterone acetate 6.8 5.8~
Oral contraception 11.0 14.0
Other : 13.1 8.2
Pregnancy symptoms J
%Inausez,/\;’orﬂngﬁng 81.2 67.6- < .01
Tiﬁgdness , SO,S 69.6 <.05
- Otheér pregnancy symptoms 7.9 93.7 <.05
Medical fgzto%lsl v Eymp : :
Regular use of drugs/alcohol 16.2 '24.6 < .05
, Obese or overweight © 34.0 30.0 4
Logistical factors E .
eferred from other clinic(s) 58.1 86.0 < .001
Difficulty finding an abortion provider- 25.7 449 < .001
Difficulty arranging transportation 11.5 222 . <.01
' Difﬁcultgf getting time off work 27.8 24. ' 5
Emotional factors o )
Difficulty deciding 54.5 57.0 .6
In denial that pregnant 48.2 54.1 .2
Feeling sad or depressed 64.9 66.7 o 7
Afraid to have-the abortion 69.6 79.2 <.05
Felt abortion was morally wrong 48.7 46.1 » .6
Moderately/very religious 68.1 57.5 <.05
Interpersonal factors : : ) .
: (?gnﬂ.ict with partner ' - : 15.7 16.9 S 7
Conflict with friends and/or family 35. ‘ : 27.1 . ) b

* Second trimester defined as = 13 weeks of gestation. “
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Table 2. Time for Fach Step Among Women Obtaining Abortions in the First and Second Trimesters
o ' ' Mean Time for This Step (d)’ ‘

Tst 2nd - Difference - In 2nd Trirﬁéster at -

Step : Trimester - Trimester (% of Total Difference)* End of This Step (%)*
1) Missed period* to suspecting pregnancy . . 6.0 27.7 . 21.7(31) - 22
2) Suspecting to pregnancy testing 14.7 278 . . 13.1(19) - , 58
3) Pregnancy testing to deciding to abort- 46 16.0 11.4 (16) 65
4) Deciding to abort to making Ist call 53 1.7 _6.4(9) . : 71
5) Making first call to calling our clinic 2.8 - 158 . 13.0(19) : .88
6) Calling our clinic to. abortion 9.9 . 136 : 3.7() - . 100
Total time: missed period to abortion : 35.1 105.1 ‘ 70.0 (100) : .

* This value is the difference in thean time between the two groups in days. Numbers in parentheses are percent of the total time difference
(70.0 days) between the two groups. Sum of individual steps does not add tc total time due to missing values for some of the steps. Pvalue
for first versus second trimester at each step was < .001. ' . - v
T Of 207 women who had a second-trimester abortion, percentage of those who were in the second trimester by the end of this step.
* Time of missed period assumed to be 28 days after last menstrual period.

Table 3. Reasons Cited for Abortion Delay: Women Were Asked Which (If Any) Factors. Caused Delay
and Which Single Factor Caused the Most Delay . -

Factor Cited as a Cause of Delay Single 'l_:actor That Caused Most Deléy

( : 1st Trimester ~ 2nd Trimester 1st Trimester 2nd Trimester
: : (n = 191) (n = 207) (n'=191) - (n = 207)
None : 36.1 , 14.0* 372 . ' 14.0*

- Did not suspect pregnancy 199 . . 34.3* 73 16.4t
In denial I 110 21.3t .16 . 73t
Bleeding/Spotting thought to be menses 6.8 .97 ) 31 " 58

~ Using contraception . ' 6.8 : 8.7 .- 26 - 29
Breastfeeding ’ 0.5 - 05 . 00 - 0.0
Thought herself to be infertile 11 « 24 _ - 00 05

Logistical factors - 30.4 63.3* S 194 30.0%

" Difficulty finding an abortion provider 68 _ 198 2.1 ] © 53
Referred to other. clinic(s) - ) 126 47.3* ) 7.9 1741
Distance from clinic ‘ ' 3.1 . B 16 1.9
Difficulty with transportation - 37 9.7¢ - L1 . 1.0
Difficulty getting time off from work 84 = 13.0 ‘ 1.6 - L5
Difficulty with childcare ' 110 . 10.6 ' 52 ‘2.9

Emotional factors Lo . 419 - - 512 0 251 - 256

" Difficulty deciding 19.9 _ 304 . . 73 9.7

- Something happened to change her mind = = 7.9 126 . 26 2.4
Feeling sad or depressed . 2L.5 28.0 . 3.7 . 34
Afraid to have the abortion 262 34.8 - 63 : 7.7
Felt abortion morally wrong b -10.5. . 63 52 24
Financial factors, 152 . 203 58 7.3
Difficulty with state funding (Medi-Cal) - 1.6 7.3t 11 24

- Difficulty with insurance . 4.7 .53 o 1.9
Difficulty paying for abortion 11.0 116 37 2.9
Intérpersonal factors: ' 16.8 ' 21.7. - E 47 . - 68
Unsupportive partner 136 19.3 47 5.8
Unsupportive family/friends o 4.7 -39 - 00 . " 10

. Total number factors cited (mean + SD) 20%25 © o 316=x27 : .

SD, standard deviation. : .
Data présented as % or mean * SD, as indicated.
* P <.001.

TP< 0L’

* P 05,
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Using mulﬁvaﬁa.blé logistic regression, we exam-
ined the covariates associated with second-trimester
. abortion after adjusting for demographic factors (Fig..

1). Factors independently associated with second- '»

trimester abortion were prior second-trimester abor-
tion (odds ratio [OR] 5.9), delay in obtaining Medi-
Cal (OR 4.4), difficulty locating a pr0v1der (OR 4.1),
initial referral elsewhere (OR 2.3), and unsure last
menstrual period (OR 2.3). Factors associated with
decreased likelihood of second-trimester abortion
were presence of nausea/vomiting (OR 0.5), prier
abortion (OR 0.4), and use of contraception (OR 0.4).
Emotional and interpersonal factors were not associ-
ated with second-trimester abortion in the multivari-
- able model. '

DISCUSSION
Similar to other studles, women who have second-
trimester abortions typically discover relatively late

that they are pregnant.’2' In our study, more than

 half (58%) the patients having second-trimester abor-

tions had already delayed beyond the first trimester

" by the time they obtained a pregnancy test. Half of

the 70-day difference between the average gestational
durations in first- tririester and second-trimester abor-
tions was due to-later suspicion of pregnancy and

. administration of a pregnancy test. Earlier studies also

found that the most significant delays occurred early
in the process, with later suspicion of and testlng for
pregnancy.!21 Second-trimester, patients were less
certain about their last menstrual periods and had
fewer pregnancy symptoms, which if present, may
have prompted these women to test sooner. In con-
trast to previous studies that found oral contraception
to be associated with abortion delay,%"! hormonal
contraception was actually associated with less delay,
in our sample.

This initial delay preceded further delays once'a

Odds Ratio

Odds Ratio
Factor *(95% Cl) {95% CI)
Reproductive/Medical 08
No chiidren ) 0.4I——'——* 0.9 (0.5-1.6)
Prior abortion ———y 59 0.4 (0.2-0.8)*
Prior 2nd trimester abortion 12 p——t——{" 59 (2.8-12.6)*
Abuse of drugs or alcohol ’_?'1—‘ 1.2 (0.6-2.5)
Obesity/overweight 0.5f_“"‘—_1 11 (0.6-1.9)
Using contraception il 0.5 (0.3-1.0)*
Pregnancy symptoms 04 .
Nausea/vomiting l——Iﬁ-‘l 0.4 (0.2-0.8)"
Tiredness I—'—Og 0.6 {0.3-1.2)
. Spotting since LMP e 0.8 (0.4-1.5)
Menstrual characteristics ' i2
Periods irregular 7 1.2(0.62.4)
Unsure LMP e 2.3(1.24.2)
Logistical/financial factors 41 :
Initizfly referred to elsewhere 2?3_'.—-‘ 4.1(2.2-1.9)*
. Difficulty locating provider s 2.3 (1.3-4.0)"
Traveled >2 hours . B s P - 4 2.7(0.8-9.3)
Difficulty with transportation —— a4 . .1.1(0.5-2.3)
Difficulty with state insurance s p—————] 4.4 (1.5-13.0)"
Difficulty financing abortion P 1.2(0.6-2.2)
Emotional factors. * ) ; ’ C
Feeling sad or depressed |__“2_13_| 1.0(0.5-1.8) ° o )
in denial that pregnant S 1.3 (0.8-2.2) Figure 1. Factors associated
Difficulty deciding —y 0.8 (0.5-1.5) - with second-trimester abortion
Afraid of abortion R 1.8 09-38) by multivariable logistic fegres
Felt abortion morafly wrong og — 12(0.7-22) variables. show nJ Slus demo-
Moderately/very religious p—— 0.6(0.3-1.1)
interpersonal factors graphic variables (age, ethnic-
) R ity, income, educatlon, marital
Unsupportive partner !—-—c’Tl—i 1.1(0.5-2.2) status, parlty, and insurance).
Unsupportive family or friends e 0.8 (0.4-1.6) *Bolded lines indicate P < .05.
- — ' e Drey. Factors in Abortion Delay
04 19 100 200 Into 2nd Trimester. Obstet

Decreased odds 2™ trimester abortion
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Increased odds 2™ trimester abortion
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‘woman decided to obtain an abortion. In fact, women
obtaining second-trimester abortions took signifi-
cantly longer to complete each step of the process. By

the time an abortion provider was contacted for the -

- first time, 71% of the second-trimester group was

already in the second trimester. Thereafter, an addi-

tional 15 days elapsed before contacting our clinic.

Delay in this last .step was associated with being’

referred to other clinics before ours. Referrals were
associated with a 4-fold increased risk of second-
trimester abortion and were the most impoftant de-
laying factor cited by second-trimester subjects. De-
lays due to referrals and other trouble locating a
provider suggest a link between the scarcity of sec-
ond-trimester providers and increased delay. Trouble
with Medi-Cal was more often cited by second-
 trimester patients as a delaying factor and was associ-
ated with a 4-fold increased risk of second-trimester
abortion. These financial barriers may have been
more onerous for second-trimester patients, given the
increased cost of second- versus first-trimester proce-
dures.* Fewer providers are available for women
seeking second-trimester abortions, especially those
with public funding. For example, in Northern Cali-
fornia, ours is virtually the only clinic to accept
patients with Medi-Cal for late second-trimester abor-
tions.
One strength of our study is the extensive list of
potential delaying factors that we examined. The

audio computer-assisted self- -interviewing design al-

lowed us to collect and assess numerous factors that
-might have caused delay and then to re-present them
to subjects to assess whether they experienced that
factor as having caused delay. For example, subjects
were initially asked if they experienced a factor, such
as fear. If they said yes, they were later asked if fear
was a delaying factor. In this way, we were better able
to prompt women to-obtain a more complete list of
. delaying factors. In addition, we asked open-ended
questions about delay to ensure there were ho major
- causes of delay that'we had omitted from the list.
- Due to our clinic’s population, we were unable to
draw solid conclusions about how delay .may be
associated with certain demographic factors. In our

clinic, women who obtain second-trimester abortions

are often referred froma larger geographic region and
‘are therefore more’ heterogeneous with respect to
- ethnicity, education and other demographic features.
Conversely, women who obtain firsttrimester abor-
tions live nearby and are disproportionately Latina or
- African-American, foréign born and low income (Ta-
ble 1). Our study also may have bgen limited by
biases associated with observational studies, such as

T 134 Drey etal
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volunteer bias and recall bias. Despite usmg audio

- computer-assisted = self-interviewing, subjects may

have difficulty disclosing sensitive’ information. Our
study’s findings necessarily reflect the circumstances
affecting a very particular population (that of a refer-
ral clinic located in an ethnically diverse population).
To increase external validity, the study ideally; should

_be repeated with a larger, truly random population.

Legal and accessible second-trimester abortion
services will remain necessary to provide safe medical
care. Our study shows that many women seeking
second-trimester abortions simply lacked pregnancy
symptoms or were unaware of their last menstrual

‘period and therefore took a long time to recognize
“and test for pregnancy. Legislative measures that may

further reduce the availability of abortion services will
likely increase delays by making it even more difficult

to find a provider, with delay further increasing

medical risks. Several public health measures might
decrease the ﬁ:equency of second-trimester abortion.

In addition to improving their access to effective

contraceptive methods, patients could be educated
about the importance of maintaining menstrual
records. Facilitating earlier pregnancy testing by pro-
viding women with low-cost home pregnancy tests
before they suspect pregnancy may also decrease
delays. Health cate professionals should be encour-
aged to provide patients with information about op-
tions before they become pregnant, as well as facili-
tating timely referrals’ and decision-making after
pregnancy has been diagnosed. Despite these mea-
sures, because of the individual nature of many of the
reasons for delay, it is unlikely that public health

- measures alone can eliminate or substantially de-

crease the need for access to elective second- anester‘
a.bortlon
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3. Complete the quiz and save your answers

Contmumg Medical Educatlon Credlts Now Available for the
- Clinical Expert Series

Contmumg medical education (CME) credits are now belng awarded for the Chmcal
Expert Series. Follow these steps to receive credit:

1. Log on to www.greenjournal. org to view the art1c1c and take the CME quiz (note: you
must activaie your onling subscription fo gam actess to the artide and ng)
2. Download the qmz (in Microsoft Word format)

4. E-mail the completed quiz to cognates@acog.org

The American College of Obstetricians and Gynecologists (ACOG)* designates this educa-
tional activity for a maximum of 2 category 1 credits toward the AMA Physician's
Recognition Award or 2 maximum of 2 category 1 ACOG cognate credits. Each physician
should claim only those credits that he/she actually spent in the activity. : :

*The American College of Obstetricians and Gynecologlsts is accredited by the Accreditation Council for
Contmumg Medical Educat&on to provide continuing medical education for physicians.
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Stop Deceptive Advertising by Fake Clinics
Petitlon Sponsored by Bacorr (Bay Area Coalition for Our Reproductxve Rights) and Change.erg

Dear San Pmncxsco City Supcrvmor,

) I am outraged at the false advertising and mampulanve tacﬂcs used by fake clinics - or Cnms Prconancy Centers
(CPCs) - in San Frangisco. :
CPCs are deceiving women into vmtmﬂ I:hese limited service centers only to deny thern information or misinform

‘thern about abortion and birth control. Women deserve accur ate, comprehenswe medical care from a
[mowledaeable, honest professxonal

_Accordmrr to a Congressional study, 87% of these fake clinics provide i maccm ate and misleading information by
claiming that abortion increases the risk of breasl cancer, infertility, drug addiction and mental illncsses - including
suicide.

. Truth-in-advertising bills have been passed in Baltxmore MD and Austin, TX, requmnu hrmted service centers tg
post sigas stating they do not of fer birth control information; pr 0\’[dB abortlons or referrals. '

Supervisor Malia Cohen has introduced the Pregnancy Information Disclosure and Protection Ordinance that
requires limited service centers to accurately say what setvices they provide. This bill protects women from false
.advertising and potential delays in ruccwmg essential medical care,

This measure is about consumer proiectlon and h’uthful advcr‘u sing. I ask for your pubhc support and vote for thig
nece';sary bill. :

_ 7/ ﬁ@ &é«j Muﬂu&i_/'
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'Risk Factors for Legal Induced Abortion- Related
Mortallty |n the Unlted States -

Linda A. Bartlett, mp, MHsc, Cynthia J. Berg, Mp, mpH, HollyB Shulman MS,
Suzanne B. Zane, pvm, Clarice A. Green MD, MPH, Sara Whltehead MD, MPH, and

Hani K. Atrash, MD, MPH

OBJECTIVE: To assess risk factors for legal ; mduced abor-
uon—related deaths.

METHODS: This is a descriptive epidemiologic stndy of
women dying of complications of induced abortions. Nu-
merator data are from the Abortion Mortality Surveillance

System. Denominator data are from the Abortion Surveil-

lance System, which monitors the number and character-
istics of women who have legal induced abortions in the
United States. Risk factors examined include age of the
woman, gcstauona.l length of pregnancy at the time of
termination, race, and procedure. Main outéome fneasures
include crude, adjusted, and risk factor—spec:.ﬁc morta.hty
rates,

RESULTS: Durmg 1988 -1997, ‘the overall death rate for

women obtaining legally induced abortions was 0.7 per
100,000 legal induced abortions.-The risk of death in-

creased exponentially by 38% for each additional week of -

gestation. Compared with women whose abortions were

- performed at or before 8 weeks of gestation, women whose

abortions were performed in the second trimester were
' significantly more likely to die of abortion-related causes.
The relative risk (unadjusted) of aboruon-related mortal-
ity was 14.7 at 13-15 weeks of gestation (95% confidence
- interval [CI] 6.2, 34.7), 29.5 at 16-20 weeks (95% CI 12.9,
67.4), and 76.6 at or after 21 weeks (95% CI 32.5, 180.8). Up

From the Maternal and Infant Health Branch, Information Tecknology, Statistics,

and Surveillance Branch, and Apphied Stiences Brandh, Division of Reproductive
Health, National Center for Chronic Disease Prevention and Health Promotion,

Atlanta, Georgia; and Epidemic Intelligence Service, Division of "Applied Public
Health Training, Epidemiology Program Qffice, Atlanta, Georgia. Dr. Green is
now with Epidemiology and Drug Sgfety, Drug Safety and Surveillance, Solvay
Pharmaceuticals, Ic. Dr. Whitchead is currently with the Division of STD
Prevention, National Center for HIV, STD, and TB Prevention, Centers for
Disease Control and Prevention, on station in Chiang Rai, Thailznd; and Disease
Outbreak and Control Division, Hawasi Department of Health. Dr. Atrash is
cuﬂem‘éy with the National Center on Birth Defects and Develspmental Disabili-

5, Centers for Disease Control and Prevention, Atlanta, Georgia.

The authors t/wzk.Lm Koonin for leadmgt/zccol]zdzon and maintenance of all
" abortion-, proceduredatadwmg].987 2000, Lisa Flowers for providing assistance
- with data eniry and SAS programiming for mumerator anabses, and Foy Herndon
Jor providing assistance by coordinating the abortion surveillance System from 2000
tlzraugﬁ the present.

VOL. 103, NO. 4, APRIL 2004
© 2004 by The American College of Obstetricians and Gynecologists.
Published by Llpplncott Williams & Wllklns

to 87% of deaths in women who choseé to terminate their

_ pregnancies after 8 weeks of gestation may have been

avoidable if these womcn had accessed a.bomon servn:es
before 8 weeks of gestatlon.

* CONCLUSION: Although pnm;-;ry prevention of unintended

pregnancy is ‘optimal, among women who choose to termi-

- . nate their pregnancies, increased access to surglcal and -

nonsurgical abortion services may increase the proportion
of abortions performed at lower-risk, early gestational ages
and help further decrease deaths. *(Obstet Gynecol 2004;

103:729-37. © 2004 by The American College of Obste-
tricians and Gynecologlsts )

LEVEL OF EVIDENCE: [i-2

Legal induced abomon is one of the most frequently
performed surgical procedures in the United States.
With apprommately 1.2 million legal induced abortions

. performed in 1997,' minimizing risk for women who -

choose to terminate their pregnanaes is of clear pubhc
health importance.

Pregnancy-related deaths are deaths that occur among
women within 1 year of pregnancy from complications
of the pregnancy or delivery; deaths associated with

" complications of induced abortion? (ie, abortion-related

deaths) also are considered pregnancy related. Previous
reports on abortion-related mortality - for 1972-1987
have informed abortion policy and. practice and im-

' proved safety for women. In addition, data on the lower

risk of death with certain procedures and anesthetics
have guided practice, substantially reducing the number
of abortions conducted with methods found to be asso-

- cated with increased risk.®" »8 However; the medical

practice and provision of abortion services continues to
change. For example since the-mid-1990s, medical (ie,
nonsurgical) regimens using abortifacients ‘within_the

first 7 Weeks of pregnancy have been used to terminate
pregnancies.’ This report provides information on risk

factors for abortion-related deaths among women who
had abortions in recent years that will help inform and

0029-7844/04/$30 00 729
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update policymakers and prﬁctidoners about abortion-
related maternal mortality. :

, MATERIALS AND METHODS

Data for these analyses were derived from 2 data sets
from the Centers for Disease Control and Prevention
(CDC). Numerator data were obtained from the Abor-
 tion Mortality Surveillance System, now a part of the
Pregnancy Mortality - Surveillance - System, which"at-
tempts to identify all deaths in the United States caused
by pregnancy, including those ending in induced abor-
tion. For abortion mortality rate denominators, we used
data from CDC’s Induced Abortion Surveillance Sys-
tern, compiled since 1969: From 1973 through 1997, data
.were received from state health departments or est-

mated for 52 reporting areas, including 50 states, the -

District of Columbia, and New York City. Legal induced

abortion was defined as “a procedure, performed by a.

licensed physician or someone acting under the superv1-
sion of a licensed physician, that was intended to termi-
natea suspccted or known intrauterine pregnancy and to
produce a nonviable fetus at any gestational age.” The
total number of legal induced abortions was available or
~ estimated from all reporting areas; however, not all of
these areas collected information regarding some or all of
the characteristics of women who obtained abortions.*
The Abortion Mortality Surveillaice System defines
an abortion-related death is a death resulting from 1) a
direct complication of an abortion, 2) an indirect compli-
cation caused by the chain of events initiated by the
abortion, or 3) an aggravation of a preexisting condition
" by the physiologic or psychologic effects of the abortion,
regardless of the amount of time between the abortion
~ and the death.* The indlusion of abortion-related deaths
in this surveillance system, regardless of the amount of
time between the abortion procedure and the death, is
unique and differs from the temporal limit for other
pregnancy outcomes in the Pregnancy Mortality Surveil-
lance Systern. Legal induced abortion-—related mortality
rate is defined as the number of deaths from legal in-
duced abortion per 100,000 legal induced abortions.
Multiple sources are used in the Abortion Mortality
Surveillance System to identify potential cases of abor-
tion-related mortality, including national and state vital
records, reports from maternal mortality review commit-

tees, private citizens, health care providers, medical ex-

aminers, the media, and, more reccntly, a full-text news-
paper database. For each suspected case identified, the

“ Abortion Mortality Surveillance System requests death.
certificates, clinical records, and autopsy reports. Death -

certificates were obtained for all cases, but complete
clinical records were not always available. Two medical
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epidemiologists reviewed the available records for each’
case to determine the cause of death and 1f it was abor-
tion-related. :
Gestational age was defined as the number of com-
pleted weeks elapsed from the start of the last menstrual
period and was categorized as either 1) 8 weeks or less,

'9-10 weeks, 11-12 weeks, 13-15 weeks, 16-20 weeks,

and 21 or more weeks or 2) first (12 weeks or less) or

. second trimester (13 weeks or more). Parity was defined
‘as the number of previous live births and was catego-

rized as 0, 1-2, and 3 or more. When calculating mortal-
ity rates specific to parity, gestational age, and marital
status, we excluded cases for which the decedent’s parity,
gestational age, or marital status were unknown, unless
specifically noted. Procedures were categorized as curet-
tage, dilatation and evacuation (D&E), instillation, or.
other. Curettage includes suction or sharp curettage

_ performed at or before 12 weeks of pregnancy. For cases

in which the procedure was curettage but the gestational
age was unknown, we assumed the procedure occurred
at or before 12 weeks of gestation for those analyses that
were stratified by trimester of gestation. For those anal-
yses that were performed by weeks of gestation, cases
with unknown gestational age were reported separately
as unknown gestational age or were excluded. Similarly,
when the procedure was unknown and gestational age

~ was recorded as 12 weeks or less, we assumed that
curettage was performed. D&E is a combination of suc-

tion and sharp curettage performed through a dilated
cervix at or after 13 weeks; instillation involves prosta-

" glandin or saline instillation; and “other” associated pro-

cedures include hysterectomy, hysterotomy, and use of
prostaglandin vaginal suppositories. For the time period
of this analysis (1988-1997), approximately 0.10% of
legal induced abortions were performed with abortifa-

clents in early pregnancy.’* No deaths associated with
themn were identified by the Abortion Mortality Surveil-

~ lance System during the study, period.,

. Causes of abortion-related deaths included direct
causes (eg, vaginal and intraabdominal hemorrhage),
infection (including endometritis, septicemia, and other
infections), emboli (including thrombotic, amniotic fluid,
and air emboli), complications of anesthesia, and indirect
causes (categorized as “other”), mainly cardiac, and ce-
rebral vascular events. Women were divided into 2
racial categories: 1) white'and 2) black or other. Women .
who were of black or other races (eg, Asian/Pacific

Islander, American Indian) were combined into 1 cate-

. gory because of the difficulty in separating races in the

denominator before 1990 and because only 2 cases were

‘reported for a nonwhite, nonblack woman during 1988 -
.- 1997.
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" The crude (unadjusted) legal induced abortion-re-
lated mortality rates were calculated for each year from
- 1972 through 1997. In addition to calculating the crude

- mortality rate, we stratified the unadjusted mortality -

rates by various sociodemographic and medical factors,
including the type of procedure; woman’s race, age, and
parity; and gestational age of the pregnancy that was
terminated during 1988~-1997, the 10 most recent years
of data available from the Abortion Mortality Surveil-
lance System. For all rates, the refative risks (RRs) with
95% confidence intervals' (CIs) were calculated by using
the Taylor series method in Epi-Info 6.04c.!

~ To understand the effect of differences in gestational

‘agc distribution on the RR of death for women of.

different ages and race, we calculated gestational age—

adjusted, race-specific, and maternal age-specific mortal- -

ity rates. For the race-specific analyses, we directly stan-
dardized the mortality rates to the gestational age
distributions of white women and for the maternal age—
specific rates, we used the gestational age distribution of

older women as the standard. In these standardized

- analyses, deaths for which tﬁc gestational age at the time
“of abortion was unknown were assigned a gestational
age in proporton to the gestational age distribution of
the deceased women: where the gestational age was
known. To determine whether the shift toward earlier
gestation- abortions was primarily responsible for the
decrease in abortion mortality over time, we calculated
and compared gestational age-specific mortality rates
over 3 time periods from 1972 through 1997. Because
the risk of death with increasing gestational age does not
follow a linear distribution, we fit exponential models to
assess the relationship between mortality and increasing
gestational age.
The project resulting in this manuscript was reviewed
. for human subjects issues and determined to be in com-
pliance with CDC’s guidelines. The analyses used data

from the Pregnancy Mortality Surveillance System and

Legal Induced Abortion Surveillance System, both
‘housed in the Division of Reproductive Health at CDC.

" RESULTS

During 1972-1997, a total of 337 deaths determined to
be causally related to legal induced abortions was iden-
tified by the Abortion Mortality Surveillance System for
-an overall legal induced abortion-relatéd mortality rate

of 1.1 deaths per 100,000 legal induced abortions (Table _

. 1).From 1972 through 1997, the annual number of legal
induced abortion-related deaths decreased from 24 to 7,

- and the mortality rate decreased from 4.1 to 0.6. Most of
the decline occurred early in this ime period, from 1972
through 1976; after the legalization of abortion in Janu-
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.Tecent time period (1988-1997) (T able 2 and Figure 1). .

ary of 1973, the mortality rate fell from 4.1 to 1.1 deaths -

per 100,000 abortions; a reduction of 73% (P = .001).
Women in the earlier time period (1972-1979) were 3

 times (RR 3.1; 95% CI 2.4, 4.1) more likely to die of

complications of an abortion than women in the most
Wealso calculated the gestational age-specific relative
risks of dying comparing the earliest (1972-1979) and .
most recent (1988-1997) time periods using the most
recent time period as the referent group. Although the
risk of death declined at all gestational ages, the greatest
proportion of the decline occurred at earlier gestational
ages. Women who had abortions performed in the ear-
lier time period were significantly more likely to die at
each gestational age than women who had abortions in
the most recent time period; women receiving abortions

‘during 1972-1979 had RRs of 5 (at or before 8 weeks of

gestation), 8.6 (at 9-10 weeks), 6.2 (at 13-15 weeks), and.-

- 4.1 (at 16-20 wecks), and 1.9 (at or after 21 weeks).
. These declnes are all statistically significant, with the -

exception of the women who died of complications of - -
abortion at 21 weeks or more of gestation; although their
mortality decreased almost 50%, the decrease was not
statistically significant. To examine risk factors among
women receiving abortions in the most recent time pe
tiod, we analyzed deaths that occurred during 1988—

1997. Gestational age at the time of abortion was the

.strongest risk factor for abortion-related mortality (Ta-

ble 2). The lowest rates were among women who had
their abortions in the first trimester of pregnancy, partic-

- ularly within the first 8 weeks of pregnancy. Women

whose abortions were performed in the second trimester

(at or after 13 weeks of gestation) had abortion-related

miortality rates greater than women whose abortions
were performed in the fitst 8 weeks of pregnancy (RR at

13-15 weeks, 14.7 [95% CI 6.2, 34.7); RR at 16-20

weeks, 29.5 [95% CI 12.9, 67.4]; RR at or after 21 weeks,
76.6 [95% CI 32.5, 180.8]). If women who had abortions
after 8 weeks of gestation had obtained abortions during
the first 8 weeks of pregnancy, when risk is lowest, 87%
of deaths likely could have been prevented.

In addition, we used the data to model the association
between the mortalityrate and gestational age (Figure 1).
We found that for the most recent time period (1988-
1997), the risk of death iricreased exponentially with
increasing gestational age. According to this model, there
is a 38% increase in risk of death for each additional week
of gestation. This implies that the increase in the risk of
death due to delaying the procedure by 1 week is much
higher at later gestational ages than at earlier gestational

“ages. For example, applying this model, if an abortion is

performed at 9 weeks rather than at 8 weeks of gestation,
the estimated absolute increase in the mortality rate is
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Table 1. Legal Induced Abortion-Related Deaths, Legal Induced Abortlons and Abomon Mortallty Rates——Umted States

1972—1997

Legal induced abortion—related

legal induced

Legal induced abortion mortality rate

Year deaths (n)* abortions (n) (per 100,000 legal induced abortions)
1972 - 24 586,760 4.1
1973 25 615,831 4.1
1974 o 26 763,476 34
1975 ) .29 854,853 34
1976 o1 988,267 11
1977 _ 17 1,079,430 1.6 .
1978 : . 9. . 1,157,776 0.8
1979 i 22 1,251,921 18
1980 9 - 1,297,606 0.7

© 1981 8 ‘ 1,300,760 0.6
1982 o 11 ) 1,303,980 0.8
1983 o 11 L 1,268,987 0.9
1984 12 1,333,521 0.9
1985 11 1,328,570 - 08
1986 11 - 1,328,112 0.8
1987 I 7 1,353,671 0.5
1988 16 1,371,285 1.2
1989 12 1,396,658 09
1990 o .9 1,429,247, 0.6
1991 ) 11 1,388,936 . 0.8
1992 ) - 10 1,359,146 .07
1993 - . o ' 6 1,330,414 0.5
1994 . 10 1,267,415 08"
1995 4 1,210,883 03
1996 . 9. 1,221,585 07
1997 . Co -7 1,186,039 0.6
1972-1979 . 163 7,298,314 2.2

. 19801987 o ) 80 10,515,207 0.8 .
1988-1997 ' ‘ 94. 13,161,608 0.7-
1972—1997 337 30,975,129 1.1

* For some years, the number of deaths and total legal abortions differ from those in prekusly published reports to rcﬂect additional mformauon

obtained by the Centers for Disease Control and Prevention.

0.05 per 100,000 abortions (from 0.13 to 0.18 deaths per
100,000 abortions). However, if an abortion is per-
* formed at 18 weeks of gestation instead of at 17 weeks,
the estimated absolute increase is 0.91 (from 2.4 to 3.3

per 100,000 abortions). Thus, the estimated increase i,

the risk of death due to delaymg the procedure by 1 week
_at 17 weeks of gestatxon is 18 times greater than the
estimated increase in the risk of death by delaying the
procedure by 1 week at 8 weeks of gestation.

. The second most significant risk factor for death over-
all was race. Women of black and other races were 2.4
times as likely as white women to die of complications of
abortion (Table 2). At all gestational ages, women of
black and other races had higher case mortality rates
_ than white women. Because women of black and other
races tend to have abortions at later gestational ages,"'*
we standardized the mortality rates for black women to
the gestational age distribution of white women to assess
the effect that gestauonal age may have had on the higher

risk of death for women of black and other races. The

732 Barlettetal Abortion-Related Mortality

ratio of the adjusted mortality rates for women of black and
other races compared with white women decreased 20% to
1.9. However, this adjusted rate stll differs significandy
from the rate for white women. No statistically significant
differences were observed between crude mortality rates
for women of different age or parity. However, data from -
the Abortion Surveillance System indicate that women
younger than 20 years of age had abortions later in gesta-
tion than did women aged 20-29 years, and wormen aged
30 years or older obtained abortions earlier in pregnancy
than women in any other age group.™** To determme the
impact of these differences on age-specific mortality, we
standardized the maternal age-specific mortality rates for
gestational age using the gestational age distribution of
women aged 30 years or older as'the standard. If women
younger than 20 years of age who terminated their preg-
nandies had the same gestational age distribution as women
aged 30 years or older, mortality among women. younger
than 20 years of age would decrease by 32%, and mortality
among women aged 2029 years would decrease by 17%.
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Table 2. 'L'egal Induced Abortion—f?elated Deaths, Mortality Rates, and Relative Risks, by Selected Characteristics—United

States, 1988-1997

1988-1997

Legal induced abortion—related

Relative risk (95%

Characteristic deaths (n) Mortality rate* confidence interval)
Gestational age (wk)
* First trimester ) ‘ : :
=38 8 01’ Referent .
9-10 5 0.2 1.4(05,4.9)
11-12 6 04 3.4(1.2,9.7)
Second trimester ' i ) R
13-15 o 15 17 , 14.7 (6.2, 34.7)
- - 16-20 : 19 34 29.5 (12.9, 67.4)-
=21, o ) - 15 . 89 © 766 (32.5,180.8)
Unknown : , - 26 Not applicable " Not applicable
Race o . ' ‘ '
‘White 38 0.5 . - Referent
Black or other ‘ ' , 56 - 11 : 2.4 (1.6, 3.6)
Time period ' . . ' B
1972-1979 - 163 2.2 3.1 (2.4, 4.0)
1980-1987 ‘ 80 0.8 : ) 1.1 (0.8, 14)
1988-1997 " 94 0.7 : : Referent
Age (y) ' . : .
=19 . 20 0.7 : 1.2 (0.6, 2.2)
20-24 _ 29 0.7 . 1.1 (0.6, 2.0)

" 25-29 . 18 0.6 . . Referent
30-34 - 16 0.9 1.5(0.7,2.9)
=35 @ » 10 0.8 _ 1.3 (0.6, 2.9)

Panry . ’ o _
0 - o 16 0.3 I . Referent
1-2 S - 97 0.5 : . 1.9 (L0, 3.5)
=3 _ » 7 05 . 2.1(0.9,5.2)

" Unknown' : ' 42 Not applicable " Not applicable

'*Legal induced abortion mortality rate is the number of legal induced abortion—related deaths per 100,000 legal induced abortions.
* Denominators for calculating rates by parity use previous live births from abortion surveillance data: deaths with unknown parity are excluded.

"The procedures that can be used to terminate a preg-,
nancy are determined by the gestational age at the time
of the procedure. For the years 1988-1997, more than
99% of abortions in the first trimester were performed by
curettage. Therefore, we examined the relationship be-
tween abortion procedure and mortality in the second

trimester. For women in the second trimester, the mor-

 tality rates for D&E were 2.5 times lower than those fof
instillation and other procedures. These differences were-
not significant; However, our analysis was limited by
Very small numbers in some categories and the large
number of women who could not be included in this
analysis because of unknown procedure or unknown
gestational age. No deaths assocated with early medical
abortion procedures using abortifacients were reported.
 during the study period. o
Of abortion-related deaths, 85% were atiributable to
direct causes and 15% to indirect (ie, “other”) causes. Of
the direct causes, hemorrhage and infection exceeded
- any other cause. Overall, each were responsible for
approximately one fourth of abortion-related deaths,
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whereas embolism, anesthetic complications, and other

causes were each responsible for about 15% of deaths .

(Table 3). Cause of death varied by gestational age and
procedure type. For example, hemorrhage, a less fre-
quent cause of death at or before 12 weeks of pregnancy,
was the most frequent cause of death assodiated with:_
D&E at 13 weeks or more of gestation. - o
Among women for whom the interval between the

.abortion procedure and death was knowr, 35% of the -

deaths occurred within 24 hours, and 85% died within 42

" days of the procedure, the length of time considered the

puerperal period.

DISCUSSION

_i In the 25 years following the legalization of abortion in
- 1973 (Roe v. Wade, 410 U.S. 113, 1973), the risk of death

from legal abortion declined dramatically by 85%, from
4.1 to 0.6, with most of this decline occurring from 1973

- through 1976. The number of 1llegal abortion~related

deaths (induced abortions not performed by a licensed -
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_ Figure 1. Legal induced abortion mor--
tality rates with plot of exponential
model, by gestational age—United
States, 1972-1979, 1980-1987,
and 1988-1997.
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physician -or a supervised assistant) also declined after  tice—changes made in Tesponse to TEPOTS that identified
legalization of abortion—only 5 deaths associated with  procedures with an increased risk of complications. For
illegal abortion were identified during 1988 -1997.1 The  example, in 1972, approximately 10% of abortions were
" inifial decrease in legal abortion—related deaths can be - performed by either saline or prostaglandin. instillation
largely attributed to an increase in the level of experience - procedures. Use of this higher-risk procedure declined
and skill of the providers,”*® a factor that has reduced  through the 1970s to approximately 3% in 1980 and,
the risk of complications with other prpccdures.“'Fur- concurrently, the proportion of providers using dilation
ther reductions in the number of deaths and risk of . and curettage (a procedure associated with lower risk of
mortality can be attributed to changes in clinical prac- - complications) increased. The heightened risk of death

“Tahle 3. Distribu{ion of Causes of Leg’al Induced Abortion—ReIated'Déaths,* By Type of Procedure and Trimester. of
Abortion—United States, 1988-1997 : ' ' ' :

Cause of death (%)

T o - Anesthesia .
" Trimester and procedure™ : Hemorrhage Infection Embolism complications ~ Other®  Unknown
First trimester {< 13 weeks of gestation) . ’ '
Curettage - o 14 31 14 22 : 17 3
Other$ ‘ : ‘ 0 0 0 0 0 0
Second trimester (= 13 weeks of gestation) : T
Dilatation and evacuation 38 4 19 19 v 11
. Intrauterine instillation . . 33 R _ - 33
. Other* i ' 25 50 - i 25
Unknown procedure ‘ 50 - 50
Total for all gestational ages and procedures 24 C27 17 16 - 15 1

Deata are presented as percentages only because of small numbers in some cells. o :
+ Excludes 9 women for whom data regarding abortions procedure and gestational age are unknown. .
* Women receiving abortions during the first trimester using an unknown procedure were classified as having had a curettage procedure.
* Other causes of death include cardiac and cerebrovascular events. v _ .
§ Other procedures include hysterectomy, hysterotomy and prostaglandin vaginal suppositories, and medical termination.
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with the use of general anesthetics, in particular fast-
acting barbiturates, was also identified in the 1980s; few
abortions currently are performed using these substanc-
es.® As the strong association between gestational age
.-and the risk of complications became more widely
known, an increased percentage of abortions were per-
formed early in the first trimester; 34% of abortions were
performed before 8 weeks of gestation in 1972 compared
with almost 55% in 1997." -

- The risk factor that continues to be most strongly
associated with mortality from legal abortion is gesta-
. tional age at the time of the abortion. The. relationship

between gestational age and risk of death has changed

over time; currently, the risk of death increases exponen-
tially at all gestational ages, whereas for women obtain-
ing abortions in the earlier ime period (1970-1979), the

tisk of death increased with increasing gestational age-

but-Jeveled off at the highest gestational ages. The
change in models for risk of déath by gestational age

* likely results from the reduction in risk at earlier gesta- -

tional ages as abortion policy and practice have changed;

- the risk of death at later gestational ages may be less

amenable to reduction because of the inherently greater

technical complexity: of later ahortions related to the -

anatomical and physiologic changes that occur as preg-
nancy advances. The increased amount of fetal and
- placental tissue requires a greater degree of cervical

dilation, the increased blood fAlow predisposes to hemor-

rhage, and the relaxed myometrium is more subject to
mechanical perforation. The technical challenges of the
procedure during the second trimester are different from
those present in the first trimester, and the inherently

greater risk of complications may be less amenable to -
prevention. However, it is possible that other factors

such as exacerbation of 4 preexisting disease may have
also contributed to the greater risk of death for women
obtaining abortions at later gestational age, but our abil-
" ity to determine the potential contribution of other fac-
tors is limited because of limited information about the
- deceased women’s medical or social history.
Almost half of abortions still occur after 8 weeks of
+ gestation. Because access to abortions even 1 week ear-
 lier reduces the risk of death disproportionately ds gesta-
tonal age increases, addressing this risk factor by further
reducing the gestational age at which women have abor-
tions may help to further reduce the risk of death:
- Our analysis suggests that almost one fifth of the
excess abortion-related mortality among women of black
“and other races resulted from later gestational age at the
time of the abortion. In addition, more than one third of
the abortion-related mortality risk for women aged 19
years or younger was due to having an abortion at a later
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gestational age as compared with women aged 30 years-
or older. . -

Because gestational age at the time of abortion is'such
a strong risk factor for death, factors that can affect access to
abortior services deserve examination. First, availability of

services influences access to early abortion. Since 1982, the

number of abortion providers has decreased by 20%; most

- of the decline has occurred among hospital-based providers

and in nonmetropolitan areas, leading to decreased ap-
pointment ‘availability and an increased average distance

 that women must travel to abortion facilities.’>” Tn addi-
 tion, many-abortion facilities set a gestational age limit after
- which they will not perform abortions. Consequently,

women seeking abortion services after the first trimester
may have to travel longer distances, which may lead to
even greater delay in obtaining services. Other factors that
may also lead to abortions at later gestational ages m-
clude failire to fecognize a pregnancy or miscalculation -
of the length of pregnancy; reluctance to tell a partner or

 parents about a pregnancy; time needed to decide how to
- resolve the pregnancy; and difficulty in finding a pro-

vider, making arrangements for the abortion, obtaining
transportation, and being able to afford the proce-
dure.**2° In 2001, a total of 33 states required either
parentz] notification or-consent or a mandatory waiting
period after a woman’s initial visit to the abortion pro-
vider before- the procedure could be performed.i5:9
Both parental notification laws and mandatory waiting .
periods have been associated with an increase in second-
trimester abortions.?"?? In 1998, only 16 states had
Medicaid or other state-supported funding of abortions;
thus women in most states must spend time seeking
finandial resources to pay for an abortion.’®

 Since the mid-1990s, methotrexate with misoprostel
and more recently mifépristone have been used fornon-
surgical términation of early pregnancies (ie, those up to

. 7 weeks of gestation).? Mifepristone (commonly called

RU-486) is approved for such use in most of Europe®
and has been used for more than a- decade in France,* .
Sweden, and Great Britain.2*%¢ Before the U.S. Food -
and Drug Administration approved the drug foruse asa

medical abortifacient in 2000, it was used in clinical trials -

 in the United States.® The CDC's Abortion Surveillance
- System began to collect data'on medical terminations in

1997. In 1999, a total of 25 states reported that 6,278 of
these carly’ medical abortions using RU-486 had been
performed, which likely is an underestimate.?’ An early
medical abortion requires more visits by the woman to
her health care provider than are required for a surgical
procedure, but acceptability among both providers and
patients is reported as being high*%2° No deaths deter-
mined to be related to use of medical abortifacients were
reported in the United States during the study period.
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The number or rate of abortions in European coun-
tries where mifepristone is used as an abortifacient has

not increased, although the proportion of abortions per--

formed at earlier gestatlonal ages has risen”® If the
number of abortions remains constant in the United
States, ihcreased availability of mifepristone to U.S.
women who choose to terminate their pregnancies may
increase the proportion of abortions at earlier gestational
“ages and in turn decrease the risk of abertion-related
mortality. Ongomg monitoring of both abortion proce-
dures and abortion-related morta.hty will help to evaluate
the effect of medical abortion regxmcns
The United States continues to monitor the number of
abortion procedures and abortion-related deaths nation-
ally. Furthermore, CDC’s Abortion Mortality Surveil-
lance System uses multiple methods to identify cases of
abortion-related mortality, thereby increasing the identi-
fication of potential deaths. Cases are confirmed tbrough
review of available hospital charts and coroners’ reports
by clinically experienced epidemiologists. On average,
the Abortion Mortality Surveillance System reports
more than twice as many deaths related to legal induced
abortion than are reported on routine death-certificate
data. The completeness of death reporting is difficult to
. determine; however, an assessment that used multiple
methods indicated that both reported numbers and rates
of abortion-related deaths was consistent among multi-
ple sources.?® Surveillance of abortion-related mortality
continues to be essential in monitoring trends, evaluating
' risk factors, and identifying potential clusters of deaths.
Our analyses have several possible limitations. Al-
though state health departments are asked to provide
death certificates on all deaths associated with pregnancy
and other sources are used to try to ascertain abortion-
related deaths, some cases may not be identified. In
addition, we were unable to obtain detailed clinical
records for all cases, and therefore data on certain factors
(eg, gestational age, type of abortion procedure, and
other risk factors for death, such as preexisting diseases),
were not available for all deaths. In addition, because of
the data sources used for this study, we are unable to
determine why some women obtain abortions later in
their pregnandies. Some of these women may choose to
terminate their pregnancies because of a preexisting
medical condition or fetal indications (eg, severe fetal

anomalies). Thus, our ability to understand all the bar- .

riers to early abortion is incomplete. Although determi-
. hation of the cause of death and relatedness to the

abortion procedure is a straightforward process, some

" misclassification may have occurred. Timeliness in re-
porting abortion-related deaths is affected by several

factors, including delays of up to several years in death

notification, difficulty in obtaining clinical information
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from providers and facilities, and the néed to compile *
multiple years of data before release because of the small

- number of cases that occur annually and the need to

maintain anonymity. In some stratified analyses, abor-
tion-related mortality rates for the different strata may be
underestimated, because cases with unknown values for
the characteristic of interest could not be included. The
aggregate nature of CDC’s Abortion Surveillance Sys-
tem also served as a study limitation by preventing
multivariable analyses of abortion mortality. Denomina-
tor data on abortion procedures is reported univariately,
with a subset of states providing bivariate data. Thus,
examining the affects of one risk factor while controlling

‘ for all other potential risk factors was not feasible.

Legal induced abortion-related deaths occur only

- rarely. Substantial reduction in the number and risk of

deaths caused by complications of abortion can be af-

fected by identification of risk factors for death and use of
this evidence to inform policy and practice cha.ngcs

Currently, gestational age at the time of the abortion is
the strongest risk factor for death. If women who termi-

nated their pregnancxes after 8 weeks of gestation had
accessed abortion services during the first 8 wecks of
gestation, up to 87% of deaths mlght have been avoided.
Reasons for delay in accessing services are likely multi-
factorial; to help guide prevention efforts to reduce mor-
tality from complications of abortion, additional infor-
mation is needed about the women who access abortion
services later during pregnancy and the reasoning be-

~ hind this decision. Primary prevention of unintended

pregnancies is optimal. However, among women who
choose to terminate their pregnancies, increased access

* to early abortion services (including emerging technolo-

gies such as early medical abortion regimens) may m-

_crease the proportion of abortions performed at the

lower-risk, early gestational ages and help reduce mater-
nal deaths.
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